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The risk-beneﬁt ratio of long-term antipsychotic treatment in people with schizophrenia*
Ahmed Okasha

ﻧﺴﺒﺔ اﻟﻤﺨﺎطﺮ واﻟﻔﻮاﺋﺪ ﻣﻦ اﻻﺳﺘﻌﻤﺎل طﻮﯾﻞ اﻟﻤﺪى ﻟﻤﻀﺎدات اﻟﺬھﺎن ﻓﻲ ﻣﺮﺿﻰ اﻟﻔﺼﺎم
اﺣﻤﺪ ﻋﻜﺎﺷﮫ

Abstract
he long-term beneﬁt-to-risk ratio of sustained antipsychotic treatment for schizophrenia has recently been questioned.
In this presentation, we critically examine the literature on the long-term efﬁcacy and effectiveness of this treatment.
We also review the evidence on the undesired effects, the impact on physical morbidity and mortality, as well as the
neurobiological correlates of chronic exposure to antipsychotics. Finally, we summarize factors that affect the risk-beneﬁt
ratio.

T

There is consistent evidence supporting the efﬁcacy of antipsychotics in the short term and midterm following stabilization
of acute psychotic symptoms. There is insufﬁcient evidence supporting the notion that this effect changes in the long term.
Most, but not all, of the long-term cohort studies ﬁnd a decrease in efﬁcacy during chronic treatment with antipsychotics. On
the other hand, long-term studies based on national registries, which have lower risk of bias, ﬁnd an advantage in terms of
effectiveness during sustained antipsychotic treatment. Sustained antipsychotic treatment has been also consistently
associated with lower mortality in people with schizophrenia compared to no antipsychotic treatment. Nevertheless, chronic
antipsychotic use is associated with metabolic disturbance and tardive dyskinesia. The latter is the clearest undesired clinical
consequence of brain functioning as a potential result of chronic antipsychotic exposure, likely from dopaminergic
hypersensitivity, without otherwise clear evidence of other irreversible neurobiological changes.
Adjunctive psychosocial interventions seem critical for achieving recovery. However, overall, the current literature does not
support the safe reduction of antipsychotic dosages by 50% or more in stabilized individuals receiving adjunctive
psychosocial interventions. In conclusion, the critical appraisal of the literature indicates that, although chronic antipsychotic
use can be associated with undesirable neurologic and metabolic side effects, the evidence supporting its long-term efﬁcacy
and effectiveness, including impact on life expectancy, outweighs the evidence against this practice, overall indicating a
favorable beneﬁt-to-risk ratio. However, the ﬁnding that a minority of individuals diagnosed initially with schizophrenia
appear to be relapse free for long periods, despite absence of sustained antipsychotic treatment, calls for further research on
patient-level predictors of positive outcomes in people with an initial psychotic presentation.
Key words: Long-term antipsychotic treatment, schizophrenia, beneﬁt-to-risk ratio, efﬁcacy, effectiveness, physical
morbidity, mortality, metabolic disturbance, tardive dyskinesia, psychosocial interventions, non-adherence, dopaminergic
hypersensitivity.
Declaration of interest: None
*This paper is based on the forum- Is the Risk benefit ratio of long term antipsychotic treatment favorable for most people
with schizophrenia, and what can we do to improve it? Written in World Psychiatry 2018; 17:149–160, By Christoph U.
Correll, Jose M. Rubio, John M. Kane

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

found a very favorable number-needed-to-treat (NNT) of
3-5 8,9. Risks of acute antipsychotic treatment, compared
with placebo, mostly include weight gain, metabolic
disturbance, QTc prolongation, neurologic adverse effects
and sedation 10.
Clinical guidelines do not provide systematic
recommendations for treatment continuation or
discontinuation beyond 1-2 years, yet they warn about the
risks of relapse associated with treatment discontinuation
88
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2-5, 11

. The effects of antipsychotic treatment beyond the
ﬁrst 2 years of treatment are not well understood, given
the lack of double blind, placebo controlled randomized
trials (RCTs) 9.
Long-term animal studies of antipsychotic exposure16,
naturalistic cohorts14,15, and treatment discontinuation
studies13 have been cited by some authors who claim that
antipsychotics do not improve outcomes in the long term,
and that there may even be iatrogenic adverse
consequences of long-term antipsychotic treatment17.
Others suggest that there is insufﬁcient evidence
supporting iatrogenic effects 18. Such debate and the
uncertainty in the interpretation of long-term studies, with
inherent biases12, 19, results in unclear recommendations
for clinicians.

Treatment adherence and long
injectable antipsychotic studies

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

acting

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

In a systematic review and meta-analysis of longitudinal
studies examining relapse and its risk factors in patients
following stabilization after a ﬁrst psychotic episode, nonadherence was found to be the greatest predictor of relapse
among twenty variables in seven long-term studies,
increasing the chance of relapse by 400%23. Individuals in
another study with non-adherence for >1 month of an 18month follow-up had a ﬁvefold greater chance of relapse
than individuals with continuous treatment 24. Poor
adherence was also found to explain up to 36% of the
effect of cannabis on the number of relapses 25. Individuals
with suboptimal adherence were found to have greater
body mass index and were less likely to live in
independent housing than individuals with continuous
adherence over 18 months.
When LAIs and oral formulations were compared in
RCTs, no overall difference was found regarding relapse
prevention in the midterm after stabilization 26. This is not
surprising, given that the control groups taking oral
medication in these RCTs tend to include patients with
better treatment adherence and lower illness severity.
Non-adherence levels did not differ across ten meta-

In a Finnish national cohort, individuals treated
naturalistically with LAIs after their ﬁrst hospitalization
for a schizophrenia episode had one-third the risk of rehospitalization than individuals on oral counterparts of the
same antipsychotics 31. This was replicated in a Swedish
cohort including all phases of illness, following patients
for a median of 6.9 years. Six of the top eight
antipsychotic monotherapies that were signiﬁcantly
superior regarding hospitalization risk compared to not
receiving any antipsychotic (hazard ratios, HRs=0.510.64) were LAIs (with the two oral antipsychotics being
clozapine and olanzapine) 32.

Placebo-controlled
antipsychotic
maintenance treatment studies
Methodologically, placebo-controlled maintenance RCTs
have the advantage of minimizing systematic differences
between groups, yet their time frame is only mid-term
(i.e., 1-3 years following stabilization), and their results
assume full long-term adherence with antipsychotics
(which is known to decrease over time21). Increasing nonadherence even in RCTs could lead to ﬁnding lower effect
sizes in studies of longer duration. A meta-analysis of 65
placebo-controlled maintenance RCTs found an overall
NNT of 3 favoring antipsychotics over placebo in
preventing relapse, but overall treatment effects tended to
decrease as a function of study duration9.
Supporting the hypothesis that increasing non-adherence
on antipsychotics could decrease antipsychotic
maintenance efﬁcacy, the authors found a signiﬁcantly
greater relapse preventive effect (p=0.03) in studies
comparing LAIs vs. placebo (HR=0.31) than oral
89
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medications vs. placebo (HR=0.46). No differences were
observed in sedation, although weight gain and at least
one movement disorder were signiﬁcantly more frequent
during antipsychotic treatment 9.

Long-term cohort studies
Non-randomized cohort studies often found that, at
follow-up, individuals on antipsychotics had equal or
greater illness severity compared with those off
antipsychotics. For example, in the Suffolk county cohort,
175 individuals with schizophrenia showed a clinical
decline over the 20-year follow-up period 33. This decline
occurred despite high and constant rates of antipsychotic
prescription (86.9% at baseline and 81.8% 20 years later),
and antipsychotic use was associated with worse Global
Assessment of Functioning (GAF) scores and negative
symptoms, yet lower disorganization and excitement33. In
the Chicago cohort, which followed 70 individuals with
schizophrenia from early illness for 20 years, 8% of the 15
unmediated individuals had some degree of psychotic
symptoms, versus 68% of the 25 individuals treated
continuously with antipsychotics 14. In the Northern
Finland 1966 Birth Cohort, which followed patients for
almost 20 years, those who were off antipsychotics were
more often in remission, and no differences in remission
rates between treatment groups were found34,35. Similarly,
the OPUS cohort in Denmark found that, among the 90%
of the individuals who did not have sustained remission
10 years after their ﬁrst episode, more were on than off
antipsychotics 36, 37. Nevertheless, in those nonrandomized, uncontrolled studies, adherence levels to
antipsychotic treatment are unknown, and most
importantly, there is a high risk of confounding by
indication and reverse causation, in that greater illness
severity could be the cause of continued antipsychotic
treatment, rather than being the effect. Interestingly,
different results were found in a retrospective cohort study
of individuals with schizophrenia whose access to
antipsychotic treatment had been restricted. On the other
hand, results from large, national samples analyzed with
statistical methods to adjust for baseline differences
support the notion that treatment failure and
hospitalization32, as well as mortality risk from
suicide38,39, are signiﬁcantly greater in patients not
receiving antipsychotics than in those who are.
The authors highlighted that there are at least eight major
studies, which fail to ﬁnd better outcomes for
schizophrenia patients treated on a long-term basis with
antipsychotics. These negative results from multiple large
well-documented long-term studies are a clear warning
sign. 40

