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Mental Health Outcomes for War Exposed Children and Adolescents in the Arab World
Lynn Itani, Doris Jaalouk, John Fayyad, Jessica Toress Garcia, Fouad Chidiac, Elie Karam

 ﻣﻠﺨﺺ:ﺗﺄﺛﯿﺮ ﺣﻮادث اﻟﺤﺮب اﻟﺼﺎدﻣﺔ ﻋﻠﻰ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻟﻸطﻔﺎل واﻟﻤﺮاھﻘﯿﻦ ﻓﻲ اﻟﻌﺎﻟﻢ اﻟﻌﺮﺑﻲ
 اﯾﻠﻲ ﻛﺮم، ﻓﺆاد ﺷﺪﯾﺎق، ﺟﺴﯿﻜﺎ ﺗﻮراس ﻏﺎرﺳﯿﺎ، ﺟﻮن ﻓﯿﺎض، دورﯾﺲ ﺟﻌﻠﻮك،ﻟﯿﻦ ﻋﯿﺘﺎﻧﻲ

Abstract

O

bjective: Many countries in the Arab world have witnessed war. The purpose of the current review is to look at the
effect of exposure to war traumata on the mental health of children and adolescents in the Arab world. Method: A
literature review about the effect of war exposure on the mental health of children/adolescents was conducted for all
countries in the Arab world up to September 15, 2014 using the search engines PubMed, and PsycINFO. Results: A total of
67 articles were included in the review: seven about Iraq, one about Jordan, nine about Kuwait, nine about Lebanon, 35
about Palestine, two about Somalia, three about Sudan and one about Syria. A consistent finding was the significant
positive association between the number of war traumata and the rates/severity of posttraumatic stress disorder (PTSD)
symptoms, depression/depressive symptoms, behavioral problems, and other psychological symptoms. Conclusion: Wars
have consistently and negatively impacted the mental health of children and adolescents in the Arab world. Mental health
interventions are required for children and adolescents who have been exposed to war.
Keywords: War traumatic events, children, adolescents, mental health outcomes, Arab world
Declaration of interest: None
mood, and impulse control disorders, controlling for
current age and gender.4

Introduction
Wars or armed conflicts have been common occurrences
in the Arab world in recent history (post World War II).
Several Arab countries were the scene for various wars,
military invasions, civil wars, intense conflicts, and
uprisings, some of which lasted for many years and some
are still ongoing - the most enduring being the IsraeliPalestinian conflict. Consequently, millions of people
were killed or injured and were forced to displace, with
social structures tipping over and economies collapsing.
It is hard to imagine that these upheavals would not have
an impact on the mental health of the exposed
populations.

The current review aims to 1) report on the rates and
severity levels of mental health outcomes in Arab
children and adolescents, who experienced war events or
armed conflicts, 2) look at gender and age differences in
outcomes, 3) examine risk and protective factors, and 4)
compare war-related mental health outcomes across the
Arab world where this was studied.

Methods
A literature review up to September 15, 2014 was
completed using Pubmed and PsychInfo. The search was
not limited to any language. Search keywords included
child/children, childhood, adolescent(s), adolescence,
trauma, war, armed conflict, adversity/adversities.
Countries or regions included in the search were Algeria,
Bahrain, Egypt, Iraq, Jordan, Kuwait, Lebanon, Libya,
Morocco, Oman, Palestine, Occupied Palestinian
Territories, Gaza, West Bank, Qatar, Saudi Arabia,
Sudan, Syria, Tunisia, United Arab Emirates, Yemen,
Mauritania, Djibouti, Somalia, Arab, Middle East and
Gulf. Possibly relevant articles were examined one at a
time. Selecting primary original research studies only, a
total of 67 articles were included in the review.

Lately, findings from pertinent research in developed and
developing countries revealed a strong association
between exposure to traumatic events including war
trauma during childhood and mental health problems at
all life stages.1,2,3 The first national epidemiologic study
from the Arab world examining a nationally
representative sample of Lebanese adults found a robust
association between war traumatic events experienced
many years before and increased odds of having
moderate to severe 12-month mental disorders. Many of
the respondents surveyed in the study were children and
adolescents during the Lebanon wars (1975-1990);
exposure to war events predicted first onset of anxiety,
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Mental Health Outcomes for War Exposed Children
In a study conducted between 1991 and 1993, Dyregrov,
Gjestad and Raundalen (2002) reported that 80% of a
community-based sample of 94 children (aged 6-17
years), who had witnessed bombing of a shelter close to
the area where they lived during the 1991 Gulf War, had
frequent fear of losing their family two years after the
war. A third of them had concentration problems.
Probable PTSD at the time of interview was at 84% at
baseline (six months after the war) and 78% two years
after the war.7

Mental health outcomes: rates and severity
The findings of the current review are presented in Table
1.
Iraq
Iraqi people have endured significant unrelenting
military violence and political conflict during the past
three decades, starting with the Iraq-Iran war (19801988) which resulted in more than a million deaths, then
the Iraqi invasion of Kuwait in 1990 which led to the
first Gulf war during which an international coalition led
by the United States (US) forced Iraq to withdraw from
Kuwait in February 1991. This was followed by
Operation Desert Fox in 1998. In 2003, the US-led
invasion ousted the government, and this was followed
by violent armed conflict with and among different
groups. During 2003-2010, fighting between US troops
and insurgents, and sectarian violence resulted in tens of
thousands of civilian fatalities. We found seven articles
which reported on mental health outcomes in Iraqi
children and adolescents who had experienced war
events.

In 2003, Dyregrov and Raundalen assessed
psychological reactions among a sample of 232 Iraqi
school children and adolescents, aged 10-16 years, who
had been living amid an atmosphere of the threat of a
possible war, malnourishment and difficult living
conditions. The following rates at the time of interview
were reported: depression (71%), fear of something bad
happening to their family (70%), headaches (61%),
attention and concentration difficulties (60%), felt that
life was not worth living (57%), felt very lonely (50%),
and sleeping difficulties (50%).8
In another study carried out in 2006 on 1,090 school
adolescents from Mosul, 30% had PTSD symptoms. 32%
of girls compared to 26% of boys had PTSD at the time
of interview. PTSD prevalence was reported to be higher
in older children. The same article reported findings from
an additional study on primary school children (N=600,
mean age=10.3) from Baghdad, 47% of whom were
exposed to a major traumatic event in the previous two
years; 14% of the sample had PTSD; 17% of girls versus
9% of boys had PTSD. PTSD and its symptoms were
studied at the time of interview.9

In a study conducted between 1991-1993, Ahmad,
Mohamed, and Ameen (1998) assessed PTSD diagnosis,
PTSD symptoms, and the course of PTSD symptoms in a
sample of 20 Kurdish Iraqi children and adolescents aged
6-16 years who had been exposed to the mass-escape
tragedy in 1991 following the Gulf war. Twenty percent
of the sample had a PTSD diagnosis at baseline and two
months after the disaster. None had PTSD diagnosis at
four month post, but 23% and 18% had PTSD diagnosis
at the 14-month and the 26-month follow-up
assessments, respectively. Similarly, means of total
PTSD symptoms and PTSD-specific symptom scores
showed a significant decline at the four month follow-up,
which was reversed at the 14-month follow-up and
remained steady at the 26-month follow-up. The study
findings paralleled a similar course of the prevailing
political and socioeconomic situation in the region at the
time. Girls and older adults had significantly more PTSD
symptoms than did boys and younger ones only at
baseline.5

In a study conducted between 2003 and 2004 on 3,079
children (age range=1-15years) enlisted from four
primary health care centers in Mosul in Iraq, 10.5% had
PTSD at the time of interview, which was rated as the
most common mental disorder in the entire sample and
all three age groups. PTSD rate did not vary by age.
Significantly, more girls (13.8%) than boys (7.8%) had
PTSD.10
Lokuge, Pintaldi, Thurber, Martinez-Viciana et al.
(2013) studied, between 2009 and 2012, 1,676 Iraqis
younger than 20 years of age and found that 38.2% had,
at the time of interview, anxiety related complaints,
10.2% had mood-related complaints, 12.2% had
behavior-related complaints (aggressive, impulsive,
repetitive behavior etc.), and 39.5% had physical
symptoms.11

In another study conducted in 1993, Ahmad, Sofi,
Sundelin-Wahlsten, and von Knorring (2000) reported a
PTSD rate (at the time of interview) of 87% in a random
sample of 45 Kurdish Iraqi refugee (internally displaced)
children and adolescents aged 7-17 years who had
experienced five years earlier (in 1988) the Anfal
military attack and subsequent traumatic experiences
during captivity. Older subjects (> 13 years) were more
likely to have PTSD diagnosis than younger ones (< 13
years).6

Jordan
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Jordanians did not witness any specific war on their
homeland in recent times. The only study from Jordan
reported 30.8% rate of psychological distress (at the time
of interview) in a sample of 146 Jordanian university
students who had experienced displacement from Kuwait
during the 1991 Gulf war 10 years earlier, compared to
22.4% among the non-exposed group after controlling
for gender, perceived health status, and family income.
The study was conducted in 2001 (ten years after
exposure).12

experience of assault reported significantly higher
prevalence of affective and behavioral symptoms
compared to those without personal experience of
assault. Boys had significantly more frequent behavioral
problems (shouting, disruptive behavior, hostility, and
nagging) than girls. Indifference, nagging, and
possessively were more commonly reported among
younger ones (7-10 years), whereas poor concentration,
distractibility, unhappiness, defiance, and withdrawal
were more common among older ones (11-14 years).
Data collection took place in the early period of the Gulf
crisis following the summer 1990 Iraqi invasion of
Kuwait.15

Kuwait

In a sample of 322 Kuwaiti children aged 5-16 years who
had witnessed various war trauma events during the Iraqi
invasion to Kuwait, those who saw war trauma events
had significantly more anxiety than those who heard
about them. Girls revealed significantly more anxiety
than boys.16

In August 1990, Kuwait was invaded by Iraqi troops.
US-led coalition forces from 34 nations backed by a UN
resolution launched war against Iraq in January 1991.
Kuwait was liberated in late February 1991. We could
locate nine articles which reported on the mental health
effects of war events exposure on Kuwaiti children and
adolescents.

Hadi & Llabre (1998) assessed PTSD levels (at the time
of interview) in a randomly selected representative
sample of 233 Kuwaiti school children (age range=8-12
years) exposed to war events during the Iraqi occupation,
one year post liberation (data collection between 1991
and 1992). Almost 62% of the sample had PTSD at the
time of interview. PTSD levels did not vary by age. 17

In a study conducted in the summer of 1991, nearly 70%
of a pilot sample of 49 Kuwaiti school children aged 817 years who had “mid-range” war exposures showed
moderate to severe PTSD symptoms, while 98% had
some PTSD symptoms, three months post liberation of
Kuwait. Grief symptoms were reported by 98% of the
sample. Children with greater levels of total exposure
experienced more PTSD and grief symptoms. PTSD
symptom severity increased with age, controlling for
level of exposure. Information on the time frame of
PTSD (eg. in the past month/year) was not found.13

Awadb, Vance, EI-Beblawi, & Pumariega (1998)
reported a prevalence of PTSD symptoms at 65% in a
randomly selected sample of 30 Kuwaiti children aged
10-12 years who were present in the country throughout
the Iraqi occupation. Among PTSD cases, 60% showed
symptoms overlapping with depression, anxiety, and
hyperactivity. These effects were reported to be
persistent and steady over five years. Girls had higher
PTSD prevalence than boys after five years of baseline
assessment. Data collection was founded during the first
phase in 1991; the second phase was undertaken in
1996.18

Among a sample of 1,981 Kuwaiti school children and
adolescents aged 10-16 years who had witnessed
atrocities during the Iraqi invasion, 3.7% of boys and
4.8% of girls had total scores on the Arabic Children’s
Depression Inventory (at the time of interview) greater
than two standard deviations (SDs) above the mean. Data
collection took place two years after the Iraqi invasion
(1992-1992). Boys had significantly higher mean total
scores on the depression scale compared to girls.14

Two studies 19, 20 examined prospectively a sample of 84
Kuwaiti school children (aged 9-12 years at study onset,
two years after the war ended) who had their fathers
either killed, missing or arrested during the Iraqi
occupation. Data collection was two years after the Gulf
war: 1993, second data collection: 2003, and mental
health outcomes were assessed at the time of interview.
The highest levels of depression at baseline were
reported among children who had their fathers killed,
while those who had their fathers arrested had the highest
levels of PTSD symptoms, depression, and anxiety after
10 years of initial assessment. PTSD symptoms and
anxiety increased over time among all exposed children,
in addition, to becoming at a higher risk of developing

Al-Eissa (1995) examined immediate emotional,
behavioral, and somatic problems in 106 Kuwaiti
children (aged 7-14 years) who left the country to Saudi
Arabia during the Iraqi invasion, and a comparable
control of 120 Saudi children. Exposed Kuwaiti children
had a two to six fold rate of affective, behavioral and
somatic problems compared to the Saudi control
(exposed vs. controls, respectively): emotional lability
(67% vs. 21%), distractibility (41% vs. 12%), overdependency (54% vs. 19%), difficulty sleeping (35% vs.
7%), and withdrawal (30% vs. 12%), to list some.
Moreover, among exposed children, those with personal
3
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adolescents ≤ 19 years old. Those who were displaced
before the war had the highest number of reported
psychological distress symptoms compared to those who
were never displaced, or were displaced into relatives’ or
friends’ homes or refugee centers.23

heart disease, hypertension, diabetes, or high cholesterol
after 10 years, compared to non-exposed children
(diagnosis based on self-report). Some PTSD symptoms,
depression, and anxiety levels did not differ by gender
when first surveyed shortly after exposure, and 10 years
after first assessment, controlling for war experience.

In a study conducted in 1985 on a sample of 1,039
Lebanese school children (age range=3-9 years) who had
been repeatedly exposed to war (heavy fighting or
shelling), besides possible exposure to personal war
traumas, the most frequently reported behavioral and
emotional problems, at the time of interview, were: overdependency (88%), physical symptoms (paleness,
vomiting, trembling, headache, and diarrhea) (71%),
crying easily (66%), shouting and screaming (62%), and
hyperactivity (61%), to list some. Almost all emotional
and behavioral problems were significantly 1.7 times
more common among traumatized children (those who
had experienced one or more personal war traumas such
as death of a family member, destruction of home, forced
displacement of the family, and witnessing death)
compared to non-traumatized ones.24

In a study published in 2008 by Al-Turkait & Ohaeri, in
a random sample of 355 children (aged 6-16 years) of
Kuwaiti military men who had had varying levels of war
trauma exposure during the Gulf war, 14.4% had
depression, 14.9% anxiety, and 16.1% aggression at the
time of interview. Data collection took place in 1997 (six
years after the war), and mental health outcomes were
studied at the time of interview. Prevalence of behavioral
problems varied from 16.9% for neurotic behavior to
17.1% for antisocial behavior, whereas problems in
adaptational behavior varied between 16.6% for deficient
prosocial behavior to 19.7% for deficient planful
behavior. Comorbidity of depression and anxiety among
the sample was common in more than 50% of cases. 21

Levels of anxiety, depression, and conduct problems (as
determined by mean scores using RCMAS, CDI, and
CTRS at the time of interview) were significantly greater
among a sample of 230 Lebanese children aged 9-13
years who were exposed to different war traumas and
had PTSD diagnosis, compared to non-exposed nonPTSD control group; yet they did not differ significantly
by type of war trauma among exposed PTSD children.
Data collection took place in 1987.25

Lebanon
Lebanese children and adolescents lived through many
wars in recent history, most enduring are the protracted
Lebanon wars (1975-1990), and the two subsequent
Israeli operations “Operation Grapes of Wrath” in 1996
and what has come to be known as the “July War” in
2006. We retrieved nine original articles which reported
on mental health outcomes among samples of Lebanese
children and adolescents who had experienced war
events.

In another study (data collection: 1990-1991) on
Lebanese preschool children (N=100, aged 3-6 years)
those who had experienced heavy shelling in 1989 had
significantly more behavioral problems and higher
intensity scores at the time of interview than nonexposed ones, after two years of exposure. In particular,
rates of four behavioral problems were significantly
higher among exposed preschoolers than non-exposed
ones: refusal to go to sleep alone (72% vs. 46%), overdependency on parents (44% vs. 28%), excessive thumbsucking (64% vs. 39%), and nightmares (25% vs.
16%).26

Saigh (1985) assessed anxiety levels among a sample of
62 Lebanese high school students in Beirut (mean age=
15.1 years) one month before and six months after the
Israeli invasion of Lebanon in 1982. There were no
statistically significant differences in anxiety levels preversus post-invasion [as determined by mean Fear
Survey Schedule (FSS) and State Trait Anxiety
Inventory (STAI) scores]. On the contrary, anxiety levels
were significantly lower after the invasion as determined
by mean Lebanese Fear Inventory (LFI) scores. It was
hypothesized that these numbers are explained by the
fact that the Lebanese government regaining authority in
West Beirut where the study was conducted numbered
people. 22

Karam et al. (2007) conducted a study to assess
psychological and PTSD symptoms among a random
sample of Lebanese school children and adolescents who
were most exposed to the July 2006 Israel War in
Lebanon. Data collection took place six months after the
July 2006 war. The most frequent problems among those
aged 8-11 years (N=261) were hyperactivity, inattention,
lack of discipline, and lack of motivation to study.
Nearly 50% of the adolescents (N=709) reported
psychological symptoms the onset of which began after

In another study conducted amid the Israeli invasion and
siege of West Beirut during summer 1982, Hourani,
Armenian, Zurayk, & Afifi (1986) reported prevalence
rate of psychological distress (at the time of interview) at
7.4% among a sample of 2,958 Lebanese children and
4
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regression models controlling for age, pre-war disorder
and other stressors.30

the July 2006 war-among them 14.5% of the total
adolescent sample were at high-moderate probability of
having a mental disorder, compared to 4.2% before the
war. Significantly, more girls (19.3%) than boys (6.8%)
were rated high risk for psychological symptoms on the
SDQ after the war. 15.4% of adolescents were likely to
have PTSD by scoring above the cut-off of the ChildRevised Impact of Grants Scale. Most frequently
reported PTSD symptoms were irritability (31.2%),
trying not to remember war events (28.0%), trying to
avoid reminders of the war (26.3%), and startling more
easily (25.6%). Other problems that were reported
among exposed adolescents were hyperactivity, extreme
academic delays, inattention and distractibility, and
conduct problems.27

Palestine
The Palestinians are the most exposed in modern times to
war and for more than six decades. Thirty-five studies
assessed mental health outcomes of war and military
violence traumatic exposures in Palestinian children and
adolescents, and four of those attempted to look into
mental health variables at several time points.
The earliest conducted study by Punamäki & Suleiman
(1990) assessed psychological symptoms among
Palestinian children (age range=8-14; N=66) who had
lived under military occupation and had experienced
many political hardships. Data was collected in 1982.
The study revealed that the more children were exposed
to political hardships, the more they had aggression,
nervousness and “withdrawal” symptoms.31

In a second study (data collection: 1996-1997), Karam et
al. (2008b) reported rates of major depressive disorder
(MDD), separation anxiety disorder (SAD), and PTSD at
26.9%, 17.2%, and 31.2%, respectively, at baseline and
at the time of the interview (one month after the 1996
war), in a randomly selected sample of 93 Lebanese
school children from the South, aged 6-18 years,
representing 2,500 students from six of the most heavily
affected villages in the South following the Grapes of
Wrath War in 1996. At one-year follow-up, rates of
MDD, SAD, and PTSD dropped to 8.6%, 6.4%, and 2.2
%, respectively.28

Several studies were published assessing mental health
outcomes in young Palestinians exposed to military
violence in the context of the first Intifada in 1987.
In a sample of 796 Palestinian children from the West
bank and Gaza (age range=6-15 years) who had
experienced military violence for two years during the
first Intifada, rates of problems (at the time of interview)
that were reported with statistical significance were: fear
of soldiers (46.7%), fear of leaving the house (27.8%),
and depression (11.3%). Fears were more prevalent
among younger ones (6-8 years) and girls. Data was
gathered during a two-month period in the summer of
1989. The rate of depression (at the time of interview)
was significantly higher in girls than boys.32

In a study published in 2011, El Zein & Ammar reported
significantly higher anxiety levels (as determined by
scores on the State-Trait Anxiety Inventory, at the time
of interview) among a community based sample of 110
children (9-12 years old) from South of Lebanon who
were directly exposed to bombardment during the July
2006 war, compared to a control group of 105 children
who were not directly exposed. Anxiety levels did not
differ significantly by gender.29

Kostelny & Garbarino (1994) found out in a study on a
convenient sample of 40 Palestinian children from the
West Bank that among the younger ones (5-8 years),
40% showed behavioral problems and personality
changes (sleep disturbances, bedwetting, anxiety, and
“withdrawal” symptoms), 35% had fears of going to
school, and 30% would cry and scream when they saw
soldiers. Data was collected in December 1989. On the
other hand, 20% showed disobedience to authority
figures, 15% were more aggressive, and 15% showed
more anxiety and nervousness among the older ones (1215 years).33

Karam et al. (2014) also studied 386 children and
adolescents from war exposed regions in Lebanon (South
Lebanon and Southwest Bekaa) three weeks after war
exposure (Phase 1: May, 1996) and then investigated a
random subsample (n=143) a year later (Phase 2: May,
1997). In Phase 1, the rates of disorders in the subsample
(n=143) in the past month was 25.9% for MDD,16.1%
for SAD, 28.0% for overanxious disorder (OAD), and
26.0% for PTSD, with 44.1% having any disorder. At
Phase 2, the rates were 5.6% for MDD, 4.2% for SAD,
0% for OAD, and 1.4% for PTSD, with 9.2% having any
disorder. Of those with a Phase 1 disorder, 17.4% still
had a disorder at Phase 2. Witnessing any war event was
significantly associated with having a mental disorder at
Phase 1 (OR: 3.9), as well as the persistence of the
disorder until Phase 2 (OR: 14.3) in multi-logistic

In another sample of 150 children from the West Bank,
20.6% showed behavioral problems of clinical
significance. Boys and younger ones (6-9 years) showed
significantly more behavioral problems than girls and
older ones (12-15 years) under conditions of high
accumulated military and family violence risk. Data was
collected in September 1990.34
5
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neurotic symptoms and low self-esteem at baseline, and
with PTSD symptoms after three years. Girls showed
more neurotic symptoms and boys had more emotional
problems; yet they did not differ in PTSD levels, three
years after baseline assessment. Older ones showed more
PTSD symptoms when examined after three years of
baseline assessment compared to younger ones. When
examined seven years after exposure, PTSD and
depressive symptoms were significantly positively
correlated, and were both negatively correlated with
resilient attitudes and satisfaction with quality of life.
Exposure to military trauma at the age of 10-11 years,
and subsequent stressful life events in early adolescence,
increased the risk for PTSD and depressive symptoms
and decreased satisfaction with quality of life in late
adolescence. Emotional problems were studied over past
six months, whereas the remaining mental health
outcomes were assessed at the time of the
interview.39,40,41,42

In a representative sample of 7,000 Palestinian school
adolescents aged 14-15 years, participation and
victimization experienced during the first Intifada
predicted increases in depression and antisocial behavior,
but not in aggression, one to two years after the end of
the Intifada. Data was collected in 1994 and 1995.35
A survey between January and April 1996, Miller, ElMasri, Allodi, & Qouta (1999) assessed rates of
behavioral and emotional problems in a random sample
of 669 Palestinian school children aged 6 years and up as
a function of lifetime exposure to war trauma. Among
children aged 6-11 years, 10.0% were reported to have
ADHD, 14.4 % conduct disorder, 46.7% emotional
disorder, and 50.9% one or more behavioral or emotional
disorders at the time of interview. Rate of conduct
disorder was significantly higher among boys (22.9%)
than girls (7.3%). In adolescents (aged 12 and up), 11.8%
were reported to have ADHD, 12.3% conduct disorder,
28.0% emotional disorder, and 35.5% one or more
behavioral or emotional disorders. 39.5% had moderate
to severe PTSD. Prevalence rates of moderate-severe
PTSD levels were significantly higher among adolescent
girls (47.3%) than boys (30.0%). On the contrary,
prevalence rates of conduct disorder were 16.7% and
8.3%, while that of ADHD were 16.7% and 7.3%,
among boys and girls, respectively.36

During a relatively calm period (summer 2000),
Zakrison, Shahen, Mortaja, & Hamel (2004) reported an
overall rate of psychological morbidity (behavioral and
emotional problems) at 42.3% in a sample of 206
Palestinian children aged 6-13 years from the West
Bank. Boys had significantly higher prevalence of
psychological morbidity (46.3%) compared to girls
(37.8%).43 In a study conducted in 1999 on a
representative sample of 1,000 Palestinian school
adolescents aged 12-16 years from the West Bank,
among those who had experienced traumatic events
(political violence and others), 62.3% had PTSD
diagnosis. PTSD prevalence rates were higher among
older adolescents controlling for other variables.44

In a study on a representative sample of 234 Palestinian
school children aged 6-11 years from Gaza, 72.8%
reported PTSD reactions of at least mild severity, 40.6%
had moderate to severe PTSD reactions, while 26.9%
showed emotional and behavioral problems as per
parents’ reports versus 43.6% as per teachers’ reports at
initial assessment (six months post first Intifada). Data
collection took place in 1993. At one-year post initial
assessment, almost all mental health outcomes showed
statistically significant improvement: Only 10.0%
reported moderate to severe PTSD reactions, 20.9% had
emotional and behavioral problems as per parents’
reports versus 31.8% as per teachers’ reports.37,38

The majority of published studies on children and
adolescents from Palestine examined the impact of
exposure to war traumatic events during the second
Intifada. During the first few months of the second
intifada, Thabet, Abed, and Vostanis (2001) examined
DSM-IV PTSD reactions in a random sample of 286
Palestinian children aged 9-18 years from Gaza; 34.3%
of children met criteria for PTSD. Prevalence rates of the
most common PTSD symptoms were: had waves of
strong feelings about the event (49.0%), being distressed
when thinking about the event (40.9%) and reminders of
the event (40.9%). Girls had significantly higher total
IES scores (and higher intrusion scores) compared to
boys, though boys had significantly higher exposure
levels. IES scores did not vary by age.45

Punamäki, Qouta, & El Sarraj (1997), Punamäki, Qouta,
& El-Sarraj (2001), Qouta, El-Sarraj, & Punamaki
(2001) and Qouta, Punamäki, Montgomery, & El Sarraj
(2007) looked at PTSD symptoms, neurotic symptoms,
emotional problems, self-esteem, resilient attitudes and
satisfaction with quality of life in a community-based
sample of 84 children (10-12 years old at baseline
assessment), who had experienced intense military
trauma events during the first Intifada, shortly before the
end of the Intifada (1993), after three years (1996), and
after seven years (2000, just before beginning of the
second Intifada). Exposure to intense military traumatic
events during the Intifada significantly associated with

Thabet, Abed, & Vostanis (2002) reported a prevalence
of 59% severe-very severe PTSD among a communitybased sample of 91 Palestinian children from Gaza aged
9-18 years who had been exposed directly to home
6
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reported depression symptoms were: crying a lot
(25.6%), “feeling tired and doing nothing” (22.1%),
feeling lonely (18.4%), and feeling unhappy or sad
(13.9%). Depressive symptoms did not vary with age or
gender. PTSD and depressive symptoms were
significantly positively related.50

bombardment and demolition of their houses, compared
to 25% among an equivalent age group of 89 who had
not been exposed to home bombardment yet experienced
other war traumatic events (such as witnessing
bombardment by helicopters, seeing mutilated bodies on
TV, etc.). Data was collected during the second Intifada.
Most commonly reported PTSD symptoms in exposed
children were concentration difficulty (58%), sleep
disturbance (57%), and avoidance of reminders (52%).
Child’s age did not predict PTSD severity. On the other
hand, children exposed to helicopter bombardments and
mutilated bodies on TV reported higher prevalence of
anxiety symptoms (39%) compared to exposed children
(22%).46

In 2003, Qouta & Odeh (2005) measured PTSD severity
levels as a function of lifetime exposure to war traumatic
events in a community-based sample of 944 children
from Gaza aged 10-19 years. Overall 82% of the sample
had moderate-severe levels of PTSD symptoms
anthology, at the time of the interview. Children who had
been living in areas of intense military violence were
most likely to report severe PTSD symptoms.51

Mean PTSD and depression levels, assessed using Child
PTSD Reaction Index (CPTSD-RI) and Children’s
Depression Index (CDI), respectively; fell within the
moderate range in a sample of 140 children aged 6-16
years from the West Bank who lived in areas that that
had been exposed to intense bombardment within a sixweek period during the second Intifada. Data was
gathered between March - May 2002. Mean self-esteem
levels, examined using The Cooper Smith Self-Esteem
Inventory, did not fall below normal.47

In 2006, Thabet, Karim, & Vostanis reported on
behavioral and emotional problems in a representative
sample of 308 preschool children, aged 3-6 years,
selected from kindergartens in Gaza, who had been
exposed to war traumatic events during the second
Intifada. Data collection occurred between December
2002 and February 2003. Behavioral problems, at the
time of interview, that were significantly evident among
exposed preschoolers were faddy eating (36.6%),
difficulty settling at night (29.1%), over-activity
(25.2%), dependency (24.6%), and worries (16.5%), to
list some. Boys had significantly higher scores than girls
on the Strengths and Difficulties Questionnaire (SDQ)
hyperactivity subscale; yet genders did not differ on the
SDQ total score.52

In a community-based sample of 121 Palestinian refugee
children from Gaza aged 6-16 years who had been
exposed to different types of war traumatic events during
the second Intifada, almost all children (98.3%) reported
some PTSD symptoms. Two psychologists approached
the families in their homes or tents in January and
February 2002. While child’s age did not predict PTSD
severity, girls had significantly more PTSD symptoms,
particularly more intrusion symptoms than boys.48 As to
psychological distress and psychosomatic symptoms,
80.5% had worries, 61.9% were socially isolated, 52.1%
had concentration difficulties, 49.2% had headaches, and
46.7% had fears, to list some. Significantly more boys
than girls were reported to show “behavioral” problems
under conditions of high war traumatic events exposure.
Data was collected during Autumn 2001.49

Five articles reported on mental health problems
exclusively in school adolescents, who had been exposed
to intense military violence during the second Intifada.
Among a representative sample of 229 school
adolescents living in refugee camps in Gaza, aged 15-19
years, who had been heavily exposed to Intifada-related
military violence for almost two years, almost 69% of
the sample had PTSD, 40.0% moderate-severe
depression levels, and 95% severe anxiety levels at the
time of interview. Data was collected in 2002.
Prevalence rates of depression and anxiety did not vary
between genders. Nearly 70% of the sample reported
“undesirable” coping responses.53

Looking at a representative sample of 403 Palestinian
refugee children from Gaza, aged 9-15 years, who had
been exposed to intense military violence for six months
since the onset of the second Intifada, Thabet, Abed, &
Vostanis (2004) reported moderate to severe PTSD
symptoms at 75.5%. Data was collected between June
and July 2001. Prevalence rates of frequent PTSD
symptoms (at the time of the interview) among the
sample were: concentration difficulties (41.9%),
avoidance of reminders (37.5%), feeling upset when
thinking about the event (37.5%), and intrusive images
and sounds (32.0%). PTSD symptoms severity increased
significantly with age. Prevalence rates of commonly

Prevalence of depressive-like states during the past year
was reported at 6.5%- 14.9% in a representative sample
of 3,415 school adolescents aged 15-18 years from the
West bank during a period of military occupation and
intensified conflict (mid 2003). Data was collected
between May and June, 2003. Significantly, more girls
(8.2%) had depressive-like states than boys (4.6%). Each
of individual and collective exposures to violence
independently related significantly with adolescents’
depressive-like states, after controlling for gender, age,
7
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and place of residence.54 Moreover, those who were
exposed to war trauma at least once during the past year
reported high levels of subjective health complaints
(SHC) (four or more per week) compared to those who
were never exposed. Exposure to humiliation was
significantly positively associated with a high number of
SHC: 52 % and 62% of students, who had experienced
three or four forms of humiliation respectively, reported
high levels of SHC compared to 21% of students who
were never exposed to humiliation 55

to remove memories from their mind (39%); 70.1% of
the sample this had PTSD diagnosis using a structural
clinical interview based on the CRIES and 33.9% had
anxiety symptoms. Broad mental health morbidity, as
determined by the SDQ-total difficulties scores, was
reported at 42.7%, peer relationship problems at 60.1%,
conduct problems at 36.8%, emotional problems at
24.4%, and hyperactivity at 22.8%. Prevalence rates of
PTSD and anxiety symptoms (at the time of interview)
increased significantly with age. The data was collected
during June 2006.59

In a representative national sample of 2,100 Palestinian
high school students aged 14-17 years who had been
exposed to war-like traumatic events prevalence rates for
full and partial PTSD (at the time of the interview) were
35.6% and 11.6%, respectively. Adolescents who
reported full PTSD symptoms were more likely to report
more functional impairment and somatic complaints than
those not having PTSD symptoms; 90% of the sample
reported severe-moderate symptoms of hopelessness.
Data was collected during the academic year of 20042005.56

Espié, et al. (2009) looked at prevalence of psychiatric
disorders among a clinical sample of 619 Palestinian
children ≤ 15 years old who were helped by Médecins
Sans Frontières (MSF) program from 2005 to 2008, and
had been exposed to lifetime traumatic events, including
war events. At the time of interview, 25.8% had PTSD
while 18.3% had anxiety disorders (other than PTSD and
acute stress disorder). Neither PTSD symptoms nor
PTSD symptoms’ severity differed by child age (≤ 12
years old compared to adolescents). Genders did not
differ in severity of anxiety symptoms.60

In 2003, rates of PTSD symptoms at the time of
interview in a sample of 412 school adolescents from
Gaza (aged 12-16 years) who had been exposed to
Intifada-related violence for two years was: intrusive
recollections (81.6%), distressing dreams (80.8%), being
upset by reminders of the event (79.6%), exaggerated
startle (64.8%), and psychic numbing (46.6%); 30.8% of
the sample had PTSD. Whereas PTSD symptoms
increased with female gender, neither PTSD symptoms
number nor prevalence of PTSD diagnosis varied by
age.57

During a “calm” period in 2007, Massad et al. (2009)
collected data on behavioral and emotional problems,
hyperactivity and peer relationship problems in
preschoolers (N=350, aged 3-6 years) kindergartenbased in Gaza who had experienced several war
traumatic events during the past year (last few months of
the second Intifada); 29% of the sample had poor mental
health (defined as total difficulties scores on the SDQ≥
17). At the time of interview, the prevalence of conduct
problems was 52%, emotional problems 19%, peer
relationship problems 17% and hyperactivity 3%. Boys
had higher scores on measures of total emotional and
behavioral problems than girls. In addition, almost 65%
of the sample had “severely impaired” overall healthrelated quality of life (HRQOL), particularly in the
domains of emotional functioning and psychosocial
health.61,62

Further studies examined mental health outcomes as a
function of exposure to military violent traumatic events
in Palestinian children and adolescents.
Khamis (2008) assessed prevalence of PTSD,
depression, and anxiety in a sample of 179 Palestinian
adolescent boys aged 12-18 years who developed
permanent physical disabilities as a result of injury
during the second Intifada. About 76.5% of the sample
had PTSD diagnosis after injury with live ammunition.
29.9% had delayed onset of symptoms (more than six
months after the injury). Adolescents who had PTSD
symptoms were significantly more likely to report higher
levels of depression and anxiety compared to non-PTSD
adolescents.58

In a unique study, Dubow et al. (2010) measured PTSD
symptomology and aggressive behavior among a
community-based representative sample of 600
Palestinian children and adolescents (200 in each of three
age groups: 8, 11, and 14 years) as a function of
exposure to ethnic-political conflict and violence besides
exposure to conflict and violence in other contexts
(family, community, school) in the past year. During the
past month, 33.3% of the children indicated moderate to
high frequency of PTSD symptomology, which did not
differ by age. No date of data collection was mentioned.
Prevalence rates of aggressive behavior, in the past year,
varied between 22% and 33%. Boys and older ones (11-

In a convenient sample of 197 children (age range=9-18
years) who had been exposed to regular shelling in Gaza
for six months the most common symptoms endorsed on
the Child-Revised Impact of Events Scale (CRIES) were
insomnia (40.5%), exaggerated startle (39%), and trying
8
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and 14-year-olds) displayed significantly higher levels of
aggression than girls and younger ones (8-years-old).
Exposure
to
political,
school,
and
family
conflict/violence independently predicted PTSS, whereas
community violence did not. On the other hand,
exposure to political and community conflict/violence
made unique contributions to predicting aggressive
behavior, whereas school and family violence had no
independent effects. None of the exposures to violence in
any of the other contexts moderated the effect of
exposure to ethnic and political violence on PTSS and
aggressive behavior.63

years who have resettled in the US. Depressive
symptoms did not show any significant relation with
gender (66). Again, in another sample of 135 resettled
Somali adolescent refugees, the most significant
predictors of PTSD and depression symptom severity
were lifetime trauma exposure and perceived
discrimination, respectively. Other significant predictors
of PTSD symptom severity were: post-war life
adversities, acculturative stress, and perceived
discrimination; whereas predictors of depression
symptom severity were lifetime trauma exposure, and
recency of resettlement in the US.67

Punamäki, Qouta, Miller, & El-Sarraj (2011) studied
resilience among a random sample of 640 school
children from Gaza (age range=6-16 years) as a function
of lifetime exposure to war events, using data from the
Gaza Child Health Survey (GCHS) conducted in 1996.
Of the sampled children, 21% were found to be resilient:
did not show any of three psychiatric disorders
[emotional disorder, conduct disorder, and attention
deficit hyperactivity disorder (ADHD)] despite high
level of war events exposure (6-18 events); 23% were
traumatized: experienced high level of war traumas and
had one to three of psychiatric disorders; 23% were
vulnerable: had low level of war events exposure (two to
five events) and showed one to three of psychiatric
disorders; and 33% were spared from both trauma and
psychological disorders. Although genders did not differ
in war trauma exposure and were equally traumatized,
significantly fewer girls (19.0%) than boys (23.5%) were
resilient.64

Sudan
Soon after independence, civil war broke out in the
South of Sudan lasting for many years (1962-1972,
1983-2002); this ended lately with South Sudan gaining
independence in July 2011. The region of Darfur was the
scene of intense fighting from 2003 until 2010.
All three studies that we came across on mental health
consequences of war on Sudanese children reported
findings from samples of refugee children who had
experienced a variety of traumatic events secondary to
war trauma exposure and their displacement/flight.
Looking at a random sample of 316 Sudanese war
refugee children aged 7-12 years who fled to Uganda
during a three month period in 1995-1996, Paardekooper,
de Jong, & Hermanns, (1999) found war refugee children
had significantly more PTSD symptomology, behavioral
problems, and depressive symptoms, compared to a
group
of
Ugandan
children
with
similar
sociodemographic characteristics yet not exposed to war
events. Data collection took place November 1995January 1996). Refugee children had significantly more
frequent headaches and nervousness; they exhibited
more frequent aggressive and risk-taking behaviors, and
delays in cognitive development, as reported by their
parents. Children themselves reported significantly more
frequent psychosomatic complaints, sleep problems
(nightmares, difficulties sleeping), memories of
traumatic experiences, worries about the future,
becoming easily startled, irritated and angry, and having
suicidal thoughts, compared to the non-exposed group.68

Kolltveit et al. (2012) studied a random sample of 139
school students aged 12-17 in Gaza. Data was collected
ten months after the end of the November 2009 war. In
the sample, 56.8% scored within the clinical range of the
Revised Child Impact of Event Scale (CRIS-8) scale
which assessed PTSD at the time of the interview.
Moreover, 23.7% and 41.2% of the sample respectively
scored above the clinical cut-offs for anxiety at the time
of the interview (Revised Children’s Manifest anxiety
Scale: RCMAS) and depression at the time of the
interview (Depression Self-Rating Scale for Children:
DSRS) scales. Lastly, war exposure was significantly
associated with higher scores on the PTSD and anxiety
scales, but not the depression one.65

At the time of interview, PTSD prevalence was reported
at 20% in a convenient sample of 304 Sudanese war
refugee minors (mean age=17.6 years) one to one and a
half years after settling in the US. Children with PTSD
reported significantly deteriorated health-related quality
of life compared to those without PTSD. Besides, direct
personal war experiences (being injured or tortured),
separation from immediate family, and variables
pertaining to current living situation and experiences
after resettlement in the US were found to predict PTSD.

Somalia
Two publications examined mental health outcomes in
Somali refugee adolescents who had resettled in the US.
Exposure to lifetime war adversities was a significant
predictor of PTSD and depression symptoms’ severity,
more so of PTSD symptoms, in a community-based
sample of 76 Somali adolescent refugees aged 12-19
9
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Data was collected from February 2002 through July
2002.69
Morgos, Worden, & Gupta (2008) reported prevalence of
PTSD symptoms (at the time of interview) at 75%,
depressive symptoms at 38%, and grief symptoms at
16% in a randomly selected sample of 331 Sudanese
refugee children, aged 6-17 years, representative of the
internally displaced school-based children population
from different villages in Southern Darfur, and living in
refugee camps. Prevalence rates of PTSD symptoms and
depression did not differ by age, but the rate of
depression symptoms varied from 55% in girls to 25% in
boys. The date of data collection was not mentioned.70
Syria
A literature search as of September 2014 did not reveal
any published papers on mental health outcomes of war
traumatized child populations in Syria. However, we
have undertaken at IDRAAC a survey of public schools
in Lebanon that were attended by Syrian refugee children
and adolescents (Karam et al., manuscript in
preparation). A total of 547 Syrian refugee children and
adolescents (mean age 11.9 yrs (±1.6)) were surveyed.
Children were exposed to a mean of 4.5 (±5.2) war
events. The most common events were destruction of
homes of people they know (48.4%), unable to leave
home because of bullets or bombing (37.0%), having a
close person get injured because of the war (32.9%),
seeing an injured person (not on TV) (32.7%),
witnessing explosions (28.6%) and having a close person
get killed (27.6%); 16.8% scored above 20 on the Child
Depression Inventory, 56% above 30 on the Screen for
Anxiety Related Disorders-Child Version and 4.7%
scored above 38 on the PTSD Reaction Index. Moreover,
a variety of childhood adversities were also measured,
and the results will investigate the interplay of war
trauma and concurrent childhood adversities in
predicting mental disorders.

