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Letter from the Editor 

 

May 2022 

 

Dear Colleagues, 

As you read this latest volume of the Arab Journal of Psychiatry, nearly three months will have passed 

since the launch of my year-long campaign to challenge the stigma of mental illness in the Hashemite 

Kingdom of Jordan. Raising awareness about better ways to help people in our community, and in the wider 

Arab world, to understand what it is like to have a mental health condition is our shared responsibility. 

Stigma can lead to discrimination. Stigma can lead people with mental health conditions to withdraw from 

others and this might reduce their chances of seeking help too. I hope you will be able to work on addressing 

stigma in your countries and promote research on ways to challenge the stigma of mental illness. I do 

encourage you to start work in this area and to also support our aim to present stigma as the main theme for 

the November issue of the AJP. 

The May 2022 volume of the AJP returns to our professional roots in psychodynamic practice while also 

highlighting current trends on the use of MDMA for the treatment of posttraumatic stress disorder and on 

understanding reverse culture shock in students returning from studying abroad. Other articles reflect how 

the world continues to contend with successive waves of coronavirus disease 19 (COVID-19) and its impact 

on the well-being of people affected by it.  

There are many excellent professionals submitting their reviews, original research, and reflections to the 

Arab Journal of Psychiatry, which ensures we can continue to offer you a lively and up-to-date journal.  

As of this issue, the journal will be available in EBSCO Essentials 

 

Sincerely, 

Walid Sarhan  

 

Editor-in-Chief 

Amman, Jordan  
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MDMA for Posttraumatic Stress Disorder: Are We There Yet? 

Joseph El-Khoury, Michele Cherro, Ghida Kassir 

 ؟ MDMA كعالج لالضطراب ما بعد الصدمة: هل حان الوقت

 جوزيف الخوري، ميشال شّرو، غيدا قصير 

 

Abstract 

osttraumatic stress disorder (PTSD) is a stress and trauma related disorder characterized by a heightened stress-response 

or avoidance associated with a traumatic event. In its severe form, PTSD remains a debilitating condition causing 

significant disability despite the already established treatment options. 3,4-Methylenedioxymethamphetamine, or MDMA, is 

a psychoactive substance that has been studied since the 1960s as a possible viable treatment for different psychiatric disorders 

including PTSD. It has undergone multiple trials testing its viability and has been found to be relatively safe for use. However, 

the topic of efficacy remains controversial being held back by limitations whether legislative, ideological, or cultural.  

Key words: MDMA, PTSD, psychotherapy, psychedelics, trauma 

Declaration of interest: None 

 

Introduction 

Posttraumatic Stress Disorder (PTSD) has been a formally 

recognized disease entity since it entered the third edition 

of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-III) in 1980. It was conceptualized as an 

anxiety disorder due to the overlap of the most prominent 

cognitive, emotional and physiological symptoms. 

Confronted with a new diagnosis, clinicians would draw 

from the body of knowledge on effective treatments for 

these conditions. Decades later, several pharmacological 

and psychotherapeutic interventions have shown 

effectiveness in treating and resolving PTSD. The 

medications known to be of use include antidepressants, 

antipsychotics and benzodiazepines. On the psychological 

level most progress was shown with Cognitive Behavioral 

Therapy (CBT), Exposure therapy (ET) and Eye 

Movement Desensitization and Reprocessing (EMDR). 

Yet, many do not respond and residual symptoms can be 

disabling. Interest in a therapeutic role for the 

psychoactive substance MDMA precedes the PTSD 

classification going back to the 1970s. In the following 

sections, we will review the accumulated evidence for 

using MDMA in the specific treatment of PTSD in the 

civilian and military population.   

 

PTSD and its neurobiological basis  

PTSD is classified as a stress and trauma related disorder 

in the 5th edition of the Diagnostic and Statistical Manual 

of Mental Disorders (DSM-5). It is characterized by the 

presence an index event or series of index events (known 

as criterion A) that are perceived as threatening for the 

person or for someone close to them. Usually within a 

month, the concerned individual develops the core 

symptoms consisting of general hyperarousal and a 

heightened stress-response to stimuli associated with the 

event. A pattern of avoidance of direct and indirect 

‘triggers’ is established.  They also experience involuntary 

reliving of the traumatic experience through flashbacks 

and nightmares. Symptoms must last more than one month 

and impact the person’s functioning1. The prevalence of 

PTSD in the general population varies between countries 

with higher rates in areas that have experienced armed 

conflict on their soil within recent times. In the United 

States (US), it is estimated that 4% of men and 10% of 

women (US Department of Veterans Affairs) suffer from 

the condition. Following a traumatic event and the 

development of PTSD symptoms, most cases are expected 

to resolve spontaneously, with a small percentage 

requiring intervention and an even smaller group 

becoming intractable or retaining significant residual 

symptoms.  

 

As with a majority of psychiatric disorders, a distinct 

lesion at the level of the central or peripheral nervous 

system is not identifiable. Subtle neuroimaging findings 

P 
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associated with PTSD have been studied in veterans and 

civilians. The most accepted hypothesis with a neural 

basis is a malfunction at the level of the hippocampal-

limbic-prefrontal network. Neuro-anatomically, the 

regions of the brain most likely to play a role in the 

development of PTSD are the hippocampus, the amygdala 

and the prefrontal cortex. It is unclear whether abnormal 

physiological findings, such as a reduced volume 

hippocampus is pre-existing, and possibly predisposing, 

or rather a consequence of PTSD2. 

The organic basis for PTSD is complex. A role is 

postulated for the stress hormone cortisol. While the 

literature initially reported conflicting results, the more 

recent studies indicate that a low cortisol level at the time 

of exposure to trauma is associated with a pathological 

response, including PTSD2.  

Another neurotransmitter directly involved in affective 

regulation is Serotonin (5HT), which is extensively 

present in the brain. The pharmacology also appears to 

support this direction as various trials have shown a 

positive effect for serotonergic psychotropics in the 

treatment of PTSD. This particularly applies to Serotonin 

Specific Reuptake Inhibitors (SSRIs), which are the most 

commonly used category of antidepressants. Two of these 

– Sertraline and Paroxetine have been formally approved 

by the Food and Drug Administration (FDA) in the US3. 

 

MDMA 

MDMA is the acronym for 3,4-

Methylenedioxymethamphetamine, a synthetic drug of 

the phenethylamine class. It was first manufactured in 

1912 as a potential anticoagulant by the pharmaceutical 

giant Merck in Germany but never made it onto the market 

as research was inconclusive.  It was rediscovered again 

by the American experimental chemist Alexander ‘Sasha’ 

Shulgin sometime in the 1960s. The ‘path’ from the 

German manufacturer to Shulgin’s Californian laboratory 

is obscure with a possible involvement of the US military 

in testing the molecule for anti-depressive properties4. 

MDMA is the quintessential ‘party drug’ and started 

dominating the club scene from the early 1990s with the 

popularization of electronic dance music. ‘House music’ 

and MDMA, rebranded ‘Ecstasy’, ‘Molly’ or ‘XTC’ went 

from the underground scene in Chicago to a mainstream 

global phenomenon. Both are still closely associated 

today and MDMA has been studied in that context. 

According to surveys in European cities, motivation for 

and pattern of use of the drug vary extensively. Variation 

in effects was also noted with more women reporting 

negative effects during or after drug usage5. People taking 

the drug experience a state of euphoria and heightened 

‘connection’ with their sensory environment, allowing for 

a more intense experience. MDMA in its pure form and 

used in a safe context is considered a relatively safe drug, 

except that the street version of ‘Ecstasy’ is often mixed 

with amphetamines and other products. It is often these 

contaminants that are blamed for adverse reactions in 

some cases6. MDMA action on the central nervous system 

is mediated through a multifold increase in serotonin in 

addition to a less dramatic increase in dopamine and 

adrenaline. It is this combination that creates the euphoric 

experience sought by clubbers and that peaks at two to 

three hours and can last up to six hours. As general guide, 

a dose of 50mg and above is required to induce the 

euphoric effects. Street products usually contain between 

50-100mg of MDMA with some pills being sold 

containing 150mg7. The primacy of the agonism at the 

serotonin level is backed by researchers noticing a 

dampening of the desired effects in individuals already 

taking serotonin potentiating drugs such as antidepressant.  

 

MDMA as a treatment for PTSD 

The first clinician known to have allegedly used ‘Adam’ - 

as MDMA was initially dubbed - on over 4000 patients in 

a therapeutic setting was the American psychologist and 

psychotherapist Dr Leo Zeff8. He had previously used 

lysergic acid diethylamide (LSD) in the 1960s in a similar 

fashion and was introduced to MDMA by Shulgin, a 

fellow enthusiast of psychedelics. Very little is known of 

the background and the techniques applied by Zeff. He 

was apparently a serving officer in the US army who later 

trained as a Jungian therapist and practiced in California. 

His contribution remained hidden for many years to avoid 

prosecution given his maverick approach9. A slightly 

more consistent process of therapeutic experimentation 

was carried out in the early eighties by psychiatrist Dr. 

George Greer who published case reports commenting on 

over 80 patients8. 

Apart from the unregulated trial and error era of the 1970s 

and early 1980s, a theoretical basis does exist that justified 

further academic curiosity in MDMA. Johanssen and 

Krebs suggest three possible mechanisms for the 

usefulness of MDMA in supporting therapy for PTSD. 

The first mechanism is through raising oxytocin levels in 

the brain. Oxytocin is a neurotransmitter that facilitates 
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empathy and emotional bonding. The second mechanism 

is through the combined increase of ventromedial 

prefrontal nucleus activity and decrease in the amygdala 

activity. Both centers are involved in emotional regulation 

and this combination allows for containment of the 

repeated paroxysmal emotional response characteristic of 

PTSD. In exposure-based therapies, revisiting the 

traumatic experience with the help of the therapist and in 

detail is essential. It is often very difficult to achieve given 

the heightened state of anxiety that accompanies it. 

Several preparatory sessions are required prior to 

addressing the traumatic memory or ‘hot spot’. 

Disengagement or stalling is not uncommon. A third 

mechanism is the increase in noradrenaline and cortisol. 

These two neurotransmitters are released as part of the 

stress response. Theoretically their release again in the 

contained setting of therapy could help facilitate 

extinction of the pathological trauma response10. 

For more than two decades, studies on human subjects 

involving MDMA had faced the hurdle of restrictive 

legislation that has been in place since the 1980s, 

particularly in the US and the UK11. Prior to the era, 

MDMA had been experimented with by therapists and 

psychiatrists as a stand-alone treatment or as an adjunct to 

therapy for various psychiatric conditions12. Concerns 

over the neuropsychological consequences of sustained 

recreational use of MDMA were raised 13 and contributed 

to delaying experimentation. At the turn of this century, 

the Multidisciplinary Association for Psychedelic Studies 

(MAPS), which was the strongest group advocating for 

the therapeutic benefits of MDMA, sought partnerships in 

Spain, Switzerland and Israel to further study the molecule 

in PTSD sufferers. The five-year strategic plans would 

cost five million dollars and follow the path adopted by 

the pharmaceutical company Pfizer for FDA approval of 

the antidepressant Sertraline in the treatment of PTSD14. 

In 2002, a Spanish study in Madrid used a relatively low 

dose MDMA (50mg to 75mg) on women who had 

received a diagnosis of PTSD following incidents of 

sexual assault. The seven sessions psychotherapeutic 

intervention included only one session where MDMA was 

administered (session 6). The study was interrupted by the 

authorities, but the published findings were in favor of the 

safety of MDMA administration in a controlled 

environment15.  It was not until 2011 that Michael and 

Annie Mithoefer and their California based team carried 

out the first US randomized control trial (RCT) on a small 

sample of treatment-resistant PTSD cases. Of these, the 

majority were Caucasian women and only one had 

symptoms related to combat. The primary aim of this 

underpowered pilot study was to demonstrate safety, 

acceptability and some effect on symptoms and quality of 

life. The measure of efficacy was a widely validated scale 

known as Clinician Administered PTSD Scale or CAPS. 

This scale is used for diagnostic purposes in line with 

DSM criteria and for measuring severity and progress of 

the condition16. After two months of receiving 15 

psychotherapy sessions of which two involved MDMA, 

30% improvement in the CAPS score was noted in several 

patients in the treatment arm. At the end point, 

approximately 80% of those who received MDMA no 

longer fit the criteria for PTSD and were therefore 

considered in remission. Only 25% of those who received 

placebo achieved a similar outcome. The type of therapy 

used was adapted from a method relating to LSD 

supported therapies from the 1970s and is not one of the 

standard psychotherapies commonly used for PTSD. One 

major limitation was the use of an inactive placebo in the 

control arm17. 

Mithoefer et al. followed up with their 20 participants 

some years later and found that improvement in PTSD 

symptoms and general functionality were sustained. Of 

particular interest was the absence of harmful substance 

use in the sample18. In one of these studies published in 

2013, Oehen and colleagues from Switzerland performed 

a blinded randomized controlled trial (RCT) on 12 

participants with chronic PTSD. The researchers used a 

modified therapeutic protocol with the aim of addressing 

the limitations of previous studies. Participants in the 

treatment arm were provided with 12 therapy sessions of 

which three involved the administration of MDMA 

(125mg) in the morning, followed by a 62.5mg booster 

later in the day. All participants would be also subjected 

to various relaxation techniques under the supervision of 

two therapists and be asked to stay overnight in the 

presence of a companion. Another attempt at reducing 

bias was through the placebo effect. The patients in the 

control group were given the subthreshold 25mg MDMA 

dose followed by 12.5mg. Results were equivocal. While 

safety was established, efficacy was difficult to ascertain.  

Objective scales measurements (CAPS) did not show a 

statistical difference between those given a low (placebo) 

dose of MDMA and those given the full treatment. 

Subjectively, the latter did provide better feedback on 

their post treatment condition using the self-rated 

Posttraumatic Diagnostic Scale (PDS)19. In a meta-

analysis from 2016 comparing the effect size of prolonged 

exposure (PE) therapy to that of MDMA-assisted 

psychotherapy (MDMA-AP) for PTSD, researchers 

established statistical equivalency. A primary difference 

in methodology is noted in favor of the MDMA-AP 

studies whereby the control arm received the same 

treatment minus MDMA. The study also highlight the 

differences between the approach and the dropout rate 

experienced under PE20. A more cautious assessment of 

the success of MDMA assisted therapy is provided by in 

a 2014 review, which highlighted the small number of 

studies, their methodological limitations and the presence 
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of physiological side-effects of MDMA administration 

such as acute elevation of systolic blood pressure12.  

A major development reinvigorated the discussion around 

MDMA when in August 2017, the FDA granted 

breakthrough therapy designation (BTD), one of the 

FDA’s expedited drug development pathways, for 

MDMA-assisted psychotherapy for the treatment21. This 

came after six MAPS-sponsored Phase 2 trials showed 

promising benefits and relative safety for MDMA-assisted 

therapy measured by significant reductions in CAPS-IV 

scores22. In these trials, active doses of MDMA ranging 

between 75mg to 125 mg or placebo/control doses of 0 to 

40 mg were administered to individuals with PTSD during 

manualized psychotherapy sessions in two or three 

sessions spaced a month apart. Additionally, three drug-

free 90-minute therapy sessions preceded the first MDMA 

exposure, and three to four followed each experimental 

session23. Superiority over the two PTSD FDA-approved 

medications, Sertraline and Paroxetine, was also 

demonstrated, further supporting the evidence for the use 

of MDMA21. After receiving BTD, MAPS and the FDA 

also reached agreement under the Special Protocol 

Assessment (SPA) process for the design of two multi-site 

Phase 3 trials of MDMA-assisted psychotherapy for 

patients with at least severe PTSD. In the first Phase 3 

trial, participants were given three doses of MDMA or 

placebo in a controlled clinical environment and in the 

presence of a trained therapy team which subsequently 

resulted in a significant and robust attenuation of PTSD 

symptoms and functionality, in addition to a significant 

reduction in depressive symptoms assessed using the Beck 

Depression Inventory II (BDI-II)24. Another, this time a 

qualitative study, looked at the long-term perceived 

benefit following MDMA-assisted therapy. The aim of the 

study was to look beyond active symptomatology 

measured by the standardized scales such as the CAPS-IV 

to understand the vast implications of MDMA use more 

thoroughly; participants reported experiencing lasting 

personal benefits and enhanced quality of life that 

extended beyond quantifiable symptom reduction25. More 

recently, two systematic reviews and meta-analyses 

looked at the efficacy and tolerability of MDMA-assisted 

psychotherapy for PTSD in all randomized and quasi-

randomized control studies and found moderate quality 

evidence that MDMA-assisted psychotherapy has the 

potential to be an effective and safe intervention for 

people with chronic, treatment-refractory PTSD26,27. All 

included studies were incidentally funded by the 

Multidisciplinary Association of Psychedelic Studies 

(MAPS) and used a manualized supportive therapy 

modality developed by MAPS. An additional benefit, 

apart from clinical efficacy, was recently portrayed in a 

study which showed that MDMA-assisted psychotherapy, 

provided to severely affected individuals, appeared to be 

highly cost-effective, with a discounted net $103 million 

(US) in combined mental health and general medical care 

costs28. 

 

Limitations of MDMA in the treatment of PTSD 

MDMA-assisted psychotherapy is expanding in response 

to a plethora of new evidence and recent FDA granted 

title. However, it is important to highlight that it is not 

MDMA itself that is hypothesized to treat PTSD, but the 

psychotherapeutic intervention enhanced by MDMA. 

MAPS research clearly states that “…the therapeutic 

effect is not due simply to the physiological effects of the 

medicine; rather, it is the result of an interaction between 

the effects of the medicine, the therapeutic setting and the 

mindsets of the participant and the therapists” 29. 

Unfortunately, misleading headlines in the media such as 

“MDMA ‘cures’ sufferers’ PTSD in a few weeks during 

study…”30 can present major obstacles for research 

progression by blurring public perception in an already 

controversial field. Therefore, it is extremely important 

that specific terms such as “MDMA-assisted 

psychotherapy” should be used and others like “MDMA 

adjunct treatment” avoided31. 

Scientific and governmental responses are strongly 

influenced by public opinion. The use of MDMA reflects 

a new era of willingness to consider mental health and 

substance use without the restrictive moralism of the past. 

However, given that most clinical trials have been 

conducted in one region of the world, this may limit 

generalizability and acceptability to other cultures. In fact, 

the current processes of recruitment and treatment are not 

sufficient to open the doors of such treatments to different 

cultures internationally32. In addition, the added layer of 

different rules and regulations between countries risk 

complicating the integration of MDMA as a viable 

treatment option11. 

Beyond the skepticism of authorities and the somewhat 

counterproductive enthusiasm of the media, MDMA has 

its opponents within the scientific community. Dr Andrew 

Parrott, Professor of Psychology at the University of 

Swansea warns of a number of potential complications for 

its use in therapy, such as the emergence of uncontrollable 

negative feelings, a post-session drop in mood, psychosis 

and the potential for an increased risk for suicide. He also 

questioned the need for a psychedelic drug to facilitate a 

therapeutic intervention33. Parrott’s arguments have been 
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challenged by the MAPS group who compare the 

empirical standards applied in MDMA studies to those 

applied in mainstream psychiatry research34. 

 

The therapeutic future of MDMA   

People who suffer from PTSD still have limited options 

despite the condition having been officially recognized 

nearly 40 years ago. In its severe form, it remains a 

debilitating condition for which desperate solutions may 

be sought by patients and clinicians alike. The second 

wave of research into the therapeutic potential of MDMA 

for PTSD started in 2000 and has been ongoing. It is not 

isolated from a wider trend of exploring the potential 

benefits of the psychedelic substances that had been 

vilified in the latter part of the twentieth century. After 

years of slow progress, the equally controversial ‘horse 

tranquiliser’ Ketamine, is now a recognized treatment for 

depression and is being administered across the globe in 

various forms11. The self-administered nasal spray, 

Esketamine (Spravato), is now being used in mainstream 

psychiatric clinics across the globe. Psilocybin, the active 

component of ‘magic’ mushrooms has also been making 

headway as an adjunct to therapy in obsessive-compulsive 

disorder (OCD) and in major depressive disorder 

(MDD)29. It has also been decriminalized in at least one 

US state and is being tested against common 

antidepressants35. Advocates for a more prominent role for 

psychedelics recognize that a lot still needs to be done 

before these drugs ‘with a bad reputation’ are recognized 

as bona fide medication. Psychedelics are a diverse group 

of hallucinogens that have mostly in common their 

association with recreational use. They most likely have 

something to offer the scientific community when 

properly investigated in their pure or modified form. Yet 

the slow progress with MDMA over 18 years since the 

Spanish study cannot solely be blamed on stringent 

legislation and political opposition. In their enthusiasm, 

the MAPS group seemed to have downplayed limitations 

in the theoretical model and the generalizability of the 

studies that have claimed to support the use of MDMA.  

In conclusion, one can assume that MDMA is a relatively 

safe psychedelic36, given the thirty years of extensive 

recreational use including by individuals using other 

substances and by others with psychiatric conditions. The 

additional evidence on safety from the research by the 

MAPS group is reassuring. However, the matter of 

efficacy is rather more complex and hindered by 

limitations highlighted in the current review. For interest 

in therapeutic MDMA to widen, the academic community, 

the pharmaceutical industry and to a lesser extent the 

military need to take note. The model of a 

multidimensional therapy augmented by a psychedelic 

proposed by the current researchers is too reminiscent of 

the wild experimental days of the 1960s and 1970s.  Most 

popular therapies for trauma require voluntary re-

exposure to the trauma. Trauma-focused cognitive 

behavioral therapy (tf-CBT) and eye movement and 

desensitization and reprocessing therapy (EMDR) have 

undergone extensive standardization and validation - a 

process that remains incomplete for therapy associated 

with MDMA. For MDMA to be accepted by influential 

stakeholders, a paradigm shift is required with more focus 

on its intrinsic neurochemical benefits whether delivered 

in its original chemical structure or a modified form. This 

strategy has been found to be effective with the equally 

controversial Ketamine and cannabinoids. Given the 

sensitivity around substance use and its known 

comorbidity with trauma37, a great deal of focus should be 

on in-depth and long-term risk assessment beyond what 

has already been done. The decision to focus on PTSD, an 

already complex evolving and controversial diagnosis for 

formally testing MDMA, might need to be reconsidered 

or even postponed until evidence of progress for other 

conditions, such as depression and anxiety is reported. 

The roots of the psychedelic movement are steeped in the 

counterculture of the Vietnam era. The symbolism of 

MDMA being used to erase the trauma of combat in 

veterans of that war is an irony that could explain the 

heated emotional responses it arouses. In parallel with the 

endemic mistrust in traditional ‘official’ pharmacology, 

we are witnessing a resurgence in enthusiasm for MDMA 

and other previously vilified psychedelics in the public 

sphere. The legalization of medical and recreational 

cannabis in many constituencies in the US and elsewhere 

is cited as a landmark decision with unstoppable 

consequences. For MDMA to thrive in the therapeutic 

realm it needs to be liberated from the prejudice of 

ideology, the fantasies of pop culture and the weight of 

history.    
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 الملخص 

صدمة حالة منهكة اإلضطراب ما بعد الصدمة هو إضطراب يتميز بإستجابة توتر عالية وتجنب مرتبطين بحدث صادم. في شكله الحاد، ال يزال اإلضطراب ما بعد ال

 .الرغم من وجود خيارات كثيرة للعالجتسبب بإعاقة كبيرة على 

تمت دراستها منذ الستينات كعالج ممكن لإلضطرابات النفسية بما فيها اإلضطراب ما بعد الصدمة، وقد خضعت لتجارب   معروفة، ادة مخدّرة  م    MDMA -إّن ال

ب عدة قيود سواء كانت  بستخدام، لكن موضوع الفعالية ال يزال مثيراً للجدل بس علمية متعددة إلختبار مدى قابليتها لإلستعمال.  ولقد وجدت هذه المادة آمنة نسبياً لال

 .تشريعية، ايدولوجية أو ثقافية
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Acculturative Stress and Reverse Culture Shock Among International Students: Implications for 

Practice 
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اآلثار المترتبة على الممارسة اإلجهاد التراكمي وصدمة الثقافة العكسية بين الطالب الدوليين  
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Abstract 
he following paper describes recent literature and provides an assessment of the impact of acculturative stress and 

reverse culture shock among international students. A structure for the acculturation process is described, along with 

an evaluation of various coping strategies used by the students. The article continues with a review of the various 

psychological and sociocultural dimensions that are involved in the adjustment or adaptation to culture shock. Next, a series 

of potential interventions that may accommodate different responses to acculturative stress and reverse culture shock are 

proposed. This is followed by a discussion of the experiences of international students returning to their home countries and 

the environmental impact on them. 

Keywords: acculturation, acculturative stress, international students, reverse culture shock, challenges 
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Introduction 

The experience of acculturation 

Acculturation, as defined by early twentieth century 

anthropologists, is a “phenomenon resulting from groups 

of individuals of different cultures com[ing] into 

continuous firsthand contact and the subsequent changes 

in the original cultural patterns of either or both groups”1. 

In 1954 the Social Science Research Council (SSRC) 

refined the definition making it more holistic: 

acculturation is change that is a consequence of direct 

cultural transmission between two or more cultural 

systems that is influenced by ecological and demographic 

factors.  

Nevertheless, this was criticized for its lack of focus on 

individual acculturation. Consequently, new definitions 

incorporating insights from the field of psychology were 

developed that allowed for both group and individual 

levels of acculturation2. The group level elucidates the 

collective process wherein change in the native culture, 

the host culture or both may occur. The individual level is 

defined as psychological change manifesting within the 

individual, due to contact with the host society. 

Participants in the two levels of acculturation (i.e., the 

group and the individual) do not necessarily share the 

same perception of the acculturation process3,4. Research 

on psychological acculturation has progressed along two 

dimensions 3,5: one relating to values, ideologies, beliefs, 

and attitudes and the other focusing on behavioral 

practices that reveal how individuals from foreign cultures 

learn about and adapt to the dominant culture. It has been 

shown that language skill, social skill, and the ability to 

negotiate the socio-cultural dynamics of the host 

environment are significant throughout the acculturation 

process.  

Although consensus on a precise, consistent definition of 

acculturation has yet to be achieved6, all parties agree that 

one important phenomenon within it is the manifestation 

of acculturative stress. Acculturative stress models 

investigate attitudes of individuals toward adopted and 

heritage cultures. Berry3,7 identifies four fundamental 

acculturative strategies: assimilation, integration, 

separation, and marginalization. Further expanding these 

baseline strategies, Eshel and Rosenthal-Sokolov8 define 

T 

9



Acculturative stress and reverse culture shock 

 
separation as the wish to retain one’s previous cultural 

identity and refraining from close interaction with the new 

culture. Integration is thought of as balancing one’s 

original identity with the adoption of some of the new 

culture’s ways. Assimilation refers to the abandonment of 

the greater part of one’s old identity and adoption of the 

host country’s lifestyle. Marginalization is considered as 

lack of interest or ability to retain one’s previous identity 

or to develop a new one 8. 

Factors impacting acculturative stress 

Berry7 vigorously argues that both social and individual 

factors are determinative in acculturative stress. Earlier 

research finds that individual coping mechanisms such as 

problem-solving, wishful thinking, detachment, social 

support, positive thinking, self-blame, tension reduction, 

and withdrawal may diminish acculturative stress9. 

Culturally inculcated traits endemic to Arab culture such 

as patience (saber) and endurance (tahammol) found also 

to be positive values that assist Arab students in 

international settings. Abi-Hashem10 maintains that since 

they have “learned to expect life’s unpredictability, [they] 

may not be as surprised or as resentful of struggles, 

disappointments, and tragedies as their counterparts in 

more affluent or comfortable societies.”  

Two personality traits have been investigated in the 

context of acculturative stress: hardiness and universal-

diverse orientation. Hardiness is defined as an “overall 

attitude of optimism, persistence, and strength” while 

universal-diverse orientation is the ability “to appreciate 

cultural similarities and differences” 11. Yakunina11 report 

that hardiness in international students had the most 

“direct positive effect on adjustment to acculturative 

stress”11. Kim, Hogge, & Salvisberg12 report that high 

self-esteem also has a positive impact on acculturative 

stress. Abi-Hashem10 contends that for individuals from 

the Middle East, family plays a central role. The degree to 

which students identify with a given culture can also affect 

acculturative stress. Among foreign students studying in 

China, Yu et al.13 finds that students from Africa and Asia 

scored higher on acculturative stress than students from 

Europe, America, or Oceana. Kim et al.12 find that ethnic 

identity increases acculturative stress among Mexicans 

studying in America. Among female Saudi Arabian 

students studying in the vicinity of Washington, DC, most 

experience low levels of depression and anxiety, as 

measured by the Beck Depression Inventory–II (BDI-II) 

and the Beck Anxiety Inventory (BAI).  

Smooth acculturation in the United States was strongly 

related to competence in the English language. 

Interestingly, English language proficiency and other 

sociodemographic variables (e.g., marital status, 

religiosity) were not related to psychological stress, as 

measured by the BAI and BDI-II. Both media and 

nationality may also impact acculturative stress14. 

Acculturative stress is related to the concept of culture 

shock, which is defined as “…a set of emotional reactions 

to the loss of perceptual reinforcements from one’s own 

culture to new cultural stimuli which have little or new 

meaning, [producing] misunderstanding of new and 

diverse experiences” 15 and “…frustration and confusion 

from being bombarded by unpredictable cues”15. Culture 

shock is precipitated by “losing … familiar signs and 

symbols of social intercourse"16, which suggests that 

culture shock is a form of anxiety that is caused by 

insecurity regarding “interaction with the host culture”17. 

Taft18 lists six aspects of culture shock: 1) strain due to the 

effort required to make necessary psychological 

adaptations; 2) a sense of loss and feelings of deprivation 

with regard to friends, status, profession and possessions; 

3) rejection by members of the new culture; 4) confusion 

in one’s role, role expectations, values, feelings and self-

identity; 5) surprise, anxiety, even disgust and indignation 

after becoming aware of cultural differences; 6) feelings 

of impotence due to not being able to cope with the new 

environment.  

Adjustment or adaptation to culture shock has both 

psychological and sociocultural dimensions. The 

psychological aspects revolve around sense of identity, 
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mental health, and overall life satisfaction while the 

sociocultural aspects involve the ability to cope with daily 

stresses at school, work, and society in general19. The fact 

that some cultures are face more challenges to adjust to 

than others is referred to as “cultural distance”20. In 

addition to fatigue brought on by learning many new 

things21, other stressors include changes in social or 

economic status, expectations about academic 

performance, and family-related pressure. Furthermore, 

governments’ immigration policies can strongly influence 

its citizens’ acculturative attitudes, which in turn impact 

the sojourner22.  

International students 

The Passenger Act of 1855 provided temporary immigrant 

status for foreign students wanting to acquire specific 

information, and upon returning home, apply it to their 

country’s development23.  In 1948, the National 

Association of Foreign Student Advisers (NAFSA) was 

set up to promote professional development of American 

college and university officials tasked with assisting and 

advising foreign students who came to the U.S after World 

War II. The association’s scope has grown to include 

admissions personnel, English language specialists, and 

community volunteers24.   

 

International students, in addition to contributing to the 

intellectual capital of their host countries, also serve “to 

increase cultural awareness and appreciation” in the host 

country22. Elon Musk, now the billionaire founder SpaceX 

who is living in the United States was at one time an 

international student from South Africa. Musk’s 2017 

SpaceX Hyperloop Pod Competition designed to create a 

high-speed rail in California attracted 27 teams, 20 of 

them from U.S. schools. Many of the US teams were 

“stocked with international talent, mostly from India,” 

which makes sense given that one million international 

students attended U.S. universities in the 2015-2016 

academic year, most of them coming from China or India 

to study science or engineering24. 

