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Editorial Letter

May 2020

Dear Colleagues,

I write this to you during a global pandemic, which unites us all in the name of science
and of humanity. History is already being written. There is research from colleagues in
China, Italy, North America and in other parts of the world that describes the impact of
Covid 19 on the mental health of people who have endured long periods of isolation, grief
and loss, ongoing social distancing, lack of access to services, including mental health
services; and, who must persevere, as must we all, despite the ongoing uncertainty. At the
time the Arab Journal of Psychiatry has gone to press, British psychiatrists and
psychologists are reporting those on the frontline of the coronavirus pandemic may develop anxiety, burnout and
posttraumatic stress reactions similar to those experienced by soldiers post combat. There are also many accounts being

written of positive gains; for example to the environment and to community cohesion, among other observations.

From the Arab world, there is much also that we can contribute to the growing body of Covid 19 research. Let us take this
opportunity, in the coming months, to research the impact of this shared global experience on our own communities whether
in Lebanon, Iraq, Jordan, Egypt, Yemen, Oman, Saudi Arabia, UAE .Kuwait, Qatar, Libya, Tunisia, Algeria, Bahrain , and

elsewhere and convene with a November 2020 edition of the AJP dedicated to what you can contribute.

Sincerely,
Walid Sarhan

Amman, Jordan
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Neurodevelopmental Disorders and the Role of Pharmacotherapy: Review and Update

Aseel Al-Jadiri, Abdul-Monaf Al-Jadiry
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Abstract

eurodevelopmental disorders (NDDs) are a heterogeneous group of chronic disorders that result from brain

malfunction with onset in childhood before puberty. They are characterized by delay or disturbance in the acquisition
of skills in a variety of developmental domains, including motor, social, language, and cognition. In addition, many people
with such delays present with behavioral disturbances that often lead family, caregivers, or school educators to seek additional
professional guidance. The lack of a curative therapy is an added clinical challenge. Non-pharmacological means offers the
best available treatment approach at present. Psychopharmacological management on the other hand frequently results in
drug misuse, polypharmacy, and development of serious adverse effects. The purpose of the current review is to present a
brief account of NDDs and their types, describe current trends for this group of disorders, and offer an update on the psycho-
pharmacological approach.

Key Words: Neurodevelopmental disorders, Pharmacotherapy, Pharmacotherapy of neurodevelopmental disorders.

Declaration of Interest: None

Introduction

In medical practice, including pediatric practice,
clinicians are not infrequently challenged by clinical
conditions that are chronic, incurable, and debilitating.
Moreover, such conditions can cause distress, anxiety,
burnout and frustration, not only to patients and their
families, but to doctors involved as well. Such difficult
situations inspired doctors to think of means that are
symptomatically ameliorative to the ailment and attempt
to offer the overwhelmed family and their children better
quality of life. Examples of these conditions include
congenital, genetic, developmental, cancerous and
degenerative disorders. Many of these conditions have
been considered incurable because of insufficient
knowledge regarding their nature, underlying pathology
and etiological factors. In recent decades, more attention
has been given to these conditions stimulating researchers
to examine closely the more obscure aspects of these
conditions. Extensive research is being carried out in the
field of genetics and molecular biology as well as the role
of environmental factors with the hope of finding
underlying causative genetic, immunological and
environmental factors. Current advances in medical
technology and molecular biology are facilitating these
efforts. The impact may be demonstrated in earlier
detection and recognition, improvement in management
as reflected in the offered care and services.

The group of Neurodevelopmental Disorders (NDDs) is
an example of such clinical conditions. It was in the mid-
twentieth century when these disorders started to receive
increasing attention and interest by several medical
specialties, namely pediatricians, developmental and
behavioral pediatricians, neurologists and psychiatrists,
particularly child psychiatrists. In the past, and until recent
years, NDDs were described as distinct disease categories.
However, recent editions of disease taxonomies, such as
the World Health Organization (WHO) International
Classification of Diseases (ICD) and the American
Psychiatric Association (APA) Diagnostic and Statistical
Manual (DSM), have included them under a single group
umbrella."? Reasons for such grouping will be discussed
further in the current review.

Neurodevelopmental disorders are a group of
heterogeneous conditions characterized by delay or
disturbance in the acquisition of skills in a variety of
developmental domains, including motor, social,
language, and cognition.> These disorders result from
abnormalities that affect brain development and function
during early developmental stages. Clinically, these
disorders are detected at birth or in early childhood,
mostly before grade school and prior to puberty. These
disorders usually present with numerous motor, cognitive,
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communication, emotion dysregulation, behavioral, and
social deficits of different grades of severity. Resulting
physical disabilities and dysfunctions can cause continued
suffering and stigmatization to the children and young
people with the conditions as well as to their families, and
care providers.

Advances in diagnosis and management for this
population are well demonstrated in the teamwork, multi-
disciplinary medical services and neurosciences involved
in offering present domains of care and support. Recent
approaches in management provide focus on education,
rehabilitation, and psychosocial support in addition to
medical care. The latter includes detailed clinical
evaluation of individuals’ physical deficits, observations
and assessment of behavioral disturbances, cognitive
impairment, communication difficulties and psychosocial
dysfunctions. Services are individualized and tailored to
respond to the patient needs. Research on psycho-
pharmacotherapy, which constitutes one of the required
fundamentals in the multidisciplinary approach, has
progressed beyond the symptomatic relief level to a
neurobiological healing role. Most modern guidelines for
treatment suggest pharmacotherapy as approved by the
American Food and Drug Administration (FDA) and
some off-label use of medications based on evidence-
based findings in clinical trials.

The objective of the current review is to highlight the role
played by psycho-pharmacotherapy in the management of
some prevalent NDDs. As part of the review, a brief
account of NDDs and the earliest reference to them in
history shall be presented. This is followed by a
description of some of the underlying neurobiological
mechanisms for the available psycho-pharmacological
agents and the pharmacological approach to some of the
common NDDs.

A General Perspective of Neurodevelopmental
Disorders (NDDs)

NDDs, according to the fifth edition of the American
Psychiatric Association (APA)-Diagnostic and Statistical
Manual of Mental Disorders (DSM-5), are “a group of
conditions with onset in the developmental period”. The
disorders typically manifest early in development, often
before the child enters grade school, and are characterized
by developmental deficits that produce impairments of
personal, social, academic, or occupational functioning.
The range of developmental deficits varies from very
specific limitations of learning or control of executive
functions to global impairments of social skills or
intelligence. Neurodevelopmental disorders frequently
co-occur; for example, individuals with autism spectrum

disorder (ASD) often have intellectual disability
(intellectual developmental disorder), and many children
with attention-deficit/hyperactivity disorder (ADHD) also
have a specific learning disorder. For some disorders, the
clinical presentation includes symptoms of excess as well
as deficits and delays in achieving expected milestones.
For example, autism spectrum disorder is diagnosed only
when the characteristic deficits of social communication
are accompanied by excessively repetitive behaviors,
restricted interests, and insistence on sameness.*

Advances in genomics, neuroimaging, and brain
development over the last several decades have led to an
increased understanding of these disorders. NDDs cannot
be attributed to a specific etiological factor. Research
suggests that normal brain development can be affected by
multiple variables, including genetic mutations and
metabolic conditions at conception, a mother’s health
during pregnancy, perinatal complications causing
hypoxia and postnatal exposure to brain trauma, severe
infection, such as meningitis, and environmental toxins,
such as lead and methyl mercury.

The range of NDDs is reflected in the fact that some of
those affected show specific deficits (e.g., difficulty
maintaining focus) that do not prevent them from having
an independent and fulfilling life. However, others will
need lifelong assistance with basic living skills necessary
for independent living, such as the ability to walk and feed
oneself.

Data on children aged 3 to 17 years from the 1997-2008
National Health Interview Surveys, which is an ongoing
nationally representative sample of households in the
United States, suggests that approximately 15% of
children were affected by neurodevelopmental disorders,
including ADHD, learning disabilities, intellectual
disability, cerebral palsy, autism, seizures, stuttering or
stammering, moderate to profound hearing loss,
blindness, and other developmental delays, in the years
between 2006-2008.> Among these conditions, ADHD
and learning disabilities had the greatest prevalence.
Many children affected by neurodevelopmental disorders
have more than one of these conditions, for example,
about 4% of children in the US have both ADHD and a
learning disability.* Some researchers have stated that the
prevalence of certain NDDs, specifically autism and
ADHD, has been increasing over the last four
decades.>*®7  Children with  neurodevelopmental
disorders can have trouble with language and speech,
motor skills, behavior, memory, learning, or other
neurological functions. While the symptoms and
behaviors of NDDs often change or evolve, as a child
grows older, some disabilities are permanent. Diagnosis
and treatment of these disorders can be difficult.
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Treatment often involves a combination of professional
therapy, psychopharmacology, and home and school-
based programs.

Types of Neurodevelopmental Disorders (NDDs)

Major classificatory systems group NDDs under one
umbrella. This is attributable to their typical onset in
childhood, prior to puberty; their tendency to show a
steady clinical course; the characteristic prominent early
onset of neurocognitive deficits; that they are tend to
affect boys more than girls; and the high level of overlap
between them and their constituent symptoms. Although
grouping is useful, it remains necessary to recognize
important distinctions between different NDDs; for
example, the differential effects of medication highlight
that despite overlaps, NDDs are not biologically or
clinically identical sets of problems. While stimulant
medications and atomoxetine alleviate symptoms of
ADHD and antipsychotics can reduce severity of tics,
none of these medications has impact on core features of
the other NDDs. Distinct diagnostic categories also
provide a means for clinicians to readily communicate
patients’ difficulties with each other and with patients
themselves. Thus, there is a clear indication to retain the
practice of distinguishing these disorders as well as
grouping them.

DSM-5 describes eight diverse categories of NDDs,? each
provided with several specifiers, they include:

e Intellectual Disabilities (IDs)

e Communication Disorders (CDs)

e  Autism Spectrum Disorder (ASD)

e Attention-Deficit/Hyperactivity Disorder
(ADHD)

e  Specific Learning Disorders (SLDs)

e Motor Disorders (MDs)

e Other Specified Neurodevelopmental Disorder
(OSNDD)

e Unspecified Neurodevelopmental Disorder
(USNDD)

Intellectual Disabilities (IDs)

The oldest view of ID can be found in the writings of
Hippocrates in the late 5th century BC. He believed that
the intellectual impairment was caused by an imbalance in
the four humors in the brain. His view is considered
biophysiological. Similar reference to ID is also found in
the Egyptian papyrus of Thebes in 1552 BC. Ancient
writings tell us that Greek and Roman Philosophers, who
valued reasoning abilities, disparaged people with IDS as
barely human.® In 1900 the words ‘imbecility’, ‘feeble-

mindedness’, and ‘mental deficiency’ were used to
describe individuals with ID. The first text to suggest that
hereditary factors play an important part in intellectual
disability was in a work titled Mentally Defectives in 1904
by William Barr. In 1907, patients with IDs in the US state
of Indiana were held in institutions at which time also a
law was passed imposing sterilization of all individuals
with ID. Such inhumane treatment continued well into the
1970s. The language and terminology that was long used
to describe people with intellectual disabilities gradually
changed over time, which went some way to influence the
societal outlook as well as legal frameworks. In 1959, the
American Psychiatric Association introduced the term
‘mental retardation’ to replace ‘mental deficiency’. In
1975, The Education for all Handicapped Children Act
became law, which led to greater educational
opportunities within the school system for all children
with disabilities. Four years later, the Center on Human
Policy issued The Community Imperative, which was a
declaration affirming the rights of all people with
disabilities to live in and be part of a community.

In 2013, DSM-5 introduced a new term and definition for
‘mental retardation,” renaming the condition ‘intellectual
disability (ID)’.° ID is a common condition, affecting
about 1% of the general population in the US. The DSM-
5  defines intellectual  disability  (intellectual
developmental disorder) as deficits in general mental
abilities, such as reasoning, problem solving, planning,
abstract thinking, judgment, academic learning, and
learning from experience. The deficits result in
impairments of adaptive functioning, such that the
individual fails to meet standards of personal
independence and social responsibility in one or more
aspects of daily life, including communication, social
participation, academic or occupational functioning, and
personal independence at home or in community settings.
DSM-5 diagnosis requires specifying ID as mild,
moderate, severe, and profound. The diagnosis is used for
individuals who are unable to undergo systematic
assessments of intellectual functioning, including children
who are too young to participate in standardized testing.
DSM-5 emphasizes adaptive functioning, which are
intellectual abilities in daily life, more than the DSM-IV
did. These include an understanding of time and money,
and the ability to interpret social cues and attend to
personal needs, such as eating and dressing. The
diagnostic criteria in DSM-5 changed to impairment in
one or more adaptive domains, each of which includes
three or more adaptive skills. DSM-5 does not require a
specific IQ cutoff for the diagnosis. As aresult, if a person
has an 1Q above 70, she could still receive an intellectual
disability diagnosis if his/her adaptive skills are poor.
Assessments of these skills can better delineate the
relatively blurry cognitive boundaries of intellectual
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disability than IQ tests can.’ ‘Global developmental
delay’, as its name implies, is diagnosed when an
individual fails to meet expected developmental
milestones in several areas of intellectual functioning.

Communication Disorders (CDs)

The origin of communication disorder may be traced to
the Talmud and also Bible passages, which suggest Moses
was a person who stuttered, and that placing a burning
coal in his mouth had caused him to be "slow and hesitant
of speech" (Exodus 4, v.10).!° Speech-language pathology
has its roots in elocution (speech perfection) stemming
from the 18th century in England. In the US, an emphasis
on elocution continued but quickly shifted to a focus on
communication disorders following the work of Samuel
Potter who described several types of speech and language
disorders.!! Subsequently, the American Academy of
Speech Correction was established in 1926.

Communication disorders include language disorder,
speech sound disorder, social (pragmatic) communication
disorder, and childhood-onset fluency disorder
(stuttering). The first three disorders are characterized by
deficits in the development and use of language, speech,
and social communication, respectively. Childhood-onset
fluency disorder is characterized by disturbances of the
normal fluency and motor production of speech, including
repetitive sounds or syllables, prolongation of consonants
or vowel sounds, broken words, blocking, or words
produced with an excess of physical tension.

Like other NDDs, communication disorders emerge early
in life and may produce lifelong functional impairments.®

Autism Spectrum Disorder (ASD)

Eugen Bleuler, a Swiss psychiatrist, was the first to use
the term ‘autism’ around 1911. The term referred to one
group of symptoms related to schizophrenia. In the 1940s,
researchers in the US began to use the word autism to
describe children with emotional or social problems.'? In
1943, the American child psychiatrist Leo Kanner
published a paper describing 11 children who were highly
intelligent but displayed "a powerful desire for aloneness"
and "an obsessive insistence on persistent sameness".!?
Kanner later names the condition ‘early infantile autism’.
One year later, Hans Asperger described a milder form of
autism, which has come to be known as Asperger's
Syndrome.!3 The cases reported by Asperger were all boys
who were highly intelligent, but had trouble with social
interactions and specific obsessive interests. In 1980,
‘Infantile autism’ was listed in the Diagnostic and

Statistical Manual of Mental Disorders (DSM) for the first
time; the condition is also officially separated from
childhood schizophrenia. The US Centers for Disease
Control and Prevention (CDC) in 2014 estimates that 1 in
59 children have autism. The DSM-5 placed all
subcategories of the condition under a single diagnosis of
autism spectrum disorder (ASD). Asperger's Syndrome is
no longer considered a separate condition. ASD is defined
by two categories: (1) impaired social communication
and/or interaction, and (2) restricted and/or repetitive
behaviors.

According to DSM-5, ASD is characterized by persistent
deficits in social communication and social interaction
across multiple contexts, including deficits in social
reciprocity, nonverbal communicative behaviors used for
social interaction, and skills in developing, maintaining,
and understanding relationships. In addition to the social
communication deficits, the diagnosis of ASD requires the
presence of restricted, repetitive patterns of behavior,
interests, or activities. Because symptoms change with
development and may be masked by compensatory
mechanisms, the diagnostic criteria may be met based on
historical information, although the current presentation
must cause significant impairment. Within the diagnosis
of ASD, individual clinical characteristics are noted
through the wuse of specifiers (with or without
accompanying intellectual impairment; with or without
accompanying structural language impairment; associated
with a known medical/genetic or environmental/acquired
condition; associated with another neurodevelopmental,
mental, or behavioral disorder), as well as specifiers that
describe symptoms (age at first concern; with or without
loss of established skills; severity).

These specifiers provide clinicians with an opportunity to
individualize the diagnosis and communicate a rich
clinical description of the affected individuals. For
example, many individuals previously diagnosed with
Asperger's disorder would now receive a diagnosis of
ASD without language or intellectual impairment.

Attention Deficit Hyperactivity Disorder (ADHD)

The earliest mention of what is currently described as
ADHD was by British pediatrician Sir George Still in
1902. He referred to “an abnormal defect of moral control
in children.” He found that some affected children could
not control their behavior the way a typical child would,
but they were still intelligent. In 1968, the APA formally
recognized ADHD as a mental disorder in DSM-II calling
it ‘hyperkinetic impulse disorder’ for the first time
although the term was widely used prior to this. When the
DSM-III cam out in 1980, the APA changed the name to
Attention Deficit Disorder. In 1987, the APA released a
revised version of the DSM-III and when the name was
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changed to Attention Deficit Hyperactivity Disorder
(ADHD).

ADHD is a neurodevelopmental disorder defined by
impairing levels of inattention, disorganization, and/or
hyperactivity-impulsivity.> Inattention and
disorganization entail inability to stay on task, seeming
not to listen, and losing materials, at levels that are
inconsistent with age or developmental level.
Hyperactivity-impulsivity entails over activity, fidgeting,
inability to stay seated, intruding into other people's
activities, and inability to wait. These symptoms are
excessive for age or for the developmental level. In
childhood, ADHD frequently overlaps with disorders that
are often considered to be externalizing disorders, such as
oppositional defiant disorder and conduct disorder.
ADHD often persists into adulthood, with resultant
impairments of social, academic and occupational
functioning. According to DSM-5, diagnosis requires the
following specifiers:

Combined presentation, predominantly inattentive
presentation,  predominantly  hyperactive/impulsive
presentation; specify whether in partial remission; and
specify severity (mild, moderate, severe).

Specific Learning Disorders (SLDs)

Dyslexia was first understood by German neurologist,
Adolph Kaussmaul in 1877 who initially termed it ‘word
blindness’.!* !> Ten years later, Rudolph Berlin, a German
ophthalmologist, coined the term ‘dyslexia’.'® The word
is derived from the Greek dys (meaning poor or
inadequate) and lexis (words or language). Berlin used the
term as an explanation for the case of a young boy who
had severe normal intellectual abilities. The first account
in the US of childhood reading difficulties was published
by the ophthalmologist Dr. W.E. Bruner in 1905, and in
1963, Samuel A. Kirk is documented to have used the term
‘learning disability’ at a conference in Chicago. In 1969,
the US Congress passed the Children with Specific
Learning Disabilities Act’, which forms part of the
Education of the Handicapped Act of 1970. In 1975,
federal law mandated support services for students with

Motor Disorders

A reference was made to “Tourette Syndrome’ in a late
15th century work by Jacob Sprenger and Heinrich
Kramer titled Malleus Maleficarum (Witch's Hammer),
which describes a priest whose tics were "believed to be
related to possession by the devil". In 1885, at the behest
of his mentor Charcot, Gilles de la Tourette published a

learning disabilities, and the Education for All
Handicapped Children Act, which mandated free,
appropriate public education for all students. The law was
renamed IDEA in 1990."7

Dyslexia is common among children. In the US, it is
estimated to affect 7-20% of children. The DSM-5
classifies Specific Learning Disorder (SLD), as a
diagnosis when there are specific deficits in an
individual's ability to perceive or process information
efficiently and accurately. It first manifests during the
years of formal schooling and is characterized by
persistent and impairing difficulties with learning
formational academic skills in reading, writing, and/or
math. The individual's performance of the affected
academic skills is well below average for age, or
acceptable performance levels are achieved only with
extraordinary effort. Specific learning disorder may occur
in individuals identified as intellectually gifted and
manifest only when the learning demands or assessment
procedures (e.g., timed tests) pose barriers that cannot be
overcome by their innate intelligence and compensatory
strategies. For all individuals, specific learning disorder
can produce lifelong impairment in activities dependent
on the skills, including occupational performance. The use
of specifiers for the neurodevelopmental disorder
diagnoses enriches the clinical description of the
individual's clinical course and current symptomatology.
In addition to specific clinical presentation, such as age at
onset or severity ratings. Neurodevelopmental disorders
may include the following specifiers: known medical or
genetic condition or environmental factors, impairment in
reading (with word reading accuracy, rate or fluency, and
reading comprehension), impairment in  written
expression (with spelling accuracy, grammar and
punctuation accuracy, clarity or organization of written
expression), impairment in mathematics (with number
sense, memorization of arithmetic facts, accuracy or fluent
calculation, accuracy with math reasoning) and last
current severity needs to be specified as: mild, moderate,
or severe. !

two-part article which identified a combination of
multiple motor tics and involuntary vocalizations that over
time increased in number and variety with the eventual
appearance of eruptive cursing that he designated

‘coprolalia’.!®
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In 1900, Collier first named Developmental Coordination
Disorder as ‘congenital maladroitness' meaning being
awkward in movement or unskilled in behavior or action.
A. Jean Ayres referred to developmental coordination
disorder as a disorder of sensory integration in 1972.!%:20
While in 1975, Sasson Gubbay called it the ‘Clumsy Child
Syndrome’.21"2 Developmental coordination disorder has
also been called ‘Minimal Brain Dysfunction’ although
the two latter names are no longer in use. Other names
include: Developmental Apraxia,?' Disorder of Attention
and Motor Perception,?’* Dyspraxia,>* Developmental
Dyspraxia,?! Motor Learning Difficulties,?"* Percepuo-
motor Dysfunction,?02!23 and Sensorimotor
Dysfunction.?!

DSM-5 defines Developmental Coordination Disorder as
characterized by deficits in the acquisition and execution
of coordinated motor skills and manifests as clumsiness
and slowness or inaccuracy of performance of motor skills
that cause interference with activities of daily living.
Stereotypic Movement Disorder is diagnosed when an
individual has repetitive, seemingly driven, and
apparently purposeless motor behaviors, such as hand
flapping, body rocking, head banging, self-biting, or
hitting. The movements interfere with social, academic, or
other activities. If the behaviors cause self-injury, this
should be specified as part of the diagnostic description.
Diagnosis requires specifiers (with or without self-
injurious behavior, associated with a known medical or
genetic condition, neurodevelopmental disorder, or
environmental factor, and current severity: mild,
moderate, or severe). Tic disorders are characterized by
the presence of motor or vocal tics, which are sudden,
rapid, recurrent, non-rhythmic, stereotyped motor
movements or vocalizations. The duration, presumed
etiology, and clinical presentation define the specific tic
disorder that is diagnosed: Tourette's disorder, Persistent
(chronic) Motor or Vocal Tic Disorder, Provisional Tic
Disorder, Other Specified Tic Disorder, and Unspecified
Tic Disorder. Tourette's Disorder is diagnosed when the
individual has multiple motor and vocal tics that have
been present for at least one year and that have a waxing-
waning symptom course, need specifiers (with motor tics
only or with vocal tics only).

Pharmacotherapy of
Disorders

Neurodevelopmental

Optimal treatment of NDDs constitutes a real clinical
challenge that demands well planned strategies that are
directed not only to the distinct disorder being under
consideration, but should also be individualized to the

needs of each patient. Management strategies should be
comprehensive ~ combining  physical,  behavioral,
emotional, communicational, educational, and social
assessment of the case. Most treatment programs for
NDDS are therefore multifaceted, and the targeted child
or youth requires an integrated service and a
multidisciplinary team led by a clinician. Individuals with
NDDs usually present with multiple abnormalities and
difficulties that demand detailed and exhaustive workup.
A passionate humane approach is essential and
indispensable. Moreover, it is vital to remember that
individuals with NDDs commonly suffer from
comorbidities that require consultations with other clinical
disciplines. Attention needs to be paid to the social stigma
attached to individuals with such disorders with its
negative impact on the person with the condition and
his/her family. For the treatment program to be effective
and successful detailed discussion and active involvement
of families, caregivers and school is mandatory. Not
uncommonly, burnout or symptoms associated with
burnout can be experienced by the individual with the
condition, his/her parents and, and potentially to the
service team members.

Proper assessment of patients with NDDs helps accurate
decision-making about the choice of services and reduces
the need for drug prescription, Polypharmacy, chronic
drug use, and other drug-related problems.

Polypharmacy and chronic drug use have been reported as
common malpractices in clinical approach to control
behavior, although evidence of effectiveness and safety in
individuals with NDDs is lacking. In a study by Egberts et
al (2016), out of a total of 55 patients with intellectual
disability and behavioral problems, 284 medications were
prescribed, in which drug-related problems were seen in
106 (34%). No indication/unclear indication was the most
prevalent drug-related problems.?

In another study, antipsychotics are estimated to comprise
30-50% of all the psychotropic medications prescribed for
persons with ID, although the prevalence of psychotic
disorders is only 3% in this population. The over
prescription of antipsychotics to persons with ID could be
justified if their expressed behaviors, which can be
perceived as aggressive, were associated with mostly
psychotic disorders and if the anti-aggressive properties of
the antipsychotics have been supported by basic research
or reviews of clinical studies.?® McQuire C. et al (2015)
stated that psychotropic medications are frequently used
to treat challenging behaviors in children with ID, despite
a lack of evidence for their efficacy. The authors of this
meta-analysis evaluated fourteen studies including 912
participants met inclusion criteria; antipsychotic
medication reduced challenging behavior among children
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with ID in the short-term. However, there were significant
side effects including elevated prolactin levels and weight
gain. Evidence was inconclusive regarding the
effectiveness of anticonvulsants and antioxidants for
reducing challenging behavior. The quality of all evidence
was low and there were no long term follows up studies.?’

