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Review Article

Postpartum Psychiatric Illness in Arab Culture
Mohamad T. Abou-Saleh
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ABSTRACT

There have been numerous studies of the prevalence of postpartum psychiatric
illness and its nisk factors in Westem Europe and North America but very few
studies from developing countries including the Arab world.

Studies that were carried out in the Arab world are reviewed including recent studies
from the UAE which show similar prevalence rates to rates reported from
industrialized countries but with a few unique social risk factors.

The relationship of motherhood and
psychiatric illness has been extensively
studied in recent years. This is related to
remarkable advances in the (nosology)
of psychiatric disorders, the rapidly
accumulating knowledge on their
etiology and the introduction of effective
treatments. The spectrum of postpartum
psychopathology ranges from the
common blues (prevalence 50-70%)
through depressive illness (prevalence
10-15%) to psychosis (prevalence 0.1-
0.2%). Although the etiology of these
disorders is largely unknown, recent
studies have highlighted the importance
of hormonal factors in the pathogenesis
of postpartum psychosis and the
predominant role of psychosocial factors
in the etiology of postpartum depression.

There have been numerous studies of
postpartum  depression, its nature,
prevalence and risk factors, whether
psychosocial or biological one. O’Hara
and Swain (1996) undertook a meta-
analysis of the results of a large number
of studies to determine the average
prevalence rate of non-psychotic
postpartum depression and the effects of
a number of putative risk factors,
measured  during  pregnancy for
postpartum  depression. The average
overall prevalence rate in 59 studies was
13% with a small 95% confidence
interval (12.3 to 13.4%). Prevalence
estimates were marginally greater in
self-report based studies (14%) than in
interview (diagnosis) based studies
(12%). Moreover, estimates were greater
in studies that used a wider window (e.g.
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first eight weeks) than a narrow one
(e.g. first 4 weeks) and the postpartum
period under evaluation made the largest
contribution to the prediction of
prevalence estimates, accounting for
17% of the variance. Importantly, the

number of days postpartum when-

assessment was completed and the
country in which the study was
conducted did not significantly predict
prevalence estimates.

The majority of these studies were
European/North American based and
only one was carried out in a semi-rural
setting in Uganda® reporting in a series
of 183 women, a prevalence of 10%
depression (ICD-8) assessed in context
of the Goldberg interview within three
months from childbirth. Interestingly,
this rate was similar to the rate obtained
in a series of Scottish women (13%)
using the same methodology.

Kumar (1994) in a critical review of the
literature of trans-cultural aspects of
postpartum psychiatric illness has shown
the scarcity of studies done outside of
Western Europe and North America and
commented on the surprising similarities
of rated of postpartum depression in the
few reported cross-cultural comparative
studies. These studies had important
limitations: reliance upon self-report
questionnaires, description of prevalence
rather than incidence rates, uncertainty
about the relevant time frame, the lack
of detailed comparisons of
symptomatology and the lack of
availability of methods that allow
sensitive and yet reliable comparative
analysis of aetiological factors as well as
of the course, nature and outcome of

postpartum depression. The study of
postpartum psychiatric illness in a range
of cultures offers a unique opportunity to
examine the socio-cultural differences in
presentation, etiology and hence the care
and prevention of these disorders.

“The first study of postpartum psychiatric

disorders was carried out in Egypt and
reported a prevalence of 4.3%
comprising maternal blues 8%,
shizophreniform disorders 5%, mania
21%, depression 11% and organic
disorders 5% using DSM-III criteria’.
Women with blues had impaired
cognitive function and depressed women
had 2 negative attitude towards their
babies and their husbands. There was
however a discrepancy between the
subgroup of normal women from the
obstetric wards who had a high
prevalence rate of psychiatric disorder
(25%) and the two subgroups of
psychiatrically ill women admitted to the
hospital who had delivered within the
six months previous to admission, 1.4
and 4.3% respectively which is related to
selection factors. The second study
reported a prevalence rate of maternity
blues of 38% which were associated with
somatic symptoms, depression, phobic,
anxiety symptoms,  history  of
premenstrual tension and maternal ill
health during pregnancy"’.

We have recently undertaken a
retrospective study of the incidence and
characteristics of severe postpartum
psychiatric illness following childbirth
in the city of Al Ain' United Arab
Emirates. The incidence of postpartum
psychiatric admission was 0.55 per 1000
deliveries and the incidence of psychosis
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was 0.32 per 1000 deliveries. These
rates are concordant with the lower
incidence reported from Saudi Arabia'
and Japan’ when compared with the
incidence in Western Europe and North
America. However, the diagnostic break-
..down showed a similar rate (47%) of
affective and schizoaffective psychosis to
the rates reported from developed
countries.

We have then carried out a prospective
study involving 95 women admitted to
the New Dubai Hospital in Dubai for
childbirth. All subjects were assessed in
the postpartum period using clinical and
sociocultural  instruments: the Self
Reporting Questionnaire (SRQ) at day 2,
the Edinburgh Postnatal Depression
Scale (EPDS) at day 7, the Present State
Examination (PSE) at week 8+2 and
week 30+2 after delivery.

The prevalence rate of psychiatric
morbidity was 24.5% by SRQ, 17.8% by
EPDS and 15.8% by PSE. A number of
psychosocial factors emerged as putative
risk factors for postpartum depression:
marital problems before and after
delivery, polygamy, life events in the last
6 months, previous psychiatric illness,
first child and baby’s ill health. These
risk factors except for polygamy are
consistent with the findings of the meta-
analysis of previous studies’. The impact
of polygamy was mediated by marital
problems. The most powerful risk
factors for the occurrence of postpartum
depression in the first few weeks after
delivery was early depressive symptoms
occurring within the first week from
delivery: patients who were cases on the
EPDS in the first week were the ones

who suffered from full-blown depressive
illness many weeks after delivery. Of
note is that all those with PSE case
depression recovered at 8 months after
delivery when very few new occurrences
were found (4.2%) indicating the self-
limiting  nature of postpartum
depression.

Our results could be compared to the
findings of Cooper et al (1988) who used
the PSE and compared the prevalence
rate  of non-psychotic psychiatric
disorder after childbirth (8.7%) to the
rate in a general population sample of
non-puerperal women (9.9%) and found
it no greater. The rate of PSE-cases of
15.8% is lower than the rate obtained in
a community-based survey of psychiatric
morbidity in women in Dubai using the
same method of PSE-CATEGO ID level
5 (22.7%). This is probably related to
the higher mean age and the inclusion of
divorced, separated and widowed
(postmarital) women in the community
sample who as a subgroup had a PSE
casc rate of 39.4%. The diagnostic
breakdown, however, was similar with
39.7% having endogenous depression
(296.1). 17.6% with anxiety states
(300.0) and 13.2% with neurotic
depression (300.4).

We are currently examining the impact
of postpartum maternal and potential
psychiatric illness on child development
in view of the reports of adverse effects
of postpartum psychiatric iliness causing
cognitive and behavioural problems in
infants and young children respectively®.
All in all, the findings of these Arab
studies show that the prevalence of
postpartum psychiatric morbidity and its
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psychosocial correlates are similar to the
results obtained in studies from Western
Europe and North America. The portrait
of postpartum psychiatric disturbance is
a woman who has suffered previous

psychological problems with marital
problems, other life stresses, concerns
about the pregnancy and the newbomn
child, and who shows signs of distress
early in the puerperium.

g7 ST I

e AN pall adinall 53V gl day Al il ¥l Sl 53 6 Apad dad olia
il jall Cuig 28 LSyl Jlady Ly ¥ lalil 8 A8l il il 5 S e
Jaaad o lie il ylaaVl oda il Jana o LY Algs 8 el Ty Leia g A8

s il lauall o3¢l AN 5 LeLibia¥) Gl 3 CDER) aa Ay s¥) Joall i Ll

References

1. Abou-Saleh, M.T., Karim, L,
Ghubash, R. (1996) Postpartum
Psychiatric admissions in Al Ain.
Annals of Saudi Medicine, 16:355-
356.

2. Cooper, P.J., Campbell, E.A,, Day,
A, Kennerley, H & Bond, A.
(1988). Nonpsychotic psychiatric
disorder  after childbirth: a
prospective study of prevalence,
incidence, course and nature.
British Journal of Psychiatry, 152,
799-806.

3. Cox, JL. (1983) Postnatal
depression:. A comparison of
African and Scottish women. Social
Psychiatry, 18, 25-28.

4. El-Akabawi, A.S., Khattab, T.Y.,
Amin, Y., Sayed, S, Khater, UM.
(1988). The Nature and Associates
of “Maternity Blues” in and
Egyptian Culture.  Egypt. J.
Psychiat, 11:57-80.

5. Kumar, R. (1994) Postnatal Mental
Illness: A Transcultural Perspective.
Soc  Psychiat and Psychiat
Epidemiology 29:250-264.

6. Murray, L. and Cooper, P.J. (1996)
The impact of postpartum
depression on child development.
International Review of Psychiatry,
8, 55-63.

7. O’Hara, M.W., Swain, A M. (1996).
Rates and risk of postpartum
depression a meta-analysis.
International Review of Psychiatry,
-8, 37-54.

8. Okana, T., Koshikawa, N., Nomura,
J., Tatsunuma, T. Cross-Cultural
study of maternity blues and
postpartum  depression.  Paper
presented at 6th International
Conference of the Marce Society,
Edinburgh 1992.



M. T. Abou-Saleh

9. Okasha, A., Younis, N., Youssef, [, 10. Shoeb, IL.A., Hassan, G.A. (1990)
Khalil, A.H., Demerdash, A. (1987) Postpartum psychosis in the Assir
The Postpartum  Psychiatric region of Saudi Arabia. Br J of
Disorders: A  Descriptive and Psychiatry, 1990:157,427-430.

Epidemiological Study. Egypt. J.
Psychiat, 10:161-174.

Abou-Saleh, M.T, Ph.D., FRCPsych

Professor & Chairman

Department of Psychiatry & Behavioural Sciences
Faculty of Medicine and Health Sciences

United Arab Emirates University

P.O. Box 17666

Al Ain, United Arab Emirates

W



The Arab Journal of Psychiatry (1997) Vol. 8 No. 1 Page (6-12)

The Factorial Structure of the 17-item Hamilton Depression

Rating Scale
Tewfiq Daradkeh, Mohamad Abou-Saleh, Lina Karim
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ABSTRACT

The Hamilton Depression Rating Scale was applied to 73 depressed inpatients
diagnosed using the Psychiatric Diagrostic Interview. The first 17 items of the scale
were factorized using the hierarchical factor analysis and were clustered using
agglomerative hierarchical cluster analysis. Five primary and one secondary factor,
accounting for 61% of variance were extracted. The extracted factors represent
insomnia, depression, anxiety-hypochondriasis, guilt, and genital symptoms (libido).
Three simple interpretable clusters that represent depression, associated symptoms
and some melancholic features were found. A weak general factor of the scale was
found.