At the turn of the millennium, the United States 

Department of Commerce reported that international 

students “brought over $13 billion to the U.S. economy in 

money spent on tuition, living expenses, and related 

costs”25. By 2016, foreign students had contributed more 

than $30 billion and 400,000 jobs to the US economy24. 

Overall, study-abroad programs are estimated to be worth 

$183 billion a year26. Hence, it can be said that 

international students contribute to the diversity and 

intellectual capital of their host countries22. 

Barriers and challenges for international students 

As international students are more likely to have added 

stressors that make their adaptation to the college 

environment more difficult than students from the 

host27,28. These “acculturative stressors” influence 

international students’ educational outcomes. Difficulty in 

learning in a foreign language is one of the most cited 

academic issues encountered by international students. 

Research suggests that communication barriers, both in 

academic and social settings are significant, especially for 

those with low language proficiency29,30. Language 

barriers diminish international students’ ability to 

understand lectures, actively participate in class 

discussions, and complete reading and writing 

assignments.  

Research suggests that international students also face 

psychological problems such as homesickness, loneliness, 

social isolation, disorientation, and depression31-33. These 

problems are closely related to difficulties encountered in 

their social and academic lives. Research indicates that 

being subject to discrimination can create mental health 

problems such as depression and severe homesickness32. 

Moreover, students who cannot socialize successfully or 

who maintain weak social ties due to low language 

proficiency and cultural adaptation are more likely to 

experience psychological problems such as loneliness and 

homesickness33. Academic pressure on international 

students can also negatively impact their social lives and 

lead to social isolation and loneliness31.  
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Several studies show that most international students 

experience financial problems or financial anxiety34. 

Financial problems arise from factors such as loss of 

scholarship opportunities, work permit restrictions, and 

increases in tuition fees and costs in accommodation22. Li 

and Kaye34 found that financial anxiety is one of the most 

common concerns of international students in the UK with 

approximately one-third of participants stating that 

financial problems affected them. Studies report that these 

concerns are most prominent during the initial years of 

study.  

Studies show that students with different demographic 

characteristics face different problems with different 

degrees of intensity.  Poyrazlı and Lopez32 point out the 

correlation between levels of perceived discrimination, 

race, and ethnicity and acculturative stress. Other studies 

find that marital status35, country of origin, gender, and 

age34 impact the intensity of students’ acculturative stress. 

One country that has put considerable financial and 

human assets into its international study program is Saudi 

Arabia. In 2005, because of the 9/11 World Trade Center 

attack whose perpetrators largely came from Saudi 

Arabia, King Abdullah bin Abdul-Aziz Al Saud of Saudi 

Arabia and US President George W. Bush decided on a 

massive international scholarship program “to improve 

US-Saudi relations…and reduce negative Saudi 

perceptions of the United States”36 and vice versa. The aim 

of the scholarship program was to help prepare the human 

capital needed to turn the oil-based Saudi economy into a 

knowledge-based one. One of the 2014 goals of the Saudi 

higher education system was “to enhance communication 

[between] scholarship students and Saudi government 

agencies by encouraging students to conduct research and 

studies which address developmental challenges in the 

Kingdom and to support them to transform their research 

findings into applied projects and products” 37. While the 

King Abdullah Scholarship Program (KASP) initially 

supported 6,000 students in the United States, in less than 

a decade, the number of Saudi students exceeded 71,000 

(KSA, n.d.). Saudi Arabia now has the fifth highest 

number of students pursuing higher education abroad after 

China, India, Korea, and Germany, accounting for 4% of 

the international student population37.  

Referring to a link between the KASP and internal change, 

Ottaway38 asserts that the KASP’s secret objective was “to 

create a critical mass of reform-minded Saudis who would 

eventually form a pressure group sufficiently powerful to 

undo the influence of the ultra-conservative ‘Wahhabi’ 

religious establishment over Saudi society”39. Even if 

there was no such plan for loosening the grip of the clerics, 

the chafing of university-educated women returning to 

Saudi Arabia from overseas and who cannot find jobs will 

certainly create tension, given that “traditional 

values…oppose women’s working in mixed settings”40. 

Women represented just 0.8% of the private sector 

workforce, up from 0.6% in 2005. However, the number 

of private-sector jobs available to Saudi women rose from 

12% in 2012 to 30% at the end of the third quarter of 2016, 

increasing 144.62% to 496,800 women. At the same time 

439,600 women were still unemployed41.  

In 2013, many Saudi students studying in the United 

States believed the KSA would undergo a major shift in 

the coming twenty years42. The expectations of those 

students may clash with reality when they return home. 

Several Saudi scholars have noted that the desire to retain 

Saudi culture while collaborating on international 

endeavors represents two “somewhat antithetical” 

objectives37. Overall, the goal of Saudi higher education is 

to integrate “the learning of the age” while not forgetting 

the KSA’s “role as the cradle of Islam and the bearer of its 

message, and which should remain forever”37. The KSA 

has still not forged a clear path toward reconciling the 

struggle between those who favor globalization and those 

who support tradition. Returning Saudi students are 

particularly challenged as noted by Pavan37.      

While Pavan37 argues that it is globalization, not higher 

education, that is sparking the debate inside Saudi Arabia 

“on how to reconcile tradition and globalization within the 
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framework of the Kingdom’s vision and plans for its 

higher education system”37, conservative forces within the 

country may not make such a clear distinction, especially 

since others see the obvious link between education and 

social change. According to International Consultants for 

Education and Fairs (ICEF): “It is hard to overstate the 

significance of the [KASP], both in terms of the impact on 

destination countries but also in its social and culture 

impact” on Saudi Arabia (Report, 2016 February 10). Al-

Baadi40 has called the effect of modern education on the 

roles and status of Muslim women “unparalleled in any 

other cultural region in the world” 40. Other scholars have 

proposed even more explicit links between the KASP and 

internal change in the KSA.  

Re-acculturation  

When international students return home after long 

absences, there usually is a re-adjustment period in which 

repatriates experience problems settling into their native 

culture43. Bruffee44,45 who regards re-acculturation as 

“switching membership from one culture to another” 44, 

finds it is “usually painful.” He sees it as a process 

involving a different understanding of the language used 

to create new knowledge of the communities that 

individuals are trying to join44,45.  

While some returning sojourners may find themselves 

gazing at the environment and culture of their home-

country with fresh, appreciative eyes, others may 

experience “reverse culture shock”46, a term drawn from 

Obergs47 concept of “culture shock.” Some scholars prefer 

to designate this as “re-entry shock.”  A case in point is 

Steyn and Grant’s48 investigation of the re-adjustment of 

apartheid-era political exiles upon returning to a freer and 

more equitable South Africa. As in culture shock, re-entry 

shock features both psychological and sociocultural 

dimensions. When an individual or a group experiences 

high levels of reentry shock, the likelihood of that person 

or group coping with the day-to-day stresses of life and 

establishing a sense of identity is low.  

As reverse culture shock is often less anticipated than 

culture shock, it has been referred to as the “most difficult 

hurdle of international life”49. Drawing on Burgoon and 

Hale’s50 Expectancy Violation Theory (EVT), 

Mooradian46 suggests that the psychological strain 

experienced by returning sojourners is associated with a 

violation of their expectations upon return. Such 

expectations tend to be focused on the instability of 

personal relations. Unmet expectations of continuing 

connections with friends or family may be coded as 

negative experiences. 

Although scholarly literature views the process of cross-

cultural adjustment taking the shape of a U-curve, 

Gullahorn and Gullahorn51 argue that a W-curve model 

more accurately describes the process of reabsorption into 

the home environment and culture. Leung52 documents 

that re-entry shock on the part of international students can 

result in deteriorating work performance. In research 

among 67 university graduates who returned to their home 

countries after studying in New Zealand, McGrath53 found 

work issues to be a primary concern. Dettweiler et al54., 

found psychological distress due to a sense of loss over an 

idealized home environment among four groups of 

German students (N=128) who had returned from Cuba 

and Costa Rica between 2008 and 2012. They seemed to 

have hit a low point after eight months back in their home 

countries.  Alkhalaf55 examined the reverse acculturative 

stress among Saudi students after studying in the USA, 

shows that higher scores on a scale of reverse culture 

shock were significantly associated with low Positive 

Affect Schedule, low Satisfaction with Life, and low 

Quality of Life. This occurred more frequently in women 

than in men, possibly for the reasons mentioned above. 

Implications for practice  

Professionals working with international students need to 

be culturally competent and sensitized to both students' 

cultural expectations and experiences to implement 

programs that identify at-risk students and offer a positive 

academic and social environment, one that will facilitate 
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cross-cultural skill (e.g., relational, diversity). 

Acculturative strategies should be offered with awareness 

of their pros and cons and strategies that are predictors of 

lower stress need to include information about the risks of 

being rejected by the home culture56.  

Assessments of student support systems should be 

conducted before designing and implementing programs. 

Professionals need to incorporate international students' 

lived experiences in their intervention programs including 

the role of family, friends, and important others. Alkubaidi 

and Alzhrani57 contend that programs related to the 

practicalities of money and time management as well as 

collegial support by mentors can benefit returning 

students. Returning scholars must gain comprehensive 

understanding of the expectations held of them by the 

institutions employing them even before returning home 

and the institutes should be made aware of potential 

reentry shock among their new staff.  

How to manage reentry shock 

Adler15 identifies three coping models for returning 

travelers: (a) the proactive, (b) the re-socialized, and (c) 

the alienated. Proactive returnees understand that both 

they and their home environment have changed. In 

learning to re-adjust, proactive returnees acknowledge the 

personal growth to be derived from such experiences. 

While re-socialized returnees do incorporate cultural 

norms from the foreign country into their old culture, they 

do not experience the personal growth of proactive 

returnees. Alienated returnees react negatively to their 

home environment and limit their personal and social 

interaction with society. They tend to feel stuck between 

two cultures58. 

Recommending reentry training for international students 

before returning home, Leung52 contends students need to 

be cautioned that reentry shock is real. To reduce 

unexpected negative experiences, students should gather 

information on events back home from local news. They 

should be encouraged to role play their anticipated 

experiences and they should be aware of changes that have 

occurred within themselves during their interval abroad. 

In this way reentry can become a positive growth and 

learning experience.  

Qualified psychologists in the host countries can help 

future returnees to develop coping strategies in advance 

by examining their own acculturative adjustment in the  

host country and making students aware that re-entry may 

contain similar problems59. Qualified psychologists can 

set up workshops before students return home to probe 

what students fear about going home − parting from close 

friends and losing access to a lifestyle and material 

resources that are no longer available. Grewe and 

Bradley60 have created a survey for returning students that 

addresses their psychological preparation for re-entry. 

Their answers reveal how great students expect their 

challenges to be.  

Arthur’s59 “Psychoeducational Workshop for 

International Students Preparing for the Re-entry 

Transition” uses critical incident probes to help students 

reflect on what they like about Canadian culture, personal 

changes, and anticipated problems upon returning home. 

Arthur59 suggested creating homogenous support groups 

based on country of origin or length of stay in Canada. 

Sharing food and drink during these sessions can also be 

helpful. Nobles and Sciarra61 suggested avoiding direct 

references to death and illness to make sessions more 

productive for Arab students. Arthur59 suggested 

evaluating these programs for effectiveness. Returning 

students can also learn from others who have gone through 

this experience before them. Practitioners/advisors 

suggest that students prepare themselves for returning 

home by buying host country music and souvenirs, taking 

lots of photos, learning how to cook a favorite host 

country dish, and getting contact information from 

international acquaintances. Johnson & Wales University 

of Rhode Island encourages students to stay connected 

with the host country through movies, books, newspapers, 

and social media59. 
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Once students return to their home countries, reintegration 

programs should remind students that this transition, like 

every other transition in life, has distinct stages. 

Psychological intervention services need to tell students 

that strain on friendships and family relationships are 

normal. Having a peer group whose members are 

experiencing the same reverse acculturation will not only 

reinforce the idea that the students are not alone but will 

also provide opportunities to make friends who are 

sympathetic to their colleagues’ stressful situation. 

Religious get-togethers might be beneficial. Goforth, 

Chun, Pham, Castro-Olivio, and Yosai62 have found that 

organized religious practices are associated with lower 

acculturative stress among Arab-American adolescents 

and this may apply as well to returning international 

students. Tohyama63 finds that participants who broke up 

with romantic partners after returning home “demonstrate 

higher levels of reverse culture shock overall.”  

Individual psychological therapy may be advised for those 

experiencing reentry shock. Mental health practitioners 

need to remind students that their values and way of 

thinking about life may have changed and that is one of 

the reasons why they no longer feel comfortable around 

their old friends and family. Interestingly, Brown and 

Holloway64 found that returning students who journal 

about how their experiences have changed them 

throughout their stay abroad, had higher levels of reverse 

culture shock than those who did not. The author 

hypothesizes that the journaling/blogging emphasized 

differences between home and host countries and 

negatively impacted reverse acculturative stress. 

Wayland65 argued similarly.  

Despite the stigma associated with mental health problems 

in some countries, mental health practitioners should 

encourage students to accept professional help, if 

necessary66. In a study of Asian-Americans, Shea and 

Yeh67 found that women were more likely to seek 

professional help than men. The authors discovered that 

the greater the acculturation in America, the higher the 

level of professional help-seeking in the native country. 

Unfortunately, 50% of minority group members tended to 

terminate treatment after one session61. The authors 

contend that this reaction could be the result of mental 

health workers’ lack of cultural sensitivity. Willingness to 

seek assistance from a therapist is inversely related to the 

level of reverse culture shock among American college 

students returning home68. The same could be true for 

sojourners from other cultures. Hence, mental health 

practitioners running reintegration programs need to be 

particularly mindful of students who seem to be suffering 

greatly and who say they do not need help.  

Inconsistencies in the research on reverse culture shock 

(such as the impact of marriage or the variations between 

genders) justify more investigation of this large, 

economically essential – and growing – segment of the 

world’s young adults, many of whom are likely to become 

future leaders in their home countries. 

Finally, mental health practitioners should be aware of the 

ethnic, gender, religious background of the international 

students and the level of acculturative stress, and 

acculturation strategies that they experience. Academic 

institutions should initiate Equity, Diversity, and 

Inclusion programs since this will provide a more 

inclusive atmosphere on campus to create a sense of 

belonging for international students and create an 

awareness of diversity for international students. 

Acculturative stress may be decreased by actively 

encouraging students to widen their social networks 

beyond their ingroup and creating a social context in 

which they feel included in the host communities. Since 

the first year of university is the hardest in terms of 

adaptation to the new context, orientation programs may 

be organized to a) provide information on how the system 

runs in the university, b) assist students with developing 

new social skills and learning cultural ways of social 

interactions, c) organize activities that promote 

intercultural contact with native students, and d) provide 

a platform to and d) provide a platform to display heritage 
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culture, food, and traditions. To lessen financial 

challenges and hopelessness about future career plans, a) 

part-time employment opportunities on campus and in the 

proximity of the university can be created, b) housing 

opportunities or waivers for housing expenses can be 

provided, and c) scholarships or logistic help can be 

provided. To help international students feel supported, 

practitioners speaking the student’s language should be 

employed. This initiative will reduce the international 

students’ level of acculturative stress, the process of 

acculturation and the re-acculturation as well.  
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 الملخص 
صف هيكل لعملية التثاقف، جنبًا إلى تصف الورقة التالية األدبيات الحديثة وتقدم تقييًما لتأثير اإلجهاد التثاقفي والصدمة الثقافية العكسية بين الطالب الدوليين. يتم و

الطالب. يتابع المقال بمراجعة األبعاد النفسية واالجتماعية الثقافية المختلفة التي تشارك في التكيف  جنب مع تقييم استراتيجيات المواجهة المختلفة المستخدمة من قبل  

والصدمة الثقافية العكسية.  أو التكيف مع الصدمة الثقافية. بعد ذلك، يتم اقتراح سلسلة من التدخالت المحتملة التي قد تستوعب استجابات مختلفة لإلجهاد التثاقفي  

 .مناقشة لتجارب الطالب الدوليين العائدين إلى بلدانهم األصلية والتأثير البيئي عليهمويلي ذلك 

 : التثاقف، الضغط التثاقفي ، الطالب األجانب ، الصدمة الثقافية العكسية ، التحديات الكلمات المفتاحية 
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Abstract 

Advances in neurosciences over the last two centuries paved the way for the advent of  novel therapies in the field of 

psychiatry. Nevertheless, therapeutic interventions did not proceed at the same pace as expected. In the late 1930s, 

electroconvulsive therapy (ECT) was introduced as an electric brain stimulation therapeutic technique. More than a decade 

later, psychopharmacological agents revolutionized the treatment of mental disorders. Modern brain stimulation techniques, 

which advanced late in the twentieth century, raised the hope that a good proportion of treatment-resistant conditions would 

respond. Of these techniques, transcranial magnetic stimulation (TMS) proved to be a significant one. The current paper 

will present a brief description of modern brain stimulation therapies, focusing on trans-magnetic brain stimulation, 

including its evolution, the underlying mechanism of action, therapeutic application with a literature review of its safety and 

its efficacy. 
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Introduction 

Over the past two centuries, neuroscience research made 

a significant achievement in the neuro-investigation of 

brain function and diagnosis; however, these 

achievements were not paralleled by progress in 

therapeutics in neuropsychiatry. Nevertheless, in the last 

eight decades, several therapeutic advances in the 

pharmacology of mental illness and brain stimulation 

techniques have been made. These include such 

techniques as electrodes or magnets in the brain or on the 

scalp to help patients with refractory neurological and 

mental disorders whose ailments failed to respond to the 

conventional medical and psychological therapies. Brain 

stimulation therapies modulate brain function by using an 

electrical current or magnetic field to activate or inhibit 

the brain directly. 

Although almost all the current brain stimulation therapies 

emerged during the twentieth century, the actual practice 

is described by the Roman, Scribonius Largo, physician to 

Emperor Claudius who applied a type of electric fish 

(Torpedo torpedo and Torpedo nobiliana) on the scalp as 

a treatment for headache. Subsequently, cranial 

application of electrical fish expanded to treat seizures, 

depression, and pain and continued until the eighteenth 

century.1-4 

Giovanni Aldini, an Italian physician and physicist, in 

1804 came to London with a spectacular demonstration. 

Such spectacles performed on humans (and ox heads) 

produced repeated, spasmodic movements of facial 

muscles, arms, and legs. He stimulated the heads and 

trunks of cows, horses, sheep, and dogs. He also elicited 

facial twitches in response to cortical stimulation of 

exposed brains of recently decapitated prisoners. Aldini 

treated patients with personality disorders and reported 

complete rehabilitation following transcranial 

administration of electric current. His work inspired 

researchers to develop various electro brain stimulation 

techniques that were heavily used later in the nineteenth 

century.5-8 

In the same century, more research was done to achieve 

two goals: the first goal was to use brain stimulation in the 

neurophysiologic investigation to delineate brain 

functions topographically, and the second was to develop 

therapeutic techniques to manage treatment-resistant 

neuropsychiatric disorders.  

Nevertheless, precision in the topographical mapping of 

brain functions was not possible until the mid-twentieth 

century, when Wilder Graves Penfield, a pioneering 

19



Brain Stimulation therapies: an overview of Transcranial- Magnetic Stimulation (TMS) 

 

 

American Canadian neurosurgeon, and his colleagues 

used mild electric current while operating upon epileptic 

patients. Penfield could map the functions of different 

regions of the human brain cortex and show which parts 

are primarily associated with functions such as the 

different senses, speech, memory, thoughts, and body 

movements. His scientific contributions on neural 

stimulation expanded across various topics, including 

hallucinations, illusions, déjà vu, and other mental 

processes. Before the middle of the twentieth century, 

modern therapeutic techniques using electrical or 

magnetic brain stimulation techniques began to appear. 

Amongst these was Electroconvulsive Therapy (ECT).  

ECT was the first and most widely used electrical brain-

stimulating therapeutic technique in psychiatry, which 

was introduced in 1938 by Ugo Cerletti and Lucio Bini10. 

The process involved the application of a short, low 

voltage electrical current to the scalp of the patient to treat 

the severe depressive disorder and many other mental 

conditions and proved to be highly effective in many life-

threatening psychiatric circumstances such as when a 

patient is unable to move or respond to the outside world 

(e.g., catatonia), is suicidal, or is malnourished because of 

severe depression.9  

However, theirs was not the first attempt. Initially, using 

convulsive therapy to treat mental illness was thanks to 

the ingenuity of Ladislas Meduna, a Hungarian 

neuropathologist and psychiatrist. In 1934, he used the 

chemical compounds camphor and cardiazol to treat 

patients with psychosis11. The rationale was the presence 

of biological antagonism between epilepsy and 

schizophrenia and two significant advantages of ECT over 

medication were confirmed: ECT begins to work quicker, 

often starting within the first week, and older individuals 

respond incredibly quickly.  

Several electromagnetic brain-stimulating techniques 

have been introduced since the pioneering work of 

Cerlutti, Bini and Meduna. These include Vagus Nerve 

Stimulation (VNS), Deep Brain Stimulation (DBS), 

Magnetic Seizure Therapy (MST), and Repetitive 

Transcranial Magnetic Stimulation (rTMS). These will be 

briefly in the current review to provide context for 

considering the advances of Transcranial Magnetic 

Stimulation (TMS).9  

Vagus Nerve Stimulation (VNS)  

VNS is an invasive brain-stimulating technique requiring 

an electrical implant (a battery-operated pulse generator) 

to be surgically applied under the skin of the upper left 

side of the chest to send impulses through the left vagus 

nerve to the brain.  

In 1988, Penry et al. performed the first human implant of 

a vagal stimulating device into a human.12 In 1997, the 

United States Food and Drug Administration (FDA) 

approved its use as an adjunctive treatment in patients 

with refractory epilepsy. Subsequently, it was found that 

VNS was not merely valuable for treating epilepsy, but 

also positively influenced depressed mood through its 

effect on areas of the brain involved in mood regulation 

and the associated central neurotransmitters, including 

serotonin, norepinephrine, GABA, and glutamate.  

In 2005, the FDA approved its treatment of depression 

based on this finding. However, the recommendation was 

limited to treatment resistant depression in certain 

circumstances and never as a first-line treatment. The 

criteria for use in depression included: ensuring all 

patients were ages 18 years or above; the illness is severe 

or recurrent - lasting two years or more; and the depression 

has not eased after trying at least four other treatments. 

VNS is not free of complications. These may include 

localized infection, hoarseness of voice, cough, sore 

throat, neck pain, and/or difficulties with breathing or 

swallowing most of which are short-lived or treatable.9 

Deep Brain Stimulation (DBS)  

The development of modern deep brain stimulation (DBS) 

is widely attributed to Alim Benabid, a French-Algerian 

neurosurgeon and member of the French Academy of 

sciences. In the late 1980s, Benabid discovered that 

electrical stimulation of the basal ganglia improved 

symptoms of Parkinson’s disease.13 DBS involves using a 

pacemaker-like generator implanted under the skin in the 

chest wall below the collar bone to deliver constant 

electrical stimulation to a pair of electrodes implanted in 

the brain.14 Stimulation is continuous, and its frequency 

and level are customized to the individual. DBS has also 

been used to treat obsessive-compulsive disorder (OCD) 

and Tourette’s syndrome. Moreover, ongoing 

investigations suggest that DBS might be beneficial for 

depression and schizophrenia, and in recent years the 

indications for the therapeutic use of DBS has been 

extended to epilepsy, Tourette’s syndrome, mental health 

difficulties (depression, OCD), some kinds of headache, 

eating disorders, and the minimally conscious state. In the 

case of depression, the first area of the brain targeted by 

DBS is called Area 25, or the subgenual cingulate cortex. 

This area is overactive in depression and other mood 

disorders.  

Nevertheless, later research targeted several other brain 

areas affected by depression. In OCD, the electrodes are 

placed in an area of the brain (the ventral capsule/ventral 

striatum) believed to be associated with the disorder. Like 

any other neurosurgical procedure, DBS carries the risk of 

complications such as bleeding in the brain or stroke, 
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infection, disorientation or confusion, unwanted mood 

changes, movement disorders, lightheadedness, and 

trouble sleeping.9, 15 

Magnetic Seizure Therapy (MST)  

MST is a non-invasive transcranial magnetic 

neuromodulation procedure that induces a seizure in the 

brain by delivering high-intensity magnetic field impulses 

through a magnetic coil applied to the scalp. It was 

introduced in the late 1990s as a better alternative to ECT 

in that it uses magnetic pulses instead of electricity, and 

the magnetic pulses can be tightly focused on a region of 

the brain, with minimal effect on surrounding tissues with 

fewer cognitive side effects.16-19 The idea of triggering 

brain seizures via magnetism was conceptualized in the 

early 1990s by Harold Sackeim. Contrary to the electrical 

current used in ECT, magnetic pulses can reach the 

targeted brain region without impedance. Therefore, there 

is greater control over the site and extent stimulated with 

MST. As in ECT, the patient must be anesthetized and 

given a muscle relaxant to prevent movement. MST 

carries the risk of side effects caused by anesthesia 

exposure and the induction of a seizure.  

The goal of MST is to retain the effectiveness of ECT 

while reducing its cognitive side effects. Studies in both 

animals and humans have found that MST produces fewer 

memory side effects shorter seizures and allows for a 

shorter recovery time than ECT. Both ECT and MST are 

effective in treating acute or treatment-resistant 

depression. However, the role of MST in preventing it was 

not clear. To determine the preventive effect of MST, a 

group of researchers at the University of San Diego 

School of Medicine investigated whether continued use of 

MST prevented a recurrence of treatment-resistant major 

depressive disorder, whether unipolar or bipolar. The team 

reported that two-thirds of the patients who had responded 

well to an acute course of MST and received a course of 

continuation MST sustained improvements in depressive 

symptoms without any adverse cognitive effects. They 

also reported that those with suicidal symptoms had 

sustained resolution throughout continuation MST. The 

investigation results also showed that additional MST 

treatments repeated over a long period were safe and 

tolerable.20-22 

Transcranial Magnetic Stimulation (TMS). 

TMS therapy uses a computerized, electromechanical 

medical device to produce and deliver non-invasive, 

magnetic stimulation using brief duration, rapidly 

pulsating, or pulsed magnetic fields to induce electrical 

currents directed at spatially discrete regions of the 

cerebral cortex.23 TMS is a non-invasive technique that 

applies magnetic pulses rather than electric currents to 

stimulate the brain without inducing seizures. It uses 

intense current to the scalp through a surface coil that 

induces a magnetic field in the underlying brain resulting 

in cortical depolarization by alteration in neuronal ion 

channel function. The frequency of the magnetic pulses 

can be adjusted to induce or suppress cortical excitability, 

thus driving long-term neuroplasticity changes in cortical 

functions. When the coil generates a single or a paired 

pulse, the procedure is labeled as “TMS.” The procedure 

is called “repeated TMS” and designated as “rTMS” when 

it delivers repetitive magnetic pulses.  

rTMS can produce longer-lasting changes in brain 

activity. A coil referred to as a magnetic field generator 

produces the magnetic field. Two types of rTMS are in 

use, a standard one that uses a figure-8 coil and a deep 

type that uses a patented H-coil held inside a padded 

helmet. The difference between them is that the magnetic 

pulses activated by standard rTMS only reach a depth of 

0.7cm, while deep TMS technology manages to reach a 

significant sub-threshold of 3.2cm. Some studies have 

shown that Deep TMS has higher efficacy, most likely 

because it stimulates a much more significant portion of 

the brain, making it helpful in preventing relapse of 

disorders like depression.24 The number of pulses 

determines the basic three types of TMS: single-pulse, 

paired-pulse, or repetitive TMS (rTMS). In general, 

single-pulse TMS (including paired-pulse TMS) is used to 

explore brain functioning, whereas repetitive TMS 

(rTMS) is used to induce changes in brain activity that can 

last beyond the stimulation period, meaning it is helpful 

for treatment. Cognitive neuroscientists use TMS in 

several ways, from increasing understanding of brain-

behavior relationships to transiently improving 

performance in normal individuals and patients with 

neurological and neuropsychological deficits.25 TMS is 

widely used in clinical and neuroscientific settings for 

non-invasive influence on the cortical activity leading to 

plastic changes in neuronal networks. 

Background and evolution of TMS 

The beginning of TMS may be traced back to the 19th 

century. In 1804, Michael Faraday, an English physicist, 

came up with the principles of electromagnetic energy and 

pulsating electric current to generate a magnetic field. 

Using those principles, Faraday could stimulate specific 

physiological or behavioral effects on a subject by 

targeting specific areas in the brain. Faraday's principles 

of electro-magnetic induction state that when an electric 

current passes through a coil (primary coil), it generates a 

magnetic field that underlies the rTMS function. When the 

magnetic flux flows to the secondary coil (neural tissue), 

inducing a secondary electrical field causes the same 

stimulation.1,26 Neurons have bent or curved axonal 
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processes, passing at right angles to the lines of force of 

the magnetic field. They act like secondary coils and thus 

experience electrical effects.27, 28 Therefore, by changing 

the direction of current flow at HFs, rapidly alternating 

magnetic fields can be generated, which in turn stimulate 

the underlying neurons and their fibers. These pulsed 

stimulations are known to correct the impaired 

functioning of cells and aid healing.29-31 

In 1984, a team led by Anthony Barker, 1984, introduced 

the first TMS device by taking a single Faraday coil and 

placing it on the scalp above the left cerebral motor strip. 

Consequently, they could move the right hand of the test 

subject simply by communicating with the brain's neurons 

through electromagnetic pulses. This significant 

discovery inspired many other researchers to study how to 

utilize the effects of TMS in psychiatric treatment. One of 

the primary areas studied with the TMS device was its 

ability to treat symptoms of depression.32 Applicable to 

clinical and laboratory settings, as studies and testing 

continued to use TMS as a treatment, a set of guidelines 

and safety measures was published in 1998. With over 90 

completed clinical trials and data from multiple meta-

analyses, the results showed that repetitive TMS (rTMS) 

treatment was moderately effective in treating major 

depressive disorder.33  

Reardon et al. of the University of Pennsylvania published 

a first phase III multisite randomized controlled trial to 

test whether rTMS is effective and safe in the acute 

treatment of major depression with 301 medication-free 

patients who had not benefited from prior treatment. They 

concluded that rTMS was effective in treating major 

depression with minimal side effects reported and that it 

offers clinicians a novel alternative for the treatment of the 

disorder.33 In 2008, trial results led to the FDA approving 

the use of TMS Neurostar for depression in patients who 

failed response to one antidepressive medication. 

However, many psychiatrists thought that rTMS could 

help treat other disorders. Therefore, clinical trials 

continue to be conducted for other ailments, such as 

migraines, OCD, anxiety, bipolar disorder, Alzheimer’s, 

memory cognition problems, stroke. Positive results were 

reported. However, the FDA has, so far, approved rTMS 

in the treatment of three clinical disorders only: 

depression (in 2008), physical pain (in 2013), and OCD 

(in 2018).34 TMS can be used to study brain activity both 

as a tool for modulating cortical excitability and as a 

method for probing neurophysiology within the primary 

motor cortex (M1).35 TMS is rapidly being adopted in 

neuroscience, medicine, psychology, and biology, for 

primary research, diagnosis, and therapy. However, a 

coherent picture of how TMS affects neuronal processing, 

and especially how this in turn influences behavior, is still 

largely unavailable despite several studies that 

investigated aspects of the underlying neurophysiological 

effects of TMS.35 In 2008, rTMS was approved for use by 

the FDA to treat major depression for patients who do not 

respond to at least one antidepressant medication in the 

current episode. The evidence supporting rTMS for 

depression was mixed until the first large clinical trial, 

funded by the National Institute of Mental Health 

(NIMH), was published in 2010. The trial established that 

14% achieved remission with rTMS compared to 5% with 

an inactive (or, sham) treatment. After the trial ended, 

patients could enter a second phase in which everyone, 

including those who previously received the sham 

treatment, was given rTMS. Remission rates during the 

second phase climbed to nearly 30%. However, a coherent 

picture of how TMS affects neuronal processing, and 

especially how this in turn influences behavior, is still 

largely unavailable despite several studies that 

investigated aspects of the underlying neurophysiological 

effects of TMS.9,36 

Determinants of rTMS effect 

Several factors underlie the nature, duration, focality, and 

depth of the effect of rTMS on cortical stimulation: 

1. The frequency of stimulation determines the kind 

of effect induced by rTMS; brain neuronal 

inhibition results with low-frequency stimulation 

(<Hz), and neuronal excitation occurs when the 

frequency of stimulation is high (>5 Hz).36, 37 

2. The mode of neuronal stimulation determines 

whether the effect of rTMS is acute or prolonged. 

