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Editorial Letter
Dear Readers,
I am pleased to say that the Arab Journal of Psychiatry is in its thirtieth
year of publication. There is now a call for papers to be included in a
special issue of the AJP set for publication in November 2019. We
thank so many of our regular contributors and welcome new
contributors to this much read and well-regarded scientific
publication.
The current issue contains a rich variety of papers on issues ranging
from smartphone use in university students in Jordan to attitudes
toward mental illness among nursing staff in Egypt. As always, your
feedback is helpful for making improvements and informing thematic
development of the AJP ahead of each new edition.
Remember that research is the energy that raises society to a higher
standard of living and with such effort our own countries - represented
by the AJP’s contributors and readers - can aspire and achieve to the
standard of the most advanced nations.

Walid Sarhan
Amman May 2019
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Homicide by People with Mental Disorders in the Sudan: A Clinical and Demographic Profile
Abelghani Elshiekh, Abdelmajid Abuzid, Fathalalim Abdelrahim

اﻟﻤﻼﻣﺢ اﻟﺴﺮﯾﺮﯾﺔ واﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ ﻟﻤﺮﺿﻰ اﻻﺿﻄﺮاﺑﺎت اﻟﻌﻘﻠﯿﺔ اﻟﺬﯾﻦ ارﺗﻜﺒﻮا ﺟﺮاﺋﻢ اﻟﻘﺘﻞ
 ﻓﺘﺢ اﻟﻌﻠﯿﻢ ﻋﺒﺪ اﻟﺮﺣﯿﻢ، ﻋﺒﺪ اﻟﻤﺎﺟﺪ اﺑﻮزﯾﺪ،ﻋﺒﺪ اﻟﻐﻨﻲ اﻟﺸﯿﺦ

Abstract

B

ackground: There are few published studies on mental illness and homicide in developing countries, particularly Arab
ones. Aim: The current study explored the clinical and demographic characteristics of homicidal patients with mental
illness admitted to the forensic psychiatry facility in Khartoum, Sudan. Method: Using a retrospective design, 44 people with
mental illness who committed homicide and were sentenced to Eledresi Forensic Hospital were assessed. Demographic and
clinical information was obtained from patient medical records and comprehensive clinical interviews were conducted with
patients and their relatives. Results: Participants were men (one woman) aged between 20-30 years. Almost half (48%) had
been abusing alcohol and/or cannabis. Thirty six (82%) had a diagnosis of schizophrenia, three had delusional disorder (7%),
two had drug-induced psychosis (4%) and only one suffered from postpartum psychotic major depressive disorder (2%). The
majority (80%) of them had delusions and/or hallucinations at the time of the crime. Conclusions: Homicide offenders with
mental illness were more likely to be single men diagnosed with schizophrenia with psychotic features who were illiterate or
had minimal education, were 20 to 30 years of age, abusers of alcohol or cannabis, and living with their families; the victims
were more likely to be a family member. Compared with other studies, the results reflect cultural differences.

Key words: Homicide, Mental illness
Declaration of interest: None

A study in New Zealand provided accurate information
about the contribution of mental illness to homicide rates;
this constituted 8.7% of all homicides and the annual rate
of such homicides was 1.3 per million populations.6 The
percentage of people with mental illness who commit
homicide fell from 19.5% in 1970s to 5.0% in 2000
coinciding with deinstitutionalization and the introduction
of community care services.6

Introduction
Homicide by people with serious mental illness is usually
widely publicized by the media, causing stigmatization
and fueling societal fears about people with such illness.
People with mental illness who commit homicide are
defined by legal criteria and include those who are unfit to
stand trial; not guilty by reason of insanity; convicted and
sentenced to a psychiatric facility; and, convicted of
infanticide.

A study by Mateiskuski et al. in the United States reported
that individuals with severe and untreated psychiatric
disorders were responsible for approximately 10% of all
recorded homicides.7

The 1960s and 1970s witnessed an active move away from
institutional care of people with mental illness towards
community care. The presence of people experiencing
mental illness in the community contributed to wide
spread concern that their tendency would be toward
committing homicide. However, no increase following
deinstitutionalization was reported in the international
literature.1, 2, 3

Taylor and Gunn in UK showed that the rate of homicide
committed by people with mental illness decreased
between the years 1957-1995 when the move towards
community care occurred and concluded that people in
treatment for mental illness are no more violent or
dangerous than the general population and that a major
cause of recidivism is lack of community mental health
services.2 It has been reported that such deaths could be
prevented by improved mental health care.8 Research
indicates an association between schizophrenia and
homicide and that most perpetrators were not receiving
mental health care at the time of the offence.9

Australian data found that rising numbers of convictions
for violence by people with schizophrenia coincided with
rising levels of general societal violence.4 Coid found that
rates of homicide in people with mental illness were
relatively uniform between countries - ranging from 0.8 to
2.2 per million annually.5
1
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members, and covered demographic characteristics of the
participants, information about them at the time of having
committed the offence, duration of the mental disorder,
substance misuse at the time of the crime, past history of
previous violence or homicide, and relationship to
victims. The International Classification of Diseases –
Tenth Edition (ICD-10) criteria were used for the
diagnosis.14

Paradoxically, it was reported by Hiroeh et al. that people
with mental disorders, particularly men with
schizophrenia and affective psychosis, are at increased
risk of death by homicide.10
The literature on homicide and mental illness in
developing countries, particularly African and Arab
countries, is sparse. A Nigerian study found that, of 160
homicide offenders, 51 (31.9%) were suffering from a
psychiatric disorder, most commonly schizophrenia.11 A
South African study by Khoele et al. gave a detailed
account of women charged with the murder or attempted
murder of minors.12 A Kuwaiti study by Fido et al.
reported that, of the prisoners who committed murder, the
majority had a diagnosis of schizophrenia with active
symptoms at the time of the offence.13

Statistical analysis
Data were analyzed via the Statistical Package for Social
Science version 20 (SPSS 20) and results were expressed
in percentages.

Results
Forty four people with mental illness who had committed
homicide were identified during the study period. Sociodemographic characteristics are shown in Table 1. Almost
half of participants (48%) were within the age range 2030 years and all, apart from one, were men. The majority
(82%) were living with their families and 22 (50%) were
unemployed. Thirty one (70%) were either illiterate or
only had primary education and 30 (68%) were single.

In the Sudan, there is no published report about the
relationship between mental illness and homicide. The
aim of the current study was to shed light on the clinical
and demographic characteristics of homicide perpetrators
admitted to a forensic psychiatric facility in Khartoum,
Sudan.

Table 2 shows the diagnostic and clinical characteristics
of the cohort. Thirty six participants (81.8%) had
schizophrenic disorder, three had delusional disorder, two
had drug induced psychosis and one had major depressive
disorder with psychotic features. In half of the participants
(52%), the duration of the illness was in the range 1-4
years. As shown in Table 2, 13 participants (29.5%) were
on regular treatment and outpatient follow-up before the
crime, 16 (36.4%) had previous contact with psychiatric
services, but not treatment or follow up and 15 (34.1%)
had never been in contact with such services. Previous
violent behavior was documented in 25 patients (56.8%)
and a past forensic history was reported in 12 (27.3%).
Past comorbid alcohol and or cannabis misuse was
reported in 21 (47.7%) participants. Delusion and/or
hallucinations were present in 35 (79.5%) participants.

Methods
The current study is a retrospective study conducted in the
Eledresi Forensic Hospital in Khartoum, Sudan. The
hospital was once known as the Kobar Asylum and was
built during the British rule of Sudan. It is the main
national forensic facility with capacity of 250 beds and
receives referrals from different regions of the country.
Various levels of security are implemented, including a
high security unit for patients who commit homicide or
cause grievous bodily harm.
Ethical review
The research protocol for the current study was approved
by the hospital ethics committee. Consent was obtained
from participants’ relatives.

Table 3 shows the characteristics of the victims. Forty six
homicides were committed or alleged to have been
committed by the 44 participants interviewed; two
participants had committed two homicides each, including
a woman suffering from postpartum-onset major
depressive disorder with psychotic features who had killed
two of her children. Information about the victims and
their relationship to the offender could be assigned for all
the victims. A parent was a victim on 10 occasions
(21.7%), a second-degree relation on 13 occasions
(28.3%) whereas nine strangers (19.6%) were victims.
Thirty of the victims (65.2%) were

Participants
The first author clinically evaluated all people with mental
illness who had committed or were alleged to have
committed homicide and were admitted to the hospital
during the period from December 2012 to December
2016. The cohort included both convicted and on remand
patients awaiting trial.
Data collection
Information was gathered from the participants’ medical
records, and by direct clinical interview. This was
augmented by collateral information from family
2

Elshiekh A, Abuzid A, Abdelrahim F
men and 16 (34.8%) were women. Twenty five victims
(54.3%) were more than 40 years old (see Table 3).

Forty one (93.2%) used blunt or sharp objects; the
remaining three used a firearm, strangulation or drowning.

Table 1. Sociodemographic characteristics of the 44 homicide offenders
Characteristic
Age
<20
20-30
31-40
>40
Gender
male
female
Living with
family
alone
relatives
friends
Occupation
unemployed
laborers
students
professional
Marital status
single
married
divorced
widow
Educational level
illiterate
primary
secondary
university

Frequency (n)

(%)

2
21
10
11

(4.5)
(47.7)
(22.7)
(25)

43
1

(97.7)
(2.3)

36
3
4
1

(81.8)
(6.8)
(9.1)
(2.3)

22
14
4
4

(50)
(31.8)
(9.1)
(9.1)

30
10
3
1

(68.2)
(22.7)
(6.8)
(2.3)

13
18
8
5

(29.5)
(40.9)
(18.2)
(11.4)
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Table 2. Psychiatric diagnoses and clinical characteristics of the 44 homicide offenders
Characteristic
Diagnosis
Schizophrenia
Depression
Delusional disorder
Schizoaffective disorder
Organic psychosis
Drug induced psychosis
Duration of illness (in years)
1-4
5-9
10-14
15 or more
Substance misuse
alcohol
cannabis
alcohol + cannabis
Psychotic features
delusions only
hallucinations only
delusions + hallucinations
Prior contact with psychiatric services
on treatment and follow up
previous contact, no follow up
no previous contact
Past violent behavior
yes
no
Past forensic history
yes
no

Frequency (n)

(%)

36
1
3
1
1
2

(81.8)
(2.3)
(6.8)
(2.3)
(2.3)
(4.5)

23
8
7
6

(52.3)
(18.2)
(15.9)
(13.6)

5
3
13

(11.4)
(6.8)
(29.5)

9
5
21

(20.5)
(11.4)
(47.7)

13
16
15

(29.5)
(36.4)
(34.1)

25
19

(56.8)
(43.2)

12
32

(27.3)
(72.7)

Table 3. Characteristics of the 46 victims
Characteristic
Relationship with participant
parent
sibling

Frequency (n)

(%)

10
2

(21.7)
(4.3)

2
1
13
4
9
5

(4.3)
(2.1)
(28.2)
(8.6)
(19.5)
(10.8)

30
16

(65.2)
(34.8)

9
7
5
25

(19.5)
(15.2)
(10.8)
(54.3%)

child
wife
relative
neighbor
stranger
friend
Gender
male
female
Age (in years)
<20
20-30
31-40
>40

4
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psychosis during two consecutive postpartum episodes.
Mood disorder with psychotic features are reported in
women who commit child homicide.2,23

Discussion
During the study period, 44 people with mental illness
who committed homicide were identified.

More than half (52.3%) of the offences in the current study
were committed during the first few years of onset of the
illness. This finding is consistent with studies indicating
that those with first episode psychosis have higher rates of
homicide than those with subsequent episodes of
psychosis.19

The marked preponderance of men convicted of homicide
(97.7%) in the current study is high compared with
existing studies from other countries where the ratio of
men to women is about 2:16,9,15 and higher than the 88.2%
reported by Auba et al. in Nigeria.11 Taylor and Gunn
reported that those with serious mental illness who
commit murder were likely to be older and women
compared with offenders who were mentally well.2 This
difference in gender ratio from Western research can be
explained by cultural factors and gender role differences.

Comorbid substance misuse significantly increases the
risk of violent behavior and homicide in people
experiencing psychosis.22,24 Gilles’ classic study of
homicide in Scotland found that 58% of men and 30% of
women studied were intoxicated with alcohol at the time
of their offences.25 Similarly, the increasing contribution
of illicit drugs to homicide incidents has been highlighted
by Peturrson and Gudjonsson, who reported that 20% of
murderers had been treated for abusing these drugs.26 In
the present study, nearly half (47.7%) of the participants
had a history of alcohol and/or cannabis misuse. The
global increase in substance misuse has been postulated to
account for a rising trend in rates of homicide by these
participants. Swinson et al. conducted a national
consecutive case series of homicide perpetrators in
England and Wales, and reported an increase in homicide
by psychiatric patients and attributed that to a concomitant
increase in substance misuse.27 Risk factors reported to
increase the possibility of violent behavior in
schizophrenia include systematized paranoid delusions
with the conviction that enemies must be defended against
and instructions are from hallucinatory voices.20 This is in
agreement with the current finding that 35 (79.5%) of the
sample harbored delusions and/or hallucinations.

The current finding that almost half (47.7%) of the
offenders fall in the age range 20-30 years is not in
keeping with prior comparative studies where the age
tended to be older.15,16 The mean age of offenders in the
Nigerian study was 38.2 years. The high percentage of
participants diagnosed with schizophrenia in the present
study (81.8%) explains this difference. The 20-30 years
age range reflects the age when schizophrenia
psychopathology starts to become more apparent.
In the current study, 36 (81.8%) participants were living
with their families at the time of the offence. This is also
attributed to cultural differences. In Sudan, the burden of
care for people with mental illness falls on the family. Half
of the participants in the current study were unemployed
and cared for by their families. The high percentage
(68.2%) who were single is in keeping with past studies
on the trend of low marriage rates in people with mental
illness, particularly those with schizophrenia.6 In the
current study, 36 (81.8%) participants were suffering from
schizophrenia. An increased risk of violence and homicide
among patients diagnosed with schizophrenia has been
consistently reported in evaluations of criminal records
and twin studies.13,17-20 It has been postulated that there is
an increased risk of homicide of around 20 times in
individuals with schizophrenia and other psychosis
compared with the general population.21 Eronen et al.
reported that schizophrenia increases the odds ratio of
homicidal violence by a factor of about eight.18

Of the 44 participants in the current study, 13 (29.5%)
were on treatment and follow up at the time of the offence,
whereas the remainders either had previous contact, but
stopped treatment and follow-up, or never had previous
contact with psychiatric services. These findings highlight
the importance of treatment adherence and the
establishment of community psychiatric services, which is
sadly absent in the Sudan; both factors have been reported
to reduce homicide risk rate among those with mental
illness.3,6,8,9 Cultural and religious beliefs are deeply
rooted in this mainly Muslim society where traditional and
faith healing methods are widely utilized leading to delays
in seeking psychiatric treatment.

Mood disorders and schizophrenia are known to be the
two major psychiatric disorders that are likely to
predispose homicide; however, men are diagnosed with
schizophrenia much more frequently than women,21
partially explaining the strikingly low representation of
mood disorder in the current cohort. There was one
woman in the current study who twice committed
infanticide by drowning in the context of major depressive

A history of violent behavior and past forensic history
were reported in 25 (56.8%) and 12 (27.3%) of our group
of patients, respectively. This is consistent with several
studies that suggest a history of violent behavior and
5
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3.

forensic history increase the risk of subsequent
homicide.13,19
The current finding that the victims of the studied cohort
were predominantly people known to the perpetrators is in
keeping with findings from Australia, UK, Denmark, and
USA.1,2,3,6 In the current study, victims were parents or
relatives in 21.7% and 28.2% of cases, respectively. This
is explained by the fact that, in Sudanese culture, people
with mental illness tend to live with and are catered for by
both the nuclear and extended family. The victim was a
stranger on nine (18.8%) occasions. This finding supports
the notion that it is a myth that offenders with mental
illness are more likely to kill a stranger than offenders
without such illness.2,27 Homicide as committed by
strangers are reported to be more likely related to alcohol
or drug misuse in young men.28

4.

5.
6.

7.

8.

The finding that more than half of the victims in the
studied cohort were older than 40 years is difficult to
explain; the relatively high representation of parents
among the victims is a contributing factor.

9.

10.

Readily available objects were used by our group,
firearms only once. It is the authors’ concern that this
trend may change in favor of firearms, which may become
easily available as a result of the aftermath of armed
conflicts in some regions of Sudan.

11.

A sizable proportion of participants in the current study
were never assessed by psychiatric facilities or adhered to
treatment. Improvement of psychiatric services, including
early detection and follow up is recommended to reduce
such fatalities.

12.

Limitations

13.

The small size of the sample and lack of control group of
people without mental illness who commit homicide
limits generalization of the findings from the current
study. The types and contents of delusions and
hallucinations experienced by participants are relevant to
the subject matter and should have been included in the
study.

14.
15.

16.
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اﻟﻤﻠﺨﺺ

اﺟﺮﯾﺖ ھﺬه اﻟﺪراﺳﺔ اﻻﺳﺘﻄﻼﻋﯿﺔ ﻟﻤﺠﻤﻮﻋﺔ ﻣﻦ اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ اﻟﺬﯾﻦ ارﺗﻜﺒﻮا ﺟﺮاﺋﻢ ﻗﺘﻞ وادﺧﻠﻮا ﻣﺴﺘﺸﻔﻰ اﻻدرﯾﺴﻲ ﻟﻠﻄﺐ اﻟﻨﻔﺴﻲ اﻟﺸﺮﻋﻲ ﺧﻼل اﻟﻔﺘﺮة ﻣﻦ
.2016  اﻟﻰ دﯾﺴﻤﺒﺮ2012 دﯾﺴﻤﺒﺮ
. ھﺪﻓﺖ اﻟﺪراﺳﺔ اﻟﻰ اﺳﺘﻜﺸﺎف اﻟﺼﻔﺎت اﻟﺴﺮﯾﺮﯾﺔ واﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ ﻟﮭﺬه اﻟﻔﺌﺔ
 اﻏﻠﺒﮭﻢ ﯾﻘﻄﻨﻮن ﻣﻊ اﺳﺮھﻢ وﻗﻠﺔ ﻣﻨﮭﻢ ﻣﻊ اﻻﻗﺎرب او. ﻋﺎم30 ﻋﺎم و20 اﺗﻀﺢ ان ﻛﻞ اﻟﻤﺮﺿﻰ ﻣﺎ ﻋﺪا اﻧﺜﻰ واﺣﺪة ﻛﺎﻧﻮا ﻣﻦ اﻟﺬﻛﻮر ﺗﺮاوﺣﺖ اﻋﻤﺎر ﻧﺼﻔﮭﻢ ﺑﯿﻦ
. اﻻﺻﺪﻗﺎء وأﻛﺜﺮ ﻣﻦ ﻧﺼﻔﮭﻢ ﻏﯿﺮ ﻣﺘﺰوﺟﯿﻦ
( اﺳﺘﻌﻤﻠﻮا اﻟﺔ ﺣﺎدة ﻓﻲ ارﺗﻜﺎب93%)  ﻏﺎﻟﺒﯿﺔ اﻟﻤﺮﺿﻰ.20%  وﻣﻦ اﻟﻐﺮﺑﺎء ﻓﻲ23%  وأﺣﺪ اﻻﺑﻮﯾﻦ ﻓﻲ34% اﻟﻀﺤﯿﺔ ﻛﺎن ﻣﻦ اﻻﻗﺎرب ﻣﻦ اﻟﺪرﺟﺔ اﻷوﻟﻰ ﻓﻲ
. ( ﻛﺎن اﻟﻘﺘﻞ ﻋﻦ طﺮﯾﻖ اﻟﺨﻨﻖ او ﺳﻼح ﻧﺎري او اﻻﻏﺮاق7%) اﻟﺠﺮﯾﻤﺔ وﻓﻲ اﻟﺒﻘﯿﺔ ﻣﻨﮭﻢ
.(18%) ( ﻛﺎﻧﻮا ﯾﻌﺎﻧﻮن ﻣﻦ اﺿﻄﺮاب اﻟﻔﺼﺎم واﻟﺒﻘﯿﺔ ﻣﻦ اﺿﻄﺮاب اﻟﻮھﻤﯿﺔ او اﻟﺬھﺎن اﻟﻨﺎﺟﻢ ﻋﻦ اﻟﻤﺨﺪرات او ذھﺎن ﻣﺎ ﺑﻌﺪ اﻟﻮﻻدة82%) اﻟﻐﺎﻟﺒﯿﺔ ﻣﻦ اﻟﻤﺮﺿﻰ
.( ﻛﺎﻧﺖ ھﻨﺎك اﻋﺮاض ذھﺎﻧﯿﮫ ﻋﻨﺪ ارﺗﻜﺎب اﻟﺠﺮﯾﻤﺔ80%)  وﻓﻲ اﻏﻠﺒﮭﻢ. ﻣﻦ اﻟﻤﺮﺿﻰ اﺳﺘﺨﺪﻣﻮا ﺣﺸﯿﺸﺔ اﻟﻘﻨﺐ او اﻟﺨﻤﺮ او اﻻﺛﻨﯿﻦ ﻣﻌﺎ48 %
ﺧﻠﺼﺖ اﻟﺪراﺳﺔ ان ھﺬه اﻟﻔﺌﺔ ﻣﻦ اﻟﻤﺮﺿﻰ ﻛﺎن ﺟﻠﮭﻢ ﻣﻦ ﻓﺌﺔ اﻟﺸﺒﺎب اﻟﻌﺰب اﻟﺬﻛﻮر وﯾﻌﺎﻧﻮن ﻣﻦ اﺿﻄﺮاب اﻟﻔﺼﺎم وﻋﺎطﻠﯿﻦ ﻋﻦ اﻟﻌﻤﻞ وﺗﻠﻘﻮا ﺗﻌﻠﯿﻤﺎ ً ﻣﺤﺪوداً وﻛﺎن
.ﻻﺳﺘﻌﻤﺎل اﻟﻤﺨﺪرات دور ﻋﻨﺪ ارﺗﻜﺎب اﻟﺠﺮﯾﻤﺔ واﻟﻐﺎﻟﺒﯿﺔ ﻣﻦ اﻟﻀﺤﺎﯾﺎ ﻛﺎﻧﻮا ﻣﻦ اﻷﻗﺎرب
.ﻣﻘﺎرﻧﺔ ﺑﺎﻟﺪراﺳﺎت اﻟﻐﺮﺑﯿﺔ اﺗﻀﺢ ان ھﻨﺎك ﻓﺮوﻗﺎت ﺛﻘﺎﻓﯿﺔ
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The Relationship between Mental Health of Palestinian Mothers Due to Siege and Child
Attachment
Abdelaziz Mousa Thabet

اﻟﻌﻼﻗﺔ ﻣﺎ ﺑﯿﻦ اﻟﻀﻐﻮط اﻟﻨﻔﺴﯿﺔ اﻟﻨﺎﺗﺠﺔ ﻋﻦ اﻟﺤﺼﺎر واﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻟﻸﻣﮭﺎت اﻟﻔﻠﺴﻄﯿﻨﯿﯿﺎت و اﻟﺮﺑﺎط ﻣﻊ أطﻔﺎﻟﮭﻦ
ﻋﺒﺪ اﻟﻌﺰﯾﺰ ﻣﻮﺳﻰ ﺛﺎﺑﺖ

Abstract

A

im: The current study investigated the relationship between mothers’ stressors due to siege, their mental health and
the attachment styles of their children. Methods: Participants were recruited from a list of previously studied
Palestinian families in the Gaza Strip, which was part of a three-stage prospective study of 184 households. N=140 mothers
were recruited to the study. Ages ranged from 18 to 64 years with a mean age of 41.53 years. Participants completed selfreport questionnaires, which included a sociodemographic scale, the Gaza Siege Checklist, the Hopkins Symptoms Checklist
(HSCL-25), and the Parent/Child Reunion Inventory (P/CRI). Data were collected from October to November 2008. Results:
Mothers reported from 2-20 stressors due to siege (M=10.83, SD=4.07). Those with monthly income of less than $350 US
reported experiencing more stressors than mothers whose families had a monthly income of $351 US or more. Results
identified 16.8% of mothers met the criteria for psychiatric conditions; 19.0% reported anxiety and 15.2% reported
depression. Mothers living in cities reported fewer mental health problems compared with those living in villages and camps.
Further, insecure attachment of children was positively associated with total stressors and mothers’ anxiety, and depression.
Conclusion: Maternal depression and anxiety was associated with insecure attachment styles in children. Maternal depression
and anxiety were also associated with experiences of siege stressors and an insecure attachment style in children. The study
highlights potential targets for future intervention.
Key word: Attachment, Gaza Strip, Anxiety, Depression, Siege, Stressors, Mothers
Declaration of interest: None

participants from five areas of the Gaza Strip, the most
common stressful situations due to siege were: feelings of
living in a big prison, being unable to complete
construction and repair work in their house due to shortage
of cement and building materials, a sharp increase in
prices in the last few years. Participants commonly
reported traumatic events, such as hearing artillery
shelling in the area, hearing the sonic sounds of jetfighters,
hearing loud drones, and witnessing mutilated bodies on
television. Men and boys experienced more severe
traumatic events than women and girls. People living in
cities reported more traumatic events than those living in
villages or camps. As a reaction to stress and trauma,
Palestinians participants reported anxiety symptoms such
as nervousness or shakiness inside, feeling tense or keyed
up; while depressive symptoms were expressed as feeling

Introduction
Since the Israeli Government enacted the full Gaza
blockade in 2007, which has restricted the free movement
of goods and people in and out of the Gaza Strip almost
completely, the population there has suﬀered everincreasing infringements of their economic and social
rights. The access-restricted area (the so-called “buﬀer
zone” or no man’s land) was imposed by Israel within
Gaza territory and covered 35% of key agricultural land;
it highlights how fundamentally the right to movement is
ignored with 113,000 people unable to access their farms.1
Siege on the Gaza Strip since 2007 has been a unique
situation and there have been very few studies on the
impact of siege in the area.
A study of N=386 Palestinian adults in the Gaza Strip
showed that people commonly reported the following
siege stressors: prices were sharply increased (97.67%),
they feel they are in a big prison (92.23%), they cannot
find things they need in the market (91.70%), they quit
making daily purchases for basic needs (88.30%), and
social visits were less frequent than before (85.23%).2 In
another study involving 502 randomly selected

sad and physically weak. However, feelings of
worthlessness and thoughts of ending life were rarely
expressed.3
Bowlby's attachment theory is an essential reference for
understanding relational aspects, which can impact mental
dysfunction. The attachment system is theorized as a set
8
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of instinctive affective, behavioral, cognitive, and
motivational mechanisms designed to encourage infants
to seek proximity to protective caregivers during times of
stress. By viewing caregivers as attachment figures to turn
to in times of emotional stress or uncertainty, infants can
feel comfortable exploring the world around them,
knowing that their caregivers are available if needed.4,5 6,7

The aim of the current study was to investigate the
relationship between mothers’ stressors due to siege, their
mental health and their children’s attachment styles.

Methodology
Participants
The current study recruited N=140 mothers with at least
one child aged between 6 to 18 years. Mothers’ ages
ranged from 26 to 65 years with a mean age of 41.61
(SD=8.79) years.

Attachment in children is defined as a long-lasting
emotional bond formed between a child and his/her
caregiver. When children feel secure in their relationships
with attachment figures, they perceive them as
consistently available, sensitive and responsive to their
needs. Children form insecure relationships with
attachment figures that show deficiencies in sensitivity
and responsiveness. Accordingly, by preschool age, the
child with secure attachment shows relaxed and enjoyable
interactions with the parent, and uses the caregiver as a
secure base from which to explore the environment. In
comparison with secure children, children with avoidant
attachment tend to show greater affective neutrality and
physical avoidance. Children with ambivalent attachment
show exaggerated emotional expression and immature or
angry behavior toward the parent. These children are
known to show resistance, conflict or excessive
dependence on the caregiver. Children with disorganized
attachment show contradictory or incoherent behavior in
proximity to the caregiver, such as simultaneous or
successive approach and avoidance, disordered,
incomplete, or undirected sequencing of movements, and
confusion or apprehension. They seem unable to use their
caregivers as a secure base for exploration and havens of
safety.8 Moreover, certain attachment patterns are
particularly relevant to mental health; namely, the four
attachment styles (secure, dismissing, preoccupied, and
fearful), which can measure attachment dimensionally in
terms of anxiety (the fear of being abandoned or rejected
in close relationships) and avoidance (the preference for
emotional distance).9 A growing body of research links
attachment insecurity to the whole spectrum of mental
health problems in both children and adults.10 Another
study showed that maternal depression and anxiety have
been linked to insecure parent-child attachment
relationships.11 Another reported that fearful attachment is
more often found in people diagnosed with depressive
disorders, while the depression related to bipolar or
schizoaffective disorder is often associated with those
who experience a more dismissive attachment style.12
LeCompte et al.,13 examined the psychological, social and
cultural risk factors for child insecure attachment in a
sample of N=33 South Asian immigrant families
experiencing high migration stress in Montreal, Canada.
Results suggested that child attachment security scores
were associated with maternal depression, although
statistically marginal, suggesting that high maternal
depression is related to low child attachment security.

Instruments
Data were collected from mother/child pairs by using the
following questionnaires:
Demographic questionnaire
Demographic information about the participants was
obtained using a form developed by the authors. The
questionnaire included gender, age, citizenship, education
level, place of residence, and number of children in the
family.
Gaza Siege Checklist – mothers’ form 2,3
The checklist consisted of 21 items covering a wide range
of daily life situations affected by the Gaza Siege,
including family, health, education, social life, and
economic issues. The first checklist was developed after
conducting a focus group for 20 professionals working in
different sectors of health, education, social services, and
economic sectors. In the current study, the split half
reliability of the scale was (r=.76).
Hopkins Symptoms Checklist (HSCL-25) 14
Hopkins Symptoms Checklist measures the presence and
degree of symptoms of anxiety and depression during the
past seven days. Each item was scored on a scale from 0
(not at all) to 3 (extremely). Examples of items are
‘Nervousness or shakiness inside’ and ‘Feeling hopeless
about the future.’ The checklist comprises total anxiety
and depression scales, an overall problem scale, as well as
clinical cut-offs (set at 1.75). The Arabic translated
version has proved reliable and valid in a multicultural
context.15 The internal consistency of the scale was
calculated using Cronbach’s alpha (α=.92).
Parent/Child Reunion Inventory 16
The Parent/Child Reunion Inventory (P/CRI)16 relies on
the child’s internal working model of his/her attachment
relationship. It is based on direct observations of
childhood reunions and it provides parents with
hypothetical everyday separation situations. Parents are
asked to select behaviors that are shown by their child at
9

Thabet AM
reunion times. To assist with this, parents are asked to
remember the last separation they had from their child
lasting one hour or more. Parents rate each behavior as
‘usually’ (2), ‘occasionally’ (1) or ‘never’ (0). The P/CRI
allows for the calculation of total secure and insecure
scores. Six items measure secure attachment (range 0-12),
and 14 items measure insecure attachment (range 0-28).
The P/CRI is tentatively split into five insecure factors:
insecure–avoidant-distancing (items 7, 8), insecure–
avoidant (items 9, 10, 11, 12), insecure-anxious (items 13,
16), insecure–controlling (items 14, 15), and insecureunspecified (items 17, 18, 19, 20). This scale was
translated from English by Dr Thabet and was back
translated by a professional with a diploma in Translation
There were no major changes identified in the
translations.17 The Cronbach’s alpha for the secure and
insecure subscales were α=0.65 and α=0.77, respectively.

Procedure
Eight mental health professionals (four social workers,
four psychologists) received four hours of training during
which the aims of the current study were reviewed. All
had previous experience in data collection. Participants
were recruited from list of previously studied Palestinian
families in the Gaza Strip, which was part of a three-stage
prospective study of 184 households. One hundred and
forty mothers were contacted. A letter outlining the study
aims was given to each and written consent to participate
was obtained. Sociodemographic information for the
study population was collected from mothers at home.
Each interview took 30 minutes to complete. Data
collection was done between September and November
2008.

Statistical Analysis
Data entry and analysis were carried out using the
Statistical Package for Social Science version 20 (SPSS
Inc. Chicago Ill, US). Frequency and percentages were
used to express quantitative data of types of stressful
situations, mother’s mental health disorder, attachment
and resilience. For continuous variables, means and
standard deviations were reported. For diﬀerences
between means of two groups independent t tests were
used. ANOVA tests were used for measuring diﬀerences
between more than two groups of continuous variables,
such as place of residence and stress, mother’s mental
health and child attachment style. Spearman’s correlation
coefficient was used to test the association between
number of stressors, mother's mental health and child
attachment style. Multivariate regression analysis was
conducted in which each stressor was entered as the
independent variable and the psychological symptoms of
mothers (HSCL) entered as the dependent variable.

Results
Sociodemographic characteristic
A total of N=140 mothers responded. Their ages ranged
from 26 to 65 years with mean age of 41.61 y (SD=8.79).
According to place of residence, 26.1% were from North
Gaza, 37.5% from Gaza, 14.7% from the middle region of
Gaza, 3.8% were from Khan Younis and 17.9% were from
Rafah (south of Gaza). According to type of residence,
43.5% lived in cities, 12.5% lived in villages, and 44%
lived in camps. In terms of number of children, 13.6% of
families had less than 4 children, 61.4% had 5-7 children,
and 25% had 8 and more siblings. As for family monthly
income, 60.9% earned less than $350 US per month,
30.4% earned $351-700 US, and 8.7% earned more than
$701 US.

Table 1. Sociodemographic characteristic of the study sample (N=140)

Address
North Gaza
Gaza
Middle area
Khan Younis
Rafah area
Place of residence
City
Village
10

N

%

37
53
21
6
23

26.4
37.9
15.0
4.3
16.4

58
16

41.4
11.4
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Camp
Number of children
Less than 4
5-7 children
8 and above
Monthly family income
Less than $350 US
$351-700 US
More than $701 US
Husbands’ education
Uneducated
Secondary school and less
University and above
Husbands’ employment status
Unemployed
Skilled worker
Employee
Others
Mothers’ education

66

47.1

14
90
36

10.0
64.3
25.7

84
42
14

60.0
30.0
10.0

7
89
44

5.0
63.6
31.4

70
13
47
10

50.0
9.3
33.6
7.1

Uneducated
Secondary school and less
University and above
Mothers' employment status
Housewives
Employee

4
131
5

2.9
93.6
3.6

133
7

95.0
5.0

Frequency of stressors related to the siege of Gaza in
mothers
Results showed that the most common stressors arising
from the siege of Gaza as rated by mothers were: prices
have increased sharply (89.3%), I feel I am in a big prison

(87.8%), I was not able to get specific medicine for me or
for one of the family members due to shortage of fuel and
absence of transportation (75.7%). Mothers reported from
3-18 stressors relating to the siege with mean of 10.16
(SD=3.76).

Table 2. Frequency of items of siege of Gaza (N = 140)
Items

N=

%

Prices are sharply increased

125

89.3

15

10.7

I feel I am in a big prison

122

87.8

17

12.2

I was not able to get specific medicine for me or for one of the family
members due to shortage of fuel and absence of transportation
I stopped sending my children to school due to shortage of money and I let
them do other jobs
Social visits are less than before due to shortage of fuel and absence of
transportation
I was not able to get specific medicine for me or for one of my family
members due to shortage of physicians and nurses
Ability to send children to school due to shortage of money

106

75.7

34

24.3

103

73.6

37

26.4

93

66.9

46

33.1

92

65.7

48

34.3

85

60.7

55

39.3
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Social visits are less than before due to shortage of money due to
unemployment
I was not able to get specific medicine for me or for one of my family
members due to shortage of medicine and equipment
Losing the job due to shortage of cement, and basic construction materials

84

60.0

56

40.0

82

58.6

58

41.4

80

57.1

60

42.2

I started borrowing from banks and people to keep my family demands

80

57.1

60

42.9

I cannot find things I need in the market

78

55.7

62

44.3

I went to Zakat organizations and other organizations to get food

71

50.7

69

49.3

I sold some of my furniture and wife’s gold

64

45.7

76

54.3

I thought of immigration

60

42.9

80

57.1

I postponed the marriage ceremony of my sons due to shortage of furniture
and building materials
I cannot finish some construction and repair work in my house due to
shortage of cement and building materials
I need to travel outside the Gaza Strip and cannot

60

42.9

80

57.1

60

42.9

80

57.1

40

28.6

100

71.4

I started doing the papers for immigration

25

17.9

115

82.1

Siege stressors in mothers and sociodemographic
variables

Mean and standard deviation of mental health using
HSCL

A one-way ANOVA test was used to find differences in
total siege stressors and other sociodemographic
variables, such as number of children, monthly family
income, education, place of residence. Post Hoc test using
Tukey showed that mothers with low family income (less
than $250 US) (F(2/137)=9.6, p=0.001), not educated
(F(5/134)=6.7, p=0.001), and mothers living in North
Gaza (F(4/135)=7.94, p=0.001) had reported more
stressors.

The results showed the mean HSCL was 1.15 (SD=0.56),
mean anxiety subscale score was 1.17 (SD=.64), and mean
depression subscale score was 1.14 (SD=0.57). Taking in
consideration the cutoff point of <1.76 of HSCL, 16.8%
of mothers were rated as having psychiatric conditions,
19.0% reported experiencing anxiety and 15.2% reported
symptoms related to depression.

Table 3. Mean and standard deviation of mental health using HSCL
Mean
1.15
1.17
1.14

Mean HSCL
HSCL - Anxiety subscale
HSCL - Depression subscale
Differences between mental health problems rated by
HSCL and other socioeconomic variables (place of
residence, number of siblings, and family monthly
income)
In order to find the differences between the places of
residence, number of siblings, monthly income and mental
health, a one-way ANOVA test was performed. Post hoc
Tukey test showed that mothers living in cities reported
fewer mental health problems compared with those who
lived in villages and camps (F (2/137)=15.2, p=0.001).
Results also showed that mothers with a monthly income
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SD
.56
.64
.57
of less than $350 US reported more mental health
problems than the other two groups. This group were more
affected by siege that the other groups (F (1/137)=4.5,
p=0.01).

Parent/Child Reunion (attachment style of children)
The current study showed that mean secure attachment
was 8.67 (SD=2.40) and mean insecure attachment was
14.16 (SD=5.10).
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Table 4. Means and Standard deviations of attachment
Attachment
Secure attachment
Insecure attachment

Mean
8.67
14.16

SD
2.40
5.10

Differences
between
attachment
and
other
socioeconomic variables (place of residence, number of
siblings, and family monthly income)

The relationships between stressors arising from siege
and mental health of mothers and child attachment
styles

A one-way ANOVA test was performed. Post hoc Tukey
test showed that children living in families with monthly
incomes of less than $350 US demonstrated more insecure
attachment than the other two groups (F (2/137)=3.15,
p=0.04).

In order to find the relationship between stressors due to
the siege of Gaza and the mental health of mothers as
relates to parent/child reunion, the Pearson correlation
coefficient test was conducted. Results indicated that the
total stressors were positively associated with maternal
mental health (r (140)=0.27, p<0.001), anxiety (r
(140)=0.25, p<0.001), depression (r (140)=0.26, p<0.001)
and insecure attachment of children.

Table 5. Relationships between stressors related to siege as experienced by mothers and attachment of children
Siege

Mean

Anxiety

Depression

HSCL

Secure
attachment

Maternal experience of siege
stressors
Mean HSCL

.27**

Anxiety subscale

.25**

.92**

Depression subscale

.26**

.95**

.74**

Secure attachment-child

-.14-

-.13-

-.10-

-.14-

Insecure attachment-child

.34**

.22*

.16

.24**

Prediction of child insecurity and maternal stressors due
to the siege of Gaza
Using a multivariate regression model, insecure
attachment scores were entered as dependent variables
and each siege-related stressor reported by mothers as
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.02

independent variables. Total secure attachment: I sold
some of my furniture and my gold. (β= 0.32, t (135),
p<0.001). I need to travel outside the Gaza Strip and
cannot (β= 0.18, t (135), p<0.01), and negatively predicted
by I thought of immigration (β=-0.17, t (135) p<0.02),
R2=.23, F (1/135)=12.20, p=0.001.
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Table 6. Multivariate regression model predicting child insecure attachment style and maternal stressors arising from
the Gaza siege

(Constant)
I sold some of my
furniture and my gold
I need to travel outside
the Gaza Strip and cannot
I thought of immigration

Unstandardized
Coefficients
B
Std.
Error
12.42
0.63
3.3
0.79

Standardized
Coefficients
Beta

t

p

0.32

19.86
4.2

0
0

95.0% Confidence
Interval for B
Lower
Upper
Bound
Bound
11.19
13.66
1.75
4.86

3.19

0.88

0.28

3.62

0

1.45

4.94

-1.79

0.79

-0.17

-2.28

0.02

-3.35

-0.24

Prediction of child secure attachment style and maternal
stressors due to the siege of Gaza
In a multivariate regression model, secure attachment
scores were entered as dependent variables and each
stressor of siege experienced by mothers was entered as

an independent variable, secure attachment was
negatively predicted by stressor: I went to Zakat
organizations and other organizations to get the food (β=0.28, t(135), p<0.001b, R2=.0.06, F(1/135)=9.20,
p=0.001

Table 7. Multivariate regression model predicting child secure attachment style and maternal stressors due to siege of Gaza

Secure attachment

Unstandardized
Coefficients
B

(Constant)
I went to Zakat organizations
and other organizations to get
food

Standardized
Coefficients
Beta

9.3

Std.
Error
0.28

-1.22

0.4

-0.25

t

P

33.1

Discussion
The current study investigated the impact of siege
stressors on the mental health of Palestinian mothers and
attachment style of their children. Results showed that the
most commonly reported stressors relating to the siege of
Gaza as experienced by mothers were: prices have
increased sharply (89.3%); I feel I am in a big prison
(87.8%); I was not able to get specific medicine for me or
for one of the family members due to shortage of fuel and
absence of transportation (75.7%). The mean stressors
arising from an experience of the siege of Gaza was 10.16.
Higher levels of stress were reported by mothers who had
low monthly family income (less than $250 US), were
educated, and lived in the North of Gaza. The current
study found the mean subscale scores for anxiety and
depression were 1.17 and 1.14, respectively. Psychiatric
14

-3.05

0.001

95.0% Confidence
Interval for B
Lower
Bound
8.75

Upper
Bound
9.86

-2.01

-0.43

conditions were identified for 16.8% of mothers, 19.0%
reported anxiety and 15.2% reported symptoms related to
depression. Mothers living in cities reported fewer mental
health problems compared with those who lived in
villages and camps. Results also found that mothers with
a monthly income of less than $350 US reported more
mental health problems than the other two groups. It
appears that this group were more affected by siege than
the other groups. Similarly, in a study of university
students in the Gaza Strip, Juma and Thabet18 found that
the most commonly reported stressors arising from siege
were the sharp increase in prices due to border closures
(92%) and an adverse impact on their ability to study due
to Gaza’s electricity being cut off and also gas shortages
(83.5%). Within the student population studied, the mean
number of stressors reported by men was 12.38 and 10.33
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for women. For symptoms related to depression, 9.5% of
men and 12% women reported severe symptom levels;
10.3% men reported experiencing anxiety compared to
13.8% of women. There was a positive correlation
between total stress due to siege and symptoms associated
with depression and anxiety among students. Moreover, a
study of N=502 Palestinian families in the Gaza Strip
found the most common stressful situations arising from
the siege were: feelings of living in a big prison, being
unable to finish some construction and repair work in their
homes due to shortages of cement and building materials,
prices increased sharply in the last few years.3 Further,
there was a positive relationship between stressors due to
the siege and closure and psychological symptoms. By
way of further comparison, studies on mental health
following earthquakes in Lushang and Wenchang, China
found prevalence rates for anxiety and depression
remained high nearly five years later. 19 The current study
found that mental health problems among mothers was
lower than a study on 114 refugee women-at-risk who had
been resettled to Australia, as well as factors contributing
to symptoms of trauma, anxiety, depression, and
somatization.20 The level of psychiatric symptomatology
is compared to reference groups of women from Sudan
and Burma. Participants’ psychiatric distress met levels
symptomatic for traumatization (41%), PTSD (20%),
anxiety (29%), and depression (41%). Forty two percent
also reported high levels (≥1.75) of somatization. Results
were not consistent with the secondary analysis on
baseline data from N=288 HIV-positive women, enrolled
in a parenting intervention in Uganda. Total JHCL-25
mean score was 1.9, mean depression score was 2.0, and
mean anxiety score was 1.8.21 In the Middle East, Karam
et al., assessed a nationally representative sample of the
Lebanese population (N=2857 adults).
Respondents were interviewed using the fully structured
World Health Organization (WHO) Composite
International Diagnostic Interview 3.0. Lifetime
prevalence of any Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-IV) disorder was
25.8%. Anxiety (16.7%) and mood (12.6%) were more
common than impulse control (4.4%) and substance
(2.2%) disorders.22
The study showed that mean secure attachment was 8.67
and mean insecure attachment was 14.16. Such findings
were inconsistent with previous research using the same
scale in a sample of N=13 mothers previously admitted to
psychiatric hospital. In the study, the mean secure
attachment score was 11.33 and mean insecure attachment
score was 5.00.23 Results suggested that total stressors
experienced by mothers during the siege of Gaza were
positively associated with their experience of mental
health, anxiety, and depression and linked also to having
insecurely attached children. The current study results
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were consistent with those of Campbell et al.24 who found
that mothers who experienced intermittent or chronic
symptoms of depression and who evidenced less
sensitivity to their children’s needs had offspring at
greater risk of experiencing insecure attachment.
Therefore, while children of depressed mothers are more
vulnerable to attachment insecurity, not all will be
adversely affected or respond in a similar manner.
Similarly, in a longitudinal study of postnatal depression
and maternal attachment in middle-class mothers (N=111)
and their infants, chronic maternal depression was
significantly associated with less secure attachment 12
months after birth.25
A similar finding was identified in a population-based
study in the Netherlands of N=606 infant-mother dyads.
Results showed that infant attachment moderated the
effect of parent stress on child emotional and behavioral
problems. Parent stress was related to more aggression
and attention problem behaviors in insecurely attached
children, but not in securely attached children. Moreover,
higher levels of stress in parents was associated with more
withdrawal problem behaviors in insecurely attached
children. This was particularly the case for insecure
resistant and disorganized children.26 The current study
showed that children living in families with a monthly
income of less than $350 US appeared to have less secure
attachments compared with the other two groups.
The importance of economic stability as a mediating
factor for the development of secure attachments was also
supported in Fraley et al.27 Their longitudinal research of
mother-child dyads examined attachment from one month
post-natal until the children reached 18 years of age.
Conducted at the National Institute of Child Health and
Human Development on the Study of Early Child Care
and Youth Development, the study concluded that secure
children were more likely than insecure children to have
had more supportive parenting over time, to have come
from families characterized by stability (e.g., low levels of
parental depression, fathers living in the household), and
to have had higher-quality friendships in adolescence. A
study conducted in the Gaza Strip with N=392 parents
(n=380 mothers; n=12 fathers) of preschoolers indicated
that 86% of preschoolers were securely attached and 9.7%
were insecurely attached to their mothers. Further, the
insecure attachment with mothers was among children
with low monthly income. 17 Consistent with the current
findings, Lecompte et al.,28 found that maternal depressive
symptoms were related to lower child attachment security
scores. Lower support from friends was related to greater
child ambivalent attachment behaviors. A higher sense of
belonging to the country of origin was related to greater
child disorganized attachment behaviors. These findings
suggest that migration stresses, which include maternal
depression, lack of social support and the sense of
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belonging, are associated with child attachment, and these
variables should be considered in the design of
appropriate interventions.

8.
9.

10.

Limitations
The present study has some limitations that are important
to consider when interpreting the results: (1) the data were
derived from children/adolescents (and mothers) as part of
a cohort who were studied when Gaza was experiencing
traumatic stressors related to siege and war; and, (2) the
study sample may not be representative of the whole
Palestinian population suﬀering from other types of war
trauma and stress.

11.

12.

Conclusion
The current study is the first to explore the impact of siege
stressors on the mental health of Palestinian mothers and
the attachment style of their children. Data showed that
maternal depression and anxiety is associated with
insecure attachment children. Maternal depression and
anxiety were associated with the siege-related stressors
they experienced and how securely their children were
attached to them. Findings highlight potential targets of
intervention, including identifying and treating mothers
affected by stress and trauma in the Gaza Strip and
supporting the development of secure mother-infant
attachment relationships, particularly in populations at
high risk of stress and trauma exposure.
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اﻟﻤﻠﺨﺺ
اﻟﮭﺪف ﻣﻦ اﻟﺪراﺳﺔ ھﻮ اﻟﺒﺤﺚ ﻓﻲ اﻟﻌﻼﻗﺔ ﺑﯿﻦ اﻟﻀﻐﻮط اﻟﻨﺎﺟﻤﺔ ﻋﻦ اﻟﺤﺼﺎر ﻋﻠﻰ ﻏﺰة واﻟﻤﺸﺎﻛﻞ اﻟﻨﻔﺴﯿﺔ ﻋﻨﺪ اﻷﻣﮭﺎت وﺑﯿﻦ اﻟﺮﺑﺎط ﻣﻊ اﻷطﻔﺎل داﺧﻞ اﻟﻌﺎﺋﻼت
اﻟﻔﻠﺴﻄﯿﻨﯿﺔ.
اﻟﻤﻨﮭﺠﯿﺔ :ﺗﻢ اﺧﺘﯿﺎر ﻋﯿﻨﺔ ﻣﻜﻮﻧﺔ ﻣﻦ  140أم ﻣﻦ اﺻﻞ  184أب و أم ﻣﻦ ﻗﺎﻋﺪة ﺑﯿﺎﻧﺎت اﻟﺪراﺳﺔ اﻟﺘﺘﺒﻌﯿﺔ ﻟﻠﻌﺎﺋﻼت اﻟﻔﻠﺴﻄﯿﻨﯿﺔ ﻓﻲ ﻗﻄﺎع ﻏﺰة -اﻟﻤﺮﺣﻠﺔ اﻟﺜﺎﻟﺜﺔ واﻟﺘﻲ ﺗﻢ
اﺧﺘﯿﺎرھﺎ ﻣﻦ ﺟﻤﯿﻊ اﻟﻤﻨﺎطﻖ ﻓﻲ ﻏﺰة  .وﺗﺮاوﺣﺖ اﻷﻋﻤﺎر ﻟﻼﻣﮭﺎت ﺑﯿﻦ  18اﻟﻰ  64ﺳﻨﺔ وﻛﻦ اﻟﻤﺘﻮﺳﻂ اﻟﺤﺴﺎﺑﻲ ﻟﻠﻌﻤﺮ = 41.53ﺳﻨﺔ ،و اﻻطﻔﺎل ﻣﻦ  18-6ﺳﻨﺔ ،وﺗﻢ
ﺟﻤﻊ اﻟﺒﯿﺎﻧﺎت ﺑﺈﺳﺘﺨﺪام ﻣﻘﯿﺎس اﻟﺨﺼﺎﺋﺺ اﻟﺪﯾﻤﻐﺮاﻓﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ  ،واﺳﺘﺒﯿﺎن اﻟﻀﻐﻮط اﻟﻨﺎﺟﻤﺔ ﻋﻦ اﻟﺤﺼﺎر ،واﺳﺘﺒﯿﺎن ﻗﺎﺋﻤﺔ ﺟﻮن ھﻮﺑﻜﻨﺰ ،و ﻣﻘﯿﺎس اﻻﻧﻔﺼﺎل
و اﻻﻟﺘﺼﺎق ﺑﺎﻷم )اﻟﺮﺑﺎط( .وﺗﻤﺖ ﻋﻤﻠﯿﺔ ﺟﻤﻊ اﻟﺒﯿﺎﻧﺎت ﻓﻲ ﺷﮭﺮي أﻛﺘﻮﺑﺮ وﻧﻮﻓﻤﺒﺮ ﻣﻦ ﻋﺎم .2008
اﻟﻨﺘﺎﺋﺞ :أظﮭﺮت اﻟﻨﺘﺎﺋﺞ أن أﻛﺜﺮ أﻧﻮاع اﻟﻀﻐﻮط اﻟﻨﻔﺴﯿﺔ اﻟﻨﺎﺗﺠﺔ ﻋﻦ اﻟﺤﺼﺎر ﻋﻠﻰ ﻗﻄﺎع ﻏﺰة ھﻲ :اﻻرﺗﻔﺎع اﻟﺤﺎد ﻟﻸﺳﻌﺎر) ،(90.8%وأﺷﻌﺮ أﻧﻰ ﻓﻲ ﺳﺠﻦ
ﻛﺒﯿﺮ) ،(88.5%ﻻ أﺳﺘﻄﯿﻊ إﯾﺠﺎد ﻣﺎ أﺣﺘﺎﺟﮫ ﻣﻦ اﻟﺒﻘﺎﻟﺔ ) ،(91.70%وﻻ أﺳﺘﻄﯿﻊ اﻟﺤﺼﻮل ﻋﻠﻰ اﻟﻌﻼج ﻟﻲ أو ﻷﺣﺪ ﻣﻦ أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﺑﺴﺒﺐ ﻧﻘﺺ ﻓﻲ اﻟﻮﻗﻮد أو ﻏﯿﺎب
اﻟﻤﻮاﺻﻼت ) ، (73.4%وﻻ أﺳﺘﻄﯿﻊ اﻟﺤﺼﻮل ﻋﻠﻰ اﻟﺪواء ﻟﻲ أو ﻷﺣﺪ أﻓﺮاد ﻋﺎﺋﻠﺘﻲ ﺑﺴﺒﺐ ﻧﻘﺺ اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ ) .(62.58%و ﻛﺎن ﻣﺘﻮﺳﻂ اﻟﻀﻐﻮط اﻟﻨﻔﺴﯿﺔ
اﻟﻨﺎﺟﻤﺔ ﻋﻦ اﻟﺤﺼﺎر ھﻮ  10.83وأظﮭﺮت اﻟﻨﺘﺎﺋﺞ أن اﻷﻣﮭﺎت اﻟﻠﻮاﺗﻲ ﯾﻌﺸﻦ ﻓﻲ أﺳﺮ دﺧﻠﮭﺎ اﻟﺸﮭﺮي أﻗﻞ 350دوﻻر ﻟﺪﯾﮭﺎ ﺿﻐﻮط ﻧﻔﺴﯿﺔ أﻋﻠﻰ ﻣﻦ اﻻﻣﮭﺎت اﻟﻠﻮاﺗﻲ
ﯾﻌﺸﻦ ﻓﻲ أﺳﺮ دﺧﻠﮭﺎ اﻟﺸﮭﺮي  351دوﻻر وأﻋﻠﻰ .
وﻣﻦ اﻻﻋﺮاض اﻟﻨﻔﺴﯿﺔ ﻟﻸﻣﮭﺎت :اﻟﺒﻜﺎء ﺳﺮﯾﻌﺎ ً ) ،(%21.7وﺻﻌﻮﺑﺔ ﻓﻲ اﻟﻨﻮم ) ،(16.8%واﻟﻘﻠﻖ اﻟﻤﺴﺘﻤﺮ ) ،(16.3%واﻟﺼﺪاع ) ،(%15.2واﻟﺸﻌﻮر ﺑﺎﻟﺘﺸﻨﺞ
واﻟﺘﻮﺗﺮ ) .(%15.2أظﮭﺮت اﻟﻨﺘﺎﺋﺞ أن %19ﻣﻦ اﻻﻣﮭﺎت ﻟﺪﯾﮭﻦ ﻗﻠﻖ و%15.2ﻟﺪﯾﮭﻦ اﻛﺘﺌﺎب .وﺗﺒﯿﻦ أن اﻷﻣﮭﺎت اﻟﻠﻮاﺗﻲ ﯾﻌﺸﻦ ﻓﻲ اﻟﻤﺪﯾﻨﺔ ﻟﺪﯾﮭﻦ ﻣﺸﺎﻛﻞ ﻧﻔﺴﯿﺔ أﻗﻞ
ﻣﻦ اﻟﻠﻮاﺗﻲ ﯾﻌﺸﻦ ﻓﻲ اﻟﻘﺮي واﻟﻤﺨﯿﻤﺎت .وأظﮭﺮت اﻟﻨﺘﺎﺋﺞ أﯾﻀﺎ أن اﻷﻣﮭﺎت اﻟﻠﻮاﺗﻲ ﯾﻘﻞ اﻟﺪﺧﻞ اﻟﺸﮭﺮي ﻟﺪﯾﮭﻦ ﻋﻦ 350دوﻻر ﺷﮭﺮﯾﺎ ً ﯾﻌﺎﻧﯿﻦ ﻣﻦ ﻣﺸﺎﻛﻞ ﻧﻔﺴﯿﺔ أﻛﺜﺮ
ﻣﻦ اﻟﻠﻮاﺗﻲ ﻟﺪﯾﮭﻦ دﺧﻞ ﻣﺮﺗﻔﻊ  .وﻗﺪ أﺷﺎرت اﻟﻨﺘﺎﺋﺞ أن اﻟﺮﺑﺎط ﻏﯿﺮ اﻵﻣﻦ ﻣﻊ اﻷطﻔﺎل أرﺗﺒﻂ ﻣﻊ زﯾﺎدة اﻟﻀﻐﻮط وﻗﻠﻖ واﻛﺘﺌﺎب اﻻﻣﮭﺎت .
اﻟﺨﻼﺻﺔ :ھﺬه اﻟﺪراﺳﺔ اﻻوﻟﻰ اﻟﺘﻲ ﺗﻜﺸﻒ أﻧﻮاع اﻟﻀﻐﻮط اﻟﻨﺎﺟﻤﺔ ﻋﻦ اﻟﺤﺼﺎر واﻟﻤﺸﺎﻛﻞ اﻟﻨﻔﺴﯿﺔ ﻟﺪي اﻷﻣﮭﺎت اﻟﻔﻠﺴﻄﯿﻨﯿﺎت وﻋﻼﻗﺔ ذﻟﻚ ﺑﺎﻟﺮﺑﺎط ﻣﻊ اﻷطﻔﺎل.
وأظﮭﺮت اﻟﻨﺘﺎﺋﺞ ﺑﺄن اﻹﻛﺘﺌﺎب واﻟﻘﻠﻖ ﯾﺮﺗﺒﻄﺎن ﺑﺎﻟﺮﺑﺎط ﻏﯿﺮ اﻵﻣﻦ ﻣﻊ اﻷطﻔﺎل .وأﯾﻀﺎ ﻓﺈن اﻹﻛﺘﺌﺎب واﻟﻘﻠﻖ ﯾﺮﺗﺒﻄﺎن ﺑﺎﻟﻀﻐﻮط اﻟﻨﻔﺴﯿﺔ اﻟﻨﺎﺗﺠﺔ ﻋﻦ اﻟﺤﺼﺎر  .وﻋﻠﯿﮫ
ﻧﻨﺼﺢ ﺑﺘﺪﺧﻼت ﻧﻔﺴﯿﺔ إﺟﺘﻤﺎﻋﯿﺔ ﻟﻌﻼج اﻻﻣﮭﺎت اﻟﻤﺘﺄﺛﺮات ﺑﺎﻟﻀﻐﻮط واﻟﺼﺪﻣﺎت ﻓﻲ ﻗﻄﺎع ﻏﺰة ودﻋﻢ ﺗﻄﻮﯾﺮ ﻋﻼﻗﺔ اﻟﺮﺑﺎط ﺑﯿﻦ اﻻﻣﮭﺎت واﻟﺮﺿﻊ وﺧﺎﺻﺔ ﻋﻨﺪ
اﻷﻣﮭﺎت اﻷﻛﺜﺮ ﻋﺮﺿﺔ ﻟﺨﻄﺮ اﻟﻀﻐﻮط اﻟﻨﻔﺴﯿﺔ واﻟﺼﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ.

Author
Professor Abdelaziz M Thabet, Professor Emeritus of Psychiatry
School of Public Health, Al Quds University - Palestine State
Affiliated Scholar with Centre for Refugee Studies, York University - Canada
Chairman and Consultant at Child and Family Training and Counselling Centre, Gaza - Palestine
Email: abdelazizt@hotmail.com

17

The Arab Journal of Psychiatry (2019) Vol. 30 No.1 Page (18 – 24) (doi-10.12816/0052932)

Psychosocial Aspects of Patients with Substance Misuse Problems Attending a Psychiatric
Hospital in Erbil/Iraq
Mosleh Saber Kareem, Kareem Fatah Aziz, Jawdat Mamand Alhagbaker

اﻟﻌﺮاق/ اﻟﻤﻈﺎھﺮ اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﻨﻔﺴﯿﺔ ﻟﻠﻤﺮﺿﻰ اﻟﻤﺪ ﻣﻨﯿﻦ ﻓﻲ ﻣﺴﺘﺸﻔﻰ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻓﻲ ﻣﺪﯾﻨﺔ ارﺑﯿﻞ
 ﺟﻮدت ﻣﺎﻣﻨﺪ اﻟﺤﺎج ﺑﻜﺮ، ﻛﺮﯾﻢ ﻓﺘﺎح ﻋﺰﯾﺰ،ﻣﺼﻠﺢ ﺻﺎﺑﺮ ﻛﺮﯾﻢ

Abstract

B

ackground: Substance use that results in addiction can lead to chronic disease that is often associated with other
psychiatric disorders. Anxiety, depression and stress are among the more common psychiatric disorders experienced
by people with addictions. Aim: The current study compared socio-demographic characteristics, severity of stress, anxiety,
depression and social relationship levels in patients who reported experiences of addiction and those who did not.
Participants were admitted to Hawler Psychiatric Hospital, in Erbil, which is situated in the Kurdistan Region of Iraq.
Method: Using a descriptive design, the study assessed participants from 2 July 2017 to 26 September 2018. N=100
patients were selected from the hospital’s inpatient and outpatient clinics. Data were collected via a three-part questionnaire
that assessed socio-demographic information, social and academic background and psychological symptoms. The
Depression, Anxiety and Stress Scale (DASS) was used to measure psychological symptoms. Results: Of the 100
participants, 42% reported moderate symptom levels for depression; 17% reported severe symptom levels; and, 14%
described extremely severe symptom levels for depression. In terms of relationships, 68% reported having poor social
relationships; 30% described having good social relationships and 2% reported having experienced bad social relationship.
There was highly significant association with depression, anxiety, and stress while there was no significant association
between level of education and social relationship. A significant association was found between economic status and
psychological aspects, and no significant association between economic status and social relationship for patients who
reporting dependency on drugs.
Key words: Addiction, Substance misuse, Psychosocial, Depression, Stress, Social relationships
Declaration of interest: None

Introduction
Substance misuse leading to drug dependency and
addiction remains a critical problem for most countries.
It is associated with numerous social and economic
consequences. The societal consequences of substance
misuse include a dramatic loss of resources, both human
and material, increased morbidity and mortality; and
reduced or lost productivity. Some of these societal
effects include increased rate of accidents, crime,
domestic violence, child abuse, suicide, prostitution,
diseases, work place consequences and community
deterioration. Adolescents and young adults are at
increased risk for developing drug dependency that could
lead to addiction and the highest risk is in early
adolescence, reaching a peak between the ages of 15 and
25 years.1 Substance misuse is often associated with
mental health difficulties - anxiety, depression and stress
being among the more common. Studies have shown that
over 70% of people with substance misuse problems tend
to present with mental health problems, such as
18

substance dependent personality disorder, sexual
disorder, anxiety and depression. People prone to
addiction often become dependent on substances in order
to block out annoying or unpleasant states such as pain,
anxiety or depression. The results of several studies
indicated that the physical and mental consequences of
addiction can lead to a decreased quality of life and
satisfaction and a drop in social interactions and mental
health. Researchers have also shown that substance
misuse is frequently co-morbid with anxiety and
depression (Flavio 2005; Harrell & Karim 2008). It
seems that apart from depression, stress may play a role
in patients’ substance abuse problems. Numerous factors,
including types of social stress, economic, and
psychological factors influence a person’s path toward
addiction. The physiological aspect of stress is manifest
through anxiety. Depressive symptoms are common in
people suffering from substance misuse or dependency
on drugs.2
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Stress may affect health by producing changes in
behavior and there is evidence that under high levels of
stress, health-enhancing behavior declines and healththreatening behavior such as consumption of nicotine,
alcohol, and drugs may increases so people are more
likely to engage in behaviors that increase the risk of
illness and injury. Research on the mechanisms
underlying substance misuse disorders has shown that
stress is one of the strongest predictors of drug use and
coping mechanisms can be an important factor in
mediating the effects of stress on substance use. Stress
refers to the problems or strains that people encounter
throughout life, and coping refers to the behavioral or
cognitive responses that people use to manage stress.
Many studies have consistently demonstrated an
association between stress and substance misuse.3

Methods
Using a cross-sectional design, the current study was
conducted between 2 July 2017 and 26 September 2018
with N=100 patients with substance misuse problems
attending Hawler Psychiatric Hospital in Erbil, Iraq. A
non-probability purposive sample was selected.