Key words : structure, rating scale, depression.

Introduction

The Hamilton Depression Rating Scale
is a standardized scale for the
measurement of severity of depression
(103). The scale consists of 21 items (the
total score is based on the first 17 items)
rated on either 3- or 5-point scales. The
factorial structure of HDRS-17 has been
investigated by a number of
investigators’. Recent reports have
indicated that the HDRS is a weak
measurc of depression severity because it
does not define a unidimensional
depressive state and does not correlate

well with clinical assessments®. Thus, it
would be a  worthwhile exercise to
explore the validity of the scale. In this
paper we describe the structure and
psychometric properties of the scale, and
in a second report the predictive validity
of the total score will be presented in a
different sample of patients. The
structure and psychometric properties of
the HDRS presented in this report is a
part of a brain imaging study on patients
with severe illness.
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Material and Method

Seventy-three  (n=73) consecutively
admitted patients with DSM-111-R
diagnosis of major depression were
assessed with the Hamilton Depression
Rating Scale. The sample was selected
from the in-patient population with
clinical diagnoses of depression. Patients
were then assessed with a highly
structured diagnostic  interview, the
Psychiatric Diagnostic Interview - PDI-
R, that yields DSM-111-R diagnosis.
The first 17 items of the scale were
subjected to hierarchical factor analysis
with varimax rotation. Screen test was
used to determine the number of factors’.
Some authors have discussed in some
detail the concept of oblique (non-
orthogonal) factors in order to achieve
more interpretable (simple) structure.
Specifically, computational strategies
have been developed to rotate factors so
as to best represent clusters of variables
without the constraint of orthogonality
of factors. However, the oblique factors
produced by such rotations are often not
easily interpreted. A new computational
strategy has been elaborated in which
the programme first identifies clusters of
items and rotates axes through those
clusters; next the correlations between
the oblique factors are computed. and
that correlation matrix is further factor-
analysed to yield a set of orthogonal
factors that divide the variability in the
items into that due to shared or common
variance (secondary or general factors),
and unique variance due to the clusters
of similar variables in the analysis
(primary factors). The HDRS (total and

extracted factors were then subjected to
item analysis in order to calculate the
internal consistency (reliability) of the
total scale and subscales. Subscales
whose reliability is equal or better than
the reliability of the total scale are more
likely to be valid and meaningful. On
the other hand, subscales with low
reliability cast doubt on their validity. To
avoid the problems that may result from
improper solution achieved by factor
analysis, cluster analysis of variables
was carried out to explore the structure
of the HDRS. Hierarchical Cluster
Analysis of variables does not require
multivariate normal distribution of
variables, nor a linear relationship
between variables. Similarity as a cluster
measure was employed to group
variables into  different clusters.
Extracted clusters were also subjected to
item (reliability) analysis to calculate the
reliability of subscales.

Results

The sample comprised 31 male and 42
female patients. The mean age of
patients was 35.1 years, ranging from 18
to 58 years. The mean total Hamilton
score was 27.5, (SD=4.8). Hierarchical
factor analysis yielded 5-factor (primary)
solution and a general (secondary) factor
accounting for 61% of variance (Table
1). Ten items of the HDRS were loaded
on the general factor (loadings >0.3)
and loadings ranged from 0.35to 0.57
which indicates a moderate level of
loadings for the general factor. The
items or symptoms were as follow:
depressed mood, guilt, initial insomnia,
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middle insomnia, late insomnia, psychic
anxiety, somatic anxiety, gastrointestinal
somatic symptoms, general somatic
symptoms and loss of libido. The
symptoms can be grouped under three
clusters: psychological (cognitive), sleep,
anxiety and somatic component. This
factor seems to be a better indicator of
severity than the total scale as its
reliability (alpha coefficient = 0.75) was
higher than the reliability of total scale
(alpha coefficient = 0.60). First primary
factor was markedly loaded form middle,
late, and initial insomnia and was
moderately loaded for psychic anxiety.
Loadings ranged from 0.38 to 0.67. Its
internal consistency (alpha) was found to
be 0.71. Second primary factor was
markedly loaded for depressed mood,
loss of weight and suicide and was
moderately loaded for - agitation.
Loadings for this factor ranged from
0.46 to 0.77. Its internal consistency was
0.64. Third primary factor was markedly
loaded for loss of interest/work
(negative) and was moderately loaded
for hypochondriasis and anxiety. Fourth
primary factor was markedly loaded for
loss of weight, guilt, and was moderately
loaded for retardation. Fifth primary
factor was markedly loaded for loss of
libido and was moderately loaded for
somatic items. Reliability coefficients for
extracted components were as follows:
0.71 and 0.64 for first and second
primary factors. The rest of the factors
exhibited low reliability coefficients.
Cluster analysis classified the 17
variables of the HDRS into 3 groups
(Fig. 1). First cluster represents
depressed mood, loss of weight, suicide

and agitation. The reliabilify of this
cluster was 0.64. Second cluster
represents anxiety, somatic symptoms,
loss of intercsts and insomnia. The
reliability of this cluster was 0.71. Third
cluster represents guilt, retardation, loss
of insight, loss of libido and

‘hypochondriasis. The reliability of this

cluster was 0.37.

Discussion

We have described no more and no less
than an “internal construct validity”
evaluation of the HDRS. The findings
reported here represent more than a
revision of the HDRS guided by clinical
validators. Our analysis rests on a belief
that the psychometric properties of any
psychological measure must be well-
defined and consistent with the
definition of the target construct. The
comparison between different factor
analyses of HDRS presents many
difficulties’. First, there are many
versions of the Hamilton Depression
Rating Scale. Second, not only does
patient inclusion and exclusion criteria
vary but also the level of depression and
the diagnostic criteria used. Third,
variation in methods of factor extraction
and factor loading vary from one study
to another. Factor analysis and cluster
analysis yielded only two meaningful
primary factors and two clusters
respectively. The second primary factor
corresponds exactly to the first cluster
that included depressed mood, suicide,
loss of insight and agitation. The
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findings that limited number of
symptoms were loaded on depressive
factor accord with previous observations.
Hamilton® reported that depressed mood,
guilt, suicide and agitation represented
the depressive factor. Bech et al*!
reported that depressed .mood, guilt,
work/interest, and psychic anxiety
constituted the depressive factor. Risking
et al in 1987" found that depressed
mood, suicide, work/interest and loss of
libido constituted the depressive factor.
Factor analysis revealed that the
secondary or the general factor was
different from the depressive factor.
First, more items were loaded on the
general factor than the depressive factor.
Second. the internal reliability of the
general factor was higher than the
reliability of the depressive factor. Third,
we expected that the general factor
loading on depressed mood would be the
highest but it was not. The limited
number of the HDRS items loaded on
this factor, the moderate level of loading
and the moderate level of alpha
reliability suggest that this factor,
although better than total scale, is not a
terribly good index of severity of
depression. Despite these differences
certain factors are common to different
HDRS-17 analyses. The insomnia factor
covering all 3 insomnia items appears in
several  analyses'™’.  The higher
correlation between the insomnia
variables compared with the depressed
mood with the general factor can be
explained by the fact that our patients
may be less psychologically oriented and
therefore the complaints of sleep
disturbances were expressed easier than

the anguish of depressed mood. One of
the most important findings of our study
is that a powerful general factor was not
found. Two possible explanations for the
latter observation are possible: either a
general factor for HDRS does not in fact
exist, or if such a factor does exist, the
small range of severity of illness in our
patients allows the general factor to
diminish in size, and by rotating the
factor to a simple structure elimination
of such factors is a likelihood possibility.
The extracted factors in our study have
also been reported by other
investigators®  but with different
variables and different loading. The
findings of cluster analysis are rather
more  simple, meaningful and
interpretable. First cluster describes the
psychological component of depression;
second cluster descripes more or less the
associated symptoms of depression and
the third cluster partly describes some of
the melancholic features of depression
(guilt, retardation and loss of weight).
Taking into consideration the results of
both factor and cluster analyses it seems
unlikely that the HDRS is a
unidimensional scale'® and subsequently
its total score is also unlikely to be an
optimum index for severity of depressive
illness. The relatively low internal
consistency of the scale (alpha = 0.6)
supports the questionable validity of the
total score as an index of severity of
depressive illness. It is interesting to find
that the low internal consistency of the
HDRS was also noted by other
investigators'”. It would be of interest
to find out how the total score correlates
with other measures of severity and
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whether the total scores predict the points will be discussed in our second
overall clinical severity. The above two report which will follow soon.
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Table 1: Hierarchical Factor Analysis of the HDRS-17

17-item Primary Factors
HDRS 1 2 3 4 5 General
ST (22.2%) | (13.3%) | (10.6%) | (8.0%) | (6.9%) | Factor
5 | Middle insomnia 0.62 0.56
4 | Early insomnia 0.38 0.37 0.57
6 | Late insomnia 0.66 0.46
7 | Work and activities -73
1 | Depressive mood 0.68 0.36
16 | Weight loss 0.77
3 | Suicide 0.65
9 | Agitation 0.44 0.46 0.30
10 | Psychic anxiety 0.48 0.49 0.41
12 | Gastrointestinal 031 0.45
somatic

13 | General somatic 0.44 041
11 | Somatic anxiety 0.34 0.44 0.57
8 | Retardation -0.38 0.35
14 | Genital symptoms 0.33 0.62 0.34
2 | Guilt 0.64 0.43
17 | Insight 0.72
15 | Hypochondriasis -45 0.52

Internal consistency 0.71 0.64 0.45 0.38 0.35 0.75

(alpha)
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Th(_e Assessment and Treatment of Adolescent Substance
Misuse: Some Special Considerations

Harith Swadi
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ABSTRACT

While substance misuse among adolescents is globally on the increase, prevention
remains the main approach. This paper highlights some relevant clinical issues of
-recent interest. It provides some aspects which could help in the clinical assessment
of referred adolescents and how these differ from adults. Some pointers in relation to
clinical managements and treatment approaches are highlighted. Finally, the case for
setting up specialist services for adolescents who misuse psychoactive substances is

made.

Keywords: adolescents; substance misuse, assessment.

Introduction

Although North America and Britain
have taken the lead in the table of
countries most affected by, and reporting
an increase in substance misuse among
adolescents is increasing, it is extremely
difficult for any nation to deny that it
has been showing similar trends to
varying degrees. Like Britain and many
other European countries, there are
hardly any organised treatment services
for adolescents in the Arab world.
Instead, there is almost a total emphasis
on prevention despite the fact that there
is no universal agreement on what
prevention can achieve. This approach
also overlooks the fact that a growing
number of adolescents fail to respond to
preventative measures in any form.
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Why treat adolescents?

A point of contention is whether or not
we should concern ourselves with
treatment. is it not possible that
adolescents may just grow out of the
habit of using psychoactive substances?
It is argued that we should, because:

1. While it is true that most will
eventually stop substance misuse,
some will not. They, will make the
future substance dependent aduits.
One report found that 92% of drug
dependent adults start to use around
the age of 15-18 years'.