The acute effect depends on the cortical area 

stimulated; for instance, ‘Evoked motor 

potential’ results from stimulation of the primary 

motor cortex, and ‘Evoked visual potential’ is 

induced when the occipital cortex is stimulated. 

The mechanism of the prolonged effects is likely 

to be due to changes in synaptic efficacy, 

alteration in levels of brain-derived factors 

(BDNF), modulation of corticospinal excitability 

(CSE), and functional connectivity among brain 

circuits.38 

3. Coil design and stimulus intensity determine the 

focality and depth of stimulation. Figure-8 type 

coils exhibit superior depth-focality than other 

coils.39, 40 

TMS procedure and treatment requirements 

Treatment with rTMS requires informed consent; the 

patient should be informed about the procedure, its role in 

the treatment, and expected side effects. A second 

requirement of the administration is the completion of a 

transcranial magnetic stimulation safety screen, proposed 

by Rossi et al.41 A third significant requirement is the 
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focality and depth of cortical stimulation. In most studies, 

the left dorsolateral prefrontal cortex (DLPFC) is the 

cortical region implicated in the pathophysiology of 

several mental disorders, including depressive disorder; 

thus, the DLPFC is a preferred area for stimulation.1,42,43 

It is pertinent to mention that the large and increasing 

number of TMS protocols allow modulation of cortical 

excitability. Using simultaneous EEG measurements with 

TMS, it was possible to show that TMS specifically alters 

the gamma wave activity that characterizes the 

dorsolateral prefrontal cortex (DLPFC).25  

Gamma activity could be restored to normal with the 

proper stimulation parameters, with patients showing 

improved neurocognitive performance on working 

memory tasks.25,31 In TMS, an electromagnetic coil is held 

against the forehead near an area of the brain involved in 

mood regulation. Then, short electromagnetic pulses are 

administered through the coil. The magnetic pulses 

quickly pass through the skull and cause small electrical 

currents that stimulate nerve cells in the targeted brain 

region.44 Because this type of pulse generally does not 

reach beyond two inches of the brain; scientists can select 

which parts of the brain will be and which will not.9 

Recent literature demonstrates that various protocols can 

be applicable regarding the number of sessions, 

frequency, and duration of rTMS treatment. FDA 

protocols for treatment-resistant depression recommend at 

least 20 sessions spread over four to six weeks at a 

frequency of at least five times per week. A typical rTMS 

session lasts 30 to 60 minutes and does not require 

anesthesia. Generally, the person feels a slight knocking 

or tapping on the head as the pulses are administered. Not 

all practitioners agree on the best way to position the 

magnet on the patient's head or give the electromagnetic 

pulses.9 They also do not know if rTMS works best when 

given a single treatment or combined with medication and 

psychotherapy.  

More research is underway to determine the safest and 

most effective uses of rTMS. Sometimes a person may 

have discomfort at the site on the head where the magnet 

is placed. The scalp, jaw, or face muscles may contract or 

tingling during the procedure. Mild headaches or brief 

lightheadedness may result. It is also possible that the 

procedure could cause a seizure, although documented 

incidences are uncommon. Two large-scale studies on the 

safety of rTMS found that most side effects, such as 

headaches or scalp discomfort, were mild or moderate, 

and no seizures occurred. Because the treatment is 

relatively new, however, long-term side effects are 

unknown.9 

Literature review 

In psychiatry, TMS has been studied primarily as a 

potential treatment for major depression. Most studies 

indicate that low-frequency repetitive TMS (rTMS) and 

higher frequency rTMS have antidepressant properties. A 

meta-analysis of controlled studies indicates that this 

effect is relatively robust from a statistical viewpoint. 

However, effect sizes are heterogeneous, and few studies 

have shown that rTMS results in substantial rates of 

clinical response or remission, and the durability of 

antidepressant effects is largely unknown.1  

Since Zyss first suggested the use of TMS as a non-

invasive treatment for psychiatric disorders,2 numerous 

trials have been conducted in psychiatric patients. Major 

depressive disorder has received the most extensive 

investigation, but trials in patients with bipolar disorder, 

OCD, posttraumatic stress disorder (PTSD), 

schizophrenia, catatonia, Tourette's disorder, and 

Alzheimer's disorder have also been conducted.45,46 The 

literature provides ample evidence for the role of rTMS in 

major depression and obsessive-compulsive disorders. In 

the 1990s, at least three published papers supported its 

benefit in treatment-resistant depression.47-49 Research 

testing the relationship between the antidepressant effect 

of rTMS and stimulation intensity revealed that clinical 

improvement occurred at 100% resting motor threshold 

(RMT) compared to sub-threshold at 90% RMT.50 

Furthermore, a controlled study of rTMS in medication-

resistant depression undertaken by Avery et al. 2006, 

reported that by adjusting the protocol to therapeutic 

levels in terms of stimulation intensity, pulse frequency, 

and the number of treatments, rTMS is an effective 

treatment.51 The long-term effectiveness of rTMS in 

medication-resistant-major depression was studied by 

Dunner et al46 who found that rTMS demonstrated a 

statistically and clinically meaningful durability of acute 

benefit over 12 months of follow-up.52  

The predictors of antidepressant response to rTMS in 

patients with depression were tested by Fregni et al who 

found that a better response was reported in young patients 

and less treatment-resistant depression.53 O'Reardon et al. 

conducted a multisite randomized controlled trial on the 

efficacy and safety of rTMS in the acute treatment of 

major depression minimal side effects reported transient 

side effects such as scalp pain and local discomfort that 

resolved within minutes or hours.33 In 2010, a meta-

analysis of the efficacy of rTMS in mental disorders was 

carried out by Slotema et al. comparing rTMS and ECT. 

They reported that ECT was superior to rTMS in treating 

depression; nevertheless, acceptability and side effect 

profile favored rTMS.54 In a review of 25 studies with 

1288 individuals with MDD, Chen et al. compared ECT 

rTMS as augmentation strategies for TRD and found ECT 
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was more efficacious than bilateral-PFC rTMS; however; 

the differences were not statistically significant.55  

Razza et al. reported that though there may be a placebo 

response to rTMS in depression trials, pooled data reveal 

current protocols achieve 29%-49% response and 19%-

34% remission in TRD indicating intermediate efficacy 

between medication and ECT.56 In 2014, the International 

Federation of Clinical Neurophysiology gave guidelines 

for the therapeutic use of rTMS57 gathering three levels of 

evidence for the efficacy of rTMS in various 

neuropsychiatric disorders, i.e., level A (definite efficacy) 

was for the antidepressant effect of high frequency (HF)-

rTMS of left DLPFC, level B (Probable efficacy) for the 

antidepressant effect of low frequency [LF] rTMS of the 

right DLPFC and HF-rTMS of the left DLPFC for the 

negative symptoms of schizophrenia. In contrast, level C 

(possible efficacy) was for LF-rTMS of the left 

temporoparietal cortex for auditory hallucinations in 

schizophrenia. Randomized and sham-controlled trials on 

rTMS for OCD have yielded conflicting results that may 

be due to limited statistical power among individual 

studies. A later systematic review and meta-analysis to 

assess the efficacy of rTMS for OCD and to generate 

hypotheses for more robustly powered RCTs 

demonstrated that active rTMS seems to be efficacious for 

treating OCD. Moreover, LF-rTMS and protocols 

targeting the orbitofrontal cortex or the supplementary 

motor area seem most promising. 58 

There is a role for applying LF-rTMS over the left 

orbitofrontal cortex (Lt-OFC) as an augmentation strategy 

in ameliorating clinical symptoms among patients with 

medication-refractory OCD. This has been established in 

a retrospective review and analysis of clinical case files of 

25 patients with medication-refractory OCD, all of whom 

had received 20 sessions of LF-rTMS over Lt-OFC as part 

of routine clinical care. A reduction of 25% and 35% in 

the Yale-Brown OCD scale was used to determine the 

proportion of partial and complete responders, 

respectively. 59 

 

Conclusion 

TMS is a novel non-invasive magnetic brain-stimulating 

technique approved by the FDA for treatment-resistant 

major depressive disorder, OCD, and pain in migraine 

headaches. However, its use is not restricted to these 

conditions in psychiatric practice. Further, off-label 

clinical use in other mental disorders is not infrequent. 

The procedure involves applying a magnetic field to 

focused prefrontal cortical areas targeting deep cortical 

structures associated with the abnormal mental condition. 

Treatment does not require preoperative preparation or 

anesthesia. The literature review confirmed its safety and 

efficacy, apart from mild transient side effects that resolve 

within minutes or hours. Comparison studies with ECT 

revealed that treatment with rTMS has either comparable 

efficacy or is slightly inferior to ECT. 
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 الملخص 

 
لم تسر التدخالت العالجية بنفس   ذلك، على مدى القرنين الماضيين الطريق لظهور عالجات جديدة في مجال الطب النفسي. ومع    مهد التقدم في علوم األعصاب 

غ الكهربائي. وبعد أكثر من عقد من  الوتيرة المتوقعة. في أواخر الثالثينيات من القرن الماضي ، تم تقديم العالج بالصدمات الكهربائية كأسلوب عالجي لتحفيز الدما

رها في أواخر القرن العشرين، الزمان ، أحدثت االكتشافات الدوائية النفسية ثورة في عالج االضطرابات النفسية. وأثارت تقنيات تحفيز الدماغ الحديثة ، التي تم تطوي

. ستقدم  س.سأثبت التحفيز المغناطيسي عبر الجمجمة أنه أحد األساليب المهمة  قنيات، التاألمل في استجابة نسبة جيدة من الحاالت المقاومة للعالج. ومن بين هذه  

ا يتعلق بتطورها، واآللية األساسية للعمل، والتطبيق للعالجات الحديثة لتحفيز الدماغ، مع التركيز على تحفيز الدماغ عبر المغناطيسية فيمهذه الورقة وصفًا موجًزا 

 األدبيات عن سالمتها وفعاليتها.  العالجي مع مراجعة
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Tardive Dyskinesia: We Are Not There Yet 

Nazar M Mohammad Amin 
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Summary 

Ardive Dyskinesia is one of the more complex movement disorders for patients and mental health workers. It is 

relatively easy to diagnose but rather difficult to treat. It was not until 2017 when the FDA approved two drugs to treat 

the disorder. Many of the dopamine receptor blocking agents DRBA are reported to cause the disorder. Many mechanisms 

have been proposed for the appearance of this disorder and many risk factors were reported to facilitate the appearance of the 

disorder in patients treated with those drugs. Neither drugs approved by FDA nor other putative treatments that did not gain 

FDA approval could lead to complete disappearance of the symptoms. The best approach is a practice the ensures the 

prevention of the occurrence of the disorder because we are not there yet.  

Key words: Tardive Dyskinesia, antipsychotics, DRBA, tardive syndrome 
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Introduction 

The early years of the second half of the twentieth century 

witnessed the birth of a group of drugs called neuroleptics 

or antipsychotics. This was a milestone in the history of 

psychiatry worldwide. They helped in sending many 

patients to their homes following admission to hospitals 

and controlling their psychotic symptoms. However, a few 

years later the treating physicians realized that those drugs 

were not free from some delayed unwanted effects that 

interfered with the life of those patients who were on 

neuroleptics which was named Tardive Dyskinesia (TD). 

Besides, those drugs were also used off label for treatment 

of some other psychiatric disorders such as bipolar 

disorders, anxiety disorders and insomnia1, 2 and this made 

TD more common as it appeared a few months after 

treatment of those patients. 

Faurbye coined the term Tardive Dyskinesia in the year 

1964 and he stressed the delay in the development of the 

disorder 3. Nevertheless, recent reports indicated that the 

disorder could develop relatively earlier after the intake of 

drugs acting on dopamine receptors such as 

Metoclopramide, Prochlorperazine and Promethazine2 or 

antipsychotics4 especially in the elderly 5,6. 

The Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition (DSM-5) description of TD 

include the following: involuntary movements of the 

tongue, lower face, jaw, and/or trunk and extremities; 

developing with use of antipsychotics (or other D2 

antagonist) for at least a few months. Symptoms lasting 

for eight weeks, or more are regarded as TD. The disorder 

could develop earlier in elderly people5. 

The term of Tardive Dyskinesia was restricted at the start 

to rhythmic movement disorders only which were later 

classified into hypokinetic and hyperkinetic movement 

disorders. Sensory symptoms were later included too, and 

the term Tardive Syndrome was applied to all those 

symptoms7. When the condition is restricted to Oro-

Bucco-Lingual area that occurs after delayed exposure to 

dopamine receptor blocking drugs DRBA, it will be 

regarded as Classic Tardive Dyskinesia8. Trunk, limbs and 

pelvis may be involved in some cases9 ,10.  

 

Clinical features 

The disorder has many forms. The classic one is the 

abnormal involuntary choreiform, rhythmic movements 

of the mouth, tongue, lips, and masticatory muscles. 

Muscles of the trunk and limbs may be involved too9. 

Movements were described as chewing, puffing, lip 

pursing and tongue protrusion11 and one example is the 

‘fly catcher tongue’ symptom. The other movements of 

Tardive Syndrome include tremor, dystonia, akathisia, 

and Parkinson like dystonia. There might be sensory 

symptoms such as pain, paresthesia7,2. The movements are 

usually paroxysmal, fluctuates over time, exaggerated by 

emotional stress, and disappear during sleep12. The 

condition is chronic and, in most cases, late in onset and 

T 

28



Tardive Dyskinesia, we are not there yet 

 
should be differentiated from some acute side effects of 

the same drugs that produce TD. The acute symptoms 

include acute dystonia, acute akathisia, and acute 

parkinsonian symptoms. These symptoms resolve either 

spontaneously or by stopping the medications. Symptoms 

of TD are of insidious onset and the course is variable 

therefore, clinicians should use reliable screening tools for 

the early diagnosis and exclusion of other motor 

disorders13.  

 

Effects 

The disorder leads to dysfunction, disfigurement, 

embarrassment and social isolation14. The patient suffers 

the stigma and sometimes the family members are also 

stigmatized. The effect on quality of life is obvious in 

many of the patients. Occasionally the movements 

endanger the life of the patient if it involves the throat or 

respiratory muscles2. Therefore, in assessing any patient 

with drug induced movement disorder the physical, 

psychological, vocational, and social aspects should be 

assessed as well as the effect on the disease itself15. 

 

Prevalence 

TD occurs more after first generation antipsychotics FGA 

than second generation antipsychotics SGA16. The 

prevalence rate among the SGA that are used nowadays is 

about 25.3 % while for the FGA is 30%17. Some authors 

believe the incidence is the same with both types of 

antipsychotics18,19. TD masked by the hypokinetic effect 

and substantial dose changes of antipsychotics becomes 

difficult to diagnose in some cases20. Studies showed that 

withdrawal of the antipsychotic leads to increase in the 

severity of the movements at the beginning and might be 

followed by improvement or remission. Younger patients 

have greater chance of remission21. It is worth mentioning 

that combining antipsychotics increases the chance of TD. 

Patients who receive SGA without prior exposure to FGA 

have less chance of developing movement disorders17. 

This is true despite findings that SGA were not found to 

cause more movement disorders in CATIE study22. In a 

Chinese study conducted on schizophrenic patients K. 

Uludag et al.23 claimed that the more severe the symptoms 

of schizophrenia the more likely it was for patients to 

develop TD because of their treatment23. 

 

Risk factors 

The risk factors for TD include presence of mood 

disorder, old age (because they are more liable for 

Parkinson’s disease, more likely to have taken 

antipsychotics for longer periods of time and developed 

neuro degeneration), presence of brain damage, prolonged 

treatment with DRBA24. Early extrapyramidal symptoms 

in the treatment and dementia are regarded as risk 

factors16, as well as female gender as they are more liable 

to develop TD especially in the postmenopausal period as 

it has been suggested that estrogen has an antioxidant 

effect in young females16. There were reports of other 

substances and conditions as risk factors including 

cocaine use, alcohol intake and diabetes25. In patients on 

metoclopramide for gastroparesis, the risk for the 

development of TD increases in older women, liver and 

renal failure, diabetes, and the concomitant treatment with 

antipsychotics26. Caucasian and African ethnicity were 

regarded as possible risk factors9. 

The disorder was also reported to occur after withdrawal 

of antipsychotic drugs in children and the term 

Withdrawal Emergent Syndrome was first described by 

Polizos in 197327. Therefore, abrupt withdrawal of the 

drug is not recommended. Many studies revealed that the 

condition is not reversible with stopping the offending 

drug. Factors that impair the decision to stop the drug 

include the severity of the disease, type of drug and 

individual patients. There is a high risk of deterioration of 

the mental state on stopping the drug. Research and 

clinical experience suggest keeping patients on the lowest 

effective dose for the shortest period.  

On other hand some predictors for improvement of TD 

after stopping treatment were identified by Glazer et al. 

and they included a diagnosis of affective and 

schizoaffective disorder, twenty years duration of 

psychiatric disorder, increased antipsychotic dose before 

discontinuation, having a job and being young21.   

 

Mechanisms for the development of TD 

Several theories were reported about the mechanism by 

which patients treated with drugs develop TD. Change in 

the activity of dopamine D1 receptors is among the older 

theories as mechanisms28,29. Oversaturation (“clogging”) 

of type D2 striatal dopaminergic receptors as suggested by 

the work of Takano et al.30  is known as mechanisms.  

Other mechanisms include increased affinity of dopamine 

D4 receptors31, involvement of striatal neural pathways 

which are affected by the antipsychotics beside their super 

sensitivity effect on dopamine receptors32, disruption of 

dopaminergic neurotransmission17, dopamine 

hypersensitivity 20022,7,14,17,33, the role of D3 signaling 

and upregulation supported by genetic studies1, 

Excitotoxicity34, toxic damage to dopaminergic neurons35, 

effect on muscarinic, cholinergic receptors in the 

striatum36,37, decreased activity of glutamic acid 

decarboxylase in substantia nigra28,  violation of the 
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activity of the pathways of the basal ganglia and changes 

in the activity of striatal efferent pathways38,  activation of 

estrogen receptors39, increase/decrease of GABAergic 

neurons of the substantia nigra40, disruption of the 

endogenous opioid system41,  oxidative stress42, blockade 

of serotonergic 5-HT2 receptors43, decreased pyridoxine 

levels44, genetic predisposition45, interaction of 

antipsychotics with a cerebral microelement-iron46. 

Carbonyl stress and immune inflammation47, decreased 

brain derived neurotrophic factor48 and disorder of 

synaptic plasticity20. 

 

Etiology 

The disorder occurs after exposure to drugs that are 

dopamine receptor blocking agents. First generation 

antipsychotics are the most commonly incriminated after 

prolonged treatment (three to six months) due to their high 

D2 receptor affinity and it occurs more after high potency 

drugs14. Second and third generation antipsychotics were 

previously thought not to cause TD, but later appeared to 

cause the disorder but to a lesser extent except for 

Clozapine20. Movement disorder is also known to occur 

after exposure to other drugs including some tricyclic 

antidepressants and antitussives49, antidepressants which 

in elderly patients are more likely to cause TD than in 

younger patients17, and, including drugs that act on the 

gastrointestinal tract such as metoclopramide, which is 

used to treat vomiting50. There are some drugs that are 

regarded as rare causes of TD including some Specific 

Serotonin Reuptake Inhibitors SSRIs and Specific 

Serotonin Norepinephrine Reuptake Inhibitors SNRIs. 

The mechanism of occurrence of TD after SSRIs and 

SNRIs is unclear. In a case report, Lithium was found to 

cause TD and the patient remitted after reducing the dose 

of Lithium51. Some drugs were found to cause TD in some 

countries such as Cinnarzine and Flunarizine which are 

calcium channel blockers52.  

A review of the literature on the genetic bases for 

Antipsychotic Induced Tardive dyskinesia AITD revealed 

that there is no recognized role of any single nucleotide 

variants (SNVs)/polymorphisms role in the development 

of AITD53. The adverse drug reactions to drugs used for 

genetic studies may provide treatment strategies that could 

be used in the future to personalize treatments for 

individual patients.  

  

Treatment 

The assessment of the impact of TD should include the 

social, physical, vocational, and psychological 

functioning and the effect of TD on the disease itself. 

There are many factors that affect the treatment plan of 

patients with TD. Type and dosage of the causative drug 

plays a role. The diseases for which DRBA are used are 

variable in their course and the TD itself has a fluctuating 

nature. One thinks of weaning the patient of the causative 

drugs as a logical action to do for those patients who 

develop TD due to such drugs. This is not a safe procedure 

as there is risk of recurrence of the psychiatric condition 

or the gastrointestinal symptoms. The risk is greater in 

some patients due to the withdrawal emergent syndrome. 

Disappearance of TD after withdrawal of the drug is very 

rare. Some efforts were made to increase the dose of the 

DRBA as a treatment of TD but were not successful as 

they only caused temporary improvement of symptoms at 

the expense of causing more parkinsonian side effects 

especially tremor and dystonia. Adding an anticholinergic 

agent either caused the appearance of TD or exaggerated 

it. 

 

 

1. VMAT2 Inhibitors 

Vesicular monoamine transporter 2 (VMAT2) 

inhibitor is a protein that secludes dopamine into 

the synaptic vesicles located in the presynaptic 

neuron. The function of VMAT2 inhibitors, 

therefore, is to deplete dopamine storage in 

theses vesicles and reduce synaptic dopamine 

concentration. There are so far three VMAT2 

inhibitors Tetrabenazine, Deutetrabenazine and 

Valbenazine. The first one did not receive FDA 

approval while the year 2017 witnessed the 

approval of the last two. 

 

Tetrabenazine is mainly used for treatment of 

Huntington’s Chorea and is converted into α-

HTBZ and β-HTBZ both of which are 

metabolized by cytochrome P450 system making 

their half-lives five to seven hours. This 

relatively short half live creates the need to be 

given three times per day. The drug has a 

relatively bad adverse effect profile compared to 

other drugs that will be mentioned later. 

Common side effects include sedation, 

depression, and parkinsonism while less 
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common side effects include suicidality and 

increasing an already existing depression. 

Deutetreabenazine is like Tetrabenazine with 

attenuated metabolism leading to longer half-life 

and less fluctuation of the available serum levels. 

Therefore, the drug could be given twice per day. 

The side effect profile is better than tetrabenazine 

but there will be sedation and akathisia in some 

patients.  

 

Valbenazine is another VMAT2 inhibitor that 

could be used once daily due to its long half-life 

which is about 20 hours and like 

Deutetrabenazine has received FDA approval in 

the year 2017. There were some minor unwanted 

effects such as sedation, akathisia and rarely 

increased suicidal behavior. Those findings were 

found in a double blind randomized controlled 

study54 and another open label study55. It was 

also found that the improvement might appear 

after a period of time and remain longer lasting 

with this drug. 

 

2. Other drugs 

Gamma aminobutyric acid GABA related drugs 

such as baclofen, clonazepam and diazepam 

were tried and were found to produce temporary 

improvements in some patients, but lack of 

prolonged improvement and many unwanted 

effects prevented clinicians from using them. 

Vitamin E as an antioxidant was recommended 

by some workers but did not have enough 

support. Vitamin B6 and Amantadine were both 

proposed but did not have a lot of support56. 

Gingko biloba extract was described as probably 

effective57.  

 

In another study, Amantadine - commonly used 

for treatment of parkinsonism - was found to be 

possibly effective in TD58. Botulinum toxin 

injection, deep brain stimulation and ECT were 

tried but did not gain support for treating patients 

with TD. In another study, treating smokers for 

TD varenicline is preferred over nicotine 

replacement because the latter leads to 

worsening of TD58. The overall approach for 

treatment should be the use of Valbenazine or 

Deutetrabenazine as the first line and if the 

symptoms persisted then it is worth trying the 

other drugs mentioned or using deep brain 

stimulation DBS or electroconvulsive therapy 

ECT59. Clozapine among the second-generation 

antipsychotics is least likely to produce TD and 

is used for treatment of TD2,60. 

 

Conclusion 

Tardive Dyskinesia is a movement disorder that appears 

mostly after prolonged treatment with dopamine receptor 

blocking agents in vulnerable people like older adults, 

women, and those with concomitant physical illnesses. 

The movements involve the face, tongue, and lips but 

trunk and extremities could be affected too. Valbenazine 

and Deutetrabenazine have been approved for treatment 

by FDA; however, other drugs were proposed but did not 

get support or approval. The best practice is to use the least 

effective dose of the antipsychotics for the shortest 

required time. Clozapine was found to be the least 

causative agent among the antipsychotics and could be 

used for the treatment. No treatment could cure the 

disorder completely therefore prevention is the rule 

because we are not there yet.  
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 الملخص 

عالج المرضى النفسيين الى ان اكتشاف األدوية المضادة للذهان تزامن مع ثورة في معالجة االمراض النفسية غير انه بعد مرور عدة سنوات تنبه الباحثون في  

ل  مضادات  ظهور اضطراب حركي بعد مرور فترة من العالج يمكن تسميتها االضطراب الحركي المتأخر. وقد اظهرت الدراسات ان االضطراب يظهر بعد استعما

امراض عضوية اكثر عرضة لالصابة وان هناك عالجات هان من الجيل األول اكثر من المضادات من الجيل الثاني وان فئة االناث والمسنين والذين يعانون من  ذال

  .ل بعدللحالة منها ما هو مقبول ومسندة من البحوث ومنها ما لم تجد السند العلمي الكافي. لذلك فأن الوقاية منه افضل من العالج ألننا لم نص
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Abstract 

The psychodynamic model of mental illness has a long tradition in the history of psychiatry, and psychodynamic interventions 

are effective in treating many mental disorders. Psychodynamic principles and theories need to be incorporated into the 

mainstream of psychiatric practice. The dimensional approach of the International Classification of Diseases 11th Revision 

(ICD 11) highlights the importance of reviewing the psychodynamic principles in all groups of mental disorders. 
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Introduction 

The field of mental health is probably the most 

challenging in medical practice and attracts the attention 

of various sectors of society. On 1st January 2022, mental 

health professionals were expected to use the New 

International Classification of Mental Disorders (ICD-

11)1, but on the same day, a leading international 

magazine2 published an article critical of the new Gaming 

Disorder essentially trivializing the meaning and 

application of such a label. A similar critical evaluation of 

the Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition (DSM-5)3 was reported by the 

same magazine after the publication of the 947-page guide 

in May 2013, linking an increase in ADHD diagnoses to a 

25% rise in sales of medication associated with the 

condition4. Such criticism of diagnostic labels is virtually 

unknown in the field of medicine and other medical 

specialties. For that reason, it is worthwhile reflecting on 

the different models used in clinical psychiatry and more 

specifically the psychodynamic model of mental illness.  

 

Models of mental illness and modern times 

Psychiatric practice often follows the biopsychosocial 

model first advocated by Engel in 19785. Since then, five 

major models of mental illness have been integrated, 

namely the social, psychodynamic, behavioral, cognitive, 

and disease models. Each model stresses the importance 

of specific factors in the etiology and management of 

mental disorders. The integration of the various models 

aims to provide the best possible outcome for people 

suffering from specific mental disorders.  

The psychoanalytical school of psychiatry dominated 

clinical practice for decades, and the DSM-I and DSM-II 

contained 130 disorders with their diagnoses primarily 

based on psychodynamic etiology and patient’s 

psychology. The era of psychodynamic dominance started 

to end with the work on DSM-III in 1974, which was 

finalized by the publication of the manual in 1980. The 

advancement of the biopsychosocial model and the 

publication of the DSM-III coincided with the modern 

practice of medicine, including psychiatry, which is 

primarily concerned with health care cost, and cost-

effectiveness of treatments and interventions. The 

dominance of the cyber world in the 21st century has given 

rise to computerized assessments of various psychological 

and behavioral concepts, replacing proper face-to-face 

assessments of the patients’ history and mental state 

examination that could result in a comprehensive 

understanding of the mental disorder.  This consideration 

has led many mental health professionals to conclude that 

psychodynamic psychiatry is not cost-effective for people 

who require mental health services or for practitioners. 

They have also argued that psychodynamic psychiatry has 
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become virtually extinct on account of the difficulty of 

accommodating it in the modern world, and they assert 

that it is probably not worth saving. 

It is worth noting that the contributions of the 

psychodynamic model to the current practice of 

psychiatry are highly significant even if they are ignored. 

Psychiatry, like all other medical specialties, has its own 

language of communication between professionals as well 

as with the people they help, and much of the vocabulary 

used is derived from the psychodynamic school. 

Furthermore, the current ICD-11 and DSM 5 are based on 

a dimensional approach for the diagnosis of mental 

disorders, something that reflects what is widely practiced 

and recognized along with a stronger focus on the current 

presentation and recovery approach. This essentially 

should lead to a more personalized approach to 

management. Indeed, personalized medicine is meant to 

be the future practice in all specialties, including 

pharmacotherapies. A personalized approach highlights 

the importance of understanding the unique characteristics 

of all who require mental health support, and this 

understanding can only be optimized by integrating the 

psychodynamic formulation within the assessment and 

management of people with mental disorders. 

 

An overview of psychodynamic psychiatry 

Psychodynamic psychiatry is often linked to the 

psychanalytical school of psychiatry, referred to 

sometimes as dynamic psychiatry. The best modern 

definition is that of Shapiro (2018)6 who described the 

systematic attention to the “common factors” underlying 

both psychotherapy and psychopharmacology outcomes, 

which include the patient’s subjective systems of meaning 

and the complex flow of the patient-provider relationship 

in addition to the patient’s “objective” psychopathology. 

The definition avoids the isolative attitude of some 

practitioners of psychoanalysis who oppose the 

integration of various models of mental illness and 

specifically the biological or disease model. It also brings 

the much-needed integration of the psychodynamic 

principles to everyday interactions between mental health 

professionals and their clients.  

The psychodynamic literature is rich in theories and 

concepts and has made enormous contributions to the 

history and practice of psychiatry. The topographic 

model7 of Sigmund Freud is widely accepted in 

delineating the separation of the conscious and 

unconscious mind per the three major components of the 

ID, Ego, and superego. This led to the first principle of 

psychodynamic psychiatry which states that there is a 

unique subjective experience for every individual, and the 

individual’s sufferings are the consequences of processes 

in the unconscious mind blocking his/her repressed wishes 

and feelings. 

 

The field of defence mechanisms8 crystallized by Anna 

Freud remains the most accepted group of psychodynamic 

concepts in clinical practice and provides mental health 

professionals with the vocabulary to describe and interpret 

their clients’ actions and behavior. Furthermore, the 

defence mechanism concepts have helped practitioners to 

analyze the behaviors and manifestations of several 

mental disorders resulting from the use of a specific 

defence mechanism by the client. The theory of defence 

mechanisms proliferated further to include more than 30 

defences compared to the original nine that were outlined 

by Anna Freud8. The existence of tools9 to define and 

measure defence mechanisms has helped researchers to 

understand many psychiatric disorders and plan for their 

management. Defences are subject to a developmental 

process that is relevant to our understanding of the new 

category of neurodevelopmental disorders (ICD 11), 

which points to repression as the most primitive defence 

in childhood, gradually being replaced by denial in early 

childhood followed by projection before the appearance 

of identification with others in adolescence10. 

