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Editorial letter
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Editorial
Safety and Tolerability of Antipsychotics
Ahmed Okasha

ﺳﻼﻣﮫ وﻗﺎﺑﻠﯿﺔ ﺗﺤﻤﻞ ﻣﻀﺎدات اﻟﺬھﺎن
اﺣﻤﺪ ﻋﻜﺎﺷﺔ

Abstract

A

ntipsychotics are commonly used to treat schizophrenia, bipolar disorders, depression, and other conditions where
psychotic symptoms occur. Antipsychotics are classified as typical first-generation agents (FGAs) or atypical
second-generation agents (SGAs) or third generation (Dopamine Partial agonists) and lately recent antipsychotics.
Regulatory agencies have approved their usage in the adult population 18-65 years. However, these agents are prescribed
‘off-label’ for children and adolescents. Antipsychotics have special warnings for use in the elderly patients with dementiarelated psychosis that includes an increased risk for fatalities and cerebrovascular events. Extrapyramidal side effects (EPS)
and tardive dyskinesia are a risk with all antipsychotic classes. Even though antipsychotics can lower seizure threshold,
clozapine is the most commonly known for this adverse effect. The metabolic syndrome associated with the SGAs is well
known, and olanzapine most commonly produces weight gain and lipid changes. Thioridazine and mesoridazine have a
‘black box’ FDA warning due to QTc prolongation and risk for torsades de pointes. Hematologic disorders such as
agranulocytosis are associated with clozapine and specific guidelines for patient monitoring are established. Both FGAs and
SGAs are known to produce elevations from baseline prolactin levels with risperidone and paliperidone and amisulpride.
Aripiprazole was reported to have the least effects on plasma prolactin levels. Neuroleptic malignant syndrome is an acute
medical emergency, and antipsychotic therapy must immediately cease and the patient treated in the hospital.1
Keywords: Antipsychotics, safety, tolerability, adverse effects, elderly, child and adolescent
Declaration of interest: None

Introduction
Antipsychotics are the mainstay therapeutic treatment for
a variety of psychiatric conditions, including
schizophrenia, bipolar disorders, and others associated
diseases. These psychiatric disorders have acute episodes
of psychotic symptoms requiring immediate therapy.
However, usage of antipsychotics often requires chronic
disease management as these conditions are long-term
debilitating diseases. With the exception of clozapine, all
other antipsychotics were found to be equally effective
agents.2 Adverse side effects of antipsychotics are
associated with their pharmacologic actions at various
receptors located in the central nervous system (CNS)
and periphery.3-5 Pharmacovigilance detects, assesses,
and attempts to understand the adverse effects of
medications so that preventative measures can be
employed to maximize their outcomes and tolerability.
The adverse side effect profiles of 15 antipsychotic
agents (both first generation and second generation) were
compared using meta-analysis from over 200 clinical
trials and provided an overall profile of each agent
relative to the other antipsychotics with six parameters

(e.g. all-cause discontinuation) so that policy decisionmakers can formulate practice guidelines.6

From the practical perspective, patients typically
experience more than one adverse effect at any particular
time during treatment with different levels of severity.2
These types of studies focus on the adult population, and
antipsychotics are used in all age groups from the
geriatric population to children and adolescents,
including during pregnancy.

At a mechanistic level, drug treatments for schizophrenia
are presently based on the dopamine hypothesis
concerning the symptoms of this disorder.7 The
development of second-generation antipsychotics that
began 25 years ago has yielded some advances in terms
of efficacy, with some modest improvement in
addressing the negative symptoms of this condition, and
in tolerability, particularly with regard to extrapyramidal
side effects.8 However, no antipsychotics display robust
effects on the cognitive deficits or impaired social
processing that are important components of this
1
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disorder.7 For years, the limited efficacy of conventional
and second-generation agents has led to theories about
whether the manipulation of brain targets other than, or
in addition to, the dopamine D2 receptor (D2R) may be
necessary for treating this disorder and to significantly
improve safety and tolerability. In recent years, the Nmethyl-D-aspartate (NMDA) receptor hypothesis of
schizophrenia has been validated in preclinical animal
models and humans.9 According to this theory, the
excessive dopamine release in the mesolimbic pathway
and the decrease in dopamine release from the
mesocortical pathway in the prefrontal cortex, which are
responsible for some of the symptoms of schizophrenia,
are secondary to a decrease in NMDA receptor control of
inhibitory GABAergic neurons. No drugs capable of
selectively enhancing NMDA receptor activity in this
key brain region have yet been approved for human use.
Studies indicate that prodromal and early-in-disease
schizophrenic patients have elevated brain glutamate
levels compared to healthy controls and ultra-high-risk
patients who do not become psychotic.10 Alterations in
NMDA receptor-mediated excitation of GABAergic
neurons indicate that schizophrenia is associated with
dysfunctional glutamatergic systems in the prefrontal
cortex and limbic regions of the brain. One approach has
been to target the glutamatergic system using
pomaglumetad methionil, a potent and highly selective
orthosteric metabotropic glutamate receptor (mGluR) 2/3
agonist,11 but alternative approaches directed at group III
mGluRs are also currently studied in preclinical models
of schizophrenia.12

Preclinical research suggests that by reducing glutamate
release, pomaglumetad methionil normalizes heightened
glutamate activity in cortical pyramidal neuron.11 While
pomaglumetad methionil was reported to display
beneficial effects on both the positive and the negative
symptoms of schizophrenia in initial clinical trials,
positive results were not obtained in phase III studies.
Analysis of the clinical data suggests that pomaglumetad
methionil is most efficacious in early-in-disease
schizophrenics (<3 years’ duration) with a known
hyperactive glutamatergic pathophysiology.11 It is
anticipated, therefore, that new antipsychotics acting on
the mGluR2/3 will be developed to treat schizophrenic
patients in an early phase of the illness with the hope of
slowing disease progression and improving prognosis.

The dopamine D3 receptor (D3R) is another
pharmacological target that appears to play a prominent
role in the pathogenesis of schizophrenia. Unlike the
D2R, which has been extensively studied with respect to

the symptoms of schizophrenia, little is known about the
extent to which changes in D3R and dopamine D4
receptor (D4R) activity contribute to the symptoms of
this disorder. It is known that the molecular structure of
D3R is very similar to that of D2R and D4R and that in a
variety of animal species D2R and D3R share high
homology13 and identity in the transmembrane regions,
including the binding site.14 Such structural similarities
make it difficult to design ligands that selectively interact
with D3R. This, in turn, has compromised the ability to
fully define the localization and functions of this site. A
number of approved drugs that were believed to act
primarily at the D2R recognition site have now been
found to interact with the D3R as well. Cariprazine is the
first example of a D3R partial agonist that occupies this
receptor at doses that produce antipsychotic-like effects
in preclinical animal models.15-17 Cariprazine displays
higher affinity at D3R and a similar affinity at D2 and
serotonin 2B (5-HT2B) receptors.16 In rodents,
cariprazine reverses the deficit in novel object
recognition that is caused by neonatal administration of
phencyclidine17 or by subchronic phencyclidine exposure
in adults.18-19 Preclinical and clinical data suggest that by
selectively activating D3R, cariprazine may have a
positive impact on the cognitive symptoms of
schizophrenia. Cariprazine was approved in 2015 by the
US FDA for the treatment of schizophrenia.20
Another new approach proposed for the treatment of
schizophrenia is the development of disease-modifying
agents to prevent the full onset of schizophrenia and/or to
slow its progression.7 Particular emphasis could be
placed on those who are also heavy users of cannabis, as
there is an increased risk for schizophrenia in those who
abuse highly potent preparations of cannabis (so-called
‘skunk’ variants) containing a high percentage of delta-9tetrahydrocannabinol (THC) (about 15%) with a scarcity
of cannabidiol (CBD 0-1%).7, 21 As a negative allosteric
modulator of the cannabinoid 1 (CB1) receptor, CBD
ameliorates the psychotogenic effect of THC and may
possess antipsychotic properties. 22 Given these findings,
the CB1 receptor has been proposed as a new
pharmacological target for the treatment of
schizophrenia.9,22 Indeed, there have been reports that
800 to 1000 mg of cannabidiol per day safely reduces the
signs and symptoms of schizophrenia.22 However,
uncertainty remains about the mechanism of CBD action.
Recently, Seeman reported that CBD, like aripiprazole,
is a partial agonist at the D2R.23 Thus, CBD could be the
first molecule of a class of antipsychotics that interact
with both the CB1 and the D2R. Ideal candidates for
clinical trials with such agents would be high-risk
individuals to assess whether CBD dampens the acute
psychotic symptoms and cognitive deficits associated
with schizophrenia.
2
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Current status of clinical development of new psychotropic drugs for the treatment of neuropsychiatric disorders
(24)
Drug

Indication/field

Putative mechanism

Pomaglumetad

Schizophrenia

Agonist on mGlu2/3

Cariprazine

Schizophrenia

Cannabidiol

Schizophrenia

Vortioxetine

Depression

D3/D2/5-HT2B ligand
with a preferential
affinity for D3R
CB1 negative allosteric
modulator D2R partial
agonist
Multimodal (5-HT
receptor
agonist/antagonist
reuptake inhibitor)
Multimodal
NMDA antagonist
Aβ Clearance

Phase of study of
action
III

Main result and /or status

Approved

Efficacy only in schizophrenic patients
with a duration of illness <3 years
Approved

II

Ongoing

Approved

Approved

Depression
Approved
Approved
Depression
III
Ongoing
Alzheimer’s
III
Ongoing
disease
5 - HT, serotonin; Aβ, amyloid beta, CB1, cannabinoid 1; D2R, dopamine 2 receptor, D3R, dopamine 3 receptor, mGlu, metabotropic
glutamate, NMDA, N-methyl-D-aspartate
Vilazodone
Ketamine
Aducanumab

Leading atypical antipsychotics for the treatment of Schizophrenia patients in the US (25)
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Administration of Drugs
With daily or twice-daily administration and generally
favorable metabolic profiles, paliperidone, iloperidone,
asenapine, and lurasidone offer new treatment options
for schizophrenia, schizoaffective disorder, bipolar
disorder, or anti-depressant augmentation. Given the
number of patients who fail to respond or to tolerate
existing antipsychotic medications, it is likely that some
patients will find one of more of these newer oral drugs
useful. However, at present they appear to represent an
evolution of existing therapeutic approaches rather than a
paradigm shift in the effectiveness and safety of
antipsychotic medications. The brief (6-week) duration
of most clinical trials, as well as the relatively short time
on the market for these drugs, limits an overall analysis
of their value relative to that of pre-existing drugs. 26

Relapse Prevention
Antipsychotics (FGAs and SGAs) are effective in relapse
prevention and should be offered to a patient suffering
from schizophrenia. FGAs and SGAs do not show
general– differences in reducing symptoms with long
term treatment. Some evidence is available to support –
superiority of certain SGAs with regard to treatment
discontinuation and relapse prevention. The reduced risk
of inducing motor side effects (especially tardive
dyskinesia) might favor certain SGAs. In the long-term
treatment, where the secondary negative symptoms
become less prominent, certain SGAs may have some
advantages in reducing negative symptoms. For longterm therapy, tardive dyskinesia and metabolic side
effects seem to have the greatest impact on the patient’s
wellbeing and health; these side effects, among others,
need to be monitored continuously and treated as soon as
possible. The choice of the antipsychotic should be
inﬂuenced by the same criteria recommended for starting
a treatment (Good Clinical Practice). Maintenance
treatment should be carried forward with the
antipsychotic drug which led to the best response and
which had the best individual side effect proﬁle during
the acute episode (Good Clinical Practice). Each
antipsychotic selection procedure must be undertaken
individually, respecting the patient’s experience with
certain drug classes and the individual side effect
proﬁle.27

Specific populations
Elderly

Antipsychotics are commonly used in the elderly and
present a different set of issues compared to the adult
population as polypathology, polypharmacy, potential
drug-drug interactions, and age-related pharmacokinetic
and pharmacodynamics are important variables in
selecting the drug dosages. Due to these multiple
variables, antipsychotics doses are generally lower in the
elderly versus the adult group.28

Children and adolescents
Most antipsychotic drugs prescribed for children are also
‘off-label’ that include use in aggression and irritability
in patients with autism, conduct disorders, and pervasive
developmental disorders with an increasing frequency.29
Compared to other medications, it was reported from the
FDA Adverse Event Reporting System (FAERS) that the
atypical agents aripiprazole, risperidone, and quetiapine
were among the top 20 medications with adverse
events.30 Some countries have established nationwide
antipsychotic safety monitoring programs for children
and adolescents to provide system-wide safety
information for clinicians.31-33

Pregnancy
For the FGAs, the incidence of use decreased from 7.77
to 0.99 per 1000 pregnancies between 1995 and 2005. In
contrast, SGAs use increased from 1.73 to 16.52 per
1000 pregnancies between 2000 and 2005. The specific
warnings for atypical antipsychotic use during pregnancy
were possible risk of abnormal muscle movements and
withdrawal symptoms described for the mother and
infant.1

Dementia-related psychosis fatality
Psychosis associated with Alzheimer’s disease (PAD)
forms part of the behavioral and psychological symptoms
of dementia (BPSD) that include hallucinations,
delusions, agitation, paranoia, combativeness, or
depression.34 Delirium was reported to be the third most
common cause of psychosis in the elderly characterized
by thought disturbance, poverty of thinking, irrationality,
and usually visual hallucinations.35 Major depression was
reported to be the second most common diagnosis in the
elderly accounting for most of the psychosis in this
population.36 Depression-related psychosis is typically
characterized by themes of somatic troubles, persecution,
guilt, and poor self-esteem. While regulatory agencies
have yet to recognize BPSD as a disease, the diagnostic
4
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criteria for the concept of PAD could be
acknowledged.34-35 Yet, these patients can present the
clinician with a complex, multifactorial, and fluctuating
nature of psychotic symptoms.36-37

In April 2005, the FDA issued a ‘black box’ warning for
the SGAs and for the FGAs in June 2008 indicating an
increased risk for death in persons with dementia.38 Data
reported by the FDA noted a relative risk (RR) ratio of
1.47 and 1.68 for the SGAs and FGAs, respectively (US
Food and Drug Administration 2014). A large metaanalysis study with 15 placebo-controlled clinical trials
of 10-12 weeks in duration treated with the atypical
antipsychotics in patients with dementia reported an
increased odds ratio (OR) of 1.54 [95% C.I. 1.06-2.23,
p=0.02] for death that was similar to the FDA findings
with a number needed to harm (NNH)=87.39

incidence of 35-37% in patients with psychiatric
disorders treated with SGAs.44,45

Clozapine was slightly lower than olanzapine (0.74, 95%
CI; 0.67-0.81) in weight gain, and both agents are well
known to cause MetS.46 The underlying pathophysiology
for antipsychotics to cause weight gain is complex, but
thought to involve genetic variables that include the
5HT2C receptor system and leptin promoter gene
variants MTHFR and MC4R genes. Additional factors
reported were HRH1, BDNF, NPY, CNR1, GHRL, FTO,
and the AMPK gene.47
Another factor associated with antipsychotic-induced
weight gain and MetS was age.48

Cardiovascular
The American College of Neuropsychopharmacology
(ACNP) White Paper recommended these 11 steps: (1)
determine the etiology of psychotic symptoms, (2)
general treatment considerations, (3) shared decisionmaking, (4) identify specific target symptoms for
treatment, (5) pharmacotherapy selection, (6) dose, (7)
monitor for efficacy, (8) monitoring for safety, (9)
educate patient and caregivers, (10) know when to
discontinue or switch pharmacotherapy, and (11)
coordinate care among the treatment team and family
members.40

Torsades de Pointes (TdP)
A meta-analysis review of 15 antipsychotics revealed
that the lowest OR occurred with lurasidone - 0.10 [95%
CI, -0.21-0.01], a modest OR with ziprasidone of 0.41
[95% CI, 0.31-0.51], and the highest OR with sertindole
0.90 [95% CI, 0.76-1.02].1 Other SGA agents had OR
between lurasidone and ziprasidone. Sertindole and
amisulpride had the highest OR; however, these two
agents are not available in the USA.46 Clinicians should
be concerned when the QTc interval is between 450 and
500 ms, and >500 ms has increased risk of developing
TdP.49

Seizure
Psychotropic drugs and especially antipsychotics and
some selected antidepressants reduce seizure threshold
with a reported range of 0.1-1.5% in patients with
psychiatric disorders versus the general population of
0.07-0.09 % with therapeutic doses.41

The risk of sudden cardiac death and antipsychotics in a
Medicaid and dual eligible Medicare-Medicaid
population of 459,614 patients from five different states
reported that haloperidol and chlorpromazine had less
favorable profiles. Among the SGAs, risperidone,
quetiapine, and olanzapine had lower risks of sudden
death.50

Metabolic syndrome (MetS)
The MetS associated with SGAs is well known and
associated with increased weight gain, diabetes, and
hyperlipidemia.42 The MetS definition includes the
presence of at least three of five parameters - blood
pressure >130/85, fasting blood glucose (FBS) >110
mg/dL, fasting triglycerides >150 mg/dL, HDL <40
mg/dL (men) or <50 mg/dL (women), waist
circumference >102 cm (men) or >88 cm (women).43
The prevalence of MetS in the general population was
estimated to be about 23% compared to a higher

Myocarditis
Clozapine (CLZ) has been known to cause myocarditis
with the total number of cases that exceeds all other
antipsychotics combined together.51 The incidence of
CLZ-induced myocarditis ranges between 1 in 1000 and
1 in 10,000 patients with 213 cases (including 50
fatalities) that occurred in the first two months of
therapy.52 CLZ dose was an independent factor.
Recommendations for myocarditis detection includes
5
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weekly ECGs, C-reactive protein (CRP), and troponin
laboratory testing matched with vital signs and clinical
symptomatology for the first four weeks of CLZ
therapy.52-53 Afterward, vital signs and clinical symptoms
can be closely followed for the next few months. If the
patient’s heart rate becomes ≥120 bpm or increases by
>30 bpm with symptoms of shortness of breath, chest
pain, cough, and myalgia, laboratory CRP and troponin
should be obtained and if needed a cardiology consult.1

Hematologic
Hematological disorders have been associated with both
the FGAs and SGAs that include leukopenia,
neutropenia, agranulocytosis, thrombocytopenia, and
anemia.54 Drug-induced neutropenia usually occurs after
1-2 weeks of treatment and agranulocytosis typically
appears 3-4 weeks with the exception of CLZ55. Of all
the antipsychotics, CLZ is well recognized for
hematological adverse events and extensively studied.
The CLZ-induced agranulocytosis is estimated to occur
at 1:10,000 with the weekly complete blood count (CBC)
monitored for the first 18 weeks and then every two
weeks afterward. In the USA, CBC occurs weekly for the
first six weeks and then every two weeks.56 Regulatory
agencies required CBC monitoring programs when CLZ
was prescribed. The mechanism for CLZ-induced
agranulocytosis remains unknown, but formation of a
nitreniumcation metabolite from the flavin-containing
monoxygenase-3 (FMO3) is suggested to be the initial
step for hematological toxicity.54,55
The incidence of CLZ-induced agranulocytosis varied
from 3.8% to 8% from four studies that included 130,133
patients. The mortality rate was 0.1-0.3% and casefatality rate was 2.2-4.2%.56 Treatment for CLZ-induced
agranulocytosis includes supportive therapy, use of
antibiotics, and GM-CSF or G-CSF.54 The use of
antibiotics significantly lowered the mortality of almost
80 to 5-10% in Western countries.55

Prolactin-related adverse events
The standardized mean difference (SMD) on prolactin
effects for the various agents reported the lowest with
aripiprazole 0.22 [95% CI, 0.46-0.03] and the highest
with paliperidone 1.30 [95% CI, 1.08-1.51]. As D2
receptor antagonism is associated with HPRL, other
endocrine effects are also included such as galactorrhea,
amenorrhea, and gynecomastia.57

Neuroleptic Malignant Syndrome (NMS)

CLZ-induced NMS had less muscle rigidity than other
antipsychotics and could be related to its pharmacologic
profile of weak D2 but potent 5-HT receptor binding
affinity.58 Additional factors reported that can increase
NMS risk were use of polypharmacy (>2 antipsychotics)
and rapid dose escalation.59,60 NMS symptom duration
was reported to be about 7-10 days and longer when
depot antipsychotics are involved. The time period for
NMS onset was found to be 16% in the first 24h of
antipsychotics therapy, 66% within the first week, and all
cases by 30 days.61 NMS treatment involves the
supportive therapy, use of benzodiazepines, dopamine
agonists, and dantrolene.62

Rhabdomyolysis (Rhab) and Acute Kidney
Injury (AKI)
Rhab ensues from damaged skeletal muscle fiber
breakdown that results in the release of toxic products
from myocytes into the systemic circulation. Rhab can
occur independently of NMS. Besides in the adult
population, Rhab was reported to occur in children and
adolescents treated with antipsychotics, and only six
cases of NMS occurred among the 26 Rhab reports.63
Significant elevations in serum CK are often present in
patients with Rhab with laboratory findings >5,000 IU/L
(median 9,600 IU/L), whereas in NMS, the serum CK
was lower and ranged from 500 to 3,000 IU/L.64
However, later case reports included low to modest
antipsychotic doses.65 Clinical symptoms that preceded
recognition of Rhab were muscle and abdominal pain,
generalized weakness, and dark urine.66 The
pathophysiology of antipsychotic-induced Rhab may be
associated with increased skeletal muscle membrane
permeability
involving
the
5HT2A
receptor
antagonism.66 Blockade of the 5HT2A receptor may
impact glucose uptake in the skeletal muscle increasing
CK permeability leading to the muscle breakdown. An
alternative mechanism involves the D2 receptor system
where excessive muscle stiffness and rigidity also lead to
muscle breakdown. At this time, Rhab has been reported
with each antipsychotic agent except the newer agents of
lurasidone, asenapine, and iloperidone as only time on
the market for these agents will determine whether or not
Rhab occurs.

Gastrointestinal
Pancreatitis

Hypomotility

and

FGAs and SGAs with highly potent anticholinergic
pharmacologic properties are thought to be the mostly
likely agents to induce GI hypomotility.3-5 The mortality
6
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rate was 27.4% and mostly due to bowel resection
surgery. The risk factors for GI hypomotility included
high CLZ dose or serum concentrations, concomitant
anticholinergic use, and prior history of GI disturbances.
An additional pharmacologic mechanism for CIGH was
suggested to include the serotonergic (5HT) system with
the 5HT2, 5HT3, and 5HT7 receptor subtypes that
influence GI smooth muscle, colon transit, and visceral
sensation. As antipsychotic-induced GI hypomotility is a
very rare but potentially fatal adverse event, clinicians
need to be especially aware of a patient reporting
constipation that continues unabated and when other
drugs with anticholinergic activity are included in the
patient’s treatment.

systems at the local, regional, or national levels may
wish to employ patient safety monitoring programs for
antipsychotics based upon pharmacovigilance studies.
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Acute pancreatitis is another rare but potentially fatal
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ﻣﻠﺨﺺ
ﺳﻼﻣﺔ وﻗﺎﺑﻠﯿﺔ ﺗﺤﻤﻞ ﻣﻀﺎدات اﻟﺬھﺎن
ﺗﺴﺘﻌﻤﻞ ﻣﻀﺎدات اﻟﺬھﺎن ﻓﻲ ﻋﻼج اﻟﻔﺼﺎم ،وﺛﻨﺎﺋﻲ اﻟﻘﻄﺐ ،واﻻﻛﺘﺌﺎب واﺿﻄﺮاﺑﺎت اﻟﺬھﺎن اﻻﺧﺮى ،وﺗﺼﻨﻒ ﻣﻀﺎدات اﻟﺬھﺎن اﻟﻰ اﻟﺠﯿﻞ اﻻول )اﻟﻨﻤﻮذﺟﻲ(
واﻟﺠﯿﻞ اﻟﺜﺎﻧﻲ )ﻏﯿﺮ اﻟﻨﻤﻮذﺟﻲ( واﻟﺠﯿﻞ اﻟﺜﺎﻟﺚ )ﺣﺎﻓﺰ اﻟﺪوﺑﺎﻣﯿﻦ اﻟﺠﺰﯾﺌﻲ( واﺧﯿﺮا ً ﻣﻀﺎدات اﻟﺬھﺎن اﻟﺤﺪﯾﺜﺔ .وﻗﺪ واﻓﻘﺖ اﻟﺠﮭﺎت اﻟﻤﻨﻈﻤﺔ ﻻﺳﺘﻌﻤﺎﻟﮭﻢ ﺑﯿﻦ ﻋﻤﺮ -18
 65ﻋﺎﻣﺎ ً ،وأﺣﯿﺎﻧﺎ ً ﻣﺎ ﺗﺴﺘﻌﻤﻞ دون ﺗﺮﺧﯿﺺ ﻣﻦ اﻟﺠﮭﺎت اﻟﻤﻨﻈﻤﺔ ﻓﻲ اﻻطﻔﺎل واﻟﻤﺮاھﻘﯿﻦ.
وﯾﻮﺟﺪ ﺗﺤﺬﯾﺮات ﺧﺎﺻﺔ ﻻﺳﺘﻌﻤﺎﻟﮭﻢ ﻓﻲ ﻛﺒﺎر اﻟﺴﻦ اﻟﺬﯾﻦ ﯾﻌﺎﻧﻮن اﻟﺬھﺎن اﻟﻤﺼﺎﺣﺐ ﻟﻠﺨﺮف ﺑﺎﻟﺮﻏﻢ ﻣﻦ ﺣﺪوث وﻓﯿﺎت ﻧﺎدرة واﺻﺎﺑﺎت وﻋﺎﺋﯿﺔ دﻣﺎﻏﯿﺔ ،وﺗﻤﺜﻞ
اﻻﻋﺮاض اﻟﺠﺎﻧﺒﯿﺔ اﻟﺨﺎرج ھﺮﻣﯿﺔ واﻟﺤﺮﻛﺎت اﻟﻼإرادﯾﺔ اﻵﺟﻠﺔ اﻋﺮاﺿﺎ ً ﺟﺎﻧﺒﯿﺔ ﻟﻤﻌﻈﻢ ﻣﻀﺎدات اﻟﺬھﺎن .وﻗﺪ ﺗﺰﯾﺪ ﻣﻀﺎدات اﻟﺬھﺎن اﻟﻘﺎﺑﻠﯿﺔ ﻟﻨﻮﺑﺎت ﺻﺮﻋﯿﮫ ﺧﺎﺻﺔ
اﻟﻜﻠﻮزاﺑﯿﻦ ،وﯾﺼﺎﺣﺐ اﻟﺠﯿﻞ اﻟﺜﺎﻧﻲ ﻣﻦ ﻣﻀﺎدات اﻟﺬھﺎن ﻣﺘﻼزﻣﮫ اﻷﯾﺾ ،اﻷوﻻﻧﺰاﺑﯿﻦ اﻛﺜﺮھﻢ ﻓﻲ اﻟﺴﻤﻨﺔ واﻟﺪھﻨﯿﺎت ﻓﻲ اﻟﺪم ،واﻛﺜﺮھﻢ اطﺎﻟﺔ ﻟﻞ  QTھﻮ
اﻟﺴﯿﺮﺗﻨﺪول واﻻﻣﯿﺴﻠﺒﺮاﯾﺪ وﻗﺪ ﯾﺴﺒﺐ ذﻟﻚ ذﺑﺬﺑﺔ ﺑﻄﯿﻨﯿﺔ ﻗﺎﺗﻠﺔ .
وﯾﺼﺎﺣﺐ ﻣﻀﺎدات اﻟﺬھﺎن ﺗﻐﯿﺮات ﻓﻲ اﻟﺪم أﺷﮭﺮھﺎ ﻧﻘﺺ او ﻏﯿﺎب ﻛﺮات اﻟﺪم اﻟﺒﯿﻀﺎء ﺧﺎﺻﺔ ﻣﻊ اﻟﻜﻠﻮزاﺑﯿﻦ وﯾﺠﺐ اﻛﺘﺸﺎﻓﮭﺎ ﻣﺒﻜﺮا ً ،وﯾﺰﯾﺪ اﻟﺒﺮوﻻﻛﺘﯿﻦ ﻣﻊ
اﻟﺮﯾﺴﺒﺮﯾﺪون واﻟﺒﺎﻟﯿﺒﺮﯾﺪون .اﻣﺎ اﻻرﯾﺒﯿﺒﺮازول ﻓﮭﻮ اﻷﻗﻞ ﻓﻲ زﯾﺎدة اﻟﺒﺮوﻻﻛﺘﯿﻦ وﺗﻌﺘﺒﺮ اﻟﻤﺘﻼزﻣﺔ اﻟﻌﺼﺒﯿﺔ اﻟﺨﺒﯿﺜﺔ طﺎرﺋﺎ ً طﺒﯿﺎ ً ﯾﺤﺘﺎج ﻹﯾﻘﺎف اﻟﻌﻼج واﻟﺮﻋﺎﯾﺔ
ﺑﺎﻟﻤﺴﺘﺸﻔﻰ .
Prof Ahmed Okasha
)MD, PhD, FRCP, FRCPsych, FACP (Hon
Founder, Professor, Director and Emeritus of WHO Collaborating Center
For Research and Training in Mental Health
Institute of Psychiatry, Ain Shams University, Cairo, Egypt
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Mini editorial
Toward a Clinically Relevant Classification of Antipsychotic Drugs
Adib Essali
ﻧﺤﻮ ﺗﺼﻨﯿﻒ ﻣﻔﯿﺪ ﺳﺮﯾﺮﯾﺎ ً ﻟﻤﻀﺎدات اﻟﺬھﺎن
أدﯾﺐ اﻟﻌﺴﺎﻟﻲ

Abstract

S

ince the discovery of early antipsychotic drugs in the 1950s, there has been an on-going search for new drugs that are
both more effective and more tolerable. A variety of classification schemes has been used over the years.
Antipsychotic drugs have been classified according to chemical structure, potency, efficacy and side-effect profiles, and
sites of neurotransmitter receptor action. They have been known as neuroleptics or major tranquilizers. They once were
commonly classified on a spectrum of low potency to high potency. With the discovery of the ‘a typicality’ of clozapine,
they were divided into typical (first generation) and atypical (second generation) antipsychotic drugs.

Debate continues about the comparative benefits and harms of typical and atypical antipsychotics and about the validity of
classifying them into first and second-generation antipsychotics. Clozapine, the first second generation antipsychotic, was
discovered in the 1960s and thus should be considered a first generation drug. The therapeutic effects of typical
antipsychotics are not much different from those of atypical antipsychotics. The long-term use of all antipsychotics is
associated with similar side effects such as involuntary movement disorders and metabolic syndrome. The current paper
reviews antipsychotic drugs nomenclature. It points out the need for a clinically relevant classification system.
Keywords: None
Declaration of interest: None

Antipsychotic drugs
Antipsychotic drugs are usually effective in relieving
symptoms
of
psychosis.
Evidence-based
recommendations for prescribing anti-psychotic drugs
have been advocated by the World Health Organisation.1
Antipsychotic drug treatment is a key component of
schizophrenia treatment.2 The main effect of treatment
with antipsychotics is to reduce the ‘positive’ symptoms,
including delusions and hallucinations. There is a mixed
evidence for the impact of antipsychotic use on negative
symptoms (such as apathy, lack of emotional affect, and
lack of interest in social interactions) or on the cognitive
symptoms (disordered thinking, reduced ability to plan
and execute tasks) of schizophrenia.3

In the course of bipolar disorder, antipsychotic drugs are
effective when used alone in acute manic and mixed
episodes.4 The American Psychiatric Association and the
UK National Institute for Health and Care Excellence
recommend antipsychotics for managing acute psychotic

episodes in schizophrenia or bipolar disorder, and as a
longer-term maintenance treatment for reducing the
likelihood of further episodes.5-6 It is a common practice
to prescribe an antipsychotic and an antidepressant for
psychotic depression and for treatment-resistant
depression.4 In addition, antipsychotics have been used
‘off-label’
for
obsessive-compulsive
disorder,
posttraumatic stress disorder, personality disorders,
Tourette syndrome, autism and agitation in those with
dementia.7

Classification of antipsychotic drugs
The discovery of the antipsychotic properties of
chlorpromazine and its launch in 1953 stimulated
synthesis of similar compounds which were collectively
named ‘the phenothiazine’. Other antipsychotic drug
families were developed later on (Table 1).
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Table 1. Classification of antipsychotic drugs according to chemical family
Family
Phenothiazine

Examples
Acepromazine
Chlorpromazine
Cyamemazine
Dixyrazine
Fluphenazine
Levomepromazine
Perazine
Pericyazine
Perphenazine
Pipotiazine
Prochlorperazine
Promazine
Promethazine
Prothipendyl
Thioproperazine.
Thioridazine
Trifluoperazine
Triflupromazine
Acepromazine

Family
Substituted Benzamides

Sulpiride
Sultopride
Veralipride
Amisulpride
Nemonapride
Remoxipride
Tricyclics
Asenapine
Clozapine (a dibenzodiazepine)
Loxapine
Olanzapine (a thiobenzodiazepine)
Quetiapine (a dibenzothiazepines)
Zotepine
Benzisoxazoles/benzisothiazoles
Iloperidone
Lurasidone
Paliperidone
Perospirone
Risperidone
Ziprasidone

Thioxanthenes
Chlorprothixene
Clopenthixol
Flupentixol
Thiothixene
Zuclopenthixol

Examples

Phenylpiperazines/quinolinones
Aripiprazole
Brexpiprazole
Cariprazine
Others

Butyrophenones
Benperidol
Bromperidol
Droperidol
Haloperidol
Different nomenclatures have been used over the years to
denote antipsychotic drugs. The terms tranquilizer,
ataraxic and neuroleptic were widely used in the 1950s.8
The term tranquilizer was first used in 1953 to
differentiate reserpine from older sedative drugs.9 The
term ‘ataraxy’ was coined to describe the observed
psychic indifference and detachment in patients treated
with chlorpromazine.10 Tranquilizers and ataractics that
were used to treat psychoses were labelled ‘major
tranquilizers’ or ‘major ataractics’ and distinguished
from the ‘minor tranquilizers’ or ‘minor ataractics’,
which were used to treat neuroses.8

Antipsychotic drugs were commonly classified on a
spectrum of low potency to high potency, where potency
referred to the ability of the drug to bind to dopamine
receptors. High-potency antipsychotics such as
haloperidol had doses of a few milligrams and caused
less sleepiness and calming effects than low-potency

Blonanserin
Pimavanserin
Sertindole

antipsychotics such as chlorpromazine, which had
dosages of several hundred milligrams. High-potency
antipsychotics had a greater propensity for
extrapyramidal side effects (EPS) than low-potency
antipsychotics.

Early studies into the mechanism of action of
antipsychotic drugs demonstrated an inverse relationship
between affinity for the dopamine D2 receptor and the
dose for antipsychotic effect. While dopaminergic D2
antagonism in the mesolimbic area of the brain was
thought to underlie antipsychotic effect, preferential
binding to D2 receptors in the nigrostriatal pathway led
to EPS. The association between clinical antipsychotics
efficacy and EPS was behind coining the term
‘neuroleptic’ (i.e., affecting the nervous system) in
1955.8
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Dopaminergic D2 antagonism, characterized by a
tendency to cause catalepsy in laboratory animals, was
employed in developing antipsychotic drugs until the
discovery of clozapine’s effectiveness for refractory
schizophrenia. The fact that clozapine is a weak
dopaminergic D2 antagonist has led to exploring other
mechanisms for the antipsychotic effect, such as
serotonergic 5HT2A antagonism. It has also led to
clozapine being categorized an ‘atypical’ antipsychotic.
Consequently, antipsychotics already in use became
known as ‘typical’, ‘conventional’, ‘classical’ or ‘firstgeneration’
antipsychotics.
Antipsychotic
drug
development focused thereafter on mimicking and
improving on the therapeutic effects of clozapine. The
resulting ‘atypical’ or ‘second-generation’ antipsychotics
were classified according to their pharmacological
properties to serotonin-dopamine antagonists, multiacting receptor-targeted antipsychotics (MARTA), and
dopamine partial agonists.11
Second-generation antipsychotic drugs were initially
claimed to be more effective against ‘negative’
symptoms of schizophrenia, but this has not been
convincingly proven as a class effect.12-13 It is unclear
whether the atypical (second-generation) antipsychotics
offer advantages over older, first generation
antipsychotics.8, 12-17 A major independent study (the
CATIE project18) demonstrated that the typical
antipsychotic perphenazine was not different from the
atypical antipsychotics risperidone, quetiapine, and
ziprasidone in terms of efficacy. Clozapine is an

exemption because it is effective in refractory
schizophrenia.20-21 However, clozapine was discovered in
the 1960s and may be considered a first generation
antipsychotic.

The claim that second-generation antipsychotics caused
fewer adverse effects than first-generation antipsychotics
is also questionable.14, 21 While second-generation
antipsychotics may cause less EPS, they are more
commonly associated with adverse metabolic effects.
Second generation antipsychotics are also not different
from first generation antipsychotics in terms of
compliance.19
Subsequently, it has been suggested that designating
antipsychotics as typical and atypical, or first-generation
and second-generation, may be of limited value: it
probably exaggerates differences between groups and
overstates similarities between members of each group.
This suggestion is supported by the results of a metaanalysis of 212 randomized clinical trials involving
43,049 patients and studying the comparative efficacy
and tolerability of 15 first and second generation
antipsychotic drugs in schizophrenia.19 Small but robust
differences were seen in efficacy (Figure 1), challenging
the dogma that the efficacy of all antipsychotic drugs is
the same.22 It is noticeable that the second-generation
drugs iloperidone and lurasidone were less efficacious
than the first generation drugs haloperidol and
chlorpromazine (Figure 1).

1.2
1
0.8
0.6
0.4
0.2
0

Figure 1. Efficacy of typical and atypical antipsychotic drugs: effect size expressed as standardized mean differences (SMD) with their
95% confidence intervals
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Antipsychotic drugs differed substantially in side effects.
For instance, the odds of developing EPS were highest
for haloperidol but were not limited to first generation
antipsychotic drugs. There was a significant association
of EPS with the second-generation antipsychotics

Ziprasidone, Paliperidone, Risperidone, Lurasidone and
Zotepine (Figure 2). Chlorpromazine did not produce
significantly more EPS than did most second generation
antipsychotics.

7
6
5
4
3
2
1
0

Figure 2. The odds ratios versus placebo of developing EPS: EPS were most likely to be associated with haloperidol but
were not limited to typical antipsychotic drugs

The authors concluded, “Antipsychotic drugs differ in
many properties and can therefore not be categorized in
first generation and second-generation groupings”.
Integrating the available evidence resulted in seven
hierarchies that may help clinicians to adapt choice of
antipsychotic drug to the needs of individual patients.
These hierarchies were comparative efficacy, risk of
discontinuation, and major side effects of antipsychotic
drugs (weight gain, EPS, prolactin increase, QTc
prolongation, and sedation). The authors postulated that
these hierarchies should lead to modification of clinical
practice guidelines.

started to impact mental health policy makers and
clinical practice guidelines. NICE has recently revised its

recommendation favoring atypicals, to advise that the
choice should be an individual one based on the
particular profiles of the individual drug and on the
patient's preferences6. It no longer distinguishes between
first-generation and second-generation antipsychotics,
with the exception of clozapine.
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اﻟﻤﻠﺨﺺ
ﻣﺎزال اﻟﺒﺤﺚ ﻣﺴﺘﻤﺮا ً ﻣﻨﺬ اﻛﺘﺸﺎف ﺧﻮاص ﻛﻠﻮرﺑﺮوﻣﺎزﯾﻦ اﻟﻤﻀﺎدة ﻟﻠﺬھﺎن ﻓﻲ اﻟﺨﻤﺴﯿﻨﯿﺎت ﻋﻦ أدوﯾﺔ ﺟﺪﯾﺪة أﻛﺜﺮ ﻓﻌﺎﻟﯿﺔً وأﻓﻀﻞ ﺗﺤﻤﻼً .ﺗﻢ ﺗﺼﻨﯿﻒ ھﺬه اﻷدوﯾﺔ
ﺑﻄﺮق ﻣﺘﻨﻮﻋﺔ ﻋﺒﺮ اﻟﺴﻨﯿﻦ ﺣﺴﺐ ﺻﯿﻐﮭﺎ اﻟﻜﯿﻤﺎوﯾﺔ ،أو ﺷﺪة ﺗﺄﺛﯿﺮھﺎ ،أو ﺗﺄﺛﯿﺮاﺗﮭﺎ اﻟﻌﻼﺟﯿﺔ ،أو ﺗﺄﺛﯿﺮھﺎ ﻋﻠﻰ ﻣﺴﺘﻘﺒﻼت اﻟﻨﻮاﻗﻞ اﻟﻌﺼﺒﯿﺔ .ﻓﻘﺪ أطﻠﻘﺖ ﻋﻠﯿﮭﺎ ﺗﺴﻤﯿﺔ
ّ
اﻟﺤﺎﻻت اﻟﻌﺼﺒﯿﺔ واﻟﻤﮭﺪﺋﺎت اﻟﻜﺒﺮى ،وﻋﻨﺪﻣﺎ اﻛﺘﺸﻔﺖ "ﻻ ﻧﻈﺎﻣﯿﺔ" ﻛﻠﻮزاﺑﯿﻦ ﺗﻢ ﺗﻘﺴﯿﻤﮭﺎ اﻟﻰ ﻣﻀﺎدات ذھﺎن ﻧﻈﺎﻣﯿﺔ )أو ﻣﻦ اﻟﺠﯿﻞ اﻷول( وﻣﻀﺎدات ذھﺎن ﻻ
ﻧﻈﺎﻣﯿﺔ )أو ﻣﻦ اﻟﺠﯿﻞ اﻟﺜﺎﻧﻲ(.
ھﻨﺎك ﺟﺪل ﻣﺴﺘﻤﺮ ﺣﻮل ﻓﻮاﺋﺪ وأﺿﺮار ﻣﻀﺎدات اﻟﺬھﺎن اﻟﻨﻈﺎﻣﯿﺔ وﻏﯿﺮ اﻟﻨﻈﺎﻣﯿﺔ وﺟﺪوى ﺗﺼﻨﯿﻔﮭﺎ اﻟﻰ ﺟﯿﻞ أول وﺟﯿﻞ ﺛﺎن ،ﻓﻘﺪ ﺗﻢ اﻛﺘﺸﺎف ﻛﻠﻮزاﺑﯿﻦ أول أدوﯾﺔ
اﻟﺠﯿﻞ اﻟﺜﺎﻧﻲ ﻓﻲ اﻟﺴﺘﯿﻨﯿﺎت ﻟﺬﻟﻚ ﯾﺠﺐ اﻋﺘﺒﺎره ﻣﻦ أدوﯾﺔ اﻟﺠﯿﻞ اﻷول .ﻛﻤﺎ أن اﻟﺘﺄﺛﯿﺮ اﻟﻌﻼﺟﻲ ﻟﻤﻀﺎدات اﻟﺬھﺎن اﻻﻧﺘﻈﺎﻣﯿﺔ ﻻ ﯾﺨﺘﻠﻒ ﻛﺜﯿﺮا ً ﻋﻦ ﺗﺄﺛﯿﺮ ﻣﻀﺎدات
اﻟﺬھﺎن اﻟﻨﻈﺎﻣﯿﺔ ،وﯾﺆدي اﻻﺳﺘﺨﺪام اﻟﻤﺪﯾﺪ ﻟﻜﻞ ﻣﻀﺎدات اﻟﺬھﺎن إﻟﻰ آﺛﺎر ﺟﺎﻧﺒﯿﺔ ﻣﺘﺸﺎﺑﮫ ﻣﺜﻞ اﻟﺤﺮﻛﺎت اﻟﻼإرادﯾﺔ واﻟﻤﺘﻼزﻣﺔ اﻻﺳﺘﻘﻼﺑﯿﺔ .ﺗﮭﺪف ھﺬه اﻟﻮرﻗﺔ إﻟﻰ
ﻣﺮاﺟﻌﺔ ﺗﺴﻤﯿﺎت ﻣﻀﺎدات اﻟﺬھﺎن وﺗﻮﺿﯿﺢ اﻟﺤﺎﺟﺔ إﻟﻰ ﻧﻈﺎم ﺗﺼﻨﯿﻒ ﻣﻔﯿﺪ ﺳﺮﯾﺮﯾﺎ ً .
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Patterns of Referrals to Consultation-Liaison Psychiatry in a Tertiary Care Hospital in Oman
Houda Alqataybi, Mandhar Almaqbali, Waddah Alamai Asiri, R.Martin, Hamed Alsinawi

 دراﺳﺔ ﻣﺴﺘﻌﺮﺿﺔ:أﻧﻤﺎط اﻟﺘﺤﻮﯾﻼت إﻟﻰ اﻟﻄﺐ اﻟﻨﻔﺴﻲ اﻟﺘﻮاﺻﻠﻲ ﻓﻲ ﻣﺴﺘﺸﻔﻰ ﻟﻠﺮﻋﺎﯾﺔ اﻟﺜﺎﻟﺜﯿﺔ ﺑﺴﻠﻄﻨﺔ ﻋﻤﺎن
 ﺣﻤﺪ اﻟﺴﻨﺎوي، روﺟﺮ ﻣﺎرﺗﻦ، وﺿﺎح اﻷﻟﻤﻌﻲ ﻋﺴﯿﺮي، ﻣﻨﺬر اﻟﻤﻘﺒﺎﻟﻲ،ھﺪى اﻟﻘﻄﯿﺒﻲ

Abstract

B

ackground: Consultation-liaison (C-L) psychiatry emerged to integrate mental health with mainstream medicine.
The growing and accumulative evidence in this field supports C-L psychiatry as a cost-effective service for
shortening the length of hospital stays in addition to early detection and treatment of mental illnesses. Objective: The
current study is the first in the Sultanate of Oman to review all patterns of referrals to the C-L team from various in-patient
departments at Sultan Qaboos University Hospital. Methods: All patients referred from the medical and surgical wards
from May 2015 to December 2015 were evaluated for inclusion to the study. Data collection recorded patient
demographics, reason for admission, and presence of medical or surgical co-morbidity, reason for referral to C-L psychiatry
and whether psychiatric diagnosis presented prior to referral. Data were analyzed using descriptive statistical methods.
Results: N=104 patients were referred to C-L psychiatry over the indicated period of the study. The majority of referrals
were from the acute medicine unit (32.7%), neurology unit (15.4%) and surgery department (9.6%). The most common
reasons for referral were depressed mood (28.8%) and abnormal behavior (24%). Major depressive disorder (30.8%) was
the most commonly diagnosed psychiatric disorder followed by substance use disorder (8.7%). Conclusion: C-L psychiatry
is an important utility for general hospitals to ensure high-standard quality of care is provided to patients. Additionally, C-L
psychiatrists should play a significant role in sensitizing other health professionals toward detecting early signs of mental
disorders.
Keywords: Consultation-liaison psychiatry, mental disorders, Sultan Qaboos University hospital, Oman
Declaration of interest: None

Introduction
Consultation-liaison (C-L) psychiatry is a relatively new
sub-specialty in psychiatry, which developed as a way to
integrate mental health with mainstream medicine.1,2
Studies have shown that 27% of patients admitted to
medical wards displayed symptoms of significant
psychiatric disturbances.3 The growing and accumulative
evidence in this field supports C-L psychiatry as a costeffective service, which can shorten the length of
hospital stays in addition to enabling early detection and
treatment of mental illnesses.4,5
Psychiatric disorders, such as major depressive disorder
and somatoform disorders, are often not identified by
doctors working in the medical and surgical wards. This
can lead to a higher demand on available health care
resources. Moreover, underdiagnosed psychiatric
disorders can impair the patients’ quality of life.6-8

In the face of high psychiatric co-morbidities among
patients admitted to the medical and surgical wards and,
despite the evidence of its effectiveness, referral to C-L
psychiatry remain low.9 A recent systematic review
(Chen, et al. 2016) concluded that the interplay between
factors related to the health system, referrer and patients
have significant influence on the referral rate to C-L
psychiatry. For instance, positive attitudes of doctors
working in general hospitals toward C-L psychiatry and
also having dedicated C-L psychiatry service increases
the likelihood of referral to C-L psychiatry. On the other
hand, difficulties recognizing psychiatric co-morbidities
in physically unwell patients together with mental health
stigma are considered barriers against referral to C-L
psychiatry.10
Sultan Qaboos University Hospital is a general hospital
with a 450 bed capacity and 13 medical and surgical
specialties. Its C-L psychiatry team was established in
17
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2013 to receive inpatient referrals from various hospital
departments. The team comprises a consultant
psychiatrist, senior specialist and two senior psychiatry
residents. The current study aims to examine the pattern
of referrals to the C-L psychiatry team.

Methods
The current study uses a descriptive cross-sectional
design conducted in a tertiary care hospital in Muscat,
Oman. A record of all patients referred to C-L psychiatry
from the medical and surgical wards was maintained
from May 2015 to December 2015.
All patients referred to C-L psychiatry and evaluated
when in-patients in the medical or surgical wards were
included in the study. Exclusion criteria included
insufficient documented details as to the reason for
referral and inadequate psychiatric notes without clinical
diagnosis of mental disorder or impression. Those
patients who were given an appointment in the C-L
psychiatry clinic were not included in the final analysis.
Electronic medical records, kept in the Track-care
system, were reviewed for all included patients. A data
collection sheet documented patients’ demographic
features, medical and surgical co-morbidity, the reason
for admission, the reason for referral to C-L psychiatry,
the clinical diagnosis of mental disorder or impression of
the C-L psychiatry and whether if any intervention was
carried out. The Diagnostic and Statistical Manual of
Mental Disorders - Fifth Edition (DSM 5; American
Psychiatric Association, 2013) criteria were used for
diagnosis of mental disorders. All patients included in

the study were evaluated by a consultant in C-L
psychiatry. Referrals to C-L psychiatry were either from
the medical or surgical wards. Medical wards include
patients admitted under the service of acute medicine,
neurology, hematology, oncology, cardiology and
gastrology units. Surgical wards include patients
admitted under the service of general surgery, urology,
orthopedics, neurosurgery, obstetrics and gynecology,
otolaryngology and maxillofacial units.
Data management
The Statistical Package for the Social Sciences version
22 (SPSS, V22.0) was used for data analysis. For
descriptive purposes, categorized variables were
described as percentages with confidence intervals.
Continuous variables were presented as means with
standard deviation or median with inter-quartile range.
To assess relationships between variables, univariate
analysis chi-square, t-test, ANOVA were used.
Ethics
Ethical approval was granted by the Research Ethics
Committee of the College of Medicine and Health
Sciences, Sultan Qaboos University, Muscat, Oman.

Results
A total of 104 patients (53% women, 47% men) were
referred to the C-L psychiatry over the indicated period
of the study. No referrals were excluded from the study.
The mean age of the referred patients was 42 years with
a range of 12-90 years (SD: 18.8). Table 1 shows the
demographic
characteristics
of
all
patients.

Table 1. Patients’ demographic characteristics
Percentage (%)
Age, years
<18
19-59
>60
Gender
Women
Men
Educational level
Single
Married
Divorced
Other
Employment status
Yes
No
Unknown

21
71
8
47
53
30
53
5
12
23
44
33
18
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Source of referrals
The average number of referrals per day to the C-L
psychiatry during the study period was 0.58. The most
common source of referrals to C-L psychiatry was the
medical wards (70%) with surgical wards providing the

remaining 30% of referrals. From the medical ward, the
acute medicine unit comprised the highest percentage of
total referrals (30.2%) followed by neurology unit
(15.4%). The general surgery unit contributed to 9.6% of
the total referrals. Table 2 shows the rate of referrals to
the
C-L
psychiatry
for
each
unit.

Table 2. Rate of referrals to C-L psychiatry per unit
Unit

Percentage (number of patients)

Acute Medicine

32.7 (34)

Neurology

15.4 (16)

Surgery

9.6 (10)

Hematology

8.7 (9)

Obstetrics and gynecology

8.7 (9)

Oncology

7.7 (8)

Orthopedics

4.8 (5)

Cardiology

3.8 (4)

Gastrology

1.9 (2)

Urology

1.9 (2)

Neurosurgery

1.9 (2)

Maxillofacial

1 (1)

Otolaryngology

1 (1)

Child health

1 (1)
Total

Reason for referral
The most common reason for referral to C-L psychiatry
was depressed mood (30.8%) followed by behavioral
disturbances (21.8%) and risk assessment (13.5%).

100 (104)

Approximately 11% of patients were referred for
cognitive assessment and 10% for management of
substance related disorders. Table 3 summarizes the most
common reasons for referral to C-L psychiatry.
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Table 3. Most common reasons for referral to C-L psychiatry
Reason of Referral

Percentage (%)

Depressed mood

30.8

Behavioral disturbance

21.8

Risk assessment

13.5

Cognitive assessment

11

Management of substance related disorders

10

Psychotic symptoms
Pseudo-seizure
Other (poor compliance to diabetic medication, capacity assessment,
insomnia, left lower limb weakness and unilateral blindness)

2.8
1.9
8.3

Psychiatric diagnoses
Major depressive disorder was the most frequent
psychiatric diagnosis formulated by the C-L psychiatry
(32.7%) followed by substance related disorder (9%).
Dementia and delirium were equally diagnosed among
the sample constituting 6% for each diagnosis. Out of the
total referrals, 23% of the patients were not found to
have evidence of any mental disorder.

Discussion
The current study is the first to explore the patterns of
referrals to the service of C-L psychiatry in Oman. The
majority of patients included in the study were aged
between 19-59 years, which can be explained by the
dominance of this age group within the Omani
population (National Center for Statistics and
Information 2017, Oman). Furthermore, Rastogi et al.
suggested that this age group is at higher risk of daily
stress and thus more likely to be referred to C-L
psychiatry.11 On the other hand, few patients aged above
60 years and below 12 years were referred to C-L
psychiatry during the seven month period of the study.
This might suggest difficulties in recognizing psychiatric
symptoms in this age group by general doctors.7 The
high rate of referrals to C-L psychiatry among adult
patients compared to young and old-age patients found in
this study is consistent with many previous studies.12-14

By analyzing the sources of referrals to C-L psychiatry,
the current study found that two-thirds had originated
from the medical wards. This finding is consistent with
similar studies, which showed that 54% to 65% of
patients were referred from medical wards.12, 15 High
occupancy rates in medical wards and frequent patient
turnover may contribute to the increased rate of referral

to C-L psychiatry. Additionally, increased psychiatric
comorbidities in patients admitted to the medical wards
and somatic presentation of many psychiatric disorders
merit referral for psychiatric evaluation.16 Interestingly,
Alhammad et al. found that physicians, especially
nephrologists, have a better attitude toward C-L
psychiatry and thus may request more consultations.17

The neurology unit was the second most common source
of referral after the acute medicine unit. This might be a
reflection of increased psychiatric comorbidities in
patients with neurological disorder. Stroke, Parkinson’s
disease, multiple sclerosis and epilepsy are associated
with increased risk for psychiatric disorders, especially
depression.18 Moreover, studies have shown that 30% of
patients seen by a neurologist have either no neurological
basis for their illness or their symptoms are out of
proportion for the cause.18-19 Such patients may require
psychiatric evaluation to work out possible underlying
psychiatric etiology.

In the current study, evaluation of depressed mood was
the most common reason for referral to C-L psychiatry.
This could be explained by a high prevalence of
depression in hospitalized patients (30%).20 Furthermore,
symptoms of depression may be easier to be recognize
than other psychiatric disorders. Correspondingly, major
depressive disorder was the commonest diagnosis
formulated by the C-L team. This finding was in
agreement with several previous studies.21-22

In contrast to studies from Europe and the United States,
organic brain disorder was the most common diagnosis
found in studies from India and China.23-24 Types of
patients included in these studies and the severity of their
20

Houda Alqataybi, & et al.
illnesses may explain this difference. Tekkalaki et al.
studied 135 referrals to C-L psychiatry in a governmental
hospital in India and found that 20% of patients were
diagnosed with organic brain disorder compared to 15%
of patients with major depressive disorder. The study
suggested that organic brain disorder is likely the most
common diagnosis for general doctors in the western
world to manage rather than refer on to C-L psychiatry.
In addition, differences in the settings of the studies may
have contributed to this discrepancy in the common
diagnosis made by C-L psychiatry. For instance, studies
conducted in hospitals providing care to patients with
trauma are likely to yield delirium and organic brain
disorders as the most common diagnoses formulated by
C-L psychiatry.23

The total referral rate to C-L psychiatry of 0.58 per day
found in the current study is relatively low compared to
the bed capacity of Sultan Qaboos University Hospital
and the wide catchment area of the hospital. This finding
is broadly in keeping with past studies.25-26 Low referral
rates may result from difficulties recognizing psychiatric
symptoms by non-psychiatrists and being unaware of the
referral procedure to the C-L psychiatry. Carreca et al.
(2017) analyzed 880 referrals to C-L psychiatry in five
general hospitals in Italy. Only 1.08% of patients visiting
these five hospitals were referred to C-L psychiatry.
Stigma related to mental disorders and absence of C-L
psychiatry services in general hospitals are major barriers
against referral to C-L psychiatry.26

hospitals. Furthermore, mobile emergency units for C-L
psychiatry were initiated to provide home care.27

Conclusion
C-L psychiatry is an important utility for general
hospitals in order to ensure a high-standard quality of
care is provided to patients. Additionally, C-L
psychiatrists should play a major role in sensitizing other
health professionals in the detection of early signs of
mental disorders.

Limitation
As this relates to the current study, a larger sample size
and longer period of data collection may have yielded
more representative results. Using a reliable and valid
tool to study the patterns of referrals to C-L psychiatry
will make the comparison with other studies more
feasible. However, the tool in use was still under
development required validation; and it is also the case
that different studies have used different methodological
techniques.
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اﻟﻤﻠﺨﺺ
اﻟﻤﻘﺪﻣﺔ وﻏﺮض اﻟﺒﺤﺚ :ﯾﻌﺘﺒﺮ اﻟﻄﺐ اﻟﻨﻔﺴﻲ اﻟﺘﻮاﺻﻠﻲ ﻣﻦ اﻟﺘﺨﺼﺼﺎت اﻟﺤﺪﯾﺜﺔ ﻧﺴﺒﯿﺎ ً واﻟﺘﻲ ﺗُﻌﻨﻰ ﺑﻤﻌﺎﯾﻨﺔ اﻟﻤﺮﺿﻰ اﻟﻤﺤﻮﻟﯿﻦ ﻣﻦ اﻷﻗﺴﺎم اﻟﺒﺎطﻨﯿﺔ واﻟﺠﺮاﺣﯿﺔ
ﻷﺳﺒﺎب ﻧﻔﺴﯿﺔ وﻟﻘﺪ أﺛﺒﺘﺖ اﻟﺪراﺳﺎت اﻟﺴﺎﺑﻘﺔ أن اﻟﻄﺐ اﻟﻨﻔﺴﻲ اﻟﺘﻮاﺻﻠﻲ ﯾﻠﻌﺐ دورا ً ﻓﺎﻋﻼً ﻓﻲ ﺗﻘﻠﯿﺺ ﻣﺪة اﻟﺘﻨﻮﯾﻢ ﻓﻲ اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻌﺎﻣﺔ واﻛﺘﺸﺎف اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ
ﻓﻲ ﻣﺮﺣﻠﺔ ﻣﺒﻜﺮة ﻣﻤﺎ ﯾﺴﺎﻋﺪ ﻓﻲ ﺗﻌﺰﯾﺰ اﻟﺮﻋﺎﯾﺔ اﻟﻤﺜﻠﻰ ﻟﻠﻤﺮﯾﺾ .ﺗﮭﺪف ھﺬه اﻟﺪراﺳﺔ ﻟﻤﺮاﺟﻌﺔ ﻛﺎﻓﺔ اﻟﺘﺤﻮﯾﻼت إﻟﻰ اﻟﻄﺐ اﻟﻨﻔﺴﻲ اﻟﺘﻮاﺻﻠﻲ ﺑﻐﺮض دراﺳﺔ ﻧﻤﻂ ھﺬه
اﻟﺘﺤﻮﯾﻼت ﻣﻦ ﺣﯿﺚ ﺳﺒﺐ اﻟﺘﺤﻮﯾﻞ وﻣﺼﺪره وﻧﺘﺎﺋﺠﮫ .اﻷدوات واﻟﻄﺮق :أﺟﺮﯾﺖ ھﺬه اﻟﺪراﺳﺔ اﻟﻤﺴﺘﻌﺮﺿﺔ ﻓﻲ ﻣﺴﺘﺸﻔﻰ ﺟﺎﻣﻌﺔ اﻟﺴﻠﻄﺎن ﻗﺎﺑﻮس وﺷﻤﻠﺖ 104
ﻣﺮﯾﺾ وﻣﺮﯾﻀﺔ ﺗﻢ ﺗﺤﻮﯾﻠﮭﻢ ﺧﻼل اﻟﺴﺘﺔ أﺷﮭﺮ ﻟﻠﺪراﺳﺔ وﺗﻤﺖ ﻣﺮاﺟﻌﺔ اﻟﺒﯿﺎﻧﺎت اﻟﻄﺒﯿﺔ ﻟﺠﻤﯿﻊ اﻟﻤﺮﺿﻰ ﻣﻦ ﺧﻼل اﻟﻨﻈﺎم اﻹﻟﻜﺘﺮوﻧﻲ اﻟﻄﺒﻲ وﺗﺴﺠﯿﻞ اﻟﺒﯿﺎﻧﺎت
اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ ﻟﮭﻢ وﺳﺒﺐ اﻟﺘﺤﻮﯾﻞ وﻣﺼﺪره واﻟﺘﺸﺨﯿﺺ ﻣﻦ ﻗﺒﻞ ﻓﺮﯾﻖ اﻟﻄﺒﻲ اﻟﻨﻔﺴﻲ اﻟﺘﻮاﺻﻠﻲ .اﻟﻨﺘﺎﺋﺞ :ﺑﯿﻨﺖ اﻟﺪراﺳﺔ أن ﻣﺼﺪر ﻣﻌﻈﻢ اﻟﺘﺤﻮﯾﻼت ﻛﺎن وﺣﺪة
اﻷﻣﺮاض اﻟﺒﺎطﻨﯿﺔ ) (%32.7ﺗﺒﻌﺘﮭﺎ وﺣﺪة اﻷﻋﺼﺎب ) (%15.4ﺛﻢ ﻗﺴﻢ اﻟﺠﺮاﺣﺔ ) .(%9.6ﻛﺬﻟﻚ أﻓﺎدت اﻟﺪراﺳﺔ أن اﻟﺴﺒﺐ اﻷﻛﺜﺮ ﺷﯿﻮﻋﺎ ً ﻹﺻﺪار اﻟﺘﺤﻮﯾﻞ ﻟﻘﺴﻢ
اﻟﻄﺐ اﻟﻨﻔﺴﻲ اﻟﺘﻮاﺻﻠﻲ ﻛﺎن اﻛﺘﺌﺎب اﻟﻤﺰاج ) (%28.8ﺛﻢ اﻻﺿﻄﺮاﺑﺎت اﻟﺴﻠﻮﻛﯿﺔ ) .(%24اﻻﺳﺘﻨﺘﺎج :ﯾﻠﻌﺐ اﻟﻄﺐ اﻟﻨﻔﺴﻲ اﻟﺘﻮاﺻﻠﻲ دورا ً ﺑﺎرزا ً ﻓﻲ اﻟﺘﻘﯿﯿﻢ
اﻟﻤﺘﻜﺎﻣﻞ ﻟﻠﻤﺮﺿﻰ اﻟﻤﻨﻮﻣﯿﻦ ﻓﻲ اﻷﺟﻨﺤﺔ اﻟﻌﺎﻣﺔ ،وﯾﺠﺐ أن ﯾﻌﻤﻞ اﻟﻤﺨﺘﺼﻮن ﻓﻲ ھﺬا اﻟﻤﺠﺎل ﺑﻨﺸﺮ اﻟﻮﻋﻲ ﻋﻦ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﺑﯿﻦ أطﺒﺎء اﻟﺒﺎطﻨﯿﺔ واﻟﺠﺮاﺣﯿﻦ وﻛﯿﻔﯿﺔ
اﻛﺘﺸﺎف اﻟﻌﻮارض اﻟﻨﻔﺴﯿﺔ ﺑﻤﺨﺘﻠﻒ ﻣﻈﺎھﺮھﺎ وأﺷﻜﺎﻟﮭﺎ واﻟﺘﻲ ﻗﺪ ﺗﺴﺘﺪﻋﻲ ﻣﻌﺎﯾﻨﺔ ﻣﻦ ﻗﺒﻞ اﻟﻄﺒﯿﺐ اﻟﻨﻔﺴﻲ وﻋﺪم اﻻﻛﺘﻔﺎء ﺑﻌﻼج اﻟﻤﺮﯾﺾ ﻣﻦ اﻟﻨﺎﺣﯿﺔ اﻟﺒﺪﻧﯿﺔ ﻓﺤﺴﺐ .
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Relation between Stunting in a Sample of Primary School Children and their Scholastic
Achievement and Behavior in Ismailia City
Naira M. Omar, Lamiaa Fiala, Mirella Youssef Tawfik, Khaled Abd El Moez

ﻋﻼﻗﺔ اﻟﺘﻘﺰم ﻓﻲ ﻋﯿﻨﺔ ﻣﻦ أطﻔﺎل اﻟﻤﺪارس اﻻﺑﺘﺪاﺋﯿﺔ ﺑﺎﻷداء اﻟﻤﺪرﺳﻲ واﻟﺴﻠﻮك ﺑﻤﺪﯾﻨﺔ اﻹﺳﻤﺎﻋﯿﻠﯿﺔ
 ﻣﯿﺮﯾﻼ ﯾﻮﺳﻒ، ﺧﺎﻟﺪ ﻋﺒﺪ اﻟﻤﻌﺰ، ﻟﻤﯿﺎء ﻓﯿﺎﻟﮫ،ﻧﯿﺮة ﻣﺤﻤﺪ ﻋﻤﺮ

Abstract

B

ackground: Stunting is associated with poor development, cognition and school performance in early childhood
compared with non-stunted children through late adolescence. Stunted children have impaired behavioral development
in early life and are found to be less likely to enroll at school or enroll late or tend to achieve lower grades than non-stunted
children. Furthermore, stunted children are more apathetic, display less exploratory behavior and have altered physiological
arousal. Aim: The present study aims to improve child health through assessing the relation between stunted children and
their scholastic achievement and behavior. Method: As a case-control design, the current study was conducted with primary
school children in the 5th and 6th grades in Ismailia. The study comprised N=204 students (n=102 stunted children, n=102
controls); n=81 were from public schools and n=21 from private schools. Data was collected through measuring the height
of students and comparing measurements to World Health Organization (WHO) growth charts. A questionnaire identifying
socio-demographic characteristics was given to parents. A teacher’s child behavior checklist (teacher report form) was
completed by the master teachers to rate the academic performance and behavioral difficulties of the selected children.
Results: Mothers with low levels of education, big family size and lastly ranked child order were found more among stunted
students compared to non-stunted children. In addition, poor scholastic achievement and behavioral disorders occur more
frequently among stunted children compared with non-stunted students. Conclusion: Stunting is related to poor scholastic
achievement and behavioral disorders.
Key words: Stunting, children, scholastic achievement, behavioral disorders
Conflict of interest: None

Background

and an increased risk of degenerative diseases, such as
diabetes.4

A stunted child is defined as being too short for his/her
age when height for age is below minus two standard
deviations {-2SD} from the mean of the reference
population, using WHO child growth standards which can
be applied to all children everywhere irrespective of
ethnicity, socioeconomic status and type of feeding.1
Stunting is considered to be a major public-health problem
in low and middle-income countries because it is
associated with increased risk of childhood mortality.2

It is estimated that more than 200 million school age
children are stunted and underweight and if no action is
taken at this rate, by 2020 about one billion schoolchildren
will be growing up with growth and development
abnormalities.5 This age group needs more attention and
care for the physical and mental development since they
are vulnerable because of their rapid growth rate.6

Stunting is an indicative of chronic under-nutrition, which
gives a picture of past nutritional history, and the
environmental and socioeconomic circumstances.3
Stunting has long-term effects on individuals and
societies, including diminished cognitive and physical
development, poor health, decreased productive capacity,

The height-for-age data from the 2014 Egypt
Demographic and Health Survey (EDHS) among
Egyptian children, based on comparisons with the WHO
child growth standards population, indicates that 21% of
children under age five were stunted and 10% were
severely stunted, stunting was markedly higher in Upper
Egypt at 26% compared to other areas.7 The main
24
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determinants of stunting are inadequate nutrient intake,
infections, maternal education, socioeconomic status,
unsafe water and poor childcare. There is increasing
international effort to prevent stunting, such as
Millennium Development Goals and Sustainable
Development Goals.8
Stunting
(chronic
protein-energy-malnutrition)
contributes to structural and functional pathology of the
brain. Structurally such as tissue damage, growth
retardation, disorderly differentiation, reduction in
synapses and synaptic neurotransmitters, delayed
myelination reduces overall development of dendritic
arborization of the developing brain. In addition,
deviations in the temporal sequences of brain maturation
disturb the formation of neuronal circuits. Functionally,
there is long lasting cognitive impairment.9 Academic
achievement represents performance outcomes that
indicate the extent to which a person has accomplished
specific goals. School systems mostly define cognitive
goals that either apply across multiple subject areas (e.g.
critical thinking) or include the acquisition of knowledge
and understanding in a specific intellectual domain (e.g.
numeracy, literacy, science, history).10 Scholastic
achievements can be influenced by multiple factors like
nutritional status, demographics and socio-economic
factors.11

Study objectives are:
1)

To describe the socio-demographic
characteristics of stunted and non-stunted
primary school children in Ismailia.
To compare the scholastic achievement
among stunted and non-stunted primary
school children in Ismailia.
To compare the behavior according to the
teacher’s child behavior check list (teacher
report form) among stunted and non-stunted
primary school children in Ismailia.