Discussion
Despite using two of the main and widely utilized search
engines (PubMed and PsycInfo), some primary research
studies published in journals not indexed in the used
search engines might have been missed.
The following Arab countries exposed to war/military
violence/armed conflict were covered: Iraq, Kuwait,
Lebanon, Palestine, Somalia and Sudan. The majority of
published studies examined Palestinian samples (35
articles/31 samples), followed by Kuwaiti (9 articles/ 8
samples) and Lebanese (9 articles/ 11 samples), Iraqis (7
articles/ 7samples), Somalis (2 articles/ 2 samples),
10

Sudanese (3 articles/ 3 samples) and one paper from
Jordan. Papers from Syria are beginning to emerge.
Almost all assessed samples were community-based
(selected from general population/, or school-based
exposed to war events). A few studies (7 out of 59)
measured mental health outcomes in exposed and nonexposed/ control groups. Only eight out of 62 samples
were assessed longitudinally. Sample sizes (N) varied
largely between studies: Iraqi samples (20-3,079),
Kuwaitis (30-1,981), Lebanese (62-2,958), Palestinian
(40-7,000), Somalis (76-135), and Sudanese (304-331).
Additionally, sample sizes varied as per study design among longitudinal studies (N: 20-234), whereas in
cross-sectional studies (N: 40-7, 0003).
Any comparison of findings across Arab countries is
obviously met with several hurdles, among them the
inherent differences in the type, severity, and the
meaning associated with armed conflict occurring in
each country or even sometimes within the same country,
methodologies, and instruments used to assess exposure
and outcomes, etc. (see later section on limitations of
studies conducted in the Arab world).
Mental health outcomes associated with war trauma
exposure
Mental health outcomes that were examined most
commonly included PTSD/PTSS prevalence and
severity, followed by behavioral/psychological distress/
psychological morbidity, then depression and anxiety
symptoms and/or emotional problems.
Prevalence of PTSD symptomology varied among
samples: highest among Palestinian samples (rates varied
between 34.3%-98.3% during periods of intense military
violence, 62.3% - 87.4% during relatively calm periods),
followed by Sudanese samples (75% among refugee
sample of the internally displaced children population),
and Kuwaiti samples (62%-65%). Lower prevalence
rates were reported among Lebanese samples (15.4%31.2%) and Iraqi samples (10.5%-30%).
While a range of emotional and behavioral problems
were looked at; nevertheless, cross-country assessment
could not be performed effectively since different
emotional and behavioral problems were measured.
Prevalence of overall emotional and behavioral
problems/psychological morbidity varied from 26.9%50.9% in Palestinian samples, compared to 50% in a
Lebanese sample. Prevalence rates of commonly
reported emotional and behavioral problems varied as
such: depression/depressive symptoms varied from
11.3%-40.0% in Palestinian samples, 38% in a Sudanese
sample, 26.9% in a Lebanese sample, and 14.4% in a
Kuwaiti sample; anxiety problems differed from 15%-
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39% in Palestinian samples, 17.2% in a Lebanese
sample, and 14.9% in a Kuwaiti sample; and aggressive
behavior varied from 15%-45.8% in Palestinian samples
compared to 16.1% in a Kuwaiti sample.

Risk factors
Child age
Older
children
showed
more
PTSD
symptomology/PTSD prevalence rates, PTSD levels/and
more PTSD severity, than younger ones in 10 samples
(Ahmad et al., 2000; Ahmad et al., 1998; Dyregrov et
al., 2002; Khamis, 2005; Morgos et al., 2008; Nader et
al., 1993; Qouta et al., 2001; Razokhi et al., 2006;
Thabet et al., 2004; Thabet et al., 2008), but they did not
differ from younger ones in another nine samples (AlJawadi & Abdul-Rhman, 2007; Dubow, et al., 2010;
Espié, et al., 2009; Hadi & Llabre, 1998; Qouta et al.,
2003; Thabet et al., 2001; Thabet et al., 2002; Thabet et
al., 2009). Besides, although older ones had significantly
more PTSD symptomology than younger ones at
baseline assessment; yet they showed more decline of
symptoms after two years of exposure than younger
ones, thought to be due to more effective coping/use of
external resources (Ahmad et al., 1998; Dyregrov et al.,
2002).
Younger children on the other hand had more fears,
hyperactivity, conduct problems, and psychosomatic
symptoms than older ones (Al-Eissa, 1995; Baker, 1990;
Garbarino & Kostelny, 1996; Kostelny & Garbarino,
1994; Massad et al., 2009; Qouta et al., 2005).

rate or severity of depression or depressive symptoms in
four samples (Elbedour et al., 2007; Hadi et al., 2006;
Kia-Keating & Ellis, 2007; Thabet et al., 2004).
However, girls had significantly higher prevalence rates
of depression/depressive symptoms (1.8-2.2 times)
compared to boys in three samples (Baker, 1990;
Giacaman et al., 2007; Morgos et al., 2008). On the
contrary, boys reported more depressive symptoms than
girls in two samples (Abdullatif, 1995).
Gender
variations
in
general
psychological
distress/symptoms (measures of overall emotional and
behavioral problems) were also inconsistent. Boys had
significantly higher prevalence/or severity levels than
girls in two samples (Massad et al., 2009; Zakrison et al.,
2004). Girls were at a higher risk for total emotional and
behavioral problems in one sample (Karam et al., 2007).
Genders did not differ on measures of psychological
distress in two samples (Thabet et al., 2006).
Boys had significantly more behavioral problems (AlEissa, 1995; Garbarino & Kostelny, 1996; Punamäki, et
al. 2011; Qouta et al., 2005), higher prevalence rates of
conduct disorder and ADHD (Miller et al., 1999), and
higher levels of hyperactivity (Thabet et al., 2006), than
girls.
It is worth mentioning that two independent variables,
namely the level of accumulated military and family
violence risk and war trauma exposure level, had
interaction effects with gender and age in affecting
mental health outcomes (Garbarino & Kostelny, 1996;
Qouta et al., 2005).

War trauma exposure
Child gender
Whereas no significant gender differences in full PTSD
symptomology prevalence rate or severity were reported
in 16 samples (Abdeen et al., 2008; Dubow et al., 2010;
Elbedour et al., 2007; Espié et al., 2009; Thabet &
Vostanis, 1999; Thabet et al., 2002, 2004, 2008, 2009;
Hadi & Llabre, 1998; Hadi et al., 2006; Nader et al.,
1993; Kia-Keating & Ellis, 2007; Morgos et al., 2008);
girls had significantly higher PTSD prevalence, severity,
and/or more symptoms than boys in eight samples
(Ahmad et al., 1998; Al-Jawadi & Abdul-Rhman, 2007;
Miller et al., 1999; Qouta et al., 2003; Razokhi et al.,
2006; Thabet et al., 2001; Thabet et al., 2009). It is
noteworthy that in nearly all Iraqi samples, PTSD
prevalence was significantly higher in girls than boys
(1.2-1.9 times).
Gender differences in depression/depressive symptoms
were inconsistent. Genders did not differ in prevalence
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Regarding war variables, findings corroborate the
prevalence of a significant positive association between
number of war events experiences/ exposure level, and
prevalence and severity of PTSD symptoms (Abdeen et
al., 2008; Ahmad et al., 2000; Hadi & Llabre, 1998;
Karam et al., 2007; Morgos et al., 2008; Nader et al.,
1993; Punamäki, Qouta, & El-Sarraj, 2001; Thabet &
Vostanis, 1999; Thabet & Vostanis, 2000; Thabet et al.,
2004; Thabet et al., 2008; Thabet et al., 2009),
depression/depressive symptoms (Morgos et al., 2008;
Thabet et al., 2004), behavioral problems (Miller et al.,
1999), and other psychological symptoms (Karam et al.,
2007; Qouta et al., 2005; Thabet et al., 2006), with the
strongest consistent positive association observed for
PTSD. Moreover, direct individual war experiences
(particularly child’s victimization and loss of family
members especially parents due to death or separation)
were the strongest predictors of poor mental health,
though not outcome-specific (Al-Eissa, 1995; Al-
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Khawaja, 1997; Elbedour et al., 2007; Giacaman et al.,
2007; Karam et al., 2008b; Morgos et al., 2008).

Parents’ psychopathology/family functioning
Parents’ psychopathology emerged as a significant
predictor of mental health outcome variables in children
and adolescents exposed to war/military violence
traumatic events, with the mother’s psychological
distress symptoms having a greater effect than the
father’s ill mental health (Al-Turkait & Ohaeri, 2008;
Massad et al., 2009; Massad et al., 2011; Punamäki &
Suleiman, 1990; Punamäki et al., 2011; Qouta et al.,
2003; Qouta et al., 2005; Thabet et al., 2001; Thabet et
al., 2008). In addition, dysfunctional family and tense
family ambience, and rival sibling relationship came out
as important risk factors for poor mental health in
children who experienced war trauma (Garbarino &
Kostelny, 1996; Karam et al., 2007; Karam et al., 2008b;
Khamis, 2005).

Parenting practices and support
Negative parenting (characterized by punishment and
rejection, psychological control and conflict, and lack of
support) came out as mediator of the association between
war trauma exposure and children’s psychological
distress (Barber, 1999; Punamäki et al., 1997), whereas
good parenting (characterized by love, care and support)
was found to decrease the negative impact of war trauma
experiences on children’s psychological problems
(Punamäki et al., 1997; Punamäki et al., 2001; Punamäki
et al., 2011; Thabet et al., 2009). Lebanese Children
exposed to war events who used problem solving coping
strategies had lower odds of scoring positively on the
SDQ and the CRIES (Fayyad et al., 2016).

Children coping modes
It seems that children who adopted instrumental helpseeking had less health problems than those who used
emotional help-seeking as a coping means (Abdeen et
al., 2008; Elbedour et al., 2007; Khamis, 2008;
Punamäki & Suleiman, 1990).

Limitations of studies conducted in the Arab world to
date
Though it shall not be overlooked that conducting
research during or following war is difficult and far from
12

ideal, multiple limitations,
methodologies, were noted.

inherent

to

research

Most studies employed cross-sectional design; hence, it
was not possible to examine development of
psychopathology among children in response to exposure
to war trauma events, and causal links between exposure,
mediating variables, and outcomes could not be
established. For studies that used longitudinal design,
mental health outcomes were not all assessed during
exposure and later on during calm or peaceful times;
hence conclusions regarding recovery were only
applicable to those outcomes which were assessed during
and after. Furthermore, most studies had no control
groups; hence analyses were carried out within war
trauma groups without comparisons. For some studies,
small sample size reduced power for testing effects of
multiple variables’ interactions on health-related
outcomes in children. Using school-based samples
might have excluded children who had extreme/severe
war traumatic experiences; thus findings could not be
generalized to children who were not in school.
With regard to measurement bias: a) Reliance on data
collection from one source (either children’s self- reports
or mothers’ reports) posed a data validation/reliability
problem due to several limitations such as inaccurate
recall, false report and social desirability. Reports by
other informants could have validated children’s or
parents’ reports on their children’s behavior; b)
diagnostic instruments were rarely used; c) when
instruments were used, cross-cultural validation was not
investigated enough; d) there was low agreement
between instruments used to measure the same outcome
in the sample for some studies; and, e) multiple
definitions, and hence assessment tools, were adopted for
constructs such as social support, parental support, etc.,
which limited comparison of findings of studies.
It was not uncommon that multiple potential
confounding variables that may have influenced data
interpretation were not controlled for, such as occurrence
of other life stressors, child’s cognitive capacity and
personality, children’s coping strategies, mothers
psychological distress, parenting style, family
functioning, parental coping style, social support, comorbid mental or physical problems in children, etc. In
addition, it is not often that the full spectrum of
children’s war experiences was looked at in a study
sample which would have possibly distorted
interpretations of associations between exposure and
children’s mental health outcomes.

Future research directions

Itani L, et al.
In view of the profound acute, and possibly enduring,
detrimental impact of war trauma experiences on
children’s mental health, it has become apparent that
there is a need to approach the post-war period not only
along the lines of providing refuge and subsistence, but,
at the same time, offering mental health services and
studying the effects of these (Karam et al., 2008b;
Fayyad et al., 2010).28,73
To fill in the gap in our knowledge of the impact of war
exposure on children’s mental health and its interaction
with many individual, social, and environmental factors,
and to inform planning and provision of effective
services, future research undertakings shall take into
account:
1- Conducting studies with control (non-exposed)
groups which provide baseline data for comparison,
in addition to exposed groups;
2- Validation of outcome assessment tools/instruments
and possibly adaptation and use of standardized tools
for cross-country comparisons;
3- Longitudinal studies are needed to better explain
findings of associations/relations of war trauma
exposures and mental health outcomes. They are also
needed to determine whether impact of war traumas
on children developmental outcomes (affective
symptoms and behavioral outcome) is transient or
more permanent, adaptive or maladaptive on the long
term;
4- The mere experience of war traumatic events does not
imply particular children’s mental health outcomes.
Impact of war trauma exposure on children’s mental
health varied not only with their own exposure but
also with their parents’ exposure (particularly their
mother’s exposure). Findings support the central role
of family relations, surpassing other social relations,
in children’s adjustment to war trauma exposures.
Both child and family factors/variables must be
examined in research and interventions;
5- The full spectrum of children’s exposure to violence
needed to be examined and not just exposure to war
events in order to better understand mental health
outcomes, and recommend intervention measures;
6- The concept of children’s resilience to war events
exposure has gained coverage in recent literature and
merits further investigation;
7- Knowledge about Arab children’s coping with
war/war-like stressors and its relation to health
outcomes is scarce; there is pressing need to set about
research in this direction.
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اﻟﻤﻠﺨﺺ
 ھﺪف ھﺬا اﻟﻤﻠﺨﺺ ھﻮ دراﺳﺔ ﺗﺄﺛﯿﺮ ﺗﻌﺮض اﻷطﻔﺎل واﻟﻤﺮاھﻘﯿﻦ اﻟﻌﺮب ﻟﺤﻮادث. ﺷﮭﺪ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﺒﻠﺪان ﻓﻲ اﻟﻌﺎﻟﻢ اﻟﻌﺮﺑﻲ اﻟﺤﺮوب ﻓﻲ اﻟﻌﻘﻮد اﻟﻤﻨﺼﺮﻣﺔ:اﻟﮭﺪف
 اﻟﻤﺮاھﻘﯿﻦ ﻟﺠﻤﯿﻊ اﻟﺒﻠﺪان ﻓﻲ/  أﻛﻤﻠﻨﺎ ﺑﺤﺚ ﻋﻠﻤﻲ ﺣﻮل ﺗﺄﺛﯿﺮ اﻟﺘﻌﺮض ﻟﻠﺤﺮب ﻋﻠﻰ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻟﻸطﻔﺎل: طﺮﯾﻘﺔ اﻟﺒﺤﺚ.اﻟﺤﺮب اﻟﺼﺎدﻣﺔ ﻋﻠﻰ ﺻﺤﺘﮭﻢ اﻟﻨﻔﺴﯿﺔ
9 ، ﻣﻦ اﻟﻜﻮﯾﺖ9 ، ﻣﻦ اﻷردن1 ، ﻣﻦ اﻟﻌﺮاق7 : دراﺳﺔ67  ﯾﺸﻤﻞ اﻟﻤﻠﺨﺺ: اﻟﻨﺘﺎﺋﺞPsycINFO  و،PubMed  ﺑﺎﺳﺘﺨﺪام2014  ﺳﺒﺘﻤﺒﺮ15 اﻟﻌﺎﻟﻢ اﻟﻌﺮﺑﻲ ﺣﺘﻰ
 أظﮭﺮت اﻟﻨﺘﺎﺋﺞ وﺟﻮد ﻋﻼﻗﺔ إﯾﺠﺎﺑﯿﺔ ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﺑﯿﻦ ﺷﺪة اﻟﺘﻌﺮض ﻷﺣﺪاث. ﻣﻦ ﺳﻮرﯾﺎ1 و، ﻣﻦ اﻟﺴﻮدان3 ، ﻣﻦ ﺻﻮﻣﺎﻟﯿﺎ2 ، ﻣﻦ ﻓﻠﺴﻄﯿﻦ35 ،ﻣﻦ ﻟﺒﻨﺎن
 اﻟﺤﺮوب أﺛﺮت ﺳﻠﺒﺎ ﻋﻠﻰ: اﻟﺨﻼﺻﺔ. وﻣﺸﺎﻛﻞ ﻧﻔﺴﯿﺔ اﻷﺧﺮى، اﻟﻤﺸﺎﻛﻞ اﻟﺴﻠﻮﻛﯿﺔ، اﻻﻛﺘﺌﺎب، ﺣﺪة أﻋﺮاض اﺿﻄﺮاب ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ/ اﻟﺤﺮب اﻟﺼﺎدﻣﺔ وﻣﻌﺪﻻت
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 ﻓﻤﻦ اﻟﻀﺮوري ﺗﻨﻔﯿﺬ اﻷﻧﺸﻄﺔ اﻟﺘﻲ ﺗﻌﻤﻞ ﻋﻠﻰ ﺗﺤﺴﯿﻦ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻟﻸطﻔﺎل واﻟﻤﺮاھﻘﯿﻦ اﻟﻤﻌﺮﺿﯿﻦ.اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻟﻸطﻔﺎل واﻟﻤﺮاھﻘﯿﻦ ﻓﻲ اﻟﻌﺎﻟﻢ اﻟﻌﺮﺑﻲ
. ﻟﻠﺤﺮب
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Country

Iraq

Table 1. Studies that investigated the effect of exposure to war traumata on the mental health of children/adolescents in the Arab world
Reference
Date of
Sample size and characteristics
Age
Instruments and diagnostic tools
Main findings
study
(years)
(limited to listing of instruments
(limited to prevalence data)
that were used to measure
children’s war exposure & mental
health outcomes)
Ahmad et al. (1998)

1991-1993

Random sample of Kurdish Iraqi children and adolescents
who had been exposed to the mass-escape tragedy in 1991
following the Gulf war (N=20)

6-16 years at
baseline;
T1: 1991
T2: 1991
T3: 1992
T4: 1993
7-17
(mean=12.4)

Posttraumatic stress symptoms for children (PTSSC), developed by Ahmad A

PTSD prevalence at T1: 20%, at T2: 0%, at
T3: 23%, at T4: 18%

Ahmad et al. (2000)

1993

Random sample of Kurdish Iraqi refugee children and
adolescents who had experienced the Anfal military attack
(1988) and subsequent traumatic experiences during captivity
(N=45)

Harvard Trauma Questionnaire (HTQ)
Child Posttraumatic Stress Disorder Reaction Index
(PTSD-RI)
Posttraumatic stress symptoms for children (PTSSC) developed by Ahmad A
War Trauma Questionnaire
Child Behavior Inventory (CBI)
Posttraumatic Stress Reactions Checklist (PTSRC)
Impact of Event Scale (IES)
8-item Grief Scale

PTSD: 87%

Dyregrov et al.
(2002)

1991-1993

Community-based sample of Iraqi children who were exposed
to the bombing of a shelter close to the area where children
lived during the 1991 Gulf War
N=107 in 1991
N=101 in 1992
N=94 in 1993

6-17 years
(mean=11.5) at
baseline;
T1: 1991
T2: 1992
T3: 1993

Dyregrov &
Raundalen (2003)

2003

Random sample of Iraqi school children and adolescents from
different areas of Baghdad and Basra (N=232)

10-16 years
(mean=12.7)

Iraqi Child and Adolescent Questionnaire
Impact of the Threat Questionnaire
Birleson Depression Inventory

Study 1:
Mean age=10.3

_

1-15 years
Gp1: 1-4 years
(26.9%)
Gp2: 5-9 years
(44.4%)
Gp3: 10-15
years (28.7%)

Standardized questionnaire derived from the
diagnostic criteria taken from DSM-IV-TR

Depression: 71%
Fear of something bad happening to their
family: 70%
Headaches: 61%
Attention and concentration difficulties: 60%
Felt that life was not worth living: 57%
Felt very lonely: 50%
Sleeping difficulties: 50%
Study 1:
Exposed to a major traumatic event in the past
2 years: 47%
PTSD in total sample: 14%
PTSD in girls: 17%, PTSD in boys: 9%
Study 2:
PTSD in total sample: 30%
PTSD in girls: 32%, PTSD in boys: 26%
Point prevalence:
PTSD: 10.5%
PTSD in girls: 13.8%, PTSD in boys: 7.8%
Mental disorders in total sample: 37.4%

Razokhi et al.
(2006)

2006

Study 1: Primary school children from 16 schools in Baghdad
(N=600)
Study 2: School adolescents from 8 secondary schools in
Mosul (N=1090)

Al-Jawadi &
Abdul-Rhman
(2007)

2003-2004

Randomly selected sample of children enlisted from four
primary health care centers in Mosul (N=3079)

Lokuge et al (2013)

2009-2012

1676 Iraqis younger than age 20 years of age

Jordan

Jaddou (2003)

2001 (10 years
after exposure)

Kuwait

Nader et al. (1993)

Summer 1991

Convenient sample of exposed (E) Jordanian university
students (N=146) who were displaced from Kuwait to Jordan
during 1991 Gulf war, compared to a control group (C)
(N=1230)
Randomly selected pilot sample of Kuwaiti school children
who had mid-range exposures to war events during the 1991

MSF mental health guidelines where they categorize
groups of symptoms related to specific mental
health condition
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Probable PTSD at T1: 84% , at T2: 88%, at
T3: 78%

Mean age=10.1
at time of
exposure

28-item General Health Questionnaire

38.2% had, at the time of interview, anxiety
related complaints, 10.2% had mood-related
complaints, 12.2% had behavior-related
complaints (aggressive, impulsive, repetitive
behavior etc.), and 39.5% had physical
symptoms.
Psychological distress : 30.8% E, 22.4% C

8-17 divided as
such:

Exposure to war-related experiences questionnaire
Revised child post-traumatic stress disorder reaction

Some PTS reactions: 98%
Mild PTS reactions: 29%

Mental Health Outcomes for War Exposed Children
Gulf war (N=49)

8-10 (N=13)
11-17 (N=36)

index (CPTSD-RI)
A Grief Index;

10-16 years
mean age= 12.8
for boys;
mean age= 12.4
for girls
7-14 divided as:
7-10 (2/3) &
11-14 (1/3);
Mean (E)=10.1;
Mean (C)= 10.4

The Arabic Children’s Depression Inventory
designed by Abdel-Khalek;

Kuwaiti children who had witnessed a multitude of war
trauma events during the Iraqi invasion to Kuwait (N=322)

5-16 years
Mean=10.4

Not clear how they assessed for war trauma events;
Body language & child’s behavior used as indicators
of anxiety level
Child Traumatic Reaction Index developed based on
DSM-IV PTSD criteria;

Abdullatif (1995)

1992-1993

Random sample of Kuwaiti school children and adolescents
who had witnessed atrocities during the Iraqi invasion
(N=1981)

Al-Eissa (1995)

October 1990

Randomly selected sample of exposed (E) Kuwaiti children
who left to Saudi Arabia during the Iraqi invasion (N=106),
and a control sample (C) of Saudi children (N=120)

Al-Khawaja (1997)

A structured questionnaire developed by the authors

Moderate PTS reactions: 40%
Severe PTS reactions: 31%
1 or more grief symptoms: 98%
3.7% of boys and 4.8% of girls had total
scores on the depression scale greater than
2SDs.

Poor concentration: 63% E, 11% C
Distractibility:41% E, 12% C
Overdependency: 54% E, 19% C
Emotional lability: 67% E, 21% C
Difficulty sleeping: 35% E, 7% C
Nightmares: 37% E, 9% C
Withdrawal: 30% E, 12% C
No prevalence data

Awadb et al. (1998)

1991, 1996

Randomly selected sample of exposed (experienced or
witnessed war-events during the Iraqi occupation) children
from a governmental list (N=30), and control group (children
who left Kuwait early during the war) (N=30)

10-12 years at
baseline
T1: 1991
T2: 1996

Hadi & Llabre
(1998)

1991-1992

Randomly selected representative sample of school children
who had direct and indirect exposure to war events during the
Iraqi occupation (N=233)

8-12 years

A structured crisis interview (CI) developed by the
authors was used to assess the children's level of
exposure to violence;
Child Posttraumatic Stress Disorder Reaction Index
(PTSDI);
Children’s depression inventory (CDI);

Hadi et al. (2006)

1993, 2003

Randomly selected sample of exposed (father killed, missing
or arrested during the Iraqi occupation) school children
(N=84), & control group (N=27); same sample as that
employed in Llabre & Hadi (1997)

9-12 years at
baseline
T1: 1993
T2: 2003

Crisis Structured Interview (CSI)
Post-Traumatic Stress Disorder Symptom Scale
(PTSDS) adapted from the Davidson Self-Rating
PTSDS
Children’s Depression Inventory (CDI)
Revised Children’s Manifest Anxiety Scale
(RCMAS)
Kuwaiti version of the Beck Depression Inventory
(BDI-K)
Symptom Checklist-90-Revised
Trait Anxiety

Persistent PTSS & anxiety at T2

Al-Turkait &
Ohaeri (2008)

1997

Random sample of children of Kuwaiti military men who had
had varying levels of war trauma exposure during the Gulf
war 1991 (N=355)

6-16 years

Child Behavior Inventory (CBI)
Rutter Scale A-2-parent's version
McMaster Family Assessment Device (FAD)

Llabre & Hadi
(2009)

1993, 2003

Randomly selected sample of exposed (father killed, missing
or arrested during the Iraqi occupation) school children
(N=84) and control group (N=27); same sample as that
employed in Llabre & Hadi (1997) & Hadi et al. (2006)

9-12 years at
baseline
T1: 1993
T2: 2003

Crisis Structured Interview (CSI)
Posttraumatic Stress Disorder Symptom Scale
(PTSDS) adapted from the Davidson Self-Rating
PTSDS
Children’s Depression Inventory (CDI)
Revised Children’s Manifest Anxiety Scale
(RCMAS)
Life Events Checklist

6 months prevalence:
Depression: 14.4%
Anxiety: 14.9%
Comorbidity of depression & anxiety
common in more than 50% of cases
Aggression (high levels): 16.1%
Deficient prosocial behavior: 16.6%
Deficient planful behavior: 19.7%
---------------------------Neurotic behavior: 16.9%
Antisocial behavior: 17.1%
Persistent PTSS at T2
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At T1:
PTSD: 65%; among PTSD cases 60% showed
symptoms overlapping with depression,
anxiety, & hyperactivity
Persistent & steady PTSD symptoms at T2
PTSD: 62%
Mild PTSD: 34%
Moderate PTSD: 23%
Severe PTSD: 4%

Itani L, et al.
Pittsburgh Sleep Quality Index
A 4-item measure of general health

Lebanon

Saigh (1985)

1982

Sample of high school students enrolled in a private school in
West Beirut (N=62)

Mean age= 15.1

Lebanese Fear Inventory (LFI)
Fear Survey Schedule (FSS)
State Trait Anxiety Inventory (STAI)

No prevalence data

Hourani et al.
(1986)

1982

Random community-based sample of children and adolescents
living in West Beirut during Israeli Invasion of Lebanon,
summer 1982 (N=2958)

49.6%: < 10
years;
50.4%: 11-19
years

Psychological distress symptoms’ checklist adapted
from the Red Cross literature on emergency
psychiatric care in disasters

Psychological distress symptoms: 7.4%

Chimienti et al.
(1989)

Spring 1985

Randomly selected sample of school children representative
of population segments exposed to a general war stress
situation (heavy fighting or shelling) (N=1039)

3-9 years
Mean age=6.3

A questionnaire developed by the authors was used
to collect data on exposure to war traumas and
emotional and behavioral problems in children

Saigh (1991)

_

Sample of exposed PTSD (clinical sample) traumatized by
direct experience of war events, observation, verbal
mediation, combination of direct experience and observation
(N=230) and a control group of non-exposed non-PTSD
(N=35)

9-13 years

Zahr (1996)

1990-1991

Two convenient samples of exposed (E) (experienced heavy
shelling in 1989) preschool children (N=100) and control (C)
(non-exposed) (N=100); both samples came from middleclass

3-6 years
Mean=4.2

Children’s Posttraumatic Stress Disorder Inventory
(PTSDI) based on DSM-III PTSD criteria
Revised Children’s Manifest Anxiety Scale
(RCMAS)
Children’s Depression Inventory (CDI)
Connor‘s Teacher Rating Scale (CTRS)
Eyberg Child Behavior Inventory (ECBI)

Prevalence in total sample:
Physical symptoms: 71%
Hyperactivity: 61%
Over-dependency: 88%
Shouting & screaming: 62%
Crying easily: 66%
Nagging: 48%
Possessive with children: 57%
Defiant with adults: 40%
No prevalence data

Karam et al. (2007)

Feb. 2007

Random sample of school children and adolescents,
representative of the population most affected by July 2006
Israel war on Lebanon (South Lebanon & Southern Suburbs
of Beirut); Gp 1 (N=709), Gp 2 (N=261)

Gp 1: 12-18
years
(mean=14.6)
Gp2: 8-11 years
Gp 3: 3-7 years

Strengths & Difficulties Questionnaire (SDQ)
Child-Revised Impact of Events Scale (CRIES)

Karam et al. (2008)

1996-1997

Randomly selected sample of school children from the South
heavily exposed to the 1996 Israel war on Lebanon (N=93)

6-18 years at
baseline
(mean=11.8)
T1: 1996
T2: 1997

War Events Questionnaire (WEQ)
Diagnostic Interview for Children and Adolescents Revised (DICA-R)

Community based sample of children from South of Lebanon
who were directly exposed to bombardment during the July
2006 war (N=110), and a control, non-exposed group (N=105)

9-12 years

Spielberger’s State-Trait Anxiety Inventory, Arabic
version (STAI-A)

Randomly selected sample of school children from South and
Southwest Bekaa. Phase 1: n=386, Phase 2: n=143.

Mean of 11.5 at
baseline

Diagnostic Interview for Children and Adolescents
Revised (DICA-R), DSM III-R, War Events
Questionnaire

El Zein & Ammar
(2011)

Karam et al (2014)

1996-1997
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2 years prevalence:
Refusal to go to sleep alone: 72% E, 46% C
Over-dependency on parents: 44% E, 28% C
Excessive thumb-sucking: 64% E, 39% C
Nightmares: 25% E, 16% C
6 months incidence:
Psychological symptoms in adolescents: 50%
High-moderate probability of having a mental
disorder in adolescents: 14.5%
1 week prevalence:
PTSD in adolescents: 15.4%
Irritability: 31.2%
Trying not to remember war events: 28.0%
Trying to avoid reminders of the war: 26.3%
Startling more easily: 25.6%
Having difficulties sleeping: 16.6%
At T1: 1 month prevalence
Major depressive disorder (MDD): 26.9%
Separation anxiety disorder (SAD): 17.2%
Post-trauma stress disorder (PTSD): 31.2%
At T2:
MDD: 8.6%
SAD: 6.4%
PTSD: 2.2%
No prevalence data

The rate of any disorder in the n=143 sample
was: Phase 1: 44.1%, Phase 2: 9.2%.
Witnessing any war event was significantly
associated with having a mental disorder at
Phase 1, as well as the persistence of the
disorder until Phase 2.

Mental Health Outcomes for War Exposed Children
Palestine

Baker (1990)

1989

Random sample of children from the West bank and Gaza,
who had experienced intense military violence during the first
Intifada for 2 years (N=796)

6-15 years

Observed Symptoms Rating Scale
The Nowicki-Strickland Locus of Control Scale for
Children
The Cooper Smith Self-Esteem Inventory

Punamäki &
Suleiman (1990)

1982

Representative sample of children who had been experiencing
political violence occurring under conditions of military
occupation & national struggle against it (N=66)

8-14 years

A checklist of 17 political hardships developed by
the authors;
A modified checklist from the classification by
Rutter, Shaffer & Shepherd (1975) was used to
measure children’s psychological symptoms;
Castaneda’s Children’s Form of Manifest Anxiety
Scale- shortened version;

Kostelny &
Garbarino (1994)

1989

Convenient sample of Palestinian children from the West
Bank exposed to military violence for 2 years after the onset
of the first Intifada (N=40); Gp 1: N= 20, Gp 2: N=20

Gp 1: 5-8 years
Gp 2: 12-15
years

Open-ended interview with the mothers was used to
assess exposure to military violence & children’s
behavioral and personality changes
Achenbach Child Behavior Checklist (CBC), Arabic
version
Content analysis of children’s drawings

In 5-8 years old:
Behavioral problems & personality changes:
40%
Fears of going to school: 35%
Crying & screaming when seeing soldiers:
30%
In 12-15 years:
Disobedience to authority figures: 20%
Aggressiveness: 15%
Anxiety & nervousness: 15%

Garbarino &
Kostelny (1996)

1990

Sample of children from the West Bank exposed to military
violence for 3 years during the first Intifada (N=150)

Gp1: 6-9 years
Gp 2: 12-15
years

A Violence questionnaire developed by the authors
was used to assess children’s exposure to political
violence
Achenbach Child Behavior Checklist

Behavioral problems: 20.6%

Punamäki et al.
(1997)

1993 (last few
months of the
first intifada)

Sample of school children from Gaza who had experienced
intense military trauma events during the first Intifada
(N=108)

11-12 years

Traumatic Events Checklist
Eysenck neuroticism scale (JEPQ)
Rosenberg's scale further developed by Hof- man,
Beit-Hallahmi, and Lazarowitz (1982)

No prevalence data

Barber (1999)

1994-1995

Representative sample of school adolescents from the West
Bank and Gaza who had participated in the first Intifada and
experienced victimization during the movement (N=7000)

14-15years

A checklist of 8 items was used to measure Intifada
experience
Child Behavior Checklist–Youth Self-Report
A set of 4 questions was used to assess antisocial
behavior

No prevalence data

Miller et al.
(1999)

1996

Random sample of school children from Gaza who had a
lifetime exposure to war trauma (N=669), divided into Gp
1(N=458), and Gp2 (N=211)

Gp1: 6-11 years
Gp2: 12 and up

Health Reach Modified War Trauma Questionnaire;
Ontario Child Health Scale (OCHS)
Child Posttraumatic Stress Disorder Reaction Index
(CPTS-RI)

Among 6-11 years:
Conduct disorder: 14.4 %
ADHD:10.0%
Emotional disorder: 46.7%
One or more behavioral or emotional
disorders: 50.9%
Among 12 and up:
Conduct disorder: 12.3%
ADHD:11.8%
Emotional disorder: 28.0%
One or more behavioral or emotional
disorders: 35.5%
Some PTSD: 87.4%
Mild PTSD: 47.9%
Moderate PTSD: 31.5%
Severe PTSD: 8%
Moderate- severe PTSD: girls (47.3%), boys
(30.3%)

20

Disturbing others: 29.5%
Persistent irresponsible behavior: 27.2%
Jealousy of others: 28.2%
Difficulty awakening in the morning: 15.0%
Feeling depressed: 11.3%
Fears soldiers: 46.7%
Fears leaving the house: 27.8%
No prevalence data
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Thabet & Vostanis
(1999)

1993 (6
months post
first Intifada);

Representative sample of school children from Gaza who had
experienced war traumas during the last months of the first
Intifada (N=239)

6-11years
Mean =8.9

Gaza Traumatic Event Checklist
Rutter Scales A2 and B2
Child Post-Traumatic Stress Reaction Index
(CPTSD-RI)

Some PTSD reactions: 72.8%
Mild PTSD: 31.8%
Moderate PTSD: 35.6%
Severe PTSD: 5.4%

Thabet & Vostanis
(2000)

1993 (6
months post
Intifada); 1994

Representative sample of school children from Gaza who had
experienced war traumas during the last months of the first
Intifada (N=234); possibly same sample surveyed in Thabet &
Vostanis (1999)

6-11years at
baseline
T1: 1993
T2: 1994
(mean age=9.9)

Gaza Traumatic Event Checklist
Rutter Scales A2 and B2
Child Post-Traumatic Stress Reaction Index
(CPTSD-RI)

At T1:
Moderate-severe PTSD reactions: 40.6%
Emotional & behavioral problems: 26.9%
(parents’ reports), 43.6% (teachers’ reports)
At T2:
Moderate-severe PTSD reactions: 10.0%
Emotional & behavioral problems:
20.9% (parents’ reports), 31.8% (teachers’
reports)

Punamäki et al.
(2001)

1993 (last few
months of the
first Intifada);
1996

Sample of children from Gaza who had experienced intense
military trauma events during the first Intifada (N=84); most
likely same sample employed in Punamäki et al. (1997)

10-12 years at
baseline
(mean age=11)
T1: 1993
T2: 1996

Traumatic Events Checklist
Life- Event Scale derived from Holmes and Rahe
(1967)
A PTSD symptoms scale by Frederic, Pynoos, and
Nader (1992)
Eysenck’s neuroticism scale (the JEPQ)
Ontario Child- Health Scale (OCHS)

No prevalence data

Qouta et al. (2001)

1993 (last few
months of the
first Intifada);
1996

Sample of children from Gaza who had experienced intense
military trauma events during the first Intifada (N=86); most
likely same sample employed in Punamäki et al. (1997) and
Punamäki et al. (2001)

10-12 years at
baseline
T1: 1993
T2: 1996

Traumatic Events Checklist
A PTSD symptoms scale by Frederick, Pynoos, and
Nader (1992)
Eysenck neuroticism scale (the JEPQ)
Rosenberg's scale further developed by Hofman,
Beit-Hallahmi, and Lazarowitz (1982)
Ontario Child Health Scale (OCHS)

No prevalence data

Thabet et al. (2001)

2000 (during
the second
Intifada)

Random sample of Palestinian children from Gaza (majority
living in refugee camps) exposed to war traumatic events
during the second Intifada (N=286)

9-18 years
Mean=13.9

Gaza Traumatic Events Checklist
Impact of Events Scale (IES)

PTSD: 34.3%

Thabet et al. (2002)

Early during
the second
Intifada

Community-based sample of children from Gaza exposed (E)
to bombardment and demolition of houses during the second
Intifada (N=91) and a control (C) sample (not exposed to
bombardment yet experienced other war traumatic events such
as witnessing bombardment by helicopters, seeing mutilated
bodies on TV, etc.) (N=89)

9-18 years

Child Post-Traumatic Stress Reaction Index
(CPTSD-RI), Arabic version
Revised Children’s Manifest Anxiety Scale
(RCMAS)
Children fears checklist

Severe/ very severe PTSD: 59% E, 25% C
Anxiety disorders: 22% E, 39% C

Randomly selected community-based sample of children from
the West Bank, divided into 3 groups based on proximity to
bombarded target (during the second intifada): a) living in
close proximity (N=79), b) living at a moderate distance
(N=30), & c) living at a remote distance (N=31)
Randomly selected community-based sample of refugee
children from Gaza exposed to bombardment & shelling of
homes during the second Intifada (N=121)

6-16 years
Gp1: mean=10.2
Gp2: mean=10.5
Gp3: mean=10.7

Child PTSD Reaction Index (CPTSD-RI);
Children’s Depression Index (CDI);
The Cooper Smith Self-Esteem Inventory;

No prevalence data

6-16 years
Mean=8.2

War Trauma checklist;
Child Post-Traumatic Stress Disorder Reaction
Index (CPTSD-RI);

PTSD: 98.3%
Mild PTSD: 9.1%
Moderate PTSD: 35.5%
Severe PTSD: 53.7%

Representative sample of refugee children from Gaza exposed
to intense military violence for 6 months since the onset of the
second Intifada (N=403)

9-15 years
Mean=12

Gaza Traumatic Events Checklist
Child Post-Traumatic Stress Reaction Index
(CPTSD-RI)
Short Mood and Feelings Questionnaire (MFQ)

Mild PTSD symptoms: 21.1%
Moderate PTSD symptoms: 52.6%
Severe PTSD symptoms: 22.9%
Concentration difficulties: 41.9%
Avoidance of reminders: 37.5%
Feeling upset when thinking about the event:
37.5%
Intrusive images & sounds: 32.0%
Intrusive thoughts: 31.6%
Sleep disturbance: 31.6%

Baker et al.
(2003)

2002

Qouta et al.
(2003)

2002

Thabet et al.
(2004)

Mid 2001
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In exposed group:
Difficulty in concentrating: 58%
Sleep disturbance: 57%
Avoidance of reminders: 52%

Mental Health Outcomes for War Exposed Children
Somatic complaints: 27.6%
Nightmares: 22.5%
---------------------------Crying a lot: 25.6%
Feeling tired & doing nothing: 22.1%
Feeling lonely: 18.4%
Having difficulty to think properly or
concentrate: 15.1%
Feeling unhappy or sad: 13.9%
Psychological morbidity: 42.3%
Psychological morbidity: girls (37.8%), boys
(46.3%)

Zakrison et al.
(2004)

2000 (before
the second
Intifada)

Randomly selected community-based sample of children from
villages in the West Bank exposed to military occupation
(N=206)

6-13years
Mean=9.9

Rutter A2 Scale, (parent-reported)

Khamis (2005)

1999

Representative sample of school children, 85% from the West
Bank (N=1000); 55% of the sample were exposed (E) to
traumatic events (most common is political trauma)

12-16 years

A questionnaire was used to assess exposure to
traumatic events
The Child Psychological Maltreatment Scale
PTSD module of the structured clinical interview for
DSM-IV, Arabic version

PTSD in exposed: 62.3%
PTSD in total sample: 34.1%

Qouta & Odeh
(2005)

2003

Randomly selected representative community-based sample of
children from Gaza (close to ¾ were refugee children) who
had a lifetime exposure to military violence-related traumatic
events (N=944)

10-19 years
Mean= 15.1

War Trauma Checklist
Posttraumatic Stress Disorder Scale, DSM –IV
criteria
Child Posttraumatic Stress Disorder Reaction Index
(CPTSD-RI)

Mild PTSD levels: 16%
Moderate PTSD levels: 49%
Severe PTSD levels: 33%

Qouta et al. (2005)

2002

Randomly selected community-based sample of refugee
children from Gaza exposed to war traumatic events during
the second Intifada (N=121); same sample as that in Qouta et
al. (2003)

6-16 years

War Trauma checklist
Child Post-traumatic Stress Disorder Reaction Index
(CPTSD-RI)
Rutter Parent Questionnaire (RA2)

Prevalence of psychological distress &
psychosomatic symptoms:
Disobedience: 63.3%
Temper tantrums: 51.7%
Irritation: 46.2%
Worries: 80.5%
Social isolation: 61.9%
Fears: 46.7%
Concentration difficulties: 52.1%
Hyperactivity: 46.2%
Headaches: 49.2%
Eating difficulties: 52.5%

Thabet et al. (2006)

_ during the
second Intifada

Representative sample of pre-school children selected from
kindergartens in Gaza, majority living in refugee camps,
exposed to different war traumatic events during the second
Intifada (N=308)

3-6 years
Mean=4.7

Gaza Traumatic Checklist – Parent Form
Strengths and Difficulties Questionnaire (SDQ)
Behaviour Checklist (BCL)

1 month prevalence:
Faddy eating: 36.6%
Difficulty settling at night: 29.1%
Sleeping with parents: 30.4%
Overactivity: 25.2%
Dependency: 24.6%
Poor concentration: 17.5%
Temper tantrums: 16.2%
Worries: 16.5%
Fears: 14.2%

Elbedour et al.
(2007)

2002

Representative sample of school adolescents living in refugee
camps in Gaza exposed military violence for almost 2 years
during the second Intifada (N=229)

15-19 years
Mean=17.1

Post-traumatic stress disorder interview (PTSD-I)
Beck Depression Inventory-II (BDI-II)
Beck Anxiety Inventory (BAI)
Coping Responses Inventory (CRI-Youth Form)

1 month prevalence of PTSD: 69%
Moderate-severe depression: 40.0%
Moderate anxiety: 5.1%
Severe anxiety: 95%
Undesirable coping responses : 70%
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Giacaman,
Abu-Rmeileh, et al.
(2007)

2003

Representative sample of school adolescents from the
Ramallah District, West Bank, exposed to intense military
violence during the second Intifada (N=3415); same sample
as that in Giacaman, Shannon, et al. (2007)

15-18 years

Gaza Traumatic Event Checklist- Revised
Subjective health complaints questionnaire based on
the World Health Organization’s Health Behavior in
School-aged Children Survey (HBSC)

Prevalence of high levels of subjective health
complaints (4 or more per week):
Those who were never exposed to
humiliation: 21%
Those who were exposed to 3 forms of
humiliation: 52%
Those who were exposed to 4 forms of
humiliation: 62%

Giacaman,
Shannon, et al.
(2007)

2003

Representative sample of school adolescents from the
Ramallah District, West Bank, exposed to intense military
violence during the second Intifada (N=3415)

15-18 years

Depression (using conservative criteria):
6.5%
Depression (using less conservative criteria):
14.9%
Depression in girls: 8.2%
Depression in boys: 4.6%

Qouta et al. (2007)

1993 (last
months of the
first Intifada);
1996; 2000
(just before the
second
Intifada)

Randomly selected community-based sample of adolescents
from Gaza who had experienced intense military trauma
events during the first Intifada (N=65); most likely same
sample employed in Punamäki et al. (1997), Punamäki et al.
(2001) and Qouta et al. (2001)