Concerns about the use of psychotropic drugs to manage
the challenging behavior of individuals with ID have
resulted in the development of legislative and procedural
controls in many Westernized countries, including
Australia. However, despite these legislations medicine
prescription continues. A study examined information
about 873 individuals (566 men, 307 women) who were
the subjects of reports to the ID Review Panel in March
2000 concerning the use of chemical restraint. A high
proportion of people with ID were reported to have
received drugs for purposes of behavioral restraint. The
range of drugs was extensive, although those from the
antipsychotic class were the most frequently reported.
Many individuals concurrently received more than one
type of drug or more than one drug from the same drug
class. More men than women and older than younger
individuals were administered medication. The authors
found an apparent relationship between gender and age,
with younger men but older women dominating. The use
of drugs to manage the behavior of people with ID may at
times be warranted. However, it is important that the
extent and type of drug use, as well as the characteristics
of those who are medicated, be subject to ongoing
scrutiny.?®

The circumstances that make psychiatrists consider
psychotropic medications for the management of
challenging behavior in individuals with NDDs, according
to Deb. (2016) include failure of non-medication based
interventions, risk/evidence of harm to others, property
and self, high frequency and severity of problem
behaviors, to treat an underlying psychiatric disorder or
anxiety, to help with the implementation of non-
medication based interventions such as positive
behavioral support (with concurrent use of medication),
risk of breakdown of the individual’s community
placement, lack of adequate or available non-medication
based interventions (although this should not be used as a
rationale for using medication), good response to
medication in the past, and patient/caregiver choice.?’ Deb
also lists the reasons for public concern regarding the use
of psychotropic medication in individuals with ID for the
management of problem behavior in the absence of a
diagnosed psychiatric disorder to include excessive use of
medication, long term use without reviews, out of license
use of psychotropic medications, use of medication
without explicit patient consent which often occurs in ID,
difficulty in carrying out necessary monitoring such as

serum lithium level or blood tests for other adverse
effects. Furthermore, Deb mentioned that despite the
widespread condemnation of and lack of evidence for the
use of multiple antipsychotic medications, this practice
remains widespread.>

Neurobiology underlying pharmacotherapy of
Neurodevelopmental Disorders

Brain development in NDDs has been considered to
comprise a sequence of critical periods, and abnormalities
that occur during early development have been considered
irreversible in adulthood.’! A study by Castran et al. in
mouse models with neurodevelopmental disorders,
including fragile X, Rett syndrome, Down syndrome, and
neurofibromatosis type I suggest that it is possible to
reverse certain neurobiological changes associated with
these disorders in adults by genetic or pharmacological
manipulations.’! Studies have suggested that critical
period-like plasticity can be reactivated in the adult brain
by environmental manipulations or by
pharmacotherapy.3? These studies open up the possibility
that pharmacological treatments with training or
rehabilitation might alleviate or reverse the symptoms of
neurodevelopmental changes even after the end of critical
developmental periods for example the visual or auditory
systems.>> Even though translation from animal
experimentation to clinical practice is challenging, these
results suggest a rational basis for treatment of NDDs in
adulthood.’!

Over the past 20 years, a number of mutated genes that
code for proteins concerned with brain synapse function
and circuit formation have been identified in patients
affected by intellectual disability.>* These genes are
involved in synapse formation and plasticity, the
regulation of dendritic spine morphology, the regulation
of the synaptic cytoskeleton, the synthesis and
degradation of specific synapse proteins, and the control
of correct balance between excitatory and inhibitory
synapses. In most of the cases, even mild alterations in the
physiological functions, biology or balance give rise to
mild or severe IDs. These studies provided a rationale for
the development of pharmacological agents that can
counteract functional synaptic anomalies and potentially
improve the symptoms of some of these conditions.>*

Findings of recent translational research based on animal
models of genetic NDDs, as well as pharmacological
therapeutic strategies under development to address
deficits of brain function for Down syndrome, fragile X
syndrome, Rett syndrome, Neurofibromatosis-1,
Tuberous Sclerosis, and Autism.* Study by Wetmore et
al. (2010) suggest that although these disorders vary in
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underlying causes and clinical presentation, common
pathways and mechanisms for dysfunction have been
observed. A primary goal of translational research is to
replace symptomatic and supportive drug therapies with
pharmacological therapies based on a principled
understanding of the causes of dysfunction.3’

Current knowledge and pharmacological
practice of common Neurodevelopmental
Disorders

The first step in treatment of individuals with NDDs
usually requires working closely with educators and
caregivers involved with the care of the child, to adopt a
behavioral approach or to make changes to the

Antipsychotics

Antipsychotics are the most commonly prescribed
psychotropic medications in patients with 1D, namely for
psychotic symptoms and often problem behaviors, such as
aggression, self-injurious behavior, severe stereotypies,
hyperactivity and severe temper tantrums.?%37-38
Risperidone and Aripiprazole are the only current
antipsychotics approved for treatment of irritability
associated with ASD, no other medications are approved
specifically for patients with ID by the US Food and Drug
Administration (FDA).* Overall, there appears to be good
evidence to support the use of antipsychotics, particularly
Risperidone, in children with ID. Two large randomized
placebo controlled trials of Risperidone were conducted in
children with sub-average intelligence and disruptive
behavior disorders.***! Aman et al (2002) reported that a
separation from placebo in behavioral changes occurred
as early as the first week of treatment.*! Snyder et al
(2002) noted that intelligent quotient (IQ) or sedation did
not moderate the drug effects. ** Multiple side effects were
reported such as; somnolence, headaches, appetite
increase, weight gain, prolactin increases, and
extrapyramidal symptoms.***' The longer-term efficacy
and safety of Risperidone were described in subsequent
open-label extension studies of these clinical trials with
Initial prolactin elevation seemed to often decline, and
sedation did not appear to result in decline in cognitive
functioning. >

Efficacy and safety of Aripiprazole in reducing problem
behaviors in children with ASD has been well supported
by large randomized placebo controlled trials.**
However, there are no randomized placebo controlled
trials of Aripiprazole was found in patients with ID
without ASD.**

environment. When the use of a behavioral approach
alone does not suffice, a pharmacological approach may
be indicated. While people with ID respond to
psychotropic medications, the response is often inferior
when compared with the population without an ID and
side effects are more frequent. Medication must be
introduced slowly, and its effectiveness monitored closely
(i.e., start low, go slow). Non-optimal dosing or not
allowing sufficient time to observe the effects after a
change in medication are among the more frequent causes
of failure of psychotropic drugs. If no underlying
psychiatric illness has been identified, medication will be
prescribed based on the person’s symptoms (e.g. agitation,
aggressiveness), and should be administered in close
collaboration with educators and families. Unfortunately,
due to a lack of resources for this population,
pharmacological intervention is increasingly used.3°

Stimulants and stimulants-like medications

Both stimulants Methylphenidates and Amphetamines are
well-recognized effective medications in the treatment of
ADHD. The Multimodal Treatment of Attention Deficit
Hyperactivity Disorder (MTA) study, one of the largest
and longest running ADHD treatment studies of its kind,
found that in 579 children with combined ADHD the
efficacy of Methylphenidates alone is comparable to
combination  treatments  (Methylphenidates  and
behavioral therapy) with significant improvement in
ADHD symptomatology as well as longer term effects on
academic performance and social functioning.*® The Food
and Drug Administration (FDA) approved minimum age
for most stimulants is 6 years old, with the exception of
immediate-release mixed Amphetamine salts and
Dextroamphetamine, both approved to age 3 years old.*’
Despite this FDA age approval, methylphenidate was the
medication treatment arm selected for use in the landmark
Preschool  Attention-Deficit/Hyperactivity ~ Disorder
Treatment Study, which influenced current clinical
practice in preschool-aged children with ADHD.>® Many
randomized placebo controlled trials reported the efficacy
of Methylphenidates for treatment of ADHD symptoms in
children with ID as well.>% The response rates in
children with ID were lower (40-60%) than what would
be expected for typically developing children (70-
80%).4851:53:54 Children with ID are also more susceptible
to adverse events, including sleep difficulties and poor
appetite. Unlike previous reports, a recent larger
randomized placebo controlled trial did not find IQ to
affect treatment efficacy in children with ID."!
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Atomoxetine is a selective norepinephrine (noradrenaline)
reuptake inhibitor that is not classified as a stimulant, but
was effective in reducing ADHD symptoms in children
with ASD with/without intellectual disability in recent
randomized placebo controlled trials.> Somnolence,
fatigue, anorexia, nausea, and irritability were common
reported adverse events.

Initially indicated for management of hypertension, the
central a2-agonist medications Guanfacine and Clonidine
are now formulated as extended release. These are FDA-
approved for ADHD treatment in the pediatric population
down to age 6 years, and efficacy has been corroborated
by a recent meta-analysis.>’

A small randomized placebo-controlled crossover
(RPCCO) study showed Clonidine was effective in
reducing both inattentive and hyperactive/impulsive
ADHD symptoms in children with ID.*® Drowsiness, dry
mouth, and anorexia were common adverse events.

A small RPCCO of Guanfacine an alpha agonist
medication in children with developmental disabilities
showed benefits in improving hyperactivity and global
functioning.® The American Academy of Pediatrics
released most updated guidelines in management of
children and adolescents with ADHD on December
2019.%°

Anticonvulsants

Evidence from open-label studies suggested Valproate
might be effective in improving problem behaviors and
affective symptoms in patients with ID. An open-label
study in boys with Fragile-X Syndrome (FXS) suggested
that Valproate might be effective in reducing ADHD
symptoms.®'=% A small Randomized Placebo Controlled
Trial showed that Carbamazepine was effective in
reducing problem behaviors in Adults with ID.%

Antidepressants

Open-label studies of Fluoxetine a Selective Serotonin
Reuptake Inhibitor (SSRI) for treatment of problem
behaviors, including repetitive and obsessive-compulsive
behaviors in patients with ID, showed mixed results. Their
response rates ranged from 11-60%. Deterioration of
symptoms and intolerable adverse events, such as
irritability, increased aggression, and sleep difficulties
commonly occurred.®%7 SSRI treatment of pediatric
depression suggests that the risks and benefits of SSRI use
in should be carefully considered within the context of
each patient.® However, published research is in
accordance with the American Academy of Pediatrics and
American Academy of Child and Adolescent Psychiatry

regarding SSRI efficacy for pediatric depression and
anxiety.®

Open-label studies of Paroxetine and Citalopram both
(SSRIs) in patients with ID that targeted depressive
symptoms reported slightly better response rates and
tolerability.”®’! However, paroxetine is disfavored in the
pediatric population because of its efficacy and side-effect
profile.”> Studies in ASD populations suggested that
SSRIs might be better tolerated in adults than in
children.”> However, most studies of SSRIs in patients
with ID included both adults and children, and age
specific data were seldom reported, therefore, we could
not discern whether the tolerability might be age related in
this population or not.

Glutamate Receptor Modulators

Glutamate receptor modulators RPCTs namely Piracetam
and Memantine showed mixed results. Piracetam did not
show efficacy in improving cognition in Down's
syndrome children.” For Memantine, two Randomized
Placebo Controlled Trials in Down's syndrome adults did
not show efficacy in improving cognitive measures.”7®

Anxiolytics

Although anxiolytics are often used in patients with ID for
treatment of anxiety symptoms and problem behaviors,
evidence to support their use is sparse.”” Benzodiazepines
may worsen problem behaviors in some patients with 1D,
and their long-term use can increase the risk of developing
tolerance and withdrawal, as well as potentially negative
effects on cognition, which are often documented in
elderly with cognitive decline.”®”®

Results from uncontrolled studies of Buspirone for
treatment of problem behaviors in adults with ID are
mixed, some reporting improvements,** while another
describing no improvement.3

Beta-Blockers

Open-label studies suggested that p-blockers might be
effective in reducing aggression and self-injurious
behavior in patients with ID.33¢ Glutamatergic and y-
aminobutyric Acidergic Agents

Several Glutamatergic and y-aminobutyric acidergic
(GABAergic) agents have been investigated in patients
with ID associated with genetic syndromes, in hopes of
modulating a  hypothesized excitatory-inhibitory
imbalance in the brain. However, the results from
Randomized Placebo Controlled Trials of these agents
have been rather disappointing.’+ 76 87-101
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Cholinergic Agents

Cholinergic Agents that increase cholinergic effects, such
as Acetylcholinesterase inhibitors and L-carnitine/L-
acetylcarnitine,! have been investigated for
enhancement of cognition in patients with ID, but they
produced mixed results.”+76:87-101

Hormones

Growth hormone deficiency is common in people with,
Prader—Willi Syndrome (PWS), and some Randomized
Placebo Controlled Trials suggested that growth hormone
therapy might improve cognitive and behavioral functions
in this population.'®-1% One recently published study
showed that open-label growth hormone therapy, for
children up to 7 years of age who have PWS, was well
tolerated, and reduced delays in adaptive skills and motor
development, even though the drug effects were not
detected after 1-2 years of treatment during the RPCT
phase.!%8

Melatonin

Summary

The role of pharmacological agents in treating NDDs is
limited. Available agents act at a symptomatic and/or
supporting level; in particular, to control agitation and
aggressive or anxious responses. Currently two
antipsychotics (Risperidone and Aripiprazole) are
approved by the FDA for control of agitation and
aggressiveness in individuals with ASD and IDs.
Stimulant/Non-stimulant ADHD medications, such as
Methylphenidate, Amphetamines, Atomoxetine,
Guanfacine and Clonidine are proved to improve attention
and reduce hyperactivity in individuals with ADHD. SSRI
medication mostly address symptoms of Anxiety and
Depression with some mixed results on self-injurious
behaviors or repetitive stereotypic behaviors. Off-label

Recommendations

Safety of patients with NDDs demands detailed
evaluation, team approach and integrated services. Use of
pharmacotherapy ought to target specific behaviors that
are responsive, follow guidelines and evidence-based
findings and only after a trial of non-pharmacological
approach. Polypharmacy, chronic wuse and risky
medications must be avoided. Schools, families and
caregivers should be involved in the management plan and
well informed about the treatment program.

10

In Randomized Placebo Controlled Trials, Melatonin
appears to be effective in reducing sleep problems in
patients with ID, ASD and other NDDs and was well
tolerated. 19110

Thyroxin

A large RPCT in neonates with Down's syndrome
suggested that Thyroxine might have improved motor and
mental development;!!'! however, its follow-up study at
age 10.7 years did not show benefits in motor or mental
development from the early treatment.!!?

Dietary Supplements

Most Randomized Placebo Controlled Trials of
methylation promoting dietary supplements such as Folate
and Betadine failed to show efficacy in improving
cognitive, adaptive, or behavioral functions.!'>120 A
recent Randomized Placebo Controlled Trial in boys with
FXS reported that M was effective in improving problem
behaviors associated with ADHD and anxiety.'?

use of medications, polypharmacy and chronic
administration are common practices and carry more risk
than benefit to the patients. Pressure of schools, families
and caregivers, and paucity of integrated services are
amongst the many reasons for the malpractice. Better
integration of services, access to specialist interventions
including applied behavioral analysis and understanding
communication are all essential to reducing the use of
medication, as is the need for reactive, personalized and
skilled social care provision. Extensive translational
research based on animal models of genetic NDDs, as well
as pharmacological therapeutic strategies, are under
development to address brain mal function underlying
NDDs.

In summary, with the paucity of evidence for
pharmacotherapy options for mental health problems in
people with intellectual disabilities, we summarize
recommendations for safe practice:*

1. Pharmacotherapy to be considered only as part of
comprehensive multidisciplinary treatment plan.

2. Non-pharmacological interventions should be
considered first.
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Pharmacotherapy is reserved for impairing
symptoms.

Appropriate informed consent, with discussions
of the risk-benefit ratio and alternatives.

Target symptoms should be identified for each
medication.

'Start low and go slow' to minimize adverse
events and increase tolerability.
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Abstract

D octors’ fitness to practice is central to good medical education and practice. Research has shown that doctors

experience high rates of burnout, mental ill health, substance misuse and are at risk for suicide. These conditions affect
their fitness to practice and impact the health and safety of their patients. Medical regulatory bodies in the United States and
Western Europe have established rigorous procedures for the evaluation of the ‘impaired physician’ conducted by
psychiatrists. Moreover, these countries have established specialist Physician Health Programs that provide confidential and
effective treatment whether on voluntary or mandatory basis. The author makes particular reference to the UK experience
and practice as medical examiner and supervisor for sick doctors under the General Medical Council fitness to practice
procedures. There is a case of need for the introduction of standard procedures for fitness to practice by the medical regulatory
bodies and for the provision of specialist mental health services for sick doctors in Arab countries on par with procedures and

provisions in Western Europe and North America.

Key words: Fitness to practice, Fitness for duty, Impaired physician, Mental health, Substance misuse, Psychiatrists
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Introduction

Doctors’ fitness to practice or fitness for duty has been
recognized as a major concern facing the medical
profession and medical regulatory bodies.

The wellbeing of doctors is not a novel idea. In the late
1800s the well-known philosopher, Nietzsche wrote:
‘Physician help thyself; thus, you help your patients too’.!

Harrison,’ referred to the USA experience: the American
Medical Association introduced the term ‘impaired
physician’ defined as ‘one unable to fulfil professional or
personal responsibilities because of psychiatric illness,
alcoholism or drug dependency’.’> However this
definition, dating from the 1970s, has been widened
subsequently to ‘any physical, mental or behavioural
disorder that interferes with the ability to engage safely in
professional activities’ that reflects current awareness that
a range of conditions may impede the safe practice of
medicine irrespective of knowledge and skills’.

In the UK, for decades, the General Medical Council
(GMC), the regulatory body of the medical profession has
established fitness to practice procedures. A recentreview
for the GMC by West and Coia stated, “The wellbeing of
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doctors is vital because there is abundant evidence that
workplace stress in healthcare organizations affects
quality of care for patients as well as doctors’ own health.
In two studies, researchers found that doctors with high
levels of burnout had between 45% and 63% higher odds
of making a major medical error in the following three
months, compared with those who had low levels.*

The aims of this article are: (1) to review the literature on
the health of doctors: the prevalence of mental ill health
and substance misuse and their determinants; (2) to
address the treatment needs of ‘sick doctors’ and consider
the provision of specialist services; (3) to share the
experience of the author as a GMC medical examiner and
supervisor of ‘sick doctors’ under the GMC Fitness to
Practice Procedures in the UK and (4) to invite
commentary from Arab psychiatrists soliciting their
experiences and views on these issues.



Doctors’ Impaired Fitness to Practice: The Pivotal Role of Psychiatrists

Mental health issues in doctors

Studies have shown higher prevalence of mental health
issues and substance misuse in doctors when compared
with the general population.’

Previous research reported a tendency for doctors to self-
medicate often leading to prescription medicine misuse of
principally opioids and benzodiazepines,® depression,’ and
emotional exhaustion or burnout.® It has been suggested
that between 10 and 20% of doctors in the United
Kingdom become depressed at some point in their career
and have a higher risk of suicide than the general
population.” Untreated mental health problems in doctors
may lead to inadequate patient care and it is therefore
imperative to identify and treat mental health problems in
doctors as quickly and as efficiently as possible.

Brooks et al.,” reported their findings of the demographic
and clinical characteristics of 200 sick doctors accessing
the Practitioner Health Programme in UK, a service set up
to provide expert assessment and support to health
professionals with mental and physical health problems
affecting their ability to work. Most of the doctors had
depression and alcohol dependence. Those with co-
morbid disorders showed severe distress and impairment
of functioning. They concluded “the needs of doctors are
profound, with young doctors particularly vulnerable.
Measures should be put in place to ensure that doctors at
an early stage of their careers are aware of help available
to them”.

The 2018 National Training Survey showed that nearly
one in four UK doctors in training, and one in five trainers
were burnt out to a high or very high degree because of
their work. Work periods of over eight hours per day
increased risk of accidents that imperil both patients and
doctors. Excessive workload affects patient safety,
productivity, efficiency and mental health and wellbeing.?

Levels of stress, anxiety and depression are high in
medical students (8%), doctors in training (39%) and
consultants (36%). A Commonwealth Fund survey of GPs
across 11 countries found that GPs in the UK had the
highest levels of stress, with 59% reporting that their job
was ‘extremely stressful’ or ‘very stressful’, compared
with 18% in the Netherlands and an average of 35% across
all 11 countries.!® General practitioners were the second
most likely group of respondents in a 2019 British
Medical Association survey,!! which found 4,300 doctors
and medical students to have a ‘high’ or ‘very high’ risk
of burnout — behind doctors in training.? Surgeons had
high rates of depression, psychiatric distress and between
16% and 36% had high levels of traumatic stress
symptoms, with 12% indicating possible posttraumatic
stress disorder.
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Doctors working in emergency medicine had very high
rates of burnout: 69.2% of trainees and 63% of trainers
reported moderate or high levels of burnout which is
considerably higher than the average (49.9% of doctors in
training overall and 46.8% of trainers).

Substance misuse in doctors

In an in-depth review of doctors’ with addictions, their
assessment and treatment reported high rates of addictions
to prescription medicines mainly opioids and
benzodiazepines in the context of self-medicating stress.'?
The review concluded that the occurrence of substance
misuse in doctors is related to risk factors of mental health
issues (anxiety and depression), personality problems,
stress at work, family stress, and bereavement, an injury
or accident at work and chronic pain.

Doctors are often in denial and are worried about the
impact of being detected with addiction on their career and
employment security.

Specialist assessment and treatment of doctors with
addiction  include the following components:
comprehensive assessment by an addiction psychiatrist
and occupational health physician; tailored treatment
program for the addiction problem; assessment and
treatment of any psychiatric co-morbidities; long-term
follow-up and supervision; confirmation of abstinence by
laboratory investigations and attendance at self-help
groups (Alcoholics Anonymous, Narcotics Anonymous
and British Doctors and Dentists Group) and the Royal
College of Psychiatrists Helpline. '?

The review considered early diagnosis as critical because
doctors are often reluctant to seek help and colleagues
reluctant to intervene. It recommended that medical
schools and continuing medical education programs
address addiction and substance misuse in doctors with a
view to reducing the incidence of ‘impaired physicians’
and promoting and encouraging early treatment and
rehabilitation.

Burnout in psychiatric trainees

Burnout is commonly understood as a syndrome
comprised of a triad of emotional exhaustion,
depersonalization and decreased personal
accomplishment. It is qualitatively different from
depression in that it is related to and occurs within the
context of one’s work environment.
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A Canadian study of the attitudes of 106 psychiatry
residents if mentally ill showed that 33% of respondents
reported personal history of mental illness and the most
popular first contact for disclosure of mental illness was
family and friends. Frequent barriers to disclosure
included career implications, stigma, and professional
standing. Personal history of mental illness was the only
factor associated with in-patient treatment choice, with
those with history opting for more formal advice versus
informal advice. '3

An online survey of psychiatry trainees in India showed
72% did not feel comfortable disclosing their own
personal mental health issues within the department due
to concerns about stigma. Nearly half of residents rated
their colleague’s mental well-being as poor, whereas only
around 24% rated their own mental health as poor.'* The
authors recommended that measures need to be taken to
enhance trainee well-being by ensuring support from
colleagues and seniors, allowing for an adequate work-life
balance, introducing departmental level committees to
address grievances and providing therapy and mentorship.
Providing safe and non-stigmatizing spaces to seek help
in the workplace promotes whole-person growth and well-
being.

A cross-sectional study of burnout and its associations
with learning environment and learner factors among
psychiatry residents within a National Psychiatry
Residency Programme in Singapore reported that overall,
54.8% of the sample met criteria for burnout. Residents
with burnout had poorer perception of the learning
environment, greater stress levels, were less willing to
disclose/seek help and employed greater active-avoidance
coping strategies. Within the burnout group, greater
perceived stress was correlated with poorer perception of
learning environment and greater use of active-avoidance
coping versus additional use of problem-focused coping
within the non-burnout group.'?

A systematic review of burnout and its associated factors
in psychiatry residents identified 22 studies: the overall
prevalence of burnout among psychiatry residents was
33.7%, which was associated with certain demographics:
(non-parental status), training (juniors years of training,
lower priority of psychiatry as career choice, lack of
clinical supervision, discontinuation from training, work
(high workload, long hours, insufficient rest), and learner
factors (more stressors, greater anxiety, and depressive
symptoms, low self-efficacy, decreased empathic
capacity, poor coping, self- medication, and use of mental
health services). The authors concluded, “These findings
suggest that interventions such as refining candidate
selection, enforcement of work hour limits, enhancement
of support and supervision, and equipping of stress coping
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skills may ameliorate burnout related to training, work,

and learner factors respectively”.!6

Burnout in resident physicians in Syria

A recent cross-sectional study was conducted to assess the
levels of burnout syndrome in 3350 resident physicians in
specialties, including psychiatry in 12 different hospitals
spread over eight governorates in Syria reported a very
high level (94%) in at least one of the three domains
(emotional exhaustion, depersonalization and reduced
personal accomplishment) and (19 %) of the residents had
a high level of burnout in all three domains. Significant
relation was found between gender, age group and
affiliated authority variables and the levels of burnout.
However, no significant relation was found between
burnout and the specialties or geographic variables. Men,
residents in the Ministry of Defiance, and emergency
medicine residents had the highest levels of burnout.
These findings highlight the impact of the current and
ongoing crisis in increasing workload and importantly the
traumatizing effects on the Syrian residents. !

Mental health issues and suicide in doctors

Mental health issues, including substance misuse, in
doctors is associated with higher rates of suicide than the
general population. An examination of suicides in
England and Wales between 2001 and 2005 showed that
health professionals (not exclusively doctors) had among
the highest suicide rates for both men and women. Certain
medical specialties, such as psychiatry, appear to have
higher rates of suicide than others do. Others, such as
pediatricians, have relatively low rates.'®

The General Medical Council (GMC) in the UK
commissioned an internal audit of doctors who committed
suicide while under GMC fitness to practice
investigations.' The review showed that 28 doctors
committed suicide between 2005 and 2013 whilst under
fitness to practice investigations: 20 of these doctors were
men, two-thirds were under 50 years old, and two were
trainees. There was an equal preponderance for hospital or
general practice doctors. Of the 20 doctors who had a
health concern, six were reported to be a suicide risk; four
did not have evidence of a documented suicide status; and
the current health provision status for two of the doctors
was unknown.

The GMC has learned from these incidents, reviewed its
procedures and made several cogent recommendations
including the establishment of a National Support Service
for doctors.
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A critical review of the GMC audit,? stated, “we also
explored the relationship between the GMC and its
registered doctors, concluding that the GMC does indeed
have a duty of care towards its members on this important
matter and that there should be procedural reform to tackle
the inherent risk of suicide whilst under investigation”.

The GMC fitness to practice procedures

When the GMC receives a complaint indicating that a
doctor’s fitness to practice may be impaired for health
issues, an initial assessment is conducted to decide if the
GMC needs to investigate. The complainant, the doctor
and the doctor’s employer(s) are notified of an
investigation.?!

Where a doctor is not managing their health adequately
and it is determined that there is a risk to patient safety,
the GMC will normally order an assessment of the
doctor’s health. This is carried out by two independent
psychiatrists (known as health examiners) appointed by
the GMC. Where there is an immediate concern about
patient safety or public confidence in doctors, the case
may be referred for a hearing by a Medical Practitioners
Tribunal Service (MPTS) Interim Orders Panel. The
Interim Orders Panel carries out a risk assessment based
on the available information and can restrict the doctor’s
practice or suspend them from the register while the GMC
investigates.