2)

3)

Methods
Design
The present study is a case-control study.
Setting
The present study was conducted in primary schools in
Ismailia.

Population
To achieve study objectives two groups were selected:

Stunting in early childhood has adverse effects on Central
Nervous System (CNS) development and function such as
antisocial behavior problems and personality disorders.12
The best global indicator of children’s well-being is
growth. Assessment of growth is the single measurement
that best defines the nutritional and health status of
children, and provides an indirect measurement of the
quality of life of the entire population.13 In addition, data
regarding the stunting effects on scholastic achievement
and behavior in Egypt is not available. Therefore, the
present study aimed to assess the relation between
stunting in primary school children and their scholastic
achievement and behavior in Ismailia.

1.

2.

Group 1 (study): Primary school children (5th and
6th grades) who are stunted (height for age is
below minus two standard deviations {-2SD}
from the median of the reference population,
using WHO Child Growth Standards) in public
and private schools in Ismailia.
Group 2 (control): Primary school children (5th
and 6th grades) who have normal height for age
matched with stunted children for age and class
and were selected randomly.

The following criteria were defined:
•

Objectives

•

The present study contributes to child health improvement
through assessing the relation between stunting in primary
school children and their scholastic achievement and
behavior in Ismailia.

•

Inclusion criteria for studied children: stunted
primary school children (5th and 6th grades) in
public and private schools in Ismailia.
Exclusion criteria for children: History of head
trauma, brain surgery, epilepsy or type-1
diabetes mellitus.
Inclusion criteria for teachers: Teachers of
primary school children (5th and 6th grades)
should know the student for two month in order
to complete the questionnaire.

25

Naira M. Omar & et al.
II.

Sample Size

A
self-administered
questionnaire
was
completed by the parent of each student which
included:
• Socio-economic and demographic data:
age, gender, number of family
members, child order and educational
level of the children's parents.
Teachers’ perspectives were reported via the
Child Behavior Checklist (teacher report
version).14

The sample size comprised 102 students per group, giving
a total sample size of 204 students.

Sampling procedure
In Ismailia, there are 44 public schools (9557 students)
and 18 private schools (2573 students). A proportionate
sample of the students was taken from both public and
private schools resulting in 81 students from public and 21
from private schools. Through simple randomization, five
(10%) of the public schools and three (10%) of the private
schools were selected. All students of 5th and 6th grade in
the eight schools were screened for stunting using a
measuring tape to mark the height and compare to WHO
growth charts. For each selected stunted student, another
normal student from the same class was selected through
simple randomization. There are differences between
public and private schools, e.g. classroom size, budget,
certified teachers, received personalized attention. This
highlights the difference in educational attainment
between the rich and the poor.
Ethical consideration
The current study was reviewed by the Institutional
Review Board (IRB)

III.

Purpose
The purpose was to obtain teachers’ perceptions of each
child’s academic performance, adaptive functioning and
problem behavior over the past two months in a
standardized format.

Results
Table 1 shows the socio-demographic characteristics of
studied students in the current study. Mothers with low
levels of education, big family size and lastly ranked child
order were more evident among stunted students
(20%,17% and 22%) compared to non-stunted (5%, 12%
and 3%). The differences between the two groups
regarding previous variables were found to be statistically
significant difference (P<0.05).

Data collection Tools
I.

Height measurements were in centimeters and
plotted on the WHO chart.
Table 1. Socio-demographic characteristics of stunted and non-stunted students
Socio-demographic
characteristics

Gender
• Boy
• Girl
School
• Public
• Private
Age in years
Father’s education
• Illiterate
• Primary
• Secondary
• University
Mother’s education
• Illiterate

Stunted
N=102
N (%)

Non-stunted
N=102
N (%)

Total
N=204
N (%)

P-value

44 (43%)
58 (57%)

44 (43%)
58 (57%)

88 (44%)
116 (56%)

1.000

81 (79%)
21 (21%)

81 (79%)
21 (21%)
Mean ± SD
11.36 ± 0.454

162 (79%)
42 (21%)

1.000

8 (8%)
17 (17%)
42 (41%)
35 (34%)

(7%)
16 (16%)
38 (37%)
41 (40%)

15 (7%)
33 (16%)
80 (39%)
76 (37%)

0.868

20 (20%)

5 (5%)

25 (15%)

0.002*
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• Primary
• Secondary
• University
Residence
• Urban
• Rural
Family size
<4
5-6
>6
Child order
1st
2nd
3rd
4th +

19 (19%)
42 (41%)
21 (20%)

13 (13%)
60 (60%)
24 (24%)

32 (22%)
102(48%)
45 (17%)

72 (71%)
30 (29%)

72 (71%)
30 (29%)

144 (71%)
60 (29%)

1.000

34 (34%)
51 (50%)
17 (17%)

30 (29%)
60 (59%)
12 (12%)

64 (32%)
111(55%)
29 (14%)

0.031*

30 (29%)
34 (33%)
16 (16%)
22 (22%)

37 (36%)
47 (46%)
15 (15%)
3 (3%)

67 (33%)
81 (40%)
31 (15%)
25 (12%)

0.003*

*Statistically significant p <0.05

Table 2 shows the frequency of scholastic achievement
parameters in stunted and non-stunted students. There is a
statistically significant difference in academic
performance, hardworking, learning and happiness

between stunted students and non-stunted students, which
means that there is poor academic performance,
hardworking, learning and there being less happiness
among stunted students compared to non-stunted students.

Table 2. Description of scholastic achievement parameters in stunted and non-stunted students
Scholastic achievement
parameters
Private teaching lessons
• No
• Yes
Grade repetition
• No
• Yes
Academic performance§
• Below average
• Average
• Above average
Hard working
• Below average
• Average
• Above average
Learning
• Below average
• Average
• Above average
Happiness
• Below average
• Average
• Above average

Stunted
(N=102)
N (%)

Non-stunted
(N=102)
N (%)

Total
(N=204)
N (%)

P-value

25 (25%)
77 (75%)

23 (23%)
79 (77%)

48 (24%)
156 (76%)

0.869

92 (90%)
10 (10%)

96 (94%)
6 (6%)

188 (92%)
16 (8%)

0.436

45 (45%)
26 (25%)
31 (31%)

10 (10%)
50 (49%)
42 (41%)

55 (27%)
76 (37%)
73 (36%)

<0.0001*

61 (61%)
18 (18%)
23 (23%)

28 (28%)
43 (42%)
31 (30%)

89 (43%)
61 (30%)
54 (27%)

<0.0001*

69 (67%)
13 (13%)
20 (20%)
62 (61%)
40 (39%)
00

50 (49%)
22 (22%)
30 (29%)
18 (18%)
80 (78%)
4 (4%)

119 (58%)
35 (17%)
50 (25%)
80 (40%)
120 (59%)
4 (2%)

<0.0001*

<0.0001*

*statistically significant p<0.05 (Fisher Exact value)
§Below average (<70%), Average (70% - <85%), above average (>85%)
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Table 3 shows the correlation between height and
scholastic achievement among all students. There is weak
to moderate positive correlation between height and
academic performance, hardworking, learning and

happiness, which is statistically significant. This means
that when the height-for-age is decreased the academic
performance, hardworking, learning and happiness are
decreased too (direct relationship).

Table 3. Correlation between height and the scholastic achievement among all students (Spearman’s correlation coefficient)
Scholastic achievement
parameters

Height (cm)
R

P-value*

Private teaching lessons ( private tuitions)

-0.113

0.106

Grade repetition

0.086

0.222

Academic performance

0.295

<0.0001

Hard work

0.339

<0.0001

Learning

0.324

<0.0001

Happiness

0.424

<0.0001

*Statistically significant p<0.05

Table 4 shows the frequency of behavioral disorders in
stunted and non-stunted students. There is a statistically
significant difference (p<0.05) in most behavior disorders

between stunted and non-stunted students which means
that behavioral disorders occur more frequent among
stunted children compared to the non-stunted.

Table 4. Frequency of behavioral disorders in stunted and non-stunted students
Behavioural scoring
Withdrawal scoring
• Normal(<8)
• Borderline(8-9)
• Clinical disorder(>9)
Somatic scoring
• Normal(<6)
• Borderline(6-7)
• Clinical disorder(>7)
Anxiousness scoring
• Normal(<12)
• border line(12-14)
• clinical disorder(>14)
Social scoring
• Normal(<7)
• border line(7-8)
Thought scoring
• Normal(<3)
• border line(3-4)
Attention scoring
• Normal(<9)
• border line(9-11)
• clinical disorder(>11)

Stunted
N=102
N (%)
57 (56%)
23 (23%)
22 (22%)

Non-stunted
N=102
N (%)
83 (81%)
13 (13%)
6 (6%)

Total
N=204
N (%)
140 (69%)
36 (18%)
28 (14%)

71 (70%)
22 (22%)
9 (9%)

100 (98%)
2 (2%)
00

171 (84%)
24 (12%)
9 (4%)

<0.0001*f

73 (72%)
22 (22%)
7 (7%)

94 (92%)
8 (8%)
00

167 (82%)
30 (15%)
7 (3%)

<0.0001*f

94 (92%)
8 (8%)

102 (100%)
00

196 (96%)
8 (4%)

0.007*f

102 (100%)
00

98 (96%)
4 (4%)

200 (98%)
4 (2%)

0.121

32 (31%)
27 (26%)
43 (42%)

68 (67%)
24 (24%)
10 (10%)

100 (49%)
51 (25%)
53 (26%)

<0.0001*

P-value
<0.0001*
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Delinquency scoring
• Normal(<6)
• border line(6-7)
• clinical disorder(>7)
Aggressiveness scoring
• Normal(<16)
• border line(16-20)
• clinical disorder(>20)

76 (75%)
18 (18%)
8 (8%)

83 (81%)
19 (19%)
00

159 (78)
37 (18)
8 (4)

0.013*f

45 (44%)
49 (48%)
8 (8%)

81 (79%)
21 (21%)
00

126 (62)
70 (34)
8 (4)

<0.0001*f

* Statistically significant p < 0.05
*f statistically significant p < 0.05 (Fisher Exact value)

Table 5 shows the mean score calculated for behavioral
disorders14 among stunted and non-stunted students. The
internalizing disorders, externalizing disorders and other

behavioral disorders among stunted students (21.196 ±
4.564, 19.519 ± 5.4130 and 18.088 ± 6.468) are more
common compared to non-stunted students (15.735 ±
4.780, 13.78 ± 6.161 and 11.598 ± 4.333) and scores are
statistically significant (p<0.05).

Table 5. Behavioral disorders scoring in stunted and non-stunted students
Behavior disorders
Internalizing disorders
• Withdrawal
• Somatic complaints
• Anxiousness
Externalizing disorders
• Delinquency
• Aggressiveness
Other
•
•
•

Social problems
Thought problems
Attention problems

Stunted
Mean ± SD
21.196 ± 4.564

Non-stunted
Mean ± SD
15.735 ± 4.780

6.4 ± 3.25
5.26 ± 1.768
9.53 ± 2.724

4.37 ± 2.972
3.64 ± 1.447
7.73 ± 2.347

p-value

<0.0001*

19.519 ± 5.4130

13.78 ± 6.161

4.21 ± 2.24
15.31 ± 4.093
18.088 ± 6.468

3.62 ± 1.503
10.16 ± 5.632

<0.0001*
<0.0001*
<0.0001*
<0.0001*
0.029*
<0.0001*

11.598 ± 4.333
<0.0001*

5.08 ± 1.191
0.85 ± 0.825
12.16 ± 5.958

3.65 ± 1.059
0.92 ± 0.78
7.03 ± 3.87

<0.0001*
0.542
<0.0001*

*Statistically significant p<0.05 (Mann-Whitney)

Table 6 shows the correlation between height and
behavior disorders. There is a weak to moderate negative
correlation between height and most of behavioral
disorders such as withdrawal, somatic complaints,

anxiousness, social problems, attention problems and
aggressiveness, which is statistically significant. This
means that when the height-for-age is decreased the
behavioral disorders are more frequently occurring
(indirect relationship).
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Table 6. Correlation between height and behavior disorders (Spearman correlation coefficient)
Behavior disorders
Withdrawal
Somatic complaints
Anxiousness
Social problems
Thought problems
Attention problems
Delinquency
Aggressiveness

Height (cm)
r
-0.312
-0.388
-0.218
-0.472
0.089
-0.412
-0.121
-0.352

p-value
<0.0001*
<0.0001*
0.002*
<0.0001*
0.208
<0.0001*
0.086
<0.0001*

*Statistically significant p<0.05

Discussion
The present study shows that maternal education is low in
children who are stunted, which is consistent with the
finding of a study examining the association between biodemographic, socioeconomic determinants and the
malnutrition problem in Egypt using data from the
demographic and health survey (DHS).15 It shows that
education level of mothers are associated with higher
height-for-age and suggests an educated mother will
assume responsibility for taking her sick child to a health
center.
In addition, our findings regarding maternal education
confer with a study from Uganda16 with the findings from
a systematic review17 that used summary statistics from
2004 to 2014 in which 25 studies established that more
years a mother spends in education is linked to protective
factors against stunting. In India, Borooah,18 conducted a
study to analyze the determinants of the risks of severe
stunting in rural children between the ages of 0-12 years.
The study found that children whose mothers were
illiterate were more likely to be stunted than children
whose mothers were literate. This suggests that an
educated mother might take advantage of advice and
information relating to childcare.
The relation between stunting and maternal education
might be explained in that educated women are more
likely to utilize local health care services (pre- and
postnatal care, under-5 clinic visits). They also are more
likely to implement sanitary nutrition or health practices
(nutrient intake, the length of breastfeeding or age at
which supplementary foods were introduced, the level of
sanitation in the home, good balanced diet for the school
age) which are beneficial to child growth and
development.17

Regarding birth order, the present study found that higher
ranking child order is greater among stunted than nonstunted. That is similar to the finding of a study by Howell
et al.19 and to another study conducted by Borooah,18
using unit-record data on over 50,000 rural children from
the sixteen major states of India. The study revealed that
the higher the birth order of a child, the greater the
likelihood of being stunted.
On the other hand, a cross sectional study in the Al-Marg
region, an eastern district of Cairo, detected the impact of
low growth on school children aged between 11 and 14
years while El-Moselhy et al.20 reported that being a first
born child was a significant risk factor for low growth.
From this finding, it can be suggested that the youngest
children might have poor care and less attention from their
parents and the first child might have a less experienced
mother.
Results suggest a correlation between larger families and
stunted growth in children. El-Moselhy et al.20 highlighted
similar findings in a study conducted in Cairo. In addition,
Marston and Cleland21 conducted a study to examine the
health related effects of pregnancy on child growth
(stunting) using data from five demographic and health
survey enquiries in Bolivia, Egypt, Kenya, Peru, and the
Philippines, which found that stunting was associated with
large family size rather than birth order.
Esfarjani et al.22 reported that children living in
households with four or more children were more likely
to be stunted than children living in less crowded families.
Large families may affect stunting through exposure to
multiple risks such as poverty (poor maternal nutrition and
poor feeding practices), malnutrition (poor food quality as
diet lacks protein and other micronutrients), poor health
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(frequent infections), and unsuitable home environments
which affect child growth and development.23
We found that children with lower height-for-age were far
behind their peers in scholastic achievement. This is in
accordance with a cross-sectional, community-based
study in the Al Basra rural area of Egypt24, which assessed
the nutritional status of children aged between six months
and 15 years. Further, Brito and Onis25 conducted a study
in the metropolitan area of Rio de Janeiro on children with
a mean age of 13.5 years from a large public school to
assess the effect of child growth status (height-for-age) on
academic achievement. The study found that children in
the group with higher height-for-age performed better
only in one subject than children in the group with lower
height-for-age. This is supported in other studies in
Pakistan.26 and in Philippines.27 A cross-sectional study in
Goba, South East Ethiopia, among primary schools
children by Haile et al.11 found that good height for age
was associated with higher mathematics scores. A study
in East Uganda found that height for age had positive
association with learning achievement in English and
mathematics.28 In Malaysia, Shariff et al.29 reported that
height-for-age was linked to educational achievement. A
study in Sri Lanka showed that height-for-age had an
impact on examination scores.30 while another from
Uganda examined the effect of stunted growth on the
function of cognitive processes using neuropsychological
assessments.16 The study found that stunted children had
impaired function of the working memory and executive
function.
Another cross-sectional study from Sri Lanka reported
that stunting had led to a low level of educational
performance of the primary school children, which
impacted children’s quality of life in the long-term.31 In
line with the findings of the present study, a study from
South West Nigeria summarized that prospective cohort
studies show that stunted children have poorer cognitive
outcomes and some report social-emotional problems.32 In
addition, Stabler et al.,33 established that shorter children
had high rates of scholastic performance problems and
poor behavior adjustment. It is understood that stunting is
associated with structural and functional impairments to
the brain;34 therefore, a child’s ability to learn and
succeed in school is impaired. The pre-frontal region of
the brain is responsible for the executive functions and the
working memory, which are vital to concentration and
higher order processing of information.35
Stunted children in the present study have more
behavioral disorders and lower scholastic achievement

than did children in the control group. Stunted children in
the present study displayed more behavioral disorders and
lower scholastic achievement than normal children.
Stunting is associated with impaired cognitive function
and behavioral disorders. This is in supported in many
studies, such as that of Jamil and Khalid36 who concluded
that social withdrawal problems and low intelligence
quotient (IQ) scores predict low academic achievement in
primary school students. In addition, Nelson et al.37 found
that externalizing behavioral disorders such as somatic
complaints and delinquency are associated with academic
achievement.
The present study revealed that there is a direct relation
between height and academic performance and an indirect
relation between height and most behavioral problems,
such as withdrawal, somatic complaints, anxiousness,
social problems, attention problems and aggressiveness.
This supports the findings of a study conducted by Brito
and Onis,38 in Rio de Janeiro on children drawn from a
large public school with a mean age of 9.4 years to assess
the association between child growth (height-for-age) and
teacher-reported behavior and academic standing, which
found that the lower the height the worse the academic
performance. Moreover, height-for-age is negatively
correlated with factors related to hyperactivity, conduct
problem, impulsivity and inattention of the behavioral
rating scales.38

The present study found that there is a statistically
significant difference in academic performance and
behavior disorders between stunted and non-stunted
children. This is in consistent with a study conducted by
Chang et al.39 on children who were stunted at age nine to
24 months identified from a house-to-house survey in the
poorer neighborhoods of Kingston, Jamaica. In the study,
the children engaged in a two year intervention program
involving psychosocial stimulation with or without
nutritional supplementation and were reassessed at age of
11-12 years and compared with the non-stunted children
from the similar neighborhoods. Their school and home
behaviors were evaluated using the Rutter Teacher, Parent
Scales, the Wide Range Achievement Test (WRAT), and
the Suffolk Reading Scales to assess school achievement.
The study found that stunted children had significantly
lower scores in educational attainment (arithmetic,
spelling, word reading and reading comprehension) than
the non-stunted children. In addition, it found that children
with behavior disorders performed less well at school.
Therefore, it is probable that behavioral changes
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contribute to reduced educational performance in stunted
children.
2.
Gordon et al.40 conducted a study at the pediatric
endocrinology center at the State University of New York
(SUNY) to determine the psychosocial effects of short
statured children (ages 6 to 12 years). The study found that
shorter children had significantly higher scores of
behavioral problems, especially somatic complaints,
social withdrawal and schizoid tendencies and there were
signs of impaired self-conception expressed by feelings of
unpopularity. In addition, Quitmann et al.41 revealed that
psychological problems were negatively associated with
height as a risk for internalizing problems and impaired
quality of life in European children with short stature.
Jafari-adli et al.42 conducted a study to investigate the
association of short stature with life satisfaction (LS) and
self-rated health (SRH) in children and adolescents from
rural and urban areas of 30 provinces in Iran. The study
revealed that participants with short stature were at the
greater risk of poor SRH and decreased LS compared with
children of normal height. The intensity of self-perception
and the social integration is dependent on the degree of
short stature and the personal capacity to deal with short
stature.43

Conclusion
From the present study, it can be suggested children who
experience stunted growth are more likely to have mothers
with low levels of education, larger families and lastly
ranked child order when compared to non-stunted
children. In addition, stunting is related to poor scholastic
achievement and behavioral disorders.

Limitation of the present study
The Child Behavior Checklist (CBCL) for teachers has
not been standardized for reliability and validity in Egypt.
The academic scholastic achievement is not best measured
by CBCL.

Recommendations
In light of the present findings, the following is
recommended:
1.

Health policy planners must direct their efforts to
implement new program and policies that aid in
the early detection and accurate diagnosis of
stunting and behavior disorders; they should note
that nutritional and mental health screening
programs can be effectively implemented using

the existing manpower resources and facilities in
schools with the support of health professionals.
There should be educational programs for
parents to overcome the problems that stunted
children face in their day-today life and some
special education services within the schools to
help stunted children with behavior disorders and
poor scholastic achievement.
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اﻟﻤﻠﺨﺺ
ﺗﻌﺘﺒﺮ ھﺬه اﻟﺪراﺳﺔ دراﺳﺔ ﻣﻘﺎرﻧﯿﮫ ﻟﻤﻌﺮﻓﺔ اﻟﻌﻼﻗﺔ ﺑﯿﻦ اﻟﺘﻘﺰم واﻟﺘﺤﺼﯿﻞ اﻟﻤﺪرﺳﻲ واﻟﺴﻠﻮك ﻓﻲ اﻷطﻔﺎل ﺑﺎﻟﺼﻒ اﻟﺨﺎﻣﺲ واﻟﺴﺎدس اﻻﺑﺘﺪاﺋﻲ .ﺗﻤﺖ اﻟﺪراﺳﺔ ﻓﻲ ﻣﺪﯾﻨﺔ
اﻹﺳﻤﺎﻋﯿﻠﯿﺔ ﺑﺎﻟﻤﺪارس اﻻﺑﺘﺪاﺋﯿﺔ اﻟﺨﺎﺻﺔ واﻟﺤﻜﻮﻣﯿﺔ وﺗﻢ اﺧﺘﯿﺎر ﻣﺠﻤﻮﻋﺘﯿﻦ ﻟﻠﺪراﺳﺔ:
اﻟﻄﺮﯾﻘﺔ :ﻣﺠﻤﻮﻋﺔ ) 1ﻣﺠﻤﻮﻋﺔ اﻟﺪراﺳﺔ( :اﻷطﻔﺎل اﻟﻤﺘﻘﺰﻣﯿﻦ ﺑﺎﻟﺼﻒ اﻟﺨﺎﻣﺲ واﻟﺴﺎدس اﻻﺑﺘﺪاﺋﻲ وﻟﯿﺲ ﻟﮭﻢ ﺗﺎرﯾﺦ ﻣﺮﺿﻲ ﺑﻤﺮض اﻟﺴﻜﺮ أو اﻟﺼﺮع أو إﺻﺎﺑﺎت
ﺑﺎﻟﺮأس او ﺟﺮاﺣﺔ ﺑﺎﻟﻤﺦ.
ﻣﺠﻤﻮﻋﺔ ) 2ﻣﺠﻤﻮﻋﺔ اﻟﺘﺤﻜﻢ( :اﻷطﻔﺎل اﻟﻐﯿﺮ ﻣﺘﻘﺰﻣﯿﻦ ﺑﺎﻟﺼﻒ اﻟﺨﺎﻣﺲ واﻟﺴﺎدس اﻻﺑﺘﺪاﺋﻲ .ﺗﻢ ﺣﺴﺎب ﻋﯿﻨﺔ اﻟﺒﺤﺚ ﺑﺎﺳﺘﺨﺪام ﻣﻌﺎدﻟﺔ إﺣﺼﺎﺋﯿﺔ وﻛﺎﻧﺖ  102ﻣﻦ
اﻟﻄﻼب ﻓﻲ ﻛﻞ ﻣﺠﻤﻮﻋﺔ ﻟﯿﻜﻮن اﻟﻌﺪد اﻟﻨﮭﺎﺋﻲ ﻟﻠﻌﯿﻨﺔ ھﻮ  204طﺎﻟﺐ .أﺧﺬت ﻋﯿﻨﺔ اﻟﺪراﺳﺔ ﺑﻄﺮﯾﻘﺔ طﺒﻘﯿﺔ ﻣﻦ اﻟﻄﻼب ﺑﺎﻟﺼﻒ اﻟﺨﺎﻣﺲ واﻟﺴﺎدس اﻻﺑﺘﺪاﺋﻲ )ﻣﺪارس
ﺣﻜﻮﻣﯿﺔ ،ﻣﺪارس ﺧﺎﺻﺔ( وﺗﻢ أﺧﺬ ﻋﯿﻨﺔ ﻣﺘﻨﺎﺳﺒﺔ ﻣﻦ ﻛﻞ ﻓﺌﺔ.
أﺟﺮﯾﺖ اﻟﺪراﺳﺔ ﻋﻠﻰ اﻷطﻔﺎل ﺑﻮاﺳﻄﺔ ﻗﯿﺎس اﻟﻄﻮل ﻧﺴﺒﺔ اﻟﻰ اﻟﻌﻤﺮ اﻟﺰﻣﻨﻰ واﺳﺘﻤﺎرة اﺳﺘﺒﯿﺎن ﻋﻦ ﺳﻠﻮك اﻟﻄﻔﻞ واﻟﺘﺤﺼﯿﻞ اﻟﻤﺪرﺳﻲ واﻟﻤﺘﻐﯿﺮات اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ ﻟﻜﻞ
طﺎﻟﺐ.
اﻟﻨﺘﺎﺋﺞ :أوﺿﺤﺖ اﻟﻨﺘﺎﺋﺞ أن ھﻨﺎك ﻋﻼﻗﺔ ﺑﯿﻦ اﻟﺘﻘﺰم واﻟﺘﺤﺼﯿﻞ اﻟﺪراﺳﻲ واﺿﻄﺮاب اﻟﺴﻠﻮك ﺑﯿﻦ طﻼب اﻟﺼﻔﻲ اﻟﺨﺎﻣﺲ واﻟﺴﺎدس اﻻﺑﺘﺪاﺋﻲ ﺑﻤﺪﯾﻨﺔ اﻹﺳﻤﺎﻋﯿﻠﯿﺔ.
وﺑﻌﺪ ﻣﻘﺎرﻧﺔ اﻟﻨﺘﺎﺋﺞ ﻣﻊ اﻟﻨﺘﺎﺋﺞ اﻟﺨﺎﺻﺔ ﺑﺎﻟﻌﺪﯾﺪ ﻣﻦ اﻟﺪراﺳﺎت اﻷﺧﺮى اﻟﺘﻲ ﺗﻤﺖ ﻓﻲ ﻣﺠﺘﻤﻌﺎت ﻣﺨﺘﻠﻔﺔ وﻋﻠﻰ ﻓﺌﺎت ﻣﺨﺘﻠﻔﺔ ﻣﻦ ﺣﯿﺚ اﻟﺴﻦ واﻟﺘﻮزﯾﻊ اﻟﺠﻐﺮاﻓﻲ واﻟﺜﻘﺎﻓﺎت
واﻟﺨﺼﺎﺋﺺ اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ وﺟﺪﻧﺎ أن ﻧﺘﺎﺋﺞ دراﺳﺘﻨﺎ ﺗﺘﻔﻖ ﻣﻊ اﻟﻌﺪﯾﺪ ﻣﻦ ﻧﺘﺎﺋﺞ ھﺬه اﻟﺪراﺳﺎت.
اﻟﺨﻼﺻﺔ :وﻣﻦ ﺧﻼل ھﺬه اﻟﺪراﺳﺔ ﻧﺴﺘﻨﺘﺞ أن ھﻨﺎك ﻋﻼﻗﺔ ﺑﯿﻦ اﻟﺘﻘﺰم وﺳﻮء اﻟﺘﺤﺼﯿﻞ اﻟﺪراﺳﻲ واﺿﻄﺮاﺑﺎت اﻟﺴﻠﻮك .وﻣﻦ ھﺬا اﻟﻤﻨﻄﻠﻖ ﻧﻮﺻﻲ ﺑﺄن ﯾﺘﻢ ﻋﻤﻞ دراﺳﺎت
ﻣﺴﺘﻘﺒﻠﯿﺔ ﻋﻠﻰ اﻟﻤﺴﺘﻮى اﻟﻤﺤﻠﻰ واﻟﻤﺴﺘﻮي اﻟﻮطﻨﻲ ﻟﺪراﺳﺔ اﻟﺘﻘﺰم وﻣﻀﺎﻋﻔﺎﺗﮫ اﻟﺴﯿﻜﻮﻟﻮﺟﯿﺔ ﻋﻠﻰ اﻟﻄﻔﻞ واﻟﻤﺠﺘﻤﻊ .وﻛﺬﻟﻚ ﻧﻮﺻﻲ ﺑﺈﻧﺸﺎء وﺣﺪات ﻣﺘﺨﺼﺼﺔ ﻓﻲ
اﻟﻤﺪارس ﺗﺤﺖ إﺷﺮاف ﻣﺘﺨﺼﺼﯿﻦ ﻟﻤﺴﺎﻋﺪة اﻷطﻔﺎل اﻟﻤﺘﻘﺰﻣﯿﻦ ﻟﻠﺘﺄﻗﻠﻢ ﻣﻊ زﻣﻼﺋﮭﻢ وﺗﺪرﯾﺒﮭﻢ ﻋﻠﻰ اﻟﺘﻌﺎﻣﻞ اﻟﺴﻠﯿﻢ ﻓﻲ اﻟﻤﻮاﻗﻒ اﻟﺤﯿﺎﺗﯿﺔ اﻟﻤﺨﺘﻠﻔﺔ.
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Prevalence of Female Sexual Dysfunction (FSD) in Women Attending a Hospital-Based Infertility Clinic:
A Cross-Sectional Observational Study from Egypt
Nevin F.W. Zaki, Mahmoud Elnagar, David Warren Spence, Seithikurippu R. Pandi-Perumal, Maher Shams
 دراﺳﺔ ﻣﺴﺘﻌﺮﺿﺔ ﻣﺼﺮﯾﺔ:ﻣﻌﺪل إﻧﺘﺸﺎر اﻹﺿﻄﺮاﺑﺎت اﻟﺠﻨﺴﯿﺔ ﻟﺪي اﻹﻧﺎث اﻟﻤﺘﺮددات ﻋﻠﻰ ﻋﯿﺎدة اﻟﺨﺼﻮﺑﺔ ﺑﻐﺮض اﻟﻌﻼج ﻣﻦ اﻟﻌﻘﻢ
 ﻣﺎھﺮ ﺷﻤﺲ، ﺑﺎﻧﺪي ﺑﺮﯾﻮﻣﺎل، داﻓﯿﺪ وارﯾﻦ ﺳﺒﻨﺲ، ﻣﺤﻤﻮد اﻟﻨﺠﺎر، زﻛﻲ. و.ﻧﯿﻔﯿﻦ ف

Abstract

I

ntroduction: Female sexual dysfunction (FSD) is a socio-medical problem. The prevalence of FSD varies widely
across cultures and is associated with different demographic characteristics. Additionally, infertility clearly influences

the sexual functioning and sexual health of women in numerous ways. Aim: The current study assessed the prevalence of
female sexual function among women attending the infertility clinic for consultation and treatment. Methods: The study
sample included 305 married women who attended the infertility clinic at the Mansoura University Hospitals in Mansoura,
Egypt. Psychiatrists interviewed all participants. Those with history of mental or psychiatric disorder were excluded.
Participants completed the Arabic version of the Female Sexual Function Index (ArFSFI) and Fertility Quality of Life
questionnaire (FertiQoL). Statistical analysis was conducted using SPSS software version 20. Main Outcome Measures:
The main problems of female sexual dysfunction were assessed using FSFI. Results: The mean age of the selected sample
was 29.2 ± 6 Years. The mean BMI was 31.6±5.9. There were 36 (11.8%) circumcised subjects and 269 (87.7%)
uncircumcised. The mean FSFI score of 28.62 was adopted as the cutoff for diagnosis of FSD. FSFI revealed 268 (88%)
women had sexual dysfunction and 37 (12%) had no sexual problems. Most of the FSFI sub scores were lowered.
Statistically significant differences existed between the participants with sexual dysfunction complaints and those with no
sexual dysfunction especially on the FertiQoL indicating that FSD affects infertility in a negative way. Conclusions: FSD
is highly prevalent among participants of the current study. Moreover, quality of life is also affected among the study group
with sexual dysfunction.
Conflict of interest: None
Key Words: Female sexual dysfunction, infertility, genital mutilation, orgasm.

Introduction

desire disorders, arousal disorders, orgasmic disorders,

Research on female sexual dysfunction (FSD) in the

and sex pain disorders.2 These sexual problems are

Arab and Islamic world is scant since the topic of

highly prevalent in women in many countries. In the

sexuality is considered to be a cultural taboo.1 Sexual

United States, approximately 40% of women have sexual

dysfunction occurs in both women and men, but much

concerns and 12% report distressing sexual problems.3

less research has been conducted on female sexual

According to the Diagnostic and Statistical Manual of

dysfunctions.

sexual

Mental Diseases – Fifth Edition (DSM 5),4 sexual

experience fall into several categories: these include

dysfunction is characterized by a disturbance in the

Dysfunctionalities

in

female

35
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processes that characterize the sexual response cycle or
5

by pain associated with sexual intercourse. Due to the

confidence level, the required sample was estimated to
be around 267 participants. We were able to recruit 305.

limited number of community studies, prevalence rates
in the domains of FSD varied considerably (female

Patients

arousal disorder 11%–48%). In Iran, it was reported to be

The cross-sectional study was carried out between

75.9% of the study population exhibited sexual

December 2016 and March 2017 on a sample of women

6

dysfunction. In a recent Egyptian report, it was found

(N=305) who attended the infertility clinic at Mansoura

that Desire and Orgasm domains were the most affected

University Hospitals. Mansoura Faculty of Medicine

with 52.8% of participants having sexual dysfunction.7

Institutional Review Board and Ethical Committee

No data was available on the pain disorder vaginismus.8

(approval number R/16.11.23) approved the study.

Infertility is defined as the inability to achieve and

Initially, a psychiatrist (the principal investigator)

maintain a sustainable pregnancy after one year of

conducted a clinical interview and mental state

regular unprotected intercourse for women under 35

examination to exclude subjects who were suffering from

9

years of age and six months for older women. The

current primary psychiatric illness or those with past

linkage between infertility and sexuality is complex, and

history of a psychiatric disorder (n=35). Data for the

infertility clearly influences the sexual functioning and

study were collected by separate interview, which was

sexual health of women in numerous ways. Sexual

performed by the psychiatrist and a team of trained

dysfunction may have an etiological role in infertility, or

psychiatric nurses. The nurses were there to brief the

it may be a consequence of the disorder secondary to

participants about the importance of the study. A

10

A

motivational interview was conducted to encourage

majority of studies show that women with infertility have

participants to talk freely about their sexuality without

more sexual dysfunctions than the general population.11

feeling ashamed or hesitant. The interviewing research

Female sexual dysfunction (FSD) can be diagnosed in

team comprised women only, which helped to increase

various ways in clinical and research settings. Self-report

the

questionnaires, structured interviews, and detailed case

questionnaires. Those who declined to engage, even after

histories can aid in confirming the diagnosis.12 There are

motivational interviews, were excluded (n=18). Informed

few reports on the quality of life and FSD among

consent was obtained from each woman before being

infertile women in Arab countries.7, 13 Therefore, the aim

enrolled in the study. The study protocol was explained

of the current study was to evaluate FSD in a sample of

to the participants and the psychiatric team was available

women attending the outpatient infertility clinic.

if additional information about the questions on the

psychological stress in either or both partners.

patients’

confidence

when

answering

the

survey were requested. Inclusion criteria were: the ability

Subjects and methods

to read and write, infertility for more than a year, having

Sample size calculation:

regular sexual activity lasting at least four weeks prior to

The sample size was calculated based on the most

involvement in the study, not having been remarried, no

important variable in the present study which is

history of sterility, and lack of severe domestic conflicts.

infertility. By using this variable from a wide scale

The exclusion criteria were if any of the infertile women

epidemiological study14 that found infertility to be

suffered from a chronic medical condition (e.g. diabetes

around 2% in Egypt and by using the website

mellitus,

http://www.raosoft.com/samplesize.html and with a 90%

hypothyroidism,

cardiovascular
renal

and

diseases,

hypertension,

neurological

diseases),

physical problems (spinal cord injury, amputation, and
36
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limb deformities), psychiatric problems, experiencing a

self-perceptions, emotions, marriage, family and social

stressful event in the past three months (death or serious

relationships, work life and future life plans. The

illness in the family, a major change in living

FertiQoL consists of 36 items that yield six subscales and

conditions).

three total scores.17
The Core FertiQoL deals with the respondents’ self-

Data and questionnaires

evaluated ‘fertility quality of life’, with subscales

Demographic and personal characteristics included age,

relating to ‘Emotional’, ‘Mind-Body’, ‘Relational and

educational level, total body mass index (BMI) and

Social’ issues. The ‘Emotional’ subscale score measures

circumcision

called

female

genital

the impact of negative emotions (e.g. jealousy &

the

World

Health

resentment, sadness, depression) on quality of life. The

Organization). Around 15 women who were invited to

‘Mind-Body’ subscale score indicates the impact of

participate in the study declined to complete the

fertility problems on physical health (e.g., fatigue, pain);

questionnaires and consequently were excluded from

cognitions (e.g. concentration) and behavior (e.g.

further analyses.

disrupted daily activities, delayed life plans). The

mutilation,

status

(now

according

to

15

‘Relational’ subscale deals with the impact of fertility
Arabic version of female sexual function index

problems in the marriage or partnership (e.g. sexuality,

The validated Arabic version of the FSFI (ArFSFI) was

communication, commitment). The Social subscale

used to assess sexual dysfunction among infertile

measures the extent to which social interactions have

women.16 The FSFI is a validated 19-item, self-

been affected by fertility problems (e.g. social inclusion,

administered, screening questionnaire that measures

expectations, stigma, and support).

aspects of sexual function in women. These were ‘desire’

The Treatment FertiQoL is another major subscale

(two items), ‘arousal’ (four items), ‘lubrication’ (four

focusing on the medical treatment environment, and

items), ‘orgasm’ (three items), ‘satisfaction’ (three

more particularly on its accessibility and quality, areas

items), and ‘pain’ (three items). The response grid

identified

consisted of a 5-point Likert type scale ranging from 1 to

‘Treatment Tolerability’. The ‘Treatment Environment’

5 for items 1 and 2 (‘desire’) and from 0 to 5 with the

score provides a measure of the impact of the medical

additional option ‘no sexual activity’ for all other

environment (location and proximity of clinics, ease of

questions (3–19).17 The validated Arabic version was

accessibility) on the subject’s quality of life while the

translated.16 An overall FSFI score of ≤ 26.55 indicated

‘Treatment Tolerability’ subscale score assesses the

that the respondent’s sexual experience was at risk of

impact of the perceived quality of the available fertility

15

as

the

‘Treatment

Environment’

and

Study participants

medical services Appendix 1. The Total FertiQoL score

were divided into two groups based upon their overall

is the quality of life for the Core and Treatment FertiQoL

FSFI score: (1) a sexual dysfunction group or (2) a non-

combined. Scores on the response scales are reversed,

sexual dysfunction group. Those who scored higher

summed and scaled to range from 0 to 100. Higher

(with a score of greater than 26.55) were considered

scores on the subscales and total scores indicate that the

closer to normality.

subject is experiencing a better perceived quality of life.

being classified as dysfunctional.

The validated Arabic version of the FertiQoL was
Fertility Quality of Life (FertiQoL) was used to assess

downloaded from the questionnaire’s official website

the impact of fertility problems on various areas of the

into an Excel scoring sheet in preparation for final data

respondents’ ‘quality of life’, e.g., on general health,

analysis (http://sites.cardiff.ac.uk/FertiQoL/).
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Statistical Analysis

of sexual dysfunctionality. It was noted for instance that

All statistical analyses were performed using SPSS

women with low educational/literacy levels level were

software (Version 20(18)). All reported P-values were

slightly more likely to have higher FSFI scores, i.e. of

two-sided, with a P<.05 being considered statistically

having comparatively less sexual dysfunctionality, than

significant. Statistical analyses were performed using

women who had a university education. These findings

independent sample t test or χ2 test. Correlations were

would need to be confirmed in a larger sample.

applied to detect the association of FSFI scores with
demographic and personal characteristics in infertile

The present study found that sexual dysfunction was

women.

widespread in the selected study sample. The FSFI test
revealed n=268 (88%) of the women studied had sexual

Results

dysfunction difficulties, while a much smaller proportion

Studies investigating the prevalence of female sexual

of 37 subjects (12%) had no sexual problems in relation

disorders in Egypt and the Arab world have revealed

to the cut-off score 26.55 for the FSFI. These findings

discrepancy of results due to different methodological

are shown in Table 3, which also compares the socio-

procedures and variance in inclusion criteria of the

demographic characteristics of the two groups. It was

recruited participants. In the present study, a total N=306

noted that obesity or BMI classification did not have a

women aged 18 to 47 years who were visiting the

significant relationship (p=0.18) with sexual dysfunction

infertility clinic at the Mansoura University Hospitals

Whether or not the patient had been circumcised,

were surveyed, providing the data for statistical analysis.

however, was a strong predictor, tending toward

Described in Table 1 and Table 2 are the socio-

statistical significance (p=0.055), of having a sexual

demographic characteristics of the surveyed women. Of

dysfunction. There was an evident statistical difference

the women surveyed, 10.2% (n=31) were of normal

in the level of education and age between the two groups

weight while 31.8% (n=97), 30.8 (n=94), 22.3 (n=68),

(p=0.000) in both cases. A mean FSFI score of 28.62 was

4.9% (n=15) were classified as overweight, obesity class

found in the group with FSD. Study findings indicated

I, II, III respectively. The mean age was 29.2 ± 6 Years.

that the FSDI subscales of arousal, lubrication, orgasm,

Around 42% of the sample (n=129) were between 15-29

and satisfaction were the most affected domains (score

years of age. Their mean weight was 67.9 kg, while their

2.96) in the FSD group compared to the non-sexual

mean height was 141.9cm. The majority of the sample

dysfunction group (p< 0.0001) (Table 4). The cutoff

(53.11%) were educated to the secondary level (n=162)

score of 26.5 was used to differentiate between groups

while those who had obtained a university degree made

similar to other studies using the translated Arabic

up the smallest proportion of the sample (2.6%, n=8). It

version of the questionnaire.7, 16

was found that the largest proportion of the sample,
87.7% (n=269), were uncircumcised. Concerning the

The recruited subjects who completed the FertiQoL had

effects of education, chi-square testing revealed a

a mean Core FertiQoL score of (50.94 ±8.8) with a

significant (p=0.000) relationship between the subject’s

minimum of 31 and a maximum of 79. The mean

level of literacy/years in school and the presence of

treatment FertiQoL score was (61.3±19.65) with a

sexual dysfunctionality. Despite the extremely large

minimum of 30 and a maximum of 32.5. The mean

occurrence of sexual difficulties in all subgroups, the

subscales of Core FertiQoL i.e. Emotional, Mind/ Body,

findings suggested a positive relationship existed

Relational and Social was (11.74±3.07, 11.48±3.59,

between the level of educational attainment and presence

12.95±1.96, 12.42±2.86), respectively. It was noted that
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the mean response score for environment subscale

group it was noted that the sexual dysfunction group had

(69.83±21.43) was greater than that of the tolerability

lower scores in all of the subscales. Statistically

subscale (47.34±16.65). In general, scores approaching

significant

100 are considered to represent a good quality of life

FertiQoLsubscales, except for the environment subscale

19

differences

were

found

onall

of

the

while lower scores indicate a lower quality of life. A

(p=0.14). These findings supported the conclusion that

summary of the FertiQoL score is presented in Table 4.

the fertility quality of the life questionnaire indicating

On comparing the mean FertiQoL scores between the

that sexual dysfunction affects negatively quality of life

sexual dysfunction group and the non-sexual dysfunction

in women with infertility.

Table 1. Demographic characteristics of the recruited sample
Min

Max

Mean

±SD

Weight (Kg)

52

180

67.9

14.5

Height (cm)

160

190

161.2

10.7

BMI

21.4

74.1

31.6

5.9

Age

17

49

29.2

6

Variable

Table 2. Demographic characteristics of the recruited sample
Variable

N

%

Normal weight

31

10.2

Overweight

97

31.8

Obesity class I

94

30.8

Obesity class II

68

22.3

Obesity class III

15

4.9

Low educational

135

19.6

Higher educational

170

53.11

BMI Classification

Education level

Circumcision
Circumcised

36

11.8

Uncircumcised

269

87.7

<20-24

77

25

25-29

129

42

30-34

58

19

35-40

32

10

>40

9

3

Age group in years
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Table 3. Difference in socio-demographic characteristics between sexual dysfunction group and non-sexual dysfunction
group
Variable

Sexual dysfunction

Non-Sexual dysfunction

group

group

according to FSDI

according to FSDI total

total score

score

N(%within sexual

N(%within sexual

dysfunction)

dysfunction)

Normal weight

28(10.4)

3(8.1)

Overweight

81(30.2)

16(43.2)

Obesity class I

88(32.8)

6(16.2)

Obesity class II

57(21.2)

11(29.7)

Obesity class III

14(5.2)

1(2.7)

X²

p

6

0.18

103

0.00

BMI Classification

Education level
Low educational

115(44.9)

20(54)

Higher

153(57.1)

17(45.9)

circumcised

32(11.9)

4(10.8)

uncircumcised

236(88.1)

33(89.2)

1

<20-24

63(23.5)

14(37.8)

10

25-29

114(42.5)

15(40)

30-34

53(19.8)

5(13.5)

35-40

31(11.6)

1(2.7)

7(2.6)

2(5.4)

educational

Circumcision

0.055

Age group

>40

0.00
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Table 4. Differences in FSDI subscales between sexual dysfunction group and non-sexual dysfunction group
FSDI

Sexual dysfunction group

Non -Sexual

subscales

according to FSDI total score

T-value

p-value

CI

CI

dysfunction group

(lower

(upper

according to FSDI total

bound)

bound)

score
Mean

±SD

Mean

±SD

Desire

3.74

3.74

5.12

0.61

2.14

0.0001

0.11

2.64

Arousal

2.96

0.53

3.80

0.29

9.18

0.0001

0.66

1.02

Lubrication

3.96

0.49

5.18

0.65

13.6

0.0001

1

1.44

Orgasm

3.9

0.54

5.16

0.23

12.2

0.0001

1

1.4

4

0.85

5.20

0.55

8

0.0001

0.9

1.49

Pain

3.68

0.39

4.15

0.22

6.2

0.0001

0.32

0.61

Total

22.4

2.27

28.62

1.77

15.8

0.0001

5.58

7.17

Satisfaction

Table 5. Means and standard deviations of FertiQoL subscales among the infertile women
(FertiQol subscales)

min

max

mean

±SD

Raw emotional

4

20

11.74

3.07

Raw mind/body

3

18

11.48

3.59

Raw relational

6

20

12.95

1.96

Raw social

5

21

12.42

2.86

Raw environment

5

24

16.52

4.41

Raw tolerability

2

15

7.58

2.66

Total raw core score

30

72

48.60

8.22

Total raw treatment score

12

33

24.09

5.01

Raw total FertiQol

50

101

72.70

11.46

Scaled emotional

25

83

49.21

12.80

Scaled mind/body

13

133

48.28

15.83

Scaled relational

21

325

47.26

17.43

Scaled social

21

100

52.15

12.27

Scaled environment

21

263

69.83

21.43

Scaled tolerability

13

94

47.34

16.65

Total scaled score

31

79

50.94

8.80

Total scaled treatment

30

325

61.30

19.65

Total scaled FertiQol

38

83

53.98

8.74
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Table 6. Differences of FertiQol subscales between sexual dysfunction group and non-sexual dysfunction group
FertiQol subscales

Scaled subscale:

Sexual

Non-sexual

P

CI

CI

dysfunction

dysfunction

(lower bound)

(upper bound)

group according

group according

to FSDI total

to FSDI total

score

score

Mean(±SD)

Mean(±SD)

48.35(11.8)

52.5(12)

0.05

0.08

8.3

47.37(14.9)

53.5(13)

0.023

0.86

11.3

53.61(8.2)

56(7.8)

0.12

0.53

5.3

51.1(11.6)

60(14.5)

0.0001

4.6

13.1

68.2(17.7)

73(21.6)

0.14

1.7

11.3

46.1(16.7)

55.7(12.5)

0.029

0.9

18.2

50.1(8.7)

55.4(9.5)

0.001

2.1

8.4

59.4(12.2)

66(13.2)

0.003

2.2

11

52.8(8.4)

58.5(9.8)

0.0003

2.6

8.7

Emotional
Scaled subscale:
Mind/body
Scaled subscale:
Relational
Scaled subscale:
Social
Scaled subscale:
Environment
Scaled subscale:
Tolerability
Total scaled core
score
Total scaled
treatment score
Total scaled
FertiQoL score

Discussion
Female sexual dysfunction is a common problem in
developed countries and in those of the developing

groups.20 Female circumcision is a traditional practice in

world. The extent of this phenomenon is often

Egypt, but its impact on sexual functioning is largely

underestimated, however, due to cultural taboos against

unrecognized. In a recent study, 69.9% of women were

the open discussion of sexuality. Although there is

found to be suffering from one or more sexual problems;

widespread interest in research on male erectile

the sample had a 90% rate of circumcised women and

dysfunction, only recently has a similar level of attention

girls

indicating
of

the

effect
13

FSD.

of

Although

circumcision

on

assessment

of

been paid toward female sexual dysfunction. Recent

development

surveys have confirmed further that patterns of sexual

circumcision status was not an objective in the present

dysfunction differ among different racial and ethnic

study, it was found that over 80% of those recruited were
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uncircumcised. This might be due to the young age of the

and treatment of infertility. Conversely, sexual problems

participants who were born after legalization of the law

may contribute to infertility. In women, sexual stimuli

considering circumcision as a crime. Most of the

alone do not essentially lead to sexual arousal because

uncircumcised participants noted that their parents had

psychological stress may prevent their occurrence.

the intention of carrying out the procedure, but they were

Studies have shown that infertility has a greater negative

hindered by worrying about the risk of death for their

impact on women’s sense of sexual identity than does

daughters since most of the doctors refused to do it.

any other type of stress.27 Women may also experience

Elnashar in 2007 noted that loss of desire was reported

marital discord following a diagnosis of infertility,

by 49.6% of patients followed by the occurrence of

particularly when treatment is attempted on multiple

orgasmic problems in 43%. It was observed that the most

occasions. One consequence of these experiences is a

affected domain was desire followed by arousal,

shift in perceptions about how intercourse, which

lubrication, and orgasm. The incidence of female sexual

affected women, may start to be viewed as being

dysfunction worldwide is 38% to 63%.21 In the present

exclusively for the purpose of conception rather than for

study, we found that 88% of infertile women had sexual

pleasure. These conditions may additionally contribute to

dysfunction, which is higher than similar reports from

FSD.28 In the current study, the percentage of infertile

different regions in Egypt.16 Ahmad et al.22 found the

women complaining of FSD symptoms was considerably

prevalence of FSD during pregnancy to be 68.8% and the

greater than those who did not report such symptoms

FSFI scores of all domains and total score were

(87.8% vs 12.1%), according to the FSDI. These findings

significantly reduced. On the other hand, it is close to a

are consistent with the other findings,29 which suggested

similar study in Bangladesh reporting sexual dysfunction

that sexual problems may indirectly lead to infertility by

23

Interestingly, we

decreasing the frequency of sexual intercourse; however,

found that the pain score was lower in the sexual

it is equally likely that infertility impacts directly on

dysfunction group compared to patients without sexual

women’s sexual function. However, a similar study30

dysfunctions and considered against a recent study that

revealed that the proportion of women with sexual

reported 42 (28%) of women had FSD.24 Pain,

dysfunction was higher in the infertile versus control

lubrication and arousal were the most commonly

group (47% vs 30%, 95% CI for the difference). Total

reported problems for 69.3%, 53.3% and 52%,

orgasm, satisfaction and pain scores were significantly

respectively. Obese women were more likely to

lower in infertile versus control group. Monga et al.31

experience desire, arousal and lubrication problems.

showed that having children is an important feature in

There are many factors that affect female sexual

the lives of most couples. Several studies have shown

among infertile women to be 65%.

25,26

dysfunction,

but among these circumcision is one of

the most important and, indeed, this was confirmed in the

that the prevalence of sexual dysfunction is greater in
infertile women than in fertile women.32,
34

33

Tarlatzis et

reported that the prevalence of female sexual

present study by the strong trend of statistical

al.

significance between circumcised and non-circumcised

dysfunction was 50% in infertile women. On the other

women on the total score of FSDI (p=0.055).

hand, some studies did not find any differences between

Accumulating evidence now supports the conclusion that

infertile women and normal women in the general

a reciprocal feedback relationship exists between

population in terms of sexual functioning.35,

infertility and sexual dysfunctionality. Infertility alters a

results of the present study are consistent with those of

woman’s sexual experience by causing or intensifying

Millheiser et al.29 who found significantly lower scores

sexual problems because of the diagnosis, investigation,
43
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of desire and arousal in the infertile group than the fertile

this was a hospital-based study, the sample subjects were

group.

women attending an infertility clinic for treatment;
whereas a broader community sample would have

In Egypt, there are few reports on FSD among Egyptian
13

increased the generalizability of the results. Due to the

There are similarly very few reports on this

sensitive nature of the topic dealt with in the

point from Arab world countries.37 We have found that

questionnaires, and in spite of measures taken to ensure

desire is the most affected domain among the women we

privacy and comfort through utilization of female

interviewed and tested. In the Lower Egypt study,

interviewers, some questions regarding marital life and

reduced sexual desire was related to several factors,

sexual life may not have elicited accurate responses due

including

to the shyness of the participants.

women.

female

circumcision,

socio-economic

circumstances - such as low income and lack of adequate
privacy at home - increased household duties, and

Conclusion

husbands’ choice

for sexual

FSD is widely prevalent among women suffering from

intercourse. The prevalence of FSD has been shown to

infertility. From the findings of the present study, as well

vary among women of different racial groups.38 The

as those from other studies, it is known that these

International Society of Sexual Medicine reported the

participants have a lower quality of life because of their

prevalence of female sexual disorders worldwide to be

sexual dysfunctionality. It is therefore considered

around 40-50% of women irrespective of age.39 In the

advisable for FSD screening to be included as a routine

present study, we found 88% of the recruited sample to

procedure during the interviewing and management of

suffer from sexual disorders, which is higher than the

infertile women.

of unsuitable time

13

worldwide reported percentage probably owing to
cultural and religious morals prohibiting complaining
about unsatisfactory sex in addition to the role of
circumcision and the status of infertility. The Female
Sexual Function Index (FSFI) was one of two self-report
questionnaires used in our survey. Originally described
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by Rosen et al.,17 it is currently the most frequently used
FSD questionnaire and has now been formally validated
in the Arabic language. It is to be hoped that further
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اﻟﻤﻠﺨﺺ
اﻟﻤﻘﺪﻣﺔ :ﯾﻌﺘﺒﺮ اﻟﻌﺠﺰ اﻟﺠﻨﺴﻲ ﻟﺪى اﻹﻧﺎث ﻣﻦ اﻟﻤﺸﺎﻛﻞ اﻻﺟﺘﻤﺎﻋﯿﺔ .وﯾﺨﺘﻠﻒ اﻧﺘﺸﺎر ھﺬه اﻟﻤﺸﻜﻠﺔ اﺧﺘﻼﻓﺎ واﺳﻌﺎ ﻋﺒﺮ اﻟﺜﻘﺎﻓﺎت وﺗﺮﺗﺒﻂ ﺑﺨﺼﺎﺋﺺ ﺳﻜﺎﻧﯿﺔ ﻣﺨﺘﻠﻔﺔ .
اﻟﮭﺪف ﻣﻦ اﻟﺒﺤﺚ :واﻟﻐﺮض ﻣﻦ ھﺬه اﻟﺪراﺳﺔ ھﻮ ﺗﻘﯿﯿﻢ ﻣﺪى اﻧﺘﺸﺎر اﺧﺘﻼل اﻟﻮظﺎﺋﻒ اﻟﺠﻨﺴﯿﺔ ﻟﻺﻧﺎث ﺑﯿﻦ اﻟﻨﺴﺎء اﻟﻤﺘﺮددات ﻋﻠﻰ ﻋﯿﺎدة اﻟﺨﺼﻮﺑﺔ وﻋﻼج اﻟﻌﻘﻢ
ﻟﻠﻔﺤﺺ واﻟﻌﻼج .أﺳﺎﻟﯿﺐ اﻟﺒﺤﺚ :ﺷﻤﻠﺖ ﻋﯿﻨﺔ اﻟﺪراﺳﺔ )ﻋﺪد= (305ﻣﻦ اﻹﻧﺎث اﻟﻤﺘﺰوﺟﺎت اﻟﻼﺗﻲ ﺣﻀﺮن ﻋﯿﺎدة اﻟﻌﻘﻢ ﺑﻤﺴﺘﺸﻔﯿﺎت ﺟﺎﻣﻌﺔ اﻟﻤﻨﺼﻮرة )ﺟﻤﮭﻮرﯾﮫ
ﻣﺼﺮ اﻟﻌﺮﺑﯿﺔ( .ﺗﻤﺖ ﻣﻘﺎﺑﻠﺔ إﻛﻠﯿﻨﯿﻜﯿﺔ ﻣﻊ ﺟﻤﯿﻊ اﻟﻤﺸﺎرﻛﺎت ،وﺗﻢ اﺳﺘﺒﻌﺎد ﻣﻦ ﺗﺒﯿﻦ ان ﻟﺪﯾﮭﻢ اﺿﻄﺮاﺑﺎت ﻧﻔﺴﯿﺔ ﻣﺼﻨﻔﺔ إﻛﻠﯿﻨﯿﻜﯿﺎ.طﻠﺐ ﻣﻦ اﻟﻤﺸﺎرﻛﺎت اﻹﺟﺎﺑﺔ ﻋﻠﻰ
أﺳﺌﻠﺔ اﻟﻨﺴﺨﺔ اﻟﻌﺮﺑﯿﺔ ﻣﻦ ﻣﺆﺷﺮ اﻟﻮظﯿﻔﺔ اﻟﺠﻨﺴﯿﺔ ﻟﻺﻧﺎث واﺳﺘﺒﯿﺎن ﺟﻮدة اﻟﺤﯿﺎة ﻟﻤﺮﺿﻲ اﻟﻌﻘﻢ )ﻓﺮﺗﯿﻜﻮل( .ﺗﻢ إﺟﺮاء اﻟﺘﺤﻠﯿﻞ اﻹﺣﺼﺎﺋﻲ ﺑﺎﺳﺘﺨﺪام ﺑﺮﻧﺎﻣﺞ ٍ SPSS
اﻹﺻﺪار . 20اﻟﻨﺘﺎﺋﺞ اﻟﺮﺋﯿﺴﯿﺔ :ﻛﺎن ﻣﺘﻮﺳﻂ ﻋﻤﺮ اﻟﻌﯿﻨﺔ اﻟﻤﺨﺘﺎرة  6 ± 29.2ﺳﻨﻮات .وﻛﺎن ﻣﺘﻮﺳﻂ ﻣﺆﺷﺮ ﻛﺘﻠﺔ اﻟﺠﺴﻢ  .5.9 ± 31.6ﻛﺎن ھﻨﺎك  (٪11.8) 36ﻣﻦ
اﻟﺴﯿﺪات ﺗﻢ ﺧﺘﺎﻧﮭﻢ و (٪87.7) 269ﻏﯿﺮ ﻣﺨﺘﻮﻧﯿﻦ .واﻋﺘﻤﺪت اﻟﻤﺘﻮﺳﻂ ﻣﻦ  28.62ﻛﺤﺪ ﻓﺎﺻﻞ ﻟﺘﺸﺨﯿﺺ اﻻﺿﻄﺮاﺑﺎت اﻟﺠﻨﺴﯿﺔ .وﻛﺸﻔﺖ اﻟﺪراﺳﺔ ﻋﻦ وﺟﻮد 268
اﻣﺮأة ) 88ﻓﻲ اﻟﻤﺎﺋﺔ( ﯾﻌﺎﻧﯿﻦ ﻣﻦ ﺧﻠﻞ وظﯿﻔﻲ ﺟﻨﺴﻲ ،و 37ﻓﻲ اﻟﻤﺎﺋﺔ ) 12ﻓﻲ اﻟﻤﺎﺋﺔ( ﻟﻢ ﯾﻌﺎﻧﯿﻦ ﻣﻦ ﻣﺸﺎﻛﻞ ﺟﻨﺴﯿﺔ .اﻟﻔﺮوق اﻹﺣﺼﺎﺋﯿﺔ ﻛﺎﻧﺖ واﺿﺤﺔ ﺑﯿﻦ ﻣﺠﻤﻮﻋﺔ
اﻟﻤﺸﺎرﻛﺎت اﻟﻠﻮاﺗﻲ اﺷﺘﻜﯿﻦ ﻣﻦ اﻹﺿﻄﺮاﺑﺎت اﻟﺠﻨﺴﯿﺔ وﺑﯿﻦ اﻟﻠﻮاﺗﻲ ﻟﻢ ﯾﺸﺘﻜﯿﻦ ﻣﻦ أي إﺿﻄﺮاﺑﺎت ﺟﻨﺴﯿﺔ ﻋﻠﻰ ﻧﻮاﺣﻲ ﻋﺪة ﻓﻲ ﻣﻘﯿﺎس ﺟﻮدة اﻟﺤﯿﺎة ﻟﻤﺮﺿﻲ اﻟﻌﻘﻢ.
ﻣﻤﺎ ﯾﺆﻛﺪ ان اﻟﺮﺿﺎ اﻟﺠﻨﺴﻲ ﻟﺪي ﻣﺮﯾﻀﺎت اﻟﻌﻘﻢ ﯾﺆﺛﺮ ﺑﺸﻜﻞ ﺳﻠﺒﻲ ﻋﻠﯿﮭﻦ .اﻻﺳﺘﻨﺘﺎﺟﺎت :اﺧﺘﻼل اﻟﻮظﺎﺋﻒ اﻟﺠﻨﺴﯿﺔ ﻣﻨﺘﺸﺮ ﺑﺸﻜﻞ ﻛﺒﯿﺮ ﺑﯿﻦ اﻟﻤﺸﺎرﻛﺎت ﻓﻲ اﻟﺪراﺳﺔ
اﻟﺤﺎﻟﯿﺔ .ﻛﻤﺎ ان ﺟﻮدة اﻟﺤﯿﺎة ﺗﺘﺄﺛﺮ أﯾﻀﺎ ﻟﺪي اﻟﺴﯿﺪات اﻟﻠﻮاﺗﻲ ﯾﻌﺎﻧﯿﻦ ﻣﻦ اﻟﻌﻘﻢ .ﻟﺬا ﻣﻦ اﻷﻓﻀﻞ ﻛﻠﯿﻨﯿﻜﯿﺎ ﺗﻘﯿﯿﻢ اﻹﺿﻄﺮاﺑﺎت اﻟﺠﻨﺴﯿﺔ ﻟﺪي اﻟﺴﯿﺪات اﻟﻤﺘﺮددات ﻋﻠﻰ
ﻋﯿﺎدات اﻟﻌﻘﻢ وذﻟﻚ ﻻن اﻟﺘﻌﺎﻣﻞ ﻣﻊ ھﺬه اﻟﻤﺸﻜﻠﺔ ﻗﺪ ﯾﺤﺴﻦ ﻣﻦ اﻟﻮﺿﻊ اﻟﻄﺒﻲ ﻟﺘﻠﻚ اﻟﺴﯿﺪات.
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 اﺳﺘﻄﻼع ﻣﻦ ﻣﺴﺘﺸﻔﻰ ﺟﺎﻣﻌﻲ:اﻟﺮﺿﺎ اﻟﻮظﯿﻔﻲ واﻻﺻﺎﺑﺔ ﺑﻤﺘﻼزﻣﺔ اﻻﻓﻮل )اﻻﺣﺘﺮاق( ﻟﺪى اﻻطﺒﺎء اﻟﻌﺮاﻗﯿﯿﻦ
 ﻣﮭﺎ ﺳﻠﯿﻤﺎن ﯾﻮﻧﺲ، ﺑﺘﻮل ﻋﻠﻲ ﺣﺴﻦ،ﺳﺮى ﺑﮭﺠﺖ ﻣﺤﻤﺪ

Abstract

J

ob satisfaction is extremely varied across different professions and different countries. It has been linked to burnout
syndrome in a complex cause-effect relationship. Physicians of different grades are deemed as one of the most
vulnerable service providers due to heavy workload and professional challenges. Various personal and environmental
factors predispose to or alleviate the morbidity of job dissatisfaction and burnout. These critical psychological phenomena
are under researched in Arab countries. Objectives: The present study aims to explore the level of job satisfaction and
prevalence of burnout; and, to determine and assess the effect of stress relief factors among a group of Iraqi physicians.
Method: N=310 medical residents and specialists in three university hospitals in Baghdad completed the questionnaire
formats, including demographic and job characteristics, a job satisfaction survey, the Maslach Burnout Inventory (MBI)
and suggested stress-relief factors during 2016. Results: The majority of participants were residents with an equal male to
female ratio and mean age of 34.7 years. Low level of burnout affected 91.3% with the highest rate reported in the
depersonalization (DP) subscale. There was no significant difference between burnout and the studied stress-relief factor.
Conclusion: It is crucial for any health care system to provide a work environment that maintains better levels of job
satisfaction and prevents burnout for its working physicians. The present study indicated that physicians working and living
in Iraq are overwhelmed by job and environmental stress; their resilience helped to keep a stream of health care services
functioning. Larger studies on burnout amongst Iraqi physcians are needed.
Keywords: Job satisfaction, burnout, Iraqi physicians
Declaration of interest: None

Introduction
Burnout syndrome is a common psychological
phenomenon worldwide and isn't lacking in any
professional field. It appears to be prevalent among
health care workers, especially physicians of different
specialties.1,2 The interaction of job dissatisfaction and
occupational pressure with organizational adversities is
the core of burnout syndrome.3,4 Psychological and
physical fatigue negatively affect the quality of health
services, this may be manifested as symptoms of anxiety,
depression, and depersonalization. The consequences
include frequent absences from work or quitting the job
leading to health hazards.5,6 The context of job
satisfaction and its relation to burnout is still not
identified in spite of many previously published studies
that endeavored to explain the complex contexts and how
can each result predict the other while keeping in mind
that burnout is obviously affected by socio-cultural and
personal factors. Physicians and nurses were targeted for
such studies in many countries with variable results due
to the differences in job legislation, wages, workload and

social characteristics.7,8,9 Shortages of experienced
mentors and advanced facilities imposes a further burden
on the workload especially for resident doctors, which
may complicate the process of job dissatisfaction leading
to the development of burnout syndrome.10,11 Since 1980,
the issues of job satisfaction and burnout caught global
attention by psychologists, psychiatrists, and public
health personnel. It was addressed even by journalists.1,12
Poor job satisfaction and burnout was a prime motive for
doctors leaving their jobs which were mainly observed in
Iraq during the last few decades.13 The psychopathology
was originally described by two American psychologists;
Herbert Freudenberg and Christina Maslach, through
field observation, which was the essence of their later
work - the Maslach Burnout Inventory (MBI). The MBI
embraces a morbid feeling of being overwhelmed
(emotional
exhaustion),
negativism/cynicism
(depersonalization), and reduced satisfaction in
performance (professional achievement).1,12 In Iraq,
available published studies are scarce and have not
included risk and relief factors.13-16 Through the current
authors’ experience and observations, it is believed that
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physicians in Iraq are a vulnerable group for burnout and
poor job satisfaction because they endure heavy
workloads due to a labor shortage and loss of security.17
Therefore, studying the magnitudes of job satisfaction
and its relation to burnout may be of some importance in
understanding,
managing
and
preventing
this
phenomenon. A main university general hospital located
in the center of Baghdad was chosen for data collection
from physicians of all grades regardless of gender. Iraqi
nationals were the representative sample for residents
and specialists. The present study is unique in assessing
the prevalence and the associated factors related to job
satisfaction and burnout.

competence and achievement, especially in working and
dealing well with people. High mean scores on the EE
and DP subscales together with low scores on the PA
subscale indicate the presence of burnout syndrome.1,12
Data were analyzed using Microsoft Excel 2007 and the
Statistical Package for the Social Sciences-PC version 17
(SPSS v 17.0; Cary, NC). Chi-square test, ANOVA, and
bivariate analysis linear regression were used. Statistical
significance was considered whenever the P value was
equal or less than (0.05). The sample size was calculated
according to the Steven Thompson Equation. Each
participant was assured confidentiality and required to
provide his/her written consent. Ethical approval was
obtained from the Ethics Committee of the Scientific
Research Centre in the Ministry of Health.