2. Drug misuse has an epidemic
character through peer influence.

3. It is associated with psychosocial
and health risks>. A prospective
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4. study over 22 years found that about
2% of opiate addicts die each year
mostly (72%) of drug-related causes
and mainly in the young age group’.

5. It is possibly more likely to be
treated successfully in adolescence
than in adulthood, given that their
substance use is not usually
associated with the features of
dependence.

6. The preventative value of treating
adolescent substance misusers can
be realised through a reduction on
the demand for adult substance
misuse services and the associated
reduction in HIV and AIDS
morbidity.

The most likely sources of referral are
families, social welfare agencies, the
legal system, schools and primary health
workers Very few adolescents come
voluntarily for treatment’. A proportion
of referrals are made for reasons other
than substance use (usually behavior
problems) which tends to emerge later in
the assessment process as a main

problem.
Types _of substance use among
adolescents

Unlike adult addicts who mainly use
psychoactive  substances just to feel
normal, adolescents use psychoactive
substances in many different contexts. It
is very important to determine the
context of use as it has a very large
bearing on the intervention process.
There are five different clinical contexts
of involvement?.
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1. Exploratory or Experimental

The primary motive in this type is
curiosity and risk-taking. The mood
altering effects are secondary to the
adventurec of use. Using takes place
mostly with others. The user may try
more than one substance, but usually not
more than a handful of times. The key
factor is “Curiosity”. The adolescent is
experimenting with the mood swing
caused by drugs.

2. Social

The context here is strictly social e.g.
parties, friends’ houses, car parks etc..
The primary motive is social acceptance.
Peer group plays a large role. Substances
are shared freely or sold at cost. The
purpose is to fit in with the crowd and to
loosen  up. The keyword is
“Acceptance”. The adolescent is usually
still experimenting with the mood
swing.

3. Emotional or Instrumental

In this context, the adolescent learns
through a process of trial and error, and
modelling, to use  substances
purposefully to manipulate feelings,
emotions and behavior, i.e. to elicit or to
inhibit certain behaviours and feelings.

The keyword is “Seeking”. The
adolescent is generally seeking the mood
swing.

There are two types of instrumental use:
a. Generative/Hedonistic where the
purpose is to seck pleasure and to have
fun. It is characterised by binges
motivated by the desire to get high or to
disinhibit behaviour (e.g. shyness) or
both. It is directed to elicit pleasurable
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feelings or to explore new feelings or
emotions.
b. Suppressive/Compensatory where
the purpose is to cope with stress and
uncomfortable feelings. The goal is
suppression of negative and distressing
emotions such as shame, anger, sadness,
~ confusion and loneliness. Mostly, use is
solitary but can also happen with the
peer group.

4. Habitual

Typically the frequency of use is more
alarming and begins to show a
characteristic of compulsiveness and
pre-occupation. Life style becomes
gradually centred around drugs. Former
relationships, activities and friends start
to dissipate and new substance related
ones develop. Sleep and concentration
difficulties begin to appear. Withdrawal
symptoms appear occasionally especially
after periods of heavy sustained use.
Craving and tolerance may appear and
he/she begins to think about use most of
the time. More behavior problems
appear and school performance becomes
seriously affected. The key word is
“Accommodation”. The adolescent is
pre-occupied with the mood swing.

S. Dependent or Addictive
This is the stage where physical and

psvchological addiction become the
main feature. Tolerance., craving,
withdrawal symptoms and the

compulsion to use are the main features.
The adolescent is completely pre-
occupied with use and life centres
around the substance and the next ‘fix’.
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The adolescent takes substances only to
feel normal.

Adolescents in the first two categories of
use (Exploratory, Social) are primarily
involved in lower tariff substances such
as volatile substances, cannabis and
amphetamines whereas those using
habitually could be involved in a variety
of substances including opiates and
crack cocaine.

Psychopathology

Psychopathogy is increasingly emerging
as a very influential risk factor, not only
in relation to initiation but also in
relation to response to intervention and
outcome. It represents a risk factor that
we may be able to recognise and do
something about. Conduct problems
have long been recognised as associates
of substance misuse. The strong links
with emotional problems are now being
recognised. Consistently,  reports
indicate  that affective symptoms
predominate in females while conduct
problems are more common in males.
Swadi* stressed on the need to be aware
of the existence of mood disorders
among substance users as they are easy
to miss particularly when associated
with conduct and anti-social behavior.
Substance misuse is related to increased
suicidal ideation and attempted suicide®.
Many adolescents who ‘overdose’ do so
while under the influence of alcohol or
other drugs. A major risk factor for
completed suicide after parasuicide in
adolescents is substance misuse™. In one
study more than half the suicides in
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adolescents had a principal diagnosis of
substance misuse’.

Young substance misusers also show
higher rates for psychosomatic
complaints, anxiety,  relationship
problems and social dysfunction.
Adolescents with poor coping skills tend
to use psychoactive substances to deal
with stress’® and as a means of
emotional self regulation. There is also
an emerging link between eating
disorders (both anorexia and bulimia)
and substance misuse particularly in
relation to alcohol use in women'",
American literature consistently reports
strong links between Attention Deficit-
Hyperactivity Disorders and substance
misuse in adolescents’. This is not a
view shared by British and European
researchers because of differences in the
diagnostic criteria of Attention Deficit-
Hyperactivity Disorders.

Treatment Options

The main criteria for the need for
treatment depend on the stage of
involvement and the degree of
impairment or handicap caused by
substance use. Therefore, problematic
substance use can be defined as that
which has resulted in demonstrable or
documented evidence of sustained
adverse consequences, with evidence of
continued use despite these
consequences, in areas related to
education (e.g. being expelled or having
left school prematurely), delinquency
(e.g. being arrested, or getting involved
in theft), intra-familial relationships
(e.g. running away from home, violence
towards  family members) and
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psychiatric symptomatology (e.g. severe
conduct problems, depressive
symptoms).

Substance misuse in adolescents is, on
the whole, very different from that in
adults. The aetiological factors, the
patterns of use, the context of use, and
the therapeutic approaches are different:

1. In adults attending substance misuse
clinics, drug use is primarily a need
to counter the effects of not taking
drugs, ie. the effects of the
dependence syndrome. Adolescents
take drugs because they get
something,  they perceive as
positive. Dependence is quite rare
among adolescents.

2. Multiple drug use is the rule rather
than the exception in adolescents
and the idea of a favourite substance
is rather uncommon in adolescents.
They are less likely to be involved
in higher tariff substances and
rarely inject. They are more
involved in binges and are affected
by the consequences of acute
intoxication rather than chronic use.
They use substances in a variety of
contexts unlike adults who use in a
Very narrow context.

3. Motivation regarding treatment is
more likely to be an adult
characteristic. Adults are
particularly motivated by severe
adverse consequences. Adolescents
are usually reluctant customers and
help-seeking behavior is rarely their
characteristic. They usually have
less adverse consequences and less
motivated for change.
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4. Developmental differences make it
necessary to take a different
approach. Adolescents are still in
the process of shaping their values
and attitudes and have different
coping strategies from adults'. For
examplé, ‘éxperience in handling
stress, dealing with interpersonal
conflict and negotiating change are

more likely to be adult
characteristics. Many adolescents
have great  difficulties in

relationships, personal and social
skills issues which almost always
have to be addressed. Choice and
decision making are skills that have
not yet fully developed in
adolescents.

5. Adults substance misusers often
present to services at the later stages
of the addiction process; usually
physical and/or  psychological
dependence. Adolescents are usually
referred before that. Therefore,
detoxification is rarely needed in
adolescents while rehabilitation is
often needed as substance misuse
would have scriously affected the
development of many basic life

skills, education, social
relationships, employment skills
etc...

A thorough assessment should enable
the clinician to plan a treatment
programme that is specifically tailored
to the needs of the individual adolescent.
It also aims at identifying his assets and
the deficits that need to be addressed
(such as social skills and life skills
deficits, family communication
problems, educational difficulties etc.).
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The treatment process should have a
well defined and realistic goal and
should address the therapeutic needs of
the adolescent as a whole including
substance misuse problems. The main
issu¢e is matching patients with
treatment. The main factor in deciding
this is the degree of handicap, the level
of use and the adolescent’s
circumstances. For example, less
affected individuals, with a relatively
short period of use and less severe or
absent psychopathology respond better to
cognitive-behavioural approaches than
their counter-parts with anti-social
problems who respond better to
interactional therapy particularly group
therapy. Those using socially often need
less intensive treatment where family
intervention or individual counselling
may suffice. Individual counselling,
group psychotherapy and family therapy
are often utilised in one combination or
another. Since most adolescents’ use is
not addictive in nature, there is little role
for pharmacological methods of
treatment®. However, when addiction is
a feature, its treatment usually follows

" those for adult addicts.

Individual Counselling

A recent development in individual
counselling is the wuse of brief
intervention techniques. This began with
the use of simple advice in primary care
settings and reported significant
reductions particularly in relation to
alcohol use. However, a major new
approach is that which is based on the
theory of change'”; motivational
interviewing'®.  This approach is
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becoming increasingly popular and has
added a new and exciting dimension to
therapeutic intervention. The cycle of
change identifies 5-6 stages in change.
Intervention begins with identifying
where at this cycle the person is, and

depending on that a plan of -actionis -

devised. The objective is to help the
young person move along from one stage
to  another  through increasing
motivation. This approach is particularly
useful with resistant clients (such as
adolescents). Different stages required
different approaches.

Family Work (Therapy)

Families can be helpful in the nrocess of
therapy. They can also be obstacles.
Families and family dynamics have been
shown to be influencial in the process of
moving from experimentation to chronic
use. Most recovered addicts report
family systems being very helpful in
their recovery. Family therapy can take
the form of individual family work or
group family work. It can also take the
from of structural, strategic or
behavioural work.

The family can help improve compliance
with treatment  which  involves
medication. Treatment should be time
limited and goal oriented, especially
goals identified by the family. Family
tasks are very useful in this sense. The
therapist should keep the issue of drug
use alive and avoid getting into other
red-herring issues. If the family wish to
discuss other issues they should be
advised that they may wish to discuss
that after the ‘current’ goal is achieved.
Parents roles should be enhanced and
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given a major advisory and decision
making role viz-3-vis the treatment
process.

Group Work (Therapy)

This can take the form of substance
abuse oriented or non-substance abuse
oriented. The latter can deal with social
skills, relationships and can have an
element of education and catharsis.
Group therapy particularly that which
involves peer confrontation seems to be
effective for adolescents, at least in the
short term!’. However, most substance
abuse oriented work has really been
based on the AA (12-Steps) model. The
basic objective is self-help and relapse
prevention. However, although this
model of work can be beneficial for
adults, it has some problems with
adolescents. The concept of self help
has to be modified to make into account
the adolescent development.