The contributions of Carl Jung11 to psychodynamic 

psychiatry are probably understated compared to Sigmund 

Freud and his daughter Anna Freud. His studies on the 

structure of the mind and his introduction of the concepts 

of collective unconscious and architypes probably helped 

to understand personality factors and transcultural 

variation in the presentation of mental disorders. 

Object relations12 is one of the main cornerstones of 

psychodynamic psychiatry, as it exemplifies the 

relationship between another person (object) and the 

introjected object. This concept does not only apply to 

psychodynamic psychotherapy but also extends to 

everyday contact between the client and their carer. Self-

psychology13 provides us with three concepts that 

characterize a person’s presentation and suffering. 

Maintenance of self-esteem and self is the aim of every 

individual while psychopathology often presents because 

of damage to the structure of the self, weakness of the self, 

and distortion of the self. The process of recovery aims to 

reverse the distortion, override the weakness, and rebuild 

the structure of the self. 

Attachment theory14 is one of the most invaluable 

contributions of psychodynamic psychiatry to the care and 

management of childhood psychological problems and 

35



Al-Timimi SJ, Jamil NF 

 
challenges. The theory is summarized by the 

establishment of a biologically based bond between the 

child and caregiver and falls into four major patterns of 

secure, insecure, anxious-ambivalent, and disorganized. 

This concept is vital in assessing the social welfare of 

children, but understanding the concept helps practitioners 

to understand their relationship with the clients, their 

challenges, and meeting their needs. 

Ultimately any psychiatric assessment should include a 

thorough longitudinal history and careful cross-sectional 

examination of the mental state. This is followed by an 

appropriate formulation, including diagnosis based on 

ICD-11 criteria. Adding a psychodynamic formulation - 

which should include a reference to ego strength and 

weaknesses, attachment patterns, and quality of object 

relations - would prepare the practitioner and his/her team 

for the challenges that would be encountered on the 

journey towards recovery. 

 

Psychodynamic therapy concepts 

Human beings are in constant contact with each other in 

real life and in what is referred to nowadays as virtual life. 

Psychotherapy is essentially practiced constantly within 

the framework of caregiver-client interactions, psychiatric 

consultations, care program approach (CPA) meetings, 

primary nurse sessions, and various forms of structured 

psychotherapy. Psychodynamic concepts provide health 

care professionals with essential tools to understand and 

deliver effective care.  

Transference15 is a psychodynamic concept referring to 

the unconscious transfer of feelings and emotions about 

one person to another and repeating the same experience 

with significant objects. Psychodynamic psychotherapy in 

professional practice emphasizes the importance of 

transference interpretation, which is considered essential 

during the therapy process. Understanding this concept 

and being aware of it can help practitioners to understand 

the behaviors and interactions of the people they help. 

Similarly, the concept of countertransference helps 

professionals to comprehend their own feelings and 

actions that may interfere with service delivery15.  

Several characteristics of psychodynamic psychotherapy 

are applied to day-to-day contact between professionals 

and their clients such as the person’s wishes and 

aspirations, focusing on interpersonal relationships, 

therapeutic relationships with various professionals, and 

paying attention to recurrent themes in their life. 

Ultimately, every attempt should be made to discuss past 

experiences with significant objects or caregivers as well 

as identification of recurrent themes. Table 1 clarifies the 

characteristics of psychodynamic psychotherapy and 

suggests their forms in non-psychotherapeutic contact in 

clinical practice. 

 

Table 1. Suggested psychodynamic psychotherapy concepts applications in clinical daily practice 

Psychotherapeutic Concept Application 

Affect and Emotional Expression Assessment of mood state and changes. 

Recurrent themes Applies to interpersonal relationships and contact 

with services. 

Attempts to avoid aspects of experience Applies to past contact with significant others and 

health caregivers. 

Focus on interpersonal relationships Extended to interpersonal relationships with health 

professionals and services. 

Focusing on the therapeutic relationship Applies similarly to the psychiatrist, therapist, and 

care coordinators. 

Explorations of wishes and dreams Extended to the assessment of unmet needs and 

working towards meeting them. 
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The process of psychodynamic psychiatry16 parallels the 

process of recovery in modern psychiatric interventions. 

The presence or absence of a therapeutic alliance is a 

strong determinant of the patient’s journey and its 

outcome. This process is influenced by patient-carer 

interactions that are shaped by issues of transference and 

countertransference on an individual basis that extends to 

the other members of the caring team. Resistance is often 

encountered to maintain the status quo not only by the 

patient, but also by the caring team. Resistance often 

requires examining patient defensive styles, but this could 

also be extended to the defensive strategies used by health 

professionals. Ultimately, there is a need to work through 

all obstacles in the recovery journey for the change in the 

patient’s mental health to take place and move in the 

direction of well-being. Table 2 suggests the translation of 

psychodynamic psychotherapy in the current practice of 

psychiatry. 

 

Table 2. Process of psychodynamic psychotherapy in daily clinical practice 

Psychodynamic Concept Daily Clinical Practice 

Therapeutic Alliance  Applies to the quality and strength of professionals’ 

relationships with their clients. 

Transference   Attitudes and conflicts arising within the therapeutic 

relationship require care appraisal. 

Resistance Maintaining the status quo may arise not only from the 

client’s resistance but also from the caring team.  

Working Through There is always a need to work through all the barriers 

encountered in recovery by the client and his or her 

team. 

Change Recovery is the goal of any care planning designed to 

meet the patients’ unmet needs.  

 

People accessing mental health services aim are, in the 

main, seeking change, which is multidimensional 

including control of psychiatric symptoms, prevention of 

relapse, strengthening social defences, the better quality 

of life, and even change in personality. The 

psychodynamic school often refers to patients and the 

change as introjective and anaclitic17, and these two broad 

categories could be applied to clinical practice. 

Introjective patients seek a way to feel in control, improve 

performance, and work towards their dreams and 

aspirations. The anaclitic change focuses on relational 

aspects in real life and provides better quality of life and 

emotional support when the patient acquires awareness of 

his or her own dysfunctional relational models and can 

observe them across several domains. 

Psychodynamic psychotherapists often emphasize the 

importance of pretherapy negotiations about the length 

and frequency of sessions, which should also be applied 

to general psychiatric practice. The contact between the 

patient and professionals in mental health is often 

prolonged and deeper than other medical specialties, and 

eventually, there is a time when termination must take 

place. Management of termination18 of contact requires 

careful planning and should be addressed in clinical 

practice as it is usually addressed in proper 

psychodynamic psychotherapy.  

 

ICD-11 and psychodynamics 

There are 18 disorder groupings of mental, behavioral, 

and neurodevelopmental disorders in ICD-11. The 

classification has departed from the ICD-10 categorical 

classification and the multiaxial classification of the 

DSM-IV and incorporated a more dimensional approach 

to mental disorders like DSM 5. There are many new 

diagnoses in ICD-11, such as Bipolar type II disorder, 

body integrity disorder, body dysmorphic disorder, 

hoarding disorder, excoriation disorder, olfactory 

reference disorder, complex posttraumatic stress disorder, 
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prolonged grief disorder, gaming disorder, premenstrual 

dysphoric disorder, intermittent explosive disorder, and 

compulsive sexual behavior disorder. 

Schizophrenia remains the most challenging of all mental 

disorders because of its chronicity and adverse effects on 

a person’s quality of life, and ICD-10 subtypes have been 

eliminated on account of lack of validity. Psychodynamic 

psychotherapy per se is not a treatment for schizophrenia 

in its acute phase, and all forms of psychotherapy without 

pharmacotherapy are inadvisable. The psychoanalytical 

school has struggled to present a coherent psychodynamic 

understanding of the disorder, and the unacceptable 

terminology of the schizophrenogenic mother19 generated 

a hostile attitude among mainstream psychiatrists and the 

public alike towards psychoanalysis. Current 

psychodynamic principles accept the genetic 

vulnerability, individual personality traits, and behavioral 

and social precursors in the etiology of a disorder 

manifesting with the detachment of the ego from the real 

external world20. The therapeutic alliance between the 

professional and patient with schizophrenia is difficult to 

establish in the acute phase but must be aimed at in 

remission. Supportive individual psychotherapy, group 

psychotherapy, and family interventions are essential not 

only to improve adherence to medication but sustain 

remission and improve global functioning20.  

Psychotherapy is not a treatment for bipolar disorder, but 

the long-term outcome is often disappointing because of 

poor compliance with medication and psychosocial 

impairment that is the result of recurrent relapses21. Denial 

as defence remains the hallmark of bipolar I disorder, and 

the patient’s insight into the illness usually lacking. 

Traditionally psychotherapy is contraindicated in the 

acute phase of mania that requires careful titration of 

medication and implementation of safeguarding 

procedures. However, adding specific psychotherapies is 

advantageous when delivered on an individual or group 

basis22. Psychodynamic psychiatry has a role to play in the 

management of bipolar II disorder characterized by 

alternating depressive and hypomanic episodes but may 

equally lead to marked psychosocial impairment of 

bipolar 1 disorder. 

Psychodynamic principles of depressive illness23 in 

explaining the mechanisms of disorder and defence 

strategies focus on trauma to self-esteem with the 

empowerment of defences directed towards the self and 

failure of the ego to meet its narcissistic aspirations. 

Psychodynamic psychotherapy is as effective16 as any 

form of talking therapy and is associated with the 

maintenance of therapeutic gains even after the end of 

therapy. Furthermore, non-psychodynamic therapies may 

be effective in part because the more skilled practitioner 

utilizes techniques that are central to the psychodynamic 

theory and practice16.  

Gaming disorder is an entirely new mental disorder 

recognized in ICD-11 and has been subject to intense 

criticism. The behavior itself has been linked to parental 

acceptance vs rejection theory and mediated through core 

self-evaluations. Predisposing risk factors include 

neuroticism, impulsivity and shyness, trauma, and a 

dysfunctional family system24. It is yet to be established 

what type of therapy is most beneficial, but the 

psychodynamic theory provides a clear explanation of the 

disorder and the long-term remedies required to overcome 

the behavior rather than medicalizing it. 

Obsessive-Compulsive Disorder (OCD) has changed 

significantly with the ICD-11, and psychodynamic 

interventions and formulation are neither irrelevant nor 

contraindicated especially in inpatients with late-onset 

OCD with interpersonal stressors and those with comorbid 

borderline personality disorder25. Understanding the 

defence mechanism underlying obsessional thoughts and 

compulsive behavior helps the therapist overcome the 

resistance encountered by patients to change.  

Compulsive sexual behavior disorder is an impulse 

control disorder and can be diagnosed based on 

psychological distress unrelated to moral judgments or 

disapproval about sexual impulses, urges, or behaviors 

that otherwise are indicative of psychopathology26. This 

disorder falls within the spectrum of impulse control and 

is conceptualized within self-control, personality traits, 

and ego strength/weaknesses27.  There is a need for an 

integrated model including psychodynamic theories for 

the assessment and treatment of the disorder and comorbid 

disorder. 

Personality disorders have always been a contentious and 

conflicted group of mental disorders among psychiatrists 

and mental health professionals. The new ICD-11 brings 

a welcome change of assessing personality as well as 

personality disorder along with five major domains of 

negative affectivity, detachment, disinhibition, 

dissociality, and anankastia, which can be diagnosed at 

any age with the persistence of symptoms for more than 

two years. The psychodynamic principles of personality 

disorders provide a clear understanding of the disorders 

and their management, and psychodynamic interventions 

are paramount in the management of the borderline 

qualifiers that are incorporated within the framework of 

Dialectical Behavior Therapy (DBT). Transference-

Focused Psychotherapy (TFP) and Mentalization- Based 

Psychotherapy (TBP) have evolved from classic 

psychoanalytic treatment and are equally effective in 

borderline personality disorder28. Client-Therapist 

interactions are more intense with borderline personality 
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disorder than any other disorder and require close 

supervision by a senior member of the team or co-

therapists. The latter principle is vital in the practice of 

psychodynamic psychotherapy and the need for it is well 

illustrated in that context29.  

 

Conclusion 

The aim of the current article is to highlight an important 

model of psychiatry, which is referred to as 

psychodynamic psychiatry, and is closely linked to the 

psychoanalytical school. Many psychiatrists have put 

aside this model of psychiatry in favor of the social model, 

cognitive-behavioral approach in management and the 

disease, and the biological model of psychiatry. However, 

psychiatry can never separate itself from the 

psychodynamic model because it is inherent within the 

language used for communication between professionals 

of various disciplines as well as the public (Appendices 1 

and 2).  

Psychodynamic psychiatry is in essence a dynamic field 

as opposed to a static one, and the psychoanalytical 

concepts are applied to denote physiological states of the 

brain as opposed to organic lesion6. For that reason, one 

should not exclude psychodynamic concepts when 

applying the biological model of mental illness, and at the 

same time, the psychodynamic discipline does not need to 

prove its legacy by focusing on the neuroimaging 

changes6 that may be observed following psychodynamic 

psychotherapy. 

 

 

The psychotherapeutic principles at the heart of 

psychodynamic psychotherapy are widely practiced in all 

kinds of psychotherapies. The number of psychotherapies 

exceeds the number of pharmacotherapeutic agents 

available to treat mental disorders, and their comparative 

efficacies are difficult to measure and not established with 

certainty6. The old-style psychoanalysis is rarely 

practiced, but its principles apply not only to 

psychodynamic psychotherapy but also other forms of 

psychotherapy to interpersonal interaction that take place 

between mental health professionals and their clients. 

Psychotherapy is often viewed on one continuum ranging 

from supportive to expressive. At the supportive end, 

praise, advice, education, encouragement, and validation 

are delivered on daily contact. The more expressive end 

requiring clarification, careful observation, confrontation, 

and interpretation is more challenging and requires regular 

training and supervision29. A more challenging aspect of 

transference interpretation which is central to 

psychodynamic psychiatry is a threshold that many 

psychiatrists aspire to in their professional careers. 
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 الملخص 

عالج العديد من االضطرابات النفسانية.  النموذج النفسي الديناميكي للمرض العقلي له تقليد طويل في تاريخ الطب النفساني ، والتداخالت الديناميكية النفسية فعالة في  

عشر الضوء على أهمية يجب دمج المبادئ والنظريات الديناميكية النفسية في التيار الرئيسي لممارسة الطب النفسي. يسلط النهج البعدي للتصنيف الدولي الحادي  

 .يدةمراجعة المبادئ الديناميكية النفسية في جميع مجموعات االضطرابات النفسية الجد

Corresponding author 

Dr Sudad Jawad Al-Timimi 

Elysium Health Care, Weston-super-Mare - UK 

jawad.sudad@gmail.com 

 

Authors 

Dr Sudad Jawad Al-Timimi 

Elysium Health Care, Weston-super-Mare - UK 

Dr Nahla Fawzi Jamil 

Aneurin Bevan University NHS Trust. Newport, Gwent - UK 

 

 

40



Psychodynamic Psychiatry: A journey with ICD 11 

 
Appendix 1. Original Defence Mechanisms of Ann Freud. 

Defence Arabic Definition 

 تكذيب ما هو صحيح  Denialانكار 

 توجيه عاطفة الى هدف بديل   Displacement إزاحة

 اتخاذ وجهة نظر موضوعية   Intellectualizationعقلنة

 عزو مشاعر غير مريحة لألخرين  Projection اسقاط

 خلق تبريرات خاطئة ولكن ذات مصداقية  Rationalization تبرير

 فرط الفعل في اتجاه معاكس للخوف   Reaction Formation تكوين عكسي

 انحدار السلوك الى مراحل طفولية   Regression انحدار

 العقل الباطن دفع فكرة غير مريحة الى    Repression كبت

 توجيه نزوات غير مقبولة لعمل مقبول   Sublimation تسامي

 

Appendix 2. Extended list of current usage of defence mechanisms 

Arabic Translation Defence 

 Acting out تفعيل

 Affiliation انتماء 

 Altruism ايثار

 Anticipation استباق 

 Asceticism زهد 

 Autistic Fantasy تخيل ذاتوي

 Blocking حجب 

 Controlling سيطرة 

 Denial انكار

 Devaluation تطفيف

 Displacement إزاحة 

 Dissociation تفارق

 Distortion تحريف

 Externalization تخريج

 Hypochondriasis مراق 

 Humor طرافة 

 Idealization مثلنة 

 Inhibition تثبيط 

 Introjection استدماج 

 Intellectualization عقلنة 

 Isolation عزل 

 Passive aggression عدوان سلبي 

 Projection اسقاط 

 Rationalization تبرير 

 Reaction Formation تكوين عكسي 

 Repression كبت

 Sexualization جنسنة 

 Schizoid Fantasy خيال فصامي 

 Somatization تجسيد 

 Sublimation تسامي 

 Suppression قمع 

 Undoing ابطال 
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Psychological Distress among Internet Addicted Undergraduates in Duhok-Iraq 

Perjan Hashim Taha, Samim Ahmed Al-Dabbagh, Buhar Mohammed Salh Esmael 

 العراق  -الضائقة النفسية لدى طلبة الجامعة المدمنين على اإلنترنيت في  دهوك 

 صميم أحمد الدباغ، بهار محمد صالح إسماعيل برجان هاشم طه،  

 

Abstract 

bjective: The current study assessed psychological distress, including depression, anxiety, insomnia, somatic 

symptoms, and social dysfunction among internet addicted (IA) undergraduates compared with non-addicted (NA) 

undergraduates in Duhok, which is situated in northern Iraq. Method: Multistage random sampling involved 1007 

undergraduate students from the University of Duhok. Students were assessed using the Internet Addiction Test and General 

Health Questionnaire-28 (GHQ-28). Analysis: Psychological distress among IA students (M=12.84, SD=4.028) was 

significantly higher (t=4.617, p< 0.001) than the scores among the NA (M=11.66, SD=4.083). Women reported significantly 

higher scores of psychological distress (t=1.971, p=0.049) than did men (M=13.23, SD=4.007). While not the case for social 

dysfunction, the mean scores for somatic symptoms, anxiety, insomnia, and severe depression were higher among the IA 

group (p< 0.001). Results: The predictors of psychological distress among the addicted students included lower academic 

achievements, severe level of internet addiction, and pleasure seeking as a main purpose of internet use. Psychological distress 

was higher among IA undergraduate university students. Conclusion: There is a need to enforce appropriate mental health 

programs to intervene in potentially maladaptive behavior to help undergraduates assure the fulfilment of their academic 

studies. 

Keywords: Psychological distress, internet addiction, depression, anxiety, somatic symptoms 
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Introduction 

The internet is an important tool for obtaining and 

exchanging information, communication, and 

entertainment.1,2 It is widely used in work and leisure 

activities and present across nearly all daily activities.3 It 

can be harmful and pathological when an individual 

cannot control their use of the internet, leading to 

addiction.4 In recent years, internet addiction has emerged 

as a mental and public health problem, especially among 

children and young people. Internet addiction is defined 

as risky use of or poorly controlled urges or behaviors 

about getting on the internet, and this addiction 

contributes to impairment or distress.5 

Internet addiction is a problem that occurs worldwide but 

chiefly in countries where internet access and technology 

are widespread.5 Some researchers maintain that internet 

addiction is a separate disorder that merits inclusion in 

DSM-5.6 There is considerable controversy about this 

opinion.7 This is because the association between internet 

addiction and other compulsive or impulsive behaviors is 

regarded as a source of confusion. It is considered as a 

newly emerged disorder.8 Growing research proposes that 

some individuals with internet addiction are at substantial 

risk and merit our professional attention.7 Although the 

literature suggests there are many coexisting psychiatric 

disorders associated with internet addiction, including 

substance use disorder, attention-deficit hyperactivity 

disorder, depression, and social anxiety disorder. A more 

general model may be needed before internet addiction 

can be considered a “disease”.8,9  

In Iraq, statistics showed that the rate of internet usage 

increased from 0.5% in 2002 to 49.36% in 2019.10,11 The 

world average usage of the internet was 56.78% in 2019 

based on 196 countries. If usage exceeds the normal 

limits, it may have negative effects on an individual’s 

physical and psychological health, as it impacts academic, 

occupational, social, and financial functioning.12,13 

Most internet addicted (IA) individuals are youth or 

university students.14 They may believe that internet use 

can assist them in improving their skills, academic 

development or profession.15 The rate of internet addiction 

among university students in northern Iraq was 36.5%.16 

The frequencies of mild to moderate internet addiction 

were 47.5% and 23%, respectively, among medical 

students in a western Iraqi university.17 

O 
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In general, it is evident that internet addiction is associated 

with a wide range of comorbid psychopathology.18 It is 

associated with many psychiatric problems among 

undergraduates, such as stress,19 depression,2,20–23 

generalized anxiety,19 social anxiety,13 alexithymia,24 

insomnia,22 and somatic symptoms.25 Additionally, 

excessive internet usage can negatively impact the 

academic performance of students.1 

Although many researchers have studied the 

psychological consequences of internet addiction among 

university students globally, in Iraq there is a paucity of 

such research. The few works that investigated large 

samples have centered on the prevalence of internet 

addiction and some psychological associations.16,17,26 

There is a lack of evidence-based studies evaluating 

psychological distress among university undergraduates 

with internet addiction. The current study was undertaken 

to explore psychological distress, including depression, 

anxiety, insomnia, somatic symptoms, and social 

dysfunction, among university students with a history of 

internet addiction living in Duhok province in northern 

Iraq and to investigate the frequencies and predictors of 

each symptom cluster of this psychological distress. 

 

Methods 

Study design and participants 

This cross-sectional study was carried out in 

undergraduate students from the University of Duhok, the 

largest university in Duhok Province, located in northern 

Iraq. Data were collected between February and March 

2015. 

The target population was undergraduate students within 

the 11 faculties of the University of Duhok. Inclusion 

criterion was enrolment as an undergraduate university 

student. Students of the Department of Computer Science 

from both colleges (Science and Engineering) and those 

who reported positive history of substance use were 

excluded. Multistage random sampling was used to enroll 

students. In the first stage, simple random sampling was 

used to choose two schools from each faculty and then 

choose one class from each school. A total of 1094 

students were invited to participate in this study. Of these, 

17 declined to participate, either stating they were not 

interested or not providing a reason. Seventeen students 

returned partially blank questionnaire sheets and were 

excluded from the statistical analysis. Another 53 were 

excluded because they had a history of substance use, 

including alcohol. Thus, a total of 1007 university 

undergraduates were included in the study. 

The study protocol was reviewed by the Scientific 

Committee of the College of Medicine, University of 

Duhok, and the Research Ethics Committee of Duhok 

Directorate General of Health. Written consent was 

obtained from those students who agreed to participate in 

the study. The research collaborators explained the study 

to students in their halls located on the university campus. 

They distributed the printed questionnaires to students 

who chose English or Arabic versions according to their 

preference.27,28 Written consent was obtained from all 

participants. All responses to the self-reported 

questionnaires were anonymous and administered to the 

enrolled students during class hours. Once completed, 

they were asked to return them to the research 

collaborators. Completion time ranged from 15-20 

minutes. 

Measures 

Demographic questionnaire: this was used to ascertain 

students' age, sex, marital status, nationality, religion, 

residence, community type, field of study, last year of 

academic achievement, purpose of internet use, and 

history of substance use, including alcohol. 

Internet Addiction Test (IAT) 29 

The IAT is self-report questionnaire applied to assess 

internet addiction consisting of 20 items. Response 

options are on a 6-point Likert scale: 0-does not apply, 1-

rarely, 2-occasionally, 3-frequently, 4-often, and 5-

always. For those who preferred Arabic, the validated 

Arabic version was used.27 A total score is determined by 

summing all scores and ranges from 0-100. Research 

suggests different cut-off points for this scale to diagnose 

internet addiction and determine its severity.31,32 For the 

current study, the point distribution schemes proposed by 

Young were used: a total score of 0-30 = normal range; 

>30 considered addicted and further classified according 

to severity to: 31-49 = mildly addicted; 50-79 = 

moderately addicted, and 80-100 = severely addicted.33–35 

Cronbach’s alpha for assessing reliability in the current 

study was high (α=0.957). 

General Health Questionnaire 28 (GHQ-28)36  

The GHQ-28 is a self-report screening tool used to 

determine possible psychological distress. It screens for 

somatic symptoms (items 1-7), anxiety/insomnia (items 8-

14), social dysfunction (items 15-21), and severe 

depression (items 22-28). Respondent are asked to order 

each item of the questionnaire based on how they feel: 

better than usual, same as usual, worse than usual, much 

worse than usual.37 A binary scoring system consisting of 

assigning 0 for the first and second reply choices (better 

than usual, same as usual) and a score of 1 to the third and 
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fourth reply choices (worse than usual, much worse than 

usual) was applied. Higher scores indicate greater 

emotional distress.38 The recommended cut-off score of 

5/6 permits highly sensitive identification of likely cases 

of psychiatric disorder.39 Nevertheless, the actual cut-off 

score selected relies upon the aim and settings of each 

study. Some research has used higher cut-off scores to 

increase specificity and for case identification.40 This 

instrument takes approximately five minutes to 

administer. It had satisfactory internal consistency in our 

sample (Cronbach's alpha is 0.690). 

Statistical analyses 

We analyzed the data using the IBM Statistical Package 

for Social Sciences (SPSS) version 22.0.41 The chi-square 

test was applied to examine the association between 

variables. An independent sample t-test was conducted to 

compare psychological distress scores between the IA and 

NA groups. Analysis of variance (ANOVA) was used to 

compare the means of more than two groups. Finally, 

binary logistic regression analysis was performed to 

determine the predictors of severe psychological distress 

among the IA students, by which the odds ratios were 

calculated with a 95% confidence interval (CI). The 

results were considered significant when p<0.05 and 

highly significant when p<0.001. To examine the 

reliability of the instruments used, Cronbach’s alpha test 

was performed to assure the internal consistency of the 

IAT and GHQ. 

 

Results 

Descriptive statistics of sociodemographic characteristics 

of the IA and NA groups of students are reported in Table 

1. The groups were similar in terms of all 

sociodemographic characteristics except the rates of 

addiction between genders. Among men, n=309 (56.3%) 

were addicted to the internet compared with n=240 

(43.7%) women (χ2 = 54.699, p< 0.001).  

 

Table 1. Demographic information of internet addicted versus non-addicted university students. (N=1007) 

Characteristics Total group 

(N=1007) 

N (%) 

Internet Addicted 

(IAT = 31-100) 

(n = 549) 

n (%) 

Non-Addicted 

(IAT = 0-30) 

(n = 458) 

n (%) 

X2 p 

Gender    54.699 < 0.001 

Men 460 (45.7) 309 (56.3) 151 (33)   

Women 547 (54.3) 240 (43.7) 307 (67)   

Age    2.940 0.092 

18-22 years old 757 (75.2) 401 (73) 356 (77.7)   

23-26 years old 250 (24.8) 148 (27) 102 (22.3)   

Marital status    0.45 0.895 

Unmarried 945 (93.8) 516 (94) 429 (93.7)   

Married 62 (6.2) 33 (6) 29 (6.3)   

Nationality    1.232* 0.770 

Kurdish  973 (96.6) 528 (96.2) 445 (97.2)   

Arabic 11 (1.1) 6 (1.1) 5 (1.1)   

Turkman 4 (0.4) 3 (0.5) 1 (0.2)   

Syrian 19 (1.9) 12 (2.2) 7 (1.5)   

Religion    5.006 0.084 

Muslim 905 (89.9) 486 (88.5) 419 (91.5)   

Christian 32 (3.2) 16 (2.9) 16 (3.5)   

Yazidi 70 (7) 47 (8.6) 23 (5)   

Residence    0.880 0.375 

Dormitory 478 (47.5) 268 (48.8) 210 (45.9)   

Family home 529 (52.5) 281 (51.2) 248 (54.1)   

Community type    0.603 0.448 

Urban 484 (48.1) 270 (49.2) 214 (46.7)   

Rural 523 (51.9) 279 (50.8) 244 (53.3)   
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Field of study    6.324 0.12 

Humanities 584 (58) 338 (61.6) 246 (53.7)   

Science 423 (42) 211 (38.4) 212 (46.3)   

IAT, Internet addiction test, X2, Chi square test; P, P value; *Fisher’s exact test 

Table 2 compares the means and standard deviations of 

the GHQ-28 and its four symptom subscales between the 

IA and NA groups of students. The total GHQ-28 score 

was significantly higher in students addicted to the 

internet than in the NA group (p< 0.001). The mean scores 

of somatic symptoms, anxiety/insomnia, and severe 

depression were significantly higher among IA students 

than among NA students (p< 0.001). There was no 

statistically significant difference in the reported social 

dysfunction between the two groups of students 

(p=0.112). 

 

Table 2. Comparisons of psychological symptom levels for IA versus NA undergraduate university students (N=1007) 

Scales and 

subscales 

Range Internet Addicted  

M (SD) 

Non-Addicted 

M (SD) 

t df p 

GHQ-28 (total 

score) 

0-28 12.84 (4.028) 11.66 (4.083) 4.617 1005 < 0.001 

Somatic 

symptoms 

0-7 3.27 (1.657) 2.81 (1.688) 4.404 1005 < 0.001 

Anxiety/ 

insomnia 

0-7 2.80 (1.830) 2.33 (1.819) 4.122 1005 < 0.001 

Social 

dysfunction 

0-7 5.05 (1.601) 5.21 (1.591) -1.592 1005 0.112 

Severe 

depression 

0-7 1.72 (1.691) 1.31 (1.535) 3.929 1005 < 0.001 

GHQ-28 - General Health Questionnaire 28 items scale, Internet addicted - (Internet Addiction Test total score = 31-100), M - Mean, SD 

- Standard Deviation, t - independent sample t test, df - degree of freedom, p - p value     
  

The differences in psychological distress (GHQ-28), 

according to the study variables among IA undergraduate 

students (IAT > 30), are shown in Table 3. The means and 

standard deviations of psychological distress, as measured 

using the GHQ-28, did not show any significant 

differences between the subgroups according to 

sociodemographic variables or the purposes and severity 

levels of internet use except gender. Women with an 

experience of internet addiction reported higher means of 

psychological distress (M=13.23, SD=4.007) than the 

reported mean score of men who experienced internet 

addiction (M=12.54, SD=4.026, t=1.971, p=0.049). 
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Table 3. Differences in psychological symptom levels in undergraduates reporting internet addiction (n=549)  

Variable M (SD) t / F p 95% CI 

Lower Upper 

Gender  t=-1.971 0.049 -1.360 -0.002 

Men 12.54 (4.026)     

Women 13.23 (4.007)     

Age  t=0.061 0.952 -0.738 0.785 

18-22 years 12.85 (4.116)     

23-26 years 12.82 (3.795)     

Marital status  t=-1.438 0.151 -2.459 0.380 

Unmarried 12.78 (4.006)     

Married 13.82 (4.319)     

Nationality  F=0.704 0.550   

Kurdish 12.83 (4.049)   12.48 13.17 

Arabic 15.00 (3.742)   11.07 18.93 

Turkman 13.67 (4.509)   2.47 24.87 

Syrian 12.25 (3.166)   10.24 14.26 

Religion  F=2.930 0.054   

Muslim 12.72 (4.042)   12.36 13.08 

Christian 12.50 (3.162)   10.81 14.19 

Yazidi 14.19 (3.965)   13.03 15.36 

Residence  t=1.027 0.305 -0.322 1.029 

Dormitory 13.02 (4.144)     

Family home 12.67 (3.914)     

Community type  t=-0.047 0.963 -0.692 0.660 

Urban 12.83 (3.882)     

Rural 12.85 (4.172)     

Field of study  t=-1.055 0.292 -1.067 0.321 

Humanities 12.70 (3.834)     

Science 13.07 (4.322)     

Academic 

Achievement 

 F=2.102 0.099   

Excellent 10.43 (2.954)   8.72 12.13 

Very good 12.50 (4.562)   11.18 13.82 

Good 12.80 (3.739)   12.32 13.28 

Fair 13.08 (4.202)   12.56 13.60 

Purpose of internet 

use 

 F= 0.442 0.643   

Academic 13.17 (2.991)   12.23 14.11 

Pleasure 13.48 (3.487)   11.89 15.06 

Both 12.79 (4.127)   12.42 13.15 

Internet addiction 

severity 

 F=0.946 0.389   

Mild (31-49) 12.66 (3.686)   12.26 13.07 

Moderate (50-79) 13.03 (4.273)   12.44 13.62 

Severe (80-100) 13.52 (5.642)   11.37 15.66 

GHQ-28 - General Health Questionnaire 28 items scale, psychological distress when GHQ-28>5, M – Mean, SD - Standard 

Deviation, t - independent sample t-test, F - One-Way, ANOVA - Analysis of Variance 
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Table 4 shows the predictors of severe psychological 

symptoms (at least four symptoms on each of the GHQ-

28 symptom subscales) among IA university 

undergraduates (IAT >30). Compared to students with 

excellent academic achievement, IA students with lower 

academic achievements, such as very good, good or fair in 

the previous year were at greater risk of developing 

somatic symptoms (OR=9.321, 95% CI=1.097-79.186, 

OR=9.494, 95% CI=1.200-75.094 and OR=13.980, 95% 

CI=1.767-110.601, respectively). The predictors of 

anxiety/insomnia were moderate and severe levels of 

internet addiction (OR=1.765, 95% CI=1.198-2.601 and 

OR=3.901, 95% CI=1.708-8.910, respectively). In 

contrast, moderate and severe internet addiction was 

found to be less risky than the mild addiction level for 

social dysfunction. Participants who used the internet for 

pleasure were found to have a higher risk of developing 

severe depression (OR=9.225, 95% CI=1.629-52.246). 