Dose-reduction and dose discontinuation
studies
Dose-reduction and dose-discontinuation studies (DRDD)
evaluate outcomes associated with these treatment
strategies compared with long-term continuation of
antipsychotic treatment. DRDD studies often have the
advantage of a longer time span than antipsychotic
maintenance trials, yet with greater degree of
randomization and control than naturalistic cohort studies.
Wunderink et al 13 conducted the study with the longest
follow-up period to date, consisting of two phases. In the
ﬁrst phase, 131 individuals with a ﬁrst episode of
psychosis were allocated to 2 years of either symptom
guided DRDD or treatment continuation 41. The initial
goal of stopping antipsychotic treatment in the DRDD
group was changed to dose reduction only, due to too
many relapses after antipsychotic discontinuation. In the
second phase, 103 individuals were evaluated once after 5
years of uncontrolled community treatment 13. In the
initial RCT, the DRDD group had twice as many relapses
as the maintenance group (43% vs. 21%, p=0.011),
although about 20% were able to successfully stop the
medication without relapses. There were no differences in
symptom severity, both groups having low Positive and
Negative Syndrome Scale (PANSS) scores throughout 41.
At 5 years, there were no differences in relapse rates or
symptom severity. However, recovery rates were twice as
likely in the initial dose-reduction group (40.4% vs.
17.6%, p=0.004), driven not by symptomatic remission
(69.2% vs. 66.7%, p= 0.79), but by functional remission
(46.2% vs. 19.6%, p=0.01), and 8 of the 11 patients off
antipsychotics for 2 years were in the original dosereduction condition. These results have been cited as
important evidence that antipsychotics could postpone
rather than prevent relapse, while impacting negatively on
functional recovery in the long-term 12, 14, 15, 17, 19. These
ﬁndings should be interpreted with caution. As the authors
acknowledge, the participants had very low symptom
severity. Antipsychotic dose reduction vs. standard
maintenance dose has also been examined in other studies
with shorter follow-up. In a meta-analysis of 13 trials with
follow-up of 24 and 104 weeks (11 trials lasting ≥1 year),
Uchida et al42 found no differences between low
antipsychotic dose (50-100% of the deﬁned daily
doses(43)) and standard antipsychotic dose, with respect
to overall treatment failure (p=0.53) or hospitalization (p=
0.40). Yet, very low dose (<50% of the deﬁned daily doses
43
) were associated with greater risk of hospitalization
(p=0.002) and relapse (p=0.0004).
In a pilot study, cognitive symptoms were signiﬁcantly
improved when the antipsychotic dose was reduced to
50% of the deﬁned daily dose 44.
90
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In a recent review 45, several such factors were listed: lack
of schizophrenia diagnosis, better premorbid social and
occupational functioning, good social support, shorter
duration of illness, and shorter duration of untreated
psychosis. These factors may help identify the better
candidates for discontinuation. Timing, as well, is an
important component, as it appears that patients who
achieve remission for three months in the ﬁrst two years
of illness have a better clinical prognosis 46. This better
prognosis is felt by some to indicate a higher likelihood of
tolerating dose reduction and discontinuation 45. We
support the conclusions outlined in the paper by Correll et
al47, and we believe that the current literature undermines
the clinical certainty of antipsychotic medications in the
long-term treatment of schizophrenia. While not a
certainty, long-term antipsychotic treatment is a very
common outcome for people with schizophrenia. We
encourage a sense of curiosity about the possibility of dose
reduction and discontinuation in appropriate patients.

Physical Morbidity and Mortality
Schizophrenia is associated with a well-established excess
of physical morbidity and premature mortality, while
antipsychotics are associated with cardiovascular risk
factors 48-55. Individuals with schizophrenia have a greater
prevalence of sedentary lifestyle, obesity, cardiovascular
illness, diabetes, nicotine smoking and tobacco-related
disorders, sexually transmitted diseases, obstetric
complications, and altered pain sensitivity 56,57, while also
having lower rates of health care services utilization and
medical treatment for such conditions, which results in
large unaddressed gaps in medical care(58).
A recent systematic review and meta-analysis including
11 studies from various countries found a weighted mean
decrement in life expectancy of 14.5 years in patients with
schizophrenia, with signiﬁcant variations depending on
gender and country59. In the US, natural causes account
for a vast majority of deaths, with only 1/7 related to
unnatural causes (accidents, suicide or homicide). Chronic
medical illness associated with smoking, obesity and a
sedentary lifestyle account for most of the variance in
premature mortality. These results seem to vary across
countries, likely reﬂecting public health characteristics.
In a national Swedish cohort, individuals with
schizophrenia were less likely to have received a
diagnosis of cancer or ischemic heart disease at the
moment of dying of these causes 60. These data suggest
poor prevention and early treatment of medical
conditions. In another sample, individuals with
schizophrenia diagnosed with cardiovascular illness were
less likely to use lipid-lowering and anti-hypertensive

medication, which was altogether associated with worse
outcomes 61. To what extent antipsychotic treatment
moderates the association between schizophrenia and
poor health care utilization is not yet well understood. The
role of antipsychotics in reducing premature mortality in
schizophrenia has been better characterized. Despite
antipsychotic treatment elevating cardiovascular risk
factors, long-term treatment is consistently associated
with lower mortality rates compared to no long-term
treatment38,39,62-64, but still higher rates than in individuals
without schizophrenia38.
Tiihonen et al39 found that, compared to individuals with
schizophrenia not receiving antipsychotic treatment, those
with longer antipsychotic treatment had greater
decrements in premature mortality, including from
cardiovascular causes39. Patients with schizophrenia with
low and moderate – but not high – cumulative doses of
antipsychotics had lower rates of mortality due to
cardiovascular disease, whereas those with high – but not
moderate or low – doses had low mortality rates due to
suicide 38.

Brain Structure and Functioning
Schizophrenia has been associated with various brain
volumetric abnormalities since the emergence of
neuroimaging 65. The cortical and subcortical regions
found to have lower volume in schizophrenia have most
frequently been the anterior cingulate cortex, insula,
hippocampus, and thalamus66,67, although several other
areas have been implicated, with variability across studies
probably due to methodological differences.
Never treated patients with chronic schizophrenia show a
signiﬁcantly-accelerated decline in prefrontal and
temporal cortical thickness 68, suggesting a
neurodegenerative illness course. Reduced hippocampal
and thalamic volumes have been observed in individuals
at high risk of developing psychosis 69. High-risk
individuals who transitioned to psychosis presented with
further progression of the whole brain volume reduction,
even before antipsychotic treatment 70, and reductions in
brain regions, such as the anterior cingulate, have been
identiﬁed as potential biomarkers indicative of greater risk
of transition to psychosis 71. Despite grey matter reduction
being a consistent ﬁnding, what this means at the
neuropathological level is unclear 72-76. Brain tissue loss is
a non-speciﬁc ﬁnding, observed with antipsychotic
exposure 77, changes in body weight 78, alcohol use79,80,
and steroid use81.
A generalized decrement of grey matter volume
associated with antipsychotic treatment duration and
91
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cumulative doses has been repeatedly reported 77,82.
However, these studies are limited by the fact that the
duration and cumulative dose of antipsychotics can be a
marker of illness severity or illness duration, making it
difﬁcult to distinguish a reduction due to illness severity,
illness duration or antipsychotic exposure. Other ﬁndings
contradict the notion that antipsychotics cause a
decrement in grey matter in schizophrenia. The ENIGMA
neuroimaging consortium found that, among 2,028
patients, antipsychotic naıve individuals had greater
volumetric deﬁcits in the hippocampus compared with
antipsychotic-treated ones83, whereas thalamus and basal
ganglia volume deﬁcits in untreated patients have been
found to be corrected with antipsychotic treatment77, 83.
Thus, the evidence does not seem to support a causal or
detrimental relationship between long-term antipsychotic
use and clinically relevant brain volumetric changes, with
some data even suggesting that brain volume reductions
could be associated with better brain network integration.
Long-term antipsychotic treatment has been associated
with an increase in the number and afﬁnity of dopamine
D2 receptors, which results in a state of dopaminergic
super sensitivity, and has been replicated in animal 16, 84
and human models 85.
Tardive dyskinesia is a clinical consequence of long-term
antipsychotic use that has been associated with
dopaminergic super sensitivity 86, but also other possible
mechanisms 87, and with greater risk in genetically
vulnerable populations 88. The estimated risk of tardive
dyskinesia with ﬁrst-generation antipsychotics is 3-5%
per year of exposure (at least for the ﬁrst 5 years) 89, being
lower with second-generation antipsychotics 90. Early
Parkinsonism and higher antipsychotic doses have been
associated with this side effect 91. A recent meta-analysis
estimated a global mean prevalence of 25% in patients
with schizophrenia treated with antipsychotics, with great
variability depending on geographical and treatmentrelated factors 91. Two agents, valbenazine and
deutetrabenazine, have been recently approved in the US
for the treatment of this side effect of antipsychotic
treatment, having shown moderate to high efﬁcacy93,94.
Following the hypothesized mechanism underlying
tardive dyskinesia, dopamine super sensitivity related
psychosis either during antipsychotic treatment or upon
antipsychotic discontinuation has been a theoretical
concern 92, 95. The hypothesis is that chronic dopaminergic
blockade resulting in dopamine D2 receptor up regulation
and dopaminergic hypersensitivity in the mesolimbic
pathway may increase the risk of relapse and reduce
antipsychotic efﬁcacy in the long term.
Psychosocial interventions are effective augmentation
strategies for the treatment of schizophrenia, particularly
CBT-based interventions, which seem to have

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

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

Recommendations
The recommendation to continue long-term treatment
applies to patients in general. While the uncertainty is
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largest after the ﬁrst episode of psychosis, following a
second episode the arguments for antipsychotic
maintenance treatment are even greater. Future research
should include predictive models of successful treatment
discontinuation in addition to prediction of treatment
response.
The ﬁnal challenge is that our current antipsychotic
medications are not disease modifying. Pre-synaptic
striatal dopamine dysfunction is thought to drive the
symptoms of schizophrenia96, yet all of our current
antipsychotic drugs act post-synoptically. Thus, they
block the consequences of pre-synaptic dopamine
dysfunction but do not address the underlying dopamine
dysfunction, which remains present even after long-term
treatment. This provides a neurobiological explanation for
why patients may relapse on stopping antipsychotic
treatment. 97
Leff and Wing 98 also noted that those with a very poor
outcome do not beneﬁt from continued antipsychotics.
The reason that such individuals are treatment resistant is
because they do not synthesize excessive striatal
dopamine 99. There appear to be two types of treatment
resistance 100. First, those who have never responded to
antipsychotics and whose psychosis may not involve
dopamine dysregulation. Second, those who once
responded to D2 blockers but have lost this ability,
possibly due to the development of dopamine super
sensitivity. Correll et al ignore the evidence that prolonged
administration of antipsychotics to animals cause an
increase in D2 receptor numbers, and that the resultant
dopamine super sensitivity causes antipsychotics to lose
their efﬁcacy 101. They do, however, cite reports that
partial dopamine agonists may have less propensity to
cause dopamine super sensitivity.