External Support Network, Education
and Employment

For adolescents in treatment, abstinence
is a major change in lifestyle, and needs
support to be maintained. Once
treatment is completed, it is important
for the adolescent, in order to function
satisfactorily and ‘stay off’ drugs, to be
able to return to an environment that
will support such a need. It is important
that the nature of and degree of support
is explored as part of the continued
review and assessment process. Such
support  will inevitably involve
opportunities for adequate
accommodation, education, training, and
employment. Often it is also useful to
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provide psychological support either on
a regular or on an ad-hoc basis. Most
well developed treatment programmes
include an element of extended day or
community follow-up and support.

Treatment Outcome

Research  evidence from America
suggests that there are some promising
pointers. Alford et al'® described an
inpatient treatment programme for
adolescents aged 13-19, based on the
Alcoholics Anonymous (12 steps)
model, claiming some short-term
success especially among girls. The 3-
month programme involved individual
counselling, group psychotherapy and
family work. They reported that 6
months after discharge, 71% of males
and 79% of females who completed
treatment were “abstinent’ or essentially
abstinent’. At 24 months, 40% of males
and 61% of females were ‘abstinent’ or
‘essentially abstinent’. This favourable
but unsustainable outcome suggests that
an aftercare component of treatment is
essential. This should take the form of
relapse prevention strategies and/or an
enhanced social support network.
Recovering adolescents need to have
coping skills to maintain abstinence. A
method widely used in treating adult
addicts is relapse prevention which takes
a cognitive approach to help generate
mechanisms to cope with situation of
high risk for elapse. Social pressure is
the most important high risk situation
for adolescents. A recent investigation
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showed that, 6 months after the end of

treatment,  abstinence was directly
related to the ability of the adolescent to
develop coping strategies to deal with
social pressure. The most successful
strategies were those characterised by a
behavioural-cognitive approach such as
avoiding high risk situations, refusal and
engaging in alternative activity".

Conclusion

There is no doubt that adolescence is the
genesis of the adult addictions.
Prevention is a legitimate goal. In the
Arab world this has taken the method of
public awareness and education
campaigns. Western experience has
proved prevention to be not the most
effective answer, and treatment remains
to be necessary. The case for setting up
services for the treatment of adolescent
substance misusers is clear and derives
it’s strength mainly from the prevention
of the onset of adult-type addictions.
Sub-stance misuse in adolescents can be
associated  with high psychiatric
morbidity which can casily be
overlooked and which iakes treatment a
necessary course of action. Adult treat-
ment services are by nature and design
not suitable for adolescents. It is high
time for the establishment of treatment
services for adolescents which recognise
their  particular vulnerabilities and
special needs.
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Management of Post Traumatic Stress Disorder Using the Technique of
Debriefing
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ABSTRACT

A comprehensive treatment programme for Post Traumatic Stress Disorder (PTSD)
using the technique of “debriefing” is presented. “Debriefing” attempts to prevent
the development of the initial response pattern of the individual to “symptoms” and
then into a “disorder”. The individual usually perceives their “experience” following
the traumatic event as “abnormal reactions”, and in debriefing, this is reframed as
“normal reactions” to an abnormal event. The emphasis on the reactions as normal,
prevents cognitive re-appraisal of oneself as abnormal when they experience the
symptoms. The primary aim is to reduce the negative impact of the event and to

speed up the recovery process.
Introduction

Stress is a well known component of day
to day living. This could take the form of
acute stresses, or in some cases, it may
be chronic. Sometimes when this has
been present for long duration,
individuals may not even recognise that
they are suffering from chronic stress, as
they get used to it and do not feel the
difference any more. Clinical experience
following the Vietnam war was
influential in initiating research interest
in Post Traumatic Stress Disorder
(PTSD). Rosser & Dewar (1991)
highlighted issues such as the
heterogeneity of treatment response, the
problems associated with the reluctance
of the survivors to take the “role” of
patients, the need for a planned service
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and the benefits of providing
information to the victims about
psychological symptoms.

The essential components or PTSD as
outlined in DSM 111 R (APA 1987)
include the following:

A. The person has experienced an event
that is outside the range of usual
human experience and that would be
markedly  distressing to almost
anyone. ’

B. The traumatic event is persistently
reexperienced in at least one of the
following ways:

1. recurrent intrusive recollections

of the event

2. recurrent distressing dreams of

the event

3. sudden acting or feeling as if the
event were recurring a) sense of
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reliving, illusions, hallucinations and
dissociative flashback episodes)

4. intense psychological distress on
reexposure to  events that
symbolise or resemble the
traumatic event  including
anniversaries

C. Presistent avoidance of -associated
stimuli or numbing of general
responsiveness as in at least three of
the following ways:

1. efforts to avoid thoughts/feelings
associated with the trauma

2. efforts to avoid activities
[situations  that arouse re-
&ollections

3. inability to recall an important
aspect of the event

4. markedly diminished interest in
significant activities

5. feeling of detachment/ estra-
ngement from others

6. restricted range of affect (e.g.
unable to have loving feelings)

7. sense of foreshortened future (e.g.
does not expect to have career,
marriage, children or a long life)

D. Persistent symptoms of increased
arousal (not present before the
trauma) as indicated by at least two
of the following: ‘

difficulty falling or staying asleep
irritability or outbursts of anger
difficulty concentrating
hypervigilance

exaggerated startle response

physiologic reactivity on re-
exposure

E. Duration of the disturbance (B,
C&D) of at least one month

A S N

If the onset of symptoms was at least six
months after the trauma, specify as
“delayed onset”.

The Treatment Programme
Individuals who have suffered traumatic
experiences usually are reluctant to seek
professional help. However, most of
them experience considerable un-
certainty and disorganisation. Any
intervention should therefore focus on
the following aspects (Hodgkins and
Stewart 1991).
1. enabling the individual to make
sense of the experience by
a. ventilation of feelings and
reactions  about the event
b. linking events and reactions
c. decreasing the sense of
“uniqueness” or “abnormality” of
their reactions and favouring a
more “normalizing” attitude
2. helping the individual to achicve
cognitive mastery by integrating
elements of their new experience
3. identifying aspects that may need
further assistance and mobilising
appropriate resources
4. prevent the onset of more long term
psychological symptoms
DEBRIEFING, a technique originally
used with emergency personnel was
designed as a form of crisis intervention
to  minimise the occurrence of
psychological suffering (Mitchell 1983).
Mitchell  developed Critical Incident
Stress Debriefing (CISD) to allow
immediate processing of the traumatic
event and to mobilise the person’s own
resources and coping mechanisms and
thus to emphasise the normality of the
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response. Debriefing therefore does not
aim to alter the person, but attempt to
prevent the development of the initial
response pattern of the individual to
“symptoms” and then into a “disorder”.
The individual usually perceives their

“experience” _following the traumatic

event as “abnormal reactions” and in
debriefing, this is reframed as “normal
reactions” to an abnormal event.

The emphasis on the reactions being
normal prevents cognitive re-appraisal
of oneself as abnormal when they
experience the symptoms. This also
prevents distorted interpretations and the
development of dysfunctional coping
mechanisms. For example, it will help
the individual to link the event to
reaction and rearrange it in some order
thus preventing memories from
becoming intrusive and stressing.
Although debriefing can be done any
time after the event, better outcome is
obtained when it is initiated within the
first two to three days. Debriefing can be
done individually or in groups.

It is a clinician guided group or
individual discussion, reviewing the
impressions and reactions that survivors
experience  during or - following
traumatic events. The aim is to reduce
the negative impact of the event and
speed up the recovery process. The
process can be divided into seven main
phases.

1. Introductory Phase

The  essential elements include
introduction as to who you are, what you
are going to do and why. It may be
helpful to state that you have used the
technique before in similar situations

and that it will give him/her a chance to
share some of the thoughts and feelings
in relation to the traumatic experience
and help to appraise these feelings in
perspective. The person will have to be
informed about the nature of the sessions

__and the fact that anything that is said in
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the sessions will be treated as
confidential. It may be useful to warn
them that they may feel overwhelmed
during the session, as they may be
getting in touch with painful issues.
However, reinforce that this is normal
and that part of the process is to be able
to confront unpleasant feclings.

2. Gathering Information/Ventilation
Ask the person to tell you, in as much
detail as possible, what happened, trying
to start from several hours before the
event. The first attempt by the person
may be disjointed and incomplete but it
is better to first allow the person to
narrate it without any interruption, and
then go over it again trying to establish
the missing bits.

3. Cognitive/Thinking Phase

During this phase, an attempt is made to
help the person link their thoughts to
their feelings. Open ended questions
such as “what was the first thing that
went through your mind”; “what thought
stays with you now”; “what was the
worst thing about the event” may be
helpful. Beginning with a detailed
account of the trauma offers the
therapist an opportunity to become
familiar with the person’s experience, to
see their ability to confront it and then to
explore the meaning of the event for the
person concerned and the extent of
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assimilation and accommodation of the
4. Reaction Phase

The emotional processing of the
traumatic event takes place during this
phase. By so doing, maladaptive and
unhelpful thoughts and associated
feelings can be identified. their
impressions of the event including
sensory impressions such as what they
felt, saw, heard, smelled and touched are
important as most survivors find that
these sensory experiences subsequently
act as triggers for symptoms by arousing
recollections of the traumatic event.

5. The Symptom Phase

This relates to the experiences that
followed ie. how they reacted in the
hours or days after the event. In addition
to the individual’s thoughts, feelings and
behaviours, it is important to ascertain
the impact it had on family,
relationships, social life, work, financial
arrangements etc. It is important to
empahsise the aspects where they have
done well.

6. Normalization Phase

It may be useful to discuss the range and
nature of post traumatic responses and
.the time course of these reactions.
Explain that they may experience some
of these reactions if they already have
not done so, that these may fluctuate
from time to time but that they should
eventually reduce in frequency and
intensity. One of the most important
aspect of this phase is to “normalize”
their experience and reactions to the
“abnormal” event. Discuss their coping
strategies and suggest alternatives if
appropriate. Some individuals find it
helpful to practise relaxation techniques.
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experience.

Other behavioural approaches are also
effective, for example, progressive
desensitisation and flooding, when
avoidance behavior is predominant.

7. Closing Phase

This phase should be used to reiterate
essential elements from the earlier phase
and to discuss future arrangements. It is
a useful strategy to check whether there
are any urgent issues which they would
like to discuss before the next time you
meet.