Method
Three hospitals on the Medical City University Campus
were selected for the current study. These were the
Baghdad General Hospital, the Surgical Specialties
Hospital, and the Children Welfare Hospital. The
hospitals comprised a total of 1171 physicians of
different age groups and specialties. After explaining the
nature of the study, the self-administered MBI and
sociodemographic questionnaire forms were distributed
to 336 consenting physicians; 310 responded by
returning the completed forms, which were submitted for
statistical analysis. The forms were in English because,
in Iraq, medicine is practiced in English. The
sociodemographic and job characteristic form included a
separate sheet containing a 5-point Likert scale
structured questionnaire designed by the research team
and approved by three experts from the Department of
Public Health. The questionnaire reflected the subjective
satisfaction of the participating physicians. It reflected
five specific aspects of medical practice: (1) wages, (2)
attitudes towards administration, (3) operating
conditions, (4) attitudes towards patients and co-workers,
(5) promotion opportunities.18 The form also included
three questions examining protective factors against job
dissatisfaction and burnout, e.g. stress relief factors: (1)
spouse support, (2) social support from relatives or
colleagues, (3) leisure activities/free time. The MBI is a
22-items questionnaire containing three subscales that
examine the experience of burnout. The first subscale,
emotional exhaustion (EE), is designed to assess
emotional and mental resources expressed by reduced
energy, loss of enthusiasm, and indifference to work
commitment.
The
second
subscale
examines
depersonalization (DP) by assessing the experience of
cynicism, avoiding contact with patients or treating them
inanimately, which reflect the negative attitude and
distrust in patients. A third subscale, professional
accomplishment (PA), is designed to assess the sense of

Results
The response rate was 92% with 310 completed forms
out of 336. The mean age of participants was 34.75 ± 7.5
years. The demographic and job characteristics of the
sample are shown in Table 1 with 49.7% of participants
being men and 50.3% being women. The majority
(74%), were married with 85.7% having one to three
children; 97.4% reported being urban residents and
15.2% were cigarette smokers; 3.6% consumed alcohol.
Having an experience of mental disorder was reported by
1.9% while 11.6% suffered medical disorders. In terms
of work experience in the medical profession, 59.7% had
5-9 years, 17.4% had 10-14years, and 13.9% had >15
years at work, respectively. In terms of working hours,
56.8% worked for up to 50 hours/week while 43.2%
worked for >50 hours/week. Regarding professional
ranking, the majority (77.8%) were registrars, (3.2%)
general interns, and (19%) specialists; 70% worked >3
night shifts/month, 15.8% worked 1-3 night shifts/month
with the remaining 14.2% being unscheduled for night
duties. The vast majority (81.3%), did not enjoy long
leave other than the official holidays. The MBI
questionnaire, with its three subscales, was used to assess
the prevalence of burnout syndrome. Figure 1 shows low
(46.5%) and average (54%) scores for the (EE) subscale.
Figure 2 shows high (78.7%) and average (21%) for the
(DP) subscale. Figure 3 shows average scores (81.6%)
and low (17.4%) for the PA subscale. The summated
scores of the three MBI domains revealed that low level
burnout was prevalent among 91.3% of the participating
physicians. Assessing the degree of subjective job
satisfaction via the five specific aspects of job
satisfaction revealed that 39.7% of the physicians were
satisfied, 39% neutral, and 7.1% very satisfied while
only 11.6% reported being dissatisfied and 2.6% very
dissatisfied as shown in Figure 4.
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Table 1. Sample distribution of the sample according to sociodemographic and job characteristics
Demographic characteristics
Age (years)

Gender
Marital status

Number of children

Residence
Smoking

Alcohol drinking

Mental disorder

Medical disorder
Work experience

Weekly hours of work

Professional rank

Monthly night shifts

Number of >2weeks vacation
/year

n=310

100%

<30
30-39
>40
Male
Female
Single
Married
Divorced or widow

45
227
38
154
156
79
230
1

14.5
73.2
12.3
49.7
50.3
25.5
74.2
0.3

0
1-3
>4
Urban
Rural
Yes
No

19
198
14
302
8
47
263

8.2
85.7
6.1
97.4
2.6
15.2
84.8

Yes

11

3.6

No

299

96.4

Yes
No
Yes
No

6
304

1.9
98.1

36
274

11.6
88.1

<5 years
5-14y
>15y
<50 hours/week
>50

28
239
43
176
134

9.0
77.1
13.9
56.8
43.2

General interns
Trained registrars
Qualified specialists
None
1-3
>3
None
1-3
>3

10
241
59
44
49
217
252
43
15

3.2
77.8
19.0
14.2
15.8
70
81.3
13.6
4.8
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High (=>27), 0, 0%

Low (<=18), 144,
46.5%

Average (19---26),
166, 54%

Emotional exhaustion (EE) (9Q)
Figure 1. Prevalence of emotional exhaustion in the sample

Low (<=5), 1, 0.3%

Average (6-9), 65,
21.0%

High (=>10), 244,
78.7%

Depersonalization (DP) (5Q)
Figure 2. Prevalence of depersonalization in the sample
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High (=>24), 3, 1.0%
Low (<=16)
Average (17---23)

Low (<=16), 54,
17.4%

High (=>24)

Average (17---23),
253, 81.6%

Professional Accomplishment (PA) (8Q)
Figure 3. Prevalence of professional accomplishment in the sample

39.7

39

40
35
30
25
20
11.6

15
10

7.1
2.6

5
0

Very satisfied

Satisfied

Neutral

Dissatisfied

Very dissatisfied

Figure 4. Job satisfaction’s levels of the studied physicians

Table 2 shows that all the grades of subjective job
satisfaction had comparable rate ranges: (87.5%-92.7%)
in relation to a low level of burnout, and equivalent rate
ranges (5.6%-12.5%) in relation to an average level of
burnout. There was no significant difference in the
association between job satisfaction and burnout (P=

0.822). Regarding the three suggested stress-relief
factors, 65.5% of the of the physicians favored ‘leisure
activities’ over the other two factors: ‘spouse support’
(44.8%), and ‘support from colleagues’ (59%),
respectively as relieving elements for occupational stress
as shown in Table 3.
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Table 2. Association between job satisfaction and burnout
Levels of job satisfaction:
Burnout score
Low (=>40)
Average(34-39)
No
%
No
%
Very satisfied
20
90.9
2
9.1
Satisfied
114
92.7
9
7.3
Neutral
108
89.3
13
10.7
Dissatisfied
34
94.4
2
5.6
Very dissatisfied
7
87.5
1
12.5

Table 3. Sample distribution according to the stress relief factors
Stress relief factors
No

P value

0.822

%

Support from spouse

139

44.8

Support from colleagues

183

59.0

203

65.5

Leisure activities/free time
Table 4 shows the association between burnout and
stress-relief factors, where low level of burnout was
similarly distributed according to the above factors at

90.6%, 89.6% and 91.6%, respectively while 9.4%,
10.4% and 8.4% of the same factors were associated with
average level of burnout respectively.

Table 4. Sample distribution of burnout according to the stress relief factors
Stress relief factors
Burnout score
Low (=>40)
Average(34-39)
No
%
No
%
Support from spouse
Yes
126
90.6
13
9.4
No
157
91.8
14
8.2
Support from colleagues
Yes
164
89.6
19
10.4
No
119
93.7
8
6.3
Yes
186
91.6
17
8.4
Leisure activities/free time
No
97
90.7
10
9.3

Discussion
The response rate of 92% is higher than many previous
similar studies conducted in different countries.6,11,19-24
The majority of studied physicians were medical
residents attached to the postgraduate training programs
of the Arab and Iraqi Board for Medical Specializations.
The mean age was 34 years with the majority being
married with children, and living in urban areas.
Cigarette smoking and alcohol consumption were lower
than similar studies in western countries, which is likely
due to Islamic inhibitions regarding alcohol.23,25-27
Chronic medical disorders affected a sizable ratio, which
may be an age-related finding. The minimum ratio of
mental disorder is accepted in a sample of a healthy
population and it could be attributed to pre-existing
anxiety and depression or may be caused by burnout.
However, this finding must be verified.20,28-30 Although
91.3% participants reported a low level of burnout, this

P value

0.717
0.210
0.773

prevalence is much higher than the internationally
reported range using the same instruments, but is similar
to the prevalence found by Mohammed et al., Abdo et al.
of 76% and 100%, respectively, in Egypt29,31 and 88.5%
prevalence found by Agha et al. in Saudi Arabia.32
Regarding the MBI subscales, the studied physicians
were highly affected by burnout (78.7%) in the domain
(DP), moderately affected ‘average level’ of 54% and
81.6% in the domains of EE and PA, respectively.
Review of 19 published studies conducted on physicians
in Bahrain, Egypt, Jordan, Lebanon, Palestine, Saudi
Arabia and Yemen summarized a range of prevalence
rates across the three domains: 20-81% in EE, 9.2-80%
in DP, and 13.3-85.8% in PA, which are comparable to
our finding despite the variation in work circumstances
and personal profiles of the physicians.20 In Saudi Arabia
and the Gulf region, multi-national expatriates form a
large percentage of the practicing physicians in contrast
to Iraq’s health system.19,20-22,24 Many previous studies
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revealed the positive association between burnout with
resident and junior physicians, which is inconsistent with
our own finding.11,18,20,23
On the other hand, studying hard to pass Board
qualification exams can place an extra burden on their
heavy workload. The highest scores were reported in the
DP subscale, which highlighted experiences of ‘feeling
callous towards patients’, a ‘lack of energy’, and
‘overwhelmed and frustrated’ feelings. These may well
reflect the nature of burnout experienced by Iraqi
physicians. It also may be logical to consider the impact
of insecurity and aggression on a physician’s
psychological well-being in general.33,34 Again, no
conclusive related studies are available. Despite being
affected by burnout, the majority of the physicians were
relatively satisfied with their job. The dissatisfied group
was smaller, which was an unexpected result; this may
be explained by a methodological bias that resulted from
using the brief satisfaction scale because it did not fully
explore wider issues around job satisfaction; however,
the smaller number of dissatisfied physicians may reflect
an overall resilience in the cohort.14,16,33
In the present study, the interaction between job
satisfaction and burnout levels among physicians was
reciprocal in that where job satisfaction was high burnout
was low and vice versa. For those reporting low job
satisfaction and high burnout the common predisposing
factors were feeling undervalued at work, mounting
patients’ demands, poor chances for promotion and little
or no free time for leisure activities. There is little known
about the complex relationship between job satisfaction
and burnout in the other Arab countries; however, it
seems that correlations cannot be ignored and may be
due to the shared cultural and religious background that
characterize their psychological fabric.19,20,35 The
suggested three factors: spouse support, colleagues
support, and leisure activities/free time functioned as a
way to alleviate elements of job dissatisfaction and
possibly prevent being vulnerable to burnout.
The majority of the studied physicians chose having
freedom in organizing family and social obligation and
enjoying personal leisure as their preferred way of
relieving stress, which may well protect against
occupational fatigue and development of burnout. This
finding is consistent with many studies.16,19,24,36-38 The
low and average levels of burnout were related to those
stress-relief factors in close comparable ratios range
(89.6%-93.7%), the tested association was not
significantly different. This finding is not irrational when
considering the complicated interaction between burnout
and environmental predicting and protective variables
since most of the related literatures indicates that the

impact of the work environment rather than the personal
pros and cons. 8,16,20,25,36-40 Boosting satisfaction levels
and preventing burnout is an important step when
planning interventions, especially in burdened countries
like Iraq where the health care system has suffered
significant exodus of doctor over the past three decades.
It would be important to give particular attention to those
physicians who reported feeling affected by burnout and
job dissatisfaction or/and those who also reported the
associated risk factors.13,17,40,41

Conclusion
The present study found that Iraqi physicians report
burnout mainly in relation to depersonalization, which is
characterized by experiences of cynicism, avoiding
contact with patients or treating them inanimately.
Despite this, the majority report acceptable levels of job
satisfaction. The association between the magnitude of
job satisfaction and burnout levels was reciprocal. The
most important contributing factors were the heavy
irregular workload and environmental adversities. This
was denoted by the fact that the majority of the
physicians favored having free time for leisure activities
over other possible stress-relief factors. Burnout levels
were not affected by the stress-relief factors, and the
association was not statistically significant. Physician job
satisfaction and burnout are under researched in Arab
countries, and little is known about correlated risks
and/or protective factors. Thus, future larger-scale
studies and effective strategies are required to support
doctors in their efforts to maintain efficient health care
services.13, 20, 40.41

Limitation of the study
The absence of an equipped research center, advanced
technology and lack of funding increased the burden on
the research team when collecting and managing the
data. Despite the co-operation of the physicians, the
research team faced difficulty contacting the participants
due to irregular work schedules and absence of a
database for names and contact details.
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اﻟﻤﻠﺨﺺ
اﻟﻤﺴﺘﻮﯾﺎت اﻟﻤﺘﺪﻧﯿﺔ اﻟﺮﺿﺎ اﻟﻮظﯿﻔﻲ وﻣﺘﻼزﻣﺔ اﻻﻓﻮل )اﻻﺣﺘﺮاق( اﻟﻮظﯿﻔﻲ ھﻤﺎ وﺟﮭﺎن ﻟﻺﺟﮭﺎد واﻟﺘﻮﺗﺮ اﻟﻨﻔﺴﻲ اﻟﻨﺎﺗﺞ ﻋﻦ ﺿﻐﻂ اﻟﻌﻤﻞ .ﯾﻤﺜﻞ اﻻطﺒﺎء ﺑﻤﺨﺘﻠﻒ
درﺟﺎﺗﮭﻢ اﻟﻤﮭﻨﯿﺔ أﺣﺪ أﻛﺜﺮ اﻟﻔﺌﺎت اﻟﻤﮭﻨﯿﺔ ﺗﻌﺮﺿﺎ ﻟﻺﺻﺎﺑﺔ ﺑﮭﻤﺎ ﺑﺴﺒﺐ اﻻرھﺎق اﻟﻤﺘﻌﻠﻖ ﺑﺘﺮاﻛﻢ اﻟﺠﮭﺪ اﻟﻮظﯿﻔﻲ وﯾﻤﺘﺪ اﻧﺘﺸﺎره ﻋﺒﺮ ﻣﺨﺘﻠﻒ اﻻﻗﻄﺎر ﻓﻲ اﻟﻌﻠﻢ ﻣﻤﺎ ﯾﻤﺜﻞ
أﺣﺪ أھﻢ اﻟﺘﺤﺪﯾﺎت اﻟﺘﻲ ﺗﻮاﺟﮫ أي ﻣﺆﺳﺴﺔ ﺻﺤﯿﺔ ﻋﻦ واﻟﺘﺤﺪﯾﺎت اﻟﻤﺘﻤﺜﻠﺔ ﺑﻤﮭﻨﺔ اﻟﻄﺐ .ﺗﺘﻌﺪد اﻟﻌﻮاﻣﻞ اﻟﻤﺆﺛﺮة ﻋﻠﻰ ﻣﺴﺘﻮى اﻟﺮﺿﺎ اﻟﻮظﯿﻔﻲ وﻣﺘﻼزﻣﺔ اﻻﻓﻮل ﻣﻦ
ﺻﻔﺎت ﺷﺨﺼﯿﺔ واﺟﺘﻤﺎﻋﯿﺔ وأﺧﺮى ﻣﺘﻌﻠﻘﺔ ﺑﻤﺤﯿﻂ اﻟﻌﻤﻞ ،ﻗﺪ ﺗﻜﻮن ﺗﻠﻚ اﻟﻌﻮاﻣﻞ ﻣﺆﺛﺮة ﺳﻠﺒﺎ ُ ﺑﺘﺪﻧﻲ أو اﻧﻌﺪام اﻟﺮﺿﺎ أو ﺑﺰﯾﺎدة ﺷﺪة اﻻﻓﻮل أوﻗﺪ ﺗﺴﺎھﻢ ﻓﻲ ﺗﺨﻔﯿﻒ
وطﺄة اﻟﺘﻮﺗﺮ ﻟﻜﻠﯿﮭﻤﺎ .ﻟﻢ ﯾﺤﻈﻰ ھﺬﯾﻦ اﻟﻈﺎھﺮﺗﯿﻦ اﻟﻨﻔﺴﯿﺘﯿﻦ ﺑﺎﻻھﺘﻤﺎم اﻟﺒﺤﺜﻲ اﻟﻜﺎﻓﻲ ﻓﻲ اﻟﻌﺮاق .اﻷھﺪاف :ﺗﮭﺪف ھﺬه اﻟﺪراﺳﺔ اﻟﻰ اﻟﻜﺸﻒ ﻋﻦ ﻣﺴﺘﻮى اﻟﺮﺿﺎ
اﻟﻮظﯿﻔﻲ وﻋﻦ وﺑﺎﺋﯿﺔ اﻻﺻﺎﺑﺔ ﺑﻤﺘﻼزﻣﺔ اﻻﻓﻮل وﺗﺤﺪﯾﺪ طﺒﯿﻌﺔ اﻟﻌﻼﻗﺔ ﺑﯿﻨﮭﻤﺎ ،ﻛﺬﻟﻚ أﺟﺮاء اﻟﺘﻘﯿﯿﻢ ﻟﺘﺄﺛﯿﺮ اﻟﻌﻮاﻣﻞ اﻟﻤﺆﺛﺮة ﺳﻠﺒﯿﺎ أو إﯾﺠﺎﺑﯿﺎ .اﻟﻄﺮﯾﻘﺔ :ﺛﻼﺛﻤﺎﺋﺔ وﻋﺸﺮة
طﺒﯿﺐ وطﺒﯿﺒﺔ ﻣﻦ اﻟﻤﻘﯿﻤﯿﻦ اﻟﻤﺘﺪرﺑﯿﻦ واﻻﺧﺘﺼﺎﺻﯿﯿﻦ ﯾﻨﺘﺴﺒﻮن اﻟﻰ ﺛﻼﺛﺔ ﻣﺴﺘﺸﻔﯿﺎت ﺗﻌﻠﯿﻤﯿﺔ ﻣﺮﻛﺰﯾﺔ ﻓﻲ ﺑﻐﺪاد أﻛﻤﻠﻮا ﻣﻞء اﻻﺳﺘﺒﺎﻧﺎت اﻟﺨﺎﺻﺔ ﺑﺎﻟﺒﺤﺚ واﻟﺘﻲ
اﺷﺘﻤﻠﺖ ﻋﻠﻰ ﻧﺴﺨﺔ ﻟﻸﺳﺌﻠﺔ اﻟﻤﺘﻌﻠﻘﺔ ﺑﺎﻟﺼﻔﺎت اﻟﺸﺨﺼﯿﺔ واﻟﺨﺼﺎﺋﺺ اﻟﻮظﯿﻔﯿﺔ ﺑﻀﻤﻨﮭﺎ أﺳﺌﻠﺔ ﻣﺤﺪدة ﻟﻘﯿﺎس ﻣﺴﺘﻮى اﻟﺮﺿﺎ واﻟﻨﺴﺨﺔ اﻻﺧﺮى اﻟﻤﻘﻨﻨﺔ ﻟﻤﻘﯿﺎس ﻣﺎﺳﻼخ
ﻟﻸﻓﻮل ﺑﺎﻹﺿﺎﻓﺔ اﻟﻰ ﺧﯿﺎرات ﻣﻘﺘﺮﺣﺔ ﻟﺘﺨﻔﯿﻒ اﻟﺘﻮﺗﺮ اﻟﻤﺘﻌﻠﻖ ﺑﺈﺟﮭﺎد اﻟﻌﻤﻞ ﺧﻼل ﻋﺎم  .2016أﺧﻀﻌﺖ اﻟﻨﺘﺎﺋﺞ ﻟﻠﺘﺤﻠﯿﻞ اﻻﺣﺼﺎﺋﻲ .اﻟﻨﺘﺎﺋﺞ واﻻﺳﺘﻨﺘﺎﺟﺎت :أظﮭﺮت
اﻟﻨﺘﺎﺋﺞ أن ﻏﺎﻟﺒﯿﺔ اﻻطﺒﺎء ھﻢ ﻣﻦ اﻟﻤﻘﯿﻤﯿﻦ اﻟﻤﺘﺪرﺑﯿﻦ ﺑﻤﻌﺪل ﻋﻤﺮي 34.7 :ﻋﺎﻣﺎ وﺑﻨﺴﺒﺔ ﻣﺘﺴﺎوﯾﺔ ﻣﻦ اﻟﺬﻛﻮر واﻻﻧﺎث .ﺑﻠﻐﺖ ﻧﺴﺒﺔ اﻧﺘﺸﺎر اﻻﺻﺎﺑﺔ ﺑﻤﺘﻼزﻣﺔ اﻻﻓﻮل
ﻣﻦ اﻟﺪرﺟﺔ اﻟﻤﻨﺨﻔﻀﺔ ) (%91.3ﻣﻦ ﻣﺠﻤﻮع اﻻطﺒﺎء ﻣﻊ وﺟﻮد اﻟﺪرﺟﺔ اﻟﻌﻠﯿﺎ ﻟﻺﺻﺎﺑﺔ ﻓﻲ ﺣﻘﻞ )ﺗﺒﺪد اﻟﺸﺨﺼﯿﺔ( اﻟﻤﺪرج ﻓﻲ ﻣﻘﯿﺎس ﻣﺎﺳﻼخ اﻟﻤﻘﻨﻦ .أظﮭﺮ اﻻطﺒﺎء
ﻣﺴﺘﻮى ﻣﻘﺒﻮﻻ ﻟﻠﺮﺿﺎ اﻟﻮظﯿﻔﻲ .أن ﺳﺎﻋﺎت اﻟﻌﻤﻞ اﻟﻄﻮﯾﻠﺔ وﺗﺬﺑﺬب اﻟﺠﺪاول واﻻﻧﻈﻤﺔ ھﻲ ﻣﻦ أھﻢ ﻋﻮاﻣﻞ اﻟﺘﺴﺒﺐ ﻓﻲ ﻧﺸﻮء وﺗﻔﺎﻗﻢ ﻋﺪم اﻟﺮﺿﺎ اﻟﻮظﯿﻔﻲ وﺷﺪة
اﻟﻤﻤﺮاﺿﺔ ﻓﻲ ﻣﺘﻼزﻣﺔ اﻻﻓﻮل ،ﻛﻤﺎ ان ﺗﻮﻓﺮ اﻟﻮﻗﺖ اﻟﻜﺎﻓﻲ ﻟﻠﺮاﺣﺔ واﻻﺳﺘﺠﻤﺎم ھﻮ ﻋﺎﻣﻞ ﻣﮭﻢ ﻓﻲ اﻟﺘﺨﻔﯿﻒ ﻣﻦ اﻟﺘﻮﺗﺮ اﻟﻨﻔﺴﻲ اﻟﻤﺘﻌﻠﻖ ﺑﺈﺟﮭﺎد اﻟﻌﻤﻞ .أﻛﺪت ھﺬه
اﻟﺪراﺳﺔ ﻋﻠﻰ أن اﻻطﺒﺎء اﻟﻌﺎﻣﻠﯿﻦ داﺧﻞ اﻟﻌﺮاق ﯾﻌﺎﻧﻮن ﻣﻦ أوﺟﮫ ﻣﺘﻌﺪدة ﻷﺷﻜﺎل اﻟﻀﻐﻮط اﻟﻨﻔﺴﯿﺔ ﻣﺘﻤﺜﻠﺔ ﺑﺜﻘﻞ واﺟﮭﺎد اﻟﻤﮭﻨﺔ وﺗﺄﺛﯿﺮ اﻟﻌﻮاﻣﻞ اﻟﻤﺤﯿﻄﯿﺔ وﺑﺎﻟﺮﻏﻢ ﻣﻦ
ھﺬا ،ﻓﮭﻢ ﯾﻮاﺻﻠﻮن ﺗﻘﺪﯾﻢ اﻟﺨﺪﻣﺎت اﻟﻄﺒﯿﺔ ﻣﻌﺘﻤﺪﯾﻦ ﻋﻠﻰ ﻋﻤﻠﯿﺎت اﻟﺘﻜﯿﻒ اﻟﻨﻔﺴﻲ واﻟﻤﺮوﻧﺔ .ﺗﺪﻋﻮ ھﺬه اﻟﻮرﻗﺔ اﻟﻰ أﺟﺮاء اﺑﺤﺎث ﻣﺴﺘﻘﺒﻠﯿﺔ ﻣﺸﺎﺑﮭﺔ ذات طﯿﻒ واﺳﻊ
ﻟﺘﺄﻛﯿﺪ أھﻤﯿﺔ ھﺬه اﻟﻈﻮاھﺮ واﯾﻀﺎح أﺳﺒﺎﺑﮭﺎ.
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History
The Contribution of Arab Islamic Civilization to Mental Health
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Abstract

T

he Arabic Islamic civilization was rich in all aspects of knowledge and science, the establishment of hospitals, the
classification of mental disorders and scientific foundation of psychiatry, psychology and neuroscience was started,
the famous names are so many and the books written in that were overwhelming.
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Introduction
Medicine did not develop overnight. The civilizations of
Egypt, Greece, Rome, Persia, India, China and the
European Renaissance took up the responsibility of the
flame of medical development. During the Dark Ages, the
medical flame was taken up by the Arabic-Islamic world.
The period between the 7th and 13th centuries has been
commonly
neglected,
despite
the
remarkable
developments of biomedical science of the Arabic-Islamic
world with the resultant flowering of knowledge that
influenced medical practice throughout Europe.1 We
could say that the history of any nation is equal to the sum
of the history of a few of its distinguished individuals. At
every stage in Arabic medical history we can find
outstanding people, whose greatest contributions and
efforts cannot be underestimated.

Terminology
The modern discipline of psychology began in the 19th
century. In the pre-modern context, the term 'psychology'
refers to the study of the human mind and behavior, while
the term 'mind' refers to human intellect and
consciousness. So it must be made clear that medieval
Islamic psychology does not deal with the mind only.2
Early Arab and Muslim scholars wrote extensively about
human psychology. They used the term Nafs (self or soul)
to indicate individual personality and the term fitrah
(nature) as an indication for human nature. Nafs is a broad
term that includes the qalb (heart), the ruh (spirit), the aql
(intellect) and irada (will). Early Muslim scholars had a

certain philosophy in their writing that encompassed all
areas of human enquiry, i.e. the knowledge of all things,
both divine and human.2 Therefore, Islamic psychology,
or Ilm-al Nafsiat (psychological sciences), refers to the
study of Nafs (self or psyche) and is related to psychology,
psychiatry and neurosciences.3 Al-ilaj al-nafsy
(psychological therapy) in Islamic medicine is simply
defined as the study of mental illness and is equal to
psychotherapy, as it deals with curing/treatment of ideas,
the soul and the vegetative mind. The psychiatric
physician was referred to as al-tabib al-ruhani or tabib alqalb (spiritual physician).3 Moreover, the Islamic and
Arabic psychological era includes the establishment of the
first mental hospitals; the development of the first clinical
approach to mental illness, and; a unique experimental
approach to the study of the mind.3,4

Neuroscience and psychology
Islamic medicine stressed the need for the understanding
of human mental health. The first psychiatric hospitals and
insane asylums were built in the Islamic world in Baghdad
in 705, Fes (the third largest city in Morocco) in the 8th
century, Cairo in 800, Damascus and Aleppo in 1270.6
The most characteristic features of medieval Muslim
psychotherapy were the use of clinical observations of
mentally ill patients, which resulted in the provision of
groundbreaking applications of moral treatment, baths,
drug medication, music therapy and occupational therapy.
The Muslim physician Ahmed ibn Sahl al-Balkhi (850934) introduced the concepts of mental health and mental
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hygiene. His book, Sustenance for Body and Soul (in
Arabic: Masalih al-Abdan wa al-anfus), was the first book
that discussed psychosomatic diseases with an emphasis
on mind and body: "if the nafs (psyche) gets sick, the body
may also find no joy in life with development of a physical
illness".2 Ahmed ibn Sahl al-Balkhi was a pioneer of
psychotherapy, psychophysiology and psychosomatic
medicine. He was the first to recognize that the body
(fever, headache) and the soul (anger, anxiety and
sadness) could be healthy, sick, balanced, or imbalanced.
He recognized two types of depression: one resulting from
known causes (physiological reasons) that can be treated
through physical medicine; and the other caused by
unknown reasons that can be treated psychologically.2
Najab ud-din Muhamed, from the 10th Century, made
careful observations of mentally ill patients with detailed
descriptions of a number of mental diseases, including
agitated depression, neurosis, priapism and sexual
impotence, psychosis (Kutrib) and mania (Dual-Kulb).6,7
Al-Balkhi and Muhamed ibn Zakariya Razi (Rhazes) were
the first known physicians to describe psychotherapy.
Razi's books (El-Mansuri and Al-Hawi) were landmarks
for the description of mental illness in the 10th Century and
provided definitions, symptoms and treatments for
problems related to mental health and mental illness. Razi
was also the director of a unique psychiatric ward in a
Baghdad hospital. Such psychiatric clinics did not exist in
Europe during that time for fear of demonic possessions.5,6
Ibn al Haytham is considered the founder of experimental
psychology and psychophysics for his distinguished book
on the psychology of visual perception, Book of Optics
(Steffens, 2006). Ibn al-Haytham was the first scientist to
argue that vision occurs in the brain rather than the eyes
in his Book of Optics (Edition III). Moreover, he pointed
out that personal experience has an effect on what people
see and how they see and that vision and perception are
subjective feelings.8
Al-Biruni was a pioneer in experimental psychology as
the first person to describe empirically the concept of
reaction time: ‘Not only is every sensation attended by a
corresponding change localized in the sense-organ, which
demands a certain time, but also, between the stimulation
of the organ and consciousness of the perception an
interval of time must elapse, corresponding to the
transmission of stimulus for some distance along the
nerves’. 9 He was also the first person to discuss in detail
such mental disorders as sleeping sickness, memory loss,
coma, meningitis, vertigo, epilepsy and hemiplegia.
Moreover, he emphasized the preservation of health
through diet and natural healing as much as on medication
or drugs.10

Al-Biruni first recognized 'physiological psychology' for
the treatment of illness involving emotions. He was a
pioneer in psychophysiology and psychosomatic
medicine, developing a system for associating changes in
the pulse rate with inner feelings. Avicenna was also a
pioneer of neuropsychiatry who first described numerous
neuropsychiatric conditions, including insomnia, mania,
hallucinations, nightmare, dementia, epilepsy, stroke,
paralysis, vertigo, melancholia and tremors11,12,13,14, Ibn
Sina, known in the West as Avicenna (981-1037). For a
thousand years, he has retained his original renown as one
of the greatest thinkers and medical scholars in history.
His most important medical works are the Qanun (Canon)
and a treatise on cardiac drugs. The 'Qanun fi-l-Tibb' is an
immense encyclopedia of medicine. It contains some of
the most illuminating thoughts pertaining to distinction of
mediastinitis from pleurisy; contagious nature of phthisis,
distribution of diseases by water and soil; careful
description of skin troubles; of sexual diseases and
perversions, of nervous ailments. The Canon of Medicine
(Qanun: Law of Medicine) by Ibn-Sina is one of the most
famous works in the history of medicine. It comprises a
14-volume medical encyclopedia completed in 1025
(Stanley, 1994). These volumes were used in many
medical schools; for example the University of
Montpellier, France in1650. The Canon explains the
causes of health and disease. Ibn Sina believed that the
human body could be healthy if the causes of health and
disease are determined. He defined medicine (tibb) as the
science by which we learn the different aspects of the
human body in both health and disease.
The Arabic text of the Qanun was translated into Latin as
the Canon of Medicine by Gerard of Cremona in the 12th
Century and into Hebrew in 1279. Avicenna dedicated
three chapters of his book to neuropsychiatric disorders.
He defined madness (Junun) as a mental disorder of
reason in which reality is replaced by fantasy and he
located its origin in the middle part of the brain. In the
Canon of Medicine, Avicenna was considered the father
of the science of psychoanalysis through his extension of
the theory of temperaments to include mentality,
emotions, morality, self-awareness, movements and
dreams. His four primary temperaments are summarized
later on in the 13th Century.15
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Psychotherapy
When Al-Razi was appointed as a physician-in-chief at
Baghdad Hospital, he made it the first hospital in history
to have a ward devoted to mentally ill patients. Razi was
considered the first person to combine psychological
methods and psychological explanations and to use
psychotherapy in an applicable fashion. Razi was once
called to treat a famous caliph who had severe arthritis.
Razi advised a hot bath and, while the caliph was bathing,
Razi threatened him with a knife, proclaiming he was
going to kill him. This deliberate provocation increased
the natural caloric, thus creating sufficient strength to
dissolve the already softened humors. As a result, the
caliph got up from his knees in the bath and ran after Razi.
Najab ud din Muhammad, a contemporary of Razi, left
many excellent descriptions of mental diseases. His
carefully compiled observations of patients comprised the
most complete classification of mental diseases known
before then. Najab described agitated depression,
obsessional types of neurosis, Nafkhae Malikholia
(combined priapism, sexual impotence), Kutrib (a form of
persecutory psychosis) and Dual-Kulb (a form of mania).
Avicenna often used psychological methods to treat his
patients. One of his patients was a prince of Persia who
had melancholia and poor appetite; he suffered from the
delusion that he was a cow, and would low like a cow as
he cried: ‘Kill me so that a good stew may be made of my
flesh’. Avicenna was persuaded to take on the case and
sent a message to the patient asking him to be happy as the
butcher was coming to slaughter him. The sick man
rejoiced. When Avicenna approached the prince with a
knife in his hand, he asked, ‘Where is the cow so I may
kill it?’ The patient then lowed like a cow to indicate
where he was. ‘By order of the butcher, the patient was
also laid on the ground for slaughter.’ When Avicenna
approached the patient pretending to slaughter him, he
said, ‘the cow is too lean and not ready to be killed. He
must be fed properly and I will kill it when it becomes
healthy and fat.’ The patient was then offered food, which
he ate eagerly. He gradually gained strength, was rid of
his delusion, and completely cured.21

Ibn-Sina recognized 'physiological psychology' in treating
illnesses involving emotions. From a clinical perspective,
Ibn-Sina developed a system for associating changes in
the pulse rate with inner feelings, which has been viewed
as a forerunner of the word-association test of Jung. He is
said to have treated a very ill patient by feeling the
patient's pulse and reciting aloud to him the names of
provinces, districts, towns, streets and people. By noticing
how the patient's pulse quickened when names were
mentioned, Ibn-Sina deduced that the patient was in love

with a girl whose home Ibn-Sina was able to locate by the
digital examination. The man took Ibn-Sina's advice,
married the girl and recovered from his illness. It is not
surprising, therefore, to know that an asylum for the
mentally ill had been built by the early 8th Century at Fez,
Morocco, and that insane asylums were also built by the
Arabs in Baghdad in AD 705, in Cairo in AD 800, and in
Damascus and Aleppo in AD 1270. In addition to baths,
drugs, kind and benevolent treatment given to the
mentally ill, music therapy and occupational therapy were
also used. These therapies were highly developed. Special
live music bands were brought in daily to entertain the
patients by providing singing and musical performances,
with comic performers as well.

Music as therapy in Islamic civilization
According to the Dewan Bahasa and Pustaka portal,
therapy is treatment of mental or physical disease through
a healing process without the use of medicine or surgery
(DBP 2013). Oztunc (2015:2) stated that music therapy is
a psychological method of treatment and the
psychological effect of listening to musical sounds. Music
therapy is also a branch of emotional and physical
healthcare, a natural combination that plays an effective
role in psychological, emotional and moral disorders and
a method for healing, comfort and tranquility.16,17 Music
is a very good therapy particularly for patients with mental
illness. In addition, music is an alternative treatment to
using drugs, which may cause side effects. Music therapy
is an instrument for professional use whether in medicine,
education as well as the living environment. Human life
needs balance and the basis of study and training in music
therapy itself is to stabilize the whole of physical, social,
communicative, intellectual and health conditions.
From the above definitions, it is clear that music therapy
plays a role in influencing a person’s emotions and
psychology. It can be deduced that music therapy is a
treatment, which involves use of music to produce
calming and soothing sounds in treating and restoring
balance to a patient’s emotions. Music has been made a
method and instrument of healing. Besides reducing the
cost of treatment, it is effective in soothing and reducing
a patient’s pain.
Scientists such as Kisilevsky studied the ability of a foetus
to pay attention when music is played and the effect of
music on foetus heartbeat and movement.18 In fact, during
the glory of the Islamic civilization, Muslim scholars such
as al-Farabi, al-Kindi, Muhyiddin Ibn Arabi and Safi alDin Abd al-Mu‟min had already acknowledged music
therapy as a method of healing.18
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The use of music as medical therapy in Islamic civilization
was much influenced by the Greek civilization.18 Some
Islamic civilization scholars who used music therapy in
medicine were al-Kindi,Ikhwanal-Safa’, al-Razi, alFarabi and Ibn Sina. Al-Kindior, also known as Abu
Yaqub ibn Ishaq al-Kindi was identified as the earliest
scholar of the Islamic civilization to use music therapy. He
lived from 801 to 870. al-Kindi adhered to Aristotle’s
philosophy that music has a relationship with humans and
cosmology through the earth elements of water, air, fire
and soil.19 Ikhwan al-Safa’ (Brethren of Purity) held the
view that there is a relationship between music and
astrology. Fadlou (1995) stated that the Ikhwan first
approached sound from the perspective of physicists. He
discussed its nature, in terms of cause and effect, and its
subdivision. He also briefly explained how physicists
experience the process of perceiving sound. When it came
to musical sounds and the combinations that make up
musical composition, they would observe the biological
and psychological effects of the music on the listener. The
next step was the final goal of their observation on musical
experience, which was spiritual and mystical. In their
philosophy, the attainment of this highest goal is made
possible by their assumption that an affinity existed
between music and other dimensions (the make-up of the
higher spheres of being).

From the viewpoint of Abu Bakr Muhammad ibn
Zakariya al-Razi (854-932M) or better known as alRazi,20 asserted that music is suitable to be used for
treating only mental disorders. Abu Nasr Muhammad ibn
Muhammad Farabi, or better-known al-Farabi (872950M), and Ibn Sina (980-1037M) rejected all views,
which relate music with earth elements or zodiac. Their
view was that music has an effect on human health.
Further, according to Ibn Sina, music may have an impact
on human health due to sounds inherited in human nature,
which have some functions in producing different
emotions. The views of the Muslim scholar, al-Kindi, led
to the application of music as a method of treatment.20 He
was regarded to be the first Muslim scholar to realize that
music has a therapeutic value when he attempted to cure a
paralyzed child with music.

Ibn-Sina
Abu Ali Al-Husayn B. Abd Allah Ibn Sina (980–1037),
also known as Avicenna in the Western world, was a
Persian scholar born in Bukhara, Uzbekistan in the present
day. He was primarily known as a philosopher and a
physician, but he also contributed to several different
areas of science in his time. Ibn-Sina explored and

explained the mind, its existence, human body-mind
relationship, sensation, perception etc. In his well-known
book Kitab Al-Shifa' (The Book of Healing), he accepted
hypnosis and used it as a treatment of mental disorders.
Ibn Sina also gave psychological explanations of certain
somatic illnesses, such as hallucinations, insomnia, mania,
nightmare, melancholia, dementia, epilepsy, paralysis,
stroke and vertigo. He believed that philosophizing was a
way of helping ‘the soul reach perfection’. Ibn Sina
always explained that physical and psychological illnesses
linked together. He called melancholia (depression) a type
of mood disorder in which the person may become
suspicious and develop certain types of phobias. He
claimed that anger transformed melancholia to mania. He
also certified that humidity inside the head can affect
mood disorders. This happens with the amount of breath
change. Happiness increases the breath, which leads to
increased moisture inside the brain, but if this moisture
goes beyond its limits, the brain will lose control over its
rational thought leading to mental disorders. Ibn Sina also
wrote about symptoms and treatment of love sickness
(Ishq), nightmare, epilepsy, and weak memory.21. He is
the first person to develop an association between
emotions and pulse rate. He also used other psychological
methods to treat his patients. He established free hospitals
and treatments including surgery, hot baths, herbs,
hypnosis (Al Wahm Al-Amil) and aromatherapy. 23,24
Ibn Sina (or Avicenna) was primarily a philosopher with
amusing knowledge, who dealt in all aspects of art of
medicine, astronomy, poetry, music and psychology. This
giant, with an encyclopedic knowledge, has dealt in
almost all scientific branches or praxis with great success.
Numerous statements of his have been cornerstone of
many sciences for centuries; and, some of them are (in the
era of computers and Internet) still current. The best
known treatise on medicine of his is El-Kanun, consisting
of five volumes, wherein all medical achievements
(including psychology, psychiatry and neurology) of that
period were described clearly. In his psychology, Ibn Sina
(Avicenna) analyses the essence of human soul, mind,
psychical streams, intellectum, dreams and prophecy,
man's desires etc. in details. It is unnecessary to point out
how much these items are actual in the contemporary
psychology. Ibn al-Nefis has described systematically the
symptoms and recovery of ‘head sick’ (including
headaches, cerebral sick like cranitis, letargy, coma,
demency, melancholy, insomnia, nightmares, epilepsy,
appoplexy, paralysis, spasm and many others) in his
Mujez al-Kanun, which is synopsis of Ibn Sina Kanun. We
need much time to learn the magnificance of this
philosopher, which is best known as the great one among
the physicians. It is our task to enable future generations
not only to know his works exist, but also to realize the
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essence of this marvelous genius because there are very
few people that can be compared to him.

Abu Bakr Mohammed ibn Zakariya al-Razi
Known in the West as Rhazes, he was born in al-Rayy
outside Tehran. He is considered one of the greatest
physicians Islam has ever produced. He traveled widely,
visiting famous medical centers of his time in Jerusalem,
Cairo, and Cordova. In 907, he was appointed director of
a large hospital in Baghdad and a court physician as well.
He wrote 237 books, of which 36 have survived. The most
famous of his works is Liber Continens, a medical
encyclopedia. In his theories, al-Razi was a Galenist; in
practice, he was guided more by the principles of
Hippocrates 25. He was known for taking detailed histories
from his patients and for his keen observational skills. alRazi combined psychological methods and physiological
explanations. He used psychotherapy in a primitive but
dynamic fashion.26
As the director of the hospital in Baghdad, he established
a special section for the treatment of people with mental
illness. He treated his patients with respect, care, and
empathy. As part of discharge planning, each patient was
given a sum of money to help with immediate needs. This
was the first recorded reference to psychiatric aftercare
and, perhaps, to the existence of a psychiatric consultation
service in a general hospital. Al-Razi is also known for his
contributions to psychiatric ethics. In his treatise “Upon
the Circumstances Which Turn the Head of Most Men
from the Reputable Physicians,” al-Razi set clear
standards for the professional practice of physicians. He
advised physicians on how to retain the respect and
confidence of their patients. At the same time, he advised
patients to evaluate their physicians and demand from
them a high level of integrity. He further advised patients
to avoid physicians who are actively addicted to wine, a
clear recognition of the problem of physician impairment
over 1,000 years ago. Al-Razi’s words on this subject are
no less applicable today.27
Al Razi was a Hakim, an alchemist and a philosopher. In
medicine, his contribution was so significant that it can
only be compared to that of Ibn Sina. Some of his works
in medicine e.g. Kitabal- Mansoori, Al-Hawi, Kitab alMulooki and Kitab al-Judari al- Hasabah earned
everlasting fame. Al-Razi was the first in Islam to write a
book based on home medicines (remedial) advisor entitled
Man la Yahduruhu Teb for the public. In his book Mnafi'
al-Aghthiyyah, al-Razi followed a pattern that had been
introduced earlier by Galen, but in it, al-Razi attempted to
correct several errors made by Galen himself. The
development of professional pharmacy, as a separate
entity from medicine, started in Islam under the patronage

of the early Abbasiyyah caliphs in Baghdad. This first
clear-cut separation of the two professions, and the
recognition of the independent, academically oriented
status of professional pharmacy materialized in the
Abbasiyyah capital (Baghdad) and Al Razi was one of the
few pharmacists who added very valuable contributions to
medicine and pharmacy while most of Europe was still
living in the Dark Ages.

Abu Zayd al-Balkhi
Of the many books ascribed to him in the al-Fihrist by Ibn
al-Nadim, one can note the Excellency of mathematics on
certitude in astrology. His Figures of the Climates (Suwar
al-aqalim) consisted chiefly of geographical maps. He
also wrote the medical and psychological work, Masalih
al-Abdan wa al-Anfus (Sustenance for Body and Soul).

Mental health and mental illness
In Islamic psychology, the concepts of mental health and
‘mental hygiene’ were introduced by Abu Zayd al-Balkhi,
who often related it to spiritual health. In his Masalih alAbdan wa al-Anfus (Sustenance for Body and Soul), he
was the first to successfully discuss diseases related to
both the body and the soul. He used the term al-Tibb alRuhani to describe spiritual and psychological health, and
the term Tibb al-Qalb to describe mental medicine. He
criticized many medical doctors in his time for placing too
much emphasis on physical illnesses and neglecting the
psychological or mental illnesses of patients, and argued
that ‘since man’s construction is from both his soul and
his body, therefore, human existence cannot be healthy
without the ishtibak [interweaving or entangling] of soul
and body.’ He further argued that ‘if the body gets sick,
the nafs [psyche] loses much of its cognitive and
comprehensive ability and fails to enjoy the desirous
aspects of life’ and that ‘if the nafs gets sick, the body may
also find no joy in life and may eventually develop a
physical illness.’ Al-Balkhi traced back his ideas on
mental health to verses of the Qur'an and hadiths attributed
to Muhammad.28

Cognitive and medical psychology and
cognitive therapy
Abu Zayd al-Balkhi was the first to differentiate between
neurosis and psychosis, and the first to classify neurotic
disorders and pioneer cognitive therapy in order to treat
each of these classified disorders. He classified neurosis
into four emotional disorders: fear and anxiety, anger and
aggression, sadness and depression, and obsession. He
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further classified three types of depression: normal
depression or sadness (huzn), endogenous depression
originating from within the body, and reactive clinical
depression originating from outside the body. He also
wrote that a healthy individual should always keep healthy
thoughts and feelings in his mind in the case of unexpected
emotional outbursts in the same way drugs and first aid
medicine are kept nearby for unexpected physical
emergencies. He stated that a balance between the mind
and body is required for good health and that an imbalance
between the two can cause sickness. Al-Balkhi also
introduced the concept of reciprocal inhibition (al-ilaj bi
al-did), which was re-introduced over a thousand years
later by Joseph Wolpe in 1969.29

Psychophysiology
medicine

and

psychosomatic

The Muslim physician Abu Zayd al-Balkhi was a pioneer
of psychotherapy, psychophysiology and psychosomatic
medicine. He recognized that the body and the soul can be
healthy or sick, or ‘balanced or imbalanced’, and that
mental illness can have both psychological and/or
physiological causes. He wrote that imbalance of the body
can result in fever, headaches and other physical illnesses,
while imbalance of the soul can result in anger, anxiety,
sadness and other mental symptoms. He recognized two
types of depression: one caused by known reasons such
as loss or failure, which can be treated psychologically
through both external methods (such as persuasive
talking, preaching and advising) and internal methods
(such as the ‘development of inner thoughts and
cognitions which help the person get rid of his depressive
condition’); and the other caused by unknown reasons
such as a ‘sudden affliction of sorrow and distress, which
persists all the time, preventing the afflicted person from
any physical activity or from showing any happiness or
enjoying any of the pleasures’ which may be caused by
physiological reasons (such as impurity of the blood) and
can be treated through physical medicine.28 He also wrote
comparisons between physical disorders with mental
disorders, and showed how psychosomatic disorders can
be caused by certain interactions between them.29
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اﻟﻤﻠﺨﺺ
اﻟﺤﻀﺎرة اﻟﻌﺮﺑﯿﺔ اﻹﺳﻼﻣﯿﺔ ،ﻛﺎﻧﺖ راﺋﺪه ﻓﻲ اﻟﻤﻌﺮﻓﺔ واﻟﻌﻠﻮم ﺑﺸﻜﻞ ﻋﺎم ،وﻋﻤﯿﻘﮫ ﻓﻲ ﻣﺠﺎل اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ،وﻗﺪ ﺑﺎت ﺑﺒﻨﺎء اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻨﻔﺴﯿﺔ وﺗﺼﻨﯿﻒ اﻻﻣﺮاض
اﻟﻨﻔﺴﯿﺔ ،ووﺿﻊ اﻷﺳﺎس اﻟﻌﻠﻤﻲ ﻟﻠﻄﺐ اﻟﻨﻔﺴﻲ وﻋﻠﻢ اﻟﻨﻔﺲ واﻟﻌﻠﻮم اﻟﻌﺼﺒﯿﺔ ،وﻗﺪ ذاع ﺻﯿﺖ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻌﻠﻤﺎء ﺑﺤﯿﺚ ﯾﺼﻌﺐ ﺣﺼﺮھﻢ ،ﻛﻤﺎ ان اﻟﻜﺘﺐ اﻟﻤﺨﻄﻮطﺎت
اﻟﺘﻲ وﺿﻌﺖ ﻓﻲ اﻟﻌﺼﻮر اﻟﺬھﺒﯿﺔ ﻟﻠﺤﻀﺎرة اﻹﺳﻼﻣﯿﺔ ﺗﻔﻮق اﻟﺨﯿﺎل.

اﻟﺪﻛﺘﻮر وﻟﯿﺪ ﺳﺮﺣﺎن
ﻣﺴﺘﺸﺎر اﻟﻄﺐ اﻟﻨﻔﺴﺎﻧﻲ
رﺋﯿﺲ ﺗﺤﺮﯾﺮ اﻟﻤﺠﻠﺔ اﻟﻌﺮﺑﯿﺔ ﻟﻠﻄﺐ اﻟﻨﻔﺴﺎﻧﻲ
Email:wsarhan34@gmail.com
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Extremism
اﻟﻘﺪرة اﻟﺘﻨﺒﺆﯾﺔ ﻟﻠﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ﻓﻲ اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي
أﻣﺎﻧﻲ ﻣﺤﻤﺪ اﻟﻔﺮﺟﺎت ،ﺣﺴﯿﻦ ﺳﺎﻟﻢ اﻟﺸﺮﻋﺔ

The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism
Amani Moh’d Al-Farajat, Hussein Al-sharah

اﻟﻤﻠﺨﺺ
ھﺪﻓﺖ ھﺬه اﻟﺪراﺳﺔ إﻟﻰ اﺳﺘﻘﺼﺎء اﻟﻘﺪرة اﻟﺘﻨﺒﺆﯾﮫ ﻟﻠﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ﻓﻲ اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي .ﺗﺄﻟﻔﺖ اﻟﻌﯿﻨﺔ ﻣﻦ ) (85ﻣﺘﻄﺮﻓﺎ ً ﻓﻜﺮﯾﺎ ً ﻣﻮﻗﻮﻓﺎ ً ﻓﻲ ﻣﺮاﻛﺰ
اﻹﺻﻼح واﻟﺘﺄھﯿﻞ اﻷردﻧﯿﺔ اﻟﺘﺎﺑﻌﺔ ﻟﻤﺪﯾﺮﯾﺔ اﻷﻣﻦ اﻟﻌﺎم ،ﺿﻤﻦ ﻣﻈﻠﺔ وزارة اﻟﺪاﺧﻠﯿﺔ؛ ﻣﻤﻦ ھﻢ ﻣﺘﮭﻤﯿﻦ ﺑﻘﻀﺎﯾﺎ ﺗﺘﻌﻠﻖ ﺑﺎﻟﺘﻄﺮف اﻟﻔﻜﺮي واﻹرھﺎب .ﺗﻢ ﺗﻄﺒﯿﻖ ﻣﻘﯿﺎﺳﯿﻦ
ﻋﻠﻰ أﻓﺮاد اﻟﻌﯿﻨﺔ ﻣﻦ اﻟﻤﺘﻄﺮﻓﯿﻦ اﻟﻤﻮﻗﻮﻓﯿﻦ ،وھﻲ :ﻣﻘﯿﺎس اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ،وﻣﻘﯿﺎس اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي .أظﮭﺮت اﻟﻨﺘﺎﺋﺞ أن أﻛﺜﺮ اﻟﻤﺨﻄﻄﺎت
اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ اﻧﺘﺸﺎرا ً ھﻤﺎ ﻣﺨﻄﻂ اﻻﺳﺘﺤﻘﺎق/اﻟ َﻌ َ
ﻈﻤﺔ ﺛﻢ ﻣﺨﻄﻂ اﻟﺤﺮﻣﺎن اﻟﻌﺎطﻔﻲ .وأظﮭﺮت ﻧﺘﺎﺋﺞ ﺗﺤﻠﯿﻞ أﻣﻮس إﻟﻰ وﺟﻮد ﻗﺪرة ﺗﻨﺒﺆﯾﮫ ﻟﻠﻤﯿﻞ ﻧﺤﻮ اﻟﺘﻄﺮف
اﻟﻔﻜﺮي ،وﻗﺪ ﻛﺸﻒ ﻣﻌﺎﻣﻞ اﻟﻤﺴﺎر اﻟﻤﻌﯿﺎري وﺟﻮد ﺗﺄﺛﯿﺮ ﻷﺑﻌﺎد اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ )ﻣﺨﻄﻂ اﻟﺤﺮﻣﺎن اﻟﻌﺎطﻔﻲ ،ﻣﺨﻄﻂ اﻟﺨﻀﻮع ﻟﻶﺧﺮﯾﻦ ،ﻣﺨﻄﻂ
اﻟﮭﺸﺎﺷﺔ ﻟﻸذى أو اﻟﻤﺮض( ﻋﻠﻰ اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي.وﻓﻲ ﺿﻮء ھﺬه اﻟﻨﺘﺎﺋﺞ ﯾﻤﻜﻦ اﻟﺘﻮﺻﯿﺔ ﺑﻀﺮورة ﻋﻤﻞ ﺑﺤﻮث ﻧﻮﻋﯿﺔ ﺗﺴﺘﮭﺪف اﻟﻤﺘﻄﺮﻓﯿﻦ ﻓﻜﺮﯾﺎ ً واﻹرھﺎﺑﯿﯿﻦ
ﻟﻠﻮﻗﻮف ﻋﻠﻰ ﺧﺒﺮاﺗﮭﻢ وﺗﺠﺎرﺑﮭﻢ اﻟﺤﯿﺎﺗﯿﺔ ،وﺗﻀﻤﯿﻦ ﻣﺘﻐﯿﺮات اﻟﺪراﺳﺔ ﻓﻲ ﺑﻨﺎء اﻟﺒﺮاﻣﺞ اﻟﻮﻗﺎﺋﯿﺔ واﻟﻌﻼﺟﯿﺔ ﻣﻦ أﺟﻞ اﻟﻮﻗﺎﯾﺔ ﻣﻦ اﻻﻧﺤﺮاف اﻟﻔﻜﺮي واﻟﺴﻠﻮﻛﻲ .
اﻟﻜﻠﻤﺎت اﻟﻤﻔﺘﺎﺣﯿﺔ :اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ،اﻟﺘﻄﺮف اﻟﻔﻜﺮي.
اﻋﻼن اﻟﺪﻋﻢ :ﻻ دﻋﻢ.