Mean=17.6
years
at T3
T1: 1993
T2: 1996
T3: 2000

Individual and collective exposure to violence and
trauma scales developed by the authors
Gaza Traumatic Event Checklist-Revised
Depressive-like state scale based on DSM-IV
criteria
Subjective health complaints questionnaire based on
the World Health Organization’s Health Behavior in
School-aged Children Survey (HBSC15)
PTSD Reaction Index (PTSD- RI), adolescent
version
Beck Depressive Index (BDI), the 13-item version;
Adolescent Resiliency Attitudes Scale
(ARAS; Biscoe & Harris, 1999)
Health-Related Quality of Life (HRQoL) (Ware &
Gandek, 1998)

Abdeen et al.
(2008)

2004-2005

Representative national sample of high school students who
had been exposed to war-like traumatic events; 65% of the
sample from the West bank and 35% from Gaza (N=2100)

14-17 years

Haj-Yahia’s 40-item Political Violence Inventory
was used to assess exposure to war-like events
Emotional reactions to exposure (such as extreme
fear, helplessness, or horror) were assessed with
items derived from the DSM-IV-TR
UCLA PTSD Index adolescent version (adapted)
derived from DSM-IV PTSD symptom criteria
Functional Impairment Questionnaire derived from
the Child Diagnostic Interview Schedule
Hopelessness scale for children; Somatic complaints
checklist; Brief COPE;

1 month prevalence
Full PTSD (according to DSM-IV-TR
criteria): 35.7%
Partial PTSD: 11.7%
---------------------------Mild hopelessness symptoms: 10%
Moderate hopelessness: 58%
Severe hopelessness: 32%

Sample of Palestinian boys who were injured during the 2nd
intifada and as a result developed permanent physical
disabilities; 30.2% were from the West bank and 69.8% from
Gaza (N=179)

12-18 years
Mean= 16.3

Structured clinical interview based on DSM-IV
diagnostic criteria for PTSD;
Revised Children’s Manifest Anxiety Scale
(RCMAS);
Beck Depression Scale;
Kidcope for assessment of coping strategies;
Parental Support Scale;
Fatalism Scale developed by the author for the
study;

Full PTSD: 76.5%

Convenient sample of children in Gaza exposed to regular
shelling for six months prior to data collection (N=197)

9-18 years

Gaza Traumatic Events Checklist
Children's Revised Impact of Events Scale (CRIES13)
Revised Children's Manifest Anxiety Scale
(RCMAS)
Strengths and Difficulties Questionnaire (SDQ)

6 months prevalence (PTSD & symptoms)
PTSD:70.1%
Insomnia: 40.5%
Exaggerated startle: 39%
Trying to remove memories from their mind:
39%
---------------------------Anxiety: 33.9%
---------------------------Broad mental health morbidity: 42.7%
Conduct problems: 36.8%
Hyperactivity: 22.8%
Emotional problems: 24.4%
Peer relationship problems: 60.1%

Khamis (2008)

Thabet et al.
(2008)

_
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No prevalence data

Mental Health Outcomes for War Exposed Children

Somalia

Espié et al.
(2009)

2005- 2008
(calm period)

Clinical sample of children who had a lifetime exposure to
traumatic war and non-war events, and were enrolled in the
MSF program in Gaza and Nablus district of the West Bank
from 2005 to 2008 (N=619)

≤ 15 years

A standardized questionnaire was used to collect
data about lifetime exposure to adverse events
Clinical evaluation using a semi-structured interview
based on criteria from DSM-IV-TR

PTSD: 25.8%
Anxiety disorders (other than PTSD & acute
stress disorder): 18.3%

Massad et al.
(2009)

2007

Randomly selected sample of preschool children kindergartenbased in Gaza exposed to war traumatic events during the last
months of the 2nd intifada (N=350)

3-6 years

Gaza Traumatic Event Checklist
Strength and Difficulties Questionnaire

Poor mental health: 29%
Conduct problems: 52%
Emotional problems: 19%
Peer relationship problems: 17%
Hyperactivity: 3%

Thabet et al.
(2009)

During the
second Intifada

Randomly selected sample of school adolescents in Gaza
exposed to a number of war traumatic experiences for two
years during the second Intifada (N=412)

12-16 years
Mean=13.7

Gaza Traumatic Event Checklist
Structured Clinical Interview for DSM-IV, PTSD
module

Dubow et al. (2010)

_

Community-based representative sample of children and
adolescents who were exposed to ethnic-political conflict and
violence besides exposure to conflict and violence in other
contexts (family, community, school) during a year prior to
data collection (N=600) divided equally into three age groups:
8, 11, & 14 years); 2/3 of the sample was from the West Bank
and 1/3 was from Gaza; close to ½ reported an income below
Palestinian average

3 age groups: 8,
11, and 14 years

Exposure to ethnic-political conflict and violence
scale adapted from Slone et al. (1999)
Exposure to community violence scale derived from
Attar et al. (1994) & Barber (1999)
Exposure to school & inter-adult family conflict and
violence scale/ measure taken from Attar et al.
(1994)
Child Post Traumatic Stress Symptoms Index
Peer report of aggression (modified version of the
Peer Nomination of Aggression Inventory)
Severe Physical Aggression scale
Child Behavior Checklist- Aggression scale

PTSD (following DSM-IV diagnostic
criteria): 30.8%
Intrusive recollections: 81.6%
Distressing dreams: 80.8%
Being upset by reminders of the event: 79.6%
Flashbacks: 74%
Avoidance of thoughts: 65.1%
Exaggerated startle: 64.8%
Sleep difficulty: 63.6%
Psychic numbing: 46.6%
1 month prevalence:
High frequency of PTSS: 20%
Moderate-high frequency of PTSS: 33.3%
6-12 months prevalence:
Aggressive behavior: 22%- 33%, depending
on the scale used

Massad et al.
(2011)

2007

Randomly selected sample of preschool children kindergartenbased in Gaza exposed to war traumatic events during the last
months of the second Intifada (N=350); same sample as that
of Massad et al. (2009)

3-6 years

Gaza Traumatic Event Checklist
Strengths and Difficulties Questionnaire (SDQ)
Pediatric Quality of Life Inventory (PedsQL 4.0)
parent report, Arabic version

Poor mental health: 37%
“Severely impaired” health-related quality of
life: 65%

Punamäki et al.
(2011)

1996

Random sample of school children from Gaza who had a
lifetime exposure to war traumatic events; almost ½ lived in
urban areas (N=640)

6-16 years
divided as :
64.5%: 6-11
years;
12.6%: 12–13
years;
20.9% : 14-16
years

War Trauma Questionnaire
Ontario Child Health Scale
Health Utilities Index Mark 2

Kolltveit et al.
(2012)

2009

A random sample of 139 school students aged 12-17 in Gaza

12-17 years

The Gaza Traumatic Check List, Revised Child
Impact of Event Scale for PTSD, Revised Children’s
Manifest Anxiety Scale, Depression Self-Rating
Scale for Children

6 months prevalence:
1 of 3 disorders (emotional, conduct disorder,
ADHD): 30.6%
2 of 3 disorders (emotional, conduct disorder,
ADHD): 9.2%
3 of 3 disorders (emotional, conduct disorder,
ADHD): 4.8%
---------------------------Traumatized children: 23%
Resilient: 21%
Vulnerable: 23%
56.8% scored within the clinical range of the
CRIS-8 scale which assessed PTSD. 23.7%
and 41.2% of the sample respectively scored
above the clinical cut-offs for the anxiety
(RCMAS) and depression (DSRS) scales.

A non-random community-based sample of Somali adolescent
refugees who have resettled in the US and were currently
living with family members (N=76); possibly a subset of the
sample in Ellis et al. (2008)

12-19 years
Mean= 15.6

War Trauma Screening Scale (WTSS)
UCLA PTSD Index for DSM-IV (PTSD-I)
Depression Self-Rating Scale (DSRS)- Adolescent
Version
Multidimensional Scales of Perceived Self-Efficacy
(MSPSE)

Kia-Keating & Ellis
(2007)
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No prevalence data
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Ellis et al. (2008)

Sudan

11-20 years
Mean= 15.4

No prevalence data

Paardekooper et al.
(1999)

1995-1996

Random sample of exposed Sudanese war refugee children
who fled to Uganda (N=316), compared to a control group of
Ugandan children (N=80); most likely exposed to the war
between government forces in the north and rebels in the
south

7-12 years
Mean= 9.4

Geltman et al.
(2005)

_

Convenient sample of unaccompanied Sudanese war refugee
minors who resettled in the US and were enrolled in refugee
foster care programs (N=304);
Most likely exposed to the Darfur war

Mean=17.6
years

Questionnaire developed by the authors to assess
migration history & exposure to traumatic events
Harvard Trauma Questionnaire (HTQ)
Child Health Questionnaire (CHQ)- short form

PTSD: 20%
PTSD children had significantly deteriorated
health-related quality of life compared to nonPTSD

Randomly selected sample of Sudanese refugee children
representative of the internally displaced school-based
children population from different villages in Southern Darfur,
and living in refugee camps; Gp1 (N=189), Gp2 (N=142)

6-17 years
Gp1: 6-12 years
Gp2: 13-17
years

A questionnaire developed by the authors was used
to collect data on war experiences; Child Post
Traumatic Stress Reaction Index (CPTSD-RI);
Children’s Depression Inventory (CDI); The
Expanded Grief Inventory (EGI);

PTSD symptoms: 75%
Depressive symptoms: 38%
Depression in girls: 55%
Depression in boys: 25%
Grief symptoms: 16%

A convenient sample of Syrian refugee children and
adolescents attending public schools in Lebanon (N=547).

Mean=11.9
years

A questionnaire developed by the authors was used
to collect data on war experiences
Child Depression Inventory (CDI)
Screen for Anxiety Related Disorders- Child version
(SCARED); PTSD Reaction Index;

Depression: 16.8%
Anxiety: 56.0%
PTSD: 4.7%

Morgos et al.
(2008)

Syria

A community-based sample of Somali adolescent refugees
who have resettled in the US and were currently living with
family members (N=135)

Psychological Sense of School Membership (PSSM)
Scale
War Trauma Screening Scale (WTSS)
Adolescent Post-War Adversities Scale- modified
version
Acculturative Hassles Inventory - Family Hassles
subscale
Every Day Discrimination Questionnaire
UCLA PTSD Index for DSM-IV (PTSD-I)
Depression Self-Rating Scale (DSRS)- Adolescent
Version
Trauma Event Scale - a subscale of the Harvard
Trauma Questionnaire
Daily Stressors Inventory
Revised KidCope
“Michael-questionnaire'' revised form of the Levonn
Cartoon-based Interview for Assessing Children's
Distress Symptoms
WHO Reporting Questionnaire for Children (RQC)

Karam et al.
(manuscript in
preparation)

2013-2014
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No prevalence data
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 ﻣﺮاﺟﻌﺔ ﺷﺎﻣﻠﺔ:اﻟﺸﺪاﺋﺪ واﻟﻤﺤﻦ ﺧﻼل اﻟﻄﻔﻮﻟﺔ ﻓﻲ اﻟﻌﺎﻟﻢ اﻟﻌﺮﺑﻲ
 اﯾﻠﻲ ج ﻛﺮم، ﻛﻠﻮدﯾﺎ ﻓﺮﺣﺎت، ﻧﺪى ﯾﻮﺳﻒ، ﺟﻮاﻧﺎ دﯾﺎب،ﺟﻮن ﻓﯿﺎض

Abstract

C

hildhood adversities are widely experienced across the globe and have recently been the focus of a significant
increase in public awareness due to the growing number of referred cases and accessible intervention programs.
Childhood adversities increase the risk of short and long-term detrimental effects on academic performance, social
relationships and physical and mental health. The current paper focuses on the experiences of Arab children, particularly in
the countries of Lebanon, Jordan, Palestine, Kuwait, Bahrain, Egypt, Saudi Arabia, Yemen and Sudan. Several quantitative
and qualitative research studies have emerged on non-war related childhood adversities in the Arab world between the years
of 1989 and 2015. The present review aims to summarize the current literature and discuss the outcomes of childhood
adversities and implications for policies and prevention.
Key words: Childhood adversities, Arab, physical abuse, sexual abuse, maltreatment
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Introduction
Past research has shown the strong association between
childhood adversities and mental health. Adversities
refer to any form of serious or continued difficulty or
misfortune. Examples of childhood adversities include
child abuse (whether physical, psychological or sexual),
neglect, polygamy, parental psychopathology, parental
death, parental occupational or educational level, sociodemographics and/or parental relationship.

IDRAAC database. The countries included in the search
were: Algeria, Bahrain, Egypt, Gaza, Iraq, Jordan,
Kuwait, Lebanon, Libya, Morocco, Oman, Palestine,
Qatar, Saudi Arabia, Sudan, Syria, Tunisia, United Arab
Emirates (UAE), and Yemen. The regions included were
Arab, Gulf, and Middle East. The search was not
restricted to any language.

Results
Child abuse

Method
The existing peer-reviewed literature was the primary
source of information for the current review.
Keywords
The articles included in the current review were
identified by searching for the following keywords:
child, childhood, childhood adversities, abuse, child
neglect, child maltreatment, children, adolescent,
parents, parent death, divorce, multiple marriages, parent
separation, parent loss, mental health, mental illness,
substance abuse, criminal, violence, physical abuse,
sexual abuse, neglect, economic adversity, divorce,
polygamy.
Search Engines
The search engines used to identify articles containing
these keywords were PsycINFO, PubMed, and the
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Child abuse refers to “all forms of maltreatment, being
physical, emotional, or sexual in nature, in addition to
neglect or any exploitation to fulfill economical
purposes, all of which in turn lead to the harming of a
child’s health, survival and/or dignity in the context of a
relationship of responsibility, trust, or power.”1 The
prevalence of child abuse varies in different
circumstances depending on factors such as cultural
diversity, the research methods implemented and the
instruments used to conduct the study.
Children in the Arab world are exposed to all forms of
abuse. Nonetheless the problem is often ignored and put
aside without the endorsement of prevention plans.
Abused children, therefore, continue to suffer while the
abusers go unpunished.1 Prevalence studies tackling
child abuse, particularly sexual abuse, remain unreported
and incomplete. Additionally, inconsistent information is
often provided. To overcome these issues, surveys in the
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form of questionnaires and interviews are implemented.
A noteworthy difficulty is the underreporting of official
statistics that tend to deflate real numbers and downplay
the reality of problems, which are becoming more
common in the Arab world.
Sexual abuse
As defined by the World Health Organization (WHO),
“child sexual abuse (CSA) is the involvement of a child
in sexual activity that he or she does not fully
comprehend, is unable to give informed consent to, or for
which the child is not developmentally prepared, or that
violate the laws or social taboos of society”.
Elbedour et al.2 studied the rates of sexual abuse among
a non-representative sample of N=217 female high
school students aged 14 to 18 year old in a Bedouin Arab
community in Southern Palestine. The revised Arabic
version of Finkelhor’s scale was administered, which
measures various kinds of sexual encounters such as
kissing and hugging, exposure of the sexual organs,
touching genitals, and intercourse with our without
penetration, all of which were found to have occurred
against the will of the victim; 53.3% of participants had
experienced at least one form of sexual abuse, the most
frequent one being an invitation or sexual request (16%).
In another cross sectional study, which surveyed N=652
undergraduate Palestinian students aged between 18 and
37 years old, Haj, Yahia and Tamish3 found, also using
the revised Arabic version of Finkelhor’s scale, that 18.6,
36.2, and 45.6% of the students were exposed to at least
one act of sexual abuse by a family member, relative or
stranger respectively since early childhood.
Usta et al.4 conducted a cross sectional study on 1028
Lebanese children aged 8 to 17 years old from primary
healthcare centers in Lebanon to investigate the
prevalence and consequences of CSA and its risk factors
before, during and after the 2006 Hezbollah-Israeli war.
Different instruments were used in the study, namely, the
International Child Abuse Screening Tool, the Trauma
Symptom Checklist, and the Family Functioning in
Adolescence Questionnaire. Results of the study showed
that the prevalence of CSA before the war was 11%, 5%
during the 33-day war, and 8% in the one-year period
after the war. These incidents involved mainly sexual
attempts, sexual acts, or exposure to sexual media and
were, in 66% of cases, carried out by non-family
members and mostly in the Northern area of Lebanon.
A retrospective, descriptive study was carried out in
Bahrain by Al-Mahroos et al.5 The study was based on
reviewing the medical records of 440 children at
Sulmaniya Medical Complex diagnosed with CSA
between the years of 2000 and 2009; 50.5% of
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participants were boys and 49.5% were girls and the
mean age of the participants was eight years. CSA was
found to have occurred in 89% of the cases and the abuse
mainly took place in the family or in relatives’ homes
(53%). It was reported that genital touching and fondling
(62.5%) was the most common form of abuse followed
by sodomy (39%) and genital penetration (22% of girls).
A steady increase in CSA cases was noted, moving from
31 cases per year in 2000 to 77 cases per year in 2009.5
Shotar et al.6 administered a retrospective case-series
study of reports on sexual offenses that were referred to
the Forensic Medicine Teaching Center in Northern
Jordan (FMTNJ) Irbid. From the 394 cases that were
reviewed, 36.1% of the examinations reported
experiences of CSA between the years of 2003 and 2007;
53.0% of the sexual abuse victims were boys, and the
male to female sex ratio was 1.3:1. The subjects of the
study ranged between 3 and 18 years old with a mean
age of 12.5 and a median age of 14.06. Moreover,
Jumaian7 administered Arabic versions of the General
Health Questionnaire and a self-administered
questionnaire for the contact form of CSA to 100 male
college students in Jordan. Participants ranged from 18 to
20 years old. Results found that 27% of the subjects had
a history of CSA before the age of 14 by an adult who
was at least five years older than themselves. It is
important to note that those who had experienced CSA
reported more mental health problems compared with
those who had not experienced it.7
Itani et al.8 administered the Composite International
Diagnostic Interview (CIDI) to 2857 adult participants
from the nationally representative sample used in the
Lebanese Evaluation of the Burden of Ailments and
Needs of the Nation (L.E.B.A.N.O.N) study.9 It was
reported that 0.4% of the participants were sexually
abused during childhood, 0.2% of whom were men and
0.6% were women.
Finally, Kudrati et al.10 conducted a study using
interviews and street surveys which focused on the daily
lives of street children. The sample included 872 current
and former Sudanese street children below the age of 18.
One percent of the boys and 14% of the girls reported
sexual violence as their greatest challenge on the streets,
whereas 8% and 14% of boys and girls, respectively,
reported physical abuse as their greatest challenge.
Perpetrators of abusive treatment were reported to
include police (51% and 31%), other adults (2% and 6%)
as well as other street boys (5% and 17%).10
Physical abuse and corporal punishment
Corporal punishment is defined as the intentional
inflicting of physical pain without causing injury for a
perceived misbehavior, intended to modify this behavior.
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Corporal punishment includes shaking, spanking,
pinching, and hitting with objects.11 This form of
punishment can vary: it can be moderate when spanking
and slapping the buttocks or the face or it can be more
severe when it involves hitting other body parts, burning,
or beating the child. Corporal punishment is still
practiced all around the world and its use is widespread
despite the creation of legislation and The Convention of
the Rights of the Child by UNICEF. Physical abuse,
however, is defined an act that results in actual or
potential harm which is reasonably within the control of
a parent or person in a position of responsibility, power
or trust.
Lansford et al.12 conducted a study on 1417 children
(aged 7 to 10 years) in nine countries, one of which was
Jordan, examining corporal punishment as a function of
child gender and parent gender. Interviews were
administered in the participants’ homes, schools, or other
locations chosen by the participants. The participants
were given the option to participate orally or in writing.
The researchers found that 54% of girls and 58% of boys
had experienced mild corporal punishment in their
lifetime, and that 13% of girls and 14% of boys
experienced severe corporal punishment by their parents
or someone in their household in the last month prior to
the study. Oddly, only 17% of parents believed that
corporal punishment was necessary to rear children.
Abolfotouh et al.11 conducted a school-based study
whereby 400 Egyptian children, aged 9 to 14 years, were
selected using simple random sampling from six primary
schools in Alexandria. It was found that 76.3% of the
children were corporally punished at home and 46.2%
were punished on areas different than the buttocks and
extremities. Boys were more likely to be physically
punished (85.4%) than girls (71.9%). Furthermore, 39%
of the students were punished once or twice per week
and this type of punishment did not leave marks in 62%
of the participants, but did leave clear marks in 3% of the
participants. The reasons for physical punishment were
also identified in the study and found to be primarily
related to the child’s disobedience (57%).11
Youssef et al.13 also conducted a study on children
experiencing violence from their parents. The study was
conducted on a school-based representative sample of
2170 Egyptian students between the ages of 10.5 and 20
years. Another study13 found that 37.4% of the subjects
reported corporal punishment and verbal aggression by
parents. Parents usually used their bare hands (71.21%),
belts, sticks, or slippers and shoes as means for beating;
4.18% of the participating children were punished via
skin burning and scolding and 25.83% reported physical
injuries (concussions, bumps and wounds mostly) due to
corporal punishment, leaving the majority of children
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(74.17%) with no associated physical harm. Youssef et
al.13 again conducted a study on the same representative
sample surveying targeted preparatory and secondary
public school students. Self-administered questionnaires
completed for the study indicated that 79.96% of boys
and 61.53% of girls were corporally punished by their
teachers. Students were subjected to the use of sticks
(94.84% of boys, 89.71% of girls) and hands (28.33% of
boys, 16.69% of girls) as a means of corporal
punishment. The use of straps, kicks and shoes was
rarely used (1%), and the hands and arms were the
primary site of punishment (90.33% and 90.09% of boys
and girls, respectively). Physical injuries were found in
26.45% of boys and 18.45% of girls and the injuries
consisted mainly of bumps and contusions followed by
wounds.13
In Palestine, another study14 with 1185 school students
between the ages of 14 and 20 years was implemented
using the Arabic version of Conflict Tactics Scales
(CTS). The CTS evaluates verbal and psychological
aggression and physical violence to measure the rates of
violence and the witnessing of aggression. It was found
that 31.4% and 25% of the participants reported
experiencing some form of physical abuse at least once
during their childhood by their fathers and mothers,
respectively.14
Similarly, a cross-sectional survey was conducted on
1640 adolescents between the ages of 16 and 18 years
from seven different villages and towns in Israel.15 The
Arabic version of the CTS was used to examine the
incidences and different patterns of physical abuse and
violence among Arab adolescents in Israel. It was found
that 17% of the students were beaten by the fathers, 15%
by the mothers, and 20% by siblings in the 12 months
prior to the study. The weapons used included sticks,
clubs and/or other harmful objects. Elbedour et al.2
similarly conducted an exploratory study on the abuse of
adolescents in a Bedouin-Arab community in southern
Israel. Participants completed self-administered surveys,
which measured demographic characteristics and
psychological abuse. Sexual and physical abuse was
measured using the Finkelhor's Scale. It was found that
43.7%, 44%, 37.1%, and 32.3% of participants
experienced some type of physical abuse by their mother,
sibling, father and teacher, respectively.
Ibrahim et al.1 conducted a cross sectional study on 1897
Saudi female university students. The Standardized
Arabic Version of the Child Abuse Screening Tool for
Young Adults was administered. Results revealed that
physical abuse was experienced by 45.1% of participants
and the abuse consisted of pulling the hair or pinching
the ears (27.3%), slapping (20.5%), hitting (18.6%) and
beating by objects (18%). Burning and stabbing were
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also reported in 4.6% and 2.2% of cases and permanent
scars were evident in 16.4% and 12.5% of the cases,
respectively. Parents were found to be the most common
perpetrators of physical and emotional abuse.1
Finally, a study in Lebanon using the CIDI with 2857
adult participants comprising a nationally representative
sample found that 4.4% of the participants experienced
physical abuse from parents or caregivers during their
childhood, 4.7% of which were men and 4.2% women.
Psychological abuse
Psychological or emotional abuse is the most concealed
form of maltreatment. This is because the injuries from
this kind of abuse are unseen. However, psychological
abuse can have severe consequences on a child’s health
and/or physical, mental, spiritual, moral or social
development; these acts of abuse consist of restriction of
movement, patterns of belittling, and denigrating,
scapegoating, threatening, scaring, discriminating and
ridiculing.16 Two studies17,18 considered emotional abuse
a problem, which receives minimal attention from
educators, researchers, and administrators. This type of
abuse is thus the most difficult to research. In another
study,16 a convenience sample of 60 children, aged 12 to
18 years, were recruited from three malls in Jeddah,
Saudi Arabia. Parents consented to their children
completing self-administered questionnaires and results
showed that 90% of the participants reported having
experienced at least one form of emotional abuse.
Haj-Yahia and Arieh15 examined psychological
aggression towards participants in a sample of 1640 Arab
students in secondary school in Israel. The participants
were subjected to a cross-sectional survey and the results
showed that 38%, 41% and 52% of the participants’
fathers, mothers and siblings respectively insulted, yelled
or swore at them at least once during the period of the
survey.
Additionally, Khamis et al.19 cited two-parent
households as a predictor of psychological maltreatment
in their school-based study on Palestinian children. Also,
parents who felt that they were not adequately wealthy
were more likely to emotionally abuse their children.
Other salient predictors of psychological abuse reported
by Khamis19 included harsh discipline, and lack of
parental support. Elbedour et al.2 similarly highlighted
psychological abuse in an exploratory study conducted
on adolescent girls in a conservative Bedouin-Arab
community in southern Israel. It was found using a selfadministered
survey,
measuring
demographic
characteristics and psychological abuse, that more than
50% of the participants reported being psychologically
abused. The abuse was primarily carried out by their
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siblings (60.9%) followed by mothers (54.2%) fathers
(48.9%) and teachers (42.4%).
Vivian Khamis et al.19 had two counselors carry out
interviews with Palestinian children. The interview
measured psychological maltreatment in a school-based
representative sample of 1000 Palestinian girls between
12 and 16 years old. It was found that 16.4% of the
female participants reported psychological abuse.
Ibrahim et al.,1 in the cross-sectional study on Saudi
female university students also stated that participants
reported a history of being insulted or criticized in 44.5%
of cases, not loved in 13.9% of cases and rejected by the
family in 12.4% of cases.
Finally, Saddik et al.20 conducted a study with 1066
pupils from eight schools in the Aden Governate in
Yemen, aged 12 to 17 years old, to evaluate the
prevalence and risk factors of emotional abuse. For this
purpose, a multi-stage stratified random sampling was
used and an anonymous self-administered questionnaire
adapted from the Arabic Version of Child Abuse
Screening Tool Children’s Institutional Version was
administered. This instrument consists of two parts. The
second and relevant part to the study included 10 items
concerning emotional abuse: humiliation, shouting,
calling names, embarrassing them about being an orphan,
poor, having health problems, threatening bad marks,
expelling from school, isolating them from other children
and destroying their belongings. It was found that 55.2%
of pupils reported emotional abuse and teachers were
responsible for 45.6% of these acts with the most
common type of abuse being shouting (48.1%).
Neglect
Neglect refers to the failure to provide a developmentally
appropriate, supportive environment, including the
availability of a primary attachment figure.21 Neglect is
generally defined as the state or fact of being uncared
for. Al Eissa et al.22 collected data retrospectively from
all children evaluated by the Suspected Child Abuse and
Neglect team (SCAN) at the King Abdul Aziz Medical
Center in Saudi Arabia from the years 2000 to 2008.
N=188 cases were referred to the SCAN team from
which n=133 (70.9%) were proved to be child abuse and
neglect cases and were divided as the following: 53.4%
male cases, 48.9% as physical abuse, 15% sexual abuse,
3.8% emotional abuse and 32% as neglect. Parents were
the most common perpetrators (48.9%) followed by
siblings (13.5%). It was found that the total number of
referred cases increased from 6.4 cases per year in the
2000-2004 period to 16.5 cases per year in the 20052006 period and to 61.5 cases per year in the 2007-2008
period. According to the study, this was due to
interventions for better recognition of child abuse and
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neglect in Saudi Arabia.22 Additionally, results found by
Itani et al.8 in Lebanon also showed that 1.6% of the
participants were neglected during childhood, 1.4% of
which were male, and 1.7% were female.
Parental psychopathology
Itani et al.8 administered the CIDI to 2857 participants of
a nationally representative sample in Lebanon. The
authors reported that 12.4% of participants were exposed
to parental psychopathology during childhood, 10.1% of
which were male, and 14.6% were female. 11.1% of
those participants’ parental psychopathologies were
related to parental mental or substance use disorders,
whereas 1.4% of the participants were exposed to
parental criminal behavior. Females were more likely to
report parental mental or substance use disorders
(12.8%) compared to males (9.5%). Females were also
more likely to report witnessing family violence (0.9%)
compared to males (0.3%).
Using the World Health Organization (WHO) CIDI to
assess mental disorders and suicidal behavior and the
Family History Research Diagnostic Criteria Interview to
assess Parental psychopathology, Gureje et al.23 reported
in a cross-national World Mental Health survey, which
included Lebanon, that the specific disorders of
Generalized Anxiety and Depression in parents were the
only disorders associated with suicidal plans among the
children. On the other hand, parents with antisocial
personality and anxiety disorders (particularly GAD and
panic) were predictors of the suicide attempts among
children. It is important to note that parental suicide was
associated with suicidal behavior in the child only when
the parent and the child belonged to the same gender.23
Predictors of childhood abuse
Gender
Many studies have illustrated how child abuse in the
Arab world is more common among boys than
girls.11,12,13,15 However Kudrati et al.10 found that street
girls experienced more sexual violence than street boys.
Additionally, Fayez et al.24 found that girls were more
likely to be abused by their mothers and boys by their
fathers, emphasizing the importance of culture and
sexual segregation in the Arab world.24 It is noteworthy
that a study conducted by Al-Mahroos et al.25 showed
that boys were mostly affected by physical abuse (63%)
whereas girls were the primary victims of sexual abuse
(55%). As for emotional abuse, Saddik et al.20 in his
study in Yemen mentioned above, reported that boys had
higher prevalence rates than girls concerning this type of
childhood abuse.
Polygamy
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Polygamy refers to the tradition of having more than one
wife or husband at the same time. Elbedour et al.26
described the traditional practice of polygamy in the
Bedouin Arab families and showed how this practice is
an important factor in marital conflicts, family violence
and family disruptions. Elbedour et al.26 also tested the
claim that polygamous family structures can be a risk
factor for children’s school maladjustment and negative
developmental outcomes. Two hundred and fifty five
third-grade children were assessed, 153 of whom came
from monogamous families and 102 from polygamous
families. The children’s teachers completed the
Teacher’s Report Form of the Child Behavior Checklist
and results showed that children in families where
father’s had two wives had higher levels of externalizing
problems and higher levels of attention problems than
did children of monogamous families. Additionally,
higher rates of school absenteeism and lower levels of
academic achievement (falling before the average of
78%) were evident in children from polygamous
families. Elbedour et al.27 also studied the effect of
family structure on the mental health and self-esteem of
210 adolescents in the same Bedouin-Arab community.
No differences were found in the children’s anxiety,
depression, hostility, or psychopathological symptoms;
however, participants with fathers who had three or four
wives were more likely to display symptoms of
psychopathology compared to those from monogamous
families.27 Moreover, Al-Krenawi and Graham28 found
that children of polygamous families were reported as
being disobedient, hyperactive, untruthful and likely to
fight with siblings.27
Saddik et al. 30 in his study in Yemen reported that living
in an extended family is a risk factor for emotional
abuse. Moreover, the mental health of Arab-Israeli
adolescents in the Arab neighborhood of Ramla in
central Israel was compared between those from
monogamous families and those from polygamous
families.28 In the study, 101 Arab Muslim adolescents
were chosen from grades 6, 7, and 8 at the Elementary
School of Juarish. The sample consisted of 19 students
from polygamous families and 82 students from
monogamous families. Results showed that participants
from polygamous families had lower self-esteem scores
and higher scores in all Brief Symptom Inventory
dimensions, which include somatization, obsessivecompulsive, interpersonal sensitivity, depression,
anxiety, hostility, phobic anxiety, paranoid ideation and
psychoticism.28
Another study by Krenawi and Slonim-Nevo29 assessed
352 Bedouin Arab children between 13 to 15 years old
from grades 7 to 9 in 11 junior high schools in Negev,
Israel. Using random selection, 174 participants came
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from monogamous families and 178 from polygamous
families. The monogamous and polygamous groups
comprised 50% and 47% boys, respectively. Participants
were administered self-report questionnaires in Arabic
and Arabic versions of the Rosenberg Self-Esteem scale,
the Brief Symptom Inventory (BSi), the Hudson scale of
father-child relationships and mother-child relationships
and the McMaster Family Assessment Device. Also, the
children’s academic achievements were assessed by their
average school grades in the subjects of English, Arabic,
Hebrew, and Arithmetic. Results found that children of
first wives from polygamous families had more mental
health problems than those from monogamous families.
Additionally, children of polygamous families showed
more educational and social difficulties, and with the
exception of anxiety, higher levels of psychiatric
symptomatology, including somatization, obsession
compulsion, depression, interpersonal sensitivity,
hostility, phobic anxiety, paranoid ideation and
psychosis. Their GSI (General Severity Index), PSDI
(Positive Symptom Index), and PST (Positive Symptoms
Total) levels were all higher as well. Findings also
reported poorer academic achievement among those
from polygamous families. Conversely, in both
polygamous and monogamous families, better family
functioning was associated with higher levels of selfesteem in participants and better peer relations and
mental health. Therefore, it is suggested that family
structure in itself is not detrimental to children’s selfesteem and psychosocial behavior, but rather it is the
level of family functioning that impairs the children’s
adjustment. Economic status was also a predictor of
family functioning and children’s mental health.
Children’s adjustment was not affected in polygamous
families whose economic status was good.
Hamdan et al.30 collected data from six schools in
Bedouin communities in Southern Israel to test the effect
of polygamy on the mental health of adolescents. 406
students from grades 7 to 12 were surveyed and assessed
based on a demographic questionnaire, the Youth SelfReport (YSR), the Revised Children’s Manifest Anxiety
Scale (RCMAS) and the Children’s Depression
Inventory (CDI). Overall, 56% of the participants were
girls, and 47% of the participants were from
monogamous families. Surprisingly, and inconsistent
with various studies, Hamdan et al. (2009) found no
differences between the psychopathology of children
from monogamous and polygamous families.

Parents’ occupational or educational level
Studies support the hypothesis that severity and
frequency of child abuse is directly related to the low
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occupational level of the father.4,14,31 A study by Saddik
et al.20 reported that having a father with higher
educational level constituted a protective factor for
emotional abuse. However, El Bedour et al.6 conducted a
study in a Bedouin Arab community in Southern Israel
and found a positive correlation with fathers’ higher
occupational level and frequency of sexual abuse. Still,
Haj Yahia and Tamish3 found no significant correlations
in terms of sexual abuse and socio-demographics when
examining a convenient sample of 652 college-based
Palestinian students.
Parental relationship
According to Ibrahim et al.,1 the predictors of exposure
to any form of abuse include mainly parents who hit each
other, parental psychiatric problems and separated
parents. Parental separation/divorce was also found to be
a predictor of child abuse on a random sample of
Kuwaiti high school students.24 The quality of parental
relationships thus appears to be as an important predictor
of abuse. Karam et al.32 examined the effectiveness of a
classroom-based psychosocial intervention with 2500
students from six villages in post-war Southern Lebanon.
The Diagnostic Interview for Children and Adolescents
was used to measure mental disorders and psychosocial
stressors and the War Events Questionnaire was used to
measure war exposure; 116 students out of the 2500 were
randomly selected to represent the larger population.
Participants were assessed one month and one year postwar. The authors reported that family violence
parameters such as witnessing parental quarrels and fear
of being beaten were significantly related to post-war
disorders such as Major Depressive Disorder (MDD) and
Separation Anxiety Disorder (SAD), with Odds Ratios
(OR) that are higher than those for witnessing war
events. For example, for post-war MDD, the OR of
witnessing family quarrels was 3.1 whereas that of
witnessing war events was 2.1; for post-war SAD, the
OR of fear of being beaten was 5.4 whereas that of
witnessing war events was 2.9.
Outcomes of child abuse
Al-Mahroos et al.33 explored the reactions of victims of
punishment and emotional abuse and correlated them
with anger, dislike of school, low self-esteem,
depression, desire for revenge, and indifference. AlMahroos et al.33 also found that corporal punishment at
school affected school performance. In their study, 60%
of abused students reported disliking school, 67% were
angry, 25% developed low self-esteem, 25% wanted to
take revenge and 24% were depressed. Only 10% of the
abused students expressed indifference. Fayez et al.24
also reported that children with difficulties in studies and
social relationships had significantly higher total abuse
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scores. Similarly, Ibrahim et al.1 related poor educational
performance, more suicidal ideations, symptomatic pain,
fear of the opposite gender, and acquiring violent
behavior as outcomes of physical abuse.
Nonetheless, Abolfotouh et al.11 aimed to find if any
correlation is present between corporal punishment of
children and their self-esteem, but no statistical
significance was found. However, corporally punished
children did report lower scores on their relationships
with others compared to the non-corporally punished.
These were determined using the Arabic version of the
Coppersmith Self-Esteem Inventory.

Discussion
The findings of the studies reviewed above show that
childhood adversities are highly prevalent in Arab
society, even despite the underreporting of cases. Child
abuse was generally related to more mental health
problems and academic difficulties in victims. The
perpetrators were parents, teachers, siblings, relatives
and strangers; however, there was no clear generalizable
prevalence for each throughout the literature. It was
found that boys were more likely to be physically abused
whereas girls were more likely to be sexually abused.
There were mixed results on whether fathers abused their
children more than mothers, but generally fathers beat
their children more than mothers while mothers
psychologically abused their children more than fathers.
Gender was a moderator of suicidal behavior in victims
of abuse. It was found that parental suicide predicted
suicidal plans in the child when the parent and the child
belonged to the same gender. Specific disorders of
generalized anxiety and depression in parents were the
only disorders associated with suicidal plans among the
children whereas parents with antisocial personality and
anxiety disorders were predictors of the suicide attempts
among children. Polygamy was also a moderator as it
resulted in higher levels of externalizing problems,
higher levels of attention problems, higher rates of
school absenteeism, and lower levels of academic
achievement in children compared to those from
monogamous families. Also, participants with three or
four stepmothers were more likely to display symptoms
of psychopathology compared to those from
monogamous families. The occupational level of the
father was not consistently related to the mental health of
the children and, therefore, it is not easy to generalize the
results across samples. This may have been due to the
different methodologies used. Only a few studies
investigated the outcomes of maltreatment, finding that
poor educational performance, more suicidal ideation,
symptomatic pain, fear of the opposite gender, and
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acquiring violent behavior were all reported as outcomes
of physical abuse. It is important to note however that
stressors will collectively impact the mental health of the
victims. As mentioned by Itani et al.,8 negative situations
rarely happen in isolation or in a vacuum, therefore, it is
important to study and report the conclusive effects of
associations between multiple adversities together.
Prevention and implications
Programs are provided for parents that include strategies
on ways to deal with daily stressors via more effective
coping and communication. According to Graeff-Martins
et al.,34 these parenting programs have demonstrated
effectiveness in reducing child behavioral problems.
There is thus a need to publicize those effective
evidence-based interventions to communities in
developing countries where they are much needed.
Wiehe35 suggested that child maltreatment prevention
take place at three levels: primary, secondary and
tertiary. Primary preventions consist of establishing
public policies and services relevant to children’s welfare
whereby the United Nations Declaration of the Rights of
the Children (1997) is implemented. Secondary
preventions will be directed towards high-risk parents
through early interventions to enhance parenting skills
and appropriate practices. Finally, tertiary preventions
consist of mobilizing and strengthening the existing
community mental health and social services agencies to
help in the guidance process and thus limiting the effects
of parental psychological maltreatment on children.35
Furthermore, the United Nations Convention of the
Rights of the Child (UNCRC) consists of a universal
human rights treaty, which sets up the rights of children.
The CRC defines a child’s needs and rights that should
be respected by the national governments that will
authorize it. The UNCRC integrates the various human
rights (from civil to cultural, economic, political and
social rights) in the form of 54 articles and two optional
protocols.36 Albuhairan et al.37 conducted a study in
Saudi Arabia among school professionals to evaluate the
impact of CRC ratification. In total, 3777 school
professionals participated in the study, which found that
most of the participants had a low to intermediate level
of awareness about child maltreatment, the CRC
ratification, and particularly about Article 19, which
states that children have the right to be protected from all
forms of violence.36 The data obtained were based on
self-administered questionnaires that assess awareness of
child maltreatment and of national policies in addition to
demographic information. The study also showed that
most professionals have not been exposed to any child
maltreatment training; however, most are ready to do so.
A more recent General Article 13 (GC13) has been
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updated, which explains more explicitly how children
should be protected; what they have to be protected
from; and, the side responsible for providing this
protection.
Fayyad et al.38 conducted a study in which 20 Lebanese
lay workers and 87 mothers of children with behavioral
problems participated in a training that provided parents
with new parenting skills and strategies to better deal
with their children’s condition. The Strengths and
Difficulties Questionnaire (SDQ) was completed by the
mothers to screen for children with behavioral problems
at the beginning and end of the study. The study found
that 40.2% of mothers used hitting as a means of
punishment in cases of child misconduct. This parenting
strategy, dropped to 6.2% after the intervention.
Additionally, 57.3% of mothers thought that shouting
worked to reduce misbehaviors, but the number of
mothers who held that view decreased to 9.8% after the
intervention. These kinds of interventions are needed in
the Arab world and would provide the population with
new parenting skills and tools to understand children.
These skills would likely contribute to a notable decrease
in the rates of childhood adversities.

Conclusion

2.

3.

4.

5.
6.

7.

8.