Case Study

‘D’ an Egyptian child aged 7 years was
referred for an evaluation of her “change
in behavior and school refusal”. At
presentation, she was already away from
school for the previous 7 weeks, and her
family had already tried a change of
school thinking this would help. It
emerged that the family had spent the
summer holidays in Egypt and had
returned at the beginning of the school
vear when the problems started.
However, the behavioural change in the
form of being withdrawn had been noted
even before. On detailed interview,
mother reported that the girl had
witnessed a fire engulf part of her family
home in Egypt. Since then, she was
unable to sleep, waking up as often as
four times a night with frightened
crying. She reported having recurrent
nightmares but could not elaborate on
the contents in detail, other than that
they were “bad ones”. For a couple of
weeks after the event, on occasions she
would scream “fire” which was
associated with autonomic arousal
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symptoms. There was intense reliving
reminding her of the trauma, in that she
could not tolerate stereo being played at
home nor could she tolerate the intense
smell of cooking, especially frying. She
also showed intense avoidance of a

number of stimuli linked to fire, suchas

smoking cigarettes and hot objects.
There were also significant changes in
her temperament and social relating.
She had become withdrawn, avoiding
eye contact and fact to face interactions.
She would not go out to play with other
children or attend school. She was
reported to be “clingy” and would seek
her mothers presence all the time.

Her mother described her as shy and
quiet girl who is unduly sensitive. Apart
from this, the evidence suggested that
until the time of the trauma, she was
functioning well overall, and that her
development was within the normal
range. There was no significant family
history, and the rest of the family who
witnessed the event were reported to be
functioning well.

‘D’ demonstrated signs and symptoms of
PTSD, including evidence of re-
experiencing the trauma, recurrent
intrusive imagery, marked autonomic
arousal, nightmares, as well as
avoidance and fearfulness of situations
that remind her of the trauma.
Introductory phase: The initial session
was used to establish rapport, and to
explain about the nature of the
forthcoming sessions.

Information gathering/ventilation
phase: Initially neutral topics were
discussed such as her favourite play
activities and her friends. While she was
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experience in stimulus situations
talking about her friends, the topic was
gradually directed to her school life. She
started to fidget and repeatedly crossed
and uncrossed her legs as if to hide her
anxiety. I told her that I understood from
her mother that she had been having
some difficulty in attending the school
since coming back from holidays. I also
suggested to her that the fire she
witnessed while in Egypt may have
something to do with her current
difficulties. After a long silence and with
much encouragement, she nodded her
head. I told her that it would be helpful
if she would tell me all what she
remembers about that day, including
things that happened prior to the event.
She started to tell me about the event in
‘bits and pieces’, some of which were
incomprehensible and the events didn’t
have any temporal continuity. I made
note of these points for clarification later
while allowing her to continue the
narrative without interruption.
Cognitive/thinking phase: 1 asked her
“what was the worst thing about the
event”. She said that it was very
frightening and repeated twice about
having lost some of her school books;
this personal loss seemed to be
important for her. She told me that she
recovered parts of her school books later
from the debris, and that it made her to
cry. She also described what appeared to
be flash backs of the event, and how
frightening this was.

Reaction phase: Based on what ‘D’ and
her mother had told me, I attempted to
link the various details of the event to
some of her emotional experiences. in



PTSD and Debriefing

this regard, I linked the autonomic
backs/reliving experiences, and the
smell of cooking to what she smelled at
the time of the fire. One of the vivid
memories she had about the events prior
to the trauma was that the stereo was
playing and the consequent speculation

of her family that this was the source of

the fire (fault in the electrical circuit)
scemed to have exaggerated her
intolerance to this stimuli. I explored
further her fear and avoidance of school
in relation to seeing parts of her school
books among the debris (which made
her to cry) and suggested that perhaps
seeing books may be reminding her of
the event. This seemed plausible as her
mother reported that she was refusing to
study even at home. However, it seemed
that she was also experiencing a re-
emergence  of separation anxiety
following the traumatic event which was
compounding to her difficulty in
attending school This is in keeping with
her mothers report that she had become
“clingy”, seeking her mothers presence
all the time, and refusing to go out to
play.

The symptom phase: I explored with
her how this event had affected her life,
especially in the areas of school life and
social relationships.

Normalization phase: The various post
traumatic responses she had been
experiencing were discussed, including
the triggers such as perceptual stimuli
(stereo playing, smoking, smell of
cooking), emotional states (fear, anxiety
and autonomic arousal), interpersonal
contexts (separation from her mother),
and situational cues (school books and
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arousal symptoms to the flash
school). I suggested to her that these
were  “normal” reactions to an
“abnormal” event and that they would
eventually reduce in frequency and
intensity. Note that her adaptation to
these repeated retrieval of the event has
included withdrawal and avoidance
behavior. We made a programme with
the help of her mother and school
personnel to help ‘D’ return to her
school as early as possible, and to
encourage her to go out to play with
other children; initially with her mother
being present, followed by her mother
gradually withdrawing from the scene.
Closing phase: I suggested that it
would be helpful if she would tell me
about the event again. From the way she
did the narrative this time, it seemed to
me that her memory of the eventand
retrieval was enhanced and modified by
the nature of the dialogue we had had
during the sessions.

Therapeutic implications include the
notion that the perceptual details of the
traumatic  experience and their
psychosocial meaning have been
encoded implicitly which are recurrently
retrieved in an intrusive manner, and
that the “resolution” process need to
focus directly on these details. In the
sessions ‘D’ had the opportunity to re-
experience painful feelings, to learn to
construct a narrative of them, and
thereby better integrate fragmented
contradictory images and feelings she is
experiencing now.

Defusing: is a shortened version of
debriefing which can be provided by
peers or other trained personnel to
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reduce the immediate effects of stress
usually done in a one to one setting,
preferably within eight hours. It has

three parts including Introduction,

Exploration and Information, the
contents of which are similar to that

_described under debriefing. This may-- - -

eliminate the need for formal debriefing
or in other instances, help prepare the
individual for debriefing.

Guidelines for Case Assessment
There are several areas that need careful
evaluation (Scott & Stradling 1992)
including a brief account of what had
happened, reactions to the event, main
presenting problems, the individual’s
vulnerability, his/her coping skills and
how well these were mobilised in
relation to the given situation, presence
of co-morbid psychopathology and
secondary traumatization. Assessment
should include characteristic responses,
identification of trigger factors for
symptom production, presence of guilt
or sclf blame in relation to the event,
feeling of helplessness, irrational fear for
safety and the need to protect oneself.

General Principles of Management
o Early contact is preferable.
s Debriefing to be initiated whenever
possible within a few days of the

event.
o In cases of group catastrophe,
debriefing  session in  groups

facilitated by a mental health
professional is helpful in off loading
the emotional impact of the event.
In these situations special care
should be taken to ensure that all
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following a traumatic event. This is
survivors know about the sessions
and have an opportunity to attend.
o Emphasise that it is normal to
experience some emotional turmoil
after a stressful event, and make
information available on commonly
experience symptoms.

o Further help should be offered
where symptoms are incapacitating,
or when pathological coping
strategies are already in place.

o Therapy may help facilitation of
bereavement for the loss, facilitation
of emotional and cognitive
processing of the event, and
encourage in the restructuring of
belief systems to accommodate the
event into the persons life
experience.

o Empathetic listening is the key
factor that enables people to
ventilate their traumatic
experiences. Emotional expression
should be encouraged to help the
patient  learn that however
overwhelming the emotion may be,
it can be safely expressed and
contained.

Drugs

Minor tranquillisers may be needed in
some cases immediately following the
event. When used, this should be for
short term, and with a definite
indication, for example to re-establish
sleep pattern. Patients should be made
aware of the dangers of abusing drugs or
alcohol in their attempt to cope. Long
term use of minor tranquillisers,
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especially those with addictive potential,
tranquillisers may be used only when a
psychotic reaction has been precipitated.
Similarly, antidepressants may be used
when biological symptoms of depression
-are present, or to help reduce the distress
produced by panic attacks and intrusive
thoughts. Antidepressants remain the
most favoured drug, although several
other drugs including clonidine,
propranolol, lithium and carbamazepine
have all been used in the management of
PTSD (Silverstone et al 1990).

Follow Up

Eight to ten sessions of active treatment
is adequate in most cases. However, long
term follow up services are essential.
Access to help line or walk in service is
usually sufficient for this purpose. This
is particularly crucial as most survivors
experience difficulties around times of
anniversaries and other stressful life
events. A more formal follow up session
may be desirable about three months
after the termination of treatment.

Discussion

It has been shown that a stable and
supportive family plays a crucial role in
the recovery process. Davidson et al
(1991) identified certain factors such as
adverse events during childhood, early
parental divorce or separation, poverty,
family history of psychiatric disorder,

should not be recommended. Major
past history of conduct disorder and
victimization by abuse, asimportant in
the causation and maintenance of PTSD
symptoms. Rosser et al (1991) reported
on vulnerability factors including the
experiecnce of life threat, social
disruption, absence of a confidant and
problems with litigation and publicity. It
is therefore crucial to provide practical
help and advocacy in matters relating to
income,  housing,  recovery of
possessions, contact with family and
employers and legal aid.

Recommendations

Early intervention and a flexible
approach are crucial in the management
of PTSD. Information for the victim,
and liaison with police and emergency
services need to be available and
efficient. There is little doubt that
prompt dissemination of information,
together with co-ordinated response
including support, induction and
debriefing can help reduce the harmful
psychological effects, by creating a sense
of mastery and control. Effective
communication between agencies, and
helping  individuals, groups and
communities to understand the course of
recovery following trauma are other
essential elements of a comprehensive
approach.
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Background
Though deliberate non-fatal self-harm (DSH) has become a rather common form of non-
verbal communication in Western Countries, the impression from the developing countries
has been one of being very rare. Arabic countrics are among the ones with the lowest
reported rates. Our aim in this study is to investigate the patterns of DSH in Saudia Arabia
an Arabic country with a strong religious background.
Method
All patients atiending the largest general hospital in Jeddah City, with a recognisable self-
harm behaviour, were prospectively assessed by the psychiatrist. Their characteristic
features and clinical data were analysed using chi square for any significant statistical
differences.
Results
Only 55 patients were referred in a period of 9 months with a diagnosis of DSH, 45
females (81.8%) and only 10 males (18.2%). Males were older than females and non-
Saudis were significantly more older and presented with more serious high suicidal risk
DSH behaviours.
Conclusions
Though DSH rates in Arabic countries may still be considerably low, in comparison to
those reported from thc weslern countries, the current indications is that many of thesc
countries may witness a considerable increase, unless they maintain their strong religious
affiliations and emphasise the importance of preserving their traditional family structure.

Since early 1960°s deliberate non-fatal considerably increasing®. Conspicuous
self-harm (DSH) has become a rather changes in conventional sociocultural
common foorm  of  non-verbal values due to relative weakening in
communication in the western countries religious ties with the associated
and constituted a serious public and flexibility in at least some of religious
mental health problem'’. In the taboos have been implicated for the
developing countries, on the other hand, upsurging trends’. Among the
the impression has been one of being developing countries, Arabic countries
very rare, and only recently clinicians are among the ones with the lowest rates
have begun to ring the bell of danger of DSH®,

that the trend is changing and may be
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Saudi Arabia with its deeply rooted
religious background, and the recent
rapid  over-urbanization and the
concomitant major social
transformation, may provide a good
example of how these two pertinent

factors - religous and ‘social - may

influence the changing pattern of DSH
in a developing country. Only two
studies, to the best of our knowledge,
investigated DSH in the country, one in
1988 by Dradkah and El-Zayer®, which
was prior to the current wide scale
transforming of the society, and the
second in 1990 by Mahgoob et. al.’
Despite their various methodological
deficiencies, and the major drawback of
both been on highly selected populations
of the Saudi community, their studies,
nonetheless, highlighted some
significant findings. They reported very
low rates and numbers and found the
most likely patient to intentionally harm-
self to be the young unmarried female
who reacts rather impulsively to a social
distress within the context of disordered
interpersonal relationships.