Data were gathered by the researcher who offered each
participant a 30-minute interview. The questionnaire was
comprised of three parts: Part one included a sociodemographic questionnaire to determine characteristics
concerning age, gender, level of education, marital
status, economic status and residence. Part two involved
the use of the Depression Anxiety and Stress Scale
(DASS). The DASS is a self-report measure that assesses
depression, anxiety, and stress levels.4 Part three
explored social experiences of participants via a social
scale comprised of 14 questions with three response
options: never, sometimes, and always. Ethical approval
was obtained from the College of Nursing ethics
committee of Hawler Medical University. Data were
analyzed using the Statistical Package of Social Sciences
(SPSS, Version 23), which took a descriptive statistical
data analysis approach to include frequencies and
percentages, and chi-square tests. All statistical
procedures were tested on a probability of p value and
divided as follows:
≤ 0.01 highly significant
≤ 0.05 significant
> 0.05 non- significant.4

The following inclusion criteria were used:
•
•
•
•

in and outpatients at Hawler Psychiatric
Hospital;
substance use must be more than one year;
past and present psychiatric and psychological
profile must be negative;
all participant who gave consent to take part in
the study.

Exclusion criteria were:
•
•

other co-morbid psychiatric disorders;
those who declined to participate.
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Results
Table 1 shows that 49% of participants were between 2635 year of age. The mean age ± SD was 27.25 ± 6.58.
Concerning the gender, 98% were men; 44% of
participants were married while 30% had been widowed.
In terms of education and employment, 47% had
graduated from secondary school and 67% were
unemployed with 46% stating their income was
insufficient. Nearly all lived in an urban area. Regarding
the type of substances being misused, 78% of
participants reported being dependent on tramadol.
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Table 1. Socio-demographic characteristics of participants (N=100)
Socio-demographic
Age

Gender
Marital state

Education level

Occupation

Economic status

Residency
Types of drug abuse

Duration of taking

16-25

No.
44

%
44

26-35

49

49

36-45
Male

7
98

7
98

Female

2

2

Single

26

26

Married
Widower

44
30

44
30

Illiterate
Able to read and write

5
20

5
20

Primary school
Secondary School

20
47

20
47

High school

2

2

College and institute

6

6

Employed
Unpaid work

21
67

21
67

Student

8

8

Unemployed

4

4

Sufficient
Fair

23
31

23
31

Insufficient

46

46

Urban

59

59

Rural

41

41

Tramadol

78

78

Amphetamine

14

14

Trihexyphenidyl

5

5

Heroin

3

3

1-2 year

51

51

More than two year

49

49

Table 2. Shows the occurrence of severity levels of
depression among patients who reported being drug
dependent. Of the 100 participants, 42% reported
moderate symptom levels for depression; 17% reported
severe symptom levels and 14% described extremely
severe symptom levels for depression. In terms of
anxiety, 32% reported extremely severe levels of
anxiety; 24% described moderate anxiety levels and 14%
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reported their anxiety levels as being severe. In terms of
their experience of stress, 32% of participants reported
normal levels of stress; 28% reported moderate stress
15% reported severe stress levels.
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Table 2. Levels of depression, anxiety and stress among participants
Psychological
Symptom Levels

Normal

Mild

Moderate

Severe

Total

(%)

No.

100 %

No.

(%)

No.

(%)

No.

(%)

No

Depression
Anxiety

3
24

(3)
(24)

24
6

(24)
(6)

42
24

(42)
(24)

17
14

(17)
(14)

14
32

(14)
(32)

100
100

Stress

32

(32)

22

(22)

28

(28)

15

(15)

3

(3)

100

Table 3 shows the levels of impairment of social
relationships among patients who reported being drug
dependent. Of the 100 participants, 68% reported having

(%)

Extreme

poor social relationships; 30% described having good
social relationships and 2% reported having experienced
bad social relationship.

Table 3. Levels of impairment of social relationships among participants
Levels of Impairment of Social
Relationships
Good social relationships

No.

%

30

30

Poor social relationships

68

68

Bad social relationships

2
100

2
100.0

Total

Table 4 demonstrates that there was a significant
association between marital status and depression,
anxiety, and stress while there was no significant
association between marital status and social
relationship. In addition, it shows that significant
association between the economic status of participants
and Anxiety, depression, and stress, while there was no
significant association between economic and social
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relations. On the other hand in age group, educational
level and a job of addictive patients there was highly
significant statistically with depression, anxiety, and
stress while there was no significant association between
level of education and social relationship. However,
shows that there were very high statistically significant
differences between social relationships and age group
and job of participants.
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Table 4. Association between participants’ socio-demographic characteristics and levels of depression, anxiety stress and
social relationships
Levels of
Biographic
Characteristics
Age group

16-25
26-35

Depression
Chi-square

Anxiety
Chi-square

Stress
Chi-square

Social relationship
Chi-square

0.481

0.000

0.001

0.000

Gender

36-45
Male
Female

0.167

0.167

0.124

0.619

Marital Status

Single

0.035

0.054

0.006

0.259

0.031

0.02

0.002

0.320

0.000

0.006

0.001

0.787

0.002

0.003
0.137

0.000

0.061

0.271

Educational
Level

Married
Widower
Sufficient
Fair
Insufficient
Illiterate
Literate

Jobs

Primary
Secondary
High School
Institute and College
Employed

Economic
Status

Voluntary
Student
Unemployed
Residency area

Urban

0.331

Discussion
The present study assessed the severity of stress, anxiety,
depression and social relationship levels together with
socio-demographic data in patients with a history of
substance misuse resulting in drug dependency and/or
addiction. Findings indicated that most participants in the
current study reported experiencing stress, anxiety,
depression and poor social relationships. This finding is
supported by research carried out in a drug rehabilitation
unit in Iran, which identified all patients who reported
being drug dependent also suffered from depression,
anxiety and stress.2 Findings from the current study were
also consistent with a study in India.6 Further, a
significant relationship between stress, depression and
anxiety was found in a study with participants who were
from the same age group and gender as participants in
the current study.7 The mean age of current study was
similar to that of a study done by Sudrabaa.5 Participants
were aged from 17 to 67, mean age 38.24 ±10.28. The
severe stress level reported by participants in the current
22

0.065

study was similar levels reported by Hassanbeigi et al.
(2012), which supports the view that many people drug
dependency problems also experienced severe stress.
Findings in the current study were also aligned with
research conducted in Egypt in that participants had a
mean age =25.41± 7.24 years, low educational level and
low social level.1 It appears that people with substance
misuse problems may be prone to experiencing a vicious
cycle whereby they may believe that using drugs can
alleviate their negative emotions or heal their mental
health conditions, which then leads to further drug use.
In addition, people with depression who misuse
substances may believe that their experience of lethargy,
low mood and fatigue can be improved with drugs and
this outlook would also lead to further drug use. The
consequence, however, is that the pattern risks positively
reinforcing the substance misuse behavior in a perpetual
cycle of psychological symptoms leading to drug use and
drug use leading to psychological symptoms. Results
showed a significant association between psychological
outlook and social relationships in participants with
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severe depression, stress and anxiety who also
complained of having had bad relationships. This is an
important point when considering a World Health
Organization survey conducted in Iraq and in the
Kurdistan region over a 12-month period which reported
high prevalence rates for stress, depression and anxiety
disorder.8

Conclusion

are fewer people with drug dependency problems in Iraq
compared with other countries.
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اﻟﻤﻠﺨﺺ
اﻟﺨﻠﻔﯿﺔ واﻟﮭﺪف :إدﻣﺎن اﻟﻤﺨﺪرات ھﻮ ﻣﺮض ﻣﺰﻣﻦ ﯾﺮﺗﺒﻂ ﻏﺎﻟﺒﺎ ً ﺑﺎﺿﻄﺮاﺑﺎت ﻧﻔﺴﯿﺔ أﺧﺮى .اﻟﻘﻠﻖ واﻻﻛﺘﺌﺎب واﻟﺘﻮﺗﺮ ھﻲ ﻣﻦ ﺑﯿﻦ اﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ اﻷﻛﺜﺮ
ﺷﯿﻮﻋﺎ ً ﻓﻲ ﻣﺪ ﻣﻨﻲ اﻟﻤﺨﺪرات ھﻨﺎك .ﻛﺎﻧﺖ أھﺪاف ھﺬه اﻟﺪراﺳﺔ ﻟﺘﻘﯿﯿﻢ ﺷﺪة ﻣﺴﺘﻮﯾﺎت اﻟﺘﻮﺗﺮ واﻟﻘﻠﻖ واﻹﻛﺘﺌﺎب واﻟﻌﻼﻗﺔ اﻹﺟﺘﻤﺎﻋﯿﺔ واﻟﺮﺑﻂ ﺑﯿﻦ اﻟﺒﯿﺎﻧﺎت اﻹﺟﺘﻤﺎﻋﯿﺔ
واﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ ﻣﻊ ﺷﺪة ﻣﺴﺘﻮﯾﺎت اﻟﺘﻮﺗﺮ واﻟﻘﻠﻖ واﻹﻛﺘﺌﺎب واﻟﻌﻼﻗﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ ﺑﯿﻦ ﻣﺮﺿﻰ اﻟﻤﺪﻣﻨﯿﻦ ﻓﻲ ﻣﺴﺘﺸﻔﻰ ھﻮﻟﯿﺮ ﻟﻠﻄﺐ اﻟﻨﻔﺴﻲ  /ﻣﺪﯾﻨﺔ أرﺑﯿﻞ-ﻛﺮدﺳﺘﺎن -
اﻟﻌﺮاق .اﻟﻄﺮﯾﻘﺔ :ﻛﺎن ﺗﺼﻤﯿﻢ اﻟﺪراﺳﺔ وﺻﻔﯿﺔ ،أﺟﺮﯾﺖ اﻟﺪراﺳﺔ ﻓﻲ ﻣﺴﺘﺸﻔﻰ اﻟﻄﺐ اﻟﻨﻔﺴﻲ واﻟﻌﯿﺎدة اﻟﺨﺎرﺟﯿﺔ ﻓﻲ ﻣﺪﯾﻨﺔ أرﺑﯿﻞ .ﺑﺪأت اﻟﺪراﺳﺔ ﻓﻲ  2017/7/2ﺣﺘﻰ
2018/9/26؛ ﻛﺎن ﺣﺠﻢ اﻟﻌﯿﻨﺔ  100ﻣﺮﯾﺾ ﻣﺪ ﻣﻦ أدﺧﻠﻮا إﻟﻰ ﻣﺴﺘﺸﻔﻰ ھﻮﻟﯿﺮ ﻟﻠﻄﺐ اﻟﻨﻔﺴﻲ أو اﻟﻌﯿﺎدة اﻟﺨﺎرﺟﯿﺔ .ﯾﺘﻜﻮن اﻻﺳﺘﺒﯿﺎن اﻟﻤﺴﺘﺨﺪم ﻟﺠﻤﻊ اﻟﺒﯿﺎﻧﺎت ﻣﻦ
ﺛﻼﺛﺔ أﺟﺰاء )اﻟﺠﺰء اﻷول ،اﻟﺒﯿﺎﻧﺎت اﻻﺟﺘﻤﺎﻋﯿﺔ-اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ ،اﻟﺠﺰء اﻟﺜﺎﻧﻲ ،اﻟﺒﻨﻮد اﻟﻤﺘﻌﻠﻘﺔ ﺑﺎﻟﺠﻮاﻧﺐ اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺠﺰء  3ﺣﻮل اﻟﺠﺎﻧﺐ اﻟﻨﻔﺴﻲ .ﯾﺴﺘﺨﺪم اﻹﻛﺘﺌﺎب
واﻟﻘﻠﻖ وﻣﻘﯿﺎس اﻟﻀﻐﻂ( ﻟﻘﯿﺎس اﻹﻛﺘﺌﺎب واﻟﻘﻠﻖ واﻹﺟﮭﺎد .ﺗﻢ اﺳﺘﺨﺪام اﻟﻄﺮﯾﻘﺔ اﻹﺣﺼﺎﺋﯿﺔ ﻟﺒﺮﻧﺎﻣﺞ  SPSSﻟﺘﺤﻠﯿﻞ اﻟﺒﯿﺎﻧﺎت .اﻟﻨﺘﺎﺋﺞ :ﻛﺎﻧﺖ ھﻨﺎك أرﺑﻌﺔ ﻣﺴﺘﻮﯾﺎت
ﻟﻠﺠﻮاﻧﺐ اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ )اﻹﺟﮭﺎد ،اﻟﻘﻠﻖ ،اﻹﻛﺘﺌﺎب واﻟﻤﺠﺎل اﻻﺟﺘﻤﺎﻋﻲ( ﻋﻠﻰ أﻧﮭﺎ )ﻣﻌﺘﺪﻟﺔ ،ﻣﻌﺘﺪﻟﺔ ،ﺷﺪﯾﺪة وﻣﺘﻄﺮﻓﺔ( ،وﺛﻼﺛﺔ ﻣﺴﺘﻮﯾﺎت ﻟﻠﻌﻼﻗﺎت اﻻﺟﺘﻤﺎﻋﯿﺔ
) ٪30ﺟﯿﺪ ،ﺳﯿﺊ  ٪2وﺿﻌﯿﻒ  (٪68ﻓﻲ اﻟﻤﺴﺘﻮى اﻟﺘﻌﻠﯿﻤﻲ ،ﻛﺎن ھﻨﺎك ارﺗﺒﺎط ﻛﺒﯿﺮ ﻣﻊ اﻹﻛﺘﺌﺎب واﻟﻘﻠﻖ واﻟﺘﻮﺗﺮ ،ﺑﯿﻨﻤﺎ ﻟﻢ ﯾﻜﻦ ھﻨﺎك ارﺗﺒﺎط ﻣﻌﻨﻮي ﺑﯿﻦ ﻣﺴﺘﻮى
اﻟﺘﻌﻠﯿﻢ واﻟﻌﻼﻗﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ .اﻟﺤﺎﻟﺔ واﻟﺠﻮاﻧﺐ اﻟﻨﻔﺴﯿﺔ ،وﻋﺪم وﺟﻮد ارﺗﺒﺎط ﻛﺒﯿﺮ ﺑﯿﻦ اﻟﻮﺿﻊ اﻻﻗﺘﺼﺎدي واﻟﻌﻼﻗﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ ﻟﻠﻤﺪﻣﻨﯿﻦ.
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Teaching Recovery Techniques to Adolescents Exposed to Multiple Trauma Following War and
Ongoing Violence in Baghdad
Numan S Ali, Tharaa W Al-Joudi, Tori Snell

ﺗﻌﻠﯿﻢ اﺳﺎﻟﯿﺐ اﻟﺘﻌﺎﻓﻲ ﻟﻄﻠﺒﺔ ﻣﺮاھﻘﯿﻦ ﻓﻲ ﺑﻐﺪاد
ﻧﻌﻤﺎن ﺳﺮﺣﺎن ﻋﻠﻲ و ﺛﺮاء وﺿﺎح اﻟﺠﻮدي وﺗﻮري ﺳﻨﯿﻞ

Abstract

B

ackground: Adolescents in Baghdad have had repeated experiences of war and community violence during their
lifetime. The majority will have maintained good mental health although some will struggle with social, emotional
and behavioral difficulties often associated with posttraumatic stress reactions (PTS). Psychosocial interventions that enhance
coping and resilience can improve mental health. Few have been evaluated in communities affected by such conflict. The
current study was conducted in 2015 when an upsurge in violence across Iraq triggered a rise in car bombs, aerial
bombardment, armed conflict and internal displacement. Method: Four classrooms from three randomly chosen, single-sex
secondary schools in Baghdad were selected. Of the 116 students recruited, 102 (48 boys, 54 girls) agreed to participate; ages
ranged from 13-18 years. Trauma history, anxiety and PTSD-related symptoms were assessed using age appropriate, reliable
and valid self-report measures. Teaching Recovery Techniques (TRT) involved a five session, group-based intervention for
PTSD-related symptoms with one psychoeducational session for parents and post-assessment at two weeks. Results:
Exposure to seven or more traumatic events were reported in 44% of students. Those with more severe PTSD-related
symptoms (44%) demonstrated statistically significant improvement. Overall results showed no statistically significant
difference for anxiety or PTSD-related symptoms. Parent engagement was low although feedback from teachers and
participants was positive. Conclusion: Multiple trauma exposure and moderate-to-severe PTSD-related symptoms reported
by most participants suggests the need for targeted interventions, such as TRT. Further evaluation using an active control
possibly in a community-based setting may improve outcomes and increase parent engagement. Delivery and implementation
should be localized with costs kept to a minimum to ensure sustainability.
Key Words: Teaching Recovery Techniques, Adolescents, Baghdad, Posttraumatic Stress, Multiple Trauma Exposure, War
Declaration of interest: None.

Introduction
A generation of young people growing up in Baghdad
have been exposed to war and community violence. Aerial
bombardment, car explosions, abductions, and seeing
dead bodies have characterized daily life alongside more
typical childhood experiences. The majority have learned
to cope and function normally; however, in our clinical
experience we encounter those in Baghdad who report
difficulties that have persisted over many years, including
chronic poor sleep, disturbing memories, behavior
problems, concentration difficulties and social
withdrawal, all of which can lead to mental health
problems and compromise academic performance if left
unaddressed. This is supported in studies of school age
children and adolescents living in Baghdad and other
cities in Iraq.1-6 Traumatic stress reactions leading to
posttraumatic stress disorder (PTSD) diagnosis has been
reported in youth from many cultures following exposure
to war.7,8
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Psychosocial interventions for dealing with traumatic
stress and PTSD are less common in Iraq than traditional
methods of care, such as psychiatry and faith healing. In
Baghdad and other major cities in the country where there
still are very few NGOs on the ground, it is up to local
practitioners to establish and maintain training networks
and there is growing capacity to achieve this. Group-based
psychosocial approaches offer one way of helping the
affected population regardless of individual differences in
war related exposures or traumatic stress reactions.
Promotion of resilience and personal coping through
normalizing activities is the basis for improved
wellbeing.9
An increasing number of researchers in conflict-affected
communities, such as Palestine, Afghanistan, Lebanon,
Uganda and the Sudan are evaluating group psychosocial
interventions designed to reduce the risk of developing
mental health difficulties in children and adolescents
following mass violence.10,11,12 Such evaluation can
ultimately lead to the evidence-base for what remains a
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largely under-researched field of study. The growing
implementation of non-evidenced based psychosocial
interventions in low to middle-income countries affected
by war and open conflict is reason enough to persevere.12
Schools are a practical setting for group-based
interventions designed for large numbers of children with
shared experiences of car explosions, shelling, kidnapping
and interpersonal violence. School environments have the
potential to provide support for children since teachers
may better understand their psychological, social and
academic challenges. Researchers nevertheless must
concern themselves with the feasibility and acceptability
of the intervention being delivered if its sustainability is
to be assured. This point goes beyond the fundamental
expectation that the intervention should be culturally
adaptable. Schools are busy places of learning. In Western
culture, it is not unusual for mental health topics to form
part of the school curriculum and good mental health is
more commonly recognized as integral to successful
academic performance. This is less so for war-torn
societies, particularly those where the focus may still be
on a return to normalcy, such as through the improvement
of national literacy rates, which may have declined due to
years of education lost to a country.
A meta-analysis of studies on interventions for trauma
exposed children and adolescents has identified programs
varying in duration from five sessions to 18 sessions.12 It
can be argued that brief, but effective interventions may
offer a balance against such competing demands. Among
the earliest and briefest is Teaching Recovery Techniques
(TRT), which was developed in 1999; has since
undergone several revisions – most recently in 2016; and,
in 2018, was recognized as an effective group-based
intervention in the UK’s National Institute for Health and
Care Excellence (NICE) Guideline for children and
adolescents with PTSD.13,14

Teaching Recovery Techniques (TRT)
TRT is a group-based, psychosocial intervention informed
by Cognitive Behavior Therapy (CBT) approaches
targeting posttraumatic stress reactions in adolescents
aged between 12 to 18 years. Its main purpose is to
educate children about the symptoms associated with
PTSD and teach appropriate coping strategies for dealing
with core symptoms of intrusions, arousal and avoidance.
Parent/caregiver involvement is key to supporting young
participants to practice the skills they learn during the
sessions.
A variety of techniques are taught, including
normalization of stress reactions, psychoeducation,
symbolic and dream work, relaxation techniques and
exposure. TRT is a practical choice for secondary
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prevention when working in complex and difficult
environments, where child mental health care
professionals may be in short supply, so it is intended for
use by teachers, youth workers, pedagogues,
psychologists, counselors, or community leaders, after
some preliminary training.
The first two sessions involve normalizing and educating
about posttraumatic stress reactions, dealing with
intrusive memories (using imagery techniques designed to
master the visual, auditory and olfactory memories), dual
attention tasks (alternative tapping on the knees which is
a technique used in EMDR), and dream work (by using
the same imagery techniques mentioned above to master
the recalled frightening dreams). The third session deals
with hyper-arousal through teaching relaxation
techniques, birth control, and sleep hygiene.
The fourth and fifth sessions deal with avoidance and
exposure by encouraging adolescents to engage with
traumatic reminders using a fear hierarchy, graded
exposure while also encouraging them to express their
thoughts and emotions through writing, drawing and
talking.
A session for parents/caregivers is run in parallel to these
sessions with the aim of normalizing children’s reactions;
improving the recovery environment of the child; and,
providing advice to parents on self-help strategies.
TRT has resulted in significant reductions in PTS and
depression in Palestinian adolescents living through
ongoing community violence15,16,17 and with those
displaced by war to the UK and Sweden.18,19 It has also
had favorable results with adolescents following natural
disaster.20
The current study is the first to use TRT in Iraq for
adolescents affected by war and ongoing community
violence. It had two aims: (1) to assess trauma exposure,
PTS and anxiety levels in secondary school students living
in Baghdad; and, (2) to apply TRT to help them learn
coping and resilience-building skills.

Methods
Setting and participants
Three single-sex secondary schools were randomly
selected from a list 1368 students in 20 schools. The boys’
school was an intermediate and high school situated in the
same building; there were two girls’ schools – one for
intermediate and one for high. The list was provided by
the Directorates of Education in the district Al-Karkh in
Baghdad. The city is divided into two sides by the Tigris
- Karkh and Resafa. Both sides of the river experienced
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ongoing violence until 2014 followed by an upsurge in
violence at the time of the current study.
From the three schools, four out of 24 classrooms were
randomly selected. This resulted in the girls’ school
yielding n=54 girls and n=48 boys from the other two
schools, which took groups somewhat over the
recommended 15 student per group limit for TRT. Five
weekly, consecutive group sessions were delivered in
their respective classrooms. Participants’ ages ranged
from 13 to 18 years.
Intervention and training
The 2012 version of the TRT manual was translated by the
first author (NA) using a translation, back-translation
procedure supported by the third author (TS). The first
author who also delivered the TRT training at Baghdad
Teaching Hospital to a team of psychiatrists,
psychologists and social workers over two-days,
supported online by the third author, then produced final
versions. Total training costs to deliver and implement
TRT were under £300 UK pounds sterling due to training
responsibilities being managed at the local level.
A half-day educational meeting with teachers and staff of
the selected schools was held during which the
symptomatology of PTSD and purpose of the intervention
was explained.
From 23 February 2015 to 31 March 2015, the
intervention was delivered simultaneously to the four
groups of students with two leaders for each group. It
involved weekly sessions of two hours each for five
consecutive weeks. Parents/caregivers were invited to
attend a psychoeducational session in parallel with the
first TRT session to the students and later groups were
encouraged, but there was very little take up despite
meetings held to explain the intervention. Parents
expressed some ambivalence stating that they felt the
intervention was not linked to education, which was a
greater priority for them.

The CRIES has been used in most TRT studies. It is brief
self-report measure for screening children and adolescents
at risk for PTSD. The eight statements make up two
subscales: avoidance and intrusion. The total score, from
0 to 40 with a cut-off of 17 or above, has shown good
internal consistency and has successfully categorized over
75% of children with and without a PTSD diagnosis.23
Spence Children’s Anxiety Scale (SCAS)24
The SCAS is a 45-item child self-report questionnaire
devised to evaluate symptoms relating to separation
anxiety, social phobia, obsessive-compulsive disorder,
panic agoraphobia, generalized anxiety and fears of
physical injury. It has strong psychometric properties.24
Ethics
Ethical review was via the Ethics Committee of the
Scientific Council of Psychiatry - Arab Board. Permission
to conduct the current research was obtained from the
Department of Education of Al-Karkh and from the
schools’ administrations. All parents/caregivers received
a letter explaining the purpose of the study, which assured
confidentiality and their child’s right to withdraw from the
study at any time without consequence to their education.
Written consent was obtained from all parent/caregivers
and oral assent from all participating students who were
also reminded of their right to withdraw from the study
without consequence.

Data analysis
The Statistical Package for Social Science version 20
(SPSS 20) was used for both data entry and analysis.
Continuous variables were presented as mean ± SD and
discrete variables presented as number (%). Pair sample t
test used to test the significance of association for
difference variable and Chi-square test for discrete
variable. P-value of < 0.05 was considered significant.

Results

Measures

Attrition

Assessment was conducted at baseline and two weeks
posttest for posttraumatic stress reactions and anxiety.
Sociodemographic factors, including trauma history was
via the Baghdad Trauma Checklist.21 Arabic versions of
the assessment tools followed the same translation
procedure as for the intervention. Those measuring
psychological distress were chosen for their reliability and
validity and have previously been used in the Arab world.

Out of the total 116 students recruited to the current study,
10 did not start the intervention; and, four who had started,
did not complete pre-post measures were not included in
the analysis.

Children’s Revised Impact of Events Scale
(CRIES-8)22
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Descriptive statistics
Of the remaining 102 participants, 48 were boys (47.1%)
and 54 were girls (52.9%); all in secondary school. Fiftyfive students (53.9%) were in the second year, 26 (25.5%)
are in the fourth year and 21 (20.6%) were in the fifth year.
Their ages ranged between 13 to 18 years (M=15.40,
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SD=1.437). Ninety-three students attended all five TRT
sessions. The attendance rate for the parent/caregiver
session was low with only 20 joining across all fourclassroom settings.
Significant stressors and traumatic events
The fathers of five students (4.9%) and the mothers two
(2%) had died as result of the violence. Eleven students
(10.8%) stated their families did not have enough money
for daily living. Thirty-five students (34.3%) were living
in a house not owned by their families. Twelve students
(11.8%) reported that both parents were unemployed. Ten

students (9.8%) reported at least one of their parents was
not in good health. Four students (3.9%) were not in good
physical health.
Table 1 (below) provides a comprehensive impression of
the type the traumatic stressors on the Baghdad Trauma
Checklist and percentage of students who experienced
them. The highest percentage was for students who had
seen dead bodies 46 (45.5%), 43 (42.6%) who had
witnessed car bombing, 41 (40.6%) who had witnessed
aerial bombardment and the lowest was 19 (18.8%) whose
homes were destroyed or damaged by shelling.

Table 1. Traumatic events reported by N=102 students on the Baghdad Trauma Checklist
Type of Traumatic Event

n

%

Witnessed aerial bombardment

41

40.6%

Witnessed destruction of buildings

38

37.6%

Witnessed car bombing

43

42.6%

Witnessed armed combat

35

34.7%

Witnessed someone being injured or killed

35

34.7%

Seen dead bodies

46

45.5%

Touched or carried injured person

25

24.8%

Family home destroyed or exploded

19

18.8%

Family home looted

25

24.8%

Family forced by violence to leave home

24

23.8%

Family member injured, kidnapped or imprisoned

27

26.0%

7

6.7%

Father or mother killed
PTSD-related symptoms
Table 2 (below) shows the prevalence rate for likely
diagnosis of PTSD in the 102 students was 44.5%
(n=45). Of the 45 students scoring above the CRIES-8
cut-off for possible diagnosis, 64.4% (n=29) reported
having been exposed to >7 traumatic events, including
aerial bombardment, car explosions, witnessing armed
combat, seeing someone injured, having their homes
looted or their family displaced due to the violence. The
experience of multiple trauma exposure was much lower

in those reporting fewer PTSD-related symptoms. The
prevalence rate for likely PTSD diagnosis in the current
study finding was significantly higher than two studies in
Baghdad1,5 and one in Mosul,3 which reported PTSD
rates of 19%, 18% and 10.5%, respectively. However,
these rates and those in the current study were lower than
a study with secondary school students in Baghdad
which reported 61% students (N=403) met the criteria
for PTSD.2

Table 2. Number of traumatic events for N=102 students reporting PTSD-related symptoms
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0
1-2
Number of traumatic
events

3-4
5-6
>7

Total

n= below or above CRIES-8
cut-off
<17
>17
1
0
1.8%
.0%
15
3
26.3%
6.7%
13
9
22.8%
20.0%
12
4
21.1%
8.9%
16
29
28.1%
64.4%
57
45
100.0%
100.0%

Total

1
1.0%
18
17.6%
22
21.6%
16
15.7%
45
44.1%
102
100.0%

p-value

0.002

Anxiety symptoms
Table 3 (below) shows the rate of co-occurring anxiety
disorders (SCAS cut-off score >60) was 17.6% (n=18).
Five times as many girls reported anxiety levels above the
Spence cut-off of >60 than did boys.

The rate of comorbid anxiety disorders (Spence cutoff
value >60) among adolescent school students was 18 out
of 102(17.6%). A higher rate of anxiety disorders was
found in Baghdad among students who were exposed to
traumatic events (32.66%).5

Table 3. Relationship between the frequency of traumatic events and scores on SCAS
SCAS cut-off (anxiety)
<60
>60
1
0
1.2%
.0%
17
1
20.2%
5.6%
19
3
22.6%
16.7%
15
1
17.9%
5.6%
32
13
38.1%
72.2%
100.0%
100.0%

0
1-2
Number of traumatic of events
for those above and below

3-4

SCAS cut-off

5-6
>7

Total

Table 4 (below) shows the mean scores of both CRIES-8
and SCAS pre and post intervention for all 102
participants, but no statistically significant

Total

p-value

1
1.0%
18
17.6%
22
21.6%
16
15.7%
45
44.1%
100.0%

0.125

difference in change scores overall for either PTSDrelated symptoms or anxiety at post intervention.

29

Teaching Recovery Techniques to Adolescents Exposed to Multiple Trauma in Baghdad

Table 4. Total CRIES-8 and SCAS scores for N=102 students pre and post intervention
Variables
CRIES-8 total score
SCAS total score

Pre intervention
Post intervention
Pre intervention
Post intervention

Mean

SD

p-value

15.08
13.65
42.51
37.78

12.120
9.372
20.231
18.175

0.346
0.080

There was no statistically significant difference between
pre and post intervention scores for anxiety levels
reported above the SCAS cut-off point.

Table 5 (below) shows pre and post scores for PTSDrelated symptoms and anxiety. The baseline CRIES-8
score for those above the >17 threshold was M=27.09
(SD 5.923). Post-intervention, the score decreased to
M=22.71 (SD 5.279) p=0.0001, which was statistically
significant.

Table 5. Total CRIES-8 and SCAS scores for scores above cut-off point
Variables
CRIES-8 total score
SCAS total score

Pre
Post
Pre
Post

n=
45
42
18
12

Mean
27.09
22.71
72.78
69.42

SD
5.923
5.279
11.181
7.994

p-value
0.0001
0.337

CRIES-8, which found 46.1% with clinically significant
levels of PTSD following multiple trauma exposure.15

Discussion
The current study coincided with an upsurge of violence
in the northern part of Iraq, which also affected Baghdad.
All but one of the 102 adolescents who completed the
study reported that they had been exposed to at least one
significant stressor associated with war and community
violence although time since the most recent trauma was
not specified during assessment. At the material time,
aerial bombardment in the region had resumed for the first
time in many years leading to large-scale internal
displacement and a rise in the number of car bombings
across Baghdad. This may explain the high rate of PTSDrelated symptoms reported. Variances in psychological
symptom prevalence rates are important to place in
context, particularly considering that violence in longaffected communities can resurface at any time. A study
in occupied Palestine found 41% of children reported
moderate-to-severe PTSD during a time of heightened
levels of violence.25 Another with secondary students in
Uganda reported PTSD prevalence rates of 31.36% in
those who had witnessed seven or more traumatic events
associated with war.11 This is supported in a randomized
control trial of TRT in rural occupied Palestine using the
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As relates to the current study, 23.8% of participants were
forced to leave their homes having been displaced from
the northern part of Iraq and their experiences may have
influenced the overall demographic and psychological
profile for participants. However, research methodologies
will also differ; for example, a study with secondary
students in Baghdad that reported a much lower PTSD
prevalence rate used a psychological screen for multiple
trauma exposure26 that has been validated and used in the
Middle East with adults.27,28 Conversely, the TRT
evaluation in rural Palestine found a similar level of PTSD
symptom severity as the current study; both used the
CRIES-8.15 Nevertheless, studies of war-exposed children
in Iraq have consistently highlighted the impact of
multiple trauma exposure on the mental health of children
living in the country1-5 and the need for evidence-based
psychosocial interventions that can provide relief is stark.
An evaluation of TRT in Nablus found significant
improvements for adolescents with depression, grief and
PTSD-related symptoms and concluded that the
intervention had potential to ameliorate children’s
traumatic stress reactions during a period of ongoing
violence.25
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For the current study, TRT led to significant reduction of
PTSD-related symptoms in trauma exposed adolescents
who reported levels above the clinical cut-off for likely
PTSD diagnosis although overall the result was nonsignificant. Qualitatively, most students reported that they
enjoyed the TRT sessions and felt helped by them. In
practical terms, the schools’ noisy environments were not
entirely conducive to learning relaxation and imagery
techniques, which highlights the challenges of evaluating
school-based interventions sufficiently to ensure their
suitability and adaptability within schools in settings
where the aftermath of war and the effects of ongoing
violence are still felt. The use of community-based
settings for intervention delivery in future may produce
better outcomes for children as well as parents/caregivers.
A study of TRT in Sweden with unaccompanied minors
resulted in good outcomes for the 49 who completed the
study in a community-based setting.19
Although schools randomized to the current study had
good links with the students’ parents/caregivers and staff
supported the research by encouraging their attendance at
an information session organized before the
psychoeducation part of TRT, parents/caregiver
participation was low. Feedback from parents was that
they did not see a link between the intervention and their
children’s educational needs. Materials produced in the
version of the manual used for the current study with
trainers and for parents did not provide emphasis on how
symptoms associated with PTSD can adversely impact
academic performance and, conversely, how enhancing a
child’s coping and resilience is potentially linked to better
academic performance. Such information may well have
drawn in more parents and caregivers.
Logistically, TRT training and implementation was
possible to achieve locally because the lead trainer had
been trained in use of the manual by the Children and War
Foundation. Fidelity to the protocol was partly evaluated
however there was drift from the original guidelines, e.g.
teaching the group of trainers in a circle rather than lecture
hall format, although this was not mirrored in the actual
delivery of the intervention. TRT is designed for its ease
of delivery and potential to be cost-effective. In the current
study, training and implementation costs were relatively
low, which is in keeping with findings from an evaluation
of the intervention conducted in occupied Palestine.17

Strengths and limitations
Obvious limitations were the absence of fidelity checks
during training, the small sample size and the lack of
active control group. Posttest measure at two-weeks
limited evaluation as to long-term effects of the
intervention. There were difficulties arranging posttests at
31

three and six months because these coincided with final
exams and school summer holiday. Further, more robust
data analysis was needed. The study also would have
benefitted from an assessment of depressive symptoms
and daily functioning to better understand the impact of
these symptom on children. Parent information and TRT
psychoeducation sessions were not well attended, which
may have limited the effectiveness of the intervention.
In terms of strengths, the current study was the first to use
TRT in Iraq and was successfully delivered by volunteers
in a school setting despite many logistical challenges.
Additionally, assessment of children in Baghdad was
followed by an appropriately targeted psychosocial
intervention with groups of adolescents, which does not
reflect the current trend for studies on the mental health
and trauma experiences of children and adolescents in the
country, which tends to involve needs analysis and survey
methods only.

Conclusion
Multiple trauma exposure and moderate-to-severe PTSDrelated symptoms reported by most participants suggests
the need for targeted interventions, such as TRT. While
the overall results were non-significant, participants with
more severe PTSD-related symptom levels appeared to
benefit and the subjective feedback from many
participants and their teachers bore this point out. Further
evaluation using an active control possibly in a
community-based setting may improve outcomes and
increase parent engagement. When possible, delivery and
implementation of psychosocial interventions within Iraq
should be localized with costs kept to a minimum to
ensure sustainability.

Recommendations
Research on the mental health and trauma histories of
children and adolescents living in Iraq tends to focus on
needs analysis, but often without remedy. There are a
growing number of psychosocial interventions being
developed for children and adolescents affected by war
and community violence. The risk is that these will remain
unevaluated despite being implemented. It would be
important for researchers to consider broadening needs
analysis and prevalence rate studies to include evaluation
because it is important to understand what works. Studies
evaluating TRT are increasing and starting to demonstrate
its effectiveness for adolescents exposed to war and
community violence.15-19 Ensuring more localized training
of interventions, such as TRT, through partnerships with
regional health and education directorates and established
NGOs may help and also lead to reduced costs associated
with training and implementation. Collaboration on study

Teaching Recovery Techniques to Adolescents Exposed to Multiple Trauma in Baghdad
design, analysis and the ultimate dissemination of
findings, including good local and regional journals as
well as those with high impact factors and broad
international outreach is needed and would be beneficial
if establishing an evidence-base for interventions in wartorn settings is the shared aim.

Acknowledgements
The authors would like to thank the Department of
Education of Al-Karkh, the participating schools, students
and parents/caregivers, and the volunteers who helped
deliver TRT, for their support.
References
1.

Razouqi A, Aboud G, Al-Qaisy A. Prevalence of
posttraumatic stress disorders in primary school
children in Baghdad. New Iraqi J Med. 2007;3(2):1619.
2. Al-Hadethe A, Hunt N, Thomas S, Al-Qaysi A.
Prevalence of traumatic events and PTSD symptoms
among secondary school students in Baghdad. Eur J
Psychotraumatol. 2014;5:23928.
3. Al-Jawadi AA, Abdul-Rhman S. Prevalance of
childhood and early adolescence mental disorders
among children attending primary health care centers
in Mosul, Iraq: a cross-sectional study. BMC Pub
Health. 2007;7:274.
4. Asghier J, Ali N. The impact of war and violence on
the mental health of adolescents living in Baghdad.
2010. Unpublished thesis.
5. Hussein M. Posttraumatic stress reactions among
school children in Baghdad. Thesis submitted to the
Scientific Council of Psychiatry in partial fulfillment
for the degree of fellowship of the Arab Board Medical
Specialization in Psychiatry, Iraq. 2012. Baghdad,
unpublished thesis.
6. Razoki AH, Aboud G, Al-Qaisy KA. Prevalence of
Posttraumatic Stress Disorder in primary school
children in Baghdad, Iraq. J Arab Psychiatry.
2010;21(1)61-69.
7. Dyregrov A, Gjestad R, Raundalen M. Children
exposed to warfare: a longitudinal study. J Trauma
Stress. 2002;15(1):59-68.
8. Dimitry, L. A systematic review on the mental health
of children and adolescents in areas of armed conflict
in the Middle East. Child: Care Health Dev.
2012;38(2):153-161.
9. Masten AS,Narayan AJ. Child development in the
context of disaster, war and terrorism: pathways of risk
and resilience. Annu Rev Psychol. 2012;63:227-257.
10. Jordans MJD, Tol WA, Komproe IH, de Jong, JVTM.
Systematic review of evidence and treatment
approaches: Psychosocial and mental health care for
children in war. Child Adol Mental Health. 2009;14:214.

32

11. Ager A, Akesson B, Stark L, Flouri E, Okot B, et al.
The impact of the school-based Psychosocial
Structured Activities (PSSA) program on conflictaffected children in northern Uganda. J Child Psychol
Psychiatry. 2011;52(11):1124-1133.
12. Morina N, Malek M, Nickerson A, Bryant RA.
Psychological interventions for post-traumatic stress
disorder and depression in young survivors of mass
violence in low- and middle-income countries: metaanalysis. Br J Psychiatry 2017; 210: 247-54.
13. Smith P, Dyregrov A, Yule W. Perrin S, Gjestad R,
Gupta L. Children and War: Teaching Recovery
Techniques. (1999, revised 2002, 2012, 2014, 2016).
Bergen, Norway. Arabic translation, back-translation
Ali N, Ghazi S, Snell T (2012).
14. The National Institute for Health and Care Excellence
(NICE). Post-traumatic stress disorder [A] Evidence
reviews for psychological, psychosocial and other
non-pharmacological interventions for the prevention
of PTSD in children. NICE guideline NG116
Evidence reviews. December 2018;9-74.
15. Barron IG, Abdallah G, Smith P. Randomized control
trial of a CBT trauma recovery program in Palestinian
school. J Loss Trauma. 2012;18(14):306-321.
16. Qouta S, Palosaari E, Diab M, Punamäki R-L.
Intervention effectiveness among war-affected
children: A cluster randomized controlled trial on
improving mental health. J Trauma Stress.
2012;25(3):288-298.
17. Barron IG, Abdallah G, Heltne U. Randomised control
trial of Teaching Recovery Techniques in rural
occupied Palestine: effect on adolescent dissociation.
J Aggress Maltreat Trauma. 2016;25(9):955-973.
18. Ehntholt KA, Smith PA, Yule W. School-based
Cognitive Behavioural Therapy intervention for
refugee children who have experienced war-related
trauma.
Clin
Child
Psychol
Psychiatry.
2005;10(2):235-250.
19. Sarkadi A, Adahl K, Stenvall E, Ssegonja R, Batti H
et al. Teaching Recovery Techniques: evaluation of a
group intervention for unaccompanied refugee minors
with symptoms of PTSD. Eur Child Adoles Psy.
2018;27:467-479.
20. Giannopoulou I, Dikaiakou A, Yule W. Cognitivebehavioural group intervention for PTSD symptoms in
children following the Athens 1999 earthquake: A
Pilot Study. Clin Child Psychol Psychiatry.
2006;11(4):543-553.
21. Ali N, Snell T. Baghdad Trauma Checklist. 2008
(unpublished).
22. Perrin S, Meiser-Stedman R, Smith P. The Children's
Revised Impact of Event Scale (CRIES): Validity as a
screening instrument for PTSD. Cambridge University
press. Behav Cogn Psychother. 2005;33(4):487-498.
23. Verlinden E, van Meijel EPM, Opemeer BC et al.
Characteristics of the Children’s Revised Impact of
Events Scale in a clinically referred Dutch sample. J
Trauma Stress. 2014;27(3):338-344.
24. Spence S. A measure of anxiety symptoms among
children. Behav Res Ther. 1998;36(5):545-566.

Ali NS, Al-Joudi TW, Snell T

28. Caspi Y, Carlson EB, Klein E. (2007). Validation of a
screening instrument for posttraumatic stress disorder
in a community sample of Bedouin men serving in the
Israeli defense forces. J Trauma Stress. 2007;20:517527.
29. Snell T, Etter DW, Carlson EB, McCaslin SE. Trauma
exposure and posttraumatic stress symptoms in Iraqi
police recruits. Int J Ment Health. 2016;9(3):247-254.

25. Direktor C, Serin NB. Psychometric properties of
Spence Children’s Anxiety Scale (SCAS). EURASIA
J Maths Sci Tech. 2017;13(10):6625-6636.
26. Thabet AA, Vostanis P. Post-traumatic stress reactions
in children of war: a longitudinal study. Child Abuse
Negl. 2000; Feb;24(2):291-8.
27. Carlson E. Psychometric study of a brief screen for
PTSD: Assessing the impact of multiple traumatic
events. Assessment. 2001;8:431-441.

اﻟﻤﻠﺨﺺ
اﻟﻤﻘﺪﻣﺔ :ﺗﻌﺮض اﻻطﻔﺎل واﻟﻤﺮاھﻘﯿﻦ ﻓﻲ اﻟﻌﺮاق إﻟﻰ ﺻﺪﻣﺎت ذات ﻋﻼﻗﺔ ﺑﺎﻟﺤﺮب واﻟﻌﻨﻒ اﻟﻤﺠﺘﻤﻌﻲ ﺧﻼل ﺣﯿﺎﺗﮭﻢ ﺑﺸﻜﻞ ﻣﺴﺘﻤﺮ .وأن اﻻﻏﻠﺒﯿﺔ ﻣﻨﮭﻢ ﺑﺼﺤﺔ ﻧﻔﺴﯿﺔ
ﺟﯿﺪة اﻻ ان ﺑﻌﻈﮭﻢ ﯾﻌﺎﻧﻲ ﻣﻦ ﺻﻌﻮﺑﺎت اﺟﺘﻤﺎﻋﯿﺔ وﻋﺎطﻔﯿﺔ وﺳﻠﻮﻛﯿﮫ وﯾﺼﺎﺣﺒﮭﺎ ﻏﺎﻟﺒﺎ ً اﻧﻔﻌﺎﻻت ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺸﺪة .ان ﺗﺨﻔﯿﻒ ھﺬه اﻟﺼﻌﻮﺑﺎت ﻣﻤﻜﻦ ﺑﺘﻄﺒﯿﻖ اﻟﺘﺪاﺧﻼت
اﻟﻨﻔﺴﯿﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺘﻲ ﺗﻌﺠﻞ اﻟﺘﻜﯿﻒ واﻟﻤﺮوﻧﺔ وﻓﻲ ﻧﻔﺲ اﻟﻮﻗﺖ ﻓﺄﻧﮭﺎ ﺗﺆدي ﻟﺘﺤﺴﻦ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ .أن ﻋﺪد ﻗﻠﯿﻞ ﻣﻦ ھﺬه اﻟﺘﺪاﺧﻼت ﻗﺪ ﺗﻢ ﺗﻘﯿﯿﻤﮫ ﻓﻲ اﻟﻤﺠﺘﻤﻌﺎت
اﻟﺘﻲ ﺗﻌﺎﻧﻲ ﻣﻦ اﻻزﻣﺎت.
ﻓﻲ وﻗﺖ اﻋﺪاد ھﺬا اﻟﺒﺤﺚ ﻓﻲ ﻋﺎم  2015ﻛﺎﻧﺖ اﺣﺪاث اﻟﻌﻨﻒ ﻗﺪ زادت ﻓﻲ اﻟﻌﺮاق ﺑﻜﺜﺮة اﻧﻔﺠﺎرات اﻟﻌﺠﻼت اﻟﻤﻔﺨﺨﺔ واﻟﻤﻮاﺟﮭﺎت اﻟﻤﺴﻠﺤﺔ ﻣﻤﺎ ادى إﻟﻰ ﻣﻮﺟﺎت ﻣﻦ
اﻟﻨﺰوح ﻣﻦ ﺑﻌﺾ اﻟﻤﻨﺎطﻖ.
طﺮﯾﻘﺔ اﻟﺒﺤﺚ :ﺗﻢ اﺧﺘﯿﺎر أرﺑﻊ ﺻﻔﻮف ﻣﻦ ﺛﻼث ﻣﺪارس اﺧﺘﯿﺮت ﻋﺸﻮاﺋﯿﺎ ً ﻣﻦ ﺑﯿﻦ ﻣﺠﻤﻮﻋﺔ ﻣﺪارس ﻣﺘﻮﺳﻄﺔ واﻋﺪادﯾﺔ ﻏﯿﺮ ﻣﺨﺘﻠﻄﺔ ﻓﻲ ﺑﻐﺪاد .وﻗﺪ واﻓﻖ  102طﺎﻟﺐ
وطﺎﻟﺒﺔ ) 48وﻟﺪ و 54ﺑﻨﺖ( ﻋﻠﻰ اﻟﻤﺸﺎرﻛﺔ ﺑﺎﻟﺒﺤﺚ ﻣﻦ أﺻﻞ  116ﻛﺎن ﻗﺪ ﺗﻢ اﺧﺘﯿﺎرھﻢ .اﻋﻤﺎر اﻟﻄﻠﺒﺔ ﺗﺘﺮاوح ﺑﯿﻦ  18-13ﻋﺎﻣﺎً .ﺗﻢ ﺑﻌﺪ ذﻟﻚ اﺟﺮاء ﻣﺴﺢ ﻻﻋﺮاض
اﺿﻄﺮاب اﻟﻜﺮب ﻣﺎﺑﻌﺪ اﻟﺸﺪة واﻟﻘﻠﻖ ﺑﺎﻻﺿﺎﻓﺔ اﻟﻰ ﺗﺎرﯾﺦ اﻟﺘﻌﺮض ﻟﻠﺼﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ.
ﺗﻢ ﺗﻄﺒﯿﻖ ﺑﺮﻧﺎﻣﺞ ﺗﻌﻠﯿﻢ اﺳﺎﻟﯿﺐ اﻟﺘﻌﺎﻓﻲ ﻋﻠﻰ ﺧﻤﺲ ﺟﻠﺴﺎت ﺑﻤﻌﺪل ﺟﻠﺴﺔ واﺣﺪة اﺳﺒﻮﻋﯿﺎ ً ﻟﻤﺪة ﺧﻤﺴﺔ اﺳﺎﺑﯿﻊ ﻣﺘﺘﺎﻟﯿﺔ وﺗﺒﻌﺘﮭﺎ ﺟﻠﺴﺔ ﻣﺨﺼﺼﺔ ﻟﺬوي اﻟﻄﻠﺒﺔ .ﺗﻢ اﺟﺮاء
ﺗﻘﯿﯿﻢ ﻣﺎ ﺑﻌﺪ اﻟﺘﺪاﺧﻞ ﺑﻌﺪ ﻣﺮور اﺳﺒﻮﻋﯿﻦ ﻣﻦ اﻻﻧﺘﮭﺎء ﻣﻨﮫ.
اﻟﻨﺘﺎﺋﺞ :ﻛﺎﻧﺖ ﻧﺴﺒﺔ ﻣﻦ ﺗﻌﺮﺿﻮا إﻟﻰ ﺳﺒﻌﺔ أو أﻛﺜﺮ ﻣﻦ اﻻﺣﺪاث اﻟﺼﺎدﻣﺔ ھﻮ  %44ﻣﻦ اﻟﻄﻠﺒﺔ .وﻗﺪ ﺗﺤﺴﻦ اوﻟﺌﻚ اﻟﻄﻠﺒﺔ اﻟﺬﯾﻦ ﻟﺪﯾﮭﻢ اﻋﺮاض ﺷﺪﯾﺪة ﺑﺸﻜﻞ ﻣﮭﻢ
اﺣﺼﺎﺋﯿﺎ ً ،ﺑﯿﻨﻤﺎ ﻟﻢ ﯾﻈﮭﺮ ﺗﺤﺴﻦ ذو اھﻤﯿﺔ اﺣﺼﺎﺋﯿﺔ ﻓﻲ اﻋﺮاض اﻟﻘﻠﻖ أو اﻋﺮاض ﻣﺎ ﺑﻌﺪ اﻟﺸﺪة ﻋﻠﻰ ﺑﺎﻗﻲ اﻟﻄﻠﺒﺔ.
ﻛﺎن ﺗﻔﺎﻋﻞ اوﻟﯿﺎء اﻻﻣﻮر وﻣﺸﺎرﻛﺘﮭﻢ ﻗﻠﯿﻠﺔ اﻻ ان ردود اﻻﻓﻌﺎل ﻣﻦ اﻟﻤﻌﻠﻤﯿﻦ واﻟﻄﻠﺒﺔ ﻛﺎﻧﺖ اﯾﺠﺎﺑﯿﺔ.
اﻻﺳﺘﻨﺘﺎج :ان اﻟﺘﻌﺮض ﻻﺣﺪاث ﺻﺎدﻣﺔ ﻛﺜﯿﺮة ووﺟﻮد اﻋﺮاض ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ﺑﺪرﺟﺎت ﻣﺘﻮﺳﻄﺔ إﻟﻰ ﺷﺪﯾﺪة ﻣﺎ ﺑﯿﻦ اﻟﻄﻠﺒﺔ اﻟﺬﯾﻦ ﺷﺎرﻛﻮا ﺑﺎﻟﺒﺤﺚ ﯾﺆدي ﺑﻨﺎ إﻟﻰ اﻗﺘﺮاح
اﻟﺤﺎﺟﺔ ﻟﺘﺪاﺧﻼت ﻣﺤﺪدة ﻣﺜﺎل ﺗﻌﻠﯿﻢ اﺳﺎﻟﯿﺐ اﻟﺘﻌﺎﻓﻲ .ﻧﺤﺘﺎج إﻟﻰ ﺗﻘﯿﯿﻢ ھﺬا اﻟﺘﺪاﺧﻞ ﻻﺣﻘﺎ ً ﺑﺎﺳﺘﺨﺪام ﻋﯿﻨﺔ ﺿﺎﺑﻄﺔ وﻓﻲ اﻟﻤﺠﺘﻤﻊ ﻣﻤﺎ ﻗﺪ ﯾﺆدي إﻟﻰ ﻧﺘﺎﺋﺞ أﻓﻀﻞ وﯾﺰﯾﺪ ﻣﻦ
اﻟﻤﺸﺎرﻛﺔ اﻟﻔﺎﻋﻠﺔ ﻣﻦ اﻻﺑﺎء .وﯾﺠﺐ ان ﯾﻘﺪم اﻟﺘﺪاﺧﻞ ﻣﺤﻠﯿﺎ ً ﻣﻊ ﺿﺮورة ﺧﻔﺾ اﻟﺘﻜﻠﯿﻒ ﻟﻀﻤﺎن اﺳﺘﻤﺮارﯾﺘﮫ.
Corresponding Author
Dr Numan Serhan Ali, FRCPsych, Consultant Psychiatrist, Baghdad Teaching Hospital, Baghdad - Iraq
Email: numanali@hotmail.com
Authors
Dr Numan Serhan Ali, FRCPsych, Consultant Psychiatrist, Baghdad Teaching Hospital, Baghdad - Iraq
Dr Tharaa W Al-Joudi, CABPsych, Specialist Psychiatrist, AL-Rashad Psychiatric Hospital, Baghdad - Iraq
Dr Tori Snell, DClinPsy CPsychol AFBPsS Consultant Clinical Psychologist - UK

33

The Arab Journal of Psychiatry (2019) Vol. 30 No.1 Page (34 – 44) (doi-10.12816/0052934)

Comparison of Victimized Versus Non-Victimized Egyptian Patients with Major Depressive
Disorder
Ahmed Adel El-Missiry, Ghada El Kholi, Maissa Eid Afifi, Marwa El-Missiry, Dina Ibrahim, Ahmed Adel Abdelgawad

دراﺳﺔ ﻣﻘﺎرﻧﺔ ﺑﯿﻦ ﻣﺮﺿﻰ اﻻﻛﺘﺌﺎب اﻟﻤﺼﺮﯾﯿﻦ اﻟﻤﻌﺮﺿﯿﻦ و ﻏﯿﺮ اﻟﻤﻌﺮﺿﯿﻦ ﻟﻼﯾﺬاء
 اﺣﻤﺪ ﻋﺎدل ﻋﺒﺪ اﻟﺠﻮاد،  دﯾﻨﺎ اﺑﺮاھﯿﻢ،  ﻣﺮوة اﻟﻤﺴﯿﺮي، ﻣﺎﯾﺴﮫ ﻋﯿﺪ، ﻏﺎدة اﻟﺨﻮﻟﻲ،أﺣﻤﺪ ﻋﺎدل اﻟﻤﺴﯿﺮي

Abstract

B

ackground: Victimization of patients with major depressive disorder is a serious problem that is underestimated.
Objectives: The current study identified and compared clinical and socio-demographic characteristics of victimized
and non-victimized Egyptian patients with major depressive disorder. Methods: Using a cross-sectional design, N=100
participants were recruited from the Institute of Psychiatry, Ain Shams University and administered the Structured Clinical
Interview for Diagnostic and Statistical Manual of Mental Disorders, 4th ed. Axis I (DSM-IV; SCID), Hamilton Rating Scale
for Depression (HAM-D), Global Assessment of Functioning (GAF), Clinical Global Impression (CGI), Victimization
Questionnaire (VQ) and a questionnaire for demographic data. Patients were classified into victimized (n=52) and nonvictimized (n=48) groups. Results: Fifty two percent of patients with depression reported being victimized. The majority
were married women with low socio-economic status and experiences of abuse in childhood compared with the nonvictimized group. Most victimized patients were diagnosed with recurrent MDD followed by MDD with psychotic features.
The HAM-D indicated severe depression in 92.3% of the victimized group and the CGI indicated marked illness compared
with the non-victimized group. All patients in the victimized group experienced emotional abuse; 58.3% were subjected to
physical abuse and 30.8% were subjected to miscellaneous types of abuse. Emotional abuse was mainly by spouses. The
majority did not report such incidents. Conclusion: The rate of physical and emotional abuse of patients with depression is
high. Women were more likely to be victimized than men. Routine psychiatric interviews should include questions about
patient abuse history. Further research is needed in order to inform mental health policies and procedures within Egyptian
society.
Keywords: Victimization, Depression, Perpetrators, Violence
Declaration of interest: None

Introduction
Depression is a common mental illness. An estimated 350
million people of all ages experience the symptoms of
depression worldwide, according to a World Health
Organization (WHO) report.1 Victimization of patients
with mental illness is a pressing global health problem
affecting recovery and community integration.2
Depression also contributes significantly to disability.3
Previous studies showed that depression was the second
leading cause of global disability.4 Evidence also points to
the fact that patients with mental illness are more likely to
report a history of physical and emotional abuse than the
general population.5 Many reasons for this have been
identified. The illness can impair their ability to manage
conflict situations; increase the expression of negative
feelings; and, puts more demands on others.6 In addition
to this, there is impaired reality testing, disorganized
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thought processes, impulsivity, poor planning and
problem solving, which can compromise an individual’s
ability to perceive risk and protect himself/herself.7 A
Chinese study revealed high levels of depression in
abused women.8
The risk of victimization varies according to demographic
and psychosocial characteristics. Among the putative risk
factors, the most important appear to be gender, race,
employment status, social environment, economic status,
poor physical health, criminal history and history of past
victimization.9
People with psychiatric disabilities are far more likely to
be victims than perpetrators of violent crime.10
Conversely, in a study conducted in Sweden, it was found
that the risk of violent crime was increased in depressed
patients.11

Comparison of Victimized Versus Non-Victimized Egyptian Patients with Major Depressive Disorder
A study by Arboleda-Florez12 reported that mental illness
may be a risk factor for violence; the reverse may also be
true, and that violence may be a causative factor for
mental illness. On the other hand, stigmatization of mental
illness plays a role in increasing rates of victimization in
this population and leads to their reluctance to report the
event. Indeed, violent victimization of persons with major
mental illness has long-term adverse consequences on the
course of their illness, exacerbation of existing symptoms,
increases the likelihood of service utilization and
substantially impairs the quality of life of patients and
their families.13,14,2
The current study is part of a research series that evaluated
victimization
among
Egyptian
patients
with
schizophrenia15 and bipolar disorder.16 It was primarily
driven by the paucity of studies concerning victimization
of patients with depression in Egypt. Using a crosssectional, case-control design, the study compared
patients with major depression who were victimized with
non-victimized patients and aimed to define the profile of
the incidents of victimization.

Research and Ethics Committee of Ain Shams University.
All participants signed an informed consent to participate
in the study after the aim and procedures were explained
to them. Confidentiality was assured and all were
informed their participation was voluntary and that they
had the right to withdraw from the study at any time.
Tools
The following tools were used:
1.

2.

Subjects and Methods
3.
Site and design
The current study was conducted at the Institute of
Psychiatry, Ain Shams University in Eastern Cairo. The
university serves a catchment area of about a third of
greater Cairo, including urban and rural areas. The study
was designed as a case control, cross-sectional
observational study. The sample size and the selected
tools were developed on the basis of a past pilot and
studies on patients with schizophrenia and bipolar
disorder who reported histories of abuse.15,16

4.

5.

Participants
One hundred participants were recruited from the
inpatient and outpatient departments of the Institute of
Psychiatry. All fulfilled the inclusion criteria; namely,
both genders, 18 years or older, with a primary diagnosis
of major depressive disorder according to Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition
(DSM-IV), with more than one-year duration of illness.
Patients with other Axis I disorders, substance misuse
problems or comorbid medical disorders were excluded.
Approvals and Consent
The current study was conducted in accordance with
Helsinki Declaration (1975) and in accordance with
guidelines of the Research and Ethics Committee of
Institute. The research protocol was reviewed by

the
the
the
the
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6.
7.

Structured Clinical Interview for DSM-IV Axis I
diagnosis (DSM-IV;SCID-I)17 which is a semistructured diagnostic interview administered by
an experienced trained bilingual researcher. The
Arabic version was translated by El-Missiry.
SCID-I was validated and used in previous
Egyptian studies.18,19,20
The Hamilton Rating Scale for Depression
(HAM-D) was used to measure the severity of
depressive symptoms in patients with major
depression. It is a 19-item checklist ranked along
a likert scale of 0-4 or 0-2. A score of >23
denotes very severe symptom levels whereas 1922 is severe, 14-18 is moderate, 8-13 is mild and
a score of <7 is normal.21
Global Assessment of Functioning (GAF) is a
numeric scale (0-100) to subjectively rate the
social,
occupational,
and
psychological
functioning of adults in life.22
Clinical Global Impression (CGI)23 is a 7-point
scale requiring the clinician to rate the severity of
the patient's illness at the time of assessment,
relative to the clinician's past experience with
patients with the same diagnosis. Considering
total clinical experience, a patient is assessed on
severity of mental illness at the time of rating.
A questionnaire designed to elicit information
about demographic data, family circumstances
and illness details.
Fahmi and El Sherbini Scale for social class
determination in Egyptian communities.24
The Victimization Questionnaire (VQ),
developed and Standardized by El-Missiry et
al.,15 includes questions about crimes, such as
personal theft, robbery, burglary, vandalism,
assault with or without a weapon, attempted
assault, biased physical and verbal assault,
kidnapping, threatening, blackmailing, verbal or
physical abuse, sexual harassment, emotional
abuse, financial abuse, or different types of
emotional victimization. It was adapted from the
Criminal Victimization Questionnaire 200925
and the Juvenile Victimization Questionnaire.26
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The questionnaire was modified and standardized for the
Egyptian culture. The research team was trained in the use
of the tools prior to the study.
Statistical analysis
Data analysis was carried out using the Statistical Package
for Social Science - Version 15 (SPSS 15).27 Student’s ttest was used for comparison between the means of the
different groups. The Pearson’s chi-squared test was used
for comparison between qualitative variables. The p-value
was used to indicate the level of significance, where p to
0.05 is considered significant.

Results
The current study involved N=100 patients (n=20 men,
n=80 women) fulfilling the diagnostic criteria for Major
Depressive Disorder (MDD) according to DSM-IV. The
Structured Clinical Interview for DSM-IV Axis I
Disorders (DSM-IV; SCID I) was used to ascertain the
diagnosis and determine comorbidity. All were assessed
using the Victimization Questionnaire (VQ). Results
found that 52% of patients had been previously victimized
and 48% were never subjected to victimization (see Figure
1). Subsequently, the study sample was classified into a
non-victimized group (mean age 40.75±11.721) and
victimized group (mean age 38.92±10.586) years.

Socio-demographic characteristics
In the current study, more women reported being
subjected to victimization than men (p=0.001). The
majority in the victimized group were married (92.30%,
p=0.001), lived in urban areas (p=0.23) and had low socioeconomic status (53.80%, p=0.346) (Table 1).
Regarding employment status, the non-victimized patients
were mostly more stable at work whereas the victimized
were commonly not working or were housewives or
students. There were no statistically significant
differences between either group with respect to age,
social class, place of living, years of education, or history
of having been bullied at school. The victimized group
reported greater exposure to parental domestic violence
(p=000) and childhood abuse (p=0.044). A statistically
significant difference was found when comparing the two
groups in terms of family history of psychiatric illness and
family history of drugs and alcohol abuse (see Table 1).

Clinical characteristics
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The clinical characteristics of the studied sample are
shown in Table 2. Most of the victimized patients were
harmed during their first episode (61.6%), additionally the
majority were diagnosed with major depression (first or
recurrent episode) followed by major depression with
psychotic features then major depression with
melancholic features. Victimized patients have
significantly earlier age of onset of illness (28.69±12.88)
than non-victimized patients (36.8±13.49) (p=0.003),
with significantly longer duration of illness (8.09±9.50) in
terms of years. There was no significant difference
between the two groups in terms of the prescribed
medications and scores for the Global Assessment of
Function (GAF). The Clinical Global Impression (CGI)
revealed a highly significant degree of illness severity in
the victimized group, who reported being markedly ill or
extremely ill compared to the non-victimized group
(p=0.000) - see Table 2.
On comparing the clinical severity of depression via the
HAM-D, the current study found that most of the
victimized patients were severely depressed (92.3%)
compared with 66.7% of the non-victimized group
(p=0.002).

