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Editorial Letter 

 

Following the 15th Pan Arab Conference in Psychiatry last month in Cairo, 
the Arab Journal of Psychiatry’s Chief Editor will remain the same. The AJP 
is an important outlet for many researchers and reaches a wide audience. 
Please continue to support the AJP by submitting papers, including original 
research, review articles, case reports and articles on the history of 
Psychiatry.  Articles in Arabic are also welcome. For all submissions, please 
note the journal format and instructions to authors. 

 

 

 

Walid Sarhan  
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The risk-benefit ratio of long-term antipsychotic treatment in people with schizophrenia* 

Ahmed Okasha 

 نسبة المخاطر والفوائد من االستعمال طویل المدى لمضادات الذھان في مرضى الفصام

 احمد عكاشھ

 

Abstract  

he long-term benefit-to-risk ratio of sustained antipsychotic treatment for schizophrenia has recently been questioned. 
In this presentation, we critically examine the literature on the long-term efficacy and effectiveness of this treatment. 

We also review the evidence on the undesired effects, the impact on physical morbidity and mortality, as well as the 
neurobiological correlates of chronic exposure to antipsychotics. Finally, we summarize factors that affect the risk-benefit 
ratio.  

There is consistent evidence supporting the efficacy of antipsychotics in the short term and midterm following stabilization 
of acute psychotic symptoms. There is insufficient evidence supporting the notion that this effect changes in the long term. 
Most, but not all, of the long-term cohort studies find a decrease in efficacy during chronic treatment with antipsychotics. On 
the other hand, long-term studies based on national registries, which have lower risk of bias, find an advantage in terms of 
effectiveness during sustained antipsychotic treatment. Sustained antipsychotic treatment has been also consistently 
associated with lower mortality in people with schizophrenia compared to no antipsychotic treatment. Nevertheless, chronic 
antipsychotic use is associated with metabolic disturbance and tardive dyskinesia. The latter is the clearest undesired clinical 
consequence of brain functioning as a potential result of chronic antipsychotic exposure, likely from dopaminergic 
hypersensitivity, without otherwise clear evidence of other irreversible neurobiological changes.  

Adjunctive psychosocial interventions seem critical for achieving recovery. However, overall, the current literature does not 
support the safe reduction of antipsychotic dosages by 50% or more in stabilized individuals receiving adjunctive 
psychosocial interventions. In conclusion, the critical appraisal of the literature indicates that, although chronic antipsychotic 
use can be associated with undesirable neurologic and metabolic side effects, the evidence supporting its long-term efficacy 
and effectiveness, including impact on life expectancy, outweighs the evidence against this practice, overall indicating a 
favorable benefit-to-risk ratio. However, the finding that a minority of individuals diagnosed initially with schizophrenia 
appear to be relapse free for long periods, despite absence of sustained antipsychotic treatment, calls for further research on 
patient-level predictors of positive outcomes in people with an initial psychotic presentation. 

Key words: Long-term antipsychotic treatment, schizophrenia, benefit-to-risk ratio, efficacy, effectiveness, physical 
morbidity, mortality, metabolic disturbance, tardive dyskinesia, psychosocial interventions, non-adherence, dopaminergic 
hypersensitivity. 

Declaration of interest: None 

*This paper is based on the forum- Is the Risk benefit ratio of long term antipsychotic treatment favorable for most people 
with schizophrenia, and what can we do to improve it? Written in World Psychiatry 2018; 17:149–160, By Christoph U. 
Correll, Jose M. Rubio, John M. Kane 

 

Introduction 

Schizophrenia is a disorder characterized by acute 
episodes often followed by symptom improvement 1.     
Most guidelines recommend at least 1-2 years of 
antipsychotic treatment after symptom remission of an 
acute episode 2-5. Of those discontinuing antipsychotic 
treatment, up to 75% have a relapse within 12 to 18 
months 6,7. Meta-analyses of 26 to 52 week studies 
comparing SGAs vs. placebo in the prevention of relapse 

found a very favorable number-needed-to-treat (NNT) of 
3-5 8,9. Risks of acute antipsychotic treatment, compared 
with placebo, mostly include weight gain, metabolic 
disturbance, QTc prolongation, neurologic adverse effects 
and sedation 10.  

Clinical guidelines do not provide systematic 
recommendations for treatment continuation or 
discontinuation beyond 1-2 years, yet they warn about the 
risks of relapse associated with treatment discontinuation 

T 
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2-5, 11. The effects of antipsychotic treatment beyond the 
first 2 years of treatment are not well understood, given 
the lack of double blind, placebo controlled randomized 
trials (RCTs) 9.  

Long-term animal studies of antipsychotic exposure16, 
naturalistic cohorts14,15, and treatment discontinuation 
studies13 have been cited by some authors who claim that 
antipsychotics do not improve outcomes in the long term, 
and that there may even be iatrogenic adverse 
consequences of long-term antipsychotic treatment17. 
Others suggest that there is insufficient evidence 
supporting iatrogenic effects 18. Such debate and the 
uncertainty in the interpretation of long-term studies, with 
inherent biases12, 19, results in unclear recommendations 
for clinicians.  

 

Treatment adherence and long acting 
injectable antipsychotic studies 

The longer the treatment, the greater the chance of 
insufficient adherence 9, 20, 21. Data from administrative 
claims in the US suggest that, in clinical practice, patients 
with psychosis treated in an outpatient setting fill their 
prescriptions an average of 40-60% of the days prescribed 
22. Adherence studies find that poor mid-term adherence 
ranges from 11.6% based on self-report to 58.4% in 
studies using serum concentration 20.  

 

In a systematic review and meta-analysis of longitudinal 
studies examining relapse and its risk factors in patients 
following stabilization after a first psychotic episode, non-
adherence was found to be the greatest predictor of relapse 
among twenty variables in seven long-term studies, 
increasing the chance of relapse by 400%23. Individuals in 
another study with non-adherence for >1 month of an 18-
month follow-up had a fivefold greater chance of relapse 
than individuals with continuous treatment 24. Poor 
adherence was also found to explain up to 36% of the 
effect of cannabis on the number of relapses 25. Individuals 
with suboptimal adherence were found to have greater 
body mass index and were less likely to live in 
independent housing than individuals with continuous 
adherence over 18 months.  

When LAIs and oral formulations were compared in 
RCTs, no overall difference was found regarding relapse 
prevention in the midterm after stabilization 26. This is not 
surprising, given that the control groups taking oral 
medication in these RCTs tend to include patients with 
better treatment adherence and lower illness severity. 
Non-adherence levels did not differ across ten meta-

analyzed trials with adherence data (p50.27) 26. LAI 
treatment phases, compared to those with oral 
antipsychotics, were associated with a significantly 57% 
lower risk of a next hospitalization and a 62% reduced risk 
of number of hospitalizations 27. This is not simply the 
result of the order of the oral and LAI phases, as two trials 
confirmed that the reverse switch (i.e. from an LAI to an 
oral antipsychotic) was associated with poorer outcomes 
for the oral phase28,29. The finding of greater effectiveness 
of LAIs in mirror image studies was replicated in a meta-
analysis of cohort studies, where the number of 
hospitalizations was reduced by 15% (14 studies; 60,260 
person-years), despite greater illness severity in the LAI 
cohorts than the oral antipsychotic treatment cohorts 
(p=0.014) 30. Results were particularly apparent in 
Scandinavian registries that have fully generalizable 
national samples.  

 

In a Finnish national cohort, individuals treated 
naturalistically with LAIs after their first hospitalization 
for a schizophrenia episode had one-third the risk of re-
hospitalization than individuals on oral counterparts of the 
same antipsychotics 31. This was replicated in a Swedish 
cohort including all phases of illness, following patients 
for a median of 6.9 years. Six of the top eight 
antipsychotic monotherapies that were significantly 
superior regarding hospitalization risk compared to not 
receiving any antipsychotic (hazard ratios, HRs=0.51-
0.64) were LAIs (with the two oral antipsychotics being 
clozapine and olanzapine) 32.  

 

Placebo-controlled antipsychotic 
maintenance treatment studies 

Methodologically, placebo-controlled maintenance RCTs 
have the advantage of minimizing systematic differences 
between groups, yet their time frame is only mid-term 
(i.e., 1-3 years following stabilization), and their results 
assume full long-term adherence with antipsychotics 
(which is known to decrease over time21). Increasing non-
adherence even in RCTs could lead to finding lower effect 
sizes in studies of longer duration. A meta-analysis of 65 
placebo-controlled maintenance RCTs found an overall 
NNT of 3 favoring antipsychotics over placebo in 
preventing relapse, but overall treatment effects tended to 
decrease as a function of study duration9. 

Supporting the hypothesis that increasing non-adherence 
on antipsychotics could decrease antipsychotic 
maintenance efficacy, the authors found a significantly 
greater relapse preventive effect (p=0.03) in studies 
comparing LAIs vs. placebo (HR=0.31) than oral 

89



Okasha A.  

 
medications vs. placebo (HR=0.46). No differences were 
observed in sedation, although weight gain and at least 
one movement disorder were significantly more frequent 
during antipsychotic treatment 9. 

 

Long-term cohort studies 

Non-randomized cohort studies often found that, at 
follow-up, individuals on antipsychotics had equal or 
greater illness severity compared with those off 
antipsychotics. For example, in the Suffolk county cohort, 
175 individuals with schizophrenia showed a clinical 
decline over the 20-year follow-up period 33. This decline 
occurred despite high and constant rates of antipsychotic 
prescription (86.9% at baseline and 81.8% 20 years later), 
and antipsychotic use was associated with worse Global 
Assessment of Functioning (GAF) scores and negative 
symptoms, yet lower disorganization and excitement33. In 
the Chicago cohort, which followed 70 individuals with 
schizophrenia from early illness for 20 years, 8% of the 15 
unmediated individuals had some degree of psychotic 
symptoms, versus 68% of the 25 individuals treated 
continuously with antipsychotics 14. In the Northern 
Finland 1966 Birth Cohort, which followed patients for 
almost 20 years, those who were off antipsychotics were 
more often in remission, and no differences in remission 
rates between treatment groups were found34,35. Similarly, 
the OPUS cohort in Denmark found that, among the 90% 
of the individuals who did not have sustained remission 
10 years after their first episode, more were on than off 
antipsychotics 36, 37. Nevertheless, in those non-
randomized, uncontrolled studies, adherence levels to 
antipsychotic treatment are unknown, and most 
importantly, there is a high risk of confounding by 
indication and reverse causation, in that greater illness 
severity could be the cause of continued antipsychotic 
treatment, rather than being the effect. Interestingly, 
different results were found in a retrospective cohort study 
of individuals with schizophrenia whose access to 
antipsychotic treatment had been restricted. On the other 
hand, results from large, national samples analyzed with 
statistical methods to adjust for baseline differences 
support the notion that treatment failure and 
hospitalization32, as well as mortality risk from 
suicide38,39, are significantly greater in patients not 
receiving antipsychotics than in those who are. 

The authors highlighted that there are at least eight major 
studies, which fail to find better outcomes for 
schizophrenia patients treated on a long-term basis with 
antipsychotics. These negative results from multiple large 
well-documented long-term studies are a clear warning 
sign. 40 

Dose-reduction and dose discontinuation 
studies 

Dose-reduction and dose-discontinuation studies (DRDD) 
evaluate outcomes associated with these treatment 
strategies compared with long-term continuation of 
antipsychotic treatment. DRDD studies often have the 
advantage of a longer time span than antipsychotic 
maintenance trials, yet with greater degree of 
randomization and control than naturalistic cohort studies. 
Wunderink et al 13 conducted the study with the longest 
follow-up period to date, consisting of two phases. In the 
first phase, 131 individuals with a first episode of 
psychosis were allocated to 2 years of either symptom 
guided DRDD or treatment continuation 41. The initial 
goal of stopping antipsychotic treatment in the DRDD 
group was changed to dose reduction only, due to too 
many relapses after antipsychotic discontinuation. In the 
second phase, 103 individuals were evaluated once after 5 
years of uncontrolled community treatment 13. In the 
initial RCT, the DRDD group had twice as many relapses 
as the maintenance group (43% vs. 21%, p=0.011), 
although about 20% were able to successfully stop the 
medication without relapses. There were no differences in 
symptom severity, both groups having low Positive and 
Negative Syndrome Scale (PANSS) scores throughout 41. 
At 5 years, there were no differences in relapse rates or 
symptom severity. However, recovery rates were twice as 
likely in the initial dose-reduction group (40.4% vs. 
17.6%, p=0.004), driven not by symptomatic remission 
(69.2% vs. 66.7%, p= 0.79), but by functional remission 
(46.2% vs. 19.6%, p=0.01), and 8 of the 11 patients off 
antipsychotics for 2 years were in the original dose-
reduction condition. These results have been cited as 
important evidence that antipsychotics could postpone 
rather than prevent relapse, while impacting negatively on 
functional recovery in the long-term 12, 14, 15, 17, 19. These 
findings should be interpreted with caution. As the authors 
acknowledge, the participants had very low symptom 
severity. Antipsychotic dose reduction vs. standard 
maintenance dose has also been examined in other studies 
with shorter follow-up. In a meta-analysis of 13 trials with 
follow-up of 24 and 104 weeks (11 trials lasting ≥1 year), 
Uchida et al42 found no differences between low 
antipsychotic dose (50-100% of the defined daily 
doses(43)) and standard antipsychotic dose, with respect 
to overall treatment failure (p=0.53) or hospitalization (p= 
0.40). Yet, very low dose (<50% of the defined daily doses 
43) were associated with greater risk of hospitalization 
(p=0.002) and relapse (p=0.0004).  

In a pilot study, cognitive symptoms were significantly 
improved when the antipsychotic dose was reduced to 
50% of the defined daily dose 44.  
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In a recent review 45, several such factors were listed: lack 
of schizophrenia diagnosis, better premorbid social and 
occupational functioning, good social support, shorter 
duration of illness, and shorter duration of untreated 
psychosis. These factors may help identify the better 
candidates for discontinuation. Timing, as well, is an 
important component, as it appears that patients who 
achieve remission for three months in the first two years 
of illness have a better clinical prognosis 46. This better 
prognosis is felt by some to indicate a higher likelihood of 
tolerating dose reduction and discontinuation 45. We 
support the conclusions outlined in the paper by Correll et 
al47, and we believe that the current literature undermines 
the clinical certainty of antipsychotic medications in the 
long-term treatment of schizophrenia. While not a 
certainty, long-term antipsychotic treatment is a very 
common outcome for people with schizophrenia. We 
encourage a sense of curiosity about the possibility of dose 
reduction and discontinuation in appropriate patients. 

 

Physical Morbidity and Mortality 

Schizophrenia is associated with a well-established excess 
of physical morbidity and premature mortality, while 
antipsychotics are associated with cardiovascular risk 
factors 48-55. Individuals with schizophrenia have a greater 
prevalence of sedentary lifestyle, obesity, cardiovascular 
illness, diabetes, nicotine smoking and tobacco-related 
disorders, sexually transmitted diseases, obstetric 
complications, and altered pain sensitivity 56,57, while also 
having lower rates of health care services utilization and 
medical treatment for such conditions, which results in 
large unaddressed gaps in medical care(58).  

A recent systematic review and meta-analysis including 
11 studies from various countries found a weighted mean 
decrement in life expectancy of 14.5 years in patients with 
schizophrenia, with significant variations depending on 
gender and country59. In the US, natural causes account 
for a vast majority of deaths, with only 1/7 related to 
unnatural causes (accidents, suicide or homicide). Chronic 
medical illness associated with smoking, obesity and a 
sedentary lifestyle account for most of the variance in 
premature mortality. These results seem to vary across 
countries, likely reflecting public health characteristics.  

In a national Swedish cohort, individuals with 
schizophrenia were less likely to have received a 
diagnosis of cancer or ischemic heart disease at the 
moment of dying of these causes 60. These data suggest 
poor prevention and early treatment of medical 
conditions. In another sample, individuals with 
schizophrenia diagnosed with cardiovascular illness were 
less likely to use lipid-lowering and anti-hypertensive 

medication, which was altogether associated with worse 
outcomes 61. To what extent antipsychotic treatment 
moderates the association between schizophrenia and 
poor health care utilization is not yet well understood. The 
role of antipsychotics in reducing premature mortality in 
schizophrenia has been better characterized. Despite 
antipsychotic treatment elevating cardiovascular risk 
factors, long-term treatment is consistently associated 
with lower mortality rates compared to no long-term 
treatment38,39,62-64, but still higher rates than in individuals 
without schizophrenia38.  

Tiihonen et al39 found that, compared to individuals with 
schizophrenia not receiving antipsychotic treatment, those 
with longer antipsychotic treatment had greater 
decrements in premature mortality, including from 
cardiovascular causes39. Patients with schizophrenia with 
low and moderate – but not high – cumulative doses of 
antipsychotics had lower rates of mortality due to 
cardiovascular disease, whereas those with high – but not 
moderate or low – doses had low mortality rates due to 
suicide 38. 

 

Brain Structure and Functioning  

Schizophrenia has been associated with various brain 
volumetric abnormalities since the emergence of 
neuroimaging 65. The cortical and subcortical regions 
found to have lower volume in schizophrenia have most 
frequently been the anterior cingulate cortex, insula, 
hippocampus, and thalamus66,67, although several other 
areas have been implicated, with variability across studies 
probably due to methodological differences.  

Never treated patients with chronic schizophrenia show a 
significantly-accelerated decline in prefrontal and 
temporal cortical thickness 68, suggesting a 
neurodegenerative illness course. Reduced hippocampal 
and thalamic volumes have been observed in individuals 
at high risk of developing psychosis 69. High-risk 
individuals who transitioned to psychosis presented with 
further progression of the whole brain volume reduction, 
even before antipsychotic treatment 70, and reductions in 
brain regions, such as the anterior cingulate, have been 
identified as potential biomarkers indicative of greater risk 
of transition to psychosis 71. Despite grey matter reduction 
being a consistent finding, what this means at the 
neuropathological level is unclear 72-76. Brain tissue loss is 
a non-specific finding, observed with antipsychotic 
exposure 77, changes in body weight 78, alcohol use79,80, 
and steroid use81.  

A generalized decrement of grey matter volume 
associated with antipsychotic treatment duration and 
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cumulative doses has been repeatedly reported 77,82. 
However, these studies are limited by the fact that the 
duration and cumulative dose of antipsychotics can be a 
marker of illness severity or illness duration, making it 
difficult to distinguish a reduction due to illness severity, 
illness duration or antipsychotic exposure. Other findings 
contradict the notion that antipsychotics cause a 
decrement in grey matter in schizophrenia. The ENIGMA 
neuroimaging consortium found that, among 2,028 
patients, antipsychotic naıve individuals had greater 
volumetric deficits in the hippocampus compared with 
antipsychotic-treated ones83, whereas thalamus and basal 
ganglia volume deficits in untreated patients have been 
found to be corrected with antipsychotic treatment77, 83. 
Thus, the evidence does not seem to support a causal or 
detrimental relationship between long-term antipsychotic 
use and clinically relevant brain volumetric changes, with 
some data even suggesting that brain volume reductions 
could be associated with better brain network integration. 
Long-term antipsychotic treatment has been associated 
with an increase in the number and affinity of dopamine 
D2 receptors, which results in a state of dopaminergic 
super sensitivity, and has been replicated in animal 16, 84 
and human models 85.  

Tardive dyskinesia is a clinical consequence of long-term 
antipsychotic use that has been associated with 
dopaminergic super sensitivity 86, but also other possible 
mechanisms 87, and with greater risk in genetically 
vulnerable populations 88. The estimated risk of tardive 
dyskinesia with first-generation antipsychotics is 3-5% 
per year of exposure (at least for the first 5 years) 89, being 
lower with second-generation antipsychotics 90. Early 
Parkinsonism and higher antipsychotic doses have been 
associated with this side effect 91. A recent meta-analysis 
estimated a global mean prevalence of 25% in patients 
with schizophrenia treated with antipsychotics, with great 
variability depending on geographical and treatment-
related factors 91. Two agents, valbenazine and 
deutetrabenazine, have been recently approved in the US 
for the treatment of this side effect of antipsychotic 
treatment, having shown moderate to high efficacy93,94. 
Following the hypothesized mechanism underlying 
tardive dyskinesia, dopamine super sensitivity related 
psychosis either during antipsychotic treatment or upon 
antipsychotic discontinuation has been a theoretical 
concern 92, 95. The hypothesis is that chronic dopaminergic 
blockade resulting in dopamine D2 receptor up regulation 
and dopaminergic hypersensitivity in the mesolimbic 
pathway may increase the risk of relapse and reduce 
antipsychotic efficacy in the long term. 

Psychosocial interventions are effective augmentation 
strategies for the treatment of schizophrenia, particularly 
CBT-based interventions, which seem to have 

antipsychotic effects independent of improving 
antipsychotic adherence. These interventions can be 
effectively implemented beyond academic centers. 
Evidence suggests that psychosocial interventions can 
improve the long-term risk-benefit ratio of antipsychotics 
by improving functional, recovery-focused outcomes and 
by decreasing the burden associated with antipsychotic 
treatment, rather than by necessarily allowing a decrease 
in antipsychotic doses. 

 

Conclusions  

Overall, antipsychotic maintenance treatment should be 
recommended for the midterm (i.e., 1-3 years), since there 
is strong evidence supporting efficacy of antipsychotics in 
reducing relapses over this time frame. Data on long-term 
outcomes are more equivocal and, although the effect of 
antipsychotics seems to decrease over time, this could be 
an artifact of long-term study designs. Increasing non-
adherence and reverse causation may play a significant 
role in the observed time trends, while alternative 
hypotheses, including dopamine super sensitivity 
psychosis, are less well substantiated. Additionally, 
mortality and neuropathological findings do not support 
an accrual of damage from cumulative antipsychotic dose 
and duration (with the exception of tardive dyskinesia). 
On the contrary, long-term antipsychotic maintenance 
treatment has consistently been associated with lower all-
cause and specific-cause mortality compared to 
antipsychotic discontinuation in large national and 
representative samples of patients with schizophrenia. It 
is reasonable to recommend antipsychotic treatment in the 
long term (i.e., >3 years), although with several additional 
suggestions. Second-generation antipsychotics should be 
preferred over first generation ones to minimize the risk of 
tardive dyskinesia. Psychosocial interventions, 
particularly CBT and family based interventions are 
useful as augmentation, even when there are residual or 
treatment resistant symptoms, yet these therapies are not 
a substitute for antipsychotic treatment. Some behavioral 
interventions can also be used to reduce some of the 
negative impacts of continued antipsychotic treatment 
(i.e., metabolic side effects). In patients who have 
achieved successful antipsychotic discontinuation for <1 
year, close monitoring is recommended, keeping in mind 
that only a minority of patients can successfully 
discontinue antipsychotics.  

 

Recommendations 

The recommendation to continue long-term treatment 
applies to patients in general. While the uncertainty is 
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largest after the first episode of psychosis, following a 
second episode the arguments for antipsychotic 
maintenance treatment are even greater. Future research 
should include predictive models of successful treatment 
discontinuation in addition to prediction of treatment 
response. 

The final challenge is that our current antipsychotic 
medications are not disease modifying. Pre-synaptic 
striatal dopamine dysfunction is thought to drive the 
symptoms of schizophrenia96, yet all of our current 
antipsychotic drugs act post-synoptically. Thus, they 
block the consequences of pre-synaptic dopamine 
dysfunction but do not address the underlying dopamine 
dysfunction, which remains present even after long-term 
treatment. This provides a neurobiological explanation for 
why patients may relapse on stopping antipsychotic 
treatment. 97 

Leff and Wing 98 also noted that those with a very poor 
outcome do not benefit from continued antipsychotics. 
The reason that such individuals are treatment resistant is 
because they do not synthesize excessive striatal 
dopamine 99. There appear to be two types of treatment 
resistance 100. First, those who have never responded to 
antipsychotics and whose psychosis may not involve 
dopamine dysregulation. Second, those who once 
responded to D2 blockers but have lost this ability, 
possibly due to the development of dopamine super 
sensitivity. Correll et al ignore the evidence that prolonged 
administration of antipsychotics to animals cause an 
increase in D2 receptor numbers, and that the resultant 
dopamine super sensitivity causes antipsychotics to lose 
their efficacy 101. They do, however, cite reports that 
partial dopamine agonists may have less propensity to 
cause dopamine super sensitivity.  

 

If the acute episode was short and mild or the diagnosis 
unclear, or if there are important side effects, one might 
be more ready to attempt careful dose reduction. If in the 
acute phase there was a suicide attempt or an aggressive 
act (with potentially dire consequences for the patient, 
such as forensic treatment), one would be very hesitant. 
And, if patients have clearly improved but are still 
symptomatic despite treatment, attempts to reduce doses 
also appear counterintuitive. As – due to the subjectivity 
of psychiatric outcomes – there is room for interpretation, 
in the future the evidence will have to be presented such 
that patients can decide themselves. 102 

 

In the meantime, recommending ongoing maintenance 
treatment with the safest and best tolerated antipsychotic 

at the lowest therapeutic dose is the best option for 
achieving optimal outcomes. 103 
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 الملخص

 ً  .للمساءلة مجاالً  إن نسبة المخاطر والفوائد لالستعمال المستمر لمضادات الذھان في مرضى الفصام أصبح حدیثا

اة المبكرة ة والوفنحاول في ھذا المقال ان نستعرض االبحاث الموجودة لالستعمال طویل المدى، كذلك نستعرض االعراض الجانبیة والتأثیر على المرضیة الجسدی
 .وكذلك المرادفات البیولوجیة العصبیة المصاحبة لالستعمال المزمن لھذه العقاقیر

 لفاعلیة ھذه العقاقیر في المدد القصیرة او المتوسطة وكذلك حالة الوصول للھدأة بعد النوبات الحادة وال یوجد دلیل كافي لفائدة استعما ال شك اننا نملك الدلیل على
لى التسجیالت مبنیة عال العقاقیر لمدة طویلة، ویتضح من الدراسات طویلة المدى انخفاض التأثیر بعد االستعمال لمدة طویلة، ولكن یوجد في الدراسات طویلة المدى

ات ذھان تقلل من الوفیالقومیة، والتي تتمیز بقلة مخاطر التحیز فائدة في االستمرار على مضادات الذھان لمدة طویلة. ومما یدعو للدھشة ان طول مدة مضادات ال
 ً یة اآلجلة وھي اعراض غیر مرغوبة. وتنشأ من زیادة في االیض والحركات العصب مقارنة بمن ال یتناول أي عالج، ولألسف ان طول المدة قد تسبب اضطرابا

 .االجتماعي ھام للوصول الى الشفاء النفسيحساسیة المستقبالت الدوبامینیة. ان التدخل العالجي 

ً  %50ویتفق معظم العلماء على ان خفض العالج الى  لعالج ن االستمرار على اا في المرضى المستقرین قد یسبب النكسات والدخول للمستشفى، ویبقى القرار حالیا
مضادات الجھم ببالرغم من خطورة بعض االعراض العصبیة واالیضیة، وال نستطیع تجاھل ان القلیل من مرضى الفصام ال یعانون من أي نكسات بالرغم من عدم ع

  .الذھان، ولذا یجب دراسة الھادیات مع ھؤالء المرضى ذوي المأل اإلیجابي بعد االصابة بنوبة ذھانیھ
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Abstract 

bjectives: The current study aimed to describe mortality rates and associated risks factors in national psychiatric 
hospitals in Sudan. Method: A retrospective study, it involved the audit of all fatalities that took place during the 

study period in all national psychiatric hospitals in Sudan. Results: From a total of 20,745 admissions to the main national 
psychiatric hospitals over a nine year period, 72 patients died during their hospital stay. This was an average of 3.47 in one 
thousand admission episodes. A total 62.5% of deaths occurred in the first seven to 10 days following admission. Deceased 
patients were predominantly men 48 (66.6%) under the age of 40 years. Conclusion: Infection and organic illnesses were 
the leading causes for inpatient mortality in the psychiatric hospitals studied. Circulatory failure and cardiovascular related 
deaths constituted immediate cause of death in psychiatric hospitals in 20% of the current sample. In total, 13.9% of all 
mortalities were clinically gauged due to neuroleptic malignant syndrome whilst suicide was the cause in less than 3% of 
deaths in all psychiatric hospitals studied. 

Key words: Mortality; psychiatric hospital; sudden death, arrhythmias; Sudan 
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Introduction 

Few studies reported mortality in acute psychiatric 
hospitals from the perspective of a developing country. 
Therefore the current article aims to bridge the gap that 
currently exists in the literature.   

Literature review 

In a previous study from Nigeria, it was reported that the 
single leading cause of mortality in acute psychiatric 
hospitals over a period of 10 years was infection. This 
seems to be due to the mimicking picture of organic 
psychosis to functional psychosis especially to a general 
medical practitioner1. Psychiatric hospital mortality 
study from the Indian subcontinent found higher rates of 
organic illnesses, such as, cardiovascular system 
disorders and respiratory system disorders to be the 
underlying reported mortality related correlates than 
infection and suicide2. In developed countries, however, 
psychiatric patients receiving antipsychotic drugs were 
found to have sudden cardiac deaths because of effects of 
these antipsychotics on myocardial repolarization, 
causing prolongation of the rate-corrected QT interval of 
electrocardiogram.3 Pulmonary thrombo-embolism 
(PTE) were also reported to be considerably high among 

patients receiving antipsychotic drugs, including 
clozapine.4 Accumulating evidence suggests that certain 
antipsychotics especially second generation (sGAP) are 
associated with weight gain and metabolic syndrome, 
manifesting with a wide range of metabolic 
abnormalities such as, dyslipidemia,  diabetes, and 
hyperglycemia.5 The precise mechanisms of 
antipsychotic induced weight gain is not fully elucidated. 

The mortality rates in psychiatric in-patient units is 
found to be three times higher when comparison with 
general population.5,6 This higher rate is further 
accentuated in younger age groups, especially women. 
This excess mortality has been observed with respect to 
natural causes of death as well as to unnatural causes, i.e. 
injury and suicide. Deaths from diseases of the 
circulatory system are overrepresented. As is true in the 
general population, these diseases account for the 
greatest number of deaths. Mortality is found to be 
significantly high in psychiatric population from diseases 
of the respiratory system, many ill-defined or silent 
diseases such as neoplasm and cardiovascular disorders 
are due to many factors not least the often late detection 
and diagnosis of these illnesses.6,7 However, various 
other, risk factors have been identified by research to be 

O

98



Mortality in National Psychiatric Hospitals in Sudan 

 
associated with elevated mortality among psychiatric 
patients. For instance in assessing the incidence of drug-
induced prolongation of QT interval on the ECG 
recordings (QT) among psychiatric patients. To elucidate 
this further, in an influential study the authors reported 
27.3% of 6,790 inpatient clients found to have abnormal 
ECG, along with 1.6% showed prolong QT interval. 
Nonetheless, only five patients of this study died of 
sudden cardiac death.6 Thus, it is evident that there is a 
substantial increase in propensity of drug-induced 
arrhythmia and long QT upon administration of 
particular psychotropic drugs. Fatal arrhythmia can be 
induced by drugs with quinidine like effects such as, 
haloperidol, thioridazine, quetiapine, Tricyclic 
Antidepressant (TCA) and other neuroleptics with 
powerful cholinergic effects on the heart muscles.7,8 It 
was argued that Torsa de pointes is the main causation of 
life-threatening cardiac arrhythmias, while prolongation 
of QT interval is usually benign.8 

Death due to neuroleptic malignant syndrome (NMS) 
was found to be significantly higher - up to (13.9%) 
among those who develop this condition.9,10,11 

In deeper analysis of cardiac related mortalities, 
systematic reviews reported increased probability of 
mortality among schizophrenic patients due to coronary 
cardiac disease as consequent to many factors, not least 
metabolic syndrome, excessive smoking, inertia and poor 
physical activities.11,12,13 

Elevated mortality rate is found in younger age groups, 
specifically women, as a result of increased prevalence 
of metabolic syndrome (30-60%) in schizophrenic and 
psychiatric patients treated with second generation 
antipsychotics, leading to various consequences such as 
diabetes, coronary heart disease renal and pulmonary 
complications that culminate in increased mortality of 
psychiatric patients.13,14,15 A recent systematic review 
and meta‐analysis including 11 studies from various 
countries found a weighted mean decrease in life 
expectancy of 14.5 years in patients with schizophrenia, 
with significant variations depending on gender and 
country. The drivers of this excess mortality seem to be 
poor physical health and decreased health care service 
utilization in patients with schizophrenia. Schizophrenia 
was also associated with increased risk of mortality from 
cancer of the lung, colon, breast, liver, pancreas, blood, 
and other organs. Greater excess mortality due to lung 
cancer than owing to other cancers has not previously 
been reported because of insufficient statistical 
power.16,17,18 

Suicide as a major cause of death among psychiatric 
inpatients is a well-established fact in research from 
developed countries.19,20,21 Alcohol related liver diseases, 

pneumonia  and pulmonary embolism were also reported 
as causes of  increased mortality of in-patients with 
mental illness.21,22,23  

 

Method 

The current study is a retrospective study in an audit 
format design, undertaken to review all mortalities that 
occurred during the study periods of main national 
psychiatric hospitals in the capital city of Sudan. 
Although most patients using the services of these five 
hospitals came from Khartoum and nearby regions, their 
services extended to patients coming from all different 
regions of the country and therefore have a national 
status of service provision. Eltigani Elmahi Teaching 
Hospital and Baashar Teaching Hospital are the biggest 
psychiatric hospitals in Sudan. The former is a prominent 
center in Africa and the Middle East. Both cater for a 
population of six million besides receiving referrals from 
surrounding provinces. Both hospitals were supervised 
by 25 senior psychiatrists, 23 psychiatric registrars, 18 
resident medical doctors, 45 psychologists, 30 social 
workers, and 120 nurses. 

The other three Hospitals were Omdurman Military 
Hospital, Khartoum Teaching Hospital Psychiatric Unit 
and Abdelaal Psychiatric Hospital (a forensic hospital 
with medium secure facilities). They were staffed by 16 
psychiatrists, 26 psychologists, 14 social workers and 22 
training and resident doctors.      

The research team designed an Audit Master sheet, to 
include comprehensive entries of mortality risk factors. 
This included, socio-demographic information, source of 
referrals, psychiatric and medical diagnoses, medical 
treatments, form and types of psychotropic medications, 
route of administration, timing of administration in 
relation to death. Moreover, the cardiovascular state of 
deceased patients was recorded at critical points. Vital 
symptoms and investigations indicative of organic 
illnesses or side effect of drugs were also included.  

The audit was based on comprehensive evaluation of 
mortality association and risks factors so that gaps in the 
present quality of could be identified.24 All deceased 
patients were identified from the hospital records of the 
National Psychiatric Hospitals in the capital city of 
Sudan (Khartoum) for the period between 1st January 
2001 to 31st December 2009. 

Subsequently, the research team conducted a thorough 
audit of all case notes and a review of all major incident 
reports obtained for further referencing. Further 
clarification from the responsible teams was sought 
where necessary. 

99



Osman AH, Abubakker HAH, Ahmed KAH, Mohamed M et al.  
 

Consent and Ethical Clearance 

The study was reviewed and approved by the Khartoum 
Medical School's ethics committee.  Written permission 
was obtained from all hospital administration staff who 
took part in the study. All patients were provided with a 
Patient Identifiable number, which was easily traceable 
via medical records departments based in each hospital. 
Since the current research was conducted on deceased 
patient records, the Ethics Committee waived the need 
for written informed consent to be obtained from the next 
of kin. No patient particulars have been mentioned in the 
current report. 