When the GMC completes its investigation, two decision-
makers (known as case examiners) decide what should
happen next. The case examiners, who work in pairs, one
medical and one lay, consider the health assessment
reports to determine the extent to which any health
concerns may impact on the doctor’s fitness to practice
and whether they are safe to continue to practice with or
without restrictions. The case examiners may close the
case with no further action, give the doctor advice, issue a
warning, agree with the doctor that restrictions are placed
on their practice (called undertakings) or refer the case to
a hearing of the MPTS. In most cases where action is
required, the case examiners agree with the doctor that
restrictions are placed on their practice. A case involving
ill health would only usually be referred to a hearing if it
also involved other serious concerns such as misconduct
or because it has not been possible to reach agreement
with a doctor about restrictions on their practice.

If the matter is referred to a hearing, the MPTS may also
request a health assessment if this has not been carried out
during the investigation. At the end of a hearing, the
MPTS panel may close the case with no action, issue a
warning to the doctor, place restrictions on the doctor’s
registration (when these are imposed by a panel they are
called conditions), or suspend or erase the doctor from the
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medical register. If the concerns relate solely to the
doctor’s health, and not to performance or misconduct,
then a panel cannot remove a doctor from the register.

Although MPTS hearings are generally held in public,
matters relating to a doctor’s health are considered in
private session. Outcomes of hearings where doctors are
found to have impaired fitness to practice are published
against the doctors’ names on the online medical register
and any warnings remain in force for five years. However,
any matters relating to a doctor’s health are treated as
confidential and are not published or disclosed by the
GMC or the MPTS.

Once a case is concluded, the GMC monitors the progress
of any doctor who is subject to GMC restrictions or has
been suspended from the register. A dedicated GMC
caseworker is allocated to each doctor to ensure
appropriate management. As part of this process, the
GMC will receive reports from a number of people
working with the doctor, including a medical expert who
acts as a medical supervisor for the doctor, someone in the
doctor’s place of work, their occupational health
physician if they have one, their treating doctors, their
clinical supervisor and their Responsible Officer (usually
the Medical Director). If the doctor has been assigned a
mentor, this relationship is a confidential source of
support and there is no requirement to provide a report on
matters discussed to the GMC. These progress reports
help the GMC decide when the doctor may be ready to
return to unrestricted practice and GMC restrictions
removed. Restrictions may also be varied to reflect
improvements in the doctor’s health.

Where concerns relate solely to a doctor’s health, the
GMC will usually grant a request from a doctor to have
their name removed voluntarily from the medical register
(called voluntary erasure) without concluding the fitness
to practice proceedings, as long as to do so would not
undermine public confidence in the profession. This
principle applies at any stage of the fitness to practice
investigation and hearings process.

In cases involving health and other issues such as
performance and/or misconduct, GMC decision-makers
weigh up the seriousness of any underlying health
condition, the impact on the doctor’s ability to instruct
legal representatives, the likelihood of recovery and the
impact on public confidence in deciding whether to grant
a doctor’s request to have their name removed from the
register without concluding the fitness to practice
proceedings.
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Personal experience of involvement in fitness to practice
procedures

The author’s first encounter with a doctor’s fitness to
practice was in the UAE. I was asked to treat and clinically
supervise an expatriate doctor with psychotic illness. The
doctor concerned did not respond to appropriate
treatment. Their line manger took the view that the doctor
was fit to practice under close supervision of a senior
medical practitioner. It transpired that one reason for the
line manager’s opinion was that a judgment that the doctor
is not fit to practice would result in termination of the
work contract. In the UAE, there were no established
procedures for dealing with doctors’ fitness to practice
issues.

On return to the UK, the author was invited to act as
medical examiner and supervisor for the GMC.

My experience in both roles over two decades has been
positive as almost invariably the doctor recovers
following medical supervision albeit sometimes taking a
few years in the more complex cases including doctors
with dual diagnosis of mental illness and co-existing
substance misuse.

A case report

I cite the case of a doctor with cocaine induced psychosis
that 1 had examined and medically supervised for the
GMC, which was published anonymously.??

“Paradoxically, the seriousness of my condition was
helpful, for it removed any doubt in my mind about the
appropriateness of the GMC referral that proved essential
to my recovery. However, at that time I also feared that
my medical career might be at an end. In addition, I
genuinely doubted whether I could remain abstinent for
long. A real lift came when I first met my GMC appointed
medical supervisor. Despite my addiction being obvious
and unhidden, and despite having been an inpatient on
NHS wards several times, he was the first addiction
specialist that I was invited to see and the first doctor to
make what I felt was a comprehensive assessment. That
90-minute interview ended by him telling me that if I
remained abstinent, and basically submitted to the GMC
process, then in all likelihood I would return to clinical
work and resumes my career as planned. It was a huge ray
of hope and a boost to my fragile motivation at that time.
I have been lucky in that all this went well - and continues
to go well. However, a degree of that ‘luck’ is because of
the help that my GMC appointed medical supervisor has
provided, and by realizing early on not to battle against
the process or become angry about it. That would always
be seen by the GMC as a lack of insight. I was suspended
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for one year, which really was unavoidable given the
seriousness of my illness. In addition, after that - and with
continued proven abstinence and good health - I have
returned to work under conditions that are not overly
restrictive, and which are reviewed yearly.

For sure, the process has at times been testing, but if one
remembers why one is going through it at all, and what the
rewards are - good health and one's career back - then it is
worth every struggle. In an unexpected way, my career in
medicine saved me. And I will forever be grateful for the
processes and the people that led to that”.

Specialist provision of services for sick doctors

In the USA, physician health programs (PHP) have been
established by most state licensing boards and medical
societies to identify, treat and monitor impaired
physicians.?

Psychiatric fitness for duty assessments are typically best
performed by the independent (non-treating) psychiatrist
with forensic training or expertise in these examinations

In 2017, the American Psychiatric Association produced
a resource document on recommended best practices for
PHPs, for physicians who seek help voluntarily from
PHPs as well as those who are mandated participants.
These suggestions are intended to help PHPs and their
affiliates to align their practices and procedures with the
goals of treatment and to minimize the risk of adverse
outcomes, both for the public and for the physicians who
participate in PHPs.>*

In the UK, the Practitioner Health Programme (PHP) was
set up as a free, confidential service for doctors and
dentists living or working in the London area. The service
is available to practitioners with health concerns, which
may be affecting their work, including addiction
problems, mental health issues and physical health
problems. All patients must self-refer to the service. The
PHP service consists of an integrated GP-led service and
a network of external specialist preferred providers that
includes specialized inpatient and outpatient care. The
PHP team, who all have considerable experience in
treating health professionals, offer expert assessment;
advice and support; signposting to peer support and other
help; onward referral to specialists; liaison with local
health services and back to work support; and advice to
practitioners’ colleagues, families and Primary Care
Trusts.? 26

The article reported on the first 200 patients seen by PHP.
The results showed that the prevalent conditions included
depression and alcohol dependence. Patients with co-
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morbid disorders showed severe distress and impairment
of functioning.?’

A report on 3500 doctors, who presented to the PHP
between 2008 and 2017, showed that 80% have done so
with mental health problems (mainly depression, anxiety
and symptoms indistinguishable from posttraumatic stress
disorder). Another 15% have predominantly suffered from
alcohol or drug misuse (mostly alcohol dependence) or a

Discussion and conclusions

As documented, doctors are at high risk for mental ill
health, substance misuse and suicide. Mental health issues
impact their fitness to practice and their ability to fulfil
their duties and responsibilities towards their patients. The
duty of care for the doctors should be towards themselves
to enable them to care for their patients. Doctors’ fitness
to practice (UK) or fitness for duty (US) is a core issue for
medical regulatory bodies and professional medical
associations.

It is imperative that procedures are introduced and
established to address these issues in all countries on par
with procedures adopted in Western Europe and North
America.

It is the responsibility of the medical regulatory authorities
and professional medical bodies to introduce these
procedures with authority and means for their
enforcement and implementation in fair and transparent
ways.

In the UK, the GMC has developed fitness to practice
procedures that are effective and transparent with the dual
responsibility for caring for doctors and caring for
patients.

The author’s experience as a GMC medical examiner and
supervisor for sick doctors has been a positive one: almost
invariably, the doctors recover from their mental health
issues including substance misuse with the result that all
restrictions on their practice are lifted. However, there is
lack of provision of specialist health services in the UK
for sick doctors: at present specialist, services such the
Practitioner Health Programme are concentrated in
London with little provision elsewhere.

Evidence shows that Physicians Health Programs (PHP)
are far more available in North America. PHPs are well
established in the USA. These are linked to licensing
boards and medical societies. The remit of the programs
is to identify, treat and monitor impaired physicians. In
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mix thereof; the service also has a number of doctors with
personality disorder, bipolar disorder, physical health
problems affecting their mental health and a small number
with undiagnosed schizophrenia or psychosis. During this
period, six doctors died from suicide. A further ten died
from accidents where the cause of death was not given as
suicide, but which could be considered part of a suicidal
act or from fatal overdoses of drugs/alcohol (not classified
as suicide).?®

addition, individual hospitals have been mandated by
accreditation organizations to establish non-disciplinary
processes to address physician health, including an
internal physician wellness committee whose role is to
investigate complaints about physicians with suspected
impairment and to make appropriate referrals for
evaluation and treatment.>?

Considering that the majority of health issues that impact
on physicians’ fitness to practice are mental health issues,
it is the pivotal role of psychiatrists with appropriate
training to act as medical examiners and supervisors for
sick doctors.

In the UK, the Royal College of Psychiatrists issued a
position statement on supporting the mental health and
well-being of psychiatrists. The statement sets out the
College’s view on the issues that need to be considered
and addressed to support the mental health and well-being
of psychiatrists and makes recommendations on how the
mental health and well-being of psychiatrists can be
supported by those organizations that will have
responsibility in this area.>

The author is unaware of any literature on fitness to
practice issues of doctors practicing in Arab countries. It
is presumed that there are procedures on fitness to practice
relating to doctors’ misconduct and mental ill health
including substance misuse provided by medical
regulatory authorities and national medical associations or
syndicates. Moreover, out of necessity there would be
informal arrangements to provide mental health treatment
for sick doctors.

There is a dire case of need for the introduction of standard
procedures for fitness to practice by the medical
regulatory bodies and the provision of specialist mental
health services for sick doctors on par with such
procedures and provisions in Western Europe and North
America.
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Abstract

he cultural background beliefs, attitudes and practices against which clinical psychopathology is measured are most

relevant to the diagnosis and management of schizophrenia. Unlike Western inpatient facilities, men outnumber women
among psychiatric inpatients in the Arab world because the stigma of mental hospital admission is much greater for women,
especially in those who are diagnosed with schizophrenia. The frequency of cousin marriage and positive family history of
schizophrenia is more likely in Muslim than western cultures. It is important to distinguish first-rank symptoms of
schizophrenia from culturally shared beliefs about demons/devils. These supernatural agents are believed to tempt human
beings to carry out undesirable behavior or to forget to do acceptable acts with no sensory experience of the agents by vision,
hearing or other sensory perceptions, which are pathological perceptual experiences.

The somatic expressions of distress by patients are reciprocated by somatically trained doctors who assess for organic etiology
and induce hypochondriasis in many patients with schizophrenia. The families’ social support for their members is reduced
by intergenerational conflict and increases professional and traditional help-seeking for emotional and behavioral symptoms,
e.g. in schizophrenia. Expressed emotions of relatives of patients with schizophrenia include warmth and positive comments.
The traditional Muslim family can develop individual programs of social contacts that prevents social withdrawal and
improve the outlook in schizophrenia. Projection of responsibility for wrong doing onto supernatural agents limits how

comments on people with schizophrenia has been reported in western cultures.

Key words: Schizophrenia, Muslim cultures, Family management, Outcomes
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Introduction

It has been suggested that higher rates of schizophrenia
are associated with the need for traditional cultures to
contact foreign cultures and the need to change roles or
life style.! However WHO studies of schizophrenia®
suggested similar incidence rates of schizophrenia in
developed and developing countries. The latter included
the Muslim country of Iran. Far fewer women than men
are seen in medical psychiatric practice in Muslim
communities. However, the overrepresentation of men in
psychiatric inpatient services in Muslim cultures is a
general finding. Life involving extended families may
make it easier for women to be supported by other women
within the family if she is unable to undertake routine
duties associated with looking after home and family. A
woman is more likely to be kept at home until she recovers
or improves with family support. Conversely, there can be
greater expectation on men to continue some form of
transaction outside the family to maintain financial
security and, for that reason, there may be quicker
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referrals from mental health professionals for early help
when they fall ill. Moreover, the stigma of mental illness
is more serious for women than men in Muslim cultures.?

Most Muslim societies are pronatalist and contraception is
religiously prohibited.* Muslims favor cousin marriage
and a positive family history of schizophrenia is frequent.
The course and outcome of the disorder tends to reproduce
those in other family members.

Culture and recognition of schizophrenia

Islamic culture has a system of supernatural agents which
are endowed with various effects on human beings.
Demonic figures ‘induce’ the less faithful among Muslims
to forget good-doing or to indulge into wrong-doings.
Health adversity attributed to those supernatural agents
does not include their sensory perceptions by vision,
hearing, touch, etc. Therefore, these are recognized as
hallucinatory or delusional experiences. Experience with
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the contents and limits of what is culturally shared helps
to distinguish ‘delusory’ cultural beliefs’ from first-rank
symptoms.® Decisions on illness behavior are group
decisions in Muslim families in cases of physical or
mental ill health of a family member.” The family seeks
the help of medical practitioners for somatic symptoms
only. It seeks the help of traditional/faith healers for
behavioral and emotional problems in a family member.
It is customary to attribute emotional problems to weak
personality or weak faith of the sufferer. Doctors who
graduate from medical schools in Muslim societies have
very little grounding in psychiatric medicine and tend to
collude with the somatic orientation of their patients by
looking for physical disease underlying somatizations.
The doctors unwittingly  generate  iatrogenic
hypochondriasis in their patients.

Although the extended family household is in decline,
functional extended families thrive in Muslim cultures
where frequent communication and visits are the rule
between several nuclear families within an extended
kinship. When compared to patients with schizophrenia
living in nuclear families those from extended families
tended to present earlier for medical attention and to have
a lower frequency of social withdrawal during the course
of disorder.® Because of their emotional limitations,
patients with schizophrenia are less likely to marry
compared with people who have other forms of mental
illness. By arranging marriages, families augment the
marriage rates among patients with schizophrenia.
Sometimes marriage is forced upon individuals with
schizoid presentations and precipitates the onset of
schizophrenia.’

Symptomatology and outcome

Zarrouk!® observed that Muslims in Saudi Arabia
experienced visual hallucinations more frequently than
those with the condition who were living in western
cultures. Patients ‘see’ the agents who talk to them or
about them and could make drawings of the devils or
demons involved. Delusional extensions of culturally
shared beliefs were found to be more likely to encapsulate
or disappear compared with secular-content delusions.!!
Projection of badness onto supernatural agents arouses
much less criticism from relatives than secular
persecutory delusions. In collaboration studies of families
of patients with schizophrenia,'? individually tailored
programs of family visits were found to contact less
critical relatives to prevent the development of social
withdrawal. However, emotional overinvolvement with
patients was more likely illicit expressed emotion.
Psychoeducation of relatives reduces their negative
expressed emotions and promotes their positive expressed
emotions in the form of warmth and positive comments.
Families did not allow long protective withdrawals' by
patients. Patients like to be by themselves now and again,
but they join other family members at mealtimes and
during the entertaining of guests.

According to the solidarity basic rule of the Muslim code
of conduct, care for those in poor health continues until
they become healthy in order to remain blessed with
health. They will have a high place in heaven. Family care
for those with longstanding ill health such as patients with
schizophrenia may outstep its target and develop into
emotional over involvement. One act of good doing to
others, e.g. patients counts as ten if it is philanthropic and
not an expression of grandiosity. The Muslim culture does
not subscribe to the theory of psychogenesis of mental
illness and renders patients unaccountable in later life for
their wrong-doing misconduct during their secular life.!3
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International update

From Neurosciences to Clinical Implications
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The current review is based on many studies and one volume of the 2019 American Journal of Psychiatry, which was
dedicated to neuroscience and psychiatry.
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Choroid Plexus and Psychosis

The varied roles of the cerebrospinal fluid (CSF) are that
of a being fluid cushion for the brain, a stabilizer for iconic
balance, and it removes nervous system waste; and, it can
be sampled as biomarker for disease, and regulation of
brain development and health.

The choroid plexus is a network of capillaries and
specialized ependymal cells that are found in the cerebral
ventricles. The choroid plexus serves two important
functions in the body: it produces cerebrospinal fluid and
helps to provide a barrier that protects the brain and other
central nervous system tissue from toxins. The choroid
plexus and the cerebrospinal fluid that it produces are
necessary for proper brain development and central
nervous system function.'

CSF helps to cushion and support the brain and spinal cord,
circulate nutrients, and remove waste from the central
nervous system. Underproduction of CSF can stunt brain
growth while overproduction can lead to excess
accumulation of CSF in brain ventricles, which is a
condition known as hydrocephalus. Microglia (specialized
nervous system cells) and other immune cells enter the
central nervous system through the choroid plexus. These
cells are important for preventing pathogens from entering
the brain. In order for viruses, bacteria, fungi, and other
parasites to infect the central nervous system, they must
cross the blood-cerebrospinal fluid barrier. Some microbes,
such as those that cause meningitis, have developed
mechanisms for crossing this barrier.!

Cortical Alterations with ADHD

Two other studies use structural imaging data: one
addresses cortical alterations associated with ADHD, and
another explores the utility of structural imaging metrics as
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A study on the choroid plexus volume in patients with
psychosis and their first-degree relatives with various
diagnoses (i.e., bipolar disorder, schizophrenia, and
schizoaffective disorder) identified a transdiagnostic
increase in choroid plexus volume across patients with
psychosis and an association between increased choroid
plexus volume and other brain structural alterations as well
as measures of cognitive and immune function.? The
research observed such findings in relation to the role of
the choroid plexus in regulating CSF production and in
modulating the blood-brain barrier. In another article using
structural imaging in patients with schizophrenia with
varying degrees of severity and chronicity, investigations
were into the alterations in cortical thickness.?

In addition to replicating earlier findings of schizophrenia-
related cortical thinning across various regions, research
has demonstrated that the magnitude of cortical thickness
reduction can be related across different areas of the cortex.
This suggests that what appeared to be ‘irregular’
alterations across the cortex are not simply sporadic, but
rather, reflect how these regions may be connected to each
other.* Findings are discussed in the context of other work
examining brain alterations in schizophrenia; explains the
methods used to explore structural connectivity; and,
raises questions about the meaning of these findings and
into the mechanisms underlying the reported associations
in cortical thickness reductions across different cortical
regions.*

a component of an algorithm to predict the development of
dementia. In relation to ADHD, Hoogman et al. > use very
large, multisite collaborative samples that incorporate
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children, adolescents, and adults with ADHD, as well as
first-degree relatives and control subjects. With these large
samples, the research observed small but significant
differences in cortical surface area in frontal, cingulate, and
temporal cortical regions in children with ADHD.
However, this was not the case for adolescents or adults
with  ADHD and underscores the importance of

Predictions of Developing Dementia

Another study examined the need to improve the capacity
of clinicians to predict a person’s likelihood of developing
dementia.” Here, the authors ask the question as to whether
structural imaging, cognitive testing, and other biological
indices, such as assessment of the APOE-g4 genotype, will
improve the ability to predict the development of dementia
beyond an algorithm based on standard clinical measures.
Through analyses of data from a large cohort, the study
concluded that the prediction of dementia over a 10-year

Cerebellar Dysfunction in Schizophrenia

In patients with schizophrenia spectrum disorders, Hawco
et al. use hierarchical clustering methods to demonstrate
various patterns of neural responsively to tasks involving
imitating and observing different facial expressions of
emotion.” An fMRI data-driven approach found that, in the
affected individuals studied, these different patterns of
neural activity are predictive of social and neurocognitive
scores. The study demonstrates the potential utility of an
approach that uses fMRI to define neural heterogeneity in
a meaningful way not revealed by our current diagnostic
system.

That cerebellar dysfunction may be involved in the
pathogenesis of schizophrenia is by no means a completely
new hypothesis. Approximately 20 years ago, Andreasen
et al.'™'! proposed a ‘“cognitive dysmetria” theory to
explain the diversity of behavior deficits within the
schizophrenia spectrum. They posited that dysfunction of
cerebello-thalamo-cortical ~ circuitry is the most
fundamental neurobiological change underlying a variety
of observed clinical symptoms in patients with
schizophrenia. Such change further leads to difficulties in
synchronizing and integrating neural computations and
processing in order to generate orderly and meaningful
behaviors. Almost at the same time, Schmahmann et a/.'?
studied clinical patients with lesions confined to the
cerebellum and concluded that patients with cerebellar
impairments (especially in the posterior lobe) presented
with cognitive, emotional, and social symptoms that highly

Connectivity and Negative Symptoms

A study examining the connectome-wide associations with
negative symptoms in a sample of 44 patients diagnosed
with schizophrenia spectrum disorders, discovered that the

29

considering developmental phase and age when
conceptualizing illness-related alterations as well as the
potential neural substrates underlying symptoms. Other
studies emphasize the importance of using these types of
data to support the view that ADHD is a legitimate
neurodevelopmental condition.®’

period is significantly enhanced by additional measures
that include quantitative assessment of brain structure.®

Based on the different pathophysiologies of specific
dementias, the research underscores the need for
developing selective algorithms based on state of the art,
disease-specific biomarkers. Both studies use fMRI
methods in severely ill patients to better understand the
neural underpinnings of social deficits, negative
symptoms, and the role of cerebellar circuits.”®

resemble those observed in schizophrenia. Such as deficits
in planning, cognitive shifting, abstract reasoning, visual
and spatial memory, and verbal fluency, as well as blunting
of affect, depression, and inappropriate social behaviors
The “cerebellar cognitive affective syndrome” is now
recognized as having extensive overlap with psychosis. !>

A study of clinical high-risk subjects demonstrated
cerebellar-thalamo-cortical dysconnectivity as a state-
independent neural trait for prediction of psychosis. While
these findings have brought new momentum to an earlier
cognitive dysmetria theory, the question arises as to
whether cerebellar alterations indeed reflect a primary
neuropathology that participates causally in schizophrenia
or rather a secondary phenomenon related to either
cognitive deficits or other latent pathological changes in
the disorder. In other words, does cerebellar dysfunction
lead to cognitive dysmetria, compensate for cognitive
dysmetria, or signify a consequence of cognitive
dysmetria?'>16

Brady et al. conducted a two-part study to examine this
question by combining resting-state functional MRI, state-
of-the-art brain network analysis, and brain stimulation.
The study considered how negative symptoms are strongly
associated with cognitive impairments and are a major rate-
limiting feature of long-term functional outcomes in
schizophrenia.!®

connectivity between dorsolateral prefrontal cortex
(DLPFC) and midline posterior cerebellum showed the
strongest correlation with negative symptoms across the
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whole brain during resting state.!” Patients with higher
negative symptoms had significantly lower cerebellar-
prefrontal connectivity, suggesting that disrupted
synchronization in the cerebellar-prefrontal circuitry
underlies negative symptoms and possibly also cognitive
dysfunction.

In the second part of the study, Brady ef al.'® investigated
whether the altered connectivity between the cerebellum
and DLPFC could be a causal mechanism for negative
symptoms or rather an epiphenomenon. They performed a
repetitive transcranial magnetic stimulation (rTMS) trial
targeting the posterior cerebellum in an independent group
of patients (N=11) to examine whether rTMS could boost
the functional connectivity of the cerebellar-prefrontal
circuitry and in turn ameliorate clinical symptoms. If
cerebellar-prefrontal dysconnectivity causes negative
symptoms, one would expect that a restoration of such
connectivity would help reduce symptom severity.
Intriguingly, after a five-day rTMS administration across
four hours per day, most patients in the sample showed an
increase in cerebellar-prefrontal connectivity, the degree of
which was significantly correlated with improvement in
negative symptom severity. More than 60% of total
variance in symptom change could be attributed to the
change in cerebellar-prefrontal connectivity, corroborating
a possible causal relationship from disrupted connectivity
in cerebellar-prefrontal circuitry to negative symptoms in
schizophrenia.!”

The findings from this study are notable for having updated
the cognitive dysmetria hypothesis by providing direct
evidence for a potential causal influence of cerebellar
dysfunction in the pathogenesis of schizophrenia. One
underlying mechanism that may potentially bridge the gap
between cerebellar dysfunction and behavioral deficits is
alterations in error processing, which depends on
information transfer and integration in the cerebellar-
cortical circuitry.!”

Recent research has shown that cerebellar deep nuclei
directly send outputs to the dopamine neurons in the
midbrain ventral-tegmental area, which in turn regulate the
entire mesocortical dopamine system, including the
DLPFC. Asaresult, cerebellar dysfunction may change the
phasic firing of the ventral-tegmental area dopamine
neurons by which the prediction errors are encoded. Such
changes may subsequently exert distorted weights on the
predicted probabilities of outcome expectations of the
interactions between the individual and the outside world,
thereby generating a series of “negative” responses to
social and cognitive engagements such as blunting of
affect, poverty of speech, anhedonia and avolition. Such
changes may also affect the downstream function of the

References

30

dopamine D1 receptors located in the DLPFC, together
contributing to  the negative symptoms in
schizophrenia.'®!

The study offers an excellent model for probing brain-
behavior relationships in psychiatric neuroscience by
combining functional neuroimaging with neuromodulation
techniques. This moved the field away from purely
correlational studies by establishing a causal relationship
between resting-state functional connectivity and disease
expression in a psychiatric illness. Such advancement
could certainly not only further our understanding of the
biological mechanisms underlying mental disorders, but
also sheds light on potentially novel and promising
intervention strategies, especially for symptoms for which
effective treatments are limited.'®!®

For example, with the knowledge that cerebellar
dysfunction possibly causes negative symptoms in
schizophrenia, which may be corrected by brain
stimulation of the cerebellum, investigators in future
clinical trials would be encouraged to test the efficacy of
cerebellar rTMS in the treatment of negative symptoms in
large populations. In so doing, schizophrenia research may
benefit from a bench-to-bed translation from mechanism-
oriented neuroscience studies to evidence-guided clinical
therapies.

The study also raises some questions for future
consideration.

First, it is unclear whether the observed symptoms were
indeed directly triggered by dysfunction in the cerebellar-
prefrontal circuitry. One may argue that rTMS may
indirectly influence the functions of other networks in the
brain, and these secondary modulations could more
directly contribute to alleviation of negative symptoms.

Second, in view of the small sample size in the study, it is
unclear whether rTMS intervention could differentially
benefit specific subgroups of patients stratified by, for
example, gender, and duration of illness, baseline symptom
severity, comorbidity, and so forth.

Given the fact that some of the patients in the studied
sample did not respond to rTMS, the mechanisms
determining whether a patient is a responder or non-
responder are equally interesting and worthy of
investigation in future studies.