The present review provides a review of the literature on
victims of non-war related childhood adversities in the
Arab world. It was necessary to conduct such research in
the non-Western world where informants may be
reluctant to disclose information about childhood
adversities. The present review documents the
prevalence, moderators, and outcomes of childhood
adversities as reported in various Arab counties. Findings
are inconsistent, but clearly report how Arab children are
significantly victimized due to all forms of abuse. We
suggest however that adversities be studied in cooccurrence in areas of prospective research. Childhood
adversities have been previously studied in an individual
fashion (i.e. each adversity alone), and since adversities
normally occur simultaneously, it would be
advantageous to report the relationships between
adversities and assess their outcomes synchronously. The
results gathered in the current review should be a cause
for concern and can provide information for planning
better prevention programs, raising awareness among the
public and mental health professionals, and initiating
policies to disseminate evidence-based prevention and
intervention programs.
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اﻟﻤﻠﺨﺺ
 ھﺬه. وﯾﺘﻢ ﺗﺴﻠﯿﻂ اﻟﻀﻮء ﻋﻠﯿﮭﺎ ﻟﺰﯾﺎدة اﻟﻮﻋﻲ ﻋﻦ أھﻤﯿﺘﮭﺎ ﻓﯿﻤﺎ ﯾﺘﻌﻠﻖ ﺑﺎﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ،ﯾﻌﺎﻧﻲ أطﻔﺎل اﻟﻌﺎﻟﻢ ﻣﻦ اﻟﺸﺪاﺋﺪ واﻟﻤﺤﻦ ﺧﻼل ﻓﺘﺮة اﻟﻄﻔﻮﻟﺔ ﻋﻠﻰ ﻧﻄﺎق واﺳﻊ
 ان ھﺬه اﻟﻤﻘﺎﻟﺔ.اﻟﺸﺪاﺋﺪ ﺗﺰﯾﺪ ﻣﻦ اﺣﺘﻤﺎل اﻟﺘﺄﺛﯿﺮات اﻟﺴﻠﺒﯿﺔ ﻋﻠﻰ اﻟﺼﻌﯿﺪ اﻷﻛﺎدﯾﻤﻲ واﻟﻌﻼﻗﺎت اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺼﺤﺘﯿﻦ اﻟﻨﻔﺴﯿﺔ واﻟﺠﺴﺪﯾﺔ ﻋﻠﻰ اﻟﻤﺪى اﻟﻘﺮﯾﺐ واﻟﺒﻌﯿﺪ
 ظﮭﺮ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﺪراﺳﺎت اﻟﻜﻤﯿﺔ.ﺗﺮﻛﺰ ﻋﻠﻰ ﻣﺮاﺟﻌﺔ ﻛﻞ اﻻوراق اﻟﻌﻠﻤﯿﺔ ﻋﻦ اﻟﺸﺪاﺋﺪ اﻟﻐﯿﺮ ﻣﺘﻌﻠﻘﺔ ﺑﺎﻟﺤﺮوب واﻟﺘﻲ ﺻﺪرت ﻣﻦ ﺑﻠﺪان ﻋﺮﺑﯿﺔ أو ﻣﻦ ﺳﻜﺎن ﻋﺮب
.2015 و1989  واﻟﻤﻤﻠﻜﺔ اﻟﻌﺮﺑﯿﺔ اﻟﺴﻌﻮدﯾﺔ ﺑﯿﻦ اﻟﺴﻨﻮات، اﻟﺴﻮدان، اﻟﯿﻤﻦ، ﻣﺼﺮ، اﻟﺒﺤﺮﯾﻦ، اﻟﻜﻮﯾﺖ، ﻓﻠﺴﻄﯿﻦ، اﻻردن،واﻟﻨﻮﻋﯿﺔ ﻓﻲ اﻟﻌﺎﻟﻢ اﻟﻌﺮﺑﻲ ﻣﻦ ﺑﻠﺪان ﻟﺒﻨﺎن
ﺗﻠﺨﺺ ھﺬه اﻟﻤﻘﺎﻟﺔ ﺟﻤﯿﻊ اﻟﺪراﺳﺎت ﻣﻦ اﻟﻌﺎﻟﻢ اﻟﻌﺮﺑﻲ وﺗﺒﺤﺚ ﻓﻲ ﻧﺘﺎﺋﺞ ھﺬه اﻟﺸﺪاﺋﺪ ووﻗﻌﮭﺎ واﻧﻌﻜﺎﺳﺎﺗﮭﺎ ﻓﯿﻤﺎ ﯾﺘﻌﻠﻖ ﺑﺘﻌﺰﯾﺰ وﺗﺼﻤﯿﻢ ﺑﺮاﻣﺞ اﻟﻮﻗﺎﯾﺔ وﻟﺘﺤﺪﯾﺪ اﻟﺴﯿﺎﺳﺎت
.اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺼﺤﯿﺔ
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The Relationship between War Trauma and Anxiety and Posttraumatic Stress Disorder among
Preschool Children in the Gaza strip
Heba Al Ghalayini, Abdelaziz M Thabet

اﻟﻌﻼﻗﺔ ﺑﯿﻦ رض اﻟﺤﺮب واﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺮض واﻟﻘﻠﻖ ﻟﺪى اﻻطﻔﺎل ﻣﺎ ﻗﺒﻞ ﺳﻦ اﻟﻤﺪرﺳﺔ ﻓﻲ ﻗﻄﺎع ﻏﺰة
 ﻋﺒﺪ اﻟﻌﺰﯾﺰ ﻣﻮﺳﻰ ﺛﺎﺑﺖ،ھﺒﺔ رﯾﺎض اﻟﻐﻼﯾﻨﻲ

Abstract

A

im: The current study investigated the relationship between war trauma and anxiety and posttraumatic stress
disorder (PTSD) among preschool children in the Gaza Strip. Methods: N=399 mothers and their preschool children
who were enrolled in kindergartens in the Gaza Strip. Child ages ranged from 3-6 years with mean age of 4.48 years.
Mothers were interviewed using a sociodemographic questionnaire, Gaza Traumatic Events Checklist, Child PTSD
Symptom Scale-parent form, and Spence Children’s Anxiety Scale. Results: The most commonly reported traumatic
experiences by mothers for their children were: hearing shelling of the area by artillery (95.5%), hearing loud noises from
drones (89.2%) and seeing mutilated bodies on TV (81.2%). The mean number of traumas experienced by preschool
children was 8.3. PTSD prevalence was 6% with scores higher in children aged five and older. The mean for total anxiety
was 49.84, generalized anxiety was 10.7, social anxiety was 8.4; specific phobia was 21.1, and separation anxiety was 9.65.
There were significant associations between trauma and PTSD and anxiety as well as a significant association between
PTSD and anxiety. Conclusion: Preschool children exposed to war-related incidents are at risk of developing PTSD and
anxiety problems, which highlights the need to establish programs for preschool children affected by traumatic events
associated with war.
Key words: Trauma, Posttraumatic Stress Disorder, PTSD, anxiety, preschool children, war, Gaza
Declaration of interest: None

Introduction
Since 1948, Palestinians have suffered from repeated
episodes of war and conflict, which have occurred
approximately every seven to 10 years. Palestinians live
under severe conditions with the expectation that every
nine years there will be war or an Intifada (uprising)
compounded by a continued sense of oppression caused
by the Occupation.1 In the last seven years, people living
in Gaza have been exposed to three recurrent wars: the
first was on December 2008, which lasted 23 days; the
second started on November 2012 and lasted for 8 days;
and the most recent started on July 2014 and went on for
51 days.

There is no doubt that these offenses have too many
devastating effects causing physical, emotional and
psychological problems for people living in the Gaza
Strip, including children. Traumatic events related to war
affected Palestinians’ normal daily life and had a
negative impact on individual well-being in all ages,
especially children. Psychiatric disorders associated with
war traumas are best regarded, according to the
International Classification of Diseases - 10th Edition
(ICD-10), as depressive adjustment disorders with
anxiety symptoms (e.g. generalized anxiety, phobic
anxiety, etc.) and posttraumatic stress disorder (PTSD) as
a reaction to loss of security.3,22,30

On 7 July 2014, a humanitarian emergency was declared
in the Gaza Strip, which involved intense Israeli aerial
and navy bombardment. Israeli aggression de-escalated
following an open-ended ceasefire which came into force
on 26 August 2014. The scale of destruction, devastation
and displacement during the 51 days of conflict was
unprecedented in Gaza since at least the start of the
Israeli occupation in 1967. The humanitarian impact of
this aggression is understood against a backdrop of
heightened vulnerability and instability in Gaza.2

Trauma overwhelms the affected person’s ego capacities
to understand what has happened. Fundamental
assumptions about the safety of the world and trust in the
relationships are undermined as the individual struggles
to assimilate this experience.4 Children who experience
severe early trauma often develop a foreshortened sense
of the future. They come to expect that life will be
dangerous; that they may not survive; and, as a result,
they give up hope and expectations for themselves that
extend into the future.5
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Exposure to trauma in early childhood may cause
disruptive and disorganizing effects on early physical,
cognitive, social and emotional development.
Traumatized preschoolers often present with regulatory
and social difficulties, including frequent tantrums,
aggression and noncompliance. Some young children
exposed to trauma develop symptoms consistent with a
diagnosis of PTSD.6 Children may suffer from PTSD as
well as other types of psychopathology, which are not
specific to the experience of trauma, such as general
anxiety and depression.7 PTSD symptoms include reexperiencing the traumatic event, avoidance of reminders
of the event, and hyperarousal. Responses to violence
and trauma may be categorized as either self-directed or
directed toward others and can include nightmares and
sleep disturbances, regression and clinginess to
caregivers, loss of concentration and learning difficulties,
fearfulness and anxiety as well as aggressive behavior.8

internalizing and externalizing symptoms as well as
PTSD symptoms of re-experiencing, avoidance, and
hyperarousal in toddlers who experienced traumatic life
events9,10 though they may not meet the full criteria for
this diagnosis.11 Early childhood trauma also contributes
to adverse outcomes in adulthood, including depression,
PTSD, substance misuse, health problems (likely related
to increased stress and wear and tear on the immune
system) and decreased occupational attainment.12 Studies
conducted on Palestinian children during the first
Intifada showed that they suffered from depression,
anxiety, and PTSD symptoms.13 14 15

Previous studies have shown strong associations between
traumatic experiences and PTSD symptoms among preschool children, but few children have met the full
diagnostic criteria for PTSD due to the old diagnostic
criteria used when assessing the condition in preschool
children. Previous studies reported high levels of

Participants

The present study aimed to investigate the relationship
between war trauma and anxiety and PTSD among
preschool children in the Gaza Strip.

Methods

The study sample consisted of N=420 mothers of
preschool children. From this sample only n=399
mothers were reached and N=399 preschool children
were also included (n=165 boys, 41.35% and n=234
girls, 58.65%. Their ages ranged from 3-6 years (M=4.48
years).

Figure 1. Distribution of the study sample according to place of residence
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4 kinder
gartens
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gartens

84
mothers

81
mothers
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area
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Rafah

4 kinder
gartens

4 kinder
gartens

4 kinder
gartens

75
mothers

81
mothers

78
mothers

Instruments
Sociodemographic scale
Demographic information about the participants included
gender, age, number of siblings, area of residence and
monthly family income.
Gaza Traumatic Event Checklist (GTECL)16
The Gaza Traumatic Checklist was originally developed
by the Gaza Community Mental Health Program to
assess level of trauma exposure typical for the
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Palestinian population in Gaza.16 This version of the
Gaza Traumatic Event Checklist, updated after the most
recent war on Gaza on 2014, lists 25 events relevant to
the Israeli attacks. Items number 1-4 indicated hearing
experiences,
items
5-15
indicated
witnessing
experiences, and items 16-25 indicated direct exposure to
trauma. The checklist was completed by mothers with
(‘yes’ or ‘no’ statements). Mothers were asked about the
events their children had experienced in the preceding 12
months. The total composite score (0–25) provides an
indication of the amount and type of war exposure the
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respondent has experienced during the war. This scale
was validated in Palestinian society.21,23 The internal
consistency of the scale, calculated using Chronbach’s
alpha, was α=0.82.
Child PTSD Symptom Scale-parent form (CPSS) 17
Posttraumatic stress symptomatology in children was
assessed using a modified version of the Child PTSD
Symptom Scale (CPSS). Using a 4-point scale ranging
from 0 = not at all to 3 = five or more times a week,
mothers rated the frequency with which the child
demonstrated each of the 17 items, corresponding to the
DSM-IV PTSD symptoms. This measure has shown
good convergent, discriminant validity, and high
reliability in assessing PTSD in older age group
Palestinian children.3 The internal consistency of the
scale, calculated using Chronbach’s alpha, was α=0.91.
Spence Children’s Anxiety Scale (SCAS)18
A preschool version (The Preschool Anxiety Scale) was
adapted from the Spence Children's Anxiety Scale
(SCAS) by Spence.18 The Arabic version of the scale was
used in the current study consisted of a list of 28 items
that describe anxiety in preschool children. It assesses
generalized anxiety (1, 4, 8, 14, 28), social phobia (social
anxiety) (2, 5, 11, 15, 19, 23), separation anxiety (6, 12,
16, 22, 25), obsessive-compulsive disorder (3, 9, 18, 21,
27), and physical injury fear (7, 10, 13, 17, 20, 24, 26).
For each item, the parent circles the response that best
describes her/his child. She/ he should circle the 4 if the
item is very often true, 3 if the item is quite often true, 2
if the item is sometimes true, 1 if the item is seldom true
or if it is not true at all circle the 0. The parent should
answer all the items as well as she/he can, even if some
do not seem to apply to her/his child. This scale was
validated in Palestinian society and internal consistency,
calculated using Chronbach’s alpha, was as follows:
generalized anxiety (5 items) where the value of alpha
(α= 0.61), social anxiety (6 items) where the value of
alpha (α= 0.68), OCD (5 items) where the value of alpha
(α=0.57), physical injury anxiety (6 items) where the
value of alpha = (0.76), separation anxiety (5 items)
where the value of alpha (α= 0.57) and the value of
split half = (0.43).19 The internal consistency of the total
anxiety scale, calculated using Chronbach’s alpha, was
α=0.90.

Study Procedure
The data was collected from 20 kindergartens (four
kindergartens from each area of Gaza Strip - the North
area, Gaza city, Middle area, Khan Younis and Rafah).
We had an official letter of approval from the Palestinian
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Ministry of Education-Kindergarten section. The data
was collected by the first author and three assistants. The
researcher collected data through meeting the principal
of each of the 20 kindergartens, which were chosen
randomly from the list of kindergartens given by the
Ministry of Education. We explained the purpose of the
study then asked them to select randomly from the
registration book the number of children already
prepared in a list for sampling. Mothers of the selected
children received a written form to sign explaining the
study purpose and stressing that the data will be kept
with the researchers for scientific research and their
confidentiality, and that of their children, was ensured.
The mothers were interviewed by researchers and field
workers inside the kindergartens with interview lasting
30 minutes. The response rate was 95%. Data collection
was conducted in May 2015.

Statistical analysis
We used the Statistical Package of Social Science version 20 (SPSS 20.0) for data entry and analysis. Data
coding and recording was completed before analysis.
Frequency tables that show sample characteristics and
plot differences between various variables were done.
Descriptive statistics were used to present the
characteristics of the sample. Independent t test was
used to test the gender differences related to children,
trauma, PTSD, and anxiety. One-way ANOVA test was
used to study the differences among the 'means' of
preschoolers’ trauma, PTSD and anxiety according to
age, family income, and type of residence. Pearson
correlation was used to explain and clarify the data and
to demonstrate the relationship between preschool
children trauma and anxiety, the relationship between
preschool children trauma and PTSD, and the
relationship between preschool children anxiety and
PTSD. Linear regression investigated the association
between
independent
(traumatic
events)
and
psychological problems (PTSD and anxiety) as
dependent variables.

Results
Socio-demographic characteristics of the preschool
children
As shown in Table 1, the total number of questionnaires
returned were 399, 174 (50.4%) were from boys and 171
(49.6%) were from girls, which resulted in a response
rate of 95%. Ages ranged from 3-6 years with mean age
4.48 (SD=0.67). Regarding place of residence, 21.02%
of children were from North Gaza, 20.30% were from
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Gaza, 18.8% from Middle area, 20.3% from Khan
Younis, and 19.55% from Rafah.

Gender

Table 1. Socio-demographic characteristic of the preschool children (N=399)
Number

Boys

165

41.35

Girls

234

58.65

3-4 years

171

42.9

5-6 years

228

57.1

4 and less

262

65.66

5-7 siblings

89

22.31

8 and more

48

12.03

North Gaza

84

21.05

Gaza

81

20.30

Middle area

75

18.80

Khan Younis

81

20.30

Rafah

78

19.55

Less than 1200 NIS (one $ =3.80 NIS)

252

63.16

1201 - 2500 NIS

76

19.05

2501 - 3000 NIS

33

8.27

3001 NIS and more

38

9.52

Age mean age 4.48 (SD =0.67).

Number of siblings

Place of residence

Family monthly income

Types of traumatic events after 51 days of war
The most common traumatic experiences reported by
mothers on behalf of their children were: hearing
shelling of the area by artillery (95.5%), hearing the loud
noise of drones (89.2%), seeing mutilated bodies on TV
(81.2%), being forced to leave home with family
members due to shelling (64.4%) and inhalation of bad

smells due to bombardment (62.2%). The least common
traumatic experiences were: threats of being killed
(6.5%), witnessing close relatives receive threats of
being killed (7.8%) and threatened with death by being
used as human shield moving from home to home by the
army (8%).

Table 2. Type of traumatic event
No.

No
%

95.5

18

4.5

356

89.2

43

10.8

Seeing mutilated bodies and dead people on TV

324

81.2

75

18.8

Being forced to leave your home with family members due to shelling

257

64.4

142

35.6

Inhalation of bad smells due to bombardment

248

62.2

151

37.8

Hearing about the killing of a known person

235

58.9

164

41.1

Witnessing firing by tanks or heavy artillery at neighbors’ homes

182

45.6

217

54.4

Type of traumatic event

No.

Hearing shelling of the area by artillery

381

Hearing the loud noise of drones

39

Yes
%
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Witnessing demolition of big buildings

168

42.1

231

57.9

Hearing about the killing of a close relative

149

37.3

250

62.7

Deprivation from water or electricity during detention at home

141

35.3

258

64.7

Witnessing firing by tanks and heavy artillery at own home

100

25.1

299

74.9

Witnessing assassination of people by rockets

100

25.1

298

74.9

Threatened by shooting

92

23.1

307

76.9

Witnessing shooting of a known person

85

21.3

314

78.7

Witnessing shooting of a close relative

74

18.5

325

81.5

Witnessing killing of a close relative

73

18.3

326

81.7

Destruction of your personal belongings during incursion

63

15.8

336

84.2

Witnessing killing of a known person

56

14

343

86

Witnessing arrest of a known person

51

12.8

348

87.2

Exposure to physical injury as a result of the bombing of your home

44

11

355

89

Exposure to physical injury caused by shrapnel, bullet or missile

40

10

359

90

Witnessing arrest of a close relative by the army

38

9.5

361

90.5

Threatened with death by being used as human shield by the army to
move from one home to home
Threat of having a close relative being threatened with killing

32

8

367

92

31

7.8

368

92.2

Threat of being killed

26

6.5

373

93.5

The study showed that Palestinian preschool children in
the Gaza Strip had experienced from 0-25 traumatic
events with the mean being 8.3 traumatic events (SD=
4.30). Independent t-test was conducted. The results
showed that the mean number of traumatic events in
boys was 7.99 (SD=4.07) and 8.67 for girls (SD=4.45).
There were no statistically significant differences in total
traumatic events according to gender (t=1.55, p=0.21).

having a family monthly income of less than 1200 NIS
experienced more traumatic events than the other three
groups (above 1201 NIS) (F=17.29, p=0.001).
Prevalence of PTSD
According to DSM-IV-diagnostic criteria for PTSD, a
person must have reported one re-experiencing symptom,
three avoidance symptoms, and two arousal symptoms.
Results showed that n=160 children (40.1%) reported no
PTSD symptoms, n=116 children (29.1%) reported at
least one criterion of PTSD (B or C or D) with n=99
indicating partial PTSD (24.8%), and n=24 reporting full
criteria of PTSD (6%) as Table 3 shows.

For other sociodemographic variables the results showed
that there were statistically significant differences in
traumatic events in favor of children living in the Middle
area (F=8.8, p=0.001). In addition, children having more
than eight siblings had more traumatic events than the
other two groups (F=17.29, p=0.001) and children

PTSD symptoms

Table 3. Prevalence of PTSD
No.

%

No PTSD

160

40.1

One symptom

116

29.1

Partial PTSD

99

24.8

Full PTSD

24

6.0

PTSD and sociodemographic variables
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Only one significant difference was found in the PTSD
subscale according to age of preschool children on the
arousal subscale for the 5-6 years old group of children.
The results showed that children aged 5-6 have reported
having more PTSD symptoms than 3-4 years old
children (M=7.77, SD=4.35) (t=2.62, p=0.009).
One-way ANOVA analysis was conducted to find the
differences between PTSD and number of siblings.
Significant differences in total PSTD and subscales
according to number of siblings were found. Total PTSD
symptoms for re-experiencing, avoidance and arousal
were higher in children with eight or more siblings.
(M=24.85, SD=11.41).
Frequency of preschool anxiety symptoms
The most common anxiety symptoms reported by parents
were: he/she has to keep thinking special thoughts (e.g.,
numbers or words) to stop bad things from happening
(66%), has nightmares about being apart from me
(65.4%), is afraid of the dark (62.2%), is afraid of talking
in front of the pre-school class group (e.g., show and tell)
(57.9%), worries that something bad might happen to
him/her (e.g., getting lost or kidnapped), and that he/she
won't be able to see you again (56.3%).
Prevalence of preschool anxiety
Preschool anxiety scales showed that the mean for total
anxiety scale was 49.84, generalized anxiety was 10.7,
social anxiety was 8.4, specific phobia was 21.11 and
separation anxiety was 9.65.

Anxiety and sociodemographic variables t-test was
conducted to find the differences in anxiety according to
gender. Results showed that there were no significant
differences in means of anxiety and all subscales
according to gender. The ages of children were
categorized as 3-4 years and 5-6 years. An independent ttest was conducted with results showing no significant
differences in mean anxiety according to age group (t=
0.94, p=0.34). The results showed that there were
statistically significant differences in total anxiety in
favor of children living in the Rafah area (F=4.9,
p=0.001), social phobia (F=2.65, p=0.03), generalized
anxiety (F=3.9, p=0.004), separation anxiety (F=5.1, p=
0.001), and specific phobia (F=2.5, p=0.03). Moreover,
results showed that children having family monthly
income of less than 1200 NIS were more anxious than
the other three groups (F=10.16, p=0.001).
Relationship between trauma, PTSD and anxiety
Pearson correlation test was conducted to find the
association between trauma, PTSD and anxiety. Results
showed that there was significant association between
total traumatic events reported by children and total
anxiety (r=0.30, p=0.001), generalized anxiety (r=0.31,
p=0.001), separation anxiety (r=0.25, p=0.001), and
specific phobia (r=0.14, p=0.01). This suggests
experiences that are more traumatic lead to anxiety. In
addition, trauma was associated with total PTSD (r=0.32,
p=0.001), re-experiencing (r=0.32, p=0.001), avoidance
(r=0.28, p=0.001) and arousal (r=0.23, p=0.001).

Table 5. Pearson correlation coefficient test between trauma, PTSD and anxiety
1
2
3
4
5
6
7

8

9

1. Trauma
2. Total anxiety

.30**

3. Social anxiety

.29**

.76**

4. Generalized anxiety

.31**

.82**

.62**

5. Separation anxiety

.25**

.77**

.42**

.60**

6. Specific phobia

.14**

.82**

.42**

.47**

.52**

7. Total PTSD

.32**

.64**

.46**

.60**

.48**

.48**

8. Re-experiencing

.32**

.59**

.39**

.58**

.47**

.44**

.90**

9. Avoidance

.28**

.55**

.47**

.51**

.39**

.38**

.88**

.67**

10. Arousal

.23**

.58**

.38**

.54**

.43**

.49**

.90**

.76**

.68**

*p<0.05, ** p<0.01, *** p<0.001

Prediction of PTSD by traumatic events
In a univariate linear regression analysis, each traumatic
event associated with war was entered as an independent
variable in a multiple regression model, with total PTSD
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scores as the dependent variable. Two events were
significantly associated with total PTSD: hearing about
the killing of a known person (β=0.18, p=0.001) and
hearing shelling of the area by artillery (β=0.12, p=0.01).
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Other significant incidents were deprivation from water
or electricity during detention at home (β=0.11, p=0.02),
witnessing shooting of a close relative (β=0.12, p=0.02)

and destroying of your personal belongings during
incursion (β=0.10, p=0.04) (F=10.92 p<0.001, R2=0.13).

Table 6. Linear regression analysis for prediction of children PTSD by traumatic events
Unstandardized
Standardized T
Sig.
95.0% Confidence
Coefficients
Coefficients
Interval for B
B
Std.
Beta
Lower
Upper
Error
Bound
Bound
(Constant)
21.71
2.88
7.53
0.001
16.04
27.38
Hearing about killing
of a known person
Hearing shelling of the
area by artillery
Deprivation from water
or electricity during
detention at home
Witnessing shooting of
a close relative
Destruction of your
personal
belongings
during incursion

4.57

1.24

0.18

3.68

0.001

2.13

7.01

-7.56

2.88

0.12

2.63

0.01

13.22

1.90

3.04

1.30

0.11

2.34

0.02

0.48

5.59

3.87

1.68

0.12

2.30

0.02

0.56

7.17

3.54

1.72

0.10

2.06

0.04

0.15

6.92

threatened by shooting (β=13, p=0.001) and hearing
about the killing of a friend (β=0.15, p=0.01). Other
significant experiences were witnessing shooting of a
close relative (β=12, p=0.01) and deprivation from water
or electricity during detention at home (β=12, p=0.02)
(F=11.19, p<0.001, R2=0.09).

Prediction of anxiety by traumatic events
In a univariate linear regression analysis, each traumatic
event associated with war was entered as an independent
variable in a multiple regression model, with total
anxiety scores as the dependent variable: two events
were significantly associated with total anxiety: being

Table 7. Linear regression analysis for prediction of anxiety by traumatic events
Unstandardized
Coefficients
B

Std. Error

(Constant)

41.70

1.70

Threatened by shooting

6.32

2.56

Hearing about killing of
a friend
Witnessing shooting of
a close relative
Deprivation from water
or electricity during
detention at home

6.21

Standardize
d
Coefficients
Beta

T

Sig.

95% Confidence Interval
for B

24.55

0.001

Lower
Bound
38.36

0.13

2.47

0.01

1.29

11.36

2.05

0.15

3.02

0.001

2.17

10.24

6.66

2.64

0.12

2.53

0.01

1.48

11.85

5.28

2.21

0.12

2.39

0.02

0.93

9.62
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Upper Bound
45.04
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Discussion
The current study investigates the relationship between
war trauma experiences in 2014, anxiety and PTSD on
preschool children in the Gaza Strip. Children commonly
reported shelling of the area by artillery, hearing the loud
noise of drones, seeing mutilated bodies on TV, being
forced to leave home with family members due to
shelling and inhaling bad smells due to bombardment.
Less common experiences were the threat of being
killed, threat of having a close relative killed in front of
them, and the threatened to be used as a human shield by
the Israeli army while being moved from home to home.
Such findings were consistent with the results of other
studies conducted with children in Gaza who were
exposed to war-related trauma. The studies showed that
the most commonly reported traumatic events were
witnessing mutilated bodies and wounded people on
television and witnessing the bombardment of other’s
houses by airplanes and helicopters.19,20,21,22 The results
showed that 26.8% reported mild, 45.6% reported
moderate, and 26.6% reported severe traumatic events.
Such results were consistence with a previous study of
preschool children in the Gaza Strip.21 The study showed
no significant statistical differences in reported traumatic
events according to gender. Such findings were
inconsistent with previous studies of older children,
which suggested that boys were more traumatized than
girls.22 Results demonstrated that there were statistically
significant differences in reporting traumatic events in
children living in the Middle area of the Gaza Strip. Such
findings could be due to the sample of kindergartens
chosen from the Middle, which was one of border areas.
Poor children from families with a monthly income of
1200 NIS ($300) reported more traumatic events than
wealthier families. Such findings could suggest that
families living near the border areas are farmers whose
lands were destroyed in the previous two wars on Gaza,
which left such families impoverished and more
vulnerable to risk of repeated exposure to trauma,
including ground incursion.
Using DSM-IV diagnosis of PTSD, participants would
have to report one symptom of re-experiencing, three of
avoidance and two of arousal. Results found that 6% of
children met the full criteria for a PTSD diagnosis.
Findings in the present study were consistent with results
of previous studies. In a study of children who were
burned, it was found that 10% had PTSD at six months
post-injury.23 The current findings were also consistent
with previous studies, which found no differences
between boys and girls in relation to the severity of
traumatic events if they were mainly with parents during
the war and not exposed to trauma in the way older
children were exposed.24 Results showed significant
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differences in PTSD and its symptom clusters according
to age. The group of five year old children reported
greater PTSD symptom levels than the other ages.
Studies showed that children under age six rarely possess
the social, verbal or cognitive ability to relay
symptomology associated with previous PTSD
diagnostic criteria. These results were consistent with
other study results, which showed that very young
children cannot conceptualize traumatic events because
their cognitive abilities to appraise the meaning of the
traumatic events are not as developed as those of older
children. Instead, they may present with non-specific
behavioral or emotional disorders rather than PTSD
reactions. Older children are possibly more vulnerable to
developing the full presentation of PTSD after exposure
to a severe traumatic event.25,26,27,28
The mean for total anxiety scale was 49.84. It was higher
than results from previous studies conducted in the Gaza
Strip, which showed that the mean anxiety score for
preschool children was 27.46. Such findings could be
due to new traumatic events from the 2014 war and/or
because families were not able to protect their children
since there were even fewer safe places in the Gaza Strip
due to repeated air strikes and shelling. No significant
differences were found between the means for anxiety
problems for boys and girls in terms of total anxiety and
all subscales, and no significant differences were found
between the means of preschoolers’ anxiety problems
according to age. Other studies reported no gender
differences in anxiety symptoms, except for physical
injury fear, which was higher in girls than in boys.
Anxiety problems were greater in children with low
family income.29 Also, such findings were consistent
with other studies which showed no significant gender
differences in prevalence of anxiety disorders in
preschool children.19,30 Our study showed that preschool
children with eight siblings or more experienced more
anxiety symptoms. Previous results also found that
trauma severity and PTSD were positively associated
with having large numbers of siblings. Such findings
were consistent with a study of preschool anxiety
disorders in pediatric primary care, which found that
preschoolers who lived with many siblings were more
likely to meet the criteria for generalized anxiety
disorder, social phobia, and any anxiety disorder.31
Our results showed that there was significant correlation
between total traumatic events reported by children and
total anxiety, generalized anxiety, separation anxiety, and
specific phobia and with total PTSD, re-experiencing,
avoidance, and arousal, which was also consistent with
most of the studies conducted on children in Gaza and
other areas.19,32 In addition, our results were consistent
with a study of New York City preschool children eight
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to 10 months after September 11, 2001 in which trauma
exposure was significantly correlated with PTSD
symptoms.33

Study limitations
One of the study limitations was reliance on mothers'
reports, which were not sufficient for accurately
assessing the psychological disorders of their preschool
age children. Preschool children may be subject to the
effect of parental recall and parental mental health when
their difficulties are being reporting. Information from
other informants (predominantly teachers) together with
observational assessments could have corroborated
information obtained from parents. One other study
limitation was the absence of a suitable control group of
unaffected (resilient) children. Factors contributing to
resilience could have been inferred from a controlled
study since other tools used in the present study have
never been standardized on Palestinians.

Clinical implication
The current study contributes to the existing literature by
demonstrating that exposure to war-related trauma
contributed to the presence of PTSD and anxiety-related
problems among preschool children. Such findings
highlight the need for additional and also newer methods
of intervention for preschool children living in areas of
war and conflict. Such methods of intervention should
target all preschool children to reduce the effects of war
trauma on them. In addition, organized activities in
kindergartens could include activities to maintain
psychosocial connections between children and their
mothers or caregivers. It is important to promote active
participation between mothers and their children.
Societal institutions should organize activities for parents
and caregivers of preschool children to improve their
mental health and help children overcome war trauma,
such as through various training courses and educational
programs.
In addition, future research should involve the
psychiatric assessment of primary care givers in parallel
with assessment of their children in order to understand
the impact of family and social support in the
development of PTSD and anxiety problems in preschool
children living in the Gaza Strip.
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اﻟﺨﻼﺻﺔ

 ھﺪﻓﺖ ھﺬه اﻟﺪراﺳﺔ إﻟﻰ ﻓﺤﺺ اﻟﻌﻼﻗﺔ ﺑﯿﻦ اﻟﺮﺿﻮض اﻟﻨﺎﺗﺠﺔ ﻋﻦ اﻟﺤﺮب واﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺮض واﺿﻄﺮاﺑﺎت اﻟﻘﻠﻖ ﻟﺪى اطﻔﺎل ﻣﺮﺣﻠﺔ ﻣﺎ ﻗﺒﻞ:اﻟﮭﺪف
 روﺿﺔ أطﻔﺎل ﻓﻲ ﻣﻨﺎطﻖ ﻗﻄﺎع20  أم ﻷطﻔﺎل ﻣﺎ ﻗﺒﻞ اﻟﻤﺪرﺳﺔ اﻟﻤﺴﺠﻠﯿﻦ ﻓﻲ399  ﺗﻜﻮﻧﺖ اﻟﻌﯿﻨﺔ ﻣﻦ: اﻟﻄﺮﯾﻘﺔ.2014 اﻟﻤﺪرﺳﺔ ﺑﻌﺪ اﻟﺤﺮب اﻷﺧﯿﺮة ﻋﻠﻰ ﻏﺰة ﺳﻨﺔ
 وﻣﻘﯿﺎس اﻟﺮﺿﻮض، واﺳﺘﺨﺪﻣﺖ ﻓﻲ ھﺬه اﻟﺪراﺳﺔ ﻋﺪة ﻣﻘﺎﯾﯿﺲ ﺧﺎﺻﺔ ﺑﺎﻷم وھﻲ ﻣﻘﯿﺎس اﻟﻤﻌﻠﻮﻣﺎت اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ. ﺳﻨﻮات6-3 ﻏﺰة واﻟﺬﯾﻦ ﺗﺮاوﺣﺖ أﻋﻤﺎرھﻢ ﺑﯿﻦ
 ﻟﻘﺪ وﺟﺪت اﻟﺪراﺳﺔ ﻋﻠﻰ ﺣﺴﺐ رأي: اﻟﻨﺘﺎﺋﺞ. وﻣﻘﯿﺎس اﻟﻘﻠﻖ ﻟﺪى اﻷطﻔﺎل ﻣﺎ ﻗﺒﻞ اﻟﻤﺪرﺳﺔ، وﻣﻘﯿﺎس اﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺮض.اﻟﻨﺎﺗﺠﺔ ﻋﻦ اﻟﺤﺮب ﻋﻠﻰ ﻏﺰة
 ﺷﺎھﺪوا ﺻﻮر اﻟﺠﺮﺣﻰ%81.2 ، ﺗﻌﺮﺿﻮا ﻟﺴﻤﺎع ﺻﻮت ﻣﻮﺗﻮر اﻟﻄﺎﺋﺮات ﺑﻼ طﯿﺎر%89.2 و، ﻗﺪ ﺳﻤﻌﻮا اﻟﻘﺼﻒ ﻋﻠﻰ اﻟﻤﻨﺎطﻖ اﻟﻤﺨﺘﻠﻔﺔ%95.5 اﻷم أن
 أﺷﺎرت اﻟﺪراﺳﺔ إﻟﻰ أن ﻧﺴﺒﺔ اﻧﺘﺸﺎر اﺿﻄﺮاب. ﺧﺒﺮات رﺿﯿﺔ8  وﻛﺎن ﻣﺘﻮﺳﻂ اﻟﺨﺒﺮات اﻟﺼﺎدﻣﺔ ﻟﻜﻞ طﻔﻞ ھﻮ ﺣﻮاﻟﻲ.واﻟﺸﮭﺪاء اﻟﻔﻠﺴﻄﯿﻨﯿﯿﻦ ﻋﻠﻰ ﺷﺎﺷﺎت اﻟﺘﻠﻔﺎز
 وﻣﺘﻮﺳﻂ اﻟﻘﻠﻖ اﻟﻌﺎم ﻟﺠﺰء ﻣﻦ اﻟﻘﻠﻖ ھﻮ،50  وﻛﺎن ﻣﺘﻮﺳﻂ اﻟﻘﻠﻖ ﻟﺪى اﻷطﻔﺎل ﺣﻮاﻟﻲ.%6 ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺮض ﺑﻌﺪ أﻛﺜﺮ ﻣﻦ ﺳﺘﺔ أﺷﮭﺮ ﻋﻠﻰ اﻧﺘﮭﺎء اﻟﺤﺮب ﻛﺎﻧﺖ
 ﻛﻤﺎ وﺟﺪت اﻟﺪراﺳﺔ ان أﻋﺮاض اﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺮض.9.65  وﺧﻮف اﻻﻧﻔﺼﺎل ﻋﻦ اﻷم،21.11  واﻟﻤﺨﺎوف اﻟﺨﺎﺻﺔ،8.4  واﻟﻘﻠﻖ اﻻﺟﺘﻤﺎﻋﻲ،10.7
 وأظﮭﺮت اﻟﺪراﺳﺔ أن ھﻨﺎك ﻋﻼﻗﺔ ﻗﻮﯾﺔ ﺑﯿﻦ اﻟﺘﻌﺮض ﻟﻠﺨﺒﺮات اﻟﺮﺿﯿﺔ واﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ. ﺳﻨﻮات5 اﻧﺘﺸﺎرا ﻟﺪى اﻷطﻔﺎل اﻟﺬﯾﻦ ﻛﺎﻧﺖ أﻋﻤﺎرھﻢ
ﻛﺎﻧﺖ أﻛﺜﺮ
ً
 اﻟﺪراﺳﺎت اﻟﻤﺴﺘﻘﺒﻠﯿﺔ ﻻ ﺑﺪ أن ﺗﺘﻀﻤﻦ اﻟﺘﻘﯿﯿﻢ اﻟﻨﻔﺴﻲ ﻟﻤﻘﺪم اﻟﺮﻋﺎﯾﺔ ﻟﻠﻄﻔﻞ )اﻷم أو اﻷب( ﺑﺎﻹﺿﺎﻓﺔ اﻟﻰ اﻟﺘﻘﯿﯿﻢ: اﻟﺘﻮﺻﯿﺎت.اﻟﺮض واﻟﻘﻠﻖ ﻟﺪى اطﻔﺎل ﻣﺎ ﻗﺒﻞ اﻟﻤﺪرﺳﺔ
اﻟﺨﺎص ﺑﺎﻟﻄﻔﻞ ﻧﻔﺴﮫ ﻣﻦ أﺟﻞ ﻓﮭﻢ أﺛﺮ اﻟﺪﻋﻢ ﻣﻦ اﻷﺳﺮة و اﻟﺪﻋﻢ اﻻﺟﺘﻤﺎﻋﻲ ﻋﻠﻰ ﺗﻄﻮر اﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺮض و اﺿﻄﺮاﺑﺎت اﻟﻘﻠﻖ ﻟﺪى اطﻔﺎل ﻣﺎ ﻗﺒﻞ
 ﺑﺎﻹﺿﺎﻓﺔ اﻟﻰ ﻋﻤﻞ دراﺳﺎت أﻛﺜﺮ ﻋﻤﻘًﺎ ﺗﻘﯿﺲ أﺛﺮ ﻋﺪد اﻷﺣﺪاث اﻟﺼﺎدﻣﺔ اﻟﺘﻲ ﺗﻢ اﻟﺘﻌﺮض ﻟﮭﺎ اﻟﻄﻔﻞ ﺑﺎﻹﺿﺎﻓﺔ اﻟﻰ ﻗﯿﺎس أﺛﺮ ﺷﺪة اﻟﺤﺪث،اﻟﻤﺪرﺳﺔ ﻓﻲ ﻗﻄﺎع ﻏﺰة
.ﻷﻧﻮاع ﻣﺨﺘﻠﻔﺔ ﻣﻦ رﺿﺎت اﻟﺤﺮب ﻋﻮﺿﺎ ً ﻋﻦ اﻟﻘﯿﺎم ﺑﻌﺪ اﻟﺨﺒﺮات اﻟﺼﺎدﻣﺔ اﻟﺘﻲ ﺗﻌﺮض ﻟﮭﺎ اﻷطﻔﺎل ﻓﻘﻂ ﻣﻦ أﺟﻞ ﺗﺤﺪﯾﺪ ﺷﺪة اﻷﺣﺪاث اﻟﺼﺎدﻣﺔ

Corresponding author
Professor Abdelaziz Mousa Thabet
Emeritus Professor of Child and Adolescent Psychiatry, Al Quds University, School of Public Health, Child Institute - Gaza
PO Box 5314 Palestine
Email: abdelazizt@hotmail.com

Authors
Professor Abdelaziz Mousa Thabet
Emeritus Professor of Child and Adolescent Psychiatry, Al Quds University, School of Public Health, Child Institute - Gaza
PO Box 5314 Palestine
Ms Heba Riyad Al-Ghalayini, Psychosocial Support Specialist at War Child Holland Foundation - Gaza
Email: hebaghalayini@hotmail.com

45

The Arab Journal of Psychiatry (2017) Vol. 28 No.1 Page (46 - 51) (doi: 10.12816/0036881)

Duration of Treatment as a Risk Factor for Metabolic Syndrome in Patients with Schizophrenia
Receiving Antipsychotic Medication
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ﻣﺪة اﻟﻌﻼج ﻛﻌﺎﻣﻞ ﺧﻄﻮرة ﻟﻤﺘﻼزﻣﺔ اﻻﯾﺾ ﻓﻲ ﻣﺮﺿﻰ اﻟﻔﺼﺎم اﻟﺬﯾﻦ ﯾﺘﻠﻘﻮن ﻣﻀﺎدات اﻟﻔﺼﺎم
 ھﺎﯾﺪي ﺣﺴﻦ، ﺧﺎﻟﺪ ﻋﺒﺪ اﻟﻤﻌﺰ، ﻣﺎﺟﺪة ﻓﮭﻤﻲ،ﺑﺴﻤﺔ اﺣﻤﺪ

Abstract

B

ackground: Metabolic syndrome is a leading cause of morbidity and mortality in patients with schizophrenia. The
prevalence rate is double that of a non-psychiatric population. Objective: The present study aimed to determine the

duration of treatment as a risk factor for metabolic syndrome in patients with schizophrenia receiving antipsychotic
medication. Methods: Structured psychiatric interview was conducted using ICD-10 criteria, laboratory investigation (TG
(triglycerides), HDL (high-density lipid), blood pressure, fasting blood glucose and metabolic syndrome based on the
national cholesterol education program adult treatment panel three criteria. Results: The present study showed that 52.9%
did not fulfill the criteria for metabolic syndrome with 47.1% meeting the criteria. The incidence of metabolic syndrome in
those who received second-generation antipsychotics was 68.6% while metabolic syndrome in those who received first
generation antipsychotics was 25.7%. Conclusion: There was a statistically significant difference between the incidence of
metabolic syndrome and duration of treatment in the two groups being studied.
Keywords: Metabolic,schizophrenia,antipsychotic
Declaration of interest: None

Introduction
Schizophrenia is a mental disorder often characterized by
abnormal social behavior and failure to recognize what is
real.1 The first-line psychiatric treatment for
schizophrenia is antipsychotic medication.2 Most people
on antipsychotics have side effects.3 The use of
antipsychotics increases the risk not only of diabetes, but
also of metabolic syndrome. While a standard definition
of metabolic syndrome does not exist, metabolic
syndrome is generally thought to include weight gain and
hypertriglyceridemia along with increased insulin,
glucose, and low-density lipoprotein cholesterol levels.4
It is unknown why some patients will develop metabolic
syndrome while others will not. Insulin resistance and
obesity are considered integral elements in the
development of the syndrome,5 but accumulating
evidence suggests that varying degrees of insulin
resistance may be the common etiological factor for the
individual components of metabolic syndrome.6
While metabolic syndrome itself is a serious health risk
and medical complication, research suggests that it may
place patients at an increased risk for other serious
medical diseases, such as heart disease.7 Atypical
antipsychotics have been frequently cited as causing a
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higher increase in weight gain than conventional
antipsychotics.8 Atypical antipsychotics can increase the
risk of hyperglycemia and impaired glucose levels and
subsequently increase the risk of metabolic syndrome.9

Aim
The present study was designed to determine the
duration of treatment as a risk factor for metabolic
syndrome in patients with schizophrenia receiving
antipsychotic medication

Subjects and method
A cross-sectional study was conducted in the psychiatry
outpatient clinic at Suez Canal University Hospital and
Ismailia Psychiatry Outpatient Clinic. The sample
consisted of seventy (N=70) patients diagnosed with
schizophrenia,
according
to
the
International
Classification of Diseases - 10th Edition (ICD-10), all
who were free from major medical disorder requiring
prolonged treatment and had received antipsychotic
medication for four months. Patients were aged 18 to 60
years old.
The present study excluded patients with a prior history
of substance abuse, history of diabetes before
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medication, with no mental retardation or prior history of
receiving other medications known to produce metabolic
derangement.
The group was further divided into two groups: Group A:
n=35 patients who were receiving first generation
antipsychotics for a period of at least four months
(Haloperidol 10-30mg). Group B: n=35 patients who
were receiving second generation antipsychotics for a
period of at least four months (Risperidone 3-6mg,
Olanzapine 10-20mg, or Quetiapine 200-800mg).