 

Data collection 

Data were collected for the audit through comprehensive 
assessment of the case notes of deceased patients. A 
senior Consultant Psychiatrist and four Psychiatric 
Registrars (currently consultants and specialists) 
supervised the audit. Details of socio-demographic 
information were derived from clinical records along 
with periods spent as an inpatient prior to death. Data 
about antipsychotic medications administered to patients, 
together with recorded doses, timing and reported 
outcomes were noted. All medical and psychiatric 
symptoms, clinical characteristics, diagnoses, and 
medical investigations were recorded in the Audit Master 
sheet. Each case was examined by two members of the 
research team and approved by the senior researcher. 
Recorded mortality audits by the care teams were also 
investigated. 

The participant base for the current study included all 
deaths that occurred between the years 2001 to 2009 at 
the National Psychiatric Hospital in Sudan.   

 

Data analysis 

Analysis of data was performed using SPSS Version 20.0 
to generate descriptive and quantitative statistical 
measurements. Frequencies of number of deaths and 
Chi-Square test were measured along with P values for 
significant correlates. Additionally, death rates were also 
calculated along with frequency and percentage of 
psychotropic drugs administered to patients attending the 
national psychiatric hospitals. The percentage of 
cardiovascular related conditions was calculated besides   
calculating frequencies of important correlates.   

  

Results 

Out of 20,745 episodes of admission over the nine year 
period for the main national psychiatric hospitals in 
Sudan, 11,410 were men (55%) and 9,335 (45%) were 
women. Seventy two patients died during their hospital 
inpatient period, which reflected an average of 3.47 per a 
thousand admission episodes. 

The majority of the deceased were aged below 40 years. 
Deceased patients were predominantly men 48 (66.6%), 
while only nine patients (12.5%) were aged over 50 
years. Women constituted 24 cases (33.3%), which was 
only one third of all deceased patients (see Table 1). The 
average number of deaths per year was seven although 
there was exceptionally two years when the death rate 
was 12 and 3 successively.     

Table 2 indicates the period spent in psychiatric hospitals 
before death. In the first seven to 10 days following 
admission, 62.5% of deaths occurred. This indicated 
clearly a critical period for serious events such as deaths 
and physical health complications. In total, nine patients 
(12.5%) were recorded to have died within 20 days or 
more following their psychiatric hospital admission.

 

Table 1. Age and gender of patients 

Age 
group  

No.* 
cases   

%  Gender:     Men          Women  
% 

<40  48  66.6%               34  47.2%   14   9.4% 

40-50  15  20.8%                 9  12.5%   6   8.3% 

>50  9  12.5%                 5   6.9%     4    5.5% 

                       * Number of candidates 
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Table 2. Duration of stay in hospital – number of days 

Duration   No. case                %          P values                   

  ≤ 10  45            62.5       0.000 

 
11-20                       

  
18 

 
 25          

 
> 20 Days 
 
Total 

 
  9  
 
72 

 
 12.5 
 
100% 

 

Table 3. Physical co-morbidity and Psychiatric Diagnosis 

Co-Morbidity NO**   %    Psychiatric Diagnosis      N0                  % 

Fever before psychotropic  18  25          Organic psychosis             7                  9.7 

Fever after psychotropic  12 16.6       Major Mood Disorders    28              38.9* 

Cardiovascular abnormalities  7  9.7         Schizophrenia & like       16               22.2 
               Psychosis 

Others physical abnormalities  7 9.7                         

 Some derangements 26  36.1        No clear diagnosis           18                25 

No association    2 30.6        Drug induced psychosis    3                  4.2 
                 

Total  72  100         Total                                72              100 

                * P value: 0.01                 ** Number of candidates 

 

Table 3 addresses reported symptoms and physical 
measures indicating physical and organic abnormalities 
at time of admission and at the cause of treatment beside 
a given or deducted diagnosis according to International 
Classification of Diseases 10th Revision (ICD-10). 
Underlying organic illness was gauged in 18 (25%) of 
deceased patients with evidence of infection and organic 
diseases manifesting in fever even before any 
psychotropic medication was administered. Evidence of 
malaria, typhoid and chest infection was recorded in 15 
(20.8%) cases while no clear source for the infection was 
found for the other 6 (8.3%) patients. Among the 
deceased, 7 (9.7%) showed evidences of cardiovascular 

and other physical illnesses of nonspecific nature. 
Abnormal investigation results was found in 26 (36.6) of 
the deceased patients. Evidence of abnormal blood 
results was the main abnormality. Of the majority of 
deceased patients, 28 (38.9%) were diagnosed with 
major mood disorder 2, such as mania or severe 
depression. A further 16 (22.2%) were treated for 
schizophrenia and 7 (9.7%), for organic psychosis. Only 
3 deceased patients were found to be suffering from 
substance related disorders (drug induced psychosis) and 
18 patients (25%) could not fit to specific ICD-10 
category of diagnosis. 
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Table 4. Cause of death as per audits and cardiovascular (CVS) state immediately prior to death 

Audit  No   %               CVS 
                     Prior death 

No&% 

All Infections 26 36.1             Normal 14      19.4% 
Suicide  2 2.8  
NMS * 10 13.9            Hypotension 11       15.3% 
Circulatory Failure  07 9.7  
Sudden Death  04 5.6              Arrhythmia 2        2.8% 
DKA ** 01 1.4  
Cardiac Failure 02 2.8             Other 2        2.8% 
Fibrillation  04 5.6             No abnormality 

 
43       59.7% 

No clear cause 16 22.2  
Total 2 100 72      100% 

*Neurolyptic malignant syndrome               **diabetic keto-acidosis 

 

Information related to the cardiovascular (CVS) system 
of psychiatric patients revealed that a considerable 
number of patients had had no information recorded in 
their files. However, hypotension was the most frequent 
CVS condition documented in deceased patients’ files, 
and was reported in 11 patients (15.3%). Normal CVS 
was reported in 19.4% of patients while two patients 
(2.8%) developed arrhythmia Table 3. Complication of 
electroconvulsive therapy (ECT) was indicated in the 
sudden death of one of the two patients. 

When patient records were examined to identify the 
reported immediate cause of death among deceased 
patients, infections came at the top of causations for 26 
patients (36.1%) - see Table 3. 

Clinical correlates suggestive of neuroleptic malignant 
syndrome (NMS) were reported with regard to 10 deaths 
(13.9%). These were in the form of fever following 
commencement of antipsychotics in absence of detected 
evidence of infection, associated with autonomic 
disturbances of blood pressure and raised white blood 
counts. Significantly, for 16 cases (22.2%) no direct 
cause of death was documented. Diabetic ketoacidosis 
(DKA) accounted for one death (1.4%). Circulatory 
failure was responsible for 9.7% of sudden deaths. 
Overall, seven causes of sudden deaths were identified in 
the current audit – see Table 3.  
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Table 5.  Frequency and percentage of psychotropic medications administered to deceased patients 

Psycho-tropic Mean dose No % Route of No % 
    Adm. to All   

 
Thioridazine 

 
 400mg 

 
1 

 
1.4 

 
Oral only 

 
20 

 
27.80% 

Chlorpromazine 500mg 4 5.6    

Haloperidol 15mg 27 37.5 I.M /Oral 28 38.90% 

Olanzapine 20mg 6 8.3 IM + Oral 12 16.70% 

Clopixol Acuphase 200mg 2 2.8    

SSRI + Anti-psychotic  5 6.9 IM + IV 5 6.90% 

TCA + Anti-psychotic  3 4.20    

Mood Stabilizer  17 23.6 IM + IV+ 

Oral 

5 6.90% 

+ Anti-psychotic       

       

TCA ±Antipsychotic  4 5.6 No Info 2 2.80% 

No information  3 4.2    

Total  72 100%  72 100% 

       

Table 5 addresses medications prescribed to deceased 
patients with special emphasis on the last 48 hours prior 
to death. Haloperidol, above a dose of 10mg, was the 
drug administered most frequently (37.5%) to deceased 
patients. Mood stabilizers (sodium valproate, 
carbamazepine and one case of lithium) followed this 
with anti-psychotics   drugs given in different 
combinations, which constituted 23.6%. Serotonin 
reuptake inhibitor drug (SSRI) plus or with anti-
psychotic drugs were administered to 6.9% of all 
deceased patients. One candidate was on Thioridazine 
prior to death. Tricyclic antidepressant (TCA) with or 
without antipsychotic were registered with five deceased 
patients – see Table 5.  

A total of 27.8% had had oral medication and 70% of 
deceased patients had received injectable anti-psychotic 
(mostly haloperidol and promethazine) during the course 
of their hospital treatment. A total of 13.8% received 

both intramuscular and intravenous psychotropic during 
their admission period. No clear drug information was 
documented in the hospital records of three patients 
(4.2%). 

 

Discussion 

In contrast to reported findings from developed 
countries, 86% of the deceased patients in our sample, 
died at a considerably young age – below the age of 50 
years; in fact, 66.6% were below 40 years of age. This 
was similar to what had been reported in Nigeria and 
India1,2. However, the predominance of men (66%), was 
the same as in studies from developed 
countries20,21,22,23,24. This reported finding of mortality for 
people in a relatively young age group offers a multi-
factorial interpretation. Mentally ill patients are most 
vulnerable to many physical illnesses, disease outbreaks 
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are common in mental hospitals in developing countries, 
non-availability of life saving medicines and general 
medicines, beside, under trained nursing, and to some 
extent medical staff arguably contributes to excess 
mortality in developing countries. 

However, due to an under-resourced referral system of 
psychiatric patients in developing countries combined 
with less meticulous investigation and medical check-up, 
many patients with underlying organic causation to their 
psychiatric symptoms are wrongly labelled and referred 
to psychiatric hospitals.1,19,20 This manifested as a clear 
difference in mortality causations for the current research 
sample, especially since most of the mortality events 
occurred in the first seven to 10 days from admission to 
psychiatric hospitals. Important correlates to death in the 
first seven to 10 days following admission to psychiatric 
hospital warrants special note because our study revealed 
an excess of deaths due to infection and circulatory 
failure besides NMS - all of which could manifest with 
serious consequence at the acute phase of the illness. 

On the other hand, the current study reported a high rate 
of mortality as a consequence of NMS (13.9%). This is 
believed to be due to the frequent use of conventional 
antipsychotics (over 50%), but also due to late 
recognition of this condition, which is sometimes 
wrongly diagnosed as other tropical infections (e.g. 
malaria and typhoid) to the detriment of the patient 
concerned. However, similar high rates of mortality as a 
complication of MNS is reported elsewhere in many 
other studies.9,22,23,25 

And yet, many pathological processes other than 
infection might have contributed to the sudden deaths, 
reported in the current study, including arrhythmias due 
to underline potent cholinergic medications reported. At 
this stage, such a claim can only be speculative requiring 
further longitudinal studies to confirm. It was reported in 
a number of research findings that a proportion of adults, 
despite having no noticeable lesions on regular autopsies 
of the heart, lost their lives - possibly due to sudden 
cardiac death. Many authors contest this to be due to QT 
prolongation and abnormal myocardial repolarization 
leading to sudden death.23,24,25,26  

Interpretation of the current findings of the possible 
causes for the cases reported to have died of sudden 
death - 4 (5.6%) - is limited by a lack of data with regard 
to ECG changes, including QT prolongation immediately 
before death. Similar difficulties were encountered in 
many studies of mortality.24,25,26,27 This led to a high rate 
of unknown causes of death as reported by Manu, et al. 
The study could not find recorded causation of death in 
52% of the mortality sample, which lead to under 
reporting of verifiable causations of mortality.27,28,29 The 

current study, however, shed light on the frequent use of 
conventional antipsychotics with potent cholinergic 
effects in considerably high dose in oral and injectable 
form. The significance of which warrants, detailed case 
control studies in larger numbers. But, its noteworthy, 
that, similar findings and concerns had been delineated in 
a number of studies on mortality.28,29 As such, injectable  
forms of conventional antipsychotics were identified to 
have significant association with sudden death especially 
when multiple doses were used. The mechanisms by 
which antipsychotics have attracted attention with 
mortality vary widely. An established connection 
between antipsychotics and metabolic syndrome was 
found to lead to cardiomyopathies especially with 
mentally ill patients and could lead to sudden death.6,27,28  
Other mechanisms, including direct effect on the cardiac 
muscle electric rhythm  in form of  QT interval  
prolongation,  and  ventricular fibrillations, were also an 
important consideration. However, this reality is poorly 
captured in death certificates.25,26,27 

Drug developers and regulators have specific interest in 
average QT prolongation as evidenced by guidance 
documents on the conduct of QT studies to many drugs 
prescription and doses recommendations.24,25,26,27 
Therefore, the extent to which antipsychotic drugs with 
powerful cholinergic action, such as, haloperidol, 
thioridazine, and to some extent chlorpromazine 
contributed to the reported circulatory failure, 
arrhythmias and cardiac related deaths were not fully 
studied. However, the potential risks of parenteral (IM or 
IV) administration of potent antipsychotic had been 
addressed in plethora of articles.30,31,32,33,35 

Compared to the West, the current study found suicide to 
be a cause of mortality among psychiatric inpatients in 
Sudan’s national psychiatric hospitals, which was far less 
than what has been recorded in developed 
countries.1,36,37,38 

 

Limitations 

Among the weaknesses of the present study, the research 
is limited due to the method being a retrospective one, 
which carries inherent limitations as found also in many 
other mortality studies. Therefore, causes and risk factors 
were calculated as deductions from patients’ records. 

Moreover, the present study was not able to derive 
mortality rates due to limitations of national statistics for 
specific mortality rates and risks. It follows that the 
current results can only be interpreted in the context of 
similar situations. 
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Conclusion 

Findings in the current study reveal that infection related 
deaths remain a leading cause of mortality in developing 
countries. Circulatory failure is also gauged to be due to 
the multiple use of potent anti-psychotropic drugs 
administration. This should always be followed with 
close cardiovascular monitoring. Neuroleptic malignant 
syndrome (NMS) remains a serious often overseen cause 
of mortality in developing countries. It is, therefore, 
strongly recommended for hospitals to employ full-time 
general internists in each of the surveyed facilities to 
treat organic conditions more effectively and closely 
monitor the cardiovascular side effects of drugs. 
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 الملخص

قمنا  :الطرق والتصمیم .السودان الخرطوم،مستشفیات وطنیة للطب النفسي في  5الھدف الرئیسي من ھذه الدراسة ھو وصف الوفیات المرتبطة بـ األھداف:  
، في شكل مراجعة في العاصمة السودانیةوطنیة سنوات) في جمیع مستشفیات األمراض النفسیة ال9برصد وتحلیل جمیع الوفیات التي حدثت خالل فترة الدراسة(

 72توفي  سنوات، 9فترة  )، فيمستشفیات لألمراض النفسیة الوطنیة في عاصمة السودان (الخرطوم 5حالة دخول في  20745أصل  : منالنتائج  .تحلیلیة
 .دخول ألف حالةفي  3.47بمتوسط  بالمستشفى،مریضا خالل إقامتھم 

 .أیام بعد القبول 10إلى  7أول من الوفیات في  ٪ 62.5حدثت 

 وقد  .القبول أیام بعد 10-7اول الوفاة في  )، ورصدة٪ 45.8. المرضى في الغالب (40) تحت سن ٪ 66.6( 48كان المرضى المتوفین في الغالب من الذكور 
داخلیین في مستشفیات األمراض النفسیة. كما أن الوفیات لسبب الوفاة للمرضى ال المرصود في االرتباطاالولي  األمراض المعدیة واألمراض العضویة ھي كانت

من الوفیات سریریا لتكون ناجمة  ٪ 13.9تم قیاس  .من العینة ٪20في مستشفیات األمراض النفسیة في  ربطھا بالموتالمرتبطة باألمراض القلبیة الوعائیة قد تم 
 .من جمیع وفیات المستشفیات النفسیة في ھذه العینة ٪ 3لسبب في أقل من في حین كان االنتحار ھو ا الذھان، الخبیثة لمضاداتعن متالزمة 
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Mental Health Difficulties among Attendees in the Emergency Department of Baghdad 
Teaching Hospital 
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االمراض النفسیة بین مراجعي قسم طوارئ مستشفى بغداد التعلیمي 

نعمان سرحان علي، لبنى عبد الجبار 

Abstract 

ackground: Mental health difficulties contribute significantly to the burden of disease worldwide. The trend in 
emergency department visits relating to mental illness has increased in the last decade, as many studies show. 

Objectives: The present study examined the pattern of psychiatric cases presenting at the emergency department (ED) of 
the Baghdad Teaching Hospital. Sociodemographic data are described in the studied sample. Method:  Patients attending 
the ED on Tuesdays between March 2015 and January 2016 with mental health difficulties were interviewed via a short 
questionnaire based on the diagnostic and Statistical Manual (DSM-5) to establish the diagnosis. Results: Across the study 
period, an average of 81 people attended the ED on Tuesdays from which, an average of four people were identified as 
having mental health difficulties. In total N=148 people (4.8% of the total) were assessed; 58.1% were men (M=33 years), 
43% married, 39% unemployed, 54% had positive family history of psychiatric illness. The most commonly reported 
symptoms were somatic symptom disorder and related disorder s, but concerns about the side effects of psychotropic 
medications were also high. Conclusion: The number of adults presenting with mental health difficulties in the ED was 
high, and visits due to experiencing a mental disorder generally reflected the prevalence of psychiatric disorders among 
different population subgroups. 

Key Words: Emergency Department, Baghdad, Mental Health 

 Declaration of interest: None.  

Introduction 

Mental disorders have high prevalence rates worldwide 
and represent a significant demand for healthcare 
services.1 Among the medical conditions that require 
attention, mental illnesses can be highlighted.2 
Psychiatric related emergency department (ED) visits are 
defined in the current research as any presentation 
receiving psychiatric diagnosis, behavioral disturbance, 
or suicide and para suicide attempt. 

People experiencing mental health difficulties in Iraq 
face numerous barriers when seeking psychiatric care, 
including societal stigma about mental illness, a shortage 
of psychiatric beds and the small number of psychiatrists 
serving a population of 35 million - fewer than 100 
psychiatrists currently. There are often long delays 
before people receive a diagnosis and effective treatment 
for these conditions.3,4 Liaison psychiatry was introduced 
in Iraq to address these issues. A fundamental aim of 
liaison psychiatry is the integration of psychiatry into the 
medical mainstream.5 To effectively achieve this, liaison 
psychiatry in Iraq must first establish its pertinence to 
other branches of medicine in the general hospital 
setting.6, 7

 In the United States (US), psychiatric emergency 
services emerged during the 1960s as an essential part of 
community mental health services.8,9.  

From 1992 to 2001, there was a substantial increase in 
the number of visits to emergency units due to 
psychiatric conditions (from 17.1 to 23.6 per 1000 
inhabitants).10,11 

Emergency departments in all major hospitals in the US 
have developed an increasingly significant role in 
providing a crisis service to those with mental health 
issues; it is thought that the ED is being used as the 
initial point of care for: 

• Those seeking mental health services for the first
time. 

• Clients of mental health services who require after
hours crisis support. 

• Those presenting involuntarily with the police for a
mental health assessment. 

• Those presenting with the ambulance after a self-
harm attempt. 

• Those referred by other health care providers, such
as general practitioners.12,13,14 

B
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Studies in Boston and New York found that the majority 
of emergency room physicians believed the increase in 
ED visits by individuals with mental illnesses was 
having a negative impact on access to emergency 
medical care for all patients - causing longer wait times, 
increasing patient frustration and diminishing the 
capacity of hospital staff.15,16 

The problem is similar for Iraq. Heavy reliance on 
emergency departments is not the answer. To prevent 
these repeated visits, individuals discharged from an ED 
should have access to comprehensive outpatient and 
community-based recovery-focused services.17 Mental 
illness is the second leading cause of disease burden in 
the United States.18 Although past studies have examined 
ED utilization for specific mental disorders, few have 
documented the epidemiology of adults’ use of the ED 
for all mental illnesses.17,18. 

Mental health presentations to the EDs differ from other 
presentations in that there is a higher proportion of 15 to 
54 year olds, visits are more likely to occur between 
17.00h and 01.00h and, they are less likely to be 
categorized as urgent and are more likely to be sent 
home.19,20 

People experiencing psychosis and those admitted or 
kept overnight were more frequent after hours and 
among non-medical referrals, especially family and 
police referrals.21 Men and women showed similar 
proportions of mental health-related ED occasions of 
service, with slightly more visits for men than women 
(51.0% compared with 49.0%) in 2011-12.22 

In Britain, casualty doctors see all attendees and refer a 
proportion of those to duty psychiatrists (about 2% of all 
attendees). Bassuk et al. reported that casualty doctors at 
the Bristol Royal Infirmary made a principal diagnosis of 
overt psychiatric disorder in 0.98% of attendees, of self-
injury in 2.5%, and of physical symptoms with no 
specific physical cause in 2.5%.23 

 

Study aims 

1. To estimate the rate and type of psychiatric 
disorders among attendees of the medical 
emergency department at Baghdad Teaching 
Hospital. 

2. Describe the sociodemographic variables and 
clinical variance of population attending the 
emergency department due to mental health 
issues. 
 
 

Methodology 

The study was carried out at the emergency department 
of the Baghdad Teaching Hospital, which is located in 
Baghdad city and receives most of its patients either by 
referrals or as walk-in cases from different parts of 
Baghdad.  

The ED consists of 18 beds and patients are allowed to 
remain there for not more than 24 hours after which time 
the patient is either admitted to the ward or discharged. 
There are three shifts: 08.00 to 16.00, 16.00 to 00.01, and 
00.01 to 08.00. In each shift there are two resident 
doctors, one emergency medicine senior doctor, and one 
medicine senior doctor all of whom receive a range of 
medical emergencies, including psychiatric cases. There 
are currently no psychiatric emergency departments in 
Baghdad. 

The psychiatric resident doctor on duty on the 
psychiatric ward would be consulted when a patient is 
presented with behavioral disturbance, suicidal attempt, 
side-effects of psychotropic drugs; if a patient has 
previous history of mental illness, and if there is no 
apparent physical cause for the person’s illness. 

A letter of facilitation was obtained from the Iraqi 
Council of Psychiatry to the Medical Director of 
Baghdad Teaching Hospital. Verbal consent was 
obtained from all participants in the study, and all 
information was kept confidential 

 

Sample and setting 

Those included in the study were patients of both 
genders who experienced mental illness and who 
presented to the medical emergency department of the 
Baghdad Teaching Hospital each Tuesday across a ten 
month period from 1st March 2015 to 1st January 2016. 
During the study period, only two Tuesdays were missed 
and this was due to there being road blocks on these 
days, which prevented the researcher from attending.  

 

Study design and protocol 

Data were collected by interviewing patients using a 
sociodemographic questionnaire and semi-structured 
interview, by the researcher and the medical emergency 
department doctor on call. 

Psychiatric patients attending the afternoon shift would 
be kept in the emergency room until 2100 to enable the 
researcher to assess them. Likewise, psychiatric patients 
attending the night shift remained until 0700.  
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Instruments:  

1. A format to obtain the sociodemographic data 
was used by the researcher and the emergency 
doctor on call. 

2. A semi-structured interview was used to 
ascertain the diagnosis according to DSM-5. 

Consent was obtained from the family if the patient was 
not competent. The anonymity of all patients was assured 
and all data remained confidential.    

Inclusion criteria:  

1. Patients with psychiatric symptoms.  
2. Participants who were 18 years or older. 
3. Participants who were able to communicate and 

understand their interviewer. 
4. Willingness to participate in the study.  

Exclusion criteria 

1. Patients with psychiatric presentation due to 
organic cause. 

2. Those who were severely ill. 
3. Patients who declined to participate in the study. 

Statistical analysis 

Data tabulation, input and coding was via IBM© SPSS© 
(Statistical Package for the Social Sciences) Statistics 
Version 22 and Epi Info™ 7. 

For descriptive statistics, percentages were applied. Chi 
square (with 95% Confidence Interval) was used for 
categorical variables. P-value less than 0.05 was 
considered significant throughout data analysis.  

 

Results 

Between 1st March 2015 and 1st January 2016, the total 
number of patients who attended the ED was 26,250 
patients. The total number of patients who attended on 
Tuesdays during that period was 3,083; from this number 
there were N=148 psychiatric cases (4.8%) who met the 
current study criteria.  

The mean age of the study group was 33.35 years, 
distributed into three groups: a total of 21.6% were 
between 18 to 34 years, 50% were between 35 to 49 
years and 28.3% were between 50 to 65 years. There 
were more men than women, 86 (58.1%) and 62(41.9%) 
respectively. Most men 38 (44%) and most women 26 
(42%) were married, and 4 of each gender were 
widowed. There were more unmarried men 28 (69.9%) 
compared to 18 (39.1%) unmarried women. In terms of 
occupation, 30 men and 10 women were employed, 34 
men and 24 women were unemployed; from those who 
reported being students, 16 were women (80.0%) and 4 
were men (20.0%).

Table1. Distribution of study sample according to demographic data 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Gender  
Men Women Total 

No. % No. % No. % 
Age in years   
18 -34 12 14.0 20 32.2 32 21.6 
34-49 46 53.5 28 45.2 74 50.0 
50-65 28 32.5 14     22.6 42 28.4 
Marital Status   
Unmarried 28 32.5 18 29.0 46 31.1 
Married 38 44.2 26 41.9 64 43.2 
Widowed 4 4.7 4 6.5 8 5.4 
Divorced 16 18.6 14 22.6 30 20.3 
Occupation   
Employed 40 80.0 10 20.0 50 33.8 
House wife 0 0.0 12 100.00 12 8.1 
Retired 8 44.0 10 55.6 18 12.2 
Student 4 20.0 16 24.6 20 13.5 
Unemployed 34 70.8 14 29.2 48 32.4 

Previous 
psychiatric history 

 

+VE  50 58.1 14 22.6 64      43.2 
-VE 36 41.9 48 77.4 84 56.8 
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Table 2. Relationship between psychiatric presentation and age groups 

 Age groups  
 18 - 34 35 - 49 50 - 65 Total *P-Value 

No. % No. % No. % No. % 

Ps
yc

hi
at

ri
c 

pr
es

en
ta

tio
n 

Somatic symptom & 
related disorders 

8 25
.0 

18 24.3 18 19.0 34 23.0 0.77 

Side effects of 
psycho-tropic drugs 

6 18
.8 

10 13.5 4 9.5 20 13.5 0.05 

Suicide or para 
suicide attempt 

10 31
.3 

8 10.8 10 23.8 28 18.9 0.03 

Unspecified Delirium 6 18
.8 

20 27.0 6 14.3 32 21.6 0.25 

Withdrawal or 
intoxication 
symptoms of alcohol 

0 0.
0 

14 18.9 8 19.0 22 14.9 0.02 

Depression 2 6.
3 

4 5.4 6 14.3 12 8.1 0.22 

 Total 32 10
0.
0 

74 100.0 42 100.0 148 100.0  

 * Chi-square test was used   
* Chi-square test was used   

 

Table 3. Relationship between mental disorders and marital status 

 Marital status  

 Single Married Widow Divorced Total *P-Value 
No. % No. % No. % No. % No. %  

Ps
yc

hi
at

ri
c 

pr
es

en
ta

tio
n 

Somatic symptom & 
related disorders 

10 21
.7 

12 18.8 6 75.0 6 20.0 34 23.0 0.004 

Side effects of 
psycho-tropic drugs 

0 0.
0 

18 28.1 0 0.0 2 6.7 20 13.5 0.000 

Suicide or para 
suicide attempt 

6 13
.0 

16 25.0 0 0.0 6 20.0 28 18.9 0.215 

Unspecified Delirium 18 39
.1 

8 12.5 0 0.0 6 20.0 32 21.6 0.003 

Withdrawal or 
intoxication 
symptoms of alcohol  

8 17
,4 

6 9.4 0 0.0 8 26.7 22 14.9 0.091 

Depression 4 8.
7 

4 4 2 25.0 2 6.7 12 8.1 0.325 

 Total 46 10
0 

64 100 8 100. 30 100.0 148 100.0  
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Table 4. Relationship between psychiatric presentation and time of arrival to ED 

 Time of arrival to ED  

 

06.00  to 
12:00 

12.00 to  
18:00 

18:00  to 
00.01 

00.01 to 
06:00 

Total *P-Value 

No. % No. % No. % No. % No. % 

M
en

ta
l d

is
or

de
rs

 

Somatic symptom & 
related disorders 

12 35.3 10 27.8 12 31.2 0 0 34 23.0 0.107 

Side effects of psycho-
tropic drugs 

6 17.6 6 16.7 6 17.6 2 4.5 20 13.5 0.228 

Suicide or para 
suicide attempt 

6 17.6 8 22.2 8 23.5 6 13.6 28 18.9 0.668 

Unspecified Delirium 4 11.8 4 11.1 16 36.4 8 23.5 32 21.6 0.018 

Withdrawal or 
intoxication 
symptoms of alcohol  

2 5.9 6 16.7 8 18.2 6 17.6 22 14.9 0.415 

Depression 4 11.8 2 5.6 6 13.6 0 0.0 12 8.1 0.126 

 Total 34 100.0 36 100.0 56 100.0 32 100.0 148 100.0  
 * Chi-square test was used    

 * Chi-square test was used    
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Table 5.  Reason for attending ED. 
 Total 

No. % 

R
ea

so
n 

fo
r 

at
te

nd
in

g 
E

R
 

Alternative was unavailable 38 25.7 
Patient was brought involuntarily 28 18.9 
Emergency department is less 
stigmatizing 

10 6.8 

Seeking mental health support for 
the first time 

12 8.1 

Urgent management 60 40.5 

 Total 148 100.0 

 

 

Discussion   

The medical emergency department remains an 
important entry point to mental health care for the 
Baghdad Teaching Hospital, especially in the after-hours 
as there is no emergency psychiatry service available in 
the city at these hours. To our knowledge this is the first 
study about the prevalence of psychiatric presentation in 
emergency departments in Iraq, which revealed that the 
prevalence of psychiatric presentation in the emergency 
department is 4.8%.  

Mental health related emergency department visits data 
from the National Hospital Ambulatory Medical Care 
Survey, US was found to be 2.1%.24 In an Australian 
study23, mental health-related emergency department 
visits in 2011 was 2.9%. At King Fahad Hospital in 
Jeddah, Saudi Arabia in1994, total psychiatric 
presentation was found to be 6.3%.26,27 

The mean age of the current study group was 33.35 
years, and those in the 35-49 age group were most likely 
to present with mental health difficulties. This differed 
from a study done in Qatar, which showed higher 
incidents of mental health problems in for those in the 
18-34 age group (45.6%). Further, a US study 
documented that US population have more psychiatric 
presentation at 20 to the early 30s.30 

The average age of psychiatric patient in a study carried 
out in London UK, was 35.4 years, and in Saudi Arabia 
it was 37 years,26 which is similar to our study. 

A study carried out at the emergency department of 
Maudsley Hospital revealed that younger people use 
emergency services more often, while middle and older 
age groups prefer to be managed by their general 
practitioner.21 

According to gender, men were more likely to attend ER 
than women 86 (58.1%) and 62 (41.9%), respectively. 
This is similar to study done in Saudi Arabia in which 
men represented 58.5% of the studied sample.26 This 
may be attributed to the emergency department of 
Baghdad Teaching Hospital serving a population 
predominantly of manual workers, not all of whom lived 
locally. Also, of the 22 participants presenting with 
intoxication or withdrawal symptoms of alcohol (14.9%) 
were men. 

The prevalence of somatic symptoms and related 
disorders was significantly higher in women, n=22 
(35.5%), while men had a ranked higher in intoxication 
or withdrawal symptoms of alcohol n=22 (25.6%), side 
effects of psychotropic drugs n=16 (18.6%), and 
behavioral disturbance n=22 (25.6%). 

Male to female ratio was equal in suicide or para suicide 
attempts which may be interpreted by the fact that there 
is a greater stigma attached to psychiatric illness among 
women than men in this community or that families are 
more likely to seek help from local doctors or private 
hospitals in the case of attempted suicide by women. 

The current study showed that married patients were 
more likely to present to the ED with mental health 
difficulties (43%). Married people represented the 
highest number in all psychiatric presentations except 
behavioral disturbance, where single patients were 
predominant. Single patients represented 31% of the total 
cohort, then divorced patients (20%), and lastly widowed 
(5.4%). 

These results were similar to those in a study carried out 
in the ER of University General Hospital in Campinas 
city, Brazil, which found the distribution of patients 
according to marital status as follows; 
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Married (43.5%), single (38%), divorced (14.6%), 
widowed (3%).9 Another study in Qatar found married 
(76.5%), single (18%), divorced (4.2%), and widowed 
(1.4%).29 

 

The highest prevalence of psychiatric presentations 
found in the current study were somatic symptom and 
related disorders n=34 (23%), followed by unspecified 
delirium n=32 (21%), suicide or para suicide attempt 
n=28 (18.9%), intoxication or withdrawal symptoms of 
alcohol n=22 (14.9%), side effects of psychotropic drugs 
n=20 (13.5%), and lastly, depression n=12 (8%). This 
differs from other studies where depression had a much 
higher prevalence in EDs. For example, Brazil was 
estimated to be (18%), UK (20%), Australia (22.5%), 
Saudi Arabia (33%)37. This could be explained in that 
most study participants experiencing mood symptoms 
consulted psychiatric out-patients30. A survey carried out 
at the Emergency Medicine Research Unit at Melbourne 
Hospital on mental health issues in the ED showed that 
the most common presentations were depression 
(22.5%), behavioral disturbance (22.1%), suicide and 
para suicide attempts (20%), alcohol and substance 
misuse (17.9%).12 

 

Another study at Guys Hospital on mental health 
conditions in the ED reported that 24% had somatic 
symptoms, which is similar to the current findings 
alcohol and drug misuse (21.5%), depression (20%).24 

A prospective cohort study at King Fahad Hospital in 
KSA reported that ED prevalence that was diagnosed by 
a psychiatric consultant showed that 33% of cases was 
depression, anxiety was (17.9%), alcohol and substance 
misuse (13.7%), and behavioral disturbance also 
(13.7%).26 

 

According to the time of arrival, most psychiatric 
patients presented to the ED from 18.00 to 00.01 (38%), 
which was similar to a study in Victoria Hospital, 
Australia, that showed that the majority of presentation 
occurred between 18.00 and 20.00.31 

 

Conclusions 

Results from the current study show that the majority 
seen at the emergency department were men with an 
average age of 33 years and the most common 
presentation was somatic symptoms and related 
disorders. 

From the data collected, the following, underlying trends 
might guide ED staff: 

- More men than women are likely to present 
with mental health symptoms and, of those, 
around half will fall into the 34-49 age group. 

- Most men will have had a prior psychiatric 
history.  The reverse applies to women. 

- Around 40% may attend the ED for urgent 
management. 

- Another 25% will attend for lack of alternative 
options; particularly outside normal hours. 

- 20% will be attending involuntarily. 
- Peak attendance can be expected between 18.00 

and midnight. 
- Attendance with somatic symptoms and related 

disorders are spread fairly evenly across the 24-
hour period except between midnight a 06.00 
(normal sleeping hours) when they rarely if ever 
present. 

- Unspecified delirium presentations peaked 
between 18.00 and midnight with 50% of cases 
seen during this period.  A further 25% of these 
cases presented in the midnight to 06.00 period. 

- The side effects of psychotropic drugs and 
alcohol are largely confined to married men. 

 

Limitations 

1. The sample size was small and that might have 
affected the statistical significance of the 
results.  

2. The total number of attendees to the ED on 
Tuesdays was below the expected. This may be 
due to the fact that the number of those who 
attend on weekends and public holidays is much 
higher because there are no other alternatives. 
 