Notwithstanding these limitations, the results of the study
encourage cerebellar dysfunction as a promising neural
target that may potentially help advance the understanding
and treatment of this complex mental disorder.'®
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Abstract

ackground: It is well established that a substantial proportion of primary care patients experience common psychiatric

disorders with somatic symptoms. There is limited research on the psychiatric profile of patients presenting to the
primary care facilities in Sudan. Aim: The current study assessed the prevalence of somatic symptom disorder in primary
care patients to understand its correlation with generalized anxiety, depressive disorders and socio-demographic factors.
Method: A prospective cohort study was conducted in a primary health center in Karima in Northern State, Sudan. From
March-April 2018, N=400 attendees were assessed. Participants completed the Patient Health Questionnaire (PHQ-SADs),
which embeds three scales. A socio-demographic questionnaire was also completed. A cut-off point > 10 was considered
acceptable for caseness. Results: From N=400 participants, 53% described having a psychiatric disorder. Of those reporting
psychiatric disorder, 45.3% were diagnosed with somatic symptom disorder (SSD), 24.1% with depressive disorder and
30.6% with anxiety disorder. Women outnumbered men by a 3:2 ratio; 61.5% were aged between 18 and 40 years; 63.8%
were married and nearly half lived in rural areas. Of those reporting psychiatric disorders, the majority (74.1%) experienced
two or three co-morbid conditions with 25.9% having no co-morbidity; 15.6% reported having all three disorders. Somatic
symptoms and depressive disorder co-occurred in 20.3%; somatic symptom and anxiety disorder co-occurred in 19.5%; and,
18.8% had depressive and anxiety disorders. SSD was more prevalent in women, widowed and divorced. Conclusion: There
was high prevalence of psychiatric morbidity among patients, namely somatic symptom disorder, depression and anxiety
disorders. There was also a high prevalence of co-morbidity between these disorders. Results corroborated regional and
international research findings and highlight the need for integrated care with more interaction and co-ordination between
psychiatric and primary care providers.

Key words: Psychiatric disorders, Somatic Symptom Disorder, SSD, Co-morbidity
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Introduction

Somatic Symptom Disorder is a subcategory of the
diagnostic category Somatic Symptoms and Related
Disorders in the Diagnostic and Statistical Manual of
Mental Disorders (DSM-5), which replaces the previous
category of somatoform disorders.! The change occurred
in order to better define these disorders and make them
more relevant to the primary care setting.? The somatic
symptoms and related disorders category includes five
diagnoses: somatic symptom disorder (SSD), illness
anxiety disorder, conversion disorder, psychological
factors affecting other medical conditions, and factitious
disorder. All share a common feature - the prominence of
somatic symptoms with significant distress and
impairment.! SSD deemphasizes the centrality of
medically unexplained symptoms and defines the disorder
on the basis of persistent somatic symptoms associated
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with disproportionate thoughts, feelings, and behaviours
related to these symptoms. People with multiple persistent
physical symptoms that seem to have no apparent biologic
basis are common in those presenting to primary care and
are more prone to iatrogenic harm from unnecessary
investigations and treatments.??

The prevalence of SSD in the general population is
estimated to be 5% to 7% making this one of the most
common categories of patients in the primary care
setting.*  The disorder can begin in childhood,
adolescence, or adulthood and women tend to present with
somatic symptom disorder more often than men.>® The
aetiology of SSD is unclear. However, studies have
determined that risk factors for chronic and severe somatic
symptoms include childhood neglect, sexual abuse,
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chaotic lifestyle, a history of alcohol and substance abuse
and personality disorders.” Psychosocial stressors and
culture affect patients’ presentation. Studies in primary
care settings found significantly higher rates of
unemployment and impaired occupational functioning in
somatizing patients compared with non-summarizing
patients.> Patients may also present with physical
symptoms when psychiatric symptoms are stigmatized, as
in some cultures, including Sudanese and Arab cultures.®®

Mental and behavioural disorders are common among
patients attending primary healthcare settings. A cross-
cultural study conducted by the World Health
Organization (WHO), at 14 sites in different continents
and countries, reported high levels of psychiatric
morbidity among patients attending primary health care
facilities. The prevalence of mental disorders across the
sites varied considerably, from 14% to 34%, and these
results clearly demonstrate that a substantial proportion of
patients have a mental disorder.!” It has been estimated
that one out of every three primary care patients suffer
from one or another kind of mental illness.'! Moreover, as
many as half of the patients presenting with medically

Methods

This is a prospective health center-based cohort study
conducted in the Karima Primary Health Centre (PHC).
Karima is the second largest city in the North State of
Sudan with a population of 833,793. It is one of the main
trading centers on the Nile River. The Karima PHC is the
only facility in the city that provides PHC services under
the supervision of insurance services and second level
referral services for 20 centers in nearby villages. The
service is provided by four medical practitioners with
specialist referral to the city hospital when indicated.

The current sample size was calculated according to Dihru
et al.' to be not less than 385. The study was conducted
over a four-week period from March to April 2018. The
inclusion criteria included patients aged 18 and above.
Patients with learning disabilities or severe medical
illnesses were excluded from the start. During the study
period, 480 patients were screened. Fifteen questionnaires
were missing and 65 were excluded due to incomplete
data and hence 400 questionnaires were included in the
final analysis.

Participants were screened using the Patient Health
Questionnaire (PHQ-SADs), which has three subscales. A
cut-off point > 10 was considered as indicative of
coarseness for all three subscales. The PHQ-SADs is a
self-administered, brief diagnostic assessment screen
widely used to measure rates of psychiatric morbidity in

the primary care settings.!” The items in the PHQ-SADs
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unexplained physical symptoms, suffer from psychiatric
rather than medical illness.'?

Regional research in Arab countries reported high
psychiatric morbidity at primary health care (PHC) level.
A Kuwaiti study found a high morbidity of psychiatric
disorders among primary health care attendees (42.7%),
including depression (22.9%), anxiety (17.7%), and
somatization (33.4%), with high co-morbidity between
disorders.'> Becker et al. reported a somatization rate of
19.5% and a depression rate of 20% in PHC Saudi
patients.'* Another Saudi study in the Aseer region found
a prevalence of 60.8% for somatoform disorder.'>

The prevalence of psychiatric illness in the PHC has been
the focus of research worldwide. There is a scarcity of
such studies in Sudan. We decided to screen for
psychiatric morbidity among the primary clinic attendees
in Northern State, Sudan.

The aim of this study was to determine the prevalence of,
and identify the possible risk factors for, common
psychiatric disorders at the primary care level.

measuring somatization, depression and anxiety disorders
were extracted by the author of the questionnaire from the
DSM-1V diagnostic criteria for the three disorders.

The PHQ-SADs measures five groups of disorders,
including depressive, anxiety, somatoform, alcohol, and
eating disorders. To screen for somatic, anxiety and
depressive symptoms, the Arabic version was
administered. This questionnaire was validated in multiple
studies in Saudi Arabia using formal Arabic.'®'>'® The
Arabic version used in the current study was validated by
Al-Hadi et al.'® Three scales are embedded in the PHQ-
SADs: the 15-item Patient Health Questionnaire (PHQ-
15), the 7-item Generalized Anxiety Disorder scale
(GAD-7) and the 9-item Patient Health Questionnaire
(PHQ-9) which measure somatic symptoms, anxiety and
depressive symptoms respectively. Scores of 5, 10, and 15
represent cut-off points for low, medium and high
symptom severity respectively for all three scales and
likewise a score of >10 represent ‘clinically significant

symptoms’.

Data were analyzed using IBM SSPS Statistics 23 and
descriptive statistics including mean, SD, frequencies and
percentages were used to describe the data. Categorical
variables were compared using chi-square test. A multiple
logistic regression analysis was used to find significantly
associated factors with mental disorders. Somatic, anxiety
and depression symptoms were separately used as
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dependent variables and socio-demographic variables as
independent variables and a p value of < 0.05 was
considered as the level of statistical significance.

Ethical consideration

Results

Participants’ socio-demographic characteristics are shown
in Table 1. Almost two thirds (61.5%) were aged between
18 to 40 years with women representing 59%.

Those with a university degree and high school education
represented 71.2% of the sample.

Table 2 shows that more than half (53%) of participants
reported psychiatric morbidity. Co-morbidity of the three
disorders at a cut-off point > 10 on the GHQ-SADs was
15.6%. It is evident that the participants presented more
commonly with somatic symptoms rather than depressive
or anxiety related symptoms.

Table 3 shows the prevalence of low, medium and high
somatic symptom severity at the cut-off points 5, 10 and
15 on the PHQ-15 respectively.

Results for the cut-off points 5, 10, 15 and 20 on the PHQ-
9 representing mild, moderate, moderately severe and
severe depressive symptoms respectively, are shown in
Table 4. Taking a cut-off point >10 on the PHQ-9, the
number of patients with depressive disorder were 24.8%
(n=99) and this included patients with moderate,
moderately severe, and severe depressive symptoms.

At the cut-off points 5, 10 and 15 on the GAD-7
representing mild, moderate and severe anxiety
respectively, the results are shown on Table 5. At cut-off
point of >10, 26% had moderate and severe anxiety

symptoms.

Table 6 shows the co-morbidity of SSD with depressive
disorder. At a cut-off point >10 on the PHQ-SADs for the
two disorders, it is evident that an increase in the severity
of somatic symptoms is significantly associated with an
increase in depressive symptoms severity (p=0.00).
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The current study was reviewed by the Sudan Medical
Specialization Board, and ethical clearance was obtained
from the Ministry of Health, North State, Sudan.Verbal
consent was obtained from the participants were assured
of confidentiality and reminded of the voluntary nature of
their involvement.

Among the participants with high somatic symptom
severity, almost two-thirds had depressive symptoms, and
all participants with severe depressive symptoms had
SSD.

Table 7 shows the co-morbidity of SSD with Generalized
Anxiety Disorder. At the cut-off points >10 on the PHQ
for the two disorders, it is also evident that an increase in
severity of somatic symptoms is associated with an
increase in anxiety symptoms (p=0.00).

The co-morbidity of depressive disorder with generalized
anxiety disorder is shown in Table 8. It is evident that an
increase in depressive symptom severity is significantly
associated with an increase in anxiety symptom severity
(p=0.00).

Table 9 shows the significant contributory socio-
demographic risk factors. For brevity, non-significant
factors were omitted from the Table. According to gender,
SSD was found insignificantly more in women compared
to men (p=0.003). There was no significant difference
between men and women regarding prevalence of both
depressive and anxiety disorders. Age, residence,
occupation and educational level were not significantly
associated with psychiatric morbidity in the current
sample. As to marital status, SSD was significantly
reported higher symptom levels reported by those who
had divorced or been widowed when compared with
married and singles (p=0.003). The difference was also
significant for both depression and anxiety between the
widowed and the divorced compared to the married and
singles (p=0.00, 0.005 respectively).
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Table 1. Sociodemographic characteristics for N=400

Sociodemographics N % \
Gender

Men 164 41.0
Women 236 59.0
Age group

18-30yrs 130 325
31-40yrs 116 29.0
41-50yrs 88 22.0
51-60yrs 40 10.0
>60yrs 26 6.5
Residential area

Rural 177 44.3
Urban 223 55.7
Social status

Single 99 24.8
Married 255 63.7
Divorced 29 7.2
Widowed 17 4.3
Educational level

University 155 38.7
Secondary school 130 32.5
Primary school 63 15.7
Khalwa 17 43
Adult literacy 15 3.8
Illiterate 20 5.0
Occupation

Employee 129 32.2
Retired 34 8.5
Laborer 64 16
Student 45 11.3
Housewife 112 28
Not-working 16 4.0
Total 400 100%

Table 2. Psychiatric morbidity and co-morbidity

Diagnoses N %
No mental disorder 188 47
Any one of the three disorders 212 53
Somatic symptom disorder alone 96 45.3
Depressive disorder alone 51 24.1
Generalized anxiety disorder alone 65 30.6
Co-morbidity of two and three disorders 157 74.1%
Co-morbidity of three disorders: somatic symptom disorder, 33 15.6
depressive disorder, generalized and anxiety disorder
Co-morbidity of somatic symptom disorder with depressive 43 20.3
disorder
Co-morbidity of somatic symptom disorder with generalized 41 19.5
anxiety disorder
Co-morbidity of depressive disorder with generalized anxiety 40 18.8
disorder
No co-morbidity 55 25.9
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Table 3. Frequency and severity of SSD, according to 3 cut-off points on PHQ-15

Somatic symptom level N %
Non-somatic symptoms 105 26.3
Low somatic symptom severity 114 28.5
Medium somatic symptom severity 113 28.2
High somatic symptom severity 68 17.0

Table 4. Frequency and severity of depressive symptoms, according to 4 cut-off points on PHQ-9

Depression symptom level N % ‘
No depression 202 50.5
Mild depression 99 24.8
Moderate depression 56 14.0
Moderately severe depression 36 9.0
Severe depression 7 1.8

Table 5. Frequency and severity of anxiety symptoms, according to 3 cut-off points on GAD-7

Anxiety symptom level N Y%
No anxiety 199 49.8
Mild anxiety 97 243
Moderate anxiety 70 17.5
Severe anxiety 34 8.5
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Table 6. Co-morbidity of SSD with depression

Depression Total
No Mild Moderate Moderately Severe
depression depression depression severe depression
depression
Somatic Non-Somatic Count 161 40 8 3 0 212
symptoms symptoms % of 75.9% 18.9% 0.04% 0.02% 0.0% 100%
(PHQ-15) Total
Low Somatic Count 63 36 7 8 0 114
symptoms % of 15.8% 9.0% 1.8% 2.0% 0.0% 28.5%
Total
Medium Count 39 38 21 14 1 113
somatic % of 9.8% 9.5% 5.3% 3.5% 0.3% 28.2%
symptoms Total
High somatic | Count 8 15 26 13 6 68
symptoms % of 2.0% 3.8% 6.5% 3.3% 1.5% 17.0%
severity Total
Total Count 202 99 56 36 7 212
% of 50.5% 24.8% 14.0% 9.0% 1.8% 100.%
Total

Chi-Square=158.079, p=0.000
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Table 7. Co-morbidity of SSD with generalized anxiety disorder

Crosstab
Generalized anxiety disorder Total
No Mild Moderate Severe
anxiety anxiety anxiety anxiety
Non-somatic Count 89.0 12.0 3.0 1.0 105.0
symptoms % of Total 22.3% 3.0% 0.8% 0.3% 26.3%
Low somatic Count 61.0 31.0 16.0 6.0 114.0
Somatic symptoms % of Total 15.3% 7.8% 4.0% 1.5% 28.5%
symptoms Medium Count 40.0 36.0 24.0 13.0 113.0
(PHQ-15) somatic % of Total | 10.0% 9.0% 6.0% 3.3% 28.2%
symptoms
High Count 9.0 18.0 27.0 14.0 68.0
somatic % of Total 2.3% 4.5% 6.8% 3.5% 17.0%
symptoms
severity
Total Count 199.0 97.0 70.0 34.0 400.0
% of Total 49.8% 24.3% 17.5% 8.5% 100%
Chi-Square=114.501, p=0.00
Table 8. Co-morbidity of depressive with generalized anxiety disorders
Crosstab
Generalized anxiety disorder Total
No Mild Moderate Severe
anxiety anxiety anxiety anxiety
No depression Count 131 29 6 2.0 161
% of Total 81.7% 13.7% 2.8% 0.9% 50.5%
Mild Count 31.0 47.0 16.0 5.0 99.0
depression % of Total 7.8% 11.8% 4.0% 1.3% 24.8%
' Moderate Count 3.0 19.0 25.0 9.0 56.0
Depression depression % of Total 0.8% 4.8% 6.3% 2.3% 14.0%
Moderately Count 0.0 2.0 21.0 13.0 36.0
severe % of Total 0.0% 0.5% 5.3% 3.3% 9.0%
depression
severe Count 0.0 0.0 2.0 5.0 7.0
depression % of Total 0.0% 0.0% 0.5% 1.3% 1.8%
Total Count 199.0 97.0 70.0 34.0 400.0
% of Total 49.8% 24.3% 17.5% 8.5% 100.0%

Chi-Square=297.268, p=0.00
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Table 9. Significant socio-demographic risk factors for psychiatric morbidity

Mental Disorders
Total
SSD Depression Anxiety
N % N % N Y% N %

100 212 96 45.3 51 24.1 65 30.6
Gender
Men 86 40.7 30 14.0 19 8.9 22 10.5
Women 126 59.3 66 31.3 32 15.2 43 20.1
p-value 0.003 0.43 0.06
Chi-square 14.299 3.82 7.43
Social Status
Single 53 24.8 24 11.5 14 6.5 17 7.8
Married 135 63.7 56 26.3 25 11.9 36 16.8
Divorced 15 7.2 9 4.5 8 3.6 8 3.9
Widowed 9 4.3 6 3.0 4 2.1 4 2.1
P-value 0.003 0.00 0.005
Chi-square 24.825 43.961 23.36

Discussion

A 53% prevalence rate of psychiatric disorders in the
current study is relatively higher than that reported by
three large epidemiological studies using the PHQ. The
point prevalence of psychiatric morbidity in primary
health clinics was found to be 26% in the USA, 42.5% in
Belgium and 30.3% in Spain.'>?°2! Those studies included
substance misuse, eating disorder and posttraumatic stress
disorders, which were not included in the current study. In
Kuwait, Alkhadhari et al.?? investigated all three disorders
and reported a psychiatric morbidity of 42.7%, which is
less than the rate of our study. However, it does not differ
from the WHO's trans-cultural study in 14 countries using
the Composite International Diagnostic Inventory (CIDI).
The study estimated the prevalence of psychiatric
morbidity to vary between 7.3% in Shanghai (China) to
52.5% in Santiago de Chile, with an overall rate around
24%.'° It is noteworthy to mention that the WHO’s study
also included substance misuse, eating disorders and
posttraumatic stress disorders.

This high prevalence of psychiatric morbidity in our
sample is consistent with worldwide research, albeit there
is no published local research for comparison. Kessler and
Stafford stated that when patients have psychological or
behavioural problems they will turn almost exclusively to
the primary care facility, not to psychiatric or substance
abuse services for care.?> They concluded that primary
care is the de facto mental health system. It has been
demonstrated that 43% to 60% of patients with
psychological problems are solely treated in primary care,
while only 17% to 20% are treated in the specialty mental
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health system.?* In Sudan, there are no psychiatric services
at the primary care level and this may explain the high
morbidity rate. Reported barriers that limit mental health
service accessibility in Sudan include geographic
distance, financial constraints and fear of stigma.?
Another explanation for this high rate is that in Arab and
Muslim countries, mental illness is regarded as a bad
omen indicative of possession by evil spirits and hence
patients tend to express their psychological distress in
physical terms.?

The frequency of participants who screened positive for
SSD on the PHQ-15 was high (45.3%). This high rate of
somatic symptom presentation is consistent with research
that found approximately half of all primary care visits are
for somatic complaints.?” Another study estimated about
80% of people presenting to primary care for
psychological problems reported physical symptoms as
their chief complaint.?® The multiplicity of definitions of
SSD and diverging research methods has led to wide
variations in the prevalence of somatization disorder. The
prevalence rate was reported to be 33.4% in Kuwait,?
60.8% in KSA'" and 57.5% in Nigeria.”® These regional
findings are not dissimilar from ours.

Another study found many somatising patients were
suffering from depressive and anxiety disorders.?” The
current findings support evidence that depression and
anxiety are closely associated with somatic symptom
disorder. Psychosocial stressors are known to trigger
somatic symptom presentation. In the current study, SSD
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was significantly reported more by those who had been
divorced or widowed.

Taking a cut-off point 10 on the PHQ-9 for a depressive
disorder diagnosis would include patients with moderate,
moderately severe, and severe depressive
symptomatology. Accordingly, the number of patients
with a depressive disorder constituted 24.1% (n=51) of
the current sample. Croicu et al. estimated that up to 20%
of people presenting for a primary care visit reported
significant depressive symptoms with 5% to 10% meeting
diagnostic criteria for major depression.’ In the current
study, at a cut-off point of 15 on the PHQ-9,which
included moderately severe and severe depressive
disorder, the rate was 10.8%. Two large epidemiological
studies in KSA and Kuwait reported higher rates of
depression in primary care; 49.9% and 37.1%
respectively.?’? However, these rates included °‘sub
threshold’ cases while our study population included those
with moderate and severe degrees of disorders. Had we
included participants with mild depression, the rate would
be 49.6%, which is comparable to regional rates.

At cut-off point 10 on the GAD-7, 30.6% of our
participants screened positive for anxiety disorder.
Though designed primarily as a screening and severity
measure for generalized anxiety disorder, the GAD-7 also
has moderately good operating characteristics for three
other common anxiety disorders: panic disorder, social
anxiety disorder, and posttraumatic stress disorder. When
screening for anxiety disorders, a recommended cut-off
point for further assessment is a score of 10 or more. In
clinical practice, it is recommended that the screening
should be followed by clinical interview to establish the
type of anxiety disorder and the screening is used to
indicate possible diagnosis.

The 30.6% rate is comparable to research that suggested
approximately one-third of primary care patients have
significant anxiety symptoms.® It is reported that
depression and anxiety co-occurs in up to 50% of all
primary care patients.”? In the current study, 72.1%
patients with anxiety disorder also screened positive for a
depressive disorder. These results reflect the challenge
that clinicians face when dealing with patients who report
anxiety symptoms because anxiety disorders can be
symptomatic of another psychiatric or general medical
disorder. Sometimes, the physical manifestations of
anxiety can lead to multiple diagnostic invasive
procedures and iatrogenic complications.

In the current sample, more than half of patients had SSD
comorbid with almost equal rates of depression and
anxiety (20.3% vs 19.5% respectively), suggesting a
correlation between the three disorders. This is supported
by research that found primary care patients commonly,
but not exclusively somatise their emotional distress.
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Since a sizable proportion of SSD patients in the current
study had no depression or anxiety co-morbidity (46.4%),
it is important not to overemphasize the explanation of
somatization in the realm of affective and anxiety
disorders, but to think of SSD as a separate diagnosable
entity.

The current findings indicate that most participants, who
had depressive or anxiety disorders. suffer from somatic
symptoms disorder (81.8% and 75% respectively). The
findings are consistent with a number of previous studies
which indicate that Eastern populations have a tendency
to express emotional distress in somatic terms.!*?® This
association is not confined to specific cultures, however
cultural factors may influence the meaning attached to
symptoms.*

There were no significant differences between
participants with and without psychiatric disorders in age,
residential area, educational attainment or occupational
status with regards to all three disorders. However,
regarding gender, women were more likely to have SSD
than men, but there were no significant differences
regarding depressive and anxiety disorders. Such findings
differ are from other studies. Across cultures, women are
more likely than men to report somatoform disorders,
depression, and anxiety.* Toft. T and Fink et al. in
Denmark reported that women had higher prevalence of
somatization disorder and overall mental disorders than
men.?! This difference in the current study may be
explained partially due to findings that suggested men had
a high percentage for both depressive and anxiety
disorders, which is higher than has been reported in other
studies. Another explanation can be understood in the way
Sudanese women and men seem similar in that they
express their emotional distress in physical rather than
psychological terms. However, the current findings are
consistent with those reported in a study from Qatar,
which estimated the prevalence of somatization, anxiety,
depression and stress in a primary care population. The
study found the specific gender prevalence of these four
psychological disorders was similar in men and women.*?

Regarding marital status, the widowed and divorced
appear more likely to suffer from all three disorders than
people who are married or single. This is consistent with
regional research. A Nigerian study reported high
prevalence of mental disorders in the widows presenting
to the primary care.?® Further, a study in Qatar reported a
significant difference regarding marital status for
depression and anxiety*?. Two Saudi studies also reported
high prevalence of somatization and depression in the
divorced and the widowed.!*13

In the current study, there is equal distribution of mental
disorders between different age groups. Although past
research reported greater prevalence among the elderly,
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large systematic reviews comparing prevalence of
somatoform disorders between young and old age groups
were inconclusive.?*** Likewise, there was no significant
difference in psychiatric morbidity according to
educational attainment and occupational status, which

Limitations

The current study had several limitations. It was
conducted in one PHC and for a period of four weeks only.
A second stage research may have strengthened the
design, which may have ensured greater generalizability.
Structured clinical interview, which is gold-standard, may
have been useful for identifying false positives, which are
not uncommon for questionnaire-based studies.

Significant association should have been presented as
confidence intervals in addition to p values.
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Abstract

ackground: Traditional healing for people with mental illness is popular in many parts of the world, including

Sudan. The role of traditional healers in Sudan cannot be ignored. According to the WHO, 80% of people with
mental health difficulties seek help from traditional healers before going to health services. Psychiatrists are reticent to
collaborate with traditional healers, which has not been thoroughly and widely investigated in Sudan. Objectives: The
current study explored the opinions and attitudes of psychiatrists and psychiatry trainees in Sudan towards traditional
healers to understand their willingness to work with traditional healers and assess what factors might influence such
collaboration. Methods: N=108 psychiatrists and psychiatric trainees were recruited to this descriptive cross-sectional
study. Data were collected using a self-administered questionnaire. Results: Psychiatric trainees (n=70) and qualified
psychiatrists (n=38) participated. Overall, 51% supported the idea of collaboration between psychiatric doctors and
traditional healers; 57% wanted to learn more about traditional practice, 51% expressed willingness to engage in discussion
and workshops with traditional healers; 72% stated they would not refer patients to traditional healers. Conclusion: Half of
participants in Khartoum supported collaboration with traditional healers. There is no significant association between
participants’ experiences of traditional healers and their opinions on the integration between psychiatry and traditional
healing. Most participants agreed there may be a role for traditional healing methods in the treatment of anxiety, but not for
the treatment of psychotic, mood, and personality disorders.

Key words: Perspectives, Traditional healers, Psychiatrists
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Introduction

Traditional healers are common across the world and
have been instrumental in the delivery of mental and
physical health care for large proportions of the global
population for centuries. While their practice can be
variable and possibly harmful, it is also likely that
traditional methods used can be helpful to individuals,
families, and communities. Rather than seeking to
diminish traditional healing, it is more productive to seek
opportunities to better understand the practices used and.

In Sudan, there are two categories of traditional healers
who support people with mental health difficulties. The
first is that of religious healers who have been influenced
by Arab and Islamic culture over many centuries. This
group of healers may be classified into Koranic healers
and Sufi healers. The second category is comprised of
non-religious healers influenced by indigenous culture,
such as that of the Kogour in South Sudan and Zar who
came to Sudan from Ethiopia.!

According to the World Health Organization (WHO),
traditional healing can be defined as “the total of
knowledge, skills, and practices based on the theories,
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beliefs, and experiences indigenous to different cultures
that are used to maintain health, as well as to prevent,
diagnose, improve, or treat physical and mental

illnesses”.?