at the lowest therapeutic dose is the best option for
achieving optimal outcomes. 103
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اﻟﻤﻠﺨﺺ
إن ﻧﺴﺒﺔ اﻟﻤﺨﺎطﺮ واﻟﻔﻮاﺋﺪ ﻟﻼﺳﺘﻌﻤﺎل اﻟﻤﺴﺘﻤﺮ ﻟﻤﻀﺎدات اﻟﺬھﺎن ﻓﻲ ﻣﺮﺿﻰ اﻟﻔﺼﺎم أﺻﺒﺢ ﺣﺪﯾﺜﺎ ً ﻣﺠﺎﻻً ﻟﻠﻤﺴﺎءﻟﺔ.
ﻧﺤﺎول ﻓﻲ ھﺬا اﻟﻤﻘﺎل ان ﻧﺴﺘﻌﺮض اﻻﺑﺤﺎث اﻟﻤﻮﺟﻮدة ﻟﻼﺳﺘﻌﻤﺎل طﻮﯾﻞ اﻟﻤﺪى ،ﻛﺬﻟﻚ ﻧﺴﺘﻌﺮض اﻻﻋﺮاض اﻟﺠﺎﻧﺒﯿﺔ واﻟﺘﺄﺛﯿﺮ ﻋﻠﻰ اﻟﻤﺮﺿﯿﺔ اﻟﺠﺴﺪﯾﺔ واﻟﻮﻓﺎة اﻟﻤﺒﻜﺮة
وﻛﺬﻟﻚ اﻟﻤﺮادﻓﺎت اﻟﺒﯿﻮﻟﻮﺟﯿﺔ اﻟﻌﺼﺒﯿﺔ اﻟﻤﺼﺎﺣﺒﺔ ﻟﻼﺳﺘﻌﻤﺎل اﻟﻤﺰﻣﻦ ﻟﮭﺬه اﻟﻌﻘﺎﻗﯿﺮ.
ﻻ ﺷﻚ اﻧﻨﺎ ﻧﻤﻠﻚ اﻟﺪﻟﯿﻞ ﻋﻠﻰ ﻓﺎﻋﻠﯿﺔ ھﺬه اﻟﻌﻘﺎﻗﯿﺮ ﻓﻲ اﻟﻤﺪد اﻟﻘﺼﯿﺮة او اﻟﻤﺘﻮﺳﻄﺔ وﻛﺬﻟﻚ ﺣﺎﻟﺔ اﻟﻮﺻﻮل ﻟﻠﮭﺪأة ﺑﻌﺪ اﻟﻨﻮﺑﺎت اﻟﺤﺎدة وﻻ ﯾﻮﺟﺪ دﻟﯿﻞ ﻛﺎﻓﻲ ﻟﻔﺎﺋﺪة اﺳﺘﻌﻤﺎل
اﻟﻌﻘﺎﻗﯿﺮ ﻟﻤﺪة طﻮﯾﻠﺔ ،وﯾﺘﻀﺢ ﻣﻦ اﻟﺪراﺳﺎت طﻮﯾﻠﺔ اﻟﻤﺪى اﻧﺨﻔﺎض اﻟﺘﺄﺛﯿﺮ ﺑﻌﺪ اﻻﺳﺘﻌﻤﺎل ﻟﻤﺪة طﻮﯾﻠﺔ ،وﻟﻜﻦ ﯾﻮﺟﺪ ﻓﻲ اﻟﺪراﺳﺎت طﻮﯾﻠﺔ اﻟﻤﺪى اﻟﻤﺒﻨﯿﺔ ﻋﻠﻰ اﻟﺘﺴﺠﯿﻼت
اﻟﻘﻮﻣﯿﺔ ،واﻟﺘﻲ ﺗﺘﻤﯿﺰ ﺑﻘﻠﺔ ﻣﺨﺎطﺮ اﻟﺘﺤﯿﺰ ﻓﺎﺋﺪة ﻓﻲ اﻻﺳﺘﻤﺮار ﻋﻠﻰ ﻣﻀﺎدات اﻟﺬھﺎن ﻟﻤﺪة طﻮﯾﻠﺔ .وﻣﻤﺎ ﯾﺪﻋﻮ ﻟﻠﺪھﺸﺔ ان طﻮل ﻣﺪة ﻣﻀﺎدات اﻟﺬھﺎن ﺗﻘﻠﻞ ﻣﻦ اﻟﻮﻓﯿﺎت
ﻣﻘﺎرﻧﺔ ﺑﻤﻦ ﻻ ﯾﺘﻨﺎول أي ﻋﻼج ،وﻟﻸﺳﻒ ان طﻮل اﻟﻤﺪة ﻗﺪ ﺗﺴﺒﺐ اﺿﻄﺮاﺑﺎ ً ﻓﻲ اﻻﯾﺾ واﻟﺤﺮﻛﺎت اﻟﻌﺼﺒﯿﺔ اﻵﺟﻠﺔ وھﻲ اﻋﺮاض ﻏﯿﺮ ﻣﺮﻏﻮﺑﺔ .وﺗﻨﺸﺄ ﻣﻦ زﯾﺎدة
ﺣﺴﺎﺳﯿﺔ اﻟﻤﺴﺘﻘﺒﻼت اﻟﺪوﺑﺎﻣﯿﻨﯿﺔ .ان اﻟﺘﺪﺧﻞ اﻟﻌﻼﺟﻲ اﻟﻨﻔﺴﻲ اﻻﺟﺘﻤﺎﻋﻲ ھﺎم ﻟﻠﻮﺻﻮل اﻟﻰ اﻟﺸﻔﺎء.
وﯾﺘﻔﻖ ﻣﻌﻈﻢ اﻟﻌﻠﻤﺎء ﻋﻠﻰ ان ﺧﻔﺾ اﻟﻌﻼج اﻟﻰ  %50ﻓﻲ اﻟﻤﺮﺿﻰ اﻟﻤﺴﺘﻘﺮﯾﻦ ﻗﺪ ﯾﺴﺒﺐ اﻟﻨﻜﺴﺎت واﻟﺪﺧﻮل ﻟﻠﻤﺴﺘﺸﻔﻰ ،وﯾﺒﻘﻰ اﻟﻘﺮار ﺣﺎﻟﯿﺎ ً ان اﻻﺳﺘﻤﺮار ﻋﻠﻰ اﻟﻌﻼج
ﺑﺎﻟﺮﻏﻢ ﻣﻦ ﺧﻄﻮرة ﺑﻌﺾ اﻻﻋﺮاض اﻟﻌﺼﺒﯿﺔ واﻻﯾﻀﯿﺔ ،وﻻ ﻧﺴﺘﻄﯿﻊ ﺗﺠﺎھﻞ ان اﻟﻘﻠﯿﻞ ﻣﻦ ﻣﺮﺿﻰ اﻟﻔﺼﺎم ﻻ ﯾﻌﺎﻧﻮن ﻣﻦ أي ﻧﻜﺴﺎت ﺑﺎﻟﺮﻏﻢ ﻣﻦ ﻋﺪم ﻋﻼﺟﮭﻢ ﺑﻤﻀﺎدات
اﻟﺬھﺎن ،وﻟﺬا ﯾﺠﺐ دراﺳﺔ اﻟﮭﺎدﯾﺎت ﻣﻊ ھﺆﻻء اﻟﻤﺮﺿﻰ ذوي اﻟﻤﺄل اﻹﯾﺠﺎﺑﻲ ﺑﻌﺪ اﻻﺻﺎﺑﺔ ﺑﻨﻮﺑﺔ ذھﺎﻧﯿﮫ .
Author
)Prof. Ahmed Okasha, M.D., PhD, F.R.C.P., F.R.C., Psych., F.A.C.P (Hon.
Director of WHO Collaborating Center for Research and Training in Mental Health
Professor and Founder Institute of Psychiatry, Ain Shams University, Cairo, Egypt
)President of World Psychiatric Association WPA (2002-2005
Hon. President Egyptian Psychiatric Association and Arab Federation of Psychiatrists
Adviser to the Egyptian President for Mental Health and Community Integration
Cairo – Egypt
E-mail: aokasha@internetegypt.com

97

The Arab Journal of Psychiatry (2018) Vol. 29 No.2 Page (98-107) (doi-10.12816/0051274)

Mortality in National Psychiatric Hospitals in Sudan:
A Nine Year Review of Hospital Deaths
Abdelgadir H. Osman, Hassan A H Abubakker, Khalid A H Ahmed, Mohga Mohamed, Hussein Sulyman

:اﻟﻮﻓﯿﺎت ﺑﺎﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻘﻮﻣﯿﺔ ﻟﻸﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﻓﻲ اﻟﺴﻮدان
 ﻟﻤﻌﺮﻓﮫ اﻻرﺗﺒﺎطﺎت اﻟﻤﺆدﯾﺔ ﻟﻠﻮﻓﺎة ﻓﻲ اﻟﻤﺴﺘﺸﻔﯿﺎت،ﻣﺮاﺟﻌﺔ اﻟﻮﻓﯿﺎت ﻟﻤﺪه ﺗﺴﻌﮫ اﻋﻮام
 ﺣﺴﯿﻦ ﺳﻠﯿﻤﺎن، ﻣﮭﺠﮫ ﻣﺤﻤﺪ، ﺧﺎﻟﺪ ﻋﺒﺪ اﻟﻜﺮﯾﻢ اﺣﻤﺪ، ﺣﺴﻦ ادم أﺑﻮﺑﻜﺮ،ﻋﺒﺪ اﻟﻘﺎدر ﺣﺴﯿﻦ ﻣﺤﻤﺪ ﻋﺜﻤﺎن

Abstract

O

bjectives: The current study aimed to describe mortality rates and associated risks factors in national psychiatric
hospitals in Sudan. Method: A retrospective study, it involved the audit of all fatalities that took place during the
study period in all national psychiatric hospitals in Sudan. Results: From a total of 20,745 admissions to the main national
psychiatric hospitals over a nine year period, 72 patients died during their hospital stay. This was an average of 3.47 in one
thousand admission episodes. A total 62.5% of deaths occurred in the first seven to 10 days following admission. Deceased
patients were predominantly men 48 (66.6%) under the age of 40 years. Conclusion: Infection and organic illnesses were
the leading causes for inpatient mortality in the psychiatric hospitals studied. Circulatory failure and cardiovascular related
deaths constituted immediate cause of death in psychiatric hospitals in 20% of the current sample. In total, 13.9% of all
mortalities were clinically gauged due to neuroleptic malignant syndrome whilst suicide was the cause in less than 3% of
deaths in all psychiatric hospitals studied.
Key words: Mortality; psychiatric hospital; sudden death, arrhythmias; Sudan
Declaration of interest: None