Recommendations  

1- More work is needed to improve the psychiatric 
orientation of doctors in EDs, and it is crucial to 
give mental health training to them.  

2- Further studies are required with larger sample 
size, and in other cities in Iraq. 
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 الملخص

االمراض النفسیة من االمراض الشائعة عالمیا والمسببة للعبء على المجتمع ونسبة ھذه االمراض في طوارئ المستشفیات العامة ازدادت في  خلفیة الدراسة:
 .اآلونة األخیرة كما ھو مبین في الدراسات والبحوث

 .لعالقة بین بعض المتغیرات االجتماعیة والحیاتیة في العینة المدروسةلتحدید انماط الحاالت النفسیة في طوارئ مستشفى بغداد التعلیمي ودراسة ااھداف الدراسة: 

یمي ایام الثالثاء من كل شملت الدراسة جمیع الحاالت النفسیة للمرضى البالغین واللذین قاموا بمراجعة الطوارئ الباطنیة لمستشفى بغداد التعلطریقة البحث: 
.وقد تم جمع المعلومات عن طریق مقابلة المریض باستخدام استمارة جمع 2016ولغایة األول من كانون الثاني لسنة  2015وع للفترة من األول من اذار لسنة باس

 .البیانات. ثم تشخیص المرض النفسي باستخدام الدلیل التشخیصي واالحصائي الخامس لألمراض العقلیة

حاالت نفسیة تقریبا یومیا وكان مجموع الحاالت النفسیة خالل  4لیوم ومن بینھم كانت ھناك مریضا في ا 81معدل عدد المراجعین ایام الثالثاء ھو  كان النتائج:
 . %4.8 المستشفى كانتحالة اي ان نسبة مراجعة الحاالت النفسیة لطوارئ  148فترة البحث ھو 

) وعاطلین %43) سنة، ومعظم المرضى كانوا متزوجین (35-49(سنة، الفئة العمریة السائدة  33ونسبة المراجعین الذكور اعلى مقارنة باإلناث، متوسط العمر  
) من مجموع العینة المدروسة، مع وجود فارق احصائي بنسبة انتشار الحاالت النفسیة حسب 45)، مع وجود تاریخ مرضي للعائلة (%%39عن العمل (

 .المتغیرات االجتماعیة والحیاتیة

 .النفسیة للداویةتلتھ االعراض الجانبیة ، شیوعا ركان العرض الجسدي واالضطرابات ذات الصلة أكث

النفسیة عدد المرضى النفسیین البالغین المراجعین لطوارئ المستشفیات العامة تمثل نسبة عالیة وان عدد ھذه الحاالت تعكس معدل انتشار االمراض  :االستنتاج
 .في المجتمع
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Abstract 

bjective: This study aims to assess the prevalence of caffeine containing beverages consumption (tea, coffee, soft 
drinks, energy drinks) and the weekly caffeine intake among medical students at the University of Jordan. Methods: 

A cross-sectional study was conducted, in the faculty of medicine at the University of Jordan from 3rd to 14th December 
2017, to assess the prevalence of consumption of beverages containing caffeine among the medical students at all academic 
levels. 

Online groups for each academic year were employed to reach out to the students and provide them with the online 
questionnaire, which included demographic details, information regarding different types of caffeinated products, and the 
frequency of their consumption. Data obtained from the participants were coded automatically on Microsoft Excel. Then, 
SPSS was used for data analyses. Results: A total of 385 medical students participated in this study, 223 (57.9%) were 
females and 162 (42.1%) were males. Results showed that the prevalence of consuming at least one type of caffeinated 
beverages was (98.4 %).  Conclusion: Tea was the most consumed beverage while energy drinks were the least consumed. 
Most medical students (79.7%) were considered to be in the ‘minimum low’ range of consumption, which is ≤1909 mg per 
week. 

Key words: Caffeine, Prevalence, Medical student, University of Jordan 

Declaration of interest: None 

Introduction 

Caffeine (1, 3, 7-trimethylxanthine), is a central nervous 
system (CNS) stimulant of the methylxanthine class and 
a natural alkaloid, is the most widely consumed 
psychoactive substance around the world. Hence, health 
research has always taken an interest in caffeine, 
including its sources, its quantity consumed, and the 
demographics of its consumers. The most popular 
caffeine-containing beverage is coffee, which contains 
more caffeine than most of the other beverages, and is 
consumed more widely and frequently 1,2,3 .The major 
source of the caffeine consumption are beverages like 
tea, carbonated soft drinks and energy drinks, while 
chocolate and other cocoa-containing foods contribute 
fewer amounts of caffeine to the diet. 

An estimated 154 million adults (over 20 years of age) or 
approximately 75% of US population drink coffee, and 
65% of these consumers drink coffee daily. Over the last 
few years, the average amount of caffeine consumed per 
person per day, has remained constant at about 300 
mg4,5. 

Coffee is the largest source of caffeine among adults, 
followed by tea; more than 50% of the daily caffeine 
intake for adults is from coffee. Soft drinks and tea are 
major sources of caffeine in both children in the age 
groups 2–13 years and consumers in the age group 14–21 
years. Carbonated beverages (mostly cola) is a major 
source of caffeine in adults in the United States 4. 

Medical students are known to lead a stressful life that 
requires an extended period of wakefulness and a high 
level of concentration to cope with their academic 
workload. Hence, caffeine consumption can be quite 
prevalent in the students at medical schools, with a 
higher percentage of students becoming more dependent 
on their daily intake of caffeine to fight stress—as 
indicated in many studies. One of these studies 
conducted at the University of Ajman, UAE, showed that 
86.6% of the medical students consumed caffeinated 
beverages. Another study, conducted in Japan, showed 
that the estimated daily caffeine consumption in 15.2% 
participants was 250 mg or more, and the proportion of 
this consumption was higher in males than in females 6,7. 

O
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The study conducted by Al-turki et al., which was done 
in Saudi Arabia at the King Saud University to explore 
the caffeine consumption habits among medical students, 
showed that the majority of medical students (97.5%) 
consumed caffeinated beverages in different amounts: 
lower intake (1- 199 mg/day) being 49.3%, moderate 
intake (200-399 mg/day) being 28% and higher intake 
(more than 400 mg/day) being 22.7% 8. 

Another study in Lebanon, with 215 university students, 
revealed that the majority of the participants (97%) have 
stated that they consumed caffeinated beverages. The 
most consumed beverages were Nescafé, chocolate, soda 
and tea. Only 6.7% consumed energy drinks, mostly the 
male students 9. 

In a study conducted at the University of the Free State 
in South Africa first, second and third-year medical 
students participated 10. The results of this study showed 
that majority of the participants (94%) consumed 
caffeine. Coffee (88.2%) was the most commonly 
consumed caffeinated product among these students, 
followed by energy mixtures and tablets (37.9%), and 
soft drinks (36%) 10. 

 

Objectives 

This study aims to assess the prevalence of caffeine 
containing beverages consumption (tea, coffee, soft 
drinks, energy drinks) and the weekly caffeine intake 
among medical students at the University of Jordan. 

 

Methods 

We conducted a cross-sectional study to assess the 
caffeine consumption of medical students, enrolled at the 
University of Jordan, from 3rd to 14th December 2017. 
The subjects were chosen according to the selected 
criteria, which included all the medical students from the 
first to the sixth year, whereas students from other 
departments were excluded. We selected the participants 
using simple random sampling. We collected the data 
from the study participants using a Google -form 
structured questionnaire. We first gave a small 
introduction, informing the participants of the goals of 
this study, and then obtained their consent (the consent 
form was attached to the questionnaire). We employed 
online groups, for each academic year from the first to 
the sixth year, to reach out to the students and provide 
them with the questionnaire.  

 

In addition to the demographic details (name/ gender/ 
age/ academic year/ nationality/ place of residence), we 
included four types of caffeinated products (coffee, tea, 
soft drink, and energy drink) and we asked about the 
frequency of consumption for each with a minimum of 1 
time per week to a maximum of 3 or more per day. Also, 
the sizes of each product were assessed using pictures of 
the available sizes in the market for each, which were 
then correlated with their corresponding amount, 
according to table 3.   

We obtained the data from the questionnaires and used 
Microsoft Excel to automatically code them. Then, we 
used SPSS version 24 for the data analyses. 

 

Ethical Guidelines:  

• An official approval was obtained from Jordan 
university hospital, faculty of medicine and 
scientific research committee. 

• Voluntary participation. 
• All participants had the right to withdraw from the 

study at any time. 
• Names of participants were not included in the study 

to ensure complete privacy. 
• All obtained data are completely confidential; codes 

were used to ensure anonymity. 
• While conducting our survey research, we adhered 

to the code of ethics and practices established by the 
American Association of Public Opinion Research 
(AAPOR). 

• An Informed consent has been attached with the 
Questionnaire. 

Results  

A total of 385 medical students participated in this study 
in which 223 (57.9 %) of participants were females, and 
162 (42.1%) were males. The age of the study group 
ranged from 17 to 25 years with a mode of 22 years, and 
the mean age was 20.5 with a standard deviation of 1.7.  

184 (47.8 %) participants belonged to the basic years 
(first to the third year) and 201 (52.2 %) participants 
belonged to the clinical years (fourth to the sixth year). 
282 (73.2 %) students were from Jordan while 103 (26.8 
%) were international students who participated in this 
study.  

Six participants (1.6 %) reported that they never 
consumed caffeine at all. 

We assessed four caffeinated beverages: coffee, tea, soft  

drinks, and energy drinks. The frequency of consumption 
of each type is shown in Table (1).  
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Table 1.  Frequency of intake of each type of caffeinated beverages. 

Frequency Coffee Tea Soft Drinks Energy Drinks 

 n* % n* % n* % n* % 

1 time per day 83 21.6% 89 23.1% 30 7.8% 2 0.5% 

2 times per day 74 19.2% 51 13.25% 10 2.6% 1 0.3% 

 3 or more times per day 44 11.4% 14 3.6% 5 1.3% 0 0 

1 time per week 26 6.75% 64 16.6% 86 22.3% 26 6.75% 

2–3 times per week 41 10.65% 66 17.1% 83 21.6% 15 3.9% 

4–6 times per week 34 8.9% 33 8.6% 33 8.6% 1 0.3% 

Once a month 6 1.6% 9 2.3% 19 4.9% 13 3.4% 

Non-consumer 77 20% 59 15.3% 119 30.9% 327 84.9% 

*n: sample size. 

 

We found that more than half (52.2%) of participants 
consumed coffee once or more every day, (40%) of 
participants consumed tea once or more every day and 
about (30.9%) of them didn’t consume soft drinks at all. 

We estimated the amount of caffeine consumed by each 
participant per week based on the following formula and  

 

 

then we classified it into five groups using ‘Caffeine 
intake by the US population’ report as shown in Table 
(2) 4. 

Amount of caffeine (mg) consumed by each participant 
per week = Volume (ml) corresponding to each size * 
caffeine concentration of each drink (mg/100 ml) * 
frequency of consuming per week 

 

Table 2. Range of weekly caffeine intake (mg). 

 Maximum high 
≥ 6623  

Maximum 
5052–6622 

Average 
3481–5051 

Minimum 
1910–3480 

Minimum low 
≤ 1909 

n* 3 4 9 62 307 

% 0.8% 1.04% 2.34% 16.1% 79.7% 

*n: sample size. 

 

We documented the sizes, which were used in the 
formula above, in Table 3. We chose these sizes based  

 

on the most commonly used sizes in Jordan and their 
corresponding amounts are added to the same table.   

 

 

 

119



Caffeine consumption among medical students at the University of Jordan 
 

Table 3. Most commonly used sizes of caffeine containing beverages and the corresponding amount (ml). 

Drink Size Amount (ml) 

 
 
 

Coffee 

XX large 917 

X large 473 

Large 250 

Medium 50 

Small 25 

 
Tea 

Large 250 

Medium 160 

Small 80 

 
Soft drinks 

Large  330  

Medium 250 

Small  150 

 
Energy Drinks 

Large 500 

Medium 330 

Small 250 
 

We obtained the caffeine concentrations from 'Caffeine 
Content in Beverages Commonly Consumed in Jordan'  

research and have shown them in Table 4 11. 

 

Table 4. Caffeine concentration in each caffeine containing beverages (mg/ 100ml). 

Drinks Caffeine amount (mg / 100ml) 

Coffee 50 

Tea 10 

Soft drinks 12 

Energy drinks 30 

 

Also, we have shown the frequency of consumption of 
caffeinated beverages among participants in Table 5. We 
found that tea was the most consumed beverage with a 

percentage of 84.7%, whereas energy drinks were the 
least to be consumed with a percentage 15.1%. 
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Table 5. Types of beverages consumed. 

Type of beverages consumed n* % 
 Consumers Non-consumers Consumers Non-consumers 

Coffee 308 77 80% 20% 
Tea 326 59 84.7% 15.3% 

Soft Drinks 266 119 69.1% 30.9% 
Energy Drinks 58 327 15.1% 84.9% 

*n: sample size. 

 

The results of this study showed that medical students 
consumed a significant amount of caffeine, which is 
compatible with the results of the other studies done on 
medical students. However, in our study we found that 
tea was the most consumed beverage among medical 
students which was not reported by other studies as being 
the most commonly consumed beverage, this may be 
because tea is more popular drink in the Jordanian 
society than coffee. 

 

Discussion  

Our study was an attempt to assess the prevalence of 
caffeine consumption and the weekly caffeine intake 
among the medical students at the University of Jordan. 
In the present study, it was found that 98.4% of the 
participants were consumers of caffeinated beverages. 

Caffeine containing beverages were consumed from the 
most to least as follow; tea, coffee, soft drinks and 
energy drinks with the corresponding percentage 84.7%, 
80%, 69.1%, 15.1%, respectively. 

The prevalence of consuming any type of caffeinated 
beverages was (98.4%) which was higher than the results 
of the other studies done on medical students. In our 
study, we found that tea was the most consumed 
beverage among medical students which was not 
reported by other studies as being the most commonly 
consumed beverage, this may be because tea is more 
popular drink in the Jordanian society than coffee. 

  

Conclusion  

This study assessed the prevalence of caffeinated 
beverages among the medical students in Jordan and 
their weekly intake. The prevalence of consuming any 
type of caffeinated beverages was (98.4%). The most 
consumed beverage was tea followed by coffee. Energy 
drinks’ consumption was found to be the least. Most 

medical students (79.7%) are considered to be in the 
‘minimum low’ range. 

This study provides useful baseline data on the amount 
and frequency of caffeine consumption and shows 
variations in the types of drinks that are consumed by the 
medical students. This study also highlights the need to 
conduct more researches to understand the reasons for 
high and frequent consumption of caffeine and to assess 
the awareness of adverse effects of caffeine on health 
through epidemiological, clinical and experimental 
studies. Moreover, this high intake of caffeine not only 
raises questions on adverse effects of caffeine but also 
questions its dependence issues. 
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 ملخص

المشروبات التي تحتوي الكافیین (كالشاي والقھوة والمشروبات الغازیة ومشروبات الطاقة) وكمیة الھدف من ھذه الدراسة ھو تقییم مدى انتشار استھالك  الھدف:
أجریت ھذه الدراسة في كلیة الطب في الجامعة األردنیة  الطرق: .االستھالك األسبوعي للمشروبات المحتویة على الكافایین بین طالب الطب في الجامعة األردنیة

، لتقییم مدى انتشار استھالك المشروبات التي تحتوي على الكافیین بین طالب الطب لجمیع السنوات 2017من شھر كانون األول عام  14إلى  3خالل فترة ما بین 
ً  .األكادیمیة والذي یتضمن التفاصیل الدیموغرافیة  تم استخدام مجموعات عبر اإلنترنت لكل عام دراسي للوصول إلى الطالب وتزویدھم باالستبیان إلكترونیا

حصول علیھا من المشاركین والمعلومات المتعلقة بأنواع مختلفة من المنتجات التي تحتوي على مادة الكافیین وعدد مرات االستھالك. تم ترمیز البیانات التي تم ال
طالب وطالبة، منھم  385شارك في ھذه الدراسة نحو النتائج:  .لتحلیل البیاناتإس  إس. بي. على برنامج مایكروسوفت اكسل. ثم تم استخدام برنامج إس. اً تلقائی
) من الذكور. وأظھرت النتائج أن معدل انتشار استھالك نوع واحد على األقل من المشروبات التي تحتوي على الكافیین ٪42.1(162) من اإلناث و57.9٪( 223
ً ات استھالكان الشاي أكثر المشروبكالخالصة: ). ٪98.44( كان ً نت مشروبات الطاقة األقل استھالكفي حین كا ا ) من فئة %79.7. ویعتبر معظم طالب الطب (ا

ً  1909الحد األدنى المنخفض" التي تستھلك أقل من "  .ملغ أسبوعیا
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Abstract 

ackground: Medical students during their study go through many stressful events. Personality traits could affect an 
individual’s perception of stress or influence his or her reaction to different stresses. Objectives: Determining which 

kind of different personality traits are the more pervasive can predict the stress feeling and future development of 
depression among medical students in the clinical years. Method: A cross-sectional study was conducted with 237 students 
in the clinical years. Measures included a socio-demographic questionnaire, Perceived Stress Scale, assessment of 
personality traits using the Big Five Inventory (short form) and the Hospital Anxiety and Depression Scale. Results: Stress 
was negatively correlated with extraversion (r2=-.151 p=.020), agreeableness (r2=-.163 p=.012), conscientiousness (r2=-
.130 p=.045), openness (r2=-.163 p=.012), while positively correlated with neuroticism (r2=.294 p=.001). Neuroticism was 
the only predictor for developing depression (beta=.339, p=.001). Conclusion: Individuals high in neuroticism are more 
prone to have high perceived stress development of depression and anxiety. 

Key words: Medical students, Oman, personality traits, stress, depression 
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Introduction  

Medical students during their study go through many 
stressful events, where they are exposed to curricular 
overload, demanding, intense environment, lack of 
leisure time, separation from family, and delayed income 
that could put excessive pressure on them.1,2 They 
experience various stresses: academic, psychological and 
existential stressors that may affect their mental health.3 
Lins et al. have shown that health related quality of life is 
poorly affected among medical students;4  indeed, 
students in their clinical years experienced the worst 
impact.5  

 

Medical students with few positive inputs are at 
increased risk of distress; including burnout, depression,6 
and substance abuse7 where burnout and depression are 
closely related.8 This might reflect the same vulnerability 
and a close relationship between them. 

 

There is emerging evidence, which suggests that 
personality traits can be used to predict individual 

differences in their response to stress. Different 
personality traits could affect the individual’s perception 
of stress or influence their reaction to different stresses.9   
Personality traits can be used for screening many 
psychological problems and could be an effective 
method for prevention in the general population.10 

 

The present study was done with the aim of determining 
which kind of different personality traits when prevailing 
can predict the stress feeling and future development of 
depression among medical students in the clinical years.  

 

Assessment and Measures 

The present study uses a cross-sectional method and was 
conducted at the Oman Medical College, Sohar, Oman, 
which is a private medical college. All students in the 
sixth and seventh year (clinical years) of study from both 
genders were invited to participate in the study excluding 
those who were diagnosed with psychiatric disorder or 
having general medical or neurological conditions that 
could affect their mental health. Questionnaires were 

B 
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completed by 237 students out of 245 with a response 
rate of 96.7%.  

 

The present study was conducted in May and June 2018 
at the last clinical rotation using self-administered 
questionnaires. Study objectives, primary investigator’s 
contact details and the ethical principles guiding the 
study were provided and informed written consent was 
obtained. Data from each academic year were collected 
at least two weeks prior to examination date in order to 
minimize short-term external stressors that may affect 
the stress level. All information collected was kept 
confidential. The following were applied 

• Socio-demographic characteristics  
• Perceived Stress Scale (Cohen et al., 1983): a 

self-reported questionnaire to assess perception 
to stressful life situation over the last month.11 

• Assessment of personality traits using 10-item 
short version of the Big Five Inventory (BFI-
10).12 It assess personality traits which are 
extraversion, agreeableness, conscientiousness, 
neuroticism and openness. 

• Hospital Anxiety and Depression Scale 
(HADS). A score of 12 or more for either the 
anxiety or the depression components denotes 
possible anxiety or depression.13 The cut-off 
point had a sensitivity of 0.89 and a specificity 
of 0.75.14 
 

Data were entered into the Statistical Package for the 
Social Sciences, Version 15.0 (SPSS v. 15.0) and were 
analyzed using descriptive and analytic analyses 
including frequencies, mean and standard deviations. 
Pearson correlation coefficients were used to detect 
associations between variables. A P value of < 0.05 was 

considered significant in all analyses. Stepwise 
regression analysis was done. 

 

Results  

The present study was performed on 237 students in 
Years 6 and 7 where there was no significant statistical 
difference regarding age, gender, residence (Table 1). 

Table 2 demonstrates the descriptive distribution of 
different research variables where the mean level of 
perceived stress was 25.2 ± 10, agreeableness was the 
highest among students (6.5 ± 1.7) and the lowest was 
neuroticism (5.8±1.6). 

 

Table 3 shows the results of the Hospital Anxiety and 
Depression Scale where 19.4% of students reported 
anxiety and 11% reported experiencing depression. 

Correlation between level of perceived stress, gender and 
different personality traits, as observed in Table 4, shows 
that stress was related to being female, gender, 
negatively correlated with extraversion (r2=-.151 
p=.020), agreeableness (r2=-.163 p=.012), 
conscientiousness (r2=-.130 p=.045), openness (r2=-.163 
p=.012) and positively correlated with neuroticism 
(r2=.294 p=.001). 

 

 As observed in Tables 5 and 6, regression analysis 
demonstrated that neuroticism as a personality trait was 
the only predictor for development of depression 
(beta=.339, p=.001). While predictors for stress were 
neuroticism (beta=.308, p=.001) and conscientiousness 
which was a negative predictor (beta=-.159, p.011). 

 

 

 

 

 

 

 

 

 

Table 1.  Some socio-demographic variables of students 
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 Year 6 

No                         % 

Year 7 

No                   % 

 

Significance 

Age (mean± SD) 23.3± 1.1 24.6± 1.2 F= .165     p=.685 

Gender 

Women 

             Men 

 

102                      (91.1) 

10                         (8.9) 

 

116                (92.8) 

9                      (7.2) 

 

X2 = .899, p=.343 

X2= .053, p=.819 

Living on campus 

 Living off campus 

95                       (84.8) 

17                       (15.2) 

100                  (80) 

25                    (20) 

X2= .128, p=.720 

X2=1.524, p=.217 

 

 

Table 2.   Descriptive distribution of different variables in the studied group 

 Minimum  Maximum  Mean SD 

Perceived stress .00 50 25.2 ± 10 

Extraversion 1 11 6.1±1.8 

Agreeableness 1 10 6.5 ± 1.7 

Conscientiousness 2 10 6 ± 1.5 

Neuroticism 2 10 5.8±1.6 

Openness 2 10 5.9±1.6 

 

 

Table 3.   Anxiety and depression in the studied group 

 Anxiety 

No                       % 

Depression 

No                      % 

Borderline 8-10 10                         4.2 15                        6.3 

Clinical case >10 46                         19.4 26                        11 

 

 

 

 

Table 4. Correlation between gender, personality traits and level of perceived stress 
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 r2 P 

Gender -.160* .027 

Extraversion -.151* .020 

Agreeableness -.163* .012 

Conscientiousness -.045* .045 

Neuroticism .294** .001 

Openness -.163* .012 

*significant p<.05 
**highly significant p<.01 

 

 

 

 

Table 5. Personality traits as predictors of depression 

Predictors  Β Beta   T P 

Neuroticism  .094 .339 2.190 .001 

Excluded 

variables 

    

Extraversion   -.1167 -1.032 .309 

Agreeableness   .130 .827 .414 

Conscientiousness  .217 1.439 .158 

Openness   .132 .845 .403 

Dependent variable: Depression 

 

 

 

 

 

 

 

 

Table 6. Personality traits as predictors of stress and burnout 
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Predictors B  Beta  T P 

Neuroticism 1.962 .308 4.982 .001 

Conscientiousness  -1.074 -.159 -2.569 .011 

Excluded variables     

Extraversion   -0.090 -1.430 .154 

Agreeableness   -.118 -1.902 .058 

Openness   -.087 -1.372 .171 

               Dependent variable: stress & burnout 

 

 

Discussion 

The present study was conducted in order to demonstrate 
whether different personality traits could have an effect 
or predict the feeling of stress or the development of 
anxiety or depression. Personality traits studied include 
extraversions, which indicate sociability, ambition, 
assertiveness. Agreeableness means kindness, willing for 
help whereas conscientiousness indicates self-control and 
tendency to work hard. Neuroticism indicates feeling 
insecure and irritable while openness demonstrates 
cleverness and creativity.15  

 

As evident from the results, there was a high response 
rate (96.7%) that provided evidence of students’ stress, 
suffering and curiosity to know the source of stress they 
perceive.  

 

About 46.4% of students had high level of stress, which 
is supported by previous studies in which stress was 
identified among 30% to 60% of those studied.16, 17,18,19,20 
A study found that perceived stress in medical students 
predicted future development of mental health 
problems.21 Early identification of students who suffer 
from high perceived stress should be prioritised for 
prevention of future psychological and mental problems.  

Eleven percent of students reported depression and 
19.4% experienced anxiety. This is assumed because of 
continued severe stress, which can have a devastating 
effect on general and mental health. Findings are similar 
to previous studies, such as those by Al-Alawi et al., 
Mahroon et al. and Puthran et al.22,23,24,25 The heightened 
rates of anxiety and depression among medical students 

suggests that they are a vulnerable group with high 
psychiatric morbidity who deserve a special concern. 

Women were reported experiencing higher perceived 
stress, which is supported by previous research.27, 28 It is 
suggested that women tend to report higher stress and 
more stressful life events than men due to their different 
roles in family life and work. 

 

Most studied personality traits were negatively correlated 
with the level of perceived stress that seems to be 
protective against feeling of stress together with its 
consequences except for neuroticism. Ebstrup et al. 
stated that individuals high in neuroticism were more 
predisposed to stressful life events, stress related 
negative effects.29 Others found them to have more 
irrational thoughts and appear less likely to control their 
impulse, with recurrent feeling of helplessness.30 
However, there are also studies that found no relation 
between neuroticism and stress responses.31 

 

The personality traits of extraversion, agreeableness, 
openness, and conscientiousness were negatively 
correlated to perceived stress. A previous study 
concluded that these personality traits function as a way 
to experience positive emotions and avoid negative 
emotional reactions.15 This was supported by Shi et al., 
who concluded that individuals with higher scores on 
agreeableness, conscientiousness and openness were 
associated with higher levels of resilience and this was 
also correlated with lower levels of stress and anxiety.32 
Different studies support this finding, such as that of Xin 
et al., who found that extraversion is associated with 
positive feeling and resilient psychological response to 
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stress31 while conscientiousness results in a stressful 
condition because of sharing in rational solution 
formation.33 Other studies found that resilience was 
positively related to extraversion and 
conscientiousness.34  

 

However, other studies did not support these findings; 
for example, Wirtz et al. found opposite results between 
extraversion and cortisol stress response and Bibbey et 
al. concluded that high openness was associated with 
heightened cortisol stress response and elevated 
cardiovascular stress response. In addition, no significant 
association was found between agreeableness or 
conscientiousness and stress responses.31,35,36 These 
differences may be due to different sampling and 
different demographics with different individual's 
response to variable stresses. 

 

Neuroticism was found to be a predictor for perceived 
stress and depression. This was supported by previous 
studies which, concluded that individuals high in 
neuroticism are more prone to experience distress and 
more likely to report stress in a negative way.15,25 

Neuroticism is considered a risk factor for developing 
depression, suicidal ideation and planning.10,15,25,26 It is 
associated with higher negative emotions, lower 
controllability, higher perceived stress and altered 
physiological stress responses, such as heart rate and 
cortisol response.31  

 

Conclusions 

• Female students had higher level of perceived 
stress. 

• Neuroticism as a personality trait was found to 
be a predictor for high perceived stress and 
depression. 

• Other personality traits, such as agreeableness, 
extraversion, conscientiousness and openness 
seem to be protective barriers against 
development of stress, anxiety and depression.   

 

 

 

Limitations  

• The present study was based on self-reported 
questionnaires with high subjectivity, which 
decreased validity. 

• The sample size was small, which limited 
generalizability of the results. 

• Study parameters were limited to students in 
the clinical years. Further study is needed to 
compare students of the preclinical to clinical 
years. 

  

Recommendations and Future Directions 

• Replication of the existing study on a larger 
sample using objective measures. 

• Detection of personality traits could be done at 
point of entry to the college as a wat to select 
the most suitable students for medical 
education. 

• Careful follow-up of students, early 
management, and application of stress 
management programs for students who need 
help. 
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 الملخص

إدراك الفرد للتوتر أو على تفاعلھ  ىتؤثر علیمر طالب الطب خالل دراستھم بالعدید من األحداث المجھدة. وقد وجد أن سمات الشخصیة من الممكن ان الخلفیة: 
وحدوث االكتئاب بین طالب الطب في  النفسيتحدید أي نوع من السمات الشخصیة المختلفة یمكنھا التنبؤ بالشعور بالضغط  األھداف:مع الضغوط المختلفة. 

مقیاس  موغرافیة،الدیطالب في السنوات السریریة. تم تطبیق ما یلي: الخصائص االجتماعیة  237أجریت دراسة مقطعیة على  :االكلینیكیة الطریقةالسنوات 
. النتائج: كان الضغط واالكتئابمقیاس المستشفى للقلق ، تقییم سمات الشخصیة باستخدام اختبار الخمس شخصیات الكبیر (نسخة مصغرة) واإلجھاد المدرك

 (= r2 = - 163 P ، القبول (r2 = -. 151 P = .020) مرتبطا سلبیا مع جمیع السمات الشخصیة في حین ترتبط بشكل إیجابي مع العصابیة حیث االنبساط
وكانت العصابیة ھي المتنبئ  ). 001ع = . (r2 = .294 في حین العصابیة (r2 = - 163 P = .012) ، واالنفتاح (r2 = - 130 p = .045) ، الضمیر 012.)

 فيطلبھ الطب  واالكتئاب فيأن تتنبأ بحدوث اإلجھاد  العصابیةیمكن لسمات الشخصیة  الخالصة: .(p = .001) ، (beta = .339) الوحید لحدوث االكتئاب
 .السنوات السریریة
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Posttraumatic Stress and Growth among War-Exposed Orphans in the Gaza Strip 

Abdelaziz M. Thabet, Alaa ElRabbaiy 

أثر الصدمات الناجمة عن الحرب على قطاع غزة على األطفال االیتام والعالقة مع كرب ما بعد الرضح والنمو االیجابي بعد الرضح 

عبد العزیز ثابت وعالء الربعي 

Abstract 

im: The present study explored the impact of trauma on war-exposed orphans in the Gaza Strip reporting symptoms 
of posttraumatic stress disorder (PTSD) and posttraumatic growth (PTG). Participants: N=83 children attending the 

orphanage, El-Amal Institute, in Gaza city were included. Method: Measures were The Gaza Traumatic Events Checklist, 
Posttraumatic Stress Disorder Reaction Index (UCLA PTSD-RI), Posttraumatic Growth Inventory (PTGI), and a 
demographic questionnaire. Results: Participants experienced 3 to 28 traumatic events (M=11.19). Those aged 12-14 years 
reported more traumatic events than younger and older children; 49.4% reported no PTSD symptoms, 32.5% reported 
partial PTSD, and 18.1% reported full criteria of PTSD. Children in the middle age group (12-14 years) reported higher 
levels of PTSD than younger and older groups. The PTGI scale found 78.31% reported they had a stronger religious faith 
with 70.7% stating they learned a great deal about how wonderful people are. Total posttraumatic growth among orphan 
children mean was 25.27. There was a statistically significant positive relationship between total traumatic events due to 
war and PTSD, numbness symptoms, and arousal symptoms. While, there was no correlation with PTG nor was there a 
correlation between PTSD and PTG. Conclusion: Orphaned children reported significant trauma and PTSD symptom 
levels, which suggests the need for governmental and non-governmental organizations to identify therapeutic programs to 
improve their daily functioning and productivity in future. Training is needed for caregivers in different institutions to 
ensure early detection of children with mental health problems and identify best ways to support.  

Key words: Orphaned children, trauma, posttraumatic stress disorder, posttraumatic growth, Gaza Strip 
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Introduction 

UNICEF1 and global partners define an orphan as a child 
under 18 years of age who has lost one or both parents to 
any cause of death. By this definition, there were nearly 
140 million orphans globally in 2015, including 61 
million in Asia, 52 million in Africa, 10 million in Latin 
America and the Caribbean, and 7.3 million in Eastern 
Europe and Central Asia. This large figure represents not 
only children who have lost both parents, but also those 
who have lost a father but have a surviving mother or 
have lost their mother but have a surviving father.  

UNICEF2 and numerous international organizations 
adopted the broader definition of orphan in the mid-
1990s as the AIDS pandemic began leading to the death 
of millions of parents worldwide, leaving an ever-
increasing number of children growing up without one or 
more parent. So the terminology of a ‘single orphan’ – 
the loss of one parent – and a ‘double orphan’ – the loss 
of both parents – was used to convey this growing crisis.  

Most research about childhood traumatic grief and 
posttraumatic stress disorder (PTSD) has been conducted 
in the West. If such symptoms are left untreated, children 
are at risk for depression, reduced psychological 
functioning, and anger issues.3 Orphaned youth have 
been regarded as a vulnerable population in need of care 
and protection. In particular, orphaned children are more 
prone to psychosocial challenges and mental health risks 
than non-orphaned youth. Thienkrua et al,4 assessed 
trauma experiences and the prevalence of symptoms of 
PTSD and depression among children in tsunami-
affected provinces in southern Thailand. Results showed 
prevalence rates of PTSD symptoms of 13% among 
children living in camps, 11% among children from 
affected villages, and 6% among children from 
unaffected villages (camps vs unaffected villages,); for 
depression symptoms, the prevalence rates were 11%, 
5%, and 8%, respectively.  Thabet et al.,5 in a study of 
orphaned children in a similar setting, showed that out of 
112 children who completed self-report questionnaires, 
55 (49.0%) reported depression, 32 (28.5%) reported 
anxiety levels that were above the clinical cut-off in the 
RCMAS, and 44 children (39.3%) scored within the 
severe spectrum of the CPTSD-RI (post-traumatic stress) 

A
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range. Another study examined the mental health of over 
900 children who were matched in three comparison 
groups: those orphaned due to AIDS, those orphaned 
from other causes, and non-orphaned children. Results 
showed those orphaned due to AIDS had significantly 
higher levels of depression, anxiety, and posttraumatic 
stress (PTS) symptoms compared to the other groups.6 
Longitudinal follow-up in findings from a study revealed 
that the prevalence of depression was higher for HIV 
orphans than other groups in South Africa while stigma, 
bullying, abuse, violence, and food insecurity increased 
the likelihood for anxiety, PTSD, and depression for HIV 
orphans. Loss had negative consequences on their 
physical and mental health.7 Another study examined 
rates of potentially traumatic events and associated 
anxiety and emotional/behavioral difficulties among 
1258 orphaned and abandoned children in five low- and 
middle-income countries. The study aimed to help policy 
makers and care providers recognize that (a) children and 
caregivers are willing to report experiences of potentially 
traumatic events, (b) those who report such events are at 
higher risk for experiencing additional events, (c) 
resulting symptomatology indicates a need for 
appropriate mental health services, and (d) boys are as 
vulnerable as girls, indicating an equal need for 
protection.8 

 

The loss of parents during childhood, also referred to as 
orphanhood in the present study, has generally been 
considered as stressful and is deemed a risk factor for 
poor mental health in children.9 In war zones like the 
Gaza Strip, many children become orphans due to 
repeated wars or are otherwise separated from their 
families. Wanting to help, non-governmental 
organizations (NGOs) may set up orphanages or homes 
to support orphaned or separated children. Although 
children frequently get placed in orphanages by parents 
who face significant economic pressure, this action 
deprives children of the family care that has been shown 
consistently to be one of the strongest supports for 
children’s well-being.10,11 Longitudinal follow-up in 
2009 showed significantly worse mental health among 
those orphaned due to AIDS, compared to the other 
groups.12 In a study on depression in AIDS-orphaned 
children, symptoms were reported to be higher for 
orphaned children in southern India. Kumar et al.13 
concluded that MCA analysis showed being a child 
orphaned by AIDS had the highest effect on the intensity 
of depression. Children orphaned by AIDS experienced 
significantly greater depressive symptoms than children 
who had been orphaned for other reasons. Similar 
findings were discussed in a study involving 200 
children, aged between 7 and 17 years - with 100 being 
orphaned children placed in four orphanages 

(experimental group) and 100 non-orphans from two 
public schools in Accra, Ghana (control group). 14 The 
prevalence of anxiety symptoms in the orphaned children 
was 75% while for the non-orphaned group, 11% were 
anxious. Regarding the symptoms of depression in the 
orphaned group, results demonstrated that 41% of the 
orphaned children were mildly-to-severely depressed. 
For the non-orphaned group, 40% were mildly-to-
severely depressed. A study on the prevalence and 
correlates of depression, PTSD, and suicidality among 
youth in institutional care in Jordan found high rates of 
mental illness (45% depression, 24% PTSD, 17% 
depression/PTSD, 27% suicidality).15 Similarly, high 
rates of PTSD, depression and anxiety were found in 
street children who had survived the 2010 earthquake in 
Haiti;16 of the N=128 children studied (n=120 boys, n=8 
girls; ages 7 to 14 years), 14.94% reported severe PTSD 
symptoms, 13.28% reported anxiety and 29.69%  
reported depression.  