ﻣﻘﺪﻣﺔ
إن ﻣﺒﻌﺚ اﺧﺘﻼف رؤى اﻷﻓﺮاد ھﻮ اﺧﺘﻼف ﻣﺸﺎرب اﻟﻔﻜﺮ واﻟﻌﻘﻞ ،ﻓﻠﻜﻞ
ﻋﻘﻞ ﺗﺠﺎرﺑﮫ اﻟﺨﺎﺻﺔ اﻟﺘﻲ ﺳﺎھﻤﺖ ﻓﻲ ﺗﻌﺰﯾﺰ اﻋﺘﻨﺎﻗﮫ ﻟﻠﻤﻔﺎھﯿﻢ واﻟﺮؤى؛
وﺑﺎﻟﺘﺎﻟﻲ ،ﻓﺈﻧﮫ ﯾﺴﺘﻘﻄﺐ ﻛﻞ ﻣﺎ ﯾﺮﺿﺦ ﻟﻔﻜﺮه ،وﯾﺘﺮﺟﻢ ﻛﻞ ﺷﻲء وﻓﻘﺎ ﻟﻤﺎ
ﯾﺤﻤﻠﮫ ﻣﻦ أﻓﻜﺎر ،وﻗﺪ ﯾﺴﻌﻰ إﻟﻰ إﻟﻐﺎء ﻣﺎ ﯾﺘﻌﺎرض ﻣﻌﮭﺎ ﻓﻲ ﻣﺤﺎوﻟﺔ ﻹﺑﺮاز
ﺻﺤﺔ رأﯾﮫ؛ ﻓﻘﺪ أﺷﺎر ﺟﺎﺑﺮ 1إﻟﻰ أن ﻧﻤﻂ ﻣﻌﺘﻘﺪات وﺗﺼﻮرات اﻟﻔﺮد ھﻮ ﻣﺎ
ﯾﺨﻠﻖ اﻟﺘﻄﺮف اﻻﻧﻔﻌﺎﻟﻲ؛ ﺣﯿﺚ إن اﻻﺳﺘﺠﺎﺑﺎت اﻻﻧﻔﻌﺎﻟﯿﺔ ﻣﺮھﻮﻧﺔ ﺑﮭﺬه
اﻟﺘﺼﻮرات؛ ﺗﺒﻘﻰ ﺑﺒﻘﺎﺋﮭﺎ ،وﺗﺘﻐﯿﺮ ﺑﺘﻐﯿﺮھﺎ .
وﺗﻌﺪ ﻣﺮﺣﻠﺔ اﻟﻄﻔﻮﻟﺔ ھﻲ اﻟﻤﺮﺣﻠﺔ اﻟﺤﺎﺳﻤﺔ ﻓﻲ ﺑﺪاﯾﺔ ظﮭﻮر اﻟﺘﻌﺼﺐ .ﻛﻤﺎ
أن ﻟﻠﻈﺮوف اﻟﺒﯿﺌﯿﺔ أﺛﺮا ً ﻓﻲ ﺗﻄﻮﯾﺮ اﻟﺘﺴﺎﻣﺢ ﻟﺪى اﻟﺸﺒﺎب ،ﻓﺎﻟﺬي ﯾﻨﺨﺮط
ﻣﻨﮭﻢ ﻓﻲ ﺧﺒﺮات ﺷﺒﮫ ﺳﯿﺎﺳﯿﺔ ،أو ﺗﺠﺎرب ﺳﯿﺎﺳﯿﺔ ﯾﻜﻮن أﻛﺜﺮ ﺗﻘﺒﻼً ﻵراء
ﻏﯿﺮه وأﻛﺜﺮ ﺗﺴﺎﻣﺤﺎ ً ﻣﻘﺎرﻧﺔ ﺑﺎﻟﺬي ﻟﻢ ﺗﺴﻨﺢ ﻟﮫ ﻓﺮﺻﺔ اﻻﻧﺨﺮاط ،ﻓﮭﺬه
اﻟﺨﺒﺮات ﺗﻜﻮن ﻏﻨﯿﺔ ﺑﺎﻵراء واﻻﺗﺠﺎھﺎت اﻟﻤﺘﺒﺎﯾﻨﺔ ،واﻟﺘﻲ ﺗﺴﻤﺢ ﻟﻠﻔﺮد
ﺑﺎﻟﺘﻌﺮف ﻋﻠﻰ وﺟﮭﺎت اﻟﻨﻈﺮ اﻟﻤﺨﺎﻟﻔﺔ ،واﺣﺘﺮام اﻟﺮأي اﻵﺧﺮ ،ﻛﻤﺎ أﻧﮭﺎ
ﺗﺘﻤﯿﺰ ﺑﻔﺮﺻﺔ اﻻﻧﺪﻣﺎج ﻓﻲ ﻋﻤﻠﯿﺎت اﻟﺘﻔﻜﯿﺮ اﻟﻤﺠﺮد ،واﻟﺬي ﯾﺪﻓﻊ ﺑﮭﻢ إﻟﻰ
ﻣﻨﺎﻗﺸﺔ اﻟﺘﻀﻤﯿﻨﺎت اﻟﻔﻜﺮﯾﺔ ﻟﻤﺎ ﺗﺘﻌﺮض ﻟﮫ اﻟﻤﺠﺘﻤﻌﺎت ﻣﻦ ﺗﺤﺪﯾﺎت ،وﺑﺬﻟﻚ
ﯾﺘﻢ اﻟﺘﻌﺮف ﻋﻠﻰ اﻟﻜﯿﻔﯿﺔ اﻟﺘﻲ ﯾﻔﺴﺮون ﺑﮭﺎ ﻗﺮاراﺗﮭﻢ.2
ﯾﻨﺘﺸﺮ اﻟﺘﻄﺮف ﺣﯿﺚ ﺗﻨﺘﺸﺮ اﻟﺜﻘﺎﻓﺔ اﻟﻼﻋﻘﻼﻧﯿﺔ ،وﺗﻨﺨﻔﺾ ﻣﺴﺘﻮﯾﺎت اﻟﻮﻋﻲ.3
ﻓﺎﻟﻤﺘﻄﺮف ﻓﻜﺮﯾﺎ ھﻮ ﻓﺮد ﻋﻄﻞ اﻟﻌﻘﻞ اﻟﺬي ﻣﯿﺰه ﷲ ﺑﮫ ﻋﻦ ﺳﺎﺋﺮ
اﻟﻤﺨﻠﻮﻗﺎت ،ﻓﺄﻧﻜﺮ ﺣﺮﯾﺘﮫ اﻟﻔﻜﺮﯾﺔ ﻣﻦ ﺟﺮاء ﺗﻐﯿﯿﺒﮫ ﻟﻠﻌﻘﻞ وإﻋﺎﻗﺔ ﻋﻤﻠﮫ
ﺑﺼﻮرﺗﮫ اﻟﺠﻠﯿﺔ ،ﻛﻤﺎ أﻧﮫ ﯾﻤﺘﻠﻚ ﺗﺤﯿﺰات ﻣﻌﺮﻓﯿﺔ ،وﻟﺪﯾﮫ ﻛﺴﻞ ذھﻨﻲ ،وﻋﺠﺰ
ﻋﻦ اﺳﺘﯿﻌﺎب ﻛﻞ ﻣﺎ ھﻮ ﺟﺪﯾﺪ ،واﻧﺪﻓﺎع أﻋﻤﻰ ﻣﺘﻌ ٍﺪ ﻟﻠﻀﻮاﺑﻂ اﻟﺒﺸﺮﯾﺔ،
وﺣﺠﺐ ﻟﻠﻌﻘﻞ ﻋﻦ ﺗﻘﺪﯾﺮ اﻟﻌﻮاﻗﺐ اﻟﻮﺧﯿﻤﺔ ،وﯾﻘﯿﻦ ﻣﻄﻠﻖ ﻣﺴﺘﻨﺪ إﻟﻰ ﻣﺒﺎدئ
راﺳﺨﺔ ﻣﺘﻮارﺛﺔ دون اﻟﻌﻤﻞ ﻋﻠﻰ ﺗﺤﻜﯿﻢ اﻟﻤﻨﻄﻖ ﻓﻲ اﻟﺘﺴﻠﯿﻢ ﺑﮭﺎ.
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وﺗﻌﺪ اﻟﺴﻠﻄﺔ اﻟﻮاﻟﺪﯾﺔ أول ﻣﺼﺎدر اﻟﺘﺸﺮﯾﻊ ﻓﻲ واﻗﻊ اﻟﻔﺮد ،ﻓﻤﻦ ﺧﻼﻟﮭﺎ
ﯾﺴﺘﻤﺪ اﻟﻄﻔﻞ ﺻﻮرﺗﮭﺎ ،وﯾﺘﻮﺣﺪ ﺑﺄواﻣﺮھﺎ وﻧﻮاھﯿﮭﺎ ﻓﻲ ﺑﺪاﯾﺔ اﻟﻮﺟﻮد ،وھﻮ
ﻣﺎ ﺳﯿُﺄھﻠﮫ ﻟﻤﻮاﺟﮭﺔ ﻣﺼﺎدر اﻟﺴﻠﻄﺔ واﻟﺘﺸﺮﯾﻊ اﻟﻘﺎﺋﻤﺔ ﻓﻲ اﻟﻮاﻗﻊ اﻷﺷﻤﻞ؛
ﻟﺬﻟﻚ؛ ﻓﺈن ﻋﻼﻗﺔ اﻟﻄﻔﻞ ﺑﻮاﻟﺪﯾﮫ ﻟﮭﺎ ﺗﺄﺛﯿﺮ ﻋﻈﯿﻢ ﻓﻲ ﺗﻜﻮﯾﻦ ﺷﺨﺼﯿﺔ اﻟﻄﻔﻞ،
وھﺬه اﻟﻌﻼﻗﺔ )اﻟﻄﻔﻞ-اﻟﺴﻠﻄﺔ( إذا اﺗﺴﻤﺖ ﺑﻘﮭﺮ اﻟﻮاﻟﺪﯾﻦ وﻗﻤﻌﮭﻢ ﻓﺈن اﻟﻄﻔﻞ
ﺳﯿﺸﺐ ﻓﻲ ھﺬا اﻟﻤﻨﺎخ ﻋﺎﺟﺰا ً ﻋﻦ اﻟﺘﺼﺪي ﻟﻠﻮاﻗﻊ ﺑﺤﺲ ﻧﻘﺪي ،أو ﺗﻮظﯿﻒ
اﻟﺘﻔﻜﯿﺮ اﻟﻌﻘﻼﻧﻲ ،وﻗﺪ ﯾﺆدي ذﻟﻚ أﯾﻀﺎ ً إﻟﻰ ﻏﺮس اﻟﻘﮭﺮ واﻟﺘﺴﻠﻂ ،ﻓﯿﺼﺒﺢ
ﻓﯿﻤﺎ ﺑﻌﺪ ﺗﻄﺮﻓﺎ ً وﻋﻨﻔﺎً .وﻗﺪ ﯾﺪﺧﻞ اﻟﯿﺎﻓﻊ أو اﻟﺸﺎب ﻓﻲ ﺻﺮاﻋﺎت ﻣﻊ واﻟﺪﯾﮫ
ﺑﺮﻓﻀﮫ ﻟﻤﺎ ﯾُﻤﻠﯿﺎﻧﮫ ﻋﻠﯿﮫ؛ ﻛﺘﻌﺒﯿﺮ ﻋﻦ ﺗﺄﻛﯿﺪ ھﻮﯾﺘﮫ ،وﻷﻧﮫ أﺻﺒﺢ ﻣﺴﺎو
ﻟﻠﻜﺒﺎر.4
إن ﻣﺎ ﺗﺘﻤﯿﺰ ﺑﮫ اﻟﺪراﺳﺔ اﻟﺤﺎﻟﯿﺔ أﻧﮭﺎ ﺗﻨﻄﻠﻖ ﻣﻦ اﻓﺘﺮاض ﯾﺴﺘﮭﺪف اﻟﺒﻨﯿﺔ
اﻟﻨﻔﺴﯿﺔ اﻟﺨﺎﺻﺔ ﺑﺎﻟﻤﺘﻄﺮف ﻓﻜﺮﯾﺎً ،ﻓﺎﻟﻤﺘﻄﺮف ﻓﻜﺮﯾﺎ ً ﺧﻼل ﻣﺮاﺣﻞ ﺣﯿﺎﺗﮫ ﻗﺪ
ﯾﻌﯿﺶ ظﺮوﻓﺎ ً ﺗﻌﻤﻞ ﻋﻠﻰ ﺗﮭﯿﺌﺘﮫ ﻟﻠﺘﻄﺮف ﺑﺸﻜﻞ ﻻ واعٍ ،ﻣﻦ ﺣﯿﺚ ﺗﺸﻜﻞ
ﺗﺸﻮﯾﮭﺎ ً ﻓﻲ اﻹدراك اﻟﻤﻌﺮﻓﻲ ،إﺿﺎﻓﺔ إﻟﻰ ذﻟﻚ ،ﻓﺈن اﻟﺴﯿﺎق اﻟﺜﻘﺎﻓﻲ
واﻻﺟﺘﻤﺎﻋﻲ ﻗﺪ ﯾﻔﺮض ﺑﺤﺪ ذاﺗﮫ ﺑﯿﺌﺔ ﺧﺼﺒﺔ ﻟﺘﻄﻮﯾﺮ اﻟﺘﻄﺮف اﻟﻔﻜﺮي
ﻛﻄﺮق دﻓﺎﻋﯿﺔ ﻟﻠﺘﻌﺎﻣﻞ ﻣﻊ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ ،ﺣﯿﺚ إن اﻟﺘﻌﺮف ﻋﻠﻰ
اﻟﻌﻮاﻣﻞ اﻟﺒﺎﻋﺜﺔ ﻟﻠﺘﻄﺮف ﻟﺪى ھﺬه اﻟﺸﺮﯾﺤﺔ ﯾﻌﺪ ﺧﻄﻮة ﻣﮭﻤﺔ ﻓﻲ ﺳﺒﯿﻞ
ﺗﺤﻘﯿﻖ رؤﯾﺔ أﻛﺜﺮ وﺿﻮﺣﺎ ُ ﻟﻠﺘﻨﺒﺆ ﺑﻤﯿﻮل اﻷﻓﺮاد ﻧﺤﻮ اﻟﺘﻄﺮف ﻣﻦ ﻧﺎﺣﯿﺔ،
وﻣﻌﺮﻓﺔ ﺗﺼﻮرھﻢ ﻟﻸﺳﺲ اﻟﺘﻲ ﺗﺒﺮر وﺟﻮده ﻣﻦ ﻧﺎﺣﯿﺔ أﺧﺮى؛ اﻷﻣﺮ اﻟﺬي
اﺳﺘﺪﻋﻰ أن ﯾﻜﻮن ﻣﺠﺘﻤﻊ اﻟﺪراﺳﺔ ﻣﻦ ﻣﺠﻤﻮع اﻟﻨﺰﻻء اﻟﻤﺘﻄﺮﻓﯿﻦ اﻟﻤﻮﻗﻮﻓﯿﻦ
ﻓﻲ ﻣﺮاﻛﺰ اﻹﺻﻼح واﻟﺘﺄھﯿﻞ اﻷردﻧﯿﺔ اﻟﺘﺎﺑﻌﺔ ﻟﻤﺪﯾﺮﯾﺔ اﻷﻣﻦ اﻟﻌﺎم ،ﺿﻤﻦ
ﻣﻈﻠﺔ وزارة اﻟﺪاﺧﻠﯿﺔ؛ ﻣﻦ اﻟﻤﺘﮭﻤﻮن ﺑﻘﻀﺎﯾﺎ ﺗﺘﻌﻠﻖ ﺑﺎﻟﺘﻄﺮف اﻟﻔﻜﺮي
واﻹرھﺎب؛ ﻛﺎﻟﺘﺮوﯾﺞ ﻷﻓﻜﺎر ﻣﺘﻄﺮﻓﺔ ،واﻻﻧﺘﻤﺎء ﻟﺠﻤﺎﻋﺎت ﻣﺘﻄﺮﻓﺔ،
واﻟﺘﺨﻄﯿﻂ ﻟﻠﻘﯿﺎم ﺑﺄﻋﻤﺎل إرھﺎﺑﯿﺔ .
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ﻣﺸﻜﻠﺔ اﻟﺪراﺳﺔ
ﯾُﻌﺘﺒﺮ اﻟﺘﻄﺮف –وﻣﺎ ﯾﻨﺘﺞ ﻋﻨﮫ ﻣﻦ إرھﺎب -إﺷﻜﺎﻟﯿﺔ ﻣﻌﻘﺪة ﺗﺘﻄﻠﺐ ﺗﺤﻠﯿﻼً
ﻋﻤﯿﻘﺎ ً ﻹدراك ﻣﺨﺘﻠﻒ أﺑﻌﺎدھﺎ وﻣﻼﺑﺴﺎﺗﮭﺎ ،ﺑﺪءا ً ﻣﻦ ﺗﻮﺿﯿﺢ ﻣﻮﺿﻮﻋﻲ
ﻟﻤﻔﮭﻮم اﻟﺘﻄﺮف واﻹرھﺎب ،وﺗﺤﺪﯾﺪ اﻟﻔﺮق ﺑﯿﻨﮫ وﺑﯿﻦ ﻣﺪﻟﻮل اﻟﺠﮭﺎد
واﻟﻤﻘﺎوﻣﺔ اﻟﻤﺸﺮوﻋﺔ ،إﻟﻰ اﻷﺳﺒﺎب اﻟﻜﺎﻣﻨﺔ ﺧﻠﻒ ھﺬه اﻹﺷﻜﺎﻟﯿﺔ وﻣﺎ ﺗﻔﻀﻲ
إﻟﯿﮫ ﻣﻦ اﻧﺤﺮاف ﯾﺠﺪ ﻣﺼﺎدر ﻟﺘﺸﺠﯿﻌﮫ وﺗﻤﻮﯾﻠﮫ ،إذ ﯾﺼﯿﺐ أوﻻً ﻋﻘﻞ
اﻟﻤﺘﻄﺮف ﻧﻔﺴﮫ ،اﻧﻄﻼﻗﺎ ً ﻣﻦ ﻣﺨﻄﻄﺎﺗﮫ اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ اﻟﺘﻲ ﺗﻘﻮده إﻟﻰ
ﺗﺸﻮﯾﮫ اﻟﻮاﻗﻊ وﺗﻌﺰز اﻟﺘﻄﺮف ﻟﺪﯾﮫ ،واﻟﺬي ﯾﺘﻌﺪاه إﻟﻰ اﺳﺘﮭﺪاف ﻋﻘﻮل
اﻵﺧﺮﯾﻦ وﻋﻘﺎﺋﺪھﻢ وﻗﯿﻤﮭﻢ ،وزﻋﺰﻋﺔ أﻣﻦ اﻟﻤﺠﺘﻤﻌﺎت واﺳﺘﻘﺮارھﺎ .
وﻣﻦ اﻷﺳﺒﺎب اﻟﺘﻲ دﻓﻌﺖ ﻟﺘﻘﺪﯾﻢ ھﺬا اﻟﻌﻤﻞ ،ھﻲ ﺣﻘﯿﻘﺔ ﺗﺄﺛﯿﺮ اﻷﻣﻦ اﻟﻔﻜﺮي
ﻓﻲ اﻟﺘﻘﺪم اﻟﺤﻀﺎري ،ﻓﺈﻧﻤﺎ ﺗﺮﻗﻰ اﻷﻣﻢ ﻓﻲ ظﻞ اﻟﺘﻔﺎﻋﻞ اﻷﯾﺪﯾﻮﻟﻮﺟﻲ ،وأن
أي ﻣﺤﺎوﻟﺔ ﻟﻠﻔﺼﻞ ﺑﯿﻦ اﻹﻧﺴﺎن وﻓﻜﺮه ھﻮ ﻣﻦ أﺑﺸﻊ اﻟﻤﻐﺎﻟﻄﺎت اﻟﺘﻲ ﺗﻘﻊ ﻓﯿﮭﺎ
اﻟﻤﺠﺘﻤﻌﺎت واﻟﺘﯿﺎرات اﻟﻔﻜﺮﯾﺔ اﻟﻤﺨﺘﻠﻔﺔ .ﻓﺒُﻌﺪ اﻟﻨﻈﺮة اﻟﻔﺎﺣﺼﺔ ﻋﻠﻰ ﻋﺪد ﻣﻦ
اﻟﺘﺠﺎرب اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺘﺎرﯾﺨﯿﺔ اﻟﺘﻲ ﺑﯿﻨﺖ اﻧﻐﻤﺎس ﺗﻠﻚ اﻟﻤﺠﺘﻤﻌﺎت ﻓﻲ
ﻣﻔﺎھﯿﻢ ﻓﺎﺳﺪة ﻛﺜﯿﺮة ﻧﺄت ﺑﮭﺎ ﻋﻦ ﺟﻮھﺮ اﻟﻤﻮاطﻨﺔ اﻟﺤﻖ ،وأﻓﺮزت ﻧﺘﺎﺋﺞ
ﺧﻄﯿﺮة ﻋﻠﻰ ﺣﯿﺎﺗﮭﺎ اﻟﻨﻔﺴﯿﺔ واﻟﻤﺠﺘﻤﻌﯿﺔ ،ﻣﻨﮭﺎ اﻻﻧﺤﺮاف اﻟﻔﻜﺮي وﻣﺎ ﯾﻨﺘﺞ
ﻋﻨﮫ ﻣﻦ اﻧﻐﻼق ﻣﻌﺮﻓﻲ ،وﻓﻜﺮ ﻣﺘﻄﺮف ،وإرھﺎب ،ﻛﻤﺎ أن اﻻﻓﺘﺮاض
اﻟﻨﻈﺮي ﻟﮭﺬه اﻟﺪراﺳﺔ ﯾﺪﻋﻢ ﺗﻔﺴﯿﺮ اﻟﺘﻄﺮف اﻟﻔﻜﺮي ﻣﻦ ﻣﻨﻈﻮر ﻣﺠﻤﻮﻋﺔ ﻣﻦ
اﻟﻨﻤﺎذج اﻟﺴﯿﻜﻮﻟﻮﺟﯿﺔ اﻟﻌﺎﻣﻠﺔ ﻓﻲ ﺑﻨﯿﺔ اﻟﻤﺘﻄﺮف ،إذ ﺗﻌﻤﻞ ھﺬه اﻟﻨﻤﺎذج ﻋﻠﻰ
ﺗﺴﻮﯾﻎ اﻷﻓﻜﺎر اﻟﻤﺘﻄﺮﻓﺔ ،أو ﺗﺒﺮﯾﺮھﺎ .
ﻣﻦ ھﻨﺎ ﯾﺒﺮز ﺗﺴﺎؤل ﻣﮭﻢ )ھﻞ ﯾُﻤﻜﻦ اﻟﺘﻨﺒﺆ ﺑﺎﻟﺘﻄﺮف اﻟﻔﻜﺮي ﻣﻦ ﺧﻼل
اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ؟( ،ﺑﻤﻌﻨﻰ آﺧﺮ؛ ھﻞ ﯾُﻤﻜﻦ أن ﺗﻜﻮن ﺑﻌﺾ اﻟﻤﺨﻄﻄﺎت
اﻟﻤﻌﺮﻓﯿﺔ ﻣﻮﻟﺪة ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي؟ إن ﻓﮭﻢ اﻟﺘﻄﺮف اﻟﻔﻜﺮي وﻛﯿﻔﯿﺔ ﺗﻜﻮﯾﻨﮫ
واﻟﻌﻮاﻣﻞ اﻟﺘﻲ ﺗُﺴﺎھﻢ ﻓﻲ ظﮭﻮره ﺗﺤﺘﺎج إﻟﻰ ﻋﻤﻖ ﻓﻲ اﻟﺘﺤﻠﯿﻞ ،وﻷن أﻏﻠﺐ
اﻟﺪراﺳﺎت رﻛﺰت ﻋﻠﻰ اﻟﻌﻮاﻣﻞ اﻟﺴﯿﺎﺳﯿﺔ واﻻﻗﺘﺼﺎدﯾﺔ ﻓﻲ ﺗﺤﻠﯿﻞ وﻓﮭﻢ
اﻟﺘﻄﺮف اﻟﻔﻜﺮي ،وأھﻤﻠﺖ ،إﻟﻰ ﺣﺪ ﻣﺎ ،دراﺳﺔ اﻟﺒﻨﯿﺔ اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ
اﻟﻤﺮﺗﺒﻄﺔ ﺑﺼﻌﻮد ﻓﻜﺮ اﻟﺘﻄﺮف ،واﻛﺘﻔﺖ ﺑﻤﻌﺎﻟﺠﺔ اﻟﺠﺎﻧﺐ اﻟﻌﺴﻜﺮي
واﻟﺘﻨﻈﯿﻤﻲ ﻓﻘﻂ ،5وﻛﺎن ﻻ ﺑﺪ ﻣﻦ اﻟﺘﻄﺮق إﻟﻰ اﻟﺠﻮاﻧﺐ اﻟﻨﻔﺴﯿﺔ واﻟﺸﺨﺼﯿﺔ
ﻟﮭﺬه اﻟﻈﺎھﺮة ،ﻣﻦ أﺟﻞ ﺷﻤﻮﻟﯿﺔ اﻟﻔﮭﻢ ﻟﺘﻨﺎﻣﻲ اﻟﺘﻄﺮف اﻟﻔﻜﺮي ،و ﻓﮭﻢ ﺳﺮر
ﺟﺎذﺑﯿﺘﮫ ،وھﺬا اﻟﻔﮭﻢ ﺿﺮوري ﻣﻦ أﺟﻞ ﺑﻨﺎء ﺑﺮاﻣﺞ وﻗﺎﺋﯿﺔ ﺗﺴﺘﮭﺪف ﻓﺌﺎت
وﻣﺆﺳﺴﺎت ﻣﺨﺘﻠﻔﺔ ﻟﻠﺤﺪ ﻣﻦ اﻟﺘﻄﺮف اﻟﻔﻜﺮي ،وﻣﻦ ھﻨﺎ ﺟﺎءت ھﺬه اﻟﺪراﺳﺔ
ﻟﻠﻮﻗﻮف ﻋﻠﻰ اﻟﻘﺪرة اﻟﺘﻨﺒﺆﯾﺔ ﻟﻠﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ ﻓﻲ اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف
اﻟﻔﻜﺮي .وﺗﺤﺪﯾﺪا ً ﺗﺴﻌﻰ اﻟﺪراﺳﺔ ﻟﻺﺟﺎﺑﺔ ﻋﻦ اﻷﺳﺌﻠﺔ اﻟﺘﺎﻟﯿﺔ:
.1
.2

ﻣﺎ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻷﻛﺜﺮ ﺷﯿﻮﻋﺎ ً ﻟﺪى اﻟﻤﺘﻄﺮﻓﯿﻦ ﻓﻜﺮﯾﺎً؟
ﻣﺎ ﻧﺴﺒﺔ اﻟﺘﺒﺎﯾﻦ اﻟﺬي ﺗُﻔﺴﺮه اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ ﻓﻲ ﺗﻔﺴﯿﺮ
اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي ﻟﺪى اﻟﻤﺘﻄﺮﻓﯿﻦ اﻟﻤﻮﻗﻮﻓﯿﻦ ﻓﻲ اﻟﺴﺠﻮن
اﻷردﻧﯿﺔ؟

أھﺪاف اﻟﺪراﺳﺔ :ﺗﺘﻤﺜﻞ أھﺪاف اﻟﺪراﺳﺔ اﻟﺤﺎﻟﯿﺔ ﺑﻤﺎ ﯾﺄﺗﻲ :
.1
.2

اﻟﺘﻌﺮف إﻟﻰ اﻟﻌﻮاﻣﻞ اﻟﺘﻲ ﯾﻤﻜﻦ أن ﺗُﺴﮭﻢ ﻓﻲ ﺗﻜﻮﯾﻦ اﻟﺘﻄﺮف
اﻟﻔﻜﺮي؛ ﻛﺎﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ.
اﻟﺘﻌﺮف إﻟﻰ ﻧﺴﺒﺔ اﻟﺘﺒﺎﯾﻦ اﻟﺬي ﺗﻔﺴﺮه اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ
ﻣﺠﺘﻤﻌﺔ ﻓﻲ اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي.

أھﻤﯿﺔ اﻟﺪراﺳﺔ
إن ظﺎھﺮة اﻟﺘﻄﺮف ﺑﻤﺎ ﺗﺤﻤﻠﮫ ﻣﻦ ﻣﻀﺎﻋﻔﺎت وأﺧﻄﺎر وﻋﻮاﻗﺐ وﺧﯿﻤﺔ
ﻋﻠﻰ اﻟﻤﺠﺘﻤﻌﺎت ﺷﺪت إﻟﯿﮭﺎ اﻟﺒﺤﺚ اﻟﻌﻠﻤﻲ ،وﻟﮭﺬا ﻓﺈن أھﻤﯿﺔ اﻟﺪراﺳﺔ ﺗﻜﻤﻦ
ﻓﻲ اﻟﺠﺎﻧﺒﯿﻦ اﻟﺘﺎﻟﯿﯿﻦ:
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اﻷھﻤﯿﺔ اﻟﻨﻈﺮﯾﺔ :
•
•

•

أھﻤﯿﺔ اﻟﻌﯿﻨﺔ ،وﺣﺴﺎﺳﯿﺔ ﻣﺎ ﯾﺤﻤﻠﻮﻧﮫ ﻣﻦ أﻓﻜﺎر وﺗﺄﺛﯿﺮھﺎ واﺳﻊ
اﻟﻤﺪى ﻋﻠﻰ اﻟﻤﺠﺘﻤﻊ ﺑﺄﺳﺮه.
ﻣﺤﺎوﻟﺔ ﻹﺛﺮاء اﻷدب اﻟﻨﻈﺮي ﻣﻦ ﺧﻼل ﺑﺤﺚ ھﺬه اﻟﻌﻼﻗﺎت؛
ﺣﯿﺚ إن اﻟﺪراﺳﺎت اﻟﺘﻲ ﺗﻨﺎوﻟﺖ ھﺬه اﻟﻌﻼﻗﺎت ﻗﻠﯿﻠﺔ ﻋﺎﻟﻤﯿﺎ ً
وﻧﺎدرة ﻣﺤﻠﯿﺎً ،وﺣﺴﺐ ﻋﻠﻢ اﻟﺒﺎﺣﺜﺔ ﺗﻌﺘﺒﺮ ھﺬه اﻟﺪراﺳﺔ راﺋﺪة ﻣﻦ
ﺣﯿﺚ ﺑﺤﺚ إﻣﻜﺎﻧﯿﺔ اﻟﺘﻨﺒﺆ ﺑﺎﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي ﻣﻦ ﺧﻼل
اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ،ﻋﻠﻤﺎ ً ﺑﺄن دراﺳﺔ ھﺬه اﻟﻌﻼﻗﺎت
ﻏﺎﯾﺔ ﻣﮭﻤﺔ ﻓﻲ ﻣﯿﺪان اﻟﻌﻼج اﻟﻨﻔﺴﻲ ،ورﺑﻤﺎ ﻋﻠﻢ اﻻﺟﺘﻤﺎع،
واﻟﺴﯿﺎﺳﺔ .
ﻣﻦ اﻟﻤﺘﻮﻗﻊ أن ﺗﻘﺪم ﻧﺘﺎﺋﺞ اﻟﺪراﺳﺔ ﻣﻌﺮﻓﺔ ﻋﻠﻤﯿﺔ ﺗﺨﺪم ﻓﻲ إﻣﻜﺎﻧﯿﺔ
اﻟﻜﺸﻒ اﻟﻤﺒﻜﺮ ﻋﻦ ﻣﻈﺎھﺮ اﻟﺘﻄﺮف اﻟﻔﻜﺮي ،واﻟﻌﻮاﻣﻞ اﻟﺘﻲ
ﺗﻘﻒ وراء ھﺬا اﻟﻤﯿﻞ ،وھﺬا ﯾﺨﺪم اﻟﻤﻌﻨﯿﯿﻦ ﺑﺎﻟﺠﺎﻧﺐ اﻻﻧﺴﺎﻧﻲ ﻓﻲ
ﺗﻘﺪﯾﻢ اﻟﻤﺴﺎﻧﺪة اﻟﻨﻔﺴﯿﺔ ﻟﻤﻦ ﯾﺘﺠﮭﻮن ﺑﺄﻓﻜﺎرھﻢ ﻧﺤﻮ اﻟﻼﻋﻘﻼﻧﯿﺔ
واﻟﺘﻄﺮف.

اﻷھﻤﯿﺔ اﻟﺘﻄﺒﯿﻘﯿﺔ:
•
•

اﻟﻤﺴﺎﻋﺪة ﻋﻠﻰ وﺿﻊ اﻟﺨﻄﻂ واﻟﺒﺮاﻣﺞ اﻹرﺷﺎدﯾﺔ واﻟﺘﺮﺑﻮﯾﺔ
ﻟﻠﺘﻌﺎﻣﻞ ﻣﻊ ھﺬه اﻟﻈﺎھﺮة .
ﺗﻮﻓﯿﺮ أدوات ذات ﺧﺼﺎﺋﺺ ﺳﯿﻜﻮﻣﺘﺮﯾﺔ ﻣﻘﺒﻮﻟﺔ ﻟﻘﯿﺎس اﻟﻤﯿﻞ
ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي ،وﻗﺪ ﺗﻌﻤﻞ ھﺬه اﻷدوات ﻋﻠﻰ إﺛﺮاء اﻟﺘﻄﺒﯿﻘﺎت
اﻟﺘﺸﺨﯿﺼﯿﺔ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي.

ﺣﺪود اﻟﺪراﺳﺔ وﻣﺤﺪداﺗﮭﺎ :اﻗﺘﺼﺮت ﻋﻠﻰ ﻣﺎ ﯾﻠﻲ:
•

•
•
•

اﻟﺤﺪود اﻟﺒﺸﺮﯾﺔ :اﻗﺘﺼﺮت اﻟﺪراﺳﺔ ﻋﻠﻰ اﻟﻤﺘﻄﺮﻓﯿﻦ ﻓﻜﺮﯾﺎ ً ﺑﺤﻜﻢ
اﻟﻘﺎﻧﻮن واﻟﻤﻮﻗﻮﻓﯿﻦ ﻟﺪى اﻟﺠﮭﺎت اﻷﻣﻨﯿﺔ ﻓﻲ اﻟﻤﻤﻠﻜﺔ اﻷردﻧﯿﺔ
اﻟﮭﺎﺷﻤﯿﺔ.
اﻟﺤﺪود اﻟﻤﻜﺎﻧﯿﺔ :اﻗﺘﺼﺮت اﻟﺪراﺳﺔ ﻋﻠﻰ اﻟﺴﺠﻮن اﻷردﻧﯿﺔ.
اﻟﺤﺪود اﻟﺰﻣﺎﻧﯿﺔ :أُﺟﺮﯾﺖ اﻟﺪراﺳﺔ ﺧﻼل اﻟﻔﺼﻞ اﻟﺪراﺳﻲ
اﻟﺼﯿﻔﻲ ﻣﻦ اﻟﻌﺎم .2015/2016
اﻟﻤﺤﺪدات اﻟﻤﻮﺿﻮﻋﯿﺔ :ﺗﺘﺤﺪد إﻣﻜﺎﻧﯿﺔ ﺗﻌﻤﯿﻢ ﻧﺘﺎﺋﺞ اﻟﺪراﺳﺔ
اﻟﺤﺎﻟﯿﺔ طﺒﻘﺎ ﻟﻸدوات وﺧﺼﺎﺋﺼﮭﺎ اﻟﺴﯿﻜﻮﻣﺎﺗﺮﯾﺔ ،وﻛﺬﻟﻚ
اﻟﻤﻨﮭﺠﯿﺔ اﻟﻤﺴﺘﺨﺪﻣﺔ ﻟﻺﺟﺎﺑﺔ ،وﺟﺪﯾﺔ أﻓﺮاد اﻟﺪراﺳﺔ ﻓﻲ اﻹﺟﺎﺑﺔ
ﻋﻠﻰ ﻓﻘﺮات اﻟﻤﻘﺎﯾﯿﺲ اﻟﻤﺴﺘﺨﺪﻣﺔ ﻓﻲ ھﺬه اﻟﺪراﺳﺔ .

اﻹطﺎر اﻟﻨﻈﺮي واﻟﺪراﺳﺎت اﻟﺴﺎﺑﻘﺔ
أوﻻً  :اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ
ﺗﺘﺸﻜﻞ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ ﺧﻼل اﻟﺘﻄﻮر اﻟﻤﻌﺮﻓﻲ ﻟﻠﻔﺮد ،ﺿﻤﻦ اﻹطﺎر
اﻟﻤﺮﺟﻌﻲ اﻟﺬي ﯾﺴﺎﻋﺪه ﻋﻠﻰ ﺗﻨﻈﯿﻢ ﺧﺒﺮاﺗﮫ وﺗﻔﺴﯿﺮھﺎ ،ﻛﻤﺎ ﺗﺘﻮﺳﻂ ھﺬه
اﻟﻤﺨﻄﻄﺎت إدراﻛﺎﺗﮫ وﺗﻮﺟﮫ اﺳﺘﺠﺎﺑﺎﺗﮫ .10وﯾُﻌﺘﺒﺮ ھﺬا اﻟﻤﻔﮭﻮم أﺣﺪ ﻣﻜﻮﻧﺎت
ﻧﻤﻮذج ﻋﻼج اﻟﻤﺨﻄﻂ اﻟﻤﻌﺮﻓﻲ ،The Schemaα Therapy Model
واﻟﺬي ﺗﻢ ﺗﻄﻮﯾﺮه ﻣﻦ ﻗﺒﻞ ﺟﯿﻔﺮي ﯾﻮﻧﻎ 6ﻟﻤﻌﺎﻟﺠﺔ اﻟﻤﺮﺿﻰ اﻟﺬﯾﻦ ﯾُﻌﺎﻧﻮن
ﻣﻦ اﺿﻄﺮاﺑﺎت اﻟﺸﺨﺼﯿﺔ.
ﯾُﻌﺮف ﯾﻮﻧﻎ وآﺧﺮون. 6اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ﺑﺄﻧﮭﺎ أﻧﻈﻤﺔ إدراﻛﯿﺔ
ﺳﻠﺒﯿﺔ ،ھﺪاﻣﺔ ﻟﻠﺬات ،وﻣﺴﺘﻘﺮة ،وداﺋﻤﺔ ،وﻣﻌﯿﻘﺔ ﻟﺪرﺟﺔ ﻛﺒﯿﺮة ،واﻟﺘﻲ ﺗﺘﺸﻜﻞ
ﻓﻲ ﻣﺮﺣﻠﺔ طﻔﻮﻟﺔ اﻟﻔﺮد اﻟﻤﺒﻜﺮة واﻟﺒﻠﻮغ ﻣﻦ ﺟﺮاء اﻟﺨﺒﺮات اﻟﻌﻼﻗﺎﺗﯿﺔ
اﻟﻤﺴﺒﺒﺔ ﻟﻸذى اﻟﻤﺘﻜﺮر ﻣﻦ ﻗﺒﻞ اﻷﺷﺨﺎص اﻟﻤﮭﻤﯿﻦ ﻟﻠﻔﺮد .إن ھﺬه اﻟﺨﺒﺮات
اﻟﺴﻠﺒﯿﺔ ﺗُﺤﺒﻂ ﻋﻤﻠﯿﺔ إﺷﺒﺎع اﻟﺤﺎﺟﺎت اﻟﻨﻔﺴﯿﺔ اﻷﺳﺎﺳﯿﺔ ﻣﻤﺎ ﯾﺠﻌﻞ اﻟﻔﺮد
ﻋُﺮﺿﺔ ﻷن ﯾﻄﻮر ﻣﺨﻄﻄﺎت ﻣﻌﺮﻓﯿﺔ ﻻ ﺗﻜﯿﻔﯿﺔ ﻣﺒﻜﺮة وأﺳﺎﻟﯿﺐ ﺗﻜﯿﻒ ﻻ
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ﺗﻮاﻓﻘﯿﺔ وﺑﺎﻟﺘﺎﻟﻲ ﻣﺸﻜﻼت اﻧﻔﻌﺎﻟﯿﺔ واﺿﻄﺮاﺑﺎت ﺷﺨﺼﯿﺔ أو ﻣﺸﻜﻼت
ﺷﺨﺼﯿﺔ .11وﺗﺴﺘﻤﺮ اﻟﻤﺨﻄﻄﺎت ﺑﺎﻟﺘﻄﻮر طﻮال ﺣﯿﺎة اﻟﻔﺮد ،وذﻟﻚ ﻹﯾﺠﺎد
ﻧﻈﺮة ﺛﺎﺑﺘﺔ ﻧﺴﺒﯿﺎ ً ﻟﺪﯾﮫ ﻓﯿﻤﺎ ﯾﺘﻌﻠﻖ ﺑﺈدراﻛﮫ ﻟﺨﺒﺮاﺗﮫ ،ﻓﮭﻲ أﻓﻜﺎر ﻋﻤﯿﻘﺔ
واع
وراﺳﺨﺔ ﺗﺘﺼﻒ ﺑﻤﻘﺎوﻣﺘﮭﺎ اﻟﻌﺎﻟﯿﺔ ﻟﻠﺘﻐﯿﯿﺮ ،ﻓﺎﻟﻔﺮد ﯾﺤﺎول ﺑﺸﻜﻞ ﻏﯿﺮ
ٍ
ﺑﺄن ﯾُﺜﺒﺖ ﺻﺤﺔ ھﺬا اﻹدراك ﻣﻦ ﺧﻼل اﻻﻧﺠﺬاب ﻟﺘﻠﻚ اﻟﺨﺒﺮات اﻟﺘﻲ ﺗﺆﻛﺪ
ﻋﻠﻰ ھﺬه اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ .12
ﻛﻤﺎ أﺷﺎر ﯾﻮﻧﻎ وآﺧﺮون  6إﻟﻰ أن اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ﺗﺘﻀﻤﻦ
ذﻛﺮﯾﺎت ،واﻧﻔﻌﺎﻻت ،وإدراﻛﺎت ،وأﺣﺎﺳﯿﺲ ﺟﺴﺪﯾﺔ ،ﻣﺮﺗﺒﻄﺔ ﺑﺎﻟﺸﺨﺺ ذاﺗﮫ
وﺑﺎﻵﺧﺮﯾﻦ؛ ﻓﮭﻲ ﺗﺠﺴﺪ ﻛﯿﻒ ﯾﻔﻜﺮ اﻟﺸﺨﺺ ،وﯾﺸﻌﺮ ،وﯾﺘﻔﺎﻋﻞ ﺑﺸﻜﻞ
اﺟﺘﻤﺎﻋﻲ ،وﻛﯿﻒ ﯾﻔﮭﻢ ﻧﻔﺴﮫ ،وﻋﻼﻗﺎﺗﮫ ﻣﻊ اﻵﺧﺮﯾﻦ .
وﻗﺪ أﺷﺎر دوﺑﺴﻮن  7إﻟﻰ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ :
 .1ﻣﺨﻄﻂ اﻟﮭﺠﺮ  /ﻋﺪم اﻟﺜﺒﺎت :وھﻮ ﺷﻌﻮر اﻟﻔﺮد ﺑﺄن اﻵﺧﺮﯾﻦ
اﻟﻤﮭﻤﯿﻦ ﻓﻲ ﺣﯿﺎﺗﮫ ﻏﯿﺮ ﻗﺎدرﯾﻦ ﻋﻠﻰ اﻻﺳﺘﻤﺮار ﻓﻲ ﺗﻘﺪﯾﻢ اﻟﺪﻋﻢ
اﻟﻌﺎطﻔﻲ ،واﻟﺘﻮاﺻﻞ ،واﻟﻘﻮة أو اﻟﺤﻤﺎﯾﺔ؛ ﺑﺴﺒﺐ أﻧﮭﻢ ﻏﯿﺮ ﺛﺎﺑﺘﯿﻦ
ﻋﺎطﻔﯿﺎً ،وﺗﺼﺮﻓﺎﺗﮭﻢ ﻏﯿﺮ ﻣﺘﻮﻗﻌﺔ ،وﻟﯿﺴﻮا ﻣﺤﻂ ﺛﻘﺔ ،أو ﻏﺮﯾﺒﻲ
اﻷطﻮار ،أو ﻏﯿﺮ ﻣﻨﺘﻈﻤﻲ اﻟﺤﻀﻮر؛ إﻣﺎ ﻷﻧﮭﻢ ﻋﻠﻰ وﺷﻚ
اﻟﻤﻮت ،أو ﻷﻧﮭﻢ ﺳﯿﮭﺠﺮوﻧﮫ ﻣﻦ أﺟﻞ ﻓﺮد آﺧﺮ أﻓﻀﻞ.
 .2ﻣﺨﻄﻂ ﻋﺪم اﻟﺜﻘﺔ  /اﻹﺳﺎءة :ﺗﻮﻗﻊ اﻟﻔﺮد ﺑﺄن اﻵﺧﺮﯾﻦ ھﻢ
أﺷﺨﺎص ﺳﯿﺌﻮن ﯾﺮﯾﺪون أن ﯾﺆذوه ﺑﺸﻜﻞ ﻣﺘﻌﻤﺪ ،وﻗﺪ ﯾﺘﻀﻤﻦ
ﺷﻌﻮر داﺋﻢ ﺑﺄﻧﮫ ﺳﯿﺘﻌﺮض ﻟﻠﺨﺪاع ﻣﻦ اﻵﺧﺮﯾﻦ.
 .3ﻣﺨﻄﻂ اﻟﺤﺮﻣﺎن اﻟﻌﺎطﻔﻲ ﺗﻮﻗﻊ اﻟﻔﺮد أﻧﮫ ﻟﻦ ﯾﺘﻠﻘﻰ ﻣﺴﺘﻮى
ﻣﺮﻏﻮﺑﺎ ً ﻣﻦ اﻟﺪﻋﻢ اﻟﻌﺎطﻔﻲ ﻣﻦ اﻵﺧﺮﯾﻦ ،ﻣﺘﻤﺜﻼً ﺑﻤﺎ ﯾﻠﻲ :أ.
ﺣﺮﻣﺎن اﻟﺮﻋﺎﯾﺔ واﻟﻌﻄﻒ ،ب .ﺣﺮﻣﺎن اﻟﺘﻌﺎطﻒ ،ج .ﺣﺮﻣﺎن
اﻟﺤﻤﺎﯾﺔ،
 .4ﻣﺨﻄﻂ اﻟﻌﺎر  /اﻟﻨﻘﺺ :ﺷﻌﻮر اﻟﻔﺮد ﺑﻮﺟﻮد ﺷﻲء ﻣﺨﺰي ،وأﻧﮫ
ﺳﻲء ،وﻏﯿﺮ ﻣﺮﻏﻮب ﺑﮫ ،وﻋﺎﺟﺰ ﻓﻲ اﻟﻨﻮاﺣﻲ اﻟﻤﮭﻤﺔ ،أو ﻗﺪ
ﯾﻜﻮن ﻏﯿﺮ ﻣﺤﺒﻮب ﻵﺧﺮﯾﻦ ﻣﮭﻤﯿﻦ ﺑﺎﻟﻨﺴﺒﺔ ﻟﮫ إذا ﻣﺎ ﻛﺸﻒ ﻋﻦ
ذاﺗﮫ ،وﯾﺘﻀﺢ ذﻟﻚ ﻣﻦ ﺣﺴﺎﺳﯿﺔ اﻟﻔﺮد اﻟﺰاﺋﺪة ﺗﺠﺎه اﻟﻨﻘﺪ ،واﻟﻠﻮم،
وﻋﻤﻞ اﻟﻤﻘﺎرﻧﺎت ،واﻟﺸﻌﻮر ﺑﻌﺪم اﻷﻣﺎن ﻣﻊ اﻵﺧﺮﯾﻦ؛ أو
اﻟﺸﻌﻮر ﺑﺎﻟﺨﺰي ﻓﯿﻤﺎ ﯾﺘﻌﻠﻖ ﺑﻌﯿﻮﺑﮫ اﻟ ُﻤﺪرﻛﺔ.
 .5ﻣﺨﻄﻂ اﻟﻌﺰﻟﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ  /اﻻﻏﺘﺮاب :ﺷﻌﻮر اﻟﻔﺮد ﺑﺄﻧﮫ ﻣﻨﻌﺰل
وﻣﺨﺘﻠﻒ ﻋﻦ ﺑﻘﯿﺔ اﻟﻨﺎس ،وأﻧﮫ ﻟﯿﺲ ﺟﺰءا ً ﻣﻦ ﻣﺠﻤﻮﻋﺔ أو
ﻣﺠﺘﻤﻊ.
 .6ﻣﺨﻄﻂ اﻻﻋﺘﻤﺎدﯾﺔ/ﻋﺪم اﻟﻜﻔﺎءة :اﻋﺘﻘﺎد اﻟﻔﺮد ﺑﺄﻧﮫ ﻏﯿﺮ ﻗﺎدر ﻋﻠﻰ
ﺗﺤﻤﻞ ﻣﺴﺆوﻟﯿﺎﺗﮫ ﺑﺄﺳﻠﻮب ﻛﻔﺆ ،وﻣﻦ دون طﻠﺐ اﻟﻤﺴﺎﻋﺪة ﻣﻦ
اﻵﺧﺮﯾﻦ .
 .7ﻣﺨﻄﻂ اﻟﮭﺸﺎﺷﺔ ﻟﻸذى أو اﻟﻤﺮض :اﻟﺨﻮف اﻟﻤﺒﺎﻟﻎ ﺑﮫ ﻓﻲ أن
ﻛﺎرﺛﺔ وﺷﯿﻜﺔ ﺳﺘﺤﺼﻞ ﻓﻲ أي وﻗﺖ وﺳﺘﻘﻀﻲ ﻋﻠﻰ ﻛﻞ ﺷﻲء،
وأن اﻟﻔﺮد ﻟﻦ ﯾﺴﺘﻄﯿﻊ ﻣﻨﻌﮭﺎ ،ﺗﺮﺗﻜﺰ اﻟﻤﺨﺎوف ﻋﻠﻰ واﺣﺪ أو
أﻛﺜﺮ ﻣﻦ اﻷﻣﻮر اﻟﺘﺎﻟﯿﺔ) :أ( اﻟﻤﺨﺎطﺮ اﻟﺼﺤﯿﺔ) .ب( اﻟﻜﻮارث
اﻟﻌﺎطﻔﯿﺔ) .ج( اﻟﻜﻮارث اﻟﺨﺎرﺟﯿﺔ.
 .8ﻣﺨﻄﻂ اﻟﺘﺸﺎﺑﻚ  /اﻟﺬات ﻏﯿﺮ اﻟﻤﺘﻄﻮرة :اﻟﺘﺸﺎﺑﻚ اﻟﻌﺎطﻔﻲ اﻟﺰاﺋﺪ،
واﻟﺘﻘﺮب اﻟﺸﺪﯾﺪ ﻣﻦ واﺣﺪ أو أﻛﺜﺮ ﻣﻦ اﻟﻨﺎس اﻟﻤﮭﻤﯿﻦ "ﻏﺎﻟﺒﺎ ً
اﻟﻮاﻟﺪﯾﻦ" ،وﻋﺎدة ً ﯾﺘﻀﻤﻦ اﻻﻋﺘﻘﺎد أﻧﮫ ﻻ ﯾﺴﺘﻄﯿﻊ اﻟﺒﻘﺎء ﻋﻠﻰ ﻗﯿﺪ
اﻟﺤﯿﺎة أو أن ﯾﻜﻮن ﺳﻌﯿﺪا ً ﺑﺪون دﻋﻢ ﻣﺘﻮاﺻﻞ ﻣﻦ اﻵﺧﺮﯾﻦ.
 .9ﻣﺨﻄﻂ اﻟﻔﺸﻞ :اﻋﺘﻘﺎد اﻟﻔﺮد أﻧﮫ ﻓﺎﺷﻞ ،أو أﻧﮫ ﺑﺸﻜﻞ ﻣﺤﺘﻮم
ﺳﯿﻔﺸﻞ ،أو أﻧﮫ ﻏﯿﺮ ﻣﺘﻜﺎﻓﺊ ﺑﺸﻜﻞ ﻛﺎف ﻣﻊ ﻧﻈﺮاﺋﮫ ﻓﻲ ﻣﺠﺎﻻت
ﻣﺨﺘﻠﻔﺔ .وﻏﺎﻟﺒﺎ ً ﯾﺘﻀﻤﻦ ھﺬا اﻟﻤﺨﻄﻂ اﻻﻋﺘﻘﺎدات أن اﻟﻔﺮد ﻏﺒﻲ،
وﺳﺨﯿﻒ ،وﺟﺎھﻞ ،واﻷدﻧﻰ ﺷﺄﻧﺎ ً ﺑﯿﻦ اﻟﻤﻮﺟﻮدﯾﻦ ،واﻷﻗﻞ ﻧﺠﺎﺣﺎ ً
ﻣﻘﺎرﻧﺔ ﻣﻊ اﻵﺧﺮﯾﻦ.
 .10ﻣﺨﻄﻂ اﻻﺳﺘﺤﻘﺎق  /اﻟﻌَ َ
ﻈ َﻤﺔ :اﻋﺘﻘﺎد اﻟﻔﺮد ﺑﺄﻧﮫ أﻋﻠﻰ ﺷﺄﻧﺎ ً ﻣﻦ
اﻟﻨﺎس اﻵﺧﺮﯾﻦ ،وذو أھﻠﯿﺔ ﻓﻲ اﻟﺤﻘﻮق واﻻﻣﺘﯿﺎزات ،ﻟﺬﻟﻚ ﻻ
ﯾﻮﺟﺪ ﻣﺒﺮر ﻷن ﯾﺨﻀﻊ ﻟﻠﻘﻮاﻧﯿﻦ واﻷﻧﻈﻤﺔ ،وﻏﺎﻟﺒﺎ ً ﯾﺘﻀﻤﻦ
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اﻹﺻﺮار ﻋﻠﻰ أﻧﮫ ﯾﺠﺐ أن ﯾﻜﻮن ﻗﺎدرا ً ﻋﻠﻰ ﻓﻌﻞ ﻣﺎ ﯾﺮﯾﺪه ،أو
اﻟﺤﺼﻮل ﻋﻠﻰ أي ﺷﻲء ﯾﺮﯾﺪه ،وﺑﻐﺾ اﻟﻨﻈﺮ ﻋﻤﺎ ھﻮ واﻗﻌﻲ
وﻣﺎ ﯾﻌﺘﺒﺮه اﻵﺧﺮون ﻣﻨﻄﻘﯿﺎً ،أو اﻟﻜﻠﻔﺔ ﻋﻠﻰ ﺣﺴﺎب اﻵﺧﺮﯾﻦ ،أو
اﻟﻤﺒﺎﻟﻐﺔ ﻓﻲ اﻟﺘﺮﻛﯿﺰ ﻋﻠﻰ اﻟﺘﻔﻮق )أﻧﮫ أﻛﺜﺮ ﻧﺠﺎﺣﺎ ً وﺷﮭﺮة
وﻏﻨﻰ( ،وﻓﻲ ﺑﻌﺾ اﻷﺣﯿﺎن ﯾﺘﻀﻤﻦ اﻟﺘﻨﺎﻓﺲ اﻟﺸﺪﯾﺪ ﺗﺠﺎه
اﻟﺴﯿﻄﺮة ﻋﻠﻰ اﻵﺧﺮ ،واﻟﺘﺄﻛﯿﺪ ﻋﻠﻰ ﻗﻮة اﻟﻔﺮد ،وﻓﺮض وﺟﮭﺔ
اﻟﻨﻈﺮ ﺑﺎﻟﻘﻮة ،أو اﻟﺘﺤﻜﻢ ﺑﺴﻠﻮك اﻵﺧﺮ ﺑﻤﺎ ﯾﻮاﻓﻖ رﻏﺒﺎت اﻟﻔﺮد
ﺑﺪون ﺗﻌﺎطﻒ.
ﻣﺨﻄﻂ ﻋﺪم ﻛﻔﺎﯾﺔ ﺿﺒﻂ اﻟﺬات/اﻻﻧﻀﺒﺎط اﻟﺬاﺗﻲ :وﺟﻮد ﺻﻌﻮﺑﺔ
أو رﻓﺾ ﻟﻤﻤﺎرﺳﺔ ﺿﺒﻂ اﻟﺬات ﺑﺸﻜﻞ ﻛﺎف ،ووﺟﻮد ﺷﻌﻮر ﺑﺄن
اﻟﻮﺻﻮل ﻷھﺪاﻓﮫ ﺳﯿﺘﻢ اﺣﺒﺎطﮭﺎ ،وأﯾﻀﺎ ً ﻋﺪم ﻗﺪرﺗﮫ ﻋﻠﻰ اﻟﻜﺒﺢ
اﻟﻤﻔﺮط ﻟﻤﺸﺎﻋﺮه واﻧﻔﻌﺎﻻﺗﮫ.
ﻣﺨﻄﻂ اﻟﺨﻀﻮع ﻟﻶﺧﺮﯾﻦ :وﯾﻌﻨﻲ ﺗﺴﻠﯿﻢ زﻣﺎم اﻟﺘﺤﻜﻢ ﻟﻶﺧﺮﯾﻦ
ﺗﺠﻨﺒﺎ ً ﻟﻐﻀﺒﮭﻢ ،أو اﻧﺘﻘﺎﻣﮭﻢ ،أو اﻟﮭﺠﺮ ﻣﻦ ﻗﺒﻠﮭﻢ ،وﯾﺘﻀﺢ ذﻟﻚ
ﻣﻦ ﺧﻼل اﻹذﻋﺎن اﻟﻤﺘﻌﻠﻖ ﺑﺎﻟﺤﺎﺟﺎت وﺑﺎﻟﻌﻮاطﻒ .
ﻣﺨﻄﻂ اﻟﺘﻀﺤﯿﺔ ﺑﺎﻟﺬات :وھﻮ اﻟﺘﺮﻛﯿﺰ اﻟﺰاﺋﺪ ﻋﻠﻰ ﺗﺤﻘﯿﻖ
ﺣﺎﺟﺎت اﻵﺧﺮﯾﻦ طﻮﻋﺎ ﻓﻲ اﻟﻤﻮاﻗﻒ اﻟﯿﻮﻣﯿﺔ وذﻟﻚ ﻋﻠﻰ ﺣﺴﺎب
إرﺿﺎء اﻟﻔﺮد ﻟﺬاﺗﮫ ،وذﻟﻚ ﻣﻦ أﺟﻞ ﻣﻨﻊ اﻟﺘﺴﺒﺐ ﺑﺎﻷﻟﻢ ﻟﻶﺧﺮﯾﻦ،
وﻟﺘﺠﻨﺐ ﻣﺸﺎﻋﺮ اﻟﺬﻧﺐ واﻷﻧﺎﻧﯿﺔ ،أو ﻟﻠﺤﻔﺎظ ﻋﻠﻰ اﻟﺘﻮاﺻﻞ ﻣﻊ
اﻵﺧﺮﯾﻦ .
ﻣﺨﻄﻂ اﻟﺒﺤﺚ ﻋﻦ اﻟﻘﺒﻮل واﻟﺘﻘﺪﯾﺮ :وھﻮ اﻟﺘﺄﻛﯿﺪ اﻟﺰاﺋﺪ ﻟﻠﺤﺼﻮل
ﻋﻠﻰ اﻻﺳﺘﺤﺴﺎن ،واﻟﻘﺒﻮل ،واﻟﺘﻘﺪﯾﺮ ،أو اﻻﻧﺘﺒﺎه ﻣﻦ اﻵﺧﺮﯾﻦ ،أو
اﻟﺘﺄﻛﯿﺪ اﻟﺰاﺋﺪ ﻟﻼﻧﺪﻣﺎج ﻣﻌﮭﻢ ،وذﻟﻚ ﻋﻠﻰ ﺣﺴﺎب ﺗﻄﻮﯾﺮ ذات
ﺣﻘﯿﻘﯿﺔ وآﻣﻨﺔ .وﯾﻌﺘﻤﺪ ﺗﻘﺪﯾﺮ اﻟﻔﺮد ﻟﺬاﺗﮫ ﺑﺎﻟﺪرﺟﺔ اﻷوﻟﻰ ﻋﻠﻰ
ردود أﻓﻌﺎل اﻵﺧﺮﯾﻦ .
ﻣﺨﻄﻂ اﻟﺴﻠﺒﯿﺔ  /اﻟﺘﺸﺎؤم :وھﻮ اﻟﺘﺮﻛﯿﺰ اﻟﻌﻤﯿﻖ ﻋﻠﻰ اﻷوﺟﮫ
اﻟﺴﻠﺒﯿﺔ ﻟﻠﺤﯿﺎة ﻛﺎﻷﻟﻢ ،واﻟﻤﻮت ،واﻟﻔﻘﺪان ،واﻹﺣﺒﺎط ،واﻟﺼﺮاع،
واﻟﺸﻌﻮر ﺑﺎﻟﺬﻧﺐ ،واﻟﻤﺸﺎﻛﻞ ﻏﯿﺮ اﻟﻤﺤﻠﻮﻟﺔ ،واﻷﺧﻄﺎء ﻏﯿﺮ
اﻟﻤﺘﻮﻗﻌﺔ ،ﺑﯿﻨﻤﺎ ﯾﺘﻢ اﻟﺘﻘﻠﯿﻞ واﻹھﻤﺎل ﻷوﺟﮫ اﻟﺘﻔﺎؤل أو اﻟﻤﻈﺎھﺮ
اﻹﯾﺠﺎﺑﯿﺔ .
ﻣﺨﻄﻂ اﻟﻜﺒﺢ اﻟﻌﺎطﻔﻲ :إﺧﻔﺎء اﻟﻤﺸﺎﻋﺮ واﻷﻓﻌﺎل اﻟﺘﻲ ﻣﻦ
اﻟﻤﻤﻜﻦ أن ﺗﺆدي إﻟﻰ ﻋﺪم ﻧﯿﻞ اﺳﺘﺤﺴﺎن اﻵﺧﺮﯾﻦ ،أو ﻟﺘﺠﻨﺐ
ﻣﺸﺎﻋﺮ اﻟﺨﺠﻞ ،ﻟﺘﺠﻨﺐ ﻓﻘﺪان ﺿﺒﻄﮫ ﻟﻨﺰواﺗﮫ .اﻟﻤﺠﺎﻻت اﻟﻌﺎﻣﺔ
ﻟﻠﻜﺒﺖ ﺗﺘﻀﻤﻦ (1) :ﻛﺒﺢ اﻟﻐﻀﺐ واﻟﻌﺪواﻧﯿﺔ (2) .ﻛﺒﺢ
اﻻﻧﻔﻌﺎﻻت اﻹﯾﺠﺎﺑﯿﺔ (3) .ﺻﻌﻮﺑﺔ اﻟﺘﻌﺒﯿﺮ ﺑﺤﺮﯾﺔ ﻋﻦ اﻟﻤﺸﺎﻋﺮ
واﻟﺤﺎﺟﺎت (4) .اﻟﺘﺄﻛﯿﺪ اﻟﺰاﺋﺪ ﻋﻠﻰ اﻟﻌﻘﻼﻧﯿﺔ.
ﻣﺨﻄﻂ اﻟﻤﻌﺎﯾﯿﺮ اﻟﺼﺎرﻣﺔ/اﻻﻧﺘﻘﺎد اﻟﺰاﺋﺪ :ﻗﯿﺎم اﻟﻔﺮد ﺑﺄﻋﻤﺎﻟﮫ ﻋﻠﻰ
أﻛﻤﻞ وﺟﮫ وﺑﺸﻜﻞ ﻣﺒﺎﻟﻎ ﺑﮫ؛ ﺣﺘﻰ ﻻ ﯾﺘﻌﺮض ﻻﻧﺘﻘﺎد ﻣﻦ
اﻵﺧﺮﯾﻦ ،ﻣﻤﺎ ﯾﺆدي إﻟﻰ ﺷﻌﻮره ﺑﺎﻟﻀﻐﻂ واﻟﺘﻮﺗﺮ واﻟﺨﻮف
ﺿﻌﻔﺎ ً واﺿﺤﺎ ً ﻓﻲ
اﻟﺪاﺋﻢ ﻓﻲ ﺣﺎل ﺗﻮﺟﯿﮫ اﻻﻧﺘﻘﺎد ﻟﮫ .وﯾﺘﻀﻤﻦ َ
اﻟﺴﺮور ،واﻻﺳﺘﺮﺧﺎء ،واﻟﺼﺤﺔ ،وﺗﻘﺪﯾﺮ اﻟﺬات ،واﻻﺣﺴﺎس
ﺑﺎﻹﻧﺠﺎز ،أو اﻟﻌﻼﻗﺎت اﻟﻤﺮﺿﯿﺔ .وﺗﺘﺴﻢ اﻟﻤﻌﺎﯾﯿﺮ اﻟﺼﺎرﻣﺔ
ﺑﺎﻟﻜﻤﺎﻟﯿﺔ واﻻﻧﺘﺒﺎه اﻟﻤﺘﻄﺮف ﻟﻠﺘﻔﺎﺻﯿﻞ أو اﻟﺘﺒﺨﯿﺲ ﺑﺎﻷداء.
ﻣﺨﻄﻂ اﻟﻌﻘﺎﺑﯿﺔ )اﻟﺘﺄدﯾﺒﯿﺔ( :وھﻮ اﻻﻋﺘﻘﺎد ﺑﺄن اﻷﻓﺮاد ﯾﺠﺐ أن
ﯾﻌﺎﻗﺒﻮا ﺑﻘﺴﻮة ﻋﻨﺪ ارﺗﻜﺎب اﻷﺧﻄﺎء .وﯾﺘﻀﻤﻦ اﺳﺘﻌﺪاد اﻟﻔﺮد ﻷن
ﯾﻜﻮن ﻏﺎﺿﺒﺎً ،وﻏﯿﺮ ﻣﺘﺴﺎﻣﺢ ،وﻋﻘﺎﺑﯿﺎً ،وﻏﯿﺮ ﺻﺒﻮر ﻣﻊ ھﺆﻻء
اﻷﻓﺮاد )ﺑﻤﺎ ﻓﯿﮭﻢ ﻧﻔﺴﮫ( اﻟﺬﯾﻦ ﻻ ﯾﻨﺴﺠﻤﻮن ﻣﻊ اﻟﺘﻮﻗﻌﺎت
واﻟﻤﻌﺎﯾﯿﺮ اﻟﻼزﻣﺔ .

وﯾﺆﻛﺪ ﻟﯿﺮﻧﺮ وﻛﯿﻨﯿﺪي  13اﻟﻰ أن ﻣﻦ اﻟﻌﻮاﻣﻞ اﻟﺘﻲ ﺗﺰﯾﺪ ﻣﻦ اﺣﺘﻤﺎﻟﯿﺔ
ﺗﻄﻮﯾﺮ اﻹدراﻛﺎت اﻟﻤﺸﻮھﺔ ﻟﺪى اﻷﻓﺮاد ھﻲ اﻟﺼﺪﻣﺔ اﻟﺘﻲ ﺗﺮﺗﺒﻂ ﺑﻈﺮوف
اﻟﺘﻌﻨﯿﻒ .وﻓﻲ دراﺳﺔ ﺗﺘﺒﻌﯿﮫ ﻟﻠﻮﻛﻨﮭﻮف وآﺧﺮﯾﻦ  14واﻟﺘﻲ ھﺪﻓﺖ إﻟﻰ ﺗﻘﺼﻲ
أﺛﺮ اﻟﺘﻌﺮض ﻷﺣﺪاث ﺻﺎدﻣﺔ ﻣﺘﻄﺮﻓﺔ ﻋﻠﻰ ﺧﺼﺎﺋﺺ اﻟﺸﺨﺼﯿﺔ ،ﻓﺈﻧﮭﺎ
ﺗﻮﺻﻠﺖ إﻟﻰ أن ﺧﺒﺮة اﻟﻌﻨﻒ ﺗﺆدي إﻟﻰ ﺗﻜﻮﯾﻦ ﺷﺨﺼﯿﺔ ﻋﺼﺎﺑﯿﺔ .ﻛﻤﺎ
أﺷﺎرت دراﺳﺔ اﻟﺸﯿﺦ ﻋﻠﻲ 12إﻟﻰ أﺣﺪ اﻷﺳﺒﺎب اﻟﺘﻲ ﺗﺠﻌﻞ اﻟﻤﺮأة اﻟﻤﻌﻨﻔﺔ
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ﺗﻘﺒﻞ ﺑﺪور اﻟﻀﺤﯿﺔ ،واﻟﺘﻲ ﺗﺰﯾﺪ ﻣﻦ اﺣﺘﻤﺎﻟﯿﺔ اﺳﺘﻤﺮارھﺎ ﻓﻲ اﺳﺘﺠﺮار ھﺬا
اﻟﺪور ،ھﻮ أﻧﮫ ﻋﻨﺪ اﻟﻨﻈﺮ ﻓﻲ ﺗﺎرﯾﺨﮭﺎ اﻟﻨﻔﺴﻲ وﺧﺼﺎﺋﺼﮭﺎ اﻟﺸﺨﺼﯿﺔ ،ﻧﺠﺪ
ﺑﺄﻧﮭﺎ ﺗﻘﻮم ﺑﺘﺄطﯿﺮ اﻟﺨﺒﺮات اﻟﺘﻲ ﺗُﻌﺎﯾﺸﮭﺎ ﺑﻨﺎء ﻋﻠﻰ اﻟﺨﺒﺮات اﻟﻤﺒﻜﺮة اﻟﺘﻲ
اﺧﺘﺒﺮﺗﮭﺎ .ﻛﻤﺎ اﻗﺘﺮح ﺑﻮﺟﯿﺖ وآﺧﺮون  15ﺑﺄن طﺒﯿﻌﺔ ﺗﻄﻮر آﺛﺎر اﻟﻌﻨﻒ ﻋﻠﻰ
اﻟﻤﺮأة ﺗﺘﺤﺪد وﻓﻘﺎ ً ﻟﺨﺒﺮاﺗﮭﺎ اﻟﺴﺎﺑﻘﺔ ،وﻟﻨﻤﻂ ﺗﻔﺎﻋﻠﮭﺎ ﻣﻊ ﺣﺪة وطﻮل ﻓﺘﺮة
اﻟﻌﻨﻒ اﻟﺬي ﺗﺨﺘﺒﺮه .وﻓﻲ ھﺬا اﻟﺼﺪد؛ أﺷﺎر ﻛﺎﻟﻔﯿﺖ وأﺧﺮون 16 .إﻟﻰ أن
اﻟﻤﺮأة اﻟﺘﻲ ﺗﺘﻠﻘﻰ اﻟﻌﻨﻒ ﺑﺼﻮرة ﻣﺘﻜﺮرة ودون ﺗﻮﻗﻊ أو ﺿﺒﻂ ،ﻓﺈﻧﮫ
ﺳﯿﺘﻄﻮر ﻟﺪﯾﮭﺎ ﻣﺨﻄﻂ اﻟﻌﺠﺰ ،وﻗﺪ اﻗﺘﺮح اﺳﺘﺨﺪام ﻧﻤﻮذج اﻟﻌﺠﺰ اﻟﻤﺘﻌﻠﻢ
ﻛﺄﺳﻠﻮب ﻟﻔﮭﻢ طﺒﯿﻌﺔ ﺗﻄﻮﯾﺮ اﻹدراﻛﺎت اﻟﻤﺸﻮھﺔ .ﻛﻤﺎ أﺷﺎر ﺗﺎﻟﺒﻮت
وآﺧﺮون .17ﺑﺄن اﻟﻤﺮأة اﻟﺘﻲ ﺗﻌﺮﺿﺖ ﻟﻠﻌﻨﻒ ﺧﻼل طﻮر طﻔﻮﻟﺘﮭﺎ ،ﻓﺈﻧﮭﺎ
ﺗﻄﻮر ﺷﺨﺼﯿﺔ اﻧﻄﻮاﺋﯿﺔ ﺗﻤﯿﻞ ﻹﻋﺎدة ﻣﻌﺎﯾﺸﺔ دور اﻟﻀﺤﯿﺔ ﺧﻼل ﻣﺮﺣﻠﺔ
اﻟﺮﺷﺪ ،واﺣﺘﻤﺎﻟﯿﺔ ﻛﺒﯿﺮة ﻟﻈﮭﻮر أﻋﺮاض ﻗﻠﻖ واﻛﺘﺌﺎب ﻟﺪﯾﮭﺎ.
وﻗﺪ ﻗﺎم ﻣﻜﺘﺐ ﺧﺪﻣﺎت وﺗﺄھﯿﻞ اﻟﻤﺤﻜﻮﻣﯿﻦ اﻷﻣﺮﯾﻜﻲ  18ﻣﺴﺤﺎ ً ﻷﺷﻜﺎل
اﻻﻧﺤﺮاف اﻟﻔﻜﺮي ﺑﯿﻦ اﻟﻤﺤﻜﻮﻣﯿﻦ ﻓﻲ ﻗﻀﺎﯾﺎ ﺗﺘﻌﻠﻖ ﺑﺘﺄﺳﯿﺲ اﻷﺣﺰاب
واﻟﺠﻤﻌﯿﺎت واﻟﻤﻠﯿﺸﯿﺎت اﻟﻤﺴﻠﺤﺔ ﻓﻲ اﻟﻤﺠﺘﻤﻊ اﻷﻣﺮﯾﻜﻲ ،وﺿﻢ اﻟﻤﺴﺢ
) (156ﺣﺎﻟﺔ ﺗﻢ إﺣﺎﻟﺘﮭﺎ إﻟﻰ ﻣﺮاﻓﻖ اﻻﺣﺘﺠﺎز اﻷﻣﺮﯾﻜﯿﺔ اﻟﺨﺎﺻﺔ .وﻗﺪ ﺑﯿﻦ
اﻟﻤﺴﺢ أن ﻣﻈﺎھﺮ اﻻﻧﺤﺮاف ﺗﺘﻤﺜﻞ ﻣﻈﺎھﺮه ﻓﻲ ﺣﺎﻻت اﻟﺨﻄﻒ واﻟﻘﺘﻞ ،ﻛﻤﺎ
ﺑﯿﻦ أن أﻏﻠﺐ اﻟﺤﺎﻻت ﻛﺎﻧﺖ ﻣﻦ ﺑﯿﺌﺎت ﻣﺘﻮﺳﻄﺔ أو ﻓﻘﯿﺮة ،وأن أﻏﻠﺐ
اﻟﺤﺎﻻت أﺗﺖ ﻣﻦ ﻋﺎﺋﻼت ﻣﻔﻜﻜﺔ .
ﯾﺘﻀﺢ أن ﻟﻸﺳﺮة دور ﺑﺎرز ﻓﻲ ﺗﻜﻮﯾﻦ ﻓﻜﺮ اﻟﺘﻄﺮف ﻟﺪى اﻷﺑﻨﺎء ،ﺣﯿﺚ إن
ﺗﺮﺑﯿﺘﮭﻢ ﺑﯿﻦ اﻟﻘﺴﻮة واﻟﺤﺰم واﻟﺤﺮﯾﺔ اﻟﻤﻄﻠﻘﺔ ﺗﺘﺮك أﺛﺮا ً ﻓﻲ ﻗﺪرﺗﮭﻢ ﻋﻠﻰ ﺣﻞ
اﻟﻤﺸﻜﻼت اﻟﺘﻲ ﺗﻮاﺟﮭﮭﻢ .ﻛﻤﺎ ﻗﺪ ﯾﻈﮭﺮ اﻟﺘﻄﺮف ﻓﻲ اﻟﺒﯿﺌﺔ اﻷﺳﺮﯾﺔ؛ ﻓﻘﺪ
ﯾﺘﻤﺘﻊ اﻷب ﺑﺎﻟﺸﺨﺼﯿﺔ اﻟﻤﺘﺴﻠﻄﺔ اﻟﺘﻲ ﻻ ﺗﻘﺒﻞ ﻣﻦ زوﺟﺘﮫ وأﺑﻨﺎﺋﮫ أدﻧﻰ
اﺧﺘﻼف ﻓﻲ اﻟﺮأي أو ﺣﺘﻰ ﻣﻨﺎﻗﺸﺘﮫ .19ﻓﺎﻷﺳﺮة ﺑﻤﺎ ﺗﺮﺳﻤﮫ ﻣﻦ ﺧﺒﺮات ﻓﻲ
أذھﺎن أطﻔﺎﻟﮭﺎ ﻟﮭﺎ دور ﻋﻈﯿﻢ ﻓﻲ ﺗﺸﻜﯿﻞ ﻋﻮاﻣﻞ ﺷﺨﺼﯿﺎﺗﮭﻢ ﺑﻤﺎ ﺗﺘﻀﻤﻨﮭﺎ ﻣﻦ
ﻓﻜﺮ وﺷﻌﻮر وﺳﻠﻮك ،ﻓﺈذا ﻛﺎﻧﺖ ھﺬه اﻟﺨﺒﺮات ﺳﻮﯾﺔ ﻓﺈﻧﮭﺎ ﺳﺘﺆدي إﻟﻰ
ﻣﺨﻄﻄﺎت ﻣﻌﺮﻓﯿﺔ ﺳﻮﯾﺔ ،وﺑﺎﻟﺘﺎﻟﻲ ﺷﺨﺼﯿﺔ ﺳﻮﯾﺔ ﺗﺘﻌﺎﻣﻞ ﻣﻊ اﻵﺧﺮ ﺑﺸﻜﻞ
ﺳﻠﯿﻢ .