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

patients receiving antipsychotic drugs, including
clozapine.4 Accumulating evidence suggests that certain
antipsychotics especially second generation (sGAP) are
associated with weight gain and metabolic syndrome,
manifesting with a wide range of metabolic
abnormalities such as, dyslipidemia, diabetes, and
The
precise
mechanisms
of
hyperglycemia.5
antipsychotic induced weight gain is not fully elucidated.
The mortality rates in psychiatric in-patient units is
found to be three times higher when comparison with
general population.5,6 This higher rate is further
accentuated in younger age groups, especially women.
This excess mortality has been observed with respect to
natural causes of death as well as to unnatural causes, i.e.
injury and suicide. Deaths from diseases of the
circulatory system are overrepresented. As is true in the
general population, these diseases account for the
greatest number of deaths. Mortality is found to be
significantly high in psychiatric population from diseases
of the respiratory system, many ill-defined or silent
diseases such as neoplasm and cardiovascular disorders
are due to many factors not least the often late detection
and diagnosis of these illnesses.6,7 However, various
other, risk factors have been identified by research to be
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associated with elevated mortality among psychiatric
patients. For instance in assessing the incidence of druginduced prolongation of QT interval on the ECG
recordings (QT) among psychiatric patients. To elucidate
this further, in an influential study the authors reported
27.3% of 6,790 inpatient clients found to have abnormal
ECG, along with 1.6% showed prolong QT interval.
Nonetheless, only five patients of this study died of
sudden cardiac death.6 Thus, it is evident that there is a
substantial increase in propensity of drug-induced
arrhythmia and long QT upon administration of
particular psychotropic drugs. Fatal arrhythmia can be
induced by drugs with quinidine like effects such as,
haloperidol,
thioridazine,
quetiapine,
Tricyclic
Antidepressant (TCA) and other neuroleptics with
powerful cholinergic effects on the heart muscles.7,8 It
was argued that Torsa de pointes is the main causation of
life-threatening cardiac arrhythmias, while prolongation
of QT interval is usually benign.8
Death due to neuroleptic malignant syndrome (NMS)
was found to be significantly higher - up to (13.9%)
among those who develop this condition.9,10,11
In deeper analysis of cardiac related mortalities,
systematic reviews reported increased probability of
mortality among schizophrenic patients due to coronary
cardiac disease as consequent to many factors, not least
metabolic syndrome, excessive smoking, inertia and poor
physical activities.11,12,13
Elevated mortality rate is found in younger age groups,
specifically women, as a result of increased prevalence
of metabolic syndrome (30-60%) in schizophrenic and
psychiatric patients treated with second generation
antipsychotics, leading to various consequences such as
diabetes, coronary heart disease renal and pulmonary
complications that culminate in increased mortality of
psychiatric patients.13,14,15 A recent systematic review
and meta‐analysis including 11 studies from various
countries found a weighted mean decrease in life
expectancy of 14.5 years in patients with schizophrenia,
with significant variations depending on gender and
country. The drivers of this excess mortality seem to be
poor physical health and decreased health care service
utilization in patients with schizophrenia. Schizophrenia
was also associated with increased risk of mortality from
cancer of the lung, colon, breast, liver, pancreas, blood,
and other organs. Greater excess mortality due to lung
cancer than owing to other cancers has not previously
been reported because of insufficient statistical
power.16,17,18
Suicide as a major cause of death among psychiatric
inpatients is a well-established fact in research from
developed countries.19,20,21 Alcohol related liver diseases,

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

Method
The current study is a retrospective study in an audit
format design, undertaken to review all mortalities that
occurred during the study periods of main national
psychiatric hospitals in the capital city of Sudan.
Although most patients using the services of these five
hospitals came from Khartoum and nearby regions, their
services extended to patients coming from all different
regions of the country and therefore have a national
status of service provision. Eltigani Elmahi Teaching
Hospital and Baashar Teaching Hospital are the biggest
psychiatric hospitals in Sudan. The former is a prominent
center in Africa and the Middle East. Both cater for a
population of six million besides receiving referrals from
surrounding provinces. Both hospitals were supervised
by 25 senior psychiatrists, 23 psychiatric registrars, 18
resident medical doctors, 45 psychologists, 30 social
workers, and 120 nurses.
The other three Hospitals were Omdurman Military
Hospital, Khartoum Teaching Hospital Psychiatric Unit
and Abdelaal Psychiatric Hospital (a forensic hospital
with medium secure facilities). They were staffed by 16
psychiatrists, 26 psychologists, 14 social workers and 22
training and resident doctors.
The research team designed an Audit Master sheet, to
include comprehensive entries of mortality risk factors.
This included, socio-demographic information, source of
referrals, psychiatric and medical diagnoses, medical
treatments, form and types of psychotropic medications,
route of administration, timing of administration in
relation to death. Moreover, the cardiovascular state of
deceased patients was recorded at critical points. Vital
symptoms and investigations indicative of organic
illnesses or side effect of drugs were also included.
The audit was based on comprehensive evaluation of
mortality association and risks factors so that gaps in the
present quality of could be identified.24 All deceased
patients were identified from the hospital records of the
National Psychiatric Hospitals in the capital city of
Sudan (Khartoum) for the period between 1st January
2001 to 31st December 2009.
Subsequently, the research team conducted a thorough
audit of all case notes and a review of all major incident
reports obtained for further referencing. Further
clarification from the responsible teams was sought
where necessary.
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Consent and Ethical Clearance

Data analysis

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

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

Results
Data collection
Data were collected for the audit through comprehensive
assessment of the case notes of deceased patients. A
senior Consultant Psychiatrist and four Psychiatric
Registrars (currently consultants and specialists)
supervised the audit. Details of socio-demographic
information were derived from clinical records along
with periods spent as an inpatient prior to death. Data
about antipsychotic medications administered to patients,
together with recorded doses, timing and reported
outcomes were noted. All medical and psychiatric
symptoms, clinical characteristics, diagnoses, and
medical investigations were recorded in the Audit Master
sheet. Each case was examined by two members of the
research team and approved by the senior researcher.
Recorded mortality audits by the care teams were also
investigated.
The participant base for the current study included all
deaths that occurred between the years 2001 to 2009 at
the National Psychiatric Hospital in Sudan.

Out of 20,745 episodes of admission over the nine year
period for the main national psychiatric hospitals in
Sudan, 11,410 were men (55%) and 9,335 (45%) were
women. Seventy two patients died during their hospital
inpatient period, which reflected an average of 3.47 per a
thousand admission episodes.
The majority of the deceased were aged below 40 years.
Deceased patients were predominantly men 48 (66.6%),
while only nine patients (12.5%) were aged over 50
years. Women constituted 24 cases (33.3%), which was
only one third of all deceased patients (see Table 1). The
average number of deaths per year was seven although
there was exceptionally two years when the death rate
was 12 and 3 successively.
Table 2 indicates the period spent in psychiatric hospitals
before death. In the first seven to 10 days following
admission, 62.5% of deaths occurred. This indicated
clearly a critical period for serious events such as deaths
and physical health complications. In total, nine patients
(12.5%) were recorded to have died within 20 days or
more following their psychiatric hospital admission.

Table 1. Age and gender of patients
Age
group
<40

No.*
cases
48

% Gender:
%
66.6%

Men

Women

40-50

15

20.8%

9 12.5% 6 8.3%

>50

9

12.5%

5 6.9%

34 47.2% 14 9.4%

4

5.5%

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

No. case

%

P values
0.000

≤ 10

45

62.5

11-20

18

25

> 20 Days
Total

9

12.5

72

100%

Table 3. Physical co-morbidity and Psychiatric Diagnosis
Co-Morbidity

NO**

Fever before psychotropic

18

25

Organic psychosis

Fever after psychotropic

12

16.6

Cardiovascular abnormalities

7

9.7

Others physical abnormalities

7

9.7

Some derangements

26

No association
Total
* P value: 0.01

%

Psychiatric Diagnosis

N0

%

7

9.7

Major Mood Disorders

28

38.9*

Schizophrenia & like
Psychosis

16

22.2

36.1

No clear diagnosis

18

25

2

30.6

Drug induced psychosis

72

100

Total

3
72

4.2
100

** Number of candidates

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

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

No

%

All Infections
Suicide
NMS *
Circulatory Failure
Sudden Death
DKA
**
Cardiac Failure
Fibrillation

26
2
10
07
04
01
02
04

13.9
9.7
5.6
1.4
2.8
5.6

No clear cause
Total

16
2

22.2
100

*Neurolyptic malignant syndrome

CVS
Prior death
36.1
Normal
2.8
Hypotension
Arrhythmia
Other
No abnormality

No&%
14

19.4%

11

15.3%

2

2.8%

2
43

2.8%
59.7%

72

100%

**diabetic keto-acidosis

Information related to the cardiovascular (CVS) system
of psychiatric patients revealed that a considerable
number of patients had had no information recorded in
their files. However, hypotension was the most frequent
CVS condition documented in deceased patients’ files,
and was reported in 11 patients (15.3%). Normal CVS
was reported in 19.4% of patients while two patients
(2.8%) developed arrhythmia Table 3. Complication of
electroconvulsive therapy (ECT) was indicated in the
sudden death of one of the two patients.
When patient records were examined to identify the
reported immediate cause of death among deceased
patients, infections came at the top of causations for 26
patients (36.1%) - see Table 3.

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

Mean dose

No

%

Route of

No

%

Adm. to All
1

1.4

Oral only

20

27.80%

500mg

4

5.6

Haloperidol

15mg

27

37.5

I.M /Oral

28

38.90%

Olanzapine

20mg

6

8.3

IM + Oral

Clopixol Acuphase

200mg

2

2.8

SSRI + Anti-psychotic

5

6.9

TCA + Anti-psychotic

3

4.20

Mood Stabilizer

17

23.6

Thioridazine
Chlorpromazine

400mg

12

16.70%

IM + IV

5

6.90%

IM + IV+

5

6.90%

2

2.80%

72

100%

Oral
+ Anti-psychotic

TCA ±Antipsychotic

4

5.6

No information

3

4.2

Total

72

100%

Table 5 addresses medications prescribed to deceased
patients with special emphasis on the last 48 hours prior
to death. Haloperidol, above a dose of 10mg, was the
drug administered most frequently (37.5%) to deceased
patients.
Mood
stabilizers
(sodium valproate,
carbamazepine and one case of lithium) followed this
with anti-psychotics
drugs given in different
combinations, which constituted 23.6%. Serotonin
reuptake inhibitor drug (SSRI) plus or with antipsychotic drugs were administered to 6.9% of all
deceased patients. One candidate was on Thioridazine
prior to death. Tricyclic antidepressant (TCA) with or
without antipsychotic were registered with five deceased
patients – see Table 5.
A total of 27.8% had had oral medication and 70% of
deceased patients had received injectable anti-psychotic
(mostly haloperidol and promethazine) during the course
of their hospital treatment. A total of 13.8% received