 

In 2017, a study on the prevalence rates of PTSD, 
anxiety and depression among orphaned children was 
conducted in the Gaza Strip. The study sample consisted 
of N=81 orphaned children from the Al-Amal Institute 
for Orphans. Results showed the mean PTSD score were 
35.79, intrusion symptoms was 19.77, avoidance 
symptoms was 14.30 and mean arousal symptoms was 
13.65; 55.6% of orphaned children showed moderate 
PTSD symptoms and 34.6% reported severe symptom 
levels. Girls reported significantly more PTSD, 
avoidance, and arousal symptoms than boys. A child 
living in a city experienced more PTSD symptoms than 
those children live in a camp or a village. The study 
showed that 67.9% had experienced depressive 
symptoms. Depressive symptoms were higher in children 
from north Gaza than those coming from the other four 
areas of the Gaza Strip. Results showed that 30.9% of 
children rated as anxiety cases. Children aged 13 to 15 
years old reported higher anxiety levels than children 
who were younger or older and children coming from 
north Gaza experienced greater anxiety symptoms than 
those coming from the other four areas of the Gaza 
Strip.17  

 

The present study explored the impact of trauma on war-
exposed orphans in the Gaza Strip reporting symptoms 
of PTSD and posttraumatic growth (PTG).   
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Method 

Setting and participants 

The El-Amal orphanage is one of two orphanages 
situated in the Gaza Strip. It has a total of 90 resident 
children between the ages of 8 and 17 years. The 
orphanage is registered as a non-governmental 
organization (NGO) run by local donations, and non-
statutory (local and international) organizations. Large-
size families who find it difficult to cope after the loss of 
one parent (usually the father) may approach orphanage 
for one or two of their children to be admitted. Children 
can retain contact with the remaining parent and 
relatives, and return home during school holidays. They 
can also be visited at the orphanage, to retain links with 
their natural extended family. The study sample 
consisted of children at the El-Amal Institute in Gaza 
city who agreed to participate (N=83).  

 

Measures  

Socio-demographic information form 

Data were obtained from the records of each child in the 
orphanage. A questionnaire was designed to capture 
basic socio-demographic information. Information on the 
socio-demographic background of the children included 
age, gender, age at first admission to the facility, contact 
with parents or relatives during care, information 
regarding siblings in the same or other institutions, and 
reason for admission. 

 

The Gaza Traumatic Events Checklist 18 

The checklist comprises 28 items covering three domains 
of events typical for the traumatic experiences in the last 
year (1) Witnessing acts of violence, e.g. killing of 
relatives, home demolition, bombardment, and injuries, 
(2) Having experiences of loss, injury and destruction in 
family and other close persons, and (3) Being personally 
the target of violence, e.g. being shot, injured, or beaten 
by soldiers. Respondents were asked whether they had 
been exposed to each of these events: (0) no (1) yes.  The 
level of trauma was divided into mild (0-5 traumatic 
events), moderate (6-10 traumatic events), and severe 
(more than 11 traumatic events). This scale was used in 
previous studies in the area.17 The internal consistency 
using Cronbach’s alpha for the Arabic version in the 
present study was α=.72.  

 

 

Posttraumatic Stress Disorder Reaction Index (UCLA 
PTSD-RI) - The University of California at Los 
Angeles.19  

The child and adolescent version of the UCLA PTSD-RI 
is an instrument for the assessment of trauma exposure 
and posttraumatic stress symptoms among children and 
adolescents.18 The UCLA PTSD-RI has been widely 
used and found to have sound psychometric properties 
among children and adolescents.19,20 The present study 
used the latest version developed according to the 
Diagnostic and Statistical Manual of Mental Disorders 
5th edition (DSM-518) for PTSD. The section measuring 
PTSD symptoms has 20 items scored and two 
dissociative symptoms on a scale of 0-4 depending on 
the severity and burdensomeness of symptoms in the 
preceding month. PTSD total symptom severity score is 
calculated by summing severity scores for the 20 DSM-5 
PTSD symptoms. Symptom cluster severity scores are 
calculated by summing the individual item severity 
scores for symptoms corresponding to a given DSM-5 
cluster: Criterion B (items 1, 2, 3, 4, 5); Criterion C 
(items 6, 7); Criterion D (items 8,9, 10, 11, 12, 13, 14); 
and, Criterion E (items 15, 16, 17, 18, 19, 20). This index 
was also professionally translated and culturally adapted 
into the Arabic languages following the same 
procedures. The reliability of this measure using the 
Cronbach’s alpha for the 20 items was a =.88. 

 

Posttraumatic Growth Inventory (PTGI) short form 20,21 

The short form of the PTGI comprises 10 items with 
response choices ranging from 0-4 (0= I did not 
experience this change; 4= I experienced this change to a 
very great degree as a result of my crisis). The PTGI 
measures five domains of growth: (a) relating to others 
better (two items, e.g. I have a greater sense of closeness 
with others, I learned a great deal about how wonderful 
people are), (b) recognizing new possibilities (two items, 
e.g. New opportunities are available which wouldn't have 
been otherwise, I established a new path for my life, (c) a 
greater sense of personal strength (two items, e.g. I 
discovered that I am stronger than I thought I was, I 
know better that I can handle difficulties), (d) spiritual 
change (two items, e.g. I have a better understanding of 
spiritual matters), and (e) greater appreciation of life 
(two, e.g. I have a greater appreciation for the value of 
my own life, I have a stronger religious faith).20, 21 The 
21-item scale was translated to Arabic and back 
translated and validated.22 Internal consistency using 
Cronbach’s alpha for the Arabic version in this study was 
α=.88.  
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Study procedure 

Permission from the Ministry of Social Welfare and Al 
Amal Association to approach the orphanages managers 
was granted. The local Helsinki research ethics 
committee approved the study. When the unit manager 
agreed, orphanage staff were approached and informed 
of the aims of the study. These were subsequently 
explained to the children, and consent was sought from 
both the key worker and the child. The second author 
undertook data collection. Children were interviewed at 
the institution, and potentially difficult questionnaire 
items were explained to them. Arrangements were made 
for children to access counseling and mental health 
support, if needed, and to opt out of the study at any 
stage. The caregivers also completed one of the 
questionnaires. The data was collected over a two-week 
period.  Nine children did not take part, leaving a sample 
of 81 children who completed the mental health 
measures. Data were collected in August 2017. 

 

Results  

Statistical analyses  

Statistical analyses were carried out using SPSS version 
20 (IBM Inc., Chicago, IL). The trauma, PTSD, post 
traumatic growth experiences of children was exhibited 
using the mean values, and SD. T- independent test, and 
ANOVA tests for between-group comparison of  

 

continuous variables. Spearman’s correlation coefficient 
tested the association between traumas, PTSD, PTG of 
children. A series of linear regression analysis were 
conducted to find the predictor factors in 
sociodemographic variables of orphaned children of 
trauma, PTSD, and PTG. A two-tailed p value <.05 was 
considered statistically significant. 

 

Sociodemographic characteristics of the study sample  

As shown in Table 1, the total number of children 
selected for the current study was N=83 orphaned 
children. The total number of boys was n=54 (65.1%); 
number of girls was n=29 (34.91%). The minimum age 
was 8 years and the maximum age was 17 years, Mean = 
13 years (SD= 2.53). The age of children when they 
entered the orphanage was 5 years, mean = 8.23 years, 
SD = 2.42). Regarding number of siblings, 27.7% had 
less than 4 siblings, 39.8% had 5-7 siblings, and 32.5% 
had 8 and more siblings. Regarding area of residence, 24 
children (29.9%) were from North Gaza, 41 children 
were from Gaza (49.4%), 6 children (7.2%) were from 
the middle area, 9 children (10.8%) were from Khan 
Younis, and 3 children (3.6%) were from Rafah. 
Regarding type of residence, 73 of the children lived in 
the city (88%), 6 children lived in villages (7.2%), and 4 
in a camp (4.8%). As shown in Table 1, 20 fathers of the 
children died normally (24.1%), 27 fathers died due to 
chronic disease (32.5%), 14 fathers died due to road 
traffic accident (12 %), and 11 fathers were martyrs 
(13.3%). 

 

Table 1. Sociodemographic characteristics of the study sample 

  N % 
Gender     
Boy 54 65.1 
Girl 29 34.9 
Age     mean =12.84 (SD= 2.53)   
Place  of residence   
North Gaza 24 28.9 
Gaza 41 49.4 
Middle area 6 7.2 
Khan Younis 9 10.8 

Rafah 3 3.6 
Type of residence   
City 73 88 
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Village 6 7.2 
Camp 4 4.8 
Number of siblings   
Less than 4 23 27.7 
5 to 7 siblings 33 39.8 
8 or more 27 32.5 
Living outside    
With mother 62 74.7 
Relatives  7 8.4 
Grandmother  8 9.6 
Other 6 7.2 
Mother’s education   
Illiterate 9 10.8 
Primary 16 19.3 
Elementary 17 20.5 
Secondary 27 32.5 
Diploma  4 4.8 
University 10 12 
Mother’s job   
Housewife  74 89.2 
Simple worker 3 3.6 
Other 6 7.2 
Cause of father absence   
Normal death 20 24.1 
Chronic disease 27 32.5 
Road traffic accident 10 12 
Martyr 11 13.3 
Other 15 18.1 

 

 

Frequency of exposure to traumatic events in orphaned 
children in 2014 war on Gaza  

Table 2 showed that the most common traumatic events 
were as follows: 92.3% of study participants reported 
hearing sounds of bombardment in different areas of the 
Gaza Strip, 86.3% reported constantly hearing the sound  

 

 

 

of drones, and 79.5% reported hearing about the death of 
a friend or neighbor during the war. The least reported of 
the traumatic events were as follows: 24.8% witnessed 
their father, brother, sister or other close relative being 
injured by shrapnel or bullets, 25% reported that a family 
member received death threats, and 25.8% reported 
being injured by shrapnel from a bomb, missile, or lead.  
The orphaned children reported from 3 to 28 traumatic 
events with the mean being 11.19 (SD=4.91). 
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Table 2. Frequency of exposure to traumatic events among orphaned children 

No Paragraph Yes  No.  

No. % No. % 

1 Hearing about the death of a friend or neighbor during the war 318 79.5 82 20.5 
2 Hearing about the death of father, brother, sister, mother or other close relative 

during the war 
187 46.8 213 53.3 

3 Hearing the sounds of bombardment in different areas of the Gaza Strip 369 92.3 31 7.8 
4 Constantly hearing the sound of drones 345 86.3 55 13.8 

5 Witnessing the death of a friend  129 32.3 271 67.8 

6 Witnessing the death of father, brother, sister, mother or other close relative  107 26.8 293 73.3 
7 Witnessing a friend being injured by shrapnel or bullets 124 31.0 276 69.0 

8 Witnessing father, brother, sister, mother or other close relative being injured 
by shrapnel or bullets 

99 24.8 301 75.3 

9 Witnessing their home demolished, and destroying  by  
shelling or bulldozers 

123 30.8 277 69.3 

10 Witnessing a neighbor's home demolished by shelling or bulldozers 180 45.0 220 55.0 

11 Witnessing father, brother, sister, mother, or other close relative arrested  128 32.0 272 68.0 
12 Witnessing a friend being arrested  126 31.5 274 68.5 

13 Seeing images of wounded and the remains of the martyrs on TV 227 56.8 173 43.3 

14 Witnessing high-rise apartment towers flattened and the bombing  236 59.0 164 41.0 
15 Witnessing people being killed by rockets 190 47.5 210 52.5 

16 Being exposed to physical injury as a result of the bombing of their home 120 30.0 280 70.0 

17 Exposure to injury by shrapnel from a bomb, missile, or lead 103 25.8 297 74.3 

18 Exposure to detention at home and deprived of water, food and electricity 127 31.8 273 68.3 

19 Being intimidated by threats of getting shot  123 30.8 277 69.3 

20 Having their personal belongings destroyed during an incursion 108 27.0 292 73.0 

21 Being threatened that they will be killed 114 28.5 286 71.5 

22 Having family members being threatened that they will be killed 100 25.0 300 75.0 

23 Being at serious risk of being used as a human shield in order to catch a 
neighbor 

115 28.8 285 71.3 

24 Being forced to leave their home with family members due to shelling 134 33.5 266 66.5 

25 Being exposed to arrest during invasion 155 38.8 245 61.3 

26 Being exposed to inhalation of bad smells due to bombardment 212 53.0 188 47.0 

27 Being exposed to threats by telephone to leave the home to bombing 194 48.5 206 51.5 

28 Receiving threats to leave the home in the border areas and to go to the city 
center via leaflets from planes 

194 48.5 206 51.5 

 

 Differences in trauma and socio-demographic 
variables   

There were no statistically significant differences in 
exposure to trauma related to gender. In order to find the 
differences in trauma and age of children, we recoded the 
age into 8-11 years (group 1), 12-14 years (group 2), and 
15-17 years (group 3). One Way ANOVA test using 

Tukey test was conducted. Post hoc test showed that 
children in the second group (12-14 years) reported more 
traumatic events than the other two groups (F(2, 82)= 
3.3, p=.04, partial ηp²=0.06). Furthermore, analysis 
showed no significant differences in total trauma and 
number of siblings, cause of father death, or other socio-
demographic variables. 
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Prevalence of PTSD symptoms 

Using PTSD-V, the mean score for PTSD symptoms was 
36 (SD= 19.89), mean intrusion symptoms was 19 

(SD=8.71), mean avoidance symptoms was 8 (SD=3.59), 
mean numbness was 9 (SD=3.27), mean arousal 
symptoms was 10 (SD=4.33), and dissociation symptoms 
mean was 7 (SD=2.77).   

 

 

Table 3. Means and standard deviation of PTSD and subscales 

 Mean SD 

Total PTSD 36.00 19.89 
Intrusion 19.00 8.71 
Avoidance symptoms 8.00 3.59 
Numbness symptoms 9.00 3.27 
Arousal symptoms 10.00 4.33 
Dissociation symptoms 7.00 2.77 

 

 

Table 4. Prevalence of PTSD in orphaned children 

Cases of PTSD N % 
No PTSD 41 49.4 
Partial PTSD 27 32.5 

Full PTSD 15 18.1 
 

 

Socio-demographic variables and PTSD in orphaned 
children 

In order to find differences in PTSD and subscales 
according to gender of children, an independent t test 
was done. The results showed that there were no 
significant differences in mean of PTSD and subscales 
according to gender. Post hoc test showed that children 
in the second group (12-14 years) reported more PTSD 
symptoms than the other two groups (F (2/82) =5.60, 
p=0.002, partial ηp²=0.07). Children living in the middle 
area of the Gaza Strip reported higher levels of PTSD 
than those live in the other four areas of the Gaza Strip 
(F (4/82)=3.16, p=0.01, partial ηp²=0.07). Furthermore, 
analysis showed no significant differences in total 
trauma, number of siblings or cause of death of fathers. 

 

Means, standard deviations and percentage of 
posttraumatic growth (PTG)  

Regarding posttraumatic growth, 78.31% reported 
having a stronger religious faith, 70.7% learned a great 
deal about how wonderful people are. 

 

The present study showed that the mean score for 
posttraumatic growth symptoms among orphaned 
children was 25.27 (SD=6.91), relating to others mean 
score 5.19 (SD=1.84), new possibilities mean score 4.94 
(SD=1.90), personal strength mean score 4.69 
(SD=1.99), spiritual change mean score 5.84 (SD=1.95), 
and appreciation of life mean score 4.60 (SD=1.83). 
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Table 5. Means, standard deviations and percentage of posttraumatic growth (PTG) 

 Mean SD % 
1. I changed my priorities about what is important in life.  2.434 1.251 60.84 
2. I have a greater appreciation for the value of my own life.  2.169 1.188 54.22 
3. I am able to do better things with my life.  2.530 1.183 63.25 
4. I have a better understanding of spiritual matters.  2.711 1.205 67.77 
5. I have a greater sense of closeness with others.  2.361 1.175 59.04 
6. I established a new path for my life.  2.410 1.159 60.24 
7. I know better that I can handle difficulties.  2.301 1.187 57.53 
8. I have a stronger religious faith.  3.133 1.102 78.31 
9. I discovered that I am stronger than I thought I was.  2.386 1.248 59.64 
10. I learned a great deal about how wonderful people are.  2.831 1.248 70.78 

 

 

Table 6. Means and standard deviations of posttraumatic growth 

Posttraumatic growth   Mean SD 

PTG-10 items 25.27 6.91 

Relating to others 5.19 1.84 

New possibilities 4.94 1.90 

Personal strength 4.69 1.99 

Spiritual change 5.84 1.95 

Appreciation of life 4.60 1.83 
 

 

Differences in PTG and socio-demographic variables      

There were no significant differences in PTG according 
to gender, place of residence, type of residence, age, 
number of siblings, and cause of death of fathers. 

 

 

 

 

Relationship between trauma, PTSD and PTG  

Pearson correlation test showed that there was a 
statistically significant positive relationship between total 
traumatic events due to war and PTSD (r (82) =0.30, p 
<0.001), numbness symptoms (r (82) =0.48, p < 0.001), 
and arousal symptoms (r (82) =0.44, p < 0.001). No 
significant relationship between traumatic events, 
posttraumatic growth, and no relationship between 
posttraumatic disorder and posttraumatic growth.  
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Table 7.   Pearson correlation Coefficient between trauma, PTSD and PTG 

 

 

 

 

 

 

 

 

 

 

 

 

Prediction of child’s PTSD by traumatic events   

In a multivariate regression model, total PTSD scores 
were entered as dependent variable, with each traumatic 
event variables in children as the independent variables. 
Total PTSD was predicted by witnessing death of a 
friend (β=0.30, t (82), p<0.001), hearing about the death 

of your father, brother, sister, mother or other close 
relative during the war (β=-0.28, t (82), p<0.001), being 
at serious risk of being used as a human shield to catch 
your neighbor (β=-0.23, t (81), p<0.02), constantly 
hearing the sound of drones (β=-0.21, t (82), p<0.03)  
R2=.29, F(4, 82) =10,42, p<.0.001. 

 

Table 8. Multivariate regression model of prediction of child’s PTSD by traumatic events 

  Unstandardized 
Coefficients 

Standardized 
Coefficients 

 
 
t 

 
 

Sig. 

95.0% Confidence 
Interval for B 

B Std. Error Beta Lower 
Bound 

Upper 
Bound 

(Constant) 8.83 2.97  2.97 0 2.91 14.75 
Witnessing death of a friend 4.75 1.55 0.3 3.06 0 1.66 7.83 
Hearing about the death of 
father, brother, sister, mother or 
close relative during the war 

4.47 1.51 0.28 2.95 0 1.46 7.49 

Being put at serious risk of being 
used as a human shield to catch a 
neighbor 

5.21 2.19 0.23 2.38 0.02 0.84 9.57 

Constantly hearing the sound of 
drones  

6.33 2.8 0.21 2.26 0.03 0.75 11.91 

 

 

In a multivariate regression model, total depression 
scores was entered as dependent variable, with traumatic 
events in children as the independent variables. Total 
PTSD was negatively predicted by the statement ‘Being 
put at serious risk of being used as a human shield to 
catch a neighbor’ (β=-0.27, t (82), p<0.01), and 

positively predicted by the statement ‘Seeing images of 
wounded people and the remains of the martyrs on 
TV’(β=0.27, t (8), p<0.01),  and negatively predicted by 
threaten by killing(β=-0.20, t (8), p<0.05),   R2 = .18, 
F(3, 82) =  7.2, p< .0.001. 

 1 2 3 4 5 6 7 8 9 

1. Total traumatic events          

2. Total PTSD .39**         

3. Intrusion .20 .87**        

4. Avoidance symptoms .06 .63** .47**       

5. Numbness symptoms .48** .65** .38** .23*      

6. Arousal symptoms .44** .54** .28** .08 .26*     

7. PTG-10 items -.11- -.05- -.02- -.05- -.07- -.01-    

8. Relating to others -.18- .04 .09 -.01- .01 -.02- .76**   

9. New possibilities -.08- -.14- -.13- -.11- -.04- -.09- .74** .46**  

10. Personal strength .06 .08 .10 .06 .01 .04 .68** .35** .45** 

11. Spiritual change -.09- -.05- -.09- -.03- -.04- .06 .69** .43** .36** 

12. Appreciation of life -.11- -.11- -.05- -.07- -.18- -.02- .76** .54** .43** 
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Table 9. Multivariate regression model of prediction of child’s posttraumatic growth by traumatic events 

  Unstandardized 
Coefficients 

Standardized 
Coefficients 

 
 
 
t 

 
 
 

Sig. 

95.0% 
Confidence 

Interval for B 
B Std. 

Error 
Beta Lower 

Bound 
Upper 
Bound 

(Constant) 21.21 2.13   9.95 0.00 16.97 25.45 
Being put at serious risk of 
being used as a human shield to 
catch a neighbor 

-5.91 2.24 -0.27 -2.64 0.01 -10.38 -1.45 

Seeing images of wounded 
people and the remains of 
martyrs on TV 

5.91 2.21 0.27 2.68 0.01 1.52 10.31 

Being threatened that you will 
be killed 

-3.99 1.99 -0.20 -2.01 0.05 -7.95 -0.04 

 

 

Discussion 

The present study explored the impact of trauma on war-
exposed orphans in the Gaza Strip reporting symptoms 
of posttraumatic stress disorder (PTSD) and 
posttraumatic growth (PTG). Findings indicate that 
orphaned children reported on average 11.9 traumatic 
events. Children aged 12 to 14 years reported more 
traumatic events than those either younger or older than 
themselves. The study findings demonstrate the negative 
effects of traumatic events on the mental health of 
orphaned children living in the Gaza Strip. Such findings 
were consistent with previous studies in the Gaza Strip, 
which showed that even after the end of war, children 
still had the memories of the trauma due to war and 
conflict in the area.23 The results showed that 49.4% 
reported no PTSD, 32.5% reported partial PTSD, and 
18.1% reported full criteria for PTSD. Children in the 
second age group (12-14 years) reported more PTSD 
symptoms than the other two age groups. Children living 
in the middle area of the Gaza Strip reported more PTSD 
symptoms than those living in the other four areas 
studied. Thabet et al.5 returned similar findings in a study 
of mental health problems among 115 orphan children 
aged 9 to 16 years in the Gaza Strip. In that study, 49.0% 
reported depression, 28.5% reported anxiety, 39.3% 
scored within the severe spectrum of the PTSD range, 
and 43.7% were within the likely clinical psychiatric 
range according to the Strengths and Difficulties 
Questionnaire (SDQ). This was consistent with a study 
of 250 children from families who had martyrs in Gaza 
Strip governorates.24 The most common traumatic event 
for children who had lost their fathers in the current 

conflict was witnessing images of martyrs on TV with 
92.8% reporting that they had experienced this. Children 
who had lost their father in the current conflict reported 
more than five traumatic events each (M=7.83 for boys 
vs. 6.23 for girls). There were significant differences 
between trauma levels according to age in favor of older 
children between ages 13 to 16 years. Schaal at al.,25 
investigated the levels of trauma exposure and the rates 
of mental health disorders and described risk factors of 
posttraumatic stress reactions in 194 Rwandan widows 
and 206 orphans who had been exposed to the genocide.  
Participants reported having been exposed to a high 
number of different types of traumatic events with a 
mean of 11 for both groups. Widows displayed more 
severe mental health problems than orphans: 41% of the 
widows (compared to 29% of the orphans) met symptom 
criteria for PTSD and a substantial proportion of widows 
suffered from clinically significant depression (48% 
versus 34%) and anxiety symptoms (59% versus 42%) 
even 13 years after the genocide. Over one-third of 
respondents of both groups were classified as suicidal 
(38% versus 39%). Regression analysis indicated that 
PTSD severity was predicted mainly by cumulative 
exposure to traumatic stressors and by poor physical 
health status. In contrast, the importance given to 
religious/spiritual beliefs and economic variables did not 
correlate with symptoms of PTSD. Similarly, Cluver et 
al.,12 in a 4‐year longitudinal follow‐up of AIDS‐
orphaned children with control groups of other‐orphans 
and non‐orphans in South Africa,  the results showed that  
AIDS‐orphaned children showed higher depression, 
anxiety, and posttraumatic stress disorder (PTSD) scores 
in the years 2005 and 2009 when compared with other‐
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orphans and non‐orphans.  Hermenau et al.,26 in study of 
89 Tanzanian children who had lost at least one parent 
were compared to 89 matched non-orphans (mean age: 
11 years; 51% boys). Orphans reported significantly 
more experiences of neglect, but not of abuse. A group 
comparison revealed more depressive symptoms, 
posttraumatic stress symptoms, and aggressive behavior 
among orphans. Neglect, abuse, and stigmatization 
correlated with orphans’ internalizing and externalizing 
problems, yet only neglect and stigmatization were 
related to orphans’ depression severity. Perceived 
stigmatization moderated the relationship between 
neglect and depression. 

In an earlier study on the El-Amal orphanage, Thabet et 
al.,18 aimed to find the prevalence rate of PTSD, anxiety 
and depression among orphaned children in the Gaza 
Strip and found the mean PTSD score was 35.79 with 
19.77 for intrusion symptoms, 14.30 for avoidance 
symptoms and 23.65 for arousal symptoms. In total, 
55.6% of orphaned children reported experiencing 
moderate and 34.6% showed severe PTSD symptoms. 
Girls reported significantly more PTSD, avoidance, and 
arousal symptoms than boys. A child living in a city had 
more PTSD symptoms than those children live in a camp 
or a village. Woollett et al.,27 found a similar pattern in a 
study of HIV-positive adolescents aged 13 to 19 years 
(N=343) who accessed five pediatric antiretroviral 
clinics in Johannesburg. The results showed that 27% 
were symptomatic for depression, anxiety, or PTSD; 
24% reported suicidality. Peer violence was significantly 
correlated to all mental health problems, as was hunger, 
being inappropriately touched, being hit, and being 
female. Those reporting sickness in the past year were 
symptomatic. High exposure to violence was evident. 
Additionally, not feeling safe at home or in the 
community increased risk for all mental health disorders. 
Knowing one’s HIV status was protective as was having 
dreams for the future. 

In terms of experiences of posttraumatic growth, 78.31% 
reported having a stronger religious faith, 70.7% reported 
having learned a great deal about how wonderful people 
are. The present study showed that the mean score of 
total posttraumatic growth among orphan children  was 
25.27, relating to others mean score was 5.19, new 
possibilities mean score was 4.94, personal strength 
mean score was 4.69, spiritual change mean score was 
5.84, and appreciation of life mean score 4.60. Such 
findings of high spiritual change were consistent with 
studies in the Gaza Strip using PTG-21 items. In a study 
of 381 randomly selected students at four universities in 
Gaza, Thabet et al.,28 found posttraumatic growth was 
67.34, appreciation of life was 7.17, new possibilities 
were 12.25, the personal strength was 10.62, and 
spiritual change was 6.82. Boys had significantly more 

posttraumatic growth than girls and girls reported 
significantly more spiritual changes than boys. Similarly, 
a study of child survivors of war showed that 40.5% 
believed more strongly in God, 33% reported being 
better able to appreciate each new  day more, 32% felt 
able to accept the way things turned out as being 
somehow better, 28.8% understood religious matters 
better, 28.5% tried to have the best relationships to 
others; mean score of total posttraumatic growth among 
study participants was 46.00, relating to others mean 
score was 15.30, new possibilities mean score was  
10.86, personal strength mean score was  8.04, and 
appreciation of life mean score was 6.54, spiritual 
change mean score was  5.25. Tedeschi and Calhoun,20-21 
made a compelling argument that the individual exposed 
to crises not only survives, but also experiences major 
psychological growth in some areas of development that 
surpass what was present before the struggle with crises 
occurred. They identified five domains of the experience 
of posttraumatic growth survivors when experiencing 
adversity: greater appreciation of life, recognition of new 
possibilities, greater sense of personal strength, more 
intimate relationships with others, and spiritual change. 
As this relates to the current study, there were significant 
positive relationships between total traumatic events due 
to war and PTSD, numbness symptoms, and arousal 
symptoms and the results suggest that trauma severity 
was not associated with posttraumatic growth. Salter and 
Stallard29 examined PTG among a population of children, 
aged 7 to 18 years, who had been involved in a road 
traffic accident. Results indicated that 42% of the 
children in the study reported some evidence of PTG 
following the road traffic accident although 37% were 
also identified as experiencing PTSD. Such findings 
were consistent with Cryder et al.,30 in study of children 
who experienced Hurricane Floyd in 1999. Results 
indicated that there was a significant correlation between 
indicators of posttraumatic growth and the children’s 
competency beliefs. Although both social support and 
ruminative thinking correlated with positive competency 
beliefs, they did not correlate directly with posttraumatic 
growth or with each other. Unlike previous research, the 
results of the present study found that trauma severity 
was not associated with posttraumatic growth. Van der 
Schoot et al.,31 examined the relationship between 
posttraumatic stress reactions, PTG, and quality of life in 
a large sample (N=1770) of primary school children. 
Results indicated that posttraumatic stress reactions and 
PTG were positively correlated, supporting previous 
research suggesting the two constructs can co-exist. 
Wang et al.,32 examined the relationships among several 
risk and protective factors for depression symptoms 
using structural equation modeling. Cross-sectional data 
were collected from 755 AIDS orphans and 466 children 
of HIV-positive parents aged 6 to 18 years in 2006–2007 
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in rural central China. Participants reported their 
experiences of traumatic events, perceived HIV-related 
stigma, perceived social support, future orientation, 
trusting relationships with current caregivers, and 
depression symptoms. They found that the experience of 
traumatic events and HIV-related stigma had a direct 
contributory effect on depression among children 
affected by HIV/AIDS. Trusting relationships together 
with future orientation and perceived social support 
mediated the effects of traumatic events and HIV-related 
stigma on depression. Yendork and Somhlaba’s14 study 
of 200 children in Accra, Ghana, which comprised 100 
orphans placed in orphanages and 100 non-orphans – all 
aged between seven and 17 years, revealed that orphans 
had significantly stronger perceptions of social support 
from friends than non-orphans did. Conversely, they 
found that non-orphans had significantly stronger 
perceptions of support from families than orphans did. 
However, both the orphans and non-orphans reported 
high levels of self-efficacy and resilience. Regression 
analyses also revealed that self-efficacy emerged as a 
significant positive predictor of resilience for the 
orphaned children whereas self-efficacy and perceived 
social support emerged as significant positive predictors 
of resilience for the non-orphans. Woollett et al.,33 
identified elements of resilience in a group of perinatally 
infected HIV positive adolescents attending HIV clinics. 
In-depth interviews were conducted with 25 purposively 
selected HIV positive adolescents (15 girls, 10 boys) 
between the ages of 13 to 19 years in Johannesburg. 
Despite marked stressors in the lives of these 
adolescents, a high degree of resilience was described. 
Characteristics of resilience in this group included a 
pertinent set of beliefs, including a belief in fate and 
recognition of personal strength for having managed 
adversity. Character traits such as a pragmatic 
acceptance about one's life, actively taking 
responsibility, and a robust self-esteem were evident. 
Social behaviors included the ability to pursue and 
access adults and healthcare to meet developmental 
needs, having a desire to support and help others and 
challenging HIV related stigma.      

 

Study Limitations 

First, the present cross-sectional design did not allow for 
causal links to be made for specific risk factors 
associated with trauma due to war, symptoms of PTSD 
and posttraumatic growth. Studies based on longitudinal 
designs would potentially be more beneficial in 
understanding the life experience of orphaned children.    
The second limitation is that the study only obtained 
participants from one of the two orphanages in the Gaza 
Strip, and thus does not generalize to all children who 

lost their parents in the Gaza Strip. Finally, the absence 
of studies conducted amongst this specific segment of 
the population before and after the repeated wars in Gaza 
Strip made it impossible to compare the results from the 
present study, however interesting it would be to view 
the differences over time. 

 

Conclusion and implications for intervention 

Results revealed that, this sample of Palestinian 
orphaned children showed heightened vulnerability to 
psychological distresses. Given the high prevalence of 
PTSD, it is likely that orphaned children would benefit 
from psychosocial interventions to reduce their 
symptoms and enhance resilience. For this to happen, 
there must be provision of expert counselling services 
and the furnishing of life skills training such as stress 
management and coping skills, the formation and 
sustenance of healthy peer relationship, problem-solving 
and decision making skills, as well as conflict 
management skills. Life skills training on how to assist 
vulnerable children could also be made available to 
caregivers of orphaned children. The implementation of 
the intervention outlined above would significantly 
improve the psychological well-being and overall quality 
of life of the Palestinian orphaned children. The present 
study also sheds new light on the higher prevalence of 
mental health problems amongst children and 
adolescents. It thus paves the way for further specific 
studies of the social support, stigma, coping and 
resiliency strategies used by orphaned children in their 
battle with adversity.   
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 الملخص

و االیجابي ھدفت الدراسة إلى استكشاف أثر الصدمات الناجمة عن الحرب على قطاع غزة على األطفال االیتام والعالقة ما بین كرب ما بعد الرضح والنم الھدف:
   .بعد الصدمة والمتغیرات الدیموغرافیة االجتماعیة

 83 لألیتامد الكلي الع واستجاب منبمدینة غزة  لألیتاممن االطفال االیتام من كل االطفال الموجودین في معھد االمل  عینة الدراسةتكونت العینة:  :طریقة الدراسة
تكونت أدوات الدراسة من نموذج المعلومات االجتماعیة والدیموغرافیة عن الیتیم، قائمة غزة للخبرات الصادة، ادوات الدراسة:  .مسجلین في المركز 91یتیم من 

  .االیجابي بعد الصدمة ومقیاس النمو ،لألطفالما بعد الرضح  اضطراب كربقیاس م

في  الدراسة فروقلم تجد  ،11ومتوسط الخبرات الصادمة لكل طفل كانت  خبرة صادمھ، 28-3من الدراسة بأن االطفال االیتام قد تعرضوا لعدد  بینتالنتائج: 
ً من االصغر  تعرضوا لخبرا ت صادمة أكثر سنة قد 14-12أن االطفال في سن  ولكن تبینفي سبب وفاة االب بالنسبة للخبرات الصادمة  وأ ،الجنس  واالكبر سنا
 ،بعد الصدمة یعانون من اضطراب جزئي لكرب ما ٪ 32.5 وتبین أنمنھم بأنھم ال یعانون من اضطراب كرب ما بعد الرضح (الصدمة)  ٪ 49.4أفاد كما   منھم.