ﺛﺎﻧﯿﺎ ً :اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي
ھﻨﺎك اﻟﻜﺜﯿﺮ ﻣﻦ اﻟﺘﺴﺎؤﻻت ﺣﻮل اﻟﻌﻼﻗﺔ ﺑﯿﻦ أﺳﻠﻮب ﻣﻌﺎﻟﺠﺔ اﻟﻤﻌﻠﻮﻣﺎت
وﺷﺨﺼﯿﺔ اﻹﻧﺴﺎن ،وﻣﺪى ﺗﺄﺛﺮ أﺣﺪھﻤﺎ ﺑﺎﻵﺧﺮ؛ ﻓﻘﺪ أﺛﺒﺘﺖ اﻟﺪراﺳﺎت اﻟﺴﯿﻜﻮ
اﺟﺘﻤﺎﻋﯿﺔ اﻟﺘﻲ ﻗﺎﻣﺖ ﺑﮭﺎ ﻣﺪرﺳﺔ ﺟﻨﯿﻒ واﻟﺘﻲ ﺗﺘﻌﻠﻖ ﺑﺎﻟﺒﻨﺎء اﻻﺟﺘﻤﺎﻋﻲ
ﻟﻠﺬﻛﺎء أن اﻟﻘﺪرات اﻟﻌﻘﻠﯿﺔ ﻟﻠﻔﺮد ﻻ ﯾﻤﻜﻨﮭﺎ أن ﺗﺘﻄﻮر إﻻ ﻣﻊ اﻵﺧﺮ اﻟﻤﺨﺘﻠﻒ؛
أي ﻓﻲ ظﻞ اﻟﺼﺮاﻋﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﺘﻲ ﺗُﺸﻜﻞ اﻟﻤﺠﺎل اﻷﻓﻀﻞ ﻟﻠﺘﻄﻮر اﻟﺬھﻨﻲ
واﻟﻤﻌﺮﻓﻲ  .20ﻛﻤﺎ ﺗﺆﻛﺪ اﻷﺑﺤﺎث اﻟﺘﻲ ﻗﺎم ﺑﮭﺎ )ﺑﯿﺎﺟﻲ وﻟﻮﺗﺮاي( )اﻟﻤﺸﺎر
ﻟﮭﻤﺎ ﻓﻲ ﻟﻤﺒﺎرك( 20أن اﻟﺘﻘﺪم اﻟﻤﻌﺮﻓﻲ واﻹﺛﺮاء اﻟﻔﻜﺮي ﻻ ﯾﺤﺼﻞ إﻻ إذا
اﻧﻔﺘﺢ اﻟﻔﺮد ﻋﻠﻰ ﺣﻘﻮل ﻣﻌﺮﻓﯿﺔ ﻣﺘﻨﻮﻋﺔ ،وﺗﻮاﺟﺪ ﻓﻲ وﺿﻌﯿﺔ اﺧﺘﻼف وﺗﻨﻮع
ﻣﻊ آﺧﺮﯾﻦ ﻣﺘﻨﻮﻋﻲ اﻟﻤﺴﺘﻮى اﻟﺘﻔﻜﯿﺮي ،ﺣﯿﺚ أظﮭﺮت ھﺬه اﻟﺒﺤﻮث أن أي
ﺻﺮاع ﻣﻌﺮﻓﻲ ﻛﻔﯿﻞ ﻟﻌﻤﻞ إﺛﺮاء ﻟﻠﻔﻜﺮ .إﻻ أن اﻹﺛﺮاء اﻟﻔﻜﺮي ﻋﺒﺮ اﻟﺼﺮاع
اﻟﻤﻌﺮﻓﻲ ﯾﺘﻄﻠﺐ ﻣﻨﺎﺧﺎ ً ﻣﻌﯿﻨﺎ ً ﯾﻘﺒﻞ اﻻﺧﺘﻼف .إن اﻟﺘﻨﻮع أو اﻻﺧﺘﻼف ھﻮ
ﻋﺎﻣﻞ إﺛﺮاء ﻋﻠﻰ ﻛﻞ اﻟﻤﺴﺘﻮﯾﺎت اﻟﺴﯿﺎﺳﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺜﻘﺎﻓﯿﺔ ،ﻟﻜﻦ اﻟﻤﮭﻢ
ﻓﻲ ھﺬا اﻷﻣﺮ ھﻮ ُﺣﺴﻦ إدارة ھﺬا اﻟﺘﻨﻮع وإﺛﺮاء اﻟﺘﻔﺎﻋﻞ ﺑﯿﻦ اﻟﻤﺨﺘﻠﻔﯿﻦ.
ﯾﺒﺪو اﻟﺘﻄﺮف أﻛﺜﺮ اﻧﺘﺸﺎرا ً ﻓﻲ ﻣﺠﺘﻤﻌﺎت ﺗﺘﺴﻢ ﺑﺎﻻﻧﻐﻼق اﻟﺜﻘﺎﻓﻲ ،واﻟﺘﺰﻣﺖ
اﻟﺪﯾﻨﻲ ،واﻟﺘﻌﺼﺐ اﻟﻔﻜﺮي ،أو اﻟﺘﻲ ﺗﺸﻌﺮ ﺑﺘﮭﺪﯾﺪ ﯾﻤﺲ ھﻮﯾﺘﮭﺎ وﻛﯿﻨﻮﻧﺘﮭﺎ،
ﻓﺘﺴﻌﻰ ﻟﻠﺤﻔﺎظ ﻋﻠﯿﮭﺎ ﺑﺮﻓﺾ اﻟﺘﻨﻮع واﻟﺘﻌﺪد واﻟﺘﺠﺪﯾﺪ ،ﻋﻦ طﺮﯾﻖ اﻟﺘﻀﯿﯿﻖ
ﻋﻠﻰ ﺣﺮﯾﺔ اﻟﻔﻜﺮ ،وﻣﻤﺎرﺳﺔ اﻻﺿﻄﮭﺎد ﺿﺪ اﻟﻤﺨﺎﻟﻔﯿﻦ ﻟﻠﺘﯿﺎر اﻟﻌﺎم اﻟﺴﺎﺋﺪ ﻓﻲ
اﻟﻤﺠﺘﻤﻊ ،وﺻﻮﻻً إﻟﻰ ﺣﺪ اﻟﺘﺼﻔﯿﺔ اﻟﺠﺴﺪﯾﺔ ،وﯾﺰﺧﺮ اﻟﺘﺎرﯾﺦ ﺷﺮﻗﺎ ً وﻏﺮﺑﺎ ً
ﺑﺄﻣﺜﻠﺔ ﻋﺪﯾﺪة ﻋﻠﻰ ذﻟﻚ. 21
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وﺑﺤﺴﺐ ﻋﻠﻢ اﻟﻨﻔﺲ اﻟﻤﻌﺮﻓﻲ؛ ﻓﺈن اﻟﺘﻄﺮف اﻟﻔﻜﺮي ﻋﺒﺎرة ﻋﻦ ﻋﻤﻠﯿﺔ ﻋﻘﻠﯿﺔ
ﻣﻌﺮﻓﯿﺔ ﺗﻌﯿﻖ ﺻﺎﺣﺒﮭﺎ ﻋﻠﻰ ﺗﻘﺒﻞ اﻻﺧﺘﻼف ﻓﻲ اﻟﺮأي  .20ﻛﻤﺎ أﻧﮫ ﺧﺮوج
ﻓﻜﺮ اﻟﻔﺮد أو اﻟﺠﻤﺎﻋﺔ ﻋﻦ ﺣﺪ اﻻﻋﺘﺪال ،وﻋﻤﺎ ھﻮ ﻣﺘﻌﺎرف ﻋﻠﯿﮫ ﻣﻦ أﻓﻜﺎر
ﻟﺪى اﻟﻤﺠﺘﻤﻊ .22ﻛﻤﺎ ﯾُﻌﺪ أﺣﺪ ﻣﻈﺎھﺮ اﻟﺘﻠﻮث اﻟﻔﻜﺮي ،واﻟﺬي ﯾﺴﻌﻰ ﻓﯿﮫ
اﻟﻤﺘﻄﺮف ﻹﻟﻐﺎء اﻵﺧﺮ؛ إﻣﺎ ﺑﻀﻤﮫ إﻟﻰ ﺧﻄﺘﮫ إن اﺳﺘﻄﺎع ،أو ﺑﻤﺤﻮه ﻣﻦ
اﻟﻮﺟﻮد  .23ﻛﻤﺎ ﯾُﻌﺪ اﻟﺘﻄﺮف أﺣﺪ أﺷﻜﺎل اﻻﻧﺤﺮاف اﻷﯾﺪﯾﻮﻟﻮﺟﻲ،
ﻓﺎﻻﻧﺤﺮاف ﻣﺎدﺗﮫ اﻟﻔﻜﺮ ،وھﻮ اﻟﺮﻛﯿﺰة اﻷﺳﺎﺳﯿﺔ اﻟﺘﻲ ﺗﺤﺪد اﻹطﺎر اﻟﻤﺮﺟﻌﻲ
ﻟﻸﻓﺮاد واﻟﺠﻤﺎﻋﺎت ،ﻓﮭﻮ ﻛﻞ ﺳﻠﻮك ﯾﺨﺎﻟﻒ اﻟﻤﻌﺎﯾﯿﺮ اﻻﺟﺘﻤﺎﻋﯿﺔ .24
وﻗﺪ ﻓﺴﺮ وﯾﻨﺘﺮوب  25اﻟﺘﻄﺮف ﻋﻠﻰ أﻧﮫ ﻓﻜﺮ وﺳﻠﻮك ﻋﻘﻼﻧﻲ ،وأن
اﻟﺠﻤﺎﻋﺎت اﻟﻤﺘﻄﺮﻓﺔ وأﻋﻀﺎءھﺎ ﻋﻘﻼﻧﯿﻮن ،ﻣﻦ ﺣﯿﺚ إﻧﮭﻢ ﯾﻜﺎﻓﺤﻮن ﻓﻲ
ﺳﺒﯿﻞ ﺗﺤﻘﯿﻖ أھﺪاﻓﮭﻢ ﻣﻦ ﺧﻼل اﻟﺒﺤﺚ ﻋﻦ أﻓﻀﻞ اﻟﻄﺮق ﻟﺘﺤﻘﯿﻘﮭﺎ ،وﻓﻲ
ﻛﯿﻔﯿﺔ ﺟﻌﻞ اﻹﻋﻼم ﯾﺘﻨﺎول ﺗﺤﺮﻛﺎﺗﮭﻢ وأﻓﻌﺎﻟﮭﻢ وﯾﺘﺮﻗﺐ ﻣﺎ ﺳﯿﺆوﻟﻮن إﻟﯿﮫ،
أﯾﻀﺎ ً إﻟﻰ ﻛﯿﻔﯿﺔ ﻏﺮس ھﺬه اﻟﺠﻤﺎﻋﺎت ﻟﻤﺸﺎﻋﺮ اﻻﻧﺘﻤﺎء ﻓﻲ ﻧﻔﻮس أﻋﻀﺎﺋﮭﺎ،
ﻓﺘﺠﻌﻞ ﻣﻦ ﻣﺸﺎﻋﺮ اﻟﺘﻀﺎﻣﻦ اﻻﺟﺘﻤﺎﻋﻲ ﻟﻐﺔ ﺗﺨﺎطﺐ ﺑﯿﻨﮭﻢ.
وﯾﻌﺮﻓﮫ اﻟﺨﻮاﺟﺔ  26ﺑﺄﻧﮫ ﻣﻮﻗﻒ اﻟﻔﺮد اﻟﻤﺘﺸﺪد واﻟﻤﺘﺴﻢ ﺑﺎﻟﻘﻄﯿﻌﺔ ﻟﻤﺎ ھﻮ ﺷﺎﺋﻊ
وﻣﺄﻟﻮف ﻋﻨﺪ اﻻﺳﺘﺠﺎﺑﺔ ﻟﻠﻤﻮاﻗﻒ اﻻﺟﺘﻤﺎﻋﯿﺔ اﻟﺘﻲ ﺗﮭﻤﮫ ،واﻟﻤﻮﺟﻮدة ﻓﻲ ﺑﯿﺌﺘﮫ
اﻟﺘﻲ ﯾﻌﯿﺶ ﻓﯿﮭﺎ ھﻨﺎ واﻵن؛ وﻗﺪ ﯾﻜﻮن اﻟﺘﻄﺮف إﯾﺠﺎﺑﯿﺎ ً ﻓﻲ اﻟﻘﺒﻮل اﻟﺘﺎم ،أو
ﺳﻠﺒﯿﺎ ً ﻓﻲ اﺗﺠﺎه اﻟﺮﻓﺾ اﻟﺘﺎم ،وﯾﻘﻊ ﺣﺪ اﻻﻋﺘﺪال ﻓﻲ ﻣﻨﺘﺼﻒ اﻟﻤﺴﺎﻓﺔ ﺑﯿﻨﮭﻤﺎ.
ﻓﻘﺪ ﯾﺄﺧﺬ اﻟﻔﺮد ﺻﻮرة اﻻﻧﺴﺤﺎب واﻟﻌﺰﻟﺔ ورﻓﺾ اﻟﺘﻌﺎﻣﻞ ﻣﻊ اﻟﻮاﻗﻊ ﻛﻤﺎ
ھﻮ ،وﻗﺪ ﯾﻜﻮن ﻋﻜﺲ ذﻟﻚ ﺗﻤﺎﻣﺎً؛ أي اﻟﺘﺰام اﻟﺪﻓﺎع ﻋﻦ ﻗﯿﻢ وﻣﻌﺘﻘﺪات
واﺳﺘﺨﺪام ﻛﺎﻓﺔ اﻟﻮﺳﺎﺋﻞ ﻣﻦ أﺟﻞ ﺗﺠﺴﯿﺪھﺎ ﻓﻲ اﻟﻮاﻗﻊ .
وﺗﺮى اﻟﺒﺎﺣﺜﺔ أن اﻟﻤﺜﻘﻒ اﻟﺬي ﯾﻜﺮه ﻛﻞ اﻟﻤﺘﺪﯾﻨﯿﻦ وﯾﻤﻘﺘﮭﻢ وﯾﺰدري ﻣﻨﮭﺞ
ﺣﯿﺎﺗﮭﻢ ﻻ ﯾﺨﺘﻠﻒ ﻋﻦ اﻟﻤﺘﺪﯾﻦ اﻟﻤﺘﻄﺮف اﻟﺬي ﯾﺰدري اﻟﻌﻠﻤﺎﻧﯿﯿﻦ وﯾﺴﺒﮭﻢ
وﯾﻤﻘﺖ طﺮﯾﻘﺔ ﺣﯿﺎﺗﮭﻢ ،ﻓﻔﮭﻢ اﻻﺧﺘﻼف اﻟﺜﻘﺎﻓﻲ واﻟﺪﯾﻨﻲ ﻣﺴﺄﻟﺔ ﺣﻀﺎرﯾﺔ
وﻣﺪﻧﯿﺔ وﻗﯿﻤﯿﺔ وﻻ ﯾﻤﻜﻦ ﺗﺠﺎوزھﺎ أو اﻟﺘﻘﻠﯿﻞ ﻣﻦ ﺷﺄﻧﮭﺎ.

أﺷﻜﺎل اﻟﺘﻄﺮف اﻟﻔﻜﺮي
•

•
•

•

اﻟﺘﻄﺮف اﻷﯾﺪﯾﻮﻟﻮﺟﻲ :اﻟﻤﺒﺎﻟﻐﺔ اﻟﻤﺘﺰﻣﺘﺔ ﻓﻲ اﻟﺘﻤﺴﻚ ﺑﻤﺠﻤﻮﻋﺔ
ﻣﻦ اﻷﻓﻜﺎر ،واﻟﺘﻲ ﻗﺪ ﺗﻜﻮن اﻗﺘﺼﺎدﯾﺔ ،أو ﺳﯿﺎﺳﯿﺔ ،أو ﻋﻘﺎﺋﺪﯾﺔ،
أو اﺟﺘﻤﺎﻋﯿﺔ ،ﺣﯿﺚ إن اﻟﺸﺨﺺ ﻛﻮﻧﮫ ﻣﺘﯿﻘﻨﺎ ً ﺗﻤﺎم اﻟﯿﻘﯿﻦ ﻣﻦ
اﻣﺘﻼﻛﮫ اﻟﺼﺤﺔ اﻟﻤﻄﻠﻘﺔ ،ﻣﻤﺎ ﯾﻮدي ﺑﮫ ﻟﻼﻧﻔﺼﺎل ﻋﻦ اﻟﻨﺴﯿﺞ
اﻻﺟﺘﻤﺎﻋﻲ اﻟﺬي ﯾﻨﺘﻤﻲ إﻟﯿﮫ ،وﻟﻠﻌﯿﺶ ﺑﻤﻌﺰل ﻋﻦ ﺑﻨﯿﺘﮫ اﻟﺜﻘﺎﻓﯿﺔ
واﻟﻤﺠﺘﻤﻌﯿﺔ ،وﺑﺎﻟﺘﺎﻟﻲ اﻟﻤﻌﺎﻧﺎة ﻣﻦ ﻏﺮﺑﺔ اﻟﺬات واﻟﻤﺠﺘﻤﻊ.
اﻟﺘﻄﺮف اﻻﺟﺘﻤﺎﻋﻲ :اﻟﺒﻌﺪ ﻋﻦ اﻷﻋﺮاف واﻟ ُﻤﺜﻞ واﻟﺘﻘﺎﻟﯿﺪ
واﻟﻌﺎدات ﻓﻲ اﻟﻤﺠﺘﻤﻊ ﺳﻮاء ﻛﺎن ھﺬا اﻟﺒﻌﺪ ﺳﻠﺒﺎ ً أو إﯾﺠﺎﺑﺎ ً.
اﻟﺘﻄﺮف اﻟﺴﯿﺎﺳﻲ :ﻣﻮاﻗﻒ اﻟﻔﺮد اﻟﻤﺘﺸﺪدة ﻧﺤﻮ اﻟﻤﻮﺿﻮﻋﺎت
اﻟﺴﯿﺎﺳﯿﺔ ،وﻣﺤﺎوﻟﺘﮫ ﻓﺮض آراﺋﮫ اﻟﺴﯿﺎﺳﯿﺔ ﻋﻠﻰ اﻵﺧﺮﯾﻦ،
ورﻏﺒﺘﮫ ﻓﻲ ﺗﺤﺪي اﻟﺴﻠﻄﺔ واﻟﺘﻤﺮد ﻋﻠﯿﮭﺎ.
اﻟﺘﻄﺮف اﻟﺪﯾﻨﻲ" :اﻟﺘﺸﺪد واﻟﻤﻐﺎﻻة ﻓﻲ اﻷﻣﻮر اﻟﺪﯾﻨﯿﺔ ﺑﺎﻟﻘﺪر
اﻟﺬي ﯾﺘﺠﺎوز ﺣﺪ اﻻﻋﺘﺪال ،وذﻟﻚ ﺑﺎﻟﺨﺮوج ﻋﻠﻰ اﻟﺘﻌﺎﻟﯿﻢ اﻟﺪﯾﻨﯿﺔ
اﻟﺴﻤﺤﺔ واﻟﺘﻌﺼﺐ ﻟﻠﺮأي إﻟﻰ اﻟﺤﺪ اﻟﺬي ﯾﺠﻌﻠﮫ ﻻ ﯾﺮى رأﯾﺎ ً
ﺻﺤﯿﺤﺎ ً ﻏﯿﺮ ﻣﺎ ﯾﻌﺘﻘﺪه ﻣﻦ أﻓﻜﺎر وآراء".3

ﻋﻮاﻣﻞ اﻟﺘﻄﺮف اﻟﻔﻜﺮي
ﻻ ﯾﻨﺸﺄ اﻟﺘﻄﺮف ﻣﻦ ﻓﺮاغ ،وﯾﺠﺐ أن ﯾُﻨﻈﺮ إﻟﯿﮫ ﺑﻜﻮﻧﮫ ﻣﺴﺎرا ً ﺗﻔﺎﻋﻠﯿﺎ ً ﺑﯿﻦ
ﺷﺨﺼﯿﺔ وﺳﺎﯾﻜﻮﻟﻮﺟﯿﺔ اﻟﻔﺮد وﺑﯿﻦ اﻟﺘﺄﺛﯿﺮات اﻟﺒﯿﺌﯿﺔ اﻟﺨﺎرﺟﯿﺔ؛ ﺣﯿﺚ إﻧﮫ ﻻ
ﺗﻮﺟﺪ ﻋﻮاﻣﻞ ﺑﻌﯿﻨﮭﺎ ﺗﺪﻓﻊ ﺑﺎﻟﻔﺮد ﻧﺤﻮ اﻟﺘﻄﺮف .ﻗﺴﻢ زﯾﺠﺮ وآﻟﻲ  27ﻋﻮاﻣﻞ
اﻟﺘﻄﺮف إﻟﻰ ﻣﺠﻤﻮﻋﺘﯿﻦ (1) :اﻟﻌﻮاﻣﻞ اﻟﺪاﻓﻌﺔ :وھﻲ اﻟﺘﻲ ﺗﺪﻓﻊ اﻷﻓﺮاد ﻧﺤﻮ
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اﻟﺘﻄﺮف ﻣﺜﻞ إدراك اﻟﻔﺮد ﺑﺄﻧﮫ ُﻣﮭﻤﺶ ،واﻧﻌﺪام اﻟﻤﺴﺎواة ،واﻟﺘﻤﯿﯿﺰ،
واﻻﺿﻄﮭﺎد ،وﻣﺤﺪودﯾﺔ اﻟﻮﺻﻮل ﻟﺘﻌﻠﯿﻢ ﻣﻨﺎﺳﺐ ،وﺷﻌﻮره ﺑﻔﻘﺪان اﻟﺪور
وﺳﻠﺐ اﻟﺤﺮﯾﺔ (2) .اﻟﻌﻮاﻣﻞ اﻟﺠﺎذﺑﺔ :وھﻲ اﻟﺘﻲ ﺗﻌﺰز اﻟﺘﻄﺮف وﺗﺠﻌﻠﮫ
ُﻣﺴﺘﺤﺴﻨﺎ ً ﻣﺜﻞ وﺟﻮد ﺟﻤﺎﻋﺎت ﻣﺘﻄﺮﻓﺔ ﻣﻨﻈﻤﺔ ﺗﻌﻤﻞ ﻋﻠﻰ ﺗﺼﻮﯾﺮ اﻟﺘﻄﺮف
اﻟﻔﻜﺮي واﻻﻧﻀﻤﺎم إﻟﯿﮭﺎ ﺑﺸﻜﻞ ﻣﻐﺮي ،ﻓﮭﻲ ﺗﻮھﻢ اﻟﺸﺒﺎب ﺑﺄﻧﮭﺎ اﻟﻤﻼذ
ﻟﺘﺤﻘﯿﻖ أھﻮاﺋﮭﻢ اﻟﻤﺎدﯾﺔ واﻟﻤﻌﻨﻮﯾﺔ.
وھﻨﺎك ﻋﻮاﻣﻞ ﺗﻌﺰﯾﺰﯾﺔ ﺗﻮﻓﺮ ﺳﺒﻞ ﻻﺳﺘﻤﺮار اﻟﺘﻄﺮف وزﯾﺎدة ﺣﺪﺗﮫ ﻣﺜﻞ
اﻟﺘﻌﺎﻣﻞ ﻣﻊ اﻟﺘﻄﺮف ﺑﺘﻄﺮف ﻣﻀﺎد ،ﺑﺪﻻً ﻣﻦ اﻟﺘﻌﺎﻣﻞ ﻣﻌﮫ ﺑﺎﻟﻜﺸﻒ ﻋﻦ
أﺳﺒﺎﺑﮫ ،ﻓﯿﺘﻢ اﻻﻗﺘﺼﺎر ﻓﻘﻂ ﻋﻠﻰ اﻟﻮﺳﺎﺋﻞ اﻟﻘﻤﻌﯿﺔ وﻋﻠﻰ اﻟﺴﻼح ،وإﻏﻔﺎل أن
اﻟﻔﻜﺮ ﯾﺤﺎرب ﺑﺎﻟﻔﻜﺮ.25

اﻟﺪراﺳﺎت اﻟﺴﺎﺑﻘﺔ
أﺟﺮت 28اﻟﻔﺮﺟﺎت واﻟﺸﺮﻋﺔ دراﺳﺔ ھﺪﻓﺖ إﻟﻰ اﻟﺘﻨﺒﺆ ﺑﺎﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ
اﻟﻼﺗﻜﯿﻔﯿﺔ وﻣﻌﻨﻰ اﻟﺤﯿﺎة ﺑﯿﻦ اﻟﻤﺘﻄﺮﻓﯿﻦ ﻓﻜﺮﯾﺎ ً وﻏﯿﺮ اﻟﻤﺘﻄﺮﻓﯿﻦ ﻓﻲ اﻷردن.
ﺗﻜﻮﻧﺖ ﻋﯿﻨﺔ اﻟﺪراﺳﺔ ﻣﻦ  100ﺷﺨﺺ ) 50ﻣﺘﻄﺮﻓﺎ ً ﻓﻜﺮﯾﺎً ،و 50ﻏﯿﺮ
ﻣﺘﻄﺮف( ،ﺗﻢ اﺧﺘﯿﺎر اﻟﻤﺘﻄﺮﻓﯿﻦ ﻓﻜﺮﯾﺎ ً ﻣﻦ ﻣﺮاﻛﺰ إﻋﺎدة اﻟﺘﺄھﯿﻞ اﻷردﻧﯿﺔ،
ﻣﻦ اﻟﻤﺤﻜﻮﻣﯿﻦ ﺑﻘﻀﺎﯾﺎ ﺗﺘﻌﻠﻖ ﺑﺎﻟﺘﻄﺮف اﻟﻔﻜﺮي واﻹرھﺎب ،أﻣﺎ ﻏﯿﺮ
اﻟﻤﺘﻄﺮﻓﯿﻦ ،ﻓﺘﻢ اﺧﺘﯿﺎرھﻢ ﻋﺸﻮاﺋﯿﺎ ً ﻣﻦ اﻟﻤﺠﺘﻤﻊ اﻷردﻧﻲ ،ﻣﻦ اﻟﺤﺎﺻﻠﯿﻦ ﻋﻠﻰ
ﻋﻼﻣﺎت ﻣﺘﺪﻧﯿﺔ ﻋﻠﻰ ﻣﻘﯿﺎس اﻟﺘﻄﺮف اﻟﻔﻜﺮي .اﻟﻨﺘﺎﺋﺞ إﻟﻰ أن أﻛﺜﺮ أﻧﻮاع
اﻟﻤﺨﻄﻄﺎت اﻧﺘﺸﺎرا ً ﻟﺪى اﻟﻤﺘﻄﺮﻓﯿﻦ ﻓﻜﺮﯾﺎ ً ھﻲ ﺑﺎﻟﺘﺮﺗﯿﺐ :اﻟﺘﻜﺒﺮ/اﻟﻌ ً
ﻈﻤﺔ،
واﻟﺘﻀﺤﯿﺔ ﺑﺎﻟﺬات ،واﻟﺤﺮﻣﺎن اﻟﻌﺎطﻔﻲ .ﻛﻤﺎ أﺷﺎرت اﻟﻨﺘﺎﺋﺞ إﻟﻰ ﻗﺪرة أرﺑﻌﺔ
ﻣﺨﻄﻄﺎت ﻣﻌﺮﻓﯿﺔ ﻻ ﺗﻜﯿﻔﯿﺔ ﻓﻲ اﻟﺘﻨﺒﺆ ﺑﺎﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي ،وھﻲ:
ﺿﻌﻒ اﻟﻀﺒﻂ اﻟﺬاﺗﻲ ،واﻟﺤﺮﻣﺎن اﻟﻌﺎطﻔﻲ ،واﻟﺬات ﻏﯿﺮ اﻟﻤﻄﻮرة،
واﻟﻨﻘﺺ/اﻟﻌﯿﺐ.
أﺟﺮى اﻟﺮواﺷﺪة 24دراﺳﺔ ھﺪﻓﺖ إﻟﻰ اﻟﺘﻌﺮف ﻋﻠﻰ ﻣﻈﺎھﺮ اﻟﺘﻄﺮف
اﻷﯾﺪﯾﻮﻟﻮﺟﻲ ﻣﻦ وﺟﮭﺔ ﻧﻈﺮ اﻟﺸﺒﺎب اﻟﺠﺎﻣﻌﻲ اﻷردﻧﻲ ،وﺗﻜﻮﻧﺖ اﻟﻌﯿﻨﺔ ﻣﻦ
) (304طﺎﻟﺒﺎ ً وطﺎﻟﺒﺔ ﻣﻦ ﺟﺎﻣﻌﺘﻲ اﻷردﻧﯿﺔ واﻟﻌﻠﻮم واﻟﺘﻜﻨﻮﻟﻮﺟﯿﺎ .أﺷﺎرت
اﻟﻨﺘﺎﺋﺞ إﻟﻰ أن أﺑﺮز ﻋﻮاﻣﻞ اﻟﺘﻄﺮف اﻷﯾﺪﯾﻮﻟﻮﺟﻲ ﻋﻨﺪ اﻟﺸﺒﺎب اﻷردﻧﻲ ﺗﻌﻮد
إﻟﻰ ﻋﻮاﻣﻞ اﺟﺘﻤﺎﻋﯿﺔ ،ﺗﻠﯿﮭﺎ اﻟﻌﻮاﻣﻞ اﻟﺪﯾﻨﯿﺔ ،ﺛﻢ اﻟﺴﯿﺎﺳﯿﺔ ،ﺛﻢ اﻷﻛﺎدﯾﻤﯿﺔ،
ﻓﺎﻻﻗﺘﺼﺎدﯾﺔ .وأوﺻﺖ اﻟﺪراﺳﺔ ﺑﻀﺮورة ﻣﻌﺎﻟﺠﺔ اﻟﺘﻄﺮف اﻷﯾﺪﯾﻮﻟﻮﺟﻲ ﻣﻦ
ﺧﻼل ﻋﻼج اﻟﻌﻮاﻣﻞ اﻻﺟﺘﻤﺎﻋﯿﺔ؛ اﻟﻤﺘﻤﺜﻠﺔ ﺑﺎﻟﺘﻔﻜﻚ اﻷﺳﺮي ،واﻟﻘﺴﻮة ﻓﻲ
اﻟﺘﻌﺎﻣﻞ ﻣﻊ اﻷﺑﻨﺎء ،وﺿﻌﻒ اﻟﺘﻮﻋﯿﺔ واﻟﺘﻮﺟﯿﮫ واﻟﻨﺼﺢ ،وﻏﯿﺎب اﻟﻠﻐﺔ
اﻟﻤﺸﺘﺮﻛﺔ ﻣﺎ ﺑﯿﻦ اﻵﺑﺎء واﻷﺑﻨﺎء ،وﻋﺪم اﻻﻧﺪﻣﺎج اﻻﺟﺘﻤﺎﻋﻲ.
وأﺟﺮى أﺑﻮ ھﺎﺷﻢ 29دراﺳﺔ ھﺪﻓﺖ إﻟﻰ ﻣﻌﺮﻓﺔ اﻟﻌﻼﻗﺔ ﺑﯿﻦ ﺧﺒﺮات اﻟﻄﻔﻮﻟﺔ
واﻟﺘﺴﺎﻣﺢ ﻣﻘﺎﺑﻞ اﻟﺘﻌﺼﺐ ﻟﺪى طﻠﺒﺔ اﻟﻤﺮﺣﻠﺔ اﻟﺜﺎﻧﻮﯾﺔ اﻟﻌﺎﻣﺔ ﺑﻤﺤﺎﻓﻈﺎت
ﻗﻄﺎع ﻏﺰة ،وﺗﻜﻮﻧﺖ اﻟﻌﯿﻨﺔ ﻣﻦ ) (677طﺎﻟﺒﺎ ً وطﺎﻟﺒﺔ ﻣﻦ طﻠﺒﺔ اﻟﺜﺎﻧﻮﯾﺔ
اﻟﻌﺎﻣﺔ )اﻟﺼﻒ اﻟﺜﺎﻧﻲ ﻋﺸﺮ( .أﺷﺎرت اﻟﻨﺘﺎﺋﺞ إﻟﻰ وﺟﻮد ﻋﻼﻗﺔ ارﺗﺒﺎطﯿﺔ
ﻣﻮﺟﺒﺔ داﻟﺔ إﺣﺼﺎﺋﯿﺎ ً ﺑﯿﻦ ﺧﺒﺮات اﻟﻄﻔﻮﻟﺔ وأﺑﻌﺎد اﻟﺘﺴﺎﻣﺢ ﻣﻘﺎﺑﻞ اﻟﺘﻌﺼﺐ .
وأﺟﺮى  30دراﺳﺔ ھﺪﻓﺖ إﻟﻰ اﻟﻜﺸﻒ ﻋﻦ ﻋﻼﻗﺔ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ
اﻟﻼﺗﻜﯿﻔﯿﺔ ﺑﺎﻟﻤﺸﻜﻼت ﺑﯿﻦ اﻷﺷﺨﺎص ،وﺗﻜﻮﻧﺖ اﻟﻌﯿﻨﺔ ﻣﻦ ) (106ﻣﺮﯾﻀﺎ ً
ﻣﻦ اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ اﻟﺬﯾﻦ ﯾﺘﻌﺎﻟﺠﻮن ﻓﻲ اﻟﻌﯿﺎدات اﻟﺨﺎرﺟﯿﺔ ﻓﻲ ﻣﺴﺘﺸﻔﻰ
ﻣﻮاي رﻧﺎ اﻟﻮاﻗﻊ ﻓﻲ اﻟﻨﺮوﯾﺞ .أﺷﺎرت اﻟﻨﺘﺎﺋﺞ إﻟﻰ وﺟﻮد ﻋﻼﻗﺔ ﻗﻮﯾﺔ ﺑﯿﻦ
اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ واﻟﻤﺸﻜﻼت ﺑﯿﻦ اﻷﺷﺨﺎص .
وأﺟﺮى اﻟﺪوﺳﺮي 31دراﺳﺔ ھﺪﻓﺖ إﻟﻰ اﻟﺘﻌﺮف ﻋﻠﻰ اﻷﺳﺒﺎب اﻟﻤﺆدﯾﺔ
ﻟﻼﻧﺤﺮاف اﻟﻔﻜﺮي ﻋﻨﺪ طﻼب اﻟﻤﺮﺣﻠﺘﯿﻦ اﻟﻤﺘﻮﺳﻄﺔ واﻟﺜﺎﻧﻮﯾﺔ ﻣﻦ وﺟﮭﺔ
ﻧﻈﺮ اﻟﻤﺪﯾﺮﯾﻦ واﻟﻤﺮﺷﺪﯾﻦ ﻓﻲ ﻣﺤﺎﻓﻈﺔ اﻟﺪواﺳﺮ .أﺷﺎرت اﻟﻨﺘﺎﺋﺞ إﻟﻰ أن
اﻷﺳﺒﺎب اﻟﺜﻘﺎﻓﯿﺔ ﻛﺎﻧﺖ ﻓﻲ ﻣﻘﺪﻣﺔ اﻷﺳﺒﺎب اﻟﻤﻨﺘﺠﺔ ﻟﻼﻧﺤﺮاف اﻟﻔﻜﺮي ،ﺗﻠﯿﮭﺎ
اﻻﺟﺘﻤﺎﻋﯿﺔ ،ﺛﻢ اﻻﻗﺘﺼﺎدﯾﺔ ،ﺛﻢ اﻟﺘﺮﺑﻮﯾﺔ ،وﻛﺎن أھﻢ اﻷﺳﺒﺎب اﻻﻧﺤﺮاف
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اﻟﻔﻜﺮي :ﺗﺄﺛﺮ اﻟﻄﻼب ﺑﺎﻟﻤﻮاﻗﻊ اﻹﻟﻜﺘﺮوﻧﯿﺔ اﻟﻤﻨﺤﺮﻓﺔ ،وﺧﺒﺮات ﻣﻦ ﺳﻮء
ﻣﻌﺎﻣﻠﺔ اﻟﻮاﻟﺪان ﻟﺒﻌﺾ أﺑﻨﺎﺋﮭﻢ .
وأﺟﺮى  32روﻣﻞ وﻣﯿﺴﻤﺎن دراﺳﺔ ھﺪﻓﺖ إﻟﻰ اﻟﺘﺤﻘﻖ ﻣﻦ اﻟﻌﻼﻗﺔ ﺑﯿﻦ
اﻟﺘﻌﺮض ﻷﺷﻜﺎل اﻹﺳﺎءة ﺧﻼل اﻟﻄﻔﻮﻟﺔ وﺗﻄﻮﯾﺮ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ
اﻟﻼﺗﻜﯿﻔﯿﺔ واﻟﺘﻌﺮض ﻟﻺﺳﺎءة اﻟﺠﻨﺴﯿﺔ ﻣﻦ اﻟﺰوج ،وﺗﻜﻮﻧﺖ اﻟﻌﯿﻨﺔ ﻣﻦ
) (653طﺎﻟﺒﺔ ﻣﻦ ﺟﺎﻣﻌﺔ ﻣﯿﺎﻣﻲ .أظﮭﺮت اﻟﻨﺘﺎﺋﺞ أن اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ
اﻟﻼﺗﻜﯿﻔﯿﺔ اﻟﻤﺮﺗﺒﻄﺔ ﺑﻤﺤﻮري اﻻﻧﻔﺼﺎل واﻟﺮﻓﺾ ،واﻟﺘﻮﺟﮫ ﻣﻦ اﻵﺧﺮ ﻗﺪ
ﺗﻮﺳﻄﺘﺎ اﻟﻌﻼﻗﺔ ﺑﯿﻦ اﻹﺳﺎءة ﺧﻼل اﻟﻄﻔﻮﻟﺔ واﻟﺘﻌﺮض ﻟﻺﺳﺎءة اﻟﺠﻨﺴﯿﺔ
واﻟﺠﺴﺪﯾﺔ ﻣﻦ اﻟﺰوج.
وأﺟﺮى ﺟﻮدة 8دراﺳﺔ ھﺪﻓﺖ إﻟﻰ ﻣﻌﺮﻓﺔ ﻋﻼﻗﺔ اﻟﺨﺒﺮات اﻟﻨﻔﺴﯿﺔ ﻓﻲ اﻟﻄﻔﻮﻟﺔ
ﺑﺎﻻﺗﺠﺎه ﻧﺤﻮ اﻟﻤﺸﺎرﻛﺔ اﻟﺴﯿﺎﺳﯿﺔ ﻟﺪى اﻟﻄﻠﺒﺔ اﻟﺠﺎﻣﻌﯿﯿﻦ ﺑﻘﻄﺎع ﻏﺰة،
وﺗﻜﻮﻧﺖ اﻟﻌﯿﻨﺔ ﻣﻦ ) (1054طﺎﻟﺒﺎ ً وطﺎﻟﺒﺔ؛ ﻣﻨﮭﻢ ) (471طﺎﻟﺒﺎً ،و )(583
طﺎﻟﺒﺔ .أﺷﺎرت اﻟﻨﺘﺎﺋﺞ إﻟﻰ وﺟﻮد ﻋﻼﻗﺔ ﻣﻮﺟﺒﺔ داﻟﺔ إﺣﺼﺎﺋﯿﺎ ً ﺑﯿﻦ ﺧﺒﺮات
اﻟﻤﻨﺎخ اﻷﺳﺮي اﻟﻌﺎم وﺧﺒﺮات اﻻﻧﺪﻣﺎج اﻻﺟﺘﻤﺎﻋﻲ ،وﺧﺒﺮات دﻋﻢ اﻟﺜﻘﺔ
ﺑﺎﻟﻨﻔﺲ ،واﻻﺳﺘﻘﻼل ،واﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻟﻼﺗﺠﺎه ﻧﺤﻮ اﻟﻤﺸﺎرﻛﺔ اﻟﺴﯿﺎﺳﯿﺔ ﻟﺪى
اﻟﻌﯿﻨﺔ اﻟﻜﻠﯿﺔ ،ﻛﻤﺎ وأﺷﺎرت إﻟﻰ وﺟﻮد ﻋﻼﻗﺔ ﻣﻮﺟﺒﺔ داﻟﺔ إﺣﺼﺎﺋﯿﺎ ُ ﺑﯿﻦ
اﻟﺨﺒﺮات اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ وﺑﯿﻦ ﺑﻌﺪي اﻟﻤﻌﺮﻓﻲ واﻟﻮﺟﺪاﻧﻲ ﻣﻦ اﻻﺗﺠﺎه
ﻧﺤﻮ اﻟﻤﺸﺎرﻛﺔ اﻟﺴﯿﺎﺳﯿﺔ ﻟﺪى اﻟﻌﯿﻨﺔ اﻟﻜﻠﯿﺔ ،وأﺷﺎرت أﯾﻀﺎ ً إﻟﻰ وﺟﻮد ﻋﻼﻗﺔ
ﺳﺎﻟﺒﺔ داﻟﺔ إﺣﺼﺎﺋﯿﺎ ُ ﺑﯿﻦ اﻟﺨﺒﺮات اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ وﺑﯿﻦ اﻟﺒﻌﺪ اﻟﺴﻠﻮﻛﻲ
ﻣﻦ اﻻﺗﺠﺎه ﻧﺤﻮ اﻟﻤﺸﺎرﻛﺔ اﻟﺴﯿﺎﺳﯿﺔ ﻟﺪى اﻟﻌﯿﻨﺔ اﻟﻜﻠﯿﺔ.
وأﺟﺮى ﺷﻠﺢ 33دراﺳﺔ ھﺪﻓﺖ إﻟﻰ ﺗﻘﺼﻲ ﻋﻼﻗﺔ أﺳﺎﻟﯿﺐ اﻟﺘﺮﺑﯿﺔ اﻟﺤﺰﺑﯿﺔ
ﺑﺎﻻﺗﺠﺎھﺎت اﻟﺘﻌﺼﺒﯿﺔ ﻟﺪى اﻟﻄﻠﺒﺔ ﻣﻦ اﻟﺠﺎﻣﻌﺔ اﻹﺳﻼﻣﯿﺔ ،واﻷﻗﺼﻰ،
واﻷزھﺮ ﻓﻲ ﻗﻄﺎع ﻏﺰة ،وﺗﻜﻮﻧﺖ اﻟﻌﯿﻨﺔ ﻣﻦ ) (1007طﺎﻟﺒﺎ ً وطﺎﻟﺒﺔ ،ﻣﻨﮭﻢ
) (502طﺎﻟﺒﺎً ،و ) (505طﺎﻟﺒﺔ .أﺷﺎرت اﻟﻨﺘﺎﺋﺞ إﻟﻰ وﺟﻮد ﻋﻼﻗﺔ ارﺗﺒﺎطﯿﺔ
ﻣﻮﺟﺒﺔ ﺑﯿﻦ أﺳﺎﻟﯿﺐ اﻟﺘﺮﺑﯿﺔ اﻟﺤﺰﺑﯿﺔ واﺗﺠﺎھﺎت اﻟﺘﻌﺼﺐ ،ﻛﻤﺎ أﺷﺎرت إﻟﻰ
ﻋﺪم وﺟﻮد اﺧﺘﻼف واﺿﺢ ﻓﻲ اﻻﺗﺠﺎھﺎت اﻟﺘﻌﺼﺒﯿﺔ ﯾًﻌﺰى ﻷﺳﺎﻟﯿﺐ اﻟﺘﺮﺑﯿﺔ
اﻟﺤﺰﺑﯿﺔ .
وأﺟﺮى آﻏﺎ 34دراﺳﺔ ھﺪﻓﺖ إﻟﻰ اﻟﺘﻌﺮف إﻟﻰ أﺳﺒﺎب ﺗﺴﺮﯾﻊ أزﻣﺔ اﻟﺘﻄﺮف
اﻟﻔﻜﺮي ﻓﻲ اﻟﻤﺠﺘﻤﻊ اﻟﻔﻠﺴﻄﯿﻨﻲ ﺑﻤﺤﺎﻓﻈﺎت ﻏﺰة ،وﺗﻜﻮﻧﺖ اﻟﻌﯿﻨﺔ ﻣﻦ )(104
ﻣﻦ اﻟﺘﺮﺑﻮﯾﯿﻦ .أﺷﺎرت اﻟﻨﺘﺎﺋﺞ إﻟﻰ أن اﻟﻌﻮاﻣﻞ اﻻﺟﺘﻤﺎﻋﯿﺔ ھﻲ أﻛﺜﺮ اﻟﻌﻮاﻣﻞ
ﺗﺄﺟﯿﺠﺎ ً ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي ،ﺛﻢ اﻷﺣﺰاب اﻟﺴﯿﺎﺳﯿﺔ .
وأﺟﺮى ﻛﺎﯾﺴﻦ  35دراﺳﺔ ھﺪﻓﺖ إﻟﻰ ﻣﻌﺮﻓﺔ ﻋﻼﻗﺔ اﻟﺘﻌﺮض ﻟﻺﺳﺎءة ﻓﻲ
اﻟﻄﻔﻮﻟﺔ ﺑﻜﻞ ﻣﻦ اﻹدﻣﺎن ﻋﻠﻰ اﻟﻜﺤﻮﻟﯿﺎت واﻟﻮﻗﻮع ﺿﺤﯿﺔ ﺟﺮﯾﻤﺔ ،وﺗﻜﻮﻧﺖ
اﻟﻌﯿﻨﺔ ﻣﻦ ) (120أﻧﺜﻰ ﺿﺤﯿﺔ ﺟﺮﯾﻤﺔ ﻓﻲ ﻣﺪﯾﻨﺔ ﺳﯿﺎﺗﻞ .أﺷﺎرت اﻟﻨﺘﺎﺋﺞ إﻟﻰ
وﺟﻮد ﻋﻼﻗﺔ ارﺗﺒﺎطﯿﺔ ﻣﻮﺟﺒﺔ داﻟﯿﺔ إﺣﺼﺎﺋﯿﺎ ً ﺑﯿﻦ اﻟﺘﻌﺮض ﻟﻺﺳﺎءة ﻓﻲ
ﻣﺮﺣﻠﺔ اﻟﻄﻔﻮﻟﺔ واﻟﺴﻠﻮك اﻹﺟﺮاﻣﻲ ،واﻹﻗﺒﺎل ﻋﻠﻰ إدﻣﺎن اﻟﻜﺤﻮﻟﯿﺎت
ﻟﻠﺘﺨﻔﯿﻒ ﻣﻦ اﻟﺸﻌﻮر ﺑﺎﻟﻘﻠﻖ واﻹﺣﺒﺎط وﻋﺪم اﻷﻣﻦ.
وأﺟﺮى 36ﻻﻧﺴﻔﻮرد واﺧﺮون دراﺳﺔ ھﺪﻓﺖ إﻟﻰ اﻟﺘﻌﺮف إﻟﻰ ﻣﺪى ﺗﺄﺛﯿﺮ
اﻹﺳﺎءة اﻟﺠﺴﺪﯾﺔ ﻋﻠﻰ أطﻔﺎل ﻓﻲ ﺳﻦ اﻟﺜﺎﻣﻨﺔ ،وﺗﻜﻮﻧﺖ اﻟﻌﯿﻨﺔ ﻣﻦ )(585
طﻔﻼً .أﺷﺎرت اﻟﻨﺘﺎﺋﺞ إﻟﻰ أن اﻷطﻔﺎل اﻟﺬﯾﻦ ﺗﻠﻘﻮا اﻹﺳﺎءة اﻟﺠﺴﺪﯾﺔ ﻟﺪﯾﮭﻢ
ﻣﺴﺘﻮى ﻛﻔﺎءة اﺟﺘﻤﺎﻋﯿﺔ ﻣﺘﺪن ﺟﺪاً ،وﻋﺪاء ﻟﻠﻤﺠﺘﻤﻊ ،وﻋﺪم ﻗﺪرة ﻋﻠﻰ اﺗﺨﺎذ
اﻟﻘﺮارات ،ﻛﻤﺎ أﺷﺎرت إﻟﻰ أن اﻷطﻔﺎل اﻟﺬﯾﻦ ﻟﻢ ﯾﺘﻌﺮﺿﻮا ﻹﺳﺎءة اﻟﺠﺴﺪﯾﺔ
ﻓﺈن ﻟﺪﯾﮭﻢ ﻛﻔﺎءة اﺟﺘﻤﺎﻋﯿﺔ ﻋﺎﻟﯿﺔ ﻧﻈﺮا ً ﻟﻜﻔﺎﯾﺔ اﻟﺪﻋﻢ اﻷﺳﺮي اﻟﻤﻘﺪم ﻟﮭﻢ.

اﻟﺘﻌﻘﯿﺐ ﻋﻠﻰ اﻟﺪراﺳﺎت اﻟﺴﺎﺑﻘﺔ
ﻣﻦ اﻟﻮاﺿﺢ أﻧﮫ ﻗﺪ ﺗﻔﺎوﺗﺖ اﻟﺪراﺳﺎت اﻟﺴﺎﺑﻘﺔ ﻓﻲ أھﺪاﻓﮭﺎ وﺗﺴﺎؤﻻﺗﮭﺎ
وﻓﺮﺿﯿﺎﺗﮭﺎ ،وأدواﺗﮭﺎ وﻋﯿﻨﺎﺗﮭﺎ ،وﻗﺪ اﺳﺘﻔﺎدت اﻟﺒﺎﺣﺜﺔ ﻣﻨﮭﺎ ﻓﻲ ﺑﻠﻮرة اﻹطﺎر
اﻟﻨﻈﺮي ﻟﻠﺪراﺳﺔ اﻟﺤﺎﻟﯿﺔ ،ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ وﺿﻊ اﻷﺳﺌﻠﺔ اﻟﻤﻨﺎﺳﺒﺔ ﻟﮭﺎ.

The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism
ﻛﻤﺎ ﯾﺘﻀﺢ أن ھﻨﺎك اھﺘﻤﺎﻣﺎ ً ﺑﺤﺜﯿﺎ ً ﺑﺨﺒﺮات اﻟﻄﻔﻮﻟﺔ ورﺑﻄﮭﺎ ﺑﺎﻟﺤﯿﺎة اﻟﻨﻔﺴﯿﺔ
ﻛﺪراﺳﺔ أﺑﻮ ھﺎﺷﻢ ،29وروﻣﯿﻠﻲ وﻣﯿﺴﻤﺎن ، 32وﻛﺎﯾﺰن وآﺧﺮون، 35
وﻻﻧﺴﻔﻮرد وآﺧﺮون 36.إﻻ أن اﻟﻨﺸﺎط اﻟﺒﺤﺜﻲ اﻟﺬي رﺑﻄﮭﺎ ﺑﺎﻟﺘﻄﺮف اﻟﻔﻜﺮي
ﺿﺌﯿﻞ ﺟﺪا ً؛ ﺣﺘﻰ أﻧﮭﺎ رﺑﻄﺘﮫ ﺑﺼﻮرة ﻏﯿﺮ ﻣﺒﺎﺷﺮة ﺑﺎﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ
اﻟﻼﺗﻜﯿﻔﯿﺔ؛ ورﺑﻤﺎ ﯾﻌﻮد ذﻟﻚ ﻟﺤﺪاﺛﺔ اﻟﺘﺮﻛﯿﺰ ﻋﻠﻰ اﻟﺘﻄﺮف اﻟﻔﻜﺮي؛ وﻣﻦ ھﺬه
اﻟﺪراﺳﺎت ﻏﯿﺮ اﻟﻤﺒﺎﺷﺮة :دراﺳﺔ ﺟﻮدة ،8وﺷﻠﺢ .33ﻛﻤﺎ أن ھﻨﺎك دراﺳﺎت
ﺗﻨﺎوﻟﺖ ﺟﺎﻧﺐ اﻟﺘﻨﺸﺌﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ ﻛﻤﺴﺒﺐ ﻓﻲ اﻻﻧﺤﺮاف اﻟﻔﻜﺮي وﻣﻨﮭﺎ اﻟﻔﻜﺮ
اﻟﻤﺘﻄﺮف ﻛﺪراﺳﺔ اﻟﺮواﺷﺪة ،24واﻟﺪوﺳﺮي ،31وآﻏﺎ .34وﻛﺎن اﻻﺗﺠﺎه اﻟﻌﺎم
ﻟﻨﺘﺎﺋﺞ اﻟﺪراﺳﺎت ﯾﺸﯿﺮ إﻟﻰ وﺟﻮد ﻋﻼﻗﺔ ﻟﺨﺒﺮات اﻟﻄﻔﻮﻟﺔ واﻟﺘﻨﺸﺌﺔ
اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺠﻮ اﻷﺳﺮي ﺑﺎﻻﺗﺠﺎھﺎت اﻟﺘﻌﺼﺒﯿﺔ واﻷﻓﻜﺎر اﻟﻼﻋﻘﻼﻧﯿﺔ .

ﻓﯿﻤﺎ ﯾﺘﻌﻠﻖ ﺑﻌﯿﻨﺔ اﻟﺪراﺳﺔ ،ﻓﻘﺪ ﻻﺣﻈﺖ اﻟﺒﺎﺣﺜﺔ أن ﻋﯿﻨﺎت اﻟﺪراﺳﺎت
اﻟﺴﺎﺑﻘﺔ ﻛﺎﻧﺖ ﻣﻌﺘﻤﺪة ﻋﻠﻰ طﻠﺒﺔ اﻟﺠﺎﻣﻌﺎت.
ﺗﻤﯿﺰت اﻟﺪراﺳﺔ اﻟﺤﺎﻟﯿﺔ ﻋﻦ اﻟﺪراﺳﺎت اﻟﺴﺎﺑﻘﺔ ﺑﺄﻧﮭﺎ ﺗﻨﺎوﻟﺖ ﻋﯿﻨﺔ ﻟﺪﯾﮭﺎ أﻓﻜﺎر
وﺳﻠﻮﻛﺎت ﻣﺘﻄﺮﻓﺔ وﻣﻀﺎدة ﻟﻠﻤﺠﺘﻤﻊ ،وھﺬا ﻟﻢ ﺗﺘﻄﺮق ﻟﮫ اﻟﺪراﺳﺎت اﻟﺴﺎﺑﻘﺔ
ﺑﻨﻔﺲ ﻣﻨﮭﺠﯿﺔ اﻟﺪراﺳﺔ ،ﻛﻤﺎ أﻧﮭﺎ ﺗﻤﯿﺰت ﺑﺎﻟﺮﺑﻂ ﺑﯿﻦ ﻋﺪد ﻣﻦ اﻟﻤﺘﻐﯿﺮات ﻓﻲ
اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي ،أﯾﻀﺎ ً ﺗﻨﺎوﻟﮭﺎ أﻛﺜﺮ ﻣﻦ ﻣﺨﻄﻂ ﻣﻌﺮﻓﻲ ،وﻋﺎﻣﻞ
ﺷﺨﺼﻲ ،وأﻛﺜﺮ ﻣﻦ ﺣﺎﺟﺔ ﻧﻔﺴﯿﺔ ،ﺑﻌﻜﺲ اﻟﺪراﺳﺎت اﻟﺴﺎﺑﻘﺔ اﻟﺘﻲ ﻛﺎﻧﺖ ﺗﺘﻔﺮد
ﺑﻮاﺣﺪة ﻣﻨﮭﺎ ورﺑﻄﮭﺎ ﺑﺎﻟﺘﻌﺼﺐ أو اﻟﺠﻤﻮد اﻟﻔﻜﺮي أو اﻟﺘﺴﺎﻣﺢ.

ﺛﺎﻟﺜﺎً :ﻋﯿﻨﺔ اﻟﺪراﺳﺔ :ﺗﻢ اﺧﺘﯿﺎر ﻋﯿﻨﺔ ﻣﺘﯿﺴﺮة ﻣﻦ ﻣﺠﺘﻤﻊ اﻟﺪراﺳﺔ ﺑﻠﻎ ﻋﺪدھﺎ
) (100ﻣﻦ اﻟﻤﺘﻄﺮﻓﯿﻦ ﻓﻜﺮﯾﺎ ً اﻟﻤﻮﻗﻮﻓﯿﻦ ﻓﻲ ﻣﺮاﻛﺰ اﻹﺻﻼح ،وﺗﻢ اﺳﺘﺒﻌﺎد
) (15اﺳـﺘﻤﺎرة.
راﺑﻌﺎً :أدوات اﻟﺪراﺳﺔ
.1

ﻣﻘﯿﺎس اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ

ﺗﻢ ﺗﻄﻮﯾﺮ ﻣﻘﯿﺎس اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ﺑﺎﻻﺳﺘﻨﺎد ﻟﻸدب اﻟﻨﻈﺮي
اﻟﻤﺘﻌﻠﻖ ﺑﻤﻮﺿﻮع اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ ﻟﺠﯿﻔﺮي ﯾﻮﻧﻎ Jeffry Young
واﻹطﻼع ﻋﻠﻰ اﻟﺪراﺳﺎت اﻟﻤﺘﻮﻓﺮة ﻣﺜﻞ دراﺳﺔ اﻟﺸﯿﺦ ﻋﻠﻲ ،12ودراﺳﺔ، 30
ودراﺳﺔ ﻧﺎﺻﺮ اﻟﺪﯾﻦ ،37ودراﺳﺔ اﻟﺪﺑﺎغ .10وﻗﺪ ﺗﻜﻮن اﻟﻤﻘﯿﺎس ﻓﻲ ﺻﻮرﺗﮫ
اﻷوﻟﯿﺔ ﻣﻦ ) (60ﻓﻘﺮة ﺗﻘﯿﺲ ﻣﺪى اﻣﺘﻼك اﻟﻔﺮد ﻟﺒﻨﯿﺔ ﻣﻌﺮﻓﯿﺔ ﻣﺤﺪدة .ﺗﺘﻮزع
اﻟﻔﻘﺮات اﻟﺴﺘﻮن إﻟﻰ ) (12ﻣﺨﻄﻄﺎ ً ﻣﻌﺮﻓﯿﺎ ً ﻻ ﺗﻜﯿﻔﯿﺎً ،ﺗﻀﻢ ﻛﻞ ﻣﺨﻄﻂ ﻣﻨﮭﺎ
) (5ﻓﻘﺮات ﺗﺪل ﻋﻠﯿﮭﺎ ،وﻟﻜﻞ ﻓﻘﺮة ﺳﻠﻢ ﺧﻤﺎﺳﻲ ﻟﻺﺟﺎﺑﺔ )داﺋﻤﺎً ،ﻏﺎﻟﺒﺎً،
أﺣﯿﺎﻧﺎً ،ﻧﺎدراً ،أﺑﺪاً(.
ﺻﺪق اﻟﻤﻘﯿﺎس :ﺗﻢ إﯾﺠﺎد ﻣﺆﺷﺮات ﺻﺪق اﻟﻤﻘﯿﺎس ﺑﺎﺳﺘﺨﺪام اﻟﻄﺮق
اﻟﺘﺎﻟﯿﺔ :
•

اﺳﺘﻔﺎدت اﻟﺪراﺳﺔ اﻟﺤﺎﻟﯿﺔ ﻣﻦ اﻟﺪراﺳﺎت اﻟﺴﺎﺑﻘﺔ ﻓﻲ ﺻﯿﺎﻏﺔ اﻷدب اﻟﻨﻈﺮي،
وﻣﻘﺎﯾﯿﺲ اﻟﺪراﺳﺔ اﻟﺤﺎﻟﯿﺔ .

اﻟﻄﺮﯾﻘﺔ واﻹﺟﺮاءات
أوﻻً :ﻣﻨﮭﺠﯿﺔ اﻟﺪراﺳﺔ :اﻧﻄﻼﻗﺎ ً ﻣﻦ ﻣﺸﻜﻠﺔ اﻟﺪراﺳﺔ وأھﺪاﻓﮭﺎ وأﺳﺌﻠﺘﮭﺎ ﻓﺈن
اﻟﻤﻨﮭﺞ اﻟﻤﻨﺎﺳﺐ ﻟﮭﺬه اﻟﺪراﺳﺔ ھﻮ اﻟﻤﻨﮭﺞ اﻟﻮﺻﻔﻲ اﻻرﺗﺒﺎطﻲ اﻟﺘﻨﺒﺆي.

•

ﺛﺎﻧﯿﺎً :ﻣﺠﺘﻤﻊ اﻟﺪراﺳﺔ :وھﻮ ﻣﺠﻤﻮع اﻟﻨﺰﻻء اﻟﻤﺘﻄﺮﻓﯿﻦ اﻟﻤﻮﻗﻮﻓﯿﻦ ﻓﻲ
ﻣﺮاﻛﺰ اﻹﺻﻼح واﻟﺘﺄھﯿﻞ اﻷردﻧﯿﺔ اﻟﺘﺎﺑﻌﺔ ﻟﻤﺪﯾﺮﯾﺔ اﻷﻣﻦ اﻟﻌﺎم ،ﺿﻤﻦ ﻣﻈﻠﺔ
وزارة اﻟﺪاﺧﻠﯿﺔ؛ ﻣﻤﻦ ھﻢ ﻣﺘﮭﻤﯿﻦ ﺑﻘﻀﺎﯾﺎ ﺗﺘﻌﻠﻖ ﺑﺎﻟﺘﻄﺮف اﻟﻔﻜﺮي
واﻹرھﺎب؛ ﻛﺎﻟﺘﺮوﯾﺞ ﻷﻓﻜﺎر ﻣﺘﻄﺮﻓﺔ ،واﻻﻧﺘﻤﺎء ﻟﺠﻤﺎﻋﺎت ﻣﺘﻄﺮﻓﺔ،
واﻟﺘﺨﻄﯿﻂ ﻟﻠﻘﯿﺎم ﺑﺄﻋﻤﺎل إرھﺎﺑﯿﺔ ،واﻟﺒﺎﻟﻎ ﻋﺪدھﻢ ) (147ﻣﺘﻄﺮﻓﺎ ً ﻣﻮﻗﻮﻓﺎ ً .