No Info

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

Discussion
In contrast to reported findings from developed
countries, 86% of the deceased patients in our sample,
died at a considerably young age – below the age of 50
years; in fact, 66.6% were below 40 years of age. This
was similar to what had been reported in Nigeria and
India1,2. However, the predominance of men (66%), was
the
same
as
in
studies
from
developed
countries20,21,22,23,24. This reported finding of mortality for
people in a relatively young age group offers a multifactorial interpretation. Mentally ill patients are most
vulnerable to many physical illnesses, disease outbreaks
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are common in mental hospitals in developing countries,
non-availability of life saving medicines and general
medicines, beside, under trained nursing, and to some
extent medical staff arguably contributes to excess
mortality in developing countries.
However, due to an under-resourced referral system of
psychiatric patients in developing countries combined
with less meticulous investigation and medical check-up,
many patients with underlying organic causation to their
psychiatric symptoms are wrongly labelled and referred
to psychiatric hospitals.1,19,20 This manifested as a clear
difference in mortality causations for the current research
sample, especially since most of the mortality events
occurred in the first seven to 10 days from admission to
psychiatric hospitals. Important correlates to death in the
first seven to 10 days following admission to psychiatric
hospital warrants special note because our study revealed
an excess of deaths due to infection and circulatory
failure besides NMS - all of which could manifest with
serious consequence at the acute phase of the illness.
On the other hand, the current study reported a high rate
of mortality as a consequence of NMS (13.9%). This is
believed to be due to the frequent use of conventional
antipsychotics (over 50%), but also due to late
recognition of this condition, which is sometimes
wrongly diagnosed as other tropical infections (e.g.
malaria and typhoid) to the detriment of the patient
concerned. However, similar high rates of mortality as a
complication of MNS is reported elsewhere in many
other studies.9,22,23,25
And yet, many pathological processes other than
infection might have contributed to the sudden deaths,
reported in the current study, including arrhythmias due
to underline potent cholinergic medications reported. At
this stage, such a claim can only be speculative requiring
further longitudinal studies to confirm. It was reported in
a number of research findings that a proportion of adults,
despite having no noticeable lesions on regular autopsies
of the heart, lost their lives - possibly due to sudden
cardiac death. Many authors contest this to be due to QT
prolongation and abnormal myocardial repolarization
leading to sudden death.23,24,25,26
Interpretation of the current findings of the possible
causes for the cases reported to have died of sudden
death - 4 (5.6%) - is limited by a lack of data with regard
to ECG changes, including QT prolongation immediately
before death. Similar difficulties were encountered in
many studies of mortality.24,25,26,27 This led to a high rate
of unknown causes of death as reported by Manu, et al.
The study could not find recorded causation of death in
52% of the mortality sample, which lead to under
reporting of verifiable causations of mortality.27,28,29 The

current study, however, shed light on the frequent use of
conventional antipsychotics with potent cholinergic
effects in considerably high dose in oral and injectable
form. The significance of which warrants, detailed case
control studies in larger numbers. But, its noteworthy,
that, similar findings and concerns had been delineated in
a number of studies on mortality.28,29 As such, injectable
forms of conventional antipsychotics were identified to
have significant association with sudden death especially
when multiple doses were used. The mechanisms by
which antipsychotics have attracted attention with
mortality vary widely. An established connection
between antipsychotics and metabolic syndrome was
found to lead to cardiomyopathies especially with
mentally ill patients and could lead to sudden death.6,27,28
Other mechanisms, including direct effect on the cardiac
muscle electric rhythm in form of QT interval
prolongation, and ventricular fibrillations, were also an
important consideration. However, this reality is poorly
captured in death certificates.25,26,27
Drug developers and regulators have specific interest in
average QT prolongation as evidenced by guidance
documents on the conduct of QT studies to many drugs
prescription and doses recommendations.24,25,26,27
Therefore, the extent to which antipsychotic drugs with
powerful cholinergic action, such as, haloperidol,
thioridazine, and to some extent chlorpromazine
contributed to the reported circulatory failure,
arrhythmias and cardiac related deaths were not fully
studied. However, the potential risks of parenteral (IM or
IV) administration of potent antipsychotic had been
addressed in plethora of articles.30,31,32,33,35
Compared to the West, the current study found suicide to
be a cause of mortality among psychiatric inpatients in
Sudan’s national psychiatric hospitals, which was far less
than what has been recorded in developed
countries.1,36,37,38

Limitations
Among the weaknesses of the present study, the research
is limited due to the method being a retrospective one,
which carries inherent limitations as found also in many
other mortality studies. Therefore, causes and risk factors
were calculated as deductions from patients’ records.
Moreover, the present study was not able to derive
mortality rates due to limitations of national statistics for
specific mortality rates and risks. It follows that the
current results can only be interpreted in the context of
similar situations.
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Conclusion
Findings in the current study reveal that infection related
deaths remain a leading cause of mortality in developing
countries. Circulatory failure is also gauged to be due to
the multiple use of potent anti-psychotropic drugs
administration. This should always be followed with
close cardiovascular monitoring. Neuroleptic malignant
syndrome (NMS) remains a serious often overseen cause
of mortality in developing countries. It is, therefore,
strongly recommended for hospitals to employ full-time
general internists in each of the surveyed facilities to
treat organic conditions more effectively and closely
monitor the cardiovascular side effects of drugs.
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اﻟﻤﻠﺨﺺ
اﻷھﺪاف :اﻟﮭﺪف اﻟﺮﺋﯿﺴﻲ ﻣﻦ ھﺬه اﻟﺪراﺳﺔ ھﻮ وﺻﻒ اﻟﻮﻓﯿﺎت اﻟﻤﺮﺗﺒﻄﺔ ﺑـ  5ﻣﺴﺘﺸﻔﯿﺎت وطﻨﯿﺔ ﻟﻠﻄﺐ اﻟﻨﻔﺴﻲ ﻓﻲ اﻟﺨﺮطﻮم ،اﻟﺴﻮدان .اﻟﻄﺮق واﻟﺘﺼﻤﯿﻢ :ﻗﻤﻨﺎ
ﺑﺮﺻﺪ وﺗﺤﻠﯿﻞ ﺟﻤﯿﻊ اﻟﻮﻓﯿﺎت اﻟﺘﻲ ﺣﺪﺛﺖ ﺧﻼل ﻓﺘﺮة اﻟﺪراﺳﺔ)9ﺳﻨﻮات( ﻓﻲ ﺟﻤﯿﻊ ﻣﺴﺘﺸﻔﯿﺎت اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ اﻟﻮطﻨﯿﺔ ﻓﻲ اﻟﻌﺎﺻﻤﺔ اﻟﺴﻮداﻧﯿﺔ ،ﻓﻲ ﺷﻜﻞ ﻣﺮاﺟﻌﺔ
ﺗﺤﻠﯿﻠﯿﺔ  .اﻟﻨﺘﺎﺋﺞ :ﻣﻦ أﺻﻞ  20745ﺣﺎﻟﺔ دﺧﻮل ﻓﻲ  5ﻣﺴﺘﺸﻔﯿﺎت ﻟﻸﻣﺮاض اﻟﻨﻔﺴﯿﺔ اﻟﻮطﻨﯿﺔ ﻓﻲ ﻋﺎﺻﻤﺔ اﻟﺴﻮدان )اﻟﺨﺮطﻮم( ،ﻓﻲ ﻓﺘﺮة  9ﺳﻨﻮات ،ﺗﻮﻓﻲ 72
ﻣﺮﯾﻀﺎ ﺧﻼل إﻗﺎﻣﺘﮭﻢ ﺑﺎﻟﻤﺴﺘﺸﻔﻰ ،ﺑﻤﺘﻮﺳﻂ  3.47ﻓﻲ أﻟﻒ ﺣﺎﻟﺔ دﺧﻮل.
ﺣﺪﺛﺖ  ٪ 62.5ﻣﻦ اﻟﻮﻓﯿﺎت ﻓﻲ أول  7إﻟﻰ  10أﯾﺎم ﺑﻌﺪ اﻟﻘﺒﻮل.
ﻛﺎن اﻟﻤﺮﺿﻰ اﻟﻤﺘﻮﻓﯿﻦ ﻓﻲ اﻟﻐﺎﻟﺐ ﻣﻦ اﻟﺬﻛﻮر  (٪ 66.6) 48ﺗﺤﺖ ﺳﻦ  .40اﻟﻤﺮﺿﻰ ﻓﻲ اﻟﻐﺎﻟﺐ ) ،(٪ 45.8ورﺻﺪة اﻟﻮﻓﺎة ﻓﻲ اول  10-7أﯾﺎم ﺑﻌﺪ اﻟﻘﺒﻮل .وﻗﺪ
ﻛﺎﻧﺖ اﻷﻣﺮاض اﻟﻤﻌﺪﯾﺔ واﻷﻣﺮاض اﻟﻌﻀﻮﯾﺔ ھﻲ اﻻوﻟﻲ ﻓﻲ اﻻرﺗﺒﺎط اﻟﻤﺮﺻﻮد ﻟﺴﺒﺐ اﻟﻮﻓﺎة ﻟﻠﻤﺮﺿﻰ اﻟﺪاﺧﻠﯿﯿﻦ ﻓﻲ ﻣﺴﺘﺸﻔﯿﺎت اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ .ﻛﻤﺎ أن اﻟﻮﻓﯿﺎت
اﻟﻤﺮﺗﺒﻄﺔ ﺑﺎﻷﻣﺮاض اﻟﻘﻠﺒﯿﺔ اﻟﻮﻋﺎﺋﯿﺔ ﻗﺪ ﺗﻢ رﺑﻄﮭﺎ ﺑﺎﻟﻤﻮت ﻓﻲ ﻣﺴﺘﺸﻔﯿﺎت اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﻓﻲ  ٪20ﻣﻦ اﻟﻌﯿﻨﺔ .ﺗﻢ ﻗﯿﺎس  ٪ 13.9ﻣﻦ اﻟﻮﻓﯿﺎت ﺳﺮﯾﺮﯾﺎ ﻟﺘﻜﻮن ﻧﺎﺟﻤﺔ
ﻋﻦ ﻣﺘﻼزﻣﺔ اﻟﺨﺒﯿﺜﺔ ﻟﻤﻀﺎدات اﻟﺬھﺎن ،ﻓﻲ ﺣﯿﻦ ﻛﺎن اﻻﻧﺘﺤﺎر ھﻮ اﻟﺴﺒﺐ ﻓﻲ أﻗﻞ ﻣﻦ  ٪ 3ﻣﻦ ﺟﻤﯿﻊ وﻓﯿﺎت اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻨﻔﺴﯿﺔ ﻓﻲ ھﺬه اﻟﻌﯿﻨﺔ.
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Mental Health Difficulties among Attendees in the Emergency Department of Baghdad
Teaching Hospital
Numan S. Ali and Lubna Abdul Jabbar

اﻻﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﺑﯿﻦ ﻣﺮاﺟﻌﻲ ﻗﺴﻢ طﻮارئ ﻣﺴﺘﺸﻔﻰ ﺑﻐﺪاد اﻟﺘﻌﻠﯿﻤﻲ
 ﻟﺒﻨﻰ ﻋﺒﺪ اﻟﺠﺒﺎر،ﻧﻌﻤﺎن ﺳﺮﺣﺎن ﻋﻠﻲ

Abstract

B

ackground: Mental health difficulties contribute significantly to the burden of disease worldwide. The trend in
emergency department visits relating to mental illness has increased in the last decade, as many studies show.
Objectives: The present study examined the pattern of psychiatric cases presenting at the emergency department (ED) of
the Baghdad Teaching Hospital. Sociodemographic data are described in the studied sample. Method: Patients attending
the ED on Tuesdays between March 2015 and January 2016 with mental health difficulties were interviewed via a short
questionnaire based on the diagnostic and Statistical Manual (DSM-5) to establish the diagnosis. Results: Across the study
period, an average of 81 people attended the ED on Tuesdays from which, an average of four people were identified as
having mental health difficulties. In total N=148 people (4.8% of the total) were assessed; 58.1% were men (M=33 years),
43% married, 39% unemployed, 54% had positive family history of psychiatric illness. The most commonly reported
symptoms were somatic symptom disorder and related disorder s, but concerns about the side effects of psychotropic
medications were also high. Conclusion: The number of adults presenting with mental health difficulties in the ED was
high, and visits due to experiencing a mental disorder generally reflected the prevalence of psychiatric disorders among
different population subgroups.
Key Words: Emergency Department, Baghdad, Mental Health
Declaration of interest: None.

Introduction
Mental disorders have high prevalence rates worldwide
and represent a significant demand for healthcare
services.1 Among the medical conditions that require
attention, mental illnesses can be highlighted.2
Psychiatric related emergency department (ED) visits are
defined in the current research as any presentation
receiving psychiatric diagnosis, behavioral disturbance,
or suicide and para suicide attempt.
People experiencing mental health difficulties in Iraq
face numerous barriers when seeking psychiatric care,
including societal stigma about mental illness, a shortage
of psychiatric beds and the small number of psychiatrists
serving a population of 35 million - fewer than 100
psychiatrists currently. There are often long delays
before people receive a diagnosis and effective treatment
for these conditions.3,4 Liaison psychiatry was introduced
in Iraq to address these issues. A fundamental aim of
liaison psychiatry is the integration of psychiatry into the
medical mainstream.5 To effectively achieve this, liaison
psychiatry in Iraq must first establish its pertinence to
other branches of medicine in the general hospital
setting.6, 7

In the United States (US), psychiatric emergency
services emerged during the 1960s as an essential part of
community mental health services.8,9.
From 1992 to 2001, there was a substantial increase in
the number of visits to emergency units due to
psychiatric conditions (from 17.1 to 23.6 per 1000
inhabitants).10,11
Emergency departments in all major hospitals in the US
have developed an increasingly significant role in
providing a crisis service to those with mental health
issues; it is thought that the ED is being used as the
initial point of care for:
•
•
•
•
•

Those seeking mental health services for the first
time.
Clients of mental health services who require after
hours crisis support.
Those presenting involuntarily with the police for a
mental health assessment.
Those presenting with the ambulance after a selfharm attempt.
Those referred by other health care providers, such
as general practitioners.12,13,14
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Studies in Boston and New York found that the majority
of emergency room physicians believed the increase in
ED visits by individuals with mental illnesses was
having a negative impact on access to emergency
medical care for all patients - causing longer wait times,
increasing patient frustration and diminishing the
capacity of hospital staff.15,16

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

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

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

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

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

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

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

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

Methodology

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

Study aims
1.

2.

To estimate the rate and type of psychiatric
disorders among attendees of the medical
emergency department at Baghdad Teaching
Hospital.
Describe the sociodemographic variables and
clinical variance of population attending the
emergency department due to mental health
issues.

Study design and protocol
Data were collected by interviewing patients using a
sociodemographic questionnaire and semi-structured
interview, by the researcher and the medical emergency
department doctor on call.
Psychiatric patients attending the afternoon shift would
be kept in the emergency room until 2100 to enable the
researcher to assess them. Likewise, psychiatric patients
attending the night shift remained until 0700.
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For descriptive statistics, percentages were applied. Chi
square (with 95% Confidence Interval) was used for
categorical variables. P-value less than 0.05 was
considered significant throughout data analysis.

Instruments:
1.

2.

A format to obtain the sociodemographic data
was used by the researcher and the emergency
doctor on call.
A semi-structured interview was used to
ascertain the diagnosis according to DSM-5.

Results

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

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

Inclusion criteria:
1.
2.
3.
4.

Patients with psychiatric symptoms.
Participants who were 18 years or older.
Participants who were able to communicate and
understand their interviewer.
Willingness to participate in the study.

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

Exclusion criteria
1.
2.
3.

Patients with psychiatric presentation due to
organic cause.
Those who were severely ill.
Patients who declined to participate in the study.

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

Table1. Distribution of study sample according to demographic data
Gender
Men
Age in years
18 -34
34-49
50-65
Marital Status
Unmarried
Married
Widowed
Divorced
Occupation
Employed
House wife
Retired
Student
Unemployed
Previous
psychiatric history
+VE
-VE

Women

Total

No.

%

No.

%

No.

%

12
46
28

14.0
53.5
32.5

20
28
14

32.2
45.2
22.6

32
74
42

21.6
50.0
28.4

28
38
4
16

32.5
44.2
4.7
18.6

18
26
4
14

29.0
41.9
6.5
22.6

46
64
8
30

31.1
43.2
5.4
20.3

40
0
8
4
34

80.0
0.0
44.0
20.0
70.8

10
12
10
16
14

20.0
100.00
55.6
24.6
29.2

50
12
18
20
48

33.8
8.1
12.2
13.5
32.4

50
36

58.1
41.9

14
48

22.6
77.4

64
84

43.2
56.8
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Psychiatric presentation

Table 2. Relationship between psychiatric presentation and age groups
18 - 34
No. %
8
25
.0
6
18
.8
10
31
.3
6
18
.8
0
0.
0

Somatic symptom &
related disorders
Side effects of
psycho-tropic drugs
Suicide or para
suicide attempt
Unspecified Delirium
Withdrawal or
intoxication
symptoms of alcohol
Depression

2
32

Total

6.
3
10
0.
0

Age groups
35 - 49
50 - 65
No.
%
No.
%
18
24.3
18
19.0

Total
No.
%
34
23.0

10

13.5

4

9.5

20

13.5

0.05

8

10.8

10

23.8

28

18.9

0.03

20

27.0

6

14.3

32

21.6

0.25

14

18.9

8

19.0

22

14.9

0.02

4

5.4

6

14.3

12

8.1

0.22

74

100.0

42

100.0

148

100.0

*P-Value
0.77

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

Psychiatric presentation

Table 3. Relationship between mental disorders and marital status

Somatic symptom &
related disorders
Side effects of
psycho-tropic drugs
Suicide or para
suicide attempt
Unspecified Delirium
Withdrawal or
intoxication
symptoms of alcohol
Depression
Total

Single
No. %
10
21
.7
0
0.
0
6
13
.0
18
39
.1
8
17
,4
4
46

8.
7
10
0

Marital status
Married
Widow
No.
%
No.
%
12
18.8
6
75.0

Divorced
No.
%
6
20.0

Total
No.
%
34
23.0

*P-Value
0.004

18

28.1

0

0.0

2

6.7

20

13.5

0.000

16

25.0

0

0.0

6

20.0

28

18.9

0.215

8

12.5

0

0.0

6

20.0

32

21.6

0.003

6

9.4

0

0.0

8

26.7

22

14.9

0.091

4

4

2

25.0

2

6.7

12

8.1

0.325

64

100

8

100.

30

100.0

148

100.0
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Table 4. Relationship between psychiatric presentation and time of arrival to ED

Somatic symptom &
related disorders
Side effects of psychotropic drugs
Suicide or para
suicide attempt
Unspecified Delirium

06.00 to
12:00
No.
%
12
35.3

Time of arrival to ED
12.00 to
18:00 to
18:00
00.01
No.
%
No.
%
10
27.8
12
31.2

00.01 to
06:00
No.
%
0
0

Total

*P-Value

No.
34

%
23.0

0.107

17.6

6

16.7

6

17.6

2

4.5

20

13.5

0.228

6

17.6

8

22.2

8

23.5

6

13.6

28

18.9

0.668

4

11.8

4

11.1

16

36.4

8

23.5

32

21.6

0.018

2

5.9

6

16.7

8

18.2

6

17.6

22

14.9

0.415

4

11.8

2

5.6

6

13.6

0

0.0

12

8.1

0.126

34
Total
* Chi-square test was used
* Chi-square test was used

100.0

36

100.0

56

100.0

32

100.0

148

100.0

Mental disorders

6

Withdrawal or
intoxication
symptoms of alcohol
Depression
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Table 5. Reason for attending ED.