Profile of victimization
All participants in the current study who reported having
been victimized disclosed that they were exposed to
emotional abuse, including being locked indoors, called
bad names, emotionally threatened and devalued. Physical
abuse was encountered in 58.3% in the form of hitting,
kicking, slapping while 30.8% were exposed to
miscellaneous victimization, including verbal assault,
personal theft, sexual harassment and unwanted sexual
activity (see Figure. 2, Table 3).
When studying participants’ relationships with
perpetrators, the results compiled in Table 3 show that
emotional abuse was mainly inflicted by spouses in 57.7%
of respondents followed by siblings (23%) and lastly by
both parents and strangers (7.7%). As regards physical
abuse, this was inflicted by acquaintances against 42.8%
of respondents, strangers in the case of 28.6% and by
either spouses or siblings for 14.3%. Finally,
miscellaneous
victimization
was
inflicted
by
acquaintances as reported by 75% of respondents with the
remaining 25% experiencing such abuse by strangers.
The mean frequency of exposure to victimization during
the past year was 9.76±3.58 for emotional abuse followed
by physical abuse (5.23±5.56) with the least reported
being miscellaneous abuse 1.53±3.18. Most participants
who reported having been victimized did not report the
occurrence of the abusive acts to anyone - whether friends,
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police or family members. The reasons for non-reporting
varied. Some considered it a personal matter while others

felt it was not important or felt worried about
repercussions from the offender.

Figure 1. Prevalence of victimization among patients with depression

Non victimized,
48%
Victimized, 52%

Figure 2. Type of victimization among patients with depression

120%

n=100
(100%)

100%
80%

n=53
(80%)

60%
40%

n=30
(80%)

20%
0%

Miscellaneous (n=16)

Emtional (n52)
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Table 1. Socio-demographic and family characteristics: victimized versus non-victimized patients
Non-victimized
(n=48)

Victimized
(n=52)

Test

p-value

Mean±SD

Mean±SD

Age

40.75±11.72

38.92±10.58

t= 0.819

0.415

Years of
education

11.75±5.055

11.85±6.347

t=0.83

0.933

X 2= 10.256

0.001

X 2=15.064

0.001

X 2= 1.442

0.230

X 2= .075

0.784

X 2=22.988

0.000

X2=3.312

0.346

X2= 8.120

0.044

N

%

N

%

Male

16

(33.30%)

4

(7.70%)

Female

32

(66.70%)

48

(92.30%)

Single

12

(25%)

0

(0%)

Married

32

(66.70%)

48

(92.30%)

Widowed

4

(8.30%)

4

(7.70%)

Rural

12

(25%)

8

(15.40%)

Urban

36

(75%)

44

(84.60%)

Bullying at
School

Negative

16

(33.30%)

16

(30.80%)

Positive

32

(66.70%)

36

(69.20%)

Stability at work

Not
working*
Stable

12

(25%)

36

(69.20%)

28

(58.30%)

8

(15.40%)

Unstable

8

(16.70%)

8

(15.40%)

High

4

(8.30%)

8

(15.40%)

Middle

4

(8.30%

8

(15.40%)

Low middle

12

(25%)

8

(15.40%)

Low

28

(58.30%)

28

(53.80%)

Negative

32

(66.70%)

28

(53.80%)

Emotional

8

(16.70%)

4

(7.70%)

Physical

8

(16.7%)

16

(30.00%)

Sexual

0

(0%)

4

(7.70%)

Domestic

Yes

4

(16.7%)

20

(38.5%)

X2= 12.421

0.000

parental violence

No

Family history of

Negative

40

(83.30%)

36

(69.20%)

X2= 8.063

0.018

psychiatric illness

1st

8

(16.70%)

8

(15.40%)

0

(0%)

8

(15.40%)

X2=12.587

0.002

Gender
Marital Status

Place of living

Social class

Childhood abuse

degree

relatives
2nd degree
relatives
Family history of

Negative

48

(100%)

40

(76.90%)

drug /alcohol

Abuse

0

(0%)

8

(15.40%)

abuse

Dependence

0

(0%)

4

(7.7%)

* Including students and housewives

38

95% confidence
interval

Lower
-2.60
-2.386

Upper
6.254
2.193

Comparison of Victimized Versus Non-Victimized Egyptian Patients with Major Depressive Disorder

Table 2. Clinical characteristics of victimized versus non-victimized patients
Non-victimized
n=48
Mean±SD
36.8±13.49
4.5±6.35
55.33±10.5
No
%
28
58.3
12
25
0
0
0
0
8
16.7

Victimized
n= 52
Mean±SD
28.69±12.88
8.09±9.50
54.08±11.53
No
%
32
61.5
4
7.7
8
15.4
8
15.4
0
0

Test

p value

Age of Onset
t 3.08
0.003
Duration of illness
t -2.200
0.03
GAF
t 0.628
0.569
Number of episodes
First
X2=28.152
0.000
Second
Third
Fourth
More
Current Diagnosis
MDD single or recurrent episode
36
75
28
53.8
X2=17.66
0.001
MDD with psychotic features
8
16.7
12
23.1
MDD without psychotic features
4
8.3
0
0
MDD with melancholic features
0
0
12
23.1
Medications Prescribed
Antipsychotics with antidepressant
8
16.7
12
23.1
X2=0.641
0.463
Antidepressants
40
83.3
40
76.9
CGI impression
No
%
No
%
Moderately ill
16
33.3
4
7.7
X 2=
0.000
35.668
Markedly ill
20
41.7
36
69.2
Severely ill
12
25
0
0
Extremely ill
0
0
12
23.1
HAM-D
No
%
No
%
Moderate
8
16.7
0
0
X2=12.393
0.002
Severe
8
16.7
4
7.7
Very severe
32
66.7
48
92.3
MDD: Major Depressive Disorder, GAF: Global Assessment of Functioning, CGI: Clinical Global Impression,
HAM-D: Hamilton Depression Scale

95% confidence
interval
Lower Upper
2.7
13.37
-6.825
-0.352
-3.106
5.619

Table 3. Profile of victimization
Physical victimization
n=28

Frequency of victimization
Perpetrator
Stranger
Spouse
Siblings
Parents
Acquaintance
Reporting
Yes
No
Reasons for non-reporting
Personal matter
Not important
Fear of offender
Dealt with another way
Offender prevent them
Others

Mean±SD
5.23±5.56
No
8
4
4
0
12
No
2
26
No
14
0
4
6
0
4

%
28.6
14.3
14.3
0
42.8
%
7
93
%
50
0
14.3
21.4
0
14.3
39

Miscellaneous
victimization
n=16
Mean±SD
1.53±3.18
No
%
4
25
0
0
0
0
0
0
12
75
No
%
1
6
15
94
No
%
4
25
0
0
8
50
0
0
0
0
4
25

Emotional
victimization
n=52
Mean±SD
9.76±3.58
No
%
4
7.7
30
57.7
12
23
4
7.7
2
3.8
No
%
6
12
46
88
No
%
22
42.3
6
11.5
10
19.2
4
7.7
4
7.7
6
11.6
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Discussion
The high rates of victimization among patients with
mental illness compared to the general population have
been documented by many researchers.28,29 Prevalence
rates of victimization ranged from 4.3% to 59%.7 Earlier
studies estimated victimization prevalence to vary from
16% to 92%.30 Recently, de Vries et al.,31 recorded
victimization rates in patients with mental illness four to
six times higher than in the general population.
The current study found that 52% of participants with
major depression had been victimized in the previous 12
months. The variation of these rates could be explained by
differences in methodology, study design, research
population and operational definitions of victimization;
moreover, the specific crime-victimization cannot easily
be compared across studies. The current findings
compared the demographic and clinical characteristics of
patients who were victimized52 with patients who reported
no experience of victimization.48

In the current research, 92% of victimized patients were
married compared to 66.7% of the non-victimized
patients. A previous study on patients with chronic
depression found that approximately 17% of men and
12% of women reported exposure to physical abuse from
their partners. The causal explanation for this finding is
beyond the aim of the current study yet the authors with
the hypothesis put forward by past researchers who
attributed such findings to the fact that depressive
symptoms predicted marital dissatisfaction, which in turn,
predicted psychological and physical victimization.44
In the current study, the victimized group was
significantly exposed to parental domestic violence and
childhood abuse (as defined by the WHO, 1999)45 which
referred to all forms of emotional, physical and sexual
abuse and neglect. A previous study showed that abuse
experienced in childhood is associated with an increased
likelihood of MDD in childhood or witnessing parental
violence are frequent precursors of mental illness and
vulnerability to victimization in adulthood.46,47,48,49,50

Psychodemographic data

Clinical data

In the present study, 53.8% participants identified as
having low socio-economic status. This finding supports
Passos et al.,7 who posit a theoretical model whereby
social disorganization and poverty increase a person’s
vulnerability to victimization.

Victimization of patients with depression was linked to
the severity of depressive symptoms. The current study
has documented how victimized patients were more likely
to experience more severe symptoms of depression
compared to the non-victimized group. This is consistent
with the findings from a study of Dutch outpatients.34

Significant interactions between gender and victimization
in patients with depression were reported by many
researchers.32,33 Women with mental illness were 1.7 to 3
times more likely to be victimized.14,34 Women with a
diagnosis of depression were more likely than men to
report being subjected to physical or sexual assault.35
In the current study, 92.3% of victimized patients were
women, which is consistent with Teplin et al.,36 who
collected separate data for men and women with mental
illness who were victimized. The annual prevalence for
men was 3% and for women 9.8%. The relative risk was
significantly higher for women than men. Other studies
have found that girls and women were more vulnerable to
sexual victimization, whereas, boys and men were at a
higher risk of physical victimization.37,38,39
Contrary to the above findings, a Swedish study reported
that 3.7% of men and 0.5% of women with depression
experienced violence.11 Moreover, other studies suggested
that men were more likely to be victimized than
women.40,41 The differences may be related to cultural
issues. In Arab societies, women are the main victims of
domestic violence.42,43
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The current study supports previous studies, which found
that the severity of clinical symptoms (as measured by the
CGI) was associated with a higher probability of being
victimized.7,29 Clinical explanations of vulnerability to
victimization include poor social and occupational
functioning, limited social network, comorbid personality
disorder, poor problem solving and impaired cognitive
functions.36,41
Victimization of patients with MDD is a serious problem
that is underestimated and often goes unnoticed by
clinicians. Indeed, it is rarely documented in the clinical
record and seldom influences the treatment decision.29
Profile of victimization
It was found that all victimized patients were subjected to
emotional abuse, which was operationally defined as
being locked indoors, being called bad names, receiving
emotional threats and being devalued. The majority of the
victimized group reported having been abused mainly by
their partners or family members; 58.3% were exposed to
physical victimization, which included hitting, kicking,
slapping and being burned. Violent incidents were
described as having been inflicted by acquaintances,
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strangers and family members. Additionally, 30.8% were
exposed to miscellaneous abuse, which included verbal
assault, personal theft, sexual harassment, and unwanted
sexual activity. The offenders were mainly acquaintances
and strangers. In accordance with the current findings,
numerous researchers have documented that perpetrators
were mainly partners, family members or relatives.51,52
Some surveys in psychiatric settings in Egypt, Palestine
and Tunisia have shown that between 30% to 50% of
women were victimized by their husbands or another
family member.53 The reported experiences of emotional
abuse in the current Egyptian sample is higher than that of
physical abuse, which is not supported in Western studies.
This may be explained by differences in emotional
expression within Egyptian families, which includes
excessive blame and harsh criticism.54
It can be suggested that people who are victimized might
not report their experiences55 or speak out about their
experiences of abuse; moreover, there is still a common
misconception that people with mental illness are
unreliable informants about their life experiences. This
misconception risks obscuring legitimate concerns about
their experiences.51,56 The current findings support studies
that highlight this view; indeed, most participants in the
current study did not report their experiences of abuse to
anyone.
Non-reporting may be a phenomenon related to Arab
culture as patients are often reluctant to report the crime
to family members or police and can tend to deny or
minimize the incidents even in clinical settings. Patients
sometimes believe that disclosure of the incidents may be
ineffective because they would likely be advised “to cope”
in order to maintain their marital life and protect their
children.43 Patients with mental illness in Western
communities are also less likely to report the victimization
acts to police than other members of the community. This
is supported in studies that suggest official prevalence
rates of abuse are underestimated because many victims
do not report these experiences to the police.37,57,58
Victimized patients were more likely to report
psychosocial problems following an experience of abuse,2
which may lead to serious consequences and revictimization. From such findings, it is recommended that
the management of victims should start with assertive
engagement in health care.
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Conclusion
Despite the recorded high rate of victimization among
patients with major depression the issue of abuse has
received limited attention in Egypt.
Routine psychiatric interviews tend not to include
questions about patient experiences of current or past
abuse. And yet, most participants with mental illness in
the current study reported having experienced abuse.
Moving forward, prevention and intervention programs
must be implemented to reduce victimization rates and
measures taken to reduce the exposure and the likelihood
of re-victimization. The current study highlights the
importance of addressing such neglected issues especially
in high-risk groups, such as married women with severe
depression and low socio-economic status, in order to
create support networks for timely intervention and more
effective management to better support them.

Strength and Limitations
To our knowledge, the current study is the first in Egypt
to assess the abuse histories of patients with MDD and to
understand their socio-demographic and clinical
characteristics against a comparator group. It is
understood to be the first study to explore types of abuse
and to classify perpetrators. The findings highlight a
vulnerable group within Egyptian society who would
benefit from having greater support and protection.
Limitations of the current study include insufficient
statistical power and a non-randomized methodology. The
small sample size, single recruitment site and
observational design limit the generalizability of the
findings and the establishment of causality. The subjective
reporting by patients might have introduced a recall bias.
Nevertheless, preliminary findings strongly warrant a
larger multisite study for better generalization of the
findings.
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اﻟﻤﻠﺨﺺ
ان ﺗﻌﺮض اﻟﻤﺮﺿﻰ اﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﻻﻛﺘﺌﺎب ﻟﻼﯾﺬاء ﻣﺸﻜﻠﮫ ﺧﻄﯿﺮة وﻏﺎﻟﺒﺎ ً ﻣﺎ ﯾﻘﻠﻞ ﻣﻦ ﺷﺄﻧﮭﺎ .ھﺬا اﻟﺒﺤﺚ ﯾﮭﺪف إﻟﻰ دراﺳﺔ اﻟﻤﺘﻐﯿﺮات اﻹﺟﺘﻤﺎﻋﯿﺔ واﻟﺪﯾﻤﻮﺟﺮاﻓﯿﺔ
واﻟﺨﺼﺎﺋﺺ اﻹﻛﻠﯿﻨﯿﻜﯿﺔ اﻟﻤﺮﺗﺒﻄﺔ ﺑﺈﯾﺬاء ﻣﺮﺿﻰاﻻﻛﺘﺌﺎب ﻣﻘﺎرﻧﺔ ﻣﻊ ﻧﻈﺮاﺋﮭﻢ ﻣﻦ ﻏﯿﺮ اﻟﻀﺤﺎﯾﺎ.اﺷﺘﺮك ﻓﻲ اﻟﺒﺤﺚ ﻣﺌﺔ ﻣﻦ اﻟﻤﺮﺿﻰ اﻟﻤﺘﺮددﯾﻦ ﻋﻠﻰ ﻣﺮﻛﺰ اﻟﻄﺐ
اﻟﻨﻔﺴﻲ-ﺟﺎﻣﻌﺔ ﻋﯿﻦ ﺷﻤﺲ .وﻗﺪ ﺗﻢ ﻋﻤﻞ اﻟﻤﻘﺎﺑﻠﺔ اﻟﻨﻔﺴﯿﺔ واﻟﺘﺸﺨﯿﺺ ﺑﺎﺳﺘﺨﺪام دﻟﯿﻞ اﻟﻤﻘﺎﺑﻠﺔ اﻻﻛﻠﯿﻨﯿﻜﯿﺔ اﻟﻤﺒﻨﯿﺔ ﻋﻠﻰ اﻟﺪﻟﯿﻞ اﻷﻣﺮﯾﻜﻲ.
ﻛﻤﺎ ﺗﻢ ﺗﻘﯿﯿﻢ اﻋﺮاض اﻹﻛﺘﺌﺎب ﺑﺎﺳﺘﺨﺪام ﻣﻘﯿﺎس ھﺎﻣﻠﺘﻮن وﺗﻘﯿﯿﻢ ﺷﺎﻣﻞ ﻟﻸداء واﻻﻧﻄﺒﺎع اﻻﻛﻠﯿﻨﯿﻜﻲ اﻟﺸﺎﻣﻞ ھﺬا إﻟﻰ ﺟﺎﻧﺐ ﺗﺼﻤﯿﻢ اﺳﺘﺒﯿﺎن ﻟﻠﺤﺼﻮل ﻋﻠﻰ اﻟﺒﯿﺎﻧﺎت
اﻟﺪﯾﻤﻮﺟﺮاﻓﯿﺔ وآﺧﺮ ﺗﻢ ﺗﺼﻤﯿﻤﮫ ﻟﻠﻜﺸﻒ ﻋﻠﻰ اﻻﯾﺬاء اﻟﺒﺪﻧﻲ واﻟﻤﻌﻨﻮي واﻟﻠﻔﻈﻲ .
وﺟﺪ ان %52ﻣﻦ اﻟﻤﺮﺿﻰ ﺗﻌﺮﺿﻮا ﻟﻺﯾﺬاء وﻛﺎﻧﺖ اﻻﻏﻠﺒﯿﺔ ﻣﻦ اﻻﻧﺎث اﻟﻤﺘﺰوﺟﺎت وﻟﮭﻦ ﺗﺎرﯾﺦ ﻟﻠﺘﻌﺮض ﻟﻠﻌﻨﻒ اﻟﻤﻨﺰﻟﻲ واﺳﺎءة اﻟﻤﻌﺎﻣﻠﺔ ﻓﻲ اﻟﻄﻔﻮﻟﺔ ﻗﺪ ﺳﺠﻞ
اﻟﻤﺮﺿﻰ اﻋﻠﻰ درﺟﺎت ﻓﻲ ﻣﻘﯿﺎس ھﺎﻣﻠﺘﻮن واوﺿﺤﺖ اﻟﺪراﺳﺔ ان اﻻﻏﻠﺒﯿﺔ ﺗﻌﺮﺿﺖ ﻟﻼﯾﺬاء اﻟﻌﺎطﻔﻲ ﯾﻠﯿﮫ اﻻﯾﺬاء اﻟﺒﺪﻧﻲ .اﻟﺨﻼﺻﺔ :اﺛﺒﺘﺖ ھﺬه اﻟﺪراﺳﺔ ﻣﺪى ﺗﻌﺮض
اﻟﻤﺮﺿﻰ اﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﻻﻛﺘﺌﺎب ﻟﻼﯾﺬاء ﺑﺸﻜﻞ ﻛﺒﯿﺮ وﺑﺎﻟﺘﺎﻟﻲ ﯾﺠﺐ ان ﯾﺸﺘﻤﻞ ﺗﻘﯿﯿﻢ اﻟﻤﺮﺿﻰ ﻋﻤﺎ إذا ﻛﺘﻨﻮا ﺗﻌﺮﺿﻮا ﻟﻼﯾﺬاء ﻣﻦ ﻗﺒﻞ او ﻻ ،وﯾﻮﺻﻲ ھﺬا اﻟﺒﺤﺚ ﺑﻀﺮورة
وﺿﻊ اﺳﺘﺮاﺗﯿﺠﯿﺎت ﻣﺴﺘﻘﺒﻠﯿﺔ ﻟﺘﻮﻓﯿﺮ اﻟﺤﻤﺎﯾﺔ اﻟﻼزﻣﺔ ﻟﻠﻤﺮﺿﻰ.
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.اﻻﻛﺘﺌﺎب واﻻﻟﺘﺰام اﻟﻄﺒﻲ وﻧﻮﻋﯿﺔ ﺣﯿﺎة ﻣﺮﺿﻰ اﻟﻔﺼﺎم ﻓﻲ اﻟﻤﺮﻛﺰ اﻟﻄﺒﻲ اﻻﺗﺤﺎدي ﻟﻮﻛﻮﻛﺎ
 أﻻو اﯾﺮﯾﺘﻲ، ﺳﻌﯿﺪ أﺑﯿﻮﻻ،  ﺳﺎﻛﺎ،أوﻻدﯾﺠﻮ ﺗﺴﻠﻢ اﻟﻌﺒﻲ

Abstract

O

bjective: The current study assessed the influence of depression and medication adherence on the quality of life of
people living with schizophrenia who attended the Federal Medical Center in Lokoja, Nigeria. Method: From 832
registered patients in the hospital, 287 were selected using a convenience sampling technique whereby potential respondents
were approached individually on their clinic days. Three standardized psychological instruments were used: Morisky
Medication Adherence Scale (MMAS-8), Calgary Depression Scale (CDSS), and the World Health Organization Quality of
Life-Brief Scale (WHOQOL-BREF). Results: Data were analysed using simple linear regression. Results showed that 65.5%
of participants had a moderate quality of life; 12.4% reported having a low quality of life; and, 21% reported having a high
quality of life. Results also showed that depression had a significant influence on the quality of life of people living with
schizophrenia (R²=0.66, F(1,285)=560.5, p<.05). Medication adherence had a significant influence on the quality of life of
people living with schizophrenia (R²=0.66, F(1,285)=560.5, p<.05). Conclusion: Depression and medication adherence can
have a direct influence on the quality of life and well-being of people living with schizophrenia, which is an important
consideration when supporting patients to be compliant with their prescribed treatment regime.
Keywords: Quality of life, Depression, Schizophrenia, Medication adherence
Declaration of interest: None

Introduction
All aspects of life for a patient with schizophrenia can be
affected by this severe illness; this may include work, selfcare and capacity to establish interpersonal relationships.1
Though schizophrenia is a mental illness that affects about
1% of the world's total population, Adegbaju reported that
about 50% of people with the diagnosis do not have access
to treatment and 30% live in developing countries like
Nigeria.2 It is therefore pertinent and important to
investigate depression in patients with schizophrenia and
their adherence to medication with a view to
understanding the extent to which depression and
medication adherence could contribute to the quality of
life of patients with schizophrenia in Nigeria.
Schizophrenia as a disorder
Schizophrenia is a psychiatric disorder characterized by
positive symptoms (delusions and hallucinations),
negative symptoms (apathy, withdrawal, paucity of
thought and restriction of affect), disorganization
symptoms (disorganized thoughts and actions),3 and
cognitive impairment (memory, attention, working
memory, problem solving, processing speed and social
45

cognition). It is a devastating psychiatric disorder that
afflicts approximately 1% of the worldwide population.
The condition affects women and men equally and spans
all socioeconomic groups.4 Like any other
disability/disorder that affects normal human life,
schizophrenia has its attendant emotional/affective
breakdown and side effects too, such as low self-concept,
depression, social withdrawal, etc. All of these can take
their toll on the patient’s life and therefore schizophrenia
is managed medically to enable patients to live a normal
life. In developing countries like Nigeria it is often the
case that people with schizophrenia do not have access to
treatment. It is also important to know the extent to which
adherence to medication is affecting those that have
access to treatment in developing country like Nigeria.
The quality of life of patients with schizophrenia is said to
have an influence on their emotional state, personality
type, adaptation and treatment outcome.5
Patients with schizophrenia and medication adherence
Medication adherence is essential for people with
schizophrenia. Pharmacotherapy is the mainstay for
managing this chronic and often disabling condition.
Nevertheless, non-adherence to antipsychotic medication
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is common in clinical practice and affects approximately
50% of outpatients with schizophrenia.6 Many diseaserelated,
patient-related,
treatment-related
and
environmental factors may influence adherence in
schizophrenia.7,8

during the development of the illness.23,24 These
symptoms may occur during the pre-psychotic or
prodromal phase; during initial episodes of schizophrenia
in chronically ill patients and even in patients who have
been stabilized on treatment.25,26,27,28

Among the variables most consistently found to predict
adherence to antipsychotic medication are illness
insight,7,8 the severity of psychopathology,7 cognitive
impairments,9 attitudes toward medication,7 substance
misuse,10 antipsychotic side-effects,11 and the quality of
the therapeutic relationship.12

In a substantial number of patients, these symptoms are
severe enough to qualify for diagnosis of depression as per
standard diagnostic criteria.29 Depression is one of the
psychopathological factors that is assumed to affect a
person’s quality of life. A common and serious medical
illness negatively effects how the patient feels, thinks and
acts. Globally, the total number of people with depression
is estimated to be 4.4% of a given population and it was
estimated to exceed 300 million worldwide in 2015. It is
more common among women than men and is the major
contributor to suicide deaths, which number close to
800,000 per year.30 Therefore, depression was
investigated in the current study because diagnosis and
treatment is seen to be important when considering the
well-being of people with schizophrenia not least because
symptoms likely affect their quality of life impairing
functional capacity and resulting in physical and
emotional limitations.

Despite the view that medication adherence in
schizophrenia is high after hospital discharge, the
transition to home-based treatment may be complicated,
especially for those individuals who lack family or social
support.13
Shuler examined the prevalence of schizophrenia and the
social factor of the disease.14 Afolayan et al. found a
significant improvement in medication adherence in the
pharmacological studied group; however, quality of life
and symptoms did not improve.15 The study suggested that
non-adherence to medication might affect the patients'
quality of life indirectly via symptom severity and
medication side effects.16 The study also revealed that
treatment strategies involving patients can improve
medication adherence, symptoms and quality of life for
people with schizophrenia. Further, nursing interventions
that contain supervised self-care, behavioral activation,
social skill training, relaxation training, and psychoeducative intervention might minimize the associated
disability although this needs to be validated.17
Recently, research conducted on the effectiveness of
psychiatric nursing interventions pertaining to medication
adherence and quality of life in patients with
schizophrenia found no significant correlation between
quality of life and medication adherence.18 Findings also
demonstrated that after one month post discharge from the
hospital, 32.5% of patients showed high treatment
adherence; however, six months after discharge adherence
rates dropped to 16.7%.19,20 Research showed that
treatment adherence in the first month was very low, but
application of telemedicine monitoring systems improved
the compliance in patients with the worst compliance
records. Empirical studies reported that the level of
medication adherence for antipsychotic treatment ranged
from 20.0% to 70.0%.21,22

Previous finding showed that negative symptoms were
found to positively correlate with depression in stable
patients with chronic schizophrenia.31.,32 As the duration
of the illness increases, anxiety and depression increase,
leading to decreased quality of life.33 Studies reported that
major depressive disorder is associated with lower scores
on the aspects of overall quality of life and health
satisfaction. Further, untreated depression and anxiety can
produce negative effects on a patient’s control of
symptoms, his/her ability to make treatment decisions,
compliance with treatment, social interaction, and quality
of life.34

Study aims
The current study assessed the quality of life of people
living with schizophrenia. The specific objective was to
examine the influence of depression and medication
adherence on the quality of life of people living with
schizophrenia and the relationship between depression,
medication adherence.
Hypotheses
•

Schizophrenia and depression
Schizophrenia and depression have historically been
regarded as separate disorders. It is well recognized that
depressive symptoms are common in schizophrenia
46

There will be no significant influence of
depression on quality of life of patients with
schizophrenia.
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•

•

There will be no significant influence of
medication adherence on the quality of life of
patients with schizophrenia.
There will be no significant relationship between
depression, medication adherence and quality of
life among people living with schizophrenia.

Design
A cross-sectional survey design was used to examine the
above hypotheses. Out of a population of N=832 people
with schizophrenia who were registered outpatients and
attended the psychiatry clinic of the Federal Medical
Centre in Lokoja, n=287 participants were selected for the
study following the Yamane formula for determining
sample size. Participants in the outpatients’ department
were screened by Consultant Psychiatrists using the
International Classification of Diseases – Tenth Edition
(ICD-10) for the diagnosis of schizophrenia. After
identifying eligible individuals through interview and
reviews of previous notes, the instruments were
administered individually to respondents by the
researchers on their clinic days.
Ethical approval was obtained from the Research
Committee of the Federal Medical Center Lokoja in the
Kogi State of Nigeria.
Inclusion criteria
•

•
•

All patients in the age group 20 to 65 years who
with a diagnosis of schizophrenia, according to
ICD-10 criteria;
clinically stable;
provided consent to participate in the current
study.

Exclusion criteria
•
•

•
•
•
•

Patients with significant medical or neurological
illness;
With
schizoaffective
disorder
and
pharmacological or otherwise ant-depressive
treatment;
had mental disability;
met criteria for drug dependence and addiction;
had a history of inpatient admission six months
prior to assessment;
had duration of illness of less than two years.
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Instruments
The Morisky Medication Adherence Scale (MMAS-8):
developed by Morisky. This screened for non-adherence
in patients with several chronic conditions. It consisted of

eight items, of which seven were to be answered
negatively and the eighth positively, with the last question
being answered according to a scale of five options: never,
almost never, sometimes often and always. Response
choices are “yes” or “no” for items 1 through 7 and item
8 has a five-point Likert response. Each “no” response
scored 1 point and each “yes” response scored 0 except
for item 5, which ensured that each “yes” response was
rated as 1 and each “no” response rated as 0. For item 8,
the code (0-4) was standardized by dividing the result by
4 to calculate a summated score.

Calgary Depression Scale (CDSS)
The CDSS was designed to measure depression in patients
with schizophrenia. It initially consisted of eleven items,
but was reduced to nine items in response to validity
studies.35 The nine assessment items are (1) depression,
(2) hopelessness, (3) self-depreciation, (4) guilty ideas of
reference, (5) pathological guilt, (6) morning depression,
(7) early wakening, (8) suicide, and (9) observed
depression.

World Health Organization Quality of Life-BREF Scale
(WHOQOL-BREF)
Developed by World Health Organization, it is a short
form of the WHOQOL-100. WHOQOL-BREF comprises
26 questions from four domains: physical health,
psychological health, social relationships, and
environment. The social domain contains three items and
the environmental domain contains eight items. The
response scale is a five-point Likert scale, ranging from
‘very low’ (0), ‘low’ (1), ‘neutral’ (2), ‘high’ (3) and ‘very
high’ (4) scores. Scores on the different domains are
transformed into scales to compare between the domains
due to the unequal number of items.

Data analysis
Analysis was carried out via the Statistical Package for
Social Science version 22 (SPSS 22.0).
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Result

Table 1. Level of quality of life for people living with schizophrenia (N=287)
Variable

Quality of life

Levels

Score-range

Frequencies

Percentage (%)

Low

25-34

36

12.4

Moderate

35-49

189

65.6

High

50-61

62

21

Source: Author’s Field Survey (2018)

respondents with scores of 50 to 61 were categorized as
having high quality of life while those with scores of 35
to 49 were regarded as having moderate quality of life and
those with scores in the range of 25 to 34 were regarded
as having poor level of quality of life. These were then
used to categorize the respondents into the groups outlined
above.

Table 1 indicates that n=36 (12.4%) of the respondents
had low quality of life while n=189 (65.6%) of the
respondents had average quality of life and n=62(21%) of
respondents had a high quality of life. The level of quality
of life was determined by one standard deviation above
(𝑥𝑥̅ 𝑥𝑥̅ +1SD) and below (𝑥𝑥̅ 𝑥𝑥̅ -1SD) the mean as the cut-off
points. The mean was 41.9 with standard deviation of
8.01. One standard of deviation above the mean was
41.9+8.01= 49.91; that is, approximately a score of 50.
One standard deviation below the mean was 41.98.01=33.89; that is approximately a score of 34. Thus,

Hypothesis One: There will be no significant influence
of depression on the quality of life of people with
schizophrenia.

Table 2a. Simple linear regression analysis showing influence of depression on quality of life among of people with
schizophrenia
Model

Sum of Squares

Df

Mean Square

510.460

1

510.460

Residual

17845.317

285

62.615

Total

18355.777

286

Regression

R2

F

p-value

8.152

0.05

0.28

Table 2b. Coefficient of simple linear regression analysis
Variables

B

ᵝ

SE

(Constant)

45.140

1.204

Depression

-.221

.078

(R²= 0.28, F(1,285) =8.152, p<.05)
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T

-.167

p-value

37.498

0.00

-2.855

0.05
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The hypothesis was tested with the linear regression. The
result of data analysis is summarized in Tables 2a and 2b,
which show that depression accounted for 28% of the
variance in quality of life and depression significantly
predicted quality of life in people with schizophrenia
attending the Federal Medical Centre in Kogi State
(R²=0.28,

F(1,285)=8.152, p<.05). Therefore, the hypothesis that
there will be no significant influence of depression and
mediation adherence on quality of life for people with
schizophrenia has been rejected.
Hypothesis Two: There will be no significant influence
of medication adherence on quality of life for patients
with schizophrenia.

Table 3a. Simple linear regression analysis showing the influence of medication on quality of life for patients with
schizophrenia
Model

Sum of Squares

Df

Mean Square

Regression

12169.056

1

12169.056

Residual

6186.721

285

21.708

Total

18355.777

286

R2

F

p-value

560.5

0.05

0.66

Table 3b. Coefficient of simple linear regression analysis
Variables

B

SE

(Constant)

13.439

1.236

Medical Adherence

1.076

.045

ᵝ

0.81

T

p-value

10.872

0.00

23.677

0.05

(R²= 0.66, F(1,285) =560.5, p<.05)

Hypothesis Two was tested with the linear regression.
Data analysis is summarized in Tables 3a and 3b, which
show that medication adherence accounted for 66% of the
variance in quality of life and that it significantly
influenced quality of life of patients with schizophrenia in
Kogi
State
(R²=0.66,
F(1,285)=560.5,=0.81,
t=23.677,p<.05). Therefore, the hypothesis which stated
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that there will be no significant influence of medication
adherence on the quality of life of people with
schizophrenia was rejected.

Hypothesis Three: There will be no significant
relationship between depression, medication adherence
and quality of life among people living with
schizophrenia.

Depression, Medication Adherence and Quality of Life for Patients with Schizophrenia in Nigeria

Table 4.1 Inter-correlational matrix showing the relationships with depression, medication adherence and quality of life
among people living with schizophrenia
1
2
3

Variables
Depression
Medication adherence
Quality of Life

Mean(SD)
14.31(6.03)
26.52(6.06)
41.97(8.0)

1
1
-.173**
-.167**

2

3

1
.814**

1

Note: ** Correlation is significant at the .05 level (2-tailed)

Table 4.1 describes an inter-correlational matrix showing
the relationship of the variables. Results showed that there
is a non-significant relationship between depression and
quality of life (r=-0.167). Further, a positive significant
relationship between medication adherence and quality of
life (r=0.814) was found. This suggests that depression
and medication adherence play a significant role in the
quality of life of people living with schizophrenia.
Therefore, the hypothesis which states that there will be
no significant relationship between depression,
medication adherence and quality of life for people living
with schizophrenia is rejected.

Discussion
The main purpose of the current study was to examine the
influence of depression and medication adherence on the
quality of life of patients with schizophrenia attending the
Federal Medical Centre in Kogi state. Results revealed
that medication adherence and depression significantly
influenced the quality of life of patients with
schizophrenia.

schizophrenia will likely experience an improved quality
of life.
This finding supported Ganu et al. who found a significant
correlation between depression and overall quality of life,
e,g, 19% of long-term hemodialysis patients were
depressive and showed low scores on quality of life.36 The
finding was similar to another study in which 30% of
primary care patients reported having depressive
symptoms and these symptoms were significantly
associated with all aspects relating to their of quality of
life. The study concluded that severity of depressive
symptoms reduced quality of life.37
Findings in the current study are also similar to those of
Marcelo et al. who reported that depressive patients have
quality of life deficits that are directly attributable to mood
disturbance. The degree of detriment to quality of life is
proportional to the severity of depressive symptoms and
the negative relations between depression and quality of
life is as great as (or worse) than that observed in medical
disorders such as rheumatoid arthritis and diabetes.38

Quality of life was classified into three levels: low,
moderate and high. In the current study, 12.4% of
respondents reported having a low quality of life while
21% reported having a high quality of life. The majority
(65.6%) reported having a moderate quality of life. This
finding suggests that a significant number of people with
schizophrenia experience a moderate quality of life. It
might be assumed that these patients adhered to their
medication, which may also explain the lower depression
levels that, in turn, positively affect their quality of life.

The secondary objective of the current study was to
examine the influence of medication adherence on quality
of life for patients with schizophrenia. Findings indicated
that medication adherence can significantly influence the
quality of life for patients with the condition. The
importance of adherence to treatment using the
medication as prescribed was supported in the current
study, which also identified that attending hospital during
the clinical days contributed to improved quality of life
and wellbeing; such adherence is important given that
many chronic mental health conditions, such as
schizophrenia, involve long-term use of medication.

The primary objective of the current study was to assess
patients with schizophrenia on the extent to which
depression influenced their quality of life. Findings
indicated that depression significantly influenced the
quality of life of people with schizophrenia, which
highlights the role of depression in reducing quality of life
for people with the condition. It follows that if depression
symptoms can be well managed, patients with

The current findings are also similar to Ahmad et al. who
reported that a higher adherence intention contributed to
improved quality of life among patients with epilepsy.39
Similarly, this relates to Hommel et al. who reported an
inverse relationship between 5-ASA adherence and
quality of life in children with pediatric inflammatory
bowel disease.40 This was supported in Julian et al. who
examined the relationship between depression and
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medication adherence and established that severity of
depression was a strong predictor of adherence difficulties
among patients with Systemic Lupus Erythematosus.41 A
similar association between depression and medical
adherence was found in outpatients with coronary heart
disease.42
The final objective of the current study was to determine
if there was any significant relationship between
depression, medication adherence and quality of life in
patients with schizophrenia. Current findings confirmed
that there is a positive correlation in that when medication
adherence is high, the quality of life will improve;
likewise, when depression symptoms are mild the quality
of life will also improve. This finding was similar to
Marion et al. who established the relationship between
depression, olfaction and quality of life.43 Also Jannuzzi
et al., who established the relationship between
medication adherence and quality of life among elderly
people with diabetic retinopathy.44
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اﻟﻤﻠﺨﺺ
ﻗﯿﻤﺖ ھﺬه اﻟﺪراﺳﺔ ﺗﺄﺛﯿﺮ اﻻﻛﺘﺌﺎب واﻻﻟﺘﺰام اﻟﻄﺒﻲ ﻋﻠﻰ ﻧﻮﻋﯿﺔ ﺣﯿﺎة اﻷﺷﺨﺎص اﻟﺬﯾﻦ ﯾﻌﯿﺸﻮن ﻣﻊ ﻣﺮض اﻧﻔﺼﺎم اﻟﺸﺨﺼﯿﺔ ﻓﻲ اﻟﻤﺮﻛﺰ اﻟﻄﺒﻲ اﻻﺗﺤﺎدي ﻓﻲ ﻟﻮﻛﻮﺟﺎ.
ﺗﻢ اﺳﺘﺨﺪام اﻟﺒﯿﺎﻧﺎت اﻷوﻟﯿﺔ ﻟﻠﺪراﺳﺔ .ﺗﻢ ﺟﻤﻊ اﻟﺒﯿﺎﻧﺎت ﻣﻦ اﻟﻤﺮﺿﻰ اﻟﻤﺴﺠﻠﯿﻦ ﻣﻦ ﻣﺮض اﻧﻔﺼﺎم اﻟﺸﺨﺼﯿﺔ ﻓﻲ اﻟﻤﺮﻛﺰ اﻟﻄﺒﻲ اﻻﺗﺤﺎدي  Lokojaﻓﻲ وﻻﯾﺔ ﻛﻮﺟﻲ.
ﺗﻜﻮﻧﺖ اﻟﻌﯿﻨﺔ ﻣﻦ  287ﻣﺮﯾﻀًﺎ ﺗﻢ ﺟﻤﻌﮭﻢ ﻣﻦ إﺟﻤﺎﻟﻲ ﻋﺪد  832ﻣﺮﯾﻀًﺎ ﻣﺴﺠﻼً ﻓﻲ اﻟﻤﺴﺘﺸﻔﻰ ﺑﺎﺳﺘﺨﺪام ﺣﺠﻢ ﻋﯿﻨﺔ ﻣﻦ ﺗﺮﻛﯿﺒﺔ ﺗﺎرو اﻟﯿﻤﻨﯿﺔ .ﺗﻢ ﺗﺒﻨﻲ ﺗﻘﻨﯿﺔ أﺧﺬ اﻟﻌﯿﻨﺎت
اﻟﻤﺮﯾﺤﺔ  ،ﺣﯿﺚ ﺗﻢ اﻻﺗﺼﺎل ﺑﺎﻟﻤﺴﺘﺠﯿﺒﯿﻦ اﻟﻤﺤﺘﻤﻠﯿﻦ اﻟﻤﺘﺎﺣﯿﻦ ﺑﺸﻜﻞ ﻓﺮدي ﻓﻲ أﯾﺎم اﻟﻌﯿﺎدة اﻟﺨﺎﺻﺔ ﺑﮭﻢ .ﺛﻼﺛﺔ أدوات ﻧﻔﺴﯿﺔ ﻣﻮﺣﺪة ھﻲ :ﻣﻘﯿﺎس اﻟﺘﺰام اﻟﺪواءMorisky
)(MMAS –8اﻟﺬي طﻮرﺗﮫ ) ، Morisky (1986ﻣﻘﯿﺎس ﻛﺎﻟﻐﺎري ﻟﻼﻛﺘﺌﺎب ) (CDSSطﻮرﺗﮫ  Addingtonو ) Schissel (1990و ﻣﻘﯿﺎس ﺟﻮدة اﻟﺤﯿﺎة ﻓﻲ
ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ ) ) (WHOQOL-BREFاﻟﺘﻲ وﺿﻌﺘﮭﺎ ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ  (1998) ،اﺳﺘﺨﺪﻣﺖ ﻟﺠﻤﻊ اﻟﺒﯿﺎﻧﺎت ﻣﻦ اﻟﻤﺴﺘﺠﯿﺒﯿﻦ .ﺗﻢ ﺗﺤﻠﯿﻞ اﻟﺒﯿﺎﻧﺎت اﻟﺘﻲ
ﺗﻢ ﺟﻤﻌﮭﺎ ﺑﺎﺳﺘﺨﺪام اﻻﻧﺤﺪار اﻟﺨﻄﻲ اﻟﺒﺴﯿﻂ .أوﺿﺤﺖ اﻟﻨﺘﺎﺋﺞ أن ﻏﺎﻟﺒﯿﺔ اﻟﻤﺸﺎرﻛﯿﻦ ﻟﺪﯾﮭﻢ ﻣﺴﺘﻮى ﻣﻌﺘﺪل ﻣﻦ ﻧﻮﻋﯿﺔ اﻟﺤﯿﺎة ) (٪65.6ﻓﻲ ﺣﯿﻦ أن  ٪12.4ﻟﺪﯾﮭﻢ ﻣﺴﺘﻮى
ﻣﻨﺨﻔﺾ ﻣﻦ ﻧﻮﻋﯿﺔ اﻟﺤﯿﺎة  ،و  ٪21ﻟﺪﯾﮭﻢ ﻣﺴﺘﻮى ﻋﺎﻟﻲ ﻣﻦ ﺟﻮدة اﻟﺤﯿﺎة .وأظﮭﺮت اﻟﻨﺘﺎﺋﺞ أﯾﻀﺎ ً أن اﻻﻛﺘﺌﺎب ﻟﮫ ﺗﺄﺛﯿﺮ ﻛﺒﯿﺮ ﻋﻠﻰ ﻧﻮﻋﯿﺔ اﻟﺤﯿﺎة ﻣﻦ اﻷﺷﺨﺎص اﻟﺬﯾﻦ
ﯾﻌﯿﺸﻮن ﻣﻊ ﻣﺮض اﻧﻔﺼﺎم اﻟﺸﺨﺼﯿﺔ ) .(05.> P ،285) = 560.5 ،F (1 ،R² = 0.66وأظﮭﺮت اﻟﻨﺘﯿﺠﺔ أﯾﻀﺎ أن اﻻﻧﻀﻤﺎم اﻟﻄﺒﻲ ﻟﮫ ﺗﺄﺛﯿﺮ ﻛﺒﯿﺮ ﻋﻠﻰ ﻧﻮﻋﯿﺔ ﺣﯿﺎة
اﻷﺷﺨﺎص اﻟﺬﯾﻦ ﯾﻌﯿﺸﻮن ﻣﻊ ﻣﺮض اﻧﻔﺼﺎم اﻟﺸﺨﺼﯿﺔ ) .(05.> P ،285) = 560.5 ،F (1 ،R² = 0.66وأظﮭﺮت اﻟﻨﺘﺎﺋﺞ أﯾﻀﺎ اﻟﻌﻼﻗﺔ ﺑﯿﻦ اﻻﻛﺘﺌﺎب )ص = -
 ،(0.167واﻟﺘﻤﺴﻚ اﻟﻄﺒﯿﺔ )ص =  ،(0.814ﻋﻠﻰ ﻧﻮﻋﯿﺔ ﺣﯿﺎة اﻷﺷﺨﺎص اﻟﺬﯾﻦ ﯾﻌﯿﺸﻮن ﻣﻊ ﻣﺮض اﻧﻔﺼﺎم اﻟﺸﺨﺼﯿﺔ .ﺧﻠﺼﺖ اﻟﺪراﺳﺔ إﻟﻰ أن اﻻﻛﺘﺌﺎب واﻻﻟﺘﺰام
اﻟﻄﺒﻲ ﻟﮭﻤﺎ أھﻤﯿﺔ ﻛﺒﯿﺮة ﻓﻲ اﻟﺘﺄﺛﯿﺮ ﻋﻠﻰ ﻧﻮﻋﯿﺔ ﺣﯿﺎة ﻣﺮﺿﻰ اﻟﻔﺼﺎم ﻓﻲ اﻟﻤﺮﻛﺰ اﻟﻄﺒﻲ اﻟﻔﯿﺪراﻟﻲ  ،ﻟﻮﻛﻮﻛﺎ.
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Patterns of Smartphone Use among University Students in Jordan
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أﻧﻤﺎط ﺳﻠﻮك اﺳﺘﺨﺪام اﻟﮭﺎﺗﻒ اﻟﺬﻛﻲ ﺑﯿﻦ طﻼب اﻟﺠﺎﻣﻌﺎت ﻓﻲ اﻷردن
 ﻧﺎﯾﻞ طﻼل اﻟﻌﺪوان،  ﻣﺤﻤﺪ اﻟﯿﺤﯿﻰ، ﺑﺎﺳﻞ ﻋﻤﺎرﻧﺔ، ﯾﻮﺳﻒ ﺻﺎﻟﺢ ﺧﻀﺮ،ﻣﺤﻤﺪ أﺑﻮ ﺻﻠﯿﺢ

Abstract

B

ackground: The intimate contact people have with smartphones has a strong impact on behavior and on the physical
and psychological well-being of those who use them. Aim: The current study described smartphone usage patterns
and practices among university students in Jordan. Methods: A random sample of N=1005 students (n=412 men; n=593
women) were recruited to the study. All participants were registered in the health faculties at the Jordan University of Science
and Technology (JUST) for the second semester of the academic year 2016/2017. N=918 participants (n=541 women, n=377
men; M=19.8, SD=1.6 years) completed a two-part questionnaire. Part one assessed demographic data; the second surveyed
smartphone usage. Independent t-test and one-way ANOVA were used to test the significance of differences between means.
Results: A total n=547 (59.6%) students reported spending less than five hours on the smartphone daily, n=371 (40.4%)
reported spending more than five hours. About three-quarter of students (70.7%) reported checking their smartphone every
30 minutes or more. The mean (SD) of daily time spent on smartphones in terms of hours was 5.9 (3.7); these means were
found to be statistically different according to gender, age and years of education while having an internet package did not
impact the daily time use. Conclusions: Findings support the view that smartphone usage is increasing among university
students in Jordan. Communicating with family and friends followed by searching for information and checking social media
were the most commonly described uses. The most common situational factor for using smartphones was boredom.
Key words: Smartphone use, Nomophobia, Smartphone addiction
Declaration of interest: None

Introduction
New technologies and social networking, especially
smartphones, have become important tools to
communicate and interact with others. The intimate
contact people have with smartphones has a strong impact
on behavior and on the physical and psychological wellbeing of the people using them. It was suggested that
smartphone over use predisposes to musculoskeletal,
ophthalmic, psychiatric and neurological complications
that might impair the quality of life and present a burden
on both individuals and society in terms of morbidity,
productivity, and economic costs.1-15
The use of mobile phones is spreading in an accelerated
manner. The World Bank reported that in 2016 there were
7.512 billion mobile cellular subscriptions compared to
7.184 billion in 2015 with a 4.34% growth.16 According
to the EWZOO global mobile market report in 2017, there
were 2.8 billion active smartphones in use that year. By
2020, it has been estimated that there will be 3.6 billion
smartphone users worldwide, which would be a 28.6%
increase compared to the number of users in 2017.17
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In Jordan, smartphone usage is considerably high and
increasing where the number of mobile phone subscribers
increased from 8.9 million in 2012 to 16.7 million in 2016,
and the increase in the number of internet subscribers from
1.8 million in 2014 to reach around 9 million in 2016.18
Reports showed that around two-thirds of the Jordanian
population own at least one smartphone and 93% of the
social media accounts in Jordan access the internet
daily.19-22
Surveys that describe patterns and practices of smartphone
usage are lacking in Jordan. Describing the patterns and
practices of smartphone usage among university students
is important because overuse is identified as a possible
risk factor for several physical and mental health issues,115
and it may contribute to decline in the student's
academic performances due to the wasted time; also, it
would help to highlight the main purpose of use and the
situations where smartphones are being used. This should
help decision makers in their effort to regulate and
improve student usage of smartphones.
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Therefore, the current study was conducted to describe the
patterns and practices of smartphone usage among
university students in Jordan.

Methods

packages, the average daily time spent using smartphones,
frequency of checking a smartphone, number of daily
phone calls made/received, number of daily text messages
sent/received, number of daily email messages
sent/received, number of applications on the smartphone,
purposes of smartphone usage, a situations where the
smartphone is used.

Study population
A convenience sample of N=1005 students was selected
randomly from those registered in the health faculties at
the Jordan University of Science and Technology (JUST)
for the second semester of the academic year 2016/2017.
A total N=918 participants completed the questionnaire
(n=541 women, n= 377 men; mean=19.8, SD1.6 years).
Of those, n=227 were medical students, n=121 were
dental students, n=162 were pharmacy students, n=237
were nursing students and n=171 were applied medical
sciences students.

Data collection
Permission was obtained from lecturers to collect the data
from students in the class. The researcher visited students
in their classes and invited them to participate in the study.
The researcher and lecturer assured participants that their
involvement in the study was purely voluntarily. On
average, students took approximately 15-20 minutes to
complete the questionnaire. Data collection was
conducted in October 2017.

Ethics
All students provided informed consent. The study was
approved by the Human Research Ethics Committees of
the Jordan University of Science and Technology (JUST).

Measures
A questionnaire of two parts was constructed:

Statistical analysis
The characteristics of the respondents were described
using means and standard deviations for quantitative
variables. Qualitative variables were described using
percentages. Independent t-test and one-way ANOVA
were used to test the significance of the differences
between means.

Socio-demographic characteristics scale
The first part included information about sociodemographic characteristics; namely, age, gender, year of
study, major and college.

Results

Smartphone usage characteristics

The current study involved N=918 students from the
health faculties at JUST who were aged between 17 and
26 years old (m=19.8, SD=1.6 years. Their demographic
and relevant characteristics are shown in Table 1. Almost
one quarter (25.9%) of participants were first-year
students, 25.3% were second-year students, 17.4% were
third-year students, and 31.3% were fourth to sixth-year
students.

The second part of the questionnaire collected information
about the characteristics of smartphone usage and
included smartphone possession duration, having internet
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Participant characteristics
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Table 1. Demographic characteristics of participants
Characteristics
Age (year)
<20
20+

n

%

470
448

51.2
48.8

Gender
Male
Female

377
541

41.1
58.9

College
Medicine
Dentistry
Pharmacy
Nursing
Applied Medical Sciences

227
121
162
237
171

24.7%
13.2%
17.6%
25.8%
18.6%

Years of Education
First
Second
Third
Fourth or higher

238
233
160
287

25.9
25.4
17.4
31.3

Smartphone usage characteristics
All students reported using a smartphone. The mean (SD)
duration of smartphone ownership was M=4.1,SD=1.4
years. About two-thirds (61.8%) of students owned a
smartphone for a period of more than four years (Table 2).

The majority (81.7%) had reported having an internet data
package. Table 3 describes the use of mobile phone
services in terms of number of certain services per day.

Table 2. Univariate analysis of variance of the total time spent on smartphones daily with each of the characteristics
Characteristic
Gender
Male
Female
Age category
Less than 20

Mean

Standard error

95% confidence interval

5.2
6.2

0.184
0.166

(5.15-5.88)
(5.85-6.50)

5.50

0.153

(5.20-5.80)

20 years and more
Years of education

6.34

0.195

(5.95-6.72)

First
Second
Third
Fourth or more
Having internet
package
Yes
No

5.3
5.8
6.5
6.2

0.225
0.205
0.328
0.243

(4.8-5.7)
(5.4-6.2)
(5.88-7.2)
(5.75-6.7)

6.0
5.6

0.150
0.334

(5.7- 6.3)
(5.0-6.3)
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Daily time spent on smartphone
The mean (SD) of daily time spent on a smartphone was
M=5.9, SD=3.7 hours. Only one respondent reported
spending less than one hour on a smartphone daily. A total
of n=238 (25.9%) students reported spending between one
to three hour on smartphones daily; n=308 (33.6%)
reported spending between three to five hours on
smartphones daily; n=158 students reported spending
between five to seven hours on smartphones daily (17.2%)
and the rest (23.2%) reported spending more than seven
hours. Women were found to use their smartphones more
than men (5.5 hours for men compared to 6.2 hours for
women. The younger the student the less the daily time
spent on Smartphone).
Smartphone checking
About 21% of students reported checking their
smartphone at a frequency of once or more within 10
minutes while one third (30.7%) of students reported
checking their smartphone once every 20 minutes. About

three-quarter of students (70.7%) reported checking their
smartphones once or more every 30 minutes while the rest
of the students (29.3%) reported checking their
smartphones less than one time every 30 minutes.
Purpose of smartphone usage
The most common use of smartphones was for
communicating with family and friends by either texting
or calling (93.1%). The second most common use was
searching for information on the internet (92%). About
90.1% of students reported using the mobile for checking
social media and only half of the students reported using
a smartphone for scheduling meetings and events. Women
reported using a smartphone to pass the time and take
study notes more than men, 82.8 % and 78.6% compared
to 74.8% and 65.4%, respectively. Around half (54.8%) of
men reported using a smartphone for gaming compared
with 45.8% of women for the same purpose. Almost three
quarters (73.1%) of the students reported using
smartphones for studying purposes (see Table 3).

Table 3. The different uses of smartphone by participants
Smartphone use

Men n (%)

Women n (%)

Total n (%)

Communication with family and friends

351 (93.1)

504 (93.2)

855 (93.1)

Searching for information on the internet

337 (89.4)

508 (93.9)

845 (92.0)

Checking social media
Listening to music

335 (88.9)
307 (81.4)

492 (90.9)
439 (81.1)

827 (90.1)
746 (81.3)

Passing time
Taking studying notes

282 (74.8)
246 (65.4)

448 (82.8)
425 (78.6)

730 (79.5)
671 (73.1)

Getting news

264 (70.0)

382 (70.6)

646 (70.4)

Checking email

268 (71.7)

357 (66.0)

625 (68.1)

Scheduling meetings and events
Gaming

195 (51.7)
207 (54.9)

281 (51.9)
248 (45.8)

476 (51.9)
455 (49.6)

Other

54 (7.4)

40 (7.4)

94 (10.2)

Situations of smartphone usage
Although the most common situation in which
smartphone were used was while feeling bored (91%), this
was followed by using it when feeling alone (84.2%), half
of the students reported smartphone use even when they
were in the company of others. Women reported using
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smartphones when they were alone, felt bored, were on
public transportation or were between lectures more than
men. Compared to women, men reported higher usage in
the following situations: when in the toilet (42.4% vs.
32.5%), while driving (21.8% vs. 14.2) and while eating
(33.7% vs. 28.2) see Table 4.
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Table 4. Situations where smartphone is being used
Situations where smartphone is being used

Men n (%)

Women n (%)

Total N (%)

When bored

333 (88.3)

502 (92.8)

835 (91.0)

When alone

301 (79.8)

472 (87.2)

773 (84.2)

On public transportation

268 (71.7)

439 (81.1)

707 (77.0)

Between lectures

264 (70.0)

422 (78.0)

686 (74.7)

While talking to somebody

186 (49.3)

296 (54.7)

482 (52.5)

While hanging out with friends

179 (47.5)

246 (45.5)

425 (46.3)

While watching TV

129 (34.2)

214 (39.6)

343 (37.4)

In the toilet

160 (42.4)

176 (32.5)

336 (36.3)

During a class

120 (31.8)

192 (35.5)

312 (34.0)

In eating time

127 (33.7)

153 (28.3)

280 (30.5)

While driving

82 (21.8)

77 (14.2)

159 (17.3)

Other

33 (8.8)

34 (6.3)

67 (7.3)

Discussion
The use of smartphones among university students is
popular in Jordan. Advanced features on many
smartphones are attracting them more and more and
providing both a constant entertainment and instant
connection tool. The smartphone is considered by some
students as an intimate friend with which they spent most
of their time. The use of smartphones to search for
information and to check social media is becoming most
popular after its use as a method to communicate with
family and friends.
Although the electronic mode of learning supported by
smartphones is still not popular in Jordan, almost threequarters of the students reported using a smartphone for
studying purposes.
Gender effect on daily time spent on a smartphone has
been studied among the general population in Germany
confirming that women tend to use smartphones for longer
periods than men, with a mean of daily time spent on a
smartphone of 2.8 hours vs. 2.5 hours.22 Past studies
showed that women spend more time on WhatsApp and
Facebook than men do.23 Previous findings support the
present findings of women spending more time on a
smartphone on a daily basis than men. This gender effect
might reflect the gender restriction in Arab communities
whereby women are more likely to be limited from
participating in outdoor activities and events, which may
lead to increased smartphone use to compensate.
In the current study, the majority of students reported
using their smartphone when feeling lonely, bored or
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alone, which interacts with many mental health issues
characterized by isolation and loneliness, such as
depression, anxiety, and sleep disturbance. This raises a
concern about underlying psychiatric problems, which
highlights the need to assess students for mental health
issues that are either the cause of or caused by excessive
smartphone usage.
Compared with trends in smartphone use in countries in
the region (the Kingdom of Saudi Arabia 90%, United
Arab Emirates 74%), students in Jordan reported a much
lower rate (17%) of smartphone use while driving, which
might reflect strict driving laws and penalties, close
surveillance systems, and effective awareness campaigns
to limit this kind of risky behavior.25,26
Moreover, concerns about both nosocomial and oral
infections were raised, as the percentage of students
reported using a smartphone while in toilets or while
eating was 36.6%, 30.5% respectively. It is important to
consider previous research that reported bacterial
contamination of students’ smartphones at rates of 96.2%
(in KSA)27 and 94.6% (in Nigeria).28

Conclusion and Recommendations
The current findings suggest that smartphone usage is
increasing among university students in Jordan. The
commonest use of mobile phones was communicating
with family and friends followed by searching for
information on the internet and checking social media.
The most common reason for smartphone use was
boredom.

Patterns of Smartphone Use among University Students in Jordan
There is a need to broaden the research on trends in
smartphone usage. A study assessing a wider range of
ages could be informative since the affinity to adapt, use,
and explore smartphone services and applications will
likely differ between generations.
Studying the financial cost of smartphone usage and the
rate of changing the device as well as acquiring newer
editions could also be informative.
Assessment of the consequences of smartphone use on
physiological, psychological and socioeconomic
performance is also an unexplored area in many Arab
communities. For example, studying the effect of
smartphone use on general level of hygiene and the role
of it in infection transmission is also recommended,
particularly since 36.6% of students in the current study
reported using their smartphones when in the toilet.
Highlighting such issues can inform future research in
what is a rapidly changing area of study.
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اﻟﻤﻠﺨﺺ
412) ( طﺎﻟﺐ1005)  اﻟﻌﯿﻨﺔ اﻟﻌﺸﻮاﺋﯿﺔ ﻣﻜﻮﻧﺔ ﻣﻦ: اﻟﻄﺮق.ﺗﮭﺪف اﻟﺪراﺳﺔ اﻟﻰ وﺻﻒ اﻧﻤﺎط وأﺳﺎﻟﯿﺐ ﺳﻠﻮك اﺳﺘﺨﺪام اﻟﮭﺎﺗﻒ اﻟﺬﻛﻲ ﺑﯿﻦ طﻼب اﻟﺠﺎﻣﻌﺎت ﻓﻲ اﻷردن
 أﻧﮭﻰ.2018/2017  ﻛﺎﻧﻮا ﻣﺴﺠﻠﯿﻦ ﻓﻲ اﻟﻜﻠﯿﺎت اﻟﺼﺤﯿﺔ ﻓﻲ ﺟﺎﻣﻌﺔ اﻟﻌﻠﻮم واﻟﺘﻜﻨﻮﻟﻮﺟﯿﺎ اﻷردﻧﯿﺔ ﻓﻲ اﻟﻔﺼﻞ اﻟﺪراﺳﻲ اﻟﺜﺎﻧﻲ ﻣﻦ اﻟﻌﺎم اﻷﻛﺎدﯾﻤﻲ،( إﻧﺎث593 ، ذﻛﻮر
 اﻟﺠﺰء اﻷول ﻋﻦ اﻟﺒﯿﺎﻧﺎت اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ، أﻧﺸﺊ اﺳﺘﺒﯿﺎن ﻣﻜﻮن ﻣﻦ ﺟﺰﺋﯿﻦ.( ﺳﻨﺔ1.6 ± 19  ﻣﺘﻮﺳﻂ اﻟﻌﻤﺮ، ﻣﻦ اﻟﺬﻛﻮر377 ،  ﻣﻦ اﻹﻧﺎث541)  ﻣﺸﺎرك918 اﻻﺳﺘﺒﯿﺎن
، ﺳﺎﻋﺎت ﯾﻮﻣﯿﺎ ً ﻋﻠﻰ ھﻮاﺗﻔﮭﻢ اﻟﺬﻛﯿﺔ5 اﻗﺮوا ﺑﺄﻧﮭﻢ ﯾﻤﻀﻮن أﻗﻞ ﻣﻦ
ّ ( طﺎﻟﺐ%59.6) 547  ﻣﺎ ﻣﺠﻤﻮﻋﮫ: اﻟﻨﺘﺎﺋﺞ.و اﻟﺠﺰء اﻟﺜﺎﻧﻲ ﻋﻦ ﺳﻠﻮك اﺳﺘﺨﺪام اﻟﮭﺎﺗﻒ اﻟﺬﻛﻲ
ﺣﻮاﻟﻲ ﺛﻼث أرﺑﺎع اﻟﻄﻠﺒﺔ أﺧﺒﺮوا أﻧﮭﻢ ﯾﺘﻔﻘﺪون ھﻮاﺗﻔﮭﻢ اﻟﺬﻛﯿﺔ ﺑﻤﻌﺪل ﻣﺮة واﺣﺪة.ًأﻗﺮوا ﺑﺎﺳﺘﺨﺪام ھﻮاﺗﻔﮭﻢ اﻟﺬﻛﯿﺔ ﻟﻤﺪة ﺗﺰﯾﺪ ﻋﻦ ﺧﻤﺲ ﺳﺎﻋﺎت ﯾﻮﻣﯿﺎ
ّ (%40.4) 317
 و ھﺬه اﻷوﺳﺎط اﻟﺤﺴﺎﺑﯿﺔ وﺟﺪت، (3.7) 5.9  اﻟﻮﺳﻂ اﻟﺤﺴﺎﺑﻲ )اﻻﻧﺤﺮاف اﻟﻤﻌﯿﺎري( ﻟﻠﻮﻗﺖ اﻟﻤﺼﺮوف ﻋﻠﻰ اﻟﮭﻮاﺗﻒ اﻟﺬﻛﯿﺔ ﺑﺎﻟﺴﺎﻋﺎت ﻛﺎن.او أﻛﺜﺮ ﻛﻞ ﻧﺼﻒ ﺳﺎﻋﺔ
 ﺟﺎءت ﻣﻼﺣﻈﺎﺗﻨﺎ: اﻻﺳﺘﻨﺘﺎﺟﺎت. ﺑﯿﻨﻤﺎ اﻣﺘﻼك ﺣﺰﻣﺔ اﻧﺘﺮﻧﺖ ﻟﻢ ﯾﺆﺛﺮ ﻋﻠﻰ وﻗﺖ اﻻﺳﺘﺨﺪام اﻟﯿﻮﻣﻲ،ﺑﺄﻧﮭﺎ ﺗﺨﺘﻠﻒ اﺣﺼﺎﺋﯿﺎ ً ﺣﺴﺐ اﻟﺠﻨﺲ و اﻟﻌﻤﺮ و ﺳﻨﻮات اﻟﺪراﺳﺔ
 وﻛﺎن اﻻﺳﺘﺨﺪام اﻻﻛﺜﺮ ﺷﯿﻮﻋﺎ ً ھﻮ ﻟﻠﺘﻮاﺻﻞ ﻣﻊ اﻷھﻞ واﻷﺻﺪﻗﺎء ﺛﻢ ﻟﻠﺒﺤﺚ ﻋﻦ اﻟﻤﻌﻠﻮﻣﺎت،داﻋﻤﺔ ﻻزدﯾﺎد اﺳﺘﺨﺪام اﻟﮭﻮاﺗﻒ اﻟﺬﻛﯿﺔ ﻓﻲ اﻷردن ﺑﯿﻦ طﻼب اﻟﺠﺎﻣﻌﺎت
. وﻛﺎن أﻛﺜﺮ اﻟﻤﻮاﻗﻒ اﻟﺘﻲ ﯾﺘﻢ اﺳﺘﺨﺪام اﻟﮭﺎﺗﻒ اﻟﺬﻛﻲ ﺧﻼﻟﮭﺎ ھﻲ ﻋﻨﺪ اﻟﺸﻌﻮر ﺑﺎﻟﻤﻠﻞ.ﺛﻢ ﻟﺘﻔﻘﺪ وﺳﺎﺋﻞ اﻟﺘﻮاﺻﻞ اﻻﺟﺘﻤﺎﻋﻲ
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( )دراﺳﺔ إﺳﺘﻄﻼﻋﯿﺔ.ﺗﺄﺛﯿﺮ اﻹﺗﺼﺎل ﺑﺎﻟﻤﺮﺿﻲ ﻋﻠﻰ اﺗﺠﺎه طﻠﺒﺔ اﻟﺘﻤﺮﯾﺾ ﻧﺤﻮ اﻟﻤﺮﺿﻲ اﻟﻨﻔﺴﯿﯿﻦ
 رﺿﻮي اﻟﻌﻄﺎر، ﻓﺨﺮ اﻹﺳﻼم.م

Abstract

I

ntroduction: Studies of social attitudes towards people with mental illness revealed their being stereotyped as
untrustworthy, ineffective and even dangerous. It is hypothesized that contact with patients is associated with an increase
in favorable attitudes towards those with mental illness. Method: An assessment of attitudes toward people with mental
illness was administered to student nurses before and after their psychiatric nurse training rotation. Results: A significant
increase in favorable attitudes was found at the expense of a reduction in undecided and unfavorable attitudes. Conclusion:
Contact with patients during training, elicited empathy from trainee nurses, which was reflected in more favorable attitudes
towards people with mental illness. It resulted in a positive shift away from unfavorable attitudes of fear, untrustworthiness,
unpredictability and even feelings of being at-risk derived from the culture from which the student nurses came.
Key words: Nurse training, Stigma, Mental illness
Declaration of interest: None

Introduction
Mental stigma is the social stereotyping of people with
mental illness. Scales introduced to measure social
attitudes were adapted to the Arab culture by Kadri2 in
Morocco and Sidhom4 in Egypt. The present study tests
the hypothesis that contact with patients who experience
mental illness is associated with favorable attitude
changes among student nurses.

exhibit 9-21 in the book on scales for measurement of
attitude.3 The questionnaire was presented to students in
the original English after re-wording to apply to people
with mental illness rather than people with intellectual
disability. The questionnaire was thought to have
acceptable face-validity because most of its items were
included in the scales used by Kadri2 and Sidhom.4 It
comprised 24 statements about people with mental illness.
Respondents’ opinions are indicated by endorsing one of
three attitudes: favorable, unfavorable or undecided.