Data collection
Demographic information included personal (age,
gender, BMI, waist circumferences), medical and
psychiatric history. A structured psychiatric interview
followed the ICD-10 criteria and used appropriate
laboratory investigations (TG, HDL, Systolic blood
pressure, diastolic blood pressure, fasting blood glucose).
The prevalence of the metabolic syndrome was assessed
based on the National Cholesterol Education Program
adult treatment panel III criteria.11

e)

antidiabetics, or previously diagnosed diabetes
mellitus.
Waist circumference ≥102 cm in men or ≥88 cm
in women.

Data management and statistical analysis
Data were fed to the computer using IBM SPSS software
package version 20.0. Qualitative data were described
using number and percent. Comparison between different
groups regarding categorical variables was tested using
Chi-square test. Quantitative data were described using
mean and standard deviation, minimum and maximum.
For normally distributed data, comparison between two
independent populations was via independent t-test.
Correlations between two quantitative variables were
assessed using Pearson coefficient. Significance test
results are quoted as two-tailed probabilities.
Significance of the obtained results was judged at the 5%
level.

Results
To diagnose metabolic syndrome, we referred to the
National Cholesterol Education Program Adult
Treatment Panel-III (NCEP-ATP III) guidelines, where
the diagnosis of MS established whether the patient met
three of the following five diagnostic criteria:
a) Serum triglycerides ≥150 mg/dl or treatment
with triglyceride-lowering drugs.
b) HDL-cholesterol <40 mg/dl in males or <50
mg/dl in females.
c) Systolic/diastolic blood pressure ≥130/85
mmHg or subjected to antihypertensive
treatment.
d) Fasting blood glucose ≥110mg/dl, subjected to
glucose lowering treatment with oral

Seventy (N=70) patients met the criteria for diagnosis of
schizophrenia, according to the ICD10. They were
divided into two groups according to the type of
antipsychotic treatment received. Patients in group A
(n=35, or 50%) those who received first-generation
antipsychotics. Patients in group B (n=35, or 50%)
received second-generation antipsychotics.

Demographics

Table 1. Comparison between Groups A and B regarding age, gender, residence, education, work and marital status
Variables
Group A
Group B
(n=35)
(n=35)
Test of sig.
N
%
N
%
Age
23-51
22-50
T=1.1
Range
P=0.29
Mean & SD
36.8±8.37
39.3±8.7
Gender
23
65.6
22
62.9
X2 =0.09
Male
12
34.4
13
37.1
P= 0.76
Female
Residence
26
74.3
20
57.2
X2= 3.03
Ismailia Port Said
7
20
9
25.7
P=0.219
Suez
2
5.7
6
17.1
Education
Illiterate
Primary
Preparatory
Secondary

7
11
6
6
5

20
31.4
17.1
17.1
14.3
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8
10
4
7
6

22.9
28.6
11.4
20
17.1

X2= 2.12
P=0.282
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University
Occupation
Working
Not working
Marital status
Single
Married
Divorced
Widow

8
27

22.8
77.2

11
24

31.5
68.5

24
6
4
1

68.6
17.1
11.4
2.9

22
7
6
0

62.9
20
17.1
0

No statistical significant difference between the two

X2= 1.98
P=0.621
X2= 2.01
P=0.36

groups regarding the age, gender, residence, education
occupation and marital status.

Table 2. Comparison between patients regarding duration of illnesses
Duration of
Group A
Group B
Total
illnesses
(n=35)
(n=35)
(N=70)
Critical
(years)
Ratio
N
%
N
%
N
%
8
22.9
7
20
15
21.4
0.65
>3
7
20
9
25.7
16
22.9
1.71
3->5
12
34.2
10
28.6
22
31.4
0.98
5->7
8
22.9
9
25.7
17
24.3
0.81
<7
35
100
35
100
70
100
Total
There was no statistical significant difference regarding
duration of illness.
Table 3. Distribution of patients regarding duration of treatment
Group A
Group B
Total
(n=35)
(n=35)
(N=70)
N
%
N
%
N
%

Duration of treatment
(years)

9
25.7
>2
9
25.7
2 - >4
13
37.2
4 - >6
4
11.4
<6
35
100
Total
There was no statistical significant difference regarding

10
10
9
6
35

28.6
19
28.6
19
25.7
22
17.1
10
100
70
duration of treatment.

27.1
27.1
31.4
14.3
100

Test of
sig.
No
No
No
No

Test of sig.

X2 = 1.23
P =0.75

Metabolic Syndrome
Table 4. Frequency of metabolic syndrome among patients
Group A
Group B
Total
(n=35)
(n=35)
( N= 70)

Metabolic
syndrome

Test of sig.

N

%

N

%

%

N

No

26

74.3

11

31.4

37

52.9

Yes

9

25.7

24

68.6

33

47.1

Total

35

100.0

35

100.0

70

100.0

*Highly significant

There was a statistical significant difference regarding
metabolic syndrome between group A and group B.
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X2 = 12.89
P = 0.0001*
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Table 5. Relation between metabolic syndrome and duration of treatment in the two groups
Group A
Group B
Duration of
(n=35)
(n=35)
treatment
Without
With metabolic
Without
With metabolic
(years)
metabolic
syndrome
metabolic
syndrome
syndrome
(n=9)
syndrome
(n=24)
(n=26)
(n=11)
1.00-6.00
2.00-8.00
1.00-8.00
4.00-8.00
Range
3.85±1.61
5.54±2.04
4.15±1.82
5.33±1.80
Mean ± S.D.
2.01
1.89
T
0.013*
0.036*
P

P2

0.256

P2 comparison between with metabolic syndrome in-group A and B

There was a statistically significant difference between
incidence of metabolic syndrome and duration of
treatment in the two groups (p<0.05).

BMI

On comparing the two groups with metabolic syndrome,
no significant difference between the two groups was
found.

Table 6. Correlation between duration of treatment and different measurement variables
Duration of treatment
Pearson Correlation
0.376**
Sig. (2-tailed)
0.001

Waist circumference

Pearson Correlation
Sig. (2-tailed)

0.274*
0.022

TG

Pearson Correlation
Sig. (2-tailed)

0.359**
0.002

HDL

Pearson Correlation
Sig. (2-tailed)

-0.353**
0.003

Systolic blood pressure

Pearson Correlation
Sig. (2-tailed)

0.353**
0.003

Diastolic blood pressure

Pearson Correlation
Sig. (2-tailed)

0.474**
0.000

Fasting blood glucose

Pearson Correlation
Sig. (2-tailed)

0.282*
0.018

* = Significant
** = Highly significant

Discussion
Characteristics of the sample
In the current study, the metabolic effects of typical and
atypical antipsychotics were studied in patients
diagnosed with schizophrenia who were not experiencing
any significant metabolic illness before the
commencement of the drug treatment. We found that
about 47% of the whole schizophrenic sample studied
showed a metabolic syndrome diagnosis (according to
the ATPIII criteria) with nine patients out of 35 (25.7%)
in Group A (FGA) and 24 patients out of 35 (68.6%) in
Group B (SGA). Results were in keeping with studies
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from the UK (57%), US (49.2%) and a Danish study
done by Karoline Krane-Gartiser 200812 for 112 patients
that found the overall prevalence of the metabolic
syndrome among both FGA and SGA to be 41.1%,
which is similar to the rates in our current study and can
be explained on the basis of genetic predisposition or on
sociocultural similarities as regards to eating habits and
lifestyle. Our data were also similar to the overall
international prevalence of 32.5% reported by Mitchell et
al.13 and with a 30-49% MS rate in US participants as
carried out by Holt RIG et al. (2015).14 As a possible
explanation for our high percent figures for metabolic
syndrome, it is apparent that second generation
antipsychotic drugs are much more expensive than the
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first generation drugs; they were affordable to patients
from higher socioeconomic levels who have different
eating habits and hence different susceptibilities to the
components of the metabolic syndrome our results not
going with some other international studies conducted in
psychotic patients (as in a Tunisian study done in 2011
by A Ezzaher15 with prevalence of metabolic syndrome
equals to 26.1%, also in study rates reported from
Thailand16 with prevalence of (22.8%), Mexico17 with
prevalence of (21%) and Spain18 with prevalence of
(26.5%), is present in one study done at Tanta
University by El-Sherbiny19 where it was found that
30.5% of the employees studied had suffered from
metabolic syndrome without taking any medication ever.
Therefore, it can be somehow understood that our figures
did not match some western studies.
Duration of treatment showed a significant relationship
with metabolic syndrome in both groups. The result
supported a study done in Thailand by Srisurapanont et
al.20 who found that schizophrenic patients are likely to
develop metabolic syndrome abnormalities that may
progress rapidly and meet the criteria for metabolic
syndrome within a year or more of follow-up. This
confirms our finding that duration after one year has a
significant effect on prevalence of metabolic syndrome.
Conversely, another study by PemChuki et al.22 found
the prevalence of metabolic syndrome was not observed
to be higher than in the general population probably due
to shorter exposure of therapy, differences in genetic
profile, level of urbanization, lifestyle and
socioeconomic status.21

5.
6.

7.
8.

9.

10.
11.

12.

13.

14.

15.

Recommendation
The treatment of schizophrenia should involve a balance
in terms of risks and benefits.
Supporting programs aimed at increasing monitoring of
simple laboratory and clinical measures associated with
metabolic syndrome may decrease important risk factors,
improve patients’ quality of life, and reduce healthcare
costs.

16.

17.
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اﻟﻤﻠﺨﺺ

 اھﺪاف ھﺬا اﻟﺒﺤﺚ ﻟﺘﺤﺪﯾﺪ ﻣﺪة: اﻟﮭﺪف. ﻣﺘﻼزﻣﺔ اﻻﯾﺾ ھﻲ اﻟﺴﺒﺐ اﻟﺮﺋﯿﺴﻲ ﻟﻜﺜﯿﺮ ﻣﻦ اﻻﻣﺮاض واﻟﻮﻓﯿﺎت ﻓﻲ اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﯾﻌﺎﻧﻮن ﻣﻦ اﻟﻔﺼﺎم اﻟﺬھﺎﻧﻲ:ﻣﻘﺪﻣﮫ
(70)  ھﺬه اﻟﺪراﺳﺔ ﺗﻢ اﺟﺮاﺋﮭﺎ ﻋﻠﻰ: اﻟﻄﺮﯾﻘﺔ.اﻟﻌﻼج ﻛﻌﺎﻣﻞ ﺧﻄﻮرة ﻟﻤﺘﻼزﻣﺔ اﻻﯾﺾ ﻓﻲ ﻋﯿﻨﮫ ﻣﻦ اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﯾﻌﺎﻧﻮن ﻣﻦ ﻣﺮض اﻟﻔﺼﺎم اﻟﺬھﺎﻧﻲ ﺑﺎﻹﺳﻤﺎﻋﯿﻠﯿﺔ
 وﺟﺪ: اﻟﻨﺘﯿﺠﺔ.ﻣﻦ اﻟﻤﺮﺿﻰ اﻟﻤﺼﺎﺑﯿﻦ ﺑﻤﺮض اﻟﻔﺼﺎم اﻟﺬھﺎﻧﻲ ﺗﻢ ﺗﺸﺨﯿﺼﮭﻢ وﻓﻖ اﻟﺘﺼﻨﯿﻒ اﻟﺪوﻟﻲ ﻟﻸﻣﺮاض اﻟﻨﻔﺴﯿﺔ اﻟﻨﺴﺨﺔ اﻟﻌﺎﺷﺮة وﯾﺘﻌﺎطﻮن ﻣﻀﺎدات اﻟﺬھﺎن
 وﺟﻮد دﻻﻟﮫ.ارﺗﻔﺎع ﻓﻲ ﻧﺴﺒﺔ اﻟﻤﺼﺎﺑﯿﻦ ﺑﻤﺘﻼزﻣﺔ اﻻﯾﺾ ﻟﻠﻤﺮﺿﻰ اﻟﺬﯾﻦ ﯾﺘﻌﺎطﻮن اﻟﺠﯿﻞ اﻟﺜﺎﻧﻲ ﻣﻦ ﻣﻀﺎدات اﻟﺬھﺎن ﻋﻦ اﻟﺬﯾﻦ ﯾﺘﻌﺎطﻮن اﻟﺠﯿﻞ اﻻول ﻣﻦ اﻟﺬھﺎن
.إﺣﺼﺎﺋﯿﺔ ﺑﯿﻦ ﻣﺪة اﻟﻌﻼج ﺑﻤﻀﺎدات اﻟﺬھﺎن وﻣﺘﻼزﻣﺔ اﻻﯾﺾ
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Abstract

S

chizophrenia is a complex disorder. Family, twin and adoption studies demonstrate that genetic and environmental
components contribute to the etiology of schizophrenia. Environmental factors include growing up in an urban
environment, immigration, cannabis usage, male gender, perinatal events and pregnancy during famines.
The genetic component seems to include genes distributed across the human genome. Determining the genomic location and
identity of schizophrenia risk genes can be done using either the methods of linkage or association. Linkage studies utilizing
genetic markers have identified a variety of genes that could be linked to schizophrenia. However, linkage is observed on
most chromosomes and covers thousands of genes with small effect sizes. Association studies are more useful for gene
identification in complex disorders with a polygenic mode of inheritance such as schizophrenia.
Genetic association studies investigate the correlation between disease status and a genetic marker in people with or without
schizophrenia. The advantage of association studies is the possibility to recruit a large sample size with enough power to
detect genes of moderate effect. The completion of the human genome project and the availability of information on more
than 3.1 million genetic markers across the human genome have paved the way to conduct genome-wide association studies
(GWAS). As many as 500,000 SNPs have been tested in GWAS for association with schizophrenia.
The Schizophrenia Working Group of the Psychiatric Genomics Consortium (PGC) was created with the aim to maximize
sample size by combining GWAS data from multiple international research groups. Significant schizophrenia associations
were identified in 108 distinct loci. The most significant association was in the major histocompatibility complex (MHC) on
the short arm of chromosome 6. A recent study of tens of thousands of people with and without schizophrenia has shown that
the association of schizophrenia to the MHC locus was strongest at the C4 gene encoding for complement component 4. The
expression of C4 is related to “synaptic pruning”. This biological process provides a potential etiological link between the
genetic makeup and the development of schizophrenia
Identifying biological mechanisms that link genetic findings to clinical manifestations of schizophrenia will help advance the
diagnosis, treatment and prevention of schizophrenia.
Keywords: schizophrenia, genome,genetic.
Declaration of interest: None

Introduction

Environmental risk factors

Schizophrenia is a devastating psychiatric disorder that
has a lifetime prevalence of approximately 1% worldwide,
and is associated with substantial morbidity and mortality
as well as personal and societal costs.1-3 It is characterized
by the occurrence of delusions, hallucinations,
disorganized speech, alterations in drive and volition,
impaired cognition, and mood symptoms.4

The risk of developing schizophrenia is associated with a
variety of environmental factors including growing up in
an urban environment, immigration, cannabis usage, male
gender and perinatal events (hypoxia, maternal infection,
stress, and malnutrition).4-5 Obstetrical complications
increase the risk of later development of schizophrenia
two-fold.6 These complications include hemorrhage,
preterm labor, blood-group incompatibilities, fetal
hypoxia and maternal infection.7

The underlying causes and pathogenesis of schizophrenia
remain unknown. However, research has demonstrated
the importance of both environmental and genetic risk
factors in the development of this complex disorder.

Pregnancy during famines in the Netherlands (1944
through 1945)8 and in China9,10 has been associated with
a two-fold risk of schizophrenia in the offspring. This may
indicate that maternal nutrition is a factor in the
development of schizophrenia. Increased prenatal
maternal stress has been proposed as the common
pathophysiological mechanism underlying risk factors,
such as famine, bereavement, and antenatal infection.
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Initial findings from retrospective studies about the
relationship between cannabis and psychosis were
inconclusive regarding whether using cannabis was a
result or a risk factor for developing psychosis. Wellcontrolled studies have subsequently supported the
hypothesis that cannabis use is the risk factor and
psychosis is the result.11,12
A higher prevalence of schizophrenia has been repeatedly
demonstrated in immigrant populations compared to
native-born populations.13,14

Genetic risk factors
Family, twin and adoption studies demonstrate a strong
genetic component contributing to the etiology of
schizophrenia.15 Twin studies have been conducted in
monozygotic and dizygotic twins to examine concordance
rates of schizophrenia within the twin pairs. The observed
concordance rate in monozygotic twins, who share 100
percent of their genes, is about 40% to 50%, whereas the
observed concordance rate in dizygotic twins, who share
50% of their genes, is about 10% to 15%.18,19,20 The
increased concordance rate of schizophrenia in
monozygotic compared to dizygotic twins suggests a
strong genetic component to schizophrenia. The offspring
of the unaffected monozygotic twins are at increased risk
of schizophrenia, which further supports the existence of
a genetic predisposition for the illness. The fact that the
monozygotic twin concordance rate is less than 100%,
however, supports a significant role for non-genetic,
environmental factors in the etiology of the disorder.21,22,23
The heritability of schizophrenia was estimated to be 81%
in a meta-analysis of twin studies16 and 64% in a recent
Swedish study of more than two million families.17

Despite the abundant evidence for genetic risk factors, the
specific genes involved in the etiology of schizophrenia
have not been identified. The results of recent genetic
studies are promising.

Genetics is the study of heredity, which describes how
some traits are passed from parents to their children. Traits
(phenotype) are dictated by the gene makeup (genotype).
Genes usually come in pairs (alleles) and are found on loci
on chromosomes; two alleles are inherited for each trait.
Alleles are alternative versions of a gene, i.e. different
gene possibilities for the same trait. Some traits, such as
blood type, may have multiple alleles whereas the gene
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that codes for a single trait may have three or more alleles.
This is called polymorphism, and a locus that comes in
several forms is called polymorphic.

With the advent of molecular genetics, attempts to study
the genetic mechanism underlying schizophrenia has
taken the form of studying candidate gene polymorphism
suspected of being related to schizophrenia, or studying
DNA markers spanning the whole genome. Initial studies
have used candidate gene approaches, or genetic linkage,
to identify specific genes as candidates for an etiological
role in the development of schizophrenia. Studies using
genetic markers, or association studies, offer a more direct
approach to the identification and localization of genes
and the eventual understanding of the molecular basis of
disorder.

Genetic markers
A genetic marker is a gene or DNA sequence that is
polymorphic, having two or more alleles, with a known
location on a chromosome. It can be described as a DNA
variation that can be observed. A genetic marker may be
a short DNA sequence, such as a single nucleotide
polymorphism (SNP), or a long one, such as microsatellite
polymorphism, (or simple sequence repeat - SSR). Other
commonly used types of genetic markers are restriction
fragment length polymorphism (RFLP), simple sequence
length polymorphism (SSLP), amplified fragment length
polymorphism (AFLP), random amplification of
polymorphic DNA (RAPD), variable number tandem
repeat (VNTR), short tandem repeat (STR), single feature
polymorphism (SFP), diversity arrays technology (DArT)
and restriction site associated DNA markers (RAD
markers). Some of these markers - collectively termed
copy number variations (CNVs) - are DNA sections that
are repeated and the number of these repeats varies
between individuals,31 thus contributing to the genome
variability among individuals.

Genetic markers may arise “de novo” due to mutation in
the chromosomal loci, or may be inherited. Investigating
rare inherited (as opposed to de novo) alleles in
schizophrenia has become possible during the past few
years following the development of new DNA sequencing
technology. Mutation can occur in two ways:
chromosomal mutation and gene mutation. Gene or point
mutation is a random SNP mutation. It is more common,
but less drastic than chromosomal mutation. It alters only
one gene producing alleles, which are not inherited. Such
newly arising (de novo) mutations have been shown to
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contribute to the risk of developing schizophrenia despite
the fact that much of that risk is inherited.24 The
occurrence of de novo mutation is positively correlated
with paternal age at conception,21-22 which is associated
with increased schizophrenia risk.23 Moreover, there is
molecular evidence associating de novo mutation with
schizophrenia, with some evidence for a higher rate
among patients with no family history of the disorder.24-26
Genes disrupted by de novo mutation in schizophrenia
have provided novel insights into biological pathways
underlying the disorder. They include, for instance, genes
involved in synaptic plasticity.27

identity of schizophrenia risk genes using either the
methods of linkage or association.45-46

Linkage studies
Genetic linkage is the tendency of genes that are close
together on a chromosome to be inherited together.
Linkage studies are family based analyses that utilize
genetic markers and clinical information from multiple
affected individuals in a given family to identify regions
of the genome that are co-inherited with schizophrenia. In
other words, linkage studies seek to find chromosomal
regions within families that tend to be shared among
affected relatives but not among unaffected relatives.
Therefore, if a genetic marker is inherited with
schizophrenia, then it can be concluded that the risk
gene(s) for schizophrenia are located on the chromosome
close to that marker.

CNVs could be caused by a chromosomal mutation
resulting in chromosomal aberrations. The study of
chromosomal aberrations in families with schizophrenia
was an early method for investigating the genetics of
schizophrenia.28-29 Such studies have provided evidence
for the location of schizophrenia risk loci in chromosomal
regions. The deletion of a section of 22q11 was the first
schizophrenia-associated CNV. It leads to the phenotype
of velocardiofacial (DiGeorge) syndrome that includes
abnormalities in facial features and the palate, and midline
heart defects. The prevalence rate of schizophrenia in
patients with DiGeorge syndrome is as high as 18%. The
prevalence of DiGeorge syndrome in the general
population is 0.025%, and it rises to 2% in people
diagnosed with schizophrenia.30-31

A variety of genes has been identified by family studies
utilizing SNPs genetic markers. These include
dystrobrevin binding protein 1 (dysbindin, DTNBP1,
6p22.3),47 neuregulin 1 (NRG1, 8p12),48 and D-amino
acid oxidase activator (DAOA, 13q24).49 A meta-analysis
of 32 genome-wide linkage studies across 3,255 families
including 7,413 individuals with schizophrenia suggested
linkage in two regions: 5q and 2q.50

Analyses of rare CNVs have revealed associations at more
than 15 loci.32-37 However, although they are collectively
found in around 2.5% of schizophrenia patients,37 the
individual contribution of these loci to the total population
variation in schizophrenia genetic risk is small.38 In
addition, schizophrenia-associated CNVs have been
shown to predispose to several major psychiatric
disorders, including bipolar disorder, major recurrent
depression, addictions, impulse control disorders and
others.39-40

A major problem with linkage studies is that linkage is
observed on most chromosomes and covers thousands of
genes with small effect sizes. Linkage studies are usually
successful for linking diseases to a single gene or to a
chromosomal area containing a small number of genes.
They are less useful with complex disorders related to
many genes of small effect size such as schizophrenia.
Association studies have proved more useful in
identifying the genetic basis for psychiatric disorders
including schizophrenia.

Gene finding

Association studies

Although schizophrenia heritability is so high that its risk
is increased approximately 10-fold in first-degree
relatives,41 it is clear from genetic epidemiological
studies42-43 that the risk is likely to be due to multiple
genes of small effect.44 The observation that schizophrenia
has a polygenic mode of inheritance and the introduction
of different types of DNA markers to serve as reference
points throughout the human genome have inspired
studies aimed at determining the genomic location and

The use of association studies for gene identification in
complex disorders such as schizophrenia was proposed
because of the limited power of linkage studies to identify
genes of modest effect.51 Genetic association studies are
population-based studies grounded on the hypothesis that
common complex disorders are due to interactive
contribution of multiple genes each with a small effect
size, and that a significant proportion of unrelated affected
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individuals will share the risk alleles. Accordingly,
genetic association studies aim to identify risk genes by
studying the correlation between disease status and a
genetic marker through measuring the frequency of a
specific genetic marker in people with schizophrenia and
compare it to the frequency of that marker in controls.
SNPs are the most widely tested markers in association
studies. A higher frequency of an SNP allele in a series of
individuals affected with schizophrenia can mean that the
tested allele affects the risk of schizophrenia.

The advantage of association studies is the possibility to
recruit a large sample size with enough power to detect
alleles of moderate effect. The completion of the human
genome project52 and the availability of information on
more than 3.1 million SNPs across the human genome5354
have paved the way to conduct genome-wide
association studies (GWAS). As many as 500,000 SNPs
have been tested in GWAS for association with
schizophrenia. GWAS of SNPs have identified a number
of common schizophrenia risk alleles.55-57 Each of these
alleles has a weak effect on the risk of developing
schizophrenia, but together they are thought to account for
a third to a half of the variation in schizophrenia genetic
risk.55,58-59
Early schizophrenia GWAS suggested that very large
samples were required because of the modest effect size
of detected risk alleles. The Schizophrenia Working
Group of the Psychiatric Genomics Consortium (PGC)
was created with the aim to maximize sample size by
combining GWAS data from multiple international
research groups, in order to combine all available
schizophrenia samples with published or unpublished
GWAS genotypes into a single, systematic analysis.60
This collaboration has made it possible to analyze
genome-wide genotype data of up to 36,989 cases and
113,075 controls from 49 case-control samples (46 of
European and three of east Asian ancestry, 34,241 cases
and 45,604 controls) and three family-based samples of
European ancestry (1,235 parent affected offspring trios).
Significant schizophrenia associations were identified in
108 distinct loci.57 The most significant allelic association
was in the major histocompatibility complex (MHC) on
the short arm of chromosome 6.57

The MHC’s involvement in immunity suggested that
immune dysfunction might play a role in the etiology of
schizophrenia. However, a recent study has provided an
alternative suggestion and a novel insight into the
biological basis of schizophrenia.61 This study involved
analysing SNPs, implicating the MHC locus in 28,799
55

schizophrenia cases and 35,986 controls, from 40 cohorts
in 22 countries contributing to the PGC. The association
of schizophrenia to the MHC locus was strongest at the
C4 gene encoding for complement component.4 The
expression of complement component 4 allele A (C4A)
was proportional to the risk of having schizophrenia.61 C4
expression and activity were then tested in mouse models
and shown to be related to “synaptic pruning”, i.e.
elimination of connections between neurons. Thus, a
person’s risk of schizophrenia is increased if they inherit
specific variants in a gene related to “synaptic pruning”.
These findings provide a potential etiological link
between the development of schizophrenia and a
biological process determined by specific gene variants.
Excessive synaptic pruning, due to increased complement
(C4) activity, bring together a number of diverse
observations. Synaptic pruning is particularly active
during adolescence, and it is clinically known that
schizophrenia usually manifest late in adolescence or
early in adulthood. This may also explain the reduced
numbers of synapses62-64 and the excessive loss of grey
matter65-66 in the brains of individuals with schizophrenia.
Beyond providing a new insight into the biological origins
of schizophrenia, contemporary genetic research may
suggest a new approach to the early detection of
schizophrenia and to developing new therapies.
Prevention may also become possible through
interventions aimed, for example, at reducing synaptic
pruning in individuals who show early symptoms of
schizophrenia.

Conclusion
Schizophrenia is a complex disorder. Twin and adoption
studies suggest that genetic and environmental factors are
both extremely important in the etiology of schizophrenia.
It is now established that the genetic risk of schizophrenia
involves inherited and de novo risk alleles distributed
across a large number of genes. Linkage studies are a
powerful means to locate genes for disorders related to
one or few genes. They are less useful in complex
disorders like schizophrenia related to multiple genes each
with a modest effect. Association studies can help identify
common genetic risk factors even with very small effect
size. The methods used for mapping risk genes have
progressed enormously over the past several years.
Advances in understanding the genetics of schizophrenia
have resulted from applying modern genotyping
technologies and from collaborative efforts on a global
scale. A marked progress in understanding the genetic risk
of developing schizophrenia at the DNA level has resulted
from the publication of the sequence of the human genome
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and the documentation of population variation in that
sequence.
14.

Schizophrenia research has demonstrated that genetic
factors have an important role to play in its etiology. The
main conclusion is that schizophrenia is a polygenic
disorder. Some convergent biological themes are
emerging. Current research efforts are attempting to link
genetic findings to clinical and biological phenotypes.
Understanding the biology of the disease-associated genes
will help in identifying novel targets for the detection,
prevention and treatment of schizophrenia.
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اﻟﻔﺼﺎم اﺿﻄﺮاب ﻣﻌﻘﺪ ﺑﯿﻨﺖ دراﺳﺎت اﻟﻌﺎﺋﻼت واﻟﺘﻮاﺋﻢ واﻟﺘﺒﻨﻲ أن ﻟﻜﻞ ﻣﻦ اﻟﺒﯿﺌﺔ واﻟﻮراﺛﺔ دور ﻓﻲ إﻣﺮاﺿﮫ .ﺗﺸﺘﻤﻞ اﻟﻌﻮاﻣﻞ اﻟﺒﯿﺌﯿﺔ ﻋﻠﻰ اﻟﻌﯿﺶ ﻓﻲ ﺑﯿﺌﺔ ﺣﻀﺮﯾﺔ،
واﻟﮭﺠﺮة ،وﺗﻌﺎطﻲ اﻟﺤﺸﯿﺶ ،واﻟﺠﻨﺪر اﻟﻤﺬﻛﺮ ،واﻟﺤﻮادث ﺣﻮل اﻟﻮﻻدة ،واﻟﻮﻻدة أﺛﻨﺎء اﻟﻤﺠﺎﻋﺎت .أﻣﺎ اﻟﻌﻮاﻣﻞ اﻟﻮراﺛﯿﺔ ﻓﻲ اﻟﻔﺼﺎم ﻓﯿﺒﺪو أﻧﮭﺎ ﺗﺸﺘﻤﻞ ﻋﻠﻰ ﺟﯿﻨﺎت
ﻣﻮزﻋﺔ ﻋﻠﻰ ﻛﺎﻣﻞ اﻟﺠﯿﻨﻮم اﻟﺒﺸﺮي.
اﻻرﺗِﺒﺎط اﻟﺠﯿﻨﻲ
اﻻرﺗِﺒﺎط اﻟﺠﯿﻨﻲ أو ﺑﺪراﺳﺎت اﻟﺘﺮاﻓﻖ ،وﻗﺪ أدى اﺳﺘﺨﺪام دراﺳﺎت ْ
ﯾﻤﻜﻦ ﺗﺤﺪﯾﺪ طﺒﯿﻌﺔ وﻣﻮﻗﻊ اﻟﺠﯿﻨﺎت اﻟﺤﺎﻣﻠﺔ ﻟﺨﻄﺮ اﻹﺻﺎﺑﺔ ﺑﺎﻟﻔﺼﺎم إﻣﺎ ﺑﺪراﺳﺎت ْ
إﻟﻰ ﺗﺤﺪﯾﺪ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﺠﯿﻨﺎت اﻟﺘﻲ ﻗﺪ ﯾﻮﺟﺪ ارﺗﺒﺎط ﺑﯿﻨﮭﺎ وﺑﯿﻦ اﻟﻔﺼﺎم ،وﻟﻜﻦ ﺗﻢ ﺗﺤﺪﯾﺪ ھﺬا اﻹرﺗﺒﺎط ﻣﻊ ﻣﻌﻈﻢ اﻟﺼﺒﻐﯿﺎت ﺑﺸﻜﻞ ﯾﺸﻤﻞ آﻻف اﻟﺠﯿﻨﺎت ذات اﻟﺘﺄﺛﯿﺮ
اﻟﻀﻌﯿﻒ ،وﻣﻦ اﻟﻤﻌﺮوف أن دراﺳﺎت اﻟﺘﺮاﻓﻖ ھﻲ اﻷﻓﻀﻞ ﻓﻲ ﻣﺜﻞ ھﺬه اﻟﺤﺎﻻت ،وھﻲ أﻛﺜﺮ ﻓﺎﺋﺪة ً ﻓﻲ ﺗﺤﺪﯾﺪ ﺟﯿﻨﺎت اﻻﺿﻄﺮاﺑﺎت اﻟﻤﻌﻘﺪة ذات اﻟﻮراﺛﺔ ﻣﺘﻌﺪدة اﻟﺠﯿﻨﺎت
ﻣﺜﻞ اﻟﻔﺼﺎم.
ﺗﺴﺘﻘﺼﻲ دراﺳﺎت اﻟﺘﺮاﻓﻖ اﻟﻌﻼﻗﺔ ﺑﯿﻦ اﻟﻤﺮض وﺑﯿﻦ واﺳﻢ ﺟﯿﻨﻲ ﻓﻲ ﻧﺎس ﻣﺼﺎﺑﯿﻦ أو ﻏﯿﺮ ﻣﺼﺎﺑﯿﻦ ﺑﺎﻟﻔﺼﺎم ،وﺗﻤﺘﺎز دراﺳﺎت اﻟﺘﺮاﻓﻖ ﺑﺈﻣﻜﺎﻧﯿﺔ ﺗﺠﻨﯿﺪ ﻋﯿﻨﺔ ﺿﺨﻤﺔ
اﻟﻌﺪد ﺗﻜﻔﻲ ﻟﻜﺸﻒ ﺟﯿﻨﺎت ذات ﺗﺄﺛﯿﺮ ﻣﺘﻮاﺿﻊ .وﻗﺪ أدى اﻛﺘﻤﺎل ﻣﺸﺮوع اﻟﺠﯿﻨﻮم اﻟﺒﺸﺮي وﺗﻮﻓﺮ ﻣﻌﻠﻮﻣﺎت ﻋﻦ أﻛﺜﺮ ﻣﻦ  3.1ﻣﻠﯿﻮن واﺳﻢ ﺟﯿﻨﻲ ﻋﻠﻰ ﻋﺮض اﻟﺠﯿﻨﻮم
اﻟﺒﺸﺮي إﻟﻰ ﺗﻤﮭﯿﺪ اﻟﻄﺮﯾﻖ أﻣﺎم إﺟﺮاء دراﺳﺎت ﺗﺮاﻓﻖ ﺷﺎﻣﻠﺔ ﻟﻠﺠﯿﻨﻮم ،وﻗﺪ ﺗﻤﺖ دراﺳﺔ ﺗﺮاﻓﻖ اﻟﻔﺼﺎم ﻣﻊ ﻣﺎ ﯾﻘﺎرب ﻧﺼﻒ ﻣﻠﯿﻮن واﺳﻢ ﺟﯿﻨﻲ.
ﺗﻢ ﺗﺄﺳﯿﺲ ﻣﺠﻤﻮﻋﺔ ﻋﻤﻞ اﻟﻔﺼﺎم ﺿﻤﻦ اﻟﺘﺠﻤﻊ اﻟﺠﯿﻨﻲ اﻟﻄﺒﻨﻔﺴﻲ ﺑﮭﺪف ﺗﻀﺨﯿﻢ ﺣﺠﻢ ﻋﯿﻨﺎت اﻟﺪراﺳﺔ ﻋﻦ طﺮﯾﻖ دﻣﺞ ﺑﯿﺎﻧﺎت دراﺳﺎت اﻟﺘﺮاﻓﻖ اﻟﺸﺎﻣﻠﺔ ﻟﻠﺠﯿﻨﻮم اﻟﺼﺎدرة
ﻋﻦ ﻓﺮق ﺑﺤﺜﯿﺔ ﻋﺎﻟﻤﯿﺔ ﻣﺘﻌﺪدة .ﺗﻢ ﺗﺤﺪﯾﺪ ﺗﺮاﻓﻘﺎت ﻣﮭﻤﺔ ﻟﻠﻔﺼﺎم ﻓﻲ  108ﻣﻮﻗﻊ ﺟﯿﻨﻲ ﻣﺨﺘﻠﻒ ،وﻛﺎن أھﻢ اﻟﺘﺮاﻓﻘﺎت ﻓﻲ ﻣﻮﻗﻊ ﻣﻌﻘﺪ اﻟﺘﻮاﻓﻖ اﻟﻨﺴﯿﺠﻲ اﻟﺮﺋﯿﺲ ﻋﻠﻰ اﻟﺬراع
اﻟﻘﺼﯿﺮ ﻟﻠﺼﺒﻐﻲ  ،6وﻗﺪ ﺑﯿﻨﺖ دراﺳﺔ ﺣﺪﯾﺜﺔ ﻟﻌﺸﺮات آﻻف اﻷﺷﺨﺎص اﻟﻤﺼﺎﺑﯿﻦ وﻏﯿﺮ اﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﻟﻔﺼﺎم أن ﺗﺮاﻓﻖ اﻟﻔﺼﺎم ﻣﻊ ﻣﻮﻗﻊ ﻣﻌﻘﺪ اﻟﺘﻮاﻓﻖ اﻟﻨﺴﯿﺠﻲ اﻟﺮﺋﯿﺲ
ﻛﺎن ﻋﻠﻰ أﺷﺪه ﻋﻨﺪ اﻟﺠﯿﻦ  C4اﻟﻤﺴﺆوﻟﺔ ﻋﻦ ﻣﻜﻮن اﻟﻤﺘﻤﻤﺔ .4
ﻟﻤﻜﻮن اﻟﻤﺘﻤﻤﺔ  4دور ﻓﻲ ﺗﺸﺬﯾﺐ ﻋﺼﺒﻮﻧﺎت اﻟﺪﻣﺎغ ،وﺗﻘﺪم ھﺬه اﻟﺤﺪﺛﯿﺔ اﻟﺒﯿﻮﻟﻮﺟﯿﺔ إﻣﻜﺎﻧﯿﺔ رﺑﻂ اﻟﺘﻜﻮﯾﻦ اﻟﺠﯿﻨﻲ ﻣﻊ اﻹﺻﺎﺑﺔ ﺑﺎﻟﻔﺼﺎم .وﺑﺬﻟﻚ ﻓﺈن ﻓﮭﻢ اﻵﻟﯿﺎت اﻟﺒﯿﻮﻟﻮﺟﯿﺔ
اﻟﺘﻲ ﺗﺮﺑﻂ اﻟﻤﻮﺟﻮدات اﻟﺠﯿﻨﯿﺔ ﺑﺎﻟﻤﻈﺎھﺮ اﻟﺴﺮﯾﺮﯾﺔ ﻟﻠﻔﺼﺎم ﯾﺴﺎﻋﺪ ﻋﻠﻰ ﺗﻄﻮﯾﺮ طﺮق اﻟﺘﺸﺨﯿﺺ واﻟﻮﻗﺎﯾﺔ واﻟﻌﻼج اﻟﻤﺴﺘﺨﺪﻣﺔ ﻓﻲ اﻟﻔﺼﺎم.
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Positive and Negative Symptom Pattern in Schizophrenia
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ﻧﻤﻂ اﻷﻋﺮاض اﻷﯾﺠﺎﺑﯿﺔ واﻟﺴﻠﺒﯿﺔ ﻻﺿﻄﺮاب اﻟﻔﺼﺎم
 ھﯿﻤﻦ ﻓﺎﺗﺢ ﺣﻤﮫ ﮐﺮﯾﻢ،ﺗﻮاﻧﺎ ﻋﺒﺪ اﻟﺮﺣﻤﻦ رﺣﯿﻢ

Abstract

O

bjectives: The present study aimed to identify the positive and negative symptoms of patients with schizophrenia as
well as estimate their correlations with each other and with patients’ basic demographic data. Methods: A crosssectional study assessed both positive and negative symptoms of schizophrenia in N=136 patients with the diagnoses. It was
conducted from April to December 2015 at three mental health hospitals in the Sulaimani and Erbil provinces of Iraq’s
Kurdistan region. The Positive and Negative Syndrome Scale (PANSS) was used and diagnosis of schizophrenia was via
ICD-10 checklist. Results: Negative symptoms were more evident, with a mean difference of 7.243 points on PANSS, than
positive symptoms. Delusions and hallucinations were evident in 43% and 46% of the studied population, respectively.
Demographic data, except education, were not significant indicators for schizophrenia symptomatology. It was apparent
that improved education was associated with a beta weights of almost 0.3 reduction (p = 0.001) in negative symptoms. On
correlation matrices of all symptom categories, positive symptoms leaned towards co-occurrences with each other. The
same was apparent for the negative symptoms. Conclusion: Symptoms appeared on a continuum with significant
correlations to each other. However, negative symptoms appeared to be prevailing and, of all demographic variables
surveyed, only education tended to affect the occurrences of these symptoms.
Keywords: Negative, positive, schizophrenia
Declaration of Interest: None

Introduction
The characteristic symptoms of schizophrenia involve a
range of cognitive, behavioral, and emotional
dysfunctions, but no single symptom is pathognomonic
of the disorder. Individuals with the disorder will vary
substantially in most features, as schizophrenia is a
heterogeneous clinical syndrome. Crow, in 1980, was the
first to propose that the distinction between positive and
negative symptoms in schizophrenia could actually be
used to create a typology of schizophrenia that would
facilitate the study of its pathophysiology. He proposed
that schizophrenia could be divided into two major
syndromes, which he referred to as Type 1 and Type 2.
Type 1 was characterized by prominent positive
symptoms, normal brain structure, relatively good
response to treatment and underlying neurochemical
mechanism that was probably dopaminergic. Type 2 was
characterized by prominent negative symptoms,
structural brain abnormalities, impaired cognitive
function, and poor response to treatment.1

The aims of the current study are to address both the
positive and negative symptoms among patients with
schizophrenia, as well as study which symptom(s) is/are
more prevalent and to which extent positive symptoms
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persist once the disorder becomes chronic. Additionally,
the research addressed possible correlations among
schizophrenia symptoms, altogether, as well as
correlations of these symptoms with both patients’
demographics and illness duration.

Patients and methods
The study design was a convenient, non-probability
study; cross-sectional recruitment of all patients with the
diagnosis of schizophrenia undergoing in-patient care at
the chronic mental hospitals and wards in the Kurdistan
region of Iraq. Participants were long-stay patients with
schizophrenia at Soz Mental Hospital, Shahid Salahi
Muhandis Mental Hospital and the chronic ward of
Hawler Mental Hospital. These are the only in-patient
health care providers for people with chronic mental
disorders who may require long stay in-patient care in
the Kurdistan Region of Iraq. Assessment of the patients
in the above settings was done during the period of April
to December of 2015.

Co-morbid medical and neurological disorders that may
share symptoms similar to negative symptoms of
schizophrenia, such as Parkinson Disease, were excluded
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from the project to avoid confounding misinterpretations
of these symptoms.
The current study was approved by the Ethical
Committee and the Scientific Research Unit of the
Kurdistan Board for Medical Specialties (KBMS). Prior
to interview, informed consent was obtained using
simple non-medical terms and was written in the
participants’ native language. In cases where a
prospective patient was unable to give consent due to
cognitive impairment, the authors sought permission
from the relative responsible for that person.

Study procedure: Prior to the initiation of the present
study, formal administrative approval was obtained. The
researcher introduced himself to the patients and their
families and explained the research aims. The researcher
visited these chronic mental hospitals once or twice
weekly for the assessment. Patients were interviewed in a
confidential setting. Then social workers, psychologists
and medical staffs provided their reports on each one.
Case files for each patient were examined for any
additional information.