Additionally, a moderate level of internet addiction was 

associated with severe depression (OR=1.658, 95% 

CI=1.002-2.709). All other variables did not show any 

significant predictive value for severe psychological 

symptoms. 

 

Table 4. Logistic regression of study variables as predictors of severe psychological symptoms among internet addicted 

university undergraduate (n=549) 

Predictors Somatic symptoms  

OR (95%CI) 

Anxiety/ insomnia 

OR (95%CI) 

Social dysfunction 

OR (95%CI) 

Severe depression 

OR (95%CI) 

Gender     

Men (1) (1) (1) (1) 

Women 1.294 (0.904-1.852) 1.324 (0.845-1.800) 1.325 (0.792-2.216) 1.259 (0.773-2.052) 

Age     

18-22 years (1) (1) (1) (1) 

23-26 years 0.907 (0.608-1.353) 0.860 (0.562-1.314) 1.790 (0.970-3.303) 0.872 (0.497-1.528) 

Marital status     

Unmarried (1) (1) (1) (1) 

Married 0.693 (0.321-1.497) 1.599 (0.744-3.437) 1.202 (0.403-3.586) 1.386 (0.518-3.709) 

Nationality     

Kurdish (1) (1) (1) (1) 

Arabic 2.288 (0.379-13.801) 2.270 (0.372-13.860) 0.450 (0.072-2.832) 0.695 (0.071-6.792) 

Turkman 0.589 (0.048-7.230) 4.031 (0.328-49.516) 0.197 (0.015-2.657) 2.680 (0.212-33.938) 

Syrian 0.527 (0.086-3.222) 1.228 (0.179-8.435) 0.295 (0.028-3.112) 0.566 (0.036-8.811) 

Religion     

Muslim (1) (1) (1) (1) 

Christian 1.487 (0.318-6.950) 0.550 (0.100-3.022) 2.222 (0.249-19.803) 0.580 (0.046-7.376) 

Yazidi 1.310 (0.684-2.510) 1.662 (0.849-3.254) 0.918 (0.362-2.326) 1.368 (0.599-3.123) 

Residence     

Dormitory (1) (1) (1) (1) 

Family home 0.757 (0.478-1.197) 0.717 (0.442-1.162) 1.138 (0.597-2.170) 1.044 (0.559-1.951) 

Community type     

Urban (1) (1) (1) (1) 

Rural 0.832 (0.521-1.330) 0.870 (0.531-1.425) 1.287 (0.669-2.477) 1.298 (0.684-2.463) 

Field of study     

Humanities (1) (1) (1) (1) 

Science 0.911 (0.631-1.315) 1.103 (0.750-1.622) 1.002 (0.601-1.670) 1.335 (0.814-2.187) 

Academic 

Achievement 

    

Excellent (1) (1) (1) (1) 

Very good 9.321 (1.097-79.186) 2.561 (0.482-13.614) - 1.842 (0.195-17.418) 

Good 9.494 (1.200-75.094) 3.786 (0.798-17.963) - 2.410 (0.299-19.403) 

Fair 13.980 (1.767-

110.601) 

3.596 (0.758-17.055) - 2.567 (0.320-20.586) 
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Purpose of 

internet use 

    

Academic (1) (1) (1) (1) 

Pleasure 0.980 (0.326-2.940) 0.661 (0.205-2.135) 0.966 (0.246-3.800) 9.225 (1.629-52.246) 

Both 0.760 (0.395-1.462) 0.880 (0.441-1.757) 1.213 (0.495-2.974) 3.634 (0.845-15.637) 

Internet addiction 

severity 

    

Mild (31-49) (1) (1) (1) (1) 

Moderate (50-79) 1.103 (0.762-1.597) 1.765 (1.198-2.601) 0.421 (0.250-0.710) 1.658 (1.002-2.709) 

Severe (80-100) 1.923 (0.845-4.375) 3.901 (1.708-8.910) 0.181 (0.073-0.448) 1.237 (0.410-3.731) 

Binary logistic regression was performed for statistical analyses. Dependent variables: having at least 4 symptoms of each GHQ-28 

symptoms subscales (Somatic symptoms, Anxiety/ insomnia, social dysfunction, Severe depression). The bold numbers show the 

significant predictors. 

 

Discussion 

To the best of our knowledge, this is the first study 

evaluating psychological distress among university 

undergraduates reporting internet addiction (IA) 

compared with those who report no addiction (NA) to the 

internet in northern Iraq. In the present study, 

psychological distress was found to have statistically 

higher means among IA students. In terms of social 

dysfunction, there were no significant differences between 

the groups. The IA group showed no significant 

differences in mean psychological distress scores among 

all study variables except as relates to gender. Women 

reported a higher mean psychological distress score than 

did men. Results indicated that, among the IA group, the 

predictors of severe somatic symptoms included lower 

academic achievements; the predictors of anxiety and 

insomnia were moderate and severe internet addiction, 

and the predictors of severe depression were a moderate 

level of internet addiction and gaining pleasure from 

internet use. For social dysfunction, moderate and severe 

internet addiction were found to be protective factors. 

Our study confirmed that psychological distress is 

significantly higher among students reporting addiction to 

the internet. Some studies have reported that 

psychological distress is a predictor of internet 

addiction,18 and some other studies encounter it as a 

consequence.21 A systemic review on cross-sectional 

studies on internet addiction and comorbid 

psychopathology determined that pathological internet 

use is highly correlated with depression, anxiety, ADHD, 

obsessive-compulsive disorder, anger, and aggression.18 

Many factors contribute to this association: stress, 

interpersonal difficulties, loneliness, depressed mood, and 

avoidance of reality.42 

In the present study, gender was the only demographic 

factor associated with differences in the frequencies of 

internet addiction among university students. Similarly, 

other studies among university undergraduates revealed 

that men were more vulnerable to internet addiction than 

women.2,4,43 Despite our finding that men appeared to be 

more addicted to the internet, the women who experienced 

addiction reported higher symptoms of psychological 

distress compared with men. The present study finding 

supports other studies that confirmed this gender 

difference.3 This is not due to biological differences only 

but may be because of many other social, environmental, 

and cultural factors. Ha and Hwang maintained that 

women may be more open to discussing emotional 

difficulties, such as subjective unhappiness or depressive 

symptoms, which may worsen the impact of internet 

addiction.3 In the Iraqi community, men in higher 

education may demonstrate a greater ability to 

communicate with others in society and to deal with life 

difficulties; conversely, women may be more dependent 

on their families and have lower levels of social security 

by comparison. 

Somatic symptoms were found to have higher mean 

scores among IA students than among NA students. This 

was similarly found in a study among Iranian university 

students.44 Among adolescents, a study highlighted the 

possible effect of internet addiction ranging from different 

types of headaches to other somatic symptoms.45 Another 

study found severe internet addiction to be associated with 

higher somatic discomfort.46 

It is also important to note that the current study results 

suggested that anxiety/insomnia symptoms were 

increased by 1.8 times and 3.9 times among students with 

moderate and severe levels of internet addiction, 

respectively. This is supported in a study that found a 

significant association between pathological internet use 

and anxiety.18 Many factors may contribute to the 

association between internet addiction and anxiety. For 

example, students with lower internet navigation skills 

48



Psychological distress and internet addiction 

 
may have higher levels of anxiety47 while others may use 

the internet as a coping strategy to alleviate anxiety and 

stress.24 Systemic review also indicated that that internet 

addiction can affect sleep, leading to reduced sleep quality 

and duration.18 This association was also confirmed by 

another systemic review of 23 studies, which indicated 

insomnia was prevalent among IA individuals.48 As in our 

study, the meta-regression analysis indicated that many 

sociodemographic variables had no significant effect on 

the association between internet addiction and insomnia.48 

Sleep problems that happen because of internet addiction 

can be a significant cause of the associated depression.48 

Similar to our study, depression by itself was found to be 

positively correlated with internet addiction.14,20,25,44 

Approximately 75% of the studies in a systemic review 

reported a significant association between internet 

addiction and depression.18 However, the relationship 

between internet addiction and depression can manifest in 

three different ways.20  

First, depressed people might deviate from normal social 

interaction and converge toward internet use and 

addiction. Second, depression can increase in addicted 

people, which could be related to the boredom and 

loneliness associated with internet addiction. Last, both 

depression and IA may reflect a vicious cycle. Depressive 

symptoms were nine times more prevalent among students 

who used the internet for pleasure and 1.6 times more 

prevalent among those with moderate severity addiction. 

This indicates that depressed university students perceive 

the internet as an environment in which they can establish 

pleasure or that the internet has been rendered a 

replacement for the unhappy lives of depressed students. 

However, severe depression was independent of other 

sociodemographic factors, as supported in another 

study.20 It is observed that internet communication tools 

are often used by students of this age who have fallen in 

love. The cultural barriers of Iraqi society do not allow 

lovers (without formal marriage) to spend time freely 

outdoors.16 Consequently, they might resort to the internet 

to express their feelings.  This cohort may represent those 

who reported using the internet for pleasure other than for 

academic purposes, which ultimately increases the 

vulnerability to depressive symptom development. 

The results of our study confirmed that symptoms of 

social dysfunction were not different between the assessed 

groups of students. More interestingly, we found that 

among the IA group, mild addiction was riskier to social 

dysfunction than moderate and severe addiction. This 

suggests that higher internet use could be protective 

against social dysfunction. From a theoretical point of 

view, people with social anxiety may suffer from 

isolation, which increases a vulnerability to internet 

addiction, as shown in our results. A systemic review of 

twenty articles concerning pathological internet use did 

not identify any association with social anxiety disorder.18 

Some studies have confirmed that internet addiction is 

related to a lack of social skills.20 Others confirmed that 

shyness, loneliness, and lack of social support can trigger 

internet use and addiction. 

 

Limitations 

First, in the current study, the target population was 

university students; therefore, generalizing findings to 

other populations might not be recommended. Second, 

there are many factors that may be related to the 

psychological distress associated with internet addiction, 

such as the amount of time spent on the internet, the nature 

of the applications used, the degree of available access to 

internet services, the ability to purchase advanced 

technology, and other factors related to the individual, 

such as resilience factors and coping strategies. In the 

current study, none of these factors were investigated. 

Third, beyond use as a screening tool, the GHQ-28 is not 

sufficient to robustly assess psychological distress. Those 

who scored positive on the GHQ-28 would also benefit 

from a structured psychiatric interview to confirm the 

diagnosis. Finally, as the current study was not a 

longitudinal study to assess a causal interaction, results 

cannot be used to confirm whether psychological distress 

is a cause or a consequence of internet addiction. 

 

Conclusion 

Generally, the psychological distress reported by 

participants in the current study was found to demonstrate 

higher means in reported scores among students with an 

experience of internet addiction (IA). Compared to 

university students who did not report internet addiction 

(NA), symptoms associated with somatization, anxiety, 

insomnia, and depression were more prevalent in IA 

students and associated with either severity of internet 

addiction, academic achievement, or the purpose of 

internet use. Nevertheless, it is unclear if the association 

is causal. The cross-sectional study design could not be 

used to establish a causal relationship between internet 

addiction and psychological distress. Further research is 

needed, particularly longitudinal research. Furthermore, 
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the early recognition of the prevalence of psychiatric 

symptoms among IA university students and their 

associated factors is crucial for both the academic staff 

and the students themselves, which may help in the 

planning of prevention and management interventions. 

More studies in this field could prove effective for 

lowering the rates of psychological distress among this 

population. 
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 الملخص 

اإلنترنت مقارنة بطالب    تهدف هذه الدراسة إلى التحقيق في الضائقة النفسية بما في ذلك االكتئاب والقلق واألرق واألعراض الجسدية والخلل االجتماعي لدى مدمني

تكرارات وتنبؤات لكل مجموعة من أعراض الضيق النفسي. تم استخدام العينة العشوائية متعددة المراحل العراق وتقييم  -فظة دهوك االجامعة غير المدمنين في مح

ئج أن درجة الضيق  ابينت النت.   (GHQ-28) طالب من جامعة دهوك. تم التحقيق مع الطالب باستخدام اختبار إدمان اإلنترنت واستبيان الصحة العامة  1007لتشمل  

 ن  من الدرجات بين الطالب غير المدمني (t = 4.617, P < 0.001) أعلى بكثير (M = 12.84, SD = 4.028) مدمنين على اإلنترنيتالنفسي بين الطالب ال

(M = 11.66, SD = 4.083)  . جلت اإلناث درجات أعلى من الضيق النفسيس (M = 13.23, SD = 4.007) بشكل ملحوظ (t = 1.971, P = 0.049)   من

  على الرغم من عدم وجود حالة الخلل الوظيفي االجتماعي ، إال أن متوسط الدرجات لألعراض الجسدية والقلق واألرق واالكتئاب الشديد كانت   الطالب الذكور.

الحاد من    تضمنت تنبؤات الضيق النفسي بين الطالب المدمنين اإلنجازات األكاديمية المنخفضة والمستوى (P <0.001) . أعلى بين مجموعة الطالب المدمنين

اسبة للتدخل في هذا السلوك إدمان اإلنترنت واإلشارة إلى المتعة كهدف رئيسي الستخدام اإلنترنت. تشير هذه النتائج إلى الحاجة إلى فرض برامج الصحة العقلية المن

 .غير التكيفي لمساعدة الطالب على ضمان إنجاز دراساتهم األكاديمية
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Abstract 

bjective: The current study evaluated whether a psychosocial day center program in Abu Dhabi improved the quality 

of life for people with schizophrenia, bipolar I disorder, or major depression. Method: Patients (n=58) from an 

outpatient clinic and patients (n=59) attending a day center located in the Abu Dhabi Psychiatry Hospital were 

recruited to the study. All were diagnosed using Structured Clinical Interview for the Diagnostic and Statistical Manual – 

Fourth Edition (SCID-IV). To assess subjective wellbeing, the PCASEE Model was used. It addresses six dimensions: P, 

physical indicators; C, cognitive indicators; A, affective indicators; S, social indicators; E, economic-social stressors; and E, 

ego functions, which were applied to the Quality of Life (QOL) questionnaire. Results: Findings suggest significant 

improvement for people attending day center clinics in relation to (a) major depression where improvement related to 

difficulties associated with affect, cognition, ego, physical health and social dysfunction; (b) bipolar I with improvement in 

ego problems, social dysfunction and quality of life; and (c) schizophrenia where improvement related to cognitive problems 

and social dysfunction. Conclusion: Support from the day center program contributed to improved quality of life for people 

with chronic mental disorders. 

Keywords: Quality of life, day center, schizophrenia, PCASEE Model 
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Introduction 

Health-related quality of life moves beyond direct 

manifestations of illness to consider the patient's personal 

morbidity, that is, the various effects that illnesses and 

treatments have on daily life and life satisfaction. 

Many definitions and theories of what constitutes quality 

of life have been proposed. Most agree that the concept is 

multidimensional but do not agree how best to define the 

parameters.  

It follows that quality of life is a global or holistic as well 

as a subjective psychological concept. Schipper and 

colleagues (1990)1 delineated several quality of life 

(QOL) paradigm properties; for example, 

multidimensionality, variability over time, and 

subjectivity. They also noted that researchers seemed to 

agree on the following four domains as being critical to 

QOL: physical function, psychological state, social 

interaction, and somatic sensation (e.g., pain, and nausea). 

O 
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Outpatient day clinics are an essential component of 

community care that provide structured and 

individualized care close to the patient's home. Day center 

programs can serve to bridge the gap between the inpatient 

setting and the outpatient clinic. 

There are three groups of patients who may use day 

centers:  

1. Patients attending as an alternative to inpatient 

care. 

2. Patients attending as an alternative to outpatient 

care. 

3. Patients with enduring mental disorders who join 

for support and prevention of further 

deterioration. 

Schizophrenia, bipolar disorder, and major depression are 

chronic serious mental disorders, which involve direct and 

indirect costs. Mental health treatment, medical care, 

criminal justice contact, and social services characterize 

the direct costs whereas, indirectly, there is a cost in terms 

of loss of patient and family productivity2. Day center 

programs and interventions improve the quality of life of 

those patients which has economic benefits in developing 

countries. 

The current study was designed to test a main hypothesis 

that a psychosocial day center program can improve the 

outcome and quality of life of patients who experience 

schizophrenia, bipolar I disorder, or major depression.  

Further, the current study assesses the psycho-

demographic data that may mediate the effect of the day 

center program on the outcome. The study was completed 

by the day center team and researchers in 2003. While 

clearly not current, it is recognized that the findings may 

still be both applicable and generalizable since such 

services are still lacking in many Arab countries. It is 

hoped the findings might provide insights for colleagues 

to establish similar or better services depending on the 

multidisciplinary team rather than on the psychiatrist 

alone since the benefits of psychosocial support are 

widely recognized.

 

Methods 

Participants 

The sample consisted of N=123 participants, of which five 

were non-completers. The study was conducted with two 

groups: n=58 attending outpatient clinics and n=59 

attending the day center at the Abu Dhabi New Psychiatry 

Hospital. Both groups were attending for support with 

major depression disorder, bipolar I disorder, or 

schizophrenia. Diagnoses met DSM-IV criteria3 using the 

SCID I semi-structured clinical interview4. The duration 

of the study was two years, from 25th February 2001 to 

24th February 2003. 

Ethical considerations  

The research proposal was reviewed and approved by the 

scientific and the ethical committee of the Ain Shams 

University Institute of Psychiatry.  

Patients were contacted via the general Registry of the 

New Psychiatry Hospital outpatient clinic and the day 

center staff of the Abu Dhabi New Psychiatry Hospital. 

Following an explanation of the study and its purpose, 

each patient was asked to provide oral consent to 

participate. Patient confidentiality and anonymity were 

assured. All were informed that the data would be used for 

research purposes only. 

Control group   
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The control group consisted of patients with major 

depressive disorder (n=20), bipolar I (n=17), or 

schizophrenia (n=21).  

 

Study group 

The study group consisted of patients with major 

depressive disorder (n=18), bipolar I (n=19), or 

schizophrenia (n=22). 

 

Measures 

The PCASEE Scale5 and the SCIDI were translated and 

back translated (from English to Arabic and from Arabic 

to English) as this was the first time to use these measures 

in an Arabic speaking country. 

After establishing the diagnosis, the two groups of patients 

completed one of the following scales as relevant to their 

respective diagnoses: Beck Depression Inventory 

(MDD)6, Beck Rafaelsen mania scale (Bipolar I)7, or the 

Brief Psychiatric Rating Scale8 (Schizophrenia). All 

completed the Global Assessment Scale (GAF) scale 

(Axis V of DSM-IV) and PCASEE. 

 

Intervention and post-test measures 

Following assessment using the above baseline measures, 

all participants proceeded with intervention according to 

their respective clinical plan and allocation to either the 

day center or the inpatient unit. Post-test measures were 

taken at three months and six months. 

 

Result

Baseline results 

No statistically significant difference (p>0.05) was found 

between the two groups as regards sociodemographic and 

clinical characteristics. There was no statistically 

significant difference between the two groups regarding 

baseline scores of the different scales used in the 

assessment. 

Accordingly, the samples of the control and study groups 

were well matched at the baseline scores and 

characteristics. 

 

Effect of the day center on quality of life 

To test the main hypothesis as to the effect of the day 

center program on the outcome of chronic and enduring 

mental disorders namely, major depressive disorder, 

bipolar I, and schizophrenia, data for the control and study 

group were compared over time.  

 

Statistical analysis indicated that for the group with major 

depressive disorder, there was a significant improvement 

in the study group compared to controls in affective 

problems, cognitive problems, ego problems, physical 

problems, social dysfunction, and total quality of life 

score (p-value=0.001). Reported scores GAF and BDI had 

also improved significantly although there was no 

significant difference between the two groups regarding 

economic problems. 
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Table 1. Results for participants with major depressive disorder 

 

 

Group comparison for patients with bipolar I 

demonstrated a significant improvement in the study 

group compared to controls in ego problems, social 

dysfunction, and total quality of life score. Scores for GAF 

and the Mania Scale demonstrated significant 

improvement although there was no significant difference 

between groups regarding affective problems, cognitive 

problems, economic problems, and physical problems. (p-

value=0.001). Results suggested the day center was a 

contributing factor in improving quality of life for people 

with chronic and enduring mental disorders both 

subjectively and objectively.  
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Table 2. Results for participants with bipolar I 

Group comparison for patients with schizophrenia 

demonstrated a significant improvement in the study 

group compared to controls in cognitive problems, and 

social dysfunction. There was a significant improvement 

in GAF scores and BPRS although no significant 

difference between the two groups regarding affective 

problems, economic problems, ego problems, total quality 

of life score, and physical problems. (p-value=0.083) 
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Table 3. Results for participants with schizophrenia 

 

 

Discussion 

The current study tested the researchers’ main hypothesis 

that a psychosocial day center program would improve the 

outcome and quality of life of patients suffering from 

schizophrenia, bipolar I disorder, or major depressive 

disorder. Sociodemographic data was examined to 

understand how such characteristics might mediate the 

effect of the day center program on the overall outcome.  

 

The experience of patients with major depressive disorder 

There were mixed results for all within the control group 

and the study group. Patients with major depressive 

disorder in the control group showed significant 

improvement relating to different aspects of quality of life 

and total quality of life. Yet for difficulties associated with 

ego and social dysfunction there appeared to be no 

improvement after three months; however, significant 

improvement by the end of the study. 
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For those with major depressive disorder in the study 

group, there evidence of significant improvement in all 

aspects of quality of life, including total quality of life. An 

overall comparison of both groups suggested a significant 

improvement for the study group compared to the control 

group in affective problems, cognitive problems, ego 

problems, physical problems, social dysfunction, and total 

quality of life score. Although there was no significant 

difference for either group regarding economic problems, 

both demonstrated improved functioning as evidenced by 

GAF scores and mood as evidenced by scores on the BDI. 

 

These results may suggest improvement in both subjective 

and objective aspects of quality of life, however, there are 

other factors that may interfere with the economic aspects 

of quality of life, including availability of jobs and the 

economic and social status of the patient family. A further 

contributing factor may link to patients’ nationality not 

least since each Arab country has its own economic 

situation, which likely influenced on the economic aspect 

of quality of life.    

 

The experience of patients with bipolar disorder 

Patients in the control group with bipolar I showed 

significant improvement in different aspects of quality of 

life and total quality of life.  Those in the study group 

showed significant improvement in different aspects of 

quality of life and total quality of life. When comparing 

both groups, it was apparent there was a significant 

improvement in the study group compared to the control 

group in ego problems, social dysfunction, and total 

quality of life score. 

 

Also, there was a significant improvement in GAF scores 

and Mania Scale. While there was no significant 

difference between the two groups regarding affective 

problems, cognitive problems, economic problems, and 

physical problems. 

Overall results confirm that support from the day center 

has a noticeable effect on improving the quality of life for 

patients with chronic and enduring mental disorders both 

subjectively and objectively.  

 

The experience of patients with schizophrenia 

Patients with schizophrenia in the control group showed 

significant improvement in different aspects of quality of 

life and total quality of life after six months. Yet, the 

improvement was not significant in the first 3 months in 

affective, cognitive, economic, and ego problems. 

 

Those in the study group showed significant improvement 

in different aspects of quality of life and total quality of 

life after six months except for economic problems. A 

comparison of both groups highlighted significant 

improvement in the study group compared to the control 

group in cognitive problems, and social dysfunction. 

There was also significant improvement in GAF scores 

and BPRS Scale. While there was no significant 

difference between the two groups regarding affective 

problems, economic problems, ego problems, total quality 

of life score, and physical problems. 

 

Comparison of the overall findings against the original 

hypothesis demonstrated that patients attending the 

psychosocial day center program had, in fact, experienced 

an improved the quality of life. It is, therefore, possible to 

conclude that improvement in different aspects of quality 

of life was possible especially improvement objectively 

evidenced via the GAF, BDI, Mania Scale and the BPRS. 

Improvement was also evidenced via the subjective 

parameters of QOL. 
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As relates to major depressive disorder, significant 

improvement was experienced by patients in the study 

group for affective, cognitive, ego, physical, social 

components of the PCASEE questionnaire. 

 

As relates to bipolar I, improvement for difficulties 

associated with ego and social components was greater for 

the study group than for the control group. 

 

As relates to schizophrenia, there was significant 

improvement to cognitive and social components for the 

study group compared with the control group. 

 

These findings are broadly support by the existing 

literature9,10,11 which has established that most patients 

with chronic and enduring mental disorders - who had 

moved out of psychiatric institutions - were satisfied with 

their living situation and reported a relatively high quality 

of life, especially those who joined day centers for 

psychosocial support.  

 

Indeed, Marshall et al.12 reviewed many trials, one of 

which suggested that day treatment programs were 

superior to continuing outpatient care in terms of 

improving psychiatric symptoms. There was no evidence 

that day treatment programs were better or worse than 

outpatient care on any other clinical or social outcome 

variable, or on costs.

 

Conclusion  

Given the current findings, it is possible to conclude that 

day center programs can be effective for improving 

quality of life for people with chronic mental disorders.  

Subjectively, opinions expressed by patients in the current 

study also support the effectiveness of the day center 

program in relation to how it improved their quality of life. 

The opinion of patients in the current study regarding their 

health, personal problems, and many other factors offer 

important feedback for clinicians seeking to better 

understand patients’ experiences during and after 

receiving psychosocial interventions. The repeated quality 

of life evaluation after a more extended period may also 

be helpful for understanding the process of clinical 

improvement for people with chronic mental disorders.     

Taken together with evidence from previous studies, it is 

clear that widening the scope of day center services within  

the community has  the potential to improve the 

functioning and wellbeing of  patients on the receiving end 

of such support. 

 

 

Recommendations  

Findings from the current study highlight the importance 

of offering day center programs and community-based 

care alongside psychiatric services. Evaluation of such 

programs may be improved through the use of objective 

questionnaires, which could be developed to more closely 

examine the quality of life experiences of patients  

 

Awareness raising for psychiatrists and mental health 

workers as to the importance of community care and 

quality of life of psychiatric patients, especially the long-

term disorders may also improve patient experience. 
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It is recommended that the current study be replicated on 

a larger scale with the following objectives: 

a. To include other psychiatric disorders to 

study the influence of day centers on 

quality of life. 

b. To collect a larger, more representative 

sample to add statistical power to the 

results. 

c. To do a similar study in different Arab 

countries after establishing similar day care 

units. 

 

Further research should be directed to study the 

sociodemographic variables that may influence 

and improve the quality of life of people with 

chronic mental disorders. 

 

 

 

Limitations of the study  

Duration of the study 

A longer assessment period may have strengthened better 

day center program intervention would improve the 

quality of life of long-term psychiatric disorders over a 

longer duration of the assessment.   

 

Sample size 

A larger sample of each group of patients would have 

given more power to the results of this current study as it 

would have been more representative, covering wider 

sociodemographic and clinical aspects. But the points of 

strength of the study are the site of the study; that is the 

day center is quite representative, as it covers a large 

catchment area and accepts all social classes and all the 

Arab nationalities. The site of the study is unique in being 

one of the first-day centers in the area. 

 

Randomization and sources of bias 

An ideal randomization design should fulfill certain 

conditions, which were not possible for the current study 

and could be improved upon for future studies e.g., 

screening to be conducted by someone independent of 

study and is blinded to patient identifiers. Also, in ideal 

research, the researcher measuring any outcomes should 

be blind to the group being researched.   

 

Measures 

The measures used for the current study were originally 

designed for and normed in western cultures. Despite a 

robust translation and back-translation process, certain 

concepts do not easily generalize to Arab culture. 

However, the researchers worked to ensure all participants 

were supported to understand the statements in all scales 

that were used. For example, item 2 of the PCASEE 

questionnaire was modified for ease of understanding. 