Since the early 1970s, the WHO has advocated for the
recognition of Traditional Health Practitioners (THPs) as
a part of Primary Healthcare (PHC), and also for the
integration of traditional medicine in national health
systems.? It can be argued that psychiatry, more than any
other branch of medicine, has provided strong advocacy
for the integration of traditional healing with modern
medicine because mental illness, for many, can seem
rather enigmatic. Collaboration between traditional
healers and health practitioners is now being accepted by
many African countries, especially in the Sub-Saharan
region.’

The potential to integrate traditional healing practices
with the psychiatric care in Sudan was recognized by
many pioneering Sudanese psychiatrists in the past, but
such degrees of openness and curiosity have given way
to more complex systems that are, rightly, concerned
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with clinical management and safety. Expanding on
these earlier efforts through research offers one way of

understanding the utility, effectiveness, and risks of
traditional healing in the context of mainstream mental
health delivery.!

Statistics from the WHO highlight that more than 80% of
African populations attend traditional healers for health
reasons; approximately half will have some kind of
mental disorder.* Without mentoring and monitoring,
some traditional healers may have harmful methods of
practice, such as isolating patients in an unhealthy, non-
hygienic environment, depriving patients of nutritional
food, beating patients, misdiagnosis and
mismanagement. Collaboration with traditional healers
can include educating them about the benefits and
effectiveness of modern psychiatric medications to their
patients, under a psychiatrist’s supervision while
continuing the beneficial traditional methods of
treatment that do not cause harm to the patient.> There

Objectives

The perspectives of Sudanese psychiatric doctors
towards traditional healers in Khartoum, Sudan are
explored in the current study. Demographic
characteristics of psychiatrists and trainees working in
Khartoum were assessed and a survey-based
questionnaire was used to understand their opinions
about integrating traditional healing practices within
mainstream mental health services.

Methods

The current study used a survey-based method to
understand the attitudes and opinions of psychiatrists and
trainee psychiatrists working in Sudan’s capital city
Khartoum. A total of 62 psychiatrists and 78 trainee
psychiatrists worked there at the time of the study (from
January to June 2018). ® All were contacted and invited
to participate.

Data were derived from a self-administered
questionnaire, which was reviewed and validated by five
experienced Consultant Psychiatrists. Participants were
asked about their demographic information in addition to
their opinion and attitude towards traditional healers. The
questions were based on a similar study from South
Africa.” A variety of statements were used in the
questionnaire with most being ratable via the Likert scale

45

are advantages to ensuring that such education is multi-
directional for traditional healers, psychiatrists and other
mental health professionals.

Traditional healing has obvious popularity in Sudan’s
local community. However, despite it being a common
preference for treatment of mental illnesses, there is
sparse research on the attitudes and opinions of Sudanese
psychiatric doctors about collaboration and integration
with traditional healers.

The purpose of the current study is, therefore, to examine
the views of psychiatric doctors towards traditional
healers, and to determine the extent to which some
variables might predict the likelihood of working with
traditional healers. Our aim is to help the people who
make key decisions about mental health delivery in
Sudan gain more insight as to the potential for
collaboration between traditional healers and mainstream
mental health service providers.

A further aim was to determine the relationship between
the work experience of psychiatric doctors and their
attitude towards collaboration with the traditional
healers. Finally, to identify the participant’s view about
the role of traditional healing methods in treating some
psychiatric conditions.

while others involved dichotomous choices; according to
the nature of the information needed.

A pilot was conducted to ensure the validity of the
questionnaire. Data analysis was via SPSS and Microsoft
Excel. Ethical review was from the ethical committee of
the Sudan Medical Specialization Board. Participants
provided written consent prior to taking part in the study
and understood their right to withdraw at any time. All
were informed as to the purpose of the research and were
aware their data would be anonymized.
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Results

A total N=108 Sudanese psychiatric doctors participated
in the study with n=70 (65%) being trainees and n=38
being qualified Psychiatrists. This reflected a response
rate was 78% of the estimated total psychiatrists and
trainee psychiatrists working in Khartoum at the time of
the study.

Table 1. Age and experience

Participant characteristics

Among the participants, n=58 participants (54%) were
women and n=50 (46%) were men with more than the
half (53%) being 25-36 years of age. Consultant
psychiatrists ranged in ages from 56-65 years (see Table

).

Age Experience Total
Consultant | Trainee Specialist

25 years or less 0 3 0 3
26 - 35 years 0 53 4 57
36 - 45 years 5 13 7 25
46 - 55 years 2 0 2 4
56 - 65 years 12 1 1 14
66 - 75 years 4 0 0 4
75 Years or more 1 0 0 1

Total 24 70 14 108

Perspectives on the importance of collaboration

Participants were asked to rate their responses to the
statement: ‘It is important for psychiatrists to collaborate
with the traditional healers’ on a 5-point Likert scale
with 1=strongly agree and 5=strongly disagree. From the

*]= strongly agree, 5= strongly disagree

108 participants, we found that 22 participants strongly
agreed, 33 agreed, 10 disagreed and 10 strongly
disagreed (see Figure 1).

Figure 1. Participant ratings on collaborating with traditional healers
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Willingness to learn more about traditional healing

Participants were asked to rate how they felt about
attending joint workshops or discussions with traditional
healers based on a 5-point Likert scale with 1=absolutely
and 5=not at all. In total, n=77 (73%) wanted to learn
more about traditional healing; n=19 (17.6%) held more

1= absolutely, 5= not at all

neutral views; and, n=12 (11.1%) did not want to engage
in workshops or discussions about the practice (see
Figure 2).

Figure 2. Participant ratings on willingness to attend workshops/discussions

Attitudes toward traditional healing of mental health

Participants were asked to give either a ‘yes’ or ‘no’
response to their views on the roles of traditional healers
in four areas of mental health: psychotic disorders, mood
disorders, anxiety disorders and personality disorders.

In this study, 58% of the participants have the
willingness to support the integration between the
traditional healers and psychiatrists.

Figure 3. Participant’s opinion about the role of the traditional heading in some psychiatric conditions

Participant level of experience and opinion on
collaboration with traditional healers

Pearson Chi-Square test showed that there is no
significant association between the experience of
participants and their opinion about collaboration with
traditional healers.
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Figure 4 suggests that the more senior the psychiatrist is,
the more likely they are to endorse collaboration with
traditional healers. Indeed, there was greater reluctance
among trainee psychiatrists compared with the specialists
and consultants.
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Figure 4. Participant’s position and the agreement to collaborate with the traditional healers

In relation to methods used by the traditional healers
which include restriction of patient’s diet and lashing the
patients by traditional healer and treating patients by
Rogia "exorcism"), we found that most participants held
positive view about the treatment by Rogia more than for

Discussion

Traditional healing methods for people with mental
illness is popular in many parts of the world, including
Sudan. Their role in the country cannot be ignored. Local
estimates suggest there is high take up of such support,
which is highlighted in one study that found 84% of
patients with a history of mental health difficulties
sought treatment from traditional healers.® The WHO has
long advocated for the integration of traditional healing
into mainstream health care systems to help alleviate the
problems that primary health care services encounter.’
The possibility of doing so would likely receive better
support from psychiatry and other mental health
professionals were there proper evaluations as to the
utility, effectiveness and safety of traditional healing
methods. Such rigor allows for greater understanding as
to any risks associated with these methods and has the
potential to identify where good practice can be
integrated into more mainstream provision.
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the other methods (24 participants agreed using Rogia,
23 strongly agreed 9 disagreed and 10 strongly
disagreed), while nobody agreed using diet restriction
and by lashing people was an acceptable method.

Patients use traditional healing for many reasons. It may
be less stigmatizing and is therefore more readily sought;
and/or it may be regarded as more affordable.

One way to mitigate against potential risks or harm
caused to people who seek support from traditional
healers is to integrate their practice within psychiatric
services. This may also bring more people in to the
mental health care system. However, more needs to be
understood about the views of psychiatrists and other
mental health professionals toward working with
traditional healers in Sudan.

Of the 108 consultant psychiatrists, specialists and
trainee psychiatrists who participated in the current
study, the majority were trainees (n=70 or 65%) and it is
at this level in the psychiatry profession where a
reluctance to engage with traditional healers becomes
most apparent. It will likely require the influence and
leadership of specialist and consultant psychiatrists - who
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expressed a greater willingness to collaborate with
traditional healers — before any substantial shift in the
professional outlook toward alternative approaches can
happen. Without evaluation and positive inquiry into the
advantages and disadvantages of these methods, how
will the risks be understood? It would be important to
consider these risks further in the context of a global
shortage of psychiatrists. To that end, and given the
popularity of traditional healing methods, the need to
collaborate with traditional healers is possibly greater
than ever.!!

Findings from the current study indicate that about half
of all qualified psychiatrists and psychiatric trainees
working in Khartoum agreed that it would be important
to collaborate with traditional healers (30% agree and
20% strongly agree). However, the findings also suggest
a divide between those who disagreed with the idea of
collaboration (18.6%) and those who lacked a clear
opinion on the matter (30.4%). Consider this in relation
to a study from South Africa that found 57.7% of health
care practitioners regarded traditional healing as a viable
complimentary approach to use within the primary health
care system, with 53.3% endorsing traditional healing as
a safe practice.'?

Regarding the willingness to support the integration of
traditional healers and psychiatrists for some aspects of
patient-related practice, 58% of participants expressed
willingness to do to so. A similar outlook was
highlighted in a focus group study, which was conducted
to investigate the perceptions of various stakeholders on
integration of traditional and mainstream mental health
delivery in South Africa.'3 In that study, the researchers
included psychiatrists, medical doctors, psychologists,
traditional healers and service users. According to the

Conclusion

e Half of the Sudanese psychiatrists and trainees
working in Khartoum agreed it is important to
collaborate with traditional healers.

e There is no significant association between the
experience (regarding seniority level) of a

Recommendations

e Health authorities must consider the potential for
partnership with the traditional healers.

e Establishing workshops with traditional healers for
mutual learning and mitigation against harmful

49

study, most focus group participants preferred formal
cooperation between traditional healers and mental
health care providers.!'?

In relation to participant attitudes toward the role of the
traditional healers for psychotic disorders, anxiety
disorders, mood disorders and personality disorders,
most agreed there may be a role for them in the treatment
of anxiety, but not in the other areas. Traditional healing
is not based on evidence-based practice; however, its
utility is supported in one study conducted in Sudan.!*
The study found a reduction in common psychological
symptoms for people with psychotic who attended
traditional healing centers.'* Although, the study had a
number of methodological flaws, it offers some
indication that traditional healing may be effective as a
low-intensity intervention.

A further notable outcome from the present study are the
opinions held about methods used by traditional healers
when treating psychiatric patients. In total, #=57
participants (43%) agreed with the practice of exorcism,
or Rogia. The practice of diet restriction and physically
lashing as methods of treatment for such patients was not
endorsed by any of the participants. Rogia is a widely
held practice for traditional healers in Sudan. There
remains a belief within the culture that exorcism can
alleviate certain mental health conditions although how
successful Rogia is will depend upon the skills of the
healer and degree of the conviction of the patient and his
belief.'* This skill may not be dissimilar to that of a
psychologist or counsellor having the ability to establish
a good therapeutic alliance and there is also the
possibility that following someone’s belief system in a
more credulous way can provide some relief from
neurotic-type symptoms.

participant and his/her opinion of the integration
between psychiatric and traditional healing.

e Most participants agreed there may be a role for
traditional healing in the treatment of anxiety
disorders. However, none to its use in the treatment
of psychotic, mood, and personality disorders.

practice could support more referrals for mental
health care resulting in better outcomes for people.
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e Channels of collaboration between traditional healing
and mainstream healthcare professionals must be
considered.

e Further research is needed to evaluate the possibility
of services integrating with the traditional healers.

Limitation

The current study sought the opinions of psychiatrists
and trainee psychiatrists only. Doctors from other
specialties were not enrolled.
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Appendix
The questionnaire

We invite you to participate in this study. Participation in this study is highly valued and much appreciated as it adds to the
knowledge pool for the integration between the traditional healers and psychiatrists. The current study utilizes a
questionnaire to collect data. Participation is voluntary. The data that will be collected will remain anonymous. Participants
can withdraw from the study if and when they feel uncomfortable to continue. The questionnaire is divided into three parts
and participants are kindly asked to complete all three parts. It takes about five minutes.

PART 1: Demographic data

1. Age: 0 <25 years 026 - 35 years 0 36 - 45 years 0 46 - 55 years 0 56 - 65 years 0 66 - 75 years o >75 years
2. Gender: 0 male o female

3. Position: o Consultant O Specialist o Registrar

4. Current workplace: o Inside Khartoum state 0 Outside Khartoum state

5. Your practice is in: 0 Only public hospital o Only private Clinic o0 Public hospital and private Clinic

Where did you received your training of psychiatry o In Sudan oAbroad

Part 2: This section asks about your attitude toward traditional healing. Please tick ONE box only

1 2 3 4 5
Question Absolutel Maybe = Unsure | Not Not at
y ¥

likely — all

1 | I would like to attend joint
workshops/discussions with traditional healers
2 | I will refer some patients to be treated by
traditional healers.

3 | I have the potential to visit some centers of
traditional healing to treat patients there.

4 | I would like to support the integration of
traditional healers and psychiatrists

PART 3. This section asks about your opinions about traditional healing. Please tick ONE box only.

NO. Question 1 2 3 4 5
Strongly Agree Not sure Disagree Strongly
agree disagree
1 It is important to collaborate with the
traditional healers.
2 Traditional healers should be licensed to be
a part of the treating team.
3 Traditional healers must be trained to know

when to refer patients to psychiatrists.
Using Rogia & is useful.

Using Mihaia 3lze is useful.

Using Bakhra s_¢<is useful.

Restraint patients by traditional healer is
useful.

NN (A
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8 Restriction of patient’s diet by traditional
healers is useful.

Lashing patients by traditional healers is

9 useful.
10 I want to learn more about traditional
healing.

In my opinion, there may be a role for traditional healers in the following conditions:

i Psychotic disorders o yes o no
ii. Mood disorders O yes o no
iil. Anxiety disorders o yes ono
iv. Personality disorders O yes ono
\2 Other SUCh @S ....o.ouiiti i
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Burnout Syndrome in Caregivers of Children with ADHD

Shaimaa M Arafa and Mohammed Lamlom
oledy!) ity el da il sl s 5> JIdaMS de 0 a2 2 smdd Gl

poddeges s slagh

Abstract

ackground: Parental burnout is a serious condition experienced by caregivers of children with developmental delays
B and disabilities, including ADHD children. It has consequences for the work domain and parenting domain because
of risks associated with child neglect, parental violence, suicidality and running away. Aim: The current study is a
comparative cross-sectional study that compares burnout among caregivers of children with ADHD to that among caregivers
of children without ADHD; asses sociodemographic factors associated with this burnout and to explore coping strategies
among the caregivers of children with ADHD. Method: N=50 caregivers of children with ADHD and N=50 caregivers of
children without ADHD were compared in three dimensions of burnout. Results: Burnout syndrome was more common
among caregivers of children with ADHD and was experienced more intensely by mothers, women of young age, caregivers
of low socio-economic status or caring for a boy or a child with more severe forms of ADHD. Conclusion: Concentration

on the problem was the most common coping strategy and self-blame was the least common. Training sessions for caregivers

of children with ADHD are recommended, including group therapy sessions.

Key words: Burnout syndrome, Caregivers, ADHD, Coping strategy
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Introduction

Parenting refers to the complex process of raising a child
and not merely a biological relationship. It is the process
of promoting and supporting the physical, social,
emotional and intellectual development of a child from
birth to adulthood.! The purpose of parenting and
caregiving is to support children to be safe and healthy?
and ensure a stable, protective and emotionally supportive
environment to promote the child’s good health and
learning 3

Moreover, although parenting can be wonderful, it also
can be stressful. Parents may develop burnout when they
lack the resources needed to handle stressors related to
their parenting responsibilities. Parental burnout is the
condition in which parents suffer from severe exhaustion
related to their parenting role in a way that risks them
becoming emotionally distant from their children and
having a sense of parental ineffectiveness.* Parental
burnout is a prolonged response to overwhelming chronic
stress® rather than an ordinary parental stress.® Parental
burnout is a serious condition with consequences in the
work domain as well as in the parenting domain. Work
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domain consequences include impaired mental and
physical health of employees, decreased job performance
and increased turnover.* In the parenting domain,
consequences include addictive behaviors, sleep
disorders, depressive symptoms and couple conflicts.” It
was found to be associated with child neglect, parental
violence and ideas of committing suicide or running
away.®

Parents who are at the greatest risk for burnout are those
who aim to be perfect parents;’ have poor child rearing
practices; lack support from the co-parent’ or from the
social network;'? or, have children with special needs that
impact on family life.!!

Childhood developmental disorders and disabilities create
a significant global burden, which is predicted to increase
with the continually rising population of children.> ADHD
(Attention deficit hyperactivity disorder) is a disorder,
which interferes with development or functioning.!? Its
main symptoms include inattention, hyperactivity and
impulsivity.!* The median age of onset for children with
current ADHD is six years!* and about one-third of
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children diagnosed with ADHD retain the diagnosis into
adulthood.!> The pooled worldwide prevalence of ADHD
in children under 18 is about 7.2%.'® The problem with
families of children with ADHD is that they can require a
lot of support to cope due to the difficulties their children
face with emotion regulation and impulsivity, which can
also interfere with personal relationships. They may also
have difficulties following social rules, controlling their
emotions, or saying the appropriate thing. Finally, many
aspects of their home life are quite difficult owing to
problems with self-organization, planning and focusing on
what is being said to them.?

The experience of raising a child with ADHD can differ
from traditional child rearing.!” ADHD was found to
affect the activities and emotions of caregivers, especially
those caring for children aged 6-11 years of age.'® Normal
household routines and rules might become almost
impossible; and, parents may need to adopt different
approaches to cope with the behaviors of a child with
ADHD in order to make life easier.!”

Materials and Methods

Study design and time frame

This study was a comparative cross-sectional study
carried out on caregivers of children and adolescents with
ADHD and caregivers of a matched group without
ADHD. The study was conducted from the beginning of
February to the end of July 2019.

Study population

Fifty caregivers aged 18-60 years caring for children or
adolescents with ADHD (Group A) and fifty caregivers of
a matched group without ADHD (Group B), fulfilling
inclusion and exclusion criteria were included in the
current study. Caregivers of children or adolescents with
ADHD were recruited from psychiatry outpatient clinics
in Al-Zahraa University Hospital/Al Azhar University
following diagnosis for having disruptive behavior
disorder. Diagnosis was based upon clinical assessment
by senior staff followed by psychometric assessment
using the child behavior checklist, mini-international
neuropsychiatric interview for children and adolescents
and the Conners rating scale. Control group caregivers
were recruited from relatives of Group A.

Inclusion criteria: caregivers aged 20-60 years old caring
for children aged 7-16 years old.

55

The current study aims to compare burnout among
caregivers of children with ADHD to that of caregivers
whose children do not have ADHD; to asses
sociodemographic factors associated with parental
burnout and to explore coping strategies in caregivers of
children and adolescents with ADHD. For this purpose,
and along with assessing the socio-demographic
characteristics of the studied group, answers to the
following questions were sought:

1. Is burnout syndrome more common among
caregivers of children with ADHD?

2. What are the main coping strategies used by
caregivers of children with ADHD?

3. Do levels of burnout in caregivers of children
with ADHD change based on their socio-
demographic characteristics?

4. Do levels of burnout in caregivers of children
with ADHD change based on their child’s socio-
demographic characteristics?

5. Do levels of burnout in caregivers of children
with ADHD change based on their child’s type
or severity of ADHD?

Exclusion criteria: caregivers with chronic medical or
neurological disease, past history or family history of
psychiatric disease, those caring for children with chronic
medical illness and anyone scoring >85 on the
standardized IQ test used.

Study tools

Children of caregivers in Group A were subjected to
complete history taking, IQ test, mini-international
neuropsychiatric interview and Conners rating scale.
History was taken using semi-structured psychiatric
interview, which is routinely used in the Psychiatric
Department of Al-Zahraa University Hospital. It includes
data about age, gender, birth order, school achievement
and social relations. Meanwhile, presence of disorders in
children in Group B was excluded through full history
taking and clinical examination.

IQ tests were performed to screen out children and
adolescents with intellectual disability using the Stanford-
Binet Intelligence Scale - Fifth Edition. The Stanford-
Binet Intelligence Scale is one of the most widely used
intelligence tests. It has been standardized to measure
intelligence and cognitive abilities in children, from the
age of two to adulthood. The test takes about 45 to 90
minutes to complete and measures four factors: verbal
reasoning,  abstract/visual = reasoning, quantitative
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reasoning and short-term memory. Scores in these areas
add up to form the composite score, which represents a
global estimate of a person's intellectual functioning.!’

The Arabic version of Mini-International
Neuropsychiatric Interview for children and adolescents
(MINI kid) was used to confirm the diagnosis of
disruptive disorder. The MINI is a short, structured
interview, with an administration time of about 15
minutes. It is used to diagnose DSM-IV and ICD-10
psychiatric disorders.?

The Arabic version of the Conners rating scale was used
to assess the severity of ADHD. The Conners rating scale
is a comprehensive behavior rating scale, which is used to
assess certain social, behavioral and academic issues in
children aged 6-18 years as well as to help in the diagnosis
of ADHD. The scale is designed to measure many
behavioral markers, including hyperactivity, aggressive
behavior, potential for violence, compulsive behaviors,
perfectionism, difficulty in class or with language,
separation anxiety, social issues and emotional distress.?!

Caregivers in both groups were subjected to full history
taking and the Maslach Burnout Inventory. The Coping
Strategies rating scale was used only with Group A
caregivers.

Full history taking of caregivers included personal and
socio-demographic data (age, gender, marital status,
residence, educational level, work, number of siblings,
relation to the child), complete medical and neurological
history and examination, family history of psychiatric
disease and interviewing to complete the psychiatric sheet
routinely used in the Psychiatric Department of Al-Zahraa
University Hospital.

The Arabic version of the Maslach Burnout Inventory
(MBI) was used for assessment of burnout. MBI is an
introspective psychological inventory that is used to

Statistical analysis

Data were collected, revised, coded, tabulated and
analyzed using the Statistical Package for Social Science
(IBM SPSS) version 23. Quantitative data were presented
as mean, standard deviations and ranges, independent t-
test was used for comparison between two groups and
One-Way ANOVA test was used for comparison between
more than two groups in this case. Meanwhile, qualitative
variables were presented as number and percentages, Chi-
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measure the hypothesized aspects of burnout.?? The MBI
is designed to assess the three components of burnout
syndrome namely: emotional exhaustion,
depersonalization and reduced personal accomplishment.
It is self-administered and takes about 10-15 minutes to
complete. Questions are written in the form of personal
feelings for which the answers represent the frequency
with which the respondent experiences these feelings on a
7-point scale (from zero=never to 6=cveryday). Scores are
given based on a scoring key and three scores are
computed for each respondent, corresponding to the three
assessed components.”> Caregivers were classified
according to their scores in the first section (emotional
exhaustion) into low (score 17 or less), moderate (score
between 18 and 29 inclusive) and high (score 30 or above)
burn-out. They were classified according to their scores in
the second section (depersonalization) into low (score 5 or
less), moderate (score between 6 and 11 inclusive) and
high (score 12 or above) burn-out. And, they were
classified according to their scores in the third section
(personal achievement) into high (score 33 or less),
moderate (score between 34 and 39 inclusive) and low
(score 40 or above) burn-out.

The Arabic version of the Coping Strategies Scale was
used only with Group A. It consists of 41 items, which
help to identify thoughts and actions used by family
members of children with intellectual disability to cope
with a specific stressor. Answers indicate responses to
stressors and are given on a 3-point scale (never used,
sometimes used, always used). Scores are given to
responses and total scores are summated.?*

Ethical review

Ethical review was by the Ethical Committee/Al Azhar
University prior to data collection. Participants were
assured of confidentiality and verbal consent was obtained
from all who agreed to participate.

square test was used for comparison between groups of
qualitative variables and Fisher’s Exact Test was used
when the expected count in any cell was found to be less
than 5. The confidence interval was 95% and the margin
of error accepted was 5%. So, the p value was considered
significant at the level of <0.05, highly significant at the
level of < 0.01 and very highly significant at the level of
<0.001.
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Results

The current study involved 100 participants classified into
two groups: Group A (caregivers of children and young
people with ADHD) and Group B (caregivers of children
and young people without ADHD). There were no
significant statistical differences between both groups as

regards age, gender, residence, marital status, relation to
child, educational level, socioeconomic status, number of
off springs and work. Most caregivers in both groups were
mothers (Table 1).

Table 1. Socio-demographic characteristics of caregivers in two groups

Socio-demographic characters Group A Group B Test value p value
n=50 n=50
Age (Years) Mean + SD 37.10+9.18 36.60 + 8.48 -0.283¢ 0.778
Range 28 -59 23 -56
Gender Female 47 (94.0%) 48 (96.0%) 0.211% 0.646
Male 3 (6.0%) 2 (4.0%)
Residence Rural 13 (26.0%) 14 (28.0%) 0.051* 0.822
Urban 37 (74.0%) 36 (72.0%)
Marital status Divorced 3 (6.0%) 4 (8.0%) 0.254* 0.881
Married 42 (84.0%) 42 (84.0%)
Widow 5 (10.0%) 4 (8.0%)
Relation to Grand mother 5 (10.0%) 4 (8.0%) 0.358* 0.836
child Mother 42 (84.0%) 44 (88.0%)
Father 3 (6.0%) 2 (4.0%)
Educational lliterate 7 (14.0%) 4 (8.0%) 1.196* 0.754
level Basic 5 (10.0%) 4 (8.0%)
Secondary 28 (56.0%) 32 (64.0%)
High education 10 (20.0%) 10 (20.0%)
Socio economic Low 30 (60.0%) 32 (64.0%) 0.198%* 0.906
status Average 16 (32.0%) 14 (28.0%)
More than average 4 (8.0%) 4 (8.0%)
Number of Mean + SD 3.46 +1.03 3.12+1.08 -1.607¢ 0.111
children Range 1_6 1-6
Work Housewife 27 (54.0%) 32 (64.0%) 1.033* 0.309
Employee 23 (46.0%) 18 (36.0%)

*Chi-square test; *Independent t-test

The mean age of children in Group A was 9.68 £+ 2.10
years; 80% were boys and 20% were girls; their birth order

was first-born in 34% of cases, the second in 40% of cases,
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the third in 16% of cases and the forth in 10% of cases
(Table 2).
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Table 2. Socio-demographic characteristics of Group A children

Socio-demographic characteristics

Children

n=50
Age (years) Mean +SD 9.68 +2.10
Range 7-16
Gender Boy 10 (20.0%)
Girl 40 (80.0%)
Birth order 1% 17 (34.0%)
2nd 20 (40.0%)
31 8 (16.0%)
4th 5 (10.0%)
School achievement Less than average 26 (52.0%)
Average 24 (48.0%)
More than average 0 (0.0%)
Social relation Not affected 9 (18.0%)
Affected 41 (82.0%)

Assessment via the MINI kid for children in Group A
found 60% with mixed ADHD; 22% with inattention type
of ADHD; and, 18% with hyperactive ADHD. When the

Table 3. Type and severity of ADHD in group A children

Conners Rating Scale was used, the severity of ADHD
was found to be moderate in 42% of cases; severe in 40%;
and, mild in 18% (Table 3).