Methods of assessment: The diagnosis of schizophrenia
was based on criteria in The International Classification
of Diseases - 10th Edition (ICD 10) and checklist of
schizophrenia. Consequently, each patient was assessed
by Positive and Negative Syndrome Scale (PANSS) over
an average of 30 to 45 minutes.
The ICD-10 is the standard diagnostic tool for
epidemiology, health management and clinical purposes.
This includes the analysis of the general health situation
of population groups. It is used to monitor the incidence
and prevalence of diseases and other health problems,
proving a picture of the general health situation of
countries and populations.2,3 According to ICD-10, nine
groups of symptoms are important for diagnosing
schizophrenia: (1) thought echo, insertion, withdrawal,
and broadcasting; (2) delusions of control, influence, or
passivity; (3) hallucinatory voices; (4) other persistent
delusions that are culturally inappropriate and
impossible; (5) persistent hallucinations; (6) breaks or
interpolation in thinking; (7) catatonic behavior; (8)
cognitive symptoms resulting in social withdrawal and
poor social performance, but not caused by depression or
medication; and (9) consistent, overall, change in
behavior.3
The Positive and Negative Syndrome Scale, or The
PANSS is a medical scale used for measuring symptom
severity of patients with schizophrenia. It was published
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in 1987 by Stanley Kay, Abraham Fiszbein and Lewis
Opler. It is widely used in the study of antipsychotic
therapy. The name refers to the two types of symptoms
in schizophrenia, as defined by the American Psychiatric
Association (APA): positive symptoms, which refer to an
excess or distortion of normal functions (e.g.,
hallucinations and delusions), and negative symptoms,
which represent a diminution or loss of normal
functions.4
Of the 30 items included in the PANSS, seven constitute
a positive scale, seven a negative scale, and the
remaining 16 a general psychopathology scale. The
scores for these scales are arrived at by summation of
ratings across component items. Therefore, the potential
ranges are 7 to 49 for the positive and negative scales,
and 16 to 112 for the general psychopathology scale. To
assess a patient using PANSS, an approximately 45minute clinical interview is conducted. The patient is
rated from 1 to 7 on 30 different symptoms based on the
interview as well as reports of family members or
primary care hospital workers.5

Statistical procedure: Data were arranged and coded
into the computer software named Statistical Package for
Social Science (SPSS version 21). Percentage and
frequencies were used for categorical variables. To
assess the differences among nominal variables, t-test
was applied when the nominated variable was consisting
of two levels. In the above analyses, two-tailed tests with
95% level of Confidence Interval (CI) were packaged.

For interval variables like age, years of formal education
and duration of illness, Pearson’s r correlation analyses
were applied, which were two-tailed according to the
direction of our hypotheses. Furthermore, correlation
coefficients of all symptoms of schizophrenia to each
other were calculated to uncover the extent of correlation
and co-occurrences of these symptoms altogether.
Additionally, a snapshot of the themes of delusion and
modalities of hallucination were tabulated across
particular demographic data.

Finally, simultaneous multiple regression analysis was
conducted to assess the standardized coefficient (B)
associations of all demographic variables, together, with
the symptom-profile of schizophrenia.
For each MR, the 95% CI was adjusted and prior
Correlation Matrices and Collinearity Diagnostics were
considered to obtain results that are more accurate. All
statistical procedures were tested on probabilities of:
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•
•
•

p value > 0.05 for no statistical significance
difference or association.
p value ≤ 0.05 for significant difference or
association.
p value ≤ 0.01 for highly significant difference
or association.

Results
During the current study period, N=136 patients with
schizophrenia were recruited: n=48 from Soz Hospital,
n=51 from Shahid Salahi Muhandis Hospital and n=37
from Hawler Mental Hospital. Only two patients from
Hawler Mental Hospital were ruled out from the study
because they were affected by concurrent stroke at the
time of the study. Demographic characteristics are shown
in Table 1. More than 64 % of the studied patients were
men, a significant number (83.1%) were unmarried, and
the mean years of formal education was as low as 6.77
years. To test the hypothesis that negative symptoms are
more prominent among patients with chronic
schizophrenia, a paired-sample t-test was performed. As
can be seen in Table 1, negative symptoms were
outstandingly more evident, with a mean difference of
7.243 points on PANSS, than positive symptoms that
flags to be statistically highly significant (p < 0.01).

Table 1. Description of the sample

Table 2. Positive subscale of PANSS
Positive Symptoms
M±SD a
P1- Delusions

2.3 ± 1.72

P2- Conceptual disorganization

3.25 ± 1.4

P3- Hallucinatory Behavior

2.5 ± 1.54

P4- Excitement

1.64 ± 1

P5- Grandiosity

1.3 ± 1

P6- Suspiciousness/Persecution

1.8 ± 1.4

P7- Hostility

3.1 ± 1.3

Total P subscale

15.95 ± 5.4

a Mean ± Standard Deviation

Conversely, among negative symptoms, Table 3
identifies Difficulty in Abstract Thinking (N5) as the
highest and Stereotyped Thinking (N7) as the lowest
recorded symptoms.

Table 3. Negative subscale of PANSS
Negative symptoms
M±SD a

Number of the total sample

N=136

N1- Blunted affect

3.1 ± 1.4

Age in Years (M±SD)a

37.9 ± 8.9

N2- Emotional withdrawal

3.6 ± 1.1

N3- Poor rapport

2.8 ±

Gender

Male

88 (64.7)

N (%)b

Female

48 (35.3)

Marital Status

Unmarried

113 (83.1)

N (%)b

Married

23 (16.9)

Formal years of education

(M±SD) a

1.35
N4- Passive/apathetic social withdrawal

3.4 ± 1.4

6.77 ± 4.4

Duration of the illness in months (M±SD) a

170.4 ± 82.1

N5- Difficulty in abstract thinking

4.5 ± 2

PANSS (M±SD)a

Positive subscale*

15.95 ± 5.4

N6- Lack of spontaneity and flow of

3.8 ±

Negative subscale*

23.2 ± 6.8

conversation

1.76

General subscale

42.65 ± 8.46

Total PANSS

81.8 ± 17

N7- Stereotyped thinking

2.04 ±
1.2

a
Mean ± Standard Deviation b Number (Percent)
* Paired t-test = 11.325; Mean Difference = 7.243; p value < 0.001

Total N Subscale
Tables 2 and 3 display the mean score of positive and
negative symptoms of schizophrenia. As seen from Table
2, Conceptual Disorganization (P2) and Hostility (P7)
were the most highly scored; and, Grandiosity (P5) as
well as Excitement (P4) the least scored positive
symptoms.
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23.2 ±
6.8

a Mean ± Standard Deviation

Table 4 demonstrates different themes of delusion among
studied individuals with chronic schizophrenia. Findings
suggest that Suspiciousness/Persecution is the most
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common theme of delusion whereas Erotomanic, Bizarre
and Control are the least common themes.

and tactile hallucination is the least common type of
hallucinations among the studied sample of patients.

Table 4. Themes of delusion
Theme (n=58 patients)
No. (%)
Reference

17(29.3)

Control

11 (18.9)

Somatic

18 (31)

Bizarre

9 (15.5)

Erotomanic

4 (6.9)

Grandiosity

13 (22.4)

Suspiciousness /Persecution

38 (65.5)

Table 5. Hallucinations modalities
Hallucination (n=62 patients) No. (%)
Auditory 39 (62.9)
Visual 31 (50)
Tactile 5 (8)
Olfactory 13 (20.9)
Gustatory 9 (14.5)

Table 5 shows types of hallucinations in patients with
chronic schizophrenia. Auditory hallucination is the most

Multiple regression analysis was conducted to determine
the best linear combination of age, gender, marital status,
education and illness duration for predicting positive
symptoms of schizophrenia. The beta weights, presented
in Table 6, suggest that none of these variables
significantly contributed to the prediction. However, as
seen from the same table, increases in age and illness
duration as well as being male are associated with less
positive symptoms. On the other hand, those who were
married and more formally educated presented with more
positive symptoms.

Table 6. Simultaneous Multiple regression analysis summary for age, gender, marital status, formal years of education and
illness duration predicting positive symptoms (N=136)
95% CI
Variables

Ba

SEB b

Βc

Lower

Upper

Age

-0.032

0.067

-0.053

-0.16

0.1

Gender

-0.698

1.004

-0.062

-2.68

1.28

Marital Status

1.932

1.274

0.134

-0.58

4.45

Formal years of education

0.047

0.11

0.038

-0.17

0.26

Illness duration

-0.004

0.007

-0.06

-0.018

0.01

a

Unstandardized Beta Coefficients
Standard Error of B
c
Standardized Beta Coefficients
b

Likewise, Analogous regression analysis was conducted
to test similar independent variables in predicting
however negative the symptoms of schizophrenia. As
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shown in Table 7, only formal years of education
significantly predicted more negative symptoms; as
education increased by one formal year, negative
symptoms significantly declined by a standardized beta
weight of almost 0.3.
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Table 7. Simultaneous multiple regression analysis summary for age, gender, marital status, formal years of education and
illness duration predicting negative symptoms (N=136)
95% CI
Ba

SEB b

Βc

Lower

Upper

Age

0.022

0.081

0.029

-0.13

0.18

Gender

1.499

1.208

0.1

-0.89

3.88

Marital status

0.633

1.533

0.035

-2.4

3.6

-0.464

0.132

-0.298*

-0.72

-0.2

0.008

0.009

0.095

-0.01

0.02

Variables

Formal years of education
Illness duration
* Highly significant

Table 8 shows that positive symptoms tended to be
positively correlated with each other. The following
positive symptoms show highly significant positive
correlation with each other: Delusion (P1) with
Conceptual Disorganization (P2), Grandiosity (P5) and
Suspiciousness/persecution
(P6);
Conceptual
disorganization (P2) with Delusion (P1), Hallucinatory
Behavior (P3) and Suspiciousness/persecution (P6);
Excitement (P4) with Grandiosity (P5); Grandiosity (P5)
with Conceptual Disorganization (P2) and Grandiosity

(P5); Suspiciousness/Persecution (P6) with Delusion
(P1), Conceptual Disorganization (P2) and Hallucinatory
Behavior (P3).
Additionally, the following positive symptoms show
significant positive correlation with each other: Delusion
(P1) with Hostility (P7) and Hallucinatory Behavior (P3)
with Grandiosity (P5).

Table 8. Correlation Coefficients of positive symptoms
P1

ra

P1

P2

P3

P4

P5

P6

P7

1

0.34**

0.16

0.07

0.23**

0.61**

0.2*

< 0.001

0.06

0.3

0.006

< 0.001

0.02

1

0.52**

0.09

0.16

0.33**

0.16

< 0.001

0.2

0.053

< 0.001

0.052

1

0.01

0.19*

0.22**

0.11

0.9

0.03

0.009

0.2

1

0.35**

-0.02

0.03

< 0.001

0.8

0.7

1

0.07

0.07

0.3

0.4

1

0.14

pb
P2

P3

P4

P5

P6

P7

ra

0.34**

pb

< 0.001

ra

0.16

0.52**

pb

0.06

< 0.001

ra

0.07

0.09

0.01

pb

0.3

0.2

0.9

ra

0.23**

0.16

0.19*

0.35**

pb

0.006

0.053

0.03

< 0.001

ra

0.61**

0.33**

0.22**

-0.02

0.07

pb

< 0.001

< 0.001

0.009

0.8

0.3

ra

0.2*

0.16

0.11

0.03

0.07

0.14

pb

0.02

0.052

0.2

0.7

0.4

0.1

0.1
1

a Pearson correlation coefficient b p value
* Significant ** Highly significant
Table 9 indicates that negative symptoms, analogous to
positive counterparts, have positive correlation with each
other. For instance, the following negative symptoms
display highly significant positive correlation with each
other: Blunted Affect (N1), Poor Rapport (N3) and
63

Difficulty in Abstract Thinking (N5) with all other
negative symptoms: Emotional Withdrawal (N2),
Passive/Apathetic Social Withdrawal (N4) and Lack of
Spontaneity and Flow of Conversation (N6) with all
negative symptoms apart from Stereotyped Thinking
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(N7), Stereotyped Thinking (N7) with Blunted affect
(N1), and Poor Rapport (N3) with Difficulty in Abstract
Thinking (N5).
Additionally, Emotional Withdrawal (N2) and
Passive/Apathetic Social Withdrawal (N4) significantly

correlated with Stereotyped Thinking (N7) in a positive
direction. On the other hand, Lack of Spontaneity and
Flow of Conversation (N6) did not correlate significantly
with Stereotyped Thinking (N7).

Table 9. Correlation Coefficients of negative symptoms
N1

ra

N1

N2

N3

N4

N5

N6

N7

1

0.37**

0.44**

0.3**

0.35**

0.41**

0.33**

< 0.001

< 0.001

< 0.001

< 0.001

< 0.001

< 0.001

1

0.35**

0.57**

0.41**

0.3**

0.2*

< 0.001

< 0.001

< 0.001

< 0.001

0.014

1

0.4**

0.42**

0.5**

0.26**

< 0.001

< 0.001

< 0.001

0.002

1

0.3**

0.3**

0.22*

< 0.001

< 0.001

0.011

1

0.27**

0.4**

< 0.001

< 0.001

1

0.15

pb
N2

N3

N4

N5

N6

N7

ra

0.37**

pb

< 0.001

ra

0.44**

0.35**

pb

< 0.001

< 0.001

ra

0.3**

0.57**

0.4**

pb

< 0.001

< 0.001

< 0.001

ra

0.35**

0.41**

0.42**

0.3**

pb

< 0.001

< 0.001

< 0.001

< 0.001

ra

0.41**

0.3**

0.5**

0.3**

0.27**

pb

< 0.001

< 0.001

< 0.001

< 0.001

< 0.001

ra

0.33**

0.2*

0.26**

0.22*

0.4**

0.15

< 0.001

0.014

0.002

0.011

< 0.001

0.08

p

b

0.08
1

a Pearson Correlation Coefficient
b p value
* Significant
** Highly Significant

Table 10 shows that most of the positive symptoms
correlate positively with negative symptoms of
schizophrenia. For instance, the following positive
symptoms show high significant correlations with some
negative symptoms: Conceptual Disorganization (P2)
with Blunted Affect (N1), Emotional Withdrawal (N2),
Difficulty in Abstract Thinking (N5) and Stereotyped
Thinking (N7), Hallucinatory Behavior (N3) with
Blunted Affect (N1), Emotional Withdrawal (N2), Poor
Rapport (N3) and Difficulty in Abstract Thinking (N5);
Excitement (P4) with Lack of Spontaneity and Flow of
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Conversation (N6); and Suspiciousness/Persecution (P6)
with Emotional Withdrawal (N2).
Moreover, the following positive symptoms express
significant positive correlation with some negative
symptoms: Delusion (P1) with Blunted Affect (N1),
Hallucinatory Behavior (P2) with Poor Rapport (N3) and
Passive/Apathetic Social Withdrawal (N4), Hallucinatory
Behavior (P3) with Passive/Apathetic Social Withdrawal
(N4) and Stereotyped Thinking (N7), and finally
Excitement (P4) with Blunted Affect (N1) and
Stereotyped Thinking (N7). On the other hand,
Grandiosity (P5) and Hostility (P7) did not correlate,
significantly,
with
any
negative
symptoms.
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Table 10. Correlation coefficients of positive vs. negative symptoms
P1

P2

N1

N2

N3

N4

N5

N6

N7

r

a

0.2*

0.13

-0.002

0.1

0.1

-0.07

0.002

p

b

0.03

0.1

0.9

0.1

0.1

0.3

0.9

r

a

0.3**

0.25**

0.2*

0.21*

0.5**

0.04

0.4**

pb
P3

P4

P5

P6

P7
a

< 0.001

0.003

0.018

0.015

< 0.001

0.6

< 0.001

a

0.27**

0.3**

0.23**

0.17*

0.34**

0.15

0.2*

pb

0.002

< 0.001

0.007

0.04

< 0.001

0.08

0.02

a

-0.17*

-0.07

-0.04

0.06

0.1

-0.26**

0.18*

pb

0.04

0.4

0.6

0.4

0.2

0.002

0.03

r

a

0.06

-0.01

0.03

0.04

0.04

-0.05

0.13

p

b

0.5

0.8

0.6

0.6

0.6

0.5

0.1

r

a

0.1

0.22**

-0.03

0.13

0.03

0.02

0.08

p

b

0.2

0.008

0.7

0.1

0.6

0.8

0.3

r

a

-0.03

0.02

0.09

0.007

0.14

-0.03

-0.11

p

b

0.7

0.7

0.2

0.9

0.09

0.6

0.1

r

r

Pearson correlation coefficient
* Significant ** Highly significant

b

p value

Discussion
To the investigators’ best knowledge, despite numerous
studies on schizophrenia signs and symptoms, there are
few
studies
addressing
these
devastating
psychopathologies of schizophrenia in Iraq. The current
study is the first to investigate symptom phenomenology
in those experiencing chronic schizophrenia in the
Kurdistan region of Iraq.
A key aim of the current study was to evaluate symptoms
of schizophrenia. We hypothesized that negative
symptoms may be more prominent over time than
positive symptoms; and, that there is no clear boundary
in occurrences between positive and negative symptoms
of schizophrenia.
N=136 patients with schizophrenia were assessed for the
present study, which comprised n=88 (64.7%) men and
n=48 (35.3%) women. The mean positive subscale was
15.95 ± 5.4 while the mean negative subscale was 23.2 ±
6.8, which suggests that the negative symptoms were
significantly more evident, with a mean difference of
7.243 points on PANSS.
In a cross sectional investigation of 134 patients with
schizophrenia, Kay et al. pooled data from an acute
sample (Opler et al. 1984) with their present group
compared PANSS scores in the acute (0-2 years), chronic
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(3-10 years), and long term chronic stages (>10 years).
They identified similar finding of negative symptoms
prominent among the chronic sample of the studied
patients.6,7
Positive symptoms of schizophrenia
Current results showed a mean of 15.95 of the total
positive symptoms on the PANSS rating scale.
Conceptual Disorganization and Hostility were the most,
and Grandiosity as well as Excitement the least scored
positive symptoms in this investigation. Kay et al.,
however,
found
Delusion
and
Conceptual
Disorganization the commonest and Excitement and
Hostility the least common positive symptoms.4 Several
factors might explain these differences, despite
similarities in Conceptual Disorganization and
Excitement scores, between these two studies including,
different cultures and educational backgrounds, stages of
therapy, as well as duration of the illness. Botros et al.,
though, found a 67% prevalence of Schneiderian First
Rank Symptoms among 42 patients with schizophrenia
in Egypt.8
Neither the demographic variables nor the illness
duration were identified as significant predictors for any
single positive symptoms on the multiple regression
analysis. Botros et al. found relevant results regarding
absence of influences of demographic data of the
occurrence of Schneiderian First Rank Symptoms in
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Egypt.8 Walker et al., moreover, came with similar
conclusions regarding gender when they assessed 882
patients with schizophrenia.9 However, Kianmanesh et
al. found illness duration to be negatively correlated with
the peak of their patients' positive symptoms.10
We cannot argue from conceptual point of view against
our findings with regard to demographic variables.
Furthermore, no particular study obviously highlighted
any differences in positive symptoms profile over
specific demographic variable.
Regarding the illness duration, one might predict a
reduction in the positive symptoms over time, with or
without treatment, as did Kianmanesh et al. We also
found similar reduction over time in our sample. Yet, the
reduction was not statistically significant. Such a
statistical difference might be due to a relatively shorter
duration of illness in our study compared to that of
Kianmanesh et al. This is beside the possibilities of
different stages of therapies between both studies.

The theme of Suspiciousness/Persecution was the
commonest, and the theme of Erotomania the least
common contents of delusion in the current sample.
Azhar et al. and Philip et al. who studied 270 and 448
patients with schizophrenia, respectively, came with
comparable conclusion.11,12 Nevertheless, De S et al.
revealed back different rates of delusional themes.13
It may be that the differences in the cultural backgrounds
of different studied populations directly influence the
contents and themes of delusions. Both Suhail and
Cochrane and Kim indicate that culture as well as the
immediate environment of the patients are the key
elements in determining the contents of delusion.14,15

this discussion. Difficulty in Abstract Thinking was the
most, and Stereotyped Thinking the least counted
negative symptoms in our investigation. Moriatry et al.
who investigated 205 geriatric patients with lifelong poor
outcome schizophrenia found almost an identical
Kay
et
al.,
however,
found
conclusion.17
Passive/Apathetic Social Withdrawal the most, and
Emotional Withdrawal the least common scored negative
symptoms.4 There may be various factors playing a role
in the differences found in the two studies; take for
example cultural variance, treatment effects, education,
duration of the illness, beside adopting different
assessment tools .

None of the demographic variables, except education,
were significant predictors for any single negative
symptoms on the multiple regression analysis. Education
was a significant predictor for many negative symptoms,
and it was the only demographic variable to significantly
forecast negative symptoms according to the multiple
regression analysis. Our findings are supported by
Gureje who investigated 147 in-patients with
schizophrenia and found that formal year of education
had a significant negative correlation with negative
symptoms.18

Our study showed comparable results regarding illness
duration with Kay and Singh,19 Liddle20 and Mathai and
Gopinath21 in which the negative symptoms were not
related to the duration of illness. Ring et al.,
nevertheless, reached a different conclusion regarding
gender when finding negative symptoms twice as severe
in men than women.22

Regarding hallucination modalities, our findings were
analogous to what is well known about schizophrenia.
Auditory hallucination was the commonest and tactile
one of the least common hallucinations in the current
sample. In schizophrenia, auditory hallucination is
clearly the most common type of hallucination. Visual
hallucination comes next to auditory hallucination.
Whereas olfactory and gustatory hallucinations tended to
be reported by a small minority of patients, with
olfactory hallucinations the more common of the two
types.16 These findings are comparable to our own
findings.

The last few decades have witnessed increased research
on schizophrenia symptoms, which showed considerable
evidence of more prevalent negative symptoms over time
than positive symptoms. The current study reached
similar conclusions that negative symptoms had a
positive correlation with duration of the illness.4,6,17,23
Nevertheless, as stated earlier in our discussion, in the
current studied sample duration of illness was longer
than seven years, which may enlighten the predominance
of negative over positive symptoms. This explanation is
supported in findings from patients studied by Kay et al.6
and Opler et al.7

Negative symptoms of schizophrenia
The present study showed a total mean negative score of
23.2 on PANSS rating scale. Negative symptoms were
more prevalent than positive symptoms, with a mean
difference of 7.243 points on PANSS as stated earlier in

Correlations of symptoms with each other
The present study shows that positive symptoms tend to
be positively correlates with one another. Excitement and
Hostility each have significant correlation with only one
positive symptom while others have correlations with
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few or most of the symptoms. The findings have major
similarities with Sheshai et al. finding who investigated
100 patients with chronic schizophrenia and found
similar co-occurrence of positive symptoms with each
another.23

Moreover, all negative symptoms, except Lack of
Spontaneity and Flow of Conversation and Stereotyped
Thinking, had significant or highly significant positive
correlations with all other negative symptoms. What was
absent in our expectation was the overall positive
correlation of both contrasting symptoms of
schizophrenia. Our investigation showed a majority of
positive symptoms to be significantly correlated with
negative symptoms. Nevertheless, parallel to ours,
Fention and McGlashan24 and Sheshai et al.23 who
investigated 187 and 100 patients with schizophrenia,
respectively, found similar conclusions. Crow, however,
revealed no significant correlation between positive and
negative symptoms, which are “at opposite ends of a
continuum”. Crow dichotomized schizophrenia to two,
contrasting as well as etiologically diverse, categorical
types. He described them as two different disease
processes, one biochemical, which leads to positive
schizophrenia symptomatology, and the other structural,
which leads to negative schizophrenia symptomatology.1
These findings might indicate that different category
symptoms have correlations with each other in different
directions and they are on a continuum.

Limitations
Interpretation of findings from the present study should
be considered in light of some limitations, such as the
relatively modest sample size and the cross sectional
nature of the study, which meant that tracking symptoms
longitudinally was not possible. The present study also
did not address correlations between symptoms to
patients’ current therapies and duration of their stay in
hospital as well as lack of inter-rater reliability studies to
ensure consistency among social workers, psychologists
and medical stuff who rated the patients.
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اﻟﻤﻠﺨﺺ

 وﺗﻘﯿﯿﻢ ﺗﺮاﺑﻂ ھﺬه اﻷﻋﺮاض ﻣﻊ ﺑﻌﻀﮭﺎ اﻟﺒﻌﺾ وﻛﺬﻟﻚ ﻣﻊ ﺑﯿﺎﻧﺎﺗﮭﻢ، ﺗﮭﺪف ھﺬه اﻟﺪراﺳﺔ اﻟﻰ ﺗﻘﯿﯿﻢ اﻷﻋﺮاض اﻹﯾﺠﺎﺑﯿﺔ واﻟﺴﻠﺒﯿﺔ ﻟﺪى ﻣﺮﺿﻰ اﻟﻔﺼﺎم:اﻷھﺪاف
.اﻟﺸﺨﺼﯿﺔ
 ﺗﻤﺖ إﺟﺮاء دراﺳﺔ ﻣﻘﻄﻌﯿﺔ ﻟﺘﻘﯿﯿﻢ اﻷﻋﺮاض اﻹﯾﺠﺎﺑﯿﺔ واﻟﺴﻠﺒﯿﺔ ﻟﺪى ﻣﺮﺿﻰ اﻟﻔﺼﺎم ﻓﻲ ﺛﻼﺛﺔ ﻣﺼﺤﺎت ﻧﻔﺴﯿﺔ ﻓﻲ ﻣﺪﯾﻨﺘﻲ ﺳﻠﯿﻤﺎﻧﯿﺔ وأرﺑﯿﻞ ﺑﯿﻦ ﻓﺘﺮة:طﺮق اﻟﺒﺤﺚ
. ﺗﻤﺖ اﻻﺳﺘﻌﺎﻧﺔ ﺑﻤﻘﯿﺎس اﻷﻋﺮاض اﻹﯾﺠﺎﺑﯿﺔ واﻟﺴﻠﺒﯿﺔ ﻟﺘﻘﯿﯿﻢ اﻷﻋﺮاض وﻗﺎﺋﻤﺔ ﺗﺪﻗﯿﻖ اﻟﺘﺼﻨﯿﻒ اﻟﺪوﻟﻲ اﻟﻌﺎﺷﺮ ﻟﻸﻣﺮاض.۲۰۱٥ ﻧﯿﺴﺎن إﻟﻰ ﻛﺎﻧﻮن اﻟﺜﺎﻧﻲ
 ﻛﺎﻧﺖ اﻷوھﺎم واﻟﮭﻼوس. ﻓﺮق ﻋﻠﻰ ﻣﻘﯿﺎس اﻷﻋﺮاض اﻹﯾﺠﺎﺑﯿﺔ واﻟﺴﻠﺒﯿﺔ۷٫۲٤۳  ﻛﺎﻧﺖ اﻷﻋﺮاض اﻟﺴﻠﺒﯿﺔ أﻛﺜﺮ وﺿﻮﺣﺎ ً ﻣﻦ اﻷﻋﺮاض اﻹﯾﺠﺎﺑﯿﺔ ﺑﻤﻌﺪل:اﻟﻨﺘﺎﺋﺞ
 ﻋﻠﻰ ظﮭﻮر، ﻋﺪا اﻟﻤﺴﺘﻮى اﻟﺘﻌﻠﯿﻤﻲ، ﻟﻢ ﯾﻜﻦ ھﻨﺎﻟﻚ ﺗﺄﺛﯿﺮا ً واﺿﺤﺎ ً ﻟﻠﺒﯿﺎﻧﺎت اﻟﺸﺨﺼﯿﺔ ﻟﻠﻤﺮﺿﻰ. ﻋﻨﺪ اﻟﻤﺮﺿﻰ ﻋﻠﻰ اﻟﺘﻮاﻟﻲ%٤٦ و%٤۳ ظﺎھﺮا ً ﻟﺪى اﻗﻞ ﻣﻦ
 أظﮭﺮت اﻟﺪراﺳﺔ ﻧﻤﻂ ﺗﺮاﺑﻄﻲ ﻟﻈﮭﻮر ﻛﻞ ﻣﻦ اﻷﻋﺮاض. ﻛﺎن واﺿﺤﺎ ً أن ﺗﺤﺴﻦ اﻟﻤﺴﺘﻮى اﻟﺘﻌﻠﯿﻤﻲ ﯾﺆدي إﻟﻰ اﻟﺘﻘﻠﯿﻞ ﻣﻦ ظﮭﻮر اﻷﻋﺮاض اﻟﺴﻠﺒﯿﺔ.اﻷﻋﺮاض
 ﻟﯿﺲ ھﻨﺎﻟﻚ ﺗﺄﺛﯿﺮ.ً  اﻷﻋﺮاض اﻟﺴﻠﺒﯿﺔ ھﻲ أﻛﺜﺮ ﺷﯿﻮﻋﺎ. ﺗﺘﻮﺟﮫ أﻋﺮاض اﻟﻔﺼﺎم ﻟﻠﻈﮭﻮر ﺑﻨﻤﻂ اﺳﺘﻤﺮاري ﺗﺮاﺑﻄﻲ: اﻻﺳﺘﻨﺘﺎج.اﻹﯾﺠﺎﺑﯿﺔ واﻟﺴﻠﺒﯿﺔ ﻣﻊ ﺑﻌﻀﮭﺎ اﻟﺒﻌﺾ
. ﻋﻠﻰ ظﮭﻮر أﻋﺮاض اﺿﻄﺮاب اﻟﻔﺼﺎم، ﻋﺪا اﻟﻤﺴﺘﻮى اﻟﺘﻌﻠﯿﻤﻲ،واﺿﺢ ﻟﻠﺒﯿﺎﻧﺎت اﻟﺸﺨﺼﯿﺔ ﻟﻠﻤﺮﺿﻰ
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Prevalence and Severity of Somatic Symptoms, Depression and Anxiety among Medical Students
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 دراﺳﺔ ﻣﻘﺎرﻧﺔ ﺑﯿﻦ طﻠﺒﺔ اﻟﺴﻨﺔ:ﻧﺴﺒﮫ اﻧﺘﺸﺎر وﺷﺪة اﻋﺮاض اﻟﺠﺴﺪﻧﺔ واﻻﻛﺘﺌﺎب واﻟﻘﻠﻖ ﻟﺪى طﻼب اﻟﻄﺐ ﻓﻲ ﺟﺎﻣﻌﺔ اﻟﺨﻠﯿﺞ اﻟﻌﺮﺑﻲ
اﻟﺜﺎﻧﯿﺔ واﻟﺴﻨﺔ اﻟﺴﺎدﺳﺔ
، ھﯿﺜﻢ ﻋﻠﻲ ﺟﮭﺮﻣﻲ، ھﯿﻔﺎء ﻣﺤﻤﺪ اﻟﻘﺤﻄﺎﻧﻲ، ﻋﺎﻣﺮ ﻣﺸﺎري اﻟﻐﻤﻼس، ﺗﺮﻛﻲ ﻋﺒﺪ ﷲ اﻟﻘﺤﻄﺎﻧﻲ، ﺟﺮاح ﺣﻤﺪ اﻟﺤﺮﯾﺺ، ﺧﺎﻟﺪ طﻼل اﻟﻌﺘﯿﻨﻲ،ﻋﻤﺎر ﻣﺤﻤﺪ ﻋﺒﺪ اﻟﻌﺰﯾﺰ

Abstract

O

bjective: The current study assessed the prevalence and severity of somatic symptoms, depression and anxiety
among students at the Arabian Gulf University. Comparison of symptoms was between Year 2 and Year 6 medical
students. Methods: We conducted a cross-sectional study using a convenient sample size of (N=160) where n=80 from
Year 2 and n=80 from Year 6. Assessment involved a socio-demographic and three self-report questionnaires. The Patient
Health Questionnaire-15 (PHQ-15) for detection of somatic symptoms, Patient Health Questionnaire-9 (PHQ-9) for
detection of depression symptoms and the Generalized Anxiety Disorder (GAD-7) to detect generalized anxiety disorder.
Results: Somatic symptoms were the highest among medical students with a prevalence of 46%. Anxiety symptoms came
second with a prevalence of 39.4%. The levels of moderate to severe depression symptoms were the lowest with a
prevalence of 18.8%. No statistically significant differences were obtained between groups. However, Year 2 students
reported higher levels of somatic symptoms while Year 6 students reported higher anxiety; depression symptom levels were
identical in both years. Female students reported higher levels of all three symptoms compared to males (p< 0.05).
Conclusion: Medical students had moderate levels of somatic and anxiety symptoms and low levels of depression
symptoms.

Key Words: Depression, anxiety, somatic symptoms, medical students, Arab
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Introduction
Life as a medical student imposes a certain lifestyle on
students that is considered one of the most stressful of all
educational systems.1 Medical schools present many
challenges and stressors as well as high expectations that
can affect students’ health, wellbeing and quality of life.
The poor quality of life that some medical students
experience may result in mental health challenges that
can affect their productivity.3 As it stands, the medical
community gives low priority to such mental illnesses,
and it even creates barriers to prevent medical students
and doctors from seeking help, including discrimination
in medical licensing, hospital privileges and professional
advancement.4
Research indicates that the presence of somatic
symptoms, anxiety and depression is quite common in
conflicting or highly demanding situations, such as
medical training.5 No doubt some level of anxiety can be
beneficial for medical students; however, from a certain
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degree onward, it can be counterproductive causing
blocked thinking and behavioral problems such as
smoking, alcohol and drug misuse.6 The research
literature highlights how stress from assessment and
examinations, exposure to learning demands and the dayto-day social interaction with new colleagues and
patients are the most anxiogenic factors. The prevalence
of anxiety symptoms in medical students is high
compared with the general population.5 Depressive and
somatic symptoms are also common among medical
students. The presence of depressive and somatic
symptoms is associated with demand for perfectionism in
medical students and with the constant stress to which
this population is subjected.7
Somatic, depression and anxiety symptoms appear to be
significant issues for medical students. A long-term aim
of the current research is to highlight the importance of
ongoing mental health assessment, treatment and
education for medical students.

Somatic Symptoms, Depression and Anxiety among Medical Students in the Arabian Gulf University
The specific aim is to estimate the prevalence and
severity of somatic, anxiety and depression symptoms
among medical students in the Arabian Gulf University,
Kingdom of Bahrain. The present study also aimed to
compare the difference between prevalence of the above
mentioned symptoms between two different stages of
medical education. We postulate that Year 6 medical
students will show higher levels of anxiety and
depression symptoms because this is when the final
exam is scheduled and students are usually in the process
of deciding on their career paths. We also predict that
women will report higher levels of depression, anxiety
and somatic symptoms because they are often better able
to express their emotions than men.

Methods
The present study is a cross-sectional design aimed to
assess the prevalence and severity of somatic, depression
and anxiety symptoms among a sample of medical
students attending the Arabian Gulf University in the
Kingdom of Bahrain. Differences in symptom
presentation between the medical sciences phase (Year
2) and clinical clerkship phase (Year 6) are also
addresses.
The present study took place in the College of Medicine
and Medical Sciences at the Arabian Gulf University.
The university was established in 1998 by the General
Council of Ministers of Education in the Gulf
Cooperation Council (GCC) Countries. The university
admits an average of 150 students annually from across
the GCC. Within the student body, women outnumber
men with the ratio currently being 4:1. The college of
medicine and medical sciences follows a problem-based
learning curriculum where teaching and learning are
carried out through an integrated organ-system based
process with the faculty members acting as facilitators to
small groups of students.
For the present study, a cross-sectional survey was
distributed from December 2015 to January 2016 using
self-administered
questionnaires.
The
sampling
technique involved non-randomized convenient sampling
for distributing the questionnaire to the individuals
participating.
The inclusion criteria:
1.
2.
3.
4.

Medical students attending Arabian
University;
Either gender included;
Year 2 or Year 6 medical students;
Willing to participate in the study.
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The exclusion criteria:
1.
2.

Students with pre-existing medical
psychiatric condition;
Incomplete surveys were excluded.

or

The questionnaires were a short, basic sociodemographic and three diagnostic instruments. The
Patient Health Questionnaire-15 (PHQ-15) is a selfadministered instrument developed for detection of
somatic symptoms that consists of a list of 15 somatic
symptoms.8 The 15 symptoms were each scored on a
three point Likert scale (Not bothered at all = 0, Bothered
a little = 1, Bothered a lot = 2). The PHQ-15 overall
score interpretation is as follows: 0-4 minimal somatic
symptoms, 5-9 low somatic symptoms, 10-14 medium
somatic symptoms, 15 or more high somatic symptoms.
Increasing scores on the PHQ-15 are strongly associated
with functional impairment, disability and health care
use.9
The Patient Health Questionnaire-9 (PHQ-9) assesses
depressive symptoms and scores each of the nine DSMIV criteria on a four-point Likert scale10 (0=not at all to
3=nearly every day). It is not a screening tool for
depression, but is used to monitor the presence and
severity of depression. PHQ-9 classification of
symptoms is scored as 5-9 minimal symptoms, 10-14
minor depression, 15-19 moderate major depression, >20
severe major depression.
The Generalized Anxiety Disorder-7 (GAD-7) is a selfreported instrument for screening and severity measuring
of generalized anxiety disorder (GAD).11 The instrument
has seven items, which measure severity of various signs
of anxiety on a four-point Likert scale (0=not at all to
3=nearly every day). GAD-7 scoring indicates that 0-2
none, 3-6 probable anxiety disorder.
The validity and test re-test reliability of the PHQ-15,
PHQ-9 and GAD-7 were established in clinical settings.9,
10,12,11
The three standardized instruments also
demonstrated high sensitivity and specificity. The
original English language versions for the three research
instruments were used to maintain and preserve the
psychometric and statistical properties of the tool. No
cross-cultural adaptations were needed and there was no
need to translate them.
The study was powered using a sample of 160 subjects.
Sample size calculations using an alpha of 0.05 and 80%
power indicated that a minimum of 100 participants
(n=50 for the medical sciences phase and n=50 for the
clerkship year phase) to determine a difference in the
prevalence proportion of at least 20% as an effect size
for anxiety or depression.
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Research approval was obtained from the Research
Committee, Arabian Gulf University in the Kingdom of
Bahrain. Participation was voluntary and no participant
was enforced to answer the questionnaire. No names,
identification numbers or addresses were taken during
the data collection to preserve anonymity and
confidentiality.

Results

N=160 students were enrolled in the current study with
n=80 from Year 2 and n=80 from Year 6. Gender
distribution shows that 66 (41.3%) were men and 94
(58.8%) were women. The students’ ages ranged
between 18-26 years with an arithmetic mean 21.5 year,
a standard error of the mean of 0.18 years (95%CI 21.1 –
21.8). See Table 1. Only three demographics were
collected to maintain the anonymity of participants.

Table 1. Sociodemographic characteristics of the medical students (N=160)
Educational Year
No.
%
80
50
Year 2
80
50
Year 6
Gender
No.
%
66
41.3
Male
94
58.8
Female
Age
Mean
Std. dev.
21.5
2.3
Table 2. Prevalence and severity of somatic symptoms of the medical students using the PHQ-15 (N=160)
Minimal somatic
Low somatic
Medium somatic
High somatic symptom
symptom severity
symptom severity
symptom severity
severity
No. (%)
No. (%)
No. (%)
No. (%)
Year 2
12 (15%)
25 (31.3%)
24 (30%)
19 (23.8)
Year 6
18 (22.5%)
31 (38.8%)
17 (21.3%)
14 (17.5%)
30 (18.8%)
56 (35%)
41 (25.6%)
33 (20.6%)
Total
Using the PHQ-15, we estimated that 46% had medium
to severe somatic symptoms. The prevalence of medium
to severe somatic symptoms was higher among Year 2
students (53%) compared to Year 6 students (39%).
Differences between Year 2 and 6 were not statistically

significant. However, statistical analysis showed a
significant difference between men and women as
regards somatic symptoms with women reporting higher
levels somatic symptoms compared to men. See Table 2.

Table 3. Prevalence and severity of depression symptoms of the medical students using the PHQ-9 (N=160)

None
No. (%)
Year 2

27 (32.5%)

Minimum
symptoms
No. (%)
27 (33.8%)

Year 6
Total

28 (35%)
55 (34.4%)

24 (30%)
51 (31.9%)

Looking at the prevalence of depression symptoms using
the PHQ-9, we found that 18.8% of medical students
showed signs and symptoms indicating moderate to
severe depression (see Table 3). Interestingly, the
prevalence and severity of depressive symptoms was
identical between Year 2 and Year 6. Thus, there were
no significant differences between them. Nonetheless,
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Minor depression
(Dysthymia)
No. (%)
11 (13.8%)

Moderate, major
depression
No. (%)
9 (11.3%)

13 (16.3%)
24 (15%)

9 (11.3%)
18 (11.3%)

Severe, major
depression
No (%)
6 (7.5%)
6 (7.5%)
12 (7.5%)

comparison between rates of depression in men and
women showed a statistically significant difference, with
higher rates found in women.
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Table 4. Prevalence and severity of anxiety symptoms of the medical students using the GAD-7 (n=160)

Year 2
Year 6
Total

No symptoms
No. (%)
51 (63.8%)
46 (57.5%)
97 (60.6%)

The overall rate of students having probable anxiety
disorder was 39.4% using the GAD-7. The prevalence of
anxiety disorders was higher in Year 6 compared with
Year 2 (see Table 4).

Year 2
Year 6
Total

Probable anxiety disorder
No. (%)
29 (36.3%)
34 (42.5%)
63 (39.4%)
The difference in the prevalence rates between students
of either gender was significant with women having
higher prevalence rates of anxiety disorders than men.

Table 5. Prevalence of anxiety (panic) attacks in medical students (N=160)
No attacks
No. (%)
49 (61.3%)
57 (71.3%)
106 (66.3%)

Approximately 34% of students experienced anxiety
(panic) attacks, 38.8% from Year 2, and 28.8% from
Year 6. Women reported more anxiety attacks than men
and the difference was statistically significant.

Discussion
Our study investigated the prevalence and severity of
somatic, depression and anxiety symptoms among
medical students attending the Arabian Gulf University
in Bahrain. Somatic symptoms were the most prevalent
symptoms (46%) and depression symptoms (18.8%)
were the least. Anxiety symptoms were also high with a
prevalence of 39.4% and 33.8% prevalence of anxiety
(panic) attacks.
Past studies have rarely focused on somatic symptoms
among medical students. Our study found that somatic
symptoms are the most prevalent symptoms in the
construction of the psychological profile of medical
students. Somatic symptoms are a constellation of
symptoms characterized by recurring, multiple and
clinically significant complaints about physical
symptoms. In our study, the main somatic symptoms
were: insomnia, fatigue, headaches, back pain,
generalized pain and menstrual cramps.
Results showed a slightly higher prevalence of moderate
to severe depression symptoms (18.8%) when compared
with studies conducted in Nigeria (7.6%),13 Oman
(11.4%),14 Sweden (12.9),15 China (13.5%),16 US
(14.3%),17 and New Zealand (16.9%).18 Other studies
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Yes
No. (%)
31 (38.8%)
23 (28.8%)
54 (33.8%)

have obtained higher prevalence of depression
symptoms, e.g. two studies in India: Gujarat (26.6%),19
New Delhi (29.1),20 and Latvia (34%).21 One study in the
Kingdom of Saudi Arabia found the prevalence of
depression was 43%, but dropped to 30% after
examinations.22 The studies in Nigeria, Oman, New
Delhi, New Zealand used the same research instrument the PHQ-9. A study conducted in Bahrain in 2011
showed an identical prevalence rate of depression
symptoms (18.9%) for Year 6 students, but higher rate
(31.9%) for Year 1 students; however, the Hospital
Anxiety and Depression Scale (HADS) was used. 23
Regarding the prevalence rate of anxiety symptoms, we
found a 39.4% rate in our study compared to 13.7% in
one from New Zealand.18 Year 2 medical students had a
prevalence rate of 36.3% and Year 6 medical students
had a higher prevalence rate of anxiety symptoms
(42.5%). A study of medical students attending the
Arabian Gulf University in Bahrain found a similar
pattern: 33.9% for Year 1 and 55.07% for Year 6
students.23 Findings suggest that anxiety symptoms are
greater in the higher years of medical education. The
results from our study however did not reach a difference
that was of any statistical significance.
Our study showed a statistically significant difference in
the prevalence and severity of somatic, depression and
anxiety related to gender. These results were consistent
with studies conducted in New Zealand,18 Saudi Arabia22
and Latvia.21 A systematic review of depression, anxiety
and other indicators of psychological distress among
medical students in Canada and the US also concluded
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that women had higher prevalence rates of somatic,
depression and anxiety compared to men.24
Several studies have concluded that female students are
more likely to experience depression,15,25 and that female
medical doctors tend to have higher suicide rates than
their male colleagues.26
Comparison between Year 2 and Year 6 demonstrated no
statistically significant differences in the prevalence and
severity of somatic, depression, and anxiety. However,
somatic symptoms were lower in Year 6 (38.8%)
compared to Year 2 (53.8%) for medium and high
somatic symptoms. Depression symptoms were identical
for Year 2 and Year 6 with a prevalence of 18.8% for
moderate and severe depression. Finally, anxiety
symptoms were higher in Year 6 (42.5%) compared to
Year 2 (36.3%).