 

Finally, despite these limitations, our study implies that 

any comprehensive treatment approach should include 

day center and community-based care on when supporting 

people with chronic mental disorders. This will have a 

positive impact on the quality of life of such patients, it 

has a cost-effective impact on society, and it will help in 

eradicating the stigma of psychiatric illness. 
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                                                                                                                                                                                  الملخص

أي ، التأثيرات العديدة التي تحدثها األمراض وطرق العالج   ، إن جودة الحياة ال تهتم فقط باألعراض المباشرة للمرض بل تتعدى ذلك إلى مرضية شخصية المريض  

اية منظمة و فردية بقرب منزل المريض. إن العالج  النهاري هو أحد المكونات األساسية للرعاية االجتماعية والذي يقدم رع .  في الحياة اليومية و الرضا بالحياة

إن هذه الدراسة صممت الختبار ما اذا كان  البرنامج النفسي االجتماعي   :الهدف من البحث   .كما انه يقوم بملء الفجوة بين األقسام الداخلية و العيادة والخارجية

مريض ممن    58قورن    :الطريقة  .طراب الوجداني ثنائي القطب واالكتئابلمركز العالج النهاري سيحسن من ناتج عالج و جودة حياة مرضى الفصام و االض 

وقد تم تشخيص المرضى طبقا للتصنيف     ابوظبى-مريضا من مرضى مركز العالج النهاري بمستشفى الطب النفسي الجديد  59يتابعون بالعيادة الخارجية مع  

الرابعة الطبعة  المقابلة اال DSM IV االمريكى لالمراض  الخاصة بهباستخدام  النفسية     SCIDكلينيكية المركبة  المرضى تم عمل االختبارات  ثم بعد تشخيص 

و استكمل المرضى برنامجهم واعيدت نفس االختبارات بعد ثالثة شهور و بعد ستة ،  PCASEE لمرضى المجموعتين كل حسب تشخيصه و استبيان جودة الحياة

 :اإلحصائي للبيانات  ما يليلقد اظهر التحليل  :النتائج .اشهر

االكتئاب  (أ مرضى  الذات، :مجموعة  ومشكالت  المعرفية،  والمشكالت   ، الوجدانية  المشكالت  فى  النهارى  العالج  مرضى  مجموعة  فى  ملموس  تحسن    هناك  

  .وعدم التوافق االجتماعى والمشكالت الجسدية، 
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لموس فى مجموعة مرضى العالج النهارى فى مشكالت الذات ،وعدم التوافق االجتماعى، و المعدل هناك تحسن م :مجموعة االضطراب الوجدانى ثنائى القطب  (ب

  .االجمالى لجودة الحياة

وعدم التوافق االجتماعى. كما كان هناك تحسن   هناك تحسن ملموس فى مجموعة مرضى العالج النهارى فى المشكالت المعرفية،  :ج( مجموعة مرضى الفصام

  .GAF ومقياس  االداء االجمالى,BPRS) اس النفسى الوجيز المدرجملموس فى المقي

 .تؤكد النتائج ان للعالج النهاري دور في تحسين جودة حياة مرضى االمراض النفسية المزمنة ذاتيا و موضوعيا :االستنتاج
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Abstract 

ackground: Caring for patients during the COVID-19 pandemic has put frontline healthcare workers in Bahrain at 

risk of burnout and depression. Aims: To determine the prevalence of burnout, depression, and associated risk factors 

among frontline healthcare workers in Bahrain during the pandemic. Methods: A cross-sectional study was conducted from 

August 2020 to April 2021. The Maslach Burnout Inventory (MBI-HSS) and the Patient Health Questionnaire (PHQ-9) were 

administered online to 431 healthcare workers in COVID-19 treatment and quarantine facilities. Results: Almost all 

participants reported some degree of burnout across all three subscales: emotional exhaustion (98.8%), depersonalization 

(94%) and lack of personal achievement (47.9%). Moderate to severe levels of burnout were observed across the domains of 

emotional exhaustion (47.2%) and depersonalization (39.5%). Over half of the participants reported depressive symptoms 

(56.8%) and a quarter recorded moderate to severe levels of depression (20.6%). Statistically significant correlations were 

observed between burnout and depression. Conclusion: Frontline healthcare workers in Bahrain reported moderate to severe 

levels of burnout and depression during the COVID-19 pandemic. Single female doctors aged 25 to 34 years, who worked 

with COVID-19 patients, were more likely to report burnout. Age, nationality, profession, and work experience were the 

most significant determinants of burnout. Those who reported burnout also reported feeling depressed. 

Keywords: COVID-19 pandemic, burnout, depression, frontline healthcare workers, Bahrain 
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Introduction 

In December 2019, the world was introduced to a viral 

pneumonia outbreak that originated in Wuhan, China. 

This outbreak was deemed a global pandemic by the 

World Health Organization (WHO) on 11th March 2020 

and labelled as the Coronavirus Disease or COVID-191. 

By 30th August 2020, a total of 24,587,513 cases and 

833,556 deaths had been recorded worldwide, yielding a 

total mortality rate of 3.4% 2. 

Bahrain recorded its first case of COVID-19 on 24th 

February 2020. By 30th August 2020, a total of 51,391 

cases had been detected of which 189 people had died, 

resulting in a mortality rate of 0.37%. Nearly all cases 

were stable (98.9%) and only a few were critically ill 

(1%)2. 

Burnout, as defined by Maslach and Jackson in 1986, is ‘a 

syndrome of emotional exhaustion, depersonalization and 

reduced personal accomplishment that can occur among 

individuals who do “people work” of some kind’3.  This is 

the most widely used definition of burnout. 

In 2018, a systematic review of 20 articles about burnout 

in frontline healthcare workers, revealed high emotional 

exhaustion and depersonalization: and low personal 

achievement rates. These rates were associated with high 

job stress, high time pressure and workload, and lack of 

organizational support4. 

Several studies demonstrated high burnout rates among 

healthcare workers during the COVID-19 pandemic. 

Almost half of over 2,000 healthcare professionals from 

60 countries5 and over half of the 615 healthcare workers 

from eight university-affiliated hospitals in Iran reported 

burnout6, up from the previously documented 40%4. 

Nearly two-third of 330 healthcare workers in Northern 

Italy had moderate to severe levels of emotional 

exhaustion and decreased personal accomplishment. A 

quarter of the healthcare workers also displayed moderate 

to severe levels of depersonalization in the same study7. 

Most of the 376 healthcare professionals who directly 

cared for COVID-19 infected patients in Italy reported 

B 
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high scores in at least one of the three Maslach Burnout 

Inventory (MBI) domains, more so in the areas of 

emotional exhaustion and depersonalization8. Elevated 

burnout levels were observed in 1410 physicians and 

nurses in Switzerland9 and among 885 nurses in China10. 

Female healthcare workers6-8; nurse5-7; and those exposed 

to COVID-19 infected patients5,7-9,11-12 were more likely 

to report burnout. Other factors that contributed to high 

levels of burnout included work impacting household 

activities, feeling of being pushed beyond training, 

making life prioritizing decisions5, residents6, work 

hours7,9; psychological comorbidities, fear of infection, 

perceived support by friends7; inadequate personal 

protective equipment12; perceived support by the 

employer9; work experience of five years or less and 

working more than nine hours daily10. 

Depression may influence healthcare workers’ ability to 

make decisions. When faced with overwhelming patient 

numbers, any medical worker can display symptoms of 

depression. As COVID-19 cases continue to rise, frontline 

healthcare workers remain at a risk for developing 

depression13. 

Half of the healthcare workers who cared for COVID-19 

patients in Wuhan, China, mainly doctors and nurses, 

reported depression14. In a systematic review and meta-

analysis of 13 studies and 33,062 healthcare workers in 

the UK, the pooled prevalence of depression was found to 

be 22.8%. Women and nurses exhibited higher rates of 

affective symptoms as opposed to men and other medical 

staff, in part because nurses were mostly women. 

Moreover, nurses faced a greater risk of exposure to 

COVID-19 patients by spending more time on the wards, 

providing direct patient care, and collecting virus 

samples15. 

The current study aimed to determine the prevalence of 

burnout and depression among healthcare workers in 

COVID-19 treatment and quarantine facilities in Bahrain; 

compare the burnout and depression rates between various 

healthcare work groups in Bahrain and other countries; 

and identify risk factors that may contribute to burnout 

and depression and compare these with international 

studies. 

 

The study  

Materials and methods 

This cross-sectional study took place from August 2020 to 

April 2021. Review from the Secondary Healthcare 

Research Sub-Committee (SHRSC), the National 

COVID-19 Research Team and Mind Garden were 

obtained and administration departments of all COVID-

19 treatment and quarantine facilities were contacted for 

the healthcare workers’ contact information. English 

versions of the Maslach Burnout Inventory-Human 

Services Survey (MBI-HSS) and the Patient Health 

Questionnaire (PHQ-9) were administered online to 431 

healthcare workers in COVID-19 treatment and 

quarantine facilities in Bahrain. Following consent to 

participate, the healthcare workers were asked to fill in 

and return the completed questionnaires. Anyone not 

willing to participate and questionnaires with significantly 

missing responses were excluded. 

The MBI-HSS is a widely used screening tool - the 

development, reliability, and validity of which has been 

previously described16. The PHQ-9 is a validated 

screening tool used to monitor the severity of depression 

and has a 61% sensitivity and 94% specificity in adults17. 

The questionnaire first addressed the participants’ 

personal characteristics and work information. Questions 

pertaining to the participants’ burnout (MBI-HSS) and  

 

depression (PHQ-9) then followed and included 22 

questions across three domains: emotional exhaustion 

(nine questions), depersonalization (five questions), and 

personal achievement (eight questions). Each question 

was scored on a scale from 0 (never) to 6 (everyday). The 

points from each domain were added to give a total score 

for that domain. The score for each domain was 

categorized as low, moderate or high as follows: 

emotional exhaustion (low ≤ 13; moderate 14 to 26; high 

≥ 27); depersonalization (low ≤ 5; moderate 6 to 9; high ≥ 

10); and personal achievement (high ≤ 33; moderate 34 to 

39; low ≥ 40) (17). Higher scores on emotional exhaustion 

and depersonalization, and a lower score on personal 

achievement, were associated with higher provider 

burnout18. The PHQ-9 for depression scored each of the 

nine DSM-IV criteria as “0” (not at all) to “3” (nearly 

every day) and the severity scores ranged as:  0-4 (none), 

5-9 (mild), 10-14 (moderate), 15-19 (moderately severe) 

and 20-27 (severe)17. 

A total of 5,898 doctors and nurses are currently registered 

with the National Health Regulatory Authority (NHRA) 

in Bahrain19. For a 95% confidence interval and a 5% 

margin of error, the Raosoft online sample size calculator 

revealed that a minimum of 361 doctors and nurses would 

be needed to make our sample representative for these two 
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specific work groups20. Our sample included 403 doctors 

and nurses and was therefore representative for the work 

groups. 

The reliability of the MBI-HSS and the PHQ-9 was 

determined through Cronbach’s Alpha. Dependent 

variables were selected to measure two outcomes: burnout 

and depression and were further re-coded according to the 

MBI-HSS and PHQ-9 scoring templates to obtain separate 

scores. Cut-off points of 17 for emotional exhaustion, 7 

for depersonalization and 32 for lack of personal 

achievement represented low/mild levels of burnout. Cut-

off points for depression included scores of 5 for mild, 10 

for moderate, 15 for moderately severe and 20 for severe 

depression.  

A pilot study was carried out to check for any ambiguous 

items on the questionnaire. Online questionnaires were 

administered randomly to 20 healthcare workers from 

different COVID-19 treatment and quarantine facilities. 

Responses were received from all participants. No 

ambiguity was reported, and participants were included in 

the total sample. 

Data were analyzed through the Statistical Package for the 

Social Sciences (SPSS). The severities of burnout and 

depression were estimated using means, medians and 

standard deviations. The Pearson Correlation Test was 

used to demonstrate the relationship between burnout and 

depression and was considered significant at the 0.01 level 

(2-tailed). p-values expressed the significance of the 

relationship between the independent variables (age, 

gender, nationality, marital status, employment status, 

profession, and work experience) and the outcomes and 

multiple regression analysis was done to investigate the 

predictive values of the independent variables to burnout.  

Results 

Of the 454 healthcare professionals who received the 

online survey, 449 agreed to participate, yielding a 

response rate of 98.9%. Eighteen of these however, failed 

to meet the completion criteria and were excluded; 431 

participants were finally included in the study. 

Women comprised 72.4% of the study sample. 

Approximately three-quarters of respondents were aged 

25 to 44 years (76.1%) and married (75.4%). Nearly two-

thirds of participants were Bahraini citizens (67.8%). 

Most respondents were Ministry of Health employees 

(88.6%). Doctors (49%) and nurses (44.5%) formed the 

bulk of the sample. About two-thirds of respondents 

(62.6%) had a work experience of 10 years or less. Most 

healthcare workers had worked with COVID-19 patients 

(78.7%) and nearly half of the participants worked at 

COVID-19 treatment facilities (43.3%) (Table 1). 

 

Table 1.  Participants’ sociodemographic and work-related characteristics 

Variables Categories Frequency (n) Percentage (%) 

Gender 
   

 
Male 118 27.60% 

 
Female 309 72.40% 

Age group 
   

 
18-24 12 2.80% 

 
25-34 197 45.70% 

 
35-44 131 30.40% 

 
45-54 62 14.40% 

 
55-64 26 6% 

 
>=60 3 0.70% 

Nationality 
   

 
Bahraini 290 67.80% 

 
Non-Bahraini 138 32.20% 

Marital status 
   

 
Single 86 20% 

 
Married 325 75.40% 

 
Divorced 18 4.20% 
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Widowed 2 0.50% 

Employment status 
   

 
Ministry of Health employees 380 88.60% 

 
Retired HCW volunteer 18 4.20% 

 
Volunteer never HCW 15 3.50% 

 
Other 16 3.70% 

Profession 
   

 
Doctor 211 49% 

 
Nurse 192 44.50% 

 
Other 24 0.20%  

Work experience 
   

 
0 - 5 years 189 43.90% 

 
6-10 years 81 18.80% 

 
>10 years 160 37.30% 

Ever worked with COVID-19 patients? 
   

 
No 92 21.30% 

 
Yes 339 78.70% 

    

COVID-19 Facilities worked in 
   

 
Treatment facilities 147 43.30% 

 
Quarantine facilities 192 56.70% 

a HCW: Healthcare Worker. 

 

Almost all participants reported some degree of burnout 

across all three subscales: emotional exhaustion (98.8%), 

depersonalization (94%) and lack of personal 

achievement (47.9%). Nearly half of participants 

exhibited moderate to severe levels of emotional 

exhaustion (47.2%) and severe levels of depersonalization 

(39.5%). 

Over half of respondents reported varying degrees of 

depression (56.8%) and a quarter reported feeling 

moderately depressed (21%). Statistically significant, 

positive correlations were observed between emotional 

exhaustion, depersonalization, and depression. A 

statistically significant, but negative correlation was seen 

between personal achievement and depression. 

Woman subjects reported higher levels of emotional 

exhaustion and depression compared to men. Participants 

aged 25 to 34 years documented significantly higher 

levels of burnout across all three domains and depression, 

as did Bahraini citizens and those who were single (Table 

2). 

 

Table 2. Burnout, depression, and participants’ sociodemographic characteristics 

Variable Categories Emotional 

Exhaustion 

(Mean±SD) 

Depersonalization 

(Mean±SD) 

Personal Achievement 

(Mean±SD) 

Depression 

(Mean±SD) 

Gender       

 Male  15.2 ±13.7 9.9 ±10.4 38.2 ±11.2 4.5 ±4.2 

 Female 18.6 ±12.2 10.9 ±8.7 36.2 ±10.6 6.3 ±3.9 

 p-value 0.019* 0.354 0.092 <0.0001* 

      

Age       
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 18-24 12.6 ±6.6 10.3 ±5.2 36.1 ±11.0 8.8 ±3.2 

 25-34 20.1 ±13.0 12.7 ±10.1 34.2 ±11.5 6.3 ±3.9 

 35-44 17.2 ±12.7 9.6 ±8.8 38.9 ±9.7 5.5 ±4.0 

 45-54 16.2 ±11.5 8.0 ±6.4 39.3 ±11.0 4.9 ±4.1 

 55-64 8.7 ±8.2 7.0 ±7.7 35.9 ±11.5 3.9 ±4.3 

 >=60 4.7 ±8.1 6.7 ±11.5 47.0 ±1.7 - - 

 p-value <0.0001* <0.0001* <0.0001* <0.0001* 

      

Nationality       

 Bahraini 20.2 12.3 12.0 9.2 34.9 10.5 6.7 3.8 

 Non-

Bahraini 

12.3 11.9 7.2 8.5 40.9 10.3 3.8 3.8 

 p-value <0.0001* <0.0001* <0.0001* <0.0001* 

      

Marital status      

 Single 20.7 12.1 14.0 10.9 34.2 11.2 7.2 3.8 

 Married 17.0 12.6 9.8 8.3 37.3 10.8 5.5 4.0 

 Divorced 16.7 13.4 10.4 12.2 32.7 15.2 5.6 3.9 

 Widow - - - - - - - - 

 p-value 0.019* 0.001* 0.030* 0.004* 

 

Doctors reported significantly higher levels of burnout 

across all three subscales. Healthcare workers with a work 

experience of five years or less documented significantly 

higher levels of depersonalization and lack of personal 

achievement (Table 3). 

 

Table 3. Burnout, depression, and participants’ work characteristics 

Variable Categories Emotional Exhaustion 

(Mean±SD) 

Depersonalization 

(Mean±SD) 

Achievement 

(Mean±SD) 

Depression 

(Mean±SD) 

Profession      

 Doctor 21.1 12.5 12.4 9.4 35.1 10.4 6.6 3.8 

 Nurse 13.8 12.2 8.5 8.7 38.4 11.5 4.7 4.0 

 Other 17.2 9.6 10.3 7.5 35.7 12.2 7.3 4.2 

 p-value <0.0001* <0.0001* <0.015* <0.0001* 

      

Work experience     

 0 - 5 year 18.6 13.1 11.8 10.1 35.4 11.5 6 4.1 

 6 - 10 years 18.1 11.8 11.3 8.3 34.3 11.3 6.3 3.7 

 >10 years 16.3 12.4 9 8.3 39 9.9 5.2 4 

 p-value 0.242 0.021* 0.002* 0.099 

      

Work with COVID-19     

 No   16.2 11.8 9.0 8.2 37.3 10.1 5.9 3.8 

 Yes 18.1 12.9 11.1 9.4 36.3 11.3 5.8 4.1 

 p-value 0.209 0.061 0.467 0.827 

 

Healthcare professionals who worked more than eight 

hours a day and only had a single day off each week 

reported significantly higher levels of burnout across all 

three domains and depression (Table 4). 
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Table 4. Burnout, depression, and participants’ work schedule 

Variable Categories Emotional 

exhaustion 

(Mean±SD) 

Depersonalization 

(Mean±SD) 

Personal 

achievement 

(Mean±SD) 

Depression 

(Mean±SD) 

Number of days Worked per month with 

COVID-19 last month 

    

 Less than 10 days 16.6 13.0 10.0 9.0 31.0 12.5 6.2 4.4 

 10 - 20 days 16.2 12.5 10.5 9.6 37.7 10.7 5.3 4.0 

 > 20 days 18.8 13.0 11.4 9.6 36.8 11.2 5.8 4.1 

 p-value 0.282 0.658 0.023* 0.531 

      

Number of hours worked per day with 

COVID-19 last month 

    

 Less than 8 hours 18.7 11.8 8.9 6.1 32.7 13.6 5.9 4.4 

 8 hours 16.3 12.6 10 9.4 36.3 11.0 5.6 4.0 

 > 8 hours 20.1 13.1 11.6 9.8 37.2 11.1 5.9 4.2 

 p-value 0.034* 0.397 0.191 0.891 

      

Number of off days per week     

 No off 17.7 14.9 2.6 2.6 44.5 4.0 5.4 3.0 

 1 day 22.7 11.8 14.5 9.6 33.4 11.3 7.1 4.0 

 2 days 16.9 12.9 10.5 9.2 37.3 11.1 5.3 4.0 

 > 2 days 9.0 8.6 5.5 4.9 30.3 15.1 4.5 4.9 

 p-value <0.0001* <0.0001* 0.001* 0.005* 

 

Age (B=-0.3, p<0.0001), nationality (B=018, p<0.0001), 

profession (B=-0.20, p<0.0001) and work experience 

(B=+15, p=0.018) were the most significant predictors of 

burnout. 

 

Discussion 

Nearly all participants experienced moderate to severe 

levels of burnout across all three subscales. This 

prevalence is similar to the prevalence rates documented 

in several international studies7-8,10,21,22. Increased 

workload, high job stress, high time pressure, limited 

organizational support, exposure to COVID-19 patients 

and psychological aspects related to their care, moral 

distress from suboptimal decision-making, difficulties in 

involving relatives,  and perception of inappropriate care 

are documented contributors of burnout among healthcare 

professionals5,7,21 - the negative impact of which may 

worsen over time and diminish the health systems’ 

capacity to cope with the rising demand of short and long 

term care23. 

More women reported burnout-a finding also observed in 

several other studies6,8,9,12,21. More single as opposed to 

married healthcare workers reported burnout in our study, 

which has not been reported in other studies. 

Participants aged 25 to 34 years reported higher levels of 

burnout in the domains of emotional exhaustion and 

depersonalization. This is on par with some of the studies 

reviewed6,24. Participants from this age group often lack 

sufficient work experience 10 and are overwhelmed by the 

high workload, rendering them vulnerable to burnout. 

Being a Bahraini national was also associated with higher 

levels of burnout, possibly as more Bahrainis participated 

in our study. 

Doctors were more likely to report burnout, as also noted 

in similar studies6,12,25. High workload, close contact with 

COVID-19 patients6-7,12, making critical life-prioritizing 

decisions, time pressures5, lower quality of decision-

making scores among physicians21, changes in duty 

rosters to accommodate new needs, cancellation of 

vacations and poor access to appropriate personal 

protective equipment among residents6 are plausible 

reasons. More nurses however, reported burnout in some 

studies5,7,9. 

Those who worked more than eight hours a day were 

emotionally exhausted, as also documented in various 

similar studies6,9,26,27-28.  
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In summary, single Bahraini female doctors aged 25 to 34 

years who worked with COVID-19 patients were more 

likely to report burnout. Over half of respondents reported 

depression (56.8%), as did participants in similar 

studies15,22. Lower rates, however, were recorded in some 

studies.7,9,11,15,22,26,29,30 

Nearly a quarter of participants reported moderate to 

severe levels of depression (20.6%). Higher depression 

levels were observed in healthcare workers in China, 

where treating and caring for patients in full personal 

protective equipment (PPE) followed by observing 

isolation after work, would amplify the frontline workers’ 

mental pressure. Furthermore, in the same study, 

deficiencies in the knowledge and skills related to 

epidemic prevention and control were said to possibly 

worsen the mental health of the frontline workers31. 

Single healthcare workers were more likely to suffer from 

depression, as were women and those aged between 25 

and 34 years - a finding also noted in a European study21. 

Unmarried trainees26 and women14,29 were more likely to 

report depression possibly due to virtual interactions and 

lack of social connections26. 

Doctors were more likely to report depression. Making 

critical life-saving decisions, high workload, long duty 

hours and insufficient time to recover may all attribute to 

this finding. More nurses, however, reported depression in 

a systematic review of six articles32. Nurses in China were 

also more likely to report depression due to fear of 

infection and death and nosocomial spread to loved 

ones22. 

A positive correlation was observed between burnout and 

depression and those who displayed symptoms of burnout 

were depressed as well. This finding was also noted in 

similar studies5,7,9,14,31.  Burnout can lead to depressive 

episodes and suicidal thoughts25. Moreover, mental health 

issues among healthcare workers including burnout and 

depression could likely impact patient care11. The quality 

of decision-making was associated with the prevalence of 

symptoms of burnout and depression in a study from 

Europe21.   

Female healthcare workers reported significantly higher 

levels of burnout and depression compared to their male 

counterparts - a finding also documented in a similar study 

from Switzerland9.  Also, more Bahraini nationals 

participated in our study and reported burnout and 

depression.  

Doctors reported significantly higher levels of burnout 

and depression - a finding also observed in a European 

study which added that the quality of decision-making 

was associated with symptoms of burnout and 

depression21. Making critical life-prioritizing decisions, 

time pressures, high workload and adapting to frequently 

changing protocols - in our opinion - could explain this 

finding. More nurses, however, suffered from burnout and 

depression in a study from Switzerland9 and a systematic 

review of 44 studies33.  

Healthcare workers aged 25 to 34 years and with a work 

experience of five years or less were more likely to report 

burnout and depression. Burnout and depression in junior 

healthcare workers were also documented in some 

studies22,33. Lack of work experience; inability to cope 

with the high workload and stress; long duty hours, and 

insufficient time to recover - in our opinion - could explain 

this. 

Exposure to COVID-19 infected patients is a documented 

risk factor for burnout and depression among hospital 

workers33. However, more healthcare workers in our study 

who had a single day off each week reported burnout and 

depression, but the finding was statistically insignificant. 

The current study used the MBI-HSS, which is well-

validated. The response rate was excellent and healthcare 

professionals from ten various healthcare facilities 

participated, thereby enhancing the generalizability of the 

results. 

As the present study design was cross-sectional, causality 

could not be ascertained. Also, fewer healthcare workers 

from other nationalities participated and were possibly 

underrepresented. Participants were not asked about their 

prior burnout/depression statuses either. 

 

Conclusion and Recommendations 

The current study revealed that healthcare workers in 

Bahrain endured moderate to severe levels of burnout and 

depression during the COVID-19 pandemic. 

Setting clear and up-to-date protocols for patient triage 

and management to facilitate critical decision-making, 

providing adequate supplies and training in the use of 

PPE, extensive testing, promoting safety precautions in 

the community, setting up a COVID-19 command centre 

and an assistance hotline team, initiating the National 

Inactivated COVID-19 Vaccination Program and a phased 

return to regular operations have been deployed by the 

Government of Bahrain to control the spread of COVID-

19 in the community and boost the morale of frontline 

healthcare workers. 
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We recommend continuous monitoring and timely 

management of healthcare workers’ burnout and 

depression to safeguard their health. We also suggest 

planned longitudinal studies to capture in-depth 

information about their mental health statuses. 

Implementation of work-hour regulation programs, 

strategies to lower the pressure of difficult decision-

making, planning rewards, providing individual or group 

psychological support programs, improving work 

organization through focus groups, providing individual 

and group skill training programs and online cognitive 

behavioral therapy or mindfulness-based therapy may be 

useful. Assigning appropriate job roles to alleviate the 

high workload, appointing non-physician staff to handle 

clerical work, tailored work schedules, raising awareness 

about healthcare worker burnout, and stress management 

training may also be beneficial and contribute to the 

wellbeing of frontline healthcare workers. 
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 الملخص 

لخطر مملكة البحرين في العاملين الصحيين في الصفوف األولى  إلى تعريض ( COVID-19جائحة فيروس كورونا العالمي )أدت رعاية المرضى أثناء  الخلفية:

مملكة في    األولى  العاملين الصحيين في الصفوفبين   تحديد مدى انتشار اإلرهاق واالكتئاب وعوامل الخطر المرتبطة به  األهداف:   .واالكتئاباالحتراق الوظيفي  

. تم تقديم النسخ 2021إلى أبريل    2020أجريت هذه الدراسة المقطعية في الفترة من أغسطس    الطريقة:  (.COVID-19فيروس كورونا العالمي )خالل  البحرين  

 باستخدام استبيان ماسالخ لالحتراق  COVID-19من عامل صحي في المستشفيات المختصة إلى عالج و احتجاز )حجر( مرضى    431اإلنجليزية إلكترونيًا إلى  

على   وذلك  عليه    3الوظيفي  الفراد  تقييم  يتم  )  (MBI-HSS)محاور  اإلكتئاب  لتقييم  استبيان     .( PHQ-9و 

ً   النتائج: ٪ ، تبدد الشخصية =  98.8عبر جميع المقاييس الفرعية الثالثة )اإلرهاق العاطفي =    االحتراق الوظيفيعن درجة معينة من    أبلغ جميع المشاركين تقريبا

 ).٪39.5   (٪( وتبدد الشخصية47.2لوحظت مستويات متوسطة إلى شديدة من اإلرهاق عبر مجاالت اإلرهاق العاطفي ) .٪(47.9٪ وعدم اإلنجاز الشخصي =  94

ولوحظ وجود ارتباطات قوية ذات داللة  ) . ٪20.6(وسجل ربعهم مستويات متوسطة إلى شديدة من االكتئاب    ٪(56.8أصيب أكثر من نصف المشاركين باالكتئاب )

يعاني العاملون في مجال الرعاية الصحية في البحرين من مستويات متوسطة إلى شديدة من اإلرهاق واالكتئاب خالل  الخالصة: .إحصائية بين اإلرهاق واالكتئاب

كورونا   فيروس  )جائحة  بين    .(COVID-19العالمي  أعمارهن  تتراوح  اللواتي  العازبات  البحرينيات  الطبيبات  ً   34و    25كانت  مرضى   عاما مع  عملن  ممن 

COVID-19     أولئك الذين   .حتراق الوظيفيلالكان العمر والجنسية والمهنة والخبرة العملية من أهم العوامل المحددة     .االحتراق الوظيفيأكثر عرضة لإلبالغ عن

ً االحتراق الوظيفي أبلغوا عن   .كانوا مكتئبين أيضا
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Abstract 

bjective: Targeted public health campaigns are important in countries where health resources are limited. This is 

especially the case for countries such as Iraq since decades of sanctions, war and armed conflict have depleted the 

health system. The current study investigated the influence of sociodemographic characteristics on attitudes towards the novel 

coronavirus (COVID-19) relating to knowledge and behaviors held by people living in North Iraq. Method: A cross-sectional 

survey, conducted from 21st March to 12th April 2020, used an online platform. Multivariate analyses were used to examine 

the relationship between sociodemographic factors and respondents’ knowledge, attitude and behavioral practices in response 

to COVID-19. Results: Respondents with better self-reported health were most likely to report sleep impairment 

(OR=2.32,1.49-3.68) impaired eating (OR=1.84, 1.17-2.95) fear in response to social media news on COVID-19 (OR=1.92, 

1.32-2.81) and were more likely to practice COVID-19 prevention measures (OR= 1.08, 1.01-1.14). On the other hand, those 

with better self-reported health (OR= 0.4; 0.27-0.59) were less likely to report good knowledge on COVID-19 whereas those 

with higher levels of education (OR= 3.59, 1.29-10.2) claimed to have higher knowledge of COVID-19. Men believed that 

war was more frightening than COVID-19 (OR=1.91, 1.33-2.75) compared to woman. Conclusion: Self-reported health and 

type of employment were the sociodemographic factors most frequently noted to influence knowledge, attitude and behaviors 

toward COVID-19 amongst the northern Iraqi population. In a country where health resources are scare and stretched because 

of a history of sanctions and prolonged war and community violence, these results provide directions for targeted approaches 

to support public health campaigns. 

Keywords: COVID-19, sociodemographic predictors, Iraq, knowledge, attitudes 
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Introduction 

The republic of Iraq is a country in Western Asia, and 

home to diverse ethnic and religious groups such as Arabs, 

Kurds, Assyrians, and other minorities. Iraq has endured 

decades of sanctions and internal and external armed 

conflicts1. Most notable were the events in 2003 with the 

United States (US) led invasion, which led to ongoing 

civil turmoil and most recently, the destructive terrorist 

events during 2014-20182,3. As a result of continuous 

decades of imposed economic sanctions, war, community 

violence and political instability, the health and mental 

health of the population have suffered4. There is ongoing 

concern about Iraq’s healthcare system, including 

shortage of medications and medical staff to administer 

them5. Indeed, in a World Health Organization (WHO) 

report on the healthcare profile of Iraq, data indicated that 

there were only 1.6 physicians per 10,000 population in 

20056. The north of Iraq, which is partially separated from 

the central government, has faced multiple stressors such 

as the arrival of thousands of internally displaced persons 

fleeing terror attacks and ongoing public health challenges 

such as exposure to several outbreaks of communicable 

diseases, including Cholera and the Avian Flu7. Most 

recently, a new and by far more significant public health 

challenge has emerged. The novel coronavirus (COVID-

19), an acute respiratory syndrome, is the name that was 

given to a disease first reported as a local outbreak in 

Wuhan, China in November 20198. The rapid spread of 

the disease worldwide led to the WHO declaring it a 

pandemic on the 11th March 20209. The first reported case 

of COVID-19 in Iraq was on 22nd April 2020 in the city of 

Najaf, south of the capital of Bagdad10. By April 2020, 

cases had spread across the country and into the Northern 

parts of Iraq. Some of the initial pandemic management 

processes included several days of complete lockdown 

O 
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restricting all movement, closure of schools, universities 

and government offices and suspension of all civil 

aviation flights in North Iraq11. 