Group A children
n=50

Type of ADHD via MINI kid

Inattention type 11 (22.0%)
Mixed 30 (60.0%)
Hyperactive 9 (18.0%)
Severity of ADHD via Conners rating scale

Mild 9 (18.0%)
Moderate 21 (42.0%)
Severe 20 (40.0%)

Assessment via MBI to determine the level of burnout in
caregivers found highly statistically significant
differences (p=0.000) between caregivers of children with
ADHD and caregivers of children without ADHD as
regards scores and grades of the three dimensions of
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burnout: emotional exhaustion, depersonalization and
personal achievement as caregivers of children with
ADHD had higher burnout scores in the three dimensions
(Table 4).
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Table 4. Caregivers’ burnout using MBI

Group A Group B - Test value p value
n=50 n=50

Emotional (score) Mean + SD 34.56 £11.88 19.92 £ 8.10 -7.201- 0.000
Range 15 -50 13 -45

Emotional exhaustion Low 8 (16.0%) 36 (72.0%) 41.725% 0.000
Moderate 8 (16.0%) 10 (20.0%)
High 34 (68.0%) 4 (8.0%)

Emotional (score) <28 12 (24.0%) 42 (84.0%) 36.232%* 0.000
> 28 38 (76.0%) 8 (16.0%)

Depersonalization score Mean + SD 12.44 +£5.47 6.04 + 3.50 -6.962 0.000
Range 5-23 4-20

Depersonalization Low 10 (20.0%) 42 (84.0%) 43.142* 0.000
Moderate 15 (30.0%) 6 (12.0%)
High 25 (50.0%) 2 (4.0%)

Depersonalization score <5 0 (0.0%) 12 (24.0%) 13.636* 0.000
>5 50 (100.0%) 38 (76.0%)

Personal achievement score Mean + SD 32.22+7.12 38.96 +5.22 5.397- 0.000
Range 18 —44 20 —46

Personal achievement Low 13 (26.0%) 40 (80.0%) 41.807* 0.000
Moderate 9 (18.0%) 10 (20.0%)
High 28 (56.0%) 0 (0.0%)

Personal achievement score > 38 15 (30.0%) 38 (76.0%) 21.236%* 0.000
<38 35 (70.0%) 12 (24.0%)

* Chi-square test; * Independent t-test

The current study revealed that the more commonly used
coping strategy for caregivers of children with ADHD was

Table 5. Coping strategies used by caregivers in Group A

Coping strategies

concentration on the problem whereas self-blame was the
least common (Table 5).

Group A

n=50
Concentration on the problem Mean = SD 21.86+3.90
Range 11-29
Optimistic thinking Mean = SD 11.26£2.13
Range 6—14
Searching for support Mean = SD 10.14 +£2.70
Range 2-13
Escape from the problem Median (IQR) 8(5-11)
Range 1-19
Self-blame Median (IQR) 0(0-4
Range 0-6

The current study revealed that all levels of emotional
exhaustion in caregivers of children with ADHD were
more common among caregivers who were women and
there was a highly statistically significant difference
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(»=0.000) between men and women. All levels of
emotional exhaustion were also found to be more common
among mothers with a highly statistically significant
difference (p=0.001) when compared to grandmothers and
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fathers. Meanwhile, low level emotional exhaustion was
significantly more common among caregivers of average
socio-economic status whereas moderate level and high-
level emotional exhaustion were significantly more
common among caregivers of low socio-economic status
(»=0.048). The current study revealed also that low and
high levels of emotional exhaustion were significantly
more common (p=0.048) among caregivers of boys and
that low level emotional exhaustion was significantly
more common among caregivers of children who were
third in the birth order, moderate level emotional
exhaustion was significantly more common among
caregivers of children who were second in the birth order
and high levels of emotional exhaustion was significantly
more common among caregivers of whose first-born

children (p=0.040) had the condition. Furthermore, low
level emotional exhaustion was significantly more
common among caregivers of children with mild ADHD,
moderate level emotional exhaustion was significantly
more common among caregivers of children with
moderate ADHD and high level emotional exhaustion was
significantly more common among caregivers of children
with severe ADHD (p=0.019). Meanwhile, levels of
emotional exhaustion did not show statistically significant
changes with changing age, residence, marital status, and
educational level, number of children or work of
caregivers or with changing age, school achievement, and
social relations of children with ADHD or type of ADHD
(Table 6).

Table 6. Relation between socio-demographic characteristics of caregivers and children, type and severity of ADHD and first

dimension of burnout (emotional exhaustion)

Emotional exhaustion Test value | p value
Low Moderate High
n=8 n=8 n=34
Socio-demographic characteristics of caregivers
Age Mean + SD 35.63 £3.62 44.00 + 10.06 35.82+9.34 2.900° 0.065
Range 33 -40 32-57 28 —59
Gender Girl 5 (62.5%) 8 (100.0%) 34 (100.0%) 16.755* 0.000
Boy 3 (37.5%) 0 (0.0%) 0 (0.0%)
Residence Rural 0 (0.0%) 2 (25.0%) 11 (32.4%) 3.528* 0.171
Urban 8 (100.0%) 6 (75.0%) 23 (67.6%)
Marital status Divorced 0 (0.0%) 0 (0.0%) 3 (8.8%) 4.482%* 0.345
Married 8 (100.0%) 8 (100.0%) 26 (76.5%)
Widow 0 (0.0%) 0 (0.0%) 5 (14.7%)
Relation to child Grand mother 0 (0.0%) 2 (25.0%) 3 (8.8%) 19.123%* 0.001
Mother 5 (62.5%) 6 (75.0%) 31 (91.2%)
Father 3 (37.5%) 0 (0.0%) 0 (0.0%)
Educational level [lliterate 0 (0.0%) 2 (25.0%) 5 (14.7%) 5.095%* 0.532
Basic 0 (0.0%) 0 (0.0%) 5 (14.7%)
Secondary 6 (75.0%) 4 (50.0%) 18 (52.9%)
High education 2 (25.0%) 2 (25.0%) 6 (17.6%)
Socio economic Low 3 (37.5%) 6 (75.0%) 21 (61.8%) 9.600* 0.048
status Average 5 (62.5%) 0 (0.0%) 11 (32.4%)
More than 0 (0.0%) 2 (25.0%) 2 (5.9%)
average
Number of Mean + SD 3.50+1.31 3.25+0.46 3.50£1.08 0.190- 0.828
children Range 2-5 3-4 2-6
Work Housewife 2 (25.0% 6 (75.0% 19 (55.9%) 4.177* 0.124
Employee 6 (75.0% 2 (25.0% 15 (44.1%)
Sociodemographic characteristics of children
Age Mean + SD 9.94£2.04 10.44 £2.32 9.44 £2.08 0.791- 0.459
Range 8§—13 7-13 7-16
Gender Female 2 (25.0%) 4 (50.0%) 4 (11.8%) 6.066* 0.048
Male 6 (75.0%) 4 (50.0%) 30 (88.2%)
Birth order I 1 (12.5%) 1 (12.5%) 15 (44.1%) 13.223* 0.040
2nd 2 (25.0%) 4 (50.0%) 14 (41.2%)
3 4 (50.0%) 1 (12.5%) 3 (8.8%)
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4th 1 (12.5%) 2 (25.0%) 2 (5.9%)
School Less than 2 (25.0%) 4 (50.0%) 20 (58.8%) 2.984* 0.225
achievement average
Average 6 (75.0%) 4 (50.0%) 14 (41.2%)
More than 0 (0.0%) 0 (0.0%) 0 (0.0%)
average
Social relation Not affected 2 (25.0%) 2 (25.0%) 5 (14.7%) 0.781* 0.677
Affected 6 (75.0%) 6 (75.0%) 29 (85.3%)
Type and severity of ADHD
Type of ADHD Inattention type 3 (37.5%) 3 (37.5%) 5 (14.7%) 4.064* 0.397
Mixed 4 (50.0%) 3 (37.5%) 23 (67.6%)
Hyperactive 1 (12.5%) 2 (25.0%) 6 (17.6%)
Severity of Mild 5 (62.5%) 3 (37.5%) 1 (2.9%) 15.124* 0.019
ADHD Moderate 3 (37.5%) 4 (50.0%) 14 (41.2%)
Severe 0(25.0%) 1(2.5%) 19 (55.9%)

* Chi-square test; * One Way ANOVA test

Caregivers of children with ADHD with high-grade
depersonalization were the youngest and the difference in
mean age among grades of depersonalization was highly
statistically significant (p=0.002). All grades of
depersonalization in caregivers of children with ADHD
were more common among caregivers who were women
and this revealed a highly statistically significant
difference (p=0.002) between men and women. All levels
of depersonalization were also found to be more common
among mothers with a highly statistically significant
difference (p=0.001) when compared to grandmothers and
fathers as well as among caregivers with secondary
education with a statistically significant difference
(p=0.044) when compared to other educational levels.
Moderate level and high-level depersonalization were

significantly more common (p=0.015) among caregivers
of low socio-economic status. Furthermore, low level
depersonalization was significantly more common among
caregivers of children with mild ADHD, moderate level
depersonalization was significantly more common among
caregivers of children with moderate ADHD and high
level depersonalization was significantly more common
among caregivers of children with severe ADHD
(»=0.011). Meanwhile, levels of depersonalization did not
show statistically significant changes with changing
residence, marital status, number of children or work of
caregivers or with changing age, gender, birth order,
school achievement, social relations of children with
ADHD or type of ADHD (Table 7).

Table 7. Relation between sociodemographic characteristics of caregivers and children, type and severity of ADHD and the

second dimension of burnout (depersonalization)

Depersonalization Test value | p value
Low Moderate High
n=10 n=15 n=25
Socio-demographic characters of caregivers
Age Mean + SD 39.90 +9.56 42.47 £ 10.60 32.76 + 5.61 7.323¢ 0.002
Range 33 -57 30-59 28 — 46
Gender Girl 7 (70.0%) 15 (100.0%) 25 (100.0%) 12.766* 0.002
Boy 3 (30.0%) 0 (0.0%) 0 (0.0%)
Residence Rural 2 (20.0%) 2 (13.3%) 9 (36.0%) 2.737* 0.254
Urban 8 (80.0%) 13 (86.7%) 16 (64.0%)
Marital status Divorced 0 (0.0%) 0 (0.0%) 3 (12.0%) 5.981* 0.201
Married 10 (100.0%) 12 (80.0%) 20 (80.0%)
Widow 0 (0.0%) 3 (20.0%) 2 (8.0%)
Relation to child Grand mother 2 (20.0%) 3 (20.0%) 0 (0.0%) 19.167* 0.001
Mother 5 (50.0%) 12 (80.0%) 25 (100.0%)
Father 3 (30.0%) 0 (0.0%) 0 (0.0%)
Educational level Illiterate 2 (20.0%) 0 (0.0%) 5 (20.0%) 12.943%* 0.044
Basic 0 (0.0%) 0 (0.0%) 5 (20.0%)
Secondary 6 (60.0%) 9 (60.0%) 13 (52.0%)
High education 2 (20.0%) 6 (40.0%) 2 (8.0%)
Socio economic status Low 5 (50.0%) 9 (60.0%) 16 (64.0%) 12.338* 0.015

61




Arafa S and Lamlom M

Average 5 (50.0%) 2 (13.3%) 9 (36.0%)
More than average 0 (0.0%) 4 (26.7%) 0 (0.0%)
Number of children Mean + SD 340+1.17 3.60 £ 0.51 3.40+1.22 0.190e 0.828
Range 2-5 3-4 2-6
Work Housewife 4 (40.0%) 7 (46.7%) 16 (64.0%) 2.120* 0.346
Employee 6 (60.0%) 8 (53.3%) 9 (36.0%)
Socio-demographic characters of children
Age Mean + SD 9.95 +1.80 9.90+2.24 9.44+2.19 0.318e 0.729
Range 8—13 7-13 7-16
Gender Female 4 (40.0%) 4 (26.7%) 2 (8.0%) 5.167* 0.076
Male 6 (60.0%) 11 (73.3%) 23 (92.0%)
Birth order I 1 (10.0%) 8 (53.3%) 8 (32.0%) 9.373* 0.154
i 4 (40.0%) 4 (26.7%) 12 (48.0%)
3rd 4 (40.0%) 1 (6.7%) 3 (12.0%)
4th 1 (10.0%) 2 (13.3%) 2 (8.0%)
School achievement Less than average 4 (40.0%) 7 (46.7%) 15 (60.0%) 1.389* 0.499
Average 6 (60.0%) 8 (53.3%) 10 (40.0%)
More than average 0 (0.0%) 0 (0.0%) 0 (0.0%)
Social relation Not affected 4 (40.0%) 2 (13.3%) 3 (12.0%) 4.110* 0.128
Affected 6 (60.0%) 13 (86.7%) 22 (88.0%)
Type and severity of ADHD
Type of ADHD Inattention type 5 (50.0%) 1 (6.7%) 5 (20.0%) 7.094* 0.131
Mixed 4 (40.0%) 10 (66.7%) 16 (64.0%)
Hyperactive 1 (10.0%) 4 (26.7%) 4 (16.0%)
Severity of ADHD Mild 5 (50.0%) 1 (6.7%) 3 (12.0%) 12.961* 0.011
Moderate 1 (10.0%) 10 (66.7%) 10 (40.0%)
Severe 4 (40.0%) 4 (26.7%) 12 (48.0%)

* Chi-square test; » One Way ANOVA test

Caregivers of children with ADHD with high levels of
reduced personal accomplishment were the youngest and
the difference in mean age among levels of reduced
personal accomplishment was highly statistically
significant (p=0.000). Moderate and high levels of
reduced personal accomplishment were also found to be
more common among mothers with a highly statistically
significant difference (p=0.000) when compared to
grandmothers and fathers. Low and high levels of reduced
personal accomplishment were more common among
employee caregivers whereas moderate levels of reduced
personal accomplishment was more common among
housewives and the difference in levels of reduced
personal accomplishment with changing work of
caregivers was highly statistically significant (p=0.008).
All levels of reduced personal accomplishment were
significantly more common (p=0.011) among women
who were caregivers when compared to men who were
caregivers. Low and high levels of reduced personal
accomplishment were more common among caregivers of
boys and of children with less than average school
achievement whereas moderate levels of reduced personal
accomplishment were more common among caregivers of
girls and of children with average school achievement.
The differences were highly statistically significant
(»=0.002) in the case of gender of children and
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statistically significant (p=0.025) in the case of school
achievement. All levels of reduced personal
accomplishment were more common among caregivers of
children with affected social relationships and the
differences were highly statistically significant (p=0.004).
Low and high levels of reduced personal accomplishment
were more common among caregivers of children with
mixed ADHD whereas moderate levels of reduced
personal accomplishment were more common among
caregivers of children with hyperactive ADHD and the
differences were highly statistically significant (p=0.008).
Furthermore, low levels of reduced personal
accomplishment was more common among caregivers of
children with mild ADHD, moderate levels of reduced
personal accomplishment were more common among
caregivers of children with moderate ADHD and high
levels of reduced personal accomplishment were more
common among caregivers of children with severe ADHD
and the differences were very highly statistically
significant (p=0.000). Conversely, levels of reduced
personal accomplishment did not show statistically
significant changes with changing residence, marital
status, educational level, and socio-economic status,
number of children or work of caregivers or with changing
age or birth order of children with ADHD (Table 8).
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Table 8. Relation between socio-demographic characteristics of caregivers and children, type and severity of ADHD and the
third dimension of burnout (reduced personal accomplishment)

Reduced personal accomplishment Test value | p value
Low Moderate High
n=13 n=9 n=28
Socio-demographic characters of caregivers
Age Mean =+ SD 4523 +11.01 | 37.22+7.48 33.29+5.97 10.397 0.000
Range 33 -59 28 —48 28 —46
Gender Female 10 (76.9%) 9 (100.0%) 28 (100.0%) 9.083* 0.011
Male 3 (23.1%) 0 (0.0%) 0 (0.0%)
Residence Rural 2 (15.4%) 3 (33.3%) 8 (28.6%) 1.109* 0.574
Urban 11 (84.6%) 6 (66.7%) 20 (71.4%)
Marital status Divorced 0 (0.0%) 0 (0.0%) 3 (10.7%) 6.072* 0.194
Married 10 (76.9%) 9 (100.0%) 23 (82.1%)
Widow 3 (23.1%) 0 (0.0%) 2 (7.1%)
Relation to Grandmother 5 (38.5%) 0 (0.0%) 0 (0.0%) 27.106* 0.000
child Mother 5 (38.5%) 9 (100.0%) 28 (100.0%)
Father 3 (23.1%) 0 (0.0%) 0 (0.0%)
Educational Illiterate 2 (15.4%) 0 (0.0%) 5 (17.9%) 8.844* 0.183
level Basic 0 (0.0%) 3 (33.3%) 2 (7.1%)
Secondary 9 (69.2%) 4 (44.4%) 15 (53.6%)
High 2 (15.4%) 2 (22.2%) 6 (21.4%)
education
Socio Low 10 (76.9%) 2 (22.2%) 18 (64.3%) 8.175%* 0.085
economic Average 3 (23.1%) 5 (55.6%) 8 (28.6%)
status More than 0 (0.0%) 2 (22.2%) 2 (7.1%)
average
Number of Mean = SD 3.69 +0.85 3.56+1.88 3.32+0.72 0.608 0.549
children Range 3-5 2-6 2-4
Work Housewife 5 (38.5%) 9 (100.0%) 13 (46.4%) 9.576%* 0.008
Employee 8 (61.5%) 0 (0.0%) 15 (53.6%)
Sociodemographic characters of children
Age Mean = SD 9.88+1.78 10.112.19 9.45+2.25 0.413- 0.664
Range 7-13 8§—13 7-16
Gender Female 4 (30.8%) 5 (55.6%) 1 (3.6%) 12.777* 0.002
Male 9 (69.2%) 4 (44.4%) 27 (96.4%)
Birth order 1% 3 (23.1%) 4 (44.4%) 10 (35.7%) 11.884* 0.065
7 6 (46.2%) 1 (11.1%) 13 (46.4%)
3rd 4 (30.8%) 1 (11.1%) 3 (10.7%)
Al 0 (0.0%) 3 (33.3%) 2 (7.1%)
School Less than 8 (61.5%) 1 (11.1%) 17 (60.7%) 7.354%* 0.025
achievement average
Average 5 (38.5%) 8 (88.9%) 11 (39.3%)
More than 0 (0.0%) 0 (0.0%) 0 (0.0%)
average
Social Not affected 6 (46.2%) 2 (22.2%) 1 (3.6%) 11.039* 0.004
relationships Affected 7 (53.8%) 7 (77.8%) 27 (96.4%)
Type and severity of ADHD
Type of Inattention 5 (38.5%) 1 (11.1%) 5 (17.9%) 13.772* 0.008
ADHD type
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Mixed 6 (46.2%) 3 (33.3%) 21 (75.0%)

Hyperactive 2 (15.4%) 5 (55.6%) 2 (7.1%)
Severity of Mild 9 (69.2%) 0 (0.0%) 0 (0.0%) 33.582* 0.000
ADHD Moderate 3 (23.1%) 6 (66.7%) 12 (42.9%)

Severe 1 (7.7%) 3 (33.3%) 16 (57.1%)

* Chi-square test; * One Way ANOVA test
Discussion

The current study found that there were no significant
statistical differences between caregivers of children with
ADHD and caregivers of children without ADHD as
regards sociodemographic characteristics including age,
gender, residence, marital status, relation to child,
educational level, socioeconomic status, number of
children and work. This balance in the baseline
characteristics provides the basis for comparison between
the two groups that were assessed as it helps to minimize
bias.?® The majority of caregivers in the current study were
mothers. This can be explained by the social rule given to
mothers in Eastern communities especially when speaking
about childcare and the raising of children. It is in line with
other studies?*?%?” in that most caregivers were mothers;
and, also with the finding that caregiving roles are highly
gendered, with women providing most of the care for
family members with disabilities.?®

The study revealed that the mean age of children with
ADHD was 9.68 = 2.10 years; 80% were boys and this is
supported in findings that boys had a higher prevalence of
ADHD in previous studies.!>?® This gender difference
might be due to referral bias since boys are more likely to
present with externalizing symptoms, such as
hyperactivity or impulsivity and physical aggression;
whereas girls are more likely to present with internalizing
symptoms, such as being withdrawn, or experiencing
anxiety and low self-esteem.?° Another explanation of this
gender difference was either a difference in susceptibility
or that girls with ADHD are less likely to be diagnosed
than boys.3!

In the current study, the birth order of children with
ADHD was: first-born in 34% of cases, second-born in
40% of cases, third-born in 16% of cases and fourth-born
in 10% of cases. Birth order is known to be an important
environmental factor in child development as it can affect
the child’s cognitive abilities and behavioral traits.*?

The current study also revealed that assessment using the
MINI Kid identified 60% of children with ADHD to have
mixed ADHD; 22% had inattention type of ADHD; and,
18% were found to have hyperactive ADHD. In addition,
when the Conners rating scale was used, the severity of
ADHD was found to be moderate in 42%, severe in 40%,
and mild in 18%. This higher proportion of children with
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mixed ADHD supports other studies in which the
combined type was the commonest.?

Caregivers of children with ADHD in the current study
were found to have significantly higher burnout scores in
the three dimensions of burnout when compared to
caregivers of apparently healthy children. This can be
explained by the fact that parental burnout results from
enduring exposure to chronic parenting stress®® and that
parents and caregivers of children with behavioral
disorders often experience significant burden associated
with care of the child.3* Behavioral and developmental
disability were found to be associated with higher
parenting stress when compared to medical disability®
and ADHD can adversely affect the daily lives of parents
or caregivers and other family members by causing
difficulties at home and putting strain on relationships.3®
Higher burnout in caregivers of ADHD was similarly
reported in other studies.'!?*

The current study revealed that the commonest coping
strategy by caregivers of children with ADHD was
concentration on the problem whereas the least common
was self-blame. This pattern of coping means that parents
have a realistic look at their child’s situation and that
acceptance of the situation had helped them to cope.?’ This
finding is similar to findings from other studies,* but
differs in that the main coping style was active emotional
coping.®’ This difference can be explained by variances of
culture, sociodemographic characteristics of participants
as well as the different types of disabilities encountered in
both studies.

The current study revealed that all levels of emotional
exhaustion, depersonalization and reduced personal
accomplishment in caregivers of children with ADHD
were significantly more common among women who
were caregivers and among mothers, which is similar in
studies where mothers reported higher burnout
symptoms.>® It is also the case that women may experience
higher distress and burnout.**#

Moreover, the current study revealed that caregivers who
were of a younger age experienced significantly higher
degrees of depersonalization and reduced personal
accomplishment. These finding support studies reporting
that younger caregivers experience more stress.?**!
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Low socioeconomic status of caregivers in the study was
found to be associated with higher degrees of emotional
exhaustion and depersonalization aspects of burnout. This
might be explained by the fact that socioeconomic status
is a main predictor of physical as well as psychological
health and that poverty is associated with multiple
physical and psychosocial stressors.*> This finding is
supported in other studies.?** The current study revealed
also that caregivers working as employees experienced
significantly more reduced personal accomplishment,
which may be attributed to the greater difficulty these
caregivers face when trying to find enough time to care
for their children. Another possible explanation is that this
reduced personal accomplishment might be partially
related to their work. Similarly, other studies found that
working part-time was associated with higher levels of
burnout when compared with being unemployed.’

Conclusion

Burnout syndrome is more common among caregivers of
children with ADHD when compared to caregivers of
apparently healthy children. Potential risk factors
identified in the current study include parents of a young
age, gender, being a mother, low socioeconomic status,

Recommendations

The caregivers of children with ADHD may benefit from
specialist support owing to the high degree of burnout they
experience. It is recommended they receive training
sessions to foster better communication and engagement
with their children; deal with their children’s challenging
behavior; and, acquire better daily living skills and

Limitations

The current findings are considered alongside several
limitations. First, fathers were underrepresented in the
sample size having comprised 5% of the total number of
participants. Gender differences in parental burnout are an
important consideration for future study. A second
limitation is the reliance on self-report questionnaires,
given these are subjective. A third limitation is participant
recruitment from outpatient clinics as it may have
introduced selection bias. A fourth limitation was the
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On the other hand, the current study revealed that changes
in residence, marital status, number of children of
caregivers were not associated with significant statistical
differences in any aspects of burnout, which is supported
also in other studies.?*

Regards the relation between caregivers’ burnout and
sociodemographic characters of their children, the current
study revealed that significantly higher degrees of burnout
were experienced by caregivers of boys. This might be
attributed to the higher preference for boys in the Egyptian
community with subsequent higher stress in parents if a
son becomes ill. The current study also revealed that
higher degrees of burnout were significantly experienced
by caregivers of children with more severe ADHD and
this finding is aligned with findings of other studies in
which ADHD directly and indirectly affected parental
stress.*

caring for boys and severity of ADHD. Caregivers of
children with ADHD experience some coping strategies
of which concentration on the problem is the most used
and self-blame is the least used.

caregiver coping strategies. Such sessions could include
group therapy sessions, which would allow space for them
to share their experiences with other caregivers. Future
studies are recommended to study other factors not
included in this study.

small sample size, which decreases statistical power and
limits the generalizability of the findings. Finally, the
study was limited to children and young people with an IQ
>85. The nature of ADHD is such that a person’s working
memory is often compromized and so their true cognitive
ability may not be reflected. As such, the current study
does not capture a possibly large cohort of parents and
caregivers whose experiences could contribute to our
understanding of parental burnout.
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The Relationship between Parenting Styles and Young Adults’ Coping Strategies
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Abstract

bjectives: The present study aimed to understand the correlation between parenting styles and the coping mechanisms

of their children. Further aims were: (1) to determine which were the more common and (2) knowing the difference
between the parenting styles perceived to be used by the study sample in comparison with what have been found in the
literature in the globe. Method: A convenience sample of campus-based students attending Koya University in Kurdistan
resulted in recruitment of N=411 (»=191 men; n=220 women). Parenting styles were assessed using the Parental Authority
Questionnaire. The Coping Mechanism Scale (unpublished) assessed different approaches to coping. Data were analysed
using frequency percentage, t-test and Pearson correlation techniques in Statistical Package for Social Sciences (SPSS)
version 18.0. Results: Results showed a significant correlation between parenting styles and coping mechanisms; passivity
coping mechanism was found to be positively correlated with the style of authoritative and permissive mothers and positively
correlated with the authoritative parenting styles in fathers. In terms of coping, significant differences between boys and girls
in terms of spiritual connection and passivity with boys reporting higher scores on both. There were no significant gender
differences in terms of parenting styles. An authoritarian parenting style was endorsed as the most common form of parenting
in mothers and fathers. The most common coping mechanism among students was passivity. Conclusion: Passive coping
mechanisms were the more commonly used approaches reported by student participants, and the most common parenting

style appraised by the study sample was authoritarian parenting style.