Method
Participants in the present study were student nurses from
the High Nursing Institute in Al-Gouna, Hurgada, Egypt
who attended an eight-week psychiatric training rotation
in The Behman Psychiatric Hospital in Cairo from June to
August 2015.
Student nurses completed an attitude questionnaire before
and after their rotation in this hospital. The questionnaire
used was the Bartlett1 scale, which was published as
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Results
Participants included eight men and two women aged 2022 years. All participants and their training supervisors
agreed to the study. Ethics were approved by the hospital
review board. Table 1 shows the total response of
students’ favorable, unfavorable and undecided attitudes
before and after their psychiatric training rotation.

Effect of Patient Contact on Attitudes of Student Nurses Towards People with Mental Illness

Table 1. Total of attitude responses by student nurses before and after their rotation
Attitudes
Favorable
Unfavorable
Undecided
Total

Before rotation
65
110
65
240
2 df

After rotation
140
88
12
240
X2 =44.0

Favorable attitudes increased significantly after student
nurses had face-to-face contact, throughout their training
rotation, with patients with mental illness. An increase in
face-to-face contact appeared to contribute to a reduction
in undecided responses, which confirmed the study
hypothesis. The result supports Corrigan5 who suggested
that in vivo face-to-face contact with people who have
mental illness greatly contributed to the reduction of
stigma towards mental disorder.

Discussion and Conclusion

Total
205
198
77
480
p<0.001
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اﻟﻤﻠﺨﺺ
اﻟﻮﺻﻤﺔ اﻟﻤﺮﺗﺒﻄﺔ ﺑﺎﻟﻤﺮض اﻟﻨﻔﺴﻲ ﺗﺤﻂ اﻟﻘﺪر اﻹﺟﺘﻤﺎﻋﻲ ﻟﻠﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ .وﻗﺪ ارﺗﺒﻄﺖ اﻟﻮﺻﻤﺔ ﻓﻲ اﻟﻮطﻦ اﻟﻌﺮﺑﻲ ﺑﺄﺑﺤﺎث ﻧﺎدﯾﺔ ﻗﺎدري وﻋﻤﺎد ﺳﯿﺪھﻢ .وﯾﮭﺪف
ھﺬا اﻟﺒﺤﺚ إﻟﻰ دراﺳﺔ ﺗﺄﺛﯿﺮ اﻹﺗﺼﺎل اﻟﻤﺒﺎﺷﺮ ﺑﺎﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ ﻋﻠﻰ اﺗﺠﺎھﺎت طﻠﺒﺔ اﻟﺘﻤﺮﯾﺾ ﻧﺤﻮ اﻟﻤﺮض اﻟﻨﻔﺴﻲ.
أﻋﻄﻲ ﻣﻘﯿﺎس اﻻﺗﺠﺎھﺎت ﻧﺤﻮ اﻟﻤﺮض اﻟﻨﻔﺴﻲ ﻟﻠﻄﻠﺒﺔ ﻗﺒﻞ وﺑﻌﺪ أداﺋﮭﻢ ﻟﺪورة ﺗﺪرﯾﺒﯿﺔ ﻣﺪﺗﮭﺎ ﺛﻤﺎﻧﯿﺔ أﺳﺎﺑﯿﻊ ﻓﻲ ﻣﺴﺘﺸﻔﻰ ﺑﮭﻤﺎن ﻟﻸﻣﺮاض اﻟﻨﻔﺴﯿﺔ ودﻟﺖ اﻟﻨﺘﺎﺋﺞ ﻋﻠﻰ
ﺣﺪوث زﯾﺎدة ﻓﻲ اﻻﺗﺠﺎھﺎت اﻹﯾﺠﺎﺑﯿﺔ ﻧﺤﻮ اﻟﻤﺮض اﻟﻨﻔﺴﻲ ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﻣﺆﯾﺪة ﻟﻤﺎ ﺗﻮﺻﻞ إﻟﯿﮫ ﻛﻮرﯾﺠﺎن ﻣﻦ ﺧﻔﺾ اﻟﻮﺻﻤﺔ ﺑﻌﺪ اﻟﺘﻮاﺻﻞ وﺟﮭﺎ ً ﻟﻮﺟﮫ ﻣﻊ
اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ.
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طﺒﯿﺔ ﻧﻔﺴﯿﺔ ﻣﻦ ﺣﻀﺎرة اﻟﻌﺮاق اﻟﻘﺪﯾﻢ
وﻟﯿﺪ ﻋﺒﺪ اﻟﺤﻤﯿﺪ

Abstract

T

he current paper describes an interview with the renowned British Assyriologist James Kinnier Wilson who is in his
90s and did a lot of work to uncover and translate the psychiatric medical cuneiform texts of ancient Iraqis. The author
published an article in the Arab Journal of Psychiatry in 2004 titled Introduction to the Psychiatry of Ancient Mesopotamia,
which was a review of Professor Kinnier Wilson’s research on the subject.

Key Words: Ancient Iraq, Mesopotamia, Archaeology, Ancient medicine, Ancient psychiatry
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Introduction
James Kinnier Wilson was born in London on the 27th of
November 1921. He is one of the most important British
Assyriologists; known in the field of Archaeology of
Mesopotamia (present-day Iraq) for his discovery and
translation of cuneiform tablets, which evidenced that
Ancient Mesopotamian physicians recognized and
classified psychiatric and neurological disorders.
Professor Kinnier Wilson was the Eric Yarrow Lecturer
from 1955 until 1989, and is currently Emeritus Fellow, at
Wolfson College Cambridge. Being the son of the famous
neurologist Samuel Alexander Kinnier Wilson, he has
combined his knowledge of ancient history with his
interest in medicine and neurology to reconstruct
Mesopotamian legends and epics. He enhanced this novel
interest by studying psychiatric and neurological disorders
in ancient Mesopotamian medical texts.
It has been long understood that there were established
medical systems and medical educational institutions in
ancient Iraq. As early as 1923, Thompson & Thompson
published a book entitled ‘Assyrian Medical Texts from
the original in the British Museum’.1 The book constituted
a translation of medical cuneiform texts that were used by
ancient Iraqi physicians to help in the diagnosis and
treatment of diseases. Some of these cuneiform medical
texts were related to psychiatric disorders. Kinnier Wilson
was one of the first Assyriologists to study these
psychiatric cuneiform medical texts starting from the
second half of the 20th Century and establishing what he
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called Ancient Iraqi Psychiatry. He described in detail
these cuneiforms and the psychopathology of the
disorders prevalent at that time; and, how relevant they are
in comparison with current the psychopathology of
psychiatric diagnoses.

The interview
I met Professor Kinnier Wilson twice in Cambridge. The
most recent encounter was last year. Previously, I had met
him and his wife in their house in 2003. His wife was the
late poet Helen Kinnier Wilson. I wrote an article in
Arabic for the Arab Journal of Psychiatry on Professor
Kinnier Wilson’s work and my meeting with him in 2003.2
More recently, I published an article on Mesopotamian
Posttraumatic Stress Disorder (PTSD) that went viral
through the media and social media.3 The current article
was inspired by the interest that meeting with Professor
Kinnier Wilson stirred within me with regard to
Mesopotamian Psychiatry since our meeting in 2003. I
met the professor again on 30th May 2016 to return a book
I borrowed from him in 2003. He kindly agreed to this
interview for the Arab Journal of Psychiatry. Our meeting
was organized by his friend and co-author the neurologist
Ted Reynold whom I was fortunate to have met at a Royal
College of Psychiatry meeting and who put me back in
touch with Professor Kinnier Wilson. I met him for lunch
and he kindly agreed to the interview. We then moved
from the restaurant to a friend’s house in central
Cambridge where we had afternoon tea and where I

Interview with Assyriologist James Kinnier Wilson
continued my interview. I also took some pictures one of
which is included in the current article. The question and

answer format of the interview were as follows:

Q: What led you to become an archaeologist?

“Organic Diseases of Ancient Mesopotamia”, and
“Mental Diseases of Ancient Mesopotamia”, in the book
“Diseases in Antiquity”, which was published in 1967.
“Disease of Babylon: An Examination of Selected Texts”
was published in 1996. More recently, I have published
“Translation and Analysis of a Cuneiform Text Forming
Part of a Babylonian Treatise on Epilepsy” with E.H.
Reynolds. Lastly, “Neurology and Psychiatry in Babylon”
with E.H. Reynolds’.

A: ‘When I was nine years old, my father took me to the
British Museum and when we were in the Assyrian gallery
there, I noticed some strange writings on the belly of the
winged bull’. He later realized it was cuneiform writing.
As there was no explanation as to the meaning of the
‘strange writing’, this nine-year-old boy felt compelled to
learn, which ultimately led him to study Assyriology. He
said proudly: ‘I am now able to understand and read what
is written on the belly of the winged bull. However,
initially I was hesitant to study Assyriology as I thought it
might not be an adequate profession to earn a living, but I
met an art dealer, Jim Byme-Shaw near Bond Street, who
encouraged me to read Classics and Hellenic studies as
this will be a respectable academic profession. Later, I got
a scholarship to Durham University to study that and, in
1946, I was accepted at Christ Church, Oxford where I
studied Assyriology. In 1950, I was appointed as a
Lecturer in Assyriology at Durham University. I went
from there to do a research year at the Oriental Institute of
the University of Chicago between 1951-52. After that, I
was appointed as a Lecturer and then Assistant Professor
at University College, Toronto between the years 195355. I was subsequently appointed the Eric Yarrow
Lecturer in Assyriology, at the University of Cambridge
between 1955 to 1989 and became the Chairman of the
Faculty of Oriental Studies, Cambridge between 1965-67.
I wrote many articles and books in archaeology and
Assyriology many of which are related to psychiatry and
neurology. The most famous of these are ‘An Introduction
to Babylonian Psychiatry’ in 1965, the two chapters
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Q: Who are the people who influenced you most in your
career?
A: ‘When I was in Chicago, I met many imminent
Assyriologists; the most prominent of whom were Leo
Oppenheim and Benno Landsberger. The fact that my
father was a Neurologist had also great indirect influence
on me, as on the 30 years anniversary of his death in 1987,
I wrote my first article on Mesopotamian neurology
translating the recordings of the symptoms of epilepsy
from ancient Iraqi texts and that was published in the
British Medical Journal. I later met the Neurologist Dr
Edward Reynold in the neurology meeting to honor 50
years of my father’s contributions to neurology, including
the discovery of Wilson disease (that was named after his
father) and we started collaborating and publishing
articles on Mesopotamian neurology and psychiatry since
then.’

Abdul-Hamid W

Q: Do you think that the ancient Iraqis or the
Mesopotamians had a unique interest in psychiatric
disorders compared to sister civilizations like the
Egyptian ones?
A: ‘The ancient Iraqis saw psychiatric disorders not as a
mental disorder, but more like a behavioral disorder as
they did not have the concept of the mind as we know it
now. When they saw changes in behavior from societal
norms, they recognized them as an abnormal medical
phenomenon. For example, they described persecutory
delusions and hallucinations that caused behaviors that
might have caused problems with the law then. They
related the disorders to supernatural forces like gods,
demons or spirits of dead people and they used treatments
that drove these forces away from patients’ bodies. For
example, in the case of persecutory psychosis a procedure
involving the melting or burning of the persecutor’s image
was carried out in the presence of the patient. Other
ancient civilizations, such as that of the Egyptians, might
have written Papyruses on psychiatric disorders that have
not been found or translated yet, but clearly this is outside
my area of expertise.’

Q: Why did the ancient Iraqis have these libraries of
cuneiform tablets that contain documents that amount
to half a million records and for what purposes did they
use them?
A: ‘The Mesopotamians wrote two types of tablets. Those
considered as important documents were baked and kept
in many types of libraries like the King Library, the
Temple Library and even in personal libraries or archives
that ancient Iraqi people kept.’

Q: What would you have done if you did not become an
archaeologist?
A: ‘I come from a medical family. My father was a doctor
and my uncle too and my brother did medical engineering
working on artificial limbs. Therefore, if I did not follow
the archaeology route, I would have been in some aspects
of medicine. In addition, I would have most probably been
persuaded by my late father to do medicine if it was not
for his early death when I was at secondary school.’

Q: Do you have any other words to add?
A: ‘I owe a lot of my success to my teachers, colleagues
in the work I did. My uncle, who is a doctor, helped me to
get into Oxford. I went to Iraq twice in the 1960s and
1980s. If it was not for Henry Austin Layard who
discovered Nineveh with his Iraqi assistant Rassam, there
would have probably been no Assyriology. In addition,
friends like Donald Wiseman, who later became keeper of
the British Museum, helped greatly in my studies; also,
my friend the Neurologist Dr Edward Reynold and the
teacher of Assyriology Oliver Gurney. I owe them all so
much and we learned from each other.’ Following this
reflection, and possibly referring to his old age, Professor
Kinnier Wilson observed: ‘There is an interesting text that
was written in Mesopotamia in the 17th Century BC,
which listed the characteristics of different man’s ages
that said:
‘Forty (years mean) prime of life
Fifty: short life
Sixty: maturity
Seventy: long life
Eighty: old age

Q: Why should modern psychiatrists be interested in
studying Mesopotamian psychiatry?
A: ‘Psychiatric disorders, including psychotic disorders
were clearly recorded in cuneiform tablets. This included
the symptom of passivity which is one of Schneider’s first
rank symptoms in the form, but the contents of these
symptoms were more appropriate to that age as they were
attributed then to witches and spirits while it might now
be attributed to electricity or electronic devices of the
modern age. I feel it is of interest to psychiatrists to read
these records to compare them with current
psychopathology that changed clearly in its contents.’
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Ninety: extreme old age’.

Epilogue
James Kinnier Wilson wrote many books in Archaeology
and Assyriology. His most recent book was a very moving
selection from the Holy Qur’an titled “The Wisdom and
the Beauty: A Selection of Short Passages from the
Qur'an” that was published by Shepheard-Walwyn in
2007. He wrote in the introduction: ‘I who write to you am
but a scribe of old who would copy out from ancient
manuscript parts of a Message that lie before him. They
come from a High God’s Love and Light for the human
family as these have been brought to us by His Archangel,
Gabriel.’ He went further in the epilogue to address
‘terrorists of whatever country’ quoting Prophet
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Mohammad’s (PBUH) Arabic Saying ‘la darara wa la
dirar’ which means ‘Let there be no harming and no
returning of harm’. He explained the meaning as ‘for he
who harms another, harms himself, and the way to peace
is to offer peace’.4

•

Upon meeting Professor Kinnier Wilson again, I was
reminded of his modesty combined with the depth of
knowledge and experience. As my Cambridge friends
commented, he is still young despite his age, knowing
what he is talking about with sharp thinking and a deep
sense of curiosity. I conducted the current interview
principally to raise my psychiatry colleagues’ awareness
of Professor Kinnier Wilson’s contribution to psychiatry
through his study and documentation of probably the
earliest psychiatric cases in history. I also endeavored to
reemphasize Professor Kinnier Wilson's suggestion for us
all to be interested in the application of history and
historical records of psychiatric symptoms to investigate
changes in psychopathology over the eras of human
history.
A list of Professor Kinnier Wilson's main works on
ancient Mesopotamian Psychiatry and Neurology are:
•

•

•

Kinnier Wilson JV. (1965). An introduction to
Babylonian psychiatry. In Güterbock H,
Jacobsen T (Eds). Studies in honor of Benno
Landesberger. Chicago University Press,
Chicago, pp. 289-298.
Kinnier Wilson JV. (1967). Mental diseases of
ancient Mesopotamia. In Brothwell D, Sandison
AT (Eds). Diseases in antiquity: a survey of the
diseases, injuries and surgery of early
populations. Charles C. Thomas, Springfield,
Illinois, pp. 723-733.
Kinnier Wilson JV, Reynolds EH. (1990)
Translation and analysis of a cuneiform text

•

•
•

•

•

forming part of a Babylonian treatise on
epilepsy. Med Hist 34:185-198.
Kinnier Wilson JV, Reynolds EH. (1991)
Epilepsy in Babylon. In Boucher M, Brouselle E
(Eds) History of neurology. Marcel Merieux,
Lyon, pp. 121-124.
Kinnier Wilson JV, Reynolds EH. (2007). On
stroke and facial palsy in Babylonian texts. In
Finkel, IL, Geller, MJ (Eds). Disease in
Babylonia. Brill, Leiden, pp. 67-99.
Reynolds EH, Kinnier Wilson JV. (2004) Stroke
in Babylonia. Arch Neurol 61:597-601.
Ritter EK, Kinnier Wilson JV. (1980).
Prescription for an anxiety state. Anatolian
Studies 30:23-30.
Reynolds EH, Kinnier Wilson JV. Psychoses of
epilepsy in Babylon: The oldest account of the
disorder. Epilepsia. 2008;49(9):1488-1490.
Reynolds EH, Kinnier Wilson JV. Neurology
and
psychiatry
in
Babylon.
Brain.
2014;137(9):2611-9.
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اﻟﻤﻠﺨﺺ
ھﺬه ﻣﻘﺎﺑﻠﺔ ﻣﻊ ﻋﺎﻟﻢ اﻵﺛﺎر اﻟﺒﺮﯾﻄﺎﻧﻲ اﻟﺸﮭﯿﺮ ﺟﯿﻤﺲ ﻛﯿﻨﯿﺮ وﯾﻠﺴﻮن اﻟﺬي ھﻮ ﻓﻲ اﻟﺘﺴﻌﯿﻨﯿﺎت ﻣﻦ ﻋﻤﺮه وﻗﺎم ﺑﺎﻟﻜﺜﯿﺮ ﻣﻦ اﻟﻌﻤﻞ ﻟﻠﻜﺸﻒ ﻋﻦ اﻟﻨﺼﻮص اﻟﻤﺴﻤﺎرﯾﺔ اﻟﻄﺒﯿﺔ
 ﻣﻘﺎﻟﺔ ﺑﻌﻨﻮان "ﻣﻘﺪﻣﺔ ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻓﻲ ﺑﻼد ﻣﺎ ﺑﯿﻦ اﻟﻨﮭﺮﯾﻦ" اﻟﻤﺸﺎر إﻟﯿﮭﺎ2004  وﻟﻘﺪ ﻧﺸﺮت ﻓﻲ اﻟﻤﺠﻠﺔ اﻟﻌﺮﺑﯿﺔ ﻟﻠﻄﺐ اﻟﻨﻔﺴﻲ ﻓﻲ ﻋﺎم.ﻟﻠﻌﺮاﻗﯿﯿﻦ اﻟﻘﺪﻣﺎء وﺗﺮﺟﻤﺘﮭﺎ
.ﻓﻲ ﻣﺼﺎدر ھﺬا اﻟﻤﻘﺎل واﻟﺘﻲ ﻛﺎﻧﺖ ﻓﻲ اﻟﺤﻘﯿﻘﺔ ﻣﺮاﺟﻌﺔ وﻣﻠﺨﺺ ﻟﺒﺤﻮث ﻛﯿﻨﯿﺮ وﯾﻠﺴﻮن
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ﺗﺤﻠﯿﻞ اﻟﻨﻔﺲ وﺗﺸﺨﯿﺺ أﺣﻮاﻟﮭﺎ ووﺻﻒ أﻣﺮاﺿﮭﺎ وذﻛﺮ ﻋﻼﺟﺎﺗﮭﺎ ﻋﻨﺪ اﻟﻐﺰاﻟﻲ) :دراﺳﺔ ﺗﺤﻠﯿﻠﯿﺔ ﻣﻘﺎرﻧﺔ(
ﻣﯿﻠﻮد ﺣﻤﯿﺪات

Psychoanalysis and Diagnosis of Psychiatric Conditions and Their Treatment by Al-Ghazali:
an Analytic Comparative Study
Hamidat Miloud

اﻟﻤﻠﺨﺺ
ﻟﻘﺪ اھﺘﻢ اﻟﻔﻼﺳﻔﺔ اﻟﻤﺴﻠﻤﻮن ﺑﺎﻟﻨﻔﺲ وأﻣﺮاﺿﮭﺎ ،وﺑﺮزوا ﻓﻲ ﺗﺸﺨﯿﺺ أﺣﻮاﻟﮭﺎ ،ووﺻﻒ ﻋﻼﺟﺎﺗﮭﺎ ،وﻣﻦ اﻟﺬﯾﻦ ﺗﻤﯿﺰوا ﺑﺎﻷﺻﺎﻟﺔ ﻓﻲ اﻟﻤﻮﺿﻮع واﻟﻤﻨﮭﺞ ،اﻟﺸﯿﺦ أﺑﻮ
ﺣﺎﻣﺪ اﻟﻐﺰاﻟﻲ .اﻟﺬي ﺗﻤﯿﺰت ﻧﻈﺮﺗﮫ إﻟﻰ اﻟﻨﻔﺲ ﻋﻦ ﻓﻼﺳﻔﺔ اﻟﯿﻮﻧﺎن ،وﻣﻦ ﺗﺒﻌﮭﻢ ﻣﻦ ﻓﻼﺳﻔﺔ اﻹﺳﻼم.
إذ ﯾﺒﺮز اﻟﺘﻤﯿﺰ ﻓﻲ أﻧﮫ ﯾﺴﺘﻤﺪ أﺳﺲ ﻓﻠﺴﻔﺘﮫ اﻟﻨﻔﺴﯿﺔ ﻣﻦ اﻹﺳﻼم ،وﻣﻦ ﺗﺠﺮﺑﺘﮫ اﻟﺬاﺗﯿﺔ ﻓﻲ اﻟﺘﺼﻮف ،ﻣﻊ اﻟﻌﻠﻢ أن اﻟﺘﺼﻮف ذو ﻋﻼﻗﺔ وطﯿﺪة ﺑﻌﻠﻢ اﻟﻨﻔﺲ ،و)اﻟﻐﺰاﻟﻲ( ﻣﻦ
ﻧﺎﺣﯿﺔ أﺧﺮى ﺑﺎﺣﺚ ﻓﻲ اﻟﻨﻔﺲ وﻣﺘﺼﻮف ،وﻓﻲ اﻟﺘﺼﻮف ﻣﺎدة ﻧﻔﺴﯿﺔ ﻏﺰﯾﺮة ،ﺗﺴﺘﻮﻗﻒ ﻛﻞ ﺑﺎﺣﺚ ،ﻟﻘﺪ ﻛﺎن ﻟﺘﻠﻚ اﻟﺘﺠﺮﺑﺔ اﻟﻨﻔﺴﯿﺔ أﻋﻤﻖ اﻷﺛﺮ ﻓﻲ إﺑﺪاع اﻟﻐﺰاﻟﻲ ﻓﻲ ﻋﻠﻢ
اﻟﻨﻔﺲ ،ﻛﺈدراك اﻟﺪواﻓﻊ واﻻﻧﻔﻌﺎﻻت ،وﻣﻌﺮﻓﺔ اﻟﻌﻮاطﻒ واﻻﻧﺤﺮاﻓﺎت ،وﺑﺎﻟﺘﺎﻟﻲ ﺗﺸﺨﯿﺺ اﻟﺤﺎﻻت ،ووﺻﻒ اﻟﻌﻼﺟﺎت.
ﻟﺬﻟﻚ ارﺗﺄﯾﻨﺎ أن ﻧﺘﺘﺒﻊ ﺗﺤﻠﯿﻞ اﻟﻐﺰاﻟﻲ ﻟﻄﺒﯿﻌﺔ اﻟﻨﺸﺎط اﻟﻨﻔﺴﻲ ،واﻟﻨﻔﺲ وأﻗﺴﺎﻣﮭﺎ ،واﻟﻐﺮﯾﺰة وﺗﺄﺛﯿﺮھﺎ ،واﻻﻧﻔﻌﺎﻻت وﺿﺒﻄﮭﺎ ،واﻷﺣﻼم ووظﯿﻔﺘﮭﺎ ،وأﻣﺮاض اﻟﻨﻔﺲ
وأﺳﺒﺎﺑﮭﺎ ،ﺛﻢ ﻋﻼﺟﮭﺎ .ﻛﻞ ذﻟﻚ ﻓﻲ إطﺎر ﻣﻘﺎرﺑﺔ ﻧﻘﺪﯾﺔ ﻣﻘﺎرﻧﺔ ﻣﻊ اﻟﻨﻈﺮﯾﺎت اﻟﺤﺪﯾﺜﺔ ﻓﻲ ﻋﻠﻢ اﻟﻨﻔﺲ .ﻣﺒﺮزﯾﻦ ﻣﻨﮭﺞ اﻟﻐﺰاﻟﻲ ﻓﻲ اﻟﺘﺤﻠﯿﻞ اﻟﺬي ﯾﻘﺘﺮب ﻣﻦ اﻟﻤﻨﺎھﺞ اﻟﺤﺪﯾﺜﺔ،
إذ اﺳﺘﺨﺪم اﻟﺘﺄﻣﻞ واﻻﺳﺘﺒﻄﺎن ،واﺳﺘﻌﺎن ﺑﻤﺎ ﺗﺜﺒﺘﮫ اﻟﻮﻗﺎﺋﻊ ﻣﻦ ﺧﻼل اﻟﻤﻼﺣﻈﺔ واﻟﺘﺠﺮﺑﺔ ،اﻧﻄﻼﻗﺎ ً ﻣﻦ اﻟﺤﺎﻻت اﻟﺘﻲ ﻋﺎﯾﺸﮭﺎ اﻟﻐﺰاﻟﻲ ﺑﻨﻔﺴﮫ.
طﺮق ﻣﻮﺿﻮﻋﺎت اﻟﻨﻔﺲ وأﺣﻮاﻟﮭﺎ،
وﯾﺒﺪو ﻟﻨﺎ ﻓﻲ ھﺬا اﻟﻘﻠﯿﻞ ﻣﻦ اﻟﻜﺜﯿﺮ أﻧﻨﺎ أﺛﺒﺘﻨﺎ أﺻﺎﻟﺔ وﺗﻤﯿﺰ اﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ اﻟﺬي ﻗﺪّﻣﮫ اﻟﻐﺰاﻟﻲ ،وﺳﺒْﻘﮫ ﻟﻜﺜﯿﺮ ﻣﻦ اﻟﻤﺪارس اﻟﺤﺪﯾﺜﺔ ﻓﻲ ْ
وأﻣﺮاﺿﮭﺎ .ﻣﻠﺘﺰﻣﯿﻦ اﻟﻨﺼﻮص اﻟﺜﺎﺑﺘﺔ ﻟﻠﻐﺰاﻟﻲ ،ﻹﺛﺒﺎت ﻣﺎ ذھﺒﻨﺎ إﻟﯿﮫ ﺑﻜﻞ دﻗﺔ وﻣﻮﺿﻮﻋﯿﺔ .
اﻟﻜﻠﻤﺎت اﻟﻤﻔﺘﺎﺣﯿﺔ :ﺗﺤﻠﯿﻞ اﻟﻨﻔﺲ ،ﻋﻠﻞ اﻟﻨﻔﺲ ،اﻟﺘﺸﺨﯿﺺ ،اﻟﻌﻼج ،اﻟﻐﺰاﻟﻲ
اﻋﻼن اﻟﺪﻋﻢ :ﻻ ﯾﻮﺟﺪ

ﻣﻘﺪﻣﺔ

اﻟﮭﻮ :اﻟﺮﻏﺒﺎت واﻟﻐﺮاﺋﺰ اﻟﺪاﺧﻠﯿﺔ اﻟﻼﺷﻌﻮرﯾﺔ اﻟﺘﻲ ﺗﺴﻌﻰ إﻟﻰ اﻟﻠﺬة واﻹﺷﺒﺎع .

ﯾﻌﺘﺒﺮ أﺑﻮ ﺣﺎﻣﺪ اﻟﻐﺰاﻟﻲ )1111 ،1056م( ﻣﻦ أﺑﺮز ﻣﻔﻜﺮي اﻹﺳﻼم اﻟﺬﯾﻦ
أوﻟﻮا أھﻤﯿﺔ ﺑﺎﻟﻐﺔ ﻟﻠﻨﻔﺲ اﻟﺒﺸﺮﯾﺔ ،ﻣﻦ ﺟﻤﯿﻊ ﺟﻮاﻧﺒﮭﺎ .ﺣﯿﺚ وﻗﻒ ﻋﻠﻰ اﻟﻜﺜﯿﺮ
ﻣﻦ اﻵﻟﯿﺎت اﻟﺘﻲ ﺗﺤﻜﻤﮭﺎ ،ﻛﻤﺎ ﺷ ّﺨﺺ اﻟﻌﺪﯾﺪ ﻣﻦ ﻋﻠﻠﮭﺎ وأﻣﺮاﺿﮭﺎ ،واﺟﺘﮭﺪ
ﻓﻲ وﺻﻒ ﻋﻼﺟﺎﺗﮭﺎ .ﻛﻤﺎ ﯾﻤﻜﻦ اﻟﻮﻗﻮف ﻋﻠﻰ آراء ﻛﺜﯿﺮة ﺳﺒﻖ )اﻟﻐﺰاﻟﻲ( ﻣﻦ
ﺧﻼﻟﮭﺎ اﻟﻤﺪارس اﻟﻨﻔﺴﯿﺔ اﻟﻤﻌﺎﺻﺮة ،ﻟﻌ ّﻞ ﻣﻦ أﺑﺮزھﺎ ﻣﺎ ﺟﺎءت ﺑﮫ ﻣﺪرﺳﺔ
اﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ ،ﺑﺰﻋﺎﻣﺔ ﻣﺆﺳﺴﮭﺎ )ﺳﯿﻐﻤﻮﻧﺪ ﻓﺮوﯾﺪ( )(Sigmund Freud
1939 ،1856م .

اﻷﻧﺎ اﻷﻋﻠﻰ :وﯾﻤﺜﻞ أواﻣﺮ وﻧﻮاھﻲ اﻟﻤﺠﺘﻤﻊ اﻷﺧﻼﻗﯿﺔ ،أو ﺟﺎﻧﺐ اﻟﻀﻤﯿﺮ ﻓﻲ
1
اﻟﺸﺨﺼﯿﺔ.

وﻟﻌﻠﻨﺎ ﻻ ﻧﺒﺎﻟﻎ إن ﻗﻠﻨﺎ إن ﻟﻠﻐﺰاﻟﻲ ﻣﻼﻣﺢ ﻧﻈﺮﯾﺔ ﻓﻲ ﺗﺤﻠﯿﻞ اﻟﻨﻔﺲ ،ﺗﺴﺘﻤﺪ
أﺻﻮﻟﮭﺎ ﻣﻦ اﻹﺳﻼم ،وﺳﻨﺘﻄﺮق إﻟﻰ أھﻢ ﻣﻌﺎﻟﻢ ھﺬه اﻟﻨﻈﺮﯾﺔ ﻓﻲ ﻧﻈﺮة اﻟﻐﺰاﻟﻲ
إﻟﻰ اﻟﻨﻔﺲ وأﻗﺴﺎﻣﮭﺎ ،وإﻟﻰ اﻟﻐﺮﯾﺰة واﻻﻧﻔﻌﺎﻻت ،وﺗﺄﺛﯿﺮھﻤﺎ ﻋﻠﻰ اﻟﻨﺸﺎط
اﻟﻨﻔﺴﻲ ،وﻣﻔﮭﻮم اﻷﺣﻼم ،وأﻣﺮاض اﻟﻨﻔﺲ وأﺳﺒﺎﺑﮭﺎ ﺛﻢ ﻛﯿﻔﯿﺔ ﻋﻼﺟﮭﺎ ،وﻣﻨﮫ
ﺗﻜﺘﻤﻞ اﻟﺼﻮرة ﻟﺪﯾﻨﺎ ﻟﻤﺎ ﻗﺪﻣﮫ اﻟﻐﺰاﻟﻲ ﻣﻦ آراء ﺳﺒﻖ ﺑﮭﺎ ﻋﺼﺮه .وھﺬا ﻣﺎ
ﻧﺤﺎول ﺗﺴﻠﯿﻂ ﺑﻌﺾ اﻟﻀﻮء ﻋﻠﯿﮫ ﻓﻲ ﻣﻘﺎﻟﻨﺎ ھﺬا.

أﻣﺎ)اﻟﻐﺰاﻟﻲ( ﻓﻘﺪ ﻗﺴّﻢ اﻟﻨﻔﺲ إﻟﻰ ﺛﻼﺛﺔ أﻗﺴﺎم ﻗﺒﻞ)ﻓﺮوﯾﺪ( ﺑﻘﺮون ،وإن ﻛﺎن
اﻟﺘﺸﺎﺑﮫ ﻣﻮﺟﻮد ﺑﯿﻦ طﺒﯿﻌﺔ ﻛﻞ ﻗﺴﻢ ﻋﻨﺪھﻤﺎ .
إذ ﯾﺠﻌﻞ )اﻟﻐﺰاﻟﻲ( ﻣﻦ اﻟﻨﻔﺲ» :إذا ﺳﻜﻨﺖ ﺗﺤﺖ اﻷﻣﺮ وزاﯾﻠﮭﺎ اﻻﺿﻄﺮاب
ﺑﺴﺒﺐ ﻣﻌﺎرﺿﺔ اﻟﺸﮭﻮات ﺳﻤﯿﺖ اﻟﻨﻔﺲ اﻟﻤﻄﻤﺌﻨﺔ...وإذا ﻟﻢ ﯾﺘﻢ ﺳﻜﻮﻧﮭﺎ ،وﻟﻜﻨﮭﺎ
ﺻﺎرت ﻣﺪاﻓﻌﺔ ﻟﻠﻨﻔﺲ اﻟﺸﮭﻮاﻧﯿﺔ ،وﻣﻌﺘﺮﺿﺔ ﻋﻠﯿﮭﺎ ﺳﻤﯿﺖ اﻟﻨﻔﺲ اﻟﻠّﻮاﻣﺔ ،ﻷﻧﮭﺎ
ﺗﻠﻮم ﺻﺎﺣﺒﮭﺎ ﻋﻨﺪ ﺗﻘﺼﯿﺮه .وإن ﺗﺮﻛﺖ اﻻﻋﺘﺮاض وأذﻋﻨﺖ ،وأطﺎﻋﺖ
2
ﻟﻤﻘﺘﻀﻰ اﻟﺸﮭﻮات ،ودواﻋﻲ اﻟﺸﯿﻄﺎن ﺳﻤﯿﺖ اﻟﻨﻔﺲ اﻷﻣﺎرة ﺑﺎﻟﺴﻮء « .
وﻋﻠﯿﮫ ﻧﻜﻮن أﻣﺎم ﺛﻼﺛﺔ أﺣﻮال ﻟﻠﻨﻔﺲ:
.1
.2

أﻗﺴﺎم اﻟﻨﻔﺲ ﻋﻨﺪ اﻟﻐﺰاﻟﻲ
ﯾﺘﻜﻠﻢ اﻟﻐﺰاﻟﻲ ﻋﻦ اﻟﻨﻔﺲ ﻓﻲ ﺛﻼث ﺻﻮر ﻣﺨﺘﻠﻔﺔ ﺗﺸﺒﮫ إﻟﻰ ﺣﺪ ﻛﺒﯿﺮ اﻟﺘﻘﺴﯿﻢ
اﻟﺜﻼﺛﻲ ﻟﻸﻧﺎ اﻟﺬي ﻗﺎل ﺑﮫ )ﺳﯿﻐﻤﻮﻧﺪ ﻓﺮوﯾﺪ( اﻟﺬي ﯾﺤﺪد اﻟﺠﮭﺎز اﻟﻨﻔﺴﻲ ﻛﺂﻻﺗﻲ:
اﻷﻧﺎ :وﯾﻤﺜﻞ اﻟﺸﺨﺼﯿﺔ اﻟﻮاﻗﻌﯿﺔ اﻟﻤﮭﺬﺑﺔ اﺟﺘﻤﺎﻋﯿﺎ ،واﻟﺘﻲ ﺗﺴﻌﻰ إﻟﻰ اﻟﺘﻮاﻓﻖ
واﻟﺘﻜﯿﻒ.

.3

اﻟﻨﻔﺲ اﻟﺸﮭﻮاﻧﯿﺔ :ﺳﯿﻄﺮة اﻷھﻮاء ،واﻟﻐﺮاﺋﺰ واﻟﺸﮭﻮات ﻋﻠﻰ
اﻟﻌﻘﻞ.
اﻟﻨﻔﺲ اﻟﻠّﻮاﻣﺔ :اﻟﻨﻔﺲ اﻟﻤﺘﻮﺳﻄﺔ ﺑﯿﻦ ﺻﺮاع اﻷﺿﺪاد ،اﻟﺸﮭﻮة
واﻟﻌﻘﻞ.
اﻟﻨﻔﺲ اﻟﻌﺎﻗﻠﺔ :اﻟﻨﻔﺲ اﻟﻤﻄﻤﺌﻨﺔ ﺑﺤﻜﻢ اﻟﻌﻘﻞ ،وﻗﻤﻊ اﻟﺸﮭﻮات
واﻟﺘﺤﻜﻢ ﻓﯿﮭﺎ.

ﻓﺎﺧﺘﻼف أﺳﻤﺎﺋﮭﺎ ﺑﺎﺧﺘﻼف أﺣﻮاﻟﮭﺎ اﻟﻌﺎرﺿﺔ ﻋﻠﯿﮭﺎ» ،ﻓﺈن اﺗﺠﮭﺖ إﻟﻰ ﺻﻮاب
اﻟﺼﻮاب وﻧﺰﻟﺖ ﻋﻠﯿﮭﺎ اﻟﺴﻜﯿﻨﺎت اﻹﻟﮭﯿﺔ ،ﻓﺘﻄﻤﺌﻦ إﻟﻰ ذﻛﺮ ﷲ ّ
ﻋﺰ وﺟﻞ
وﺗﺴﻜﻦ إﻟﻰ اﻟﻤﻌﺎرف اﻹﻟﮭﯿﺔ ،ﻓﯿﻘﺎل ﻧﻔﺲ ﻣﻄﻤﺌﻨﺔ .وإن ﻛﺎﻧﺖ ﻣﻊ ﻗﻮاھﺎ
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وﺟﻨﻮدھﺎ ﻓﻲ ﻗﺘﺎل وﺷﺠﺎر وﻧﺰاع وﻛﺎﻧﺖ اﻟﺤﺮب ﺑﯿﻨﮭﻤﺎ ﺳﺠﺎل ،ﻓﺘﺎرة ﻟﮭﺎ اﻟﯿﺪ
ﻋﻠﯿﮭﺎ وﺗﺎرة ﻟﻠﻘﻮى ﻋﻠﯿﮭﺎ اﻟﯿﺪ ﻓﻼ ﺗﻜﻮن ﺣﺎﻟﮭﺎ ﻣﺴﺘﻘﯿﻤﺔ ،ﻓﮭﺬه اﻟﻨﻔﺲ ﻧﻔﺲ ّﻟﻮاﻣﺔ
وھﺬه اﻟﻨﻔﺲ ھﻲ ﺣﺎﻟﺔ أﻛﺜﺮ اﻟﺨﻠﻖ .وﻣﻦ اﺗﻀﻊ ﺣﺘﻰ ﺻﺎر ﻓﻲ ﺣﻀﯿﺾ اﻟﺒﮭﺎﺋﻢ،
ﻻﻧﺴﻼﺧﮫ ﻋﻦ اﻟﻔﻀﺎﺋﻞ اﻹﻧﺴﺎﻧﯿﺔ وﻋﺪم ﻣﺸﺎرﻛﺘﮫ ﻟﻺﻧﺴﺎن إﻻ ﺑﺎﻟﺼﻮرة
اﻟﺘﺨﻄﯿﻄﯿﺔ ،وھﺬه اﻟﻨﻔﺲ اﻷﻣﺎرة ﺑﺎﻟﺴﻮء . « 3
واﻟﻐﺰاﻟﻲ ﻛﻤﺎ ھﻮ واﺿﺢ ﯾﺴﺘﻤﺪ ﺗﻘﺴﯿﻤﮫ اﻟﺜﻼﺛﻲ ﻣﻦ اﻟﻘﺮآن اﻟﻜﺮﯾﻢ ،ﻟﻘﻮﻟﮫ
ﺗﻌﺎﻟﻰ ):ﯾﺎ أﯾﺘﮭﺎ اﻟﻨﻔﺲ اﻟﻤﻄﻤﺌﻨﺔ ،ارﺟﻌﻲ إﻟﻰ رﺑﻚ راﺿﯿﺔ ﻣﺮﺿﯿﺔ 4 (.وﻗﻮﻟﮫ:
)ﻻ أﻗﺴﻢ ﺑﯿﻮم اﻟﻘﯿﺎﻣﺔ ،وﻻ أﻗﺴﻢ ﺑﺎﻟﻨﻔﺲ اﻟﻠّﻮاﻣﺔ (5.وﻗﻮﻟﮫ أﯾﻀﺎ ):إن اﻟﻨﻔﺲ
6
ﻷﻣﺎرة ﺑﺎﻟﺴﻮء(.
وﯾﺴﺘﻤﺪ )اﻟﻐﺰاﻟﻲ( ذﻟﻚ ﻓﻲ ﻗﻮﻟﮫ» :ﻧﻔﺴﻚ ﺧﻠﻘﺖ أﻣﺎرة ﺑﺎﻟﺴﻮء...وأﻣﺮت
ﺑﺘﺰﻛﯿﺘﮭﺎ...ﻓﺈن أھﻤﻠﺘﮭﺎ ﺟﻤﺤﺖ وﺷﺮدت ،وإن ﻻزﻣﺘﮭﺎ ﺑﺎﻟﺘﻮﺑﯿﺦ واﻟﻤﻌﺎﺗﺒﺔ ﻛﺎﻧﺖ
ﻧﻔﺴﻚ ھﻲ اﻟﻨﻔﺲ اﻟﻠﻮاﻣﺔ ،ورﺟﻮت أن ﺗﺼﯿﺮ اﻟﻨﻔﺲ اﻟﻤﻄﻤﺌﻨﺔ اﻟﻤﺪﻋﻮة إﻟﻰ أن
7
ﺗﺪﺧﻞ ﻓﻲ زﻣﺮة ﻋﺒﺎد ﷲ راﺿﯿﺔ ﻣﺮﺿﯿﺔ « .
وﯾﺒﺪو ﻣﻦ اﻟﻨﺼﻮص اﻟﺴﺎﺑﻘﺔ أن)اﻟﻐﺰاﻟﻲ( ﯾﺪرك ﺟﯿﺪا ً ﺧﺼﺎﺋﺺ اﻟﻨﻔﺲ ،إذ
ﯾﺠﻌﻞ ﻣﻦ اﻹﻧﺴﺎن ﻓﻲ ﻣﺮﺗﺒﺔ وﺳﻄﻰ ﺑﯿﻦ طﺮﻓﻲ ﻧﻘﯿﺾ اﻟﺤﯿﻮاﻧﯿﺔ ﻣﻦ ﺟﮭﺔ ﺑﻤﺎ
ﺗﺤﻤﻠﮫ ھﺬه اﻟﻜﻠﻤﺔ ﻣﻦ ﻏﺮاﺋﺰﯾﺔ وﺗﻌﻠﻖ ﺑﻤﻄﺎﻟﺐ اﻟﺠﺴﺪ ،واﻟﻤﻼﺋﻜﯿﺔ ﻣﻦ ﺟﮭﺔ ﺑﻤﺎ
ﺗﺤﻤﻠﮫ ﻣﻦ ﺗﻌﺎﻟﻲ ﻋﻦ ﻣﻄﺎﻟﺐ اﻟﺠﺴﺪ واﻟﻐﺮاﺋﺰ .
وﻟﻜﻦ اﻹﻧﺴﺎن ﻓﻲ ﻧﻔﺲ اﻟﻮﻗﺖ ﯾﺤﻤﻞ ﻓﻲ ذاﺗﮫ ﺗﻠﻚ اﻟﺜﻨﺎﺋﯿﺔ ﺑﯿﻦ ﻣﻄﺎﻟﺐ اﻟﺠﺴﺪ
وﺗﻤﺜﻠﮭﺎ اﻟﻐﺮﯾﺰة وﻣﻄﺎﻟﺐ اﻟﺮوح وﯾﻤﺜﻠﮭﺎ اﻟﻌﻘﻞ ،وﺑﺎﻟﺘﺎﻟﻲ ﻓﮭﻮ ﻓﻲ ﺻﺮاع ﺑﯿﻦ
ھﺬﯾﻦ اﻟﻄﺮﻓﯿﻦ ،ﺑﯿﻦ اﻟﻄﺒﯿﻌﺔ اﻹﻧﺴﺎﻧﯿﺔ ،واﻟﻄﺒﯿﻌﺔ اﻟﺤﯿﻮاﻧﯿﺔ ،إذ ﯾﺴﻤﻰ اﻟﻐﺰاﻟﻲ:
»اﻟﺼﻔﺔ اﻟﺘﻲ ﺑﮭﺎ ﻓﺎرق اﻹﻧﺴﺎن اﻟﺒﮭﺎﺋﻢ ﻓﻲ ﻗﻤﻊ اﻟﺸﮭﻮات وﻗﮭﺮھﺎ ،ﺑﺎﻋﺜﺎ دﯾﻨﯿﺎ،
وﻟﻨﺴﻢ ﻣﻄﺎﻟﺒﺔ اﻟﺸﮭﻮات ﺑﻤﻘﺘﻀﯿﺎﺗﮭﺎ ﺑﺎﻋﺚ اﻟﮭﻮى ،وﻟﯿُﻔﮭﻢ أن اﻟﻘﺘﺎل ﻗﺎﺋﻢ ﺑﯿﻦ
8
ﺑﺎﻋﺚ اﻟﺪﯾﻦ وﺑﺎﻋﺚ اﻟﮭﻮى ،واﻟﺤﺮب ﺑﯿﻨﮭﻤﺎ ﺳﺠﺎل « .
وﻋﻠﯿﮫ ﺟﻌﻞ اﻟﻐﺰاﻟﻲ أﻏﻠﺐ اﻟﻨﺎس ﻓﻲ ﺣﺎﻟﺔ اﻟﻨﻔﺲ ّ
اﻟﻠﻮاﻣﺔ ،ﻣﻌﺘﺒﺮا ً أن أﺳﺎس
اﻻﻣﺘﺤﺎن ھﻮ اﻟﺴﻌﻲ ﺑﮭﺬه اﻟﻨﻔﺲ ﻧﺤﻮ اﻟﻌﻘﻞ وﻓﻀﺎﺋﻠﮫ ﻟﻠﻮﺻﻮل إﻟﻰ درﺟﺔ اﻟﻨﻔﺲ
اﻟﻤﻄﻤﺌﻨﺔ اﻟﺘﻲ ﺗٌﻨﺎل ﺑﺎﻟﺮﯾﺎﺿﺔ واﻟﻤﺠﺎھﺪة ،وﻋﺪم اﻟﺴﻘﻮط ﻓﻲ ﻣﻄﺎﻟﺐ اﻟﻐﺮاﺋﺰ
واﻟﺮﻏﺒﺎت ﺣﺘﻰ ﻻ ﺗﺼﯿﺮ ھﺬه اﻟﻨﻔﺲ ﻋﺒﺪا ً ﻟﻠﺮذاﺋﻞ ،وإﻧﻤﺎ أن ﺗﺤﻘﻖ اﻟﻨﻔﺲ
ﺗﻮازﻧﮭﺎ وﺳﯿﺎدﺗﮭﺎ وﺗﺤﺮرھﺎ ﻣﻦ ﻛﻞ ﻣﺎ ﯾﺴﺘﻌﺒﺪھﺎ .ﻛﻤﺎ ﻻ ﯾﻌﻨﻲ ذﻟﻚ ﻋﻨﺪ اﻟﻐﺰاﻟﻲ
أن ﺗﻘﻤﻊ اﻟﻨﻔﺲ ،وﺗٌﺤﺮم ﻛﻞ ﻣﺎ ﺗﻨﺰع إﻟﯿﮫ ﺑﻄﺒﯿﻌﺘﮭﺎ ﻣﻦ ﺷﮭﻮات وﻏﺮاﺋﺰ ،وإﻧﻤﺎ
أن ﻻ ﺗﻜﻮن اﻟﻐﺮاﺋﺰ ھﻲ ﻛﻞ ﻏﺎﯾﺘﮭﺎ ،وإﻧﻤﺎ ﻣﺎ ﯾﺤﻘﻖ ﺗﻮازﻧﮭﺎ.
وﻻ ﯾﺮى اﻟﻐﺰاﻟﻲ ﻓﻲ ﺗﻮازن اﻟﻨﻔﺲ ﺳﻮى اﻟﺘﻮﻓﯿﻖ ﺑﯿﻦ ﻣﻄﺎﻟﺐ اﻟﻨﻔﺲ ،وﺗﺤﻘﯿﻖ
اﻻﻋﺘﺪال ،وﻻ ﯾﻜﻮن ذﻟﻚ ﻓﻲ ﻗﻤﻊ اﻟﺸﮭﻮات واﻟﺮﻏﺒﺎت واﻟﻘﻀﺎء ﻋﻠﯿﮭﺎ ،ﻓﺈن
ذﻟﻚ ﻣﻨﺎف ﻟﻠﻄﺒﯿﻌﺔ اﻟﺒﺸﺮﯾﺔ ،وإﻧﻤﺎ ﺑﺎﻟﺘﮭﺬﯾﺐ واﻟﺘﺮﺑﯿﺔ ،واﻟﻤﺠﺎھﺪة ،وﯾﺨﻄﺊ
ﻣﻦ ﯾﻌﺘﻘﺪ »أن اﻟﻤﻘﺼﻮد ﺑﺎﻟﻤﺠﺎھﺪة ﻗﻤﻊ ھﺬه اﻟﺼﻔﺎت ﺑﺎﻟﻜﻠﯿﺔ وﻣﺤﻮھﺎ وھﯿﮭﺎت!
ﻓﺈن اﻟﺸﮭﻮة ﺧﻠﻘﺖ ﻟﻔﺎﺋﺪة وھﻲ ﺿﺮورﯾﺔ ﻓﻲ اﻟﺠﺒﻠﺔ ،ﻓﻠﻮ اﻧﻘﻄﻌﺖ ﺷﮭﻮة اﻟﻄﻌﺎم
ﻟﮭﻠﻚ اﻹﻧﺴﺎن ،وﻟﻮ اﻧﻘﻄﻌﺖ ﺷﮭﻮة اﻟﻮﻗﺎع ﻷﻧﻘﻄﻊ اﻟﻨﺴﻞ ،وﻟﻮ اﻧﻌﺪم اﻟﻐﻀﺐ
ﺑﺎﻟﻜﻠﯿﺔ ﻟﻢ ﯾﺪﻓﻊ اﻹﻧﺴﺎن ﻋﻦ ﻧﻔﺴﮫ ﻣﺎ ﯾﮭﻠﻜﮫ وﻟﮭﻠﻚ ،وﻟﯿﺲ اﻟﻤﻄﻠﻮب إﻣﺎطﺔ ذﻟﻚ
ﺑﺎﻟﻜﻠﯿﺔ ﺑﻞ اﻟﻤﻄﻠﻮب ردھﺎ إﻟﻰ اﻻﻋﺘﺪال اﻟﺬي ھﻮ وﺳﻂ ﺑﯿﻦ اﻹﻓﺮاط
واﻟﺘﻔﺮﯾﻂ.«9
وﺗﺒﺮز ﻧﻈﺮة اﻟﻐﺰاﻟﻲ اﻟﻮاﻗﻌﯿﺔ اﻟﻤﻌﺘﺪﻟﺔ اﻟﻤﺒﻨﯿﺔ ﻋﻠﻰ اﻟﻤﻼﺣﻈﺔ واﻟﺘﺠﺮﺑﺔ ﺟﻠﯿﺔ
ﻓﻲ ھﺬا اﻟﺘﺤﻠﯿﻞ ،اﻟﺬي ﯾﺪل أﯾﻀﺎ ﻋﻠﻰ ﻓﮭﻢ اﻟﻐﺰاﻟﻲ اﻟﺠﯿﺪ ﻷﻏﻮار اﻟﻨﻔﺲ
اﻟﺒﺸﺮﯾﺔ ،ودﻋﻮﺗﮫ إﻟﻰ اﻋﺘﻤﺎد اﻟﻤﻤﺎرﺳﺔ واﻟﻤﺠﺎھﺪة ،ﻹﻋﺎدة اﻟﻨﻔﺲ إﻟﻰ اﻟﻮﺳﻂ
اﻟﻤﺤﻤﻮد ،وﻗﻮﻟﮫ أﺑﻠﻎ ﻓﻲ ذﻟﻚ» :وﺑﺎﻟﺮﯾﺎﺿﺔ ﺗﻌﻮد إﻟﻰ ﺣﺪ اﻻﻋﺘﺪال ،ﻓﺪ ّل أن
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ذﻟﻚ ﻣﻤﻜﻦ ،واﻟﺘﺠﺮﺑﺔ واﻟﻤﺸﺎھﺪة ﺗﺪل ﻋﻠﻰ ذﻟﻚ دﻻﻟﺔ ﻻ ﺷﻚ ﻓﯿﮭﺎ « .

اﻟﻐﺮﯾﺰة واﻟﻨﺸﺎط اﻟﻨﻔﺴﻲ ﻋﻨﺪ اﻟﻐﺰاﻟﻲ

إذا ﻛﺎن )ﺳﯿﻐﻤﻮﻧﺪ ﻓﺮوﯾﺪ( ﯾﺮﺟﻊ أﺳﺎس اﻟﻨﺸﺎط اﻟﻨﻔﺴﻲ إﻟﻰ اﻟﻼﺷﻌﻮر وﻏﺮﯾﺰة
اﻟﺠﻨﺲ ،ﻓﺈن )اﻟﻐﺰاﻟﻲ( ﯾﺮﺟﻊ اﻟﻨﺸﺎط اﻟﻨﻔﺴﻲ إﻟﻰ أرﺑﻌﺔ دواﻓﻊ أﺳﺎﺳﯿﺔ وھﻲ:
اﻟﺮﻏﺒﺔ أو اﻟﺸﮭﻮة إﻟﻰ اﻟﻄﻌﺎم ،واﻟﺠﻨﺲ ،واﻟﻤﺎل ،واﻟﺠﺎه .وﻣﺤﺮك ﻛﻞ ھﺬه
اﻟﺪواﻓﻊ ،ﻏﺮﯾﺰة اﻟﺒﻄﻦ اﻟﺘﻲ ﯾﺠﻌﻠﮭﺎ اﻷﺻﻞ ﻓﻲ ﺑﺮوز اﻟﻐﺮاﺋﺰ اﻷﺧﺮى،
»واﻟﺒﻄﻦ ﻋﻠﻰ اﻟﺘﺤﻘﯿﻖ ﯾﻨﺒﻮع اﻟﺸﮭﻮات ،وﻣﻨﺒﺖ اﻷدواء واﻵﻓﺎت ،إذ ﯾﺘﺒﻌﮭﺎ
ﺷﮭﻮة اﻟﻤﺮأة ،وﺷﺪة اﻟﺸﺒﻖ ،ﺛﻢ ﺗﺘﺒﻊ ﺷﮭﻮة اﻟﻄﻌﺎم واﻟﻤﺮأة ﺷﺪة اﻟﺮﻏﺒﺔ ﻓﻲ اﻟﺠﺎه
واﻟﻤﺎل ،اﻟﻠﺬﯾﻦ ھﻤﺎ وﺳﯿﻠﺔ إﻟﻰ اﻟﺘﻮﺳﻊ ﻓﻲ اﻟﺸﮭﻮة اﻟﺠﻨﺴﯿﺔ واﻟﻤﻄﻌﻮﻣﺎت«.11
وﺗﺘﺮﺗﺐ ﻋﻦ اﻟﺘﻮﺳﻊ ﻓﻲ طﻠﺐ اﻟﻠﺬات ،واﻟﺴﻌﻲ ﻓﻲ إرﺿﺎء اﻟﻐﺮاﺋﺰ ،ﺑﺠﻤﻊ
اﻟﻤﺎل واﻟﺠﺎه» ،أﻧﻮاع اﻟﺮﻋﻮﻧﺎت ،وﺿﺮوب اﻟﻤﻨﺎﻓﺴﺎت ،واﻟﻤﺤﺎﺳﺪات ،ﺛﻢ
ﯾﺘﻮﻟﺪ ﺑﯿﻨﮭﻤﺎ آﻓﺔ اﻟﺮﯾﺎء ،وﻏﺎﺋﻠﺔ اﻟﺘﻔﺎﺧﺮ واﻟﺘﻜﺎﺛﺮ واﻟﻜﺒﺮﯾﺎء ،ﺛﻢ ﯾﺘﺪاﻋﻰ ذﻟﻚ
إﻟﻰ اﻟﺤﻘﺪ واﻟﺤﺴﺪ ،واﻟﻌﺪاوة واﻟﺒﻐﻀﺎء ،ﺛﻢ ﯾﻔﻀﻲ ذﻟﻚ ﺑﺼﺎﺣﺒﮫ إﻟﻰ اﻗﺘﺤﺎم
اﻟﺒﻐﻲ واﻟﻤﻨﻜﺮ واﻟﻔﺤﺸﺎء .وﻛﻞ ذﻟﻚ ﺛﻤﺮة إھﻤﺎل اﻟﻤﻌﺪة ،وﻣﺎ ﯾﺘﻮﻟﺪ ﻋﻨﮭﺎ ﻣﻦ
ﺑﻄﺮ اﻟﺸﺒﻊ ،واﻻﻣﺘﻼء .وﻟﻮ ذ ّل اﻟﻌﺒﺪ ﻧﻔﺴﮫ ﺑﺎﻟﺠﻮع ،وﺿﯿّﻖ ﺑﮫ ﻣﺠﺎري
12
اﻟﺸﯿﻄﺎن ،ﻷذﻋﻨﺖ ﻟﻄﺎﻋﺔ ﷲ ﻋﺰ وﺟ ّﻞ « .
إن اﻟﺘﺤﻜﻢ ﻓﻲ اﻟﻐﺮاﺋﺰ ،واﻻﻋﺘﺪال ﻓﻲ ﺗﻠﺒﯿﺘﮭﺎ ھﻮ وﺳﯿﻠﺔ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ،
واﻟﺘﺤﻜﻢ ﻓﻲ اﻟﻨﻔﺲ ﺑﺎﻟﻌﻘﻞ واﻟﻮﻋﻲ ،أﻣﺎ إذا ﺣﺪث اﻟﻌﻜﺲ ﻓﮭﻮ ﻓﻘﺪان ﻟﻺرادة،
وﺳﯿﻄﺮة اﻷھﻮاء ﻋﻠﻰ اﻟﻨﻔﺲ »وﻣﻦ اﺳﺘﻮﻟﺖ ﻋﻠﯿﮫ اﻟﻨﻔﺲ ﺻﺎر أﺳﯿﺮا ً ﻓﻲ ﺣﺐ
ﺷﮭﻮاﺗﮭﺎ ،ﻣﺤﺼﻮرا ً ﻓﻲ ﺳﺠﻦ ھﻮاھﺎ ،ﻣﻘﮭﻮرا ً ﻣﻐﻠﻮﻻً زﻣﺎﻣﮫ ﻓﻲ ﯾﺪھﺎ ،ﺗﺠﺮه
13
ﺣﯿﺚ ﺷﺎءت ،ﻓﺘﻤﻨﻊ ﻗﻠﺒﮫ ﻣﻦ اﻟﻔﻮاﺋﺪ « .
وھﻨﺎ إﺷﺎرة ﻻ ﺗﻘﻞ أھﻤﯿﺔ ﻋﻤﺎ ﺳﺒﻖ ذﻛﺮه ﻓﻲ اﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ ،إذ ﯾﺸﯿﺮ اﻟﻐﺰاﻟﻲ
إﻻ ﻏﯿﺎب اﻟﻮﻋﻲ واﻹرادة ﻟﺪى ﻣﺮﯾﺾ اﻟﻨﻔﺲ ،وﻛﺄﻧﮫ ﯾﺘﺼﺮف ﻣﻦ ﻏﯿﺮ
ﺷﻌﻮر ،وھﻲ طﺒﻌﺎ ً اﻟﻔﻜﺮة اﻟﺘﻲ ﺑﻨﺎ ﻋﻠﯿﮫ اﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ أﺳﺎس اﻟﻤﺮض اﻟﻨﻔﺴﻲ،
وھﻲ ﻋﺪم ﺷﻌﻮر اﻟﻤﺮﯾﺾ ﺑﺄﺳﺒﺎب ﺣﺎﻟﺘﮫ ،وﻣﻌﺮﻓﺘﮫ ﺑﺎﻷﺳﺒﺎب ،واﻟﻮﻋﻲ ﺑﮭﺎ
ﯾﺆدي إﻟﻰ اﻟﻌﻼج ،وﺳﻨﺠﺪ ذﻟﻚ ﻓﻲ اﻟﻌﻼج ﺑﺎﻟﻌﻠﻢ واﻟﻌﻤﻞ اﻟﺬي ﯾﺘﻜﻠﻢ ﻋﻨﮫ
اﻟﻐﺰاﻟﻲ ﻓﯿﻤﺎ ﺑﻌﺪ.