The potential for severe morbidity has required 

governments to introduce changes to the way people 

engage in daily life and activities. These changes include 

social distancing, the cancellation of mass gatherings and 

other participation activities, a move towards remote work 

and education and the requirement of self-isolation or 

quarantine. Tackling COVID-19 successfully relies on the 

extent to which members of the public adhere to health 

measures put in place to prevent rapid transmission of the 

disease. Mass public adherence to such measures would 

lessen the burden on the already stretched healthcare 

system. Knowledge of public health challenges impact 

whether prevention measures are followed by members of 

the public as well as their attitudes toward such 

measures12. Studies have demonstrated differences in 

knowledge and attitudes toward COVID-19 may be 

associated with sociodemographic characteristics of 

individuals. In a Saudi Arabian sample, age groups 30 

years to <60 demonstrated more knowledge of COVID-19 

than the 18-29 age group. Further, the age groups between 

30-59 were associated with good COVID-19 practices. In 

an Iraqi sample, those who lived in urban areas, were 

women, and aged more than 44 years were more likely to 

practice prevention measures. Further, high-educated 

individuals, living in an urban area, and being employed 

was associated with greater knowledge. Overall, findings 

to date indicate men had less COVID-19 related 

knowledge, less positive attitudes, and fewer good 

practices relative to women12,13. In contrast, another study 

conducted in Iraq demonstrated men have better COVID-

19 knowledge than women14. Further, low-educated 

individuals appeared to have less knowledge compared to 

high-educated individuals12 and older age groups (>44) 

demonstrated better practice of prevention measures 

compared to younger age groups13,14. To date, there are 

only a few studies that have investigated the relationship 

between sociodemographic factors and COVID-19 related 

knowledge, attitudes, and practices in Iraq13-16. However, 

these studies did not conduct analyses where controls for 

the effects of significant sociodemographic factors were 

conducted to explore which characteristics of the sample 

were more strongly associated with COVID-19 related 

knowledge and attitudes. Further research is required to 

clarify the sociodemographic factors that are associated 

with COVID-19 related knowledge and behaviors in Iraq. 

As a result of social and economic changes in response to 

COVID-19, negative emotional states such as feelings of 

anxiety, fear and depression may arise17,18. In an 

investigation of 1491 Australians surveyed remotely, 

negative changes were noted in physical activity, sleep, 

smoking and alcohol intake and these were associated 

with higher levels of depression, anxiety and stress 

symptoms17. In a study of emotional eating during 

COVID-19 among Saudi Arabian women, about half 

reported emotional eating and perceived stress predicted 

emotional eating19. Eating and sleeping problems are key 

biomarkers of various mental health difficulties including 

low mood, anxiety, and stress20. To date, no study has 

investigated eating and sleeping problems due to COVID-

19 in an Iraqi sample. Findings from these studies appear 

to indicate that the psychological and behavioral impact 

of COVID-19 on populations can be significant, even in 

higher income countries with well-established health 

infrastructure. By contrast, research on the impact of 

COVID-19 in conflict affected nations such as Iraq is 

limited. This is despite the acknowledgement that tackling 

a public health emergency such as COVID-19 is 

challenging in countries where communities are already 

impacted by mental health conditions due to ongoing 

conflict and political crises21. 

Social media has been used as the primary source for 

getting information about COVID-1914 and played a 

paramount role in shaping knowledge, attitudes, and 

emotional reactions toward COVID-19. Al Omari and 

colleagues conducted a cross-sectional study involving six 

Middle Eastern countries, including Iraq, to investigate 

mental health issues among youth aged 15-24 years during 

COVID-1922. They found being female, having a friend 

and/or family member with COVID-19, and increased 

internet use following COVID-19 significantly predicted 

depression, anxiety, and stress. Additionally, among 516 

individuals from the Iraqi Kurdistan community, 38.6% of 

the participants stated they were psychologically affected 

in response to publishing information related to COVID-

19 on social media. Additionally, the type of information 

shared on social media that was reported as having the 

most impact on creating panic was fake news (26.6%). 

The authors concluded a significant relationship between 

social media and spreading panic about COVID-19 

existed23. Understanding whether sociodemographic 

factors influence access to and emotional reactions to 

social media should be undertaken to create targeted 

public health campaigns. 

 

Current study 

Karim and colleagues compared three geographical parts 

of Iraq: Northern, Middle, and Southern on measures of 

COVID-19 related anxiety using the Health Anxiety 

Questionnaire (HAQ) and additional questions assessing 

time spent focusing on COVID-19 and how much fear 

COVID-19 elicits compared to the war24. Although Karim 
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and colleagues investigated the relationship between the 

questions and HAQ responses, they did not investigate the 

influence of sociodemographic factors on such questions. 

There was also no investigation into the influence of 

sociodemographic characteristics on COVID-19 related 

knowledge and behaviors such as taking preventative 

measures, COVID-related impairments in sleeping and 

eating, and fear related to COVID-19 social media news. 

To fill this gap, the current study provides a more 

comprehensive investigation of whether 

sociodemographic characteristics predict COVID-19 

related knowledge, attitudes, and behaviors in a large 

community sample of Iraqi people residing in North Iraq. 

Elucidating the significance of such factors would provide 

a thorough understanding of how this conflict-affected 

region of Iraq has responded to COVID-19 and would 

highlight areas for targeted public health measures and 

campaigns. 

 

Methods 

Study design, procedure, and participants 

The present study utilizes a subset of a dataset 

investigating COVID-19 related health anxiety24. A cross-

sectional self-report survey presented via Survey 

Monkey®, an online survey platform, was administered to 

participants residing in the four provinces of Duhok, Erbil, 

Sulaymaniyah, and Halebce located in Northern Iraq. An 

invitation to participate was disseminated via 

announcements delivered across various social media 

platforms: WhatsApp, Viber, Instagram, and Facebook 

messenger. After receiving the link, participants were 

provided information on the purpose of the study and 

provided informed consent if they chose to proceed. A 

total of 758 participants completed the online self-report 

survey. Data was collected from 21st March 2020 to 12th 

of April 2020, which coincided with the first public 

compulsory curfew starting on 14th March and extended 

until 25th April 2020. Individuals who met eligibility 

criteria to participate were 16 years or older and did not 

have a cognitive impairment thereby allowing for the 

ability to provide consent to participate and to 

comprehend and complete the survey. The Scientific 

Committee at the College of Medicine University of 

Duhok reviewed the study (1N-22092020). 

Scales and assessments 

A group of Iraqi medical specialists developed the 

questionnaire items. The items were then reviewed for 

validation by a panel of experts comprised of three 

psychiatrists, two psychologists and two community 

medicine specialists who applied for a study assessing 

COVID-19 related health anxiety24. Two questions 

evaluated self-reported knowledge of COVID-19 and 

knowledge that COVID-19 is a respiratory infection. 

COVID-19 related behaviors were assessed using six 

questions. Participants responded to questions using a 4-

point Likert style scale assessing knowledge on COVID-

19, the extent of the respondent’s sleep problems due to 

COVID-19 news; eating problems due to COVID-19 

news; fear of COVID-19 infection itself, self-reported fear 

related to COVID-19 social media news; and time spent 

focusing on COVID-19 in a day. Participants were also 

asked to answer ‘yes’ or ‘no’ to a question as to whether 

they practice prevention measures. Finally, 

sociodemographic characteristics of participants were also 

collected using questions inquiring about respondent’s 

age, marital status, gender, residency location, educational 

attainment, occupation, household size, self-reported 

health, and presence of chronic respiratory disease. 

Statistical analysis 

Statistical analyses were performed using Statistical 

Package for Social Sciences25 and R (version 4.0.1)26. To 

aid analysis, categories were collapsed for some 

sociodemographic variables. For self-reported health, 

very good and excellent categories were collapsed. For 

residency, suburban and rural categories were collapsed. 

For educational attainment, masters and doctorate 

categories were collapsed. For occupation, the retired 

category was collapsed into the unemployed category and 

the farmer category was collapsed into the ‘other’ 

category. For household size, one person category and two 

people categories were collapsed. 

Logistic regression analyses were performed to test 

whether sociodemographic characteristics predicted 

COVID-19 related knowledge and behaviors. To test 

whether sociodemographic characteristics predicted (1) 

sleep problems (2) eating problems (3) fear related to 

COVID-19 social media news (4) time spent focusing on 

COVID-19 in a day, ordinal logistic regression analyses 

were performed. To test whether sociodemographic 

characteristics predicted (1) knowledge COVID-19 is a 

respiratory infection and (2) practice of prevention 

measures, binary logistic regression analyses were 

performed. To test whether sociodemographic 

characteristics predicted fear related to COVID-19 in 

comparison to war/conflict, a multinomial logistic 

regression analysis was performed. Predictor variables 

were entered as factors in the ordinal and binary logistic 

regression generalized linear models. Only the predictor 

variables that were significant in single regression 

analyses, were included in the multiple regression 

analyses. For the binary outcome, effect sizes were 

presented as relative risks, however this was not possible 
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for outcomes with multiple categories, so in these cases, 

odds ratios were presented. A p< 0.05 was considered 

statistically significant.

 

Results 

1-  Sociodemographic data of the participants Table 1 displays the sociodemographic data of the 

participants from Northern Iraq.

Table 1. Sociodemographic characteristics of the sample (N = 758) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sociodemographic Variables N (%) 

Age  

16-17 19 (2.5) 

18-24 298 (39.3) 

25-34 178 (23.5) 

35-44 145 (19.1) 

45-54 78 (10.3) 

55-64 40 (5.3) 

Gender  

Male 354 (46.7) 

Female 403 (53.2) 

Marital status  

Unmarried 403 (53.2) 

Married 355 (46.8) 

Education level attained  

None to Primary school 16 (2.1) 

Secondary school 116 (15.3) 

Bachelor 406 (53.6) 

Postgraduate 220 (29) 

Occupation  

Students 305 (40.2) 

Health care workers 185 (24.4) 

Teachers 122 (16.1) 

Other government employees 84 (11.1) 

Other 36 (4.7) 

Unemployed 26 (3.4) 

Residence  

Urban 663 (87.5) 

Suburban/Rural 95 (12.5) 

Household size  

1-2 people 49 (6.5) 

3-5 people 370 (48.8) 

6+ people 339 (44.7) 

Self-rated health  

Poor 156 (20.6) 

Good 320 (42.2) 

Very good/excellent 282 (37.2) 

History of chronic respiratory disease  

No 721 (95.1) 

Yes 37 (4.9) 
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2 - Factors influencing the self-reported knowledge of 

COVID-19 

Ordinal logistic regression was used to find which 

demographic variables are associated with self-reported 

knowledge of COVID-19 (1= not so aware; 2= somewhat 

aware; 3= very aware; 4= extremely aware). Self-reported 

health status (LRT, 𝒳df=2
2 =19.6, p-value<0.0001), 

occupation (LRT, 𝒳df=5
2 =22.5, p-value=0.0004), 

education (LRT, 𝒳df=3
2 =24.3, p-value<0.0001), location 

(LRT, 𝒳df=1
2 =5.2, p-value=0.023) and age (LRT, 

𝒳df=5
2 =11.8, p-value<0.037) were all associated with self-

reported COVID-19 knowledge. When these factors were 

all included in the model, age and occupation were no 

longer significant (Table 2), suggesting that age and 

occupation are confounded with other variables in the 

model.  Participants with poor self-reported health, higher 

levels of education, or from urban residence reported a 

higher or increased self-reported-knowledge of COVID-

19 (Figure 1). 

 

Table 2. Factors that are associated with an increase in self-reported knowledge of COVID-19. Results are based on multiple 

ordinal logistic regression and all factors listed have been included in the model.  

Factor Categories RR (95% CI) L.R.T. 

Self-

Reported 

Health 

Poor* 1 𝒳df=2
2 =22.5 

p-value<0.0001 Good 0.59 (0.41-0.87) 

Very good to Excellent 0.4 (0.27-0.59) 

Occupation Student* 1 𝒳df=5
2 =8.7 

p-value=0.12 Health care workers 1.01 (0.47-2.19) 

Teachers 0.99 (0.42-2.34) 

Other government employees  0.5 (0.22-1.15) 

Other 1.03 (0.43-2.49) 

Unemployed 0.63 (0.22-1.85) 

Education None to primary school* 1 𝒳df=3
2 =9.3 

p-value=0.026 secondary 1.89 (0.7-5.2) 

bachelor 2.88 (1.11-7.63) 

postgraduate 3.59 (1.29-10.2) 

Residency 

Location 

urban 1 𝒳df=1
2 =4.3 

p-value=0.037 Suburban and rural 0.64 (0.42-0.97) 

Age 16-17* 1 𝒳df=5
2 =4.2 

p-value=0.53 18-24 1.18 (0.48-2.9) 

25-34 1.48 (0.49-4.46) 

35-44 1.38 (0.43-4.34) 

45-54 1.53 (0.47-4.94) 

55-64 2.75 (0.75-10.08) 

* Reference category 
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Figure 1: Odds ratio of increased COVID-19 knowledge (1= not so aware; 2= somewhat aware; 3= very aware; 4= extremely 

aware), for each category of a number of socio-demographic factors. Point estimates (∎) and 95% confidence intervals (⊺) 
are indicated on the graph. 

 

3- Factors influencing sleep, eating behaviors, and 

fears of COVID-19 

a. Factors influencing sleep 

Ordinal logistic regression was used to find which 

demographic variables were associated with the effects 

of impaired sleep due to COVID-19 related news (1= not 

at all or rarely; 2= sometimes; 3= often; 4= most of the 

times). Occupation (LRT, 𝒳df=5
2 =22.6, p-value=0.0003), 

and self-reported health (LRT, 𝒳df=2
2 =15.5, p-

value=0.0004), were both associated with sleep 

problems. When these factors were included in the 

model, both remained significant (Table 3), suggesting 

that these factors were not confounded in their influence 

on sleep. Participants with better self-reported health, 

had more frequent impaired sleep (Figure 2). Teachers, 

followed by other government employees, had more 

frequent impaired sleep relative to all other occupation 

categories (Figure 2). 

 

Table 3. Factors that are associated with sleep impairment due to COVID-19 related news. Results are based on multiple 

ordinal logistic regression and all factors listed have been included in the model.  

Factor Categories Odds Ratio (95% CI) Likelihood Ratio Test 

Health Poor* 1 𝒳df=2
2 =15.7 p-

value=0.0004 Good 1.45 (0.93-2.31) 

Very good 

to Excellent 

2.32 (1.49-3.68) 

Occupation Student* 1 𝒳df=5
2 =22.9 p-

value=0.0004 Health care 

workers 

1.22 (0.81-1.85) 

Teachers 2.68 (1.75-4.13) 

Other 

government 

employees 

1.9 (1.13-3.15) 

Other 1.23 (0.52-2.68) 

Unemployed 1.72 (0.73-3.86) 

* Reference category 
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Figure 2. Odds ratio of reporting elevated sleep impairment due to COVID-19 related news (1= not at all or rarely; 2= 

sometimes; 3= often; 4= most of the times), for each category of several sociodemographic factors. Point estimates (∎) and 

95% confidence intervals (⊺) are indicated on the graph. 

 

b. Factors influencing eating patterns 

Ordinal logistic regression was used to find which 

demographic variables are associated with the effects of 

impaired eating due to COVID-19 related news (1= not at 

all or rarely; 2= sometimes; 3= often; 4= most of the 

times). Self-reported health was associated with eating 

problems (Table 4). Participants with better self-reported 

health, had more frequent impaired eating (Table 4, Figure 

3).  

Table 4. Factors that are associated with impaired eating due to COVID-19 related news. Results are based on ordinal logistic 

regression.  

Factor Categories Odds Ratio (95% 

CI) 

Likelihood Ratio Test 

Health Poor* 1 𝒳df=2
2 =11.3 p-

value=0.0035 Good 1.05 (0.66-1.71) 

Very good to 

Excellent 

1.84 (1.17-2.95) 

* Reference category 
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Figure 3. Odds ratio for reporting elevated levels of eating impairment due to COVID-19 related news (1= not at all or rarely; 

2= sometimes; 3= often; 4= most of the times), for different levels of self-reported health. Point estimates (∎) and 95% 

confidence intervals (⊺) are indicated on the graph. 

 

c. Factors influencing the fear of COVID-19 

Multinomial logistic regression was used to find which 

demographic variables are associated with whether 

COVID-19 or war is rated as more frightening. 

Occupation (LRT, X_"df=10" ^2=25.2, p-value=0.005), 

and gender (LRT, X_"df=2" ^2=10, p-value=0.0067), 

were both associated with this rating. When these factors 

were both included in the model, they both remained 

significant (Table 5), suggesting that these factors were 

not confounded in their influence on the rating of the fear 

regarding COVID-19 compared with war. Males 

significantly rate war more frightening than COVID-19 

(Figure 4). Of the occupation categories, other 

government employees and the unemployed tended to rate 

COVID-19 more frightening than war (Figure 4).

 

Table 5. Factors that predict whether a participant is more likely to rate COVID-19 or war more frightening. Results are 

based on multiple multinomial logistic regression and all factors listed have been included in the model.  

Factor Categories Odds Ratio (95% CI) Likelihood Ratio Test 

Gender Female* 1 𝒳df=2
2 =12.4 p-value=0.002 

Male Covid 1.25 (0.85-1.81)   

War 1.91 (1.33-2.75) 

Occupation Student* 1 𝒳df=10
2 =27.5 

p-value=0.0021 Health care 

workers 

Covid 0.678 (0.412-

1.115) 

war 0.645 (0.412-1.009) 

 

Teachers Covid 0.965 (0.568-1.64) 

war 0.713 (0.427-1.19) 

 

Other government 

employees 

Covid 1.745 (0.995-

3.062) 

war 0.542 (0.278-1.055) 
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Other Covid 1.853 (0.798-

4.304) 

war 1.115 (0.473-2.626) 

 

Unemployed Covid 1.789 (0.762-

4.203) 

war 0.236 (0.052-1.077) 

* Reference category 

 

 

Figure 4. Proportion of participants who report COVID-19 or war more frightening, for each category of several 

sociodemographic factors. Point estimates (∎) and 95% confidence intervals (⊺) are indicated on the graph. 

 

d. Factors influencing fear induced by social media 

news on COVID-19 

Ordinal logistic regression was used to find which 

demographic variables are associated with elevated levels 

of self-reported fear due to COVID-19 social media news 

(1= not at all or rarely; 2= sometimes; 3= often; 4= most 

of the times). Self-reported health (LRT, X_"df=2" 

^2=16.8, p-value=0.0002) and gender (LRT, X_"df=1" 

^2=18, p-value<0.0001) were both associated with social 

media related fear. When these factors were both included 

in the model, they both remained significant (Table 6), 

suggesting that these factors were not confounded in their 

influence on social media related fear. Women and 

participants with better self-reported health, had more 

frequent social media related fear (Figure 5).  

 

Table 6. Factors that are associated with an increase in the frequency of fear related to COVID-19 social media news. Results 

are based on multiple ordinal logistic regression and all factors listed have been included in the model.  

Factor Categories Odds Ratio (95% CI) Likelihood Ratio Test 

Health Poor* 1 𝒳df=2
2 =13.1 p-value=0.0014 

Good 1.31 (0.9-1.89) 

Very good to 

Excellent 

1.92 (1.32-2.81) 

Gender Female* 1 𝒳df=1
2 =14.7 p-value=0.0001 

Male 0.59 (0.45-0.77) 
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* reference category  

 

 

Figure 5. Odds ratio of self-reported fear due to COVID-19 social media news (1 = not at all or rarely; 2 = sometimes; 3 = 

often; 4 = most of the times), for each category of a few socio-demographic factors. Point estimates (∎) and 95% confidence 

intervals (⊺) are indicated on the graph. 

 

 4- Factors influencing responses toward COVID-19 

a. Factors influencing the practice of preventive 

measures toward COVID-19 

Binary logistic regression was used to find which 

demographic variables are associated with using COVID-

19 prevention measures. Self-reported health (Likelihood 

Ratio Test (LRT), 𝒳df=2
2 =15.4, p-value=0.0004), age 

(LRT, 𝒳df=5
2 =32.1, p-value<0.0001), occupation (LRT, 

𝒳df=5
2 =25.5, p-value=0.0001),  and education (LRT, 

𝒳df=3
2 =16.2, p-value=0.001),  were all associated with use 

of COVID-19 prevention measures. Those that reported a 

good self-reported health were more likely to report the 

use of COVID-19 measures than both that reported poor 

and very good to excellent health (Table 7). Students, 

those with a secondary education and who were under 18 

were the least likely categories to report the use COVID-

19 prevention measures (Figure 6).  When all these factors 

were included in the model, only self-reported health 

(Likelihood Ratio Test (LRT), 𝒳df=2
2 =16.3, p-

value=0.0003) remained significant (Table 7), suggesting 

that the significant associations of the other factors could 

be due to confounding. 

 

Table 7. Factors that predict the likelihood of using COVID-19 prevention measures. Results are based on multiple logistic 

regression and all factors listed have been included in the model.  

Factor Categories RR (95% CI) L.R.T. 

Self-

Reported 

Health 

Poor* 1 𝒳df=2
2 =16.3 

p-value=0.0003 Good 1.077 (1.014-1.144) 

Very good to Excellent 0.983 (0.917-1.053) 

Occupation Student* 1 𝒳df=5
2 =2.0 

p-value=0.84 Health care workers 1.081 (0.914-1.277) 

Teachers 1.092 (0.918-1.299) 

Other government 

employees 

1.086 (0.915-1.288) 

Other 1.096 (0.935-1.286) 

Unemployed 1.095 (0.897-1.336) 
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Education None to primary school* 1 𝒳df=3

2 =1.9 

p-value=0.6 secondary 0.967 (0.783-1.194) 

bachelor 0.999 (0.816-1.222) 

postgraduate 1.026 (0.827-1.274) 

Age 16-17* 1 𝒳df=5
2 =7.0 

p-value=0.2 18-24 1.24 (0.904-1.701) 

25-34 1.278 (0.88-1.856) 

35-44 1.249 (0.861-1.811) 

45-54 1.21 (0.828-1.768) 

55-64 1.202 (0.819-1.766) 

* Reference category 

 

Figure 6. Proportion of participants who report use of COVID-19 prevention measures, for each category of a few 

sociodemographic factors. Point estimates (∎) and 95% confidence intervals (⊺) are indicated on the graph. 

 

  

 

b. Factors influencing the time people spent on 

COVID-19 

Ordinal logistic regression was used to find which 

demographic variables are associated with elevated levels 

of time spent focusing on COVID-19 (1= zero; 2= zero to 

one hour; 3= one to two hours; 4= more than three hours). 

Self-reported health (LRT, X_"df=2" ^2=7, p-

value=0.031), marital status (LRT, X_"df=1" ^2=5.7, p-

value=0.017), occupation (LRT, X_"df=5" ^2=39.9, p-

value<0.0001) and education (LRT, X_"df=3" ^2=53.8, 

p-value<0.0001) were all associated with time spent 

focusing on COVID-19. When these factors were all 

included in the model, marital status was no longer 

significant (Table 8), suggesting that marital status was 

confounded with other variables in the model. Those 

participants with better self-reported health, who were 

health care workers or other government employees and 

with more education, all reported more frequent time 

spent focusing on COVID-19 (Figure 7).  
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Table 8. Factors that are associated with an increase in the frequency of time spent focusing on COVID-19. Results are based 

on multiple ordinal logistic regression and all factors listed have been included in the model.  

Factor Categories RR (95% CI) L.R.T. 

Self-

Reported 

Health 

Poor* 1 𝒳df=2
2 =7.95 

p-value=0.019 Good 1.25 (0.88-1.79) 

Very good to Excellent 1.66 (1.15-2.39) 

Marital 

Status 

Single* 1 𝒳df=1
2 =0.15 

p-value=0.7 Married 1.06 (0.8-1.4) 

Occupation Student* 1 𝒳df=5
2 =13.4 

p-value=0.02 Health care workers 1.76 (1.18-2.65) 

Teachers 1.52 (0.92-2.49) 

Other government 

employees 

1.85 (1.15-2.98) 

Other 1.08 (0.55-2.11) 

unemployed 0.74 (0.34-1.56) 

Education None to primary school* 1 𝒳df=3
2 =27.6 

p-value<0.0001 secondary 2.5 (0.88-7.1) 

bachelor 6.01 (2.2-16.59) 

postgraduate 6.44 (2.25-18.66) 

* Reference category 

 

 

Figure 7. Odds Ratio for elevated levels of time spent focusing on COVID-19 related news (1= zero; 2= zero to one hour; 

3= one to two hours; 4= more than three hours), for different sociodemographic factors. Point estimates (∎) and 95% 

confidence intervals (⊺) are indicated on the graph. 
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Discussion 

The current paper sought to examine the influence of 

sociodemographic factors on COVID-19 related 

knowledge, attitudes, and behaviors in northern Iraq. 

Understanding how conflict affected communities such as 

Iraq, respond to public health emergencies and what 

factors are associated with optimal versus less desirable 

behaviors and/or attitudes and knowledge is important 

because it can be used to shape and deliver more effective 

public health campaigns. This targeted approach is 

necessary in countries such as Iraq where the health 

infrastructure and public health resources are limited due 

to many decades of imposed sanctions, invasion, war and 

ongoing community violence. Moreover, despite placing 

the country into lockdown on several occasions, a year on 

from the first case reported in Iraq, COVID-19 continues 

to remain a challenge in the country, with numbers of 

transmissions and deaths continuing to rise27. Thus, it is 

possible that different sociodemographic groups within 

the Iraqi community may hold differing attitudes and 

knowledge towards COVID-19 and understanding these 

patterns may aid Iraqi health authorities in their continued 

efforts to contain the pandemic in the North Iraq 

community.  

The questions for the online survey were tailored to elicit 

further understanding on seven specific variables that 

ranged from behavioral responses, such as changes in 

sleeping and eating patterns, through to self-reported fear 

levels in response to COVID-19 related social media news 

and whether the COVID-19 pandemic was more 

frightening than wars and other conflicts. We found that 

self-reported health had the greatest influence and was 

found to play a role in six of the seven variables. A 

systemic review of 20 studies on factors influencing 

knowledge, attitude and practice toward COVID-19 did 

not indicate self-reported health as a distinguished factor 

as raised in our study28. Those with better self-reported 

health (both ‘good’ and ‘very good to excellent’) were less 

likely to report better knowledge on COVID-19 compared 

to those with poor self-reported health. Furthermore, those 

participants who related their health as ‘very good to 

excellent’ were significantly more likely to report 

disturbances in their sleep and eating patterns as response 

to COVID-19. Similarly, those with the best self-reported 

health ‘very good to excellent’ were more likely to 

indicate spending a greater amount of time focusing on 

COVID-19 and had greater self-reported fear in response 

to social media news on the pandemic. Finally, and 

interestingly, only those who rated their health as ‘good’ 

were more likely to engage with prevention measures 

(such as social distancing, handwashing etc.) compared 

with the other categories.  

The finding that participants with better self-reported 

health expressed less knowledge on COVID-19 is 

important to note. It may be that those with poorer health 

may receive information through medical sources 

involved in their medical treatment, however given the 

stretched health services in Iraq, this is unlikely to be the 

case. Rather it could simply reflect overly negative 

reactivity reported by those with better health causing 

them to think that their knowledge on COVID-19 is 

lacking.  

It is interesting that in most cases having a better self-

reported health was associated with more negative 

outcome, such as greater disturbances in the key variables 

of sleep and eating patterns. It can be postulated that such 

a group may have less experience with illnesses and 

therefore the threat of an illness such as COVID-19 would 

have a more significant impact on these individuals. Of 

course, another explanation may be linked to the fact that 

we found that those with better self-reported health were 

more likely to spend a greater portion of their time 

focusing on COVID-19 and reacting more negatively to 

social media news about the pandemic. Thus, this constant 

attention to the pandemic and heightened reactivity to 

social media, where often stories are highly negative and 

designed to shock is also likely to account for their 

purported sleep and eating disturbances. Importantly, only 

those participants with ‘good’ self-reported health were 

more likely to practice prevention measures compared to 

those with both ‘poor’ and ‘very good to excellent’ self-

reported health. This would suggest that, despite their 

increased time focused on COVID-19 and having a more 

negative reaction to social media news with disturbed 

sleep and eating, this does not necessary translate to 

increased engagement in positive behavior such as 

prevention practices by those with most optimal self-

reported health.  

Our findings on the importance of self-reported health 

differs to that of Ali-Jadoo et al. where health was not 

found to have any significant influence on their 

participants knowledge, attitudes and practices related to 

COVID-1913. It is possible that differences in the sample 

locations, Ali-Jadoo being Iraq-wide whereas our sample 

was residing in North Iraq, differences in the way self-

reported health was assessed and the age range of the two 

study samples may all play a role in this variation. 

Unsimilar to our findings, a study during COVID-19 in 

Turkey demonstrated that gender plays a significant role 

on changes in the nutrition and lifestyle habits where 

women had healthier attitudes about nutrition compared to 

men29.  
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Type of employment was the next factor found to 

frequently influence responses to the survey questions. 

Teachers along with other government employees more 

frequently reported sleep disturbance. This may be related 

to the high workload of teachers and arrangement of 

online ways of teaching. Similarly, a systemic review of 

studies on sleep disturbances during the COVID-19 

pandemic established that occupation related factors, such 

as shift work and high workload can produce sleep 

disturbances30.  

Both the unemployed and ‘other government employee’ 

group more frequently described COVID-19 as more 

frightening than war. Gender was also found to play a role, 

with women more frequently reporting a negative reaction 

to social media news on COVID-19 compared to men, 

whereas men endorsed wars as more frightening than 

COVD-19. This is not unlikely where most studies 

indicated that women are more prone to mental health 

problems like anxiety, depression, and psychological 

distress compared to men31. Finally, those with higher 

education levels reported spending more time focusing on 

the pandemic and indicated higher levels of knowledge on 

COVID-19, possibly attributable to their greater skills in 

obtaining information on new subject matter such as the 

pandemic. This latter finding is consistent with Ali Jadoo, 

who also noted a significant relationship between higher 

education and higher COVID-19 related knowledge13. 

Similarly, the results of a concurrent cross-sectional study 

on the influence of sociodemographic factors among 

people living in the city of Mosul, which is also located in 

in the north of Iraq, showed that those with older ages, 

higher education levels, and employment were 

significantly associated with more knowledge on COVID-

1932.    

Our findings provide some clear areas for targeted 

promotion messages for the Ministry of Health of the 

Kurdistan regional government. The assumption that 

those with poor self-reported health would recognize the 

importance of engaging in prevention measures related to 

the pandemic because of pre-existing vulnerabilities is not 

present and should be a focus of public messages. Further, 

the finding that women found COVID-19 more 

frightening than war is very significant to note given that 

Iraq is a country that has been involved in some type of 

conflict for the better part of 40 years. Their reported 

heightened fear in response to social media news on the 

pandemic compared to men may be fueling this belief. 

Certainly, numerous studies have demonstrated the 

increasing role that social media is playing in fueling 

anxiety and fear, particularly in response to fake news 23 

and in spreading COVID-19 infodemics33 which can 

spread misleading and dangerous advice such as the use 

of disinfectants or pure alcohol to “cure” COVID-19.  

Research has also demonstrated that women were 

amongst some of the most common users of social media 

during the pandemic22. Furthermore, exposure to the 

horrors witnessed in direct frontline combat may also 

provide an explanation why men reported greater fear 

related to war than COVID-19. It is interesting to note that 

despite this enhanced fear and concern about COVID-19, 

the current study did not find that women were not more 

likely to engage in preventative measures than men. As 

such it is important to ensure that the credible and reliable 

COVID-19 related information is communicated to both 

genders to enhance public obedience with regards to 

important messages and reduce the burden of fear 

associated with social media negative messages. 

 

Limitations 

A few limitations should be noted. Firstly, the current 

study employed a convenience sampling of respondents 

who replied to social media invitations to participate. The 

sample is unlikely to be representative of the wider North 

Iraq population. Secondly, all measures collected were 

self-report and thus may be subjective and influenced by 

recall bias. Thirdly, the survey was collected during the 

initial public compulsory lockdown (March to April 

2020), a time when the true impact of the pandemic on life 

in Iraq and the resultant mortality rates were still 

emerging. Strengths of the study include its relatively 

large sample size which enabled the influence of the 

sociodemographic variables to be examined using 

multivariable analyses thereby eliminating confounders. 