With this background, we designed this
study to investigate DSH among patients
attending King Fahad Hospital (KFH)
the largest general teaching hospital in
Jeddah (the second largest city in Saudi
Arabia). Jeddah city is a port city with a
continuous influx of foreigners mostly
from Islamic countriecs due to their
religious affiliation [to visit the Holy
places in Mecca]. In result it has the
largest concentration of ex-patriots in
the Kingdom (1.87 million), according
to 1992 census, which constitutes about
one third of total population of western
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region, and about half of the total ex-
partriate in the Kingdom'. The aim of
our study was to determine the incidence
of DSH among all the patients attending
the accident and emergency (A/E)
department in the hospital during a

" ‘period of nine months, and to identify

their demographic as well as their
clinical characteristics.

Methods

In a prospective study the demographic
and the clinical data were obtained using
a computerized database on all patients
who were referred to the liaison
psychiatrist from the accident and
emergency department for further
evaluation and treatment.

a) The setting and the patients:

KHF is a large 930-bed teaching hospital
that is considered to be the largest
secondary care hospital in Jeddah. There
are three other state general hospitals
and as many as 8 general private
hospitals in the same city to provide
health services to a population of about
2.5 million. Lack of any defined
catchment areas for these hospitals
makes them easily accessible for all
patients rendering most of the hospital
based statistics significantly unreliable
and misleading.

However, KFH being the largest general
hospital, expectedly received the
majority of patients from the inner city
areas and that has the busiest A/E
department. The  hospital policy
regarding DSH is that every such patient
must be secen and evaluated by the
psychiatrist. Unfortunately the majority
of such patients who do not need
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admission to the hospital or A/E are
treated by the ER team and sent home
without being seen by the psychiatrist.
All patients included in this study were
referred to the psychiatrist after their
DSH warranted admission to either A/E
_(stay of up to 48 hours) or to inpatient
department. Patients were referred with
the diagnosis of “suicidal attempt™ or
overdose” but we adopted the term DSH'
for the purpose of this paper and we
defined it as “an intentional act in which
a person either self administered a drug
or a substance in excess with a motive
other than therapeutic one, or self
inflicted injury in absence of any
recognized pleasure or religious
satisfying motives”. All patients were
interviewed by the main author (Osman)
and their clinical and demographic data
were obtained using a purpose-structured
form.

b) Clinical and socio-demographic
features.

A two-parts purpose structured form was
designed to collect the relevant data.
Part A was for the demographic data
that included sex, age, education,
nationality, and occupation.

Part B was a questionnaire that
contained questions regarding details of
the DSH and included the method used,
the amount of the drug or the other
ingested substance, the immediate
reason precipitating the act, how long
did he or she think about doing it and
his real intention and if he had really
contemplated killing himself what did
stop him from completing it.
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¢) Data analysis
All the data collected were fed into a
data base and statistical significance was
assessed using Chi-square analysis of
difference between groups using Epi-
Info V6.02.
Because of the immediate reason
precipitating the act varied widely in
different respects .we grouped them into
three main classes:

1. a reaction to an acute stress

2. an appeal for others in the context of

a long on-going intrafamilial or
interpersonal conflict

3. psychiatric or medical illness
The seriousness of the act and its motive
or the real intention was as well assessed
by the psychiatrist along three levels:
a. serious contemplation with a high
risk of suicide
b. impulsive without much thought of
the consequence
c. a cry for help with no real intention
of harming self

Results:

During a period of 9 months (1/4/1994
to 31/12/1994), a total of 55 patients
were referred with the diagnosis of
either “overdose” or “suicide attempt”
from a total of 47,754 patients admitted
to the A/E, 22,787 expatriates and
24,967 Saudi nationals. Of the total,
12,068 were females and 29,446 were
males which gave a rate of 0.37% for
females and 0.034% for males. Of the 55
patients referred to psychiatrist 45
patients (81.8%) were females (mean
age 22.1 years SD 7.24, median 20
years, range 13-43 years), and 10
(18.2%) were males (mean age 32.5
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years, SD 7.46, median 34 and range 19-
41 years). Table 1 shows their sex and
age specific rates.

Considering the multiethnic nature of
the composition of the population of
Jeddah city, we analyzed the
demographic and clinical data according
to nationality in Table 2., which shows a
total of 36 (65.5%) Saudi nationals and
19 (345%) non-Saudi expatriate.
Among the latter group Palestinians
were relatively over-represented and
constituted 5 out of the 19 (26.3%),
followed by Egyptians, 3 (15.8%). Other
Arabic countries were almost equally
represented having between 1-2 patients.
The Asians. who by large, constitute a
large and important sector among the
expatriate, were virtually absent, with
only one thirty-cight years old Pakistani
male who had seriously burned himself
by ingesting a large amount of chemical
detergent due to a depressive reaction.
Expatriates revealed significant
differences in their age groups
(significantly older than Saudi nationals
p<0.05), and were mostly married and
tended to be at higher risk of more
serious contemplation though reported
significantly less previous attempts
(p<0.005).

Methods, Reasons and Motives:
By and large the commonest method
used to inflict self harm was self
poisoning. 44 patients (80%), poisoned
themselves, 41 by ingesting drugs, the
remaining 3 by ingesting chemical
detergents (mostly household bleach).
Table 3 shows the amount and the type
of drugs and the seriousness of the act.
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The remaining 11 patients (22%), four
of them jumped from height. three
expatriates and one Saudi and all of
them sustained serious orthopedic
injuries; three patients cut themselves,
two cut wrists and one cut abdomen,
three patients swallowed foreign objects
(needles or razor blades), and one tried
to strangulate himself.

The immediate reason precipitating the
act and the motive or intention behind
the act with the level of its seriousness
are shown in Table 4. Serious act with a
high risk of complete suicide was
significantly associated more with male
gender, older age, presence of previous
attempt, and being expartriate. However,
44 patients (88%) denied any real
suicidal motive behind their act, mostly
on religious reasons. Even among the 9
patients who were rated by the
psychiatrist as high risk suicidal
patients, 7 of them denied having had
any real intention of killing themselves
on religious grounds.

Discussion:

Non-fatal DSH is as important as
complete suicide, with which it is closely
related. As many as 40-60% of suicides
are the ultimate result of a series of
previous DSH, and 10-14% of those who
deliberately harm themselves eventually
succeed in killing themselves through a
subsequent act''>. However, while
national statistics on suicide are
carefully collected and reported to WHO,
such statistics are virtually absent
worldwide on DSH®. Although numerous
studies have been reported, however, on
DSH from different countries the
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reliability and validity of their results
have to be cautiously conceived. This is
due, partly, to the lack of well-defined
operational criteria for what basically
constitutes as DSH, but most importantly
to the under reporting due to various
" socio-cultural ‘and religious pressures®'?.
In the developing countries, in addition
to the aforementioned reasons, the lack
of well-defined catchment areas for
health services provision and the virtual
absence of reliable record systems render
the majority of studies on DSH seriously
unreliable and misleading,
Notwithstanding  these confounding
factors, we still believe that a rate of
only 55 patients among 47.754 patients
in a period of nine months attending a
busy A/E department in the largest
general hospital in the city represents a
very low rate compared to rates reported
from the west and it is highly unlikely
that rates of DSH will be any different
among attendants of other hospitals in
Jeddah city. We believe this low rate
reflects a real difference in the incidence
rate and may not be only an artifact of
underreporting or failure of recognition.
As it has been suggested before™>'*’, we
think this low rate among our series may
be more likely due to religious reasons
as most patients have indicated, as Islam
categorically prohibits and condemns
any sort of deliberate self mutilation.
However, social factors which have been
implicated in literature'™* may have
become more relevant considering the
rapidly changing social structure in
Saudi Arabia and it’s associated socio-
€Conomic strains.

Seven patients (77.8%) of the nine who
were rated to have been seriously
suicidal by the psychiatrist denied such
intent despite  their  complete
powerlessness and hopelessness mainly
because of their religious faith. 35
patients of the rest (76.1%) also
responded to a question of whether they
would have really contemplated
complete suicide when confronted with
serious life  events responded by
complete denial, the reason being their
religious prohibition.

Despite this comparatively low rate of
DSH, the characteristic features of our
patients did not differ significantly from

those reported in the literature. In
keeping with the majority of the
studies"', the most likely patient to

deliberately harm self was a young
single female with secondary education,
not working and with limited outdoor
activities. The most common immediate
reason for the act among young females
was an argument or a row with a parent
or other dominant family member
usually over a violation of a
conventional social value or a religious
taboo such as going out unveiled, talking
on telephone to strangers or having a
relationship with the opposite sex.

Motivation and real intention for the act
in the majority of our patients (50.9%)
was fond to be a part of an impulsive
behavior without a clearly motivated
intent in a context of long on-going
intrafamilial discordance. Consistent
with the international literature the most
common method of DSH was self-
poisoning but with few significant
differences. The ratio between self-
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poisoning and self-injury, which is
reported in most of the recent studies to
be 2:1° was found among our patients to
be as high as almost 6:1. We speculate
that this may be due to either that self
injury is perceived as self mutilation that

is religiously “highty “condemned or due
to the strong social stigmatizing effect of
DSH in this country which makes people
tend to conceal such behaviors by self
poisoning rather than self injury. On the
other hand, violence breeds violence
hence the general lack of violence in
Saudi society, may partly explain why
self injury-particularly self cutting-is
rare among Saudis. This assumption
may have some support from the
differences that emerged between Saudi
self-harmers and expatriates from the
other  neighboring Arab countries.
Expatriates used more violent methods
and constituted all cases of self-injury
among our patients in this series except
one. Although we are not able to give a
substantiated explanation to this finding,
due first to the small size of our sample
and second to lack of knowledge of the
pattern of DSH in their respective
countries of origin, we believe that the
difference is most likely due to the
difference in the social pressures
expatriates may be exposed to, though it
may only mpem the prevailing pattern in
their own 'countries. Drug preference,
was the other significant difference.
While paracetamole was the commonest
drug used in western countries'>'S,
ponstan (Mefenamic acid) was the

36

substance used most frequently by our
patients.

However, almost all patients who were
rated by the psychiatrist to have been
highly suicidal used substances other
than  ponstan, antidepressants,
anticonvulsants, and the chemical
detergents were the substances most
frequently used by this group of patients,
(Table 3). Ponstan was the drug of
choice for the young attention seeking of
impulsive patients. We think that the
over prescription of ponstan in this
country by the physicians as a pain killer
in addition to its availability over the
counter makes it easily accessible to self-
harmers.