ﺻﺪق اﻟﻤﺤﺘﻮى :ﺗﻢ ﻋﺮض اﻟﻤﻘﯿﺎس ﺑﺼﻮرﺗﮫ اﻷوﻟﯿﺔ ،واﻟﻤﻜﻮن
ﻣﻦ ) (60ﻓﻘﺮة ،ﻋﻠﻰ ) (10ﻣﺤﻜﻤﯿﻦ ﻣﻦ ذوي اﻻﺧﺘﺼﺎص ﻓﻲ
ﻣﺠﺎل اﻹرﺷﺎد اﻟﻨﻔﺴﻲ وﻋﻠﻢ اﻟﻨﻔﺲ اﻹﻛﻠﯿﻨﯿﻜﻲ ﻓﻲ اﻟﺠﺎﻣﻌﺎت
اﻷردﻧﯿﺔ .ﺣﯿﺚ ُ
طﻠﺐ ﻣﻨﮭﻢ اﻟﺤﻜﻢ ﻋﻠﻰ دﻗﺔ اﻟﺼﯿﺎﻏﺔ اﻟﻠﻐﻮﯾﺔ
وﺳﻼﻣﺘﮭﺎ ،وﻋﻠﻰ وﺿﻮح اﻟﻔﻘﺮة وﻣﻨﺎﺳﺒﺘﮭﺎ ﻟﻠﮭﺪف اﻟﻨﮭﺎﺋﻲ ﻣﻦ
اﻟﻤﻘﯿﺎس .وﻗﺪ ﺗﻢ اﻋﺘﻤﺎد إﺟﻤﺎع ﺛﻤﺎﻧﯿﺔ ﻣﻦ اﻟﻤﺤﻜﻤﯿﻦ ﻟﻘﺒﻮل اﻟﻔﻘﺮة
واﻹﺑﻘﺎء ﻋﻠﯿﮭﺎ ﻛﻤﺎ ھﻲ ،وﺗﻌﺪﯾﻠﮭﺎ ﻓﻲ ﺣﺎل اﻗﺘﺮح اﺛﻨﺎن ﻣﻦ
اﻟﻤﺤﻜﻤﯿﻦ اﻟﺘﻌﺪﯾﻞ .وﻟﻢ ﯾﺘﻢ ﺣﺬف أي ﻓﻘﺮة ،وﺟﺮى ﺗﻌﺪﯾﻞ ﺑﻌﺾ
اﻟﻔﻘﺮات ﺑﻨﺎ ًء ﻋﻠﻰ رأي اﻟﻤﺤﻜﻤﯿﻦ.
اﻟﺼﺪق اﻟﺘﻤﯿﯿﺰي :ﺗﻢ اﺳﺘﺨﺮاج دﻻﻻت اﻟﺼﺪق اﻟﺘﻤﯿﯿﺰي ﻣﻦ
ﺧﻼل ﺗﻄﺒﯿﻖ اﻟﻤﻘﯿﺎس ﻋﻠﻰ ﻣﺠﻤﻮﻋﺘﯿﻦ :اﻷوﻟﻰ ) (15ﻣﺘﻄﺮﻓﺎ ً
ﺑﺤﻜﻢ اﻟﻘﺎﻧﻮن ،واﻟﺜﺎﻧﯿﺔ ) (15ﺷﺨﺼﺎ ً ﻏﯿﺮ ﻣﺘﻄﺮف ،ﺗﻢ
اﺧﺘﯿﺎرھﻤﺎ ﻣﻦ ﺧﺎرج أﻓﺮاد اﻟﺪراﺳﺔ ،وﺗﻤﺖ اﻟﻤﻘﺎرﻧﺔ ﺑﯿﻦ
ﻣﺘﻮﺳﻄﺎت أداء اﻟﻤﺠﻤﻮﻋﺘﯿﻦ ﻋﻠﻰ اﻟﻤﻘﯿﺎس ﺑﺎﺳﺘﺨﺪام اﺧﺘﺒﺎر )ت(
ﻟﻔﺤﺺ دﻻﻟﺔ اﻟﻔﺮوق ﺑﯿﻦ اﻟﻤﺠﻤﻮﻋﺘﯿﻦ ،واﻟﺠﺪول ) (1ﯾﻮﺿﺢ
ذﻟﻚ :

اﻟﺠﺪول  .1ﻧﺘﺎﺋﺞ اﺧﺘﺒﺎر )ت( ﻟﻔﺤﺺ دﻻﻟﺔ اﻟﻔﺮوق ﺑﯿﻦ ﻣﺘﻮﺳﻄﻲ اﻟﻤﺠﻤﻮﻋﺘﯿﻦ ﻋﻠﻰ ﻣﻘﯿﺎس اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ
اﻟﻤﺠﻤﻮﻋﺔ

اﻟﻌﺪد

اﻟﻤﺘﻮﺳﻂ اﻟﺤﺴﺎﺑﻲ

اﻻﻧﺤﺮاف اﻟﻤﻌﯿﺎري

اﻟﻔﺮق ﻓﻲ اﻟﻤﺘﻮﺳﻄﺎت

ﻗﯿﻤﺔ )ت(

ﻣﺴﺘﻮى اﻟﺪﻻﻟﺔ

اﻟﻤﺘﻄﺮﻓﻮن

15

144 .30

1.50

44 .09

-14.22

*0.00

ﻏﯿﺮ اﻟﻤﺘﻄﺮﻓﻮن

15

100.21

1.87

* ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﻋﻨﺪ ﻣﺴﺘﻮى ).( α ≤0.05

أﺷﺎرت ﻧﺘﺎﺋﺞ اﻟﺠﺪول ) (1إﻟﻰ وﺟﻮد ﻓﺮوق ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﺑﯿﻦ
ﻣﺘﻮﺳﻄﻲ اﻟﻤﺠﻤﻮﻋﺘﯿﻦ اﻟﻤﺘﻄﺮﻓﺔ وﻏﯿﺮ اﻟﻤﺘﻄﺮﻓﺔ ﻓﻲ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ،
ﻓﻘﺪ ﺑﻠﻐﺖ ﻗﯿﻤﺔ ت ) (-14.22وﻣﺴﺘﻮى اﻟﺪﻻﻟﺔ ) ،(0.00وﺑﺎﻟﻨﻈﺮ إﻟﻰ
اﻟﻤﺘﻮﺳﻄﺎت ﯾﺘﻀﺢ أن ﻣﺘﻮﺳﻂ اﻟﻤﺠﻤﻮﻋﺔ اﻟﻤﺘﻄﺮﻓﺔ ) (144.30أﻋﻠﻰ ﻣﻦ
ﻣﺘﻮﺳﻂ اﻟﻤﺠﻤﻮﻋﺔ ﻏﯿﺮ اﻟﻤﺘﻄﺮﻓﺔ . 100.21
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•

ﺻﺪق اﻟﺒﻨﺎء :ﺗﻢ ﺣﺴﺎب دﻻﻻت ﺻﺪق اﻟﺒﻨﺎء ﻟﻠﻤﻘﯿﺎس ﻣﻦ ﺧﻼل
ﺗﻄﺒﯿﻘﮫ ﻋﻠﻰ ﻋﯿﻨﺔ اﺳﺘﻄﻼﻋﯿﺔ ﺗﻀﻢ ) (30ﻓﺮدا ﻣﺘﻄﺮﻓﺎ ﺑﺤﻜﻢ
اﻟﻘﺎﻧﻮن ،ﺗﻢ اﺧﺘﯿﺎرھﻢ ﻣﻦ ﻣﺠﺘﻤﻊ اﻟﺪراﺳﺔ وﻣﻦ ﺧﺎرج ﻋﯿﻨﺘﮭﺎ،
وﻗﺪ ﺗﻢ ﺣﺴﺎب ﻣﻌﺎﻣﻼت اﻻرﺗﺒﺎط ﺑﯿﻦ اﻟﺪرﺟﺔ ﻋﻠﻰ ﻛﻞ ﻓﻘﺮة
ﺑﺎﻟﺪﻻﻟﺔ اﻟﻜﻠﯿﺔ ﻟﻠﻤﻘﯿﺎس ،واﻟﺠﺪول ) (2ﯾﻮﺿﺢ ذﻟﻚ.
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اﻟﺠﺪول رﻗﻢ  .2ﻗﯿﻢ ﻣﻌﺎﻣﻼت ارﺗﺒﺎط ﻛﻞ ﻓﻘﺮة ﻣﻦ ﻓﻘﺮات ﻣﻘﯿﺎس اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ﺑﺎﻟﺪرﺟﺔ ﻋﻠﻰ اﻟﺒﻌﺪ وﺑﺎﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻋﻠﻰ اﻟﻤﻘﯿﺎس
رﻗﻢ

ﻣﻌﺎﻣﻞ

اﻻرﺗﺒﺎط

اﻟﻔﻘﺮة

اﻻرﺗﺒﺎط

ﺑﺎﻟﺒﻌﺪ

1

**0.65

**0.80

21

2

**0.67

**0.73

22

**0.64

3

**0.86

**0.72

23

**0.70

**0.77

4

**0.79

**0.79

24

**0.65

**0.84

44

5

**0.65

**0.81

25

**0.67

**0.65

45

**0.60

6

*0.59

**0.74

26

**0.68

**0.66

46

*0.55

*0.52

7

*0.57

*0.68

27

**0.58

**0.71

47

*0.55

**0.76

8

*0.59

*0.65

28

**0.67

**0.72

48

*0.58

*0.41

9

**0.66

*0.67

29

*0.55

**0.63

49

**0.82

**0.76

*0.41

30

**0.81

*0.50

50

*0.59

**0.64

11

**0.66

**0.77

31

**0.55

*0.55

51

**0.72

**0.77

12

*0.55

**0.81

32

**0.76

**0.76

52

*0.50

**0.69

13

**0.70

*0.60

33

**0.64

**0.64

53

*0.58

**0.65

14

**0.67

*0.88

34

**0.77

**0.77

54

**0.81

**0.66

15

0.59

*0.56

35

**0.69

**0.69

55

**0.72

**0.71

16

**0.68

*0.49

36

**0.68

**0.67

56

*0.59

**0.72

17

**0.64

*0.59

37

**0.69

**0.76

57

**0.69

**0.63

18

**0.70

*0.62

38

*0.59

**0.70

58

*0.59

*0.50

19

**0.65

*0.58

39

**0.75

**0.65

59

**0.80

**0.69

20

**0.66

*0.63

40

**0.75

*0.60

60

*0.55

*0.59

10

* ذات دﻻﻟﺔ ﻋﻨﺪ )(α = 0.05

*0.44

رﻗﻢ اﻟﻔﻘﺮة

اﻻرﺗﺒﺎط

ﺑﺎﻟﺒﻌﺪ

اﻟﻔﻘﺮة

اﻻرﺗﺒﺎط

ﺑﺎﻟﺒﻌﺪ

**0.65

**0.64

41

**0.67

**0.89

**0.64

42

**0.76

**0.74

43

**0.70

**0.69

**0.65

*0.59
**0.61

** دال ﻋﻨﺪ )(α = 0.01

ﯾﺘﻀﺢ ﻣﻦ اﻟﺠﺪول ) (2أن ﻗﯿﻢ ﻣﻌﺎﻣﻼت اﻻرﺗﺒﺎط ﺑﯿﻦ ﻓﻘﺮات اﻟﻤﻘﯿﺎس ﻣﻊ
اﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻗﺪ ﺗﺮاوﺣﺖ ﺑﯿﻦ ) (0.89-44.0وﺑﯿﻦ اﻟﻔﻘﺮة واﻟﻤﺠﺎل اﻟﺘﻲ
ﺗﻨﻤﻲ اﻟﯿﮫ ) (0.89 -0.41وھﻲ ﺟﻤﯿﻌﺎ ً ﻗﯿﻢ داﻟﺔ إﺣﺼﺎﺋﯿﺎ ً ﻋﻨﺪ ﻣﺴﺘﻮى
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ﻣﻌﺎﻣﻞ

اﻻرﺗﺒﺎط

رﻗﻢ

ﻣﻌﺎﻣﻞ

اﻻرﺗﺒﺎط

) (≥α 0.5وﺗﻌﺘﺒﺮ ﻣﺆﺷﺮات ﺟﯿﺪة ﻟﻠﺤﻜﻢ ﻋﻠﻰ ﺻﺪق اﻷداة .ﻛﻤﺎ ﺗﻢ ﺣﺴﺎب
ﻣﻌﺎﻣﻼت اﻻرﺗﺒﺎط ﺑﯿﻦ اﻷﺑﻌﺎد ﺑﺒﻌﻀﮭﺎ وﺑﺎﻟﺪﻻﻟﺔ اﻟﻜﻠﯿﺔ ﻟﻠﻤﻘﯿﺎس ،واﻟﺠﺪول
) (3ﯾﻮﺿﺢ ذﻟﻚ:

The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism
اﻟﺠﺪول  .3ﻗﯿﻢ ﻣﻌﺎﻣﻼت اﻻرﺗﺒﺎط ﺑﯿﻦ أﺑﻌﺎد ﻣﻘﯿﺎس اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ﺑﺒﻌﻀﮭﺎ اﻟﺒﻌﺾ وﺑﺎﻟﺪﻻﻟﺔ اﻟﻜﻠﯿﺔ
اﻟﻤﺨﻄﻂ

اﻟﺤﺮﻣﺎن

اﻟﮭﺠﺮ

اﻹﺳﺎءة

اﻟﻨﻘﺺ

اﻟﻌﺰﻟﺔ

اﻟﮭﺸﺎﺷﺔ

اﻟﺘﺸﺎﺑﻚ

اﻟﻔﺸﻞ

اﻟﻌﻈﻤﺔ

اﻟﻌﺎطﻔﻲ

ﻗﻠﺔ

اﻟﺨﻀﻮع اﻟﺘﻀﺤﯿﺔ

اﻻﻧﻀﺒﺎط

اﻟﻜﻠﻲ

ﺑﺎﻟﺬات

اﻟﺬاﺗﻲ
اﻟﺤﺮﻣﺎن

**0.79

-

اﻟﻌﺎطﻔﻲ
اﻟﮭﺠﺮ

*0.65

اﻹﺳﺎءة

*0.64

*0.58

اﻟﻨﻘﺺ

*0.60

*0.58

**0.72

اﻟﻌﺰﻟﺔ

*0.66

*0.63

**0.75

*0.63

*0.68

-

*0.69

-

**0.78

-

**0.76

-

اﻟﮭﺸﺎﺷﺔ

*0.64

*0.70

*0.64

*0.62

**0.75

-

اﻟﺘﺸﺎﺑﻚ

*0.60

*0.66

*0.65

*0.59

*0.64

*0.63

*0.66
*0.67

-

اﻟﻔﺸﻞ

*0.66

*0.69

*0.62

*0.57

*0.69

0.72** *0.65

-

اﻟﻌﻈﻤﺔ

**0.77

*0.65

*0.61

**0.71

*0.59

**0.66* 0.73

*0.51

ﻗﻠﺔ

**0.76

*0.64

*0.65

**0.72

**0.77

**0.71** 0.62* 0.77** 0.80

**0.81
*0.67

-

*0.69

-

اﻻﻧﻀﺒﺎط
اﻟﺬاﺗﻲ
اﻟﺨﻀﻮع

**0.77

*0.60

*0.60

*0.70

*0.66

0.73** 0.65* *0.77* 0.64* **0.76

اﻟﺘﻀﺤﯿﺔ

*0.67

*0.65

*0.62

.840

*0.64

*0.66

*0.66 **0.77 *0.64

*0.69

*0.65

**0.77
-

*0.70

ﺑﺎﻟﺬات

** ذات دﻻﻟﺔ إﺤصﺎﺌیﺔ ﻋند ﻤستوى ).(0.01 = α
ﯾﺘﻀﺢ ﻣﻦ اﻟﺠﺪول ) (3أن ﺟﻤﯿﻊ ﻗﯿﻢ ﻣﻌﺎﻣﻞ اﻻرﺗﺒﺎط ﺑﯿﻦ اﻷﺑﻌﺎد داﻟﺔ
إﺣﺼﺎﺋﯿﺎ ،وﺗﺮاوﺣﺖ ﺑﯿﻦ ) ،(0.80 – 0.51ﺑﯿﻨﻤﺎ ﺗﺮاوﺣﺖ ﻣﻌﺎﻣﻼت
اﻻرﺗﺒﺎط ﺑﯿﻦ اﻷﺑﻌﺎد واﻟﻤﻘﯿﺎس ﺑﯿﻦ ) (0.84 - 0.56وﺟﻤﯿﻌﮭﺎ داﻟﺔ إﺣﺼﺎﺋﯿﺎً،
وھﺬا ﻣﺆﺷﺮ ﻋﻠﻰ ﺻﺪق اﻟﺒﻨﺎء ﻟﻠﻤﻘﯿﺎس .
ﺛﺒﺎت ﻣﻘﯿﺎس اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ :ﺗﻢ اﺳﺘﺨﺮاج ﻣﻌﺎﻣﻞ اﻟﺜﺒﺎت
ﺑﺎﺳﺘﺨﺪام اﻟﻄﺮق اﻟﺘﺎﻟﯿﺔ :طﺮﯾﻘﺔ إﻋﺎدة اﻻﺧﺘﺒﺎر ﻋﻠﻰ ﻋﯿﻨﺔ ﻣﻜﻮﻧﺔ ﻣﻦ )(30
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* ذات دﻻﻟﺔ إﺤصﺎﺌیﺔ ﻋند ).(0.05 = α
ﻣﺘﻄﺮﻓﺎ ً ﻓﻜﺮﯾﺎ ً ﻣﻦ ﻣﺠﺘﻤﻊ اﻟﺪراﺳﺔ ،وﻣﻦ ﺧﺎرج اﻟﻌﯿﻨﺔ ،ﺣﯿﺚ ﺗﻢ ﺗﻄﺒﯿﻖ
اﻟﻤﻘﯿﺎس وإﻋﺎدة ﺗﻄﺒﯿﻘﮫ ﻋﻠﻰ ﻧﻔﺲ اﻟﻌﯿﻨﺔ ﺑﻔﺎﺻﻞ زﻣﻨﻲ ﺑﻠﻎ اﺳﺒﻮﻋﯿﻦ ،وﺗﻢ
إﯾﺠﺎد ﻣﻌﺎﻣﻼت اﻻرﺗﺒﺎط ﺑﯿﻦ اﻟﺘﻄﺒﯿﻘﯿﻦ ،ﻛﺬﻟﻚ ﺗﻢ إﯾﺠﺎد ﻣﻌﺎﻣﻼت ارﺗﺒﺎط
ﻛﺮوﻧﺒﺎخ أﻟﻔﺎ ،واﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ ،واﻟﺠﺪول ) (4ﯾﺒﯿﻦ ﻧﺘﺎﺋﺞ اﻟﺜﺒﺎت.

Al-Farajat A. M. & Al-sharah H.
اﻟﺠﺪول  .4ﻣﻌﺎﻣﻼت اﻟﺜﺒﺎت ﻟﻠﻤﻘﯿﺎس ﺑﺄﺑﻌﺎده اﻟﻔﺮﻋﯿﺔ ودﻻﻟﺘﮫ اﻟﻜﻠﯿﺔ ﺑﺎﺳﺘﺨﺪام ﻣﻌﺎدﻟﺔ ﻛﺮوﻧﺒﺎخ أﻟﻔﺎ وطﺮﯾﻘﺔ اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ
ﻋﺪد اﻟﻔﻘﺮات

إﻋﺎدة اﻻﺧﺘﺒﺎر

ﻛﺮوﻧﺒﺎخ اﻟﻔﺎ

اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ

اﻟﺒﻌﺪ
اﻟﺤﺮﻣﺎن اﻟﻌﺎطﻔﻲ

5

0.76

0.81

0.79

اﻟﮭﺠﺮ/ﻋﺪم اﻟﺜﺒﺎت

5

0.71

0.89

0.82

ﻋﺪم اﻟﺜﻘﺔ /اﻹﺳﺎءة

5

0.66

0.79

0.80

اﻟﻨﻘﺺ/اﻟﻌﯿﺐ

5

0.80

0.87

0.86

اﻟﻌﺰﻟﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ/اﻻﻏﺘﺮاب

5

0.80

0.77

0.80

اﻟﮭﺸﺎﺷﺔ ﻟﻸذى واﻟﻤﺮض

5

0.66

0.79

0.77

اﻟﺘﺸﺎﺑﻚ /اﻟﺬات ﻏﯿﺮ اﻟﻤﻄﻮرة

5

0.76

0.78

0.76

اﻟﻔﺸﻞ

5

0.77

0.81

0.76

اﻻﺳﺘﺤﻘﺎق /اﻟﻌَ َﻈﻤﺔ

5

0.75

0.79

0.80

ﻋﺪم ﻛﻔﺎﯾﺔ ﺿﺒﻂ اﻟﺬات/اﻻﻧﻀﺒﺎط اﻟﺬاﺗﻲ

5

0.68

0.80

0.88

اﻟﺨﻀﻮع ﻟﻶﺧﺮﯾﻦ

5

0.88

0.77

0.77

اﻟﺘﻀﺤﯿﺔ ﺑﺎﻟﺬات

5

0,70

0.76

0.78

اﻟﻜﻠﻲ

60

0.74

0.75

0.82

ﺗﺸﯿﺮ ﻧﺘﺎﺋﺞ اﻟﺠﺪول ) (4إﻟﻰ أن ﻣﻌﺎﻣﻼت اﻟﺜﺒﺎت ﺑﺎﺳﺘﺨﺪام ﻣﻌﺎدﻟﺔ ﻛﺮوﻧﺒﺎخ
أﻟﻔﺎ ﺗﺮاوﺣﺖ ﺑﯿﻦ) ،(0.89-0.75وﻋﻠﻰ اﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ) ،(0.75وﺟﻤﯿﻌﮭﺎ
داﻟﺔ إﺣﺼﺎﺋﯿﺎ ً ﻋﻨﺪ ﻣﺴﺘﻮى اﻟﺪﻻﻟﺔ ) (≥α. 0.05وﻗﺪ ﺗﺮاوﺣﺖ ﻗﯿﻢ ﻣﻌﺎﻣﻞ
اﻟﺜﺒﺎت ﺑﻄﺮﯾﻘﺔ اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ ﺑﯿﻦ ) ،(0.88-0.76وﺑﻠﻐﺖ ﻟﻠﺪرﺟﺔ اﻟﻜﻠﯿﺔ
) ،(0.82وﺟﻤﯿﻌﮭﺎ داﻟﺔ إﺣﺼﺎﺋﯿﺎ ﻋﻨﺪ ﻣﺴﺘﻮى اﻟﺪﻻﻟﺔ ) (≥α 0.05
وﺗﺮاوﺣﺖ ﻣﻌﺎﻣﻼت ارﺗﺒﺎط إﻋﺎدة اﻻﺧﺘﺒﺎر ﺑﯿﻦ ) ، (0.88-066وﺑﻠﻐﺖ
ﻟﻠﺪرﺟﺔ اﻟﻜﻠﯿﺔ ).(0.74
.2

ﻣﻘﯿﺎس اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي:
ﺗﻢ ﺗﻄﻮﯾﺮ ﻣﻘﯿﺎس اﻟﺘﻄﺮف اﻟﻔﻜﺮي ﺑﺎﻻﺳﺘﻨﺎد ﻟﻸدب اﻟﻨﻈﺮي
اﻟﻤﺘﻌﻠﻖ ﺑﺎﻟﻤﻮﺿﻮع واﻹطﻼع ﻋﻠﻰ اﻟﺪراﺳﺎت اﻟﻤﺘﻮﻓﺮة؛ ﻣﺜﻞ
دراﺳﺔ اﻟﺮواﺷﺪة ،24ودراﺳﺔ اﻟﻠﯿﻞ واﻟﺸﻤﯿﻤﺮي ،38ودراﺳﺔ أﺑﻮ
دواﺑﺔ .4وﻗﺪ ﺗﻜﻮن اﻟﻤﻘﯿﺎس ﻓﻲ ﺻﻮرﺗﮫ اﻷوﻟﯿﺔ ﻣﻦ ) (34ﻓﻘﺮة.
ُوزﻋﺖ ﻋﻠﻰ ) (4أﺑﻌﺎد ،وھﻲ) :اﻟﺘﻄﺮف اﻟﺴﯿﺎﺳﻲ ،واﻟﺘﻄﺮف
اﻻﺟﺘﻤﺎﻋﻲ ،واﻟﺘﻄﺮف اﻟﺪﯾﻨﻲ ،واﻟﺘﻄﺮف اﻷﯾﺪﯾﻮﻟﻮﺟﻲ( .وﻟﻜﻞ
ﻓﻘﺮة ﺳﻠﻢ ﺧﻤﺎﺳﻲ ﻟﻺﺟﺎﺑﺔ )داﺋﻤﺎ ،ﻏﺎﻟﺒﺎ ،أﺣﯿﺎﻧﺎ ،ﻧﺎدرا ،أﺑﺪا(.

ﺻﺪق اﻟﻤﻘﯿﺎس :ﺗﻢ إﯾﺠﺎد ﻣﺆﺷﺮات ﺻﺪق اﻟﻤﻘﯿﺎس ﺑﺎﺳﺘﺨﺪام اﻟﻄﺮق
اﻟﺘﺎﻟﯿﺔ :
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ﺻﺪق اﻟﻤﺤﺘﻮى :ﺗﻢ ﻋﺮض اﻟﻤﻘﯿﺎس ﺑﺼﻮرﺗﮫ اﻷوﻟﯿﺔ ،واﻟﻤﻜﻮن
ﻣﻦ ) (34ﻓﻘﺮة ،ﻋﻠﻰ ) (10ﻣﺤﻜﻤﯿﻦ ﻣﻦ ذوي اﻻﺧﺘﺼﺎص ﻓﻲ
ﻣﺠﺎل اﻹرﺷﺎد اﻟﻨﻔﺴﻲ وﻋﻠﻢ اﻟﻨﻔﺲ اﻹﻛﻠﯿﻨﯿﻜﻲ ﻓﻲ اﻟﺠﺎﻣﻌﺎت
اﻷردﻧﯿﺔ .ﺣﯿﺚ ُ
طﻠﺐ ﻣﻨﮭﻢ اﻟﺤﻜﻢ ﻋﻠﻰ دﻗﺔ اﻟﺼﯿﺎﻏﺔ اﻟﻠﻐﻮﯾﺔ
وﺳﻼﻣﺘﮭﺎ ،وﻋﻠﻰ وﺿﻮح اﻟﻔﻘﺮة وﻣﻨﺎﺳﺒﺘﮭﺎ ﻟﻠﮭﺪف اﻟﻨﮭﺎﺋﻲ ﻣﻦ
اﻟﻤﻘﯿﺎس .وﻗﺪ ﺗﻢ اﻋﺘﻤﺎد إﺟﻤﺎع ﺛﻤﺎﻧﯿﺔ ﻣﻦ اﻟﻤﺤﻜﻤﯿﻦ ﻟﻘﺒﻮل اﻟﻔﻘﺮة
واﻹﺑﻘﺎء ﻋﻠﯿﮭﺎ ﻛﻤﺎ ھﻲ ،وﺗﻌﺪﯾﻠﮭﺎ ﻓﻲ ﺣﺎل اﻗﺘﺮح اﺛﻨﺎن ﻣﻦ
اﻟﻤﺤﻜﻤﯿﻦ اﻟﺘﻌﺪﯾﻞ .وﻟﻢ ﯾﺘﻢ ﺣﺬف أي ﻓﻘﺮة ،وﺟﺮى ﺗﻌﺪﯾﻞ ﺑﻌﺾ
اﻟﻔﻘﺮات ﺑﻨﺎ ًء ﻋﻠﻰ رأي اﻟﻤﺤﻜﻤﯿﻦ .
اﻟﺼﺪق اﻟﺘﻤﯿﯿﺰي :ﺗﻢ اﺳﺘﺨﺮاج دﻻﻻت اﻟﺼﺪق اﻟﺘﻤﯿﯿﺰي ﻣﻦ
ﺧﻼل ﺗﻄﺒﯿﻖ اﻟﻤﻘﯿﺎس ﻋﻠﻰ ﻣﺠﻮﻋﺘﯿﻦ :اﻷوﻟﻰ ) (15ﻣﺘﻄﺮﻓﺎ ً
ﺑﺤﻜﻢ اﻟﻘﺎﻧﻮن ،واﻟﺜﺎﻧﯿﺔ ) (15ﺷﺨﺼﺎ ﻏﯿﺮ ﻣﺘﻄﺮف ،ﺗﻢ
اﺧﺘﯿﺎرھﻤﺎ ﻣﻦ ﺧﺎرج أﻓﺮاد اﻟﺪراﺳﺔ ،وﺗﻤﺖ اﻟﻤﻘﺎرﻧﺔ ﺑﯿﻦ
ﻣﺘﻮﺳﻄﺎت أداء اﻟﻤﺠﻤﻮﻋﺘﯿﻦ ﻋﻠﻰ اﻟﻤﻘﯿﺎس ﺑﺎﺳﺘﺨﺪام اﺧﺘﺒﺎر )ت(
ﻟﻔﺤﺺ دﻻﻟﺔ اﻟﻔﺮوق ﺑﯿﻦ اﻟﻤﺠﻤﻮﻋﺘﯿﻦ ،واﻟﺠﺪول ) (5ﯾﻮﺿﺢ
ذﻟﻚ :

The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism
اﻟﺠﺪول  .5ﻧﺘﺎﺋﺞ اﺧﺘﺒﺎر )ت( ﻟﻔﺤﺺ دﻻﻟﺔ اﻟﻔﺮوق ﺑﯿﻦ ﻣﺘﻮﺳﻄﻲ اﻟﻤﺠﻤﻮﻋﺘﯿﻦ ﻋﻠﻰ ﻣﻘﯿﺎس اﻟﺘﻄﺮف اﻟﻔﻜﺮي
اﻟﻤﺘﻮﺳﻂ اﻟﺤﺴﺎﺑﻲ

اﻻﻧﺤﺮاف
اﻟﻤﻌﯿﺎري

اﻟﻔﺮق ﻓﻲ
اﻟﻤﺘﻮﺳﻄﺎت

ﻗﯿﻤﺔ )ت(

ﻣﺴﺘﻮى
اﻟﺪﻻﻟﺔ

اﻟﻤﺠﻤﻮﻋﺔ

اﻟﻤﺘﻄﺮﻓﻮن

15

100.55

1.40

41.11

-23.23

*0.00

ﻏﯿﺮ اﻟﻤﺘﻄﺮﻓﻮن

15

59.44

1.81

اﻟﻌﺪد

*ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﻋﻨﺪ ﻣﺴﺘﻮى(α ≤ 0.05).


أﺷﺎرت ﻧﺘﺎﺋﺞ اﻟﺠﺪول ) (5إﻟﻰ وﺟﻮد ﻓﺮوق ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﺑﯿﻦ
ﻣﺘﻮﺳﻄﻲ اﻟﻤﺠﻤﻮﻋﺘﯿﻦ اﻟﻤﺘﻄﺮﻓﺔ وﻏﯿﺮ اﻟﻤﺘﻄﺮﻓﺔ ﻓﻲ اﻟﺘﻄﺮف اﻟﻔﻜﺮي ،ﻓﻘﺪ
ﺑﻠﻐﺖ ﻗﯿﻤﺔ ت ) (23.23وﻣﺴﺘﻮى اﻟﺪﻻﻟﺔ ) ،(0.00وﺑﺎﻟﻨﻈﺮ إﻟﻰ اﻟﻤﺘﻮﺳﻄﺎت
ﯾﺘﻀﺢ أن ﻣﺘﻮﺳﻂ اﻟﻤﺠﻤﻮﻋﺔ اﻟﻤﺘﻄﺮﻓﺔ ) (100.55أﻋﻠﻰ ﻣﻦ ﻣﺘﻮﺳﻂ
اﻟﻤﺠﻤﻮﻋﺔ ﻏﯿﺮ اﻟﻤﺘﻄﺮﻓﺔ ).(59.44

ﺻﺪق اﻟﺒﻨﺎء :ﺗﻢ ﺣﺴﺎب دﻻﻻت ﺻﺪق اﻟﺒﻨﺎء ﻟﻠﻤﻘﯿﺎس ﻣﻦ ﺧﻼل
ﺗﻄﺒﯿﻘﮫ ﻋﻠﻰ ﻋﯿﻨﺔ اﺳﺘﻄﻼﻋﯿﺔ ﺗﻀﻢ ) (30ﻓﺮدا ﻣﺘﻄﺮﻓﺎ ﺑﺤﻜﻢ
اﻟﻘﺎﻧﻮن ،ﺗﻢ اﺧﺘﯿﺎرھﻢ ﻣﻦ ﻣﺠﺘﻤﻊ اﻟﺪراﺳﺔ وﻣﻦ ﺧﺎرج ﻋﯿﻨﺘﮭﺎ،
وﻗﺪ ﺗﻢ ﺣﺴﺎب ﻣﻌﺎﻣﻼت اﻻرﺗﺒﺎط ﺑﯿﻦ اﻟﺪرﺟﺔ ﻋﻠﻰ ﻛﻞ ﻓﻘﺮة
ﺑﺎﻟﺪﻻﻟﺔ اﻟﻜﻠﯿﺔ ﻟﻠﻤﻘﯿﺎس ،واﻟﺠﺪول ) (6ﯾﻮﺿﺢ ذﻟﻚ.

اﻟﺠﺪول رﻗﻢ  .6ﻗﯿﻢ ﻣﻌﺎﻣﻼت ارﺗﺒﺎط ﻛﻞ ﻓﻘﺮة ﻣﻦ ﻓﻘﺮات ﻣﻘﯿﺎس اﻟﺘﻄﺮف اﻟﻔﻜﺮي ﺑﺎﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻋﻠﻰ اﻟﻤﻘﯿﺎس

**
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رﻗﻢ

ﻣﻌﺎﻣﻞ

رﻗﻢ

ﻣﻌﺎﻣﻞ

رﻗﻢ

ﻣﻌﺎﻣﻞ

رﻗﻢ

ﻣﻌﺎﻣﻞ

رﻗﻢ

ﻣﻌﺎﻣﻞ

اﻟﻔﻘﺮة

اﻻرﺗﺒﺎط

اﻟﻔﻘﺮة

اﻻرﺗﺒﺎط

اﻟﻔﻘﺮة

اﻻرﺗﺒﺎط

اﻟﻔﻘﺮة

اﻻرﺗﺒﺎط

اﻟﻔﻘﺮة

اﻻرﺗﺒﺎط

اﻟﻔﻘﺮة

اﻻرﺗﺒﺎط

1

**0.76

7

**0.86

13

**0.75

19

**0.76

25

**0.71

31

**0.76

2

**0.75

8

**0.76

14

**0.72

20

**0.69

26

**0.77

32

**0.64

3

**0.65

9

**0.74

15

**0.64

21

**0.75

27

**0.70

33

**0.70

4

**0.71

10

**0.80

16

**0.69

22

**0.65

28

**0.65

34

**0.80

5

**0.88

11

**0.82

17

**0.70

23

**0.62

29

**0.70

6

**0.76

12

**0.73

18

**0.82

24

**0.64

30

**0.74

ذات دﻻﻟﺔ اﺣﺼﺎﺋﯿﺔ ﻋﻨﺪ)(α= 0.01

ﯾﺘﻀﺢ ﻣﻦ اﻟﺠﺪول ) (6أن ﻗﯿﻢ ﻣﻌﺎﻣﻼت اﻻرﺗﺒﺎط ﺑﯿﻦ ﻓﻘﺮات اﻟﻤﻘﯿﺎس ﻣﻊ
اﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻗﺪ ﺗﺮاوﺣﺖ ﺑﯿﻦ ) (0.88 - 64.0وھﻲ ﺟﻤﯿﻌﺎ ً ﻗﯿﻢ داﻟﺔ
إﺣﺼﺎﺋﯿﺎ ً ﻋﻨﺪ ﻣﺴﺘﻮى ) (≥α 0.5وﺗﻌﺘﺒﺮ ﻣﺆﺷﺮات ﺟﯿﺪة ﻟﻠﺤﻜﻢ ﻋﻠﻰ ﺻﺪق

اﻷداة .ﻛﻤﺎ ﻗﺎﻣﺖ اﻟﺒﺎﺣﺜﺔ ﺑﺤﺴﺎب ﻣﻌﺎﻣﻼت اﻻرﺗﺒﺎط ﺑﯿﻦ اﻷﺑﻌﺎد ﺑﺒﻌﻀﮭﺎ
ذﻟﻚ
ﯾﻮﺿﺢ
) (7
واﻟﺠﺪول
ﻟﻠﻤﻘﯿﺎس،
اﻟﻜﻠﯿﺔ
وﺑﺎﻟﺪﻻﻟﺔ

اﻟﺠﺪول  .7ﻗﯿﻢ ﻣﻌﺎﻣﻼت اﻻرﺗﺒﺎط ﺑﯿﻦ أﺑﻌﺎد ﻣﻘﯿﺎس اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي ﺑﺒﻌﻀﮭﺎ اﻟﺒﻌﺾ وﺑﺎﻟﺪﻻﻟﺔ اﻟﻜﻠﯿﺔ
اﻟﻤﺠﺎل

اﻟﺴﯿﺎﺳﻲ

اﻟﺴﯿﺎﺳﻲ

-

اﻻﺟﺘﻤﺎﻋﻲ

.650

-

اﻟﺪﯾﻨﻲ

0.65

0.71

-

اﻷﯾﺪوﻟﻮﺟﻲ

.660

0.65

0.70

**ذات دﻻﻟﺔ إﺣﺼﺎﺋﯿﺔ ﻋﻨﺪ ﻣﺴﺘﻮى (α = 0.01).
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اﻻﺟﺘﻤﺎﻋﻲ

اﻟﺪﯾﺒﻨﻲ

اﻷﯾﺪوﻟﻮﺟﻲ

اﻟﻜﻠﻲ
0.87
0.77
0.70

-

0.71

Al-Farajat A. M. & Al-sharah H.
ﯾﺘﻀﺢ ﻣﻦ اﻟﺠﺪول ) (7أن ﺟﻤﯿﻊ ﻗﯿﻢ ﻣﻌﺎﻣﻞ اﻻرﺗﺒﺎط ﺑﯿﻦ اﻷﺑﻌﺎد داﻟﺔ
إﺣﺼﺎﺋﯿﺎ ،وﺗﺮاوﺣﺖ ﺑﯿﻦ ) ،(0.79 – 0.65ﺑﯿﻨﻤﺎ ﺗﺮاوﺣﺖ ﻣﻌﺎﻣﻼت
اﻻرﺗﺒﺎط ﺑﯿﻦ اﻷﺑﻌﺎد واﻟﻤﻘﯿﺎس ﻣﻦ ) (0.84 - 0.56وﺟﻤﯿﻌﮭﺎ داﻟﺔ إﺣﺼﺎﺋﯿﺎ،
وھﺬا ﻣﺆﺷﺮ ﻋﻠﻰ ﺻﺪق اﻟﺒﻨﺎء ﻟﻠﻤﻘﯿﺎس .

ﺛﺒﺎت ﻣﻘﯿﺎس اﻟﺘﻄﺮف اﻟﻔﻜﺮي :ﺗﻢ اﺳﺘﺨﺮاج ﻣﻌﺎﻣﻞ اﻟﺜﺒﺎت ﺑﺎﺳﺘﺨﺪام اﻟﻄﺮق
اﻟﺘﺎﻟﯿﺔ :طﺮﯾﻘﺔ إﻋﺎدة اﻻﺧﺘﺒﺎر ﻋﻠﻰ ﻋﯿﻨﺔ ﻣﻜﻮﻧﺔ ﻣﻦ ) (30ﻣﺘﻄﺮﻓﺎ ً ﻓﻜﺮﯾﺎ ً ﻣﻦ
ﻣﺠﺘﻤﻊ اﻟﺪراﺳﺔ ،وﻣﻦ ﺧﺎرج اﻟﻌﯿﻨﺔ ،ﺣﯿﺚ ﺗﻢ ﺗﻄﺒﯿﻖ اﻟﻤﻘﯿﺎس وإﻋﺎدة ﺗﻄﺒﯿﻘﮫ
ﻋﻠﻰ ﻧﻔﺲ اﻟﻌﯿﻨﺔ ﺑﻔﺎﺻﻞ زﻣﻨﻲ ﺑﻠﻎ اﺳﺒﻮﻋﯿﻦ ،وﺗﻢ إﯾﺠﺎد ﻣﻌﺎﻣﻼت اﻻرﺗﺒﺎط
ﺑﯿﻦ اﻟﺘﻄﺒﯿﻘﯿﻦ ،ﻛﺬﻟﻚ ﺗﻢ إﯾﺠﺎد ﻣﻌﺎﻣﻼت ارﺗﺒﺎط ﻛﺮوﻧﺒﺎخ أﻟﻔﺎ ،واﻟﺘﺠﺰﺋﺔ
اﻟﻨﺼﻔﯿﺔ ،واﻟﺠﺪول ) (8ﯾﺒﯿﻦ ﻧﺘﺎﺋﺞ اﻟﺜﺒﺎت.

اﻟﺠﺪول  .8ﻣﻌﺎﻣﻼت اﻟﺜﺒﺎت ﻟﻠﻤﻘﯿﺎس ﺑﺄﺑﻌﺎده اﻟﻔﺮﻋﯿﺔ ودﻻﻟﺘﮫ اﻟﻜﻠﯿﺔ ﺑﺎﺳﺘﺨﺪام ﻣﻌﺎدﻟﺔ ﻛﺮوﻧﺒﺎخ أﻟﻔﺎ وطﺮﯾﻘﺔ اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ
اﻟﺒﻌﺪ
اﻟﺴﯿﺎﺳﻲ
اﻻﺟﺘﻤﺎﻋﻲ
اﻟﺪﯾﻨﻲ
اﻷﯾﺪﯾﻮﻟﻮﺟﻲ
اﻟﻜﻠﻲ

ﻋﺪد اﻟﻔﻘﺮات
7
7
8
12
34

إﻋﺎدة اﻻﺧﺘﺒﺎر
0.70
0.78
0.62
0.71
0.73

ﺗﺸﯿﺮ ﻧﺘﺎﺋﺞ اﻟﺠﺪول ) (8إﻟﻰ أن ﻣﻌﺎﻣﻼت اﻟﺜﺒﺎت ﺑﺎﺳﺘﺨﺪام ﻣﻌﺎدﻟﺔ ﻛﺮوﻧﺒﺎخ
أﻟﻔﺎ ﺗﺮاوﺣﺖ ﺑﯿﻦ) ،(0.86-0.74وﻋﻠﻰ اﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ) ،(0.81وﺟﻤﯿﻌﮭﺎ
داﻟﺔ إﺣﺼﺎﺋﯿﺎ ﻋﻨﺪ ﻣﺴﺘﻮى اﻟﺪﻻﻟﺔ ) (≥α. 0.05وﻗﺪ ﺗﺮاوﺣﺖ ﻗﯿﻢ ﻣﻌﺎﻣﻞ
اﻟﺜﺒﺎت ﺑﻄﺮﯾﻘﺔ اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ ﺑﯿﻦ ) ،(0.82-0.78وﺑﻠﻐﺖ ﻟﻠﺪرﺟﺔ اﻟﻜﻠﯿﺔ
) ،(0.80وﺟﻤﯿﻌﮭﺎ داﻟﺔ إﺣﺼﺎﺋﯿﺎ ﻋﻨﺪ ﻣﺴﺘﻮى اﻟﺪﻻﻟﺔ ) ،( ≥α 0.0
وﺗﺮاوﺣﺖ ﻣﻌﺎﻣﻼت ارﺗﺒﺎط إﻋﺎدة اﻻﺧﺘﺒﺎر ﺑﯿﻦ ) ،(0.78-0.62وﺑﻠﻐﺖ
ﻟﻠﺪرﺟﺔ اﻟﻜﻠﯿﺔ ) .(0.73وھﺬا ﻣﺆﺷﺮ ﻋﻠﻰ دﻗﺔ اﻟﻤﻘﯿﺎس.

إﺟﺮاءات اﻟﺪراﺳﺔ :ﺗﻢ اﻟﺤﺼﻮل ﻋﻠﻰ اﻟﻤﻮاﻓﻘﺎت اﻟﺮﺳﻤﯿﺔ اﻟﻼزﻣﺔ ﻹﺟﺮاء
اﻟﺪراﺳﺔ ،ﺛﻢ ﺗﻢ اﻟﺘﺄﻛﺪ ﻣﻦ ﺻﻼﺣﯿﺔ أدوات اﻟﺪراﺳﺔ واﻟﺘﺤﻘﻖ ﻣﻦ ﺻﺪﻗﮭﺎ
وﺛﺒﺎﺗﮭﺎ ،ﺛﻢ ﻗﺎﻣﺖ اﻟﺒﺎﺣـﺜﺔ ﺑﺘﻮﺟﯿﮫ ﺧﻄﺎب إﻟﻰ اﻟﺠﮭﺎت اﻷﻣﻨﯿﺔ اﻟﻤﺤﺪدة
ﻣﺘﻀﻤﻨﺎ ً اﻟﺴﻤﺎح ﺑﺘﻄﺒﯿـﻖ أدوات اﻟﺪراﺳـﺔ ﻋﻠـﻰ اﻟﻌﯿﻨـﺔ اﻟﻤﺴﺘﮭﺪﻓﺔ ،واﻟﺘﻲ ﺗﻢ
اﻟﻌﻤﻞ ﻣﻌﮭﺎ ﺑﻌﺪ اﻟﻤﻮاﻓﻘﺔ ﻋﻠﻰ اﻟﺨﻄﺎب ،وﻗﺪ ﺗﻢ اﻟﺘﻄﺒﯿﻖ ﻣـﻦ ﻗﺒـﻞ ﺑﺎﺣـﺚ
ﯾﻌﻤﻞ ﻓﻲ أﺣﺪ ﻣﺮاﻛﺰھﺎ .وﻗﺪ ﺗﻢ ﺗﻮﺿﯿﺢ ﺑﻌﺾ اﻟﻨﻘﺎط اﻟﻤﻄﻠﻮﺑﺔ ﻟﮫ ،وﺗﻮﺿﯿﺢ
ھﺪف وأھﻤﯿﺔ ھﺬه اﻟﺪراﺳـﺔ ،وأھﻤﯿﺔ اﻟﺘﻮﺿﯿﺢ ﻷﻓﺮاد اﻟﻌﯿﻨﺔ ﺑﺄن اﻟﺒﯿﺎﻧـﺎت
ﺳﺮﯾﺔ ،وﺣﺜﮭﻢ ﻋﻠﻰ اﻟﺘﻌﺎون واﻹﺟﺎﺑﺔ ﺑﻜﻞ ﺻﺪق ،واﻟﺘﺄﻛﯿﺪ ﻋﻠﻰ ﻋﺪم ﺗﺮك أﯾﺔ
ﻓﻘﺮة دون إﺟﺎﺑﺔ ،ﺛﻢ ﺗﺠﻤﯿﻊ اﻷدوات .وﺗﻢ ذﻟﻚ ﻓﻲ اﻟﻤﺮاﻛﺰ اﻹﺻﻼﺣﯿﺔ اﻟﺘﻲ
ﺗُﻌﻨﻰ ﺑﺈﻋﺎدة اﻟﺘﺄھﯿﻞ ،وﺑﻌﺪ اﻻﻧﺘﮭﺎء ﻣﻦ اﻟﺘﻄﺒﯿﻖ ﻣﺒﺎﺷﺮة ،ﺗﺠﻤﻊ اﻟﻤﻘﺎﯾﯿﺲ
وﺗﺮﻗﯿﻤﮭﺎ وﺗﺮﺗﯿﺒﮭﺎ ،ﺛﻢ ﻗﺎﻣﺖ اﻟﺒﺎﺣﺜﺔ ﺑﺘﻔﺮﯾﻎ اﻟﺒﯿﺎﻧﺎت وﺗﺼﺤﯿﺤﮭﺎ ورﺻﺪ
اﻟﺪرﺟﺎت اﻟﺘﻲ ﺣﺼﻞ ﻋﻠﯿﮭﺎ ﻛﻞ ﻓﺮد ﻣﻦ أﻓﺮاد اﻟﻌﯿﻨـﺔ ﻋﻠﻰ ﻛﻞ ﻋﺒﺎرة ﻣﻦ
ﻋﺒﺎرات اﻟﻤﻘﯿﺎﺳﺎن )اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ،واﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف
اﻟﻔﻜﺮي( ،واﺳﺘﺒﻌﺎد اﻻﺳﺘﺠﺎﺑﺎت ﻏﯿﺮ اﻟﺼﺎﻟﺤﺔ واﻟﺘﻲ ﺑﻠﻎ ﻋﺪدھﺎ ) ،(15وﺗـﻢ
ﺣـﺴﺎب اﻟﺪرﺟﺔ اﻟﻜﻠﯿﺔ ﻟﻜﻞ ﻣﻘﯿﺎس ،ﺛﻢ ﻗﺎﻣﺖ اﻟﺒﺎﺣﺜﺔ ﺑﺠﺪوﻟﺔ اﻟﻨﺘﺎﺋﺞ ﺑﺎﺳﺘﺨﺪام
ﺑﺮﻧﺎﻣﺞ اﻟﺮزم اﻹﺣﺼﺎﺋﯿﺔ ﻟﻠﻌﻠﻮم اﻻﺟﺘﻤﺎﻋﯿﺔ  SPSSوﺑﺮﻧﺎﻣﺞ أﻣﻮس
ﻟﯿﺼﺒﺢ ﻣﻦ اﻟﯿﺴﺮ ﻣﻌﺎﻟﺠﺘﮭﺎ إﺣﺼﺎﺋﯿﺎ ً .

اﻟﺘﺤﻠﯿﻞ اﻹﺣﺼﺎﺋﻲ :ﺗﻢ اﺳﺘﺨﺪام ﺑﺮﻧﺎﻣﺞ أﻣﻮس ،وﺑﺮﻧﺎﻣﺞ اﻟﺮزم اﻹﺣﺼﺎﺋﯿﺔ
SPSS-Version:21ﻟﺘﻔﺮﯾﻎ اﻟﺒﯿﺎﻧﺎت وﻣﻌﺎﻟﺠﺘﮭﺎ ﻛﻤﺎ ﯾﻠﻲ:
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ﻛﺮوﻧﺒﺎخ اﻟﻔﺎ
0.74
0.79
0.82
0.86
0.81

اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ
0.78
0.83
0.79
0.82
0.80



اﻷﺳﺎﻟﯿﺐ اﻹﺣﺼﺎﺋﯿﺔ اﻟﻤﺴﺘﺨﺪﻣﺔ ﻓﻲ اﻟﺘﺤﻘﻖ ﻣﻦ ﺻﺪق وﺛﺒﺎت
اﻷدوات:
 oﻣﻌﺎﻣﻞ ارﺗﺒﺎط ﺑﯿﺮﺳﻮن :ﻟﻠﺘﺤﻘﻖ ﻣﻦ ﺻﺪق اﻻﺗﺴﺎق
اﻟﺪاﺧﻠﻲ ﻟﻠﻤﻘﯿﺎس ،وﺛﺒﺎت اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ
 oﻣﻌﺎﻣﻞ ﺳﺒﯿﺮﻣﺎن – ﺑﺮاون :ﻟﺘﻌﺪﯾﻞ طﻮل اﻟﻤﻘﯿﺎس ﻓﻲ
ﺛﺒﺎت اﻟﺘﺠﺰﺋﺔ اﻟﻨﺼﻔﯿﺔ
 oاﻻﺗﺴﺎق اﻟﺪاﺧﻠﻲ؛ ﻣﻌﺎﻣﻞ ﻛﺮوﻧﺒﺎخ أﻟﻔﺎ ﻟﻠﺜﺒﺎت.



اﻷﺳﺎﻟﯿﺐ اﻹﺣﺼﺎﺋﯿﺔ اﻟﻤﺴﺘﺨﺪﻣﺔ ﻓﻲ اﻹﺟﺎﺑﺔ ﻋﻠﻰ أﺳﺌﻠﺔ
اﻟﺪراﺳﺔ:
 -1اﻹﺣﺼﺎء اﻟﻮﺻﻔﻲ :اﻟﻤﺘﻮﺳﻄﺎت اﻟﺤﺴﺎﺑﯿﺔ ،واﻻﻧﺤﺮاﻓﺎت
اﻟﻤﻌﯿﺎرﯾﺔ ،واﻟﻨﺴﺐ اﻟﻤﺌﻮﯾﺔ.
 -2اﻹﺣﺼﺎء اﻻﺳﺘﺪﻻﻟﻲ :اﺧﺘﺒﺎر )ت() ، (t-testوﺗﺤﻠﯿﻞ
اﻟﺘﺒﺎﯾﻦ اﻟﻤﺘﻌﺪد) ، (ONE-WΑY MΑNOVΑوﺗﺤﻠﯿﻞ
اﻻﻧﺤﺪار ،واﺧﺘﺒﺎر ﺷﺎﻓﯿﮫ ﻟﻠﻤﻘﺎرﻧﺎت اﻟﺒﻌﺪﯾﺔ.

ﻧﺘﺎﺋﺞ اﻟﺪراﺳﺔ
ھﺪﻓﺖ اﻟﺪراﺳﺔ اﻟﺤﺎﻟﯿﺔ إﻟﻰ اﻟﻜﺸﻒ ﻋﻦ اﻟﻘﺪرة اﻟﺘﻨﺒﺆﯾﮫ ﻟﻠﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ
ﻓﻲ اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي ،وﺳﯿﺘﻢ ﻋﺮض اﻟﻨﺘﺎﺋﺞ ﺣﺴﺐ أﺳﺌﻠﺘﮭﺎ :
أوﻻً :اﻟﻨﺘﺎﺋﺞ اﻟﻤﺘﻌﻠّﻘﺔ ﺑﺎﻟﺴﺆال اﻷول" :ﻣﺎ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ
اﻷﻛﺜﺮ ﺷﯿﻮﻋﺎ ً ﻟﺪى اﻟﻤﺘﻄﺮﻓﯿﻦ ﻓﻜﺮﯾﺎ ً؟" ﻟﻺﺟﺎﺑﺔ ﻋﻦ ھﺬا اﻟﺴﺆال ،ﻓﻘﺪ ﺗ ّﻢ إﯾﺠﺎد
اﻟﻤﺘﻮﺳﻄﺎت اﻟﺤﺴﺎﺑﯿﺔ واﻻﻧﺤﺮاﻓﺎت اﻟﻤﻌﯿﺎرﯾﺔ واﻟﻨﺴﺐ اﻟﻤﺌﻮﯾﺔ ﻟﺠﻤﯿﻊ أﺑﻌﺎد
اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ،وﺗ ّﻢ ﺗﺮﺗﯿﺐ ھﺬه اﻷﺑﻌﺎد ﺗﻨﺎزﻟﯿﺎ ً وﻓﻘﺎ ً ﻟﺪرﺟﺔ
ﺷﯿﻮﻋﮭﺎ ،واﻟﺠﺪول ) (9ﯾﻮﺿﺢ ذﻟﻚ.

The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism
ﺟﺪول  .9اﻟﻤﺘﻮﺳﻄﺎت اﻟﺤﺴﺎﺑﯿﺔ واﻻﻧﺤﺮاﻓﺎت اﻟﻤﻌﯿﺎرﯾﺔ واﻟﻨﺴﺐ اﻟﻤﺌﻮﯾﺔ ﻟﺠﻤﯿﻊ أﺑﻌﺎد اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ
اﻟﺒﻌﺪ

اﻟﻤﺘﻮﺳﻂ اﻟﺤﺴﺎﺑﻲ

اﻻﻧﺤﺮاف اﻟﻤﻌﯿﺎري

اﻟﻤﺴﺘﻮى

اﻟﻨﺴﺒﺔ اﻟﻤﺌﻮﯾﺔ

اﻻﺳﺘﺤﻘﺎق /اﻟ َﻌ َﻈﻤﺔ

3.10

.51

ﻣﺘﻮﺳﻂ

%62

اﻟﺤﺮﻣﺎن اﻟﻌﺎطﻔﻲ

2.98

.46

ﻣﺘﻮﺳﻂ

%58

اﻟﺘﻀﺤﯿﺔ ﺑﺎﻟﺬات

2.96

.71

ﻣﺘﻮﺳﻂ

%42

اﻟﺘﺸﺎﺑﻚ/اﻟﺬات ﻏﯿﺮ اﻟﻤﺘﻄﻮرة

2.90

.63

ﻣﺘﻮﺳﻂ

%43

ﻋﺪم اﻟﺜﻘﺔ  /اﻹﺳﺎءة

2.74

.62

ﻣﺘﻮﺳﻂ

%40

ﻗﻠﺔ اﻻﻧﻀﺒﺎط اﻟﺬاﺗﻲ

2.65

.82

ﻣﺘﻮﺳﻂ

%59

اﻟﻔﺸﻞ

2.63

.53

ﻣﺘﻮﺳﻂ

%50

اﻟﻌﺰﻟﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ/اﻻﻏﺘﺮاب

2.55

.64

ﻣﺘﻮﺳﻂ

%53

اﻟﻨﻘﺺ/اﻟﻌﯿﺐ

2.34

.41

ﻣﺘﻮﺳﻂ

%52

اﻟﮭﺠﺮ/ﻋﺪم اﻟﺜﺒﺎت

2.18

.90

ﻣﻨﺨﻔﺾ

%54

اﻟﺨﻀﻮع ﻟﻶﺧﺮﯾﻦ

2.16

.72

ﻣﻨﺨﻔﺾ

%46

اﻟﮭﺸﺎﺷﺔ ﻟﻸذى أواﻟﻤﺮض

2.06

.88

ﻣﻨﺨﻔﺾ

%55

ﺛﺎﻧﯿﺎً :اﻟﻨﺘﺎﺋﺞ اﻟﻤﺘﻌﻠّﻘﺔ ﺑﺎﻟﺴﺆال اﻟﺜﺎﻧﻲ" :ﻣﺎ ﻣﺴﺎھﻤﺔ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ
اﻟﻼﺗﻜﯿﻔﯿﺔ وﻋﻮاﻣﻞ اﻟﺸﺨﺼﯿﺔ واﻟﺤﺎﺟﺎت اﻟﻨﻔﺴﯿﺔ ﻣﺠﺘﻤﻌﺔ ﻓﻲ ﺗﻔﺴﯿﺮ اﻟﻤﯿﻞ
ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي ﻟﺪى اﻟﻤﻮﻗﻮﻓﯿﻦ ﻓﻲ اﻟﺴﺠﻮن اﻷردﻧﯿﺔ؟" ﺗﻢ اﺳﺘﺨﺪام ﺑﺮﻧﺎﻣﺞ

أﻣﻮس ﻟﻔﺤﺺ اﻟﻘﺪرة اﻟﺘﻨﺒﺆﯾﺔ ﺑﯿﻦ اﻟﺘﺄﺛﯿﺮات اﻟﺪاﺧﻠﯿﺔ ﻟﻠﻌﻮاﻣﻞ ،وﺗﻢ اﺧﺘﺒﺎر
اﻟﻌﻼﻗﺎت اﻟﻤﺒﺎﺷﺮة ﺑﯿﻦ اﻟﻤﺘﻐﯿﺮات ﻓﻲ اﻟﻨﻤﻮذج اﻻﻓﺘﺮاﺿﻲ ،واﻟﺠﺪول )(10
ﯾﻮﺿﺢ ذﻟﻚ:

ﺟﺪول  .10اﻟﻌﻼﻗﺎت اﻟﻤﺒﺎﺷﺮة ﺑﯿﻦ ﻣﺘﻐﯿﺮات اﻟﻨﻤﻮذج اﻻﻓﺘﺮاﺿﻲ
اﻟﻤﺘﻐﯿﺮات
اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ
اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ
اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ

اﻟﺒﻌﺪ
اﻟﺤﺮﻣﺎن اﻟﻌﺎطﻔﻲ
اﻟﺨﻀﻮع ﻟﻶﺧﺮﯾﻦ
اﻟﮭﺸﺎﺷﺔ ﻟﻸذى أو اﻟﻤﺮض

ﯾﺘﻀﺢ ﻣﻦ اﻟﺠﺪول ) (10أن ﻣﻌﺎﻣﻞ اﻟﻤﺴﺎر اﻟﻤﻌﯿﺎري ﻟﺘﺄﺛﯿﺮ أﺑﻌﺎد
اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ )اﻟﺤﺮﻣﺎن اﻟﻌﺎطﻔﻲ ،اﻟﺨﻀﻮع ﻟﻶﺧﺮﯾﻦ،
اﻟﮭﺸﺎﺷﺔ ﻟﻸذى أو اﻟﻤﺮض( ﻋﻠﻰ اﻟﺘﻄﺮف اﻟﻔﻜﺮي ﻛﺎﻧﺖ )،0.02 ،0.47
 (0.21ﺑﺎﻟﺘﺮﺗﯿﺐ ،وأن ﻗﯿﻤﺔ )ت( اﻹﺣﺼﺎﺋﯿﺔ ﻟﮭﻢ ﺑﻠﻐﺖ )،6.04 ،5.22
 (4.42ﻋﻠﻰ اﻟﺘﻮاﻟﻲ .ﺣﯿﺚ إن اﻟﻤﺘﻐﯿﺮات اﻟﺜﻼث ﻛﺎن ﻟﮭﺎ ﺗﺄﺛﯿﺮ دال ﻋﻠﻰ
اﻟﺘﻄﺮف اﻟﻔﻜﺮي.

ﻣﻨﺎﻗﺸﺔ اﻟﻨﺘﺎﺋﺞ
ﻣﻨﺎﻗﺸﺔ ﻧﺘﺎﺋﺞ اﻟﺴﺆال اﻷول اﻟﺬي ﯾﻨﺺ ﻋﻠﻰ" :ﻣﺎ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ
اﻷﻛﺜﺮ ﺷﯿﻮﻋﺎ ً ﻟﺪى اﻟﻤﺘﻄﺮﻓﯿﻦ ﻓﻜﺮﯾﺎ؟"
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اﻟﺘﻘﺪﯾﺮ
6.34
7.65
3.68

ﻣﻌﺎﻣﻞ اﻟﻤﺴﺎر
اﻟﻤﻌﯿﺎري
0.47
0.43
0.21

اﻟﺨﻄﺎ اﻟﻤﻌﯿﺎري
0.65
0.67
0.78

ﻗﯿﻤﺔ
)ت(
5.22
6.04
4.42

ﻣﺴﺘﻮى
اﻟﺪﻻﻟﺔ
*****
*****
*****

أﺷﺎرت اﻟﻨﺘﺎﺋﺞ إﻟﻰ أن أﻛﺜﺮ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ ﺷﯿﻮﻋﺎ ً ھﻤﺎ اﻻﺳﺘﺤﻘﺎق/
ﻈﻤﺔ ﺛﻢ اﻟﺤﺮﻣﺎن اﻟﻌﺎطﻔﻲ .وﯾﺸﯿﺮ ﻣﺨﻄﻂ اﻻﺳﺘﺤﻘﺎق/اﻟ َﻌ َ
اﻟ َﻌ َ
ﻈﻤﺔ إﻟﻰ اﻋﺘﻘﺎد
ً
اﻟﻔﺮد أﻧﮫ أﻋﻠﻰ ﺷﺄﻧﺎ ﻣﻦ اﻵﺧﺮﯾﻦ ،وﺑﮭﺬا ﻓﺈن ﻟﮫ ﺣﻘﻮق واﻣﺘﯿﺎزات ﻣﺜﻞ ﻋﺪم
وﺟﻮد ﻣﺒﺮر ﻟﻼﻟﺘﺰام ﺑﺎﻟﻘﻮاﻧﯿﻦ اﻻﺟﺘﻤﺎﻋﯿﺔ اﻟﻤﺘﺒﺎدﻟﺔ اﻟﺘﻲ ﺗﻮﺟﮫ اﻟﻌﻼﻗﺎت،
وﻗﺪرة ﻋﻠﻰ اﻟﺤﺼﻮل ﻋﻠﻰ ﻣﺎ ﯾﺮﯾﺪ ﺑﺪون أدﻧﻰ اﻋﺘﺒﺎر ﻟﻤﺎ ﯾﺨﺴﺮه اﻵﺧﺮ،
ﻓﮭﻮ ﯾﻔﺘﻘﺮ ﻟﻠﺘﻌﺎطﻒ .ﻛﻤﺎ أن ﻟﺪﯾﮫ ﻧﺰﻋﺔ ﺑﺸﺄن ﺗﺄﻛﯿﺪ ﻗﻮﺗﮫ وإﺑﺮاز رأﯾِﮫ .وﺗﺪل
ھﺬه اﻟﺼﻔﺎت ﻋﻠﻰ اﻟﻤﺘﻄﺮف؛ ﻓﺸﺨﺼﯿﺔ اﻟﻤﺘﻄﺮف ﺗﺸﯿﺮ إﻟﻰ أﻧﮫ ﯾﻤﺘﻠﻚ
اﻟﺤﻘﯿﻘﺔ اﻟﻤﻄﻠﻘﺔ واﻟﺘﻲ ﯾﻔﺘﻘﺮھﺎ اﻵﺧﺮون ،وأﻧﮫ أﻓﻀﻞ ﻣﻦ ﻏﯿﺮه وھﻮ ﻋﻠﻰ
اﻟﺼﻮاب داﺋﻤﺎً ،وﺑﺄن اﻵﺧﺮﯾﻦ ﻻ ﯾﻤﻠﻜﻮن أدﻧﻰ اﻟﻤﻌﺮﻓﺔ ،ﻛﻤﺎ أﻧﮫ أﻋﻠﻰ ﺷﺄﻧﺎ ً
ﻣﻨﮭﻢ ،وﺑﺎﻟﺘﺎﻟﻲ ﯾﺴﺘﻄﯿﻊ ﻓﺮض رأﯾﮫ ﻋﻠﯿﮭﻢ ،واﻟﺘﺤﻜﻢ ﺑﺴﻠﻮﻛﺎﺗﮭﻢ ﺑﻤﺎ ﯾﺘﻮاﻓﻖ
ﻣﻊ رؤﯾﺘﮫ ،ﺑﺪون أي ﺗﻌﺎطﻒ أو اھﺘﻤﺎم ﻟﻤﺸﺎﻋﺮ وﺣﺎﺟﺎت اﻵﺧﺮ .وﺗﺘﻔﻖ ھﺬه
اﻟﻨﺘﯿﺠﺔ ﻣﻊ ﻧﺘﺎﺋﺞ دراﺳﺔ 28اﻟﻔﺮاﺟﺎت واﻟﺸﺮﻋﺔ واﻟﺘﻲ أﺷﺎرت إﻟﻰ أن ﺧﺒﺮات

Al-Farajat A. M. & Al-sharah H.
اﻟﻤﺘﻄﺮف اﻟﻤﺒﻜﺮة ﻗﺪ ﺗﺸﯿﺮ إﻟﻰ إﻓﺮاط إﺷﺒﺎع اﻟﺤﺎﺟﺎت ﻣﻦ ﻗﺒﻞ اﻟﻮاﻟﺪﯾﻦ
ﻋﻨﺪﻣﺎ ﻛﺎن طﻔﻼً ،وﺗﻠﻘﻰ ﻗﺒﻮل ُﻣﺒﺎﻟﻎ ﻓﯿﮫ ﻟﻠﺤﺮﯾﺔ واﻻﺳﺘﻘﻼﻟﯿﺔ ﺑﺪون أﯾﺔ ﺣﺪود،
ﻣﻤﺎ أدى إﻟﻰ ﻋﺪم إﺷﺒﺎع ﺣﺎﺟﺎﺗﮫ اﻻﻧﻔﻌﺎﻟﯿﺔ اﻷﺳﺎﺳﯿﺔ اﻟﻤﺘﻤﺜﻠﺔ ﻓﻲ اﻻﺳﺘﻘﻼﻟﯿﺔ
أو اﻟﺤﺪود اﻟﻮاﻗﻌﯿﺔ ،وﺑﺎﻟﺘﺎﻟﻲ ﯾﻨﺸﺄ اﻟﻄﻔﻞ وﻟﺪﯾﮫ ﺣﺮﯾﺔ واﺳﺘﻘﻼﻟﯿﺔ ﻣﻄﻠﻘﺔ ،ﻓﻼ
ﯾﻮﺟﺪ ﻣﺎ ﯾﺮدﻋﮫ .ﻛﻤﺎ ﻗﺪ ﺗﻜﻮن ﺧﺒﺮات اﻟﻤﺘﻄﺮف اﻟﻤﺒﻜﺮة ﺗﻤﺜﻠﺖ ﺑﺘﻠﻘﻲ
اﻹﻋﺠﺎب اﻟﻤﺴﺘﻤﺮ دون أي اﻋﺘﺒﺎر ﻟﻘﺪراﺗﮫ اﻟﻔﻌﻠﯿﺔ ،وﺑﺎﻟﺘﺎﻟﻲ ﻓﺈﻧﮫ ﺳﯿﺘﻮﻗﻊ
ﻛﮭﺬا اﻟﻤﺪﯾﺢ ﻣﻦ اﻟﺠﻤﯿﻊ .إن ھﺬا اﻟﻄﻔﻞ ﻗﺪ ﯾﻔﺸﻞ ﻓﻲ ﻓﮭﻢ ﻛﯿﻒ ﻋﻠﻰ اﻟﻔﺮد أن
ﯾﻌﺘﺮف ﺑﻨﻘﺎط ﺿﻌﻔﮫ.
وﯾﺸﯿﺮ ﻣﺨﻄﻂ اﻟﺤﺮﻣﺎن اﻟﻌﺎطﻔﻲ إﻟﻰ ﺧﺒﺮات اﻟﻤﺘﻄﺮف اﻟﻤﺒﻜﺮة اﻟﺘﻲ ﺗﻤﺜﻠﺖ
ﺑﺎﻟﻨﺸﻮء ﻓﻲ ﺟﻮ أﺳﺮي ﺟﺎف اﻟﻤﺸﺎﻋﺮ ،واﻟﺘﻲ ﺣﺮﻣﺘﮫ ﻣﻦ اﻟﺤﻨﺎن واﻻھﺘﻤﺎم.
وﯾﻠﺠﺄ اﻟﻤﺘﻄﺮف ﻟﻠﺘﻌﺎﻣﻞ ﻣﻊ ﺗﻠﻚ اﻟﺨﺒﺮة ﺑﺎﻟﺴﻌﻲ اﻟﺤﺜﯿﺚ ﻹﺷﺒﺎع ﺣﺎﺟﺎﺗﮫ
اﻻﻧﻔﻌﺎﻟﯿﺔ اﻟﺘﻲ ﻟﻢ ﯾﺘﻢ إﺷﺒﺎﻋﮭﺎ ،وﯾﻌﻤﻞ ﻋﻠﻰ ﺣﻤﺎﯾﺔ ﻧﻔﺴﮫ ﻣﻦ ﺧﻼل ﻗﻤﻊ
اﻻﻧﻔﻌﺎﻻت اﻟﺴﻠﺒﯿﺔ واﺳﺘﺒﺪاﻟﮭﺎ ﺑﺘﻀﺨﻢ اﻷﻧﺎ ﺑﺸﻜﻞ ﻏﯿﺮ ﻋﻘﻼﻧﻲ ﯾﺘﻌﺎرض ﻣﻊ
إﻧﺠﺎزاﺗﮫ وﻣﮭﺎراﺗﮫ اﻟﻔﻌﻠﯿﺔ ،وﻟﺘﺄﯾﯿﺪ وﺟﮭﺔ اﻟﻨﻈﺮ ھﺬه ﻓﮭﻮ ﯾﺘﻮﻗﻊ اﻹﻋﺠﺎب
واﻟﻘﺒﻮل اﻟﻤﺴﺘﻤﺮ ﻣﻦ اﻵﺧﺮﯾﻦ .ﻛﻤﺎ أﻧﮫ ﯾﺘﺼﺮف وﻛﺄن ﻟﮫ ﺣﻘﻮق أﻋﻠﻰ ﻣﻦ
اﻵﺧﺮﯾﻦ ﺑﮭﺪف ﺗﻌﻮﯾﺾ ﺷﻌﻮر ﻛﺎﻣﻦ ﺑﺎﻟﺤﺮﻣﺎن واﻟﻨﻘﺺ .وﺗﺘﻔﻖ ھﺬه اﻟﻨﺘﯿﺠﺔ
ﻣﻊ ﻧﺘﯿﺠﺔ دراﺳﺔ 28اﻟﻔﺮاﺟﺎت واﻟﺸﺮﻋﺔ واﻟﺘﻲ أﺷﺎرت إﻟﻰ أن اﻟﺤﺮﻣﺎن
اﻟﻌﺎطﻔﻲ ﻣﻦ أﻛﺜﺮ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ اﻧﺘﺸﺎراً ،وذﻟﻚ ﺑﻌﺪ ﻣﺨﻄﻂ
اﻻﺳﺘﺤﻘﺎق /اﻟ َﻌ َ
ﻈﻤﺔ ،ﺛﻢ اﻟﺘﻀﺤﯿﺔ ﺑﺎﻟﺬات.