Reason for
attending ER

Total
Alternative was unavailable
Patient was brought involuntarily
Emergency department is less
stigmatizing
Seeking mental health support for
the first time
Urgent management
Total

Discussion
The medical emergency department remains an
important entry point to mental health care for the
Baghdad Teaching Hospital, especially in the after-hours
as there is no emergency psychiatry service available in
the city at these hours. To our knowledge this is the first
study about the prevalence of psychiatric presentation in
emergency departments in Iraq, which revealed that the
prevalence of psychiatric presentation in the emergency
department is 4.8%.
Mental health related emergency department visits data
from the National Hospital Ambulatory Medical Care
Survey, US was found to be 2.1%.24 In an Australian
study23, mental health-related emergency department
visits in 2011 was 2.9%. At King Fahad Hospital in
Jeddah, Saudi Arabia in1994, total psychiatric
presentation was found to be 6.3%.26,27
The mean age of the current study group was 33.35
years, and those in the 35-49 age group were most likely
to present with mental health difficulties. This differed
from a study done in Qatar, which showed higher
incidents of mental health problems in for those in the
18-34 age group (45.6%). Further, a US study
documented that US population have more psychiatric
presentation at 20 to the early 30s.30
The average age of psychiatric patient in a study carried
out in London UK, was 35.4 years, and in Saudi Arabia
it was 37 years,26 which is similar to our study.
A study carried out at the emergency department of
Maudsley Hospital revealed that younger people use
emergency services more often, while middle and older
age groups prefer to be managed by their general
practitioner.21

No.
38
28
10

%
25.7
18.9
6.8

12

8.1

60

40.5

148

100.0

According to gender, men were more likely to attend ER
than women 86 (58.1%) and 62 (41.9%), respectively.
This is similar to study done in Saudi Arabia in which
men represented 58.5% of the studied sample.26 This
may be attributed to the emergency department of
Baghdad Teaching Hospital serving a population
predominantly of manual workers, not all of whom lived
locally. Also, of the 22 participants presenting with
intoxication or withdrawal symptoms of alcohol (14.9%)
were men.
The prevalence of somatic symptoms and related
disorders was significantly higher in women, n=22
(35.5%), while men had a ranked higher in intoxication
or withdrawal symptoms of alcohol n=22 (25.6%), side
effects of psychotropic drugs n=16 (18.6%), and
behavioral disturbance n=22 (25.6%).
Male to female ratio was equal in suicide or para suicide
attempts which may be interpreted by the fact that there
is a greater stigma attached to psychiatric illness among
women than men in this community or that families are
more likely to seek help from local doctors or private
hospitals in the case of attempted suicide by women.
The current study showed that married patients were
more likely to present to the ED with mental health
difficulties (43%). Married people represented the
highest number in all psychiatric presentations except
behavioral disturbance, where single patients were
predominant. Single patients represented 31% of the total
cohort, then divorced patients (20%), and lastly widowed
(5.4%).
These results were similar to those in a study carried out
in the ER of University General Hospital in Campinas
city, Brazil, which found the distribution of patients
according to marital status as follows;
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Married (43.5%), single (38%), divorced (14.6%),
widowed (3%).9 Another study in Qatar found married
(76.5%), single (18%), divorced (4.2%), and widowed
(1.4%).29

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

Another study at Guys Hospital on mental health
conditions in the ED reported that 24% had somatic
symptoms, which is similar to the current findings
alcohol and drug misuse (21.5%), depression (20%).24
A prospective cohort study at King Fahad Hospital in
KSA reported that ED prevalence that was diagnosed by
a psychiatric consultant showed that 33% of cases was
depression, anxiety was (17.9%), alcohol and substance
misuse (13.7%), and behavioral disturbance also
(13.7%).26

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

-

-

-

More men than women are likely to present
with mental health symptoms and, of those,
around half will fall into the 34-49 age group.
Most men will have had a prior psychiatric
history. The reverse applies to women.
Around 40% may attend the ED for urgent
management.
Another 25% will attend for lack of alternative
options; particularly outside normal hours.
20% will be attending involuntarily.
Peak attendance can be expected between 18.00
and midnight.
Attendance with somatic symptoms and related
disorders are spread fairly evenly across the 24hour period except between midnight a 06.00
(normal sleeping hours) when they rarely if ever
present.
Unspecified delirium presentations peaked
between 18.00 and midnight with 50% of cases
seen during this period. A further 25% of these
cases presented in the midnight to 06.00 period.
The side effects of psychotropic drugs and
alcohol are largely confined to married men.

Limitations
1.

2.

The sample size was small and that might have
affected the statistical significance of the
results.
The total number of attendees to the ED on
Tuesdays was below the expected. This may be
due to the fact that the number of those who
attend on weekends and public holidays is much
higher because there are no other alternatives.

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

1- More work is needed to improve the psychiatric
orientation of doctors in EDs, and it is crucial to
give mental health training to them.
2- Further studies are required with larger sample
size, and in other cities in Iraq.

Conclusions
Results from the current study show that the majority
seen at the emergency department were men with an
average age of 33 years and the most common
presentation was somatic symptoms and related
disorders.
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اﻟﻤﻠﺨﺺ
ﺧﻠﻔﯿﺔ اﻟﺪراﺳﺔ :اﻻﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﻣﻦ اﻻﻣﺮاض اﻟﺸﺎﺋﻌﺔ ﻋﺎﻟﻤﯿﺎ واﻟﻤﺴﺒﺒﺔ ﻟﻠﻌﺐء ﻋﻠﻰ اﻟﻤﺠﺘﻤﻊ وﻧﺴﺒﺔ ھﺬه اﻻﻣﺮاض ﻓﻲ طﻮارئ اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻌﺎﻣﺔ ازدادت ﻓﻲ
اﻵوﻧﺔ اﻷﺧﯿﺮة ﻛﻤﺎ ھﻮ ﻣﺒﯿﻦ ﻓﻲ اﻟﺪراﺳﺎت واﻟﺒﺤﻮث.
اھﺪاف اﻟﺪراﺳﺔ :ﻟﺘﺤﺪﯾﺪ اﻧﻤﺎط اﻟﺤﺎﻻت اﻟﻨﻔﺴﯿﺔ ﻓﻲ طﻮارئ ﻣﺴﺘﺸﻔﻰ ﺑﻐﺪاد اﻟﺘﻌﻠﯿﻤﻲ ودراﺳﺔ اﻟﻌﻼﻗﺔ ﺑﯿﻦ ﺑﻌﺾ اﻟﻤﺘﻐﯿﺮات اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺤﯿﺎﺗﯿﺔ ﻓﻲ اﻟﻌﯿﻨﺔ اﻟﻤﺪروﺳﺔ.
طﺮﯾﻘﺔ اﻟﺒﺤﺚ :ﺷﻤﻠﺖ اﻟﺪراﺳﺔ ﺟﻤﯿﻊ اﻟﺤﺎﻻت اﻟﻨﻔﺴﯿﺔ ﻟﻠﻤﺮﺿﻰ اﻟﺒﺎﻟﻐﯿﻦ واﻟﻠﺬﯾﻦ ﻗﺎﻣﻮا ﺑﻤﺮاﺟﻌﺔ اﻟﻄﻮارئ اﻟﺒﺎطﻨﯿﺔ ﻟﻤﺴﺘﺸﻔﻰ ﺑﻐﺪاد اﻟﺘﻌﻠﯿﻤﻲ اﯾﺎم اﻟﺜﻼﺛﺎء ﻣﻦ ﻛﻞ
اﺳﺒﻮع ﻟﻠﻔﺘﺮة ﻣﻦ اﻷول ﻣﻦ اذار ﻟﺴﻨﺔ  2015وﻟﻐﺎﯾﺔ اﻷول ﻣﻦ ﻛﺎﻧﻮن اﻟﺜﺎﻧﻲ ﻟﺴﻨﺔ .2016وﻗﺪ ﺗﻢ ﺟﻤﻊ اﻟﻤﻌﻠﻮﻣﺎت ﻋﻦ طﺮﯾﻖ ﻣﻘﺎﺑﻠﺔ اﻟﻤﺮﯾﺾ ﺑﺎﺳﺘﺨﺪام اﺳﺘﻤﺎرة ﺟﻤﻊ
اﻟﺒﯿﺎﻧﺎت .ﺛﻢ ﺗﺸﺨﯿﺺ اﻟﻤﺮض اﻟﻨﻔﺴﻲ ﺑﺎﺳﺘﺨﺪام اﻟﺪﻟﯿﻞ اﻟﺘﺸﺨﯿﺼﻲ واﻻﺣﺼﺎﺋﻲ اﻟﺨﺎﻣﺲ ﻟﻸﻣﺮاض اﻟﻌﻘﻠﯿﺔ.
اﻟﻨﺘﺎﺋﺞ :ﻛﺎن ﻣﻌﺪل ﻋﺪد اﻟﻤﺮاﺟﻌﯿﻦ اﯾﺎم اﻟﺜﻼﺛﺎء ھﻮ  81ﻣﺮﯾﻀﺎ ﻓﻲ اﻟﯿﻮم وﻣﻦ ﺑﯿﻨﮭﻢ ﻛﺎﻧﺖ ھﻨﺎك  4ﺣﺎﻻت ﻧﻔﺴﯿﺔ ﺗﻘﺮﯾﺒﺎ ﯾﻮﻣﯿﺎ وﻛﺎن ﻣﺠﻤﻮع اﻟﺤﺎﻻت اﻟﻨﻔﺴﯿﺔ ﺧﻼل
ﻓﺘﺮة اﻟﺒﺤﺚ ھﻮ  148ﺣﺎﻟﺔ اي ان ﻧﺴﺒﺔ ﻣﺮاﺟﻌﺔ اﻟﺤﺎﻻت اﻟﻨﻔﺴﯿﺔ ﻟﻄﻮارئ اﻟﻤﺴﺘﺸﻔﻰ ﻛﺎﻧﺖ .% 4.8
وﻧﺴﺒﺔ اﻟﻤﺮاﺟﻌﯿﻦ اﻟﺬﻛﻮر اﻋﻠﻰ ﻣﻘﺎرﻧﺔ ﺑﺎﻹﻧﺎث ،ﻣﺘﻮﺳﻂ اﻟﻌﻤﺮ  33ﺳﻨﺔ ،اﻟﻔﺌﺔ اﻟﻌﻤﺮﯾﺔ اﻟﺴﺎﺋﺪة ) (35-49ﺳﻨﺔ ،وﻣﻌﻈﻢ اﻟﻤﺮﺿﻰ ﻛﺎﻧﻮا ﻣﺘﺰوﺟﯿﻦ ) (%43وﻋﺎطﻠﯿﻦ
ﻋﻦ اﻟﻌﻤﻞ ) ،(%39ﻣﻊ وﺟﻮد ﺗﺎرﯾﺦ ﻣﺮﺿﻲ ﻟﻠﻌﺎﺋﻠﺔ ) (45%ﻣﻦ ﻣﺠﻤﻮع اﻟﻌﯿﻨﺔ اﻟﻤﺪروﺳﺔ ،ﻣﻊ وﺟﻮد ﻓﺎرق اﺣﺼﺎﺋﻲ ﺑﻨﺴﺒﺔ اﻧﺘﺸﺎر اﻟﺤﺎﻻت اﻟﻨﻔﺴﯿﺔ ﺣﺴﺐ
اﻟﻤﺘﻐﯿﺮات اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺤﯿﺎﺗﯿﺔ.
ﻛﺎن اﻟﻌﺮض اﻟﺠﺴﺪي واﻻﺿﻄﺮاﺑﺎت ذات اﻟﺼﻠﺔ أﻛﺜﺮ ﺷﯿﻮﻋﺎ ،ﺗﻠﺘﮫ اﻻﻋﺮاض اﻟﺠﺎﻧﺒﯿﺔ ﻟﻠﺪاوﯾﺔ اﻟﻨﻔﺴﯿﺔ.
اﻻﺳﺘﻨﺘﺎج :ﻋﺪد اﻟﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ اﻟﺒﺎﻟﻐﯿﻦ اﻟﻤﺮاﺟﻌﯿﻦ ﻟﻄﻮارئ اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻌﺎﻣﺔ ﺗﻤﺜﻞ ﻧﺴﺒﺔ ﻋﺎﻟﯿﺔ وان ﻋﺪد ھﺬه اﻟﺤﺎﻻت ﺗﻌﻜﺲ ﻣﻌﺪل اﻧﺘﺸﺎر اﻻﻣﺮاض اﻟﻨﻔﺴﯿﺔ
ﻓﻲ اﻟﻤﺠﺘﻤﻊ.
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اﺳﺘﮭﻼك اﻟﻤﺸﺮوﺑﺎت اﻟﺘﻲ ﺗﺤﺘﻮي اﻟﻜﺎﻓﯿﯿﻦ ﺑﯿﻦ طﻼب ﻛﻠﯿﺔ اﻟﻄﺐ ﻓﻲ اﻟﺠﺎﻣﻌﺔ اﻻردﻧﯿﺔ
 ﻣﺤﻤﺪ اﻟﻨﻮاﯾﺴﺔ، ﻣﮭﻨﺪ ﺻﺎﻓﻲ، ﻣﺆﻧﺲ اﻟﺒﺪاﯾﻨﺔ، إﺑﺮاھﯿﻢ أﺑﻮ ﻋﻠﺒﺔ،رﺿﻮان ﺑﻨﻲ ﻣﺼﻄﻔﻰ