ﻏـﺮﯾﺰة اﻟﻄﻌﺎم واﻟﺘﺤﻜﻢ ﻓﯿﮭﺎ
ﯾﻌﺘﺒﺮ )اﻟﻐﺰاﻟﻲ( ھﺬه اﻟﻐﺮﯾﺰة أﺳﺎس ﻟﻜﻞ اﻟﻐﺮاﺋﺰ اﻷﺧﺮى ،ﻓﺈن اﻟﻤﻌﺪة ﻣﻨﺒﻊ
اﻟﻘﻮى ،ﻓﻜﺄﻧﮫ اﻟﺒﺎب واﻟﻤﻔﺘﺎح إﻟﻰ اﻟﺨﯿﺮ واﻟﺸﺮ ﺟﻤﯿﻌﺎ ً ،وﻟﺬا ﻋﻈﻢ ﻓﻲ اﻟﺸﺮع
أﻣﺮ اﻟﺼﻮم 14.ﻓﺈن ﻣﻌﺎﻟﺠﺘﮭﺎ ﺗﺆدي إﻟﻰ ﻣﻌﺎﻟﺠﺔ اﻟﻐﺮاﺋﺰ اﻷﺧﺮى ،وردھﺎ إﻟﻰ
ﺣﺪ اﻻﻋﺘﺪال .
وﻋﻠﯿﮫ ﯾﻌﺘﺒﺮ اﻟﻌﻼج ﻓﻲ ﻣﻌﺎﻛﺴﺘﮭﺎ ،ﻓﯿُﺒﺮز ﻟﻨﺎ ﻓﻮاﺋﺪ اﻟﺠﻮع )ﻗﻠﺔ اﻟﻄﻌﺎم( ﻣﺘﻤﺜﻠﺔ
ﻓﻲ» :ﺻﻔﺎء اﻟﻘﻠﺐ وإﯾﻘﺎد اﻟﻘﺮﯾﺤﺔ وإﻧﻔﺎذ اﻟﺒﺼﯿﺮة ،ﻓﺈن اﻟﺸﺒﻊ ﯾﻮرث اﻟﺒﻼدة
وﯾﻌﻤﻲ اﻟﻘﻠﺐ ،ﺑﻞ اﻟﺼﺒﻲ إذا أﻛﺜﺮ اﻷﻛﻞ ﺑﻄﻞ ﺣﻔﻈﮫ وﻓﺴﺪ ذھﻨﮫ وﺻﺎر ﺑﻄﻲء
اﻟﻔﮭﻢ واﻹدراك» 15.ﻛﻤﺎ« ﯾﺴﺘﻔﯿﺪ ﻣﻦ ﻗﻠﺔ اﻷﻛﻞ ﺻﺤﺔ اﻟﺒﺪن ،ودﻓﻊ اﻷﻣﺮاض،
ﻓﺈن ﺳﺒﺒﮭﺎ ﻛﺜﺮة اﻷﻛﻞ .وﯾﺤﻮج إﻟﻰ اﻟﻔﺼﺪ واﻟﺤﺠﺎﻣﺔ ،واﻟﺪواء واﻟﻄﺒﯿﺐ ،وﻛﻞ
16
ذﻟﻚ ﯾﺤﺘﺎج إﻟﻰ ﻣﺆن وﻧﻔﻘﺎت ﻻ ﯾﺨﻠﻮ اﻹﻧﺴﺎن ﻣﻨﮭﺎ « .
وﺑﻌﺪ ھﺬه اﻟﺤﺠﺞ اﻟﺘﻲ ﯾﺴﻮﻗﮭﺎ اﻟﻐﺰاﻟﻲ ﻟﻠﺘﺪﻟﯿﻞ ﻋﻠﻰ أﻓﻀﻠﯿﺔ ﻗﻠﺔ اﻷﻛﻞ ،ﻟﻠﺠﺴﻢ
واﻟﻌﻘﻞ واﻟﻤﺎل ،ﯾﺘﻜﻠﻢ اﻟﻐﺰاﻟﻲ ﺑﺄﺳﻠﻮب ﻧﻔﺴﻲ اﺟﺘﻤﺎﻋﻲ ﻋﻦ ﺗﺄﺛﯿﺮ اﻟﺸﺒﻊ ﻋﻠﻰ
اﻹﻧﺴﺎن ،إذ ﯾﺪﻓﻌﮫ اﻟﺸﺒﻊ إﻟﻰ اﻟﺒﺤﺚ ﻋﻦ أﺷﯿﺎء أﺧﺮى ،ﻓﯿﻌﻤﻞ ﻋﻠﻰ إﺷﺒﺎع
ﻏﺮاﺋﺰ أﺧﺮى .
وﻣﻨﮫ ﺗﻨﺸﺄ اﻟﻐﺮاﺋﺰ ﻛﺘﻮاﺑﻊ ﻟﻐﺮﯾﺰة اﻟﺒﻄﻦ ،ﻓﯿﺘﺤﺮر اﻟﻠﺴﺎن ﺑﻌﺪ اﻟﺸﺒﻊ ،ﻓﯿﺘﻜﻠﻢ
ﻓﻲ اﻟﻨﺎس ،وﯾﺘﻄﻠﻊ اﻟﻔﺮد إﻟﻰ ﺗﺤﻘﯿﻖ رﻏﺒﺎﺗﮫ اﻟﻤﺨﺘﻠﻔﺔ .إذ ﯾﻘﻮل اﻟﻐﺰاﻟﻲ ﻓﻲ
أﺳﻠﻮب ﻣﺒﻨﻲ ﻋﻠﻰ اﻟﻤﻼﺣﻈﺔ واﻟﺨﺒﺮة ﺑﺎﻟﻨﻔﺲ اﻟﺒﺸﺮﯾﺔ وﺗﻄﻠﻌﺎﺗﮭﺎ » :وإذا ﺷﺒﻊ
اﻓﺘﻘﺮ إﻟﻰ ﻓﺎﻛﮭﺔ ﻓﯿﺘﻔﻜﮫ ﻻ ﻣﺤﺎﻟﺔ ﺑﺄﻋﺮاض اﻟﻨﺎس ...وإذا ﺷﺒﻊ اﻟﺮﺟﻞ ﻟﻢ ﯾﻤﻠﻚ
ﻓﺮﺟﮫ ،وإن ﻣﻨﻌﺘﮫ اﻟﺘﻘﻮى ﻓﻼ ﯾﻤﻠﻚ ﻋﯿﻨﮫ ،ﻓﺎﻟﻌﯿﻦ ﺗﺰﻧﻲ ،ﻛﻤﺎ أن اﻟﻔﺮج ﯾﺰﻧﻲ،
ﻓﺈن ﻣﻠﻚ ﻋﯿﻨﮫ ﺑﻐﺾ اﻟﻄﺮف ،ﻓﻼ ﯾﻤﻠﻚ ﻓﻜﺮه ،ﻓﯿﺨﻄﺮ ﻟﮫ ﻣﻦ اﻷﻓﻜﺎر اﻟﺮدﯾﺌﺔ
وﺣﺪﯾﺚ اﻟﻨﻔﺲ ،ﺑﺄﺳﺒﺎب اﻟﺸﮭﻮة ،وﻣﺎ ﯾﺘﺸﻮش ﺑﮫ ﻣﻨﺎﺟﺎﺗﮫ ،ورﺑﻤﺎ ﻋﺮض ﻟﮫ
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ذﻟﻚ ﻓﻲ أﺛﻨﺎء اﻟﺼﻼة ،وإﻧﻤﺎ ذﻛﺮﻧﺎ آﻓﺔ ّ
اﻟﻠﺴﺎن ،واﻟﻔﺮج ﻣﺜﺎﻻ ،وإﻻ ﻓﺠﻤﯿﻊ
17
ﻣﻌﺎﺻﻲ اﻷﻋﻀﺎء اﻟﺴﺒﻌﺔ٭ ،ﺳﺒﺒﮭﺎ اﻟﻘﻮة اﻟﺤﺎﺻﻠﺔ ﺑﺎﻟﺸﺒﻊ « .

أوﻻ :أن ﯾﺘﻨﺎوﻟﻮا ﻣﺎ ﯾﻘﻮي ﺷﮭﻮاﺗﮭﻢ ﻋﻠﻰ اﻻﺳﺘﻜﺜﺎر ﻣﻦ اﻟﻮﻗﺎع ،ﻛﻤﺎ ﻗﺪ ﯾﺘﻨﺎول
25
ﺑﻌﺾ اﻟﻨﺎس أدوﯾﺔ ﺗُﻘﻮي اﻟﻤﻌﺪة ﻟﺘﻌﻈﻢ ﺷﮭﻮة اﻟﻄﻌﺎم « .

ﻻ ﯾﻜﺘﻔﻲ اﻟﻐﺰاﻟﻲ ﺑﻌﺮض اﻟﻤﺸﺎﻛﻞ اﻟﻨﺎﺗﺠﺔ ﻋﻦ ﻛﺜﺮة اﻷﻛﻞ ،وﻋﺪم اﻻﻋﺘﺪال
ﻓﻲ اﻟﻄﻌﺎم ،وإﻧﻤﺎ ﯾﻘﺪم ﺑﻌﺪ ذﻟﻚ اﻟﻌﻼج واﻟﺤﻠﻮل اﻟﺘﻲ ﯾﺮاھﺎ ﻣﻨﺎﺳﺒﺔ ،ﻓﯿﺆﻛﺪ أوﻻ
18
وﻋﻮدوا ﻛﻞ ﺟﺴﻢ ﻣﺎ اﻋﺘﺎد.
أن »اﻟﺒﻄﻨﺔ أﺻﻞ اﻟﺪاء ،واﻟﺤﻤﯿﺔ أﺻﻞ اﻟﺪواءّ ،

ﺛﺎﻧﯿﺎ :ﻗﺪ ﺗﻨﺘﮭﻲ ﺑﺒﻌﺾ إﻟﻰ اﻟﻌﺸﻖ ﻟﺸﺨﺺ واﺣﺪ ﻣﻌﯿﻦ ﺣﺘﻰ ﯾﺰداد ﺑﮫ ذﻻً ﻋﻠﻰ
ذل ،وﻋﺒﻮدﯾﺔ ﻋﻠﻰ ﻋﺒﻮدﯾﺔ ،وﺣﺘﻰ ﯾﺴﺘﺴﺨﺮ اﻟﻌﻘﻞ ﻟﺨﺪﻣﺔ اﻟﺸﮭﻮة .وﻗﺪ ُﺧﻠﻖ
ﻟﯿﻜﻮن ﻣﻄﺎﻋﺎ ً ﻻ ﻟﯿﻜﻮن ﺧﺎدﻣﺎ ً ﻟﻠﺸﮭﻮة .وﻣﺎ اﻟﻌﺸﻖ إﻻ ﺳﻌﺔ إﻓﺮاط اﻟﺸﮭﻮة،
26
وھﻮ ﻣﺮض ﻗﻠﺐ ﻓﺎرغ ﻻ ھ ّﻢ ﻟﮫ«.

وھﻮ ﻛﻼم ﺻﺤﯿﺢ ﺑﺎﻟﻤﻘﺎﯾﯿﺲ اﻟﻌﻠﻤﯿﺔ اﻟﺤﺪﯾﺜﺔ ،ﻓﻜﺜﯿﺮ ﻣﻦ اﻷﻣﺮاض ﻧﺎﺗﺠﺔ ﻋﻦ
طﺒﯿﻌﺔ اﻟﻐﺬاء اﻟﺬي ﯾﺘﻨﺎوﻟﮫ اﻹﻧﺴﺎن ،ﺑﻞ أﺳﺎس ﻛﺜﯿﺮ ﻣﻦ اﻷﻣﺮاض اﻟﺨﻄﯿﺮة
واﻟﻤﺰﻣﻨﺔ ھﻮ اﻹﻓﺮاط ﻓﻲ اﻷﻛﻞ ،وﺑﺎﻟﺘﺎﻟﻲ زﯾﺎدة اﻟﻮزن ،اﻟﺬي أﺻﺒﺢ ﻓﻲ ﺣﺪ
ذاﺗﮫ ﻣﺮﺿﺎ ﺧﻄﯿﺮا ،ﻷﻧﮫ أرﺿﯿﺔ ﻷﻣﺮاض أﺧﺮى ،ﻛﺎﻟﺴﻜﺮي ،وارﺗﻔﺎع ﺿﻐﻂ
اﻟﺪم ،واﻟﻘﺮﺣﺔ ،وأﺣﯿﺎﻧﺎ اﻟﺴﺮطﺎن اﻟﻨﺎﺗﺞ ﻓﻲ ﻛﺜﯿﺮ ﻣﻦ اﻷﺣﯿﺎن ﻋﻦ اﻻﺧﺘﻼﻻت
اﻟﮭﺮﻣﻮﻧﯿﺔ واﻟﻐﺬاﺋﯿﺔ.
ﺛﻢ ﯾﻀﯿﻒ اﻟﻐﺰاﻟﻲ إﻟﻰ طﺮﯾﻘﺘﮫ ﻓﻲ اﻟﻌﻼج ،ﺿﺮورة اﻟﺘﺰام اﻟﻮﻗﺎﯾﺔ ،ﻣﻦ ﺧﻼل
اﻻﻋﺘﺪال ﻓﻲ اﻟﻄﻌﺎم ،ﻷن »اﻷﻓﻀﻞ ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ اﻟﻄﺒﻊ اﻟﻤﻌﺘﺪل ،أن ﯾﺄﻛﻞ
ﺑﺤﯿﺚ ﻻ ﯾﺤﺲ ﺑﺜﻘﻞ اﻟﻤﻌﺪة ،وﻻ ﯾﺤﺲ ﺑﺄﻟﻢ اﻟﺠﻮع ...ﻓﺈن ﻣﻘﺼﻮد اﻵﻛﻞ ﺑﻘﺎء
اﻟﺤﯿﺎة ،وﻗﻮة اﻟﻌﺒﺎدة ،وﺛﻘﻞ اﻟﻤﻌﺪة ﯾﻤﻨﻊ ﻣﻦ اﻟﻌﺒﺎدة ،وأﻟﻢ اﻟﺠﻮع أﯾﻀﺎ ﯾﺸﻐﻞ
اﻟﻘﻠﺐ وﯾﻤﻨﻊ ﻣﻨﮭﺎ ،وإذا ﻟﻢ ﯾﻜﻦ ﻟﻺﻧﺴﺎن ﺧﻼص ﻣﻦ اﻟﺸﺒﻊ واﻟﺠﻮع ،ﻓﺄﺑﻌﺪ
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اﻷﺣﻮال ﻋﻦ اﻟﻄﺮﻓﯿﻦ اﻟﻮﺳﻂ وھﻮ اﻻﻋﺘﺪال« .
وﯾﺆﻛﺪ اﻟﻐﺰاﻟﻲ ﻋﻠﻰ اﻟﻮﻗﺎﯾﺔ ﻣﻦ اﻷول ،وﺗﻌﻮﯾﺪ اﻟﺠﺴﻢ واﻟﻨﻔﺲ اﻻﻋﺘﺪال ﻓﻲ
ﻛﻞ ﺷﻲء ﻣﻨﺬ اﻟﺒﺪاﯾﺔ» ،ﻓﻠﯿﻜﻦ اﻻﺣﺘﯿﺎط ﻓﻲ ﺑﺪاﯾﺎت اﻷﻣﻮر ،ﻓﺄﻣﺎ ﻓﻲ أواﺧﺮھﺎ،
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ﻓﻼ ﺗﻘﺒﻞ اﻟﻌﻼج ،إﻻ ﺑﺠﮭﺪ ﺟﮭﯿﺪ ﯾﺆدي إﻟﻰ ﻧﺰع اﻟﺮوح«.
أﻣﺎ ﻣﻦ ﺗﻌﻮد ﻛﺜﺮة اﻷﻛﻞ ،ﻓﻤﺎ ﻋﻠﯿﮫ إﻻ أن ﯾﻌﻮد إﻟﻰ اﻟﺤﻤﯿﺔ ،وﺗﻨﻈﯿﻢ ﻧﻔﺴﮫ ،وﻻ
ﯾﻜﻮن ذﻟﻚ ﺣﺴﺐ اﻟﻐﺰاﻟﻲ إﻻ ﺑﺎﻟﺘﺪرج واﻟﻤﺜﺎﺑﺮة ،واﻟﺮﯾﺎﺿﺔ ،ﺣﺘﻰ ﻻ ﯾﻀﺮ
ﺟﺴﻤﮫ ﻣﻦ ﺟﮭﺔ ،وﯾﻨﺠﺢ ﻓﻲ ذﻟﻚ ﻣﻦ ﺟﮭﺔ أﺧﺮى ،وﻟﺬﻟﻚ ﯾﻘﺘﺮح اﻟﻐﺰاﻟﻲ» :ﻓﻲ
ﺗﻘﻠﯿﻞ اﻟﻄﻌﺎم ﻓﺴﺒﯿﻞ اﻟﺮﯾﺎﺿﺔ ﻓﯿﮫ اﻟﺘﺪرﯾﺞ ،ﻓﻤﻦ اﻋﺘﺎد اﻷﻛﻞ اﻟﻜﺜﯿﺮ ،واﻧﺘﻘﻞ
دﻓﻌﺔ واﺣﺪة إﻟﻰ اﻟﻘﻠﯿﻞ ،ﻟﻢ ﯾﺤﺘﻤﻠﮫ ﻣﺰاﺟﮫ ،وﺿﻌﻒ وﻋﻈﻤﺖ ﻣﺸﻘﺘﮫ ،ﻓﯿﻨﺒﻐﻲ
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أن ﯾﺘﺪرج إﻟﯿﮫ ﻗﻠﯿﻼ ﻗﻠﯿﻼ ،وذﻟﻚ ﺑﺄن ﯾﻨﻘﺺ ﻗﻠﯿﻼ ﻗﻠﯿﻼ ﻣﻦ طﻌﺎﻣﮫ اﻟﻤﻌﺘﺎد.
واﻟﻨﺘﯿﺠﺔ اﻟﺘﻲ ﯾﻮﺻﻠﻨﺎ إﻟﯿﮭﺎ ھﻲ أن ﻧﺠﻌﻞ ﻣﻦ اﻟﻐﺬاء وﺳﯿﻠﺔ ﻟﺤﻔﻆ اﻟﺼﺤﺔ،
وﻟﯿﺲ ﻏﺎﯾﺔ ﻓﻲ ﺣﺪ ذاﺗﮫ ،وﺑﺎﻟﺘﺎﻟﻲ ﻧﻔﮭﻢ ﻣﻨﮭﺎ أﻧﮭﺎ دﻋﻮة إﻟﻰ اﻟﺘﺮﺑﯿﺔ اﻟﺠﺴﺪﯾﺔ،
واﻻﺳﺘﮭﻼﻛﯿﺔ ،إذ ﺗﺤﻤﻲ اﻹﻧﺴﺎن ﻣﻦ اﻹﻓﺮاط ﻓﻲ اﻷﻛﻞ ،وﻣﻦ اﻟﺘﻔﺮﯾﻂ ﻓﻲ
ﺻﺤﺔ اﻟﻨﻔﺲ واﻟﺒﺪن ،إذ »أن اﻷطﻌﻤﺔ أدوﯾﺔ وإﻧﻤﺎ اﻟﻤﻘﺼﻮد ﻣﻨﮭﺎ أن ﯾﻘﻮى
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اﻹﻧﺴﺎن ﺑﮭﺎ ﻋﻠﻰ طﺎﻋﺔ ﷲ« .

ﻏـﺮﯾﺰة اﻟﺠﻨﺲ وﺗﮭﺬﯾﺒﮭﺎ
ﯾﻌﺘﺒﺮ اﻟﻐﺰاﻟﻲ ھﺬا اﻟﺪاﻓﻊ طﺒﯿﻌﯿﺎ ﻓﻲ اﻹﻧﺴﺎن ،وﻗﺪ ُوﺟﺪ ﻟﺴﺒﺒﯿﻦ ﻓﻲ اﻋﺘﻘﺎده
أوﻟﮭﻤﺎ :أﻧﮭﺎ ﻟﺬة ﻣﺤﺴﻮﺳﺔ ﯾﻤﻜﻦ ﻗﯿﺎس ﻋﻠﯿﮭﺎ ﻟﺬة ﻏﯿﺮ ﻣﺤﺴﻮﺳﺔ ھﻲ ﻟﺬات
اﻵﺧﺮة ،ﻷﻧﮭﺎ ﻣﻦ أﻋﻈﻢ اﻟﺸﮭﻮات .وﺛﺎﻧﯿﮭﻤﺎ :أﻧﮭﺎ ﻣﻘﺼﻮدة ﻟﺒﻘﺎء اﻟﻨﺴﻞ ،وﺣﻔﻆ
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ﺑﻘﺎء اﻟﻨﻮع اﻹﻧﺴﺎﻧﻲ واﺳﺘﻤﺮار اﻟﻮﺟﻮد .
وﻋﻼﺟﮭﺎ ﻋﻨﺪ اﻟﻐﺰاﻟﻲ أن ﯾﺘﺰوج اﻟﺸﺒﺎب ،ﻓﺈن ﻟﻢ ﯾﻘﺪروا ﻋﻠﻰ اﻟﺰواج،
ﻓﻠﯿﺴﺘﻌﯿﻨﻮا ﺑﺎﻟﺼﻮم واﻟﻌﺒﺎدة ﻟﺸﻐﻞ اﻟﻨﻔﺲ ﻋﻦ اﻟﺘﻔﻜﯿﺮ ﻓﯿﮭﺎ .ﻛﻤﺎ ﯾﺪﻋﻮ إﻟﻰ
اﻻﻋﺘﺪال ﻓﻲ ﺗﺤﻘﯿﻖ ھﺬه اﻟﻐﺮﯾﺰة» ،ﻓﺈذن إﻓﺮاط اﻟﺸﮭﻮة أن ﯾُﻐﻠﺐ اﻟﻌﻘﻞ .ﻣﺬﻣﻮم
ﺟﺪا ً ،وﺗﻔﺮﯾﻄﮭﺎ ﺑﺎﻟﻌﻨﺔ أو اﻟﻀﻌﻒ ھﻮ أﯾﻀﺎ ً ﻣﺬﻣﻮم ،وإﻧﻤﺎ اﻟﻤﺤﻤﻮد أن ﺗﻜﻮن
ﻣﻌﺘﺪﻟﺔ وﻣﻄﯿﻌﺔ ﻟﻠﻌﻘﻞ واﻟﺸﺮع .وﻣﮭﻤﺎ أﻓﺮطﺖ ﻓﻜﺴﺮھﺎ ﺑﺎﻟﺠﻮع واﻟﻨﻜﺎح « 24
وﯾﺤﺬر اﻟﻐﺰاﻟﻲ ﻣﻦ اﻟﻄﺮﻓﯿﻦ ،اﻹﻓﺮاط واﻟﺘﻔﺮﯾﻂ ،إذ أن اﻹﻓﺮاط ﻓﻲ ھﺬه
اﻟﻐﺮﯾﺰة ﻗﺪ ﯾﻜﻮن ﺳﺒﺒﺎ ﻓﻲ اﻧﺼﺮاف اﻟﻘﻠﺐ ﻋﻦ اﻟﻌﺒﺎدة ،واﻧﺸﻐﺎل اﻟﺮﺟﻞ
ﺑﺎﻟﻨﺴﺎء ،وﻗﺪ ﯾﻜﻮن ذﻟﻚ ﺳﺒﺒﺎ ﻓﻲ ﺗﺮك اﻟﺪﯾﻦ ،وارﺗﻜﺎب اﻟﻔﻮاﺣﺶ .ﻷن ﺳﯿﻄﺮة
ھﺬه اﻟﻐﺮﯾﺰة ﻋﻠﻰ اﻟﻨﻔﺲ ﻗﺪ ﯾﺪﻓﻊ اﻟﺒﻌﺾ إﻟﻰ اﻟﻤﺒﺎﻟﻐﺔ ﻓﻲ إﺷﺒﺎﻋﮭﺎ ﺑﻜﻞ اﻟﻄﺮق،
ﻋﻠﻰ ﺣﺴﺎب اﻟﻨﻔﺲ واﻟﺼﺤﺔ واﻵﺧﺮﯾﻦ.
ﻛﻤﺎ ﯾﺆﻛﺪ اﻟﻐﺰاﻟﻲ ﻋﻠﻰ أن اﻹﻓﺮاط ﯾﻨﺘﮭﻲ ﺑﺎﻟﺒﻌﺾ إﻟﻰ أﻣﺮﯾﻦ ﺷﻨﯿﻌﯿﻦ وھﻤﺎ:

ﻛﻤﺎ ﯾﻌﺘﺒﺮ )اﻟﻐﺰاﻟﻲ( اﻟﺘﻔﺮﯾﻂ ﻣﺮﺿﺎ ً وﺿﻌﻔﺎ ً ﻣﺬﻣﻮﻣﺎ ً ،ﺑﺤﯿﺚ ﻻ ﺗﺆدي ھﺬه
اﻟﻐﺮﯾﺰة وظﯿﻔﺘﮭﺎ ﻓﻲ ﺣﻔﻆ اﻟﻨﺴﻞ ،وﺗﺤﻘﯿﻖ اﻟﺸﮭﻮة واﻹﻣﺘﺎع ﻟﻠﻄﺮﻓﯿﻦ ،وھﻮ
إﺧﻼل ﺑﺤﻖ طﺒﯿﻌﻲ.
وﻟﻜﻨﮫ ﯾﺤﺬر ﻣﻦ ﺳﯿﻄﺮة اﻟﺸﮭﻮة ،ﺣﺘﻰ ﺗﺼﯿﺮ ﻋﺼﯿﺔ ﻋﻦ اﻟﺘﻐﯿﯿﺮ ،أي ﺣﺎﻻت
اﻹدﻣﺎن اﻟﺘﻲ ھﻲ ﺣﺎﻻت ﻣﺮﺿﯿﺔ ،ﯾﺼﻌﺐ ﻋﻼﺟﮭﺎ ،إذ ﯾﺤﺬر اﻟﻐﺰاﻟﻲ ﻣﻦ
ﺣﺎﻻت اﻹدﻣﺎن :وھﻲ ﺳﯿﻄﺮة اﻟﺸﮭﻮات ﻋﻠﻰ ﻧﻔﺲ اﻹﻧﺴﺎن ،ﺑﺤﯿﺚ ﻻ ﯾﺴﺘﻄﯿﻊ
اﻟﺘﺤﻜﻢ ﻓﯿﮭﺎ ،ﺑﻞ ﯾﻌﺘﺒﺮھﺎ اﻟﻐﺰاﻟﻲ ﺣﺎﻟﺔ ﻣﺮﺿﯿﺔ ﻟﻠﻨﻔﺲ اﻟﺘﻲ ﺗﺘﻌﻮد ﻋﻠﻰ ﻓﻌﻞ،
ﺛﻢ ﻻ ﺗﻘﺪر ﻋﻠﻰ اﻟﺘﺨﻠﺺ ﻣﻨﮫ ،إذ ﯾﻘﻮل .«:وإﻧﻤﺎ ﯾﺠﺐ اﻻﺣﺘﺮاز ﻣﻦ أواﺋﻠﮫ.
ﺴﺮ دﻓﻌﮫ؛ ﻓﻜﺬﻟﻚ ﻋﺸﻖ اﻟﻤﺎل ،واﻟﺠﺎه ،واﻟﻌﻘﺎر ،واﻷوﻻد،
وإﻻ ﻓﺈذا اﺳﺘﺤﻜﻢ ﻋ ُ
ﺣﺘّﻰ ﺣﺐ اﻟﻠّﻌﺐ ﺑﺎﻟﻄﯿﻮر ،واﻟﻨﺮد ،واﻟﺸﻄﺮﻧﺞ .ﻓﺈن ھﺬه اﻷﻣﻮر ﺗﺴﺘﻮﻟﻲ ﻋﻠﻰ
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طﺎﺋﻔﺔ ،ﺑﺤﯿﺚ ﺗﻨﻐﺺ ﻋﻠﯿﮭﻢ اﻟﺪﯾﻦ واﻟﺪﻧﯿﺎ ،وﻻ ﯾﺼﺒﺮوا ﻋﻨﮭﺎ اﻟﺒﺘﺔ « .
وﯾﻘﺪم اﻟﻐﺰاﻟﻲ ﺗﺸﺒﯿﮭﺎ ﺑﻠﯿﻐﺎ ﻋﻦ إدﻣﺎن اﻟﻨﻔﺲ ﺷﯿﺌﺎ وﻛﯿﻔﯿﺔ ﻋﻼﺟﮭﺎ ،وﺻﻌﻮﺑﺔ
ذﻟﻚ ﻗﺒﻞ ﺗﺤﻜﻢ ﻋﺎدة اﻹدﻣﺎن ،وﺑﻌﺪھﺎ ،ﺣﯿﺚ ﯾﺸﺒﮫ ذﻟﻚ ﺑﺪاﺑﺔ ﺗﺮﯾﺪ دﺧﻮل ﺑﺎب
دار ،إذ ﯾﻤﻜﻦ ﺻﺮﻓﮭﺎ ﺑﺴﮭﻮﻟﺔ ﻗﺒﻞ وﻟﻮﺟﮭﺎ ﺑﺎب اﻟﺪار ،وﯾﺼﻌﺐ ذﻟﻚ إن ﺗﻤﻜﻨﺖ
ﻣﻦ دﺧﻮل اﻟﺪار ،إذ ﯾﺤﺘﺎج اﻷﻣﺮ إﻟﻰ ﺟﮭﺪ ووﻗﺖ ﻹﺧﺮاﺟﮭﺎ ،واﻟﻔﺮق واﺿﺢ
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ﺑﯿﻦ اﻟﺤﺎﻟﯿﻦ .
وﻻ ﯾﺨﻔﻰ اﻟﻤﻌﻨﻰ اﻟﺬي ﯾﺮﯾﺪه اﻟﻐﺰاﻟﻲ ﻣﻦ ذﻟﻚ ،ﻓﺎﻟﻨﻔﺲ ﺻﺎﻓﯿﺔ ﺣﺮة ،وھﻲ
ھﻮا وأدﻣﻨﺖ ﻋﻠﯿﮫ،
ﺳﯿﺪة ﻋﻠﻰ ذاﺗﮭﺎ ﻗﺒﻞ ﺗﺤﻜﻢ اﻷھﻮاء ﻓﯿﮭﺎ ،ﻓﺈن ﺳﯿﻄﺮ ﻋﻠﯿﮭﺎ ً
وﺻﺎرت اﻟﺪاﺑﺔ داﺧﻞ ﻧﻔﺲ اﻹﻧﺴﺎن ،ﺣﯿﻨﮭﺎ ﺗﻔﻘﺪ اﻟﻨﻔﺲ ﺻﻔﺎءھﺎ وﺣﺮﯾﺘﮭﺎ،
وﯾﺬھﺐ ﺣﻜﻢ اﻟﻌﻘﻞ ،وﯾﺼﯿﺮ ﺣﻜﻢ اﻟﻐﺮﯾﺰة ،وﯾﺼﻞ اﻷﻣﺮ إﻟﻰ ﻣﺮض اﻟﻨﻔﺲ.

اﻷﺣﻼم واﻟﺤﺪس ﻓﻲ ﺗﺤﻠﯿﻞ اﻟﻨﻔﺲ ﻋﻨﺪ اﻟﻐﺰاﻟﻲ
ﻧﻈﺮة اﻟﻐﺰاﻟﻲ إﻟﻰ اﻷﺣﻼم وﻣﺎ ﻓﻲ اﻟﺒﺎطﻦ ﻣﻦ ﺣﻘﺎﺋﻖ ﻗﺮﯾﺒﺔ ﻣﻦ اﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ
اﻟﺬي ﯾﺠﻌﻞ ﻣﻦ اﻟﻼﺷﻌﻮر ،أو اﻟﻨﺸﺎط اﻟﻨﻔﺴﻲ اﻟﺒﺎطﻨﻲ ﻣﻨﺒﻊ ﺣﻘﺎﺋﻖ اﻟﻨﻔﺲ ،ﻓﺈن
اﻟﻐﺰاﻟﻲ أﯾﻀﺎ ﯾﺮى أن اﻟﺤﻘﺎﺋﻖ ﺗﺴﺘﻤﺪ ﺑﺎﻟﺤﺪس ﻣﻦ ﺑﺎطﻦ اﻟﻨﻔﺲ ﺑﻌﺪ رﯾﺎﺿﺘﮭﺎ
وﺻﻔﺎﺋﮭﺎ ،وإن اﺧﺘﻠﻒ اﻟﻤﻐﺰى ﺑﯿﻦ اﻟﻐﺰاﻟﻲ واﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ ،إﻻ أن ھﻨﺎك
ﺗﺸﺎﺑﮫ ﻓﻲ اﻷﻓﻜﺎر ،ﻛﻤﺎ ﯾﺪﻋﻮ اﻟﻐﺰاﻟﻲ إﻟﻰ ﺗﺄوﯾﻞ اﻷﺣﻼم ،وﯾﻌﻄﻲ ﻟﺬﻟﻚ دوراً
ھﺎﻣﺎ ﻻﻛﺘﺸﺎف اﻟﺤﻘﺎﺋﻖ اﻟﺘﻲ ﺗﻨﺠﻠﻲ ﻟﻠﻨﻔﺲ ،ﺑﻞ ﯾﺠﻌﻞ اﻟﻐﺰاﻟﻲ ﻣﻦ اﻟﺤﻠﻢ وﺳﯿﻠﺔ،
أو طﺮﯾﻖ إﻟﻰ اﻟﻤﻌﺮﻓﺔ ،إذ ﯾﻘﻮل» :اﻋﻠﻢ أن ﻟﻠﻘﻠﺐ ﺑﺎﺑﯿﻦ ﻟﻠﻌﻠﻮم :واﺣﺪ ﻟﻸﺣﻼم،
واﻟﺜﺎﻧﻲ ﻟﻌﺎﻟﻢ اﻟﯿﻘﻈﺔ ،وھﻮ اﻟﺒﺎب اﻟﻈﺎھﺮ إﻟﻰ اﻟﺨﺎرج ﻓﺈن ﻧﺎم ﻏﻠﻖ ﺑﺎب
اﻟﺤﻮاس ،ﻓﯿﻔﺘﺢ ﻟﮫ ﺑﺎب اﻟﺒﺎطﻦ وﯾﻜﺸﻒ ﻟﮫ ﻏﯿﺐ ﻣﻦ ﺑﺎب اﻟﻤﻠﻜﻮت ،وﻣﻦ اﻟﻠﻮح
اﻟﻤﺤﻔﻮظ ،ﻓﯿﻜﻮن ﻣﺜﻞ اﻟﻀﻮء ،ورﺑﻤﺎ اﺣﺘﺎج ﻛﺸﻔﮫ إﻟﻰ ﺷﻲء ﻣﻦ ﺗﻌﺒﯿﺮ
اﻷﺣﻼم ،وأﻣﺎ ﻣﺎ ﻛﺎن ﻣﻦ اﻟﻈﺎھﺮ ﻓﯿﻈﻦ اﻟﻨﺎس أن ﺑﮫ اﻟﯿﻘﻈﺔ أوﻟﻰ ﺑﺎﻟﻤﻌﺮﻓﺔ،
ﻣﻊ أﻧﮫ ﻻ ﯾﺒﺼﺮ ﻓﻲ اﻟﯿﻘﻈﺔ ﺷﻲء ﻣﻦ ﻋﺎﻟﻢ اﻟﻐﯿﺐ ،وﻣﺎ ﯾﺒﺼﺮ ﺑﯿﻦ اﻟﻨﻮم واﻟﯿﻘﻈﺔ
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أوﻟﻰ ﺑﺎﻟﻤﻌﺮﻓﺔ ﻣﻤﺎ ﯾﺒﺼﺮ ﻣﻦ طﺮﯾﻖ اﻟﺤﻮاس « .

اﻟﺘﺮﻣـﯿﺰ وﺗﺄوﯾـﻞ اﻷﺣﻼم واﻟﺮؤى
ﻻ ﺗﻨﻜﺸﻒ اﻟﺤﻘﺎﺋﻖ ﻓﻲ اﻷﺣﻼم ﺑﺸﻜﻞ ﻣﺒﺎﺷﺮ ﺑﻞ ﺗﻜﻮن ﻣﺮ ّﻣﺰة ﺧﻔﯿﺔ ،ﺗﺤﺘﺎج
إﻟﻰ ﻓﻚ أﺳﺮارھﺎ ،وﺗﺄوﯾﻞ ﻣﻌﺎﻧﯿﮭﺎ ،إذ أﻧﮭﺎ »اﺳﺘﻌﺎرات رﺳﻤﯿﺔ ،ﺗﺤﺘﮭﺎ رﻣﻮز
وإﺷﺎرات ﺧﻔﯿﺔ إذ ﻛﻤﺎ ﯾﺴﺘﺤﯿﻞ اﻟﻮﺻﻮل إﻟﻰ اﻟﻠّﺐ إﻻ ﻣﻦ طﺮﯾﻖ اﻟﻘﺸﺮ،
ﻓﯿﺴﺘﺤﯿﻞ اﻟﺘﺮﻗﻲ إﻟﻰ ﻋﺎﻟﻢ اﻷرواح إﻻ ﺑﻤﺜﺎل ﻋﺎﻟﻢ اﻷﺟﺴﺎم ،وﻻ ﺗﻌﺮف ھﺬه
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اﻟﻤﻮازﻧﺔ إﻻ ﺑﻤﺜﺎل ،ﻓﺎﻧﻈﺮوا إﻟﻰ ﻣﺎ ﯾﻨﻜﺸﻒ ﻟﻠﻨﺎﺋﻢ ﻓﻲ ﻧﻮﻣﮫ ﻣﻦ اﻟﺮؤﯾﺎ
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اﻟﺼﺤﯿﺤﺔ « .

اﻟﻌﻘﻞ واﻟﻐﺮﯾﺰة ،ﺑﯿﻦ اﻟﺮﻏﺒﺔ ﻓﻲ اﻹﺷﺒﺎع وطﻠﺐ اﻟﻠﺬة ،وﺑﯿﻦ اﻻﺳﺘﻘﺎﻣﺔ
واﻟﺮﺿﺎ .وﻓﻲ ﻧﻔﺲ اﻟﻮﻗﺖ اﻟﺸﻌﻮر ﺑﺎﻟﻨﺪم واﻹﺣﺴﺎس ﺑﺎﻟﺬﻧﺐ ﻓﻲ ﺣﺎﻟﺔ طﺎﻋﺔ
ﻣﻄﺎﻟﺐ اﻟﺠﺴﺪ ،وﻋﺼﯿﺎن أواﻣﺮ اﻟﻌﻘﻞ ،وﻣﻨﮫ ﯾﻨﺘﺞ اﻟﻘﻠﻖ واﻟﺘﻮﺗﺮ ،واﻟﻐﻀﺐ
واﻟﻌﺪوان ،واﻟﺨﻮف واﻻﻧﺘﻘﺎم ،وﺳﺮﻋﺎن ﻣﺎ ﯾﻀﻄﺮب اﻟﺴﻠﻮك ﺑﻈﮭﻮر ﺗﻠﻚ
اﻻﻧﻔﻌﺎﻻت ،وﻣﻊ ﺗﻜﺮارھﺎ ﺗﺴﯿﻄﺮ ﻋﻠﻰ اﻟﻨﻔﺲ وﺗﺼﺒﺢ ﻋﺎدة ﺗﺪﻓﻊ إﻟﻰ ﺳﻠﻮﻛﺎت
أﺧﺮى أﻛﺜﺮ ﺗﺄﺛﯿﺮا ﻋﻠﻰ اﻟﻨﻔﺲ.

ﺑﻞ ﯾﻘﺪم اﻟﻐﺰاﻟﻲ أﻣﺜﻠﺔ ﻣﻦ اﻟﺘﺮاث ،ﻓﻤﺜﻼ »رأى ﺑﻌﻀﮭﻢ إﻧﮫ ﻛﺎن ﻓﻲ ﯾﺪه ﺧﺎﺗﻢ
ﯾﺨﺘﻢ ﺑﮫ ﻓﺮوج اﻟﻨﺴﺎء ،وأﻓﻮاه اﻟﺮﺟﺎل ،ﻓﻘﺎل ﻟﮫ )اﺑﻦ ﺳﯿﺮﯾﻦ( أﻧﺖ رﺟﻞ ﺗﺆذن
ﻓﻲ رﻣﻀﺎن ﻗﺒﻞ اﻟﺼﺒﺢ ،ﻓﻘﺎل :ﻧﻌﻢ ،ورأى أﺧﺮ أ ّﻧﮫ ﯾﺼﺐ اﻟﺰﯾﺖ ﻓﻲ اﻟﺰﯾﺘﻮن،
ﺳﺒﯿﺖ و ِﺑﯿﻌﺖ واﺷﺘﺮﯾﺘﮭﺎ أﻧﺖ وﻻ
ﻓﻘﺎل ﻟﮫ إن ﻛﺎن ﺗﺤﺘﻚ ﺟﺎرﯾﺔ ﻓﮭﻲ أﻣﻚ ،ﻗﺪ ُ
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ﺗﻌﺮف ،ﻓﻜﺎن ﻛﺬﻟﻚ.

ﻛﻤﺎ ﯾُﺮﺟﻊ اﻟﻐﺰاﻟﻲ اﻧﺘﺸﺎر ﻣﺮض اﻟﻘﻠﻮب أﻛﺜﺮ ﻣﻦ ﻣﺮض اﻷﺑﺪان إﻟﻰ ﺛﻼﺛﺔ
أﺳﺒﺎب وھﻲ (1 :ﻻ ﯾﺪري اﻟﻤﺮﯾﺾ أﻧﮫ ﻣﺮﯾﺾ (2 .أن أﻋﺮاﺿﮫ وﻋﺎﻗﺒﺘﮫ ﻏﯿﺮ
ﻣﺸﺎھﺪة ﻓﻲ ھﺬا اﻟﻌﺎﻟﻢ ،ﺑﺨﻼف ﻣﺮض اﻟﺒﺪن ﻓﺈن ﻋﺎﻗﺒﺘﮫ ﻣﻮت ﻣﺸﺎھﺪ ﺗﻨﻔﺮ
اﻟﻄﺒﺎع ﻣﻨﮫ ،وﻣﺎ ﺑﻌﺪ اﻟﻤﻮت ﻏﯿﺮ ﻣﺸﺎھﺪ وﻋﺎﻗﺒﺘﮫ اﻟﺬﻧﻮب وﻣﻮت اﻟﻘﻠﺐ ،وھﻮ
ﻏﯿﺮ ﻣﺸﺎھﺪ (3 .ﻓﻘﺪ اﻟﻄﺒﯿﺐ ،ﻓﺈن اﻷطﺒﺎء ھﻢ اﻟﻌﻠﻤﺎء ،وﻗﺪ ﻣﺮﺿﻮا وﺻﺎرت
35
ﻟﮭﻢ ﺳﻠﻮة ﻓﻲ ﻋﻤﻮم اﻟﻤﺮض ﺣﺘﻰ ﻻ ﯾﻈﮭﺮ ﻧﻘﺼﺎﻧﮭﻢ .

وﯾﻔﺴﺮ اﻟﻐﺰاﻟﻲ ذﻟﻚ ﺑﺄن اﻟﺤﻘﺎﺋﻖ ﻻ ﺗﻨﻜﺸﻒ ﻟﻠﻨﻔﺲ اﻟﻜﺸﻒ اﻟﺼﺮﯾﺢ ،وإﻧﻤﺎ
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ﺑﺎﻹﺷﺎرة واﻟﺘﻠﻤﯿﺢ ،ﻷن ھﻨﺎك ﻓﺮق ﺑﯿﻦ ﻋﺎﻟﻢ اﻟﺮوح وﻋﺎﻟﻢ اﻟﻤﺎدة .

وﺗﺒﺮز ھﻨﺎ ﻧﻈﺮة اﻟﻐﺰاﻟﻲ ﻓﻲ اﻟﺮﺑﻂ ﺑﯿﻦ اﻷﺣﻼم واﻟﺤﻘﺎﺋﻖ راﺋﺪة ،وﯾﮭ ّﻤﻨﺎ ﻓﻲ
ذﻟﻚ اﻟﻤﻨﮭﺞ واﻟﺪﻻﻟﺔ اﻟﻨﻔﺴﯿﺔ اﻟﺘﻲ ﯾﻌﻄﯿﮭﺎ اﻟﻐﺰاﻟﻲ ﻟﺬﻟﻚ ،إذ ﯾﺤﺘﺎج اﻟﺤﻠﻢ إﻟﻰ
ﺗﺄوﯾﻞ ﻷن ﻟﮫ ﻣﻌﻨﻰ ،وﯾﺴﺘﻤﺪ اﻟﺘﺄوﯾﻞ ﻣﻦ ﻣﺼﺎدر اﻟﻠﻐﺔ واﻟﺜﻘﺎﻓﺔ واﻟﺪﯾﻦ ،وھﺬا
ﻣﺎ ﯾﻘﻮل ﺑﮫ اﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ ﺑﻌﺪ ﻗﺮون ﺑﻌﺪ ذﻟﻚ ،وھﺬا ﻣﺎ ﺗﻮﺻﻞ إﻟﯿﮫ اﻟﻐﺰاﻟﻲ
ﺑﻘﻮﻟﮫ» :ﻓﺎﻧﻈﺮ ﺧﺘﻢ اﻷﻓﻮاه واﻟﻔﺮوج ﺑﺎﻟﺨﺎﺗﻢ ،ﻣﺸﺎرﻛﺎ ﻟﻸذان ﻗﺒﻞ اﻟﺼﺒﺢ ﻓﻲ
روح اﻟﺨﺎﺗﻢ ،وھﻮ اﻟﻤﻨﻊ وإن ﻛﺎن ﻣﺨﺎﻟﻔﺎ ﻓﻲ ﺻﻮرﺗﮫ ،وﻗﺲ ﻋﻠﻰ ﻣﺎ ذﻛﺮﺗﮫ ﻣﺎ
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ﻟﻢ أذﻛﺮه ،واﻋﻠﻢ أن اﻟﻘﺮآن واﻷﺧﺒﺎر ﺗﺸﺘﻤﻞ ﻋﻠﻰ ﻛﺜﯿﺮ ﻣﻦ ھﺬا اﻟﺠﻨﺲ « .
وﻗﺪ ذھﺒﺖ ﻣﺪارس اﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ إﻟﻰ ذﻟﻚ ﺑﻘﻮﻟﮭﺎ :أن ﻟﻜﻞ ﺣﻠﻢ ﻣﻌﻨﻰ ،وأن
اﻷﺣﻼم ﺗﺘﺨﻔﻰ ﻣﻦ ﺧﻼل رﻣﻮز ،ﺗﺤﺘﺎج إﻟﻰ ﺗﺄوﯾﻞ ،وأن ﻣﺼﺎدر اﻟﺘﺄوﯾﻞ ھﻲ
ﺛﻘﺎﻓﺔ اﻟﻔﺮد وﻛﻞ ﻣﺎ ﯾﺴﺘﻤﺪه ﻣﻦ اﻟﻤﺠﺘﻤﻊ واﻟﺪﯾﻦ ﻣﻦ ﺗﻌﺒﯿﺮات ،أو ﻣﺎ ﯾﻄﻠﻖ ﻋﻠﯿﮫ
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اﻟﻼﺷﻌﻮر اﻟﺠﻤﻌﻲ .

أﻣﺮاض اﻟﻨﻔﺲ
ﯾﺘﻜﻠﻢ اﻟﻐﺰاﻟﻲ ﻋﻦ أﻣﺮاض اﻟﻨﻔﺲ اﻟﺘﻲ ﯾﻄﻠﻖ ﻋﻠﯿﮭﺎ أﻣﺮاض اﻟﻘﻠﺐ ،وذﻟﻚ ﻷﻧﮫ
ﯾﻌﻄﻲ ﻟﻠﻨﻔﺲ واﻟﻘﻠﺐ واﻟﺮوح ﻧﻔﺲ اﻟﻤﻌﻨﻰ أﺣﯿﺎﻧﺎ ،وﺗﻨﺸﺄ ھﺬه اﻷﻣﺮاض ﻋﺎدة
ﻣﻦ اﺧﺘﻼل اﻟﺘﻮازن ﺑﯿﻦ أﻗﺴﺎم اﻟﻨﻔﺲ اﻟﺒﺸﺮﯾﺔ ،وﻏﻠﺒﺔ طﺮف ﻋﻠﻰ اﻷطﺮاف
اﻷﺧﺮى ﻣﻦ ﺟﮭﺔ ،وﻋﺪم ﻗﺪرة اﻟﻌﻘﻞ ﻋﻠﻰ اﻟﺘﺤﻜﻢ واﻟﺴﯿﻄﺮة ﻣﻦ ﺟﮭﺔ أﺧﺮى،
ﻓﻨﺼﺒﺢ أﻣﺎم ﺣﺎﻻت ﻣﻦ اﻧﺤﺮاف اﻟﺴﻠﻮك ،وطﺎﻋﺔ اﻟﺮﻏﺒﺎت واﻟﺸﮭﻮات ،اﻟﺘﻲ
ﺗﺴﯿﻄﺮ ﻋﻠﻰ ﺻﺎﺣﺒﮭﺎ ،ﻓﺘﺴﯿﺮه .
ﻟﻘﺪ ﺗﻜﻠﻢ )اﻟﻐﺰاﻟﻲ( ﻋﻦ أﻣﺮاض اﻟﻨﻔﺲ اﻟﺘﻲ ﻟﻢ ﯾﺘﻄﺮق إﻟﯿﮭﺎ ﻋﻠﻢ اﻟﻨﻔﺲ ،وإن
ﻓﻌﻞ ذﻟﻚ ﻓﻠﻢ ﯾﺤﺪد ﺗﻠﻚ اﻷﻣﺮاض ﺑﺎﻟﻀﺒﻂ ،أو اﻋﺘﺒﺮھﺎ ﻟﻢ ﺗﺼﻞ إﻟﻰ درﺟﺔ
اﻟﺸﺪة اﻟﺘﻲ ﺗﺘﻄﻠﺐ ﻋﻼﺟﺎ ،إﻻ أن ذﻟﻚ ﻧﻌﺘﺒﺮه ﺳﺒﻘﺎ ﻋﻠﻤﯿﺎ ﻟﻠﻐﺰاﻟﻲ ﻓﻲ ﺗﻨﺎول
ﺗﻠﻚ اﻷﻣﺮاض ووﺻﻒ اﻟﻌﻼج ﻟﮭﺎ ،وإن اﺳﺘﻔﺎد اﻟﻐﺰاﻟﻲ ﻛﻤﺎ ھﻮ واﺿﺢ ﻣﻦ
اﻟﺪﯾﻦ ﻓﻲ ﻛﺸﻒ واﺳﺘﺨﺮاج ﺗﻠﻚ اﻷﻣﺮاض ،إﻻ أﻧﻨﺎ ﻧﺤﺴﺐ ﻟﮫ اﻟﺴﺒﻖ ﻓﻲ ﻗﺪرﺗﮫ
ﻋﻠﻰ ﺗﺤﺪﯾﺪھﺎ وﺿﺒﻄﮭﺎ ووﺻﻔﮭﺎ وﺗﺒﯿﯿﻦ أﺳﺒﺎﺑﮭﺎ ﺛﻢ اﻟﻌﻤﻞ ﻋﻠﻰ وﺻﻒ
ﻋﻼﺟﮭﺎ ،وﯾﺘﻀﺢ ھﻨﺎ ﻣﻨﮭﺞ دراﺳﺔ ﺣﺎﻟﺔ ﻓﻲ اﻟﺘﻌﺎﻣﻞ ﻣﻊ ھﺬه اﻷﻣﺮاض ،وﻟﺬﻟﻚ
ﯾﺤﺴﺐ ﻟﻠﻐﺰاﻟﻲ اﻹﺑﺪاع ﻓﻲ اﻟﻤﻮﺿﻮع وﻓﻲ اﻛﺘﺸﺎف اﻟﻤﻨﮭﺞ ﻣﻌﺎ ،وﻟﻠﺘﺪﻟﯿﻞ ﻋﻠﻰ
ذﻟﻚ ﻧﺬﻛﺮ ﺑﻌﺾ ھﺬه اﻷﻣﺮاض) اﻟﺘﻜﺒﺮ ،اﻟﻐﺮور ،اﻟﺤﺴﺪ ،اﻟﻜﺬب ،اﻟﺒﺨﻞ،
اﻟﺮﯾﺎء ،إﻟﺦ ( ﻛﻤﺎ ﻧﻤﺜﻞ ﺑﺒﻌﺾ اﻟﻨﻤﺎذج ﻟﺘﻌﺎﻣﻠﮫ ﻣﻊ ﺗﻠﻚ اﻷﻣﺮاض ﻹﺛﺒﺎت ﻣﺎ
ذﻛﺮﻧﺎه.

أﺳﺒﺎب اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ
ﻟﻌ ّﻞ ﻣﻦ اﻟﻤﺴﻠﻢ ﺑﮫ أن اﻷﺳﺒﺎب اﻷﺳﺎﺳﯿﺔ ﻓﻲ اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ،أو أﻣﺮاض
اﻟﻘﻠﻮب ﻛﻤﺎ ﯾﺴﻤﯿﮭﺎ اﻟﻐﺰاﻟﻲ ھﻮ اﻟﺼﺮاع ﺑﯿﻦ ﻗﻮى اﻟﺨﯿﺮ وﻗﻮى اﻟﺸﺮ ،ﺑﯿﻦ

ﻋﻼج اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ واﻻﻧﺤﺮاﻓﺎت اﻷﺧﻼﻗﯿﺔ

اﻧﻔﻌﺎل اﻟﻐﻀﺐ وﻋﻼﺟﮫ
ﺗﺤﻠﯿﻞ اﻟﻨﻔﺲ وﻋﻼج اﻟﺮذاﺋﻞ واﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ اﻟﺘﻲ ﯾﺘﻜﻠﻢ ﻋﻨﮭﺎ اﻟﻐﺰاﻟﻲ ﻓﯿﮭﺎ
ﻛﺜﯿﺮ ﻣﻦ اﻟﻌﻤﻖ ،واﻟﺴﺒﻖ ،واﻟﻤﻨﮭﺞ اﻟﺘﺄﻣﻠﻲ واﻹﻗﻨﺎع ﻓﻲ اﻟﻌﻼج اﻟﻨﻔﺴﻲ ،إذ
ﯾﻨﻄﻠﻖ ﻣﺜﻼ ﻣﻦ ﺗﻘﺪﯾﻢ ﻗﺎﻋﺪة اﻟﻌﻼج وھﻲ ﻣﻌﺮﻓﺔ أﺳﺒﺎب اﻟﻤﺸﻜﻞ أو اﻟﻤﺮض،
وﯾﺘﻢ ﺑﻌﺪ ذﻟﻚ ﻣﻮاﺟﮭﺔ اﻷﻋﺮاض ﺑﺄﺿﺪادھﺎ» ،ﻗﺪ ﻋﺮﻓﺖ أن ﻋﻼج ﻛﻞ ﻋﻠﺔ
36
ﺣﺴﻢ ﻣﺎدﺗﮭﺎ ،وإزاﻟﺔ أﺳﺒﺎﺑﮭﺎ ﻓﻼﺑﺪ ﻣﻦ إزاﻟﺔ ھﺬه اﻷﺳﺒﺎب« .
ﻓﻤﺜﻼ ﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﻐﻀﺐ ،ﯾﻘﺪم اﻟﻐﺰاﻟﻲ وﺻﻔﺎ دﻗﯿﻘﺎ ،ﻻ ﯾﻘﻞ دﻗﺔ وﺗﺤﻠﯿﻼ ﻋﻤﺎ ﻗﺎﻟﮫ
أﺻﺤﺎب اﻟﻤﺪرﺳﺔ اﻟﻔﯿﺰﯾﻮﻟﻮﺟﯿﺔ ،ﻓﻲ وﺻﻔﮭﻢ ﻟﻠﻤﻈﺎھﺮ اﻟﺠﺴﻤﯿﺔ ،ﻛﻤﺎ ﯾﻮﺿﺢ
ﻓﻲ ﺗﺤﻠﯿﻠﮫ اﻟﻌﻼﻗﺔ اﻟﻮﺛﯿﻘﺔ ﺑﯿﻦ اﻟﺠﺴﺪ واﻟﻨﻔﺲ ﻓﻲ ﺣﺪوث اﻻﻧﻔﻌﺎﻻت ،ﻣﺒﺮزا أن
اﻟﺠﺴﺪ ﻣﺮآة وﺻﻮرة ﻟﻤﺎ ﯾﺤﺪث ﻓﻲ اﻟﺪاﺧﻞ ﻣﻦ ﺗﻐﯿﺮات ،إذ ﯾﻘﻮل ﻓﻲ ذﻟﻚ» :
ﻣﻦ آﺛﺎر اﻟﻐﻀﺐ ﻓﻲ اﻟﻈﺎھﺮ ﺗﻐﯿﺮ اﻟﻠّﻮن وﺷﺪة اﻟﺮﻋﺪة ﻓﻲ اﻷطﺮاف ،وﺧﺮوج
اﻷﻓﻌﺎل ﻋﻦ اﻟﺘﺮﺗﯿﺐ واﻟﻨﻈﺎم ،واﺿﻄﺮاب اﻟﺤﺮﻛﺔ ﺣﺘﻰ ﯾﻈﮭﺮ اﻟﺰﺑﺪ ﻋﻠﻰ
اﻷﺷﺪاق ،وﺗﺤﻤﺮ اﻷﺣﺪاق وﺗﻨﻘﻠﺐ اﻟﻤﻨﺎﺧﺮ ،وﺗﺴﺘﺤﯿﻞ اﻟﺨﻠﻘﺔ ،وﻟﻮ رأى
اﻟﻐﻀﺒﺎن ﻓﻲ ﺣﺎﻟﺔ ﻏﻀﺒﮫ ﻗﺒﺢ ﺻﻮرﺗﮫ ﻟﺴﻜﻦ ﻏﻀﺒﮫ ﺣﯿﺎء ﻣﻦ ﻗﺒﺢ ﺻﻮرﺗﮫ،
واﺳﺘﺤﺎﻟﺔ ﺧﻠﻘﺘﮫ ،وﻗﺒﺢ ﺑﺎطﻨﮫ ،أﻋﻈﻢ ﻣﻦ ﻗﺒﺢ ظﺎھﺮه ،ﻓﺈن اﻟﻈﺎھﺮ ﻋﻨﻮان
اﻟﺒﺎطﻦ ،وإﻧﻤﺎ ﻗﺒﺤﺖ ﺻﻮرة اﻟﺒﺎطﻦ أوﻻ ،ﺛﻢ اﻧﺘﺸﺮ ﻗﺒﺤﮭﺎ إﻟﻰ اﻟﻈﺎھﺮ ﺛﺎﻧﯿﺎ،
ﻓﺘﻐﯿﺮ اﻟﻈﺎھﺮ ﺛﻤﺮة ﺗﻐﯿﺮ اﻟﺒﺎطﻦ ،ﻓﻘﺲ اﻟﺜﻤﺮة ﺑﺎﻟﻤﺜﻤﺮة ،ﻓﮭﺬا أﺛﺮه ﻓﻲ اﻟﺠﺴﺪ.
» 37ﺑﻌﺪ ھﺬا اﻟﻮﺻﻒ اﻟﺪﻗﯿﻖ ﻟﻠﻤﻈﺎھﺮ اﻟﺠﺴﻤﯿﺔ ،وﻋﻼﻗﺔ ذﻟﻚ ﺑﻤﺎ ﯾﺤﺪث ﻓﻲ
اﻟﻨﻔﺲ ،ﯾﻮاﺻﻞ )اﻟﻐﺰاﻟﻲ( ﺗﺤﻠﯿﻞ ﻧﺘﺎﺋﺞ اﻹﻧﻔﻌﺎل واﻷﻓﻌﺎل اﻟﺘﻲ ﺗﺼﺎﺣﺒﮫ ،وﻣﺎ
ﯾﻤﻜﻦ أن ﯾﺼﺎﺣﺐ اﻟﻐﻀﺐ اﻟﺸﺪﯾﺪ ﻣﻦ اﻧﺤﺮاف ﻓﻲ اﻟﺴﻠﻮك ،ﺣﯿﺚ ﯾﻘﻮل «:أﺛﺮه
ﻓﻲ اﻟﻠﺴﺎن ﻓﺎﻧﻄﻼﻗﮫ ﺑﺎﻟﺸﺘﻢ واﻟﻔﺤﺶ ﻣﻦ اﻟﻜﻼم ،اﻟﺬي ﯾﺴﺘﺤﻲ ﻣﻨﮫ ذو ﻋﻘﻞ،
وﯾﺴﺘﺤﻲ ﻣﻨﮫ ﻗﺎﺋﻠﮫ ﻋﻨﺪ ﻓﺘﻮر اﻟﻐﻀﺐ ،وذﻟﻚ ﻣﻊ ﺗﺨﺒﻂ اﻟﻨﻈﻢ ،واﺿﻄﺮاب
اﻟﻠّﻔﻆ .وأﻣﺎ أﺛﺮه ﻋﻠﻰ اﻷﻋﻀﺎء ﻓﺎﻟﻀﺮب واﻟﺘﮭﺠﻢ ،واﻟﺘﻤﺰﯾﻖ واﻟﻘﺘﻞ ،واﻟﺠﺮح
ﻋﻨﺪ اﻟﺘﻤﻜﻦ ،ﻣﻦ ﻏﯿﺮ ﻣﺒﺎﻻة .ﻓﺈن ھﺮب ﻣﻨﮫ اﻟﻤﻐﻀﻮب ﻋﻠﯿﮫ ﺑﺴﺒﺐ أو ﻋﺠﺰ
ﻋﻦ اﻟﺘﺸﻔﻲ رﺟﻊ اﻟﻐﻀﺐ ﻋﻠﻰ ﺻﺎﺣﺒﮫ ﻓﻤﺰق ﺛﻮب ﻧﻔﺴﮫ وﯾﻠﻄﻢ ﻧﻔﺴﮫ .وﻗﺪ
ﯾﻀﺮب ﺑﯿﺪه ﻋﻠﻰ اﻷرض ،وﯾﻌﺪو ﻋﺪو اﻟﻮاﻟﮫ اﻟﺴﻜﺮان ،واﻟﻤﺪھﻮش اﻟﻤﺘﺤﯿﺮ.
ورﺑﻤﺎ ﯾﺴﻘﻂ )ﺳﺮﯾﻌﺎ ً( ،ﻻ ﯾﻄﯿﻖ اﻟﻌﺪو واﻟﻨﮭﻮض ،ﺑﺴﺒﺐ ﺷﺪة اﻟﻐﻀﺐ،
وﯾﻌﺘﺮﯾﮫ ﻣﺜﻞ اﻟﻐﺸﯿﺔ .ورﺑﻤﺎ ﯾﻀﺮب اﻟﺠﻤﺎدات واﻟﺤﯿﻮاﻧﺎت ،ﻓﯿﻀﺮب اﻟﻘﺼﻌﺔ
ﻣﺜﻼ ﻋﻠﻰ اﻷرض ،وﻗﺪ ﯾﻜﺴﺮ اﻟﻤﺎﺋﺪة ،إذا ﻏﻀﺐ ﻋﻠﯿﮭﺎ .وﯾﺘﻌﺎطﻰ أﻓﻌﺎل
اﻟﻤﺠﺎﻧﯿﻦ ﻓﯿﺸﺘﻢ اﻟﺒﮭﯿﻤﺔ واﻟﺠﻤﺎدات وﯾﺨﺎطﺒﮭﺎ .وﯾﻘﻮل ﻋﻠﻰ ﻣﺘﻰ ﻣﻨﻚ ھﺬا ﯾﺎ
ﻛﯿﺖ وﻛﯿﺖ ،وﻛﺄﻧﮫ ﯾﺨﺎطﺐ ﻋﺎﻗﻼً ،ﺣﺘﻰ رﺑﻤﺎ رﻓﺴﺘﮫ داﺑﺔ ،ﻓﯿﺮﻓﺲ اﻟﺪاﺑﺔ،
وﯾﻘﺎﺑﻠﮭﺎ ﺑﺬﻟﻚ .وأﻣﺎ أﺛﺮه ﻓﻲ اﻟﻘﻠﺐ ﻣﻊ اﻟﻤﻐﻀﻮب ﻋﻠﯿﮫ ﻓﺎﻟﺤﻘﺪ ،واﻟﺤﺴﺪ
وإﺿﻤﺎر اﻟﺴﻮء ،واﻟﺸﻤﺎﺗﺔ ﺑﺎﻟﻤﺴﺎآت واﻟﺤﺰن ﺑﺎﻟﺴﺮور ،وھﺘﻚ اﻟﺴﺘﺮ
38
واﻻﺳﺘﮭﺰاء ،وﻏﯿﺮ ذﻟﻚ ﻣﻦ اﻟﻘﺒﺎﺋﺢ ،ﻓﮭﺬه ﺛﻤﺮة اﻟﻐﻀﺐ اﻟﻤﻔﺮط « .
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ﺑﻌﺪ ھﺬا اﻟﻮﺻﻒ اﻟﻌﻠﻤﻲ اﻟﺪﻗﯿﻖ اﻟﺬي ﯾﺒﺮز ﻟﻨﺎ ﻣﺎ ﯾﻤﻜﻦ أن ﯾﺆدي إﻟﯿﮫ اﻟﺘﻄﺮف
ﻓﻲ ھﺬا اﻹﻧﻔﻌﺎل ﻣﻦ ﻋﺪواﻧﯿﺔ وﻋﻨﻒ ،وإﻟﺤﺎق اﻷذى ﺑﺎﻟﺬات وﺑﺎﻟﻐﯿﺮ ،وﻏﯿﺎب
ﻟﻺرادة واﻟﻌﻘﻞ ،وﻟﺬﻟﻚ ﯾﺄﺗﻲ دور اﻟﺤﻠﻮل ،واﻟﻌﻼج ﻟﯿﺘﺤﻜﻢ اﻹﻧﺴﺎن ﻓﻲ اﻟﻐﻀﺐ
ﻛﺎﻧﻔﻌﺎل ،وﻗﺲ ﻋﻠﻰ ذﻟﻚ ﻓﻲ ﻛﻞ اﻻﻧﻔﻌﺎﻻت واﻟﻌﻮاطﻒ اﻷﺧﺮى ،وﺑﺪاﯾﺔ ﯾﺮى
اﻟﻐﺰاﻟﻲ ﺿﺮورة أن ﯾﺴﻌﻰ اﻹﻧﺴﺎن إﻟﻰ اﻟﻮﺳﻄﯿﺔ واﻻﻋﺘﺪال ﻓﻲ ﻛﻞ أﻓﻌﺎﻟﮫ
اﻟﻨﻔﺴﯿﺔ ،ﻓﻤﺜﻼ ﻓﻲ اﻟﻐﻀﺐ »ﺧﯿﺮ اﻷﻣﻮر أوﺳﺎطﮭﺎ ﻓﻤﻦ ﻣﺎل ﻏﻀﺒﮫ إﻟﻰ اﻟﻔﺘﻮر
ﺣﺘﻰ أﺣﺲ ﻣﻦ ﻧﻔﺴﮫ ﺑﻀﻌﻒ اﻟﻐﯿﺮة وﺧﺴﺔ اﻟﻨﻔﺲ ،ﻓﻲ اﺣﺘﻤﺎل اﻟﺬل واﻟﻀﯿﻢ
ﻓﻲ ﻏﯿﺮ ﻣﺤﻠﮫ ،ﻓﯿﻨﺒﻐﻲ أن ﯾﻌﺎﻟﺞ ﻧﻔﺴﮫ ،ﺣﺘﻰ ﯾﻘﻮى ﻏﻀﺒﮫ).ﻗﺪ ﻧﻔﮭﻢ ﻣﻦ ذﻟﻚ
ﺣﺘﻰ ﯾﺤﻔﻆ ﺑﻘﺎءه ،وھﯿﺒﺘﮫ واﺣﺘﺮاﻣﮫ (.وﻣﻦ ﻣﺎل ﻏﻀﺒﮫ إﻟﻰ اﻹﻓﺮاط ﺣﺘﻰ ﺟﺮه
إﻟﻰ اﻟﺘﮭﻮر ،واﻗﺘﺤﺎم اﻟﻔﻮاﺣﺶ ،ﻓﯿﻨﺒﻐﻲ أن ﯾﻌﺎﻟﺞ ﻧﻔﺴﮫ ﻟﯿﻨﻘﺺ ﻣﻦ ﺳﻮرة
39
اﻟﻐﻀﺐ ،وﯾﻘﻒ ﻋﻠﻰ اﻟﻮﺳﻂ اﻟﺤﻖ ﺑﯿﻦ اﻟﻄﺮﻓﯿﻦ « .