Conclusion
When comparing our results with previous studies, e.g.
Arabian Gulf University in Bahrain, our results support
the finding that the magnitude of anxiety symptoms in
Year 6 reflected higher prevalence rates when compared
to Year 1.23 Nonetheless, our study did not find similar
results for depression symptoms.

There are several implications and recommendations
from the study. First, we propose that medical schools
have regular schedules to reduce unnecessary course
stress and account for the busy schedules of medical
students. This could be achieved by involving all
students or by using student satisfaction surveys. Second,
counselling and support services could be expanded.
Third, only three risk factors were considered in the
present study. For future research, we recommend
including more risk factors so results can have a larger
impact. Lifestyle-related risk factors would be of great
importance for future research to consider. Fourth, timemanagement and communication workshops could be
conducted for students, such as ‘coping skills training’.
Finally, the use of problem-based learning processes
could allow free time for self-directed learning and
reflection as well as building a balanced work-play
lifestyle. We conclude that the medical students in our
study reported moderate levels of somatic and anxiety
symptoms, but low levels of depression.
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اﻟﻤﻠﺨﺺ
 ﺗﮭﺪف ھﺬه اﻟﺪراﺳﺔ إﻟﻰ ﻣﻌﺮﻓﺔ ﻧﺴﺒﺔ اﻧﺘﺸﺎر وﺷﺪة اﻋﺮاض اﻟﺠﺴﺪﻧﺔ واﻻﻛﺘﺌﺎب واﻟﻘﻠﻖ ﻟﺪى طﻼب اﻟﻄﺐ ﻓﻲ ﺟﺎﻣﻌﺔ اﻟﺨﻠﯿﺞ اﻟﻌﺮﺑﻲ وﻣﻘﺎرﻧﺔ ھﺬه ﻧﺴﺐ:اﻻھﺪاف
80  ﺷﻤﻠﺖ اﻟﻌﯿﻨﺔ. طﺎﻟﺒﺎ160  ﻟﻘﺪ ﺗﻢ اﻻﻋﺘﻤﺎد ﻋﻠﻰ دراﺳﺔ ﻣﻘﻄﻌﯿﺔ ﺗﺸﻤﻞ ﻋﯿﻨﺔ ﻣﻜﻮﻧﺔ ﻣﻦ: طﺮﯾﻘﺔ اﻟﺒﺤﺚ.اﻻﻧﺘﺸﺎر واﻟﺸﺪة ﺑﯿﻦ طﻠﺒﺔ اﻟﺴﻨﺔ اﻟﺜﺎﻧﯿﺔ واﻟﺴﻨﺔ اﻟﺴﺎدﺳﺔ
 اﻷدوات اﻟﻤﺴﺘﺨﺪﻣﺔ اﺳﺘﺒﯿﺎن. ﺗﻢ اﺳﺘﺨﺪام اﺳﺘﻤﺎرة ﻟﻠﺒﯿﺎﻧﺎت اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ ﺑﺎﻹﺿﺎﻓﺔ اﻟﻰ ﺛﻼﺛﺔ أدوات ﻗﯿﺎس ﻋﻠﻤﯿﺔ. طﺎﻟﺒﺎ ﻣﻦ اﻟﺴﻨﺔ اﻟﺴﺎدﺳﺔ80طﺎﻟﺒﺎ ﻣﻦ اﻟﺴﻨﺔ اﻟﺜﺎﻧﯿﺔ و
Patient Health 9- ﻟﻘﯿﺎس اﻋﺮاض اﻟﺠﺴﺪﻧﺔ واﺳﺘﺒﯿﺎن ﺻﺤﺔ اﻟﻤﺮﯾﺾPatient Health Questionnaire-15 (PHQ-15) 15-ﺻﺤﺔ اﻟﻤﺮﯾﺾ
 ﻟﻘﺪ: اﻟﻨﺘﺎﺋﺞ. ﻟﻘﯿﺎس اﻟﻘﻠﻖGeneralized Anxiety Disorder 7 (GAD-7) ﻟﻘﯿﺎس اﻻﻛﺘﺌﺎب وﻣﻘﯿﺎس اﺿﻄﺮاب اﻟﻘﻠﻖ اﻟﻌﺎمQuestionnaire-9 (PHQ-9)
 وﻓﻲ اﻟﻤﺮﻛﺰ،%39.4  ﺑﯿﻨﻤﺎ ﺟﺎءت أﻋﺮاض اﻟﻘﻠﻖ ﻓﻲ اﻟﻤﺮﻛﺰ اﻟﺜﺎﻧﻲ ﺑﻨﺴﺒﺔ وﺻﻠﺖ اﻟﻰ%46 ﺗﻮﺻﻠﺖ اﻟﺪراﺳﺔ إﻟﻰ أن أﻋﺮاض اﻟﺠﺴﺪﻧﺔ ﻛﺎﻧﺖ ﻧﺴﺒﺘﮭﺎ اﻷﻋﻠﻰ ﺑﻨﺴﺒﺔ
، واﻟﺠﺪﯾﺮ ﺑﺎﻟﺬﻛﺮ ﺑﺄﻧﮫ ﻟﻢ ﯾﺘﻢ ﻣﻼﺣﻈﺔ اي ﻓﺮوﻗﺎت ذات دﻻﻟﺔ اﺣﺼﺎﺋﯿﺔ ﺑﯿﻦ طﻼب اﻟﺴﻨﺔ اﻟﺜﺎﻧﯿﺔ واﻟﺴﻨﺔ اﻟﺴﺎدﺳﺔ.%18.8 اﻟﺜﺎﻟﺚ ﺟﺎءت أﻋﺮاض اﻻﻛﺘﺌﺎب ﺑﻨﺴﺒﮫ
 وﻗﺪ اظﮭﺮت. ﺑﯿﻨﻤﺎ أظﮭﺮ طﻼب اﻟﺴﻨﺔ اﻟﺴﺎدﺳﺔ ﻧﺴﺒﺎ أﻋﻠﻰ ﻣﻦ أﻋﺮاض اﻟﻘﻠﻖ،ﺑﺎﻟﺮﻏﻢ ﻣﻦ ذﻟﻚ ﻓﺈن طﻼب اﻟﺴﻨﺔ اﻟﺜﺎﻧﯿﺔ أظﮭﺮوا ﻧﺴﺒﺎ أﻛﺒﺮ ﻣﻦ أﻋﺮاض اﻟﺠﺴﺪﻧﺔ
 ﻛﻤﺎ أﺷﺎرت اﻟﻨﺘﺎﺋﺞ ﺑﺄن اﻟﻨﺴﺎء ﻛﺎﻧﺖ ﻟﺪﯾﮭﻦ أﻋﺮاض أﻛﺜﺮ ﻣﻦ اﻟﺮﺟﺎل ﻓﻲ ﻛﻞ اﻷﻣﺮاض اﻟﻤﺬﻛﻮرة وﻗﺪ.اﻟﻨﺘﺎﺋﺞ ﺗﻄﺎﺑﻘﺎ ﻓﻲ ﻣﻌﺪﻻت أﻋﺮاض اﻻﻛﺘﺌﺎب ﺑﯿﻦ اﻟﺴﻨﺘﯿﻦ
 ﻟﻘﺪ أوﺿﺤﺖ ﻧﺘﺎﺋﺞ اﻟﺒﺤﺚ ﺑﺄن طﻼب اﻟﻄﺐ ﻓﻲ ﺟﺎﻣﻌﺔ اﻟﺨﻠﯿﺞ اﻟﻌﺮﺑﻲ أظﮭﺮوا ﻣﻌﺪﻻت ﻣﻌﺘﺪﻟﺔ ﻣﻦ أﻋﺮاض اﻟﺠﺴﺪﻧﺔ: اﻟﺨﺎﺗﻤﺔ.ﻛﺎﻧﺖ ھﺬه اﻟﻨﺘﺎﺋﺞ ذات دﻻﻟﺔ اﺣﺼﺎﺋﯿﺔ
. واﻟﻘﻠﻖ وﻟﻜﻨﮭﻢ اظﮭﺮوا ﻣﺴﺘﻮﯾﺎت ﻣﻨﺨﻔﻀﺔ ﻣﻦ أﻋﺮاض اﻻﻛﺘﺌﺎب
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Prevalence of Eating Disorders among Students at the University of Jordan
Basma F. Kilani

ﻧﺴﺒﺔ اﻧﺘﺸﺎر اﺿﻄﺮاﺑﺎت اﻻﻛﻞ ﻟﺪى طﻠﺒﺔ اﻟﺠﺎﻣﻌﺔ اﻷردﻧﯿﺔ
ﺑﺴﻤﺔ ف اﻟﻜﯿﻼﻧﻲ

Abstract

O

bjectives: The current study aimed to investigate the prevalence of psychological factors for developing Eating
Disorders (EDs) among students of the University of Jordan and its relationship to gender, year of study, and family
residence. Methods: The 40-item Eating Attitude Test - Jordanian Version (EAT-40-JOV) was applied to N=4565
participants, ages 18 to 22 years, from the 18 colleges that comprise the university. Test-retest reliability of the scale was
0.85 and internal consistency via Cronbach's Alpha was 0.94. The scale validity was measured by construct validity, where
loading of items on extracted factors agreed with the original version. Results: Findings indicated that total prevalence of
students at risk for developing and eating disorder was 14.2% (n=178). The total prevalence of EDs among women and
men was 15.7% and 10.6%, respectively. Results suggest that students from urban areas were at significantly higher risk of
developing an eating disorder than students from rural areas. Conclusion: The current study raises awareness about the
importance of screening young people in Jordan for EDs; however, further research is needed. The EAT-40-JOV as a
possible screening tool must be considered alongside observations that certain statements within it may lack cultural
validity.
Keywords: Eating disorders, university students, residence, factor analysis, gender
Declaration of interest: None

Introduction
Eating Disorders (EDs) are serious mental health
conditions related to persistent eating behaviors that
negatively impact the person’s health, emotions and
ability to function in important aspects of life. EDs
involve deforming of the body through over or under
intake of food; it can harm the heart, digestive system,
bones, and teeth and mouth, and lead to other diseases. A
number of risk factors have been associated with the
development of EDs. These factors are represented in
biological vulnerability, psychological predisposition,
family situations, and socio-cultural factors and all
contribute to the risk of developing an ED1.
There are four types of EDs: (1) Anorexia Nervosa (AN),
(2) Bulimia Nervosa (BN), (3) Eating Disorders Not
Otherwise Specified (EDNOS), and (4) Binge Eating
Disorder (BED).2 All were introduced fairly recently into
the medical nosology. Anorexia nervosa, as a type of
eating disorder, was first recognized as a mental disorder
in the late 19th Century. Bulimia nervosa was considered
a variant of AN in the 1970s and was introduced as an
independent disorder in the 1980s.3
This area of study has a short history in research with
theorists explaining the etiology of eating disorders
through a number of theories. Firstly, the biological
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theory describes EDs as being due to, either a lack of
appetite as is seen in people with anorexia nervosa or an
out of control appetite as in bulimia nervosa.1 Proponents
of the biological viewpoint have identified evidence of
abnormalities in the serotonergic functioning of
individuals who possess the symptoms of bulimia
neverosa.1 Another theory describes the neuro-endocrine
factor, which suggests that a hormonal aberration
triggers the disorder or that it can be mediated by stress
and other environmental factors that somehow disrupt
hormonal functioning which, in turn, affects eating.4
Eating disorders can also be explained through
developmental theory, which emphasizes the importance
of Social Learning Theory,5 whereby children learn by
imitating others; in short they observe, then remember,
and then reproduce at an appropriate time the observed
behavior.5 However, the Multivariate Etiology Model
indicates that there are numerous theoretical models that
explain how the risk factors for EDs work together to
enhance the development of eating pathology.3
Furthermore, cognitive factors suggest that individuals
afflicted with EDs feature several cognitive aberrations,
including obsessive thoughts, inaccurate judgments, and
rigid thinking patterns.4
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The Eating Attitudes Test (EAT-40)14

Another theory, the Familial Influences Theory, suggests
that families play a role in encouraging EDs at various
times; for example, praising the slenderness and self
control of the AN patient may be reinforce her/his eating
patterns.4 Lastly, the Socio-Cultural Contributions
Theory implies that EDs do not occur uniformly in all
cultures. Obsession with slimness is more likely in
cultures, in which food is abundant, while in cultures of
scarcity, the ideal body shape is much more likely to be
fuller.6

This measure was used as the main assessment tool for
the current study. It is one of the most commonly used
measures in the detection of EDs and was developed by
Garner and Garfinkel.14 It was translated into Arabic and
adapted to the national culture of Jordan by Shuriquie
and Abdulhamid.15 In the present study, reliability and
factorial validity of the Jordanian version (EAT-40-JOV)
were tested for the sample population. The 40-item,
seven factor model assesses: (1) Dieting, (2) Body Image
for Thinness, (3) Clandestine Eating, (4) Food
Preoccupation, (5) Slow Eating, (6) Perceived Social
Pressure to Gain Weight, and (7) Vomiting and Laxative.
Factor analysis results found all seven factors to be valid
for the Jordanian sample since the items were evenly
distributed as shown Table 1. This was evaluated with 30
students who were chosen randomly from the study
population in a three-week interval.

The current study investigated the prevalence of factors
associated with EDs as measured by the 40-item Eating
Attitude Test - Jordanian Version (EAT-40-JOV) among
a random sample of men and women studying as
undergraduates at the University of Jordan who were
between the ages of 18-22 years. The sample comprised
approximately 3% of the university’s student population
and the differences in prevalence took into account the
gender, year of study and the family residence.

Methods

The validity of the EAT-40-JOV was measured by
matching the extracted significant Eigenvalues of
extracted factors, with the original ones; there was
agreement between the two versions.

The study population consisted of all undergraduate
students enrolled in all of the faculties at the University
of Jordan during the second semester of the academic
year 2007/2008. At the time, the total population was
31,355 students. A representative sample of 3% of the
student population was chosen randomly and resulted in
a sample size of N=1405 from which n=148 were
excluded due to having incomplete information in their
response questionnaires. The final sample was N=1257
students (n=871 women, n=386 men).

All completed EAT-40-JOV questionnaires were
individually scored and calculated. This was done by
summing up the scores (1-3) on each item of the Eat-40JV (Total Score); a sub-score on each factor was
calculated. According to the score obtained, the student
was allocated to one of two groups: (1) the high risk
group, which comprised those at 75% above the cutoff
point) or (2) the low risk group comprised of those at
75% below the cutoff point) on each factor according to
the criterion suggested in the English version of EAT40.14

Demographic information included the student’s name,
weight, height, year of study, family residence, and size
of family; parental status, education, and profession were
also sought from the 1257 students selected from the
university’s 18 colleges.

Table 1. Internal consistency (Cronbach's Alpha) and test-retest for the Eat-40-JV and its factors

Dieting

10

Internal
Consistency
(Cronbach's Alpha)
0.84

Body Image for Thinness

8

0.89

0.92

Clandestine Eating

4

0.72

0.85

Food Preoccupation

4

0.74

0.82

Slow Eating

6

0.80

0.76

Factors

Number of
Items

77

Test-Retest
Correlation
Coefficient
0.89
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Perceived Social Pressure to Gain Weight

4

0.72

0.74

Vomiting and Laxatives

4

0.73

0.82

Eat-40-JOV

40

0.94

0.85

Statistical procedures

Results

Percentages of persons at high and low risk were
extracted. Logistic regression analysis was used to
extract odds (ratio of the event happen in one group to
that of the other group), and ϰ2 (Chi-square) to test
differences between percentages of persons at risk on
different levels of a certain variable. Factor Analysis was
used to measure construct validity of the tool.

The total prevalence of students at risk for developing
EDs among the university students who took part in the
study was 14.2% (n=178). The Slow Eating factor in the
EAT-40-JOV identified 70.1% of the students at risk of
developing an eating disorder, followed by the Body
Image for Thinness factor where 30.4% of the students
were at risk (see Table 2).

Table 2. Prevalence of total risk of developing EDs and the number and percentage of women and men at the cutoff point
for each of the seven factors in the EAT-40-JOV
Gender
Female
Factors

High Risk

Male

Low Risk

N

N

%

Dieting

129

14.8%

742

85.2%

48

12.4%

338

87.6%

Body Image for Thinness

301

34.6%

570

65.4%

81

21.0%

304

79.0%

Clandestine Eating

51

5.9%

820

94.1%

19

4.9%

367

95.1%

Food Preoccupation

106

12.2%

765

87.8%

46

11.9%

339

88.1%

Slow Eating

646

74.2%

225

25.8%

234

60.8%

151

39.2%

Perceived Social Pressure to Gain Weight

228

26.2%

643

73.8%

93

24.2%

292

75.8%

44

5.1%

827

94.9%

15

3.9%

370

96.1%

137

15.7%

734

84.3%

41

10.6%

345

89.4%

EAT-40-JOV

The total prevalence of EDs among women was 15.7%
(n=137) while among men it was 10.6% (n=41). The
percentage of at-risk men and women differed
significantly on the Slow Eating factor with 74.2%
women and 60.8% men endorsing high scores, where ϰ2
=22.82, which is significant at (p<0.05).
Women were 1.6 times more prone to having EDs
compared to men in the student population studied. The
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%

Low Risk

N

Vomiting and Laxatives

N

High Risk
%

%

results of Chi2=23.06 also revealed that men and women
differed significantly on their views about Body Image
for Thinness.
The highest prevalence rate was for the Slow Eating
factor, in both the rural and urban areas (see Table 3),
which was 70.8% (n=731) for students who were from
urban areas and 66.5% (n=149) for students from rural
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areas. No significant differences between ratios where ϰ2

=1.63.

Table 3. Prevalence for each factor of the EAT-40-JOV and total prevalence according to residence of the student's family
Residence
Rural
Factors

High Risk

Urban
Low Risk

High Risk

Low Risk

N

%

N

%

N

%

N

%

Dieting

36

16.1%

188

83.9%

141

13.6%

892

86.4%

Body Image for Thinness

62

27.7%

162

72.3%

320

31.0%

712

69.0%

Clandestine Eating

10

4.5%

214

95.5%

60

5.8%

973

94.2%

Food Preoccupation

31

13.8%

193

86.2%

121

11.7%

911

88.3%

Slow Eating

149

66.5%

75

33.5%

731

70.8%

301

29.2%

Perceived Social Pressure to Gain

57

25.4%

167

74.6%

264

25.6%

768

74.4%

Vomiting and Laxatives

9

4.0%

215

96.0%

50

4.8%

982

95.2%

EAT-40-JOV

32

14.3%

192

85.7%

146

14.1%

887

85.9%

Weight

The prevalence of predictive factors for developing EDs
among first year students was 17.3% (n=62), among
second year students was 12.8% (n=53), among third
year students was 12.1% (n=37), and among fourth year
students it was 14.5% (n=26). The results of the study
showed no significant effect relating to the year of study
observed on the prevalence of any factor for developing
EDs.

Discussion
Many factors influenced the development of eating
disorders (EDs), including age, gender, cultural views,
and acculturation. For age, some studies found that the
total prevalence of EDs reported varies widely.
Estimates range from about 1.15% among college
students to 21% (for those in the age range of 15-29
years).7,8 As this relates to gender, eating problems
affect men and women alike although women are
disproportionately affected with prevalence rates ranging
from 5% to 20%; in men, this ranges from 0.64% to
10%.9-11 Cultural values have been suggested as a
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contributing factor in the increase of EDs. Studies across
different cultures and within one cultural group across
different countries highlight how EDs, especially
anorexia nervosa, have become common and how they
are influenced by dieting and western social values.3
Lastly, acculturation, which is described as “the process
of shifting values to the host culture from the culture of
origin,”8 has also shown a positive correlation with
EDs.12 In Jordan, licensed dieticians and psychiatrists,
agree that Jordanian youth are increasingly affected by
western culture in two ways: the first relates to a change
in family lifestyle, e.g. eating fast foods is more
commonplace now; and, the second relates to the more
widely accepted belief that being thin is linked to
physical beauty. This belief may be linked to an increase
in obesity and dieting among adolescents and young
adults that has led to a rise in the number of ED cases
being reported,13 (personal communication: Nashashibi.
Kour, Khalaf, Tamimi, Khatib, and Samawi, 2008). The
process of acculturation is particularly apparent in
university students, such as those attending the
University of Jordan since many will have come from
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different backgrounds, (e.g. rural areas, the desert) thus
there is the prospect that many will undergo an
acculturation process, which may include changes in
body image.
Results from the current study suggested that the total
prevalence of students who were at a predictive point for
developing EDs was 14.2%. The prevalence rate among
women was 15.7% and amongst men 10.6%. There were
no significant differences relating to family residence.
The association between the prevalence of EDs with the
year of study at the University of Jordan was not
statistically significant.
As for results of the prevalence of predictive factors for
developing EDs, on each factor it was found that the
highest prevalence was seen in the Slow Eating factor
(70.1%), which consisted of the following items: 1- Like
eating with other people, 18- Like my clothes to fit
tightly, 19- Enjoy eating meat, 26- Take longer than
others to eat my meals, 27- Enjoy eating at restaurant,
39- Enjoy trying new rich foods. The reason for the high
rating on this factor might be due to the cultural
emphasis on eating slowly as a preferred habit;
Jordanians encourage their children to eat slowly and to
avoid filling their mouths with too much food. It is also
possible that students at this age start having the freedom
to eat at different restaurants with their peers and enjoy
trying new foods. Eating meat is associated with eating
healthy and its importance is emphasized in our culture
as well; this, with the above mentioned suggestions
might have affected the result on this factor.
The second highest prevalence factor was the Body
Image for Thinness factor. It represented a response rate
of 34.6% while the lowest response for all seven factors
was in relation to statements that explored student
attitudes toward Vomiting and Laxatives and Clandestine
Eating, which yielded a prevalence of 5.1%, and 5.9%,
respectively. The prevalence rates for responses to
statements relating to Vomiting and Laxatives and
Clandestine Eating were the lowest across the seven
factors. This might suggest that students who are at high
risk of being bulimic or anorexic hold stronger opinions
toward having Food Preoccupation or Drive for Thinness
than those who were at higher risk. This would be
expected since those who do develop serious EDs, such
as anorexia nervosa, may be less open about discussing
their views than those at risk for less serious
tendencies.16
The total prevalence of predictive factors for developing
of EDs, according to the EAT-40 JOV was 14.2%. In the
study by Burcin and Murphy, the prevalence of college
students who were at high risk of EDs was 15%.17
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The results obtained in the present study were not very
different from western studies, specifically studies
carried out in the USA with the exceptional finding in
this study that prevalence among men was higher than
the rates found in most studies. This might be due to
certain western socio-cultural values that many Jordanian
students feel the need to adopt and live by as influenced,
in many cases, by television and media and not as a
result of living in a western country. Arguably, movie
stars and models are the idols in this case and not normal
realistic people.18
However, other studies were consistent with the current
study in relation to the findings on acculturation - family
residence and year of study. The results were not
statistically significant on any of the factors of the EAT40-JOV or the overall total, which may be attributable to
family residence (Urban/Rural). This finding is
supported in a study that examined the relationship
between acculturation and EDs among MexicanAmerican women attending college in which the analysis
revealed
no
significant
relationship
between
8
acculturation and EDs.
In terms of the prevalence of predictive factors for
developing EDs and its association with the year of
study, the current findings indicated that there was no
statistical significant association between any of the
seven factors that comprised the Eat-40-JOV and the
year of study. Lipkin’s study revealed no statistically
significant results to support the hypothesis that
roommates influence one another's eating attitudes and
behaviors.19

Limitations and Recommendation
Very little research has been conducted in Jordan
concerning EDs among the age 18-22 year olds. The
current study investigated the prevalence rates for
university students in that age range who were at risk of
developing EDs. The results must be considered
alongside a number of limitations. For example, a single
assessment measure was used, namely the EAT-40-JOV
and the researcher did not conduct clinical interviews
with those who scored about the cutoff for meeting
criteria for an eating disorder. Thus, further information
was needed to substantiate the prevalence of EDs for the
sample population.
The high prevalence of 70.1% in the Slow Eating factor
may indicate that it is a culturally bound concept. This
point is worth exploring in future studies since culture
may have affected how the statements relating to that
factor were perceived by participants and, therefore, may
need to be modified or omitted. However, it may be
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argued that if that particular factor was influenced by
culture, then the prevalence as a whole would also be
lower.
These observations about cultural influences are
supported by the fact that at least four of the statements
within the EAT-40-JOV seemed unfamiliar or too
personal, according to some students. Their feedback
included comments in relation to, for example, Item 23“Have regular menstrual cycles”, Item 35- “Suffer from
constipation”, item 13- “I vomit after I have eaten”, and
item 31- “I feel that food controls my life”, and this may
well raise questions about the validity of responses to
these. It follows that there is a merit in expanding the
research with a wider sample from the general
population, which should include different age groups. It
would be important to also ensure that ED tendencies in
men are taken more seriously and future studies should
reflect this by ensuring men are recruited to such studies.
Future research must also seek to distinguish between the
effect of acculturation and the stress that is often
associated with it since that factor may lead to greater
risk of EDs in certain groups.

5.

6.

7.

8.

9.

10.

11.

Clinical implications
The current study highlights the vulnerability of young
people, in this case, university students toward the
development of EDs. It is a topic that has rarely been
studied in Jordan and merits further research. Relatively
high prevalence rates were identified, which can be used
to raise awareness about eating disorders and their
treatment. The EAT-40-JOV demonstrates good
reliability and internal consistency, but should be used
with caution in general health clinics given there may be
cultural sensitivities in relation to some statements within
the measure’s seven subscales. However, the measure
will go some way to support mental health practitioners,
such as Psychiatrists and Clinical Psychologists in the
screening of people who are at risk of developing EDs in
order to provide them with much needed help.
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ﻣﻠﺨﺺ
ﺗﮭﺪف ھﺬه اﻟﺪراﺳﺔ إﻟﻰ ﻣﻌﺮﻓﺔ ﻧﺴﺒﺔ اﻧﺘﺸﺎر اﻟﻌﻮاﻣﻞ اﻟﺘﻲ ﺗﺰﯾﺪ ﻣﻦ اﺣﺘﻤﺎل اﻹﺻﺎﺑﺔ ﺑﺎﺿﻄﺮاﺑﺎت اﻷﻛﻞ ﻟﺪى طﻠﺒﺔ اﻟﺠﺎﻣﻌﺔ اﻷردﻧﯿﺔ وﻋﻼﻗﺘﮭﺎ ﺑﺒﻌﺾ اﻟﻤﺘﻐﯿﺮات
اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ وھﻲ اﻟﺠﻨﺲ واﻟﺴﻨﺔ اﻟﺪراﺳﯿﺔ ﻓﻲ اﻟﺠﺎﻣﻌﺔ وﻣﻜﺎن إﻗﺎﻣﺔ اﻟﻌﺎﺋﻠﺔ .ﻛﺎن ﻣﺠﺘﻤﻊ اﻟﺪراﺳﺔ ﯾﺸﺘﻤﻞ ﻋﻠﻰ طﻠﺒﺔ اﻟﺒﻜﺎﻟﻮرﯾﻮس ﻓﻲ ﻛﻞ اﻟﻜﻠﯿﺎت ﻓﻲ اﻟﺠﺎﻣﻌﺔ
اﻷردﻧﯿﺔ ﺑﺎﺳﺜﻨﺎء طﻠﺒﺔ اﻟﺴﻨﺔ اﻟﺨﺎﻣﺴﺔ واﻟﺪراﺳﺎت اﻟﻌﻠﯿﺎ ،ﻛﻤﺎ ﺗﻢ اﺧﺘﯿﺎر  30ﺷﻌﺒﺔ ﻋﺸﻮاﺋﯿﺎ ﻣﺜﻠﺖ اﻟﻄﻠﺒﺔ اﻟﻤﺴﺠﻠﯿﻦ ﻓﻲ اﻟﻔﺼﻞ اﻟﺜﺎﻧﻲ ﻣﻦ اﻟﻌﺎم اﻟﺪراﺳﻲ ،2008/2007
وﻗﺪ ﺟﺎءت اﻟﻌﯿﻨﺔ ﻣﺘﻨﺎﺳﺒﺔ ﻣﻊ اﻟﻌﺪد اﻟﻜﻠﻲ ﻟﻠﻄﻠﺒﺔ ﻓﻲ اﻟﻜﻠﯿﺎت .ﻋﻠﻤﺎ ﺑﺄن اﻟﻌﺪد اﻟﻜﻠﻲ ﻟﻠﺸﻌﺐ اﻟﻤﺘﻮﻓﺮة ﻓﻲ اﻟﻔﺼﻞ اﻟﺪراﺳﻲ اﻟﻤﺬﻛﻮر ﻛﺎن ) (4567ﺷﻌﺒﺔ.
وﻗﺪ ﺟﺎءت اﻟﻌﯿﻨﺔ ﻣﻦ ) (1275طﺎﻟﺒﺎ ﺗﺘﺮاوح اﻋﻤﺎرھﻢ ﺑﯿﻦ  22-18ﺳﻨﺔ ،ﺣﯿﺚ ﻣﺜﻠﺖ ﻧﺴﺒﺔ اﻹﻧﺎث  871طﺎﻟﺒﺔ ،أﻣﺎ اﻟﺬﻛﻮر ﻓﻜﺎﻧﺖ  386طﺎﻟﺒﺎ.
اﺳﺘﺨﺪﻣﺖ اﻟﺒﺎﺣﺜﺔ اﺧﺘﺒﺎر ﯾﺤﻤﻞ اﺳﻢ اﻻﺗﺠﺎه ﻧﺤﻮ اﻷﻛﻞ "وﯾﺘﻜﻮن ﻣﻦ  40ﻓﻘﺮة “ ،وھﺬا اﻻﺧﺘﺒﺎر ﺗﻢ ﺗﻄﻮﯾﺮه ﻣﻦ ﻗﺒﻞ اﻟﺒﺎﺣﺜﯿﻦ ﺟﺎرﻧﺮ وﺟﺎرﻓﻨﻜﻞ ﺳﻨﺔ  ،1979وﻗﺪ ﻗﺎم
ﺑﺘﺮﺟﻤﺘﮫ إﻟﻰ اﻟﻌﺮﺑﯿﺔ اﻟﺪﻛﺘﻮر اﻟﺸﺮﯾﻘﻲ اﻟﻄﺒﯿﺐ اﻟﻨﻔﺴﻲ ﻓﻲ اﻟﺨﺪﻣﺎت اﻟﻄﺒﯿﺔ اﻟﻤﻠﻜﯿﺔ ﻓﻲ ﻋﻤﺎن  /اﻷردن.
وﻗﺪ ﺗﻢ اﺳﺘﺨﺪام ھﺬا اﻻﺧﺘﺒﺎر ﺑﻌﺪ اﻟﺘﺄﻛﺪ ﻣﻦ ﺻﺪﻗﮫ وﺛﺒﺎﺗﮫ اﻟﻤﺘﻮاﻓﻘﯿﻦ ﻣﻊ أھﺪاف ھﺬه اﻟﺪراﺳﺔ .أ ّﻣﺎ اﻻﺧﺘﺒﺎر اﻟﻤﺴﺘﺨﺪم ﻓﻘﺪ ﻛﺎن ﻣﺸﺎﺑﮭﺎ ً ﻷﻧﻤﻮذج اﻟﺒﺮﯾﻄﺎﻧﻲ اﻷﺻﻠﻲ ،ﻣﻤﺎ
أﺛﺒﺖ ﺻﺪق اﻻﺧﺘﺒﺎر وﻗﺪ ﻧﺘﺞ ﻋﻦ ذﻟﻚ ﻧﻤﻮذﺟﺎ ً أردﻧﯿﺎ ً ﯾﺘﻤﺘﻊ ﺑﺼﺪق وﺛﺒﺎت ﻟﻠﻌﯿﻨﺔ اﻟﺪراﺳﯿﺔ.
ﻛﺸﻒ اﻻﺧﺘﺒﺎر ﻋ ّﻤﺎ ﻧﺴﺒﺘﮫ  %14.2ﻣﻦ اﻟﻄﻠﺒﺔ اﻟﺬﯾﻦ ﺗﺰﯾﺪ ﻋﻨﺪھﻢ اﺣﺘﻤﺎﻟﯿﺔ اﻹﺻﺎﺑﺔ ﺑﺎﺿﻄﺮاﺑﺎت اﻷﻛﻞ ،وﻗﺪ ﺟﺎءت ﻧﺴﺒﺔ اﻟﺬﻛﻮر  %10.6أﻣﺎ ﻧﺴﺒﺔ اﻹﻧﺎث ﻓﻘﺪ ﺗﻤﺜﻠﺖ
ب ،%15.7وﻟﻢ ﯾﺸﺮ اﻻﺧﺘﺒﺎر إﻟﻰ وﺟﻮد ﻓﺮوق ذات دﻻﻟﺔ ﻟﻤﺘﻐﯿﺮي ﻣﻜﺎن إﻗﺎﻣﺔ اﻟﻌﺎﺋﻠﺔ أو اﻟﺴﻨﺔ اﻟﺪراﺳﯿﺔ ﻟﻠﻄﺎﻟﺐ.
أﺷﺎرت ﻧﺘﺎﺋﺞ اﻟﺪراﺳﺔ إﻟﻰ أن ﻧﺴﺒﺔ اﻧﺘﺸﺎر اﻟﻌﻮاﻣﻞ اﻟﺘﻲ ﺗﺰﯾﺪ ﻣﻦ اﺣﺘﻤﺎل اﻹﺻﺎﺑﺔ ﺑﺎﺿﻄﺮاﺑﺎت اﻷﻛﻞ ﻗﺪ ﺟﺎءت ﻣﺘﺸﺎﺑﮭﺔ ﻣﻊ اﻟﻨﺘﺎﺋﺞ اﻟﺘﻲ ﺗﻮﺻﻠﺖ إﻟﯿﮭﺎ اﻟﺪراﺳﺎت ﻓﻲ
اﻟﻮﻻﯾﺎت اﻟﻤﺘﺤﺪة اﻷﻣﺮﯾﻜﯿﺔ ،إﻻ أن اﻟﻔﺮق اﻟﻮﺣﯿﺪ اﻟﺬي ﺳﺠﻠﺘﮫ اﻟﺒﺎﺣﺜﺔ ﻓﻲ ھﺬه اﻟﺪراﺳﺔ ھﻮ أن ﻧﺴﺒﺔ اﻧﺘﺸﺎر اﻟﻌﻮاﻣﻞ اﻟﺘﻲ ﺗﺰﯾﺪ ﻣﻦ اﺣﺘﻤﺎل اﻹﺻﺎﺑﺔ ﺑﺎﺿﻄﺮاﺑﺎت اﻷﻛﻞ
ﺑﯿﻦ اﻟﺬﻛﻮر ﺟﺎءت أﻋﻠﻰ ،ﻓﻲ ﺣﯿﻦ اﺗﻔﻘﺖ ھﺬه اﻟﺪراﺳﺔ ﻣﻊ ﻏﯿﺮھﺎ ﻣﻦ اﻟﺪراﺳﺎت ﺣﻮل وﺟﻮد ﻋﻼﻗﺔ ذات دﻻﻟﺔ ﻣﻊ ﻣﺘﻐﯿﺮ اﻟﺴﻨﺔ اﻟﺪراﺳﯿﺔ وﻣﻜﺎن إﻗﺎﻣﺔ اﻟﻌﺎﺋﻠﺔ.
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دراﺳﺔ ﺗﺤﻘﯿﻘﯿﺔ ﻟﻠﺼﻮرة اﻟﻌﺮﺑﯿﺔ اﻟﺠﺪﯾﺪة ﻟﻤﻘﯿﺎس اﻷﻣﻞ اﻟﻄﺒﯿﻌﻲ ﻋﻨﺪ اﻟﺒﺎﻟﻐﯿﻦ ﻓﻲ ﻋﯿﻨﺔ ﻣﻦ اﻟﻄﻼب
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Abstract

O

bjectives: The present study investigated the factor structure of the Arabic translation of the Adult Dispositional
Hope Scale (Arabic ADHS), a measure of the agency and pathways components of the personality trait of hope, and
the relation of the hope trait to parenting styles as well as the positive psychology constructs of optimism, affect, and
resilience. Method: A total of N=275 Lebanese college youth (56.4% female) were administered in a counterbalanced
order the Arabic ADHS, and the Arabic versions of the Parental Authority Questionnaire (Arabic PAQ), the Revised Life
Orientation Scale (Arabic RLOS), the Positive and Negative Affect Schedule (Arabic PANAS), and the Connor-Davidson
Resilience Scale (Arabic CDRS). Results: Principal factor analysis of the Arabic ADHS confirmed a one-factor structure
with invariance across males and females. Multiple regression analyses showed resilience followed by positive affect,
authoritative parenting, and negative affect as contributing factors to prediction of Arabic hope scores. Conclusion: The
findings indicate that the hopeful mind of Lebanese college youth does not differentiate the agency trait of hope from the
pathways trait of hope, and highlight the pertinence of authoritative parenting, resilience, and positive emotions to the
personality trait of hope.
Keywords: Hope, optimism, affect, authoritative parenting, resilience, Lebanese youth
Declaration of Interest: None

Introduction
Over the past three decades the psychological concept of
hope has been understood largely from a theoretical
perspective, which describes it as a personality
characteristic comprised of two traits: Agency and
Pathways.1-7 People who have high hope perceive
themselves with high ability when setting goals (agency
trait) and high ability for generating pathways to realize
their goals (pathways trait). Informed by the agency
thinking and pathways thinking, hope theory, Snyder and
colleagues have developed and validated a trait measure
of hope for children,8 a state measure of hope for adults,9
and a trait measure of hope for adults.1 Over the past two
decades, studies on hope as a personality trait have been
informed by positive psychology. As a personality trait,
hope has been shown to correlate with positive
psychology constructs such as self-esteem, life
satisfaction, optimism, positive affect, academic success,
and spirituality.10-15 Similarly, the personality trait of
hope has been shown to be a vulnerability factor in
negative affect generally as well as anxiety and
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depression.10,16-18 Finally, hope as a personality trait has
been shown to be a strong predictor of adverse health
outcomes such as myocardial infarction and cancer,
above and beyond depression and traditional risk
factors19-20 as well as a risk factor for poor diabetic
management.21
The Adult Dispositional Hope Scale1(ADHS) is the most
widely used individual differences measure of hope. The
12-item, self-report ADHS is informed by Snyder’s twofactor Hope Theory6 and validated in the US.1 Since the
availability of the English version of the ADHS,1,13 the
scale has been translated into multiple languages,10-13,
15,17,22-24
including Arabic16for the purposes of validating
the cross-cultural equivalence and universality of the
instrument as well as its underlying theory.
In the present study, the ADHS was translated into
Arabic, and its reliability and validity was examined in
the context of Lebanese college youth. Validation of a
new translation of the ADHS into Arabic was informed
on methodological grounds. Firstly, the new Arabic

Validation of the Arabic Hope Scale
version was back-translated because of the potential
difficulties associated with linguistic or dialectical
adaptation of Arabic translations from other Arabicspeaking regions, the Kuwaiti version in this case.16
Secondly, the Arabic version of the ADHS that was
developed in Kuwait for use with Kuwaiti college
students relied on a principal components factor analysis
with a Varimax solution and a single test (eigenvalues) to
determine the number of factors to be extracted.16
Validation studies of psychological measures rely on an
Oblique solution if conceptually called for such as when
two or more factors of a scale are conceptually
interdependent rather than independent. The agency trait
and the pathways trait are theorized to be highly
interdependent,1 a proposition supported empirically by
the r=.67 reported for the relationship between the two
factors of the Arabic version of the ADHS.16 Thirdly,
determination of the number of factors underlying the
factor structure of the hope scale developed in Kuwait
relied on a single rather than multiple indicators such as
the scree test25 and parallel analysis.26 Fourthly, the hope
scale developed in Kuwait was not tested for factorial
invariance across groups of men and women; it showed
less than an acceptable level of internal consistency for
the total scale (α=.68); and even though a two-factor
structure was suggested, internal consistencies of the
Agency trait factor and the Pathways trait factor were not
reported.16

In the present study, the factor structure of the new
Arabic version of the ADHS was evaluated using
principal factor analysis. We expected two reliable
empirically derived factors corresponding to those
postulated by Snyder’s Hope Theory.6 In view of ADHS
being a trait personality measure of hope, we also
examined the relationship between hope and the three
parenting styles of authoritarianism, permissiveness and
Baumrind27
considered
twoauthoritativeness.27
dimensional parenting factors, warmth and control, to
influence the three parenting styles. Authoritarian parents
tend to show high punitive behavioral control and low
warmth; permissive parents show low behavioral control
but high warmth, and authoritative parents maintain high
assertive behavioral control and high warmth. We
expected authoritative parenting to correlate positively
with the personality trait of hope, whereas we expected
both permissive and authoritarian parenting to correlate
negatively with the personality trait of hope.

In addition to evaluation of the factor structure of the
Arabic version of the ADHS and its relation to parenting,
Arabic ADHS scores were examined in the context of
four theoretically grounded positive psychology
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constructs: optimism, positive affect, negative affect,
and resilience. Since optimism is a general sense that
good things will happen28 and is not inclusive of the
pathways thinking trait that is characteristic of hope, we
expected a moderate positive relationship between
Arabic ADHS scores and optimism scores. Similarly,
since people high on the traits of agency and pathwaysthose who perceive themselves with high ability of
setting goals and generating pathways to obtain these
goals are more likely to experience positive emotional
states6, we expected a positive relationship between
Arabic ADHS scores and positive affect and a negative
relationship with negative affect. In addition, since
Snyder’s Hope Theory6 proposes that people high on the
personality trait of hope have better agency and better
ability to find pathways to deal with and overcome
stressors in life, we expected Arabic ADHS scores to
correlate positively with resilience scores.

Method
Participants and procedure
A total of N=275 college youth from a private foreignaffiliated American university in Lebanon participated in
the study. The majority were women (56.4%) and their
mean age was 18.47 years (SD=1.43) with a range from
18 to 23 years. The participants were Lebanese (76%)
and Lebanese with other nationalities (24%).

Using convenience sampling, participants were recruited
from introductory psychology classes. Students enrolled
in the Psychology 201 course were sent, via the
participant pool coordinator (PPC), an online
announcement advertising the study. Interested
participants were directed then to the informed consent
through a Doodle link. Upon participation, they received
course credit for their involvement in the study.

Those who consented were administered in a counterbalanced order to minimize order effects a questionnaire
battery that included the Arabic versions of the Adult
Dispositional Hope Scale1 (Arabic ADHS), the Parental
Authority Questionnaire30 (Arabic PAQ), the Revised
Life Orientation Test29 (Arabic LOT-R), the Positive and
Negative Affect Schedule34 (Arabic PANAS), and the
Conner-Davidson Resilience Scale31 (Arabic CDRISC10). The PAQ and the CDRISC-10 did not require
translation, since they were both available in the Arabic
language.30-31 While the PAQ has been validated in the
case of Lebanese college youth, we were interested in
extending similar validation to the CDRISC-10, the
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LOT-R and the PANAS. The three measures (ADHS,
LOT-R, PANAS) were translated into Arabic by using a
backward translation methodology. A bilingual translator
translated the original versions of the three measures, and
then another bilingual translator translated the Arabic
versions back into English, independent of the first
translator. The two English versions were compared and
differences reconciled.