من كرب ما بعد الصدمة أكثر من االصغر  سنة یعانون 14-12تنطبق علیھم المعاییر الكاملة الضطراب كرب ما بعد الصدمة. تبین أن االطفال في سن  ٪ 18.1و
 ً اللة احصائیة ما بین التعرض للخبرات الصادمة عالقة ذات د وتبین وجود.   وكذلك االطفال االیتام الذین یعیشون في المنطقة الوسطى من قطاع غزة. واالكبر سنا

  .الصدمةما بعد  واضطراب كرب

بأنھم بعد الصدمة قد تعلموا الكثیر عن مدي روعھ  قالوا ٪ 70.7 با�،أنھ قد زاد ایمانھم  ٪ 78.31 الصدمة، قالمرحلھ ما بعد  االیجابي فيوفیما یتعلق بالنمو  
بین  إحصائیةبینت الدراسة أن ھناك عالقة ایجابیھ ذات داللھ  .25.27ما بعد الصدمة بین األطفال الیتامى  االیجابي النمومتوسط . وكان وحنانھمالناس حولھم 

الدراسة عالقة بین الخبرات  ولم تجد واعراض زیادة االستثارة، العاطفي،واعراض الخدر  بعد،مجموع االحداث الصادمة بسبب الحرب واضطراب كرب ما 
  .بعد الصدمة. ولم تكن ھناك عالقة ما بین النمو االیجابي بعد الصدمة واضطراب كرب ما بعد الصدمة لنمو االیجابيواالصادمة 

غزه وكان لدیھم  علىسنوات من الحرب  4یتذكروا لقدر كبیر من الصدمات بعد  زلوا تعرضوا وماوخلصت الدراسة إلى ان األطفال الیتامى قد : الخالصة
المزید من االھتمام من المؤسسات الحكومیة وغیر  االطفال إلىالماسة لھذه الشریحة من  على الحاجةد الرضح (الصدمة)، مما یلقى الضوء اضطراب كرب ما بع

النفسي االجتماعي لألیتام لتمكینھم من العیش والعمل وأن یكونوا منتجین في المستقبل. یجب عمل دورات تدریبة للمدرسین  برامج للعالجالحكومیة من أجل إیجاد 
 .والمشرفین على االیتام لكي یكونوا قادرین على التعرف الفوري على المشاكل النفسیة والسلوكیة وایجاد الحلول الالزمة لھا
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 تحدید نوع وطبیعة الدعم االجتماعي الذي یتلقاھا الفلسطینیون المعاقون وعالقتھا مع المتغیرات االجتماعیة 
الدیموغرافیة

عبد العزیز ثابت، بانوس فوستانس، كمال ابو قمر 

Abstract 

im: The present study aimed to determine the social support levels perceived by Palestinian adults with disabilities 
and to compare the data with socio-demographic variables. Method: N=416 participants (n=263 men, n=53 

women); ages ranged from 19-70 years (M= 33.56 years) were selected randomly from the databases of two NGOs for 
people with disabilities. Instruments: Demographic data were collected via questionnaire for gender, age, class, and place 
of residence and attitudes and perceptions about social adaptation, life status, social role, self-esteem and self-concept were 
via the Social Support Scale. Results: The most commonly reported items in the Social Support Scale included feeling the 
need for security (69.6%), not feeling satisfied about quality of life (39%), understanding the demands of a new life 
(53.3%), feeling the need for love and social recognition (69.4%), and being aware of personal potential and ability 
(69.4%). Men with disabilities reported higher self-esteem than women with disabilities. Those who had no income had less 
social adaptation, less life status, less social role, and less self-concept. Conclusion and clinical implications: The 
importance of focus for improving the social support, self-esteem, and well-being of disabled Palestinian adults and 
families. Self-esteem enhancement interventions offered in this context might well have an increased effect when combined 
with the other services available through independent living. Culturally sensitive interventions need to be developed to 
further enable people in all strata of the social hierarchy to understand their own worth and bring about changes in their 
lives and communities. Psychosocial interventions can play a useful role in supporting awareness and the development of 
accurate and positive appraisals of the self, alongside the process of adjusting to life of disabled people.  

Key words: Adults, disability, Gaza Strip, social support, self-esteem, self-concept. 
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Introduction 

In May 1976, the World Health Organization (WHO) 
adopted a resolution at the 29th World Health Assembly 
to approve the publication, for trial purposes, of the 
International Classification of Impairments, Disabilities 
and Handicaps (ICIDH).1 This ICIDH classification 
scheme was proposed as a supplement to the ICD and is 
illustrated by the disablement model (1) Impairment: 
Any loss or abnormality of psychological, physiological 
or anatomical structure or function; (2) Disability: Any 
restriction or lack (resulting from an impairment) of 
ability to perform an activity in the manner or within the 
range considered normal for a human being; (3) 
Handicap: Disadvantage for a given individual, resulting 
from an impairment or a disability that limits or prevents 
the fulfillment of a role that is normal (depending on age, 
gender, and social and cultural factors) for that 
individual. The WHO2 has estimated that 15% of the 
world’s population lives with some form of disability, of 

whom 2% to 4% experience significant difficulties in 
functioning.  

Over the past decades, there has been a great shift from a 
medical model of disability towards a more social model. 
This shift was evident with the introduction of the 
International Classification of Functioning, Disability 
and Health (ICF) in 2001.3 According to the ICF, 
disability does not result from individuals’ health 
conditions alone, but when the negative aspects of their 
health conditions (impairments) are confronted with 
unfavorable environmental (physical, social and 
attitudinal) and personal factors.3 The inclusion of such 
contextual factors in the ICF framework validates their 
role as the important determinants of disability. Other 
definitions of disability adopted in some studies 
conducted in the United States included difficulty in 
bodily functions or cognitive difficulties in performing 
social roles or other daily activities; diagnostic criteria 
were whether the person had difficulty completing 

A
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activities of daily living (ADL) and independent 
activities of daily living (IADL).4,5,6 China’s four 
national health surveys were based on the WHO World 
Health Survey,7 which defined disability as the loss or 
limitation of a person’s ability to perform or function in 
daily life.   

Hosseinpoor et al.,8 analyzed data on 218, 737 
respondents participating in the World Health Survey 
2002–2004. A composite disability score (0–100) 
identified respondents who experienced significant 
disability in physical, mental, and social functioning 
irrespective of their underlying health condition. 
Disabled persons had disability composite scores above 
40. Wealth was evaluated using an index of economic 
status in households based on ownership of selected 
assets. Socioeconomic inequalities were measured using 
the slope index of inequality and the relative index of 
inequality. The results showed that median age-
standardized disability prevalence was higher in the low- 
and lower middle-income countries. In all the study 
countries, disability was more prevalent in the poorest 
than in the richest wealth quintiles. Pro-rich inequality 
was statistically significant in 43 of 49 countries, with 
disability prevalence higher among populations with 
lower wealth. Median relative inequality was higher in 
the high- and upper middle-income countries. Another   
retrospective analysis of data from the World Health 
Survey (WHS)7 for nationally representative samples of 
civilian, non-institutionalized populations in 54 countries 
study was conducted. A disability was measured as 
having at least one severe or extreme difficulty with 
bodily functions (seeing, concentrating) and activities 
(moving around, self-care) based on an individual's self-
reports. In the 54 countries under study, severe or 
extreme functional or activity difficulties are highly 
prevalent. For all countries, disability prevalence is 
estimated at 14% for all adults. Low and middle-income 
countries have higher disability prevalence compared to 
high-income countries. Among subgroups, disability 
prevalence stands at 12% among working age adults and 
39% among the elderly. Women have higher prevalence 
than men.9 Interestingly, a study based on the disability 
module, which is part of the National Health and 
Morbidity Survey 2015 in Malaysia, was implemented 
using a multi-stage stratified sampling design. A locally 
validated Washington Group questionnaire was used to 
collect data on disability. Based on the definition of 
having at least one domain scored "a lot of difficulty or 
unable to do at all" or at least “some difficulty” scored in 
two domains, the prevalence of disability among adults 
in Malaysia was 11.8%. Logistic regression analysis 
performed showed that population at risk of having 
disability in Malaysia were those of older people, ethnic 
minority, low level of education, single, obese, 

physically inactive and having mental health problems. 
Among older people, disability was significantly higher 
among those with no formal education, having mental 
health problems and physically inactive10,11 in a national 
Survey was conducted in 2014, including a sample of 
47,275 adult participants drawn from 16,044 households 
from urban and rural areas proportioned to population 
size. The sample’s socio-demographic characteristics 
were collected in a face-to-face interview. Then it was 
screened for disability using the Washington Group 
Short Set of Questions on Disability. Results showed that 
the overall disability prevalence among Moroccan adult 
population was 9.5%, with important geographical 
disparities. Older age, lower education rates, 
unemployment, being single, and living in rural areas, 
were associated with higher disability prevalence rates. 
Visual and motor deficiencies were the most common 
disability modalities, and the prevalence of moderate to 
extreme disability that is associated with more significant 
functioning limitations was 2.6%.  

An original definition of social support made by Cobb12 
stated, “Social support is defined as information leading 
the subject to believe that he is cared for and loved, 
esteemed, and a member of a network of mutual 
obligations”. Cohen, Underwood, and Gottlieb,13 
theorized that social support affected physical and mental 
health, which has a larger effect on an individual’s 
overall emotional well-being, physical illnesses, 
perceptions of support, and healthy behaviors. Some 
studies have considered the social model’s application in 
understanding the experiences of people living with 
acquired cognitive impairments, specifically related to 
younger people with dementia.14,15,16 Social support, is an 
important factor in solving difficult situations, can be 
understood as: an available aid, resources provided by 
interpersonal interaction, the consequences of belonging 
to a society, or satisfying one’s needs in different 
situations by significant others and reference groups.17 

Studies focused primarily on two broad models of 
disability: One is the medical-psychological model, 
which views the disabled person’s impairment as a 
“problem,” therefore focusing on curing and “fixing” the 
physical and psychological condition of the disabled 
individual. The second is the social model, based on the 
view that society creates barriers that prevent disabled 
people from wholly participating in their local 
communities, therefore focusing on modifying society to 
meet the needs of disabled people18,19 posited that the 
sense of self (i.e., self-identity), which is privately owned 
and outwardly presented, may be denied in social 
interactions with others who respond to the person as 
“disabled” first (i.e., focusing on appearance rather than 
identity), thereby losing sense of the person’s real self.   
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Self-esteem has been defined as an individual’s global, 
subjective and emotional evaluation of their perceived 
worth as a person20,21 calls for consistency in how 
researchers conceptualize self-esteem and proposes the 
following definition: "The attitudinal, evaluative 
component of the self; the affective judgments placed on 
the self-concept consisting of feelings of worth and 
acceptance, which are developed and maintained as a 
consequence of awareness of competence, sense of 
achievement, and feedback from the external world. 
Others reported that there are some similarity between 
self-esteem and other related concepts such as self-
concept (appraisals made about multiple dimensions of 
the self), self-confidence (anticipation of successfully 
overcoming challenges or obstacles) or self-identity.22 

Based on the holistic model of disability, the aim of the 
current study was to explore several sets of factors, 
which might be associated with disability in Palestinians.  
These include demographic factors (gender, education, 
and employment status), health- and disability-related 
factors (type of disability, i.e., congenital or acquired, 
visibility of the disability, and disability duration), and 
social support factors (social adaptation, life status, 
social role, self-esteem, and self-concept).  

 

Method 

Participants  

The random sample consisted of N=416 disabled adults, 
of which n=263 were men (63.21%) and n=153 were 
women (36.79%). The age ranged from 19 to 70 years 
with mean age of 33.56 years (M = 33.56+ 12.4). 

 

Instruments  

Socio-demographic data:  

The participant's demographic data was collected by 
questionnaire and included gender, age, class, and place 
of residence. 

Characteristics of disability   

This included type, duration, and cause of disabilities. 

Social Support Scale 

The Social Support Scale was developed and validated in 
the Gaza Strip (Abu Qamar, 2009), which consists of 47 
items with 5 subscales. It measures social adaptation (9 
items), life status (10 items), social role (10 items), self-
esteem (8 items), and self-concept (10 items). The score 
ranges from 0= not true, 1= sometimes true, and 2= true. 

In the present study, the internal consistency (Cronbach's 
alpha) for social coping α=.75, life status α=.87, social 
role α=.84, self-esteem α=0.70, and self-concept α=0.74. 

Study procedure 

Community health rehabilitation workers who give 
support for such target group conducted the fieldwork. 
They were 25 professionals familiar with this target 
group and had been working with them in the community 
for a long time. They were trained for research and data 
collection, and they visited the families according to 
prepared lists of number of adults selected to the 
Database of the NSR (National Society for 
Rehabilitation) and PMER (Palestinian Medical Relief 
Society) working with such group. The field workers 
presented an information letter to the participants, and if 
agreed, they obtained written permission for their 
participation. Participants were interviewed individually 
at their homes and each interview lasted approximately 
60 minutes. The interviewers informed the participants 
that there was no right or wrong answer, provided 
guidance in filling-up the scales. Participants were also 
informed that they were free to withdraw from the study 
at any time. The data collection was done between 
August and September 2009. 

 

Statistical analysis 

Data analyses were performed using SPSS Version 20 
(SPSS, Inc. Chicago, United States). The frequencies of 
categorical data were presented. Differences in mean 
scores for death, social factors and socio-demographic 
variables were tested using independent t test for two 
groups and One-way ANOVA for more than three 
groups. The relationship between social support 
subscales was investigated using the Pearson correlation 
test. The level of significance was set at p < 0.05. 

  

Results 

Socio-demographic characteristic of the Study 

The sample responded to the interview were 418 
participants with response rate of 100%, it consisted of 
263 men (63.2%) and 154 women (36.8%). The age 
ranged from 19 to 70 years with a mean age of 33.56 
(SD=12.4).  According to place of residence, 12%   were 
from North Gaza, 30.1% were from Gaza, 28.7% were 
from Middle area, 19.1% were from Khan Younis, and 
10% were from Rafah area (south of Gaza). According to 
type of residence, 50.1% live in cities, 34% live in 
villages, and 15.9% live in camps. In looking for the 
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family monthly income, 39.7% had no income, 46.9% of 
the family's monthly income was less than $250 US per 

month, 10.8% earned $251-500 US, and only 2.6% 
earned more than $501 US. 

 

Table 1. Sociodemographic characteristic of the study sample (N = 416) 

Variable N % 
Gender   
Men 263 63.2 
Women 153 36.8 
Total 416 100.0 
Age    Mean =33.46 years 
Address   
North Gaza 50 12 
Gaza 126 30.1 
Middle area 120 28.7 
Khan Younis 80 19.1 
Rafah area 42 10 
Education   
Uneducated 71 17.1 
Elementary 70 16.8 
Primary 108 26 
Secondary 89 21.4 
Vocational 3 0.7 
Diploma 27 6.5 
University 48 11.5 
Place of residence   
City 205 50.1 
Village 139 34 
Camp 65 15.9 
Family monthly income   
No income 165 39.7 
less than $250 US 195 46.9 
$251-500 US 45 10.8 
More than $501 US  11 2.6 
Job   
Student 25 6.5 
Unemployed 232 60.6 
Employee 37 9.7 
House wife 46 12 
Simple worker 43 11.2 

 

Characteristics of disability   

Results showed that 54.4% of participants had physical 
disability, 23.8% had vision disability, 9.3% had multiple 
disabilities, 5.4% had mental disability, 4.76 % had 
hearing impairment, and 2.5% had speech disability. 
According to cause of disability, the results showed that 
10.1% reported that their disability was attributed to 
heredity factors, 24.76% were due to congenital problem, 

8.25% were due to road traffic accidents (RTA), were 
7.28% due to home accidents, and 29.61% were due to 
last war on Gaza on 2009. According to time of 
disability, 60.7% reported that their disability was back 
to several years, 16.3% was back to less than one year, 
and 22.9% was before 6 months of the study. Regarding 
the rehabilitation status of cases, 56.3% of the disabled 
persons were currently active cases with both societies, 
and 43.7% were closed (non- active cases). 
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Table 2. Characteristics of sample disability 

 N % 
Type of disability   
Physical 222 53.4 
Visual 101 24.3 
Multiple 37 8.9 
Mental 23 5.5 
Hearing 21 5 
Speech 12 2.9 
Total 416 100 
Cause of disability   
War 102 29.61 
Congenital 30 24.76 
Other 122 19.90 
Inherited  42 10.19 
Road traffic accidents 34 8.25 
Home accidents 82 7.28 
Duration  of  disability   
Less than 6 months 94 22.9 
Less than one year 67 16.3 
More than one year 249 60.7 
Rehabilitation state of the case   
Active 220 56.3 
Not active 171 43.7 

 

 

Measurement of social support of disabled adults  

This part of analysis discussed the responses of the adults 
about the social support, which consisted of 5 subscales 
based on the variables of measurement of social support. 

 

Mean and standard deviations of social support 
subscales 

The results showed that mean social adaptation was 9.40 
(SD = 3.92), life status mean was 10.02 (SD= 4.20), 
social role mean was 11.97 (SD=4.37), self-esteem mean 
was 6.09 (SD=3.73), and social concept mean was 14.25 
(SD=5.17).  

Table 3. Means, SD, and percentage of social support subscales 

 N Minimu
m 

Maximu
m 

Mean SD 

Social adaptation 418 0 18 9.40 3.92 
Life status 418 0 19 10.02 4.02 
Social role 418 0 20 11.97 4.37 
Self-esteem 418 0 16 6.09 3.73 
Social concept 418 0 22 14.25 5.17 

 

Frequency of social support subscales 

The present study showed the most common social 
adaptation items were feeling for the need for security 
(69.6%), I do not feel oppression from others (42.1%), I 
feel flexible in new situations (41.6%). While life status 
commonly reported items were I do not feel satisfied 

about my life level (39%), I have adequate health care 
(38%), rehabilitation organization services are not 
sufficient (36.4%). However, social roles common items 
were:  I understand the demands of a new life (53.3%), I 
understand my personal abilities in achieving my goals 
(51.7%), I understand the change of my social role. 
Common self-esteem items were: I feel the need of love 
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and social recognition (69.4%), I feel the need for 
knowledge and exploring things (66.7%), I feel the need 
to belong (66.3%), I feel the need for success (63.4%). 

Final the mist common self-concept items were: I know 
my potentials and abilities (69.4%), I feel I can succeed. 
(56.7%), and I feel I take responsibility (54.8%).

 

Table 4. Percentage of social support subscales in disabled adults 

  Social Adaptation True True to 
some 
extent 

Not 
true 

1 Feeling the need for security. 69.6 18.4 12 
2 I feel I'm different from others. 39.7 34.4 25.8 
3 I feel embarrassed from others. 33.7 24.6 41.6 
4 I feel weakness in front of others. 29.4 26.3 44.3 
5 I feel pity from others. 31.6 25.6 42.8 
6 I feel my marriage future is not safe. 28.9 20.8 50.2 
7 I respond to new experiences properly. 38.5 42.1 19.4 
8 I do not feel oppression from others. 42.1 27.8 30.1 
9 I feel flexible in new situation 41.6 41.9 16.5 
  Life status       

10 I feel that my social needs are met. 30.1 33.5 36.4 
11 I feel that my basic needs are available. 32.3 31.6 36.1 
12 I feel my education right is not affected. 30.1 17.7 52.2 
13 I have adequate health care. 38 33.7 28.2 
14 My life style is positive. 31.8 37.1 31.1 
15 I do not feel satisfied about my life level. 39 30.4 30.6 
16 I feel reassured and socially secured. 28.5 34.2 37.3 
17 I feel neglected by family. 11.5 18.9 69.6 
18 Rehabilitation organization services are not sufficient. 36.4 43.1 20.6 
19 I feel graces when receiving services. 33.3 34.9 31.8 

  Social role       
20 I understand the demands of a new life. 53.3 33.3 13.4 
21 I do not feel embarrassed to modify my personal 

expectations. 
39.5 35.9 24.6 

22 I am not hesitant to compete for public vacancies. 37.8 23.9 38.3 
23 I understand the change of my social role. 51.4 32.8 15.8 
24 I find difficulties responding to what is required. 29.7 45.5 24.9 
25 I feel I am able to share others. 45.9 34 20.1 
26 My social status is changed. 26.3 28.2 45.5 
27 I feel difficulty in decision-making. 27.8 34.4 37.8 
28 I understand my personal abilities in achieving my goals. 51.7 29.2 19.1 
29 I respond to new attitudes positively. 42.3 39.2 18.4 

  Self-esteem       
30 I feel the need for love and social recognition. 69.4 20.8 9.8 
31 I feel the need for knowledge and exploring things. 66.7 19.4 13.9 
32 I feel the need to belong. 66.3 22.5 11.2 
33 I feel the need to take responsibility 59.1 20.1 20.8 
34 I feel the need for success. 63.4 21.3 15.3 
35 I find difficulties in making social relations with my peers. 27.5 26.6 45.9 
36 I feel suspicious of others’ attitudes toward me. 24.9 31.8 43.3 
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37 I feel that my belonging to family is disturbing. 23.7 26.3 50 

  Self-concept       
38 I know my potentials and abilities. 69.4 17 13.6 
39 I feel I can succeed. 56.7 25.6 17.7 
40 I feel I can learn. 46.5 23.5 30 
41 I feel that opportunities for success are limited 40.2 32.1 27.8 
42 I feel I am insignificant. 22.2 25.4 52.4 
43 I feel my goal is realistic. 45.9 35.4 18.7 
44 I feel I take responsibility 54.8 28.5 16.7 
45 I feel I can control my desires. 51.7 33.5 14.8 
46 I feel I depend on others. 26.3 34.7 39 
47 I'm proud of my social life 51.9 29.4 18.7 

 

 

Differences in social support subscales regarding socio-
demographic variables 

The results indicated that there was a statistically 
significant difference between men and women 

regarding self-esteem of disabled adults, men having 
more self-esteem than disabled women (t (389) = 2.46, 
p<.0.01). 

 

Table 5. Independent t test for differences in gender and social support subscale 

 N Mean SD SE t p 

Social adaptation Men 263 9.60 3.92 .24 1.35  .17  
Women 153 9.07 3.90 .32     

Life status Men 263 9.84 3.85 .24 -1.13  .25  
Women 153 10.30 4.27 .35     

Social role 
  

Men 263 12.17 4.31 .27 1.25  .21  
Women 153 11.61 4.49 .36     

Self-esteem 
  

Men 263 6.45 3.72 .23 2.46  .01  
Women 153 5.52 3.67 .30     

Social concept Men 263 14.24 5.22 .32 .01  .98  
Women 153 14.24 5.12 .41     

 

Post hoc test using Tukey test showed that there were no 
statistically significant differences according to age 
groups of disabled adults. The present study showed that 
disabled adults with no income had less social adaptation 
than other with better socioeconomic status (F (3, 
412=5.75, p = 0.001, ηp²=0.07), disabled adults with no 

income had less life status (F (3, 412=5.71, p = 0.001, 
ηp²=0.06), disabled adults with no income had less social 
role (F (3, 412=3.31, p = 0.02, ηp²=0.06),  and disabled  
adults with no income had less self-concept  (F (3, 
412=5.16, p = 0.001, ηp²=0.07).   
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Table 6. One Way ANOVA of family monthly income and social support 

 Sum of 
Squares 

df Mean 
Square 

F Sig. 

Social adaptation Between 
Groups 

256.267 3 85.422 5.75 .001 

Within Groups 6116.423 412 14.846   
Total 6372.690 415    

Life status Between 
Groups 

268.035 3 89.345 5.71 .001 

Within Groups 6442.674 412 15.638   
Total 6710.709 415    

Social role Between 
Groups 

186.262 3 62.087 3.31 .02 

Within Groups 7739.466 412 18.785   
Total 7925.728 415    

Self-esteem 
  

Between 
Groups 

88.876 3 29.625 2.14 .09 

Within Groups 5698.884 412 13.832   
Total 5787.760 415    

Social concept Between 
Groups 

400.223 3 133.408 5.16 .001 

Within Groups 10659.937 412 25.874   
Total 11060.160 415    

 

 

Relationships between social support subscales 

In order to find the relationship between social support 
subscales, Pearson correlation coefficient test was 
performed. The result showed that there was significant 

correlation between total social adaptation and life status 
(r=0.40, p=0.001), social role (r=0.60, p=0.001), self-
esteem (r=0.24, p=0.001), and social concept (r=0.54, 
p=0.001). 

 

Table 7. Pearson correlation coefficient test between social support subscales 

  Social 
adaptation 

Life status Social role Self-esteem 

Social adaptation      

Life status .40**    

Social role .60** .46** 1.00  

Self-esteem .24** .16** .14** 1.00 
Social concept .54** .42** .72** .08 

 

Discussion 

The present study aimed to determine the social support 
levels perceived by Palestinian adults with disabilities 
and to compare the data with socio-demographic 
variables. The prevailing disability for adults (65.6% of 
the sample) was attributed to heredity and congenital; 
this was consistent with findings of Gomaa23 who 
reported that genetic diseases may be responsible for 
two-thirds of childhood blindness in Arab societies, 

ranging from 47% in Tunisia to 86% in Kuwait. It is, 
internationally estimated that 50% of hearing impairment 
in infants is due to genetic factors.24 The other factors 
that caused disability in Palestinians was referred war, 
home accidents, and road traffic accidents. This is 
consistent with Hakim and Jaganjac25 in which they 
reported that high rate of accidents were related to 
disability in the Arab countries. The present study 
showed that there were no statistically significant 
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differences according to age groups of adults with 
disabilities.  

The results indicated that there was a statistically 
significant difference between men and women 
regarding self-esteem of adults with disabilities, men 
having more self-esteem than women with disabilities. 
Our study showed that there were no statistically 
significant differences according to age groups of adults 
with disabilities. The present study showed that adults 
with disabilities who had no income had less social 
adaptation than others with better socioeconomic status, 
adults with disabilities who had no income had less life 
status, adults with disabilities who had no income had 
less social role, and adults with disabilities who had no 
income had less self-esteem. The result showed that there 
was significant correlation between total social 
adaptation and life status, social role, self-esteem, and 
social concept. 

 

Social support comes in a variety of forms (e.g. 
emotional, instrumental informational) and from a 
variety of sources (e.g. family, friends, significant 
others). This was consistent with another study, 
conducted among a sample of 251 adult residents of a 
sociodemographically diverse community in Colombia, 
United States, that found perceived social support 
moderated the relationship between perceived social 
discrimination and psychological well-being, such that 
high levels of perceived social support were found to 
reduce the harmful impact of perceived social 
discrimination on the severity of psychological 
symptoms and mental health.26 

In another study conducted among a sample of 642 
Dutch people with physical disabilities Van Campen,27  
found that people with physical disabilities who feel they 
are participating in social life (less discriminated against) 
are more likely to experience higher levels of subjective 
well-being compared to people with physical disabilities 
who don't feel welcome to participate in society. 

 

A study conducted among 53,456 adults with disabilities 
of various types from 35 states in the United States, the 
District of Columbia, and Puerto Rico; for example, 
found that lower educational achievements were 
significantly associated with severe psychological 
distress, due to the tendency to avoid reaching out to 
health care services.28  One of the few studies related to 
the moderating role of perceived social support in the 
association between perceive,29 was conducted in Miami-
Dade County, Florida. Its findings suggested that when a 

person with disability perceives discrimination against 
her or him, the existence of social support might reduce 
the negative consequences of the discrimination.   

Bogart 30 in a study of adaptation to congenital or 
acquired disability studied 226 participants with 
congenital and acquired mobility disabilities. The study 
involved a cross-sectional online questionnaire 
measuring satisfaction with life, self-esteem, disability 
identity, disability self-efficacy, and demographic 
information. Self-esteem, disability identity, disability 
self-efficacy, and income were significant predictors of 
satisfaction with life. Congenital onset predicted higher 
satisfaction with life; disability identity and disability 
self-efficacy, but not self-esteem, partially mediated the 
relationship. New evidence suggests that having at least 
one close friend with a disability is associated with 
higher life satisfaction among people with disabilities.31  
Kagan et al.,32 assessed the association between 
demographic factors (gender, education, and 
employment status), health- and disability-related factors 
(type of disability, visibility of the disability, disability 
duration, and self-rated health), and psychosocial factors 
(perceived discrimination and perceived social support), 
and psychological distress among 433 people with 
physical disabilities. The findings suggest negative 
associations between education, employment status, 
duration of disability, self-rated health, and perceived 
social support, and psychological distress among 
physical disabilities.  In addition, the findings indicate a 
positive association between perceived discrimination 
and psychological distress. No association was found 
between gender, type of disability, and visibility of the 
disability, and psychological distress. More recently, von 
Soest et al.,33 in study used 2-wave data from the 
population-based NorLAG study in Norway (N 5,555; 
Mage 58 years; 51% women) and combined self-report 
data on self-esteem and personality with registry-based 
information on socioeconomic status (education, income, 
unemployment), health problems (sick leave, lifetime 
history of disability), and social relationships (cohabiting 
partner, lifetime history of divorce and widowhood). 
Results from latent change score models revealed that 
lower socioeconomic status, not having a cohabiting 
partner, unemployment, and disability were each 
uniquely associated with lower levels of self-esteem 
and/or steeper declines in self-esteem over the 5-year 
study period. Moreover, associations of disability and of 
emotional stability with self-esteem level were weaker 
with advancing age. Among women, self-esteem level 
was more strongly associated with emotional stability 
and less strongly with openness, compared to men. 
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Study limitations 

One limitation of the present study is the cross-sectional 
nature of this survey because it did not include all adults 
with disabilities in the Gaza Strip, which may prevent the 
identification of causal relationships between identified 
factors and disability.  

 

Conclusions 

Findings contribute to the emerging body of evidence 
that worsening socioeconomics due to siege and closure 
of the Gaza Strip for the last 12 years conditions for 
many disabled Palestinians beside their disabilities are 
bringing negative self-esteem and less adaptation to other 
life adversities. It highlights the importance of focus for 
improving the social support, self-esteem, and well-being 
of disabled Palestinian adults and families. Self-esteem 
enhancement interventions offered in this context might 
well have an increased effect when combined with the 
other services available through independent living. Such 
interventions may include workshops with trained health 
professionals; printed educational materials, such as 
brochures, posters, or workbooks; and interactive 
websites. Also, the finding that low self-esteem, self-
cognition, and social isolation indicates the importance 
of intervening with caregivers, physiotherapists, other 
people working with people who have disabilities to 
inform them about the damaging effects of 
overprotection and offer them training to develop skills 
that will help their people with disabilities understand 
their value and potential. Culturally sensitive 
interventions need to be developed to further enable 
people in all strata of the social hierarchy to understand 
their own worth and bring about changes in their lives 
and their communities. To lower the disability levels in 
the early life of children, efforts must be focused earlier 
in the life course on preventing or delaying onset of 
major chronic health problems. Psychological 
interventions can play a useful role in supporting 
awareness and the development of accurate and positive 
appraisals of the self, alongside the process of adjusting 
to life after a brain injury. To increase persons with 
disabilities sense of self (in line with their values and 
social roles) is vital in supporting people to derive 
meaning from their experiences, alongside the 
acceptance of limitations or impairments to allow for 
functional adjustment, adaptation and compensation. The 
varied results of the included studies could be suggestive 
of a need to build individualized programs of care, taking 
a holistic approach to rehabilitation given the complex 
relationships between neurological and psychological 
factors. Additionally, there is strong evidence to suggest 

that higher levels of physical health problems and lower 
levels of functional independence are associated with and 
predictive of lower self-esteem.  
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 ملخص ال

 .االجتماعیة الدیموغرافیة وعالقتھا مع المتغیراتاالجتماعي التي یتلقاھا الفلسطینیون المعاقون  وطبیعة الدعم تحدید نوعھدفت ھذه الدراسة إلى  الھدف:

. وتراوحت اعمارھم ٪36.79نسبتھ ما  أنثى 153و ٪63.21ذكراً ما نسبتھ  263مشارك مسجل كحالة إعاقة. وتكونت العینة من  416تألف العینة من الطریقة: 
قطاع غزة  الفئة فيوتم اختیارھم عشوائیاً من قاعدة البیانات لمنظمتین غیر حكومیتین تعمالن مع ھذه  سنة، 33.56سط العمر وبلغ متو سنة 70و 19 بین ما

 .)الطبیةواإلغاثة  للمعاقین،(اللجنة الوطنیة 

اإلقامة، وتشمل الجنس والعمر والدخل الشھري ومكان  الدیموغرافیة.تم جمع البیانات الدیموغرافیة للمشاركین من خالل استبیان المتغیرات االجتماعیة  األدوات:
 .والمفھوم االجتماعي الذات،وتقدیر  االجتماعي،لمقیاس الوظائف االجتماعیة المختلفة مثل التكیف  والسبب والمدة باإلضافةاالعاقة  ومقیاس نوع

وأن  ،11.97وأن متوسط الدور االجتماعي كان  ،10.02 الحیاة كانوكان متوسط الرضى عن  ،9.40أظھرت النتائج أن متوسط التكیف االجتماعي كان النتائج:  
  .14.25وكان متوسط المفھوم االجتماعي  ،6.09متوسط تقدیر الذات كان 

الة الرضا عن الحیاة التي تم اإلبالغ بینما كان أكثر بنود ح )،٪69.6أظھرت الدراسة أن أكثر بنود التكیف االجتماعي شیوًعا كان الشعور بالحاجة إلى األمان (
). كان أكثر بنود ٪ 53.3أفھم مطالب الحیاة الجدیدة ( الدور االجتماعي ھيكان أكثر بنود  ذلك،). ومع ٪39عنھا ھي أنني ال أشعر بالرضا عن مستوى حیاتي (

وأخیًرا أكثر بنود المفاھیم االجتماعیة ا ھي أنني أعرف قدراتي وقدراتي  )،٪69.4الشعور بتقدیر الذات ھو أنني أشعر بالحاجة إلى الحب واالعتراف االجتماعي (
لدیھم تقدیر ذاتي أكثر من اإلناث المعوقات. وأظھرت الدراسة أن البالغین المعوقین الذین دخلھم ضعیف لدیھم  الذكور المعاقین). أشارت النتائج إلى أن 69.4٪(

  .أقلومفھوم اجتماعي  وتقدیر ذاتي، ي،اجتماععن الحیاة، ودور  اجتماعي ورضىتكیف 

تسلط النتائج التي توصلنا إلیھا الضوء على أھمیة التركیز على تحسین الدعم االجتماعي واحترام الذات والرفاھیة لدى المعاقین : الخالصة والتطبیقات السریریة
ي یتم تقدیمھا في ھذا السیاق تأثیر متزاید عند دمجھا مع الخدمات األخرى المتاحة احترام الذات الت برامج تعزیزالفلسطینیین وعائالتھم. وقد یكون لتدخالت مثل 

المعاقین من فھم قیمتھم  الموجودة لتمكینتدخالت تضع في الحسبان الثقافة  ویجب تطویرالمعاقین على العیش معتمدین على أنفسھم في المستقل.  مساعدةمن خالل 
أن تلعب دورا مفیدا في دعم الوعي وتطویر تقییمات دقیقة  والتي یمكنویمكن عمل تدخالت نفسیة اجتماعیة  .جتمعاتھمومالخاصة وإحداث تغییرات في حیاتھم 

 .الحیاة للمعاقینجنبا إلى جنب مع عملیة التكیف مع  للذات،وإیجابیة 
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Role of Women Mental Health in National Development 

Unaiza Niaz and Qudsia Tariq 

 دورة الصحة النفسیة للمرأة في التطور الوطني
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Abstract 

he current paper explores the contributions and role of women in the national development process. It further focuses 
on how their mental well-being can contribute to social, economic and political growth. Qualitative data were collected 

from archival documents and the internet to examine research on national development. This highlights the fact that women 
occupy a very significant and decisive place in the social, cultural, economic and political life of a country. Their importance 
is evident in both modern and traditional sectors, not only as housewives and mothers in society, a para-eminent role, but also 
through their contribution to the quality of day-to-day life. Since their role is imperative for economic stability, government 
policies should include health bills, which pay special attention to physical and mental health problems of women. The 
current paper concludes that women must not be taken for granted when it comes to handling the mantle of leadership, 
economic stability, and nation building. Indeed, society benefits when women are encouraged and supported to develop their 
potential for greater contributions to the national development. 