أﺳﺎﻟﯿﺐ ﻋﻼج أﻣﺮاض اﻟﻨﻔﺲ ﻋﻨﺪ اﻟﻐﺰاﻟﻲ

اﻟﻌﺒﺎدات
اﻟﻌﺒﺎدات ﻓﻲ اﻹﺳﻼم ﻟﯿﺴﺖ طﻘﻮﺳﺎ ﻣﺒﮭﻤﺔ ﻣﻐﺮﻗﺔ ﻓﻲ اﻟﺮﻣﺰﯾﺔ ،ﻻ ﻏﺎﯾﺔ دﻧﯿﻮﯾﺔ
ﻟﮭﺎ ،وإﻧﻤﺎ ھﻲ أﻋﻤﺎل ﻣﺮﺗﺒﻄﺔ ارﺗﺒﺎطﺎ وﺛﯿﻘﺎ ﺑﺎﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ واﻟﺠﺴﺪﯾﺔ ﻟﻠﻔﺮد
ﻣﻦ ﺟﮭﺔ ،وﻟﮭﺎ ﻋﻼﻗﺔ وﺛﯿﻘﺔ ﺑﺎﺳﺘﻘﺮار اﻟﻤﺠﺘﻤﻊ أﺧﻼﻗﯿﺎ واﺟﺘﻤﺎﻋﯿﺎ ،ﻟﮭﺬا أدرك
اﻟﻐﺰاﻟﻲ ﻣﺜﻞ ﻏﯿﺮه ﻣﻦ ﻓﻼﺳﻔﺔ اﻹﺳﻼم ،أن اﻟﻌﺒﺎدات ﻟﮭﺎ وظﯿﻔﺔ ﻛﺒﯿﺮة ﻓﻲ ﻋﻼج
اﻟﻤﺸﺎﻛﻞ واﻻﻧﺤﺮاﻓﺎت ﻟﺪى اﻟﻔﺮد واﻟﻤﺠﺘﻤﻊ ،ﻓﺘﺄﻣﻞ ﻣﺎ ﺗﺤﻘﻘﮫ اﻟﺼﻼة ﻣﻦ
طﻤﺄﻧﯿﻨﺔ ،وﺷﻌﻮر ﺑﺎﻷﻣﻦ واﻻﺳﺘﻘﺮار اﻟﻨﻔﺴﻲ ،زﯾﺎدة ﻋﻠﻰ ﻣﺎ ﻓﯿﮭﺎ ﻣﻦ ﻧﻈﺎﻓﺔ
ﻟﻠﻨﻔﺲ واﻟﺠﺴﺪ ،وﻣﺎ ﯾﺤﻘﻘﮫ اﻟﺼﯿﺎم ﻣﻦ ﺻﺤﺔ ﻟﻠﺠﺴﺪ ،زﯾﺎدة ﻋﻠﻰ ﻣﺎ ﺗﺆدي إﻟﯿﮫ
اﻟﺰﻛﺎة ﻣﻦ ﺗﻌﺎون وﺗﻜﺎﻓﻞ اﺟﺘﻤﺎﻋﻲ ،وﻣﻊ ﺗﻜﺎﻓﻞ ھﺬه اﻟﻌﺒﺎدات وﻣﺎ ﺗﺪﻋﻮ إﻟﯿﮫ
ﻣﻦ ﻣﻌﺎﻣﻼت ﺑﯿﻦ اﻷﻓﺮاد ﯾﻜﻮن اﻟﺴﻌﻲ ﻧﺤﻮ ﻣﺠﺘﻤﻊ ﻓﺎﺿﻞ ،ﻋﺎدل ﺗﻨﺘﻔﻲ ﻓﯿﮫ،
أو ﺗﻘﻞ اﻵﻓﺎت اﻻﺟﺘﻤﺎﻋﯿﺔ ،ﻷن ﺻﻼح اﻷﻓﺮاد ﻣﻦ ﺻﻼح اﻟﻤﺠﺘﻤﻊ .واﻟﻤﺘﺄﻣﻞ
ﻟﻜﺜﯿﺮ ﻣﻦ اﻵﯾﺎت واﻷﺣﺎدﯾﺚ ﯾﺘﺄﻛﺪ ﻣﻦ ذﻟﻚ ،ﺣﯿﺚ ﯾﻘﻮل ﺗﻌﺎﻟﻰ ):وأﻗﻢ اﻟﺼﻼة
إن اﻟﺼﻼة ﺗﻨﮭﻰ ﻋﻦ اﻟﻔﺤﺸﺎء واﻟﻤﻨﻜﺮ ،وﻟﺬﻛﺮ ﷲ أﻛﺒﺮ ،وﷲ ﯾﻌﻠﻢ ﻣﺎ
42
ﺗﺼﻨﻌﻮن(.

أﻣﺎ ﻓﻲ ﺣﺎﻻت اﺷﺘﺪاد اﻟﻐﻀﺐ ﻓﯿﻘﺪم اﻟﻐﺰاﻟﻲ ﻋﻼﺟﺎ ﻟﺬﻟﻚ ،ﻣﺬﻛﺮا داﺋﻤﺎ ﻋﻠﻰ
أن اﻟﻮﻗﺎﯾﺔ ﺧﯿﺮ ﻣﻦ اﻟﻌﻼج ،أي ﯾﺘﻮﻗﻰ اﻟﻐﻀﺐ ﻣﻦ اﻷول ﺑﺘﺮﺑﯿﺔ اﻟﻨﻔﺲ ﻣﻦ
اﻟﺒﺪاﯾﺔ ﻋﻠﻰ اﻻﻋﺘﺪال ،واﻟﺼﺒﺮ ،واﻟﺤﻠﻢ» ،ﺣﺘﻰ ﻻ ﯾﮭﯿﺞ ،ﻓﺈذا ﺟﺮى ﺳﺒﺐ
ھﯿﺎﺟﮫ ،ﻓﻌﻨﺪه ﯾﺠﺐ اﻟﺘﺜﺒﺖ ﺣﺘﻰ ﻻ ﯾﻀﻄﺮ ﺻﺎﺣﺒﮫ إﻟﻰ اﻟﻌﻤﻞ ﺑﮫ ﻋﻠﻰ اﻟﻮﺟﮫ
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اﻟﻤﺬﻣﻮم .وإﻧﻤﺎ ﯾﻌﺎﻟﺞ اﻟﻐﻀﺐ ﻋﻨﺪ ھﯿﺠﺎﻧﮫ ﺑﻤﻌﺠﻮن اﻟﻌﻠﻢ واﻟﻌﻤﻞ « .

)ﺧﺬ ﻣﻦ أﻣﻮاﻟﮭﻢ ﺻﺪﻗﺔ ﺗﻄ ّﮭﺮھﻢ وﺗﺰ ّﻛﯿﮭﻢ ﺑﮭﺎ(.

وﻻ ﯾﺨﺮج ھﺬا ﻋﻦ اﻟﻌﻼج اﻟﻤﻌﺮﻓﻲ واﻟﻌﻼج اﻟﺴﻠﻮﻛﻲ ﻛﻤﺎ ﯾﻌﺮف ﺣﺪﯾﺜﺎ،
وﺳﯿﺜﺒﺖ ذﻟﻚ ﺑﻌﺪ اﻟﺘﺤﻠﯿﻞ.

وﻗﻮل اﻟﻨﺒﻲ )ص() :ﻣﻦ ﻟﻢ ﯾﺪع ﻗﻮل اﻟﺰور واﻟﻌﻤﻞ ﺑﮫ ،ﻓﻠﯿﺲ � ﺣﺎﺟﺔ ﻓﻲ أن
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ﯾﺪع طﻌﺎﻣﮫ وﺷﺮاﺑﮫ(.

أﻣﺎ اﻟﻌﻠﻢ ﻓﮭﻮ ﺳﺘﺔ أﻣﻮر
•
•
•
•
•
•

أن ﯾﺘﻔﻜﺮ ﻓﻲ ﻓﻀﻞ ﻛﻈﻢ اﻟﻐﯿﻆ واﻟﻌﻔﻮ واﻟﺤﻠﻢ ،واﻻﺣﺘﻤﺎل ﻓﯿﺮﻏﺐ
ﻓﻲ ﺛﻮاﺑﮫ.
ﺗﺨﻮﯾﻒ ﻧﻔﺴﮫ ﻣﻦ ﻋﻘﺎب ﷲ إذا ظﻠﻢ ﻏﯿﺮه ،ﻓﺈن ﻛﺎن أﻗﻮى ﻣﻦ
ﺧﺼﻤﮫ ﻓﺎ� أﻗﻮى ﻣﻨﮫ.
اﻟﺤﺬر وﺗﺨﻮﯾﻒ اﻟﻨﻔﺲ ﻣﻦ ﻋﻮاﻗﺐ اﻟﻐﻀﺐ ﻋﻠﯿﮫ ﻓﻲ اﻟﺪﻧﯿﺎ.
أن ﯾﺘﻔﻜﺮ ﻓﻲ ﻗﺒﺢ ﺻﻮرﺗﮫ ﻋﻨﺪ اﻟﻐﻀﺐ ،ﺑﺄن ﯾﺘﺬﻛﺮ ﺻﻮرة ﻏﯿﺮه
ﻓﻲ ﺣﺎﻟﺔ اﻟﻐﻀﺐ ،وﺗﺸﺒﯿﮫ اﻟﻐﺎﺿﺐ ﺑﺎﻟﺤﯿﻮان اﻟﻀﺎري.
أن ﯾﺘﻔﻜﺮ ﻓﻲ اﻟﺴﺒﺐ اﻟﺬي ﯾﺤﻤﻠﮫ ﻋﻠﻰ اﻟﻐﻀﺐ واﻻﻧﺘﻘﺎم.
ﯾﻌﻠﻢ أن ﻏﻀﺐ ﷲ ﻋﻠﯿﮫ أﻋﻈﻢ ﻣﻦ ﻏﻀﺒﮫّ ،
ﻓﯿﻐﻠﺐ ﻣﺮاد ﷲ ﻻ
ﻣﺮاده.

وأﻣﺎ اﻟﻌﻤﻞ ﻓﮭﻮ
•
•
•

اﻟﺘﻌﻮذ ﻣﻦ اﻟﺸﯿﻄﺎن ،واﻻﺳﺘﻐﻔﺎر ﻣﻦ ﷲ ،واﻟﺪﻋﺎء.
اﻟﺠﻠﻮس إن ﻛﺎن اﻟﺸﺨﺺ واﻗﻔﺎ ،واﻻﺿﻄﺠﺎع إن ﻛﺎن ﺟﺎﻟﺴﺎ.
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اﻟﺘﻮﺿﺆ ﺑﺎﻟﻤﺎء ،أو اﻻﻏﺘﺴﺎل ﻹطﻔﺎء ﻧﺎر اﻟﻐﻀﺐ .

ﻧﺴﺘﻨﺘﺞ ﻣﻦ ھﺬا أن اﻟﻐﺰاﻟﻲ ﯾﺒﻨﻲ اﻟﻌﻼج اﻟﻨﻔﺴﻲ ﻋﻠﻰ أﻣﺮﯾﻦ ،اﻷول ﻧﻈﺮي
)اﻟﻌﻠﻢ ﻛﻤﺎ ﯾﺴﻤﯿﮫ( ،واﻟﺜﺎﻧﻲ ﺗﻄﺒﯿﻘﻲ)ﻋﻤﻠﻲ( ،وھﺬا اﻟﻜﻼم ﻻ ﯾﺨﺘﻠﻒ ﻛﺜﯿﺮا ﻋﻦ
ﻣﺎ ﯾُﻄﺮح ﺣﺪﯾﺜﺎ ،ﻣﻦ اﺳﺘﺨﺪام ﻟﻠﻌﻼج اﻟﻤﻌﺮﻓﻲ اﻟﻤﺒﻨﻲ ﻋﻠﻰ اﻻﻗﺘﻨﺎع ،واﻟﻮﻋﻲ
واﻟﻤﻌﺮﻓﺔ ﺑﺎﻟﻤﺮض ،ﺛﻢ اﻹرادة واﻟﺘﺼﻤﯿﻢ ﻋﻠﻰ اﻟﺘﺨﻠﺺ ﻣﻨﮫ .وﺑﻌﺪھﺎ ﯾﺄﺗﻲ
اﻟﻌﻼج اﻟﻌﻤﻠﻲ أو اﻟﺴﻠﻮﻛﻲ ﻣﻜﻤﻼ ﻟﺬﻟﻚ ،ﻣﺘﻤﺜﻼ ﻓﻲ اﻟﺠﮭﺪ اﻹرادي ﻟﻠﻌﻤﻞ ﻋﻠﻰ
اﻟﺘﺨﻠﺺ ﻣﻦ اﻟﻤﺮض ،ﺑﺎﻟﻤﻤﺎرﺳﺔ ،واﻟﺠﮭﺪ اﻟﺬاﺗﻲ اﻟﻤﺒﺬول .
وھﻮ ﺳﺒﻖ ﻣﻌﺮﻓﻲ وﻣﻨﮭﺠﻲ ﯾﺤﺴﺐ ﻟﻠﻐﺰاﻟﻲ دون ﺷﻚ .وﯾﻤﻜﻦ ﺗﻄﺒﯿﻖ ھﺬا
اﻟﻌﻼج ﻋﻦ طﺮﯾﻖ ﺟﮭﺪ ذاﺗﻲ داﺧﻠﻲ .ﯾﻘﻮم ﺑﮫ اﻟﺸﺨﺺ ﻧﻔﺴﮫ .وﯾﻤﻜﻦ اﻻﺳﺘﻌﺎﻧﺔ
ﺑﺠﮭﺪ ﺧﺎرﺟﻲ ،ﯾﻘﻮم ﺑﮫ ﻣﻌﺎﻟﺞ أو ﻣﺮﺷﺪ ،ﺧﺒﯿﺮ ﺑﺪاء اﻟﻘﻠﻮب ،أو اﻟﻨﻔﻮس ﻛﻤﺎ
ﯾﻘﻮل اﻟﻐﺰاﻟﻲ.
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وﻟﻮ ﺗﺘﺒﻌﻨﺎ ﻧﻤﻮذﺟﺎ ﯾﻘﺪﻣﮫ اﻟﻐﺰاﻟﻲ ﻟﻠﻌﺒﺎدات ،ﻧﺘﺒﯿّﻦ ﻣﻨﮫ اﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ اﻟﺪﻗﯿﻖ
ﻟﻠﻨﻔﺲ اﻟﺒﺸﺮﯾﺔ اﻟﺬي ﯾﻘﺪﻣﮫ اﻟﻐﺰاﻟﻲ ،وﻧﻈﺮﺗﮫ إﻟﻰ اﻟﻌﺒﺎدة ﻋﻠﻰ أﻧﮭﺎ أﺳﺎس ﺗﺤﻘﯿﻖ
اﻻﺗﺼﺎل ﺑﺎ� ،ﻟﺘﺼﻞ اﻟﻨﻔﺲ إﻟﻰ اﻟﺘﻮازن واﻻﺳﺘﻘﺮار اﻟﻨﻔﺴﻲ واﻟﻄﻤﺄﻧﯿﻨﺔ .إذ
ﯾﺮى ﻣﺜﻼ أن روح اﻟﺼﻼة ﻓﻲ ﺣﻀﻮر اﻟﻘﻠﺐ ،أﻣﺎ »إذا ﻛﺎن اﻟﻘﻠﺐ ﻏﺎﻓﻼ وﻟﺴﺎﻧﮫ
ﯾﺘﺤﺮك ﺑﺤﻜﻢ اﻟﻌﺎدة ،ﻓﻤﺎ أﺑﻌﺪ ھﺬا ﻋﻦ اﻟﻤﻘﺼﻮد ﺑﺎﻟﺼﻼة اﻟﺘﻲ ﺷﺮﻋﺖ ﻟﺘﺼﻘﯿﻞ
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اﻟﻘﻠﺐ وﺗﺠﺪﯾﺪ ذﻛﺮ ﷲ ﻋﺰ وﺟﻞ ،ورﺳﻮخ ﻋﻘﺪ اﻹﯾﻤﺎن « .
وﻣﻊ ﻣﻌﺮﻓﺔ اﻟﻐﺰاﻟﻲ ﻟﻠﻄﺒﯿﻌﺔ اﻟﺒﺸﺮﯾﺔ ﻓﮭﻮ ﯾﺪرك أن اﻟﺨﺸﻮع اﻟﺘﺎم ﯾﺒﺪو
ﻣﺴﺘﺤﯿﻼ ،إذ ﻻ ﯾﻤﻜﻦ اﻟﺘﺨﻠﺺ ﻣﻦ ﻣﺸﺎﻏﻞ اﻟﺪﻧﯿﺎ ،وأھﻮاء اﻟﻨﻔﺲ ،إﻻ أن
اﻟﻐﺰاﻟﻲ ﯾﺠﺘﮭﺪ ﻓﻲ ﻓﮭﻢ أﻏﻮار اﻟﻨﻔﺲ اﻟﺒﺸﺮﯾﺔ ﻟﯿﺤﺪد اﻷﺳﺒﺎب اﻟﺘﻲ ﺗﺸﻐﻞ اﻟﻨﻔﺲ
ﻋﻦ اﻟﺨﺸﻮع ،ﻣﻠﺘﺰﻣﺎ ﺑﻤﻨﮭﺠﮫ اﻟﻌﻠﻤﻲ ﯾﺒﯿﻦ ﻟﻨﺎ ﻓﻲ ﻧﻔﺲ اﻟﻮﻗﺖ اﻟﺪواء وﻛﯿﻔﯿﺔ
ﻋﻼج ﺷﺮود اﻟﺬھﻦ ،ودﻓﻊ اﻟﻤﺜﯿﺮات ،وھﻨﺎ ﺗﺒﺮز ﻋﺒﻘﺮﯾﺔ اﻟﻐﺰاﻟﻲ ﻓﻲ ﺗﺤﻠﯿﻞ
اﻟﻨﻔﺲ ،إذ ﯾﻘﻮل» :وﺳﺒﺐ ﻣﻮارد اﻟﺨﻮاطﺮ إﻣﺎ أن ﯾﻜﻮن أﻣﺮا ﺧﺎرﺟﺎ ،أو أﻣﺮا
ﻓﻲ ذاﺗﮫ ﺑﺎطﻨﺎ .أﻣﺎ اﻟﺨﺎرج ﻓﻤﺎ ﯾﻘﺮع اﻟﺴﻤﻊ أو ﯾﻈﮭﺮ ﻟﻠﺒﺼﺮ ،ﻓﺈن ذﻟﻚ ﻗﺪ
ﯾﺨﺘﻄﻒ اﻟ َﮭﻢ )أي اﻟﻔﻜﺮ( ﺣﺘﻰ ﯾﺘﺒﻌﮫ وﯾﺘﺼﺮف ﻓﯿﮫ ،ﺗﻨﺠﺮ اﻟﻔﻜﺮة إﻟﻰ ﻏﯿﺮه
وﯾﺘﺴﻠﺴﻞ ،وﯾﻜﻮن اﻹﺑﺼﺎر ﺳﺒﺒﺎ ﻟﻺﻓﺘﻜﺎر ،ﺛﻢ ﯾﺼﯿﺮ ﺑﻌﺾ ﺗﻠﻚ اﻷﻓﻜﺎر ﺳﺒﺒﺎ
ﻟﻠﺒﻌﺾ ،وﻣﻦ ﻗﻮﯾﺖ ﻧﯿﺘﮫ ،وﻋﻠﺖ ھﻤﺘﮫ ﻟﻢ ﯾﻠﮭﮫ ﻣﺎ ﺟﺮى ﻋﻠﻰ ﺣﻮاﺳﮫ ،وﻟﻜﻦ
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اﻟﻀﻌﯿﻒ ﻓﻼﺑﺪ وأن ﯾﺘﻔﺮق ﺑﮫ ﻓﻜﺮه « .
وﻓﻲ ھﺬا اﻟﺘﺤﻠﯿﻞ واﻟﻮﺻﻒ ﯾﺤﺪد)اﻟﻐﺰاﻟﻲ( طﺒﯿﻌﺔ اﻟﻌﻮاﻣﻞ اﻟﺬاﺗﯿﺔ
واﻟﻤﻮﺿﻮﻋﯿﺔ اﻟﺘﻲ ﺗﺆﺛﺮ ﻋﻠﻰ اﻟﻤﺼﻠﻲ وﺣﻮاﺳﮫ ،ﻓﺘﺸﻐﻠﮫ ﻋﻦ اﻟﺨﺸﻮع،
وﺗﺸﺘﺖ اﻧﺘﺒﺎھﮫ اﻟﺒﺼﺮي واﻟﺴﻤﻌﻲ .وﻻ ﯾﻜﺘﻔﻲ ﺑﻌﺮض اﻟﻤﺜﯿﺮات اﻟﻤﺨﺘﻠﻔﺔ ﺑﻞ
ﯾﺼﻒ أﯾﻀﺎ اﻟﺤﻠﻮل» ،وﻋﻼﺟﮫ ﻗﻄﻊ ھﺬه اﻷﺳﺒﺎب ﺑﺄن ﯾﻐﺾ ﺑﺼﺮه ،أو
ﯾﺼﻠﻲ ﻓﻲ ﺑﯿﺖ ﻣﻈﻠﻢ ،وﻻ ﯾﺘﺮك ﺑﯿﻦ ﯾﺪﯾﮫ ﻣﺎ ﯾﺸﻐﻞ ﺣﺴﮫ ،وﯾﻘﺮب ﻣﻦ ﺣﺎﺋﻂ
ﻋﻨﺪ ﺻﻼﺗﮫ ،ﺣﺘﻰ ﻻ ﺗﺘﺴﻊ ﻣﺴﺎﻓﺔ ﺑﺼﺮه .وﯾﺤﺘﺮز ﻣﻦ اﻟﺼﻼة ﻋﻠﻰ اﻟﺸﻮارع،
وﻓﻲ اﻟﻤﻮاﺿﻊ اﻟﻤﻨﻘﻮﺷﺔ اﻟﻤﺼﻨﻮﻋﺔ وﻋﻠﻰ اﻟﻔﺮش اﻟﻤﺼﺒﻮﻏﺔ ،وأﻣﺎ اﻷﺳﺒﺎب
اﻟﺒﺎطﻨﺔ ﻓﮭﻲ أﺷﺪ ،وﯾﻌﯿﻨﮫ ﻋﻠﻰ ذﻟﻚ أن ﯾﺴﺘﻌﺪ ﻟﮫ ﻗﺒﻞ اﻟﺘﺤﺮﯾﻢ ،ﺑﺎن ﯾﺠﺪد ﻋﻠﻰ
ﻧﻔﺴﮫ ذﻛﺮ اﻵﺧﺮة ،وﻣﻮﻗﻒ اﻟﻤﻨﺎﺟﺎة ،وﺧﻄﺮ اﻟﻤﻘﺎم ﺑﯿﻦ ﯾﺪي ﷲ ﺳﺒﺤﺎﻧﮫ ،وھﻮ
اﻟﻤﻄﻠﻊ وﯾﻔﺮغ ﻗﻠﺒﮫ ﻗﺒﻞ اﻟﺘﺤﺮﯾﻢ ﺑﺎﻟﺼﻼة ﻋﻤﺎ ﯾﮭ ّﻤﮫ ،ﻓﻼ ﯾﺘﺮك ﻟﻨﻔﺴﮫ ﺷﻐﻼ
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ﯾﻠﺘﻔﺖ إﻟﯿﮫ ﺧﺎطﺮه« .
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Psychoanalysis and Diagnosis of Psychiatric Conditions and Their Treatment by Al-Ghazali
وﻛﻤﺎ ﻻﺣﻈﻨﺎ ﯾﻘﺘﺮح اﻟﺤﻠﻮل ﻹﺑﻌﺎد ﺗﺄﺛﯿﺮ اﻟﻤﺜﯿﺮات اﻟﺨﺎرﺟﯿﺔ ،ﺛﻢ ﺗﺤﺮﯾﺮ اﻟﻨﻔﺲ
ﻣﻦ اﻟﺨﻮاطﺮ اﻟﺪاﺧﻠﯿﺔ ،ﻟﺘﺤﻘﯿﻖ اﻟﺘﺮﻛﯿﺰ وﺣﻀﻮر اﻟﻘﻠﺐ ﻓﻲ اﻟﺼﻼة ،وﯾﺒﺮز
ﻓﻲ ﺗﺤﻠﯿﻠﮫ إدراك ﺟﯿﺪ ﻟﻠﻌﻮاﻣﻞ اﻟﻤﺨﺘﻠﻔﺔ اﻟﺘﻲ ﺗﺆﺛﺮ ﻓﻲ اﻟﻨﻔﺲ اﻟﺒﺸﺮﯾﺔ.

» وﻛﺬﻟﻚ اﻟﺸﮭﻮة واﻟﻐﻀﺐ ﯾﻨﺒﻐﻲ أن ﯾﻜﻮﻧﺎ ﺗﺤﺖ ﯾﺪ اﻟﻌﻘﻞ ،ﻓﻼ ﯾﻔﻌﻼ ﺷﯿﺌﺎ إﻻ
ﺑﺄﻣﺮه ،ﻓﺈن ﻓﻌﻞ ذﻟﻚ ﺻﺢ ﻟﮫ ﺣﺴﻦ اﻟﺨﻠﻖ ،وھﻲ ﺻﻔﺎت اﻟﻤﻼﺋﻜﺔ ،وھﻲ ﺑﺬر
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اﻟﺴﻌﺎدة «.

اﻻﻋﺘﺪال واﻟﺘﻮازن

اﻟﻌﻼج اﻟﻌﻤﻠﻲ ﻋﻨﺪ اﻟﻐﺰاﻟﻲ

وﻗﺪ ﺗﻨﺒﮫ اﻟﻐﺰاﻟﻲ وﻏﯿﺮه ﻣﻦ ﻓﻼﺳﻔﺔ اﻹﺳﻼم ﻛﺎﺑﻦ ﺳﯿﻨﺎ إﻟﻰ ذﻟﻚ ،ﺣﯿﺚ ﯾﻘﻮل
اﻟﻐﺰاﻟﻲ» :إن اﻻﻋﺘﺪال ﻓﻲ اﻷﺧﻼق ھﻮ ﺻﺤﺔ اﻟﻨﻔﺲ واﻟﻤﯿﻞ ﻋﻦ اﻻﻋﺘﺪال
ﺳﻘﻢ وﻣﺮض ...وﻛﻤﺎ أن اﻟﺒﺪن ﻓﻲ اﻻﺑﺘﺪاء ﻻ ﯾﺨﻠﻖ ﻛﺎﻣﻼ ،وإﻧﻤﺎ ﯾﻜﻤﻞ وﯾﻘﻮى
ﺑﺎﻟﻨﺸﻮء واﻟﺘﺮﺑﯿﺔ ﺑﺎﻟﻐﺬاء ،ﻓﻜﺬﻟﻚ اﻟﻨﻔﺲ ﺗﺨﻠﻖ ﻧﺎﻗﺼﺔ ﻗﺎﺑﻠﺔ ﻟﻠﻜﻤﺎل وإﻧﻤﺎ ﺗﻜﻤﻞ
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ﺑﺎﻟﺘﺮﺑﯿﺔ وﺗﮭﺬﯾﺐ اﻷﺧﻼق واﻟﺘﻐﺬﯾﺔ ﺑﺎﻟﻌﻠﻢ « .

وﯾﻜﻤﻦ ذﻟﻚ ﻓﻲ وﺟﮭﯿﻦ ﻣﺘﻜﺎﻣﻠﯿﻦ ،ﺗﺮك وﻓﻌﻞ ،أي ﺗﺠﻨﺐ اﻟﺮذاﺋﻞ ،واﻟﺘﺨﻠﻲ
ﻋﻨﮭﺎ ،واﻛﺘﺴﺎب اﻟﻔﻀﺎﺋﻞ واﻟﺘﺤﻠﻲ ﺑﮭﺎ .

وﯾﺆﻛﺪ اﻟﻐﺰاﻟﻲ ﻋﻠﻰ ﻣﺒﺪأ اﻻﻋﺘﺪال واﻟﺘﻮازن ﻋﻠﻰ اﻟﻤﺴﺘﻮﯾﯿﻦ اﻟﺠﺴﻤﻲ
واﻟﻨﻔﺴﻲ ،ﻓﺈذا ﻛﻨﺎ ﻻﺣﻈﻨﺎ ذﻟﻚ ﺳﺎﺑﻘﺎ ﻋﻠﻰ اﻟﺠﺴﻢ ،ﻓﮭﻮ ﯾﺮى أﯾﻀﺎ ﺿﺮورة
اﻟﺘﻮازن واﻻﻋﺘﺪال ﺑﯿﻦ ﻗﻮى اﻟﻨﻔﺲ ،وذﻟﻚ ﺑﺘﺤﻜﯿﻢ اﻟﻌﻘﻞ ،ﻛﻤﺎ اﻧﮫ ﻻ ﯾﺆﻣﻦ ﺑﻘﻤﻊ
وﻣﺤﻮ اﻟﻐﺮﯾﺰة واﻻﻧﻔﻌﺎﻻت ،واﻟﻌﺎطﻔﺔ ،وإﻧﻤﺎ ﯾﻌﺘﺒﺮھﺎ ﺟﺰءا ﺿﺮورﯾﺎ ﻣﻦ
اﻹﻧﺴﺎن ،وإﻧﻤﺎ ﯾﺠﺐ ﺗﻨﻈﯿﻢ ذﻟﻚ اﻟﻨﺸﺎط اﻟﻨﻔﺴﻲ »ﻓﺈذ رأﯾﺖ واﺣﺪا ﻣﻨﮭﻢ ﻗﺪ
ﻋﺼﻰ ﻋﻠﯿﻚ ﻣﺜﻞ اﻟﺸﮭﻮة واﻟﻐﻀﺐ ،ﻓﻌﻠﯿﻚ ﺑﺎﻟﻤﺠﺎھﺪة وﻻ ﺗﻘﺼﺪ ﻗﺘﻠﮭﻤﺎ ،ﻷن
اﻟﻤﻤﻠﻜﺔ ﻻ ﺗﺴﺘﻘﺮ ،إﻻ ﺑﮭﻤﺎ ﻓﺈذا ﻓﻌﻠﺖ ذﻟﻚ ﻛﻨﺖ ﺳﻌﯿﺪا ،وأدﯾﺖ ﺣﻖ اﻟﻨﻌﻤﺔ وإﻻ
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ﻛﻨﺖ ﺷﻘﯿﺎ « .
ﻛﻤﺎ أن اﻻﻋﺘﺪال واﻟﺮﺟﻮع إﻟﻰ اﻟﻮﺳﻄﯿﺔ ﻣﮭﻢ ﻓﻲ ﺣﺪوث اﻟﺸﻔﺎء واﻟﺘﻮازن
ﻟﻠﻨﻔﺲ ،ﻓﻲ ﻣﻮاﺟﮭﺔ اﻟﺤﺎﻻت اﻟﻨﻔﺴﯿﺔ ﻛﺎﻟﺨﻮف اﻟﻤﻔﺮط ،واﻟﯿﺄس واﻟﻘﻨﻮط
وﺑﺎﻟﺘﺎﻟﻲ اﻻﻛﺘﺌﺎب ،وﯾﻜﻮن اﻟﺘﻌﺎﻣﻞ ﺣﺴﺐ )اﻟﻐﺰاﻟﻲ( ﺑﺤﺴﺐ اﻟﺤﺎﻟﺔ ،إذ »اﻟﺬي
ﻏﻠﺐ ﻋﻠﯿﮫ اﻟﺨﻮف ﺣﺘﻰ ھﺠﺮ اﻟﺪﻧﯿﺎ ﺑﺎﻟﻜﻠﯿﺔ ،وﻛﻠّﻒ ﻧﻔﺴﮫ ﻣﺎ ﻻ ﯾﻄﯿﻖ ،وﺿﯿّﻖ
اﻟﻌﯿﺶ ﻋﻠﻰ ﻧﻔﺴﮫ ﺑﺎﻟﻜﻠﯿﺔ ،ﻓﺘﻜﺴﺮ ﺳﻮرة إﺳﺮاﻓﮫ ﻓﻲ اﻟﺨﻮف ،ﺑﺬﻛﺮ أﺳﺒﺎب
اﻟﺮﺟﺎء ،ﻟﯿﻌﻮد إﻟﻰ اﻻﻋﺘﺪال ،وﻛﺬﻟﻚ اﻟﻤﺼﺮ ﻋﻠﻰ اﻟﺬﻧﻮب اﻟﻤﺸﺘﮭﻲ ﻟﻠﺘﻮﺑﺔ
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اﻟﻤﻤﺘﻨﻊ ﻋﻨﮭﺎ ﺑﺤﻜﻢ اﻟﻘﻨﻮط واﻟﯿﺄس اﺳﺘﻌﻈﺎﻣﺎ ﻟﺬﻧﻮﺑﮫ « .
وﯾﻈﮭﺮ ھﻨﺎ ﺟﻠﯿﺎ أﺳﻠﻮب اﻟﻌﻼج اﻟﻤﺒﻨﻲ ﻋﻠﻰ اﻹرﺷﺎد واﻹﻗﻨﺎع ،واﺳﺘﻌﺎدة اﻟﺜﻘﺔ
إﻟﻰ اﻟﻤﺮﯾﺾ ﺣﺘﻰ ﯾﺴﺘﺮﺟﻊ ﺗﻮازﻧﮫ اﻟﻨﻔﺴﻲ ،وﺑﺎﻟﺘﺎﻟﻲ ﯾﺤﺪث اﻟﻌﻼج ،وھﻮ ﻧﻔﺲ
اﻷﺳﻠﻮب اﻟﻤﻌﺘﻤﺪ ﻓﻲ اﻟﻤﺪارس اﻟﺤﺪﯾﺜﺔ .

ﺗﺮﺑﯿﺔ اﻟﻐﺮاﺋﺰ واﻟﺘﺤﻜﻢ ﻓﯿﮭﺎ
وﯾﺆﻛﺪ أن اﻻﻧﻔﻌﺎﻻت واﻟﻌﻮاطﻒ ﺟﺰء ﻣﻦ اﻟﺤﯿﺎة اﻟﻨﻔﺴﯿﺔ ،إذ ﻻ ﯾﻤﻜﻦ إزاﻟﺘﮭﺎ
ﺑﺎﻟﻜﻠﯿﺔ وإﻧﻤﺎ ﺗﺮﺑﯿﺘﮭﺎ واﻟﺘﺤﻜﻢ ﻓﯿﮭﺎ ،إذ ﯾﻘﻮل» :اﻋﻠﻢ أﻧﮫ ظﻦ ظﺎﻧﻮن أﻧﮫ ﯾﺘﺼﻮر
ﻣﺤﻮ اﻟﻐﻀﺐ ﺑﺎﻟﻜﻠﯿﺔ ،وزﻋﻤﻮا أن اﻟﺮﯾﺎﺿﺔ إﻟﯿﮫ ﺗﺘﻮﺟﮫ وإﯾﺎه ﺗﻘﺼﺪ ،وظﻦ
آﺧﺮون أﻧّﮫ أﺻﻞ ﻻ ﯾﻘﺒﻞ اﻟﻌﻼج ،وھﺬا رأي ﻣﻦ ﯾﻈﻦ أن اﻟ ُﺨﻠﻖ ﻛﺎﻟﺨِ ﻠﻖ،
وﻛﻼھﻤﺎ ﻻ ﯾﻘﺒﻞ اﻟﺘﻐﯿﯿﺮ ،وﻛﻼ اﻟﺮأﯾﯿﻦ ﺿﻌﯿﻒ ﺑﻞ اﻟﺤﻖ ﻓﯿﮫ ﻣﺎ ﻧﺬﻛﺮه ،وھﻮ
أﻧﮫ ﻣﺎ ﺑﻘﻲ اﻹﻧﺴﺎن ﯾﺤﺐ ﺷﯿﺌﺎ وﯾﻜﺮه ﺷﯿﺌﺎ ﻓﻼ ﯾﺨﻠﻮ ﻣﻦ اﻟﻐﯿﻆ واﻟﻐﻀﺐ ،وﻣﺎ
دام ﯾﻮاﻓﻘﮫ ﺷﻲء وﯾﺨﺎﻟﻔﮫ آﺧﺮ ،ﻓﻼ ﺑﺪ ﻣﻦ أن ﯾﺤﺐ ﻣﺎ ﯾﻮاﻓﻘﮫ ،وﯾﻜﺮه ﻣﺎ ﯾﺨﺎﻟﻔﮫ،
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واﻟﻐﻀﺐ ﯾﺘﺒﻊ ذﻟﻚ « .
وﻟﻤﺎ ﻛﺎﻧﺖ ﺗﻠﻚ اﻻﻧﻔﻌﺎﻻت ﺟﺰءا ﺣﯿﺎ ﻣﻦ اﻹﻧﺴﺎن ،ﻓﻤﺎ ﻋﻠﯿﮫ إﻻ أن ﯾﺘﺤﻜﻢ ﻓﯿﮭﺎ
وﯾﻮﺟﮭﮭﺎ ﺗﻮﺟﯿﮭﺎ ﺻﺤﯿﺤﺎ ﻣﺎ دام ﻣﺴﺘﺤﯿﻞ ﻣﺤﻮھﺎ ﺑﺎﻟﻜﻠﯿﺔ ﻛﻤﺎ ﯾﻘﻮل اﻟﻐﺰاﻟﻲ:
»ﻓﻠﯿﺴﺖ اﻟﺮﯾﺎﺿﺔ ﻓﯿﮫ ﻟﯿﻨﻌﺪم ﻏﯿﻆ اﻟﻘﻠﺐ .وﻟﻜﻦ ﻟﻜﻲ ﯾﻘﺪر ﻋﻠﻰ أن ﻻ ﯾﻄﯿﻊ
اﻟﻐﻀﺐ ،وﻻ ﯾﺴﺘﻌﻤﻠﮫ ﻓﻲ اﻟﻈﺎھﺮ ،إﻻ ﻋﻠﻰ ﺣﺪ ﯾﺴﺘﺤﺒﮫ اﻟﺸﺮع وﯾﺴﺘﺤﺴﻨﮫ
اﻟﻌﻘﻞ.وذﻟﻚ ﻣﻤﻜﻦ ﺑﺎﻟﻤﺠﺎھﺪة ،وﺗﻜﻠﻒ اﻟﺤﻠﻢ،واﻻﺣﺘﻤﺎل ﻣﺪة ﯾﺼﯿﺮ اﻟﺤﻠﻢ
واﻻﺣﺘﻤﺎل ﺧﻠﻘﺎ راﺳﺨﺎ .ﻓﺄﻣﺎ ﻗﻤﻊ أﺻﻞ اﻟﻐﯿﻆ ﻣﻦ اﻟﻘﻠﺐ ،ﻓﺬﻟﻚ ﻟﯿﺲ ﻣﻘﺘﻀﻰ
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اﻟﻄﺒﻊ ،وھﻮ ﻏﯿﺮ ﻣﻤﻜﻦ ،ﻧﻌﻢ ﯾﻤﻜﻦ ﻛﺴﺮ ﺳﻮرﺗﮫ ،وﺗﻀﻌﯿﻔﮫ « .

اﻟﻌﻼج ﺑﺘﺮك اﻟﺮذاﺋﻞ :وﺳﻤﺎھﺎ اﻟﻐﺰاﻟﻲ اﻟﻤﮭﻠﻜﺎت ،وھﻲ اﻟﺤﺴﺪ واﻟﻜﺬب،
واﻟﺮﯾﺎء واﻟﺘﻜﺒﺮ ،وﻏﯿﺮھﺎ ﻣﻦ اﻟﻤﻮﺑﻘﺎت .وھﻲ اﻟﺼﻔﺎت اﻟﺴﯿﺌﺔ اﻟﺘﻲ ﺗﺘﺼﻒ
ﺑﮭﺎ اﻟﻨﻔﺲ.
اﻟﻌﻼج ﺑﺎﻛﺘﺴﺎب اﻟﻔﻀﺎﺋﻞ :وھﻲ ﻛﺜﯿﺮة وﺗﺸﻜﻞ أﺳﺎس اﻟﻌﻼج ﻋﻨﺪ اﻟﻐﺰاﻟﻲ وﻗﺪ
أﻓﺮد ﻟﮭﺎ اﻟﻐﺰاﻟﻲ ﻓﺼﻮﻻ ﻓﻲ اﻹﺣﯿﺎء ،ﺳﻤﺎه رﺑﻊ اﻟﻤﻨﺠﯿﺎت وﯾﺘﻤﺜﻞ ﻓﻲ اﻟﺘﺰام
اﻟﺼﺒﺮ واﻟﻌﻔﺔ واﻟﺼﺪق ،واﻷﻣﺎﻧﺔ ،وﻏﯿﺮھﺎ ﻣﻦ اﻟﻔﻀﺎﺋﻞ ،أو اﻟﺼﻔﺎت اﻟﺤﺴﻨﺔ.
إذ ﯾﺴﺘﺨﺪم ﻣﻊ اﻟﺠﻤﯿﻊ طﺮﯾﻖ اﻟﻮﻋﻆ واﻹرﺷﺎد ،ﻟﺘﺮك اﻟﺮذاﺋﻞ واﻛﺘﺴﺎب
اﻟﻔﻀﺎﺋﻞ ،ﻟﻜﻦ ﯾﻜﻮن ذﻟﻚ ﺣﺴﺐ ﺣﺎﻟﺔ ﻛﻞ ﺷﺨﺺ ،أي ﺑﺎﻟﻤﻮازﻧﺔ ﺑﯿﻦ اﻟﺮﺟﺎء
واﻟﺨﻮف» ،أﻣﺎ اﻟﺬي ﻏﻠﺐ ﻋﻠﯿﮫ اﻟﺨﻮف ،ﺣﺘﻰ ھﺠﺮ اﻟﺪﻧﯿﺎ ﺑﺎﻟﻜﻠﯿﺔ ،وﻛﻠﻒ ﻧﻔﺴﮫ
ﻣﺎ ﻻ ﺗﻄﯿﻖ ،وﺿﯿّﻖ اﻟﻌﯿﺶ ﻋﻠﻰ ﻧﻔﺴﮫ ﺑﺎﻟﻜﻠﯿﺔ ،ﻓﺘﻜﺴﺮ ﺳﻮرة إﺳﺮاﻓﮫ ﻓﻲ
اﻟﺨﻮف ،ﺑﺬﻛﺮ أﺳﺒﺎب اﻟﺮﺟﺎء ،ﻟﯿﻌﻮد إﻟﻰ اﻻﻋﺘﺪال ،ﻛﺬﻟﻚ اﻟﻤﺼﺮ ﻋﻠﻰ اﻟﺬﻧﻮب
اﻟﻤﺸﺘﮭﻲ ﻟﻠﺘﻮﺑﺔ ،اﻟﻤﻤﺘﻨﻊ ﻋﻨﮭﺎ ﺑﺤﻜﻢ اﻟﻘﻨﻮط واﻟﯿﺄس ،اﺳﺘﻌﻈﺎﻣﺎ ﻟﺬﻧﻮﺑﮫ اﻟﺘﻲ
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ﺳﺒﻘﺖ ،ﯾﻌﺎﻟﺞ أﯾﻀﺎ ﺑﺄﺳﺒﺎب اﻟﺮﺟﺎء ﺣﺘﻰ ﯾﻄﻤﻊ ﻓﻲ ﻗﺒﻮل اﻟﺘﻮﺑﺔ ﻓﯿﺘﻮب « .

ﺗﻮازن اﻟﺸﺨﺼﯿﺔ ﻋﻨﺪ اﻟﻐﺰاﻟﻲ
ﯾﺴﺘﺨﺪم )اﻟﻐﺰاﻟﻲ( ﻣﺼﻄﻠﺤﺎ ﻣﮭﻤﺎ ﻟﻠﺪﻻﻟﺔ ﻋﻠﻰ ﺣﺼﻮل اﻟﺘﻮازن اﻟﻨﻔﺴﻲ،
وﺗﻮاﻓﻖ اﻟﺸﺨﺼﯿﺔ ﻣﻊ ﻣﺤﯿﻄﮭﺎ ،وھﻮ ﻣﺼﻄﻠﺢ اﻟﺮﺿﺎ ،اﻟﺬي ﺻﺎر ﻣﺴﺘﺨﺪﻣﺎ
أﯾﻀﺎ ﻓﻲ ﻋﻠﻢ اﻟﻨﻔﺲ اﻟﺤﺪﯾﺚ.
إذ اﻟﺮﺿﺎ ﻋﻨﺪ )اﻟﻐﺰاﻟﻲ( ھﻮ ﺛﻤﺮة اﻟﻤﺤﺒﺔ ،أي ﻣﺤﺒﺔ اﻟﻌﺒﺪ ﻟﺨﺎﻟﻘﮫ ،وطﺎﻋﺘﮫ ﻟﮫ،
وﯾﺘﺼﻮر اﻟﺮﺿﺎ ﻣﻦ وﺟﮭﯿﻦ:
اﻟﻮﺟﮫ اﻷول :ﯾﺒﻄﻞ اﻹﺣﺴﺎس ﺑﺎﻷﻟﻢ ،ﻓﻼ ﯾﺤﺲ اﻟﺸﺨﺺ ﺑﺎﻷﻟﻢ ،وﯾﺘﻘﺒﻞ
اﻹﻧﺴﺎن اﻷﻓﻌﺎل رﻏﻢ ﺿﺮرھﺎ وﯾﺘﺰود ﺑﺎﻟﺼﺒﺮ ،ﻣﺜﺎﻟﮫ اﻟﺮﺟﻞ اﻟﻤﺤﺎرب ﻓﻲ
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اﻟﻐﻀﺐ أو اﻟﺨﻮف ﯾﺘﻌﺮض ﻟﻠﺠﺮاح وﻻ ﯾﺤﺲ ﺑﺎﻷﻟﻢ .
اﻟﻮﺟﮫ اﻟﺜﺎﻧﻲ :أن ﯾﺤﺲ اﻷﻟﻢ وﯾﺪرﻛﮫ ،وﻟﻜﻦ ﯾﻜﻮن راﺿﯿﺎ ﺑﮫ ،راﻏﺒﺎ ً ﻓﯿﮫ ﺑﻌﻘﻠﮫ،
وإن ﻛﺎن ﻛﺎرھﺎ ﺑﻄﺒﻌﮫ ،ﻣﺜﻠﮫ ﻣﻦ ﯾﺴﺎﻓﺮ ﻓﻲ طﻠﺐ اﻟﺮﺑﺢ ،ﯾﺪرك ﻣﺸﻘﺔ اﻟﺴﻔﺮ،
وﻟﻜﻦ ﺣﺒﮫ ﻟﺜﻤﺮة ﺳﻔﺮه طﯿّﺐ ﻋﻨﺪه ﻣﺸﻘﺔ اﻟﺴﻔﺮ ،وﺟﻌﻠﮫ راﺿﯿﺎ ﺑﮭﺎ ﻣﮭﻤﺎ
56
أﺻﺎﺑﮫ .
واﻟﺮﺿﺎ ﻋﻨﺪ اﻟﻐﺰاﻟﻲ ھﻮ اﻟﺤﺎﻟﺔ اﻟﺘﻲ ﯾﺘﻢ ﻓﯿﮫ اﻟﺘﻐﻠﺐ ﻋﻠﻰ اﻟﺸﮭﻮات واﻟﻐﺮاﺋﺰ،
ﺑﻌﺪ ﺻﺮاع ﺑﯿﻦ ﺑﺎﻋﺚ اﻟﮭﻮى وﺑﺎﻋﺚ اﻷﺧﻼق .وﺗﺤﻠﻲ اﻹﻧﺴﺎن ﻓﻲ ھﺬه
اﻟﻤﺮﺣﻠﺔ ﺑﺎﻟﺼﺒﺮ واﻟﻤﻮاظﺒﺔ ﻋﻠﻰ رﯾﺎﺿﺔ اﻟﻨﻔﺲ ﻋﻠﻰ ﺗﺠﻨﺐ اﻟﺮذاﺋﻞ ،وﺑﺎﻟﺘﺎﻟﻲ
ﺗﺘﺤﻘﻖ ﺣﺮﯾﺔ اﻹﻧﺴﺎن وﻗﯿﺎدﺗﮫ ﻟﻨﻔﺴﮫ ،وذﻟﻚ ﺣﯿﻦ »ﯾﻤﻠﻚ اﻟﻌﺒﺪ ﺷﮭﻮﺗﮫ وﻏﻀﺒﮫ
57
ﻓﯿﻨﻘﺎدان ﻟﺒﺎﻋﺚ اﻟﺪﯾﻦ ،إذ ﺑﮫ ﯾﺼﯿﺮ ﺻﺎﺣﺒﮫ ﺣﺮا « .
أﻣﺎ إذا ﺣﺪث اﻟﻌﻜﺲ وﻟﻢ ﯾﻔﻠﺢ ﻓﻲ اﻟﺘﺤﻜﻢ ﻓﻲ ﻧﻔﺴﮫ ،واﺳﺘﻮﻟﺖ ﻋﻠﯿﮫ ﻏﺮاﺋﺰه.
ﻓﺈﻧﮫ »ﯾﺼﯿﺮ ﻋﺒﺪا ﻣﺴﺨﺮا ﻣﺜﻞ اﻟﺒﮭﯿﻤﺔ ،ﻣﻤﻠﻮﻛﺎ ﯾﺴﺘﺠﺮه زﻣﺎم اﻟﺸﮭﻮة ،آﺧﺬا
58
ﺑﻤﺨﺘﻨﻘﮫ إﻟﻰ ﺣﯿﺚ ﯾﺮﯾﺪ وﯾﮭﻮى « .
ﻓﺎﻟﻐﺰاﻟﻲ أدرك ﻣﻨﺬ ذﻟﻚ اﻟﻮﻗﺖ ﻣﻨﮭﺞ اﻟﻌﻼج اﻟﻤﺘﻜﺎﻣﻞ اﻟﻤﺒﻨﻲ ﻋﻠﻰ اﻟﺠﻤﻊ ﺑﯿﻦ
اﻟﻌﻼج اﻟﺬاﺗﻲ اﻟﺬي ﯾﻘﻮم ﺑﮫ اﻟﻔﺮد ﻧﻔﺴﮫ ،واﻟﻌﻼج اﻟﻤﻮﺿﻮﻋﻲ اﻟﺬي ﯾﻘﻮم ﺑﮫ
74

Miloud H
ﻣﻼﺣﻆ ﺧﺎرﺟﻲ ،ﻛﺎﻟﻤﻌﻠﻢ أو اﻟﻤﺮﺷﺪ ،ﺣﯿﺚ ﯾﻘﻮل ﻣﺜﻼً» :اﻹﻧﺴﺎن اﻟﻐﻔﻞ اﻟﺬي
ﻻ ﯾﻤﯿﺰ ﺑﯿﻦ اﻟﺤﻖ واﻟﺒﺎطﻞ ،واﻟﺠﻤﯿﻞ واﻟﻘﺒﯿﺢ .ﺑﻞ ﺑﻘﻲ ﻛﻤﺎ ﻓﻄﺮ ﻋﻠﯿﮫ ﺧﺎﻟﯿﺎ ﻋﻦ
ﺟﻤﯿﻊ اﻻﻋﺘﻘﺎدات...ﻓﮭﺬا ﺳﺮﯾﻊ اﻟﻘﺒﻮل ﻟﻠﻌﻼج ﺟﺪا ،ﻓﻼ ﯾﺤﺘﺎج إﻻ إﻟﻰ ﻣﻌﻠﻢ
وﻣﺮﺷﺪ ،وإﻟﻰ ﺑﺎﻋﺚ ﻣﻦ ﻧﻔﺴﮫ ﯾﺤﻤﻠﮫ ﻋﻠﻰ اﻟﻤﺠﺎھﺪة ،ﻓﯿُﺤﺴّﻦ ُﺧﻠﻘﮫ ﻓﻲ أﻗﺮب
59
ﻓﻲ أﻗﺮب زﻣﺎن« .
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٭ زﯾﺎدة ﻋﻠﻰ اﻟﺤﻮاس اﻟﺨﻤﺲ ،اﻟﺒﻄﻦ واﻟﻔﺮج.

وھﻮ ﻣﺎ ﯾﺆﻛﺪ ﻋﻠﻰ إدراك اﻟﻐﺰاﻟﻲ ﻟﻄﺮق اﻟﻌﻼج اﻟﻨﻔﺴﻲ ،أي اﻟﻤﻨﮭﺞ اﻟﻌﺎطﻔﻲ،
اﻟﺬي ﯾﺠﻤﻊ ﺑﯿﻦ اﻟﻤﻨﮭﺞ اﻟﺬاﺗﻲ ،واﻟﻤﻨﮭﺞ اﻟﻤﻮﺿﻮﻋﻲ ،ﺑﯿﻦ اﻻﺳﺘﺒﻄﺎن واﻟﻤﻨﮭﺞ
اﻟﺴﻠﻮﻛﻲ ،ﺑﯿﻦ اﻟﻌﻤﻞ اﻟﺬاﺗﻲ واﻟﻤﻼﺣﻈﺔ اﻟﺪاﺧﻠﯿﺔ ،واﻟﻌﻤﻞ اﻟﻤﻮﺿﻮﻋﻲ
واﻟﻤﻼﺣﻈﺔ اﻟﺨﺎرﺟﯿﺔ ،وھﻮ ﻣﻨﮭﺞ اﻟﻤﺪارس اﻟﺤﺪﯾﺜﺔ ﻓﻲ اﻟﻌﻼج اﻟﻨﻔﺴﻲ.
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اﻟﺨﻼﺻﺔ
ﯾﻤﻜﻨﻨﺎ أن ﻧﻘﻮل دون وﺟﻞ ،أن اﻟﻐﺰاﻟﻲ ھﻮ ﻣﺆﺳﺲ ﻋﻠﻢ اﻟﻨﻔﺲ اﻹﺳﻼﻣﻲ،
وأﻧﮫ ﺳﺒﻖ ﻏﯿﺮه ﻓﻲ ﺗﺄﺳﯿﺲ ھﺬا اﻟﻌﻠﻢ ﻣﻮﺿﻮﻋﺎ وﻣﻨﮭﺠﺎ ،وﻗﺪ ﺑﻨﯿﻨﺎ ھﺬا اﻟﺤﻜﻢ
ﻋﻠﻰ اﻷدﻟﺔ اﻟﺘﻲ ﺳﻘﻨﺎھﺎ ﻣﻦ ﻣﺼﺎدره اﻷﺻﻠﯿﺔ ،وﻗﺪ أﺧﺬﻧﺎ ﻗﻠﯿﻼ ﻣﻦ ﻛﺜﯿﺮ ﺗﻤﯿّﺰ
ﺑﮫ اﻟﻐﺰاﻟﻲ ﻓﻲ ﻣﻮﺿﻮﻋﺎت اﻟﻨﻔﺲ .واﻟﺘﻲ ﺑﺪا ﻟﻨﺎ أﻧﮭﺎ ﺟﺪﯾﺮة ﺑﺪراﺳﺔ أﻛﺜﺮ ﻋﻤﻘﺎ ً
وﺗﻮﺳﻌﺎ ً ﻷﺻﺎﻟﺘﮭﺎ .ﻛﻤﺎ ﯾﺒﺮز ﻣﻦ ﺧﻼل اﻟﻨﻤﺎذج اﻟﻤﺨﺘﺼﺮة اﻟﺘﻲ ﻗﺪﻣﻨﺎھﺎ ،أن
اﻟﻐﺰاﻟﻲ ﻗﺪ أدرك ﻛﺜﯿﺮ ﻣﻦ ﻣﺸﻜﻼت وأﻣﺮاض اﻟﻨﻔﺲ ،ووﺻﻔﮭﺎ ﺑﻄﺮﯾﻘﺔ
ﻣﻮﺿﻮﻋﯿﺔ ،ﺗﺪل ﻋﻠﻰ اﻋﺘﻤﺎده اﻟﻤﻼﺣﻈﺔ ،واﺳﺘﻔﺎدﺗﮫ ﻣﻦ اﻟﺘﺠﺮﺑﺔ ،وﺗﻤ ّﻜﻨﮫ ﻣﻦ
اﻟﻤﻨﮭﺞ.
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إﺿﺎﻓﺔ إﻟﻰ أن اﻟﻐﺰاﻟﻲ ﺗﻨﺒّﮫ إﻟﻰ دور اﻟﻌﺎﻣﻞ اﻟﺮوﺣﻲ ﻓﻲ ﻧﺠﺎح اﻟﻌﻼج اﻟﻨﻔﺴﻲ،
دون أن ﯾﻐﻔﻞ ﻣﺎ ﻟﻠﻌﻮاﻣﻞ اﻟﻨﻔﺴﯿﺔ ،واﻟﺠﺴﺪﯾﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ ﻣﻦ ﺗﺄﺛﯿﺮ .ﻣﻊ
إﺷﺎراﺗﮫ اﻟﻌﻠﻤﯿﺔ اﻟﺪﻗﯿﻘﺔ اﻟﺘﻲ ﻧﺮاه ﺳﺒﻖ ﺑﮭﺎ ﻛﺜﯿﺮ ﻣﻦ ﻋﻠﻤﺎء اﻟﻨﻔﺲ واﻟﺘﺮﺑﯿﺔ
اﻟﻤﻌﺎﺻﺮﯾﻦ ،رﻏﻢ اﺧﺘﻼف اﻟﺰﻣﺎن واﻟﻈﺮوف واﻹﻣﻜﺎﻧﯿﺎت ﺑﯿﻦ ﻋﺼﺮﻧﺎ
وﻋﺼﺮه.