ﻣﻨﺎﻗﺸﺔ ﻧﺘﺎﺋﺞ اﻟﺴﺆال اﻟﺜﺎﻧﻲ" :ﻣﺎ ﻣﺴﺎھﻤﺔ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ ﻣﺠﺘﻤﻌﺔ ﻓﻲ
ﺗﻔﺴﯿﺮ اﻟﻤﯿﻞ ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي ﻟﺪى اﻟﻤﻮﻗﻮﻓﯿﻦ ﻓﻲ اﻟﺴﺠﻮن اﻻردﻧﯿﺔ؟"
أﺷﺎرت اﻟﻨﺘﺎﺋﺞ إﻟﻰ وﺟﻮد أﺛﺮ ﻷﺑﻌﺎد اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ )اﻟﺤﺮﻣﺎن
اﻟﻌﺎطﻔﻲ ،واﻟﺨﻀﻮع ﻟﻶﺧﺮﯾﻦ ،واﻟﮭﺸﺎﺷﺔ ﻟﻸذى أو اﻟﻤﺮض( ﻋﻠﻰ اﻟﻤﯿﻞ
ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي ،ﻓﺎﻟﺤﺮﻣﺎن اﻟﻌﺎطﻔﻲ ﯾُﺸﯿﺮ إﻟﻰ إﺣﺒﺎط إﺷﺒﺎع اﻟﺤﺎﺟﺎت
اﻻﻧﻔﻌﺎﻟﯿﺔ اﻷﺳﺎﺳﯿﺔ ﻛﻌﺪم ﺗﻠﻘﻲ اﻟﻔﺮد اﻟﺮﻋﺎﯾﺔ واﻟﺤﻨﺎن اﻟﻜﺎﻓﯿﺎن وﺑﺎﻟﺘﺎﻟﻲ ﻟﻦ
ﯾﺴﺘﻄﯿﻊ ﺗﻘﺪﯾﻤﮭﻤﺎ ﻟﻤﻦ ﺣﻮﻟﮫ ،وﻗﺪ ﯾﺴﺒﺐ ﻟﮫ ذﻟﻚ ﺿﻌﻒ اﻟﺘﻌﺎطﻒ ﻣﻊ
اﻵﺧﺮﯾﻦ ،أو أن ﯾﻨﺘﻘﻢ ﻣﻨﮭﻢ ﻧﻈﺮا ً ﻟﻌﺪم ﺗﺰوﯾﺪه ﺑﺎﻟﺤﺎﺟﺎت اﻟﻀﺮورﯾﺔ ﻟﻨﻤﻮه.
أو أﻧﮫ ﻗﺪ ﯾﺘﺨﺬ ﻣﺴﺎر آﺧﺮ ،ﻛﻘﺒﻮﻟﮫ ﻟﻄﻠﺒﺎت اﻵﺧﺮﯾﻦ ﻓﻲ ﺳﺒﯿﻞ اﻟﺤﺼﻮل ﻋﻠﻰ
ﻣﺎ ﯾﻔﺘﻘﺪه ﻣﻦ ﺣﺎﺟﺎت اﻻھﺘﻤﺎم واﻟﺘﻌﺎطﻒ واﻟﺤﻤﺎﯾﺔ ،ﻓﯿﺮﺿﺦ ﻟﻄﻠﺒﺎﺗﮭﻢ ،وھﺬا
ﻣﺎ ﺗﻮﻓﺮه اﻟﺠﻤﺎﻋﺎت اﻟﻤﺘﻄﺮﻓﺔ اﻟﺘﻲ ﺗﻮﻓﺮ ﺑﯿﺌﺔ ﻏﻨﯿﺔ ﺑﺎﻻھﺘﻤﺎم ﺑﺎﻷﻋﻀﺎء
وﺗﺸﻌﺮھﻢ ﺑﺎﻟﺘﻤﺎﺳﻚ اﻻﺟﺘﻤﺎﻋﻲ ،ﻓﯿﻨﺘﻤﻲ ﻟﮭﺎ ﺳﻌﯿﺎ ً ﻹﺷﺒﺎع ﺣﺎﺟﺎﺗﮫ .وﯾُﻤﻜﻦ
ﺗﻔﺴﯿﺮ ﻣﺴﺎھﻤﺔ ﻣﺨﻄﻂ اﻟﺨﻀﻮع ﻟﻶﺧﺮﯾﻦ ﻓﻲ اﻟﺘﻄﺮف اﻟﻔﻜﺮي إﻟﻰ أﻧﮫ ﻗﺪ ﻻ
ﯾﻮﺟﺪ ﺧﯿﺎر ﻟﺪى اﻟﻔﺮد ﻏﯿﺮ اﻟﺨﻀﻮع ﻟﻶﺧﺮﯾﻦ ﺗﺠﻨﺒﺎ ً ﻟﻠﺘﺨﻠﻲ واﻷذى أو ﻋﺪم
اﻻھﺘﻤﺎم .ﻓﮭﻮ ﻟﻢ ﯾﺘﻢ اﻟﺴﻤﺎح ﻟﮫ ﺑﺎﺗﺨﺎذ ﻗﺮاراﺗﮫ اﻟﺨﺎﺻﺔ ،وﻟﻢ ﯾﻌﻤﻞ ﻣﻌﺎﻟﺠﺔ
ﻓﻜﺮﯾﺔ ﻟﻜﻞ ﻣﺎ ﯾﺼﻠﮫ ﻣﻦ ﻣﻌﻠﻮﻣﺎت ،وﺑﺎﻟﺘﺎﻟﻲ ﻓﺈﻧﮫ ﺷﺨﺺ ﺳﮭﻞ ﺗﺴﯿﯿﺮه ﻛﻮﻧﮫ
ﻗﺪ ﻋﻄﻞ اﻟﻌﻘﻞ ،ﻓﻘﺪ ﯾﺠﻌﻞ اﻵﺧﺮ ﯾﻀﺒﻂ اﻟﻤﻮاﻗﻒ وﯾﻀﻊ اﻻﺧﺘﯿﺎرات .ﻛﻤﺎ
ﯾﻮﺟﺪ ﺗﻔﺴﯿﺮ آﺧﺮ ﯾﺘﻤﺜﻞ أﻧﮫ ﻗﺪ ﯾﺘﺠﮫ إﻟﻰ ﺳﻠﻮﻛﺎت اﻟﺘﻌﻮﯾﺾ ﻣﺜﻞ اﻟﻤﻌﺎرﺿﺔ،
ﺣﯿﺚ ﯾﻌﺘﺒﺮ اﻟﺘﻤﺮد ھﻮ اﻟﺸﻜﻞ اﻷﻛﺜﺮ اﻧﺘﺸﺎرا ً ﻟﺘﻌﻮﯾﺾ ھﺬا اﻟﻤﺨﻄﻂ
اﻟﻤﻌﺮﻓﻲ.
وﯾﺪﻋﻢ ھﺬا اﻟﺘﻔﺴﯿﺮ ﻣﺎ أﺷﺎر إﻟﯿﮫ اﻟﺸﺮﻋﺔ 39ﻓﻲ أن أﺣﺪ اﻟﻌﻮاﻣﻞ اﻟﻨﻔﺴﯿﺔ
اﻟﻤﺘﻌﻠﻘﺔ ﺑﺎﻟﺠﻤﺎﻋﺔ ﯾﺘﻤﺜﻞ ﺑﻘﯿﺎم اﻟﺠﻤﺎﻋﺎت اﻟﻤﺘﻄﺮﻓﺔ ﻋﻠﻰ اﻷﻏﻠﺐ ﺑﺎﺳﺘﺨﺪام
أﺳﻠﻮب اﻟﻌﺼﺎ واﻟﺠﺰرة ﻣﻊ أﻋﻀﺎﺋﮭﺎ ،ﻓﺎﻟﻌﺼﺎ ﺗﺘﻤﺜﻞ ﻓﻲ اﻟﺘﮭﺪﯾﺪ ﺑﺎﻟﻤﻮت ﻟﻤﻦ
ﯾﺨﺎﻟﻒ أواﻣﺮ اﻟﺠﻤﺎﻋﺔ ،واﻟﺠﺰرة ﺗﺘﻤﺜﻞ ﻓﻲ ﺗﺤﻘﯿﻖ أھﺪاف اﻟﺠﻤﺎﻋﺔ ﻋﻦ
طﺮﯾﻖ اﻟﻔﺮد ،وﻟﮭﺬا ﻗﺪ ﯾﻜﻮن ﺑﻌﺾ أﻋﻀﺎء اﻟﺠﻤﺎﻋﺔ اﻟﻤﺘﻄﺮﻓﺔ ﻣﺤﺎﺻﺮﯾﻦ
ﻣﻦ اﻟﺠﻤﺎﻋﺔ ﻧﻔﺴﮭﺎ؛ وﻟﮭﺬا ﻻ ﯾﺴﺘﻄﯿﻊ اﻟﺨﺮوج ﻋﻦ أواﻣﺮھﺎ.
ﺑﯿﻨﻤﺎ ﯾُﺸﯿﺮ ﻣﺨﻄﻂ اﻟﮭﺸﺎﺷﺔ ﻟﻸذى أو اﻟﻤﺮض إﻟﻰ ھﺸﺎﺷﺔ اﻟﻔﺮد وﻗﻠﻘﮫ ﺣﯿﺎل
ﺗﻮﻗﻊ ﺣﺪوث ﻛﻮارث وﺣﻮادث ﻓﺠﺎﺋﯿﺔ ﻻ ﯾُﻤﻜﻦ ﺗﺠﻨﺒﮭﺎ .وﯾﻌﻮد ﺗﺸﻜﻞ ھﺬا
اﻟﻤﺨﻄﻂ اﻟﻤﻌﺮﻓﻲ إﻟﻰ ﺗﻌﺮض اﻟﻔﺮد ﻟﻠﺼﺪﻣﺔ واﻷﺣﺪاث اﻟﺘﻲ ﺗﺨﻠﻖ ﻣﻨﮫ
ﺿﺤﯿﺔ ،وﺗﺘﻄﻮر ﻋﻨﺪﻣﺎ ﯾﻜﻮن ﻣﺘﺄﻟﻤﺎ ً وﻣﻨﺘﻘﺪا ً وﺗﺤﺖ اﻟﻀﻐﻂ .وﻣﻦ اﻟﻤﻤﻜﻦ
ﺗﻔﺴﯿﺮ ﻣﺴﺎھﻤﺘﮫ ﻓﻲ ﺗﻔﺴﯿﺮ اﻟﺘﻄﺮف اﻟﻔﻜﺮي ھﻮ أن اﻟﻔﺮد ﯾﻠﺠﺄ إﻟﻰ اﺳﺘﺨﺪام
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أﺳﻠﻮب ﺗﻜﯿﻔﻲ ﻣﻊ ﻣﺨﻄﻄﮫ ﻣﺘﻤﺜﻞ ﻓﻲ اﻻﺳﺘﻌﺎﻧﺔ ﺑﻤﺘﻄﺮف آﺧﺮ أو ﺑﺠﻤﺎﻋﺔ
ﻣﺘﻄﺮﻓﺔ ﺳﺘﻌﻤﻞ ﻋﻠﻰ إﻋﺎﻗﺔ ﺣﺪوث اﻟﻜﺎرﺛﺔ .
وﯾﻤﻜﻦ ﺗﻔﺴﯿﺮ ﻣﺴﺎھﻤﺔ اﻟﻤﺨﻄﻄﺎت اﻟﻤﻌﺮﻓﯿﺔ اﻟﻼﺗﻜﯿﻔﯿﺔ ﻣﺠﺘﻤﻌﺔ ﻓﻲ اﻟﻤﯿﻞ
ﻟﻠﺘﻄﺮف اﻟﻔﻜﺮي ﻓﻲ أن إﺣﺒﺎط إﺷﺒﺎع اﻟﺤﺎﺟﺎت اﻟﻨﻔﺴﯿﺔ ﯾﺆدي إﻟﻰ ﺗﺸﻜﻞ
ﻣﺨﻄﻄﺎت ﻣﻌﺮﻓﯿﺔ ﻻ ﺗﻜﯿﻔﯿﺔ .ﻓﻌﻨﺪﻣﺎ ﯾُﺤﺮم اﻟﻄﻔﻞ ﻣﻦ اﻻﺳﺘﻘﺮار واﻟﺘﻔﮭﻢ
واﻟﺤﺐ واﻻﻧﺘﻤﺎء واﻻھﺘﻤﺎم ﻓﺈن ذﻟﻚ ﯾﺠﻌﻠﮫ ﯾﻄﻮر ﻣﺨﻄﻂ )اﻟﺤﺮﻣﺎن
اﻟﻌﺎطﻔﻲ( .أﯾﻀﺎ ً ﺗﻌﺮﺿﮫ ﻟﻠﻌﻘﺎب ﻏﯿﺮ اﻟﻌﺎدل واﻟﻨﻘﺪ اﻟﻼذع واﻟﺴﯿﻄﺮة ﻗﺪ
ﻋﻄﻼ ﻗﺪرﺗﮫ ﻋﻠﻰ اﻟﺘﻌﺒﯿﺮ ﻋﻦ اﻟﺬات ،وﺑﺎﻟﺘﺎﻟﻲ ﻓﺈن اﻟﻄﻔﻞ ﻗﺪ ﻛﺎن ﺧﺎﺿﻊ
ﻟﻮاﻟﺪﯾﮫ ﻟﺘﺠﻨﺐ اﻟﻌﻘﺎب ﻣﻤﺎ ﺟﻌﻠﮫ ﯾﻄﻮر ﻣﺨﻄﻂ )اﻟﺨﻀﻮع ﻟﻶﺧﺮﯾﻦ( .ﻛﻤﺎ أﻧﮫ
ﻋﺎش ﺗﺤﺖ ﺗﮭﺪﯾﺪ اﻟﻮاﻟﺪﯾﻦ ﺑﺎﻷذى أو اﻟﺘﺨﻠﻲ ،وﻋﺎش ﻓﻲ وﺳﻂ ﻏﯿﺮ آﻣﻦ
وﻏﯿﺮ ﻣﺴﺘﻘﺮ ﺟﻌﻠﮫ ﺧﺎﺿﻊ وﺧﺎﺋﻒ ﻣﻦ ﻛﻞ ﺷﻲء وﺑﺎﻟﺘﺎﻟﻲ ﺗﻄﻮر ﻣﺨﻄﻂ
)اﻟﮭﺸﺎﺷﺔ ﻟﻸذى أو اﻟﻤﺮض(؛ وﻣﻦ ﺛﻢ اﻟﺒﺤﺚ ﻋﻦ ﺷﻲء أو ﺷﺨﺺ ﯾﺤﻤﯿﮫ
ﻣﻦ اﻷذى أو اﻟﻤﺮض ،وھﻮ ﻣﺎ ﺗﻮﻓﺮه اﻟﺠﻤﺎﻋﺔ اﻟﻤﺘﻄﺮﻓﺔ ،واﻟﺘﻲ ﻣﻦ ﺧﻼﻟﮭﺎ
أﯾﻀﺎ ً ﯾﺸﺒﻊ ﺣﺎﺟﺔ )اﻻﻧﺘﻤﺎء( اﻟﺘﻲ ﻟﻢ ﯾﺘﻢ إﺷﺒﺎﻋﮭﺎ ﻓﻲ ﺣﯿﺎﺗﮫ اﻟﻤﺒﻜﺮة.
وﯾﻨﺘﺞ ﻋﻨﮫ ﻋﺪم طﻠﺐ اﻟﻄﻔﻞ اﻻھﺘﻤﺎم ﻣﻦ اﻷﺷﺨﺎص اﻟﻘﺮﯾﺒﯿﻦ ﻣﻨﮫ ،وﻋﺪم
اﻟﺘﻌﺒﯿﺮ ﻋﻦ اﻟﺮﻏﺒﺔ ﻓﻲ اﻟﺤﺐ ،واﻟﺘﺼﺮف ﻛﻤﺎ ﻟﻮ أﻧﮫ ﻗﻮي ﻋﻜﺲ ﻣﺎ ﯾﺤﺴﮫ
داﺧﻠﯿﺎً ،ﻛﻤﺎ ﯾﻌﺰز ﻧﻘﺼﮫ اﻟﻌﺎطﻔﻲ ﺑﺈظﮭﺎر ﺑﺄﻧﮫ ﻟﯿﺲ ﺑﺤﺎﺟﺔ إﻟﻰ اﻟﺤﻨﺎن
واﻟﻌﻄﻒ ﻓﯿﻈﮭﺮ ﻟﻨﺎ وﻛﺄﻧﮫ ذو ﺷﺨﺼﯿﺔ ﻣﺴﺘﻘﻠﺔ وﻗﻮﯾﺔ ﻟﺪﯾﮭﺎ اﻟﻔﻜﺮ ﻏﯿﺮ اﻟﻘﺎﺑﻞ
ﻟﻠﺸﻚ واﻟﺤﺮﯾﺔ اﻟﻤﻄﻠﻘﺔ واﻟﺤﻘﺎﺋﻖ اﻟﺒﺎﻟﻐﺔ ﺣﺪ اﻟﺘﻘﺪﯾﺲ ،ﻓﯿﺼﺒﺢ ذو ﻧﻤﻂ ﻋﻘﻠﻲ
ﻣﻨﻐﻠﻖ )اﻟﺠﻤﻮد اﻟﻔﻜﺮي( .إن ﺧﺒﺮات اﻟﺤﺮﻣﺎن اﻟﻤﺒﻜﺮة ﻗﺪ ﺗﻮﻟﺪ ﻟﺪﯾﮫ ﻧﻘﺺ
ﺗﻌﺎطﻒ ،وﺑﺎﻟﺘﺎﻟﻲ ﯾﻜﻮن ﻏﯿﺮ ﻣﺒﺎل ﻟﻤﺸﺎﻋﺮ اﻵﺧﺮﯾﻦ وﻻ ﻟﺤﺎﺟﺎﺗﮭﻢ .وھﺬه
اﻟﺼﻔﺎت ﻣﺠﺘﻤﻌﺔ ﺗﺸﻜﻞ ﻣﺎھﯿﺔ اﻟﺘﻄﺮف اﻟﻔﻜﺮي .

اﻟﺘﻮﺻﯿﺎت
ﻓﻲ ظﻞ ﻣﺎ ﺗﻮﺻﻠﺖ ﻟﮫ اﻟﺪراﺳﺔ اﻟﺤﺎﻟﯿﺔ ،ﯾﻤﻜﻦ ﺗﻘﺪﯾﻢ اﻟﺘﻮﺻﯿﺎت اﻟﺘﺎﻟﯿﺔ:
-1
-2
-3
-4

ﻋﻤﻞ ﺑﺤﻮث ﻧﻮﻋﯿﺔ ﺗﺴﺘﮭﺪف اﻟﻤﺘﻄﺮﻓﯿﻦ ﻓﻜﺮﯾﺎ ً ﻟﻠﻮﻗﻮف
ﻋﻠﻰ ﺧﺒﺮاﺗﮭﻢ وﺗﺠﺎرﺑﮭﻢ اﻟﺤﯿﺎﺗﯿﺔ.
ﺗﻔﻌﯿﻞ رﺳﺎﻟﺔ ﻋﻤﺎن ﻋﻠﻰ أرض اﻟﻮاﻗﻊ .ﻓﺒﺎﻟﺮﻏﻢ ﻣﻦ
وﺟﻮدھﺎ ﻣﻨﺬ ﺳﻨﺔ  2004إﻻ أن اﻟﺘﻄﺮف اﻟﺪﯾﻨﻲ ﻣﻮﺟﻮد.
ﺗﻀﻤﯿﻦ ﻣﺘﻐﯿﺮات اﻟﺪراﺳﺔ ﻓﻲ اﻟﺒﺮاﻣﺞ اﻟﻮﻗﺎﺋﯿﺔ واﻟﻌﻼﺟﯿﺔ
ﻓﻲ ﻣﻮاﺟﮭﺔ اﻟﺘﻄﺮف اﻟﻔﻜﺮي.
ُ
رﺑﻂ اﻟﻤﺆﺳﺴﺎت واﻟﻤﻨﺘﺪﯾﺎت اﻟﺘﻲ ﺗﻌﻨﻰ ﺑﻤﻜﺎﻓﺤﺔ اﻟﺘﻄﺮف
ﻣﻊ ﻣﺮاﻛﺰ اﻟﺒﺤﻮث واﻟﺪراﺳﺎت اﻟﻤﺘﻤﯿﺰة ﻟﯿُﺴﺘ َﻤﺪ ﻣﻨﮭﺎ
اﻟﺒﯿﺎﻧﺎت واﻟﻤﻌﻠﻮﻣﺎت اﻟﺼﺤﯿﺤﺔ .

اﻟﻤﺮاﺟﻊ
.1

.2

.3
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Abstract
Objective: The current study aims to examine the predictability of maladaptive schemas for proneness to intellectual
extremism. The study sample comprised N=85 extremists detained in rehabilitation centers in Jordan, which are operated
by security services under the Ministry of Interior whose interest in issues related to intellectual extremism and terrorism.
Method: Participants were given two self-report measurements to complete relating to maladaptive schemas and
intellectual extremism.
Results: Participants with predictive ability for proneness to intellectual extremism were likely to have reporting having
maladaptive schemas, e.g. emotional deprivation, poor planning, dominance/control and vulnerability to harm and illness.
The most common maladaptive schemas were the merit/grandiosity and emotional deprivation schemas.
Conclusion: Qualitative research targeting intellectual extremists and terrorists is needed in order to understand their
reasons for membership to extremist groups. It is important to highlight how their experiences have influenced their
thinking. In addition to this, such research would be beneficial for establishing preventative programs that provide
education and enhance protective behaviors in those prone to intellectual extremism.
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Report
اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻟﻠﺴﻮرﯾﯿﻦ ﻓﻲ اﻟﺪاﺧﻞ واﻟﺨﺎرج
ﺳﺒﻊ ﺳﻨﻮات ﻣﻦ اﻟﻤﻌﺎﻧﺎة
ﻣﺤﻤﺪ ﺗﻮﻓﯿﻖ اﻟﺠﻨﺪي

Mental Health of Syrians: Internally Displaced and Refugees
Seven Years of Continuous Suffering
Mohammad Tawfik Aljundi

اﻟﻤﻠﺨﺺ
ﯾﻌﺎﻧﻲ اﻟﺸﻌﺐ اﻟﺴﻮري ﻣﻦ وﯾﻼت اﻟﺤﺮب ﻓﻲ اﻟﺴﻨﻮات اﻟﺴﺒﻊ اﻷﺧﯿﺮة واﻟﺘﻲ أدت إﻟﻰ ﻓﻘﺪان ﻣﺌﺎت اﻵﻻف ﻣﻦ اﻷرواح وﻧﺰوح اﻟﻤﻼﯾﯿﻦ إﻟﻰ ﻣﺪن أﺧﺮى وﻟﺠﻮء
ﻣﻼﯾﯿﻦ آﺧﺮﯾﻦ ﻟﻠﺒﻠﺪان اﻟﻤﺠﺎورة أو اﻟﺒﻌﯿﺪة ،وﻗﺪ ﺗﻜﺒﺪ اﻟﺸﻌﺐ اﻟﺴﻮري ﺑﻜﺎﻓﺔ ﻓﺌﺎﺗﮫ ﺧﺴﺎﺋﺮ ھﺎﺋﻠﺔ ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ اﻟﺘﻌﺮض اﻟﻤﺘﻮاﺻﻞ ﻟﻠﺼﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ وﺧﺎﺻﺔ اﻷطﻔﺎل
واﻟﻨﺴﺎء
اﻷھﺪاف :ﺗﮭﺪف ھﺬه اﻟﻮرﻗﺔ إﻟﻰ ﺗﺴﻠﯿﻂ اﻟﻀﻮء ﺑﺸﻜﻞ ﻣﺨﺘﺼﺮ ﻋﻠﻰ اﻷوﺿﺎع اﻟﺼﺤﯿﺔ اﻟﻨﻔﺴﯿﺔ ﻟﻠﺴﻮرﯾﯿﻦ داﺧﻞ وﺧﺎرج ﺳﻮرﯾﺔ ﻣﻊ اﻟﻤﻘﺎرﻧﺔ ﺑﯿﻦ ﻓﺘﺮة ﻣﺎ ﻗﺒﻞ اﻟﺤﺮب
وﺑﯿﻦ ﻓﺘﺮة اﻟﺤﺮب اﻟﺤﺎﻟﯿﺔ ،وﺗﮭﺪف إﻟﻰ اﻟﺘﻌﺮﯾﻒ ﺑﺎﻟﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ اﻟﻤﻘﺪﻣﺔ وﻣﺪى ﻛﻔﺎﯾﺘﮭﺎ وﻛﯿﻔﯿﺔ ﺗﻘﺪﯾﻤﮭﺎ.
اﻟﻨﺘﺎﺋﺞ :اﻟﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ ﻓﻲ ﺳﻮرﯾﺔ ﻛﺎﻧﺖ ﻗﺒﻞ اﻟﺤﺮب دون اﻟﻤﻄﻠﻮب وزاد اﻟﻨﻘﺺ ﻓﻲ اﻟﺨﺪﻣﺎت ﺑﺴﺒﺐ اﻟﺤﺮب ،وھﻨﺎك اﺳﺘﮭﺪاف ﻟﻠﻨﻈﻢ اﻟﺼﺤﯿﺔ وﻣﻨﮭﺎ اﻟﻨﻔﺴﯿﺔ،
ورﻏﻢ اﻟﺠﮭﻮد اﻟﻤﺒﺬوﻟﺔ اﻟﺤﻜﻮﻣﯿﺔ وﻏﯿﺮ اﻟﺤﻜﻮﻣﯿﺔ ﻓﻲ اﻟﺒﻠﺪان اﻟﻤﺨﺘﻠﻔﺔ ﻣﻊ اﻟﺴﻮرﯾﯿﻦ إﻻ أﻧﮭﺎ أﻗﻞ ﺑﻜﺜﯿﺮ ﻣﻦ أن ﺗﺴﺪ اﻻﺣﺘﯿﺎﺟﺎت ،وﯾﻌﺎﻧﻲ اﻟﺴﻮرﯾﻮن وﺧﺎﺻﺔ اﻟﻨﺴﺎء
واﻷطﻔﺎل ﻣﻦ اﻵﺛﺎر اﻟﻨﻔﺴﯿﺔ ﺳﻮاء ﻛﺎﻧﻮا داﺧﻞ ﺳﻮرﯾﺔ أو ﺧﺎرﺟﮭﺎ
اﻻﺳﺘﻨﺘﺎﺟﺎت :ھﻨﺎك ﺣﺎﺟﺔ ﻣﻠﺤﺔ ﻟﻮﻗﻒ اﻟﺤﺮب وإﻟﻰ إﻋﻄﺎء اﻟﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ ﻣﺰﯾﺪا ﻣﻦ اﻻھﺘﻤﺎم واﻟﺪﻋﻢ وإﻟﻰ اﻟﺘﻨﺴﯿﻖ ﺑﯿﻦ ﻣﻘﺪﻣﻲ اﻟﺨﺪﻣﺎت اﻟﺼﺤﯿﺔ اﻟﻨﻔﺴﯿﺔ ﻋﻠﻰ
ﺟﻤﯿﻊ اﻟﻤﺴﺘﻮﯾﺎت ،وإﻟﻰ اﻟﺘﺮﻛﯿﺰ ﻋﻠﻰ اﻟﺨﺪﻣﺎت اﻟﻤﺴﺘﺪاﻣﺔ.
اﻟﻜﻠﻤﺎت اﻟﻤﻔﺘﺎﺣﯿﺔ :ﻻ ﯾﻮﺟﺪ
اﻋﻼن اﻟﺪﻋﻢ :ﻻ ﯾﻮﺟﺪ

ﻣﻘﺪﻣﺔ
ﻣﻀﺖ ﺳﺒﻊ ﺳﻨﻮات ﺣﺘﻰ اﻵن وﺳﻮرﯾﺔ ﻣﺎ ﺗﺰال ﺗﻨﺰف دﻣﺎ ﺑﻌﺪ ﺗﺤﻮل اﻟﺤﻠﻢ
ﺑﺎﻟﺤﺮﯾﺔ إﻟﻰ ﻛﺎﺑﻮس ﻣﺮﻋﺐ ﻓﯿﻤﺎ ﻗﺪ ﯾﻌﺪ ﻣﻦ أﺳﻮأ اﻟﻜﻮارث ﻓﻲ اﻟﺘﺎرﯾﺦ
اﻹﻧﺴﺎﻧﻲ اﻟﺤﺪﯾﺚ ،ﻓﻘﺪ ﻗﺘﻞ ﻣﺎ ﯾﺰﯾﺪ ﻋﻠﻰ  400أﻟﻒ إﻧﺴﺎن ،وﺗﺠﺎوزت
ﺣﺼﯿﻠﺔ اﻟﻀﺤﺎﯾﺎ اﻟﻤﺪﻧﯿﯿﻦ ﻣﺌﺘﯿﻦ وﺳﺒﻌﺔ ﻋﺸﺮ أﻟﻒ ﻗﺘﯿﻞ ،وأدت اﻟﺤﺮب إﻟﻰ
ﺗﮭﺠﯿﺮ  12ﻣﻠﯿﻮن ﻧﺴﻤﺔ ﻣﻦ ﻣﻨﺎزﻟﮭﻢ ،ﻣﻨﮭﻢ ﻣﺎ ﯾﺰﯾﺪ ﻋﻦ ﺧﻤﺴﺔ ﻣﻼﯾﯿﻦ إﻧﺴﺎن
ﻏﺎدروا إﻟﻰ ﺧﺎرج وطﻨﮭﻢ ،وﻟﺬﻟﻚ اﻋﺘﺒﺮﺗﮭﺎ ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ أﻋﻈﻢ
أزﻣﺔ ﻻﺟﺌﯿﻦ ﻋﺮﻓﮭﺎ اﻟﺘﺎرﯾﺦ اﻟﺤﺪﯾﺚ ،وأﻣﺎ أﻋﺪاد اﻟﻤﻌﺘﻘﻠﯿﻦ أو اﻟﻤﺨﺘﻔﯿﻦ
ﻗﺴﺮﯾﺎ ﻓﺘﺸﯿﺮ اﻟﺘﻘﺪﯾﺮات إﻟﻰ ﺗﺠﺎوزھﻢ اﻟﻤﺎﺋﺔ وﺛﻤﺎﻧﯿﺔ ﻋﺸﺮ أﻟﻒ ﺷﺨﺺ ﺣﺘﻰ
ﻣﺎرس  2018م ،وﯾﻌﺎﻧﻲ أﻛﺜﺮ ﻣﻦ ﺛﻠﺜﻲ ﻟﻠﺸﻌﺐ اﻟﺴﻮري ﻣﻦ اﻟﻔﻘﺮ اﻟﻤﺪﻗﻊ
ﻓﯿﻤﺎ ﺗﺼﻨﻒ ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ ﺳﻮرﯾﺔ ﻋﻠﻰ أﻧﮭﺎ ﻓﻲ اﻟﺪرﺟﺔ اﻟﺜﺎﻟﺜﺔ ﻣﻦ
ﺣﺎﻟﺔ اﻟﻄﻮارئ وھﻲ أﻋﻠﻰ درﺟﺔ ﺣﺴﺐ ﺷﺒﻜﺔ اﻻﺳﺘﺠﺎﺑﺔ ﻟﻠﻄﻮارئ
).1,2(ERF
وأﻛﺜﺮ ﻣﻦ ﻋﺎﻧﻰ وﻣﺎ ﯾﺰال ﯾﻌﺎﻧﻲ ﻣﻦ وﯾﻼت اﻟﺤﺮب ﻓﻲ ﺳﻮرﯾﺔ ھﻢ اﻟﻨﺴﺎء
واﻷطﻔﺎل ،ﻓﻤﺎ ﺗﺘﻌﺮض ﻟﮫ اﻟﻤﺮأة اﻟﺴﻮرﯾﺔ ﻻ ﯾﺰال اﻷﻗﺴﻰ ﻓﻲ اﻟﻌﺎﻟﻢ ،ﻓﻘﺪ
ﺗﺠﺎوز ﻋﺪد اﻟﻀﺤﺎﯾﺎ اﻹﻧﺎث أﻛﺜﺮ ﻣﻦ ﺧﻤﺴﺔ وﻋﺸﺮﯾﻦ أﻟﻒ أﻧﺜﻰ ،وﺗﻔﻘﺪ
ﺳﻮرﯾﺔ ﺷﮭﺮﯾﺎ ﻗﺮاﺑﺔ ﺛﻼﺛﻤﺎﺋﺔ أﻧﺜﻰ ﺑﯿﻦ اﻣﺮأة ﺑﺎﻟﻐﺔ وطﻔﻠﺔ ،أي اﻧﮫ ﯾﻘﺘﻞ ﻓﻲ
ﺳﻮرﯾﺔ ﺣﻮاﻟﻲ ﻋﺸﺮ إﻧﺎث ﯾﻮﻣﯿﺎ ،وﻗﺪ ﺗﺤﻮﻟﺖ أﻛﺜﺮ ﻣﻦ ﻣﻠﯿﻮﻧﯿﻦ وﻧﺼﻒ
اﻣﺮأة ﺳﻮرﯾﺔ إﻣﺎ إﻟﻰ ﻧﺎزﺣﺔ وإﻣﺎ إﻟﻰ ﻻﺟﺌﺔ .1،3
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وأﻣﺎ اﻷطﻔﺎل ،ﻓﻘﺪ ﺗﺠﺎوز ﻋﺪد اﻟﻀﺤﺎﯾﺎ ﻣﻨﮭﻢ ﺳﺒﻌﺔ وﻋﺸﺮﯾﻦ أﻟﻒ طﻔﻞ,
وﺗﺠﺎوز ﻋﺪد اﻷطﻔﺎل اﻟﻤﻌﺘﻘﻠﯿﻦ أو اﻟﻤﺨﺘﻔﯿﻦ ﻗﺴﺮﯾﺎ أﻛﺜﺮ ﻣﻦ أرﺑﻌﺔ آﻻف
طﻔﻞ ،وﺧﺮج ﻣﺎ ﯾﺰﯾﺪ ﻋﻦ ﺛﻼﺛﺔ ﻣﻼﯾﯿﻦ وﻣﺎﺋﺘﺎ أﻟﻒ طﻔﻞ ﻣﻦ اﻟﻌﻤﻠﯿﺔ اﻟﺘﻌﻠﯿﻤﯿﺔ
داﺧﻞ ﺳﻮرﯾﺔ ,ووﻟﺪ ﻣﺎ ﻻ ﯾﻘﻞ ﻋﻦ ﻣﺎﺋﺘﯿﻦ وﺛﻼﺛﯿﻦ اﻟﻒ طﻔﻞ ﻓﻲ ﻣﺨﯿﻤﺎت
اﻟﻠﺠﻮء ،وﺣﺮم ﺣﻮاﻟﻲ ﺳﺘﯿﻦ ﺑﺎﻟﻤﺎﺋﺔ ﻣﻦ اﻷطﻔﺎل اﻟﻼﺟﺌﯿﻦ ﻣﻦ اﻟﺘﻌﻠﯿﻢ
وﺗﻀﺮر ﻣﺎ ﯾﺰﯾﺪ ﻋﻦ أﻟﻒ وﺛﻼﺛﻤﺎﺋﺔ ﻣﺪرﺳﺔ وروﺿﺔ أطﻔﺎل  ،1،4وﯾﺘﻌﺮض
طﻔﻞ ﻣﻦ ﻛﻞ أرﺑﻌﺔ أطﻔﺎل داﺧﻞ ﺳﻮرﯾﺔ ﻟﻺﺻﺎﺑﺔ ﺑﺎﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ ،5
وﺑﺎت اﻷطﻔﺎل ﻓﻲ ﺳﻮرﯾﺔ ﻻ ﯾﻌﺮﻓﻮن ﻣﻦ اﻟﺤﯿﺎة إﻻ اﻟﺼﺮاع واﻟﻨﺰوح
واﻟﻜﺮب واﻟﺠﻮع واﻹﺣﺒﺎط واﻟﯿﺄس .2
إن ﺗﻌﺮض اﻟﻌﺪﯾﺪ ﻣﻦ اﻷطﻔﺎل وﺑﺼﻮرة ﻣﺘﻮاﺻﻠﺔ ﻟﻠﺤﺮب واﻟﻀﻐﻂ اﻟﻨﻔﺴﻲ
وﻋﺪم اﻟﯿﻘﯿﻦ ﯾﻌﺮﺿﮭﻢ ﻟﺤﺎﻟﺔ ﻣﻦ 'اﻹﺟﮭﺎد اﻟﺴﺎم' واﻟﺘﻲ ﺗﻌﺘﺒﺮ أﺳﻮأ ﺣﺎﻟﺔ ﻣﻦ
ﺣﺎﻻت اﻻﺳﺘﺠﺎﺑﺔ ﻟﻠﻀﻐﻂ اﻟﻨﻔﺴﻲ ،وﻟﮭﺎ آﺛﺎر ﻛﺒﯿﺮة ﻓﻮرﯾﺔ وﺿﺎرة ﻋﻠﯿﮭﻢ،
وﺗﺸﻤﻞ ھﺬه اﻟﺤﺎﻟﺔ :اﻟﺰﯾﺎدة ﻓﻲ اﻟﺘﺒﻮل اﻟﻼإرادي اﻟﻠﯿﻠﻲ ،إﯾﺬاء اﻟﺬات،
ﻣﺤﺎوﻻت اﻻﻧﺘﺤﺎر واﻟﺴﻠﻮك اﻟﻌﺪواﻧﻲ أو اﻟﺴﻠﻮك اﻻﻧﻄﻮاﺋﻲ اﻻﻧﺴﺤﺎﺑﻲ .وﻟﻮ
ﺗﺮﻛﺖ ھﺬه اﻟﺤﺎﻟﺔ دون ﻋﻼج ،ﻓﺈن اﻟﻌﻮاﻗﺐ اﻟﻤﺤﺘﻤﻠﺔ طﻮﯾﻠﺔ اﻷﺟﻞ ﯾﻤﻜﻦ ان
ﺗﻜﻮن أﻛﺒﺮ ﻣﻦ ذﻟﻚ ،وﺗﺆﺛﺮ ﻋﻠﻰ ﺻﺤﺔ اﻷطﻔﺎل اﻟﻌﻘﻠﯿﺔ واﻟﺒﺪﻧﯿﺔ ﻟﺒﻘﯿﺔ
ﺣﯿﺎﺗﮭﻢ .ھﺬا ﺳﯿﻜﻮن ﻟﮫ أﺛﺮ ﻣﺪﻣﺮ ﻋﻠﻰ اﻟﻤﺴﺘﻘﺒﻞ ﻓﻲ ﺳﻮرﯾﺔ ﻣﺎ ﻟﻢ ﯾﺘﻢ اﺗﺨﺎذ
إﺟﺮاء اﻵن .إن اﻟﻌﻮاﻗﺐ ﻋﻠﻰ اﻷطﻔﺎل ﻣﻦ اﻻﺳﺘﻤﺮار ﺑﮭﺬه اﻟﺤﺎﻟﺔ ﯾﻤﻜﻦ أن
ﺗﺆدي إﻟﻰ أﺿﺮار داﺋﻤﺔ وﻻ رﺟﻌﺔ ﻓﯿﮭﺎ .وﻻ ﯾﺘﺼﻮر ﺧﻄﺮ ﻋﻠﻰ أﻣﺔ أﻛﺒﺮ
ﻣﻦ ﺟﯿﻞ ﻣﺘﻔﻜﻚ ﻣﺤﻄﻢ ﺗﺎﺋﮫ ﻓﻲ ﺻﺪﻣﺎﺗﮫ وﺿﻐﻮطﮫ اﻟﻨﻔﺴﯿﺔ اﻟﻌﺎﻟﯿﺔ .5

Mental health of Syrians: Internally displaced and refugees
وﻣﺎ ﯾﺰال اﻟﺴﻮرﯾﻮن رﺟﺎﻻ وﻧﺴﺎء وأطﻔﺎﻻ ﺣﺘﻰ ﻛﺘﺎﺑﺔ ھﺬا اﻟﺘﻘﺮﯾﺮ
ﯾﺘﻌﺮﺿﻮن ﯾﻮﻣﯿﺎ إﻟﻰ :اﻟﺨﻮف واﻟﺘﺠﻮﯾﻊ واﻟﺤﺼﺎر واﻹھﺎﻧﺔ وإھﺪار اﻟﻜﺮاﻣﺔ
اﻹﻧﺴﺎﻧﯿﺔ ،واﻟﻘﺘﻞ ﺧﺎرج اﻟﻘﺎﻧﻮن واﻻﺣﺘﺠﺎز اﻟﺘﻌﺴﻔﻲ واﻻﺧﺘﻔﺎء اﻟﻘﺴﺮي
واﻟﺘﮭﺠﯿﺮ اﻟﻘﺴﺮي واﻟﺘﻌﺬﯾﺐ واﻟﻌﻨﻒ اﻟﺠﻨﺴﻲ .3،4،5
إن وﺻﻒ ﻣﺎ ﯾﺤﺪث ﺑﺎﻟﻜﺎرﺛﺔ ﻻ ﯾﻜﻔﻲ ﻟﻠﺘﻌﺒﯿﺮ ﻋﻤﺎ ﯾﺤﺪث ﻓﻲ ﺳﻮرﯾﺔ ،وإن ﻣﺎ
ﯾﺤﺪث ﻓﻲ اﻟﻐﻮطﺔ اﻟﺸﺮﻗﯿﺔ ﻓﻲ دﻣﺸﻖ أﺛﻨﺎء ﻛﺘﺎﺑﺔ ھﺬا اﻟﻤﻘﺎل ،وﻗﺒﻞ ذﻟﻚ ﻓﻲ
اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻤﻨﺎطﻖ اﻟﺴﻮرﯾﺔ اﻟﻤﻨﻜﻮﺑﺔ اﻟﺘﻲ ﻋﺎرﺿﺖ اﻟﻨﻈﺎم اﻟﺴﻮري ،ﯾﺆﻛﺪ
ﻗﻨﺎﻋﺔ ﻟﺪى اﻟﻜﺜﯿﺮﯾﻦ ﻋﺒﺮت ﻋﻨﮭﺎ ﻣﻘﺎﻟﺔ ﻓﻲ ﻣﺠﻠﺔ ﻻﻧﺴﺖ اﻟﺸﮭﯿﺮة ﺑﺄن ﻣﺠﻠﺲ
اﻷﻣﻦ ﻗﺪ ﺧﺬل اﻟﺸﻌﺐ اﻟﺴﻮري وھﺬا اﻟﻔﺸﻞ اﻟﻤﺮﻛﺐ ﻟﻸﻣﻢ اﻟﻤﺘﺤﺪة زاد ﻣﻦ
اﻟﺸﻌﻮر ﺑﺎﻹﺣﺒﺎط ﺗﺠﺎھﮭﺎ ﺑﺸﺄن ﻛﻮﻧﮭﺎ ﻣﺤﺎورا ﺷﺮﻋﯿﺎ ﺣﻮل اﻧﺘﮭﺎﻛﺎت ﺣﻘﻮق
اﻹﻧﺴﺎن ،وأﻧﮫ ﻻ ﯾﻤﻜﻦ اﻟﺴﻤﺎح ﻟﮭﺬا اﻟﻮﺿﻊ ﺑﺎﻻﺳﺘﻤﺮار.6

اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ داﺧﻞ ﺳﻮرﯾﺔ
ﺗﻌﺘﺒﺮ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﺟﺰءا ﺣﯿﻮﯾﺎ ﻣﻦ اﻟﺼﺤﺔ اﻟﻌﺎﻣﺔ واﻟﺘﻲ ﺗﺄﺛﺮت ﺧﺪﻣﺎﺗﮭﺎ
ﻓﻲ ﺳﻮرﯾﺔ ﺧﻼل ﺳﻨﻮات اﻟﺤﺮب اﻟﺴﺒﻌﺔ ﺗﺄﺛﺮا ﻛﺒﯿﺮا وﻣﺄﺳﺎوﯾﺎ ،ﻓﻘﺪ ﺗﻢ ﻗﺼﻒ
اﻟﻤﺴﺘﺸﻔﯿﺎت واﻟﻤﺮاﻓﻖ واﻟﺒﻨﻰ اﻟﺘﺤﺘﯿﺔ اﻟﺼﺤﯿﺔ ﺑﻜﺎﻓﺔ أﻧﻮاﻋﮭﺎ ,وﺗﻌﺮﺿﺖ إﻟﻰ
اﻻﻗﺘﺤﺎم واﻟﻨﮭﺐ واﻟﺘﺨﺮﯾﺐ واﻟﺤﺮق ،وﺗﻢ ﺗﺤﻮﯾﻞ ﺑﻌﺾ اﻟﻤﺴﺘﺸﻔﯿﺎت إﻟﻰ
ﻣﻘﺮات ﻋﺴﻜﺮﯾﺔ ,وﺗﻢ ﺣﺮﻣﺎن اﻟﻤﺮﺿﻰ ﻣﻦ اﻻﺳﺘﻔﺎدة ﻣﻨﮭﺎ أو اﻟﻮﺻﻮل إﻟﯿﮭﺎ,
وﺗﻢ ﻧﺼﺐ اﻟﻘﻨﺎﺻﯿﻦ ﻓﻮق أﺳﻄﺢ اﻟﻤﺸﺎﻓﻲ  ،7،8وﺗﻌﺮض اﻟﻌﺎﻣﻠﻮن ﻓﻲ
اﻟﻤﺆﺳﺴﺎت اﻟﺼﺤﯿﺔ ﻓﻲ ﺳﻮرﯾﺔ إﻟﻰ اﻟﻌﻨﻒ اﻟﻠﻔﻈﻲ واﻟﺠﺴﺪي وإﻟﻰ اﻟﺘﻔﺠﯿﺮ
واﻟﺴﺮﻗﺔ واﻟﺘﮭﺪﯾﺪ واﻻﺧﺘﻄﺎف واﻻﻏﺘﯿﺎل ,وﻓﻲ ﻋﺎم  2017ﻓﻘﻂ ﺗﻌﺮﺿﺖ
اﻟﻄﻮاﻗﻢ اﻟﺼﺤﯿﺔ إﻟﻰ  123ﺣﺎدﺛﺔ اﻋﺘﺪاء ،وﻗﺘﻞ أو أﺻﯿﺐ  88ﻋﺎﻣﻞ ﺻﺤﻲ
ﻓﻲ ھﺬه اﻻﻋﺘﺪاءات  ،2وﻟﺬا ﻓﻠﻢ ﯾﻌﺪ ﻣﻦ اﻟﻤﺴﺘﻐﺮب اﻋﺘﺒﺎر ﺳﻮرﯾﺔ واﺣﺪة ﻣﻦ
أﺧﻄﺮ اﻷﻣﺎﻛﻦ ﻓﻲ اﻟﻌﺎﻟﻢ ﻟﻤﻘﺪﻣﻲ اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ.9

وﺗﮭﺎ َﺟﻢ اﻟﻨﻈﻢ اﻟﺼﺤﯿﺔ ﻓﻲ ﺳﻮرﯾﺔ ﻓﻲ أﺷﺪ اﻟﻤﻨﺎطﻖ اﺣﺘﯿﺎﺟﺎ ً إﻟﯿﮭﺎ ،وأﻛﺜﺮ ﻣﻦ
ﻧﺼﻒ اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻌﺎﻣﺔ ﺑﺎﻟﺒﻠﺪ وﻣﺮاﻛﺰ اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ اﻟﻌﺎﻣﺔ ﻗﺪ أُﻏﻠﻘﺖ

أو ﻻ ﺗﻌﻤﻞ ﺑﻜﺎﻣﻞ طﺎﻗﺘﮭﺎ .وﺗﺸﯿﺮ اﻟﺘﻘﺪﯾﺮات إﻟﻰ أن ﻧﺤﻮ ﻣﻠﯿﻮﻧﻲ وﺗﺴﻌﻤﺎﺋﺔ
أﻟﻒ ﺳﻮري ﯾﻌﯿﺸﻮن ﻓﻲ أﻣﺎﻛﻦ أﻋﻠﻨﺖ ﻣﻨﻈﻤﺔ اﻷﻣﻢ اﻟﻤﺘﺤﺪة ﺗﻌﺬّر اﻟﻮﺻﻮل
إﻟﯿﮭﺎ ،وﯾﺘﺠﺎوز ﻋﺪد اﻟﻤﺤﺘﺎﺟﯿﻦ إﻟﻰ اﻟﻤﺴﺎﻋﺪة اﻟﺼﺤﯿﺔ  11.3ﻣﻠﯿﻮن ﺷﺨﺺ،
ﯾﻌﯿﺶ ﺛﻼﺛﺔ ﻣﻼﯾﯿﻦ ﺷﺨﺺ ﻣﻨﮭﻢ ﺑﺈﺻﺎﺑﺎت وإﻋﺎﻗﺎت ﺧﻄﯿﺮة  .10 ،8وﯾﻘﺪر أن
ﺣﻮاﻟﻲ  30ﺑﺎﻟﻤﺎﺋﺔ ﻣﻦ اﻟﺴﻮرﯾﯿﻦ اﻟﻤﺼﺎﺑﯿﻦ ﺗﻌﺮﺿﻮا ﻹﻋﺎﻗﺎت داﺋﻤﺔ ﺑﺴﺒﺐ
إﺻﺎﺑﺎﺗﮭﻢ .11، 2
وﯾﻀﻄﺮ اﻟﻌﺪﯾﺪون ﻣﻦ اﻟﻤﺤﺘﺎﺟﯿﻦ إﻟﻰ اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ ،إﻟﻰ اﻟﻤﻀﻲ
ﻟﻤﺴﺎﻓﺎت طﻮﯾﻠﺔ ﻟﻠﺤﺼﻮل ﻋﻠﻰ اﻟﺮﻋﺎﯾﺔ اﻟﻄﺒﯿﺔ اﻟﻀﺮورﯾﺔ وﻗﺪ ﯾﻤﻮت
ﺑﻌﻀﮭﻢ ﻗﺒﻞ اﻟﻮﺻﻮل إﻟﯿﮭﺎ.2

وﺣﺴﺐ ﺗﻘﺪﯾﺮات ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ ،ﻓﺈﻧﮫ ﻓﻲ اوﻗﺎت اﻷوﺿﺎع اﻟﻄﺎرﺋﺔ،
ﯾﺰداد ﻣﻌﺪل اﻹﺻﺎﺑﺔ ﺑﺎﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ اﻟﺸﺪﯾﺪة ﻣﺜﻞ اﺿﻄﺮاﺑﺎت اﻟﺬھﺎن
واﻻﻛﺘﺌﺎب اﻟﺸﺪﯾﺪ ﺣﻮاﻟﻲ  4-3ﺑﺎﻟﻤﺎﺋﺔ ،وﺗﺰداد ﻣﻌﺪﻻت اﻹﺻﺎﺑﺔ
ﺑﺎﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ اﻟﺨﻔﯿﻔﺔ إﻟﻰ اﻟﻤﺘﻮﺳﻄﺔ ﻣﺜﻞ اﻻﻛﺘﺌﺎب واﻟﻘﻠﻖ ﺑﻤﻌﺪل
 20-15ﺑﺎﻟﻤﺎﺋﺔ  ، 12وﻟﺬا ﻓﺈن اﻟﺘﻘﺪﯾﺮات ﺗﺸﯿﺮ إﻟﻰ أن ﺳﻮرﯾﺎ واﺣﺪا ﻣﻦ ﻛﻞ
ﺧﻤﺴﺔ ﺳﻮرﯾﯿﻦ ﯾﻌﺎﻧﻲ ﻣﻦ ﻣﺸﻜﻼت ﻣﺘﻮﺳﻄﺔ اﻟﺸﺪة ﻓﻲ ﻣﺠﺎل اﻟﺼﺤﺔ
اﻟﻨﻔﺴﯿﺔ ،ﻓﯿﻤﺎ ﯾﻌﺎﻧﻲ ﺳﻮري واﺣﺪ ﻣﻦ ﺑﯿﻦ ﻛﻞ ﺛﻼﺛﯿﻦ ﺳﻮرﯾﺎ ً ﻣﻦ ﺣﺎﻟﺔ ﺻﺤﯿﺔ
ﻧﻔﺴﯿﺔ ﺷﺪﯾﺪة .إن اﻷطﻔﺎل وﺑﺴﺒﺐ اﻟﺘﻌﺮض اﻟﻤﻤﺘﺪ ﻟﻠﻌﻨﻒ ھﻢ اﻷﻛﺜﺮ ﻋﺮﺿﺔ
ﻟﮭﺬه اﻟﺤﺎﻻت .10، 2
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اﻟﺨﺪﻣﺎت اﻟﺼﺤﯿﺔ اﻟﻨﻔﺴﯿﺔ ﻓﻲ ﺳﻮرﯾﺔ
ﻟﻢ ﺗﻜﻦ اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ اﻟﻨﻔﺴﯿﺔ ﻓﻲ ﺳﻮرﯾﺔ ﻣﺘﻘﺪﻣﺔ ﺟﺪا ﻗﺒﻞ اﻟﺤﺮب اﻟﺤﺎﻟﯿﺔ،
وﻟﻢ ﺗﻜﻦ ﺣﺎﺻﻠﺔ ﻋﻠﻰ اﻻھﺘﻤﺎم واﻹﻣﻜﺎﻧﺎت اﻟﻤﮭﯿﺌﺔ ﻟﮭﺎ ،ﺑﻞ ﯾﻤﻜﻦ اﻋﺘﺒﺎرھﺎ
دون اﻟﻤﻌﺎﯾﯿﺮ اﻟﻤﻄﻠﻮﺑﺔ ﺑﻤﺮاﺣﻞ ﺣﯿﺚ ﻛﺎن اﻟﻌﺪد اﻟﻤﺘﻮﻓﺮ ﻣﻦ اﻷطﺒﺎء
اﻟﻨﻔﺴﯿﯿﻦ واﺣﺪ ﻟﻜﻞ ﻣﺌﺘﻲ أﻟﻒ ﻧﺴﻤﺔ ,وﻧﻔﺲ اﻟﻨﺴﺒﺔ ﻣﻦ اﻟﺘﻤﺮﯾﺾ اﻟﻨﻔﺴﻲ ،13
ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ أن اﻟﻮﺻﻤﺔ اﻟﻤﻠﺘﺼﻘﺔ ﺑﻤﻔﮭﻮم اﻟﻤﺮض اﻟﻨﻔﺴﻲ واﻟﻤﺮﺿﻰ
اﻟﻨﻔﺴﯿﯿﻦ ﺗﻌﺘﺒﺮ ﻋﺎﻟﯿﺔ ﻓﻲ اﻟﻤﺠﺘﻤﻊ اﻟﺴﻮري )ﻣﺜﻞ أﻏﻠﺐ اﻟﻤﺠﺘﻤﻌﺎت اﻟﻌﺮﺑﯿﺔ
اﻻﺧﺮى( ﻣﻤﺎ ﯾﺆﺛﺮ ﺳﻠﺒﺎ ﻋﻠﻰ طﻠﺐ اﻟﺨﺪﻣﺎت اﻟﺼﺤﯿﺔ اﻟﻨﻔﺴﯿﺔ ﻋﻨﺪ اﻟﺤﺎﺟﺔ
إﻟﯿﮭﺎ ,وﯾﺆﺧﺮ ﺗﺒﻌﺎ ﻟﺬﻟﻚ ﺗﻘﺪﯾﻢ اﻟﺨﺪﻣﺎت اﻟﻄﺒﯿﺔ اﻟﻨﻔﺴﯿﺔ اﻟﻤﻄﻠﻮﺑﺔ  ،14ﻟﺬﻟﻚ
وﻧﻈﺮا ﻟﻠﻌﺪﯾﺪ ﻣﻦ اﻟﻌﻮاﻣﻞ اﻟﻤﺨﺘﻠﻔﺔ اﻷﺧﺮى ﻓﻘﺪ ﻛﺎن ھﻨﺎك ﺗﺒﺎﯾﻦ ﺑﯿﻦ
اﻻﺣﺘﯿﺎﺟﺎت اﻟﺤﻘﯿﻘﯿﺔ ﻟﻠﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ وﺑﯿﻦ اﻟﻄﻠﺐ ﻟﮭﺎ .
وﻟﻮ ﻧﻈﺮﻧﺎ ﻣﺜﻼ إﻟﻰ أﻋﺪاد اﻷطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ ﻓﻲ ﺳﻮرﯾﺔ ﻗﺒﻞ اﻟﺤﺮب ،ﻓﺈﻧﮫ
وﻓﻘﺎ ﻟﻠﺪﻛﺘﻮر زاھﺮ ﺳﺤﻠﻮل ،اﺧﺘﺼﺎﺻﻲ طﺐ اﻟﺼﺪﻣﺎت واﻟﺮﺋﯿﺲ اﻟﺴﺎﺑﻖ
ﻟﻠﺠﻤﻌﯿﺔ اﻟﻄﺒﯿﺔ اﻟﺴﻮرﯾﺔ اﻷﻣﺮﯾﻜﯿﺔ )ﺳﺎﻣﺰ( ﻓﺈن ﻋﺪدھﻢ ﻛﺎن ﺣﻮاﻟﻲ ﻣﺎﺋﺔ
طﺒﯿﺐ ،وﺧﻤﺴﺔ ﻣﻦ ھﺆﻻء ﻓﻘﻂ اﺧﺘﺼﺎﺻﯿﻮن ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻟﻸطﻔﺎل،
وﻛﺎن ھﻨﺎك ﻋﺪد ﻗﻠﯿﻞ ﻣﻦ اﻻﺧﺘﺼﺎﺻﯿﯿﻦ اﻟﻨﻔﺴﯿﯿﻦ واﺧﺘﺼﺎﺻﻲ اﻟﺼﺤﺔ
اﻟﻨﻔﺴﯿﺔ اﻟﻤﺠﺘﻤﻌﯿﺔ.15
وأﻣﺎ ﻓﻲ اﻟﻮﻗﺖ اﻟﺤﺎﻟﻲ ،ﻓﻘﺪ ﻧﻘﻞ ﻋﻦ رﺋﯿﺲ اﻟﺮاﺑﻄﺔ اﻟﺴﻮرﯾﺔ ﻟﻸطﺒﺎء
اﻟﻨﻔﺴﯿﯿﻦ د .ﻣﺎزن ﺣﯿﺪر ﺑﺄن ﻋﺪد اﻷطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ ﯾﺒﻠﻎ ﺛﻼﺛﺔ وﺳﺒﻌﯿﻦ طﺒﯿﺒﺎ
ﻧﻔﺴﯿﺎ ﯾﻐﻄﻮن ﻣﺎ ﯾﻘﺎرب ﻋﺸﺮة ﺑﺎﻟﻤﺎﺋﺔ ﻓﻘﻂ ﻣﻦ اﻻﺣﺘﯿﺎج  ، 16وأن ﺳﻮرﯾﺔ
ﺑﺤﺎﺟﺔ إﻟﻰ أﻛﺜﺮ ﻣﻦ أﻟﻔﻲ طﺒﯿﺐ ,ﺑﻤﻌﻨﻰ أن ﻛﻞ ﻣﻠﯿﻮن ﺷﺨﺺ ﺑﺤﺎﺟﺔ إﻟﻰ
ﻣﺌﺔ طﺒﯿﺐ ،وأﻧﮫ ﻓﻲ ﻋﺎم  2016ﺗﻢ ﺗﺨﺮﯾﺞ طﺒﯿﺒﯿﻦ ﻧﻔﺴﯿﯿﻦ ﻓﻘﻂ ﻓﻲ ﺳﻮرﯾﺔ،
وأﻣﺎ ﻓﻲ ﻋﺎم  2017ﻓﮭﻨﺎك  15طﺒﯿﺐ ﻣﻘﯿﻢ ﻧﻔﺴﻲ ﻣﺴﺠﻞ ﻓﻲ ﺳﻮرﯾﺔ ،17
وﺑﺴﺒﺐ اﻟﺤﺮب اﻟﻤﺴﺘﻤﺮة ،ﯾﻌﺘﻘﺪ أن ﺣﻮاﻟﻲ ﺧﻤﺴﯿﻦ ﺑﺎﻟﻤﺎﺋﺔ ﻣﻦ اﻷطﺒﺎء
اﻟﻤﻮﺟﻮدﯾﻦ أﺻﻼ ھﺠﺮوا ﺳﻮرﯾﺔ .15
ﻛﺎﻧﺖ اﻟﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ ﻗﺒﻞ اﻟﺤﺮب ﺗﺘﺮﻛﺰ ﺑﺸﻜﻞ رﺋﯿﺲ ﻓﻲ ﻣﺪﯾﻨﺘﻲ دﻣﺸﻖ
وﺣﻠﺐ  ،12وﻛﺎﻧﺖ اﻟﺨﺪﻣﺎت ﻣﻮزﻋﺔ ﺑﯿﻦ اﻟﻘﻄﺎع اﻟﺤﻜﻮﻣﻲ واﻟﻘﻄﺎع اﻟﺨﺎص،
وﻛﺎﻧﺖ ﺗﻮﺟﺪ ﻓﻲ ﺳﻮرﯾﺔ ﺛﻼث ﻣﺸﺎﻓﻲ ﺣﻜﻮﻣﯿﺔ ﻧﻔﺴﯿﺔ وﻟﻢ ﺗﻜﻦ ﻛﺎﻓﯿﺔ ﻟﺘﻐﻄﯿﺔ
اﻻﺣﺘﯿﺎﺟﺎت اﻟﻌﻼﺟﯿﺔ ﻟﺠﻤﯿﻊ ﺳﻜﺎن ﺳﻮرﯾﺔ ،اﻷول :ﻣﺸﻔﻰ اﺑﻦ ﺳﯿﻨﺎ ﻓﻲ رﯾﻒ
دﻣﺸﻖ ،واﻟﺜﺎﻧﻲ :ﻣﺸﻔﻰ اﺑﻦ ﺧﻠﺪون ﻓﻲ ﺣﻠﺐ ،واﻟﺜﺎﻟﺚ :ﻣﺸﻔﻰ اﺑﻦ رﺷﺪ
واﻟﺬي ﻛﺎن ﻣﻘﺘﺼﺮا ﻗﺒﻞ اﻟﺤﺮب ﻋﻠﻰ ﻋﻼج اﺿﻄﺮاﺑﺎت اﻹدﻣﺎن ﻋﻠﻰ
اﻟﻤﺨﺪرات ،ﺛﻢ ﺗﺤﻮل ﻓﻲ ﺳﻨﻮات اﻟﺤﺮب إﻟﻰ ﻣﺸﻔﻰ ﻟﻸﻣﺮاض اﻟﻨﻔﺴﯿﺔ
واﻹدﻣﺎن  ، 18ﺧﺎﺻﺔ ﺑﻌﺪ ﻣﺎ ذﻛﺮ ﻣﻦ ﺗﻌﺮض اﻟﻤﺸﻔﻰ اﻻول ﻟﻠﻘﺼﻒ .وأﻣﺎ
ﻣﺸﻔﻰ اﺑﻦ ﺧﻠﺪون ﻓﻲ ﺣﻠﺐ ،ﻓﻘﺪ أدى اﻟﻘﺼﻒ واﻟﺘﺨﺮﯾﺐ إﻟﻰ ﺧﺮوﺟﮫ ﻣﻦ
اﻟﺨﺪﻣﺔ ﺳﺎﺑﻘﺎ ،ﻓﺘﻢ ﻧﻘﻞ اﻟﻤﺮﺿﻰ ﻓﯿﮫ أﻛﺜﺮ ﻣﻦ ﻣﺮة إﻟﻰ أن ﺗﻢ ﺗﺨﺼﯿﺺ ﻣﺒﻨﻰ
ﻓﻲ ﻣﺪﯾﻨﺔ إﻋﺰاز ﻟﺘﻘﺪﯾﻢ اﻟﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ ﻓﻲ اﻟﺸﻤﺎل واﻟﺸﺮق اﻟﺴﻮري،
وﺑﺎﻹﺿﺎﻓﺔ ﻟﻀﻌﻒ اﻟﺨﺪﻣﺎت وﻗﻠﺔ اﻹﻣﻜﺎﻧﺎت ،ﻓﻘﺪ ﺗﻢ أﯾﻀﺎ ﻗﺼﻔﮫ ﻓﻲ ﯾﻨﺎﯾﺮ
 2018م ﻣﻤﺎ أدى إﻟﻰ وﻗﻮع إﺻﺎﺑﺎت ﺑﯿﻦ اﻟﻤﺮﺿﻰ وﺗﺪﻣﯿﺮ اﻟﻤﺸﻔﻰ
وﺧﺮوﺟﮫ ﻣﻦ اﻟﺨﺪﻣﺔ آﻧﺬاك )ﺑﯿﺎن ﺟﻤﻌﯿﺔ ﺳﻤﺢ ﻹداﻧﺔ اﻟﻌﺪوان ﻋﻠﻰ ﻣﺸﻔﻰ
إﻋﺰاز اﻟﻨﻔﺴﻲ ﻓﻲ ﻣﻮﻗﻊ اﻟﺠﻤﻌﯿﺔ(  .19وﻛﺎن ﯾﻮﺟﺪ أﯾﻀﺎ ﻗﺴﻢ ﺻﻐﯿﺮ ﻟﻠﺤﺎﻻت
اﻟﻨﻔﺴﯿﺔ ﻓﻲ ﻣﺸﻔﻰ اﻟﻤﻮاﺳﺎة ﺑﺪﻣﺸﻖ ،وﻧﻈﺮا ﻟﻈﺮوف اﻟﺤﺮب اﻟﻤﺴﺘﻤﺮة ﻓﻲ
ﺳﻮرﯾﺔ وﺑﺴﺒﺐ اﻻﺣﺘﯿﺎج اﻟﺸﺪﯾﺪ ﻟﮭﺬه اﻟﺨﺪﻣﺎت وﺣﺎﻟﺔ ﻋﺪم اﻻﺳﺘﻘﺮار ﻓﻲ
اﻟﻮﺿﻊ ،ﻓﺈن ﺑﻌﺾ اﻟﻤﻌﻠﻮﻣﺎت ﺑﺸﺄن ھﺬه اﻟﻤﺴﺘﺸﻔﯿﺎت وﻋﻤﻠﮭﺎ وﺟﺎھﺰﯾﺘﮭﺎ ﻗﺪ
ﺗﺘﻐﯿﺮ ﻣﻊ اﻟﻮﻗﺖ .
وﻣﻨﺬ اﺑﺘﺪاء اﻷزﻣﺔ ﻓﻲ ﺳﻮرﯾﺔ ،اﺳﺘﺠﺎﺑﺖ اﻟﻤﺌﺎت ﻣﻦ اﻟﻤﻨﻈﻤﺎت ﻏﯿﺮ
اﻟﺤﻜﻮﻣﯿﺔ :اﻟﻤﺤﻠﯿﺔ واﻟﺪوﻟﯿﺔ ﻟﻸزﻣﺔ اﻹﻧﺴﺎﻧﯿﺔ ﻓﯿﮭﺎ ،إﻻ أن اﻟﻤﻼﺣﻆ أﻧﮫ ﺑﯿﻨﻤﺎ
ھﻨﺎك ﻛﺎن ھﻨﺎك اھﺘﻤﺎم ﻛﺒﯿﺮ ﺑﺎﻟﺘﺤﺪﯾﺎت اﻟﺘﻲ ﺗﻮاﺟﮫ ﺗﻠﺒﯿﺔ اﻻﺣﺘﯿﺎﺟﺎت
اﻟﺼﺤﯿﺔ ﻟﻼﺟﺌﯿﻦ اﻟﺴﻮرﯾﯿﻦ ﻓﻲ دول اﻟﺠﻮار ﻣﺜﻞ اﻷردن وﻟﺒﻨﺎن وﺗﺮﻛﯿﺎ ،ﻓﺈﻧﮫ
ﻓﻲ ذات اﻟﻮﻗﺖ ﺗﻢ ﺗﻮﺛﯿﻖ اﻟﻘﻠﯿﻞ ﺟﺪا ﺣﻮل اﻟﺘﺤﺪﯾﺎت اﻹﻧﺴﺎﻧﯿﺔ داﺧﻞ ﺳﻮرﯾﺎ،
ﺑﯿﻦ ﻋﺎﻣﻲ  2013و  2014م ﻋﻨﺪھﺎ ﻛﺎﻧﺖ اﻟﻤﻨﻈﻤﺎت ﻏﯿﺮ اﻟﺤﻜﻮﻣﯿﺔ ﺗﻌﻤﻞ
ﻓﻲ ﺳﻮرﯾﺎ ﺑﻘﻠﯿﻞ ﺟﺪا ﻣﻦ دﻋﻢ اﻷﻣﻢ اﻟﻤﺘﺤﺪة أو ﻗﯿﺎدﺗﮭﺎ ،وﻻ ﺳﯿﻤﺎ ﺣﻮل

Aljundi M. T.
اﻟﺤﺼﻮل ﻋﻠﻰ ﻣﻌﻠﻮﻣﺎت ﻟﺘﻮﺟﯿﮫ اﻻﺳﺘﺠﺎﺑﺎت اﻟﺼﺤﯿﺔ ﻓﻲ ﺳﻮرﯾﺎ ,وﻗﺪ ﻋﻤﻠﺖ
اﻟﻤﻨﻈﻤﺎت ﻏﯿﺮ اﻟﺤﻜﻮﻣﯿﺔ ﻓﻲ اﻟﻜﺜﯿﺮ ﻣﻦ اﻷﺣﯿﺎن ﺑﻄﺮﯾﻘﺔ ﺗﻨﺎﻓﺴﯿﺔ وﺑﺂﻟﯿﺎت
ﺗﻨﺴﯿﻖ ﻣﺤﺪودة ﺑﯿﻨﮭﺎ ،وﻛﺎﻧﺖ ﻟﺪﯾﮭﺎ ﺻﻌﻮﺑﺎت ﻓﻲ اﻟﺘﺴﺠﯿﻞ ﻓﻲ اﻟﺒﻠﺪان
اﻟﻤﺠﺎورة أﺣﯿﺎﻧﺎ ﻣﻤﺎ ﺟﻌﻞ أداءھﺎ ﻣﺤﺪودا داﺧﻞ ﺳﻮرﯾﺔ .9

اﻷﺳﺎس ﺣﯿﺚ ﻣﺎ زاﻟﺖ ﺑﻌﺾ اﻟﻤﻨﺎطﻖ اﻟﻤﺤﺎﺻﺮة ﺗﻔﺘﻘﺮ إﻟﻰ ھﺬا اﻟﻤﺴﺘﻮى
ﻣﻦ اﻟﺘﺪﺧﻼت ﻓﻀﻼ ﻋﻦ اﻟﻨﻘﺺ اﻟﺸﺪﯾﺪ ﻓﻲ ﻣﺴﺘﻮﯾﺎت اﻟﺘﺪﺧﻞ اﻷﺧﺮى.