Keywords: Economic stability, women, nation-building, leadership, mental health 
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Introduction 

National development refers to the ability of a nation to 
improve the lives of its citizens. Measures of 
improvement may be material, such as an increase in the 
gross domestic product, or social, such as literacy rates 
and availability of healthcare. Across the globe, women 
constitute a very significant and indispensable portion of 
the population. No wonder in recent times, women all 
over the world have come to positive focus. Although a 
few countries, especially the developed ones, have 
appreciated and empowered women largely in order to 
play their roles and contribute their own quota to the 
development of their societies, many others, especially 
developing countries, have not appreciated fully the 
important roles women can play in the transformation of 
their countries when empowered.1 The progress and 
development of any nation requires involvement from 
women in its society. Thus, women can be seen as being a 
catalyst for positive change, depending on how they are 
treated, and the levels of opportunities given them to 
actualize their potentials. The year 1978 was declared by 
the United Nations (UN) to be the International Year of 
Women, a focus that was maintained in the decades that 
followed, which included the UN adoption of certain 
principals of equality between men and women as laid out 
in the Beijing Declaration in 1995. These fostered a 
positive focus on the emancipation of women worldwide 
by highlighting the importance of women in national 
development and transformation. 

Women in Pakistan have continued to play a very 
important role in every aspect of life. In order to grow as 
a nation, we need their active involvement and/or 
presence in all fields as educationists, politicians, doctors, 
businesswomen, engineers, lawyers, military officials, 
ambassadors, artists, writers, farmers, mothers, wives, 
students, and the list continues. It can be argued that 
Pakistani culture reflects strong views that women cannot 
attain jobs in the way men can. Their ambitions and 
aspirations are suppressed. Now, women are fighting for 
equality in the workplace and are successful to some 
extent. They assert that, when given the chance, their 
contribution to the societal development is comparable to 
contributions made by men.  

The concept of ‘human development’ was explained by 
Pakistani economist, Dr Mahbub ul Haq, in the first 
Human Development Report.2 It essentially shifted 
attention to human beings and their opportunities and 
well-being, as opposed to the idea that economic 
development was in and of itself enough to safeguard 
society’s needs. 

Based on this approach, the Sustainable Development 
Goals (SDGs) 2030 were set by the UN in 2015. The 
SDGs are 17 interdependent goals with 169 ‘targets’ that 
cover a comprehensive range of social and economic 
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development issues, and for which, carefully crafted 
multidimensional strategies are required. 

 

Encouragingly, Pakistan was the first country to adopt the 
SDGs 2030 agenda through a unanimous resolution of 
Parliament in 2015. However, a key component necessary 
to bring about change is the community’s mental health, 
without which no amount of political will and resources 
will be enough to prepare us to undertake such a 
transformation. 

 

Economic indicators suggest that life will be very tough 
in the coming years. A single earning individual in a 
household will not be enough to make ends meet. Men 
and women have to work together to survive in future. 
Our society is already seeing a change where young 
people now work and study at colleges simultaneously to 
cover their educational expenses. The next step will be the 
partnership of men and women to carry the burden of 
expenses by sharing responsibilities equally. Our women 
have education, talent, and a strong will to compete with 
men in all fields of practical life. 

 

Their presence should not be limited to certain fields 
determined by our society. Women should be given a 
chance to pursue their dreams, earn their own livelihood, 
and become less dependent on men who, it may be said, 
are prone to regarding women’s dependency as a 
weakness. We need empowerment for women in order to 
ensure a strong stance against the overall economic 
turmoil in the country and across the world and, for that, 
we should allow women to come forward and join hands 
with men in the progress and growth of Pakistan, keeping 
in mind the limits prescribed by some religions. Most 
world religions allow women to work and earn with men; 
and those that place certain limitations on what is 
permitted, can be adhered to nevertheless. 

  

Women's Economic Roles and the 
Development Paradigm 

The role of women in national development cannot be 
undermined. Analysts believe that Nigeria, with a 
population of around 140 million and a large proportion 
of women, has the potential to transmute from a poverty-
stricken nation to a vibrant economy. Women in Nigeria 
are crucial beyond certain customary duties and 
procreation efforts. They have the potential to transform 
an ailing economy at family, local, state and national 
levels, through their innate ability as resourceful 

economists, through their organizational skills, and  their 
single-minded focus to surmount obstacles posed by the 
environment, culture, and stronger partners (the men).3 

The steady advancement of women contributing to the 
socio-economic development of the nation’s scheme of 
affairs has largely influenced the federal government 
making the federal government respond positively in 
many ways. 

 

Awe4 considers the importance of women in their roles 
because peace and stability at home depends largely on 
the managerial abilities of women. She further stressed 
that women, especially mothers, plan, organize, direct, 
and coordinate all resources at home for the benefit of all 
family members. It follows that effective management of 
the home promotes national development. However, when 
this approach to household management does not happen, 
the reverse is usually the case.5 

 

In the agricultural sector, women have made significant 
contributions toward food production and processing. As 
far back as the early 1980s, the UN has reported that 60% 
to 90% of the global agricultural labor force was women, 
and they produced two-thirds of the world’s food crops. 

 

Olawoye6 described Nigerian women as being crucial for 
the production of crops in bulk. Despite these statistics, a 
widespread assumption prevailed that men, rather than 
women, made key farm management decisions. Sadly, 
women farmers in the country were among the voiceless, 
especially with respect to influencing agricultural 
policies. Their role in the decision-making process in 
agriculture has not been widely employed or at best, 
remains minimal. The high level of knowledge and 
experience about improved farm practices acquired by 
educated women farmers had positive influence in that 
regard. The wealth status of women is also another major 
determinant of the role of women in farm management 
decision-making; in other words, wealthier women are 
more involved than their poorer counterparts. A report by 
Naerls7 indicates that women in the Anambra state of 
Nigeria contributed more than men in terms of labor input 
in farming, and were solely responsible for household 
management duties. 

 

Buvinic8 conducted a case study on the level of pay for 
women undertaking agricultural work in the coffee and 
tobacco plantations of Honduras and compared these 
figures with those of a national census conducted three 
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years earlier for the same geographical region. Based on 
plantation production and salary records, Buvinic9 
estimated the extent of female participation in the paid 
agricultural labor force for the previous harvest season. 
When compared with the case study figures, it was found 
that census figures had underestimated women's 
participation in the agricultural labor force by between 
30% and 40%. Women in Honduras made up almost 90% 
of the paid labor force in coffee production. Similar 
evidence of census under-reporting is available for Chile, 
Paraguay, Bolivia, and the Dominican Republic.10 

 

Guatemalan women also work in large plantations, either 
seasonally or year-round, in the field and at tasks ancillary 
to agricultural activities, such as cleaning and classifying 
produce, cooking and washing clothes for the seasonal 
work force, and tending livestock.11 

 

For over fifty years, women's organizations have 
challenged the development paradigm, influenced 
development agencies to include women's concerns, and 
formed a global social movement that has altered gender 
relations throughout the world. Women were invisible in 
early economic development theory, which was 
influenced by a prevailing middle-class view in the 
developed world. Limited research on women's lives in 
developing countries contributed to assumptions that 
women did not work. To challenge this social 
construction of gender, women scholars began to 
document the economic impact of women. Activists 
argued that many development programs were adversely 
influencing women. Socio-economic transitions have 
been altering family structure and drawing greater 
attention to gender relationships. Demands for women's 
social and civil rights have been raising questions about 
the patriarchal structure of society. Today, development 
agencies speak of equality; and, activists work to ensure 
that rhetoric is matched by expenditures and by greater 
women's political power, representation, and rights. 

 

Half of Pakistan’s population comprises women, but we 
continue to rank second to last in the Global Gender Gap 
Index with the lowest female labor force participation rate 
in South Asia. For those who do get an opportunity to 
work, there are glaring discriminations. Three-quarters of 
women in the workforce have no formal education. Even 
where there is the same level of education/performance 
between both genders, women earn 38.6% less than men 
earn, and are thereby labelled ‘secondary workers’. 

 

Status of Women:  Health and Social Issues  

It is estimated that 25% to 35% of households in the 
developing world are headed de facto by women because 
of divorce, separation, desertion, or long-term migration 
of husbands or because women had children out of 
wedlock.12 These women, who are the poorest in every 
country, typically are responsible for earning income to 
support their families.13 

 

For countries like Pakistan, economic growth is 
understandably a necessary prerogative. There is a large 
body of scientific evidence to confirm the significant 
association between mental health and economic indices. 
Citizens with poor mental health struggle to avail 
employment opportunities and make progressive choices, 
both paramount for human development. Mental health 
problems constitute an enormous economic burden for 
individuals and societies. For Pakistan, it is estimated that 
the overall cost of mental disorders in Pakistan is well 
over Rs250 billion per annum. This includes the 
economic cost of lost productivity. 

 

There is also a close association between poverty and its 
consequences, such as malnutrition and mental health. For 
example, iodine deficiency in pregnancy increases the risk 
of irreversible brain damage, and nearly a quarter of all 
children under the age of five are physically stunted, 
which in turn is linked to numerous risks for 
developmental disorders. 

 

In 2004, a study from Pakistan stated that 34% of people 
suffered from common mental disorders. Furthermore, it 
is estimated that 13,000 people commit suicide each year 
in Pakistan. It is reported that 96% of them suffer from 
treatable mental illnesses. 

 

Recently, the World Bank identified mental health as a 
Global Development Priority; that is, an issue that has a 
critical impact on economic development, and personal 
and social well-being. Annual global costs of mental 
health problems are estimated at 2.5 trillion USD and 
expected to rise to 6 trillion USD by 2030.14 

  

Mental health needs are firmly located within the context 
of Pakistan’s development needs. Like physical health, 
mental health cannot be described in absolute terms and is 
usually a dynamic state on a spectrum fluctuating between 
milder forms of everyday distress to more severe forms of 
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psychosocial disability and mental ‘disorders’. According 
to the World Health Organization, mental health is 
defined as “a state of well-being in which every 
individual realizes his or her own potential, can cope with 
the normal stresses of life, can work productively and 
fruitfully, and is able to make a contribution to her or his 
community”. Clearly, this notion extends far beyond the 
absence of a mental disorder.15 

 

For policy planners in government looking to lay out 
meaningful development and health agendas, investing in 
mental healthcare will be crucial if Pakistan is to strive for 
sustainable development. Mental healthcare is not only a 
public health priority but has far-reaching consequences 
for the state’s economic, social and human capacities. The 
relationship between human development and mental 
health is bidirectional where poor human development 
indices can contribute to mental health problems and vice 
versa. 

 

The relationship between sexual harassment and 
subsequent anguish leading to mental disorders is also 
well established. Victims of sexual harassment range from 
domestic workers, secretarial staff, doctors, and even 
lawmakers. For a victim, a skeptical inquiry by men in 
charge or a sensationalist campaign by social media or the 
challenges of dealing with male-dominated law-
enforcement agencies are strong deterrents that prevent 
women from coming forward to file complaints. 

 

Mental disorders and psychosocial disabilities are big 
obstacles to social and economic progress. Mental and 
behavioral problems account for nearly a quarter (23%) of 
the global burden of disease16. They are the biggest single 
cause of disability, more than cardiovascular diseases and 
cancer combined. In high-income countries, men with 
mental health problems die on average 20 years earlier 
and women with mental health problems 15 years earlier 
than the rest of the population; in low-income countries, 
this mortality gap is likely to be even wider.17 This is a 
huge loss of the workforce, which is only one aspect of 
the excessive costs of untreated mental health conditions. 
The World Economic Forum has calculated the global 
cost of mental health conditions at 2.5 trillion USD for 
2010, and estimates the costs to rise to 6 trillion USD by 
2030.18 Societies’ economic development is linked to the 
mental health condition of their people. Sustainable, 
inclusive and equitable growth can happen only when we 
include the quarter of the world’s population who have 
experience of mental health problems. 

Mental health has strong links with many of the thematic 
areas of the SDGs; for instance, it is critical to success in 
addressing poverty and economic development.14 Armed 
conflict, violence, insecurity and injustice often have 
roots in social and economic deprivation and inequalities. 
Mental health is a key to social benefits, economic 
growth, and equality. 

 

Mental health also affects general health indices. In 2004, 
a study conducted in Pakistan showed that babies of 
women who suffered from depressive disorders during 
their pregnancy and after birth were five times more at 
risk for being underweight than babies of non-depressed 
mothers. Unsurprisingly, social attitudes and behavior 
towards mental health cut across attempts to bring change 
in other SDG target areas. Mental health and the 
psychosocial well-being of the family are important for 
early child development and educational opportunities. 
Last year, it was reported that 22.6 million Pakistani 
children were still out of school. Some of the known 
barriers for this relate to attitudes and perceptions. For 
those attending schools, stressful environments negatively 
influence the ability of a child to learn. 

 

Over the last few years there has been an ongoing debate 
on the impact of health improvements on economic 
growth19,20,21. A report by the Commission on 
Macroeconomics and Health19 claims that health 
interventions in poor countries imply savings in terms of 
lost output that are high enough to vastly overcompensate 
for the associated initial investments. In this view, being 
healthier implies being wealthier. Skeptics, on the other 
hand, have argued that the growth rate of the population 
rises in case of a longer life expectancy induced by better 
health. They claim that this has negative repercussions on 
economic prosperity via capital dilution that outweigh the 
potential gains. Research has demonstrated that the 
impact of increasing life expectancy on population growth 
crucially depends on its timing22. While rising life 
expectancy may indeed increase fertility and population 
growth in the pre-demographic transition regime, it can 
even reduce fertility and population growth in the post-
demographic transition regime. This implies that better 
health promotes economic growth and fosters 
development in countries that have already surpassed the 
demographic transition. 

 

There is another crucial dimension with respect to this 
argument – it matters whether health improves for women 
or for men. In the former case, development is promoted 
even in the pre-demographic transition regime, while in 
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the latter case development is indeed slowed down. It can 
be argued that targeting health investments on women 
rather than on men is a strong lever for development 
policy. 

 

The Equiproportional Health Model   

In developing countries less attention is given to women’s 
health, which has contributed to the mortality rate of 
women and baby girls being much higher when compared 
to males. A key reason for this is due to malnourishment. 
Women in the Asian subcontinent mostly rely on leftover 
food after feeding their husbands and children.23 

 

Generally, the following channels are important when 
considering the differential effects on economic 
development between investments in women’s health and 
men’s health: better health of fathers raises their 
productivity and thereby household income. The fact that 
the time burden of childcare in developing countries 
predominantly falls on mothers implies that the associated 
income effect with respect to having children is stronger 
than the substitution effect. This induces families to have 
more children in the pre-demographic transition regime 
(the Malthusian regime) if health improves for men only. 
The increase in fertility then leads to a postponement of 
the demographic transition, and, as a consequence, to a 
postponement of the takeoff toward sustained economic 
growth24 However, where improvements to women’s 
health occur more subtle and richer mechanisms are at 
work: better health of mothers directly affects the health 
of their children which then improves development 
prospects through the direct intergenerational 
transmission of human capital.25 Since mothers mostly 
provide childcare in developing countries, this implies 
that the opportunity costs of childcare increase by more in 
the case of improvements in women’s health than they 
would in the case of improvements in men’s health.26  

 

According to Bloom et al.,27 a micro-founded dynamic 
general equilibrium model that allows for a different 
health status of men and women and, which also takes 
into account some of the outlined mechanisms through 
which improvements in women’s health, can stimulate 
economic development. While an equiproportional 
increase in the health of both genders leaves the growth 
rate unaffected until the takeoff, it moderately increases 
after the transition, a finding that is in line with the results 
reported by various researchers22,28. Furthermore, 
equiproportional health improvements help to speed up 
the economic transition. 

Potential policies that target women’s health include the 
reduction of iodine deficiency, which has a greater 
adverse effect during pregnancy on the cognitive abilities 
of girls compared to boys.29 Even moderate iodine 
deficiencies have been shown to reduce the IQ of children 
by 10-15 points.30 A second promising policy in this 
regard is the vaccination against human papilloma virus to 
prevent cervical cancer, which is the second deadliest 
cancer among women in the developing world.31 The fact 
that cervical cancer is associated with a young average 
age of death, often for women, who are raising children, 
makes this disease particularly dreadful. Luca et al.31 
found that scaling up vaccinations over a ten-year horizon 
could prevent three million deaths. Finally, Jayachandran 
and Lleras-Muney32 show that policies targeted at 
reducing maternal mortality - such as improved access to 
maternal health care by means of additional facilities, 
more and better trained staff, and providing crucial 
services free - have a strong impact on investments in 
female education. Thus, a one-year increase in a girl’s life 
expectancy, following improvements in maternal health 
care in Sri Lanka in the 1950s, triggered an increase of 
0.7 percentage points in literacy rates and an increase of 
0.11 years in education for girls relative to boys. 

  

Conclusions 

Overall, findings highlighted in the current paper suggest 
that women have a very significant and decisive place in 
the social, cultural, economic and political development 
of the country. Women also comprise a large labor force 
that has significantly contributed to the economic stability 
of the country and constitutes an indispensable force in 
the quest for national development of any nation. The 
current paper examines the importance of women’s health 
in empowering and enabling them to contribute their 
quota to national development. It also highlights the 
distinct role for development policies targeted at 
improvements in women’s mental and physical health. 
With such improvements providing a greater stimulus 
toward economic development than gender-neutral health 
improvements, a targeted policy should be more cost-
effective. Furthermore, promoting women’s health helps 
to achieve other desirable targets apart from economic 
development, such as greater fairness in access to 
healthcare, promoting empowerment and improving the 
physical well-being of women and children in less 
developed countries.  
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 الملخص

النمو السیاسي  ھذه الورقة تبحث في مساھمات ودور المرأة في التطور الوطني، وتضیف إلى ذلك التركیز على الصحة النفسیة للمرأة وكیف یمكن أن تساھم في
 ھي معرفة البحوث في التطور الوطني. تواإلجتماعي، التي جمعت من الوثائق المخزنة وعلى األنترن واالقتصادي

ً ومحدداً للحیاة االجتماعیة والثقافیة ومراجعة البحوث ت ً ھاما والسیاسیة في البلد، وھذا الدور الھام واضح في القطاع  واالقتصادیةبرز حقیقة أن المرأة تحتل موقعا
دور ال غنى عنھ لالستمرار الحدیث والقطاع التقلیدي في المجتمع، لیس فقط كأمھات وربات بیوت بل في أدوار ممیزه تساھم في توعیة الحیاة الیومیة، وبما أن ھذا ال

. وتخلص الدراسة إلى أن ةن الرعایة الصحیة التي تعطي اھتمام خاص للصحة الجسدیة والنفسیة للمرأاالقتصادي، فإن سیاسات الحكومة البد ان تشتمل على قوانی
 المرأة ال یجوز أن تؤخذ كأمر مسلم بھ عندما یتم التعامل مع قیاده المجتمع واالستقرار االقتصادي وبناء األمم.

 كانیاتھا للمساھمة في تطور االمة.وعلى ھذا تقترح الدراسة ان المرأة یجب أن یتم تشخیصھا لتطویر ام
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Abstract 

Modern psychotherapy began with the practice of psychoanalysis, which was based on Freud's essential principle of 
making the unconscious conscious. Psychoanalysis was derived from case studies and personal opinion. During the 1950s, 
Aaron T. Beck attempted to provide psychoanalysis with research evidence. His research failed to provide a research basis 
for psychoanalysis, but formed the ground for developing cognitive therapy. The efficacy of cognitive therapy in the 
treatment of depression was demonstrated in randomized clinical trials (RCT) comparing it to placebo and to imipramine. 
Cognitive therapy evolved into cognitive behavior therapy (CBT) by merging with behavior therapy, which had been 
developing since the 1920s. Numerous types of CBT have gained widespread acceptance as primary treatments for 
numerous disorders. Many CBT types have been tested by means of RCTs. Systematic reviews of such RCTs uncover well 
designed and conducted RCTs. Evidence-based practice can be based on the good quality evidence that is derived from 
such RCTs. Systematic reviews also uncover badly done RCTs that cannot provide more than low quality evidence; an 
observation that is not limited to psychotherapy RCTs. This state of affairs can be remedied and research can be well 
conducted.  

Key words: psychotherapy, evidence-based, psychoanalysis, behavior therapy 
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Introduction 

Sigmund Freud is often considered the father of modern 
psychotherapy. Since the 1960s, however, the use of 
Freudian psychoanalysis for the treatment of mental 
disorders has declined substantially. Different types of 
psychotherapy have been created along with the advent 
of clinical trials to test their evidence base. Over a 
thousand different types of psychotherapies are currently 
in practice.1 

Evidence-Based Practice 

Evidence-Based Practice (EBP) refers to practices that 
are backed by research evidence. EBP has been gaining 
ground since its formal introduction in 1992. It started in 
medicine as evidence-based medicine and spread to 
different health professions, including psychology and 
psychotherapy. EBP is based on the three pillars of (1) 
the best available research evidence, (2) clinical 
expertise, and (3) patient preferences and values.2,3 

A core principal of EBP is the hierarchy of evidence, 
which allows locating the best available evidence 
supporting any therapeutic intervention (Figure 1).  
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Figure 1. Hierarchy of evidence. The quality of evidence 
provided by an RCT is only next to a systematic review 
of more than one RCT. Going down the hierarchy 
increases the probability of bias and reduces the quality 
of the associated evidence. Personal opinion and case 
reports form the bottom of the hierarchy.  

 

Basis of psychotherapy 

Historically, psychotherapy was not based on research 
evidence. Up to the 1950s, therapists trained in a 
particular school or approach to mental health and 
learned from practical experience. “There was a rule of 
thumb: about a third of patients got better, about a third 
got worse, and about a third stayed the same. Without a 
reliable gauge of efficacy, therapeutic notoriety was 
conferred on those clinicians who, by sheer force of 
personality and persuasiveness of rhetoric, were able to 
attract the most acolytes, adherents, and patients.”4 Such 

practice, which relies on the teaching of a prominent 
professional, may be called “eminence-based practice”.5 

 

Eminence-based psychotherapy 

Sigmund Freud’s approach to mental suffering is an 
outstanding example of eminence-based psychotherapy. 
The unconscious mind is the central feature of Freud’s 
pioneering psychoanalytic theory. Mental disorders are 
seen as conflicts between unconscious mechanisms, 
which can be explored by means of free-association. 
Parapraxes (Freudian slips of the tongue) were also 
believed to reveal unconscious thoughts, and dreams 
were considered “the royal road to the unconscious”. 
However, the existence of the unconscious had no 
tangible evidence, and the only evidence supporting 
Freud’s theory was several celebrated case studies and 
his personal eminence.6  
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Freud presented his theory in a way that discouraged 
subjecting it to scientific investigation. It might be good 
at explaining but not at predicting behavior, which is one 
of the goals of science. His disciples were required to 
show complete loyalty and to follow his clinical 
techniques without deviation. This attitude has been 
regarded with “sadness and regret. If we are practicing 
medicine, if we are pursuing evidence, if we are studying 
something as vertiginously complicated as the human 
mind, then we must always be prepared to humbly 
submit our ideas for replication and verification by 
others and to modify them as new evidence arises”.6  

 

Up to the 1950s, research into the efficacy of 
psychoanalysis was limited to subjective observational 
studies reported by Freud and other eminent 
professionals. Such studies are open to bias, and are 
placed at the bottom of the hierarchy of evidence (Figure 
1). The paucity of empirical research into depression, for 
instance, was surprising in view of the numerous 
published papers on depression.7 An attempt to transform 
this type of “eminence-based therapy” into “evidence-
based therapy” was made in the 1950s by Aaron Beck, 
an eager student of psychoanalysis.  

 

Evidence-based psychotherapy 

Beck attempted to validate the efficacy of psychoanalytic 
psychotherapy by turning toward science and replicable 
data. His original investigations included formulating 
testable hypotheses and testing them using well-
documented research methods. The initial work involved 
testing the psychoanalytic theory of depression.8 
Depression, according to psychoanalysis, is the outcome 
of “retroflected hostility”:9 a person’s anger toward a 
loved one is deemed unacceptable by the unconscious 
mind, blocked by a defence mechanism from entering the 
consciousness, and redirected inward. As dreams are ‘the 
royal road to the unconscious’, Beck hypothesized that 
this inward-directed hostility may appear in the content 
of depressed patients’ dreams. He compared the dreams 
of depressed and non-depressed people. The results did 
not support the psychoanalytic hypothesis.  

Freud proposed that ‘retroflected hostility’ would result 
in an unconscious need for punishment.9 Beck converted 
this proposal into the hypothesis that depressed people 
would actively court unpleasant experiences, and 
conducted research to test that hypothesis. Again, the 
hypothesis was rejected.7 

Beck’s experiments did not provide empirical evidence 
for psychoanalytic hypotheses. They did, nonetheless, 

demonstrate that cognition played a major role in 
depression. Depressed individuals are viewed as 
exhibiting the “cognitive triad” of depression, which 
includes a negative view of themselves, a negative view 
of their environment, and a negative view of their future. 
In addition, depressed patients exhibit numerous 
cognitive distortions that maintain these negative beliefs. 
Examples of these distortions include all-or-nothing 
thinking, overgeneralization, and fortune telling.10  

“Cognitive therapy” for depression was introduced in the 
early 1960s and tested by means of a randomized 
controlled trial (RCT); the gold standard for measuring 
the efficacy of therapeutic interventions (Figure 1). This 
RCT provided good quality evidence that cognitive 
therapy was more effective than placebo in the treatment 
of depression. The popularity of cognitive therapy 
increased during the 1970s11 and another RCT 
demonstrated that it was as effective as imipramine in the 
treatment of depression12. Consequently, psychotherapy 
has been moving steadily from the “eminence-based” 
model to an “evidence-based” one.  

 

Cognitive behavior therapy (CBT) 

Science is progressive, and cognitive therapy has 
progressed in two ways: by evolving into “cognitive 
behavior therapy” (CBT), and by finding its way into 
mental disorders other than depression. Cognitive 
therapy has evolved into CBT through merging with 
behavior therapy, which had been taking shape as far 
back as 1920; as demonstrated by “Little Albert”, the 
landmark experiment of John B. Watson and Rosalie 
Rayner13, and by research of psychologists such as B.F. 
Skinner14, and Joseph Wolpe15, to name just a few. Most 
contemporary therapists use approaches based upon 
CBT. 

 

The third wave of CBT 

Most recent CBT practices focus more on the person’s 
relationship to thought and emotion than on their content. 
These practices have been considered the third wave of 
CBT; the first wave being behavior therapy and the 
second wave being classic CBT.16 Third wave methods 
emphasize such issues as mindfulness, emotions, 
acceptance, the relationship, values, goals, and meta-
cognition. New models and intervention approaches 
include acceptance and commitment therapy, dialectical 
behavior therapy, mindfulness-based cognitive therapy, 
functional analytic psychotherapy, meta-cognitive 
therapy, and several others.17 
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CBT for depression and other mental 
disorders 

There has been a steady adoption worldwide of different 
forms of CBT for the treatment of a wide array of 
psychiatric and medical conditions. CBT has been 
recommended for the treatment of general anxiety 
disorder, depression, insomnia, schizophrenia, bipolar 
disorder, post-traumatic stress disorder, and other mental 
health issues. There has also been a heightened 
awareness that the efficacy of different kinds of CBT 
should be supported by good quality evidence derived 
from RCTs. A search to ascertain the number of RCTs 
conducted in a single year identified 394 RCTs 
conducted in the year 2014 in 34 countries. CBT was 
tested in these trials for the treatment of 22 different 
medical and psychiatric disorders in around 58,000 
individuals.18 Addressed conditions included, but were 
not limited to, depressive disorders, mixed anxiety-
depression symptoms, substance use disorders, and 
medical conditions, such as chronic pain and fatigue, and 
collateral symptoms of cancer treatments, e.g., insomnia.  

 

Systematic reviews of RCTs 

The technology of systematic review was developed in 
the 1980s to make it possible for health care workers to 
keep up with the millions of research papers that are 
published each year.19 Systematic reviews of RCTs 
provide manageable information on which evidence-
based practice depend (Figure 1). The report of a 
systematic review, like a primary research paper, 
contains clear descriptions of the aims of the review, and 
the materials and methods used by the reviewer to 
collect, critically appraise, and synthesize all relevant 
RCTs.20 Systematic reviews have been used to examine 
the efficacy of CBT. The Cochrane database of 
systematic reviews alone contains tens of systematic 
reviews of the efficacy of CBT in disparate disorders 
ranging between tinnitus21, bulimia nervosa and 
binging22, hypochondriasis23, depression among 
incurable cancer patients24 and borderline personality 
disorder.25  

A systematic review of CBT for anxiety disorders in 
children and adolescents26 synthesized 41 RCTs 
consisting of 1806 patients and provided evidence that 
CBT is an effective treatment for these disorders. The 
quality of the evidence provided by systematic reviews is 
currently rated using the GRADE criteria27. 
Unfortunately, this quality is not always high, as 
demonstrated by a systematic review of RCTs into the 
effectiveness and acceptability of third-wave CBT 

approaches as treatment for acute depression. The 
authors were able to include only four small studies (224 
participants) of a diversity of third wave CBT 
approaches (extended behavioral activation, acceptance 
and commitment therapy and competitive memory 
training) and control conditions. None of the studies 
conducted follow-up assessments. The evidence 
provided was of very low quality.28 

The GRADE quality of evidence was higher in another 
Cochrane systematic review that included 83 RCTs and 
demonstrated that CBT, third-wave CBT and 
interpersonal therapy were effective in preventing 
depression in children and adolescents.29 However, there 
was still room for improvement, and this observation is 
not limited to psychotherapy RCTs. Proposals to 
improve health research have been put forward.30 
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 خالصة

مبنیاً على دراسة حاالت بدأت المعالجة النفسیة الحدیثة بممارسة التحلیل النفسي المسند بمبدأ فروید األساسي وھو جعل الالوعي واعي، وقد كان التحلیل النفسي 
بحوثھ فشلت في إثبات نظریة التحلیل منفردة وعلى آراء شخصیة. حاول آرون بك في خمسینیات القرن الماضي دعم التحلیل النفسي ببراھین البحث العلمي، ولكن 

. وبدواء ایمیبرامینالغفل النفسي بل شكلت أساس تطویر المعالجة المعرفیة. تم تأكید فعالیة المعالجة المعرفیة في عالج االكتئاب بتجارب سریریة معشاة قارنتھا ب
االندماج بالمعالجة السلوكیة التي كانت تتطور باستمرار منذ عشرینات القرن وقد تطورت المعالجة المعرفیة الحقاً لتصبح "معالجة معرفیة سلوكیة" عن طریق 

  .الماضي

المعالجة المعرفیة السلوكیة ھناك حالیاً تقبل واسع ألنماط عدیدة من المعالجة المعرفیة السلوكیة كعالج أولي لكثیر من اإلضطرابات، وقد تم اختبار كثیر من أنماط 
تكشف المراجعات المنھجیة العدید من التجارب السریریة المعشاة جیدة التصمیم والتنفیذ ویمكن استخدام نتائجھا في المعالجة النفسیة في تجارب سریریة معشاة، و

ً تجارب سریریة معشاة ال المالحظة على تقتصر ھذه  یمكنھا تقدیم أكثر من براھین منخفضة الجودة، وال المسندة بالبرھان. تكشف المراجعات المنھجیة أیضا
 .تجارب المعالجة النفسیة. من الممكن تدبیر ھذه المالحظة وتنفیذ بحوث عالیة الجودة
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الطب النفسي في الثقافة العربیة: 

نظرة عامة ومالحظات مھنیة 
لطفي الشربیني 

Psychiatry in Arab Culture: 

Review and Professional Observations 
 Lotfy A Elsherbiny

 :الملخص

و األمراض النفسیة ،  ىة عامة والثقافة العر�یة خاصة عل، وتبدأ �مقدمة عن تأثیر الثقافة �صف  تتضمن هذه الدراسة عرضًا للطب النفسي في الثقافة العر�یة

و غیر اللغوي �ما �فید  ي و�ذلك وسائل التعبیر والتواصل اللغو ، والمعتقدات التي تتعلق �المرض النفسي في الثقافة العر�یة ،   المفاهیم� االشارة الى اهمیة الوعي

ورصد  ،و دراسة المعتقدات المتعلقة �المرض النفسي مثل السحر و لبس الجن و تأثیر الحسد ،في فهم الظواهر النفسیة للمرضى النفسیین في المجتمعات العر�یة 

 .سرة والجنس وجوانبها النفسیة لدى العرب وتحدید ألهمیة ادوار اال، نحو المرض النفسي والطب النفسي في العالم العر�ي  لالتجاهات العامة

 يالغر�ي، و�ان من أهم هذه المظاهر التلألعراض والمظاهر المرضیة لإلضطرا�ات النفسیة وما تتمیز �ه في الثقافة العر�یة �االختالف مع النموذج  وتم عرض

الضطراب النفسي والمظاهر الممیزة لألمراض المختلفة مثل االضطراب أمكن مالحظتها من خالل المالحظات المهنیة ز�ادة االعراض الجسد�ة للتعبیر عن ا

 الوسواس القهري في الثقافة العر�یة.الهستیري و  الوجداني والفصام والتحول

ن، والشعوذة، والتمائم، وز�ارة مثل ممارسات المعالجین الشعبیی قبوًال واسعاً  ىالثقافة العر�یة �صفة خاصة وتلق یتم ممارستها في التي العالج وتمت االشارة الى طرق 

 االضرحة، و"الزار" وغیرها.