Instrumentation
Arabic Version of the
Questionnaire30 (Arabic PAQ)

Parental

Authority

The 30-item Arabic PAQ is a measure of the parenting
styles of authoritativeness (10 items), permissiveness (10
items), and authoritarianism (10 items). Each item
requires rating of both parents (the Ahel, in Arabic) from
1 (Strongly disagree) to 5 (Strongly agree), higher scores
representing
higher
parenting
styles.
Internal
consistencies of .72, .79, and .61 for authoritarian,
authoritative, and permissive parenting, respectively are
reported for the Arabic version of the scale.32 The
internal consistencies of the authoritative, authoritarian,
and permissive parenting derived from the Arabic PAQ
in the present study were α=.84, α=.82, and α=.64,
respectively. These findings compare with the internally
consistencies α=.86 for authoritative, α = .85 for
authoritarian and α=.76 for permissive parenting reported
by Saleh and Kazarian.33 Authoritative parenting scores
in the present study were negatively correlated with
authoritarian parenting (r=-.43, p<.001) but not
permissive parenting (r=.08, ns) and authoritarian
parenting was not correlated with permissive parenting
(r=.01, ns).These findings compare with those reported
by others33: r=-.52 (p< .001) between authoritarian and
authoritative parenting, r=-.21, (p<.001) between
authoritarian and permissive parenting, and r = -.21 (p<
.001) between authoritative and permissive parenting.

Arabic Version of the Adult Dispositional Hope Scale1
(Arabic ADHS)
The12-item Arabic ADHS consists of four agency trait
items (items 2, 9, 10 and 12), four pathways trait items
(items 1, 4, 6, 8), and four distracter items (see Appendix
A). Each item requires rating from 1 (Definitely False) to
8 (Definitely True), higher scores signifying higher the
personality trait of hope. Internal consistencies that range
from .74 to .84 are reported for the English version of the
scale.1
Arabic Version of the Positive and Negative Affect
Schedule34 (Arabic PANAS)
The 20-item Arabic PANAS comprises 10 positive
affect items and 10 negative affect items. Each item
requires rating from 1 (Very Slightly or Not at all) to 5
(Extremely), higher scores signifying higher positive
affect or higher negative affect. Internal consistencies of
the positive affect scale and negative affect scales
derived from the English version of the PANAS are α =
.89 and α = .85, respectively.35 The internal consistencies
of the Positive Affect and Negative Affect scales derived
from the Arabic PANAS were α=.79 and α=.81,
respectively, and their inter-correlation was nonsignificant (r=-.02, ns).

Arabic Version of the Connor-Davidson Resilience
Scale31 (CD-RISC-10)
The10-item Arabic CD-RISC-10 measures resilience.
Each item is rated from 0 (Strongly disagree) to 4
(Strongly agree), higher scores suggesting higher
resilience. An internal consistency of α=.85 is reported
for the Arabic version of the scale36 (Campbell-Sills
&Stein, 2007). The internal consistency of the Arabic
CD-RISC-10) in the present study was α=.83.

Results
Arabic Version of the Revised Life Orientation Test29
(Arabic LOT-R)
The 10-item Arabic LOT-R consists of three optimism
items, three pessimism items, and four distracters items.
Each item requires rating from 0 (Strongly disagree) to 4
(Strongly agree), higher scores signifying higher
optimism. An internal consistency of .78 is reported for
the English version of the scale.29 The internal
consistency of the Arabic LOT-R in the present study
was α=.62.
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Arabic ADHS: factor structure and reliability
The set of 8 items of the Arabic ADHS was subjected to
a principal factor analysis (Oblimin rotation) using SPSS
version 16. Bartlett’s test of sphericity was statistically
significant (χ2 (28) = 796.46, p<.05) and the KaiserMeyer-Olkin (KMO) value of .90 exceeded the KMO
value of .60 as suggested by Kaiser.37 Both of these
findings supported the factoriability of the correlation
matrix.

Validation of the Arabic Hope Scale
As can be seen in the scree plot (Figure 1), the results for
the total sample revealed the presence of one factor with
an eigenvalue of 4.183, accounting for a total of
62.43%of the variance. All items had factor loadings of
.47 and above. The internal consistency of the Arabic
ADHS was α=.87, a value higher than the α=.67 reported

for the old Arabic version of the ADHS16 and
comparable to the α=.83 and the α=.86 reported for the
Spanish11 and English13 versions of the scale,
respectively.

Figure 1: Scree Plot of the Arabic Dispositional Hope Scale items

Arabic ADHS scores were weakly correlated with age (r
=.13, p<.05). Also scores of males on the Arabic ADHS
were comparable to those of females (M=48.20,
SD=7.85 for males and M=47.05, SD=8.80 for females; t
(254) = -1.09, ns). The independence of age and gender
from ADHS scores is consistent with findings reported
by others.15

loadings of .62 and above. Similarly, the results for the
sample of women revealed the presence of one factor
with an eigenvalue of 4.258, accounting for a total of
53.22% of the variance. All items had factor loadings of
.40 and above. The internal consistencies of the Arabic
ADHS for females and males were α=.87 and α=.86,
respectively.

Arabic ADHS: factor invariance

Arabic ADHS and parenting

Separate factor analyses were conducted for males and
females to examine the invariance of the factor structure
of the Arabic ADHS across gender. Bartlett’s test of
sphericity was statistically significant for the male
sample (χ2 (28) = 322.53, p<.05) and the female sample
(χ2 (28) = 494.96, p<.05). Similarly, the Kaiser-MeyerOlkin (KMO) values of .88 for both men and women
exceeded the KMO value37 of .60. Both of these findings
supported the factoriability of the correlation matrix for
men and women.

Arabic ADHS scores correlated positively with
authoritative parenting scores (r=.36, p<.001) but not
authoritarian parenting (r=-.11, ns) or permissive
parenting (r=.12, ns). These findings compare to the
correlations of r=.35 for authoritative parenting, r=.024
for authoritarian parenting and r=-.053 permissive
parenting reported for Australian adolescents.38 The
findings in the present study suggest that the personality
trait of hope as measured by the Arabic ADHS is related
to authoritative parenting, but not authoritarian or
permissive parenting.

The results for the sample of men revealed the presence
of one factor with an eigenvalue of 4.089, accounting for
a total of 51.11%of the variance. All items had factor
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Arabic ADHS scores were correlated with optimism
scores, positive and negative affect scores, and resilience
scores. As expected, Arabic ADHS scores correlated
positively with optimism scores (r=.39, p<.001), positive
affect scores (r=.50, p<.001), and resilience scores
(r=.56, p<.001), and negatively with negative affect
scores (r=-.22, p<.01). Taken together, these findings
indicate that optimism, positive and negative affect, and
resilience are related to the personality trait of hope as
measured by the Arabic ADHS.
Forward multiple regression analysis with Arabic ADHS
scores as dependent variable and optimism, positive and
negative affect, resilience, and the parenting styles of
authoritative, authoritarian, and permissive as predictor
variables showed resilience as the strongest predictor of
Arabic ADHS scores(β=0.34, p<0.001), followed by
positive affect (β=0.28, p<0.001), authoritative parenting
(β=0.22, p<0.001), and negative affect (β=-0.14, p<0.05)
which cumulatively explained 45% of the variance.

Discussion
This is the first study that evaluates the validity of the
Arabic translation of the ADHS by examining its factor
structure and its relationship with theoretically grounded
correlates in a group of Lebanese college youth. As such,
an important purpose of the study was validation of the
Arabic ADHS, in the case of Lebanese college youth
with a view to extension of such investigations to the
larger youth population in Lebanon. Nevertheless, our
findings on the psychometric properties of the AHS and
the other measures require replication and further
standardization. For example, a limitation of the Arabic
PAQ is that it does not consider parenting which is low
in both the warmth and control dimensions. Similarly,
the relation of our measures to social desirability requires
further elucidation.

Contrary to our hypothesis, we extracted a reliable single
factor representing the personality trait of hope rather
than the traits of agency and pathways as postulated by
the theoretical grounding of the individual difference
measure in the US.1 Our findings are consistent with
those reported for the Spanish11 and Portuguese15
validations of the ADHS in college youth but not the
English version1 of the ADHS or the Chinese,23 Arabic16
and French10 translations of the scale. Studies that have

supported a two-factor solution have nevertheless noted
high correlations between agency thinking and pathways
thinking, further suggesting the viability of a single
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factor structure for the ADHS. For example, a correlation
of r=.67 between the agency thinking and pathways
thinking was reported for the Arabic translation16 of the
ADHS while an r=.78 was reported for the French
translation.10

In the present study, the factor structure of the Arabic
ADHS was invariant across gender, a finding consistent
with factorial invariance reported by others.10, 17 The onefactor structure obtained in the case of the Arabic ADHS
and the factor structure invariance across the sample of
men and women suggest that the hopeful mind of
Lebanese university students, like their counterparts for
example in Spain11 and Portugal,12 do not differentiate
between agency thinking and pathways thinking in the
way that, for example, US1 or Chinese23 college youth
do. One possible explanation for the single factor
structure obtained in the present study is the nature of the
ADHS items themselves in that the items representing
agency thinking and pathways thinking are seemingly
more blurred or not as conceptually distinct for the
Lebanese college youth as they are for university
students from the US. It might be that for Lebanese
youth, pathways may mean more than repeatedly
creating routes that lead to the accomplishment of goals.
An alternative explanation is that the collectivist culture
embedding Lebanese youth is confounding or possibly
diminishing of their agency and pathways in that family
and kin tend to play a significant role in blurring their
children’s agency with their own and being participants
in determining the pathways-choices and decisions of
college youth. As such, agency thinking and pathways
thinking is seemingly not as distinct in the case of
Lebanese college youth as they are in the case of agency
oriented American college youth. For example, whereas
American university students are likely to decide on
pathways to achieve their life goals, Lebanese youth who
stay financially dependent on their family and kin until
they graduate from university are often forced to comply
with their family’s choices of pathways for success or
alternatively are more assisted by their family and kin in
coming up with potential ways to achieve their goals.

We hypothesized authoritative parenting to correlate
positively with the personality trait of hope, whereas we
expected both permissive and authoritarian parenting to
correlate negatively with the personality trait of hope. In
the present study, authoritative but not authoritarian and
permissive parenting was associated with the personality
trait of hope, suggesting that only parents who are high
on warmth and assertive behavioral control are likely to
invoke the personality trait of hope, findings consistent
with those reported by others.38-39 Arabic ADHS scores
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correlated in the expected directions with optimism
scores, positive and negative affect scores and resilience
scores. The finding of a moderate positive correlation
between Arabic ADHS scores and optimism is consistent
with correlations reported for the French10 and
Portuguese12 validations of the ADHS. Similarly the
findings of a positive correlation with positive affect and
a negative correlation with negative affect are consistent
with the French10 validation of the ADHS and the study
on Turkish24 university students. While the personality
trait of hope as hypothesized is associated with
optimism, positive and negative affect and resilience
such that people with high hope tend to report less
negative affect and more optimism, positive affect, and
resilience, the findings are correlational and as such
limited in causal inferences. For example, high hope may
contribute to high positive affect, but it is equally likely
that high positive emotions invoke high hope.

Finally, the regression analysis showed that resilience,
positive and negative affect, and authoritative parenting,
but not optimism, were the best predictors of the
personality trait of hope. It is possible that authoritative
parenting has the benefit that it engenders the personality
trait of hope by invoking a family climate of positive
emotions and resilience whereas authoritarian and
permissive parenting styles do not show this advantage.7
It is equally likely that children with resilience and
positive emotional dispositions evoke authoritative
parenting with a positive influence on the personality
trait of hope.

The present study would have not been possible without
the contribution and support of certain people. Thank
you to Dr Fatima Al Jamil and Dr Alaa Hijazi for each of
your contributions to the methodology. Thank you Dr
May Awaida for the assistance you provided throughout
the entire process of data collection. Also, thank you Dr
Charles Harb for the guidance you provided with some
of the statistical analyses of this study.

References
1.

2.

3.

4.

5.
6.

7.
8.

Conclusion
The preset study relied on self-report measures, a
correlational design, and a convenient sample of
university students. As such, demand characteristics,
response style, lack of causal inferences and
generalization to populations other than college youth are
limitations of the study. While the findings also require
replication, tentative conclusions can be drawn. It is
possible to view the hopeful mind of the Lebanese
university student as not differentiating the agency trait
from the pathways traits. Secondly, the findings
implicate authoritative parenting, resilience and positive
emotions in the personality trait of hope, and as such
highlight their pertinence as potential targets for
intervention, particularly in national contexts replete with
civil and politically informed divisiveness and stress.

Acknowledgment
88

9.

10.

11.

12.

13.

Snyder CR, Harris C, Anderson JR, Holleran SA,
Irving LM, Sigmon ST, Yoshinobu L, Gibb J,
Langelle C, Harney P. The will and the ways:
development and validation of an individualdifferences measure of hope. J Person Soc Psychol.
1991;60(4):570-585.
Babyak MA, Snyder CR, Yoshinobu L. Psychometric
properties of the Hope Scale: A confirmatory factor
analysis. J Research Personality 1993; 27: 154-169.
Snyder CR, Cheavens J, Sympson SC. Hope: An
individual motive for social commerce. Group
Dynamics: Theory, Research, Practice 1997; 1:107118.
Snyder CR, Lapointe AB, Crowson JJ, Early S.
Preferences of high-and low-hope people for selfreferential in- put. Cognition & Emotion 1998; 12,
807-823.
Snyder CR. The psychology of hope: You can get
there from here. New York: Free Press, 1994.
Snyder CR. (Ed.). The handbook of hope: Theory,
measures, and applications. San Diego, CA:
Academic Press, 2000.
Snyder CR. Hope theory: Rainbows in the mind.
Psychol Inquiry 2002;13:249- 275.
Snyder CR, Hoza B, Pelham WE, Rapoff M, Wate L,
Danovsky M, et al. The development and validation
of the Children’s Hope Scale. J Pediatric Psychol.
1997;22:399-421.
Snyder CR, Sympson SC, Ybasco FC, Borders TF,
Babyak MA, Higgins, RL
Development and
Validations of the State of Hope Scale. J Personal
Soc Psychol. 1996;70:321-335.
Gana K, Diagre S, Ledrich J. Psychometric properties
of the French version of the Adult Dispositional
Scale. Assessment 2013;20:114-118.
Galiana L, Oliver A, Sancho P, Tomas JM.
Dimensionality and validation of the Dispositional
Hope Scale in a Spanish sample. Soc Indicat Res.
2015;120: 297-308.
Pacico JC, Bastianello MR, Zanon C, Hutz CS.
Adaptation and validation of the Dispositional Hope
Scale for adolescents. Psicologia: Reflaxo e Critica.
2013;26:488-492.
Snyder CR, Shorey HS, Cheavens J, Mann Pulvers
K, Adams VH, Wiklund, C. Hope and academic
success in college. J Educat Psychol. 2002;94:820826.

Elias RR, Kazarian S
14. Valle MF, Huebner ES, Suldo SK. An analysis of
hope as a psychological strength. J School Psychol.
2006; 44:393-406.
15. Marques SC, Lopez SJ, Fontaine AM, Coimbra S,
Mitchell, J. Validation of a Portuguese version of the
Snyder Hope Scale in a sample of high school
students. J Psychoeducational Assessment 2014;32:
781-786.
16. Abdel-Khalek A, Snyder CR Correlates and
predictors of an Arabic translation of the Snyder
Hope Scale. J Pos Psychol. 2007;2:228-235.
17. Edwards LM, Ong AD, Lopez, SJ. Hope
measurement in Mexican American youth. Hispanic
J Behav Sci. 2007;29,225-241.
18. Wong SS, Lim T. Hope versus optimism in
Singaporean adolescents: Contributions to depression
and life satisfaction. Personal Individ Diff. 2009;46:
648-652.
19. Everson, SA, Goldberg DE, Kaplan GA, Cohen RD,
Pukkala E, Tuomilehto J, Salomen JT. Hopelessness
and risk of mortality and incidence of myocardial
infraction and cancer. Psychosomatic Med. 1996;58:
113-121.
20. Irving LM, Snyder CR, Crowson JJ. Hope and the
negotiation of cancer facts by college women. J
Personality 1998;66:195-214.
21. Allen JV, Steele RG, Nelson MB, Peugh J, Egan A,
Clements M, Patton SR. A longitudinal examination
of hope and optimism and their role in Type 1
diabetes in youths. J Pediatric Psychol. 2016;41:741749.
22. Kato T, Snyder CR. The relationship between hope
and subjective well-being: Reliability and validity of
the Dispositional Hope Scale, Japanese version.
Japanese J Psychol. 2005;76:227-234.
23. Sun Q, Ng KM, Wang C. A validation study on a
new Chinese version of the Dispositional Hope Scale.
Measurement Evaluation Counseling Development
2012;45:133-148.
24. Demirli A, Turkmen M, Arik RS. Investigation of
dispositional and state hope levels’ relations with
student subjective well-being. Soc Indicat Res. 2014;
120:601-613.
25. Cattell RB. The scree test for number of factors.
Multivariate Behavioral Research 1966:1:245-276.
26. Horn JL. A rationale and test for the number of
factors in factor analysis. Psychometrika 1965;30:
179-185.
27. Baumrind D. The influence of parenting style on
adolescent competence and substance use. J Early
Adolesc.1991;11:56-95.
28. Scheier MF, Carver CS. Optimism, coping, and
health: Assessment and implications of generalized
outcome expectancies. Health Psychol. 1985;4:219247.
29. Scheier MF, Carver CS, Bridges MW. Distinguishing
optimism from neuroticism (and trait anxiety, selfmastery, and self-esteem): A reevaluation of the Life
Orientation Test. J Personal Soc Psychol. 1994;67:
1063-1078.

89

30. Dwairy M. Parenting styles and psychological
adjustment of Arab adolescents.
J Transcult
Psychiatry. 2004;41:233-252.
31. Connor KM, Davidson JRT. Development of a new
resilience scale: The Connor-Davidson Resilience
Scale (CD-RISC). Depression Anxiety 2003;18:7182.
32. Dwairy M, Achoui M, Abouserie R, Farah A, Ghazal
I, Fayad M, Khan H. Parenting styles in the Arab
societies: A first cross-regional research study. J
Cross-Cultural Psychol. 2006;37:230-247.
33. Saleh AOA, Kazarian SS. Perceived parenting styles
and their relationship to basic psychological needs
satisfaction,mental health and flourishing in a sample
of Lebanese college youth. Arab J Psychiatry. 2015;
26:155-163.
34. Watson D, Clark LA, Tellegen A. Development and
validation of brief measures of positive and negative
affect: The PANAS scales. J Personal Soc Psychol.
1988; 54:1063-1070.
35. Crawford JR, Henry JD. The positive and negative
affect schedule (PANAS):
Construct validity,
measurement properties and normative data in a large
non- clinical sample. Br J Clin Psychol. 2004;
43:245-265.
36. Campbell-Sills L, Stein MB. Psychometric analysis
and refinement of the Connor- Davidson Resilience
Scale (CD-RISC): Validation of a 10-item measure of
resilience. J Traumatic Stress 2007; 20: 1019-1028.
37. Kaiser H. An index of factorial simplicity.
Psychometrika. 1974;39:31-36.
38. Shahimi P, Heaven P, Ciarrochi J. The interrelations
among perception of parental styles and
psychological well-being in adolescence: A
longitudinal study. Iranian J Public Health. 2013;42:
570-580.
39. Heaven P, Ciarrochi J. Parental styles, gender and the
development of hope and self-esteem. Eur J
Personality 2008;22:707-724.
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اﻟﻤﻠﺨﺺ
اﻷھﺪاف :ﺗﮭﺪف ھﺬه اﻟﺪراﺳﺔ اﻟﻰ اﺳﺘﻘﺼﺎء ﻛﯿﻔﯿﺔ ﻋﻤﻞ ھﯿﻜﻠﯿّﺔ اﻟﺘﺮﺟﻤﺔ اﻟﻌﺮﺑﯿﺔ ﻟﻤﻘﯿﺎس اﻷﻣﻞ اﻟ َ
ﻄﺒْﻌﻲ ﻋﻨﺪ اﻟﺒﺎﻟﻐﯿﻦ (Arabic Translation of the Adult
ﻗﻮة ﺳﻤﺎت اﻟﺸﺨﺼﯿﺔ اﻟ ُﻤﻔﻌﻤﺔ ﺑﺎﻷﻣﻞ وﻣﺴﺎراﺗﮭﺎ ،واﻟﻌﻼﻗﺔ ﺑﯿﻦ اﻷﻣﻞ وأﻧﻤﺎط اﻟﺘﺮﺑﯿﺔ ،إﺿﺎﻓﺔ اﻟﻰ ﻋﻠﻢ اﻟﻨﻔﺲ
ﻣﻜﻮﻧﺎت ّ
 (Dispositional Hope Scaleوھﻮ ﻣﻘﯿﺎس ّ
ﻲ ﻋﻠﻰ اﻟﺘﻔﺎؤل ،واﻟﺘﺄﺛّﺮ اﻟﻌﺎطﻔﻲ ،واﻟﻤﺮوﻧﺔ .اﻟﻄﺮﯾﻘﺔ :ﺗ ّﻢ أﺧﺬ ﻋﯿّﻨﺔ ﻣﺆﻟﻔﺔ ﻣﻦ  275طﺎﻟﺐ ﻟﺒﻨﺎﻧﻲ ﺟﺎﻣﻌﻲ )ﻣﺎ ﯾﻌﺎدل  (٪56.4ﻹﺟﺮاء ،ﺑﺘﺮﺗﯿﺐ ﻣﻮازن،
اﻹﯾﺠﺎﺑﻲ اﻟﻤﺒﻨ ّ
اﺧﺘﺒﺎر اﻷﻣﻞ ) (Arabic ADHSواﻟﻨﺴﺦ اﻟﻌﺮﺑﯿﺔ ﻣﻦ اﺳﺘﺒﯿﺎن اﻟﺴﻠﻄﺔ اﻷﺑﻮﯾﺔ ) (Arabic PAQواﻻﺧﺘﺒﺎر اﻟﻌﺮﺑﻲ ﻟﻠﺘﻮﺟﮭﺎت اﻟﺤﯿﺎﺗﯿﺔ )(Arabic RLOS
وﻣﻘﯿﺎس اﻟﻌﺎطﻔﺔ اﻟﺴﻠﺒﯿﺔ واﻹﯾﺠﺎﺑﯿﺔ ) (Arabic PANASوﻣﻘﯿﺎس ﻛﻮﻧﻮر -دﯾﻔﯿﺪﺳﻮن ﻟﻠﻤﺮوﻧﺔ (Arabic CDRS).اﻟﻨﺘﺎﺋﺞ :أ ّﻛﺪت ﻧﺘﺎﺋﺞ ﺗﺤﻠﯿﻞ اﻟﻌﺎﻣﻞ اﻟﺮﺋﯿﺴﻲ
ﻟﻤﻘﯿﺎس اﻷﻣﻞ ) (Arabic ADHSوﺟﻮد ﺑُﻨﯿﺔ ذات ﻋﺎﻣﻞ واﺣﺪ ﻏﯿﺮ ﻗﺎﺑﻠﺔ ﻟﻠﺘﻐﯿّﺮ ﻋﻨﺪ اﻟﺬﻛﻮر واﻹﻧﺎث .ﻛﻤﺎ أﺷﺎرت ﻋﺪّة ﺗﺤﺎﻟﯿﻞ ﺗﺮاﺟﻌﯿﺔ اﻟﻰ ﻋﺎﻣﻞ اﻟﻤﺮوﻧﺔ ﺗﻠﯿﮫ
اﻟﻤﺸﺎﻋﺮ اﻹﯾﺠﺎﺑﯿﺔ وﻣﻦ ﺛ ّﻢ أﺳﺎﻟﯿﺐ اﻟﺘﺮﺑﯿﺔ اﻟﺼﺎرﻣﺔ واﻟﻤﺸﺎﻋﺮ اﻟﺴﻠﺒﯿﺔ اﻟﺘﻲ ﺷ ّﻜﻠﺖ ﺟﻤﯿﻌﮭﺎ ﻋﻮاﻣﻞ ﻣﺴﺎھﻤﺔ ﻓﻲ ﺗﻮﻗّﻊ ﻧﺘﺎﺋﺞ اﺧﺘﺒﺎر اﻷﻣﻞ اﻟﻌﺮﺑﻲ .اﻟﺨﻼﺻﺔ :ﺗﺸﯿﺮ
اﻟﻨﺘﺎﺋﺞ إﻟﻰ ّ
ﻗﻮة ﺳﻤﺔ اﻷﻣﻞ وﻣﺴﺎراﺗﮭﺎ ،وﯾﺴﻠّﻂ اﻟﻀﻮء ﻋﻠﻰ اﻟﺼﻠﺔ اﻟﻮﺛﯿﻘﺔ ﺑﯿﻦ أﺳﺎﻟﯿﺐ اﻟﺘﺮﺑﯿﺔ اﻷﺑﻮﯾﺔ
أن ﻋﻘﻞ اﻟﺸﺒﺎب اﻟﺠﺎﻣﻌﯿﯿﻦ اﻟﻠﺒﻨﺎﻧﯿﯿﻦ اﻟ ُﻤﻔﻌﻢ ﺑﺎﻷﻣﻞ ﻻ ﯾﻤﯿّﺰ ﺑﯿﻦ ّ
اﻟﺼﺎرﻣﺔ ،واﻟﻤﺮوﻧﺔ ،واﻟﻌﻮاطﻒ اﻹﯾﺠﺎﺑﯿﺔ وﺳﻤﺔ اﻟﺸﺨﺼﯿﺔ اﻟ ُﻤﻔﻌﺔ ﺑﺎﻷﻣﻞ.
ﻛﻠﻤﺎت أﺳﺎﺳﯿﺔ :اﻷﻣﻞ ،اﻟﺘﻔﺎؤل ،اﻟﻌﺎطﻔﺔ ،أﺳﺎﻟﯿﺐ اﻟﺘﺮﺑﯿﺔ اﻟﺼﺎرﻣﺔ ،اﻟﻤﺮوﻧﺔ ،اﻟﺸﺒﺎب اﻟﻠﺒﻨﺎﻧﻲ
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Appendix A
)Arabic Version of the Adult Dispositional Hope Scale (Arabic ADHS
ﻣﻘﯿﺎس اﻷﻣﻞ ﻟﻠﺒﺎﻟﻐﯿﻦ
اﻟﺘﻌﻠﯿﻤﺎت :اﻗﺮأ )ي( ﻛﻞ ﺑﻨﺪ ﺑﻌﻨﺎﯾﺔ .ﺑﺎﺳﺘﺨﺪام اﻟﻤﻘﯿﺎس اﻟﻤﺒﯿﻦ أدﻧﺎه ،ﯾﺮﺟﻰ ﺗﺤﺪﯾﺪ اﻟﺮﻗﻢ اﻟﺬي ﯾﻌﺒﺮ ﻋﻨﻚ)ي( وﺿﻊ)ي( ھﺬا اﻟﺮﻗﻢ ﻓﻲ اﻟﻔﺮاغ أدﻧﺎه.
 =1ﺧﻄﺄ
ﺑﺎﻟﺘﺄﻛﯿﺪ

 =2ﺧﻄﺄ ﻓﻲ
اﻟﻐﺎﻟﺐ

 =3ﺧﻄﺄ إﻟﻰ
ﺣﺪ ﻣﺎ

 =4ﺧﻄﺄ
ﻗﻠﯿﻼ

 =5ﺻﺤﯿﺢ
ﻗﻠﯿﻼ

ﺧﻄﺄ
ﺑﺎﻟﺘﺄﻛﯿﺪ

ﺧﻄﺄ ﻓﻲ
اﻟﻐﺎﻟﺐ

 =6ﺻﺤﯿﺢ إﻟﻰ
ﺣﺪ ﻣﺎ

ﺧﻄﺄ إﻟﻰ
ﺣﺪ ﻣﺎ

ﺧﻄﺄ
ﻗﻠﯿﻼ

 =7ﺻﺤﯿﺢ ﻓﻲ
اﻟﻐﺎﻟﺐ

ﺻﺤﯿﺢ
ﻗﻠﯿﻼ

ﺻﺤﯿﺢ
إﻟﻰ ﺣﺪ ﻣﺎ

 =8ﺻﺤﯿﺢ ﺑﺎﻟﺘﺄﻛﯿﺪ

ﺻﺤﯿﺢ ﻓﻲ ﺻﺤﯿﺢ
ﺑﺎﻟﺘﺄﻛﯿﺪ
اﻟﻐﺎﻟﺐ

1

أﺳﺘﻄﯿﻊ أن أﻓﻜﺮ ﻓﻲ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻄﺮق
ﻟﻠﺨﺮوج ﻣﻦ اﻟﻀﻐﻂ

1

2

3

4

5

6

7

8

2

أﻧﺎ أﺗﺎﺑﻊ أھﺪاﻓﻲ ﺑﻨﺸﺎط

1

2

3

4

5

6

7

8

3

أﺷﻌﺮ ﺑﺎﻟﺘﻌﺐ ﻣﻌﻈﻢ اﻟﻮﻗﺖ

1

2

3

4

5

6

7

8

4

ھﻨﺎك اﻟﻜﺜﯿﺮ ﻣﻦ اﻟﻄﺮق ﺣﻮل أي ﻣﺸﻜﻠﺔ

1

2

3

4

5

6

7

8

5

أﻧﺎ أﺳﻘﻂ ﺑﺴﮭﻮﻟﺔ ﻓﻲ أي ﻧﻘﺎش

1

2

3

4

5

6

7

8

6

أﺳﺘﻄﯿﻊ أن أﻓﻜﺮ ﻓﻲ طﺮق ﻋﺪﯾﺪة ﻟﻠﺤﺼﻮل
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Chronic Koro-Like Syndrome Co-morbid with Schizophrenia and History of Cannabis Abuse in
an Egyptian Patient: Case Report
El-Tantawy, AMMA

 ﺗﻘﺮﯾﺮ ﺣﺎﻟﺔ:ﻣﺘﻼزﻣﺔ ﺷﺒﯿﮫ ﻛﻮرو اﻟﻤﺰﻣﻨﺔ ﻣﺼﺎﺣﺒﺔ ﻟﻠﻔﺼﺎم ﻣﻊ ﺗﺎرﯾﺦ ﺳﺎﺑﻖ ﺑﺈﺳﺎءة اﺳﺘﺨﺪام اﻟﺤﺸﯿﺶ ﻓﻲ ﻣﺮﯾﺾ ﻣﺼﺮي
أﺷﺮف ﻣﺤﻤﺪ ﻣﺤﻤﺪ ﻋﻠﻲ اﻟﻄﻨﻄﺎوي

Abstract

I

ntroduction: Koro, or Genital Retraction Syndrome (GRS), is a culture-bound syndrome, which was first identified in
Southeast Asia. It has occurred as an epidemic in some parts of the world. In western societies, ideas of genital
disappearance are relatively rare and not culturally bound, but are seen as isolated cases generally referred to as Koro-Like
Syndrome, which can be co-morbid with psychiatric disorders or cerebral lesions. Koro-like symptoms may be more
frequently occurring in cases of schizophrenia than previously reported. Koro, particularly cannabis-induced Koro, is not
limited to eastern cultures. Case Presentation: A sporadic case is described in which Koro-Like Syndrome was diagnosed
in an Egyptian man for whom the illness took a chronic course lasting more than three years. In contrast to an acute
presentation with good prognosis and responsiveness to the treatment of the underlying co-morbid mental disorder, our case
was of the chronic form. It appeared to be associated with schizophrenia and a chronic history of cannabis misuse. The
patient’s response to treatment of the underlying mental disorder was poor and his psychotic features became residual.
Conclusion: Although, Koro is an acute condition, there is the possibility of it also manifesting as a chronic form of KoroLike Syndrome among cases with co-morbid other mental disorder.
Keywords: Koro, culture-bound, genital retraction, anxiety, schizophrenia, cannabis misuse, Arab countries
Declaration of Interest: None

Introduction
Koro is a psychiatric illness characterized by acute
anxiety accompanied by the belief that one’s own penis
(or vulva or nipples and breasts, in women) is shrinking
and will dissolve in one’s own abdomen and by the fear
that, upon completion of this process, death will result.1
Koro has been described as an acute illness. Studies
describing Koro with a prolonged duration highlight the
possibility of there being a chronic form.2,3 The ICD-10,4
lists Koro under other specified neurotic disorders or
somatoform autonomic dysfunction of the genitourinary
system. In the DSM-IV-TR,5 it is mentioned in the
context of culture-bound syndromes. The diagnosis is
included in the CCMD-2R6 and in The CCMD-3.7 In the
DSM-5,8 Koro is under other specified Obsessive
Compulsive and related disorders.

Traditionally, Koro has been regarded as a culture-bound
syndrome.9-12 It may manifest as an epidemic13,14 and
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sporadic cases are also reported.15 It is possible to
distinguish between primary Koro in either sporadic or
epidemic form and secondary Koro, in which the
presentation is co-morbid with Axis I disorders. KoroLike Syndrome is not observed in healthy subjects, but
as an unspecific syndrome related to other psychiatric
disorders,16 such as anxiety disorders, depressive
disorders, schizophrenia2,16-25 or somatic conditions, such
as urological diseases, brain tumors and other
neurological diseases.26,27 In fact, Koro has frequently
been associated with body dysmorphic disorder
obsessive-compulsive
spectrum
(BDD),17,28-30
disorders,31 somatoform disorder, panic disorder and/or
sexual disorder not otherwise specified or a conversion
reaction,26,32,33 low intellectual functioning,34 paraphilia
intoxication
with
cannabis
or
(voyeurism),35
amphetamine27,36,37 and heroin withdrawal.38 Garlipp12
concluded that treatment attempts mostly target the
underlying psychiatric disease. In certain cases, the use
of antidepressants, especially Selective Serotonin
Reuptake Inhibitors (SSRIs) have been successful. In
cases with underlying psychotic diseases, antipsychotics
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have been described as useful. ECT was also mentioned
as successful in single cases.

Koro-Like Syndrome has been reported in different
countries all over the world. There are few cases reported
of Koro from Arab countries; a case from Sudan,39 one
from Saudi Arabia,40 two cases from Jordan41,42 and a
case from Oman.43 The only epidemic reported in an
Arab country was from Khartoum, Sudan44 in 2003.

Case report
The current case report describes a 27 year old Egyptian,
single man who presented to the outpatient psychiatric
clinic at Suez Canal University complaining of extreme
anxiety. He was a student in his final year in the Faculty
of Art having stayed on for 10 years in the faculty. The
patient had been doing well until his second year of
study when he started to use cannabis. He continued to
misuse the substance for the next five years and reported
sometimes trying Tramadol as well as alcohol. The
patient stopped abusing substances in his sixth year of
study after he developed auditory hallucinations and
began to isolate himself in one room at home in order to
stop hearing voices. He had auditory hallucinations,
delusions of reference, delusion of persecutions and
delusions of loss of control because he thought others
could read his thoughts. He experienced nihilistic
delusions, which manifest as a belief that his penis would
disappear. Three years prior to the study, the patient had
been admitted to a mental hospital for 15 days after he
hit his father and tried to kill his mother. This was while
he was receiving ECT and antipsychotic medication. The
patient received different antipsychotics without marked
improvement.

Six months prior to the present study, he was prescribed
a drug combination consisting of an antidepressant
(Fluvoxamine: 50mg/day), antipsychotics (Risperidone:
4 mg/day) and Clozapine (300mg/day) gradually with
repeated CBC, (Sulpride: 100mg/day) and a mood
stabilizer (Valporic Acid: 500mg/day). After two
months, he improved markedly in relation to his
psychotic features and depression. However, he
continued to have bouts of severe anxiety about his penis
that prevented him from going to college despite wishing
to do so. The patient tried to study at home as a result.
He regained insight; his compliance with medications
improved; and, he was motivated to overcome his
abnormal thoughts.
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Psychiatric examination revealed the following positive
findings: intense anxiety attacks secondary to a fear that
his penis was getting smaller and retracting into his
body. He felt compelled to extract it himself and in the
process believed he might die. The complaint was more
frequent and more severe when in the gym, public places
and on public transportation. He stayed home most of the
time where the attacks were less frequent. The worrying
thoughts associated with the belief about his penis led to
him performing religious rituals. There were no other
psychiatric manifestations apart from depressed mood.
The results of physical examination, routine laboratory
tests - including toxicology screening, brain computed
tomography (CT) scan and electroencephalogram (EEG)
- were all normal.

The patient is the only brother of two married sisters in a
family living in Egypt’s Ismailia Governorate. His father
is described as a supportive man and his mother as an
overprotective woman. It is understood that he enjoyed a
normal childhood. He is described as shy, sensitive and
polite. At the time of interview, he had yet to experience
a romantic relationship. He started to masturbate at age
12 years, but expressed feeling ashamed about it. There
was no history of sexual trauma or social anxiety
disorder. He has no positive family history of psychiatric
illness.

Discussion
A culture-bound syndrome is a collection of signs and
symptoms restricted to a limited number of cultures.45
Koro is classified as one of these syndromes and it has
been observed mostly amongst Chinese where it can
occur in both epidemic and sporadic forms.46,47 There
have been many reports of its occurrence in non-Chinese
subjects, which dilutes its primary identity as a culturebound syndrome.48-51

Our patient presented as a new case of Koro-Like
Syndrome co-morbid with schizophrenia and history of
cannabis abuse. Sporadic Koro has been reported to
occur among patients with schizophrenia and cannabis
abuse history.11,23,24,27,30 Despite the patient’s drug
history, the toxicology screening was negative, which
likely was the case due to him having stopped any drug
abuse for three years at the time of interview. Physical
examination, routine laboratory tests and EEG revealed
no signs of an organic disorder. Koro, particularly comorbid with Axis I disorders, is not limited to Eastern
cultures. Several factors may interact to create
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symptoms. Abnormal body perception30 and persecutory
delusions32,33 are possible features in schizophrenia that
can lead to an altered body image.
Our patient had a chronic case, supporting that sporadic
Koro-Like Syndrome could be not a self-limited
condition; our case is similar in this respect to the cases
described in the existing literature.2,3 The possible
reasons for chronicity are not clear.12 Our case did not
present with features that supported Koro as a culturebound syndrome, e.g. he was from an Arab rather than a
Far Eastern culture. The current study supports AlSinawi and colleagues,43 who concluded that although
the belief in ghosts and demons and in their power to
manipulate and influence behaviors, including sexual
potency, does exist in the Arab culture, these ghosts are
not believed capable of taking away a person’s genitals.
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اﻟﻤﻠﺨﺺ
اﻟﻤﻘﺪﻣﺔ :ﺗﻌﺪ ﻣﺘﻼزﻣﺔ ﻛﻮرو ﻣﻦ اﻟﻤﺘﻼزﻣﺎت اﻟﻤﺮﺗﺒﻄﺔ ﺑﺎﻟﺒﯿﺌﺔ وﻗﺪ ﺗﻢ اﻛﺘﺸﺎﻓﮭﺎ أوﻻً ﻓﻲ ﺟﻨﻮب ﺷﺮق أﺳﯿﺎ وأﻧﮭﺎ ﻗﺪ ﺗﺤﺪث ﻓﻲ ﺻﻮرة أوﺑﺌﺔ ﻓﻲ ﺑﻌﺾ اﻟﻤﻨﺎطﻖ .أﻣﺎ ﻓﻲ
اﻟﻤﺠﺘﻤﻌﺎت اﻟﻐﺮﺑﯿﺔ ﻓﺈن أﻓﻜﺎر اﺧﺘﻔﺎء اﻷﻋﻀﺎء اﻟﺘﻨﺎﺳﻠﯿﺔ ﺗﻜﻮن ﻧﺎدرة وﻏﯿﺮ ﻣﺮﺗﺒﻄﺔ ﺑﺎﻟﺒﯿﺌﺔ ﺣﯿﺚ اﻧﮭﺎ ﺗﺤﺪث ﻛﺤﺎﻻت ﻣﻨﻔﺮدة وﺗﺴﻤﻰ ﻣﺘﻼزﻣﺔ ﺷﺒﯿﮭﺔ ﻛﻮرو وﺗﻜﻮن
ﻣﺼﺎﺣﺒﺔ ﻟﻼﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ أو ﻷﻣﺮاض اﻟﻤﺦ .أﻋﺮاض ﻣﺘﺸﺎﺑﮫ ﻛﻮرو أﻛﺜﺮ اﻧﺘﺸﺎرا ً ﻋﻤﺎ ﺗﻢ اﻻﻋﻼن ﻋﻨﮫ ﻣﻊ ﻣﻀﻲ اﻟﻔﺼﺎم وﻛﻤﺎ أﻧﮭﺎ وﺧﺼﻮﺻﺎ ً اﻟﺘﻲ ﯾﺤﺪﺛﮭﺎ
ﺗﻌﺎطﻲ اﻟﺤﺸﯿﺶ ﻟﯿﺴﺖ ﻗﺎﺻﺮة ﻋﻠﻰ اﻟﺜﻘﺎﻓﺔ اﻟﺸﺮﻗﯿﺔ .
ﻋﺮض اﻟﺤﺎﻟﺔ :ﻋﺮض ﺣﺎﻟﺔ ﻓﺮدﯾﺔ ﻣﻦ ﻣﺘﻼزﻣﺔ ﺷﺒﯿﮭﺔ ﻛﻮرو ﻓﻲ ﻣﺮﯾﺾ ﻣﺼﺮي واﻟﺬي ﯾﻈﮭﺮ ﻓﯿﮫ اﻟﻤﺘﻼزﻣﺔ ﺑﺼﻮرة ﻣﺰﻣﻨﺔ ﻟﻤﺪة ﺗﺰﯾﺪ ﻋﻦ ﺛﻼﺛﺔ ﺳﻨﻮات .وﻋﻠﻰ
اﻟﻌﻜﺲ ﻣﻦ اﻟﺤﺎﻻت اﻟﺤﺎدة واﻟﺘﻲ ﺗﺘﻤﯿﺰ ﺑﺤﺴﻦ اﻟﻤﺂل وﺗﺴﺘﺠﯿﺐ ﻟﻠﻌﻼﺟﺎت اﻟﻤﻮﺟﮭﺔ ﻟﻼﺿﻄﺮاب اﻟﻨﻔﺴﻲ اﻟﻤﺼﺎﺣﺐ ﻓﺈن ھﺬا اﻟﻤﺮﯾﺾ ھﻮ ﻣﻦ اﻟﺸﻜﻞ اﻟﻤﺰﻣﻦ
وﻣﺼﺎﺣﺐ ﻻﺿﻄﺮاب اﻟﻔﺼﺎم ﻣﻊ ﺗﺎرﯾﺦ ﺳﺎﺑﻖ طﻮﯾﻞ ﻣﻦ إﺳﺎءة اﺳﺘﺨﺪام اﻟﺤﺸﯿﺶ وأن اﺳﺘﺠﺎﺑﺘﮫ ﻟﻠﻌﻼﺟﺎت اﻟﻤﻮﺟﮭﺔ ﻻﺿﻄﺮاب اﻟﻔﺼﺎم ﺿﻌﯿﻔﺔ ﺣﯿﺚ اﻧﮫ ﯾﻮﺟﺪ
أﻋﺮاض ﻣﺘﺒﻘﯿﺔ .
اﻟﺨﻼﺻﺔ :ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ أن ﻣﺘﻼزﻣﺔ ﻛﻮرو ﺗﻜﻮن ﻗﺼﯿﺮة اﻷﻣﺪ اﻻ أﻧﮫ ھﻨﺎك اﺣﺘﻤﺎﻟﯿﺔ وﺟﻮد أﺷﻜﺎل ﻣﺰﻣﻨﺔ ﻣﻦ ﻣﺘﻼزﻣﺔ ﺷﺒﯿﮭﺔ ﻛﻮرو ﺑﯿﻦ اﻟﻤﺮﺿﻰ اﻟﻤﺼﺎﺣﺒﯿﻦ
ﻟﻼﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ اﻷﺧﺮى.
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