وﻗﺪ ذﻛﺮت ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ ﻓﻲ ﺗﻘﺮﯾﺮ ﻟﮭﺎ ﻋﻦ ﻣﻨﺠﺰاﺗﮭﺎ ﻟﻌﺎم 2016
م ,أﻧﮫ وﻟﻠﻤﺮة اﻷوﻟﻰ ﺗﻢ ﺗﻘﺪﯾﻢ ﺧﺪﻣﺎت اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻓﻲ أﻛﺜﺮ ﻣﻦ 130
ﻣﺮﻛﺰا ً ﻟﻠﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ اﻷوﻟﯿﺔ واﻟﺜﺎﻧﻮﯾﺔ ﻓﻲ  11ﻣﺤﺎﻓﻈﺔ ﺳﻮرﯾﺔ  ،10وھﺬه
اﻟﻤﺮاﻛﺰ ﺗﺸﻜﻞ ﻣﺎ ﻧﺴﺒﺘﮫ ﻓﻘﻂ  % 16ﻣﻦ ﻣﺠﻤﻮع اﻟﻤﺮاﻛﺰ اﻟﺼﺤﯿﺔ وﻧﻈﺮا
ﻟﻠﺘﻮﺟﮫ ﺑﺈزاﻟﺔ اﻟﻤﺮﻛﺰﯾﺔ ﻓﻲ ﺗﻘﺪﯾﻢ اﻟﺨﺪﻣﺎت اﻟﺼﺤﯿﺔ اﻟﻨﻔﺴﯿﺔ وﻟﺌﻼ ﺗﺘﺮﻛﺰ ﻓﻲ
أﻣﺎﻛﻦ ﻣﺤﺪدة ﻣﻊ اﻟﺤﺎﺟﺔ اﻟﻜﺒﯿﺮة ﻟﮭﺎ ﻓﻲ ﺟﻤﯿﻊ اﻟﻤﻨﺎطﻖ وﺻﻌﻮﺑﺔ اﻟﺘﻨﻘﻞ ﺑﯿﻦ
اﻟﻤﻨﺎطﻖ اﻟﻤﺨﺘﻠﻔﺔ ﺑﺴﺒﺐ اﻟﺤﺮب ،وﺑﺴﺒﺐ اﻟﻨﻘﺺ اﻟﻜﺒﯿﺮ ﻓﻲ أﻋﺪاد اﻷطﺒﺎء
اﻟﻨﻔﺴﯿﯿﻦ ،ﺗﻢ ﺗﺪرﯾﺐ اﻟﻌﺪﯾﺪ ﻣﻦ اﻷطﺒﺎء ﻏﯿﺮ اﻟﻨﻔﺴﯿﯿﻦ ﻋﻠﻰ ﺑﺮﻧﺎﻣﺞ رأب
اﻟﻔﺠﻮة ) (mental health GAPوھﻮ ﺑﺮﻧﺎﻣﺞ ﯾﺪرب اﻷطﺒﺎء ﻋﻠﻰ
اﻟﺘﻌﺮف ﻋﻠﻰ وﺗﺸﺨﯿﺺ وﻋﻼج أھﻢ اﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ ﻣﺜﻞ :اﻻﻛﺘﺌﺎب
واﺿﻄﺮاﺑﺎت اﻟﺬھﺎن واﺿﻄﺮاﺑﺎت اﻹدﻣﺎن واﻟﻤﺸﻜﻼت اﻟﺼﺤﯿﺔ اﻟﻨﻔﺴﯿﺔ
ﻟﻸطﻔﺎل ,وﯾﺸﻤﻞ ﺗﺪرﯾﺐ ﻣﻘﺪﻣﻲ اﻟﺨﺪﻣﺎت اﻟﺼﺤﯿﺔ اﻟﻤﺒﺎدئ اﻷﺳﺎﺳﯿﺔ
واﻟﻤﺘﻘﺪﻣﺔ ﻓﻲ :اﻹرﺷﺎد اﻟﻨﻔﺴﻲ ،اﻟﻌﻼج اﻟﻨﻔﺴﻲ اﻟﺴﻠﻮﻛﻲ واﻟﻌﻼج اﻷﺳﺮي
.12

اﻟﻤﻨﻈﻤﺎت ﻏﯿﺮ اﻟﺤﻜﻮﻣﯿﺔ اﻟﻤﻌﻨﯿﺔ ﺑﺎﻟﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ

ﻓﻲ ﻋﺎم  2017م ،ﺗﻢ ﺗﻘﺪﯾﻢ ﺑﺮﻧﺎﻣﺞ رأب اﻟﻔﺠﻮة ﻓﻲ ﻏﺎزي ﻋﻨﺘﺎب اﻟﺘﺮﻛﯿﺔ
واﺳﺘﻔﺎد ﻣﻨﮫ ﺣﻮاﻟﻲ  250ﻋﺎﻣﻞ ﺻﺤﻲ وﻣﺨﺘﺺ ﻧﻔﺴﻲ ﻣﻦ اﻟﺸﻤﺎل اﻟﺴﻮري،
وﻗﺪ ﺗﻢ ﺗﻘﺪﯾﻢ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﺨﺪﻣﺎت ﻟﻠﻌﺎﻣﻠﯿﻦ أﻧﻔﺴﮭﻢ واﻟﺬﯾﻦ ﯾﺘﻌﺮﺿﻮن ﻟﻠﻀﻐﻂ
اﻟﻨﻔﺴﻲ واﻻﺣﺘﺮاق اﻟﻨﻔﺴﻲ ﺑﺴﺒﺐ اﻟﺘﻌﺮض اﻟﻤﺘﻮاﺻﻞ ﻟﻸﺣﺪاث اﻟﺼﺎدﻣﺔ .2
ودﻋﻤﺖ ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ إﻧﺸﺎء ﺑﺮاﻣﺞ ﺻﺤﯿﺔ ﻧﻔﺴﯿﺔ ﻓﻲ اﻟﻤﺪارس
اﻟﺴﻮرﯾﺔ وﺗﮭﺪف ﻣﺜﻞ ھﺬه اﻟﺒﺮاﻣﺞ إﻟﻰ ﺗﺪرﯾﺐ اﻟﻌﺎﻣﻠﯿﻦ ﻓﻲ اﻟﺘﻌﻠﯿﻢ )ﻣﺜﻞ
اﻟﻤﺪرﺳﯿﻦ واﻻدارﯾﯿﻦ واﻟﻤﺮﺷﺪﯾﻦ اﻟﻄﻼﺑﯿﯿﻦ واﻷﺧﺼﺎﺋﯿﯿﻦ اﻻﺟﺘﻤﺎﻋﯿﯿﻦ
واﻟﺘﻤﺮﯾﺾ( ﻋﻠﻰ اﻟﻤﮭﺎرات اﻷﺳﺎس ﻓﻲ اﻟﺘﺪﺧﻼت اﻟﺼﺤﯿﺔ اﻟﻨﻔﺴﯿﺔ
واﻻﺟﺘﻤﺎﻋﯿﺔ ﻟﻄﻼب اﻟﻤﺪارس ،وﯾﻘﺪر ﺣﺎﻟﯿﺎ وﺟﻮد ﻣﺎ ﯾﺰﯾﺪ ﻋﻠﻰ  400ﻣﻨﺸﺄة
ﺻﺤﯿﺔ ﻓﻲ ﺳﻮرﯾﺔ ﺗﻘﺪم ﺧﺪﻣﺎت اﻟﺪﻋﻢ اﻟﻨﻔﺴﻲ اﻻﺟﺘﻤﺎﻋﻲ .2
ﻟﻘﺪ ﻗﺎﻣﺖ اﻷﻣﻢ اﻟﻤﺘﺤﺪة وﺑﺎﻟﺘﻌﺎون ﻣﻊ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻤﻨﻈﻤﺎت اﻹﻧﺴﺎﻧﯿﺔ ﻏﯿﺮ
اﻟﺘﺎﺑﻌﺔ ﻟﮭﺎ ﻓﻲ اﻟﻌﺎم  1992م ﺑﺈﻧﺸﺎء اﻟﻠﺠﻨﺔ اﻟﺪاﺋﻤﺔ اﻟﻤﺸﺘﺮﻛﺔ ﺑﯿﻦ اﻟﻮﻛﺎﻻت
) ،(IASCوﻗﺪ ﻧﺸﺮت اﻟﻠﺠﻨﺔ ﺑﻌﺪ ذﻟﻚ ھﺎدﯾﺎت ﺣﺪدت ﻓﯿﮭﺎ ھﺮم اﻟﺘﺪﺧﻼت
اﻟﻤﻄﻠﻮﺑﺔ ﻟﻠﺘﺪﺧﻞ ﻟﻠﺪﻋﻢ اﻟﻨﻔﺴﻲ اﻻﺟﺘﻤﺎﻋﻲ ﻓﻲ ﺣﻼﻻت اﻟﻄﻮارئ ،وھﺮم
اﻟﺘﺪﺧﻼت ﺟﻌﻞ ﻋﻠﻰ أرﺑﻌﺔ ﻣﺴﺘﻮﯾﺎت:
اﻟﻤﺴﺘﻮى اﻷﺳﺎس اﻷول :اﻷﻣﺎن واﻟﺨﺪﻣﺎت اﻷﺳﺎس ﻣﺜﻞ اﻟﻐﺬاء واﻟﻤﺄوى
واﻟﻤﺎء واﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ اﻷﺳﺎس ،اﻟﺴﯿﻄﺮة ﻋﻠﻰ اﻷﻣﺮاض اﻟﻤﻌﺪﯾﺔ ،ﯾﻨﺒﻐﻲ
ﺗﺄﻣﯿﻦ ھﺬه اﻻﺣﺘﯿﺎﺟﺎت ﺑﻄﺮق آﻣﻨﺔ وﻣﻨﺎﺳﺒﺔ وﺗﺤﻔﻆ ﻛﺮاﻣﺔ اﻟﻔﺮد.
اﻟﻤﺴﺘﻮى اﻟﺜﺎﻧﻲ :دﻋﻢ اﻟﻤﺠﺘﻤﻊ واﻷﺳﺮة ،وﻟﻢ ﺷﻤﻞ اﻟﻌﺎﺋﻠﺔ واﻟﻤﺴﺎﻋﺪة ﻋﻠﻰ
ﺗﺨﻄﻲ اﻟﺤﺰن واﻷﺳﻰ وﺗﺸﺠﯿﻊ اﻟﻨﺸﺎطﺎت اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺒﺮاﻣﺞ دﻋﻢ
اﻟﺮﻋﺎﯾﺔ اﻟﻮاﻟﺪﯾﺔ واﻟﻤﺠﻤﻮﻋﺎت اﻟﻨﺴﺎﺋﯿﺔ واﻟﺸﺒﺎﺑﯿﺔ.
اﻟﻤﺴﺘﻮى اﻟﺜﺎﻟﺚ :اﻟﺨﺪﻣﺎت اﻟﻤﺮﻛﺰة ﻏﯿﺮ اﻟﺘﺨﺼﺼﯿﺔ ﻟﻔﺌﺎت أﻗﻞ ﻋﺪدا ﻣﻤﻦ
ھﻢ ﺑﺤﺎﺟﺔ إﻟﻰ ﺧﺪﻣﺎت ﺧﺎﺻﺔ ﻣﻦ ﻋﺎﻣﻠﯿﻦ ﻏﯿﺮ ﻣﺘﺨﺼﺼﯿﻦ اﻹﺳﻌﺎف
اﻟﻨﻔﺴﻲ اﻷوﻟﻲ واﻟﺮﻋﺎﯾﺔ اﻟﻨﻔﺴﯿﺔ اﻷوﻟﯿﺔ ﻣﻦ اﻟﻌﺎﻣﻠﯿﻦ ﻓﻲ اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ
اﻷوﻟﯿﺔ.
اﻟﻤﺴﺘﻮى اﻟﺮاﺑﻊ :اﻟﺨﺪﻣﺎت اﻟﺘﺨﺼﺼﯿﺔ ھﻢ ﻓﺌﺔ ﻗﻠﯿﻠﺔ ﻣﻦ اﻟﺴﻜﺎن ﺑﺤﺎﺟﺔ إﻟﻰ
رﻋﺎﯾﺔ ﻧﻔﺴﯿﺔ ﺗﺰﯾﺪ ﻋﻦ اﻟﻤﺴﺘﻮﯾﺎت اﻟﺴﺎﺑﻘﺔ ﻣﺜﻞ اﻟﻤﺮﺿﻰ اﻟﻤﺼﺎﺑﯿﻦ
ﺑﺎﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ .20
وﺑﺎﻟﻨﻈﺮ إﻟﻰ أﺣﻮال ﺑﻌﺾ اﻟﻤﻨﺎطﻖ اﻟﺴﺎﺧﻨﺔ ﻓﻲ ﺳﻮرﯾﺔ ﻧﺠﺪ أﻧﮭﺎ ﻣﺎزاﻟﺖ
ﺗﻔﺘﻘﺮ ﻟﻸﺳﻒ إﻟﻰ اﻟﺤﺪ اﻷدﻧﻰ ﻣﻦ اﻟﺘﺪﺧﻼت وھﻮ ﻣﺴﺘﻮى اﻷﻣﺎن واﻟﺨﺪﻣﺎت
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رﻏﻢ وﺟﻮد اﻟﻤﺌﺎت ﻣﻦ اﻟﻤﻨﻈﻤﺎت ﻏﯿﺮ اﻟﺤﻜﻮﻣﯿﺔ اﻟﺘﻲ ﺗﻘﺪم ﺧﺪﻣﺎﺗﮭﺎ
ﻟﻠﺴﻮرﯾﯿﻦ داﺧﻞ ﺳﻮرﯾﺎ وﺧﺎرﺟﮭﺎ ،إﻻ أن اﻟﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ اﻟﺘﺨﺼﺼﯿﺔ ﻣﺎ
زاﻟﺖ دون اﻟﻤﺴﺘﻮى اﻟﻤﻄﻠﻮب ﻟﺘﺤﻘﯿﻖ اﻻﺣﺘﯿﺎج اﻟﮭﺎﺋﻞ اﻟﻨﺎﺗﺞ ﻋﻦ اﻟﺤﺮب
وآﺛﺎرھﺎ اﻟﻔﻮرﯾﺔ واﻟﻘﺮﯾﺒﺔ واﻟﻤﺴﺘﻘﺒﻠﯿﺔ ،ورﻏﻢ أن اﻻھﺘﻤﺎم ﺑﺎﻟﺠﻮاﻧﺐ اﻟﻨﻔﺴﯿﺔ
ﺑﺪأ ﯾﺘﻨﺎﻣﻰ وﺧﺎﺻﺔ ﻓﻲ اﻟﻨﺼﻒ اﻟﺜﺎﻧﻲ ﻣﻦ ﺳﻨﻮات اﻟﺤﺮب ،إﻻ أن ﺗﻨﺎﻣﻲ
اﻟﺨﺪﻣﺎت ﻻ ﯾﺴﯿﺮ ﺑﻨﻔﺲ اﻟﻮﺗﯿﺮة ﺧﺎﺻﺔ ﻣﻊ وﺟﻮد ﻋﻮاﻣﻞ ﻋﺪﯾﺪة ﻣﺜﻞ اﻟﺪﻋﻢ
اﻟﻤﺘﺬﺑﺬب ﻟﻠﻌﺪﯾﺪ ﻣﻦ اﻟﻤﻨﻈﻤﺎت ﻏﯿﺮ اﻟﺤﻜﻮﻣﯿﺔ ﺑﺴﺒﺐ اﻟﻈﺮوف واﻟﺘﻐﯿﺮات
اﻟﺴﯿﺎﺳﯿﺔ اﻟﻤﺘﻼﺣﻘﺔ واﻟﻤﻀﻄﺮﺑﺔ ،وأﯾﻀﺎ ﺑﺴﺒﺐ ﺿﻌﻒ اﻟﺘﻨﺴﯿﻖ ﺑﯿﻦ
اﻟﻤﻨﻈﻤﺎت ﻧﻔﺴﮭﺎ وﻏﯿﺎب اﻻﺳﺘﺮاﺗﯿﺠﯿﺎت اﻟﻮاﺿﺤﺔ ﻟﺪى اﻟﻌﺪﯾﺪ ﻣﻨﮭﺎ ﺑﻞ
وﻧﻘﺺ اﻟﺘﺨﺼﺼﯿﺔ ﻓﻲ ﺗﻘﺪﯾﻢ ﺧﺪﻣﺎﺗﮭﺎ أو ﺳﻮء اﻹدارة واﻟﺘﺨﻄﯿﻂ اﻟﺬي ﻻزم
ﺑﻌﻀﮭﺎ .ﻟﺬا ﻓﻘﺪ ﻻﺣﻈﻨﺎ ﻓﻲ اﻟﺴﻨﺘﯿﻦ اﻷﺧﯿﺮﺗﯿﻦ اﻷﺧﯿﺮة ﻣﺜﻼ ﺧﺮوج ﺑﻌﺾ
اﻟﻤﻨﻈﻤﺎت ﻣﻦ ﺗﻘﺪﯾﻢ اﻟﺨﺪﻣﺎت أو ﺗﻘﻠﯿﺼﮭﺎ أو ﺗﺤﻮﻟﮭﺎ ﻟﻤﺠﺎﻻت أﺧﺮى.
وﻟﻌﻞ ﻣﻦ اﻟﻤﻔﯿﺪ ھﻨﺎ أن ﻧﻠﻘﻲ ﻧﻈﺮة ﺳﺮﯾﻌﺔ ﻋﻠﻰ ﻧﺸﺎطﺎت ﺑﻌﺾ اﻟﻤﻨﻈﻤﺎت
ﻏﯿﺮ اﻟﺤﻜﻮﻣﯿﺔ اﻟﻌﺎﻣﻠﺔ ﺣﺎﻟﯿﺎ ﻣﻊ اﻟﺴﻮرﯾﯿﻦ ﻓﻲ اﻟﺠﻮاﻧﺐ اﻟﺼﺤﯿﺔ اﻟﻨﻔﺴﯿﺔ.

اﻟﺠﻤﻌﯿﺔ اﻟﺴﻮرﯾﺔ ﻟﻠﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ )ﺳﻤﺢ(
ھﻲ ﺟﻤﻌﯿﺔ ﺳﻮرﯾﺔ ﻋﻠﻤﯿﺔ ﻏﯿﺮ ﺣﻜﻮﻣﯿﺔ وﻣﺴﺘﻘﻠﺔ ﻟﻼﺧﺘﺼﺎﺻﯿﯿﻦ ﻓﻲ ﻣﺠﺎﻻت
اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻣﺜﻞ :اﻟﻄﺐ اﻟﻨﻔﺴﻲ وﻋﻠﻢ اﻟﻨﻔﺲ واﻟﺨﺪﻣﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ
اﻟﺴﺮﯾﺮﯾﺔ ﺗﺴﻌﻰ ﻟﺘﻜﻮن ﺿﻤﻦ اﻟﺠﻤﻌﯿﺎت اﻟﻌﺎﻟﻤﯿﺔ اﻟﻤﻌﺘﺮف ﺑﮭﺎ ﻓﻲ ﻣﺠﺎﻻت
ﺗﺨﺼﺼﮭﺎ وأن ﺗﻌﺰز اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ وﺗﻘﺪم اﻟﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ
وﻓﻖ أﻋﻠﻰ اﻟﻤﻌﺎﯾﯿﺮ اﻟﻤﮭﻨﯿﺔ وﺑﻨﺎء ﻋﻠﻰ اﻟﻤﻤﺎرﺳﺔ اﻟﻌﻠﻤﯿﺔ اﻟﻤﻮﺛﻮﻗﺔ اﻟﻤﺒﻨﯿﺔ
ﻋﻠﻰ اﻟﺒﺮاھﯿﻦ .وھﻲ ﻣﺴﺠﻠﺔ ﻓﻲ اﻟﻤﻤﻠﻜﺔ اﻟﻤﺘﺤﺪة وﺗﺮﻛﯿﺎ وﻣﻘﺮھﺎ اﻟﻤﺆﻗﺖ
اﻟﺤﺎﻟﻲ ﻓﻲ ﺗﺮﻛﯿﺎ .ﺗﻢ ﺗﺄﺳﯿﺴﮭﺎ ﺑﻨﺎء ﻋﻠﻰ ﺗﻮﺻﯿﺎت اﻟﻤﺆﺗﻤﺮ اﻷول ﻟﻶﺛﺎر
اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ ﻟﻸزﻣﺔ اﻟﺴﻮرﯾﺔ واﻟﺬي ﻋﻘﺪ ﻓﻲ ﺳﺒﺘﻤﺒﺮ  2012م ﺑﻤﺪﯾﻨﺔ
اﺳﻄﻨﺒﻮل ﺑﺘﺮﻛﯿﺎ ،وﺗﻤﺎرس اﻟﺠﻤﻌﯿﺔ ﻧﺸﺎطﺎﺗﮭﺎ ﻋﺒﺮ ﻟﺠﺎﻧﮭﺎ اﻟﻔﺮﻋﯿﺔ )اﻟﺨﺪﻣﺎت
اﻟﻤﯿﺪاﻧﯿﺔ ،اﻟﺘﺪرﯾﺐ ،اﻟﻘﺎﻧﻮﻧﯿﺔ واﻷﺧﻼﻗﯿﺔ ،اﻹﻋﻼﻣﯿﺔ ،اﻟﺪراﺳﺎت واﻟﺒﺤﻮث
وﻟﺠﻨﺔ اﻟﻌﻼﻗﺎت اﻟﻌﺎﻣﯿﺔ واﻟﺪوﻟﯿﺔ( ،وﺧﻼل اﻟﺴﻨﻮات اﻟﺴﺖ ﻟﻌﻤﻞ اﻟﺠﻤﻌﯿﺔ
ﻗﺎﻣﺖ ﺑﻌﻘﺪ أرﺑﻊ ﻣﺆﺗﻤﺮات ﻋﻠﻤﯿﺔ ﻋﺎﻟﻤﯿﺔ ﺣﻮل اﻵﺛﺎر اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ
ﻟﻸزﻣﺔ اﻟﺴﻮرﯾﺔ ﻓﻲ ﺗﺮﻛﯿﺎ وأﻗﺎﻣﺖ – ﻣﻊ ﻓﻌﺎﻟﯿﺎت ﻛﻞ ﻣﺆﺗﻤﺮ – ﺑﺮاﻣﺞ ﺧﺪﻣﯿﺔ
ﻋﻼﺟﯿﺔ وﺗﺪرﯾﺒﯿﺔ وﺗﺜﻘﯿﻔﯿﺔ وﺗﻮﻋﻮﯾﺔ ,ﺣﯿﺚ ﻛﺎﻧﺖ ﺗﺘﻢ اﻻﺳﺘﻔﺎدة ﻣﻦ ﺗﺠﻤﻊ
اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻜﻔﺎءات ﻓﻲ اﻻﺧﺘﺼﺎﺻﺎت اﻟﻤﺨﺘﻠﻔﺔ ﻟﻠﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ،وﻛﺎﻧﺖ
ﻟﺴﻤﺢ )ﺑﺎﻟﺘﻌﺎون واﻟﺘﻨﺴﯿﻖ ﻣﻊ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻤﻨﻈﻤﺎت ﻏﯿﺮ اﻟﺤﻜﻮﻣﯿﺔ اﻟﻤﺤﻠﯿﺔ
واﻟﺪوﻟﯿﺔ( ﻧﺸﺎطﺎت ﺧﺪﻣﯿﺔ ﻣﺘﻌﺪدة ﻓﻲ اﻟﺸﻤﺎل اﻟﺴﻮري وﺗﺮﻛﯿﺎ )واﻟﺘﻲ ﺗﻌﻤﻞ
ﻓﯿﮭﺎ ﺑﺸﻜﻞ رﺋﯿﺲ( ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ ﺑﻌﺾ اﻟﺒﺮاﻣﺞ اﻟﺘﻲ ﺗﻤﺖ ﻓﻲ اﻷردن وﻟﺒﻨﺎن
وﻣﺼﺮ ،وﻗﺪ ﻗﺪﻣﺖ اﻟﺠﻤﻌﯿﺔ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻮرش اﻟﺘﺪرﯾﺒﯿﺔ ﻟﻸطﺒﺎء ﻣﻦ ﻣﺨﺘﻠﻒ
اﻟﺘﺨﺼﺼﺎت ﺑﺎﻹﺿﺎﻓﺔ ﻟﺘﺪرﯾﺐ اﻷﺧﺼﺎﺋﯿﯿﻦ اﻟﻨﻔﺴﯿﯿﻦ واﻻﺟﺘﻤﺎﻋﯿﯿﻦ ،وﻟﮭﺎ
ﺧﺪﻣﺎت ﻋﻼﺟﯿﺔ ﻣﺒﺎﺷﺮة وﻋﻦ ﺑﻌﺪ ،وﻟﺪﯾﮭﺎ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﺨﺪﻣﺎت اﻟﺘﺜﻘﯿﻔﯿﺔ
واﻟﺘﻮﻋﻮﯾﺔ واﻹرﺷﺎدﯾﺔ ،وﻧﻈﺮا ﻟﻤﺎ ﻟﻤﺴﺘﮫ اﻟﺠﻤﻌﯿﺔ ﻣﻦ واﻗﻊ ﺑﻌﺾ
اﻟﺘﺠﺎوزات اﻟﻤﮭﻨﯿﺔ ﻣﻦ ﺑﻌﺾ اﻟﻤﻤﺎرﺳﯿﻦ اﻟﺼﺤﯿﯿﻦ اﻟﻨﻔﺴﯿﯿﻦ ﻓﻲ اﻟﺪاﺧﻞ
اﻟﺴﻮري وﺑﻠﺪان اﻟﻠﺠﻮء ،ﻓﻘﺪ ﻗﺎﻣﺖ اﻟﻠﺠﻨﺔ اﻷﺧﻼﻗﯿﺔ اﻟﻘﺎﻧﻮﻧﯿﺔ ﺑﺴﻤﺢ ﺑﺈﻋﺪاد
اﻟﻤﯿﺜﺎق اﻷﺧﻼﻗﻲ ﻟﻠﻤﻤﺎرﺳﯿﻦ اﻟﺼﺤﯿﯿﻦ اﻟﻨﻔﺴﯿﯿﻦ واﻟﺬي ﺻﺪر ﺑﺎﻟﻠﻐﺔ اﻟﻌﺮﺑﯿﺔ
وﺟﺎري ﺗﺮﺟﻤﺘﮫ ﻟﻠﻐﺔ اﻻﻧﺠﻠﯿﺰﯾﺔ ﻟﯿﺴﺎھﻢ ﻓﻲ ﺗﺮﺷﯿﺪ اﻟﻤﻤﺎرﺳﺎت اﻟﻤﮭﻨﯿﺔ ﺿﻤﻦ
اﻟﻤﻌﺎﯾﯿﺮ اﻷﺧﻼﻗﯿﺔ واﻟﻤﮭﻨﯿﺔ ,وﻟﻌﻞ ﻣﺎ ﯾﻤﯿﺰ ﺳﻤﺢ ھﻮ ﻛﻮﻧﮭﺎ ﺟﻤﻌﯿﺔ
ﻣﺘﺨﺼﺼﺔ ﻓﻲ ﻣﺠﺎﻻت اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ وﺧﺪﻣﺎﺗﮭﺎ ﺗﻨﺼﺐ ﻓﻲ ھﺬا اﻟﻤﺠﺎل
ﺗﺤﺪﯾﺪا .19
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اﺗﺤﺎد ﻣﻨﻈﻤﺎت اﻟﺮﻋﺎﯾﺔ اﻟﻄﺒﯿﺔ واﻹﻏﺎﺛﺔ )أوﺳﻮم(
(UOSSM):
ھﻲ ﻣﻨﻈﻤﺔ إﻧﺴﺎﻧﯿﺔ ،طﺒﯿﺔ ،ﻏﯿﺮ ﺣﻜﻮﻣﯿﺔ ،ﻣﺴﺘﻘﻠﺔ وﻏﯿﺮ رﺑﺤﯿﺔ ،ﺗﺄﺳﺴﺖ
ﻟﺪﻋﻢ اﻻﺣﺘﯿﺎﺟﺎت ذات اﻟﺼﻠﺔ ﺑﺎﻟﺼﺤﺔ واﻟﻌﺎﻓﯿﺔ ﻟﻠﻨﺎس واﻟﻤﺠﺘﻤﻌﺎت اﻟﻤﺘﺄﺛﺮة
ﺑﺎﻷزﻣﺎت وﻣﺎ ﯾﻌﻘﺒﮭﺎ ،ﺑﻐﺾ اﻟﻨﻈﺮ ﻋﻦ اﻟﺠﻨﺴﯿﺔ ،واﻟﻌﺮق ،واﻟﺠﻨﺲ ،اﻟﺪﯾﻦ
أو اﻻﻧﺘﻤﺎء اﻟﺴﯿﺎﺳﻲ .وﺗﻌﺘﺒﺮ واﺣﺪة ﻣﻦ أﻛﺒﺮ اﻟﻤﻨﻈﻤﺎت ﻏﯿﺮ اﻟﺤﻜﻮﻣﯿﺔ
)(NGOsﻓﻲ ﺳﻮرﯾﺎ وﻟﮭﺎ ﻣﻜﺎﺗﺐ وﻣﺮاﻛﺰ طﺒﯿﺔ ﻓﻲ أﻧﺤﺎء ﺳﻮرﯾﺎ وﻟﺒﻨﺎن
وﺗﺮﻛﯿﺎ )اﻟﺮﯾﺤﺎﻧﯿﺔ وﻏﺎزي ﻋﻨﺘﺎب( واﻷردن )ﻋﻤﺎن( .وﻣﻨﺬ ﺗﺄﺳﯿﺴﮭﺎ ﻓﻲ ﻋﺎم
 ،2012ﺳﺎھﻤﺖ ﻓﻲ إﻧﺸﺎء وﺗﻨﻈﯿﻢ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻤﺮاﻛﺰ اﻟﺼﺤﯿﺔ ،وﻣﺮاﻛﺰ
اﻟﺘﺄھﯿﻞ وﻣﺮاﻛﺰ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ واﻟﺘﺪرﯾﺐ اﻟﻄﺒﻲ وﺗﻘﺪم اﻟﺪﻋﻢ اﻟﻄﺒﻲ ﻓﻲ
اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﻤﻨﺎطﻖ اﻟﺴﻮرﯾﺔ )ادﻟﺐ ،ﺣﻤﺎه ،ﺣﻠﺐ ،اﻟﺮﻗﺔ ،دﯾﺮ اﻟﺰور
وﺣﻤﺺ ،ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ درﻋﺎ ،اﻟﻘﻨﯿﻄﺮة ،ﺟﻨﻮب دﻣﺸﻖ واﻟﻐﻮطﺔ اﻟﺸﺮﻗﯿﺔ(.
وأوﺳﻮم ﺗﻘﺪم اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﺨﺪﻣﺎت اﻟﺼﺤﯿﺔ واﻹﻏﺎﺛﯿﺔ ،وﺗﻌﺘﺒﺮ اﻟﺨﺪﻣﺎت
اﻟﻨﻔﺴﯿﺔ ﺟﺰءا ﻓﻘﻂ ﻣﻦ ﺧﺪﻣﺎﺗﮭﺎ ،واﻟﺘﻲ ﺗﺸﻤﻞ :اﻟﻌﯿﺎدات اﻟﻄﺒﯿﺔ اﻟﻨﻔﺴﯿﺔ
وﺗﻮﻓﯿﺮ اﻟﻌﻼﺟﺎت اﻟﺪواﺋﯿﺔ اﻟﻄﺒﯿﺔ اﻟﻨﻔﺴﯿﺔ ،وﺗﻘﺪﯾﻢ اﻟﻌﻼج اﻟﻨﻔﺴﻲ اﻟﻔﺮدي
واﻟﺠﻤﺎﻋﻲ ،واﻟﺘﺪرﯾﺐ وﺗﺄھﯿﻞ اﻟﻤﻮظﻔﯿﻦ اﻟﻤﯿﺪاﻧﯿﯿﻦ واﻟﻌﺎﻣﻠﯿﻦ ﻓﻲ ﻣﺠﺎﻻت
اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ,وﺗﻘﺪﯾﻢ اﻻﺳﻌﺎﻓﺎت اﻟﻨﻔﺴﯿﺔ اﻷوﻟﯿﺔ )اﻟﺘﺸﺨﯿﺺ واﻟﻌﻼج( ﻣﻦ
ﺧﻼل اﻟﻌﯿﺎدات اﻟﻤﺘﻨﻘﻠﺔ ،ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ ﺗﻘﺪﯾﻢ اﻟﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ ﻋﻦ ﺑﻌﺪ
ﺑﺒﺮﻧﺎﻣﺞ اﻟﺸﺒﻜﺔ اﻟﺴﻮرﯾﺔ ﻟﻠﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻋﻦ ﺑﻌﺪ ) (STMHﻣﻦ ﺧﻼل
ﻣﻮﻗﻊ  Telemedicus) ( Collegiumﻓﻲ ﺟﺎﻣﻌﺔ ﯾﺎل اﻷﻣﺮﯾﻜﯿﺔ.21

اﻟﺠﻤﻌﯿﺔ اﻟﻄﺒﯿﺔ اﻟﺴﻮرﯾﺔ اﻷﻣﺮﯾﻜﯿﺔ )ﺳﺎﻣﺰ(
ھﻲ ﻣﻨﻈﻤﺔ طﺒﯿﺔ إﻏﺎﺛﯿﺔ ﻏﯿﺮ رﺑﺤﯿﺔ وﻏﯿﺮ ﺳﯿﺎﺳﯿﺔ ﺗﻌﻤﻞ ﻋﻠﻰ ﺗﺨﻔﯿﻒ اﻷزﻣﺔ
ﻓﻲ ﺳﻮرﯾﺔ واﻟﺪول اﻟﻤﺠﺎورة ﻟﺘﺨﻔﯿﻒ اﻟﻤﻌﺎﻧﺎة وإﻧﻘﺎذ اﻷرواح .وﺗﻘﺪم ﺳﺎﻣﺰ
ﺧﺪﻣﺎﺗﮭﺎ ﻓﻲ ﻛﻞ ﻣﻦ :ﺳﻮرﯾﺔ )ﺣﻠﺐ ،ادﻟﺐ ،ﺣﻤﺎة ،ﺣﻤﺺ ،اﻟﻘﻨﯿﻄﺮة ،درﻋﺎ
ورﯾﻒ دﻣﺸﻖ( ،اﻷردن )ﻋﻤﺎن وإرﺑﺪ( ،ﻟﺒﻨﺎن )طﺮاﺑﻠﺲ واﻟﺒﻘﺎع( ،ﺗﺮﻛﯿﺎ
واﻟﯿﻮﻧﺎن )ﺟﺰر ﺷﯿﻮس ،ﻛﻮس ،ﻟﯿﺮوس وﺛﯿﺴﺎﻟﻮﻧﯿﻜﻲ( ﺑﺎﻹﺿﺎﻓﺔ ﻻﺳﺘﺠﺎﺑﺘﮭﺎ
ﻷزﻣﺔ ﻻﺟﺌﻲ اﻟﺮوھﯿﻨﺠﺎ ﻓﻲ ﺑﻨﻐﻼدش وﺿﺤﺎﯾﺎ اﻟﻜﻮارث اﻟﻄﺒﯿﻌﯿﺔ ﻓﻲ
ﺑﺎﻛﺴﺘﺎن وﻣﺼﺮ وﺑﻨﻐﻼدش .وأﻣﺎ ﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﺨﺪﻣﺎت اﻟﺼﺤﯿﺔ اﻟﻨﻔﺴﯿﺔ
واﻻﺟﺘﻤﺎﻋﯿﺔ :ﻓﻠﺪى ﺳﺎﻣﺰ )ﺿﻤﻦ ﻟﺠﺎﻧﮭﺎ اﻟﻌﺎﻣﻠﺔ اﻟﻤﺘﻌﺪدة( ﻟﺠﻨﺔ ﻟﻠﺼﺤﺔ
اﻟﻨﻔﺴﯿﺔ ،وﺗﻘﺪم ﺳﺎﻣﺰ )ﺣﺴﺐ ﺗﻘﺎرﯾﺮھﺎ اﻟﻤﻮﺟﻮدة ﻋﻠﻰ ﻣﻮﻗﻌﮭﺎ ﺑﺎﻻﻧﺘﺮﻧﺖ(
ﺑﺮاﻣﺞ اﻟﺮﻋﺎﯾﺔ اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ ،اﻟﺪﻋﻢ اﻟﻨﻔﺴﻲ واﻻﺟﺘﻤﺎﻋﻲ ،ﺑﺮاﻣﺞ
اﻟﺘﻜﯿﻒ ﻣﻊ آﺛﺎر اﻟﺼﺪﻣﺎت ،دﻋﻢ اﻟﻤﻤﺎرﺳﺎت اﻟﺼﺤﯿﺔ ﻓﻲ رﻋﺎﯾﺔ اﻷطﻔﺎل،
ﻋﻼج اﻟﻘﻠﻖ واﺿﻄﺮاﺑﺎت اﻟﻜﻼم ﻟﺪى اﻷطﻔﺎل ،اﻟﺘﻌﺎﻣﻞ ﻣﻊ ﺣﺎﻻت اﻟﺠﺮوح
اﻟﻨﻔﺴﯿﺔ وﺿﺤﺎﯾﺎ اﻻﻋﺘﻘﺎل واﻟﺘﻌﺬﯾﺐ.22
وھﻨﺎك ﻣﺆﺳﺴﺎت أﺧﺮى ﻟﮭﺎ ﺑﻌﺾ اﻟﺠﮭﻮد ﻓﻲ اﻟﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ ﻣﺜﻞ اﻟﺮاﺑﻄﺔ
اﻟﺴﻮرﯾﺔ ﻟﻸطﺒﺎء اﻟﻤﻐﺘﺮﺑﯿﻦ )ﺳﯿﻤﺎ( وﻣﺆﺳﺴﺔ ﺷﺎم اﻹﻧﺴﺎﻧﯿﺔ وﻏﯿﺮھﺎ.

ﻋﺒﺮوا اﻟﺒﺤﺮ اﻟﻤﺘﻮﺳﻂ إﻟﻰ أوروﺑﺎ ﻓﻲ ﻋﺎم  2015م ،وأﻛﺜﺮ ﻣﻦ  362أﻟﻒ
ﻓﻲ اﻟﻌﺎم  ،2016و 55أﻟﻒ ﺣﺘﻰ ﻣﻨﺘﺼﻒ ﻋﺎم  2017م ،وﯾﺸﻜﻞ اﻟﺴﻮرﯾﻮن
ﺣﻮاﻟﻲ  50ﺑﺎﻟﻤﺎﺋﺔ ﻣﻦ اﻟﻼﺟﺌﯿﻦ ﻓﻲ  2015م ,و 46ﺑﺎﻟﻤﺎﺋﺔ ﻓﻲ  2016م،
و 36ﺑﺎﻟﻤﺎﺋﺔ ﻓﻲ  2017م .ووﺟﺪت أن ﻋﺸﺮات آﻻف اﻟﻼﺟﺌﯿﻦ ﯾﻌﯿﺸﻮن ﻓﻲ
ظﺮوف ﺻﻌﺒﺔ ﻓﻲ دول اﻟﻠﺠﻮء ﻣﺜﻞ اﻟﯿﻮﻧﺎن ﺑﺎﻧﺘﻈﺎر إﻋﺎدة ﺗﻮطﯿﻨﮭﻢ أو
ﺗﺮﺣﯿﻠﮭﻢ أو إﻛﻤﺎل ﻗﺮارات ﻟﺠﻮﺋﮭﻢ ,وﯾﺘﻌﺮض اﻟﻼﺟﺌﻮن إﻟﻰ ﺿﻐﻮط ﻧﻔﺴﯿﺔ
ﻋﺎﻟﯿﺔ ﺑﺴﺒﺐ اﻻﺣﺘﺠﺎز اﻟﻘﺴﺮي أو اﻟﻌﻨﻒ أو اﻟﺘﻌﺬﯾﺐ وﺣﺘﻰ ﻣﺸﺎھﺪة اﻟﻤﻮت
ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ اﺳﺘﻐﻼل اﻟﻌﺼﺎﺑﺎت اﻹﺟﺮاﻣﯿﺔ وﻋﺼﺎﺑﺎت ﺗﮭﺮﯾﺐ اﻟﺒﺸﺮ
وﺣﺘﻰ اﻟﺴﻠﻄﺎت اﻟﺮﺳﻤﯿﺔ .وأﻣﺎ اﻟﻮﻓﺎة أﺛﻨﺎء ﻣﺤﺎوﻟﺔ ﻋﺒﻮر اﻟﺒﺤﺮ ﻓﮭﻲ ﻣﻦ
اﻟﻤﺨﺎطﺮ اﻟﻤﺤﺘﻤﻠﺔ ،وﺗﺸﯿﺮ اﻟﺘﻘﺪﯾﺮات إﻟﻰ ﺣﺪوث أﻛﺜﺮ ﻣﻦ ﺧﻤﺴﺔ آﻻف وﻓﺎة
ﻓﻲ اﻟﻌﺎم  2016م ﺑﺴﺒﺐ ﻋﺒﻮر اﻟﺒﺤﺮ ،وﻟﺬﻟﻚ ﻓﺈن اﻟﻼﺟﺌﯿﻦ ﯾﻌﺎﻧﻮن ﻣﻦ
اﻟﻌﺪﯾﺪ ﻣﻦ اﻷﻋﺮاض اﻟﻨﻔﺴﯿﺔ واﻟﺠﺴﺪﯾﺔ ﺑﺴﺒﺐ اﻟﻀﻐﻮط اﻟﻨﻔﺴﯿﺔ اﻟﺘﻲ
ﯾﺘﻌﺮﺿﻮن ﻟﮭﺎ واﻟﺘﻲ ﻗﺪ ﺗﺸﯿﺮ إﻟﻰ وﺟﻮد اﺿﻄﺮاﺑﺎت ﻧﻔﺴﯿﺔ ﺳﺎﺑﻘﺔ أو ﺗﻜﻮن
ﺳﺒﺒﺎ ﻓﻲ ظﮭﻮر اﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ .وﻗﺪ وﺟﺪت اﻟﺪراﺳﺔ أن اﻟﻐﺎﻟﺒﯿﺔ
اﻟﻌﻈﻤﻰ ﻣﻦ اﻟﻤﺸﺎرﻛﯿﻦ ﺑﮭﺎ ﻟﺪﯾﮭﻢ أﻋﺮاض اﺿﻄﺮاب اﻟﻘﻠﻖ ،وﻧﻈﺮا ﻟﻠﺸﻌﻮر
ﺑﻌﺪم اﻟﯿﻘﯿﻦ ﺑﻤﺼﯿﺮھﻢ ،ذﻛﺮ اﻟﻼﺟﺌﻮن أن وﺟﻮدھﻢ ﻓﻲ اﻟﯿﻮﻧﺎن ﯾﺴﺒﺐ ﻟﮭﻢ
اﻟﻤﻌﺎﻧﺎة واﻷﻟﻢ وﻣﻤﺎ زاد ﻣﻦ ﻣﻌﺎﻧﺎﺗﮭﻢ اﻧﻔﺼﺎﻟﮭﻢ ﻋﻦ ﺑﻘﯿﺔ اﻓﺮاد اﺳﺮھﻢ ﻧﺘﯿﺠﺔ
ﻟﻠﺠﻮء .23
وﻓﻲ دراﺳﺔ ﺳﯿﺠﺒﺮاﻧﺪﯾﺠﺎ ذﻛﺮت أن اﻟﻼﺟﺌﯿﻦ اﻟﺴﻮرﯾﯿﻦ )ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ
ﺧﺴﺎراﺗﮭﻢ ﻓﻲ ﺑﻠﺪھﻢ واﻟﺘﺠﺎرب اﻟﻤﺆﻟﻤﺔ اﻟﺘﻲ ﻣﺮوا ﺑﮭﺎ ﻓﻲ ﺣﯿﺎﺗﮭﻢ( ﯾﻤﻜﻦ ان
ﯾﻌﯿﺸﻮا ﻓﻲ ظﺮوف ﻣﺠﮭﺪة ﻓﻲ اﻟﺒﻠﺪان اﻟﻤﻀﯿﻔﺔ ،ﻓﺈن اﻟﻘﺪرة ﻋﻠﻰ اﻻﻋﺘﻤﺎد
ﻋﻠﻰ اﻟﺬات واﻟﺪﻋﻢ اﻟﻤﺘﺒﺎدل ﯾﺘﺄﺛﺮ ﺳﻠﺒﯿﺎ ﺑﺎﻟﮭﺠﺮة اﻟﻘﺴﺮﯾﺔ ،ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ اﻟﻔﻘﺮ
ﺑﯿﻦ اﻟﻼﺟﺌﯿﻦ ،واﻧﻔﺼﺎﻟﮭﻢ ﻋﻦ ﻋﺎﺋﻼﺗﮭﻢ وﻣﺠﺘﻤﻌﺎﺗﮭﻢ وﻣﺤﺪودﯾﺔ ﺣﻘﻮﻗﮭﻢ
اﻟﻤﺪﻧﯿﺔ واﻟﻌﻤﺎﻟﯿﺔ ﻓﻲ ﺑﻠﺪان اﻟﻠﺠﻮء ،واﻟﻌﻨﻒ وﻓﻘﺪان اﻟﺜﻘﺔ اﻟﺘﻲ ﺗﻌﺮﺿﻮا ﻟﮭﺎ،
وأﯾﻀﺎ اﻟﻌﯿﺶ ﻓﻲ اﻣﺎﻛﻦ ﻣﻜﺘﻈﺔ .وﻣﻦ اﻟﺴﻠﺒﯿﺎت اﻟﺘﻲ ﯾﻤﻜﻦ أن ﯾﺘﻌﺮض ﻟﮭﺎ
اﻟﻼﺟﺌﻮن ﻓﻲ اﻟﺒﻠﺪان اﻟﻤﻀﯿﻔﺔ وﺧﺎﺻﺔ اﻷطﻔﺎل واﻟﻨﺴﺎء :اﻻﺳﺘﻐﻼل واﻟﻌﺰل
اﻻﺟﺘﻤﺎﻋﻲ واﻟﻌﻨﻒ اﻟﻘﺎﺋﻢ ﻋﻠﻰ ﻧﻮع اﻟﺠﻨﺲ واﻟﺰواج اﻟﻤﺒﻜﺮ ،ﻛﻞ ذﻟﻚ ﯾﻤﻜﻦ
ان ﯾﺸﻜﻞ ﺿﻐﻮطﺎ ﻛﺒﯿﺮة ﻋﻠﻰ اﻟﻼﺟﺌﯿﻦ ﻓﻀﻼ ﻋﻦ اﻻﺧﺘﻼﻓﺎت اﻟﺜﻘﺎﻓﯿﺔ
واﻟﺒﯿﺌﯿﺔ اﻟﺘﻲ ﯾﻤﻜﻦ ان ﯾﺘﻌﺮﺿﻮا ﻟﮭﺎ ﺑﻌﺪ اﻟﻠﺠﻮء.14

اﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ اﻟﺸﺎﺋﻌﺔ ﻟﺪى اﻟﻼﺟﺌﯿﻦ اﻟﺴﻮرﯾﯿﻦ
ﯾﺘﻌﺮض اﻟﻼﺟﺌﻮن إﻟﻰ ازدﯾﺎد اﺣﺘﻤﺎﻟﯿﺔ اﻟﺘﻌﺮض ﻟﻠﻌﺪﯾﺪ ﻣﻦ اﻻﺿﻄﺮاﺑﺎت
اﻟﻨﻔﺴﯿﺔ  24ﻣﺜﻞ اﻻﻛﺘﺌﺎب ،اﻟﻘﻠﻖ ،اﺿﻄﺮاب ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ،ﺑﻞ وأﯾﻀﺎ
اﻻﺿﻄﺮاﺑﺎت اﻟﺬھﺎﻧﯿﺔ واﻻﺿﻄﺮاﺑﺎت اﻟﻌﺎطﻔﯿﺔ واﻟﺴﻠﻮﻛﯿﺔ ﻟﺪى اﻷطﻔﺎل ﻣﻤﺎ
ﯾﻤﻜﻦ أن ﯾﻌﯿﻖ اﻧﺪﻣﺎﺟﮭﻢ ﻓﻲ اﻟﻤﺠﺘﻤﻌﺎت اﻟﻤﻀﯿﻔﺔ ﻟﮭﻢ.
وﻗﺪ أظﮭﺮت ﻣﺮاﺟﻌﺔ ﻣﻨﮭﺠﯿﺔ ﺣﺪﯾﺜﺔ ﻟﻠﺪراﺳﺎت طﻮﯾﻠﺔ اﻷﺟﻞ ﻟﻠﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ
ﻟﻼﺟﺌﯿﻦ ﻓﻲ اﻟﺤﺮب أن واﺣﺪا ً ﻋﻠﻰ اﻷﻗﻞ ﻣﻦ ﻛﻞ ﺧﻤﺴﺔ ﯾﻌﺎﻧﻲ ﻣﻦ اﻻﻛﺘﺌﺎب
أو اﺿﻄﺮاب ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ أو اﺿﻄﺮاب اﻟﻘﻠﻖ ،وأن اﻟﺘﻌﺮض اﻷﻛﺒﺮ
ﻟﻠﺘﺠﺎرب اﻟﻤﺆﻟﻤﺔ ﻗﺒﻞ اﻟﮭﺠﺮة واﻟﻀﻐﻮط اﻟﻼﺣﻘﺔ ﻟﻠﮭﺠﺮة ﻛﺎن أﻛﺜﺮ ﻋﻮاﻣﻞ
اﻻﺗﺴﺎق ارﺗﺒﺎطﺎ ﺑﺎﻻﺿﻄﺮاﺑﺎت اﻟﺜﻼﺛﺔ ،ﻓﻲ ﺣﯿﻦ أن اﻟﺤﺎﻟﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ
اﻻﻗﺘﺼﺎدﯾﺔ اﻟﻀﻌﯿﻔﺔ ﺑﻌﺪ اﻟﮭﺠﺮة ﻛﺎﻧﺖ ﻣﺮﺗﺒﻄﺔ ﺑﺸﻜﻞ ﺧﺎص ﺑﺎﻻﻛﺘﺌﺎب .25

اﻟﺘﺤﺪﯾﺎت اﻟﺘﻲ ﯾﻮاﺟﮭﮭﺎ اﻟﻼﺟﺌﻮن اﻟﺴﻮرﯾﻮن ﺧﺎرج ﺳﻮرﯾﺔ
ﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ اﻟﺘﻌﺎطﻒ اﻟﺸﻌﺒﻲ اﻟﻌﺎﻟﻤﻲ اﻟﻮاﺳﻊ واﻟﻜﺒﯿﺮ ﺗﺠﺎه اﻟﺴﻮرﯾﯿﻦ
وﻣﺄﺳﺎﺗﮭﻢ اﻟﻜﺒﺮى ،وﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ اﻟﻤﻌﺎﻣﻠﺔ اﻟﺤﺴﻨﺔ اﻟﺘﻲ ﺗﻠﻘﺎھﺎ اﻟﻜﺜﯿﺮون
ﻣﻦ اﻟﺴﻮرﯾﯿﻦ ﻣﻦ ﺑﻌﺾ ﺟﯿﺮاﻧﮭﻢ وﻣﻦ ﺑﻌﺾ أﺷﻘﺎﺋﮭﻢ ﻓﻲ اﻹﻧﺴﺎﻧﯿﺔ ،إﻻ أن
اﻟﻠﺠﻮء إﻟﻰ اﻟﺪول اﻷﺧﺮى ﻟﻢ ﯾﻜﻦ أﻣﺮا ﺳﮭﻼ ﻋﻠﻰ اﻟﻼﺟﺌﯿﻦ ،ﻓﻘﺪ ﻛﺎن طﺮﯾﻖ
اﻟﻠﺠﻮء ﻓﯿﮫ اﻟﻜﺜﯿﺮ ﻣﻦ اﻟﻤﺸﻘﺔ واﻷﻟﻢ واﻟﻤﺨﺎطﺮ اﻟﺘﻲ ﻓﺎﻗﺖ أﺣﯿﺎﻧﺎ ﻣﺸﻘﺔ اﻟﺒﻘﺎء
ﻓﻲ ﺑﻠﺪاﺗﮭﻢ وﻣﻨﺎطﻘﮭﻢ ,وﻟﻮ ﺿﺮﺑﻨﺎ ﻣﺜﻼ ﻋﻠﻰ ذﻟﻚ ﻣﺎ ﯾﺤﺪث ﻓﻲ ﻣﺤﺎوﻟﺔ
اﻟﻠﺠﻮء إﻟﻰ أوروﺑﺎ ﻓﯿﻤﻜﻦ أن ﻧﺘﺒﯿﻦ ذﻟﻚ ﺑﺼﻮرة أﻓﻀﻞ ،ﻓﻔﻲ دراﺳﺔ ﺟﯿﮭﺎن
ﺑﻦ ﻓﺮﺣﺎت وزﻣﻼﺋﮭﺎ ﻋﻦ اﻟﻼﺟﺌﯿﻦ اﻟﺴﻮرﯾﯿﻦ إﻟﻰ اﻟﯿﻮﻧﺎن ,أﺷﺎرت
اﻹﺣﺼﺎءات اﻟﺘﻲ أوردﺗﮭﺎ ﻣﺜﻼ :أن ﺣﻮاﻟﻲ ﻣﻠﯿﻮن وﺧﻤﺴﺔ ﻋﺸﺮ اﻟﻒ ﻻﺟﺊ
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اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ اﻟﻨﻔﺴﯿﺔ ﻟﻼﺟﺌﯿﻦ اﻟﺴﻮرﯾﯿﻦ
وﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ أن اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﺘﺴﮭﯿﻼت ﺗﻘﺪم ﻟﻼﺟﺌﯿﻦ ﻓﻲ اﻟﺒﻠﺪان
اﻟﻤﺠﺎورة ﻟﺴﻮرﯾﺔ ﻣﻦ ﻧﺎﺣﯿﺔ اﻟﺤﺼﻮل ﻋﻠﻰ اﻟﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ ﻣﺜﻞ ﺗﺮﻛﯿﺎ
واﻷردن ﺳﻮاء ﻣﻦ اﻟﺠﮭﺎت اﻟﺤﻜﻮﻣﯿﺔ أو اﻟﻤﻨﻈﻤﺎت ﻏﯿﺮ اﻟﺤﻜﻮﻣﯿﺔ ،إﻻ أن
اﻟﻮﺿﻊ ﻗﺪ ﯾﺨﺘﻠﻒ ﻓﻲ اﻟﺒﻠﺪان اﻷوروﺑﯿﺔ ﺣﯿﺚ ﯾﻤﻜﻦ أن ﯾﺨﺘﻠﻒ ھﺬا اﻷﻣﺮ
وﯾﺼﺒﺢ أﻛﺜﺮ ﺻﻌﻮﺑﺔ ﻧﻈﺮا ﻻﺧﺘﻼف اﻷﻧﻈﻤﺔ اﻟﺼﺤﯿﺔ ﻓﯿﮭﺎ وأﯾﻀﺎ اﺧﺘﻼف
اﻟﻠﻐﺔ ﻣﻤﺎ ﻗﺪ ﯾﺸﻜﻞ ﻋﺎﺋﻘﺎ إﺿﺎﻓﯿﺎ ﻓﻲ اﻟﺘﻮاﺻﻞ ﻋﻨﺪ اﻟﺤﺎﺟﺔ ﻟﻠﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ
وﺧﺎﺻﺔ ﺟﻠﺴﺎت اﻟﻌﻼج اﻟﻨﻔﺴﻲ.14
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اﻟﺘﺪﺧﻼت اﻟﻌﻼﺟﯿﺔ اﻟﻤﺒﻨﯿﺔ ﻋﻠﻰ اﻟﺒﺮاھﯿﻦ ﻟﻼﺟﺌﯿﻦ
إن ﻗﻠﺔ اﻷطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ اﻟﺴﻮرﯾﯿﻦ )ﺣﺘﻰ ﻗﺒﻞ اﻟﺤﺮب( ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ ﺻﻌﻮﺑﺔ
اﻻﻧﺘﻘﺎل ﺑﯿﻦ اﻟﻤﻨﺎطﻖ اﻟﺴﻮرﯾﺔ ﺑﺴﺒﺐ اﻟﺤﺮب ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ اﻟﺘﻜﺎﻟﯿﻒ اﻟﻤﺎدﯾﺔ،
ﻛﻠﮭﺎ ﻋﻮاﻣﻞ ﺟﻌﻠﺖ ﻣﻦ اﻟﺘﻔﻜﯿﺮ ﻓﻲ اﺳﺘﺨﺪام اﻟﻌﻼج اﻟﻨﻔﺴﻲ ﻋﻦ ﺑﻌﺪ
)(Telepsychiatryﻣﻦ اﻟﺨﯿﺎرات اﻟﻌﻼﺟﯿﺔ اﻟﻤﺘﺎﺣﺔ ﻓﮭﻮ ﯾﻮﻓﺮ اﻟﻮﻗﺖ
واﻟﺠﮭﺪ واﻟﺘﻜﺎﻟﯿﻒ اﻟﻤﺎدﯾﺔ ﺑﺎﻹﺿﺎﻓﺔ إﻟﻰ ﺗﻘﻠﯿﻞ اﻟﻤﺨﺎطﺮ اﻟﺒﺸﺮﯾﺔ وھﻨﺎك
ﺑﻌﺾ اﻟﺪﻻﺋﻞ ﻋﻠﻰ ﻓﻌﺎﻟﯿﺘﮫ ،ﻗﺪ ﯾﻜﻮن ﺣﻼ ﻣﺆﻗﺘﺎ ﯾﻤﻜﻦ اﻻﺳﺘﻔﺎدة ﻣﻨﮫ ﻓﻲ
ﺣﺎﻻت اﻟﻄﻮارئ واﻟﺤﺮوب .26
وﻧﻈﺮا ﻻرﺗﻔﺎع ﻧﺴﺒﺔ اﻹﺻﺎﺑﺔ ﺑﺎﺿﻄﺮاﺑﺎت ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ واﻻﻛﺘﺌﺎب،
وﻟﻔﻌﺎﻟﯿﺔ اﻟﻌﻼﺟﺎت اﻟﻨﻔﺴﯿﺔ ﻣﺜﻞ :اﻟﻌﻼج اﻟﺴﻠﻮﻛﻲ اﻟﻤﻌﺮﻓﻲ )(CBT
واﻟﻌﻼج ﺑﺎﻟﺘﻌﺮض ﺑﺎﻟﺴﺮد ) (NETواﻟﻌﻼج ﺑﺈزاﻟﺔ اﻟﺤﺴﺎﺳﯿﺔ وإﻋﺎدة
اﻟﻤﻌﺎﻟﺠﺔ ﺑﺤﺮﻛﺔ اﻟﻌﯿﻦ ) (EMDRﻓﻘﺪ ﺗﻤﺖ ﺑﻌﺾ اﻟﺪراﺳﺎت ﻋﻠﻰ
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اﻻﺳﺘﻨﺘﺎﺟﺎت واﻟﺘﻮﺻﯿﺎت
إن اﻟﺴﻨﻮات اﻟﺴﺒﻊ ﻣﻦ اﻟﺤﺮب اﻟﺘﻲ ﺗﻌﺮﺿﺖ ﻟﮭﺎ ﺳﻮرﯾﺔ
ﻗﺪ أﺛﺮت ﺑﺸﻜﻞ ﻛﺒﯿﺮ ﻋﻠﻰ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻟﻠﺴﻮرﯾﯿﻦ
وﺗﺮﻛﺖ آﺛﺎرا وﺟﺮوﺣﺎ ﻏﯿﺮ ﻣﺮﺋﯿﺔ إﻻ أﻧﮭﺎ ﻋﻤﯿﻘﺔ وﻟﮭﺎ
آﺛﺎرھﺎ اﻟﻤﺪﻣﺮة ﻋﻠﻰ اﻷﺟﯿﺎل اﻟﻘﺎدﻣﺔ .وإن ﻣﻦ ﺣﻖ اﻷطﻔﺎل
اﻟﺴﻮرﯾﯿﻦ ﺟﻤﯿﻌﺎ وھﻢ ﺟﯿﻞ اﻟﻤﺴﺘﻘﺒﻞ اﻟﻘﺎدم أن ﯾﻌﯿﺸﻮا ﺣﯿﺎة
آﻣﻨﺔ ﻣﻄﻤﺌﻨﺔ وﯾﻨﻌﻤﻮا ﺑﺎﻟﺴﻼم ﻓﻲ وطﻨﮭﻢ اﻟﻮاﺣﺪ.
إن ھﻨﺎك ﺿﺮورة ﻣﻠﺤﺔ ﻷن ﯾﺘﻮﻗﻒ اﻟﻨﺰﯾﻒ اﻟﺴﻮري
ﻟﯿﺘﻤﻜﻦ اﻟﺴﻮرﯾﻮن ﻣﻦ اﻟﺒﺪء ﻓﻲ ﻋﻤﻠﯿﺔ إﻋﺎدة اﻟﺒﻨﺎء اﻟﻨﻔﺴﻲ
واﻻﺟﺘﻤﺎﻋﻲ وﯾﺴﺘﻔﯿﺪوا ﻣﻦ اﻟﺘﺠﺎرب اﻟﻤﺮة اﻟﺘﻲ ﻣﺮوا ﺑﮭﺎ.
إن اﻟﺨﺪﻣﺎت اﻟﻨﻔﺴﯿﺔ اﻟﻤﻘﺪﻣﺔ ﻟﻠﺴﻮرﯾﯿﻦ )وﺧﺼﻮﺻﺎ ﻓﻲ
اﻟﻤﻨﺎطﻖ ﻏﯿﺮ اﻟﻤﺴﺘﻘﺮة( ﺑﺤﺎﺟﺔ ﻣﺎﺳﺔ ﻟﻠﺘﻄﻮﯾﺮ واﻟﺘﺤﺴﯿﻦ
وﯾﻨﺒﻐﻲ اﻟﺴﻌﻲ ﻣﻦ ﻗﺒﻞ ﺟﻤﯿﻊ ﻣﻘﺪﻣﻲ اﻟﺨﺪﻣﺎت اﻟﺼﺤﯿﺔ
اﻟﻨﻔﺴﯿﺔ إﻟﻰ اﻟﺴﻌﻲ ﻟﻌﻤﻞ ﺑﺮاﻣﺞ ﻣﺴﺘﺪاﻣﺔ طﻮﯾﻠﺔ اﻷﻣﺪ
وﻋﺪم اﻻﻗﺘﺼﺎر ﻋﻠﻰ اﻟﺘﺨﻄﯿﻂ اﻟﻤﺆﻗﺖ.
إن وﺟﻮد اﻟﺘﻨﺴﯿﻖ ﺑﯿﻦ ﻣﺨﺘﻠﻒ اﻟﺠﮭﺎت اﻹدارﯾﺔ واﻟﺨﺪﻣﯿﺔ
اﻟﻨﻔﺴﯿﺔ ﺿﺮوري ﺟﺪا ﻋﻠﻰ ﺟﻤﯿﻊ اﻟﻤﺴﺘﻮﯾﺎت ﺧﺎﺻﺔ ﻣﻊ
اﻟﺸﺢ ﻓﻲ اﻟﻤﻮارد وﺿﻌﻒ اﻹﻣﻜﺎﻧﺎت.
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ﻣﻼﺣﻈﺔ
ﺣﺎول ﻣﻌﺪ اﻟﺘﻘﺮﯾﺮ ﺗﻮﺧﻲ اﻟﺪﻗﺔ ﻓﯿﻤﺎ أورده ﻣﻦ ﻣﻌﻠﻮﻣﺎت ،وﻋﻠﻰ اﻟﺮﻏﻢ ﻣﻦ
ذﻟﻚ ﻓﺈن اﻟﺘﻐﯿﯿﺮات اﻟﻤﺘﺴﺎرﻋﺔ ﻓﻲ وﺿﻊ ﻏﯿﺮ ﻣﺴﺘﻘﺮ ﯾﻤﻜﻦ أن ﺗﺆﺛﺮ ﻋﻠﻰ
ﺑﻌﺾ اﻟﺘﻔﺎﺻﯿﻞ اﻟﻤﺬﻛﻮرة ﻓﻲ اﻟﺘﻘﺮﯾﺮ.
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Abstract
For the past seven years, the Syrian people have suffered the ravages of war. They have endured the biggest mass exodus in
modern history, the internal displacement of millions of people and the loss of hundreds of thousands of lives. The Syrian
people have suffered an unprecedented catastrophe that has come with innumerable losses and continuous exposure to
psychological traumas, which have not spared women and children.
Objectives: The current paper highlights briefly the mental health situation of Syrians inside and outside Syria comparing
the period before the war to the present day. The purpose is also to raise awareness about the mental health services
provided, their adequacy and how best to develop these services.
Results: Mental health services in Syria before the war were insufficient to meet the treatment needs of the Syrian
population. This shortfall has increased because of the war. Moreover, health care systems including mental health services
were deliberately targeted for destruction. Despite governmental and non-governmental efforts by different countries, the
mental health needs of Syrians have not been met. Women and children are particularly affected and continue to suffer
from the psychological consequences of war, whether inside or outside the country.
Conclusion: There is an urgent need to stop the war; mental health services and psychosocial support must be provided and
there also needs to be better coordination among mental health care providers aiming for more sustainable services.

 ﻣﺤﻤﺪ ﺗﻮﻓﯿﻖ اﻟﺠﻨﺪي/د
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