Keywords: Parenting styles, Coping mechanisms

Declaration of interest: None

Introduction

The parent-child relationship and its inevitable impact on
the social and emotional development of children has been
widely researched. A great body of work on the subject,
confirms the strong correlation between parenting styles
and life outcomes for adults, including subjective well-
being, self-esteem, risk behavior, health and academic
attainment.!

The behavior of parents towards children does not only
have the potential to affect them in childhood, it affects
them as adults in ways that can be her/him across their
lives, as, for example, one study has shown that parents
educational level when their children was eight years old,
significantly predicted educational and occupational
success for the child 40 years later.? Maternal warmth is
positively associated with having a good quality of life in
adulthood, especially in the psychological and social
domain.?
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University can be a significant time in a young person’s
life. It is a transition period in many aspects when young
people transition from adolescence to early adulthood.
here are many changes associated with university, such as
living away from home, having to become largely self-
sufficient, being more independent, managing finance,
developing a romantic relationship, all of which can be
stressful for the young adult. It is the time when coping
mechanisms that have been learned earlier in life can be
helpfully enacted. The current study aims to address the
relationship between students’ approach to coping with
stress and the way they have been parented.

The current study had one main aim with several specific
aims. The specific aims of the study were to:

1.  Establish what perceived parenting style was
commonly reported by parents.
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2.  Establish what coping mechanism was
commonly reported by university students when
relating to their parents.

3.  Establish if any gender differences exist in
relation to parenting styles and the coping
mechanisms of students when relating to their
parents.

Methodology

Research design

The current study examined the correlation between
perceived parenting styles and the coping mechanisms
used by their university age children, to understand the
most common coping mechanism and parenting style by
the study sample. The study used a quantitative method
and involved the use of self-report questionnaires.

Sample

Students from Koya University were recruited to the
study. Inclusion criteria were:

1. Participants should have been raised by their
parents as children.

2. Participants should be students of Koya
University who lived on campus.

3. Participants had to be willing to be in the study.

The Directory of Registration at Koya University
indicated there were 3076 students enrolled. Based on the
Krejcie and Morgan table, the sample size for the current
stud is (341 participants, which were selected purposely
and according to the inclusion criteria of the study.*

Instruments

To answer the study questions, two different
questionnaires were used:

1. Coping Mechanism Scale

The Coping Mechanism Scale (CMS) was designed and
developed by Azad Ali Ismael PhD of Koya University,
Iraq to find out how people from the Muslim faith cope
with problems. Although it has not been validated, the
scale was trialed with a sample of Kurdish Muslims all of
whom were university students and were Kurdish.
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The general aim of the study:

To understand the correlation between perceived
parenting styles and the coping mechanisms used by
university students when relating to their parents.

Recruitment involved the distribution of 450
questionnaires. In total, 411 questionnaires were returned
(n=191 men; n=220 women). The others were either
returned blank or did not meet the study criteria.

Ethics

The study was reviewed by the Research Ethics
Committee of Koya University. Consent was obtained
from all participants. The purpose of the study was
explained; and, participants were assured their
involvement was voluntary with the right to withdraw
from the study at any point. Participants’ confidentiality
was assured.

Data collection and data analysis

Koya University has four buildings used as student
dormitories in the campus with two being for women and
two for men. The researcher went to the dormitories and
met with the participants. An introduction to the study and
its objectives was provided. After the data collection
process, all the data have been keyed into and analyzed by
SPSS version 18.0.

The CSM is a 44-item questionnaire on a 5-point Likert
scale (always, most of the time, sometimes, rarely and
never), factor analysis showed six factors: Spiritual
Connection, Passivity, Positive Attitude, Avoidance,
Seeking Social Support and Mixed Factors.’

2. Parental Authority Questionnaire (PAQ)

The Parental Authority Questionnaire (PAQ) was
developed by Buri (1991) to examine Baumrind’s (1971)
parenting authority prototypes, authoritative, authoritarian
and permissive. It consists of 30 items for mothers and 30
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items for fathers’ parental authority appraisal by their
children.®

The statements are the same for both mothers and fathers
and rated along a 5-point Likert scale (strongly disagree,
disagree, neutral, agree and strongly agree). It has been
translated and back-translated from English with
comparison between the two English versions. For
cultural reliability, the Kurdish version was reviewed by
four professionals from varied backgrounds.

Cronbach’s Alpha was used

Table A. Reliability of scales

Sample characteristics

It was conducted with a subsample of the first 41
participants, with both genders (women and men) in a
very similar frequency (women 48.8%, N= 20 and men
51.2%, N= 21). The analysis of its internal consistency
was based on Cronbach’s alpha which has been run on
each item to gain total correlation. This internal
consistency analysis using the unstandardized alpha’s
value for coping mechanisms was (0.763) also alpha’s
value for mothers’ parenting styles was (0.849) whereas
for the perceived fathers’ parenting styles was (0.913)
which means that the both scales are reliable and ready to
be used (see Table 3.1).

Scales Cronbach's N of Items
Alpha
Coping 0.763 24
strategies
Parenting styles | Mother 0.849 26
Father 0.913 26
Results
Final study sample characteristics
Table 1. Sample characteristics of the final study
Gender Frequency Percent
Female 220 53.6
Male 191 46.4
Total 411 100
Most common parenting styles
Table 2. Most common parenting styles
Parenting Styles Mean Std. Deviation
Authoritarian 29.9051 6.43074
Mother Permissive 29.1436 5.29577
Authoritative 29.1241 5.88977
Authoritarian 29.7810 7.30558
Father Permissive 29.1484 6.28780
Authoritative 28.0949 5.83457

Most common coping mechanism
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Table 3. Most common coping mechanism used by students

Coping Mechanisms

Passivity
Positive attitude
Avoidance

9.4453
8.7494

Spiritual connection
Seeking social support

Mixed efforts

Gender Differences in coping mechanisms and parenting styles

Table 4. Gender differences in coping mechanisms

Mean

8.2579
7.5353

Std. Deviation

3.83505
3.80360
2.86165
3.69680
2.48147
2.40134

Coping Gender Mean Std. Deviation T Sig. (2-Tailed)
mechanisms
Spiritual Female Female 8.2136 -3.200 .001”
connection Male Male 9.3737
Passivity Female Female 17.4864 -9.144 .000™
Male Male 20.6579
Positive Female Female 11.8591 157 449
attitude Male Male 11.5737
Avoidance Female Female 9.2000 -1.898 .058
Male Male 9.7368
Seeking social | Female Female 8.2818 204 .839
support Male Male 8.2316
Mixed efforts Female Female 7.3818 -1.279 202
Male Male 7.6842
* Significant at .005
** Significant at .001
Table 5. Gender differences in perceived parenting styles
Gender Mean Std. Deviation [T Sig. (2-Tailed)
IPermissive Female 29.1364 5.40586 -.001 .999
Male 29.1368 5.18975
é‘: |Authoritarian IFemale 29.2182 6.79764 -2.354 .019
g Male 30.7105 591164
|Authoritative IFemale 29.6045 6.33631 1.846 .066
Male 28.5316 5.27814
Permissive IFemale 29.2045 6.78293 218 .827
Male 29.0684 5.69234
) |Authoritarian IFemale 29.3500 7.79534 -1.276 .203
=
5 Male 30.2737 6.70062
|Authoritative I[Female 28.5864 6.08740 1.926 .055
Male 27.4789 5.46146
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* Significant at .005

** Significant at .001

Correlation between Perceived Parenting Styles and Coping Mechanisms

Hama RG

Table 6. The correlation between perceived parenting styles and coping strategies

Parenting styles
Coping Strategies Mother Father
Authoritative | Authoritarian Permissive Authoritative Authoritarian | Permissive
Spiritual connection -.240%* - 111* -.025 -.165%* .082 -.067
Spiritual connection 112% .038 J115% 135%* .020 .067
Positive attitude - 151%* -.010 -.073 - 186%* .057 -.073
Avoidance .078 -014 -.039 .035 .009 .006
Seeking social support .046 -.012 .029 .046 .046 .046
mixed efforts -.039 .055 .035 .003 -014 -.027

**Correlation is significant at the 0.01 level (2-tailed)

*Correlation is significant at the 0.05 level (2-tailed)

Discussion

Results of the present study suggest the authoritarian
parenting style is perceived to be the most widely used
approach taken by mothers and fathers alike. This finding
is similar to that found in other Arab countries and in
Malaysia.”3 Parenting in the west appears to differ in that
the more common approach to parenting is authoritative;'°
and, when comparing Asian Americans to their Caucasian
counterparts, Asian Americans were found to be more
authoritarian.!! This could be due to the overall
authoritarian atmosphere that is so characteristic of many
Arab and eastern countries. War and instability in Iraq and
Kurdistan, for example, have left people feeling insecure
and uncertain, particularly in relation to safety. This has
led parents to over monitor and protect their children.
Indeed, it can be argued that for many the main goal is to
protect their children from harm, even if doing means that
they control their children and deprive them of their
freedom. Over time, a governmental system that follows
an authoritarian model will likely lead to the shaping of
authoritarian attitudes in individuals within that system.

University students are a useful barometer for
understanding changes in attitudes among generations.
Their approaches to coping with authoritarian parenting
are also important to understand. We asked Koya
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University students to describe how they perceive their
parents’ style of raising them and how they learned to cope
with the approach. When comparing this result with other
studies there are clear differences; for example, in a study
by Ismail (2009), the most common coping mechanism
was spiritual connection, although the same coping scale
has been administered with a sample that has similar
features, both samples were university students and were
Kurdish.® This could be due to the effects of globalization
and the advance of technology into modern life, especially
since the establishment of Kurdistan as an autonomous
region because people are becoming more familiar with
internet. Indeed, nearly every house has at least some
internet coverage now. The internet has created
fundamental changes to the lifestyle of many people who,
in the past, managed to occupy themselves with praying,
going to mosques, and reciting Qur’an in their free time,
which now competes with Facebook and other social
websites for people’s time and attention. Because of this,
social connection differs now. Research regularly shows
us how globalization and technology play a great role in
the modern life. The norms and culture of the Muslim
world, the way people dress, interact socially and how

they spend their everyday lives are rapidly changing.!? '3
14,15, 16
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In the current study, there were no significant gender
differences in terms of parenting styles. This finding
differs from that of Dwairy® who found that men were
more likely to report having parents who were more
authoritarian compared with women. This point is
explored in a study that highlighted how authoritative
parenting is more often the approach taken with daughters
whereas authoritarian parenting is more often the
approach parents take with their sons.!”

One explanation for this could be that the role of women,
in the past two decades, has noticeably transformed in a
way that has been empowering for them. Women are
taking up more political positions, including as members
of Parliament. In addition, there have been some changes
in the roles and regulations regarding women’s right in
Kurdistan.

The current study examined the coping mechanisms
described by university students in response to parenting
styles. Significant difference between women and men in
terms of spiritual connection and passivity were found,
with men reporting greater differences on both. The
findings were not supported in Ismail’s work, where
women reported higher ratings in both spiritual

Conclusion

The current study examined the correlation between
perceived parenting styles and coping mechanisms among
young adults. Findings suggest a tendency in young
people for using passivity as a coping mechanism when
dealing with their parents and that the most common
perceived parenting style was an authoritarian one.

Men rated higher on scales that assessed spiritual
connection and passivity as forms of coping. There were

Limitations

1- Scales for rating parenting styles have yet to be
normed for the Kurdish population. In the
absence of such scales, the Parental Authority
Questionnaire (PAQ) was administered. It is
widely used although was developed for western
society. An English language version was
translated into Kurdish although has yet to be
formally validated.

2- Bias may be present in participants’ responses to
the questionnaires given they were being asked
to recall how they were raised in early childhood.
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connection and passivity.® This could be due to the
changes in the political status in the Kurdistan region that
affected young adults mostly, with the protests and the
political violence and the instability that the region was
going through in the last couple of years. Indeed, research
has shown that political instability and violence affects
people’s well-being in general.!3: %2021

There was significant correlation between parenting styles
and coping mechanisms, passivity coping mechanism was
found to be positively correlated to the authoritative and
permissive mothers’ parenting styles and positively
correlated with the authoritative fathers’ parenting style.
This differs from what the literature suggests. An
authoritative parenting style is known to be associated
with better outcomes for children in general and, also with
better coping mechanisms and capacity.?? 2324

Finally, coping mechanisms that foster positive attitudes
in young people were found to be correlated with
authoritative parenting styles in fathers and mothers.
Spiritual connection was found to be correlated with
authoritative fathers’ parenting style and authoritarian
fathers and mothers’ parenting styles.

no gender differences in terms of perceived parenting
styles. Significant correlation was found between some
parenting styles and some coping mechanisms, namely
passivity as a coping mechanism in young people. This
was also found to correlate with authoritative styles in
both parents while permissive styles and positive attitudes
as perceived by mothers was correlated with authoritative
fathers and mothers parenting styles.

3- There is limited research into parenting styles
and coping mechanisms in the eastern world.

4- The study was conducted during a time when
final exams were taking place, which is a
potentially stressful time for students. This may
have impacted on the researchers’ efforts to
engage participants.
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Torture is senseless violence, born in fear... torture costs human lives but does not save them. We would almost be too lucky
if these crimes were the work of savages: the truth is that torture makes torturers.

Jean-Paul Sartre

Abstract

he Manual on Effective Investigation and Documentation of Torture and Other Cruel, Inhuman or Degrading Treatment

or Punishment, commonly known as the Istanbul Protocol (IP), is an interdisciplinary standard supported by the United
Nations, the World Medical Association, the World Psychiatric Association and adopted by most countries and NGOs
concerned with human rights.

Its main purpose is to provide guidance for health professionals for conducting competent and comprehensive assessment
and investigation of the physical and psychological/psychiatric consequences of torture and other forms of cruel, inhuman,
degrading treatments. Moreover, an overall goal of the psychological/psychiatric evaluation is to assess the degree of
consistency between an individual’s account of torture and the psychological /psychiatric findings observed during the course
of the evaluation. Hence the pivotal role of psychiatrists in conducting assessments for diagnosis of psychiatric disorders
(ICD-10 and DSM), common depressive disorders and PTSD. Further, psychiatrists could recommend appropriate treatment
interventions for torture victims with psychiatric disorders. Finally, psychiatric evidence of torture is crucial for the protection
of torture victims and prosecution of perpetrators in national and international courts in collaboration with legal professionals
concerned with the service of justice.

The article aims to inform and guide psychiatrists about their pivotal role in applying the Istanbul Protocol and critically
discusses issues and challenges of competent psychiatric interviews of survivors of alleged torture in clinical and medico-
legal contexts.

Key words: Clinical credibility, Documentation, Istanbul Protocol, Medico-legal, Psychiatrists, Psychological assessment,
Torture, United Nations
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Introduction

Torture is defined in the words of the United Nations
Convention against Torture and Other Cruel, Inhuman or
Degrading Treatment or Punishment (1984).

Torture means any act by which severe pain or suffering,
whether physical or mental, is intentionally inflicted on a
person for such purposes as obtaining from him or a third
person information or a confession, punishing him for an
act he or a third person, has committed or is suspected of
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having committed, or intimidating or coercing him or a
third person, or for any reason based on discrimination of
any kind, when such pain or suffering is inflicted by or at
the instigation of or with the consent or acquiescence of a
public official or other person acting in an official
capacity. It does not include pain or suffering arising only
from, inherent in or incidental to lawful sanctions.'
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Torture is a profound concern for all humanity as it
violates the essence of being human, their integrity and
agency. As stated in the introduction of the Istanbul
Protocol (IP), “its purpose is to destroy deliberately not
only the physical and emotional well-being of individuals
but also, in some instances, the dignity and will of entire
communities. It concerns all members of the human
family because it impugns the very meaning of our
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existence and our hopes for a brighter future”.

International human rights and humanitarian law have
consistently prohibited torture under any circumstance.
However, torture and ill-treatment continue to be
practiced in many countries.?

The IP “manual was developed to enable States to address

one of the most fundamental concerns in protecting
individuals from torture - effective documentation which
brings evidence of torture and ill-treatment to light so that
perpetrators may be held accountable for their actions and
the interests of justice may be served. The documentation
methods contained in this manual are also applicable to
other contexts, including human rights investigations and
monitoring, political asylum evaluations, the defense of
individuals who “confess” to crimes during torture and
needs assessments for the care of torture victims, among
others. In the case of health professionals who are coerced
into neglect, misrepresentation or falsification of evidence
of torture, this manual also provides an international point
of reference for health professionals and adjudicators
alike.!

The manual includes principles for the effective
investigation and documentation of torture, and other
cruel, inhuman or degrading treatment or punishment
outlining minimum standards for States in order to ensure

The provisions of the Istanbul Protocol

The Istanbul Protocol is comprised of six chapters and
annexes. The chapters cover the following domains:
relevant international legal standards; relevant ethical
codes; legal investigation of torture; general
considerations for interviews; physical evidence of torture
and psychological evidence of torture. The annexes
include a standard pro-forma for providing medico-legal,
including psychiatric reports and tools including a
summary and a map to document physical injuries.

Chapter IV is on general considerations for interviews: the
purpose of enquiry, examination and documentation;
procedural safeguards in respect to the detainees; official
visits to detention centres; techniques of questioning;
documenting the background (psychosocial history and
the arrest, summary of detention and abuse, circumstances
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the effective documentation of torture. The manual and
principles are the result of three years of analysis, research
and drafting, undertaken by more than 75 experts in law,
health and human rights, representing 40 organizations or
institutions from 15 countries.

The conceptualization and preparation of this manual was
a collaborative effort between forensic scientists,
physicians, psychologists, human-rights monitors and
lawyers working in many countries including the occupied
Palestinian territories. The IP guide has been translated to
other languages, including Arabic.

The IP has been adopted by national and international
professional health care associations, including the World
Medical Association, the World Psychiatric Association
and Non-Governmental Organizations (NGO) concerned
with human rights.

In 2009, International Rehabilitation Council for Torture
Victims (IRCT) produced three practical guides to
complement the IP: Psychological Evaluation of Torture:
A practical guide for psychologists,> Medical Physical
Examination of Alleged Torture Victims: A practical
guide for medical doctors* and Action Against Torture: A
practical guide for lawyers.’

The article aims to inform and guide psychiatrists about
their pivotal role in applying the Istanbul Protocol for the
effective investigation and documentation of torture and
other cruel, inhuman or degrading treatment or
punishment and critically discusses issues and challenges
of conducting competent psychiatric interviews of
survivors of alleged torture in clinical and medico-legal
contexts.

of detention, place and conditions of detention, methods
of torture and ill-treatment); assessment of the
background; review of torture methods; risk of free,
transition of the interviewee; use of interpreters; gender
issues; indications for referral and interpretations of
findings and conclusions.

Chapter V is on physical evidence of torture and covers:
the interview structure, medical history (acute symptoms,
chronic symptoms, summary of an interview); a physical
examination of all systems to document physical evidence
followed by examination and evaluation following
specific forms of torture: beatings and other forms of blunt
trauma; fractures; head trauma; chest and abdominal
trauma; beatings to the feet (falanga); suspension; other
positional torture; electric shocks torture; dental torture;
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asphyxiation; sexual torture including rape (review of
symptoms, examination following a recent assault,
examination after the immediate phase, genital
examination of women, genital examination of men,
examination of the anal region and specialised diagnostic
tests.

Chapter VI is on psychological evidence of torture
covering general considerations (central role of the
psychological evaluation, context of the psychological
evaluation); psychological consequences of torture,
cautionary remarks, common psychological responses of
re-experiencing the trauma, avoidance and emotional
numbing, symptoms of depression, damaged self-concept
and foreshortened future, dissociation, depersonalization
and atypical behaviour, somatic complaints, sexual
dysfunction, psychosis, substance abuse,
neuropsychological impairment, diagnostic classifications
(International classification of diseases ICD-10 and

Psychological torture

Psychological methods of torture have been recognized:
sleep deprivation, threats of violence particularly sexual
violence, watching a relative being tortured, faked
executions and other methods. There is no mention of
psychological torture the IP. The notion that it is important
to consider it separately from physical torture has been
challenged by Patel® who stated: First, it seems that the
drafters of the UN Convention against Torture (United
Nations, 1984) demonstrated insight and foresight in
focusing the international definition of torture on the
severe physical and psychological pain and suffering
experienced by survivors rather than on the nature of the
different acts that can inflict such suffering. This approach
achieved three crucial objectives: (a) it placed the survivor
and their experience of what they endured at the centre of
understanding of what is torture; (b) it explicitly
acknowledged the severity of their pain and suffering; and
(c) it provided longevity to the definition of torture in a

Challenges of Istanbul Protocol implementation

The use, application and implementation of IP by
countries’ governments, professional associations and
importantly by NGOs concerned with human rights have
faced major challenges for ending the often widespread
and systematic torture and ill-treatment practices.

An early application of IP was in Sri Lanka in 2004, a
country that is widely known in international human rights
forums for the prevalence of torture and its endemicity
since the 1970s. The Sri Lankan experience signified that
unless and until a political commitment is shown by the
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diagnostic and statistical manual of mental disorders
(DSM-1V), depressive disorders, posttraumatic stress
disorder, enduring personality change, substance abuse
and other diagnosis); psychological/psychiatric evaluation
(ethical and clinical considerations, the interview process,
the importance of the psychological/psychiatric
evaluation (history of torture and ill-treatment, current
psychological complaints, post-torture history, pre-torture
history, medical history, psychiatric history, substance use
and abuse history, mental state examination, assessment
of social function, psychological testing and use of
checklists and questionnaires, clinical impression,
recommendations);  neuropsychological  assessment,
limitations of neuropsychological assessment, indications
of neuropsychological assessment, posttraumatic stress
disorder, children and torture, developmental
considerations, clinical considerations and role of the
family.

world where methods of torture frequently change,
multiply, mutate and evolve, while recognizing that
whatever those methods, or however they are named or
euphemistically described or defended by states, one of
the key elements in defining torture is the severe physical
and psychological impact on survivors. Second, the entire
premise of the IP is that torture can only be effectively
documented if lawyers, doctors and mental health
professionals work together; and if forensic medical
examinations always evaluate physical and psychological
signs of torture, regardless of the type of allegations that
are being evaluated. Despite the clarity provided by the IP,
many states still document and investigate allegations of
beatings, executions or use of stress positions, for
example, by exclusively examining physical symptoms -
and not engage or heed mental health/psychological
expertise at all.®

government to internalize IP into legal and medico-legal
systems locally, the expected outcome of effective
documentation would not be evident.”

A comparative study of the use of the IP amongst civil
society organizations in low-income countries (Nepal,
Kenya and Bangladesh) concluded that “the creation of
precise and standardized forms of evidence is not
necessarily the most effective form of documentation for
redress or accountability. In the absence of legal systems
willing and able to respond effectively to allegations of
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torture and ill-treatment, there are severe limitations on
the practical effectiveness of detailed and technical forms
of documentation”.?

A global online stakeholder survey was conducted on the
application of IP (past experiences, current practices and
additional norm setting) involving 177 individuals and
250 organizational representatives.” The respondents
came from a variety of clinical, legal, academic, and
advocacy disciplines from around the world. The
respondents indicated that they use the IP for a wide range
of anti-torture activities: investigation and documentation,
advocacy, training and capacity building, policy reform,
prevention, and treatment and rehabilitation of torture
survivors. The vast majority (94% of individual
respondents and 84% of organizations) reported that the
IP is important to their anti-torture work. A majority of
individual (60%) and organizational (59%) respondents
reported that updating or adding clarifications to the IP
would help to address the challenges they face and
provided specific suggestions. However, 41% of
individuals and 21% of organizational respondents also
reported concerns that additional IP norm setting could
have risks and negative consequences of undermining the
legal standing of the IP in the current political climate. The
authors concluded that “the IP Survey (IPS) provides
critical guidance for a wide range of torture prevention,
accountability, and redress activities and can be enhanced
through the development of additional updates and
clarifications to respond to the current needs of torture
survivors and stakeholders.

On May 11, 2018, former UN High Commissioner for
Human Rights Zeid Ra’ad Al Hussein endorsed the
project saying:

“I would like to express my support to the IPS Project, in

particular because it is being set in motion at a time when
there is a growing need for strengthening international
norms and preventive tools in the face of the pervasive use
of torture across the globe. It is without a doubt that
efforts, such as yours, to prevent occurrence of acts of
torture and ill-treatment, to identify and effectively
investigate such acts and to assist the victims of torture
and ill-treatment are essential.”

In countries emerging from authoritarian rule, a major
challenge is ending often widespread and systematic
torture and ill-treatment practices.!® Between 2011 and
2019, Physicians for Human Rights (PHR), in
collaboration with the Open Society Foundation (OSF),
the Open Society Justice Initiative (OSJI) and regional
and local partners, worked to establish effective torture
investigation and documentation practices in the Central
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Asian countries of Kyrgyzstan, Tajikistan, and
Kazakhstan. Their approach consisted of activities in three
sequential phases - assessment, capacity building, and
policy reform.

Use of IP in the examination and documentation of
refugees and asylum seekers in Europe

Allegations of torture by state actors or government are
rare in Europe. However, in the United States, there has
been controversy over the use of waterboarding and other
‘enhanced interrogation’ techniques for investigation of
allegations of terrorism. It was established in the Hoffman
Report that concluded, “We therefore cannot conclude
that the collusion between American Psychological
Association (APA) officials and Department of Defense
(DoD) officials was done with the actual intent “to support
torture.” A more accurate description is that the collusion
was done to support the implementation by DoD of the
interrogation techniques DoD wanted to implement,
without substantial constraints from APA; with
knowledge that there likely had been abusive interrogation
techniques used and that there remained a substantial risk
that without strict constraints, such abusive interrogation
techniques would continue; and with substantial
indifference to the actual facts regarding the potential for
ongoing abusive interrogation techniques”.'!

The main use and application of IP in Europe has been for
the investigation of allegations of torture in migrants and
asylum seekers from countries where torture is
widespread and endemic particularly in war torn and
conflict zones.

The aims of the documentation of torture in asylum
seekers and refugees were clearly documented:'?

Preservation of evidence: Medical or
psychological assessment can be difficult,
impossible or dangerous for both the victim and
the medical expert in many countries where
torture is common. Preservation of evidence in
advanced models of documentation is therefore
of special importance in host countries. It can be
essential for the criminal and civil legal case.
Instigation of an investigation: This step can be
difficult, as long as no fair process can be
expected in the country where torture took place.
Newly established tools such as universal
jurisdiction might change this situation.
Monitoring by international bodies: Again,
monitoring and reporting of human rights
violations can be difficult or impossible in
countries with ongoing civilian rights violations,
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though international bodies such as the UN
committee on torture require reliable data.
Acknowledgement of suffering: A correct and
respectful interview can help the survivor to
experience attention to and respect for the
suffering encountered.