Secondly, to the best of our knowledge it is the first 

investigation of the factors effecting the responses and 

attitudes toward COVID-19 in the initial lockdown period 

in a conflict affected region such as North Iraq. In a 

country where almost all the population has lived with 

some form of war or conflict for their entire lives, a 

reflection on the relative fear brought on by COVID-19 is 

important to assess.  
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Conclusion 

The current study provides empirical evidence about the 

influence of different sociodemographic factors on the 

knowledge, attitudes, and behavioral practice responses 

toward COVID-19 in northern Iraq. Self-reported health 

followed by type of employment were found to have the 

most impact on responses. Our results provide the 

government authorities in the north of Iraq direction on 

where targeted approaches to boost engagement with 

preventative measures. Further, considering the results 

indicating heightened level of fear and time spent focusing 

on COVID-19 by some socio-demographic groups 

suggest there is an immediate need for suitable public 

mental health programs to aid in the prevention and 

coping with the mental health consequences of the 

pandemic. 
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 الملخص 

تأثرت بعقود طويلة من الصراع. التي  دولة  الالعراق  مثل    حمالت الصحة العامة المستهدفة مطلوبة في البلدان التي تكون فيها الموارد الصحية محدودة  البحث:  أهداف

لدى    (COVID-19)يدتهدف هذه الدراسة إلى التحقيق في تأثير الخصائص االجتماعية الديموغرافية للمعرفة والمواقف والسلوكيات المتعلقة بفيروس كورونا الجد

باستخدام   2020أبريل    12مارس إلى    21الفترة األولية لتفشي المرض في شمال العراق ، وال سيما من  تم إجراء مسح مقطعي خالل    :طريقةال  سكان شمال العراق.

وممارساته السلوكية منصة عبر اإلنترنت. تم إجراء تحليالت متعددة المتغيرات لفحص العالقة بين العوامل االجتماعية الديموغرافية ومعرفة المستفتى وموقفه  

لـ ).  COVID-19 استجابة  النوم  يتمتعون بصحة أفضل هم األكثر عرضة لإلبالغ عن ضعف  الذين  المستجيبون  ( ضعف في OR = 2.32،1.49-3.68كان 

وكانوا أكثر ممارسة   OR=1.92, 1.32)- (COVID  2.81-19،  خوًف استجابةً ألخبار وسائل التواصل االجتماعي عن  OR = 1.84, 1.17)- (2.95األكل

قل  أ  OR= 0.4; 0.27)- (0.59من ناحية أخرى ، كان األشخاص الذين يتمتعون بصحة أفضل.     OR= 1.08, 1.01)-(COVID    1.14- 19تدابير الوقاية من ل

COVID-بـ    لديهم معرفة أعلىأن    OR= 3.59, 1.29)-(10.2  في حين ادعى أولئك الذين لديهم مستويات تعليمية أعلى    COVID-19معرفة جيدة عن  ل  إمتالكا

كانت أنواع الصحة والتوظيف المبلغ    :استنتاج  مقارنة باإلناث.COVID  2.75) -( OR=1.91, 1.33-19. يعتقد الذكور أن الحرب كانت مخيفة أكثر من  19

بين سكان شمال العراق.   COVID-19عنها ذاتيًا هي العوامل االجتماعية الديموغرافية التي لوحظت بشكل متكرر للتأثير على المعرفة والمواقف والسلوكيات تجاه  

 هذه النتائج توجيهات للنُهج المستهدفة لحمالت الصحة العامة. في بلد تكون فيه الموارد الصحية خائفة ومضغوطة بسبب الصراع الطويل والحرب ، توفر 
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 المعالجة النفسية المسندة بالبراهين

 محمد أديب العسالي 

Evidence-Based Psychotherapy 

Adib Essali 

 

 الملخص 

ما من البراهين التي تدعم فائدته، وتشتق أقوى البراهين من البحث العلمي التجريب الدراسة  ي أي  ننطلب ممارسة أي شكل من أشكال العالج النفسي نوعاً 

دفة إلى دعم أو إسناد  المنهجية لالضطرابات النفسية بغية تحسين طرق كشفها وعالجها والوقاية منها. وذلك هو مفهوم المعالجة النفسية المسندة بالبراهين الها

 الخبرة والممارسة اليومية ببراهين وبينات تشتق من نتائج البحوث العلمية. 

 ، وتطبق عملياً باتباع الخطوات الخمس التالية: تدبير أي اضطراب نفسيوقد تم تطوير هذا المفهوم ليصبح عملية تعلُم ذاتي مستمر تمارس عند 

 وطبيعة المعالجة النفسية المقترحة والنتيجة المرجوة.  الضطراب النفسيصياغة المشكلة بصيغة سؤال محدد وواضح يتضمن نوع ا .1

 من بحوث تقييماً ناقداً، واستخالص أفضل البراهين على جدوى المعالجة النفسية المقترحة. تقدمه انترنت موثوقة وتقييم ما  استشارة مواقع .2

 تقييم ما إذا كانت هذه البراهين تتوافق مع الواقع الصحي واإلمكانيات العلمية والمادية المحلية.  .3

 رهان تجريبي على فائدتها.تحديد المعالجات النفسية المعمول بها والتي ال يوجد ب .4

 تطبيق المعالجات المسندة بأفضل البراهين المتوفرة، وتقييم ما تم تطبيقه.  .5

ناقداً لصالحيتها، شريطة أن يكون هذا  تقييماً ذلك إلى تحسين جودة ما نقدمه من رعاية نفسية عن طريق تحديد براهين البحث العلمي المتوفرة وتقييمها يهدف 

طرق المعالجة  امالً لكل ما يتوفر من براهين، وليس انتقائياً أو منحازاً لبعضها، فغاية المعالجة النفسية المسندة بالبراهين هي التحديث المستمر لالتحديد جامعاً وش

 وتخفيف للممارسة المبنية على التعود والتقاليد والعرف وللجمود عند التأثر بأساتذة بارزين.

 معالجة نفسية مسندة، بحث علمي، تجارب عالجية، توزيع معشى، مراجعة منهجية، مقاييس فعالية  :الكلمات المفتاحية 

   : اليوجداعالن الدعم 

 

 المقدمة  

األدوية   مثل  بيولوجية  النفسية عالجات  االضطرابات  تدبير  في  تستخدم 

والتخليج الكهربائي، وعالجات نفسية، وطرق إلعادة التأهيل، وإجراءات  

اجتماعية، وينتقى لكل مريض من هذه العالجات ما يناسب حالته المرضية 

حقيقة أن االضطرابات  على  اجتماعية مبنية  -نفسية-وجيةضمن مقاربة بيول

ونفسية  بيولوجية  عوامل  تأثير  تداخل  نتيجة  عام  بشكل  هي  النفسية 

 واجتماعية. 

تتبع المعالجة النفسية عادةً مبادئ تدعم فائدتها، وقد اشتقت مبادئ المعالجة  

ت منفردة  النفسية الحديثة بدايةً من التحليل النفسي المبني على دراسة حاال

وعلى آراء فرويد، ثم حاول آرون بك في خمسينيات القرن الماضي دعم  

التحليل النفسي ببراهين البحث العلمي، ولكن بحوثه فشلت في إثبات نظرية  

المسندة   النفسية  المعالجات  تطوير  أساس  وشكلت  النفسي  التحليل 

 1.بالبراهين

 

 المعالجة النفسية المسندة بالبراهين؟ ما هي 

الحقاً لتأكيد فعالية المعالجة المعرفية في عالج االكتئاب، تم تطوير أنماط  

حالياً أكثر من ألف نمط من أنماط عديدة من المعالجات النفسية ويمارس  

ل من هذه  مما طرح تساؤالت حول فائدة أو ضرر ك،  2المعالجة النفسية

 المعالجات وحول تفضيل بعضها على بعض. 

عالجية  تجارب  تنفيذ  من  التساؤالت  هذه  على  اإلجابات  أفضل  تشتق 

معرف  1)الشكل   نفسي  اضطراب  من  تعاني  حاالت  انتقاء  فيها  يتم   )

بوضوح حسب شروط تشخيصية مناسبة؛ ومن ثم تقديم المعالجة النفسية  

االستجابة   وقياس  للدراسة  التجريب  الخاضعة  من  النوع  يعطي هذا  لها. 

انطباعاً حول ما إذا كانت المعالجة مفيد بالنسبة لحاصل ما أم ال، ولكنه  

% وقد يقود إلى استنتاجات  20يضخم تأثير المعالجة المدروسة بحوالي  

. يعود ذلك إلى عدم المقارنة بمجموعة مقارنة )أو شاهد(، وإلى  3مضللة

النفسية   المعالجة  تأثير  عن  فقط  تنجم  ال  المرضى  استجابة  أن  حقيقة 

، placebo effectالمدروسة بل أيضاً عن تأثير ال نوعي هو تأثير الغفل  

أي استجابة الشخص لمجرد كونه يتلقى معالجةً ما، ويتأثر بعوامل عدة 

لعالقة مع المعالج ودرجة الثقة به ومرور الزمن والحوادث العارضة  مثل ا

 والحمية وتغيرات الطقس. 

مقارنة   المدروسة من  للمعالجة  النوعي  التأثير  تحديد  فإنه البد عند  لذلك 

التجارب   مبدأ  هو  وذلك  بديلة،  بمعالجة  أو  المعالجة  عدم  بتأثير  تأثيرها 

التي يتم    controlled clinical trialsالعالجية المقارنة أو المضبوطة  

فيها توزيع المرضى على مجموعتين تقدم لألولى )المجموعة التجريبية( 

المعالجة النفسية الخاضعة للدراسة، وتترك المجموعة الثانية على قائمة  

المجموعة   أو  المقارنة  )مجموعة  بديلة  معالجة  لها  تقدم  أو  االنتظار 

ا حصائل  اختالف  وبمقارنة  عالقة  الشاهد(،  استنتاج  يمكن  لمجموعتين 

 سببية بين المعالجة المجربة وبين الحاصل. 

التجربة   فعالية معالجة ما هو  لتقييم  المطلوب  المعيار األدنى  وبذلك فإن 

العالجية المضبوطة التي تتم فيها المقارنة بين المعالجة المدروسة وبين  

العالجي التجارب  ولكن  معتادة،  معالجة  أو  المعالجة  المضبوطة عدم  ة 

% إذا لم يستخدم فيها التوزيع  40تضخم تأثير المعالجة المدروسة بمقدار  

شابهها  3العشوائي ما  أو  العشوائية  األرقام  جداول  فللتوزيع  4باستخدام   ،

العشوائي غايتان: الغاية األولى هي تشكيل مجموعتين متماثلتين ال تختلفان  

المقدمة ألفراد كل منهما، مم بالمعالجة  أية فوارق  أال  ا يمكن من إعزاء 

بينهما في نهاية التجربة إلى المعالجة المدروسة، والغاية الثانية هي تجنب  
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انحياز االنتقاء الذي قد يحدث نتيجة معرفة الباحث بالمجموعة التي سيعين  

العشوائي   التوزيع  يفقد  بشكل  المرضى  بفرز  فيقوم  التالي  المريض  فيها 

تجنيد طريق  عن  مثالً  في    قيمته،  نسبياً  الجيد  االنذار  ذوي  المرضى 

أو   المساعدة(  في  )الرغبة  بريئة  ألسباب  المدروسة  المعالجة  مجموعة 

 خبيثة )تزوير(. 

المعاملة طيلة فترة   للمجموعتين نفس  تقدم  فإنه من الضروري أن  كذلك 

في التجارب التي تقارن بين دواءين عن طريق   التجربة ويتم ذلك عادةً 

المريض )في المفردة    تعمية  ( والطبيب )في  single blindingالتعمية 

المضاعفة   لكل double blindingالتعمية  المستخدم  الدواء  عن   )

المريض   استجابة  الناجم عن  المحتمل  االنحياز  من  يخفف  مما  مريض؛ 

المفرط الكتشاف معالجة جديدة. ولكن يصعب   الطبيب  للغفل وعن توق 

الجة النفسية، لذلك فقد يلجأ إلى تقييم عادةً تطبيق التعمية في تجارب المع

على   القائمين  عن  مستقل  باحث  قبل  من  المجموعتين  في  التجربة  نتائج 

 التجربة وغير مطلع على العالج المقدم ألي من أفراد المجموعتين. 

 

 براهين البحوث العلمية  .1الشكل 

 

تصنف البحوث النفسية إلى بحوث مراقبة وبحوث تجريبية، وقد صنفت  

منظمة الصحة العالمية قوة البرهان المشتق من هذه البحوث فكان أضعفه  

)دراسة    ومن دراسات المراقبة  معلمين والخبراءذلك المشتق من خبرة ال

حالة دراسة  حاالت،  سلسلة  أو  من شاهد(-حالة  المشتق  ذلك  وأقواه   ،

ية المعشاة.  لذلك فإن عالجوخصوصاً من التجارب الب العالجية  التجار

براهين  من  يتوفر  ما  أفضل  لتبني  سعيها  في  المسندة،  النفسية  المعالجة 

 . 5بحثية، تتبنى أساساً نتائج التجارب العالجية المعشاة

 

 أهمية التجارب العالجية المعشاة 

فعالية   على  البراهين  أفضل  تقدم  المعشاة  العالجية  التجارب  أن  رغم 

المعالجة النفسية بقي  ممارسة  على    هاالمعالجات النفسية المختلفة فإن تأثير

بك   آرون  قام  أن  إلى  فعاليبضعيفاً  المعرفيةة  اختبار  بتجارب    المعالجة 

وللتجارب العالجية المعشاة شمولية وقوة تفسيرية أحدثت  ،  6ية معشاةعالج

تغييراً جذرياً في طريقة الحكم على ما إذا كانت المعالجات نافعةً أم ضارة، 

حيث يراقب أثناء فترة التجربة معدل وقوع حدث ما )مثل تحسن المزاج  

أو تغير تواتر نوب الهلع أو تحسن تجنب األماكن المزدحمة( في المجموعة 

التجريبيال الحدث  ]معدل   Experimental Event Rateتجريبية 

(EER) [ وفي مجموعة الشاهد ]معدل الحدث الشاهدControl Event 

Rate (CER)]يستفاد من مقارنة هذين المعدلين في تحديد ما إذا كان  ، و

ولكن ال تقتصر فوائد  أم ال.    المعالجة المدروسة أفضل من المعالجة الشاهد

شاة على هذه النتيجة النوعية بل تتعداها لتقدم تقديرات كمية  التجارب المع

ذلك   ولتوضيح  المعالجة.  عدم  عن  المدروسة  المعالجة  أفضلية  لدرجة 

سنأخذ مثاالً من تجربة عالجية معشاة لفعالية المعالجة المعرفية في الوقاية  

  اشتملت هذه التجربة .  7من تكرر محاوالت االنتحار عند من حاول االنتحار

بالغاً حاول االنتحار وتم تقييمه في قسم اإلسعاف في    120على   شخصاً 

ساعة من محاولة االنتحار. تم توزيع المشتملين بالتجربة   48المشفى خالل  

مشاركاً. تلقت المجموعة   60توزيعاً معشى على مجموعتين في كل منهما  

المعالجة المعرفية المصممة للوقاية من تك رار األولى عشر جلسات من 

محاولة االنتحار، وتلقت المجموعة الثانية الرعاية المعتادة لهذه الحاالت،  

توبعت   المجموعتين.  في  االنتحار  محاوالت  تكرار  تسجيل  وتم 

لمدة   تكرر   18المجموعتان  تسجيل  هذه  المتابعة  فترة  خالل  وتم  شهراً 

شخصاً في مجموعة المعالجة المعرفية وعند    13محاوالت االنتحار عند  

احصائياً    23 هاماً  الفرق  وكان  المعتادة.  الرعاية  مجموعة  في  شخصاً 

(p=0.49  تقدم هذه األرقام جواباً نوعياً مضمونه أن المعالجة المعرفية .)

الرعاية   من  االنتحار  محاوالت  تكرار  من  الوقاية  في  فعالية  أكثر  هي 

اس  المعتادة، ويمكن استخدام الفرق المالحظ بين مجموعتي التجربة كمقي

كمي لدرجة أفضلية المعالجة المعرفية مقارنةً بالرعاية المعتادة، إذ يمكن 

الفعالية   مقاييس  أحد  إلى  الفرق  هذا  قلب  بسيطة   efficacyبحسابات 

 (:2المتوفرة والتي تتضمن )الشكل 

 risk ratioنسبة الخطر  •

 relative risk reductionإنقاص الخطر النسبي  •

 absolute risk reductionإنقاص الخطر المطلق  •

 number needed to treat (NNT)العدد الالزم للعالج  •

 odds ratioنسبة األرجحية  •
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 مقاييس فعالية المعالجة النفسية .2الشكل 

 

ومعدل معدل الحدث الشاهد   (EER)تحسب من معدل الحدث التجريبي  

(CER)    نسبة الخطر" وهي نسبة معدل تكرار محاوالت االنتحار في"

مجموعة المعالجة المعرفية إلى معدل تكرارها في مجموعة الشاهد التي  

الحدث  يبلغ معدل  المذكور أعاله،  المثال  تتلق معالجة معرفية.  ففي  لم 

الشاهد  0.22=  60÷13)التجريبي   الحدث  معدل  ويبلغ   ،)

(.  0.58= 0.38÷0.22(. وبذلك فإن نسبة الخطر هي )0.38=60÷23)

أي أن خطر تكرر محاولة االنتحار في مجموعة المعالجة المعرفية هو  

% من خطر تكرر محاولة االنتحار في المجموعة التي لم تتلق معالجة  58

قاص الخطر النسبي" وهو النسبة  معرفية، ويعبر عن ذلك عادة بحساب "إن 

المئوية لفرق خطر تكرار محاولة االنتحار بين المجموعتين إذا اعتبرنا  

%، أي  100أن خطر تكرار محاولة االنتحار في المجموعة الشاهد هو  

تكرار %42=58-100% احتمال  تنقص  المعرفية  المعالجة  أن  أي   .%

 %.42محاولة االنتحار بمعدل 

الخطر المطلق" للتعبير عن مقدار أفضلية المعالجة  يحسب أيضاً "إنقاص  

المعرفية، وهو الفرق الحسابي بين احتمال تكرار محاولة االنتحار بدون  

( المعرفية  المعرفية  0.38المعالجة  المعالجة  مع  تكرارها  واحتمال   )

، ويستفاد 0.16= 0.22-0.38(. أي أن إنقاص الخطر المطلق هو 0.22)

"العدد في حساب  ذلك  الواجب   من  المرضى  عدد  وهو  للعالج"  الالزم 

إنقاص   مقلوب  وهو  واحدة،  انتحار  محاولة  تكرار  من  للوقاية  عالجهم 

ال العدد  يبلغ  أعاله،  المثال  ففي  المطلق.   عالج  لل  الزمالخطر 

تقريبا    2.6=0.38÷1) تكرار    3أي  من  الوقاية  فإن  وبذلك  أشخاص(. 

أشخاص بعشر جلسات معالجة  3محاولة انتحار واحدة يستوجب معالجة  

 معرفية لكل منهم.

األرجحية   نسبة  هو  مؤخراً  استخدامه  للفعالية خف  آخر   oddsمقياس 

ratio    وتحسب من تقسيم أرجحية تكرار محاولة االنتحار في المجموعة

( الى عدد الذين لم يكرروها  13التجريبية )أي عدد الذين كرروا المحاولة )

( على أرجحية تكرار محاولة 1إلى    0.28= 47:  13( أي  47= 13- 60)

(.  أي أن  1إلى    0.62=  37:  23االنتحار في المجموعة الشاهد )وهي  

( هي  األرجحية  آخر  0.45=    0.62÷0.28نسبة  كمي  مقياس  وهي   )

 لفعالية المعالجة المعرفية في الوقاية من تكرار محاوالت االنتحار. 

 

 عدد الالزم للعالج   تطبيقات ال

لحساب "العدد االزم للعالج" فائدة تطبيقية كبرى حيث أنه ليس مضموناً  

هناك   بل  المعالجة،  تلك  عليه  تطبق  شخص  كل  للمعالجة  يستجيب  أن 

غموض يلف نسبة المستجيبين ألي معالجة سواًء أكانت دوائية أم نفسية أم  

ير شدة هذا الغموض بحساب العدد الالزم للعالج، فهو غيرها، ويمكن تقد

تعريفاً عدد األشخاص الواجب معالجتهم لكي يتحسن أحدهم. ففي المثال 

السابق يستجيب شخص واحد من كل ثالثة أشخاص يتلقى كل منهم عشر  

الذي   المسبق للشخص  التحديد  إمكانية  جلسات معالجة معرفية، مع عدم 

الحق تفيد هذه  تقبله  سيستجيب.  وفي  واقعية  المعالج  توقعات  في جعل  يقة 

تفيد في   الحاالت. كما  ثلثي  المعالجة قد تكون غير مجدية في  لحقيقة أن 

إعطاء المريض صورة واضحة عن فعالية المعالجة تساعده على تقرير  

ما إذا كان يرغب بها أم ال، فقرار تطبيق المعالجة يتأثر بالمعلومات الكمية  

 معالجة. عن حجم فائدة ال

أضف إلى ذلك أن للمعالجة النفسية تكلفة مالية يفيد العدد الالزم للعالج في  

عشر  تقديم  واحد  مريض  تحسن  يتطلب  السابق،  المثال  ففي  تقديرها. 

جلسة معالجة.    30جلسات معالجة نفسية لثالثة أشخاص أي ما مجموعه  

واحد. وبذلك  فلو عرفنا تكلفة كل جلسة، يمكن حساب تكلفة تحسن مريض  

فإنه عند قراءة مقال عن نتائج تجربة عالجية، يجب االنتباه إلى مقاييس  

الفعالية المستخدمة ومناقشتها مع المريض لتنوير رأيه بنوعية حياته مع  

 المعالجة وبدونها، ولتكاليف كافة الخيارات العالجية الممكنة. 

 

 systematic reviewالمراجعة المنهجية 

أصبحت مواكبة التقدم العلمي في مجال المعالجة النفسية أمراً صعباً بسبب  

تنوع أشكال المعالجة وغزارة التجارب العالجية المنفذة. فإذا أضفنا إلى 

ذلك حقيقة أن نشر نتائج هذه التجارب ال يتبع نظاماً ثابتاً، تتضح صعوبة  

واستحالة  أو   واستحالة متابعة  المتدفق،  المعلومات  سيل  مصداقية  تدقيق 

هضم المعلومات المستجدة الستخدامها في ممارسة المعالجة النفسية. أدت  

على   تؤكد  التي  المنهجية  المراجعة  تقنية  تطوير  إلى  المالحظات  هذه 

اشتمال كافة التجارب العالجية المعشاة المنشورة وغير المنشورة لمعالجة  

نفسية ما، وبكافة اللغات. وتنفذ المراجعة المنهجية عن طريق تفتيش األدب  

يت ما.   نفسية  بمعالجة  المتعلقة  البحوث  كل  عن  بحثاً  ذلك  العالمي  بعد  م 

تمحيص هذه البحوث وانتقاء ما كان منها تجربة عالجية معشاة وتحليلها  
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إحصائياً ووبائياً. تخضع كل تجربة عالجية لتقييم ناقد ويتم االحتفاظ فقط  

بالتجارب ذات النوعية الجيدة.  تدمج نتائج التجارب العالجية جيدة النوعية  

المدر النفسية  المعالجة  نتائج  مقارنة  مع  بغية  أو  المعالجة  عدم  مع  وسة 

 (.3)الشكل  8معالجات بديلة

كافة   توضيع  ما  نفسية  معالجة  لفعالية  منهجية  مراجعة  إجراء  يتطلب 

تطورت  بعدما  ممكناً  ذلك  أصبح  وقد  المعالجة  بتلك  المتعلقة  البحوث 

تكنولوجيا المعلومات بشكل يسمح بالبحث عن المعلومات والحصول عليها 

ستخدام المعلوماتية في تطويع مبادئ اإلحصاء وعلم  بشكل سريع، وبعد ا 

الوبائيات للتطبيق في مجال الرعاية النفسية. ولتكنولوجيا المعلومات دور 

هام آخر هو سرعة نشر وتوزيع نتائج المراجعات المنهجية إلكترونياً مما 

 يمكن من تعديل وتحديث ما ينشر كلما جد جديد. 

التو  من  المنهجية  المراجعة  بأفضل  تمكن  مدعومة  استنتاجات  إلى  صل 

برهان بحثي حول ما إذا كان المعالجة المدروسة مفيدة أو ضارة، مع تقديم  

االقتصادية   للجدوى  تقدير  أو ضررها، ومع  فائدتها  لمدى  كمية  قياسات 

لتطبيقها.  تفيد المراجعة المنهجية أيضاً في تحديد المعالجات النفسية التي  

كاف مما يدعو إلى تجنب هدر الوقت والجهد في  تم بحثها تجريبياً بشكل  

إجراء أية بحوث إضافية عليها.  كما تفيد المراجعة المنهجية في تحديد  

معالجات لم يتم اختبارها تجريبياً بعد، مما يفيد في توجيه البحث العلمي  

 . 10و 9ث عليهاو حبالمستقبلي باتجاه إجراء المزيد من ال

المنه المراجعة  اليومية  وقد أصبح فهم  الممارسة  في  جية وكيفية تطبيقها 

الرعاية الصحية ألنها تخفف االنحياز  بتقديم  المتعلقة  المهن  لكل  إلزامياً 

وتمكن  باستمرار  المتدفق  المعلومات  سيل  وتلخص  الصدفة  وخطأ 

القرارات    المعالجين موثوق التخاذ  توفير سند  استخدامه عن طريق  من 

ت  العالجية أنها  كما  في واإلدارية،  ظاهرة  تكن  لم  ”جديدة“  نتائج  قدم 

لذلك فإنها تعتبر بحثاً أصلياً ويعتقد البعض أن أي    –الدراسات المنفردة  

  المعالجة يجب أن يبدأ بمراجعة منهجية لما هو معروف عن    عالجيبحث  

وأن ينتهي بتوضيح ما أضافه البحث لما كان معروفاً النفسية المدروسة  

 سابقاً. 

 

 طريقة تنفيذ مراجعة منهجية.  .3الشكل 

 

تتبع المراجعة المنهجية طرقاً واضحة وشفافة لتفتيش األدب الطبي بشكل  

صارم ولتقييم كل بحث مفرد تقييماً ناقداً للتعرف على البراهين الموثوقة  

 للتطبيق، ويمر تنفيذ مراجعة منهجية بالخطوات التالية: والقابلة 

االضطراب  .1 نوع  يتضمن  وواضح  محدد  سؤال  بسؤال  البدء 

 النفسي وطبيعة المعالجة النفسية المقترحة والنتيجة المرجوة.

 التحديد المسبق ألنواع المقاالت التي ستشتمل أو ستستبعد.  .2

ولطرق   .3 الهامة  للحصائل  المسبق  اإلحصائي  التحديد  التحليل 

 التي ستستخدم. 

التفتيش عن المقاالت التي يحتمل أن تكون ذات صلة بالسؤال   .4

 المطروح.

 فهرسة كل المقاالت التي تم التعرف عليها. .5

 تمحيص المقاالت للتعرف على ما كان منها تجربة عالجية.  .6

متدنية   .7 التجارب  واستبعاد  عالجية  تجربة  كل  نوعية  تحديد 

وتبرير اشتمال أو استبعاد كل    -نحياز مثالً  بسبب اال   -النوعية  

 تجربة. 

من  .8 البيانات  الستخالص  سلفاً  ومحددة  واضحة  آلية  تطبيق 

 التجارب العالجية المشتملةً. 

 دمج البيانات المستخلصة بتحليل بعدي إن أمكن.  .9

 تقويم قوة البراهين المجموعة.  .10

 تفسير البراهين وتوضيح إمكانية تطبيقها. .11

وبذلك فإن المراجعة المنهجية توثق كل التجارب المتعلقة بعالج اضطراب  

نفسي محدد وتستخلص منها النتائج التي قد تكون متشابهة إلى درجة تكفي  

بعدي   بتحليل  جواب    meta-analysisلدمجها  إلى  التوصل  إلى  يهدف 

المراجعة  يكمل  البعدي  التحليل  أن  أي  المطروح،  للسؤال  )رقمي(  كمي 

تقدم المن عندما  ممكناً  يكون  ال  فقد  لها،  أساسياً  شرطاً  ليس  ولكنه  هجية 

التجارب المشتملة نتائج متباعدة ال يمكن دمجها، وال يسيء عدم إجراء  

صحيحاً؛   ليس  العكس  ولكن  المنهجية،  المراجعة  ألهمية  بعدي  تحليل 

اً.  فالتحليل البعدي لمقاالت منتقاة بطريقة غير منهجية يغلب أن يكون منحاز

المنهجية   كوكران  مراجعات   Cochrane Systematicوتمتاز 

Reviews    إلكترونيا ويتم تحديثها باستمرار، مما يجعل من بأنها تنشر 

مصدراً  المنهجية،  كوكران  مراجعات  من  المؤلفة  كوكران،  مكتبة 

 للمعلومات المتجددة باستمرار والتي يتم تجميعها بشكل تراكمي.
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 مبادئ ممارسة المعالجة النفسية المسندة بالبراهين

السريرية   التجارب  نتائج  بالبراهين على  المسندة  النفسية  المعالجة  تعتمد 

المعشاة، السيما إذا كانت ملخصة بمراجعة منهجية، والطريق إلى تحقيق  

 ويمكن اختصاره بالخطوات األربع التالية:  هذا الهدف سهل

صياغة المشكلة السريرية التي نواجهها بصيغة سؤال محدد وواضح    أواًل:

النفسية   المعالجة  وطريقة  الصلة  ذو  النفسي  االضطراب  على  يشتمل 

 المرغوب تقييم فعاليتها والحاصل المرجو.

إيجاد المراجعات المنهجية أو التجارب العالجية المعشاة التي تقدم    ثانياً:

 براهين عن جدوى المعالجة المدروسة. 

تقييم نتائج التجارب المنفذة توعياً وكمياً ودراسة ما إذا كانت براهينها   ثالثاً:

 تناسب مرضانا وتتوافق مع خبرتنا وامكانياتنا العلمية. 

المع  رابعاً: المعالجات  برهان علمي على تحديد  يوجد  والتي ال  بها  مول 

فائدتها.  مع االنتباه إلى أن عدم توفر برهان يدعم معالجةً ما ال يعني أن  

هذه المعالجة خاطئة، بل يدل على وجوب إعادة تقييم هذه المعالجة تجريبياً  

 بحثاً عن برهان يدعمها أو يلغيها. 

ب  خامساً: يتوفر  التي  النفسية  المعالجات  جدواها،  تطبيق  على  رهان 

 وتصميم أبحاث لتقييم المعالجات التي لم تقيم تجريبياً بعد. 

 تقييم ما تم تطبيقه  سادساً:
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Abstract 

Evidence-Based Practice (EBP) refers to practices that are backed by research evidence. EBP has been gaining ground 

since its formal introduction in 1992. It started in medicine as evidence-based medicine and spread to different health 

professions, including psychotherapy. EBP is based on the three pillars of (1) the best available research evidence, (2) 

clinical expertise, and (3) patient preferences and values.  A core principle of EBP is the hierarchy of evidence, with 

randomised controlled trials (RCT) occupying the top of the hierarchy.  

Numerous types of psychotherapy have gained widespread acceptance as primary treatments for numerous disorders. 

Many psychotherapy types have been tested by means of RCTs. Systematic reviews of such RCTs uncover well designed 

and conducted RCTs. Evidence-based psychotherapy can be based on the good quality evidence that is derived from such 

systematic reviews. Systematic reviews also direct future research into the efficacy of untested psychotherapies. 
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