وممارسة الطب النفسي، ومز�د من الدراسة لهذه الجوانب  ةوفي الختام التوصیة �استمرار االهتمام �المالحظات المهنیة المتعلقة �العالقة بین الخلفیة الثقافیة العر�ی
.موضوع هذه الدراسة عن الطب النفسي في الثقافة العر�یة علىیلقي الضوء  �ما

 لطب النفسي، الثقافة العربیة، الموقف من المرض النفسي، العالجاالمفتاحیة:  الكلمات
 یوجد ال :الدعم اعالن

 :مقدمة

تعتبر األمراض النفسیة من الظواھر واسعة االنتشار في كل مجتمعات 
، ولقد كان وال یزال تأثیر الثقافة على التتابع، والمظاھر التي 1,2العالم

یحدث بھا المرض النفسي موضع اھتمام مستمر حیث ان الحاالت النفسیة 
تأثیر  ىالمختلفة مع وجود اختالف یعود الالرئیسیة تحدث عبر الثقافات 

 .3الثقافة 

یة للعرب الخلفیة الثقاف ىواصفات نفسیة خاصة للعرب ترجع الوھناك م
، وتختلف خصائص 4وتأثیرھا على الحالة النفسیة واألمراض العقلیة 

العرب من مكان آلخر على امتداد الوطن العربي مع وجود خصائص 
مشتركة فیما یتعلق بعالقة الثقافة العربیة بالطب النفسي یمكن التعرف 

ت ، وقد تم من خالل عدة دراسا5علیھا في المجتمعات العربیة المختلفة 
عرض ومراجعة تأثیر الخلفیة الثقافیة واالجتماعیة العربیة على األمراض 

 .وھو موضوع ھذه الدراسة 6,7العقلیة، والطب النفسي في الثقافة العربیة 

امتداد الوطن العربي  ىبلدان مختلفة عل ىال ویربط بین العرب الذین ینتمون
طابع القومي الموحد سمات مشتركة رغم التباین في التفاصیل نظر لوجود ال

من یتكلم  ىفإن تعریف الشخص العربي یشیر ال ولفھم طبیعة الطابع العربي
، وبالنسبة للتعریف العلمي 8اللغة العربیة، ویعرف لذلك بانتمائھ العربي

للعرب فإن ذلك یتضمن بعض التعقید حیث توجد ثالثة من المصطلحات 
رق األوسط  واالسالم حیث المتداخلة في المنظور الغربي ھي العرب  والش

یتم استخدامھا بالتبادل كما یذكر"ماراكو"،كما ان مصطلح العربي  یرتبط 
في االذھان بالثقافة والعادات البدویة وتقالید حیاة الصحراء، ویرتبط 

وھناك  ،9الوصف الغربي "الشرق االوسط" باعتبارات جغرافیة وسیاسیة
واالجتماعیة والوعي بالسیاق الثقافي اھمیة خاصة لدراسة الخلفیة الثقافیة 

للعرب ونمط العالقات وطرق االتصال اللفظي وغیر اللفظي لفھم الحاالت 
،كما ان اللغة 10,11النفسیة والسلوك الطبیعي والمرضي في الثقافة العربیة

 ىعراض المرض العقلي تم التأكید علالعربیة وعالقتھا بالتعبیر عن ا
 .12اھمیتھا  
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 :عتقدات في الثقافة العربیةمفاھیم وم

ھناك بعض المفاھیم والمعتقدات التي لھا قبول واسع في الثقافة العربیة من 
اھمھا اعتبار االضطرابات النفسیة خارج نطاق التحكم والسیطرة دون 

 .13 یحدث لھ عمامسئولیة من الشخص المصاب 

 

الجن وھناك معتقدات في القوى الخارقة التي تسبب األمراض مثل 
 ىلحسد او تأثیر العین حیث یطلق علوا والشیاطین والسحر او الشعوذة ،
واالعتقاد بوجود قوى خارقة محفور  ،14ذلك المعتقدات الثقافیة التوھمیة

 15بعمق في الثقافة العربیة لدرجة انھ یصعب تعدیل ذلك عن طریق التعلیم
 ً تلبس  ىلدیھ القدرة علان الجن الشریر  وتفترض المعتقدات المشتركة ثقافیا

والجن واالرواح  وینجم عن تأثیر الشیاطین الضعفاء واصابتھم بالمرض،
اما السحر او الشعوذة فإنھا  ،16بھ التنبؤال یمكن  يالذ يالسلوك غیر السو

تتشابھ في بعض الوجوه مع تأثیر الجن حیث تعني استدعاء الشیاطین 
ویتم التعامل مع ھذه  راب،وتوجیھ تأثیرھم نحو شخص ما إلصابتھ باالضط

 .17المعتقدات بواسطة بعض المتطببین الشعبیین باستخدام طقوس  معینة

 

الصحة او  ىتأثیر ضار عل ىال يیؤد يالذ والحسد ھو تأثیر العین الشریرة
الممتلكات ویشیع االعتقاد في تأثیر العین في الثقافة العربیة ، وكذلك فإن 

لقدري ان سبب العرب المسلمین لدیھم ایمان بالقدر ، ویعني ھذا االعتقاد ا
 ىث الشفاء ایضاً بإرادة هللا تعالإرادة هللا ، ویحد ىحدوث المرض یرجع ال

ومن المعتقدات السائدة في 18ة حین یتضرع الیھ المصاب بالدعاء والصال
 ً عراض ان االعراض الجسدیة اكثر اھمیة من األ الثقافة العربیة ایضا

 يبأن األطباء یعالجون فقط الشكاو االعتقاد ىالنفسیة حیث یمیل العامة ال
، وقد  ىنفسیة من المرض يالموضوعیة وال یتوقعون سماع شكاوالعضویة 

 19.العرب ىالجسدیة  في المرضیكون ذلك ھو تفسیر زیادة األعراض 

 

 :العامة نحو المرض العقلي اتجاھات

ثالث من وجھات النظر فیما یتعلق  ىاالبحاث واألدبیات عل يتحتو
تؤكد وجود اتجاھات سلبیة  ىالعامة نحو المرض العقلي، األول باتجاھات

، والثانیة تقول بوجود 20.21تتضمن نظرة خوف وعدم ثقة في الطب النفسي
اما الرؤیة الثالثة فإنھا  ،22النفسییــن ىمع المرضـــنظرة ایجابیة بالتعاطف 

وقد تكون  ،23تقول بوجود تردد او تناقص في نظرة العامة للمرض النفسي
االتجاھات شدیدة السلبیة نحو المرض العقلي ھي جزء من المعتقدات والقیم 

ً فإن  االتجاھات قابلة للتعدیل حین تتوفر معلومات أكبر العامة ، وعموما
حول األمراض العقلیة وطرق عالجھا كما ثبت من خالل دراسة 

 .24.25 اھاتـاالتج

 

 ىوصمة تمتد من المرضوفي الثقافة العربیة تحیط باألمراض العقلیة 
ذلك  ، ویؤید26المستشفیات النفسیة والطب النفسي بصفة عامة  ىالعقلیین ال

العقلیون في وسائل االعالم والتي یتم من  ىة التي یبدو بھا المرضالصور
العقلیین  ىات السلبیة لدى العامة نحو المرضخاللھا تثبیت بعض االتجاھ

عامة نحو األمراض العقلیة والطب النفسي كما ثبت من دراسة اتجاھات ال
 . 27العربیةفي بعض المجتمعات  ىوالمرض

 

 

 :دور االسرة والجنس

في نمط الحیاة كان لھا  العربیة تغییرات حضاریة سریعة المجتمعاتشھدت 
طبیعة ومعدالت انتشار األمراض النفسیة ، ورغم ذلك فإن  ىتأثیر عل

،   28,29الكثیر من اوجھ الحیاة والمعتقدات قد استمرت في ظل ھذا التغییر  
اخذ في  ىظل سائداً لوقت طویل حت يالنسبة لنظام االسرة الممتدة الذوب

توفره االسرة  يناقص الحمایة والتدعیم للفرد الذت ىفاء مما ساعد علاالخت
 ً في الظھور صراع االجیال بسبب اختالف القیم القدیمة  الكبیرة ، وبدأ ایضا

كبار السن  ى، ویلق30للكبار عن المعتقدات المتحررة لألجیــــال الجدیدة
ر ان ھذا الوضع لم یعد رعایة واحتراماً في اطار االسرة الممتدة غی

اسالیب االختیار للزواج وزواج  بالصورة السابقة ، كما تغیرت ایضاً 
 .31االقارب وتعدد الزوجات مع التغییـرات الحضاریـة الحالیة

 

وبالنسبة لدور المرأة في المجتمع العربي وعالقتھ بالطب النفسي فإن 
 أكثردور المرأة وقابلیتھا إلصابات  ىالتغییرات الحضاریة قد انعكست عل

تفرضھ سیادة الرجل في  الذيباالضطرابات النفسیة، كما ان دور الخضوع 
، ورغم 32االطفال  وإنجابالثقافة العربیة وانحسار دور المرأة في الزواج 

 ً ً  ان ھذا الدور للمرأة العربیة یبدو سلبیا قدر كبیر من  اال انھ یتوفر لھا عملیا
الصحة النفسیة وطبیعة  علىمایة النفسیة.  وینعكس ھذا الوضع األمن والح

التعبیر بالمبالغة  ىسیة للمرأة العربیة، واالتجاه الالتعبیر عن الضغوط النف
، ورغم ذلك فإن ما یذكر في المراجع من ان 5ة في االعراض الجسدی

 علىق طلباً للعالج لدى األطباء بصفة عامة، اال ان ذلك ال ینطب أكثرالمرأة 
المرأة العربیة التي تذكر الدراسات انھا كثیراً ما تتجاھل اعراض 

 .15المرض

 

 :مظاھر المرض العقلي في الثقافة العربیة

العرب،  ىللمرض ىنا بعض المالحظات حول سلوك المرضونقدم ھ
واألعراض الممیزة لإلضطراب العقلي لدیھم ، وھناك عالقة بین السلوك 
اثناء المرض والخلفیة الثقافیة واالتجاھات الصحیة المتأصلة لدى 

التقاعس عن طلب المشورة  ىالعرب عموماً ال ى،ویتجھ المرض33ىالمرض
 ،34الطبیة وتجاھل االعراض او محاولة التغلب علیھا دون مساعدة

یعبرون عن  ىفي الثقافة العربیة ھي ان المرض لمالحظة الھامةوا
حقیقة  ىماعیة بأعراض نفسیة ویعود ذلك المشكالتھم النفسیة واالجت

ً  ىالجسدیة من جانب المرض يھتمام بالشكاواال ما  وكثیراً  واالطباء ایضا
ویتم وصف التوتر  یغفلون الربط بین األعراض الجسدیة والحالة النفسیة  ،

،والشكوى النفسیة التي تعتبر شائعة لدى 35النفسي في صورة آالم جسدیة 
ویتزاید معدل حدوث اعراض التحور الھستیري في  ،العرب ھي االزق 
ً  ،1المجتمعات العربیة  بصورة مختلفة حیث ترتبط  وتحدث الوساوس ایضا
شكوى منھا یحیط بھا ،اما المشكالت الجنسیة فإن ال36بأفكار ثقافیة ودینیة

وبالنسبة لإلضطرابات  الحرج خصوصاً بالنسبة للمرأة في الثقافة العربیة ،
ھو تناقص مشاعر الذنب  الوجدانیة فإن ما تتمیز بھ حاالت االكتئاب النفسي

ن نسبة االنتحار كأحد العرب مقارنة بالنموذج الغربي كما ا ىلدى المرض
عالم العربي عن المعدل في الدول في ال كتئاب تقل كثیراً مضاعفات اإل

 ىالفصام العرب ال ىویمیل مرض ،15المتقدمة بسبب تعالیم الدین االسالمي
الشكوى من التوھمات او الضالالت التي تتعلق ببعض المعتقدات التي 

 ىاالھتمام بالتشخیص دون اعتماد علیشترك فیھا العامة مما یتطلب 
الخاصة بالجن والسحر والحسد  المراجع الغربیة ومثال ذلك المعتقدات

انھا معتقدات ثقافیة مشتركة ال تكفي لتكون بین  ىلیھا علوالتي ینظر ا
،وتوجد بعض 37اعراض الفصــــام التي یتم علي اساسھــا التشخیص

العرب  ىتسجیلھا حیث تستخدم بواسطة المرضالمصطلحات التي قمنا ب
  .عربيلوصف اعراض المرض النفسي في بعض المجتمعات ال
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  زفرة: تعبیر عن القلق والتوتر وسرعة االستثارة (مصر) •
  ضیقة: تعبیر عن التوتر (الخلیج) •
كتمة: تعبیرعن اعراض الجسدیة المصاحبة للقلق او االكتئاب  •

 (الخلیج)
  زعل: وصف مبسط لالكتئاب (مصر) •
  َحْشرة: وصف لالكتئاب الشدید (الخلیج) •
عن المرض العقلي ُجنون: وصف واسع االنتشار وتعبیر  •

 بصفة عامة (في العالم العربي)
 َخّضة: خوف مرضي مفاجئ (مصر) •
  (الخلیج)خوف مرضي  َخْرعة: •
 اعصاب: مصطلح لإلصابة بالمرض العقلي (مصر) •
 لعوزه: االرتباك الناجم عن المرض العقلي (الخلیج) •
ِوشرة: تأثیر خارجي على المخ یسبب المرض العقلي (الخلیج  •

 البدویة)في المناطق -
تنسیم: اعتقاد بوجود فتحة في الرأس یجب اغالقھا بالكي حتى  •

 یشفي المریض (الخلیج)

 

العرب استخدام  ىلدقیق لألمراض النفسیة لدى المرضویتطلب التشخیص ا
نفسیة مناسبة تختلف عن المستخدمة في الغرب، وحین یتم  تاختبارا

استخدام االختبارات النفسیة الغربیة المعروفة فإن الخطوة األولي تكون 
ضبطھا ومراجعتھا حتى تكون مالئمة للثقافة العربیة وعدم االكتفاء 

 .38ةبالترجمة الحرفی

 :العالج في الثقافة العربیة

لیب العالج لإلضطرابات النفسیة في الثقافة من المالحظات التي تتعلق بأسا
العربیة االرتباط بین المعتقدات والتفسیرات السائدة لحدوث المرض النفسي 

 ىوذویھم ، ومن المرض ىالیھا بواسطة المرضوالوسائل التي یتم اللجوء 
عالج نفسھ ذاتیاً  ومنھم من یحاول من یحاول تجاھل االعراض المرضیة،

لبون اما من یط األطباء او غیرھم لطلب المساعدة، ىدون اللجوء ال
األطباء او المتخصصین بل یفضل  ىالمساعدة فبعضھم ال یذھب ال

المعالجین التقلیدیین  او لغیرھم ، وسبب ذلك ھو االعتقاد بأن المرض 
العقلي ینشأ من تأثیر السحر والحسد وغیرھا من القوى الخفیة التي ال 

ھنا یتم استخدام طقوس للعالج منھا كتابة بعض ومن  39یعالجھا األطباء
زیارة  ىكما ان ھناك من یلجأ ال اآلیات القرآنیة بواسطة بعض المعالجین،

 .39القبور واألضرحة كوسیلة للعالج

 

لعقلیة تنتشر على ویالحظ ان الوسائل العالجیة غیر الطبیة لإلضطرابات ا
، وال یمكن اغفال تأثیر 36ة قبوالً في المجتمعات العربی ىنطاق واسع وتلق

بعض الممارسات الدینیة مثل التأثیر االیجابي للحج والعمرة واالنتظام في 
، ومن الوسائل العالجیة شائعة 40ة اداء الصالة على الحالـة النفسی

االستخدام في عالج االمراض النفسیة " الزار " التي تتم في حلقات 
األرواح التي تتلبس اجساد  ةجماعیة بمساعدة ایقاع موسیقي بھدف تھدئ

 .35ض وارضائھا حتى تكف عن ایذاء المری ىالمرض

  

وبالنسبة للعالج النفسي الحدیث في الثقافة العربیة فإنھ یكاد یتوفر اآلن في 
 ىالعرب تجعلھم ال یمیلون ال ىلمرضكل البلدان العربیة غیر ان طباع ا

 يالعربي بالعالج النفسي الذلمریض ،وال یقتنع ا36اتباع التعلیمات الطبیة
األدویة، ویتجھ المریض واھلھ  یعتبر بالنسبة لھ مجرد كالم دون استخدام

،اما العالقة بین االطباء النفسیین 5تغییر الطبیب المعالج بحثاً عن الشفاء ىال
موضع اھتمام خاص  في المجتمع العربي وبین المعالجین التقلیدیین فإنھا

لمعالجین من غیر االطباء في البدایة ثم یلجأون الي ا ىحیث یذھب المرض

الي الطب النفسي الحدیث حین یفشل عالجھم بالطرق التقلیدیة وقد یحدث 
بعد العالج لدى الطبیب  التقلیديالعكس فیذھب المریض الي المعالج 

 .4النفسي

وھنا نذكر بعض المصطلحات التي تستخدم بواسطة المرضى وذویھم على 
  .لثقافة العربیةنطاق واسع في ا

 :بعض الكلمات الدارجة للتعبیر عن العالج في المجتمعات العربیة

 .تمیمة: التمائم ھي اشیاء لھا شكل معین تدفع التأثیر الضار للعین •
تعویذة: لفائف تحوي بعض الكلمات او آیات قرآنیة للشفاء من  •

 .األمراض
الكتابة حجاب: مثل التعویذة ویحوى اوراق ولفائف بھا بعض  •

 .للوقایة والعالج
الزار: حفالت جماعیة معظم روادھا من النساء بھا عزف ایقاعي  •

 .للعالج من األرواح
 .الحضرة: مصطلح لحفلة الزار في اللغة الدارجة بمصر •
 .الرقیة: طریقة لعالج تأثیر العین باستخدام آیات من القرآن الكریم •
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Abstract  

In the current paper, Arabic cultural psychiatry and cultural background of the mental health of Arabs are investigated. 
Awareness of concepts in Arab culture, customs, relationship patterns and ways of verbal and non-verbal communication 
help the understanding of psychiatric conditions in Arab patients. The influence of the Arabic language on expression and 
presentation of mental illness is discussed. Concepts and beliefs about mental illness in Arab culture include sorcery, 
possession by “Jin” and the effect of evil eye. Public negative attitudes to mental illness are discussed together with the 
stigma attached to psychiatry in Arab culture. There are certain implications of the extended family pattern and gender role 
(role of women) in psychiatry in Arab communities. 

Regarding psychopathology and presentation of mental disorders in Arab patients, there are certain variations in features 
and presenting symptoms. One of the main professional observations is the preponderance of somatic complaints as an 
indirect expression of psychiatric conditions. Affective disorders, schizophrenia, conversion reaction and OCD are among 
the psychiatric disorders, which tend to have characteristic presentation in Arab patients.  

In the current review, certain professional observations about therapy for mental disorders in Arab culture are discussed. 
Among the therapeutic practices and modalities described in Arab culture are lay methods of treatment, traditional healers’ 
practices, visiting the shrines and “El-Zar “, in addition to modern psychiatric services. 

Based on the discussion of these professional observations about psychiatry in Arab culture, further research into cultural 
psychiatric phenomena and investigation of the influence of culture on psychiatry in Arab communities is recommended.    
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Psychiatry in the Arab Islamic Civilization: Historical Perspective 

 Mahmood Haj Kasim Mohamad, Maha Sulaiman Younis

 الخالصة

في الحضارة العربیة االسالمیة وبیان دور العلماء المسلمین في تطور ھذا التخصص  صنعةا وتھدف ھذه الورقة الى تسلیط الضوء على تاریخ الطب النفسي علم
تنویریھ للتعلیم الطبي وارساء قواعد لتنظیم  أصبحت ھذه المدن الثالث مراكزاً المھم. لقد برزت المعرفة الطبیة بشكل عام في بغداد وجندیسابور وقرطبة حیث 

ً المیالدي عن طریق النقل والترجمة والتألیف وخصوص 10-7أبان القرون الطب  ممارسة مھنة أھتم العلماء العرب . في بغداد بدعم من خلفاء بني العباس ا
المنھج العلمي ومحاولة اخراجھ من دائرة السحر والشعوذة كما ظھر في طریقة فھم وعالج االطباء االوائل  والمسلمون بمبادئ الطب النفسي واجتھدوا في أدخال

لألعراض الرحامیة  تفسیراً لتحلیل وسبل العالج وقدموا مثل بن عمران والرازي  وابن سینا و البغدادي وابن ماسویھ الذین تناولوا (المالینخولیا) بالوصف وا
ً للعلم الحدیث من حیث تسبب العوامل العاطفیة في أحداث ھكذا اختالالت بدنیة وكان لكتابي الرازي (الحاوي) و(المنصوري) وأبن سینا(الھستیریا) مقا  ربا

أسھب العالم  ،نبھوربا  في علوم الطب .من جاأبر االثر في النھضة العلمیة  في أك، (القانون) باإلضافة الى مقاالت ورسائل عدة في شرح أعراض القلق واالكتئاب
ً البلخي في شرح مسببات وأعراض  طرق عالجھا بواسطة االیحاء الذاتي واستخدام وسائل الدفاع النفسیة الكامنة في العقل  الغم والوساوس وحلل منشأھا عارضا

  شفیات بغداد.في مستالباطن . أقر العلماء المسلمون مبدأ العالج باإلیحاء ووسائل الترفیھ كالموسیقى للمرضى النفسیین 

 لطب النفسي، الحضارة العربیة اإلسالمیة، الخالفة، منظور تاریخي، الرازي، ابن سیناا :مفتاحیھكلمات 

 ال یوجد :الدعم

 مقدمة

  نظرة عامة الى تطور العلوم الطبیة

م  10-7ن والقر العالم العربي واالسالمي نھضھ علمیھ شاملھ في شھد
خصوصأ في بغداد التي أصبحت أحد أھم مراكز التعلیم الطبي ونشطت 

ترافق مع ھذه  ،فیھا حركة التألیف ولترجمھ بإسناد الخلفاء العباسیین 
النھضة العلمیة إرساء قواعد وأصول لممارسھ المھنة وتنقیتھا بما یشوبھا 

وكان ال  من تدخل الجھالء والمشعوذین وصار لزاماّ على األطباء التقید بھا
یسمح باالشتغال في صناعة الطب لمن ال یحصل على اجازة الممارسة 

 صاحبالحكیم سنان بن ثابت من دون الرجوع الى واستیفاء شروطھا 
سلطة منح اإلجازة بما یشابھ منصب نقیب االطباء في الوقت الحاضر ، 

من قبل  المھنیھكذلك یخضع من یمارس مھنة الطب الى الرقابة 
لتفتیش عن النظافة واالمرتبط بدیوان الحسبة في قصر الخالفة  (المحتسب)

والتعقیم بالحرق لألدوات الطبیة في العیادات التي كان مقرھا في منازل 
كنظام عن سمعھ الطبیب األخالقیة یجرى التدقیق بسؤال الناس األطباء و
قد أشار الشیرزي في كتابھ . ل 1سلوب التغذیة الراجعة الحدیث مشابھ ال

ھجریھ الى الحادثة التي أمر فیھا  578(نھایة الرتبة في طلب الحسبة) عام 
 680م) بجمع أطباء بغداد البالغ عددھم  932-908الخلیفة المقتدر (

وإخضاعھم إلعادة تقییم الصالحیة العلمیة من قبل سنان بن ثابت في علوم 
الطب والجراحة والعقاقیر (االقرباذین ), كما سنت شروط واجب توفرھا 

 440في القبول بطالب الطب لخصھا  ابن رضوان الى سبع صفات عام 
جید الروایة وذو  األعضاءھجریھ أھمھا : أن یكون تام الخلق صحیح 

ّ عفیف النظر  ،حسن  مظھر إلكمال علمھ  وواعیاً حسن السمعة كتوما
ً واالستزادة منھ بعد نیلھ االجازة ,ان ال یكون  لجني المال في الدرجة  ساعیا

ترسخت حركة النقل والترجمھ بانشاء (بیت الحكمة) على ید   .1 االولى
نھا الخلیفھ المامون والتي أشتملت على االف الكتب والمخطوطات العلمیة م

م باحتالل جیش  1258االف كتاب عام  8وتم حرق بالكامل  الطبیة، دمرت
2,3 .ھوالكو لبغداد

 المستشفیات واالطباء رأشھ

بلغت حركة أنشاء وتطویر المستشفیات أوجھا في عصر الخالفة العباسیة 
م) بیمارستان الرشید  809-786ھارون الرشید ( الخلیفة بغداد، أنشاففي 

وأسند رئاستھ الى ماسویھ الخوزي أحد مشاھیر االطباء في جندیسابور 
وبیمارستان البرامكة  بختیشوع،وعمل فیھ طبیبھ الخاص جبرائیل بن 

م) وبیمارستان  902-892(المعتضد  الخلیفةوبیمارستان بدر في زمن 
م وبیمارستان المقتدري  918المقتدر سنة  الخلیفةالسیدة الذي أسستھ أم 

 1031م وباب المحول 914م وعلي بن عیسى  932الفرات  م وابن 918
 .2 م) 961-847(المغافر المتوكل بیمارستان  الخلیفةوفي مصر أسس  م.

بشكل جلي وعلى أكتاف  الطبیةتطورت العلوم  العباسیة،في عصر الخالفة 
نذاك ومنھم جوجیوس بن بختیشوع امن أشھر علماء الطب في العالم  ثلة

ابو جعفر  الخلیفةبطلب من  النسطوري الذي دخل بغداد من جندیسابور
ومن بعده أوالده لزمن یقارب الثالثة  الخلیفةلیصبح طبیب  المنصور

ً  قرون، م وحنین بن أسحق  830أسرة ماسویھ الخوزي  ومن البارزین ایضا
ً كتاب 140ال الذي ترك قرابة العبادي  والسریانیھ وترجم  العربیةبالغة  ا

 اعتبارهم) فیمكن  925-865الرازي ( بكر. اما ابو2تب جالینوس وابقراط ك
كأخصب عقلیھ طبیھ ظھرت في العالم الشرقي والغربي وظلت مؤلفاتھ 

ككتاب الحاوي الشامل  األوربیةفي مدارس الطب عدة تدرس لقرون  الطبیة
والطب  الفلسفةفي الطب وكتاب المنصوري وعرف عنھ الجمع بین 

ومنھا  المختلفةكتاب ومقالھ في صنوف االمراض  109وحداثة أفكاره ولھ 
وھو  أعقبھ عالم أخر ال یقل عنھ عبقریة اال  والعصبیةاالمراض النفسیة 

بالشیخ الرئیس م ) الملقب  1037-980علي الحسین بن علي بن سینا (
المرجع الرئیس ، وأبو الطب الحدیث وظل كتابھ البارز القانون في الطب 

وسمي بانجیل  وربا حتى أواخر القرن السابع عشرأفي  الطبیةفي العلوم 
أستمر التعلیم الطبي  . 2,3كتاب ومقالھ 200الطب ولھ ما یقارب ال

مستنصریھ على باالزدھارحیث شید الخلیفھ المستنصر با� المدرسھ ال
م لتكون أول جامعھ تشتمل على كلیات  1233ضفاف دجلھ في بغداد عام 

175



Psychiatry in the Arab Islamic Civilization: Historical Perspective 

 
ت بھا أجنحة طبیھ لغرض تدریب علمیھ وادبیھ من ضمنھا الطب والحق

 1,2, .یماثل المستشفى التعلیمي الطلبة بما

 

 طبابة االمراض العقلیة والنفسیة

الھامھ ولعلھا األكثر لبساً راض العقلیة ھي احد فروع الطب  طبابة األم
ً لدى األطباء في التخصصات االخرى لما  للفھم لدى العامة بل وأحیانا

واًعراضھا المتباینة الشدة  نشأتھااكتنف األمراض النفسیة من غموض في 
والصفات و ابتعادھا عن خریطة تشریحیة وفسلجیة محددة في البدن مما 
ً الیقین ان ما یحدث ال یمكن  یثیر قلق المحیطین ویبعث الشك أو غالبا
تفسیره بمفردة المرض وااللم وما یتعلق بھا من طب وعالج عقاقیري بل 

 تأثیرمس بقوى غیر بشریھ أو ھو اًقرب ما یكون الى مفھوم التلبس وال
السحر والحسد وغیرھا من العوامل الدینیة والروحیة ، ولَم یقتصر ھذا 
المفھوم على حضارة بعینھا بل یكاد یعم على المجتمعات االنسانیة في 

في القدم وما زالت ھذه المفاھیم تھیمن  سحیقةاًصقاع العالم و منذ اًزمان 
في القة العمذا رغم الطفرات العلمیة على تفكیر المالیین الى یومنا ھ

تشخیص وعالج األمراض النفسیة وازدیاد الوعي الصحي . كانت لھذه 
المفاھیم المغلوطة اًثرھا السيء على المصابین باضطرابات نفسیھ في 

 ً ً  أوربا في القرون الوسطى وخصوصا حیث  الحادة منھا ولدى النساء غالبا
تخلص منھن بالحرق في ساحات وصل الذعر من ھكذا مرضى الى حد ال

المدن كوسیلة للقضاء على الشیطان الكامن في أجسادھن بممارسھ كانت 
الدینیة الحاكمة ممثلة بالكنیسة تسمى ب(اصطیاد الساحرات) بأمر السلطة 

حین خال التراث العربي االسالمي مما یشیر الى اًیذاء أو تعذیب المرضى 
الوثائق التاریخیة على وجود الفھم  بل على العكس دلت المضطربین عقلیاً 

المتحضر والعلمي لھكذا أمراض من قبل علماء العرب والمسلمین الذین 
اًفردوا لھا مقاالت في الكتب والدساتیر الطبیة الشھیرة ككتاب القانون 
والحاوي للعالمین الشھیرین الرازي وابن سینا في القرنین الثامن والتاسع 

والریاضة وبعض  ىبتأثیر الموسیقاء المسلمون المیالدي لقد أیقن االطب
لھم  االعشاب المھدئة على تحسن الحالة لعقلیة للمریض وخصصواً 

حجرات مریحة داخل المستشفیات یقوم على رعایتھم خدم مخصصین لھذا 
الغرض والبن ماسویھ وأسحق بن عمران رسائل مدونھ في دور الموسیقى 

ء المسلمین لالمراض النفسیة تسمیتھم مما یدل على فھم العلما. في العالج
كما توضح ھذا في كتاب الطب النبوي  ،طب القلوب اًو الطب الروحي لھا ب

ً  الجوزیةالبن قیم  القلب والروح  بأمراض : (ان الطبیب اذا كان عارفا
مقولھ یجدر بالذكر وعالجھا كان ھو الطبیب الكامل ).وفي ذات السیاق 

 ،الطبیب أن یوھم المریض ابدأُ بالصحة (یجب على  ي الشھیرة :زالرا
ویرجیھ بھا وأن كان غیر واثق بذلك فمزاج الجسم تابع لمزاج االخالق ) 

ً المزاج بالوضع الصحي البدني  ارتباطالمشیرة الى  ولعل  ،3اً   أو أیجاب سلبا
 : تشیر الى ھذا المفھوم أیضأالتالیھ  الشعریةاالبیات 

 أنما النفس كالزجاجة والعلم       سراج وحكمة هللا زیت 

 فأذا أشرقت فانك حي              وأذا أظلمت فانك میت 

على االھتمام بالطبابة النفسیة ھي المؤلفات  الدالةمن أھم الوثائق العلمیة 
 :التالیة

الثانیة في االخالط  لمقالةاالرازي: بكر محمد بن زكریا  ابو .1
والطبائع البشریة والجزء االول من كتاب الحاوي في أمراض 

  والنفسیة. العضویةالرأس 
كتاب في النوم  م: 966أحمد ابن ابي االشعث في الموصل  .2

تعني الذھان أو  التینیة (مفردةوكتاب في المالینخولیا  والیقظة
الى خلط المرة السوداء بالبدن  أشارهفي  السوداویة) الكأبة

 .وزیادتھا عن الحد الطبیعي كمسبب

الجزء الثالث من كتاب القانون  سینا:أبو عبد هللا الحسین أبن   .3
الذي یفلسف الموت ویتناول فیھ التفاعالت النفسیة مستعمال 

 .المالنخولیامفردة 
 .التربیةتھذیب االخالق في   مسكویھ:أبن  .4
  .لبلخي: مصالح االبدان واالنفسأبو زید أحمد بن سھل ا .5
 .المالنخولیا عمران:أسحق بن  .6
  .مھذب الدین ابن ھبل البغدادي:  المختارات في الطب .7
  .الرسالة المصریة األندلسي:أمیھ بن عبد العزیز  .8
 .الملكي في تدبیر المالنخولیا المجوسي: الكتاب .9

 .3,4 جنون المسخ (القطرب) وماھیتھ،رسالة العقل  میمونھ:أبن  .10

 

حاول العلماء العرب والمسلمون فھم اساسیات االضطرابات النفسیة عبر 
 أھمھا:محاور علمیة محدثة من 

 :والعضویةالعالقة بین األمراض النفسیة  .1

النفسي البدني یبحث في العالقات المتبادلة بین الجسم  أن الطب
وفي تطبیق ما یعرف من االنفعاالت وغیرھا من  والنفس،

فقد تأكد أن للحالة النفسیة  المرض،العوامل النفسیة على مشاكل 
فالتوتر العصبي  الفسیولوجیة،تأثیراً على وظائف األعضاء 

واألرق والخوف وما إلى ذلك قد ترفع من  النفسي،والقلق 
القولون أو تساعد على قرحة المعدة أو اضطرابات  الدم،ضغط 

وھناك  الدم،وقد ترفع نسبة السكر في  الصدریة،أو الذبحة 
أنواع من الشلل النفسي والعمى النفسي وفقدان النطق العارض 

وعندما صرح البلخي بالعالقة المتبادلة  النفسیة.من التأثیرات 
 ،ا في اآلخربین صحة النفس وصحة البدن ، وتأثیر كل منھم

اإلنسان إنما قوامھ بنفسھ وبدنھ ، عبر عن ذلك بقولھ : ( فإن 
ولیس یتوھم لھ بقاء إالّ باجتماعھما ، لتظھر منھ األفعال 

حداث النائبة ، واآلالم اإلنسانیة ، فھما یشتركان في األ
، وكما أن البدن إذا سقم وألم وعرضت لھ األعراض العارضة

المؤذیة ، منع ذلك قوى النفس من الفھم والمعرفة وغیرھما أن 
أفعالھا على وجھھا ، ویتفرغ معھا اإلنسان للقیام بما یقلقھا  تفعل

ویؤذیھا كان في ذلك ما یشغل اإلنسان عن االستمتاع باللذات 
ووجد عیشھ مكدره ،  البدنیة وأخذ كل شيء منھا على سبیلھ ،

علیھ ، بل ربما أداه تحامل اآلالم النفسانیة علیھ  ھوحیاتھ متنغص
 . )البدنیةإلى األمراض 

 :النفسيسببات االضطراب م .2

من كتابھ مصالح األبدان واألنفس نظریة  مقالتھ الثانیةأورد البلخي في 
یتوافق مع  النفسي،متكاملة في تصنیف العوامل المسببة لالضطراب 
 :اآلتيتصنیفنا الیوم لمسببات االضطراب النفسي على النحو 

أسباب نفسیة وتطوریة تقابل ما ذكره من تأثیر األعراض  •
  .النفسیةالداخلیة لإلنسان على قواه 

أسباب اجتماعیة وبیئیة تقابل ما ذكره من تأثیر األعراض  •
 .الخارجیة المحیطة باإلنسان على قواه النفسیة

أسباب حیویة تقابل إرجاعھ بعض االضطرابات النفسیة  •
 .والوسواسكما في الحزن  سم،الجإلى تأثیرات مادیة في 

 

، ن بالخوف تؤكده الدراسات الحدیثةإن ما أشار إلیھ البلخي من اقتران الحز
فالخوف یترافق بإفراز األدرنالین من لب الكظر ، وھذا یتعلق 
بالنورأدرنالین الذي یتعلق بدوره باالكتئاب ووضح في أحد مؤلفاتھ أن 
الحزن المجھول السبب یرجع إلى تغیرات مادیة في الجسم بالتوافق مع 
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نتائج االبحاث البیولوجیة الحدیثة التي تشیر إلى انخفاض مستوى 

نین واالبي نفرین وھما مادتان  تنقالن إشارات في الجملة الـسیروتو
العصبیة أضافھ الى المفھوم المعرفي بان االكتئاب ینجم عن سلسلھ من 
االدراكات الخاطئة یتم عالجھا بـ (الحیل ) الوارد ذكرھا أدناه ,كما بین بان  

ه نسبھ أصابھ النساء بـ (الحزن مجھول السبب) أكثر من الرجال بما أوعز
الى ضعف الطبیعھ البشریھ للنساء . یعد النصح واإلرشاد من المعالجات 

 5 .النفسیة الداعمة التي یجب االھتمام بھا في مجال تدبیر الحزن والجزع

 

 :الطب النفسي الوقائي .3

أنھ یجب  (فكما بقولھ: النفسیةمن االمراض  الوقایةأشار البلخي الى مفھوم 
ثم یتبع ذلك بإعادة صحتھ  علیھ،أن یبدأ في باب مصلحة البدن بحفظ صحتھ 

كذلك یجب في مصلحة النفس أنھ یبدأ بحفظ صحتھا علیھا إذا  فقدت،إلیھ إذا 
فینبغي  وصفنا،وإذا كانت صحتھا إنما ھي في سكون قواھا كما  وجدت،

وأالّ یھیج بھ منھا  نفسھ،لمن أراد حفظ الصحة أن یجتھد في استدامة قوى 
 :وجھین(كذلك النفس إنما تحفظ صحتھا علیھا من  یقول:ثم  ھائج).