In conclusion though the DSH rates in
developing countries may still be
considerably low in comparison to those
of the western countrics, the current
indication is that many of these
countries are going to witness a sharp
increase, in particular among the young
generations. As Diekstra 1991° puts it
the “dramatic changes in values and
ways of life as a consequence of over-
urbanization, a demographic explosion
.of young people and its concomitance of
an underemployment, instability of
traditional family structure and the
seduction of substance will inevitably
lead to a sharp rise in self-destructive
behavior”, in many of the developing
countries, unless they empahsize the

importance  of maintaining their
traditional family structure and
strengthening of their  religious

affiliation.
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Table 2: Patient Demographics in Relation to Some Variables

Nationality
Variable Categories Saudi Non Saudi
Male Female Male Female
Age <16 0 5 0 1
P<0.05 16 - 25 1 24 1 7
26 40 3 2 3 4
41 -45 0 1 2 1
Mean 29.7 20.8 343 255
SD 54 6.3 8.5 8.6
Marital Status Single 3 25 4 6
(P>0.05) Married Divorced 0 7 2 7
1 0 0 0
Education Illiterate + PRIM 1 2 2 2
P >0.05) PREP + SEC 3 26 2 10
Univ & Over 0 4 2 1
Method used Drug OD 3 25 3 10
(P> 0.05) Self cut 1 1 1 0
Throw FH 0 2 -0 2
Poison 0 1 1 1
Strangulation 0 0 1 0
Others 0 3 0 0
Previous attempt Yes 2 15 0 1
No 2 17 6 12
Contemplation Serious 3 6 4 5
(P>0.05) Impulsive 1 20 1 6
Attention seeking 0 6 1 2
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Table 3: Relationship Between the Method Used and the Seriousness of the Attempt to Self-Harm

Abbreviations: A : Acute, Med Dis : Medical Disorder

Drug Group Drug Type Amount Serious Impulsive Attention seeking Total No. of cascs
Analgesics Ponstan 14- 28 1 4 6 11
Panadole or Aspirin 20 - 40 2 2 2 6
Antidepressants Tricyclics-Tofranil 30 - 50 4 1 0 5
Sedatives Valium 15, 20, 25 1 2 0 3
Polydrugs 2-3 drugs 2-50 2 4 0 6
Anticonvulsants Phenytoin 35-40 2 2 0 4
Bronchodilators Theophyllyin 15 0 2 0 2
Aminophyllin 28
Antihistaminics Antihistamines 26 - 30 0 2 0 2
B blockers Inderal 35 0 1 0. 1
| Hypoglycemics Daonil 20 1 0 0 1
Chemical detergents | Clorox - 2 1 0 3
Table 4: The Psychiatrist’s Assessment of Seriousness of the Act
Serious Impulsive Attention Secking

Age Group 0-15 1(16.7) 5(83.3) 0(0.0)

16 - 25 8(24.2) 16 (48.5) 9 (27.3)

26 40 7 (58.3) 517 0(0.0)

> 40 2 (50.0) 2 (50.0) 0 (0.0)

Previous Yes 8 (44.4) 7 (38.9) 3(16.7)

attempt No 10 (27.0) 21 (56.8) 6 (16.2)

Past history Yes 10 (62.5) 5312 1(6.2)

No 8 (21.1) 22 (57.8) 8.(2L.1)

Reason for Cry for help 00 3(37.5) 5 (62.5)

attempt Impulsive 2 (16.7) 10 (83.3) 0(0)
A stress 4 (21.1) 11 (57.8) 4(21.1)
Med. Dis 12 (75.0) 4 (25.0) 0 (0)
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Parasuicide in the Klang Valley Marriages

Hussain H., Zafri A.
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ABSTRACT

The following study was performed on 146 married couples who were admitted to
University Hospital, Kuala Lumpur, due to parasuicide. Patients were mainly young
females who were experiencing short term difficulties with either their marriages or
extended families. Indians appear to be over represented, comprising of about 46.6%
with Malays appearing to be slightly protected against parasuicide. Approximately
51% of the subjects chose overdosage of prescribed drugs while only 17.1% used
physical harm. About 60% had been married for a duration exceeding ten years
before thcy presented with attempted suicide and 60% had two or less children.
Marriages werc mainly based on love not arrangement.

Key notes: Parasuicide, marriages and Klang Valley.

Introduction

Several evidences showed that
parasuicide are not uncommonly scen
among married couples'. A recent study
performed in Klang Valley on
parasuicide also showed that married
couples in this area arc also at risk to
this condition*. Since very little is
known about this group of parasuicide
patients, the main intention of this study
is to determine factors which might
contribute to their  parasuicide
tendencies.
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This study is significant because there
are some indications which showed that
parasuicide is a growing probiem in this
area®. Furthermore, the impact of
parasuicide is tremendous and can affect
not only the individual involved but also
other family members of the individual s
family. In fact some of these impacts are
not only short-term but can be long term
also. For instance once a study showed
that it can be a factor to make children
of the parasuicide to be suicidal as well®.
Therefore it is timely for clinicians to
have  more involved information
concerning parasuicide among married
couples so as to enable them to equip
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themselves with some strategies to
prevent and minimize parasuicide
complications found among married
couples.

Method

This study was carried out in the
University Hospital. Kuala Lumpur.
This hospital is situated in the Klang
Valley area with a population of about
two million. Three major races which
inhabit this area are Chinese (46%),
Malays (39%) and Indians (15%). Only
patients who voluntarily agreed to
participate in this study were selected.
Interviews were performed only after the
patients had recovered from their
medical emergencies. The permission
for the study was first granted from the
University Hospital Ethical Committee

before it was carried out. Semi-
structured interview techniques were
used for the purpose of this study.
Variables analyzed in this study
included sociodemographic data,
methods use in the attempt. reasons for
attempts and data on marital
relationship.

Results

One hundred and forty-six married
parasuicides were interviewed duringa
study period from January 1995 to
January 1996. Out of the total 78.8%
were female, the majority of which were
in the age range of 20 to 40 years of age.
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Comparisons based on racial breakdown
showed that Indians seem to be most
affected and this is true in both genders
(Table I).

Analysis on their marital relationships
noted that about 87% were married over
the age of nineteen years. About 60%
had been married for more than ten
years duration. Most of the patients were
in their first marriages. with only 7% of
the total having suffered failed
marriages in the past. With regard to
their types of marriages about 73%
claimed that their marriages were based
on love and only 25% said that their
marriages were arranged. In relation to
number of children 60% of them had
two or less children, while only 3% had
more than 6 children (Table II).

About 60% claimed that they had
attempted suicide due to problems
closely related to family crisis. From this
40% involved difficult relationships with
their own spouses. The main out-
standing problems were noted to be due
to unfaithful husbands who have an
extra marital relationship with another
woman.

In both genders past historys of
parasuicide are noted to be low, with
only 23% of the total having a previous
history of parasuicide.

The most common methods used in
attempts of parasuicide were by the use
of medications or poisons. Only 17%
used physical methods like hanging or
cutting their wrists with sharp objects
(Table III).
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Table I: Socio-Demographic' Data of Parasuicide Couple

Socio-demographic Female Male Total
variables n=11§ n=31 (%)
Racial Breakdown
Indian 48 20 68 (46.6)
_ Chinese 46 8 54 (37.0)
Malays : p) I 3 23 (15.8)
Others 1 - 1 (0.7)
Age Breakdown
21 and below 4 1 534
22-30 39 7 46 (31.5)
31-40 46 9 55 31.7)
41-50 15 9 24 (16.4)
51 and above 11 5 16 (10.9)

Table II: Characteristic of Parasuicide Marriages

Marriages Character Female Male Total
n=115 n =31 n = 146
Age getting married
18 and below 16 3 19 (13.0)
19-24 58 7 65 (44.5)
25 and below 41 21 62 (42.5)
Duration of marriage
1 year and below 14 1 15 (10.3)
2-4 26 5 31(2L.2)
5-9 , 12 5 17 (11.6)
10 and above 63 20 83 (56.9)
No. of marriage
1 111 25 136 (93.2)
2 and more time 4 6 10 (6 .8)
Type of marriage
love 87 19 106 (72.6)
arranged 26 11 36 (25.3)
both 2 1 3(.1)
No. of children
0-2 76 12 88 (60.3)
3-5 34 19 53 (36.3)
6 and above 5 0 53.4)
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Table 1II: Clinical Characteristics of Parasuicide Marria

Clinical variables Female ‘Male Total (%)

n=11§ n =31 n =146

Past h/o attempt 27 7 34 (23.3)
Reason to attempt

Extra marital affairs 38 4 42 (28.8)

- Underlying Psy. conditions -t 22 17 39(26.7)

Problems due to other family members 19 3 22 (15.1)

Financial problems 10 6 16 (11.0)

Physical illnesses 10 1 11 (7.5)

Spouse abuse 16 - 16 (11.0)

Method used

Overdose of drugs 67 7 74 (50.7)

Ingestion of poisons 28 ' 16 44 (30.1)

Physical harm 18 7 25(17.1

Multiple methods 2 1 32.1)

In relation to DSM III-R diagnosis 67%
of cases were diagnosed as adjustment
disorder. For those who have major
psychiatric disorders 18% were major

affective disorders and 8% were duc to
alcohol dependence syndrome (Table
Iv).

Table IV: Diagnosis of Parasuicide Marriages

Type of Diagnosis Female Male Total (%)
n=11§ n=31 n = 146
Adjustment disorder 85 13 98 (67.1)
Major affective disorder 19 7 26 (17.8)
1 Alcohol dependent syndrome 1 11 12 8.2)
Schizophrenia 8 1] 8(5.5)
Premenstrual tension 2 0 2(1.4)
Discussion

This study confirms that the group
involved in marital parasuicide are
similar to non-marital parasuicide.
They were mainly young females, and
although Malays were the dominant
race, comprising about 40% of the
whole population with Indians only
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comprising about 15%, from this study
and others as well it is found that
Malays scem to be more protected
against this conditions as compared to
Indians which seem to be over
represented” ®. The differences in risks
among races are probably guided by
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cultural
known factors in modifying suicidal
behavior among different races’.
Furthermore Malays, who by religious
background are Muslim, may be
protected against this behaviour due to

Islamic teaching which ~absolutely =~

prohibits it.
There appeared to be some significant
marital characteristics secen among

those who attempted suicide. For
instance the majority were those with a
marriage excecding morc than ten
years. This is probably due to an
inability for young married couples to
cope with either stress or certain
problems in dealing with the demands
of marital life, as well as the
expectations from  other family
members. This may explain the
findings of this study which show that
sources of conflict are not only among
couples but also involve other family
members. Perhaps factors  like
underlying affective disorders may be
another possible explanation, but as
seen in this study only about 18% from
the study sample were suffering from
major affective disorders.