.35
.36
.37
.38
.39
.40
.41
.42
.43
.44
.45
.46
.47
.48
.49

وﻻ ﻧﻜﻮن ﻣﺒﺎﻟﻐﯿﻦ إن ﻗﻠﻨﺎ أن اﻟﻐﺰاﻟﻲ راﺋﺪ ﻣﻦ اﻟﺮواد اﻷواﺋﻞ ﻓﻲ ﻋﻠﻢ اﻟﻨﻔﺲ
واﻟﺘﺮﺑﯿﺔ .وﻟﻌ ّﻞ اﻟﺒﺤﻮث اﻟﻌﻠﻤﯿﺔ اﻟﺠﺎدة ﺳﺘﻜﺸﻒ ﻣﺎ ﻓﻲ ﺗﺮاﺛﻨﺎ ﻣﻦ ﺳﺒْﻖ وأﺻﺎﻟﺔ
وﺗﻤﯿﺰ .وذﻟﻚ ﻹﻧﺼﺎف ھﺬا اﻟﺘﺮاث اﻟﺜﺮي اﻟﺬي ﻋﺎﻧﻰ ﻛﺜﯿﺮا ﻣﻦ اﻹﺟﺤﺎف ﻓﻲ
اﻷوﺳﺎط اﻟﻌﻠﻤﯿﺔ اﻟﻐﺮﺑﯿﺔ .
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اﻟﻐﺰاﻟﻲ :إﺣﯿﺎء ﻋﻠﻮم اﻟﺪﯾﻦ ،ج  ،3ﻋﺎﻟﻢ اﻟﻜﺘﺐ ،دﻣﺸﻖ ،ﺑﺪون ﺗﺎرﯾﺦ،
ص .4
اﻟﻐﺰاﻟﻲ :ﻣﻌﺎرج اﻟﻘﺪس ﻓﻲ ﻣﺪارج ﻣﻌﺮﻓﺔ اﻟﻨﻔﺲ ،ﻟﺠﻨﺔ إﺣﯿﺎء اﻟﺘﺮاث
اﻟﻌﺮﺑﻲ ،دار اﻵﻓﺎق اﻟﺠﺪﯾﺪة ،ط ،5ﺑﯿﺮوت ،1983 ،ص .16،15
ﻗﺮآن ﻛﺮﯾﻢ :اﻟﻔﺠﺮ .27،29
ﻗﺮآن ﻛﺮﯾﻢ :اﻟﻘﯿﺎﻣﺔ .2 ،1
ﻗﺮآن ﻛﺮﯾﻢ :ﯾﻮﺳﻒ .53
اﻟﻐﺰاﻟﻲ :اﻹﺣﯿﺎء ،ج  ،4ﻣﺼﺪر ﻣﺬﻛﻮر ﺳﺎﺑﻘﺎ ،ص . 355
اﻟﻤﺼﺪر ﻧﻔﺴﮫ ،ج  ،4ص .55
اﻟﻐﺰاﻟﻲ :اﻹﺣﯿﺎء ،ج ،3ﻣﺼﺪر ﻣﺬﻛﻮر ﺳﺎﺑﻘﺎ ،ص .49
اﻟﻤﺼﺪر ﻧﻔﺴﮫ ،اﻟﺼﻔﺤﺔ ﻧﻔﺴﮭﺎ.
اﻟﻤﺼﺪر ﻧﻔﺴﮫ ،ص . 69
اﻟﻤﺼﺪر ﻧﻔﺴﮫ ،اﻟﺼﻔﺤﺔ ﻧﻔﺴﮭﺎ .
اﻟﻤﺼﺪر ﻧﻔﺴﮫ ،ص .57

.50
.51
.52
.53
.54
.55
.56
.57
.58
.59

75
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Psychoanalysis and Diagnosis of Psychiatric Conditions and Their Treatment by Al-Ghazali

Abstract
Muslim philosophers and scholars have long been interested in the psyche and its disorders. They did well in the diagnosis
of various psychological conditions and prescribing the appropriate treatment. Abu-Hamed Al-Ghazali was a prominent
figure in the field who established the basics of the Islamic philosophy of the psyche. The personal experience of Al-Ghazali
in Sufism contributed to the formulation of those basics, taking into consideration the close link between Sufism and
psychology. As a researcher in psychology, Al-Ghazali used his experience of Sufism as a rich resource for understanding
the psyche and generalising it to all aspects of psychology, such as the perception of reality and emotions, the functions of
dreams, and deviations from the norm and consequently the diagnosis and treatment of psychiatric conditions.
The author presents an analysis of psychological activity according to Al-Ghazali, which includes the division of the psyche,
the influence of the instincts, the control of emotions, the functions of dreams, the extent of psychiatric disorders and their
causes and treatment. The current paper compared modern schools of psychology with Al-Ghazali’s approach to analysis.
Al-Ghazali used meditation and introspection. He relied on evidence from observations, experiments and his experience of
cases in real life. The current paper highlights the originality and authenticity of his psychoanalysis. Al-Ghazali had the
pioneering precedent over modern schools of psychology and the various approaches in psychiatry and psychology in the
diagnosis and treatment of various conditions.
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إﻋﺎدة ﺗﻘﻨﯿﻦ ﻣﻘﯿﺎس أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي
واﺋﻞ ﻣﺤﻤﺪ أﺣﻤﺪ أﺑﻮ ھﻨﺪي  ،داﻟﯿﺎ ﻋﺰت ﻣﺆﻣﻦ  ،أﺣﻤﺪ ﻣﺤﻤﺪ ﻋﺒﺪ ﷲ

Re-standardizing the Obsessive-Compulsive Symptom Scale
Wa-il Mohamed Ahmed Abohendy, Dalia Mohamed Ezzat Moemen, Ahmed Mohamed Abdalla

ﻣﻠﺨﺺ اﻟﺪراﺳﺔ
ﺗﮭﺪف اﻟﺪراﺳﺔ اﻟﺤﺎﻟﯿﺔ إﻟﻰ إﻋﺎدة اﻟﺘﺤﻘﻖ ﻣﻦ اﻟﺼﻼﺣﯿﺔ اﻟﺴﯿﻜﻮﻣﺘﺮﯾﺔ ﻟﻤﻘﯿﺎس أﻋﺮاض اﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي  ،1ﻣﻦ ﺧﻼل إﻋﺎدة ﺣﺴﺎب ﺻﺪﻗﮫ وﺛﺒﺎﺗﮫ وﻣﻌﺎﯾﯿﺮه
ﻋﻠﻰ ﻋﯿﻨﺔ ﻣﺮﺿﯿﺔ أﻛﺒﺮ ،ﺗﻢ ﺗﻄﺒﯿﻖ اﻟﻤﻘﯿﺎس ﻋﻠﻰ ﻋﯿﻨﺔ ﻣﻜﻮﻧﺔ ﻣﻦ  301ﻓﺮدا ُﻣﺸﺨﺼﺎ ﺑﺎﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي و 113ﻣﻦ اﻷﺳﻮﯾﺎء وﺗﻢ ﺣﺴﺎب اﻟﺼﺪق ﻋﻦ
طﺮﯾﻖ :ﺻﺪق اﻻﺗﺴﺎق اﻟﺪاﺧﻠﻲ واﻟﺼﺪق اﻟﺘﻤﯿﯿﺰي ،وﺣﺴﺐ اﻟﺜﺒﺎت ﺑﺎﺳﺘﺨﺪام ﻣﻌﺎﻣﻞ أﻟﻔﺎ ﻛﺮوﻧﺒﺎخ وﺛﺒﺎت اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ ،ﻛﻤﺎ ﺗﻢ إﻋﺎدة وﺿﻊ ﻣﻘﺎﯾﯿﺲ ﻓﺮﻋﯿﺔ وأﺧﯿﺮا ً
ﺗﻢ إﻋﺪاد ﻣﻌﺎﯾﯿﺮ ﻣﺤﺪﺛﺔ ﻟﻠﻤﻘﯿﺎس ،وﺧﻠﺼﺖ اﻟﺪراﺳﺔ إﻟﻰ أن ﻣﻘﯿﺎس أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي أداة ﺻﻤﻤﺖ ﺑﻤﺎ ﯾﺘﻼءم ﻣﻊ اﻟﻤﺠﺘﻤﻊ اﻟﻤﺼﺮي ،واﻟﻮﺻﻮل إﻟﻰ درﺟﺎت
أﻋﻠﻰ ﻣﻦ اﻟﺜﺒﺎت واﻟﺼﺪق ،وإﻋﺎدة ﺣﺴﺎب اﻟﻤﻌﺎﯾﯿﺮ وﺗﺤﺪﯾﺪ ﺷﺪة اﻷﻋﺮاض ،وﻟﻢ ﯾﺘﻢ اﺧﺘﺼﺎر ﻋﺪد اﻟﺒﻨﻮد ذﻟﻚ أن ﻛﻞ اﻟﻌﺒﺎرات داﻟﺔ إﺣﺼﺎﺋﯿﺎ ﺑﻤﺎ ﻻ ﯾﺴﻤﺢ ﺑﺈھﻤﺎل إﺣﺪاھﺎ،
وﻛﺎن ﻣﻦ اﻟﻤﻨﺎﺳﺐ أن ﻧﻔﺮد ﺑﻌﺪا ً ﻋﺎﻣﺎ ً ﻟﻸﻋﺮاض اﻟﺪﯾﻨﯿﺔ.
اﻟﻜﻠﻤﺎت اﻟﺪاﻟﺔ :اﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي – ﻣﻘﯿﺎس أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي – أﻋﺮاض اﻟﻮﺳﻮاس اﻟﺪﯾﻨﯿﺔ
إﻋﻼن اﻟﻤﺼﺎﻟﺢ :ﻻ ﯾﻮﺟﺪ

ﻣﻘــﺪﻣــﺔ

أھﺪاف اﻟﺪراﺳﺔ

ﻣﻨﺬ ﺻﺪور ﻣﻘﯿﺎس أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﻓﻲ ﺻﻮرﺗﮫ اﻷوﻟﻰ ﻓﻲ 2006
ﺗﻢ اﺳﺘﺨﺪاﻣﮫ ﻛﺄداة ﺗﻘﯿﯿﻢ ﻟﻤﺮﺿﻰ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﺳﻮاء ﻓﻲ اﻟﻌﻤﻞ اﻟﻌﯿﺎدي
أو ﻓﻲ اﻷﺑﺤﺎث اﻷﻛﺎدﯾﻤﯿﺔ وﻣﻨﮭﺎ :أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي اﻟﺪﯾﻨﯿﺔ وﻋﻼﻗﺘﮭﺎ
ﺑﺎﻻﻛﺘﺌﺎب ﻓﻲ ﻋﯿﻨﺔ ﻣﻦ ﻣﺮﺿﻰ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي اﻟﻤﺼﺮﯾﯿﻦ  ،2اﻻﺿﻄﺮاب
اﻟﺜﻨﺎﻗﻄﺒﻲ ﺑﯿﻦ ﻣﺮﺿﻰ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﻓﻲ ﻣﺴﺘﺸﻔﯿﺎت ﺟﺎﻣﻌﺔ اﻟﺰﻗﺎزﯾﻖ ،3
اﻟﻮظﺎﺋﻒ اﻟﺘﻨﻔﯿﺬﯾﺔ ﻓﻲ ﻣﺮﺿﻰ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي  ،4ﻣﺪى اﻧﺘﺸﺎر واﻟﻌﻮاﻣﻞ
اﻟﻤﺼﺎﺣﺒﺔ ﻟﺘﻮاﻛﺐ اﻟﺮھﺎب اﻻﺟﺘﻤﺎﻋﻲ واﻟﻮﺳﻮاس اﻟﻘﮭﺮي ،5اﻟﻮﺳﻮاس
اﻟﻘﮭﺮي واﺿﻄﺮاﺑﺎت اﻟﺸﺨﺼﯿﺔ .6

ﺗﮭﺪف اﻟﺪراﺳﺔ ﺑﻮﺟﮫ ﻋﺎم إﻟﻰ ﻣﺮاﺟﻌﺔ اﻟﺼﻼﺣﯿﺔ اﻟﺴﯿﻜﻮﻣﺘﺮﯾﺔ ﻟﻤﻘﯿﺎس
أﻋﺮاض اﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ،وﯾﻘﺼﺪ ﺑﺬﻟﻚ إﻋﺎدة ﺣﺴﺎب اﻟﺼﺪق
واﻟﺜﺒﺎت واﻟﻤﻌﺎﯾﯿﺮ ﻋﻠﻰ ﻋﯿﻨﺔ ﻣﺮﺿﯿﺔ أﻛﺒﺮ ﺷُﺨﺼﺖ ﺑﺎﻟﻮﺳﻮاس اﻟﻘﮭﺮي وﻓﻖ
اﻟﺪﻟﯿﻞ اﻟﺘﺸﺨﯿﺼﻲ اﻟﺨﺎﻣﺲ ،DSM5 8وﻋﻠﻰ ﻋﯿﻨﺔ أﻛﺒﺮ أﯾﻀًﺎ ﻣﻦ ﻏﯿﺮ
ﻣﺮﺿﻰ اﻟﻮﺳﻮاس وﻧﻠﺨﺺ أھﺪاف اﻟﺪراﺳﺔ ﻓﯿﻤﺎ ﯾﺄﺗﻲ:
 -1إﻋﺎدة ﺗﻘﻨﯿﻦ ﻣﻘﯿﺎس أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﻋﻠﻰ اﻟﺒﯿﺌﺔ
اﻟﻤﺼﺮﯾﺔ.
 .aﻣﺮاﺟﻌﺔ اﻟﻤﻘﺎﯾﯿﺲ اﻟﻔﺮﻋﯿﺔ ﻟﻠﻤﻘﯿﺎس.
 .bاﻟﻮﺻﻮل إﻟﻰ ﺛﺒﺎت وﺻﺪق ﺑﺄﻓﻀﻞ ﻣﺎ ﯾﻤﻜﻦ
ﻟﻠﻤﻘﯿﺎس ﺗﺤﻘﯿﻘﮫ.
 .cوﺿﻊ ﻣﻌﺎﯾﯿﺮ ﻟﻠﻤﻘﯿﺎس.
 .dﺗﺤﺪﯾﺪ ﻣﺪى ﺷﺪة اﻷﻋﺮاض.

إﻻ أن دراﺳﺔ أﺣﻤﺪ ﻋﺒﺪ اﻟﺨﺎﻟﻖ وآﺧﺮون  7ﻋﻠﻰ ﻣﻘﯿﺎس أﻋﺮاض اﻟﻮﺳﻮاس
اﻟﻘﮭﺮي ﺗﺸﯿﺮ إﻟﻰ اﻟﺤﺎﺟﺔ إﻟﻰ ﺗﻄﻮﯾﺮه.

أھﻤﯿﺔ اﻟﺪراﺳﺔ

ﻣﻌﻨﻰ اﻟﻮﺳﻮاس

ﻛﺎن ﻣﻦ اﻟﻤﮭﻢ ﺑﻌﺪ وﺿﻊ ﻣﻘﯿﺎس أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي وھﻮ اﻷول
واﻷﻛﺜﺮ ﺣﺴﺎﺳﯿﺔ ﻟﻸﻋﺮاض اﻟﺪﯾﻨﯿﺔ ﻋﺎﻟﻤﯿﺎ وﻟﯿﺲ ﻓﻘﻂ ﻋﺮﺑﯿﺎ ﻛﻤﺎ ﻧﺸﺮ ﺳﻨﺔ
 ،2006أن ﺗﺨﺘﺒﺮ ﺣﺴﺎﺳﯿﺘﮫ ﻟﻸﻋﺮاض اﻟﻮﺳﻮاﺳﯿﺔ دﯾﻨﯿﺔ اﻟﻤﺤﺘﻮى ﻋﻠﻰ ﻋﯿﻨﺔ
أﻛﺒﺮ ﻣﻦ اﻟﻤﺮﺿﻰ ،وأن ﺗﺨﺘﺒﺮ ﺗﻠﻚ اﻟﺤﺴﺎﺳﯿﺔ ﻟﻸﻋﺮاض اﻟﺪﯾﻨﯿﺔ ﻛﺬﻟﻚ ﻣﻘﺎﺑﻞ
ﻋﯿﻨﺔ أﻛﺒﺮ ﻣﻦ ﻏﯿﺮ ﻣﺮﺿﻰ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي.

اﻟﻮﺳﻮاس ﻟﻐﺔً ھﻮ ﺣﺪﯾﺚ اﻟﻨﻔﺲ ،ﯾﻘﺎل وﺳﻮﺳﺖ إﻟﯿﮫ ﻧﻔﺴﮫ "وﺳﻮﺳﺔ"
و"وﺳﻮﺳﺎً" أﻣﺎ اﻟﻘﮭﺮ ﻓﮭﻮ اﻟﻐﻠﺒﺔ ،وﻗﮭﺮه ﻗﮭﺮا ً أي ﻏﻠﺒﮫ ﻓﮭﻮ ﻗﺎھﺮ وﻗﮭﺎر ،وﯾﻘﺎل
أﺧﺬھﻢ ﻗﮭﺮا ً أي ﻣﻦ ﻏﯿﺮ رﺿﺎھﻢ.9

•
•

•
•

ﻗﻠﺔ اﻟﺪراﺳﺎت اﻟﺘﻲ ﻗﺎﻣﺖ ﺑﺈﻋﺪاد ﻣﻘﺎﯾﯿﺲ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي
ﺑﻤﺎ ﯾﺘﻨﺎﺳﺐ ﻣﻊ اﻟﺒﯿﺌﺔ اﻟﻤﺼﺮﯾﺔ.
اﻟﺤﺎﺟﺔ إﻟﻰ ﻗﯿﺎس ﻣﺪى واﺳﻊ ﻣﻦ أﻋﺮاض اﺿﻄﺮاب
اﻟﻮﺳﻮاس اﻟﻤﻮﺟﻮدة ﺑﻤﺠﺘﻤﻌﻨﺎ ،واﻟﻤﺨﺘﻠﻔﺔ اﻷﻋﺮاض ﻋﻦ
اﻟﺸﺎﺋﻊ ﻋﺎﻟﻤﯿﺎ.
ﺗﻮﻓﯿﺮ ﻣﻘﯿﺎس ﯾﺘﻤﺘﻊ ﺑﺪرﺟﺔ ﻋﺎﻟﯿﺔ ﻣﻦ اﻟﺼﺪق واﻟﺜﺒﺎت ﺗﻢ
ﺣﺴﺎﺑﮭﺎ ﻋﻠﻰ ﻋﯿﻨﺎت ُﻣﺸﺨﺼﺔ ﺑﺎﻟﻮﺳﻮاس اﻟﻘﮭﺮي.
وﺿﻊ ﻣﻌﯿﺎر واﺿﺢ ﻟﺘﺤﺪﯾﺪ درﺟﺔ ﺷﺪة اﻷﻋﺮاض ﻣﻤﺎ ﯾﺴﮭﻢ
ﻓﻲ ﺗﺤﺪﯾﺪ ﻣﻘﺪار اﻟﺘﺤﺴﻦ أﺛﻨﺎء اﻟﻌﻼج.

اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ھﻮ اﺿﻄﺮابٌ ﻧﻔﺴﻲ ﯾﺼﯿﺐُ واﺣﺪًا ﻣﻦ ﻛﻞ ﺧﻤﺴﯿﻦ ﻣﻦ
اﻟﻜﺒﺎر وطﻔﻼً ﻣﻦ ﺑﯿﻦ ﻛﻞ ﻣﺎﺋﺔ طﻔﻞ ﻋﻠﻰ ﻣﺴﺘﻮى اﻟﻌﺎﻟﻢ ،وﺗﺸﻤ ُﻞ أﻋﺮاﺿﮫُ
اﻷﻓﻜﺎر اﻟﺘﺴﻠﻄﯿﺔ )اﻟﻤﺤﺘﻮﯾﺎت اﻟﻌﻘﻠﯿﺔ اﻟﺘﺴﻠﻄﯿﺔ( أو اﻟﻮﺳﺎوس واﻷﻓﻌﺎل اﻟﻘﮭﺮﯾﺔ
أﻓﻜﺎر أو ﺻﻮر أو ﻧﺰﻋﺎت
ﻓﮭﻲ
ٌ
أو اﻟﻘﮭﻮرات ،ﻓﺄﻣﺎ اﻟﻤﺤﺘﻮﯾﺎت اﻟﻌﻘﻠﯿﺔ اﻟﺘﺴﻠﻄﯿﺔ َ
ﺗﺨﻄﺮ ﻋﻠﻰ
أن
ﯾﺮﯾﺪھﺎ
ﻻ
أو
أو أﺣﺎﺳﯿﺲ ﯾﺰﻋﺞ اﻟﺸﺨﺺ أن ﺗﻄﺮأ ﻋﻠﻰ وﻋﯿﮫ
َ
ﻓﻜﺮه ﻟﻜﻨﮭﺎ ﻛﻠﻤﺎ ﺣﺎول اﻟﺘﺨﻠﺺ ﻣﻨﮭﺎ أو ﻗﻤﻌﮭﺎ ﺗﺰﯾﺪ ﻣﻦ إﻟﺤﺎﺣﮭﺎ ﻋﻠﯿﮫ ،وأﻣﺎ
اﻷﻓﻌﺎ ُل اﻟﻘﮭﺮﯾﺔُ
ﻣﺠﺒﻮر ﻋﻠﻰ
ﯾﺤﺲ أﻧﮫُ
ﻓﮭﻲ أﻓﻌﺎ ٌل ﯾﻜﺮرھﺎ اﻟﺸﺨﺺ وھﻮ
ٌ
ﱡ
َ
َ
ﺗﻜﺮارھﺎ ﻷﻧﮫُ ﻻ ﯾﺴﺘﻄﯿ ُﻊ ﺗﺤﻤ َﻞ أو ﻣﻮاﺟﮭﺔ اﻟﻘﻠﻖ واﻟﺘﻮﺗﺮ اﻟﻨﺎﺟﻤﯿﻦ ﻋﻦ ﻣﻨﻊ
ﻛﺜﯿﺮا ﻣﺎ ﺗﻜﻮنُ أﻓﻌﺎﻻً ﺗﺎﻓﮭﺔً ،أو ﺑﻼ
ﻧﻔﺴﮫ ﻣﻦ ﺗﻜﺮارھﺎ ،رﻏﻢ أن ھﺬه اﻷﻓﻌﺎ ُل
ً
ﻣﻌﻨﻰ ﻣﻦ وﺟﮭﺔ ﻧﻈﺮ اﻟﻤﺮﯾﺾ ﻧﻔﺴﮫ ،وﻣﻦ أي وﺟﮭﺔ ﻧﻈﺮ أﺧﺮى ﺑﻞ وأﺣﯿﺎﻧًﺎ
ﻣﺎ ﯾﻜﻮنُ ﺗﻜﺮارھﺎ ﻣﺆذﯾﺎ ﻟﻠﺸﺨﺺ ،إﻻ أﻧﮫ رﻏﻢ ﻛﻞ ذﻟﻚ ﻻ ﯾﺴﺘﻄﯿ ُﻊ ﻣﻨ َﻊ ﻧﻔﺴﮫ
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ﺑﻌﺾ اﻟﺮاﺣﺔ ﻣﻦ اﻟﻘﻠﻖ
ﻣﻦ ﻓﻌﻠﮭﺎ ،وأداء اﻟﻔﻌﻞ اﻟﻘﮭﺮي ﯾﻌﻄﻲ اﻟﻤﺮﯾﺾ
َ
ﺗﺴﺘﻤﺮ طﻮﯾﻼً ،ﻓﺴﺮﻋﺎن ﻣﺎ ﯾﻌﺎودهُ اﻟﻘﻠﻖُ
واﻟﺘﻮﺗﺮ ،إﻻ أﻧﮭﺎ راﺣﺔٌ زاﺋﻔﺔٌ ﻻ
ﱡ
ﻣﻀﻄﺮا ،وﯾﻌﺘﺒﺮ
اﻟﻘﮭﺮي
اﻟﻔﻌﻞ
ﯾﻌﯿﺪ
أن
إﻟﻰ
واﻟﺘﻮﺗﺮ وﯾﺴﺘﻤﺮان ﻓﻲ اﻟﺘﻀﺨﻢ
ً
ً
اﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﻧﻮﻋﺎ ﻣﻦ أﻧﻮاع اﺿﻄﺮاﺑﺎت اﻟﻘﻠﻖ ،وأھﻢ ﻣﺎ ﯾﻤﯿﺰ
ھﺬا اﻻﺿﻄﺮاب ھﻮ اﻟﻮﺳﺎوس اﻟﻤﺘﻜﺮرة أو اﻟﻄﻘﻮس اﻟﻘﮭﺮﯾﺔ.
وﻛﻨﺎ ﻓﻲ ﺑﺪاﯾﺔ دراﺳﺔ ﻟﻠﻮﺳﻮاس اﻟﻘﮭﺮي ﻗﺪ ﻋﺒﺮﻧﺎ ﻋﻦ أن ﺗﺮﺟﻤﺔ ﻛﻠﻤﺔ
 Obsessionإﻟﻰ وﺳﻮاس ﻟﻢ ﺗﻜﻦ ﺗﺮﺟﻤﺔ ﻣﻮﻓﻘﺔ  10ﺑﺴﺒﺐ ﻣﺎ ﺣﺴﺒﻨﺎه وﻗﺘﮭﺎ
ﺧﻠﻄﺎ ﺑﯿﻦ ﻣﻔﮭﻮم اﻟﺸﯿﻄﺎن اﻟﺪﯾﻨﻲ وﺑﯿﻦ ذﻟﻚ اﻻﺿﻄﺮاب اﻟﻨﻔﺴﻲ ،إﻟﻰ أن ﻋﺮﻓﻨﺎ
ﻣﻦ ﻗﺮاءاﺗﻨﺎ اﻟﻔﻘﮭﯿﺔ أن ﺗﺴﻤﯿﺔ وﺳﻮاس ﻗﮭﺮي ھﻲ ﻓﻲ اﻷﺻﻞ ﺗﺴﻤﯿﺔ ﻋﺮﺑﯿﺔ
ﻓﻘﺪ ﺟﺎء ﻓﻲ "ﺣﺎﺷﯿﺔ إﻋﺎﻧﺔ اﻟﻄﺎﻟﺒﯿﻦ" ﻟﻠﺪﻣﯿﺎطﻲ اﻟﺸﺎﻓﻌﻲ ]..) :[343/1ﻗﻮﻟﮫ:
ﻄﺮق اﻟﻔِﻜﺮ ﺑﻼ اﺧﺘﯿﺎر( .وﺟﺎء ﻓﯿﮭﺎ أﯾﻀﺎ ً
ﺑﻮﺳﻮاس ﻗﮭﺮي :وھﻮ اﻟﺬي ﯾَ ُ
]) :[75/2اﻟﺸﻚ ﯾﻜﻮن ﺑﻌﻼﻣﺔ ،ﺑﺨﻼف اﻟﻮﺳﻮﺳﺔ ،ﻓﺈﻧﮭﺎ اﻟﺤﻜﻢ ﺑﺎﻟﻨﺠﺎﺳﺔ ]ﻣﺜﻼً[
اﻟﻤﻮاق اﻟﻤﺎﻟﻜﻲ ﻓﻲ "اﻟﺘﺎج واﻹﻛﻠﯿﻞ" ]:[102/4
ﻣﻦ ﻏﯿﺮ ﻋﻼﻣﺔ( ...وﻗﺎل ﱠ
)...وﻗﺎل ﻋﺰ اﻟﺪﯾﻦ :اﻟﻮﺳﻮﺳﺔ ﻟﯿﺴﺖ ﻣﻦ ﻧﻔﺲ اﻹﻧﺴﺎن ،....،وﻻ إﺛﻢ ﻋﻠﻰ
اﻹﻧﺴﺎن ﻓﯿﮭﺎ ﻷﻧﮭﺎ ﻟﯿﺴﺖ ﻣﻦ ﻛﺴﺒﮫ وﺻﻨﻌﮫ ،وﯾﺘﻮھﻢ اﻹﻧﺴﺎن أﻧﮭﺎ ﻣﻦ ﻧﻔﺴﮫ...
ﻓﯿﺘﺤﺮج ﻟﺬﻟﻚ وﯾﻜﺮھﮫ( ﻛﻤﺎ ﻗﺎل اﻟﻘﺮطﺒﻲ ﻓﻲ ﺗﻔﺴﯿﺮه ]..) :[222/7ﻓﺎﻟﺨﻮاطﺮ
اﻟﺘﻲ ﻟﯿﺴﺖ ﺑﻤﺴﺘﻘﺮة ،وﻻ اﺟْ ﺘَﻠَ َﺒﺘْﮭﺎ اﻟﺸﺒﮭﺔ ،ﻓﮭﻲ اﻟﺘﻲ ﺗُﺪﻓﻊ ﺑﺎﻹﻋﺮاض ﻋﻨﮭﺎ،
وﻋﻠﻰ ﻣﺜﻠﮭﺎ ﯾﻄﻠﻖ اﺳﻢ اﻟﻮﺳﻮﺳﺔ( ....إﻟﺦ  ..11وﯾﺘﻀﺢ ﺟﻠﯿﺎ ﻣﻦ ھﺬا وﻏﯿﺮه
ﻋﻤﻖ ﻓﮭﻢ ﻓﻘﮭﺎء اﻟﻤﺴﻠﻤﯿﻦ اﻷواﺋﻞ ﻟﻄﺒﯿﻌﺔ اﻷﺣﺪاث اﻟﻌﻘﻠﯿﺔ اﻟﻮﺳﻮاﺳﯿﺔ ﻓﮭﻲ
ﺗﻘﺘﺤﻢ اﻟﻮﻋﻲ ﺑﻐﯿﺮ اﺧﺘﯿﺎر وﻻ ﺗﻜﻮن ﻟﮭﺎ ﻋﻼﻣﺔ ﻣﻨﻄﻘﯿﺔ وﯾﻠﺘﺒﺲ ﻋﻠﻰ اﻹﻧﺴﺎن
ھﻞ ھﻮ ﻣﺴﺌﻮل ﻋﻨﮭﺎ أو ﻻ ﻟﻜﻨﮫ ﯾﺘﺤﺮج ﻣﻨﮭﺎ وھﻲ ﺗﺪﻓﻊ ﺑﺎﻹﻋﺮاض ﻋﻨﮭﺎ
وﺑﻤﻌﺮﻓﺔ اﻹﻧﺴﺎن أﻧﮫ ﻏﯿﺮ ﻣﺴﺌﻮل ﻋﻨﮭﺎ ،وﻻ ﯾﺒﺪو ﻓﻲ ذﻟﻚ اﻟﻔﮭﻢ ﺷﻲء ﯾﺨﺘﻠﻒ
ﻋﻦ ﻣﺎ ﻧﻠﻤﺴﮫ ﻓﻲ ﻣﺮﺿﻰ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي وﻻ ﺷﻲء ﯾﺨﺎﻟﻒ اﻟﻨﻈﺮﯾﺔ
اﻟﻤﻌﺮﻓﯿﺔ ﻟﻠﻮﺳﻮاس اﻟﻘﮭﺮي ،وأﻣﺎ ﻋﺒﺎرة ]اﻟﻮﺳﻮاس اﻟﻘﮭﺮي[ ﺑﻨﺼﮭﺎ ھﺬا ﻓﻘﺪ
ذﻛﺮھﺎ اﻟﻔﻘﯿﮫ اﻟﺸﺎﻓﻌﻲ اﺑﻦ ﺣﺠﺮ اﻟﮭﯿﺘﻤﻲ )974-909ھـ=1567-1504م( ﻓﻲ
ﻛﺘﺎﺑﮫ "ﺗﺤﻔﺔ اﻟﻤﺤﺘﺎج ﺑﺸﺮح اﻟﻤﻨﮭﺎج" ،12وھﺬا ﻣﻌﻨﺎه أن اﻹﺷﺎرة إﻟﻰ اﻟﻤﺮض
اﻟﻤﺴﻤﻰ وﺳﻮاس ﻗﮭﺮي ﺟﺎءت ﻗﺪﯾﻤﺎ ﻓﻲ ﺗﺮاﺛﻨﺎ اﻟﻔﻘﮭﻲ دون رﺑﻂ واﺿﺢ ﻟﮭﺎ
ﺑﺎﻟﺸﯿﻄﺎن ودون ﺧﻠﻂ ﻛﺬﻟﻚ ،ﻓﺤﯿﻦ ﻧﺘﺄﻣﻞ ﻗﻮل اﻟﺪﻣﯿﺎطﻲ اﻟﺸﺎﻓﻌﻲ) :اﻟﺸﻚ ﯾﻜﻮن
ﺑﻌﻼﻣﺔ ،ﺑﺨﻼف اﻟﻮﺳﻮﺳﺔ ،ﻓﺈﻧﮭﺎ اﻟﺤﻜﻢ ﺑﺎﻟﻨﺠﺎﺳﺔ ]ﻣﺜﻼً[ ﻣﻦ ﻏﯿﺮ ﻋﻼﻣﺔ( ﻧﺠﺪ
أﻧﮫ ﯾﺘﺤﺪث ﻋﻦ ﻋﯿﺐ ﻣﻦ ﻋﯿﻮب اﻟﺘﻔﻜﯿﺮ ﯾﺴﻤﯿﮫ اﻟﻮﺳﻮﺳﺔ وﯾﻘﺎرﻧﮫ ﺑﺎﻟﺸﻚ ﻓﯿﺠﻌﻞ
اﻟﺸﻚ ﻣﺒﻨﯿﺎ ﻋﻠﻰ اﻟﻤﻨﻄﻖ واﻟﻮﺳﻮﺳﺔ ﻣﺒﻨﯿﺔ ﻋﻠﻰ ﻻ ﺷﻲء!

أﻧﻮاع اﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي
ﯾﻘﺴﻢ اﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﺗﺒﻌﺎ ﻟﺘﺼﻨﯿﻒِ ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ
أھﻤﮭﺎ:
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) (1اﺿﻄﺮاﺑﺎتٌ ﻗﮭﺮﯾﺔٌ
أﻓﻜﺎر أو اﺟﺘﺮاراتٌ وﺳﻮاﺳﯿﺔ :
ﺗﻐﻠﺐ ﻋﻠﯿﮭﺎ
ُ
ٌ
ﻹﺗﯿﺎن ﻓﻌﻞ
ﺗﺄﺧﺬُ ھﺬه اﻻﺿﻄﺮاﺑﺎتُ ﺷﻜ َﻞ أﻓﻜﺎر أو ﺻﻮر ﻧﻔﺴﯿﺔ أو ﻧﺰوات
ِ
ﺑﻌﯿﻨ ِﮫ  ،وﺗﺘﺒﺎﯾﻦُ ﻓﻲ ﻣﻀﻤﻮﻧﮭﺎ وﻟﻜﻨﮭﺎ ﻣﺰﻋﺠﺔ ﻟﻠﺸﺨﺺ .وأﺣﯿﺎ ًﻧﺎ ﺗﻜﻮنُ
اﻷﻓﻜﺎر
ُ
ﺗﻔﻜﯿﺮا ﻻ ﻧﮭﺎﺋﯿ�ﺎ وﺷﺒﮫ ﻓﻠﺴﻔﻲ ﻓﻲ اﺣﺘﻤﺎﻻ ٍ
ت ﻋﺴﯿﺮة
ﻻ طﺎﺋﻞ ﻣﻦ وراﺋﮭﺎ ﺗﺘﻨﺎول
ً
ﻋﻨﺼﺮا ھﺎ ًﻣﺎ ﻓﻲ اﺟﺘﺮارا ٍ
ت وﺳﻮاﺳﯿ ٍﺔ
ﯾﻌﺘﺒﺮ
اﻟﺘﻘﺪﯾﺮ ،وھﺬا اﻟﺘﻔﻜﯿﺮ ﻓﻲ اﻟﺒﺪاﺋﻞ
ً
ُ
أﺧﺮى ﻛﺜﯿﺮة ،وﻋﺎدة ً ﯾﺼﺎﺣﺒﮫُ اﻧﻌﺪا ُم اﻟﻘﺪرةِ ﻋﻠﻰ اﺗﺨﺎذ ﻗﺮارا ٍ
ت ﺑﺴﯿﻄﺔ وﻟﻜﻦ
ﺿﺮورﯾﺔ.

) (2اﺿﻄﺮاﺑﺎتُ ﻗﮭﺮﯾﺔٌ
ﺗﻐﻠﺐ ﻋﻠﯿﮭﺎ أﻓﻌﺎل ﻗﺴﺮﯾﺔ )طﻘﻮس
ُ
وﺳﻮاﺳﯿﺔ(:
وﺿﻊ
ﺗﺪور أﻏﻠﺒﯿﺔُ اﻷﻓﻌﺎ ِل اﻟﻘﮭﺮﯾ ِﺔ ﺣﻮل اﻟﻨﻈﺎﻓﺔ ،أو اﻟﺘﺤﻘﻖُ اﻟﻤﺘﻜﺮر ﻣﻦ ﺗﺄﻣﯿﻦ
ُ
ٍ
ﯾﻨﺠﻢ ﻋﻨﮫُ ﺧﻄﺮ ،أو اﻟﺘﺤﻘﻖ ﻣﻦ اﻟﻨﻈﺎم واﻟﺘﺮﺗﯿﺐ .وورا َء ھﺬا
ﻣﻌﯿﻦ ﯾﺤﺘﻤﻞ أن
ٍ
َ
ﯾﺼﺪر ﺿﺪ اﻟﺸﺨﺺ أو ﻣﻨﮫ .وﺗﻜﻮنُ ھﺬه اﻟﻄﻘﻮس
ﺧﻄﺮ
اﻟﺴﻠﻮك ﺧﻮف ﻣﻦ
ُ
ٍ
ﻣﺤﺎوﻻ ٍ
ت ﻏﯿﺮ ﻣﺆﺛﺮة أو رﻣﺰﯾﺔ ﻟﻤﻨﻊ ھﺬا اﻟﺨﻄﺮ .وﻗﺪ ﺗﺴﺘﻐﺮقُ أﻓﻌﺎ ُل اﻟﻄﻘﻮس
اﻟﻘﮭﺮﯾﺔ ﺳﺎﻋﺎ طﻮﯾﻠﺔ ﻛ ﱠﻞ ﯾﻮم وﯾﺼﺎﺣﺒﮭﺎ أﺣﯿﺎﻧًﺎ ﺗﺮددٌ وﺑﻂ ٌء ﺷﺪﯾﺪان .

) (3أﻓﻜﺎر وأﻓﻌﺎل وﺳﻮاﺳﯿﺔ ﻣﺨﺘﻠﻄﺔ :
ﯾﻌﺎﻧﻲ أﻏﻠﺐُ ﻣﺮﺿﻰ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﻣﻦ ﻋﻨﺎﺻﺮ ﻛﻞ ﻣﻦ اﻟﺘﻔﻜﯿﺮ اﻟﻮﺳﻮاﺳﻲ
واﻟﺴﻠﻮك اﻟﻘﮭﺮي .وﯾﺠﺐُ اﺳﺘﺨﺪا ُم ھﺬه اﻟﻔﺌﺔ إذا ﻛﺎﻧﺖ اﻟﻈﺎھﺮﺗﺎن واﺿﺤﺘﯿﻦ
ﺑﺎﻟﺘﺴﺎوي ،وﻣﻊ ذﻟﻚ ﻓﻤﻦ اﻟﻤﻔﯿﺪ ﺗﺴﺠﯿﻞ إﺣﺪاھﻤﺎ ﻓﻘﻂ إذا ﻛﺎﻧﺖ ﺑﺎرزة ً ﺑﺸﻜ ٍﻞ
واﺿﺢ ،ذﻟﻚ أن اﻷﻓﻜﺎر واﻷﻓﻌﺎ َل ﻗﺪ ﺗﺴﺘﺠﯿﺐُ ﻟﻌﻼﺟﺎ ٍ
ت ﻣﺨﺘﻠﻔﺔ .14

اﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي واﺿﻄﺮاب اﻟﺸﺨﺼﯿﺔ اﻟﻮﺳﻮاﺳﯿﺔ
ﯾﻌﺪ اﺿﻄﺮاب اﻟﺸﺨﺼﯿﺔ اﻟﻮﺳﻮاﺳﯿﺔ ﻧﻮﻋﺎ ﻣﻦ أﻧﻮاع اﺿﻄﺮاﺑﺎت اﻟﺸﺨﺼﯿﺔ
وھﻲ ﻛﻤﺎ ﻋﺮﻓﮭﺎ اﻟﺪﻟﯿﻞ اﻷﻣﺮﯾﻜﻲ اﻟﺘﺸﺨﯿﺼﻲ اﻟﺨﺎﻣﺲ :ﺷﺨﺼﯿﺔ ﺗﺘﺴﻢ
ﺑﺎﻻﻧﺸﻐﺎل ﺑﺎﻟﺘﻨﻈﯿﻢ واﻟﺘﺮﺗﯿﺐ واﻟﻜﻤﺎﻟﯿﺔ واﻟﺴﯿﻄﺮة ﻋﻠﻰ اﻟﻌﻘﻞ واﻟﻌﻼﻗﺎت
اﻟﺒﯿﺸﺨﺼﯿﺔ ،ﻋﻠﻰ ﺣﺴﺎب اﻟﻤﺮوﻧﺔ واﻻﻧﻔﺘﺎح واﻟﻔﻌﺎﻟﯿﺔ ،ﻛﻤﺎ ﯾﺘﺠﻠﻰ ذﻟﻚ ﻓﻲ
ﺛﻤﺎﻧﯿﺔ ﻣﻌﺎﯾﯿﺮ :اﻻﻧﮭﻤﺎك ﺑﺎﻟﺘﻔﺎﺻﯿﻞ واﻟﺘﺮﺗﯿﺐ واﻻﻧﺘﻈﺎم واﻟﻘﻮاﻋﺪ؛ اﻟﺼﻼﺑﺔ
اﻟﺬھﻨﯿﺔ؛ اﻟﺪﻗﺔ واﻟﻜﻤﺎﻟﯿﺔ ،واﻟﻌﻄﺎء اﻟﻤﻔﺮط ﻓﻲ اﻟﻌﻤﻞ واﻟﺘﺮدد ﻓﻲ ﺗﻔﻮﯾﺾ
ﻏﯿﺮه ،ﻓﺮط اﻟﺘﺪﯾﻦ ،اﻟﺒﺨﻞ .واﻻﻛﺘﻨﺎز .وھﻲ ﺗﺘﺸﺎﺑﮫ ﻣﻊ اﺿﻄﺮاب اﻟﻮﺳﻮاس
اﻟﻘﮭﺮي ﻓﻘﺪا ﯾﺸﺘﺮﻛﺎن ﻓﻲ ﻓﺮط اﻻﻧﺸﻐﺎل ﺑﺎﻟﺘﺮﺗﯿﺐ واﻻﻧﺘﻈﺎم واﻟﻜﻤﺎﻟﯿﺔ
واﻟﺘﻌﻤﻖ "ﻓﺮط اﻟﺘﺪﻗﯿﻖ" واﻟﺼﻼﺑﺔ اﻟﺴﻠﻮﻛﯿﺔ )اﻟﺤﺎﺟﺔ إﻟﻰ اﻟﺴﯿﻄﺮة( أو
اﻟﺼﻼﺑﺔ اﻟﻤﻌﺮﻓﯿﺔ )اﻟﻌﻨﺎد( ،ﻓﻜﻞ ھﺬا ﺗﺪاﺧﻞ ﺑﯿﻦ ﻣﻌﺎﯾﯿﺮ اﻻﺿﻄﺮاﺑﯿﻦ ﻟﯿﺲ ﻓﻘﻂ
ﻣﻦ اﻟﻨﺎﺣﯿﺔ اﻟﺴﺮﯾﺮﯾﺔ )اﻹﻛﻠﯿﻨﯿﻜﯿﺔ( واﻟﻌﻼﺟﯿﺔ ﺑﺎﻟﻌﻼج اﻟﺴﻠﻮﻛﻲ اﻟﻤﻌﺮﻓﻲ وإﻧﻤﺎ
أﯾﻀًﺎ ﻓﻲ ﺗﺼﻌﯿﺐ اﻟﻘﯿﺎس اﻟﻨﻔﺴﻲ ....ﻓﻘﯿﺎس ھﺬه اﻟﺴﻤﺎت اﻟﻤﻌﺮﻓﯿﺔ ﻣﺸﺘﺮك
ﺑﺎﻷﺳﺎس ،وﻣﻦ اﻟﺠﺪﯾﺮ ﺑﺎﻟﺬﻛﺮ أن ﻗﺎﺋﻤﺔ ﻻﯾﺘﻮن ﻟﻠﻮﺳﻮاس )أول ﻗﺎﺋﻤﺔ ﻗﯿﺎس
ﺗﻘﯿﺲ ﻛﻼ� ﻣﻦ اﻷﻋﺮاض اﻟﻮﺳﻮاﺳﯿﺔ واﻟﺴﻤﺎت
ﻣﺨﺘﺼﺔ ﺑﺎﻟﻮﺳﻮاس(  15ﻛﺎﻧﺖ
ُ
اﻟﻮﺳﻮاﺳﯿﺔ وﻛﺎن ﻣﻦ أھﻢ ﻋﯿﻮﺑﮭﺎ اﻟﺘﻨﺎﻗﻀﺎت اﻟﻤﺪوﻧﺔ ﺑﯿﻦ اﻷﻋﺮاض واﻟﺴﻤﺎت،
ﻓﺒﻌﺾ اﻷﺑﻌﺎد اﻟﻤﻌﺮﻓﯿﺔ ﺗﻤﺖ ﺗﻐﻄﯿﺘﮭﺎ ﻣﺮﺗﯿﻦ ﺑﺸﻜﻞ ﻣﺘﻨﺎﻗﺾ ،ﻓﺘﺠﺪ اﻟﺴﺆال ﻓﻲ
ﻗﺴﻢ اﻷﻋﺮاض ﻣﺼﺎﻏﺎ ﺑﻄﺮﯾﻘﺔ اﻟﺸﻜﻮى أو ﻋﺪم اﻟﺴﺮور وﻓﻲ ﻧﻔﺲ اﻟﻤﻮﺿﻮع
ﻓﻲ ﻗﺴﻢ اﻟﺴﻤﺎت ﺗﺠﺪ اﻟﺴﺆال ﻣﺼﺎﻏﺎ ﺑﻄﺮﯾﻘﺔ ﺗﻜﻮن اﻹﺟﺎﺑﺔ ﻋﻠﯿﮭﺎ ﺑﺎﻹﯾﺠﺎب
ﯾﻔﮭﻢ ﻣﻨﮭﺎ ﺿﻤﻨﺎ ً اﻟﻘﺒﻮل واﻻرﺗﯿﺎح  ...16ﻟﻢ ﯾﻜﻦ وﺿﻊ أﺳﺌﻠﺔ ﻟﻘﯿﺎس ﻣﻈﺎھﺮ
اﻻﺿﻄﺮاﺑﯿﻦ ﻣﻮﻓﻘﺎ إذن ...ورﻏﻢ ﺳﮭﻮﻟﺔ اﻟﻌﻤﻞ اﻟﺴﯿﻜﻮﻣﺘﺮي ﻟﻘﯿﺎس ﺳﻤﺎت
اﻟﺸﺨﺼﯿﺔ اﻟﻘﺴﺮﯾﺔ دون اﻧﺸﻐﺎل ﺑﺄﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي إﻻ أن ﺗﺼﻤﯿﻢ
ﻣﻘﯿﺎس ﻷﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﻻ ﯾﺘﺄﺛﺮ ﺑﻮﺟﻮد ﺳﻤﺎت ﻗﺴﺮﯾﺔ ﻣﺎ زال أﻣﺮا
ﯾﺒﺪو ﺑﻌﯿﺪ اﻟﻤﻨﺎل.

ورﻏﻢ ﻣﺎ ﻛﺎن ﯾﻘﺎل ﻣﻦ أن "اﻟﻔﺮق اﻟﺤﺎﺳﻢ ﺑﯿﻦ اﻟﺸﺨﺼﯿﺔ اﻟﻮﺳﻮاﺳﯿﺔ
واﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﯾﻜﻤﻦ ﻓﻲ أن ﺻﺎﺣﺐ اﻟﺸﺨﺼﯿﺔ اﻟﻮﺳﻮاﺳﯿﺔ
ﯾﻨﻈﺮ إﻟﻰ ﻣﺎ ﯾﻘﻮم ﺑﮫ ﻣﻦ ﺗﺪﻗﯿﻖ وﺣﺐ ﻟﻠﺘﻔﺎﺻﯿﻞ ﺑﺎﻟﻔﺨﺮ وﺑﺘﻮﻗﯿﺮ اﻟﺬات
وﺗﻘﺪﯾﺮھﺎ ،ﺑﯿﻨﻤﺎ ﯾﺮى اﻟﻤﺼﺎب ﺑﺎﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ھﺬه اﻟﺨﺼﺎل
ﺑﻐﯿﻀﺔ وﻏﯿﺮ ﻣﺮﻏﻮﺑﺔ وﻣﺼﺪر ﻋﺬاب وأﻧﮭﺎ ﻏﺮﯾﺒﺔ ﻋﻠﻰ اﻟﺬات ،"17ﻓﺈن
اﻟﻤﻈﺎھﺮ اﻟﺴﻠﻮﻛﯿﺔ ﻟﺼﻔﺎت اﻟﺸﺨﺼﯿﺔ اﻟﻘﺴﺮﯾﺔ )اﻟﻮﺳﻮاﺳﯿﺔ( ﯾﻤﻜﻦ أن ﯾﻜﻮن
ﻟﮭﺎ ﺻﻔﺔ اﻟﻘﮭﺮﯾﺔ) 14أي أﻧﮭﺎ ﺗﻜﻮن ﻣﺘﻌﻤﺪة ،ﻣﺘﻜﺮرة ،ﻣﺴﺘﮭﻠﻜﺔ ﻟﻠﻮﻗﺖ،
وﺗﺼﻌﺐ ﻣﻘﺎوﻣﺘﮭﺎ أو اﻟﺴﯿﻄﺮة ﻋﻠﯿﮭﺎ ،وﻟﯿﺴﺖ ﻣﻤﺘﻌﺔً ﺑﻞ ﺗﺮﺗﺒﻂ ﺑﺎﻟﻀﯿﻖ( وھﻮ
ﻣﺎ ﯾﻌﻨﻲ أن اﻟﺘﺪاﺧﻞ اﻟﻈﺎھﺮ ﻓﻲ اﻷﻋﺮاض واﻟﺴﻠﻮﻛﺎت اﻟﻤﺮﺿﯿﺔ ﺑﯿﻦ
اﻻﺿﻄﺮاﺑﯿﻦ ﯾﺒﻘﻰ ﺣﺎﺿﺮا إﻟﻰ اﻟﺤﺪ اﻟﺬي ﺷﺠﻊ اﻟﺒﻌﺾ ﻋﻠﻰ اﻗﺘﺮاح ﺗﺼﻨﯿﻒ
اﻟﺸﺨﺼﯿﺔ اﻟﻘﺴﺮﯾﺔ ﻛﺎﺿﻄﺮاب ذي ﺻﻠﺔ ﺑﺎﻟﻮﺳﻮاس أو اﺿﻄﺮاب طﯿﻒ
وﺳﻮاﺳﻲ إﺿﺎﻓﺔ إﻟﻰ ﺗﺼﻨﯿﻔﮭﺎ ﻛﺎﺿﻄﺮاب ﺷﺨﺼﯿﺔ.18

وأظﮭﺮت دراﺳﺔ ﺣﺪﯾﺜﺔ  19وﺟﻮد ﺳﻤﺎت اﺿﻄﺮاب اﻟﺸﺨﺼﯿﺔ اﻟﻘﺴﺮﯾﺔ ﻓﻲ ﻣﺎ
ﺑﯿﻦ  %9.4و  ، %24.4وﺑﺬﻟﻚ ﯾﻤﻜﻨﻨﺎ اﺳﺘﻨﺘﺎج أن اﻟﺸﺨﺼﯿﺔ اﻟﻮﺳﻮاﺳﯿﺔ
اﻟﻘﮭﺮﯾﺔ ﻟﯿﺴﺖ ﺳﺎﺑﻘﺔ أو ﻣﻨﺬرة ﺑﺎﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ،وأن اﻷﺷﺨﺎص
اﻟﺬﯾﻦ ﯾﺘﺼﻔﻮن ﺑﺎﻟﺘﺪﻗﯿﻖ اﻟﺸﺪﯾﺪ وﯾﻤﺎرﺳﻮن ﺣﯿﺎة ﻣﻨﻈﻤﺔ ﺟﺪا ً ﻟﯿﺲ ﻟﺪﯾﮭﻢ اﺣﺘﻤﺎل
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ﻛﺒﯿﺮ ﻟﺘﻄﻮﯾﺮ اﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي أﻛﺜﺮ ﻣﻦ أي ﻓﺮد آﺧﺮ ،إﻻ أﻧﮫ ﻟﯿﺲ
ﻣﻦ اﻟﻤﻤﻜﻦ ﺣﺘﻰ اﻵن اﺳﺘﺒﻌﺎد وﺟﻮد ﻋﻼﻗﺔ ﺧﺎﺻﺔ ﻧﻮﻋﺎ ﺑﯿﻦ اﻻﺿﻄﺮاﺑﯿﻦ.

اﻟﺪراﺳﺎت اﻟﺴﺎﺑﻘﺔ
اﺳﺘﻌﺮﺿﻨﺎ ﻓﻲ دراﺳﺔ ﺳﺎﺑﻘﺔ  1أن أﻏﻠﺐ ﻣﻘﺎﯾﯿﺲ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي اﻟﻤﺘﺎﺣﺔ
ﺑﺎﻟﻠﻐﺔ اﻟﻌﺮﺑﯿﺔ ھﻲ ﻏﺮﺑﯿﺔ اﻹﻋﺪاد ﺑﺪاﯾﺔ ﻣﻦ ﻗﺎﺋﻤﺔ ﻻﯾﺘﻮن اﻟﻮﺳﻮاﺳﯿﺔ Layton
Inventory 15 obsessionalواﻟﺘﻲ ﻋﺮﺑﺘﮭﺎ ﻧﺠﻤﺔ اﻟﺨﺮاﻓﻲ  ،16وﻣﺮورا
ﺑﻘﺎﺋﻤﺔ ﻣﻮدﺳﻠﻲ Maudsley Obsessional Compulsive Inventory
اﻟﺘﻲ أﻋﺪھﺎ ھﻮدﺟﺴﻮن وراﺗﺸﻤﺎن 20وﻋﺮﺑﮭﺎ أﺣﻤﺪ ﻋﺒﺪ اﻟﺨﺎﻟﻖ ،وأﯾﻀًﺎ ﻗﺎﺋﻤﺔ
اﻟﻨﺸﺎط اﻟﻘﮭﺮي  Compulsive Activity Checklistواﻟﺘﻲ ظﮭﺮت أول
ﻧﺴﺨﺔ ﻋﺎم1977وظﮭﺮت ﻓﻲ ﺻﻮرﺗﮭﺎ اﻷﺧﯿﺮة Obsessive
Compulsive Inventoryﻓﻲ  21 1998وﻗﺎم ﺷﻮﻗﻲ ﯾﻮﺳﻒ ﺑﮭﻨﺎم ﺑﺘﻌﺮﯾﺒﮭﺎ
وﻧﺸﺮھﺎ ﻋﻠﻰ اﻹﻧﺘﺮﻧﺖ ﻋﻠﻰ اﻟﺸﺒﻜﺔ اﻟﻌﺮﺑﯿﺔ ﻟﻠﻌﻠﻮم اﻟﻨﻔﺴﯿﺔ  ،22ﻛﻞ ھﺬه
اﻟﻤﻘﺎﯾﯿﺲ ﺗﻔﺘﻘﺮ ﻟﻤﺎ ﯾﻘﯿﺲ اﻷﻋﺮاض اﻟﺪﯾﻨﯿﺔ .ﺑﺎﺳﺘﺜﻨﺎء ﻓﻘﺮة  18ﻓﻲ ﻗﺎﺋﻤﺔ اﻟﻨﺸﺎط
اﻟﻘﮭﺮي وﻧﺼﮭﺎ ﻓﻲ ﺗﺮﺟﻤﺔ ﺷﻮﻗﻲ ﺑﮭﻨﺎم "أﺣﺘﺎج أن أﺻﻠﻲ ﻟﻜﻲ أطﺮد ﻣﻦ ذھﻨﻲ
اﻷﻓﻜﺎر واﻟﻤﺸﺎﻋﺮ اﻟﺴﯿﺌﺔ"  ....ﺛﻢ ﻓﻲ اﻹﺻﺪار اﻷﺧﯿﺮ اﻟﻤﺨﺘﺼﺮ ﻟﮭﺬه اﻟﻘﺎﺋﻤﺔ
ﺣﺬف ھﺬا اﻟﺒﻨﺪ  ،23وأﺧﯿﺮا ﻧﺸﯿﺮ إﻟﻰ ﻗﺎﺋﻤﺔ ﺑﺎدوا ﻟﻠﻮﺳﻮاس اﻟﻘﮭﺮي واﻟﺘﻲ
أﻋﺪت ﻓﻲ اﻷﺻﻞ ﺑﺎﻹﯾﻄﺎﻟﯿﺔ  24وﺻﺪرت ﻧﺴﺨﺔ ﻣﻌﺪﻟﺔ ﻣﻨﮭﺎ ﻓﻲ اﻟﻮﻻﯾﺎت
اﻟﻤﺘﺤﺪة اﻷﻣﺮﯾﻜﯿﺔ ﻋﻠﻰ ﯾﺪ ﺑﯿﺮﻧﺰ وآﺧﺮون  ، 25وﻻ ﯾﻮﺟﺪ ﻻ ﻓﻲ اﻟﻨﺴﺨﺔ اﻷوﻟﻰ
وﻻ اﻟﻤﻌﺪﻟﺔ أﯾﻀًﺎ ﻣﺎ ﯾﻘﯿﺲ اﻷﻋﺮاض اﻟﺪﯾﻨﯿﺔ .....ووﺻﻠﻨﺎ إﻟﻰ اﺳﺘﻌﺮاض ﺑﻨﻮد
اﻟﻤﻘﯿﺎس اﻷﺷﮭﺮ واﻷوﺳﻊ اﺳﺘﺨﺪاﻣﺎ ً ﻓﻲ اﻵوﻧﺔ اﻷﺧﯿﺮة ﻋﻠﻰ ﻣﺴﺘﻮى اﻟﻌﺎﻟﻢ
وﻟﯿﺲ ﻓﯿﮫ أﯾﻀﺎ ً ﻣﺎ ﯾﻔﮭﻤﮫ ﻣﺮﺿﻰ اﻟﻮﺳﻮاس اﻟﻌﺮب ﻋﻠﻰ أن ﻟﮫ ﻋﻼﻗﺔ ﺑﺎﻟﺪﯾﻦ
ﺑﻤﺎ ﻓﻲ ذﻟﻚ ﻓﻘﺮﺗﯿﮫ ھﻞ ﺗﻤﻀﻲ وﻗﺘﺎ ً طﻮﯾﻼً ﻓﻲ اﻟﺘﻔﻜﯿﺮ ﻓﻲ اﻟﻜﻔﺮ واﻟﺨﻄﯿﺌﺔ ھﻞ
ﺗﺒﺪي اھﺘﻤﺎﻣﺎ ً ﺑﺎﻟﻐﺎ ً ﺑﺎﻷﺧﻼﻗﯿﺎت وﺑﻤﺎ ھﻮ ﺻﻮاب وﻣﺎ ھﻮ ﺧﻄﺄ ؟ ﻓﻌﻼﻗﺘﮭﻤﺎ
ﺑﺎﻟﺪﯾﻦ ﻟﯿﺴﺖ ﻣﺒﺎﺷﺮة أو ﻟﯿﺴﺖ واﺿﺤﺔ ﻓﻲ ذھﻦ اﻟﻤﺴﻠﻤﯿﻦ ،ﻓﻀﻼ ﻋﻦ أن
اﻟﺴﺆال ھﻞ ﺗﻐﺴﻞ ﯾﺪﯾﻚ ﻛﺜﯿﺮا ً ﻋﺎدة ﯾﺠﯿﺐ ﻋﻠﯿﮫ اﻟﻤﺮﯾﺾ ﺑﻼ ،ﺑﯿﻨﻤﺎ ھﻮ ﯾﻘﻀﻲ
ﺳﺎﻋﺎت ﯾﻐﺴﻞ ﯾﺪﯾﮫ ﻓﻲ اﻟﻮﺿﻮء ،ﻓﻤﻔﮭﻮم اﻟﺘﻄﮭﺮ ﻋﻨﺪ اﻟﻤﺴﻠﻤﯿﻦ ﯾﺨﺘﻠﻒ ﻋﻦ
ﻣﻔﮭﻮم اﻟﺘﻨﻈﯿﻒ أو اﻟﻐﺴﯿﻞ وﻣﻔﮭﻮم اﻟﻨﺠﺎﺳﺔ ﻋﻨﺪھﻢ ﯾﺨﺘﻠﻒ ﻋﻦ ﻣﻔﮭﻮم اﻟﻘﺬارة
اﻟﻐﺮﺑﻲ ،وﻣﻦ اﻟﻮاﺿﺢ أن اﻟﻤﻘﺎﯾﯿﺲ اﻟﺴﺎﺑﻘﺔ ﻋﻠﻰ ﻣﻘﯿﺎس أﻋﺮاض اﻟﻮﺳﻮاس
اﻟﻘﮭﺮي ﻛﻠﮭﺎ أﻏﻔﻠﺖ ذﻟﻚ ﻓﻀﻼً ﻋﻦ إﻏﻔﺎﻟﮭﺎ اﻟﺼﺮﯾﺢ ﻟﻜﻞ ﻣﺎ ﯾﺘﻌﻠﻖ ﺑﻮﺳﺎوس
أداء اﻟﻌﺒﺎدات )اﻟﻮﺿﻮء واﻟﺼﻼة واﻟﺼﯿﺎم ..إﻟﺦ( واﻟﺘﻲ ﺗﻤﺜﻞ أﻛﺜﺮ ﻣﻦ ﻧﺼﻒ
وﺳﺎوس وﻗﮭﻮر اﻟﻤﺴﻠﻤﯿﻦ  2ورﻏﻢ ذﻟﻚ ﻓﻌﻠﻰ ﻧﻔﺲ ھﺬا اﻟﻤﻨﻮال ﻣﻊ اﻷﺳﻒ ﺳﺎر
اﻟﺒﺎﺣﺜﻮن اﻟﻌﺮب ﻓﺈﻣﺎ اﺳﺘﺨﺪﻣﻮا ﺗﺮﺟﻤﺎت أي ﻣﻦ ﺗﻠﻚ اﻟﻤﻘﺎﯾﯿﺲ اﻟﻐﺮﺑﯿﺔ أو
اﺳﺘﺨﺪﻣﻮا اﻟﻤﻘﯿﺎس اﻟﻌﺮﺑﻲ ﻟﻠﻮﺳﻮاس اﻟﻘﮭﺮي وھﻮ اﻟﻤﻘﯿﺎس اﻟﻌﺮﺑﻲ اﻷول
واﻟﺬي ﯾﻨﺘﻘﺪ ﻓﻲ إﻋﺪاده اﻋﺘﻤﺎده ﻋﻠﻰ اﻟﻤﻘﺎﯾﯿﺲ اﻟﻐﺮﺑﯿﺔ رﻏﻢ أن اﻟﮭﺪف ﻛﺎن
وﺿﻊ ﻣﻘﯿﺎس ﻧﺎﺑﻊٍ ﻣﻦ اﻟﻤﻔﺤﻮﺻﯿﻦ اﻟﻌﺮب ،وﻓﻲ أﻧﮫ ﻟﻢ ﯾﻤﯿﺰ ﺑﯿﻦ اﻟﺴﻤﺎت
اﻟﻮﺳﻮاﺳﯿﺔ واﻷﻋﺮاض اﻟﻮﺳﻮاﺳﯿﺔ ،وﻟﻢ ﯾﺘﻀﻤﻦ ﻣﻘﺎﯾﯿﺲ ﻓﺮﻋﯿﺔ ،واﻋﺘﻤﺪت
اﻟﺪراﺳﺎت ﺟﻤﯿﻌﺎ ً ﻋﻠﻰ ﻋﯿﻨﺎت ﻏﯿﺮ إﻛﻠﯿﻨﯿﻜﯿﺔ ﻣﻦ طﻼب اﻟﺠﺎﻣﻌﺎت 1واﻟﺨﻼﺻﺔ
أن اﻻطﻼع ﻋﻠﻰ ﻣﻘﺎﯾﯿﺲ وﻗﻮاﺋﻢ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي اﻟﻤﺘﺎﺣﺔ ﺑﺎﻟﻌﺮﺑﯿﺔ ﻛﻠﮭﺎ
واﻟﺘﻲ اﺳﺘﺨﺪﻣﺖ ﻓﻲ ﻣﺌﺎت اﻟﺪراﺳﺎت اﻟﻌﺮﺑﯿﺔ ﺗﻔﺘﻘﺮ ﻟﻤﺎ ﯾﻘﯿﺲ اﻷﻋﺮاض اﻟﺪﯾﻨﯿﺔ
أي أﻛﺜﺮ ﻣﻦ ﻧﺼﻒ أﻋﺮاض ﻣﺮﺿﻰ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي اﻟﻌﺮب.

وﻗﺪ ﺗﺮﺟﻢ ﻣﻘﯿﺎس ﯾﻞ -ﺑﺮاون ﻟﻠﻮﺳﻮاس اﻟﻘﮭﺮي )ﺑﻤﺮﻛﺰ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﺑﺠﺎﻣﻌﺔ
ﻋﯿﻦ ﺷﻤﺲ( ،واﺳﺘﺨﺪم ﻓﻲ دراﺳﺘﯿﻦ ﻟﻌﻜﺎﺷﺔ وزﻣﻼﺋﮫ ﻷﻋﺮاض اﺿﻄﺮاب
اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﻟﺪى ﻋﯿﻨﺎت ﻣﻦ اﻟﻤﺼﺮﯾﯿﻦ  ،27، 26دون إﺟﺮاء ﺛﺒﺎت أو
ﺻﺪق ﻟﻠﻤﻘﯿﺎس ﻓﻲ اﻟﺒﯿﺌﺔ اﻟﻌﺮﺑﯿﺔ ﻓﻲ أي ﻣﻦ اﻟﺪراﺳﺘﯿﻦ.

ﺑﯿﻨﻤﺎ أﻋﺪ أﺣﻤﺪ ﻋﺒﺪ اﻟﺨﺎﻟﻖ اﻟﻤﻘﯿﺎس اﻟﻌﺮﺑﻲ ﻟﻠﻮﺳﻮاس اﻟﻘﮭﺮي ﻣﺴﺘﻤﺪا ً ﺑﻨﻮده
ﻣﻦ اﻟﻤﺮاﺟﻊ اﻟﻤﺘﺨﺼﺼﺔ إﺿﺎﻓﺔ إﻟﻰ اﻟﻌﻮاﻣﻞ اﻟﻤﺴﺘﺨﺮﺟﺔ ﻣﻦ اﻟﺘﺤﻠﯿﻼت
اﻟﻌﺎﻣﻠﯿﺔ ﻟﺒﻌﺾ ﻗﻮاﺋﻢ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي اﻷﺟﻨﺒﯿﺔ ﻣﻨﮭﺎ ﻗﺎﺋﻤﺔ "ﻻﯾﺘﻮن"

اﻟﻮﺳﻮاﺳﯿﺔ وﻗﺎﺋﻤﺔ "ﻣﻮدﺳﻠﻲ" ﻟﻠﻮﺳﻮاس اﻟﻘﮭﺮي وﻗﺎﺋﻤﺔ "ﺑﺎدوا" ،واﻋﺘﻤﺪت
ﻋﻠﻰ اﻟﺼﺪق اﻟﻈﺎھﺮي ،وطﺒﻘﺖ اﻟﺼﯿﻐﺔ اﻷوﻟﻰ ﻋﻠﻰ ﻋﯿﻨﺔ ﻣﻦ طﻼب اﻟﺠﺎﻣﻌﺔ
وﺗﻢ ﺣﺴﺎب ارﺗﺒﺎط ﻛﻞ ﺑﻨﺪ ﺑﺎﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ،وﺣﺴﺎب ﻣﻌﺎﻣﻼت اﻻرﺗﺒﺎط
اﻟﻤﺘﺒﺎدﻟﺔ ،ﻓﺄﺻﺒﺤﺖ ھﺬه اﻟﺒﻨﻮد اﻷﺧﯿﺮة ھﻲ اﻟﺼﯿﻐﺔ اﻟﺜﺎﻧﯿﺔ ﻟﻠﻤﻘﯿﺎس ﺛﻢ طﺒﻘﺖ
ﻋﻠﻰ ﻋﯿﻨﺔ طﻼب وﺣﺴﺒﺖ ﻣﻌﺎﻣﻼت اﻻرﺗﺒﺎط اﻟﻤﺘﺒﺎدﻟﺔ ﺑﯿﻦ ﻛﻞ ﺑﻨﺪ واﻟﺪرﺟﺔ
اﻟﻜﻠﯿﺔ ،وﻛﺎﻧﺖ داﻟﺔ ،وﻟﻤﺎ ﻛﺎن اﻟﮭﺪف ھﻮ ﺗﻜﻮﯾﻦ ﻗﺎﺋﻤﺔ أﻛﺜﺮ اﺧﺘﺼﺎرا ً ﻣﻦ ذﻟﻚ،
اﺳﺘﺒﻌﺪت اﻟﺒﻨﻮد اﻟﺘﻲ ﻗﻞ ارﺗﺒﺎطﮭﺎ ﻋﻦ  0.4ﻓﺘﻜﻮﻧﺖ اﻟﺼﯿﻐﺔ اﻟﻨﮭﺎﺋﯿﺔ ﻣﻦ 32
ﺑﻨﺪ وﺗﻢ اﺳﺘﺨﺮاج ﺛﻤﺎﻧﯿﺔ ﻋﻮاﻣﻞ ھﻲ ﻟﻜﻦ ﻻ ﯾﻤﻜﻦ ﺗﺤﺪﯾﺪ درﺟﺔ ﻷي ﻣﻨﮭﺎ.1

أﻣﺎ ﻣﻘﯿﺎس أﻋﺮاض اﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي  1ﻓﻜﺎﻧﺖ ﻣﺼﺎدر ﺟﻤﻊ اﻟﺒﻨﻮد
ھﻲ :اﻟﺴﺆال اﻟﻤﻔﺘﻮح اﻟﻤﻮﺟﮫ إﻟﻰ ﻣﺮﺿﻰ ﺗﺸﺨﯿﺼﮭﻢ ﺑﺎﻟﻮﺳﻮاس ﺣﻮل
ﺷﻜﺎوﯾﮭﻢ اﻟﻨﻔﺴﯿﺔ ،واﻟﺨﺒﺮة اﻹﻛﻠﯿﻨﯿﻜﯿﺔ ،واﻟﻤﺮاﺟﻊ اﻟﻤﺘﺨﺼﺼﺔ .ﺗﻢ ﺗﻄﺒﯿﻖ
اﻟﺼﯿﻐﺔ اﻷوﻟﻰ ﻟﻠﻤﻘﯿﺎس ﻋﻠﻰ ﻋﯿﻨﺔ ﻣﻜﻮﻧﺔ ﻣﻦ  54ﻣﻨﮭﻢ ﺷﺨﺼﻮا ﺑﺎﺿﻄﺮاب
اﻟﻮﺳﻮاس اﻟﻘﮭﺮي 48 ،ﻣﻦ اﻷﺳﻮﯾﺎء ﺑﻤﺼﺮ ،وﺗﻢ ﺣﺴﺎب اﻟﺼﺪق ﻋﻦ طﺮﯾﻖ:
ﺻﺪق اﻟﻤﺤﻚ واﻟﺼﺪق اﻟﺘﻼزﻣﻲ واﻟﺼﺪق اﻟﺘﻤﯿﯿﺰي ﻋﻠﻰ ھﺬه اﻟﻌﯿﻨﺔ إﺿﺎﻓﺔ
إﻟﻰ ﺻﺪق اﻟﻤﺤﻜﻤﯿﻦ ،ﺛﻢ طﺒﻘﺖ اﻟﺼﯿﻐﺔ اﻟﺜﺎﻧﯿﺔ ﻋﻠﻰ ﻋﯿﻨﺔ ﻋﺸﻮاﺋﯿﺔ ﻗﻮاﻣﮭﺎ
 105ﺷﺨﺺ وﺗﻢ ﺣﺴﺎب ﺻﺪق اﻻﺗﺴﺎق اﻟﺪاﺧﻠﻲ ،وﺣﺴﺐ اﻟﺜﺒﺎت ﺑﺎﺳﺘﺨﺪام
ﻣﻌﺎﻣﻞ أﻟﻔﺎ ﻛﺮوﻧﺒﺎخ وﺛﺒﺎت اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ ،ﻛﻤﺎ ﺗﻢ إﻋﺪاد ﻣﻘﺎﯾﯿﺲ ﻓﺮﻋﯿﺔ
وأﺧﯿﺮا ً ﺗﻢ إﻋﺪاد ﻣﻌﺎﯾﯿﺮ ﻟﻠﻤﻘﯿﺎس.