 

أحدھما : أن تصان عن األعراض الخارجیة التي ھي ورود ما یرد علیھا 
التي یسمعھا اإلنسان أو یبصرھا ، فتقلقھ وتضجره ، وتحرك  األشیاءمن 

اآلخر : أن تصان منھ قوة غضب أو فزع أو غم أو خوف وما أشبھ ذلك ، و
عن األعراض الداخلیة التي ھي التفكیر فیما یؤدیھ إلى شيء مما وصفنا من 
ھذه األعراض ، فیشغل قلبھ ، وینقسم ضمیره).ولیس یتھیأ لھ ذلك إالّ أن 
أحداً ال یصل فیھا إلى تحصیل إرادتھ ، ونیل شھواتھ على سبیل المثال ما 

ن ذلك شائبة تنغص وتكدر ، أو یتمناه ویھواه ، من غیر أن یشوب كالً م
یعرض لھ فیھ عارض أذى أو مكروه ، ویعلم أن ھذا ھو ما استمر علیھ 
الطباع ، وجرت بھ العادة ، فال یطلب من دنیاه ما لیس في أصل بنیتھا ، 

تھ لمن ھو فوقھ ستقصاء في وجوه معامالتھ ومعاشرویدع لمعرفتھ لذلك اال
من األمور التي ترد علیھ بخالف مراده  أو مثلھ أو دونھ ، ویتغافل عن كثیر

ومحبتھ ما وسعھ ذلك ، وجاز أن یغضي عنھ ، وال یعود نفسھ أن یضجر 
لكل صغیر من األمور یسمعھا أو یبصرھا ، ویسیر من الحوادث التي تقع 

عادة  النفس علیھ صار ذلك هومقارإنھ إذا عود احتمال الصغیر بكراھتھ ، ف
ناً وأعظم خطباً ، من المھمات التي تبد لھ ، ألھ في احتمال ما ھو أجّل ش

 .5,6)والمكاره التي ترد علیھ

 

  :معالجة األمراض النفسیة .4

الطبیة بقولھ :( كذلك معالجة النفس إذا  المعالجةأشار البلخي الى جوھر 
عرض لھا عارض ھیجان من إحدى قواھا إنما یكون بشيء من داخل 

وإما أن یكون بشيء  إلیھ،ومد الید  تناولھ، مما یجبكاالحتماء واالمتناع 
وكذلك معالجة النفس مما  واألدویة،من خارج مثل ما وصفناه من األغذیة 

یعرض لھا إما أن یكون شيء من داخل وھو فكرة یثیرھا اإلنسان من 
وإما أن یكون بشيء من  الھائج،ویسكن ذلك  العارض،فیقمع بھا ذلك  نفسھ،

ویعمل في تسكین الھائج  فیھ،خارج وھو كالم یعظھ بھ غیره فینجع 
 .نفسھ)وإصالح الفاسد من قوى 

 

 :المعالجة النفسیة الداعمة

 السلیمة،فتعزز دفاعاتھ  قوتھ،ومصادر  الشخص،تركز على دعم مقدرة 
 والقلق.وتحریره من الخوف  للمریض،عملیھ إعادة الثقة  ىوتركز عل

في تخفیف حدة المشاعر وفي ھذا النوع تعدیل  الھموم فتساعدوكذلك إزالة 

ما عبر عنھ البلخي بالحیل كما یدخل  المحیط وھوالمحیط أو المناورة على 
أو التحریض یستعمل للتأثیر على سلوك  اإلیحاء،وھو نوع من  اإلقناع،فیھ 

 البلخي،سیقدمھا  المریض وھو واضح في كثیر من الحیل النفسیة التي
وھو عملیة یساعد بھا الطبیب المرضى  التبصیر،ویدخل أیضاً اإلیضاح أو 

 . .وسلوكھممن أجل فھم مشاعرھم 

 

إن أفكار البلخي التي مرت معنا بخصوص العالج الداعم في مجال الصحة 
النور الذي  (إن قال:النفسیة نجد صداھا في كالم فرنسیس بیكون الذي 

من نصیحة شخص آخر نجده أكثر موضوعیة وتجریداً من یتلقاه شخص ما 
حیث  لألمور،ذلك النور الذي یأتي من خالل فھم ذلك الشخص ومحاكمتھ 

وھذا یتفق تماماً مع ما ذكره البلخي  وعاداتھ.تتشرب وتتشبع دوماً بعواطفھ 
ألن رأیھ مغلوب  نفسھ،من أن اإلنسان یقبل من غیره أكثر مما یقبل من 

 .بھواه)

 

 المعالجة السلوكیة: 

 تجریبیاً،ھي تعدیل االستجابات من خالل تطبیق مبادئ التعلم الموضوعة 
ً من السلوك غیر  المالئم،فھي تتضمن تنمیة للسلوك  إذ  المالئم،وإنقاصا

ینظر لالضطرابات النفسیة أنھا نتیجة للتعلیم الخاطئ وھذا النوع طبقھ 
والعالج  الحساسیة،ل نزع البلخي في تدبیر الخوف والوسواس من خال

 .وواتسنبالتعرض قبل بافلوف 

 

 المعرفیة:المعالجة 

فھي  المنطقي،تھدف إلى إنقاص النتائج غیر المنطقیة ألنظمة االعتقاد غیر  
وتكون إعادة بناء  بیئتھ.تصحح التفكیر الخاطئ للشخص حول نفسھ وحول 

الكیان المعرفي ھي النتیجة المرجوة من المعالجة وھذا النوع من المعالجة 
كرأس  الغم)الى ( اً قبل الیس وبیك مشیرطبقھ البلخي في تدبیر الخوف 

فالغضبان یغتم  لجمیعھا.وألنھ مقدمة  لھا،ألنھ كاألصل  النفسیة،األعراض 
ویناًء على ذلك فتدبیر  والخائف.وكذلك الجزع  بسببھ،من األمر ثم یغضب 

مصالح األنفس یقوم على االجتھاد في كشف الغم عنھا، واجتالب السرور 
وضد الغم السرور ، فإنھ أصل لكل ما یوجد لھ اإلنسان مرتاحاً إلیھا. 

ومھتزاً لھ ، فالغم من أعراض النفس موضوع بإزاء كل مكروه یخلص إلى 
محبوب ینالھ ، فالغم أقوى أسباب  اإلنسان ، والسرور موضوع بإزاء كل

مرض النفس والسرور أقوى أسباب صحتھا و إن من أعراض قوى النفس 
التي تتولد من الغضب ، وھو عرض یبلغ في تھییج اإلنسان وأخالقھ وإثارة 
الدم في جسده وتغییر لونھ وتحریك بدنھ بالحركات المضطربة الموحشة ما 

تى یخرجھ إلى مثل صورة المجنون ، ال یبلغھ غیره من أعراض النفس ، ح
تسخیناً یعقب الحمى والحرارة  –فربما یسخن الجسد في حال االستشاطة لھ 

كما عزا الشعور بالخوف  إلى وجود   (المستنبطة للقلب المتولیة علیھ 
شيء یفكر فیھ ویروعھ تخیلھ في نفسھ ، أو من شيء ینظر إلیھ ، فیھولھ 

إلى سمعھ فال یحتملھ  یتأذىصوت شدید منظره ، أو من شيء یسمعھ ، ك
لشدتھ وجھارتھ ، فینتحب قلبھ ، أو خبر یرد علیھ یكون تحتھ أمر مكروه 
ومخیف ، فیرتاع لذلك وتتغیر منھ نفسھ ,ومن قوى أعراض النفس الجزع 
وھو عرض یعتري اإلنسان من فقد محبوب من أھل أو مال أو شيء یحل 

ً إلیھ ، فتألم نفسھ لفقده ، ویعتریھ موقعھ منھ ، فیكون عزیز علیھ ، مح ببا
ً . فحال الجزع مع  لذلك حزن ، ثم یشتد ذلك الحزن حتى یصیر جزعا

كما  الحزن،وذلك أن الفزع إنما ھو شدة  الخوف،الحزن كحال الفزع مع 
والجزع عرض یؤثر في اإلنسان آثاراً  الخوف.أن الفزع إنما ھو شدة 

حتى یتخیل الذي یغلب علیھ العرض  الصبر،وإعدام  األخالق،موحشة من 
ویقدم على أفعال تحاكي الجنون من  ھیئة، بأوحش-في عین الناظر إلیھ 
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والصراخ وتمزیق الثیاب وأمور لیس لھا  الشعر،ونتف  الوجھ،مثل لطم 

وكثیراً ما یؤدي  صاحبھا،نظائر دالة على ارتفاع حكم العقل والحیاء عن 
وتثور في تلك الحال حتى یصعب  بھ،ج ذلك متعاطیھ إلى علل بدنیة تھتا

 معالجتھا).ویشتد علیھ  تالفیھا،علیھ 

 

وفي الوسواس قال البلخي أیضاُ :( من قوى أعراض النفس الوسواس الذي 
 عیشھ،وینغص علیھ  الردیئة،ویثیر منھ الخواطر  اإلنسان،یعتلج في صدر 

وھذا  وجھھا.حتى تناولھا على  بدنھ،وال یكاد یتھیأ معھا بلذة من لذات 
القلق  أعراضھا وتحثوھو من قوى  النفس،العرض ھو الذي یدعى حدیث 

 .5,6 )خارجيالذي یكون في كثیر من األحیان أستجابھ لكرب داخلي أو 

 

 وجدانیھ الغیر مرضیھ التعامل مع شدة االنفعاالت ال

بسبب  یھیؤكد البلخي بأن أھمیة الغضب تأتي من بین األعراض النفس
ھي تدبیر الغضب من  بطریقتین االولىتاج الى تفعیل االرادة شیوعھ ویح

وتذكیره بفضیلة  مھمتھا: وعظھ،یكون باتخاذ الغضبان بطانة  النفس:خارج 
  .معاقبتھلمن یرید الغضبان  الصفح. والشفاعة

 

تدبیر الغضب من داخل النفس : ویقوم تدبیر الغضب من داخل   والثانیة 
النفس على اتخاذ حیل تعد من أجل استرجاعھا في الوقت المناسب لالتعاظ 
بھا ، فال یتطور الغضب إلى شكلھ المرضي بأن یفكر باآلثار السلبیة 

دت إلى ما یصعب شفاؤه من للغضب على النفس والبدن ، وھي آثار ربما أ
، فیكون األلم الذي یلحقھ بنفسھ جراء الغضب أكبر من شفاء األمراض

غیظھ واإلساءة إلى غیره و أن غضبھ قد یعود علیھ بالندم ، كما كان ذلك 
من أمر كثیر ممن عاد بأعظم الضرر الدیني والدنیوي ، فلم یتھیأ لھم 
تدارك ما جنوه و أن یفكر في أن شدة االنتقام تنفر قلوب الرعیة ، وأن 

قیاد الظاھر ال یكسب إالّ األحقاد ، بینما یوجب العفو خالف ذلك من االن
وھي المجدیة  المحبة،المحبة . والطاعة من داخل ھي المطلوبة ألنھا طاعة 

وھذه ال  الرھبة.بینما الطاعة من خارج ھي طاعة  الناس،في عالقات 
وب علیھ فیھ ومن الجدیر بھ أیضأُ أن یفكر فیما إذا كان للمغض نفعاً.تجدي 
من  وتجنب لقاءفیشفع سابق اإلحسان لالحق اإلساءة  إحسان،سالف 

سمیت ھذه  الزمن.حتى تخف حدة الغضب مع  وجھھ،أغضبھ والنظر في 
التدابیر ب(الحیل) وھي تستند في كثیر من مبادئھا الى نظریات الدفاع 

 .النفسي المعاصرة من حیث أتباع الكبت والتسامي والكف والتصعید

 

 العصابیةضطرابات معالجة اال

 :الرحامیةاالضطرابات 

إن معالجة األطباء للعدید من حاالت الھستریا تدل على معرفتھم الدقیقة 
ومن  الجسم،بطبیعة ھذا المرض وإدراكھم تأثیر االنفعاالت النفسیة على 

 :الحاالتھذه 

 

معالجة جبرائیل ابن بختیشوع لجاریة للرشید كانت تعاني من شلل وظیفي 
یروي ابن أبي أصیبعة بأنھ استدعى ابن بختیشوع وشرح لھ حال  یدھا،في 

إن لم یسخط علي أمیر المؤمنین ثم شرح لھ حال  جبرائیل:الصبیة (فقال 
 حیلة،إن لم یسخط علي أمیر المؤمنین فلھا عندي  جبرائیل:فقال  الصبیة،

قال تخرج الجاریة إلى ھاھنا بحضرة الجمع حتى أعمل  ھي؟فقال لھ وما 

فأمر الرشید بإحضار الجاریة  بالسخط.وال تعجل  علىوتمھل  أرید،ما 
وحین رآھا جبرائیل عدا إلیھا ونكس رأسھ ومسك ذیلھا كأنھ یرید  فخرجت.

سلت ومن شدة الحیاء واالنزعاج استر الجاریة،فانزعجت  یكشفھا،أن 
قد برئت  جبرائیل:فقال  ذیلھا.ومسكت  أسفل،وبسطت یدیھا إلى  أعضاؤھا،

فقال الرشید للجاریة ابسطي یدیك یمنة ویسرة ففعلت  المؤمنین.یا أمیر 
وعجب الرشید والحضور وأصدر الرشید أمراُ بتولي جبرائیل  ذلك،

وھناك قصة أخرى عالج فیھا أحد األطباء العرب  .منصب رئیس االطباء
زوجة أمیر من األمراء كانت مصابة بحالة فالج وظیفي أقعدھا مع احتباس 

حیث ألبس الطبیب ابنتھ لباس الرجال وكأنھا مساعده وطلب من  النطق،
األمیر أن یقوم ھذا المساعد بتدلیك جسم المریضة في غرفة بعیدة 

رفض األمیر في البدایة إالّ أنھ رضخ في النھایة وقامت ابنة  ولوحدھما.
الطبیب بتدلیك جسم الزوجة بشكل مریب ومراوغتھا مما جعل المریضة 
تذھل عما یلجم حركات أطرافھا ویعقد لسانھا من اضطراب نفسي فقامت 
مستغیثة ولطمت وجھ الشاب وركضت نحو النافذة وھي تصرخ وبذلك 
شفیت وغضب األمیر في البدایة من تصرف المساعد إالّ أنھ لما علم 

  .بذكائھطبیب وابنتھ وعجب الحقیقة كافأ ال

 

  :الوسوسة اضطرابات

جاء كالم البلخي على األعراض التي یتمیز بھا صاحب الوسواس على 
النحو اآلتي : وجود الوساوس المسیطرة على المریض .ما وافق منھا ما 
ً ، وینشغل بھ عن أعمالھ ،  یحبھ اإلنسان ویتمناه، فیصرف فكره إلیھ دائما

ان وعن ممارسة حیاتھ الیومیة .والثاني : ما وافق منھا ما یخشاه اإلنس
ویخافھ ، كتحدیث اإلنسان نفسھ بأمر مخیف سیحلو ، تكون أما من خارج 

ویكون صاحب الوسواس سيء الظن في كل ما  ،النفس أو من داخلھا 
یعرض لھ من األمور التي یمكن أن تحمل على وجھین ، فینصرف وھمھ 
إلى الوجھ الذي ھو أصعب وأخوف وعلیھ االنفراد : ألن ذلك مما یھیج 

 التالیةلنفس وشرھا ولدرء مفاسدھا وشرورھا یوصي بالتدابیر أحادیث ا
 : (الحیل)

 

  :تجنب الفراغ

فمن لم یكن لھ شغل من خارج اشتغلت  ما،ألن اإلنسان دائم االشتغال بأمر 
 .لفراغ على صاحبھ التأذي بالوسواسوبذلك یضاعف ا الداخل،نفسھ من 

إذ من طباع صاحب ھذا المرض أن یكون  الحیاة، بأمورمع االنشغال 
ویطلعھم على ما في نفسھ  بھم:یعد لنفسھ من خاصتھ من یثق  ملوالً. أن

 نفسھ. وأمافیعرفونھ ببطالن ما تحدثھ بھ  وتوجیھھم،ویستمع لنصحھم 
بالنسبة للحیل التي یستعین بھا صاحب الوسواس من داخل النفس فھي أن 

ذا عرضت لھ حتى یبطلھا عن طریق یعد فكراً یقابل بھا الوساوس إ
 والحروب. الصعبة،یعرف لھ موجباً كاألمراض  فیماالمحاججة أو أن یفكر 

أو أن یلتزم المریض  العقالء،وھو نوع من الوساوس معلوم البطالن عند 
فیفكر في أن كل  ضمیره،لنفي الوساوس عن  العقل،المجاھدة بقوة  بأسلوب

وال یجد  حیاتھ،شيء یعرض لھ في خلده من سوء الظن بنفسھ وبأسباب 
وھو نوع من  لھ،فال أصل  قلوبھم،أحوال الناس مشابھة لحالھ في إشغال 

 لھ،الوسواس وبذلك یقیم الحجة على نفسھ ویفكر في أن كل ما یعرض 
 عامة،اتھ ثم یخالفھ ویعاوده في أوق معروف،ولیس لھ في الظاھر سبب 

الى  بالنسبةالوحید واالخیر. وكذلك  كملجأ هللا تعالىأن یفكر في أن  وأخیراً 
بالصورة  ختلطھو مالمراق) فإن ما یدعى بتوھم المرض( زید،أبي 

توھم المرض عبارة عن نوع من قلق اإلنسان  ان و للوسواس،السریریة 
عند البلخي فیدخل في المجال الوجداني للوسواس. غیر أنھ  صحتھ،تجاه 

مجرد أفكار یحدث بھا نفسھ بما سیحل بھ من مكروه دون أن یتوھم وجود 
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الوسواس بالعلل واألمراض  ارتباطساد مفھوم  عضویة. كماأعراض 
 6 .المرضوھذا ما نعده الیوم أحد األسباب المسرعة في حدوث  الجسمیة.

 

 :(المالنخولیا) الذھانیةمعالجة االضطرابات 
دلت الوثائق التاریخیھ على محاولة العلماء العرب تشخیص وتصنیف 

المالنخولیا) ضالالت (وعالج االضطرابات الذھانیة وما یصاحبھا من 
(وقد ذكر بعضھم أن  ھبل:یقول ابن بالمسببات كما  شارحین حیرتھم

إال إنا  مزاجھا،المالیخولیا یكون عن الجن بأن یخالطوا األرواح فیغیروا 
نحن نرى اإلنسان یتغیر مزاجھ فنقصد عالجھ ونروم صالحھ سواًء كان 

یذكر عن الجن نظائر یتوقف العقل  الخلط، ولماتغیر المزاج عن الجن آو 
عن تكذیبھ وتصدیقھ لعسر الوقوف على السبب الموجب في الروح الكدودة 

  .المزاج)والظلمة مع سوء 

 

المصابین بالمالینخولیا على ضرورة ابن بطالن في معالجة  كما أورد
االعتناء بالمریض حتى تزول ظنونھ وذلك بالكلمات الجمیلة األنیقة 
وبالحیلة المنطقیة والمواساة والموسیقى والتنزه في الھواء الطلق والغابات 
والبساتین الزاھرة ویحرص على التنقل من المكان الذي وقعت اإلصابة 

الحرارة وتقل رطوبتھا وباالبتعاد عن  ونصح باألجواء التي تمیل إلى
 .األماكن المتعفنة

 

وتذكر وقفیة المستشفى النوري بحلب أنھ كان یخصص لكل مصاب 
ویحممانھ ویلبسانھ  صباح،ینزعان ثیابھ كل  خادمین،باألمراض النفسیة 

ویسمعانھ القرآن الكریم من قارئ  الصالة،ویحمالنھ على أداء  نظیفة،ثیاباً 
ویسمعانھ األصوات الجمیلة  الطلق،ثم یفسحانھ في الھواء  الصوت،حسن 

كذلك حرص العلماء العرب على معالجة  الطیبة،والنغمات الموسیقیة 
وتبدیل البلد  االجتماعیة كالسفراألمراض النفسیة بالوسائل الترفیھیة 

والتماس الفرح واالنشراح بغیة إخراج المریض من حیز الالشعور إلى 
  .الشعورحیز 

 

ومن الوسائل الترفیھیة التي ابتدعھا األطباء العرب والمسلمون في العالج 
ھو تخصیص من یقوم بزیارة المرضى في البیمارستان والقیام  النفسي،

بأعمال تدخل السرور والبھجة على نفس المریض من ذلك ما رواه أبي 
م). ویقول الدكتور  1133-1077الصلت أمیة بن عبد العزیز األندلسي (

 غریبة:مصطفى السباعي في كتابھ أخالقنا االجتماعیة ضمن فقرة أوقاف 
سمعت وأنا في طرابلس أن فیھا وقفاً الستئجار اثنین یذھبان كل یوم  (لقد

إلى المستشفى یقفان بجانب المریض یتحدثان بكالم خافت یسمعھ المریض 
في ھذا  من حیث یوھمانھ أنھما یتكلمان سرا ًفیقول أحدھما لألخر ما رأیك

 باألمس،فیقول اآلخر إني أراه الیوم أحسن منھ  حالھ؟المریض الیوم كیف 
ثم ینصرفان وقد سمع المریض كالمھما بعد  متألقة،فوجھھ مشرق وعیونھ 

 5،6.الشفاء)أن أوحیا إلیھ ما یعتقد في نفسھ التقدم نحو 

 

 أسالیب الرازي العالجیة لألمراض النفسیة

اإلیحاء أستعانتھ باسلوب  العالجیة:إن من أسالیب الرازي  .1
توھم العلیل أن  (ال قولھ:النفسي كطریقة عالج ویتضح ذلك من 

بھ مالینخولیا لكن إنما تعالجھ من سوء الھضم فقط وساعده على 
 .كثیر من رأیھ وألھھ وفّرحھ واشغلھ عن الفكر)

حل فكر  القھري: بطریقةمعالجة الرازي لحالة الوسواس  .2
طریقة صحیحة في العالج النفسي یقول  كش الالمریض وھي 

ً  (كان الرازي: إلّي وسألني أن أعالجھ من مرة زعم  رجالً شكا
سوداویة فسألتھ ما یجد فقال أفكر في هللا تعالى من أین جاء 

فأخبرتھ أن ھذا فكر یعم العقالء أجمع فبرء  األشیاء.وكیف ولد 
من ساعتھ وقد كان اتھم عقلھ حتى أنھ كاد أن یقصر فیما یسعى 

وھم  .فكره)من مصالحھ وغیر واحد من ھؤالء عالجتھ بحل 
 األصول) (أعظمعلى حد تعبیر الرازي  ذلك،یرون في بیان 

ألنھ ال سبیل إلى مداواة نفس  طبیعي،وھذا  یریدونھ،لما 
إلنسان العاقل بإزالة أمراضھا إالّ على أساس من التبصر ا

 بھا.والمعرفة بأمور ھامة من القیم التي یعقلھا اإلنسان ویؤمن 
وسنذكر نماذج  ومتنوعة،وكالم ھؤالء األطباء والعلماء كثیرة 

 .من مداواتھم لبعض آالم النفوس وأمراضھا
آالم  استدعي الرازي لعالج أمیر بخاري الذي كان یشكو من .3

حادة في المفاصل لدرجة أنھ كان ال یستطیع الوقوف، وعالجھ 
الرازي بكل ما لدیھ من أدویة، ولكن دون جدوى وأخیرا استقر 

العالج النفسي، فقال لألمیر أنھ سوف یجرب  علىالرازي 
 ً شرط أن یضع األمیر أسرع  على، ولكن غداً  جدیداً  عالجا

جوادین لدیھ تحت تصرفھ، فأجابھ األمیر. وفي الیوم التالي ربط 
الرازي الجوادین خارج حمام بظھر المدینة، ثم دخل ھو 
واألمیر غرفة الحمام الساخنة، وأخذ یصب علیھ الماء الساخن 

ً  وجرعة الدواء ثم خرج ولبس مالبسھ وعاد شاھراً  في  سكینا
 إیاه بالقتل، فخاف األمیر، وغضب غضباً  ھدداً وجھ األمیر، م

ً شدیداً  قدمیھ، بعد أن كان ال  على ، وسرعان ما نھض واقفا
حیث ینتظر خادم  ىالحمام إل إلىیستطیع، وھنا فر الرازي 

األمیر مع الجوادین، فركبا وانطلق بسرعة. وعندما وصل 
ً  ىبلده، أرسل إل إلىالرازي  دث فیھا ما ح األمیر رسالة شارحا

من أنھ لما تعسر عالجھ بما أوحاه إلیھ ضمیره، وخشي من 
العالج النفساني. واختتم الرسالة  إلىطول مدة المرض، لجأ 

بأنھ لیس من اللیاقة أن یقابل األمیر بعد ذلك، فلما عزم الرازي 
أرسل إلیھ األمیر مائتي حمل من الحنطة،   الرجوع.عدم  على

ً  اداً وجاریة، وجو وحلة نفیسة، وعبداً  ، وأجري علیھ ألفي مطھما
ً  دیناراً  على العالج بالوسائل  أیضأ عرج الرازي. سنویا

أزمن بالمریض المرض وطال فانقلھ إلى  (إذا یقولھ:الترفیھیة 
فكثیراً برئ خلق كثیر من  علتھ،بلد مضاد المزاج لمزاج 

المالینخولیا بطول السفر ویقول في عالج نفس المرض في 
وینبغي أن  تولده.رأیت الفراغ أعظم شيء في  (فإنيالحاوي: 

یعالج ھذا الداء باألشغال فإن لم یتھیأ فبالصید والشطرنج 
ألھمت أفكار الرازي وأبن سینا  7 فیھ).والغناء والمباراة 

ب أوحد الزمان الطبیالعالجیھ حكماء أخرین حیث توصل 
ُ الى ما البلدي  باإلیحاء وھي طریقة لعالج مایعرف أیضا

تحریر مراض العصابیھ والوسوسة تعمل على اض االأعر
مثال آخر وأفكاره الغیر عقالنیة وك الفاسدمن اعتقاده  ضالمری

من  اقتباساً یقول إسحق بن عمران  بالوھم:على معالجة مریض 
من  (ھناك بغداد: بالوھم فيقصھ الحد المرضى المصابین 

یتوھم أن ال رأس لھ، فأثقلنا على رأسھ في محل الخوذة حینئذ 
 .5رأساً)صح عنده أن لھ 

 

 )الھستیریااالضطرابات الرحامیة (الى مفھوم أیضاُ توصل العالم ابن سینا 
أعراض بدمجھا لعالج مختلف حاالتھا وفي الشدیدة منھا  مبادئوأوجد 

قصة كما روي في الطرق العالج  وصفالمالنخولیا كما یتضح في 
مشھورة ألحد مرضاه توحي بتشابھ أعراض االثنین وأمتزاجھا  كما أدرك 
معني مصطلح الھذاء أو الضاللة أحد األعراض الممیزة للذھان المرادف 

والضالالت متخیالُ نفسھ أنھ بقرة  باألوھامللجنون حیث أصیب أحد االمراء 
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الخوار ) ویصیح  صوتا كصوت البقرة( بإخراجیجب أن تذبح  وبدأ 

اذبحوني لذا امتنع عن الطعام األمر الذي أدي إلي ضعفھ وھزالھ فقام أبن 
بقدوم  الجزار قریبا لذبحھ، وبعد فترة دخل علیھ ابن سینا  بإبالغھسینا 

غرفتھ شاھرا سكینا كبیرا، وقال "أین ھذه البقرة التي سوف أذبحھا" فأجابھ 
فأمر ابن سینا بأن یطرح أرضا،  المریض بإصدار خوار البقرة كي یعرفھ

وتقید یداه ورجاله، وبعد إتمام ھذا األمر تحسس ابن سینا كل جسمھ، ثم 
قال: إنھا بقرة نحیفة جدا ال تصلح للذبح اآلن یجب أن تتغذي وتسمن أوال ثم 
أمرھم بإطعام المریض بأطعمة جیدة ومناسبة فاكتسب المریض حیویة 

ً ون أصالُ وقوة وزالت أعراض الوھم وقد تك طارئھ مما یشابھ  أعراضا
ً معلوماتنا المعاصرة عن (الذھان الحاد) الذي یكون  وقابالُ للشفاء  وقتیا

 .5,6 الذاتي

 

ً  اھتمام التاریخیةالوثائق  ذكرت  النفسیةبمظاھر العشق  أبن سینا أیضا
 جلبھ اإلنسانقد  بالمالینخولیا،(ھذا مرض وسواسي شبیھ  :قائالً وتحلیلھ لھا 

إلى نفسھ بتسلیط فكرتھ على استحسان بعض الصور والشمایل التي لھ، 
یستدل على فھمھ وعالجھ أیضاُ  تعنھ)،سواء أعانتھ على ذلك شھوتھ أم لم 

أحد الفتیان من أبناء  السمرقندي: وقعالعروضي  مشھورة رواھامن قصة 
فكان الشاب ینحل ویضعف یوما بعد یوم  مبھم،أمراء فارس في مرض 

تناعھ عن الطعام والشراب حتى ھزل ولزم الفراش. وعندما زاره أبن الم
سینا فحصھ بعنایة، وجلس بجانب فراشھ ووضع أصبعھ على نبضھ، ثم 
طلب من أحد الخدم أن یعدد جمیع أحیاء تلك البلد، ولما وصل الخادم إلى 
ذكر حي ما الحظ ابن سینا أن نبض الفتى قد تسارع. وعندئذ طلب من 

ن یذكر أسماء العائالت التي كانت تقطن ذلك الحي، ولما أتى الخادم الخادم أ
على ذكر اسم معین من تلك األسماء شعر بأن نبض الفتى قد تسرع أكثر. 
وھنا سأل ابن سینا إن كان لتلك العائلة من بنات فأجابوه نعم، فقام من توه 

اشق إحدى إلى أھل الفتى وقال لھم لقد بان السبب فزال العجب إن ابنكم ع
ومن  الفتاة.بنات تلك العائلة، وھذا ھو المرض وعالجھ بالزواج من تلك 

الواضح من ھذه الروایة أن ابن سینا استعمل طریقة التحلیل النفسي 
للوصول إلى سبب االنفعال الوجداني وما اتصل بھ من عاطفة كامنة كما 

انفعاالت الى إثارة  عالجیة بسعیھأنھ استعمل الطریقة ذاتھا كوسیلة 
وبین  النبض) سببي (تسارعواستدل منھا على وجود ارتباط  جسمیة،

 .7،8العامل النفسي المسبب لھا

 

 

 

 

 

 

 

 

 

 

 

 

  االستنتاج
 المختلفةبنواحیھ طفرة نوعیھ في تطور الطب م  10-7 ونالقر سادت في 

في تلك وبرز والترجمةم طبي وتنظیم الممارسة المھنیة والتألیف یمن تعل
 سھام بارز في الطب النفسي وعلم النفس .اان لھم علماء أجالء ك الفترة

تفاسیر ومفاھیم االطباء العرب والمسلمین حول االضطرابات  یجدر أعتبار
أفردوا فصوال لوصف حیث محدثھ بقیاسات ذلك العصر  إنجازات النفسیة

 سابقین المفاھیموالنفس جسمیھ  العصابیةوتشخیص وعالج االمراض 
تأثیر الخرافات  وبعیدأُ عنالسائدة في أوربا حول تلك االمراض  البدائیة

بالوظائف  وارتباطھا الوجدانیةوالتلبس بشرحھم لتأثیر العوامل 
العالج بشقیھ الدوائي  ومبادئأسس  وا,كما  وضع البدنیةواالعتالالت 

ي لمرض الوسوسة واالعراض الرحامیھ وتناولوا والمعرفي االدراك
واالكتئاب مؤكدین على أستعمال بالمالنخولیا  ض بالشرح والوصف مر
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Abstract 

The current paper aims to explore the history of psychiatric medicine in the Arab Islamic civilization and to show the 
contribution of Arab Muslim scientists in the development of this important specialty. Baghdad, Cordoba, and Gondishapur 
were the main centers for high medical knowledge, legislation of medical conduct, authoring and translation from Greek 
and other medical references especially in Baghdad from the 7th to 10th Centuries with the support of Abbasid Caliphs. The 
master scientists set principles for proper psychiatric practice differentiating it from witchcraft and sorcery as recommended 
by Ibn Omran, Al Razi, Ibn Sinaa, Al-Baghdady and Ibn Masawaiyh, who described the symptoms and treatment of 
melancholy and hysteria in a scientific way comparable to contemporary medicine focusing on the effect of emotional 
factors causing somatic symptoms. The Al Razi books (AlHawi and Almansouri) and Ibn Sinaa (Alcanon) had the biggest 
impact on the development of Medieval medicine in Europe, both had published many papers exploring anxiety, depression 
and psychosomatic disorders. In his literature, Al Balkhi mentioned the causes of obsessions and panic attacks 
recommending self-suggestions, reassurance from others, and using sub-conscious defense mechanisms. These luminaries 
invented music and entertainment therapy for mentally ill patients in Baghdad’s hospitals. 
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Book Reviews 

• Shorter oxford textbook of psychiatry
 Seventh edition- oxford press 2018. 
 A textbook Of 800 pages that covers the fields of psychiatry in 26 chapters, in easy comprehensive reading, it is 
excellent for psychiatric residents and practicing psychiatrists, it is rich in references for all the topics.  

• The wretched of the Earth.
By Walid Abdel-Hamid 
LAP LAMPERT Academic publishing 2018. Small book of 156pages in five chapters. About the needs of homeless 
and displaced people over the ages, starting with ancient history of homelessness to the age of enlightenment and 
punishment of the poor, to the age of welfare after the Second World War, and the present time of borders 
control and walls.  

• Cognitive Therapy
Basic and Beyond 
By Judith S. Beck 
It’s a classic book published first in 1985 by Guilford press  
Forwarded by Aron Beck has 18 chapters in over 320 pages medium size, contains all what the therapist, should 
know about cognitive therapy, before the practice of such effective therapy ,it is suitable for trainees in psychiatry 
and psychologists. 
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