Another interesting finding in this
study was in the number of children
such couples have. What is obvious is
that married parasuicide women were
noted to have less than two children or
none at all. Evidence from other studies
of marriage and parasuicide have
suggested that the number of children

influences which are well

46

can act as protective factors against
suicidal behaviour'® ",

Another probable reason may be due to
the rapid development trend which has
occurred during the last ten years in
Klang Valley. This development trend
has "led to more women becoming
independent and therefore have lost
their traditional roles as housewives.
Instead their time is spent having to
work outside of the home. They
therefore can no longer afford to have
big families because this would mean
having to take more time away from
their work. To make matter worse the
recent economic boom in Malaysia,
especially in the Klang Valley districts,
have brought about a shortage of
domestic servants which in the past
were needed to take care of a working
mother’s children and their families.
Perhaps all these factors may explain
why we found such a low number of
children among those who were
involved in parasuicide. However, this
new (life) coping is not without cost. A
conflict most probably does arise
between the new way of life and the
sense of loss of maternal and feminine
characteristics outlined by traditional
beliefs. Hence, this will further
compound the way that the younger
generations of Klang Valley will have
to adjust with conflicts of development,
some of which are known to precipitate
parasuicide.
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(Clinical Observation)

Systemic Lupus Erythematosus Presenting with Psychesis
Nizam Abu - Hijleh

WY gt ddle Lalaa 4983
Upa o pllai

ABSTRACT

A patient with SLE whose disease presented as psychosis is
described. The case report shows the possibility of CNS
involvement in the form of psychosis to be an early presentation of

SLE.

Introduction

SLE is an inflammatory autoimmune
disease that may affect multiple organ
systems including the brain. Its
clinical manifestations are thought to
be secondary to the trapping of
antigen-antibody complexes in
capillaries of visceral structures.

This clinical course may vary from a
mild episodic disorder to a rapidly
fulminating fatal illness. Before
making a diagnosis of spontaneous
SLE it is imperative to ascertain that
the condition has not been induced by
a drug. '

Many drugs are implicated but few
cause the disorder with appreciable
frequency and these include
chlorpromazine.

Neurological involvement in SLE
could be manifested by psychosis,
seizures, organic brain syndrome,
peripheral and cranial neuropathies,
transverse meylelitis, and stroke.
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Severe depression and psychosis are
sometimes  heightened by the
administration of high doses of
corticosteroids'.

Case Report

Mr. LFH a 28 year old single male
patient presented in October 1994
with dysphoric symptoms and he was
shifting from anxiety to depression to
agitation.

He attributed his condition to
prolonged dissatisfaction with his job
as accountant in a drug company.

He was put on a small dose of
thioridazine. A few months later he
became overtly psychotic with
persecutory  delusions-believing that
his work mates are watching every
move he makes and conspiring
against him. He became very
apprehensive,  over-cautious and
suspicious. He voiced bizarre
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auditory hallucinations and later
became agitated and hostile.
Haloperidol 20 mg BID and
procyclidine 5 mg. TID were
administered orally with good
response. Haloperidol was tapered off
to be maintained on 5 mg OD.
About 8 months later he relapsed into
the same clinical picture and
consequently lost his job. Haloperidol
10mg BID was readministered which
gave a good response.
This was curtailed to be put on
penfluridol (Semap) 20mg tab once a
week.
He became so well that he got a job
as financial manager of a company.
In May 1996 patient presented with
chest pain and joint pains.
He was admitted to a hospital and
found to have percarditis. The
rheumatologist diagnosed SLE on the
following grounds.
Arthritis.
Pericarditis.
Thrombocytopenia.
Positive ANA 1:160.
Antibody to native DNA.
. Nephritis®.
Beside high ESR, a high CRP and
clevated liver enzymes.
Patient was put on:

Prednisolone 60 mg OD.

Immuran 160 mg OD.

A o
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_despite

Chloroquine 100 mg OD.

Warfarin.
Patient so far remained in a state of
remission. Psychological symptoms
did not recur since he started on
corticosteroids and he could cope well
with a highly responsible job, without
any psychotropic medication.

Discussion:

Two questions arise from this case:

1. Isit a drug induced SLE?

2. Is the psychosis a part of the SLE?
In answer to the first question, it can
be said that it is very unlikely to be a
drug induced SLE because the clinical
features and most laboratory
abnormalities did not revert to normal
after withdrawing the psychotropic
medication.

On the contrary the disease persisted
relentlessly causing pleurisy, pleural
effusion and later severe nephritis’.

In answer to the second question, it
can be said, most probably vyes,
because the psychosis subsided
stopping  psychotropic
medication and with corticosteroid
therapy patient’s psychological status
became better and went back to a
normal social and occupational
functioning.



Systemic Lupus
V- — S i{|
el Las sl Gy o3 2y Gladlly 4l jef cilay Zalall paladl 258305 Glias a1
voaal 53 Sae dla ja (A g Sl puanl) jlead) sl 4184

references
1. Laurence M Tiery Jr., Stephen J. SLE, Arthritis Rheum
Mephee, Maxine A. Papadakis, 1982:25:1271.
Current Medical Diagnosis & 3. Steinberg  AD et al.,, Review of
Treatment. Thirty third edition, pathogenesis of SLE, Ann Intern
Prentice-Hall International. Med.1991:115:548.

2. Tan EM et al., The 1982 revised
criteria for the classification of

Acknowledgments:

Thanks to :

Dr. K. Muhalwas the nephrology consultant.

Dr. B. Al-Saleh the rheumatology consultant.

Dr. Adnan Takriti the psychiatry consultant.
Cleveland Clinic Foundation

for their contribution in evaluation and treatment.

Dr. Nizam Abu-Hijleh

-Assoc. Prof. of Psychiatry -

Jordan University Hospital, P.O. Box 13046
Jordan 11942, Amman

51



dgaall Gl gl

18.Powers, S (1983) Family interaction
& parental development.

19.Rest, J. (1979) Manual for the
defining issues test Minnesota Moral
research projects.

20.Sethi, A., Gupta P. (1984) moral

judgment level & perceived maternal =~

child, learning attitudes of boys &
girls. Journal of Psychological
researches, 28 (1) (Journal Abstract).

15.Hurlock, E, (1981)  child
development. McGraw Hill series in
psychology.

16.Holstein, C. (1976) irreversible step
wise sequence in the development of
moral judgment.

17.Kholber, L. (1981) Amoral Stages: A
current Formultion & a response to
critics. Human Development Vol.10.

Shenaz Nayef Al-Hmoud
School Counselor
Amman - Jordan

Adnan Utum Ph.D

. Associate Professor

Yammnouk University
Jordan

52



Cunilad Chaalt sie DAY il (5 fiua

coal— )l (daldll cladiall A0S
(gl

(V44Y) postall e oL 53 (ALl gall LA

GIAT o ggha g Anad Bl hlail A0
Ay &l AV g iag LS,
Tadlall 5 )ptia 2 il

oW cgae g

AV il (VAAY) Gl il

SN (5 il y LS, 4 B
o A ALyl UL e
B)gudia jrd pfwale Al (Y

sobae 2 ol gl daals

10.Berk, L (1989) Child development.
Allyn & Bacon. U.S.A.

11.Davispn L., Robbins, S., Swason, D.

(1978). Stage Structure in objective
moral judgments. Developmental
Psychology Status & 1.Q on moral
judgement. Dai

12.Gibbs, J. (1977). Kholbergs Stages of
judgment, a constructive

moral
critique. Harvard Education.

13. Hamachelk, D. (1990). Psychology
on teaching, Learning & growth

Boston Allyn Bacon USA.

14 Hoffman, S. (1977) Intelligence &
development of moral judgment in
The journal of genetic

children.
Psychology 130,27-34.

—alall

53

z—ia (V) &3 e (Jela .
cCy Sl cile gahaall 1Sy Sidaall
aSall (5 siaa (149)) daps (didla.
35 i Aulalt &1 pall (538 IR p ggday
it el Al wy ¢ Lalall puy
cob—ae cdgia W) daalall 34 dia
s oM
sail (V4A£) aaal £l 3o zlaa.
TS A pa cigilall Ay il N
VA Al Ay 0
=25 (VAAA) dole Uy cushadd
saill Jalpa e dgia ¥ daalad il
B)smiia e pfiwale dlls ) ¢ BNAY
O ¢ Glae (dgia Y dalall
(YAAY) (5 sl lasl s (il
Csial pal sl AN i i Al 5
e g g gl GLISH (il
v okl
—VYF) SAl (U A eadl Aggd .
v (Vo)
kil 6 (VAYY) G en iy ).
S G Al g3 La Ll
((Y49Y) bl Jlas das j) Lis



dgaad Gl el

(*) #s daa
GOAY gull) e o Lagdy JoUDl g 4o papall g pad) Y AN culd) gl Jgen
o Ll Lal clp 0 Gilag pall £ gara Gl e
Y e AY ° 474,14 Janll
*1 AV ) YYY £ AY dc ganall
v TNy ° o0f4 )Y ic ganall X jaall
Y¢) EFVAS 1A Uaat
Yoy t0d0. ;11 SIS & ganall

(~J~\ =a,) aic ANa cila ®
ABSTRACT

The study purpose was to find out how Jordanian delinquents and nondelinquents
distribute among moral development stages according to “Kohlberg theory”, and
differences in moral development among them.

The sample consisted of (253) juveniles, of which (135) of them were
nondelinquents public school pupils, and (118) delinquents residing in the “juvenile
rehabilitation center” in Irbid, both groups were in the age group (13-18) year.
Defining issue test (DIT) in it’s Arabic version was used to measure moral
development stages. Study concluded a higher level of moral development in favor
of nondelinquent juveniles.

Findings have not shown significant difference in degree of moral development due
to age or interaction between juvenile group and age. The study findings and
discussions supported pervious studies held around the theory, also called for further
studies to establish Arabic, Jordanian moral development scales in future.
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ABSTRACT

Traumatic events play an important role in precipitating many psychatric disorders
such as post-traumatic stress disorder (PTSD). Amiriya Shelter in Baghdad was
bombareded during the night of 13.2.1991. As a consequence 403 were dead (52
_child, and (261) old women and (90) old man). Only 14 victims survived.
This study aimed to find-out the rate of PTSD among vitim’s close relatives and
friends, it’s relation to closeness of relation, sex and degree of exposure to the event.
300 secondary school students (150 close relatives or friends of the victims) were
studied using a specially designed PTSD sclae based on DSM-III-R. Half of the
students were females.
The results showed that 37% (59) of the victims had PTSD versus none (among the
non-exposed control group). 65% (43) of the students who lost their family members
of rclose relatives had PTSD, and only in 19% (16) of those who lost their friends.
Among the female group 63% (47) versus only 16% (12) of male group had PTSD.
This concludes that bombardment of Amiriya Shelter as a disaster precipitated
PTSD among the traumatized students and raised the need for intensive and long
term psychiatric aid, social care and follow-up. '
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