Protection: Survivors need and are entitled to
special protection, including against detention
and against refoulement.

Preparation and needs assessment for
comprehensive rehabilitation: A comprehensive
report based on the IP can also identify treatment
needs, and offer early intervention and secondary
prevention.

Numerous studies have shown the high prevalence of
depression, PTSD and other psychiatric disorders and
their outcomes in asylum seekers and refugees particularly
those who were survivors of torture and among
populations  exposed to mass conflict and
displacement.'*!* Studies have highlighted the dire needs
of refugees and torture survivors for the provision of
interventions for their mental health treatment and
rehabilitation. '’

Wenzel et al.'® highlighted the issue of assessment of
sequelae of torture for refugees in host nations, which has
been largely neglected, and the need to apply the IP. They
stated that IP serves several important purposes. First,
asylum procedures need to address security of torture as
evidence and respect trauma-related distress, but
impairment in concentration and memory during
interview is due to factors such as posttraumatic spectrum
disorders should also be taken into account. Second,
justice in national or international courts, international
monitoring, and interventions against human rights abuse
requires solid evidence that usually is not currently
available in countries with civil war or widespread
repression. Finally, adequate early recognition, support,
protection, and treatment of survivors of torture and
similar atrocities does provide relief, but these are also
some of the first indispensable steps for successful
recovery and, where feasible, integration.

A British study showed that asylum seekers had endured
a range of pre- and post-migratory stressors and had high
scores on measures of anxiety, depression, and PTSD.
Post-migratory factors comprising isolation, restrictive
policies, and stressors associated with having an insecure
immigration status, were significantly associated with
PTSD scores. Being refused asylum was the strongest
predictor of depression and anxiety. Those refused asylum
scored higher on a factor associated with barriers to
accessing services and thus indicating the need for
community orientated interventions to support displaced
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people to cope with the various stressors endured in
exile.!”

In Denmark, IP was used for performing medico-legal
assessment and documentation of torture survivors in the
context of a rehabilitation centre delineating six ways of
using medico-legal documentation in torture prevention:
National legal proceedings; international legal
proceedings; asylum cases; research, lobbying and
advocacy activities.'® Evaluation of the mental status of
rejected asylum seekers in two Danish asylum centres
showed that the prevalence rates of psychopathology in
Iraqi asylum seekers in Denmark were alarmingly high
and recommended that systematic screening of all
detained asylum seekers in Denmark is introduced. Given
the degree of mental health problems, it is also
recommended that procedures be changed and that
treatment should be offered to asylum seekers who are
detained in Danish asylum centres. "

A study in Italy reported that forensic assessment seems
to have a significant and interesting correlation with the
final assessment given by the Commission for the
International Protection: the higher the level of
consistency, according to the IP, the more frequently
protection is granted. Moreover, the findings of
assessments informed the rehabilitation as well as the
treatment of psychiatric disorders in refugees and asylum
seekers who have undergone torture, rape, and other
severe forms of psychological, physical, or sexual
violence.?

In the Netherlands, medico-legal reports on traumatised
asylum seekers evaluated the impact of trauma-related and
other variables on experts' judgments of the consistency
of symptoms and story.?' Positive asylum decisions were
predicted by expert judgments about the presence of
physical signs and symptoms of torture, and ill-treatment
and their consistency with the refugee's story, but not
psychological symptoms.

In Germany, a study of mental health of failed asylum
seekers as compared with pending and temporarily
accepted asylum seekers, showed high rates of
psychopathology, including PTSD.?? It was noted that
PTSD impacts memory functions, and as asylum
applications rely on personal accounts, those with PTSD
are at more risk of being rejected. The authors concluded
that “given the great vulnerability of these individuals,
long and unsettling asylum processes as practised in
Western host countries seem problematic, as does the
withdrawal of health and social welfare benefits. Finally,
high rates of psychopathology amongst failed asylum
seekers indicate that refugee and humanitarian decision-
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making procedures may be failing to identify those most
in need of protection”.

IP: The psychological/psychiatric interview

Chapter IV of the IP is devoted to the generation of
psychological evidence for torture highlighting the central
role of the psychological and psychiatric evaluation of
torture survivors.

It stipulates the following general considerations: (1) that
torture is an extraordinary life experience capable of
causing a wide range of physical and psychological
suffering; that the extreme nature of the torture event is
powerful enough on its own to produce mental and
emotional consequences, regardless of the individual’s
pre-torture psychological status; (2) that it is important to
recognize that not everyone who has been tortured
develops a diagnosable mental illness (commonly
depression and PTSD) and (3) the unique cultural, social
and political implications that torture has for each
individual influence his or her ability to describe and
speak about it. These are important factors that contribute
to the impact that torture inflicts psychologically and
socially and that must be considered when performing an
evaluation of an individual from another culture.

The IP has adopted ICD-10 and DSM-1V for psychiatric
diagnoses. The introduction of DSM-5 provides major
advances, challenges and opportunities for psychiatric
diagnosis, e.g. changes regarding specific trauma- and
stressor-related disorders and in transcultural factors that
appear to be of substantial importance for the assessment
of survivors of torture.?

The author had worked from 2014 to 2016 as Consultant
Psychiatrist conducting psychiatric assessments of
refugees and asylum seekers with alleged experience of
torture at the Helen Bamber Foundation (HBF), a
pioneering Human Rights Charity supporting refugees
and asylum seekers who are the survivors of extreme
human cruelty based in London, UK. The methodology
used at the HBF applies the same components though not
in precisely the same form as in the Istanbul Protocol
(Appendix).

The psychiatric assessment could be informed by
validated tools. For a comprehensive psychiatric
evaluation, the author has used the following tools:

The Mini International Neuropsychiatric
Interview (M.LN.L).%

"Mini-mental state". A practical method for
grading the cognitive state of patients for the
clinician.?
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Impact of Events Scale: a measure of subjective
stress. 26

Clinical Outcomes in Routine Evaluation
(CORE) System.?’

Montogomery-Asberg Depression Scale.?®

In an informative article review, Pope addressed
psychological assessment of torture survivors: Essential
steps, avoidable errors, and helpful resources.?’ This
article provides ideas, information, and resources that may
be helpful in conducting psychological evaluations of
people who have been tortured. The first section discusses
essential steps, including achieving competence;
clarifying the purpose; selecting methods appropriate to
the individual, the purpose, and the situation; addressing
issues of culture and language; maintaining awareness of
ways in which the presence of third parties and recording
can affect the assessment; attending carefully to
similarities, echoes, and triggers; and actively searching
for ways to transcend our own limited experiences and
misleading expectations.

The second section discusses avoiding five common
errors that undermine these evaluations: mismatched
validity; confirmation bias; confusing retrospective and
prospective accuracy (switching conditional
probabilities); ignoring the effects of low base rates; and
misinterpreting dual high base rates.

The third section identifies resources on the web (e.g.,
major centers, legal services, online courses, information
about asylum and refuge, networks of torture survivors,
human rights organizations providing information and
services, guides to assessment) that people working with
torture survivors, refugees, and asylum-seekers may find
helpful.?’

In relation to assessments of torture survivors conducted
by psychologists, Huminuik®® identified special
competencies for the production of high-quality
psychological evidence that can help to substantiate
allegations of torture, thereby increasing the likelihood of
success in civil, administrative, and criminal proceedings.

The author cautions that assessors must also have the
ability to guard against re-traumatization and protect
survivors as well as their family and community members
still facing the threat of violence. It is advocated that a
flexible approach is taken to establishing the facts of a
case, including the submission of psychological evidence;
and using standardized measurement tools for complex
trauma that need to be adapted for specific languages and
cultures.
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Clinical credibility of the torture survivor’s allegations

Chapter VI (paragraphs 287 to 290) of IP addresses the
issue of the credibility of psychological evidence of
torture.

In summary, the IP provides guidance on examination and
evaluation following specific forms of torture. For each
lesion and for the overall pattern of lesions, the physician
should indicate the degree of consistency between it and
the attribution given by the patient. The following terms
are generally used:

A. Not consistent: the lesion could not have been
caused by the trauma described;

B. Consistent with: the lesion could have been
caused by the trauma described, but it is non-
specific and there are many other possible
causes;

C. Highly consistent: the lesion could have been
caused by the trauma described, and there are
few other possible causes;

D. Typical of: this is an appearance that is usually
found with this type of trauma, but there are other
possible causes;

E. Diagnostic of: this appearance could not have
been caused in any way other than that described.

Ultimately, it is the overall evaluation of all lesions and
not the consistency of each lesion with a particular form
of torture that is important in assessing the torture story.

After eliciting a detailed narrative account of events, it is
advisable to review other possible torture methods. It is
essential to learn about regional practices of torture and
modify local guidelines accordingly. Questioning about
specific forms of torture is helpful when:

A. Psychological symptoms cloud recollections;

B. The trauma was associated with impaired
sensory capabilities;

C. There is a case of possible organic brain damage;

D. There are mitigating educational and cultural
factors.

The distinction between physical and psychological
methods is artificial. For example, sexual torture generally
causes both physical and psychological symptoms, even
when there has been no physical assault. Whilst physical
evidence may be visible and could be examined,
psychological consequences are no less disabling, are
‘invisible’ and long standing: psychiatric symptoms are
based on the torture survivor’s subjective experience.

An overall goal of the psychological evaluation is to
assess the degree of consistency between an individual’s
account of torture and the psychological findings observed
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during the course of the evaluation. To this end, the
evaluation should provide a detailed description of the
individual’s history, a mental status examination; an
assessment of social functioning and the formulation of
clinical impressions (see IP chapters II1, sect. C, and IV,
sect. E). A psychiatric diagnosis should be made, if
appropriate. Because psychological symptoms are so
prevalent among survivors of torture, it is highly advisable
for any evaluation of torture to include a psychological
assessment.

The clinical assessor needs to provide their opinion on this
credibility issue: factors that support credibility include
the consistency of their self-report report and the
psychological issues with a specific psychiatric diagnosis
such as PTSD, consistency with their accounts to other
mental health professionals assessments, the demeanour
of the client during the assessment, e.g. if they become
visibly distressed whilst describing their traumatic
experiences.

The other issue is attribution of the psychiatric symptoms
to the torture experience versus other stresses that the
survivor has experienced as an asylum seeker.

Case report: clinical credibility

In a recent psychiatric report, the author of this article
provided to the court in the UK for an asylum seeker and
under clinical credibility, it was stated “I am required by
paragraphs 105(f), 287(vi), and 290 of the Istanbul
Protocol to consider the possibility of a ‘false allegation
of torture.” I have therefore considered whether Mr X
might be feigning or exaggerating his psychological
symptoms. To assess this, I asked open questions to obtain
his spontaneous descriptions of his symptoms. I avoided
asking him closed questions, as much as possible, thus
avoiding prompting answers from him during the
interview. Concerning the plausibility of Mr X’s account
of his history and distressing experiences, the account he
provided to me and my observations of his present mental
state were sufficiently informative to fulfil the diagnostic
criteria of a moderate depressive episode with somatic
syndrome and is in keeping with the account he provided
to his GP as documented in their letters and the assessment
of his mental condition by specialist mental health
services. I am aware of the guidance of the Upper Tribunal
in JL (medical reports-credibility) and note that it is not
for me as a clinician to come to any conclusions regarding
Mr X’s credibility. However, I note that it is expected that
I perform “a critical and objective analysis of the injuries
and/or symptoms displayed.” (headnote 3, JL (medical
reports-credibility). I confirm that [ have done so”.
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Peer-reviewing of physical aspects of torture based on a
qualitative /semi-quantitative /quantitative multi-step
analysis leads to robust assessments of credibility.?! A
procedure is needed on how to merge the credibility
assessments of the psychological and the physical data
into an overall conclusion. The authors suggested that the
highest level of the two evaluations should constitute the
overall credibility assessment.

A study was conducted on the credibility of allegations of
torture in a sample of 45 Basque people held in short-term
incommunicado detention between 1980 and 2012, using
a modified version of the Standard Evaluation Form for
Credibility Assessment (SEC), a new tool to assess
credibility based on the IP.3? The study showed that: (a)
evidence that allegations of ill-treatment and torture in the
Basque Country are consistent and credible, being
ascertained beyond reasonable doubt and aside from any
political debate; (b) the wider use of the IP as a tool to
assess credibility of allegations of ill-treatment and
torture; and, (c) the usefulness of the SEC as a tool. The
authors opined that the SEC can help as a tool for
documenting torture in contexts where there are political
differences and figures are distorted as a result of
polarized  political debates, and where legal
documentation is needed for judicial purposes. Forensic
science can help by providing an objective assessment of
the credibility of allegations.

Finally, it is important to refer to the notion that torture
survivors with mental health problems, particularly

Conclusions

Torture and other forms of cruel or degrading treatment or
punishment are widespread, particularly in settings of
conflict and mass displacement of refugees and asylum
seekers.

The Manual on Effective Investigation and
Documentation of Torture and Other Cruel, Inhuman or
Degrading Treatment or Punishment, commonly known
as the Istanbul Protocol (IP), is an interdisciplinary
standard supported by the United Nations, the World
Medical Association, the World Psychiatric Association
and adopted by most countries and NGOs concerned with
human rights.

A main purpose of IP is to provide guidance for health
professionals  for  conducting  competent and
comprehensive assessment and investigation of the
physical and psychological/psychiatric consequences of
torture and other forms of cruel, inhuman, degrading
treatments. Moreover, an overall goal of the
psychological/psychiatric evaluation is to assess the
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PTSD, may experience particular difficulty in dealing
with direct interviewing, especially in contexts which
seem to them adversarial. The research evidence suggests
that such difficulties should not be seen as evidence of
reduced credibility.** 34

Training in application of the IP

ARTIP: Awareness Raising and Training Measures for the
Istanbul Protocol in Europe, is a project that has been
established and coordinated by Thomas Wenzel (Medical
University of Vienna, Austria).>® The overall objective
of ARTIP is to enable medical, legal and social
professionals to address one of the most fundamental
concerns in protecting individuals from torture: effective
documentation, that brings evidence of torture and ill-
treatment to light so that perpetrators may be held
accountable for their actions and the interests of justice
may be served. ARTIP, in collaboration with the Syrian
Association for Mental Health (SAMH), have obtained
funding from the World Psychiatric Association for the
provision of training of mental health and legal
professionals in the application if IP and its evaluation of
the training for documentation and diagnosis of mental
health impact of torture and extreme violence with an
interdisciplinary approach, including trained legal
professionals.

This project builds on the principles of SAMH’s Code of
Ethics for Mental Health Professionals.

degree of consistency between an individual’s account of
torture and the psychological/psychiatric findings
observed during the course of the evaluation. Hence the
pivotal role of psychiatrists in conducting assessments for
diagnosis of psychiatric disorders (ICD-10 and DSM),
commonly depressive disorders and PTSD. Further,
psychiatrists could recommend appropriate treatment
interventions for torture survivors with psychiatric
disorders. Finally, psychiatric evidence of torture is
crucial for the protection of torture victims and
prosecution of perpetrators in national and international
courts in collaboration with legal professionals concerned
with the service of justice.

Appendix: Methodologies used by the Helen Bamber
Foundation for the psychological/psychiatric interview
in accordance with Istanbul Protocol.

All references below are to the Istanbul Protocol.
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Paragraphs 275 to 291 of the Istanbul Protocol set out the
"Components of the  psychological/psychiatric
evaluation." The overall purpose of the evaluation is "to
form an impression of the degree to which torture has
contributed to psychological problems." (Paragraph 280).
"The mental state examination begins the moment the
clinician meets the subject." (Paragraph 284). As is
normal in any medical interview, enquiries commence by
means of open-ended, non-directive questions to establish
details of current mental health problems, if any. "Avoid
leading questions. Structure inquiries to elicit an open-
ended, chronological account of events ..." (Paragraph
168) “... [O]pen-ended interviewing methods require that
patients should disclose these experiences in their own
words using free recall." (Paragraph 169).

Each of these details is then explored, seeking to
understand whether and how answers to specific related
questions provide a coherent and consistent indication
suggesting particular conclusions. This is well established
routine clinical practice in reaching a diagnosis, i.e. the
identification of the nature of an illness or other problem
by examination of the symptoms. Such questions can
include, for example, the onset, nature and duration of
symptoms, precipitating and relieving factors, and other
features relating to them.

As the subject receives the question (directly or via the
interpreter) and responds, it is important also to observe
whether the enquiry has produced a change in presentation
(for example facial expression, posture, speed or hesitancy
of speech), or general demeanour, behaviour, mood and
affect.

A format for written documentation is presented below;
greater flexibility is clearly required during the actual
interview. The subject's own words are important.
However, when drafting the medico-legal report a third
person narrative style is adopted. Quotation can therefore
be used for emotional responses and the words of the
subject and others as context requires. For example,
'Suddenly "out of nowhere" people appeared.! '"They said
“we’ll take you downstairs to get more details.” 'It was
not a bad experience to begin with but later on "I felt I
went into a Hell."

Demographic information

Presenting complaint(s) and main current
symptoms and associated distress/disability "It is
important to inquire about current sources of
stress, such as separation or loss of loved ones,
flight from the home country and life in exile."
(Paragraph 278).

History of the presenting complaint illness “It is
useful (particularly in people whose insight may
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be limited) to obtain a collateral account from
any available family, friends or other sources.
Previous GP or hospital notes should also be
sought, reviewed and summarised”.

Previous psychiatric history "Inquiries should be
made about a history of mental or psychological
disturbances, the nature of the problem and
whether they received treatment or required
psychiatric hospitalization. The inquiry should
also cover prior therapeutic use of psychotropic
medication." (Paragraph 282).

Past medical/surgical and medication history
Family history of mental illness

Personal history "...the examiner should inquire
into the person’s daily life, relations with friends
and family, work or school, occupation, interests,
future plans and use of alcohol and drugs.
Information should be elicited regarding the
person's post-detention psychosocial history."
Paragraph 136 and "[As] relevant describe the
victim's  childhood,  adolescence, early
adulthood, his or her family background, family
illnesses and family composition. There should
also be a description of the victim's educational
and occupational history. Describe any history of
past trauma, such as childhood abuse, war trauma
or domestic violence, as well as the victim's
cultural and religious background." (Paragraph
279).

Early life and development

Educational history: Include educational
milestones (literacy, certificates, years of
education completed/repeated) and school-year
friendships/bullying.

Occupational history

Social and Relationship history

This component of the psychological evaluation
seeks  information about current life
circumstances. It is important to inquire about
current sources of stress, such as separation or
loss of loved ones, flight from the home country
and life in exile. The interviewer should also
inquire about the individual’s ability to be
productive, earn a living, and care for his or her
family and the availability of social supports.
(Paragraph 278).

Alcohol and Substance use (Paragraph 283).
Forensic history (in country of origin and since
coming to UK) "Describe any history of past
trauma, such as childhood abuse, war trauma or
domestic violence." (Paragraph 279).

Premorbid personality "...compare the current
mental health status with that of the individual
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before torture" via "data about the individual's
previous mental health and psychosocial
functioning to form an impression of the degree
to which torture has contributed to psychological
problems." (Paragraph 280).

Mental state (Paragraph 284): Appearance and
behaviour; Motor activity; Speech and use of
language; Mood and affect; Thought form;
Thought  content; Perception;  Cognition
(orientation, long term memory, intermediate
recall and immediate recall and Insight.

"[A]n assessment of current psychological functioning
constitutes the core of the evaluation. Affective cognitive
and behavioural symptoms should be described in detail,
and the frequency, as well as examples, of nightmares,
hallucinations and startle response should be stated."
Paragraph 285 adds that "The clinician should assess the
individual's current level of functioning by inquiring
about daily activities, social role (as housewife, student,
and worker), social and recreational activities and
perception of health status." (Paragraph 277).

"Clinicians should comment on the consistency of
psychological findings and the extent to which these
findings correlate with the alleged abuse. The emotional
state and expression of the person during the interview, his
or her symptoms, the history of detention and torture and
the personal history prior to torture should be described.
Factors such as the onset of specific symptoms related to
the trauma, the specificity of any particular psychological
findings and patterns of psychological functioning should
be noted. Additional factors should be considered, such as
forced migration, resettlement, difficulty of acculturation,
language problems, unemployment, and loss of home,
family and social status. The relationship and consistency
between events and symptoms should be evaluated and
described. Physical conditions, such as head trauma or
brain injury, may require further evaluation. Neurological
or neuropsychological assessment may be recommended."
(Paragraph 288).

"If the survivor has symptom levels consistent with a
DSM-IV or ICD-10 psychiatric diagnosis, the diagnosis
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Professor Abdel Aziz Mousa Thabet

Tribute to a Pioneer of Child Trauma Research

Of all the articles, I had the privilege to co-author with
this great man, this is the one [ hoped I would never have
to write. Yet, his huge influence on the field makes it a
little bit easier. How does one summarize 25 years of
memories and immense productivity in a few lines?
Particularly when it is so difficult to disentangle

between the scientist, clinician, collaborator and friend.

These days we take for granted the substantive
knowledge on how war-inflicted and other types of
complex trauma impact on children’s mental health. A
large body of evidence has led to the development of
interventions and services across different disciplines,
settings and contexts across the world; and has equipped
professionals with skills how to recognise and treat
posttraumatic stress disorders and associated needs.
This was almost impossible to foresee when Professor
Abdel Aziz, as I have always called him, first
approached me to work together on his PhD research.
Our understanding at the time relied more on theory
than research, case studies from the general population,
and adult-based reports. Professor Abdel Aziz went
several steps ahead of his time in delving into a war-torn
area of extreme poverty, addressing new and inter-
linked concepts and, crucially seeking evidence from
children themselves. I vividly recall reading in disbelief
and distress the first children’s reports on their direct
and indirect exposure to atrocities in what was to be his

classic publication (Thabet & Vostanis, 1999). I will be
89

referring to all this extraordinary volume of research as
Professor Abdel Aziz’s sole contribution, because I had
the mere fortune and privilege in assisting him to share

it with the global academic and clinical community.

What followed is difficult to comprehend even now.
Over the subsequent three decades, Professor Abdel
Aziz tackled the field with challenging research
questions, validation of measures, cross-sectional and
longitudinal designs, and intervention trials with
different groups of children. He did not shy away from
challenges such as capturing acute and long-term impact
of conflict (Thabet et al., 2002), the collective impact of
trauma on parents and communities (Thabet et al.,
2014a), and its underpinning complex mechanisms
(Thabet et al., 2004). The latter was another major break
in demonstrating different pathways through which past
(usually war-inflicted) trauma resulted in PTSD, whilst
current adversities (such as poverty of impaired
parenting capacity) were associated with depression.
These findings have since deeply influenced practice
with vulnerable groups such as refugee children in
endorsing multi-modal interventions and service

models.

Professor Abdel Aziz’s outlook was always child-
centred. He wanted to make a difference in children’s
lives by demonstrating the needs of disadvantaged

groups such as maltreated children (Thabet et al., 2004),
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in labour (Thabet et al., 2010), or living in orphanages
(Thabet et al., 2007). Ultimately, this high calibre
psychiatrist epidemiologist was not afraid of
investigating protective factors such as coping strategies
(Thabet et al., 2014b) and parental support amidst
despair (Thabet et al., 2009), thus instilling hope to
communities and professionals with the evaluation of
interventions (Lange-Nielsen et al., 2012) and child-

driven policy (Thabet et al., 2008).

Deservedly so, the influence of Professor Abdel Aziz’s
research goes well beyond what he may have anticipated
himself at the outset. All major international
organizations have quoted his work over the years in
their efforts to improve children’s rights, living
conditions and mental wellbeing (e.g. Freedom Fund,
2015; Migration Policy Institute, 2015; United Nations,
2019; United Nations Office on Drugs and Crime,
2015). As the world is trying to come to terms with a
different type of trauma during the COVID-19 crisis and
beyond, his research remains more topical than ever. For
example, in a study with healthcare professionals in the
Gaza Strip, their reported high prevalence rates of
psychiatric disorders were predicted by their personal
experiences of loss and trauma, rather than by their
professional exposure (Shamia et al., 2015). These
findings inform the need for supporting mental health
and other care professionals in the aftermath of the

global lockdown (Vostanis & Bell, 2020).

This extraordinary contribution reflects Professor Abdel

Aziz’s personal attributes, i.e. his generosity, unique
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energy and creative mind. He could have easily taken up
a tenure at any University in the world, yet he always
opted to stay in his beloved Gaza and suffer with his
people. Numerous policy makers, academics and
professionals quoted his work in major international
forums, although few had actually met him. Professor
Abdel Aziz could not often accept prestigious
invitations, as he could not easily travel from the
Palestinian Territories. This irony never escaped me on
someone who exerted such influence on human rights.
Yet he never complained, instead was always positive,
faithful and strong. I learnt so much about human
resilience from him. As fate would have it, we met in
Jordan (photo) just before his final trip to Canada.
Looking at the Dead Sea, he was so excited to show me
his new statistical programme that would help him
integrate all his datasets to estimate secular trends in
trauma exposure and child mental problems over his
lifelong research. On behalf of millions of children who
have benefited from your work, rest in peace my dear
friend.

Panos Vostanis

Professor of Child Mental Health
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Abstract

G eneralized anxiety disorder (GAD) is a common anxiety disorder that affects about 5% of adults in primary care. The

essential feature of this condition is chronic anxiety and worry that is out of proportion with life stressors. It follows a
chronic course with exacerbations at times of stress. Drug treatment of GAD is based on evidence derived from randomized
controlled trials of selective serotonin inhibitors (SSRIs), selective serotonin and noradrenaline inhibitors (SNRIs), the
calcium channel modulator drug Pregablin and the Azapirone Buspirone. Among the SSRIs, the strongest evidence for the
treatment of GAD is for Escitalopram, sertraline and paroxetine. The SNRIs venlafaxine and duloxetine are effective in
treating GAD. There is also evidence for the efficacy of the antihistamine hydroxyzine, but excessive sedation limits its use.
Other drugs having evidence for efficacy include the antipsychotic quetiapine and several benzodiazepine derivatives.
Because of the chronic nature of GAD, the use of benzodiazepine derivatives raises issues of tolerance, dependence and
withdrawal reactions.

Practically, it is advisable to start with an antidepressant and to continue the treatment for 18 months if there was a response.
Otherwise, Pregablin, Buspirone or quetiapine may be added as augmentation, or prescribed as monotherapy. Drug treatment
of GAD usually involves considering psychological therapies. Counselling or supportive psychotherapy should always be
provided. There is a sound evidence-basee for the use of cognitive behavioural therapy (CBT) in the treatment of GAD. CBT
remains effective if provided through the internet. The choice between drugs and psychotherapy depends on patient preference
and treatment availability. Drugs and psychotherapy may be used in combination.
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