وإن ﺟﮭﺪا ﻋﺮﺑﯿﺎ ﻣﺜﻤﻨﺎ ﻗﺎم ﻓﯿﮫ أﺣﻤﺪ ﻋﺒﺪ اﻟﺨﺎﻟﻖ وآﺧﺮون 7ﺑﺪراﺳﺔ اﻟﺨﺼﺎﺋﺺ
اﻟﺴﯿﻜﻮﻣﯿﺘﺮﯾﺔ واﻟﺘﺤﻠﯿﻠﻲ اﻟﻌﺎﻣﻠﻲ اﻟﺘﻮﻛﯿﺪي ﻟﻤﻘﯿﺎس أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي
ﻟﺪى ﻋﯿﻨﺔ ﻣﻦ طﻼب ﺟﺎﻣﻌﺔ اﻟﻜﻮﯾﺖ ،واﺳﺘﻨﺘﺞ أن ﻣﻌﺎﻣﻼت اﻟﺜﺒﺎت ﻛﺎﻧﺖ
ﻣﻘﺒﻮﻟﺔ ﻓﻲ ﺳﺘﺔ ﻣﻘﺎﯾﯿﺲ ﻓﺮﻋﯿﺔ ﻓﻘﻂ ﻣﻦ اﻷرﺑﻊ ﻋﺸﺮ ،إﺿﺎﻓﺔ إﻟﻰ ﻣﻌﺎﻣﻞ اﻟﺜﺒﺎت
ﻟﻠﻤﻘﯿﺎس واﻷﺧﯿﺮ ﻛﺎن ﻣﺮﺗﻔﻌﺎ ً ووﺻﻞ إﻟﻰ  0.96ﻣﻤﺎ ﯾﺸﯿﺮ إﻟﻰ ﺛﺒﺎت واﺳﺘﻘﺮار
ﺟﯿﺪ ﻋﺒﺮ اﻟﺰﻣﻦ وإﻟﻰ اﺗﺴﺎق داﺧﻠﻲ ﻣﺮﺗﻔﻊ إذا اﺳﺘﺨﺪم اﻟﻤﻘﯿﺎس ﻛﻜﻞ ،واﻋﺘﺒﺮ
اﻟﻤﻘﯿﺎس ﻧﻤﻮذﺟﯿﺎ ﻣﻦ ﻧﺎﺣﯿﺔ ﺷﻤﻮﻟﯿﺘﮫ وإﺣﺎطﺘﮫ ﺑﻤﺪى واﺳﻊ ﻣﻦ أﻋﺮاض
اﻻﺿﻄﺮاب اﻟﻮﺳﻮاﺳﻲ اﻟﻘﮭﺮي ﻛﻤﺎ اﻗﺘﺮح اﺧﺘﺼﺎر اﻟﻤﻘﯿﺎس وأوﺻﻰ ﺑﺘﻜﺮار
دراﺳﺘﮫ ﻋﻠﻰ ﻋﯿﻨﺎت ﻣﺼﺮﯾﺔ وﺣﺴﺎب اﻟﺘﺤﻠﯿﻞ اﻟﻌﺎﻣﻠﻲ اﻻﺳﺘﻜﺸﺎﻓﻲ واﻟﺘﻮﻛﯿﺪي
واﺳﺘﺨﺮاج ﻋﻮاﻣﻞ أﻛﺜﺮ ﻗﻮة ،وﺗﻄﺮق إﻟﻰ اﻟﺤﺎﺟﺔ إﻟﻰ رﺑﻂ وﺳﺎوس اﻟﻄﮭﺎرة
ﺑﺎﻟﻮﺳﺎوس اﻟﺪﯾﻨﯿﺔ .ﻛﻞ ذﻟﻚ ﯾﻮﺿﺢ ﺿﺮورة ﺗﻄﻮﯾﺮ اﻟﻤﻘﯿﺎس إﻟﻰ ﺻﻼﺣﯿﺔ
ﺳﯿﻜﻮﻣﺘﺮﯾﺔ أﻋﻠﻰ ﻣﻦ ﺣﯿﺚ اﻟﺼﺪق واﻟﺜﺒﺎت.

ﻓﻲ  2009ظﮭﺮ ﻣﻘﯿﺎس اﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي  28وﯾﺘﻜﻮن ﻣﻦ  80ﺑﻨﺪا
ﻟﯿﺲ ﻓﯿﮭﺎ ﺑﻨﺪ واﺣﺪ ﯾﻘﯿﺲ اﻷﻋﺮاض اﻟﺪﯾﻨﯿﺔ ،وﯾﻨﻄﺒﻖ ذﻟﻚ ﻋﻠﻰ ﻣﻘﯿﺎس
اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﻣﻦ إﻋﺪاد ﻣﺤﻤﺪ  ،29وﻣﻘﯿﺎس اﻟﻮﺳﻮاس اﻟﻘﮭﺮي إﻋﺪاد ﺣﻤﯿﺪ
 30وﻣﻘﯿﺎس اﻟﻮﺳﻮاس اﻟﻘﮭﺮي إﻋﺪاد اﻟﺰﺑﻮن وﻋﺒﺎس.31

ﺛﻢ ظﮭﺮت إﺣﺪى اﻟﻤﺤﺎوﻻت اﻟﻌﺮﺑﯿﺔ ﻟﻠﺒﺎﺣﺚ ﻧﺎﺋﻞ ﻋﺒﺪ اﻟﺮﺣﻤﻦ أﺧﺮس  32اﻟﺬي
أﻋﺪ ﻣﻘﯿﺎﺳﺎ ً ﻣﻦ  48ﺑﻨﺪا ً ﻣﻨﺎﺳﺒﺎ ً ﻟﻠﻤﺮﺿﻰ اﻷردﻧﯿﯿﻦ ،وﺗﺒﯿﻦ ﻣﻘﺎرﻧﺔ ﺑﻨﻮده ﺑﺒﻨﻮد
اﻟﻤﻘﺎﯾﯿﺲ اﻟﻌﺮﺑﯿﺔ اﻟﺴﺎﺑﻘﺔ ﻣﺎ ﯾﺸﺒﮫ اﻻﺗﻔﺎق ﻋﻠﻰ ﺣﺴﺎﺳﯿﺔ ﺑﻨﻮد ﻣﻌﯿﻨﺔ ﻷن ﻣﻌﻈﻢ
ﺑﻨﻮده دﯾﻨﯿﺔ اﻟﻤﺤﺘﻮى وﻏﯿﺮھﺎ ) 16ﺑﻨﺪا ﻣﻦ  (48ﻣﺄﺧﻮذة ﺑﻨﺼﮭﺎ ﻣﻦ ﻣﻘﯿﺎس
"أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي" ) (1ﻓﻀﻼً ﻋﻦ أﻛﺜﺮ ﻣﻦ  3ﺑﻨﻮد ﺗﻢ ﺗﺤﻮﯾﺮھﺎ
ﻟﻐﻮﯾﺎ ً ،وﻛﺬﻟﻚ  3ﺑﻨﻮد ﺑﻨﺼﮭﺎ وﻣﺜﻠﮭﺎ ﻣﺤﻮرة ﻟﻐﻮﯾﺎ ً ﻣﻦ اﻟﻤﻘﯿﺎس اﻟﻌﺮﺑﻲ
ﻟﻠﻮﺳﻮاس اﻟﻘﮭﺮي.33

ﺗﻌﻠﯿﻖ ﻋﻠﻰ اﻟﺪراﺳﺎت اﻟﺴﺎﺑﻘﺔ
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-1
-2
-3
-4
-5
-6

-7

-8

ﺣﺴﺎب ﺻﺪق اﻟﻤﻘﯿﺎس اﻟﺤﺎﻟﻲ ﻧﻈﺮا ﻷن ﺻﯿﺎﻏﺔ اﻷﺑﻌﺎد
اﻟﻔﺮﻋﯿﺔ ﻓﻲ اﻟﻤﻘﯿﺎس اﻷﺻﻠﻲ ﺟﺎءت ﺑﻨﺎء ﻋﻠﻰ اﻟﻤﺤﻜﺎت
اﻟﺘﺸﺨﯿﺼﯿﺔ ﻟﻠﻮﺳﻮاس اﻟﻘﮭﺮي ﺑﺪﻟﯿﻞ اﻟﺠﻤﻌﯿﺔ اﻷﻣﺮﯾﻜﯿﺔ
اﻹﺻﺪار اﻟﺮاﺑﻊ.

ﻛﺜﯿﺮ ﻣﻦ اﻟﻤﻘﺎﯾﯿﺲ اﻟﻌﺮﺑﯿﺔ ھﻲ ﺗﺮﺟﻤﺔ ﻟﻤﻘﺎﯾﯿﺲ ﻏﺮﺑﯿﺔ.
اﻟﻤﻘﺎﯾﯿﺲ اﻟﻌﺮﺑﯿﺔ ﻟﯿﺲ ﻟﮭﺎ ﻣﻘﺎﯾﯿﺲ ﻓﺮﻋﯿﺔ ﺑﻞ ﺗﻌﺘﻤﺪ ﻋﻠﻰ
اﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ.
ﻻ ﺗﻮﺟﺪ ﻣﻌﺎﯾﯿﺮ ﻟﻠﻤﻘﺎﯾﯿﺲ اﻟﻌﺮﺑﯿﺔ ،ﺑﺎﺳﺘﺜﻨﺎء ﻣﻘﯿﺎس أﻋﺮاض
اﻟﻮﺳﻮاس اﻟﻘﮭﺮي.
اﻟﻌﯿﻨﺎت اﻟﻤﺴﺘﺨﺪﻣﺔ ﻓﻲ اﻟﺪراﺳﺎت اﻟﻌﺮﺑﯿﺔ ﻣﻦ اﻷﺳﻮﯾﺎء ﻓﯿﻤﺎ
ﻋﺪا دراﺳﺔ ﻧﺠﻤﺔ اﻟﺨﺮاﻓﻲ.16
ﻣﺎ ﺗﺰال دراﺳﺘﻨﺎ اﻟﺴﺎﺑﻘﺔ ﻣﺘﻔﺮدة ﻓﻲ اﻋﺘﻤﺎدھﺎ اﻟﺴﺆال
اﻟﻤﻔﺘﻮح ﻟﻠﻤﺮﺿﻰ ﻛﻤﺼﺪر رﺋﯿﺴﻲ ﻟﻠﺒﻨﻮد.
اﻋﺘﻤﺪ اﻟﻤﻘﯿﺎس اﻟﻌﺮﺑﻲ اﻷول ﻋﻠﻰ اﻟﻤﻘﺎﯾﯿﺲ اﻟﻐﺮﺑﯿﺔ ،وﻟﻢ
ﯾﻤﯿﺰ ﺑﯿﻦ اﻟﺴﻤﺎت واﻷﻋﺮاض اﻟﻮﺳﻮاﺳﯿﺔ ،وﻟﻢ ﯾﺘﻀﻤﻦ
ﻣﻘﺎﯾﯿﺲ ﻓﺮﻋﯿﺔ ،وطﺒﻖ ﻋﻠﻰ ﻋﯿﻨﺎت ﻏﯿﺮ إﻛﻠﯿﻨﯿﻜﯿﺔ.
ظﻠﺖ اﻟﺒﻨﻮد اﻟﺘﻲ ﺗﻘﯿﺲ اﻷﻓﻜﺎر اﻟﻮﺳﻮاﺳﯿﺔ اﻟﺪﯾﻨﯿﺔ ﻏﯿﺮ
ﻣﺪرﺟﺔ ﺑﺎﻟﻤﻘﺎﯾﯿﺲ اﻟﻌﺮﺑﯿﺔ اﻟﺘﻲ ﻛﻨﺖ ﻣﺘﺎﺣﺔ ﺣﺘﻰ ﺻﺪور
اﻟﻤﻘﯿﺎس.1
7
ﺗﻤﺖ دراﺳﺔ أﺣﻤﺪ ﻋﺒﺪ اﻟﺨﺎﻟﻖ ﻋﻠﻰ ﻋﯿﻨﺔ ﻣﻦ ﺛﻘﺎﻓﺔ ﺗﺨﺘﻠﻒ
ﻋﻦ اﻟﺜﻘﺎﻓﺔ اﻟﺘﻲ أﻋﺪ ﻓﯿﮭﺎ اﻟﻤﻘﯿﺎس ،ﻣﻤﺎ ﯾﺆﺛﺮ ﻋﻠﻰ ﻣﺼﺪاﻗﯿﺔ
اﻟﺪرﺟﺎت ،ﻓﻀﻼ ﻋﻦ أن اﺳﺘﺨﺪام اﻟﺘﺤﻠﯿﻞ اﻟﻌﺎﻣﻠﻲ
اﻻﺳﺘﻜﺸﺎﻓﻲ ﻛﺄﺣﺪ أﺳﺎﻟﯿﺐ ﺣﺴﺎب اﻟﺼﺪق ﻏﯿﺮ ﻣﻨﺎﺳﺐ ﻓﻲ

اﻟﻤﻨﮭﺞ واﻻﺟﺮاءات
ﻋﯿﻨﺔ اﻟﺪراﺳﺔ:
ﻣﻨﺬ ﯾﻨﺎﯾﺮ  2016ﺑﺪأت إﺟﺮاءات إﻋﺎدة اﻟﺘﻘﻨﯿﻦ ،وﺗﻢ اﻻﻋﺘﻤﺎد ﻋﻠﻰ اﻟﻤﻘﺎﺑﻠﺔ
اﻻﻛﻠﯿﻨﯿﻜﯿﺔ ﻻﺧﺘﯿﺎر اﻟﻌﯿﻨﺔ .ﺗﻢ ﺗﻄﺒﯿﻖ اﻟﻤﻘﯿﺎس ﻋﻠﻰ ﻋﯿﻨﺔ ﻗﻮاﻣﮭﺎ  360ﻓﺮدا
ُﻣﺸﺨﺼﺎ ﺑﺎﺿﻄﺮاب اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﻣﻦ ﻣﺮﺿﻰ اﻟﻌﯿﺎدات اﻟﻨﻔﺴﯿﺔ ﻓﻲ ﻛﻞ
ﻣﻦ اﻟﻘﻄﺎع اﻟﺨﺎص وﻣﺴﺘﺸﻔﯿﺎت ﺟﺎﻣﻌﺔ اﻟﺰﻗﺎزﯾﻖ ﺑﻤﺼﺮ ﺗﻢ اﺳﺘﺒﻌﺎد  59ﻣﻨﮭﻢ
ﺑﺴﺒﺐ أﺧﻄﺎء أو ﻋﺪم اﻻﺟﺎﺑﺔ ﻋﻠﻰ ﺑﻌﺾ ﺑﻨﻮد ﻓﺄﺻﺒﺢ اﻟﻌﺪد اﻟﻨﮭﺎﺋﻲ ﻟﻌﯿﻨﺔ
اﻟﻤﺮﺿﻰ  301ﻓﺮدا ،وﻛﺬﻟﻚ طﺒﻖ اﻟﻤﻘﯿﺎس ﻋﻠﻰ  150ﻓﺮدا ﻻ ﯾﻌﺎﻧﻲ ﻣﻦ
أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي وﺗﻢ اﺳﺘﺒﻌﺎد  37ﻣﻨﮭﻢ ﻟﻨﻔﺲ اﻷﺳﺒﺎب اﻟﺴﺎﺑﻘﺔ
ﻟﺘﺼﺒﺢ ﻋﯿﻨﺔ اﻷﺳﻮﯾﺎء  113ﻓﺮدا ،وﻓﯿﻤﺎ ﯾﻠﻲ وﺻﻒ ﻣﻔﺼﻞ ﻟﺨﺼﺎﺋﺺ ﻋﯿﻨﺔ
اﻟﺘﻘﻨﯿﻦ اﻟﺤﺎﻟﯿﺔ:

ﺟﺪول ) (1ﻋﯿﻨﺔ اﻟﺪراﺳﺔ ﻣﻦ اﻷﺳﻮﯾﺎء واﻟﻤﺮﺿﻰ

-1

-2

-3

-4

ﺧﺼﺎﺋﺺ اﻟﻌﯿﻨﺔ
اﻟﻨﻮع:
• ذﻛﻮر
• إﻧﺎث
اﻟﻤﺴﺘﻮى اﻟﺘﻌﻠﯿﻤﻲ:
• أﻣﻲ
• ﻣﺘﻮﺳﻂ
• ﺟﺎﻣﻌﻲ
• دراﺳﺎت ﻋﻠﯿﺎ
اﻟﺴﻦ:
• ﻣﻦ  15إﻟﻰ  30ﻋﺎم
• ﻣﻦ  31إﻟﻰ  45ﻋﺎم
• ﻣﻦ  46إﻟﻰ  60ﻋﺎم
• ﻣﻦ  61ﻓﻤﺎ ﻓﻮق
اﻟﻨﻄﺎق اﻟﺠﻐﺮاﻓﻲ:
• ﻣﺤﺎﻓﻈﺔ اﻟﻘﺎھﺮة
•
•

ﻣﺤﺎﻓﻈﺎت اﻟﻮﺟﮫ اﻟﺒﺤﺮي
ﻣﺤﺎﻓﻈﺎت اﻟﻮﺟﮫ اﻟﻘﺒﻠﻲ

ﯾﻈﮭﺮ ﺟﺪول ) (1ﻣﻘﺎرﻧﺔ اﻟﻤﻌﻠﻮﻣﺎت اﻟﺪﯾﻤﻮﺟﺮاﻓﯿﺔ ﻟﻠﻌﯿﻨﺘﯿﻦ اﻷﺳﻮﯾﺎء
ﻛﺒﯿﺮا ﻣﻦ اﻟﺘﺠﺎﻧﺲ واﻟﺘﻄﺎﺑﻖ ﺑﯿﻨﮭﻤﺎ.
ﻗﺪرا ً
واﻟﻤﺮﺿﻰ ً

اﻷﺳﻮﯾﺎء
اﻟﻌﺪد اﻟﻨﺴﺒﺔ

اﻟﻤﺮﺿﻰ
اﻟﻌﺪد اﻟﻨﺴﺒﺔ

66
47

%58
%42

148
153

%49
%51

-27
83
3

-%24
%73
%3

4
120
169
8

%3
%40
%56
%1

70
37
4
2

%62
%33
%3
%2

192
96
12
1

%64
%32
%3
%1

32

%28

89

%29

79
2

%70
%2

205
7

%68
%3

أوﻻ :ﺻﺪق اﻻﺗﺴﺎق اﻟﺪاﺧﻠﻲ :
-

اﻟﺼﻼﺣﯿﺔ اﻟﺴﯿﻜﻮﻣﺘﺮﯾﺔ ﻟﻠﻤﻘﯿﺎس:
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ﺗﻢ ﺣﺴﺎب ﺻﺪق اﻻﺗﺴﺎق اﻟﺪاﺧﻠﻲ ﻣﻦ ﺧﻼل ﺣﺴﺎب اﻻرﺗﺒﺎط
ﺑﯿﻦ درﺟﺔ اﻟﻔﻘﺮة واﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻟﻠُﺒﻌﺪ ،وﺣﺴﺎب اﻻرﺗﺒﺎط
ﺑﯿﻦ اﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻟﻜﻞ ﺑُﻌﺪ واﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻟﻠﻤﻘﯿﺎس ﻛﻜﻞ
وھﻮ ﻣﺎ ﯾﻮﺿﺤﮫ اﻟﺠﺪول اﻵﺗﻲ :

Abohendy WMA, Moemen DME, Abdalla AM
ﺟﺪول ) (2ﺻﺪق اﻻﺗﺴﺎق اﻟﺪاﺧﻠﻲ ﻟﻠﻤﻘﺎﯾﯿﺲ اﻟﻔﺮﻋﯿﺔ

اﻟﻮﺳﺎوس
اﻟﺠﻨﺴﯿﺔ
أﻓﻌﺎل
ﻗﮭﺮﯾﺔ دﯾﻨﯿﺔ

أﻓﻌﺎل ﻗﮭﺮﯾﺔ ﻋﺎﻣﺔ

اﻟﺼﻮر
اﻟﻮﺳﻮاﺳﯿﺔ

2
3
4

)**(.773
)**(.791
)**(.726

1

)**(.658

2
3
4
5
1

)**(.723
)**(.757
)**(.617
)**(.437
)**(.658

2

)**(.718

3

)**(.587

4

)**(.656
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طﻘﻮس اﻟﻠﻤﺲ

اﻻﻧﺪﻓﺎﻋﺎت اﻟﻮﺳﻮاﺳﯿﺔ

1

)**(.734

اﻟﻤﺮاﺟﻌﺔ

اﻟﻮﺳﺎوس اﻟﻌﺪواﻧﯿﺔ

1
2
3
4
5
6
7
8

)**(.672
)**(.593
)**(.636
)**(.628
)**(.582
)**(.480
)**(.630
)**(.734

اﻟﺒﻂء

1
2
3
4
5

)**(.345
)**(.640
)**(.691
)**(.581
)**(.708

اﻟﻄﮭﺎرة واﻟﻨﻈﺎﻓﺔ اﻟﻘﮭﺮﯾﺔ

1
2
3
4
5
6
7
1
2
3
4

وﺳﺎوس اﻟﻄﮭﺎرة واﻟﻨﻈﺎﻓﺔ

اﺟﺘﺮار اﻷﻓﻜﺎر

اﻟﺒُﻌﺪ

اﻟﺒُﻌﺪ

اﻟﻮﺳﺎوس اﻟﺪﯾﻨﯿﺔ

اﻟﻔﻘﺮة

ﻗﯿﻤﺔ
اﻻرﺗﺒﺎط
)**(.690
)**(.553
)**(.728
)**(.702
)**(.639
)**(.798
)**(.735
)**(.694
)**(.788
)**(.844
)**(.888

اﻟﻔﻘﺮة
1
2
3
4
5
6
7
8
9
1
2

ﻗﯿﻤﺔ
اﻻرﺗﺒﺎط
)**(.682
)**(.535
)**(.686
)**(.726
)**(.792
)**(.600
)**(.800
)**(.687
)**(.578
)**(.784
)**(.794

3
4
5
6
7
8
9
1
2
3
4
5
6
7
1

)**(.579
)**(.806
)**(.651
)**(.612
)**(.811
)**(.669
)**(.386
)**(.660
)**(.745
)**(.488
)**(.715
)**(.752
)**(.656
)**(.676
)**(.640

2

)**(.542

3
4
1

)**(.809
)**(.779
)**(.725

2

)**(.730

3
4
1
2
3

)**(.723
)**(.630
)**(.834
)**(.797
)**(.845

4

)**(.637

5

)**(.859

اﻷﻋﺮاض اﻟﺪﯾﻨﯿﺔ

اﻷﻋﺮاض اﻟﺪﯾﻨﯿﺔ

ﺗﺄﺛﯿﺮ اﻟﻮﺳﻮاس ﻋﻠﻰ اﻷﻧﺸﻄﺔ اﻟﯿﻮﻣﯿﺔ
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1

)**(.515

2

)**(.754

3

)**(.617

4
5

)**(.785
)**(.835

6
7
8

)**(.688
)**(.739
)**(.638

1

)**(.546

2
3

)**(.564
)**(.474

4

)**(.543

5
6

)**(.493
)**(.386

7
8

)**(.521
)**(.480

9
10
11

)**(.451
)**(.689
)**(.420

12
13

)**(.490
)**(.521

14
15
16
17
18
19

)**(.370
)**(.560
)**(.465
)**(.256
)**(.464
)**(.467

20

)**(.440

21
22
23
24

)**(.545
)**(.525
)**(.413
)**(.528

25
26

)**(.557
)**(.582

**اﻟﻘﯿﻤﺔ داﻟﺔ ﻋﻨﺪ ﻣﺴﺘﻮى  * 0.01اﻟﻘﯿﻤﺔ داﻟﺔ ﻋﻨﺪ ﻣﺴﺘﻮى 0.05
ﯾﻮﺿﺢ ﺟﺪول ) (2أن ﺟﻤﯿﻊ ﻓﻘﺮات اﻟﻤﻘﯿﺎس داﻟﺔ ﻋﻨﺪ ﻣﺴﺘﻮى  0.01ﻣﻤﺎ ﯾﺪل
ﻋﻠﻰ درﺟﺔ ﻋﺎﻟﯿﺔ ﻣﻦ اﻟﺜﻘﺔ.

أﻣﺎ ﻋﻦ ﺣﺴﺎب اﻻرﺗﺒﺎط ﺑﯿﻦ ﻣﺠﻤﻮع درﺟﺎت اﻷﺑﻌﺎد واﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻟﻠﻤﻘﯿﺎس
ﻓﺎﻟﺠﺪول اﻟﺘﺎﻟﻲ ﯾﻮﺿﺢ ﻗﯿﻤﺔ اﻻرﺗﺒﺎط ودﻻﻟﺘﮫ:
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Abohendy WMA, Moemen DME, Abdalla AM
ﺟﺪول ) (3اﻻرﺗﺒﺎط ﺑﯿﻦ ﻣﺠﻤﻮع درﺟﺎت اﻷﺑﻌﺎد واﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻟﻼﺧﺘﺒﺎر
اﻷﺑﻌﺎد

م
1
2
3
4
5
6
7
8
9
10
11
12
13
14

ﻗﯿﻤﺔ اﻻرﺗﺒﺎط

اﺟﺘﺮار اﻷﻓﻜﺎر
اﻟﻮﺳﺎوس اﻟﺠﻨﺴﯿﺔ
اﻟﻮﺳﺎوس اﻟﻌﺪواﻧﯿﺔ
اﻟﻮﺳﺎوس اﻟﺪﯾﻨﯿﺔ
وﺳﺎوس اﻟﻄﮭﺎرة واﻟﻨﻈﺎﻓﺔ واﻟﺨﻮف ﻣﻦ اﻟﻤﺮض
اﻻﻧﺪﻓﺎﻋﺎت اﻟﻮﺳﻮاﺳﯿﺔ
اﻟﺼﻮر اﻟﻮﺳﻮاﺳﯿﺔ
أﻓﻌﺎل ﻗﮭﺮﯾﺔ ﻋﺎﻣﺔ
اﻷﻓﻌﺎل اﻟﻘﮭﺮﯾﺔ اﻟﺪﯾﻨﯿﺔ
اﻟﻄﮭﺎرة واﻟﻨﻈﺎﻓﺔ اﻟﻘﮭﺮﯾﺔ
اﻟﺒﻂء
اﻟﻤﺮاﺟﻌﺔ
طﻘﻮس اﻟﻠﻤﺲ
ﺗﺄﺛﯿﺮ اﻟﻮﺳﻮاس ﻋﻠﻰ اﻷﻧﺸﻄﺔ اﻟﯿﻮﻣﯿﺔ

)**(.614
)**(.480
)**(.639
)**(.468
)**(.724
)**(.583
)**(.559
)**(.617
)**(.561
)**(.703
)**(.639
)**(.649
)**(.597
)**(.679

ﺛﺎﻧﯿﺎ ً :اﻟﺼﺪق اﻟﺘﻤﯿﯿﺰي :
-

ﺗﻢ ﺣﺴﺎﺑﮫ ﺑﮭﺪف ﺗﺤﺪﯾﺪ ﻣﺪي ﻗﺪرﺗﮫ ﻋﻠﻰ اﻟﺘﻤﯿﯿﺰ ﺑﯿﻦ اﻟﻤﺮﺿﻰ واﻷﺳﻮﯾﺎء ﻓﻲ أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ،واﺳﺘﺨﺪم اﺧﺘﺒﺎر "ت" ﻟﻠﻜﺸﻒ ﻋﻦ دﻻﻟﺔ
اﻟﻔﺮوق ﺑﯿﻦ ﻣﺠﻤﻮﻋﺘﻲ اﻟﺪراﺳﺔ ،وذﻟﻚ ﻣﺎ ﯾﻮﺿﺤﮫ اﻟﺠﺪول اﻵﺗﻲ :

ﺟﺪول ) (4اﻟﺼﺪق اﻟﺘﻤﯿﯿﺰي ﻟﻠﻤﻘﯿﺎس
اﻟﻌﯿﻨﺔ
أﺑﻌﺎد اﻟﻤﻘﯿﺎس
اﺟﺘﺮار اﻷﻓﻜﺎر
اﻟﻮﺳﺎوس اﻟﺠﻨﺴﯿﺔ
اﻟﻮﺳﺎوس اﻟﻌﺪواﻧﯿﺔ
اﻟﻮﺳﺎوس اﻟﺪﯾﻨﯿﺔ
وﺳﺎوس اﻟﻄﮭﺎرة واﻟﻨﻈﺎﻓﺔ واﻟﺨﻮف ﻣﻦ اﻟﻤﺮض
اﻻﻧﺪﻓﺎﻋﺎت اﻟﻮﺳﻮاﺳﯿﺔ
اﻟﺼﻮر اﻟﻮﺳﻮاﺳﯿﺔ
أﻓﻌﺎل ﻗﮭﺮﯾﺔ ﻋﺎﻣﺔ
اﻷﻓﻌﺎل اﻟﻘﮭﺮﯾﺔ اﻟﺪﯾﻨﯿﺔ
اﻟﻄﮭﺎرة واﻟﻨﻈﺎﻓﺔ اﻟﻘﮭﺮﯾﺔ

اﻷﺳﻮﯾﺎء
)ن = (113

م
21.03
6.80
7.95
16.37
14.43
11.53
6.67
9.38
5.96
9.65

ﯾﺘﻀﺢ ﻣﻦ ﺟﺪول ) (4وﺟﻮد ﻓﺮوق داﻟﺔ إﺣﺼﺎﺋﯿﺎ ً ﻋﻨﺪ ﻣﺴﺘﻮى  0.01ﻓﻲ
اﻟﺘﻤﯿﯿﺰ ﺑﯿﻦ ﻣﺠﻤﻮﻋﺔ اﻷﺳﻮﯾﺎء واﻟﻤﺮﺿﻰ ﻟﺼﺎﻟﺢ اﻟﻤﺠﻤﻮﻋﺔ اﻟ ُﻤﻀﻄﺮﺑﺔ ،ﻣﻤﺎ
ﯾﺸﯿﺮ إﻟﻰ ﺻﺪق اﻟﻤﻘﯿﺎس وﻗﺪرﺗﮫ اﻟﻤﺮﺗﻔﻌﺔ ﻋﻠﻰ اﻟﺘﻤﯿﯿﺰ.

ع
6.48
3.50
2.76
6.46
5.27
3.91
2.89
3.52
2.14
3.15

م
26.96
8.48
10.77
23.51
24.65
15.52
9.60
14.25
8.95
16.68

اﻟﻤﺮﺿﻰ
)ن = (113

ﻗﯿﻤﺔ
ع
5.35
4.20
3.53
8.02
9.02
5.88
3.75
4.30
3.49
6.51

ت
* 7.49
*3.26
*6.68
*7.36
*10.39
*5.99
*6.56
*9.30
*7.75
*10.32

ﺗﻢ ﺣﺴﺎب ﺛﺒﺎت اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ ﻣﻦ ﺧﻼل ﺣﺴﺎب اﻻرﺗﺒﺎط ﺑﯿﻦ ﻧﺼﻔﻲ
اﻟﻤﻘﯿﺎس وﺗﺼﺤﯿﺢ اﻟﻘﯿﻤﺔ اﻟﻨﺎﺗﺠﺔ ﻋﻦ اﻻرﺗﺒﺎط ﺑﻤﻌﺎدﻟﺔ ﺳﺒﯿﺮﻣﺎن ﺑﺮاون ﻟﯿﻌﺎدل
ﺛﺒﺎت اﻟﻤﻘﯿﺎس ﻛﻜﻞ.
ﻛﻤﺎ ﺗﻢ ﺣﺴﺎب ﻣﻌﺎﻣﻞ ﺛﺒﺎت أﻟﻔﺎ ﺑﺎﺳﺘﺨﺪام ﺑﺮﻧﺎﻣﺞSPSS

ﺛﺎﻟﺜ ًﺎ :ﺛﺒﺎت اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ ،وﻣﻌﺎﻣﻞ ﺛﺒﺎت أﻟﻔﺎ ﻛﺮوﻧﺒﺎخ :

) (Statistical package for the Social Sciencesﻟﻜﻞ ﺑﻌﺪ ﻣﻦ أﺑﻌﺎد
اﻟﻤﻘﯿﺎس ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ ﺣﺴﺎب ﻣﻌﺎﻣﻞ ﺛﺒﺎت اﻟﻘﺎﺋﻤﺔ ﻛﻜﻞ.
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ﺟﺪول ) (5ﺣﺴﺎب ﺛﺒﺎت اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ
ﻣﻌﺎﻣﻞ اﻟﺜﺒﺎت ﻗﺒﻞ اﻟﻤﻌﺎﻟﺠﺔ

ﻣﻌﺎﻣﻞ اﻟﺜﺒﺎت ﺑﻌﺪ اﻟﻤﻌﺎﻟﺠﺔ

ﻣﻌﺎﻣﻞ ﺛﺒﺎت أﻟﻔﺎ

اﻷﺑﻌﺎد

م
1

اﺟﺘﺮار اﻷﻓﻜﺎر

.67

.80

.81

2

اﻟﻮﺳﺎوس اﻟﺠﻨﺴﯿﺔ

.70

.82

.82

3

اﻟﻮﺳﺎوس اﻟﻌﺪواﻧﯿﺔ

.44

.61

.57

4

اﻟﻮﺳﺎوس اﻟﺪﯾﻨﯿﺔ

.72

.84

.85

5

وﺳﺎوس اﻟﻄﮭﺎرة واﻟﻨﻈﺎﻓﺔ واﻟﺨﻮف ﻣﻦ اﻟﻤﺮض

.74

.85

.85

6

اﻻﻧﺪﻓﺎﻋﺎت اﻟﻮﺳﻮاﺳﯿﺔ

.57

.73

.76

7

اﻟﺼﻮر اﻟﻮﺳﻮاﺳﯿﺔ

.57

.73

.74

8

أﻓﻌﺎل ﻗﮭﺮﯾﺔ ﻋﺎﻣﺔ

.58

.73

.69

9

اﻷﻓﻌﺎل اﻟﻘﮭﺮﯾﺔ اﻟﺪﯾﻨﯿﺔ

.38

.55

.55

10

اﻟﻄﮭﺎرة واﻟﻨﻈﺎﻓﺔ اﻟﻘﮭﺮﯾﺔ

.60

.75

.80

11

اﻟﺒﻂء

.61

.77

.67

12

اﻟﻤﺮاﺟﻌﺔ

.54

.70

.65

13

طﻘﻮس اﻟﻠﻤﺲ

.70

.82

.85

14

ﺗﺄﺛﯿﺮ اﻟﻮﺳﻮاس ﻋﻠﻰ اﻷﻧﺸﻄﺔ اﻟﯿﻮﻣﯿﺔ

.72

.83

.85

15

اﻷﻋﺮاض اﻟﺪﯾﻨﯿﺔ

.80

.88

.87

16

اﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ

.88

.93

.94

ﯾﺘﺒﯿﻦ ﻣﻦ اﻟﺠﺪول ) (5ارﺗﻔﺎع ﻣﻌﺎﻣﻞ ﺛﺒﺎت اﻟﻤﻘﯿﺎس ﺣﯿﺚ ﺗﺮاوح ﻣﻌﺎﻣﻞ ﺛﺒﺎت
اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ ﺑﯿﻦ  .55وﺣﺘﻰ  ،.93ﻛﻤﺎ ﯾﺘﻀﺢ ارﺗﻔﺎع ﻣﻌﺎﻣﻞ ﺛﺒﺎت أﻟﻔﺎ
ﺳﻮاء ﻟﻸﺑﻌﺎد اﻟﻔﺮﻋﯿﺔ واﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ،ﻛﻤﺎ ﯾﺒﯿﻦ ارﺗﻔﺎع ﻣﻌﺎﻣﻞ ﺛﺒﺎت اﻟﻤﻘﯿﺎس
ﻛﻜﻞ واﻟﺬي ﺑﻠﻎ .94

.1

.2

ﻣﻘﺎﯾﯿﺲ اﻷﺑﻌﺎد اﻟﻔﺮﻋﯿﺔ ﻟﻠﻤﻘﯿﺎس

.3

ﺑﻌﺪ اﺳﺘﻌﺮاض ﻧﺘﺎﺋﺞ اﻟﺪراﺳﺔ واﻟﺘﻲ ﺗﺸﯿﺮ ﻓﻲ ﻣﺠﻤﻠﮭﺎ إﺣﺼﺎﺋﯿﺎ إﻟﻰ ﺻﻼﺣﯿﺔ
ﺳﯿﻜﻮﻣﯿﺘﺮﯾﺔ ﻋﺎﻟﯿﺔ ﻟﻜﻞ ﺑﻨﻮد وأﺑﻌﺎد اﻟﻤﻘﯿﺎس ،ﺗﻢ دﻣﺞ ﺑﻌﺪي اﻟﻮﺳﺎوس واﻷﻓﻌﺎل
اﻟﻘﮭﺮﯾﺔ اﻟﺪﯾﻨﯿﺔ ﻓﻲ ﺑﻌﺪ واﺣﺪ ھﻮ أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي اﻟﺪﯾﻨﯿﺔ ،وإﺿﺎﻓﺔ
ﺑﻨﻮد أﺧﺮى ﻣﻦ أﺑﻌﺎد أﺧﺮى ﻟﻠﻤﻘﯿﺎس ،دون أي ﺣﺎﺟﺔ ﻟﺤﺬف أو ﺗﻐﯿﯿﺮ أي ﻣﻦ
ﺑﻨﻮد اﻟﻤﻘﯿﺎس ،وﻛﺎن ﻣﻦ اﻟﻤﮭﻢ ﺗﺨﺼﯿﺺ ﻣﻘﯿﺎس ﻷﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي
اﻟﺪﯾﻨﯿﺔ واﻟﺘﻲ ﺗﻤﺜﻞ  %57.4ﻣﻦ أﻋﺮاض اﻟﻌﯿﻨﺎت اﻟﻤﻤﺎﺛﻠﺔ ) (2ﻟﻌﯿﻨﺔ اﻟﺪراﺳﺔ،
ﻓﻀﻼ ﻋﻦ ﻛﻮﻧﮭﺎ ﺷﺎﺋﻌﺔ إﻛﻠﯿﻨﯿﻜﯿﺎ ،وﻗﺪ ﺛﺒﺘﺖ اﻟﻌﻼﻗﺔ ﺑﯿﻦ اﻟﺘﺪﯾﻦ واﻟﻮﺳﻮاس
اﻟﻘﮭﺮي.34

.4

.5

ﻓﺄﺻﺒﺢ ھﻨﺎك  13ﻣﻘﯿﺎس ﻓﺮﻋﻲ وھﻲ:

.6
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اﺟﺘﺮار اﻷﻓﻜﺎر ) 7ﺑﻨﻮد( :وﯾﻘﯿﺲ إﻋﺎدة اﻟﺘﻔﻜﯿﺮ ﻓﻲ ﻧﻔﺲ
اﻟﻤﻮﺿﻮع وﻓﻲ ﺗﻔﺎﺻﯿﻞ ﻛﺜﯿﺮة ﺑﻄﺮﯾﻘﺔ ﺗﺴﺒﺐ اﻟﻜﺮب،
وأرﻗﺎم اﻟﺒﻨﻮد ھﻲ( .72-65-57-43—29-15-1
اﻟﻮﺳﺎوس اﻟﺠﻨﺴﯿﺔ ) 4ﺑﻨﻮد( :وﯾﺘﻀﻤﻦ اﻟﺘﻔﻜﯿﺮ ﻓﻲ أﻣﻮر
ﺟﻨﺴﯿﺔ ﻏﯿﺮ ﻣﺮﻏﻮﺑﺔ وﻏﯿﺮ ﻣﻘﺒﻮﻟﺔ ﻟﻠﺸﺨﺺ ﻧﻔﺴﮫ -16-2.
.44-30
اﻟﻮﺳﺎوس اﻟﻌﺪواﻧﯿﺔ ) 5ﺑﻨﻮد( :ﺗﺸﻤﻞ اﻟﺨﻮف ﻣﻦ اﻟﺘﺴﺒﺐ ﻓﻲ
ارﺗﻜﺎب أﺷﯿﺎء ﻓﻈﯿﻌﺔ ورھﯿﺒﺔ .58-45-31-17-3.
وﺳﺎوس واﻟﻨﻈﺎﻓﺔ واﻟﺨﻮف ﻣﻦ اﻟﻤﺮض ) 9ﺑﻨﻮد( :اﻟﺸﻚ ﻓﻲ
اﻟﻨﻈﺎﻓﺔ واﻟﻄﮭﺎرة واﻟﺘﻔﻜﯿﺮ ﻓﻲ اﻟﻄﮭﺎرة واﻟﻨﺠﺎﺳﺔ ،واﻟﺨﻮف
ﻣﻦ اﻟﺘﻌﺮض ﻟﻠﺠﺮاﺛﯿﻢ -79-74-67-60-47-33-19-5.
.83
اﻻﻧﺪﻓﺎﻋﺎت اﻟﻮﺳﻮاﺳﯿﺔ ) 8ﺑﻨﻮد( :وﯾﻘﯿﺲ أﻓﻜﺎر ﺗﺘﻀﻤﻦ أن
اﻟﺸﺨﺺ ﻋﻠﻰ وﺷﻚ اﻟﻘﯿﺎم ﺑﻔﻌﻞ ﻣﺰﻋﺞ وھﻮ ﻏﯿﺮ ﻗﺎدر ﻋﻠﻰ
اﻟﺘﺤﻜﻢ ﻓﯿﮫ ،واﻟﺨﻮف ﻣﻦ ﺗﻨﻔﯿﺬ أﻓﻜﺎر ﻋﺪواﻧﯿﺔ ﺑﺎﺳﺘﻌﻤﺎل
ﺳﻼح أو ﺑﺎﻟﻀﺮب واﻟﺴﺐ اﻟﻘﮭﺮي -61-48-34-20-6.
.80-75-68
اﻟﺼﻮر اﻟﻮﺳﻮاﺳﯿﺔ ) 4ﺑﻨﻮد( :ﯾﺘﻀﻤﻦ ﺻﻮر ﻣﺰﻋﺠﺔ
ﺗﻔﺮض ﻧﻔﺴﮭﺎ ﻋﻠﻰ اﻟﺸﺨﺺ.49-35-21-7 .

Abohendy WMA, Moemen DME, Abdalla AM
.7

.8

.9
.10
.11

.12

.13

أﻓﻌﺎل ﻗﮭﺮﯾﺔ ﻋﺎﻣﺔ وﻣﺘﺒﺎﯾﻨﺔ ) 5ﺑﻨﻮد( :أﻓﻌﺎل ﻣﺘﻜﺮرة ﯾﺸﻌﺮ
اﻟﺸﺨﺺ أﻧﮫ ﻣﺠﺒﺮ ﻋﻠﻰ ﺗﺄدﯾﺘﮭﺎ ﻛﺎﻟﺮﻏﺒﺔ ﻓﻲ ﺗﻜﺮار أﺳﺌﻠﺔ
ﺣﻮل ﻣﻮﺿﻮع ﻣﺎ ،أو ﻋﺪ أﺷﯿﺎء ﻣﻌﯿﻨﺔ .69-50-36-22-8.
اﻟﻨﻈﺎﻓﺔ اﻟﻄﮭﺎرة اﻟﻘﮭﺮﯾﺔ ) 7ﺑﻨﻮد( :ﺗﻜﺮار اﻷﻓﻌﺎل اﻟﻤﺘﻌﻠﻘﺔ
ﺑﺎﻟﻨﻈﺎﻓﺔ واﻟﻄﮭﺎرة ﺑﺪون أﺳﺒﺎب ﻣﻨﻄﻘﯿﺔ -52-38-24-10.
.76-70-62
اﻟﺒﻂء ) 4ﺑﻨﻮد( :وﯾﺸﻤﻞ اﻟﺒﻂء ﻓﻲ ﺗﻨﻔﯿﺬ اﻷﻋﻤﺎل واﻟﻮاﺟﺒﺎت
ﺣﺘﻰ اﻟﺒﺴﯿﻂ ﻣﻨﮭﺎ .53-39-25-11.
اﻟﻤﺮاﺟﻌﺔ ) 4ﺑﻨﻮد( :وﺗﺸﻤﻞ ﻣﺮاﺟﻌﺔ اﻷﺷﯿﺎء ﺑﻐﺮض
اﻟﺘﺤﻘﻖ ﻣﻦ اﻟﻘﯿﺎم ﺑﮭﺎ .54-40-26-12.
طﻘﻮس اﻟﻠﻤﺲ ) 5ﺑﻨﻮد( :اﻟﻌﻤﻞ ﻋﻠﻰ ﺗﺠﻨﺐ ﻟﻤﺲ أﺷﯿﺎء
ﻣﻌﯿﻨﺔ ،أو أن ﺗﻠﻤﺲ أﺷﯿﺎء ﻣﻌﯿﻨﺔ ﻣﻼﺑﺲ اﻟﺸﺨﺺ -27-13.
.63-55-41
ﺗﺄﺛﯿﺮ اﻟﻮﺳﻮاس ﻋﻠﻰ اﻷﻧﺸﻄﺔ اﻟﯿﻮﻣﯿﺔ ) 8ﺑﻨﻮد( :أي
اﺳﺘﮭﻼك اﻟﻮﺳﺎوس واﻷﻓﻌﺎل اﻟﻘﮭﺮﯾﺔ ﻟﻠﻮﻗﺖ ،وإﻋﺎﻗﺘﮭﺎ
ﺑﺪرﺟﺔ ﻛﺒﯿﺮة ﻟﻨﻈﺎم اﻟﺸﺨﺺ اﻟﯿﻮﻣﻲ أو أداءه اﻟﻮظﯿﻔﻲ أو
اﻷﻛﺎدﯾﻤﻲ أو اﻷﻧﺸﻄﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ -64-56-42-28-14.
.81-77-71
ﻣﻘﯿﺎس اﻷﻋﺮاض اﻟﺪﯾﻨﯿﺔ ) 26ﺑﻨﺪا(  :ﯾﻘﯿﺲ اﻟﻮﺳﺎوس
اﻟﺪﯾﻨﯿﺔ وﺗﺘﻀﻤﻦ ﺷﻜﻮك ﻓﻲ اﻟﻌﺒﺎدات ﻣﻦ ﺻﻼة وﺻﯿﺎم وﻓﻲ
اﻟﻮﺿﻮء ،وﻗﺪ ﺗﺠﻌﻞ ﻷﻓﻜﺎر اﻟﻮﺳﻮاﺳﯿﺔ اﻟﻔﺮد ﯾﻘﻮم ﺑﺴﻠﻮك

ﻗﮭﺮي ﻟﯿﺘﺄﻛﺪ ﻣﻦ طﮭﺎرﺗﮫ ﻣﺜﻼ ،واﻟﻮﺳﺎوس اﻟﺪﯾﻨﯿﺔ ﺗﺸﻤﻞ 9
ﺑﻨﻮد (82-78-73-66-59-46-32-18-4) :واﻷﻓﻌﺎل
اﻟﻘﮭﺮﯾﺔ اﻟﺪﯾﻨﯿﺔ ) 4ﺑﻨﻮد( (51-37-23-9) :و ﺑﻌﻀﮭﺎ
ﻣﻜﺘﻨﻒ ﺿﻤﻦ أﺑﻌﺎد أﺧﺮى ﻷﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﻓﻤﻦ
ﻓﺌﺔ اﻟﺒﻂء اﻟﺒﻨﺪ ) (11وﻣﻦ وﺳﺎوس اﻟﻄﮭﺎرة )-60-33-5
 ،(79-74وﻣﻦ ﻓﺌﺔ اﻟﺼﻮر اﻟﻮﺳﻮاﺳﯿﺔ ) (49-21واﻟﻄﮭﺎرة
اﻟﻘﮭﺮﯾﺔ ) (76-62 -10وﻣﻦ ﻓﺌﺔ اﻻﻧﺪﻓﺎﻋﺎت اﻟﻮﺳﻮاﺳﯿﺔ
) ،(68-61واﻟﺒﻨﻮد ﻛﻜﻞ ھﻲ -21-18-11-10-9-5-4
-68-66-62-61-60-59-51-49-46-37-33-32-23
.82-79-78-76-74-73

طﺮﯾﻘﺔ اﻟﺘﺼﺤﯿﺢ
ﯾﺘﻢ ﺗﺼﺤﯿﺢ اﻟﻤﻘﯿﺎس ﻣﻦ ﺧﻼل :إﻋﻄﺎء »  «5درﺟﺎت ﻻﺧﺘﯿﺎر »داﺋﻤﺎ ً««4» ،
ﻻﺧﺘﯿﺎر »ﻛﺜﯿﺮاً« «3 » ،ﻻﺧﺘﯿﺎر »أﺣﯿﺎﻧﺎ ً« ،درﺟﺘﺎن ﻻﺧﺘﯿﺎر »ﻧﺎدراً««1» ،
ﻻﺧﺘﯿﺎر »ﻣﻄﻠﻘﺎ ً«.
اﻟﻔﺮوق ﺑﯿﻦ اﻟﺪراﺳﺔ اﻟﺴﺎﺑﻘﺔ ) (1واﻟﺤﺎﻟﯿﺔ ﻟﻠﺨﺼﺎﺋﺺ اﻟﺴﯿﻜﻮﻣﺘﺮﯾﺔ ﻟﻠﻤﻘﯿﺎس
وﯾﺸﻤﻠﮭﺎ ﺟﺪول :6

ﺟﺪول ) (6اﻟﻔﺮوق ﺑﯿﻦ اﻟﺪراﺳﺘﯿﻦ ﻓﻲ اﻟﺨﺼﺎﺋﺺ اﻟﺴﯿﻜﻮﻣﺘﺮﯾﺔ ﻟﻠﻤﻘﯿﺎس
اﻟﺪراﺳﺔ اﻟﺴﺎﺑﻘﺔ

اﻟﺪراﺳﺔ اﻟﺤﺎﻟﯿﺔ

ﻣﺤﺎور اﻟﻔﺮوق

اﻟﻌﺪد ) (54ﻣﺮﺿﻰ ) (48أﺳﻮﯾﺎء.
اﻟﻨﻮع ذﻛﻮر ) (41إﻧﺎث )(61
اﻟﺘﻌﻠﯿﻢ أﻣﻲ ) (2ﯾﻘﺮأ ) (1ﻣﺘﻮﺳﻂ ) (33ﺟﺎﻣﻌﻲ )(69
اﻟﻤﺪى اﻟﻌﻤﺮي ﻣﻦ 15ع إﻟﻰ  55ﻋﺎم.

ﻣﻌﺎﻣﻼت اﻟﺼﺪق
واﻟﺜﺒﺎت

أﻋﻠﻰ ﻣﻌﺎﻣﻞ ﺻﺪق ﻟﻼﺗﺴﺎق اﻟﺪاﺧﻠﻲ ﻟﻸﺑﻌﺎد )(.82
ﻣﻌﺎﻣﻞ ﺛﺒﺎت اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ ﻟﻠﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻓﻘﻂ .93
ﻣﻌﺎﻣﻞ ﺛﺒﺎت أﻟﻔﺎ ﻛﺮوﻧﺒﺎخ ﻟﻠﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻓﻘﻂ .96

اﻟﻌﺪد ) (301ﻣﺮﺿﻰ ) (103أﺳﻮﯾﺎء
اﻟﻨﻮع ذﻛﻮر ) (214إﻧﺎث )(200
اﻟﺘﻌﻠﯿﻢ أﻣﻲ ) (4ﻣﺘﻮﺳﻂ ) (147ﺟﺎﻣﻌﻲ ) (252دراﺳﺎت ﻋﻠﯿﺎ )(11
اﻟﻤﺪى اﻟﻌﻤﺮي 15إﻟﻰ  60ﻋﺎم ﻓﺄﻛﺜﺮ.
اﻟﻨﻄﺎق اﻟﺠﻐﺮاﻓﻲ اﻟﻘﺎھﺮة ) (121ﻣﺤﺎﻓﻈﺎت اﻟﻮﺟﮫ اﻟﺒﺤﺮي )(284
ﻣﺤﺎﻓﻈﺎت اﻟﻮﺟﮫ اﻟﻘﺒﻠﻲ )(9
أﻋﻠﻰ ﻣﻌﺎﻣﻞ ﺻﺪق ﻟﻼﺗﺴﺎق اﻟﺪاﺧﻠﻲ ﻟﻸﺑﻌﺎد )(.89
ﻣﻌﺎﻣﻞ ﺛﺒﺎت اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ ﻟﻠﻤﻘﯿﺎس واﻷﺑﻌﺎد اﻟﻔﺮﻋﯿﺔ ﻣﻦ  .55إﻟﻰ .94
ﻣﻌﺎﻣﻞ ﺛﺒﺎت أﻟﻔﺎ ﻛﺮوﻧﺒﺎخ ﻟﻠﻤﻘﯿﺎس واﻷﺑﻌﺎد اﻟﻔﺮﻋﯿﺔ ﻣﻦ  .55إﻟﻰ .94

اﻟﻤﻌﺎﯾﯿﺮ

 14ﺑﻌﺪا ﻓﺮﻋﯿﺎ ﻟﻠﻤﻘﯿﺎس.
ُﺣﺴﺒﺖ اﻟﺪرﺟﺎت اﻟﺘﺎﺋﯿﺔ ﻟﻠﺪرﺟﺔ اﻟﻜﻠﯿﺔ واﻷﺑﻌﺎد
اﻟﻔﺮﻋﯿﺔ.

 13ﺑﻌﺪا ﻓﺮﻋﯿﺎ ﻟﻠﻤﻘﯿﺎس
ﺗﻢ ﺣﺴﺎب اﻟﻤﻌﺎﯾﯿﺮ ﺑﺎﻻﻋﺘﻤﺎد ﻋﻠﻰ اﻟﺪرﺟﺎت اﻟﻤﻌﯿﺎرﯾﺔ واﻟﺘﺎﺋﯿﺔ ﻟﻠﻮﺻﻮل
إﻟﻰ ﻓﺌﺎت ﺗﺼﻨﯿﻔﯿﺔ ﺗﺴﮭﻞ ﻋﻤﻠﯿﺔ اﻟﺘﺸﺨﯿﺺ واﻟﻤﺘﺎﺑﻌﺔ اﻟﻌﻼﺟﯿﺔ.

طﺒﯿﻌﺔ اﻟﻌﯿﻨﺎت

ﻣﻌﺎﯾﯿﺮ اﻟﻤﻘﯿﺎس
ﯾﻤﻜﻦ ﻟﻤﻦ ﯾﺮﻏﺐ ﻓﻲ اﺳﺘﺨﺪام ﻣﻌﺎﯾﯿﺮ اﻟﻤﻘﯿﺎس ،واﻻطﻼع ﻋﻠﻰ ﺟﺪاول ﺷﺪة
اﻷﻋﺮاض اﻟﺨﺎﺻﺔ ﺑﻜﻞ ﺑﻌﺪ وﻟﻠﺪرﺟﺔ اﻟﻜﻠﯿﺔ اﻟﻌﻮدة إﻟﻰ دﻟﯿﻞ اﻟﻤﻘﯿﺎس )ﺗﺤﺖ
اﻟﻨﺸﺮ( أو اﻟﺘﻮاﺻﻞ ﻣﻊ اﻟﻤﺆﻟﻔﯿﻦ.

ﻗﯿﻮد اﻟﺪراﺳﺔ واﻗﺘﺮاﺣﺎت ﻟﻠﺒﺎﺣﺜﯿﻦ
ﺗﻌﺘﺒﺮ ھﺬه اﻟﺪراﺳﺔ ﺗﺄﺳﯿﺴﯿﺔ ﻟﻤﻘﯿﺎس أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﻛﺄول ﻣﻘﯿﺎس
ﻋﺮﺑﻲ ﺻﺎدق اﻟﻤﻀﻤﻮن ﻣﻦ ﺣﯿﺚ ﺣﺴﺎﺳﯿﺘﮫ ﻷﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي ﻓﻲ
ﻣﺼﺮ ،ﻟﻜﻨﮫ ﻣﺎ ﯾﺰال ﯾﻨﺘﻈﺮ ﻣﻦ اﻟﺒﺎﺣﺜﯿﻦ اﻟﻌﺮب ﺗﻄﺒﯿﻘﮫ وﺗﻘﻨﯿﻨﮫ ﻓﻲ اﻟﺪول
اﻟﻌﺮﺑﯿﺔ ﻟﻤﻌﺮﻓﺔ ﻣﺪى ﺣﺴﺎﺳﯿﺔ ﻷﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي .ﻛﺬﻟﻚ ﻣﺎ ﺗﺰال
أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي اﻟﺪﯾﻨﯿﺔ ﻓﻲ اﻟﻤﺴﻠﻤﯿﻦ ﺑﺤﺎﺟﺔ إﻟﻰ إﻋﺪاد ﻣﻘﺎﯾﯿﺲ أﻛﺜﺮ
ﺗﺨﺼﺼﺎ ﻷن أﺑﻌﺎدا ﻣﻌﺮﻓﯿﺔ ﻣﮭﻤﺔ ﻣﺜﻞ اﻟﺘﻌﻤﻖ أو ﻓﺮط اﻟﺘﻮرع ﻟﯿﺴﺖ ﻟﮭﺎ

ﻣﻘﺎﯾﯿﺲ ﻋﺮﺑﯿﺔ ...ﻛﺬﻟﻚ ﻣﺎ ﯾﺰال ﻣﻦ اﻟﺼﻌﺐ اﻟﻮﺻﻮل إﻟﻰ ﻣﻘﯿﺎس ﯾﺴﺘﻄﯿﻊ
ﻗﯿﺎس أﻋﺮاض اﻟﻮﺳﻮاس اﻟﻘﮭﺮي دون اﻟﺘﺄﺛﺮ ﺑﻮﺟﻮد ﺳﻤﺎت ﻗﺴﺮﯾﺔ ،ﻷن
اﻟﺘﺪاﺧﻞ اﻟﻈﺎھﺮ ﻓﻲ اﻷﻋﺮاض واﻟﺴﻠﻮك اﻟﻤﺮﺿﻲ ﺑﯿﻦ اﺿﻄﺮاﺑﻲ اﻟﻮﺳﻮاس
اﻟﻘﮭﺮي واﻟﺸﺨﺼﯿﺔ اﻟﻘﺴﺮﯾﺔ ﯾﺒﻘﻰ ﺣﺎﺿﺮا ﻓﻲ ﺣﺪود اﻟﻤﻘﺎﯾﯿﺲ اﻟﺘﻲ ﺗﻘﯿﺲ أﺑﻌﺎد
ﻣﺜﻞ اﻟﺘﻌﻤﻖ واﻟﻜﻤﺎﻟﯿﺔ واﻻﻧﺴﺠﺎم ﻣﻊ اﻟﺬات ....وﻛﻠﮭﺎ ﺗﺤﺘﺎج إﻟﻰ ﺗﺼﻤﯿﻢ
ﻣﻘﺎﯾﯿﺲ ﻋﺮﺑﯿﺔ اﻟﻤﻀﻤﻮن.

اﻟﻤـــﺮاﺟــــﻊ
.1

.2
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، ﻣﺠﻠﺔ ﻛﻠﯿﺔ اﻟﺘﺮﺑﯿﺔ ﺟﺎﻣﻌﺔ اﻹﺳﻜﻨﺪرﯾﺔ. دراﺳﺔ ﺣﺎﻟﺔ- اﻟﻮﺳﻮاس اﻟﻘﮭﺮي
.(ب3) 19
 اﻟﻮﺳﻮاس اﻟﻘﮭﺮي وﻋﻼﻗﺘﮫ ﺑﺄﺳﺎﻟﯿﺐ: (2009) . ﺣﺴﻦ ﺑﺪري،ﻣﺤﻤﺪ
 دراﺳﺔ ﻣﯿﺪاﻧﯿﺔ ﻋﻠﻰ طﻼب ﺟﺎﻣﻌﺔ،اﻟﺘﻔﻜﯿﺮ وﺑﻌﺾ ﺳﻤﺎت اﻟﺸﺨﺼﯿﺔ
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 اﻟﻮﺳﻮاس اﻟﻘﮭﺮي وﻋﻼﻗﺘﮫ ﺑﺎﻟﺜﻘﺔ ﺑﺎﻟﻨﻔﺲ: (2012)  ﻧﻔﯿﺴﺔ اﻟﺘﮭﺎﻣﻲ،ﺣﻤﯿﺪ
 دراﺳﺔ وﺻﻔﯿﺔ ﻋﻠﻰ اﻟﻤﺆﺳﺴﺎت اﻟﻌﻼﺟﯿﺔ:وﺑﻌﺾ اﻟﻤﺘﻐﯿﺮات اﻟﺪﯾﻤﺠﺮاﻓﯿﺔ
 ﺟﺎﻣﻌﺔ، رﺳﺎﻟﺔ ﻣﺎﺟﺴﺘﯿﺮ ﻏﯿﺮ ﻣﻨﺸﻮرة.ﺑﺪوﻟﺔ اﻹﻣﺎرات اﻟﻌﺮﺑﯿﺔ اﻟﻤﺘﺤﺪة
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Abstract
Objective: The Obsessive-Compulsive Symptoms Scale (OCSs) is a unidimensional, reliable, valid and short patient-report
outcome measure for screening Obsessive-Compulsive Disorder (OCD). The current study aimed to develop a formal
Egyptian-Arabic translation, calculate norm scores, and assess its validity and reliability for use with the Egyptian population.
Method: Using the OCSS questionnaire, N=301 participants diagnosed with OCD were compared with N=113 participants
who did not present with OCD. Diagnosis followed the Diagnostic and Statistical Manual of Mental Disorders - Fifth Edition
(DSM 5). Validity was measured by internal consistency and discriminative validity. Reliability was measured by Cronbach’s
alpha coefficient and the split-half correlation. Results: Subscales were re-established and a further subscale for religious
obsessive-compulsive symptoms added. Updated norms were prepared for subscales. Conclusion: The current investigation
provides validity and reliability of OCSs as well as norm scores and a new tool to facilitate the clinical interpretation of
patient scores. The OCSs was made suitable for routine use in clinical practice in Egypt.
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