Abstract

O

bjective: This study aims to assess the prevalence of caffeine containing beverages consumption (tea, coffee, soft
drinks, energy drinks) and the weekly caffeine intake among medical students at the University of Jordan. Methods:
A cross-sectional study was conducted, in the faculty of medicine at the University of Jordan from 3rd to 14th December
2017, to assess the prevalence of consumption of beverages containing caffeine among the medical students at all academic
levels.
Online groups for each academic year were employed to reach out to the students and provide them with the online
questionnaire, which included demographic details, information regarding different types of caffeinated products, and the
frequency of their consumption. Data obtained from the participants were coded automatically on Microsoft Excel. Then,
SPSS was used for data analyses. Results: A total of 385 medical students participated in this study, 223 (57.9%) were
females and 162 (42.1%) were males. Results showed that the prevalence of consuming at least one type of caffeinated
beverages was (98.4 %). Conclusion: Tea was the most consumed beverage while energy drinks were the least consumed.
Most medical students (79.7%) were considered to be in the ‘minimum low’ range of consumption, which is ≤1909 mg per
week.
Key words: Caffeine, Prevalence, Medical student, University of Jordan
Declaration of interest: None

Introduction
Caffeine (1, 3, 7-trimethylxanthine), is a central nervous
system (CNS) stimulant of the methylxanthine class and
a natural alkaloid, is the most widely consumed
psychoactive substance around the world. Hence, health
research has always taken an interest in caffeine,
including its sources, its quantity consumed, and the
demographics of its consumers. The most popular
caffeine-containing beverage is coffee, which contains
more caffeine than most of the other beverages, and is
consumed more widely and frequently 1,2,3 .The major
source of the caffeine consumption are beverages like
tea, carbonated soft drinks and energy drinks, while
chocolate and other cocoa-containing foods contribute
fewer amounts of caffeine to the diet.
An estimated 154 million adults (over 20 years of age) or
approximately 75% of US population drink coffee, and
65% of these consumers drink coffee daily. Over the last
few years, the average amount of caffeine consumed per
person per day, has remained constant at about 300
mg4,5.

Coffee is the largest source of caffeine among adults,
followed by tea; more than 50% of the daily caffeine
intake for adults is from coffee. Soft drinks and tea are
major sources of caffeine in both children in the age
groups 2–13 years and consumers in the age group 14–21
years. Carbonated beverages (mostly cola) is a major
source of caffeine in adults in the United States 4.
Medical students are known to lead a stressful life that
requires an extended period of wakefulness and a high
level of concentration to cope with their academic
workload. Hence, caffeine consumption can be quite
prevalent in the students at medical schools, with a
higher percentage of students becoming more dependent
on their daily intake of caffeine to fight stress—as
indicated in many studies. One of these studies
conducted at the University of Ajman, UAE, showed that
86.6% of the medical students consumed caffeinated
beverages. Another study, conducted in Japan, showed
that the estimated daily caffeine consumption in 15.2%
participants was 250 mg or more, and the proportion of
this consumption was higher in males than in females 6,7.
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The study conducted by Al-turki et al., which was done
in Saudi Arabia at the King Saud University to explore
the caffeine consumption habits among medical students,
showed that the majority of medical students (97.5%)
consumed caffeinated beverages in different amounts:
lower intake (1- 199 mg/day) being 49.3%, moderate
intake (200-399 mg/day) being 28% and higher intake
(more than 400 mg/day) being 22.7% 8.
Another study in Lebanon, with 215 university students,
revealed that the majority of the participants (97%) have
stated that they consumed caffeinated beverages. The
most consumed beverages were Nescafé, chocolate, soda
and tea. Only 6.7% consumed energy drinks, mostly the
male students 9.
In a study conducted at the University of the Free State
in South Africa first, second and third-year medical
students participated 10. The results of this study showed
that majority of the participants (94%) consumed
caffeine. Coffee (88.2%) was the most commonly
consumed caffeinated product among these students,
followed by energy mixtures and tablets (37.9%), and
soft drinks (36%) 10.

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

In addition to the demographic details (name/ gender/
age/ academic year/ nationality/ place of residence), we
included four types of caffeinated products (coffee, tea,
soft drink, and energy drink) and we asked about the
frequency of consumption for each with a minimum of 1
time per week to a maximum of 3 or more per day. Also,
the sizes of each product were assessed using pictures of
the available sizes in the market for each, which were
then correlated with their corresponding amount,
according to table 3.
We obtained the data from the questionnaires and used
Microsoft Excel to automatically code them. Then, we
used SPSS version 24 for the data analyses.

Ethical Guidelines:
• An official approval was obtained from Jordan
university hospital, faculty of medicine and
scientific research committee.
• Voluntary participation.
• All participants had the right to withdraw from the
study at any time.
• Names of participants were not included in the study
to ensure complete privacy.
• All obtained data are completely confidential; codes
were used to ensure anonymity.
• While conducting our survey research, we adhered
to the code of ethics and practices established by the
American Association of Public Opinion Research
(AAPOR).
• An Informed consent has been attached with the
Questionnaire.

Methods

Results

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

A total of 385 medical students participated in this study
in which 223 (57.9 %) of participants were females, and
162 (42.1%) were males. The age of the study group
ranged from 17 to 25 years with a mode of 22 years, and
the mean age was 20.5 with a standard deviation of 1.7.
184 (47.8 %) participants belonged to the basic years
(first to the third year) and 201 (52.2 %) participants
belonged to the clinical years (fourth to the sixth year).
282 (73.2 %) students were from Jordan while 103 (26.8
%) were international students who participated in this
study.
Six participants (1.6 %) reported that they never
consumed caffeine at all.
We assessed four caffeinated beverages: coffee, tea, soft
drinks, and energy drinks. The frequency of consumption
of each type is shown in Table (1).
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Table 1. Frequency of intake of each type of caffeinated beverages.
Frequency

Coffee

Tea

Soft Drinks

Energy Drinks

n*

%

n*

%

n*

%

n*

%

1 time per day

83

21.6%

89

23.1%

30

7.8%

2

0.5%

2 times per day

74

19.2%

51

13.25%

10

2.6%

1

0.3%

3 or more times per day

44

11.4%

14

3.6%

5

1.3%

0

0

1 time per week

26

6.75%

64

16.6%

86

22.3%

26

6.75%

2–3 times per week

41

10.65%

66

17.1%

83

21.6%

15

3.9%

4–6 times per week

34

8.9%

33

8.6%

33

8.6%

1

0.3%

Once a month

6

1.6%

9

2.3%

19

4.9%

13

3.4%

Non-consumer

77

20%

59

15.3%

119

30.9%

327

84.9%

*n: sample size.

We found that more than half (52.2%) of participants
consumed coffee once or more every day, (40%) of
participants consumed tea once or more every day and
about (30.9%) of them didn’t consume soft drinks at all.
We estimated the amount of caffeine consumed by each
participant per week based on the following formula and

then we classified it into five groups using ‘Caffeine
intake by the US population’ report as shown in Table
(2) 4.
Amount of caffeine (mg) consumed by each participant
per week = Volume (ml) corresponding to each size *
caffeine concentration of each drink (mg/100 ml) *
frequency of consuming per week

Table 2. Range of weekly caffeine intake (mg).
Maximum high
≥ 6623

Maximum
5052–6622

Average
3481–5051

Minimum
1910–3480

Minimum low
≤ 1909

n*

3

4

9

62

307

%

0.8%

1.04%

2.34%

16.1%

79.7%

*n: sample size.

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

on the most commonly used sizes in Jordan and their
corresponding amounts are added to the same table.
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Table 3. Most commonly used sizes of caffeine containing beverages and the corresponding amount (ml).
Drink

Size

Amount (ml)

XX large

917

X large

473

Large

250

Medium

50

Small

25

Large

250

Medium

160

Small

80

Large

330

Medium

250

Small

150

Large

500

Medium

330

Small

250

Coffee

Tea

Soft drinks

Energy Drinks

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

research and have shown them in Table 4 11.

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

Caffeine amount (mg / 100ml)

Coffee

50

Tea

10

Soft drinks

12

Energy drinks

30

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

percentage of 84.7%, whereas energy drinks were the
least to be consumed with a percentage 15.1%.
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Table 5. Types of beverages consumed.
Type of beverages consumed
Coffee
Tea
Soft Drinks
Energy Drinks
*n: sample size.

Consumers
308
326
266
58

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

Discussion
Our study was an attempt to assess the prevalence of
caffeine consumption and the weekly caffeine intake
among the medical students at the University of Jordan.
In the present study, it was found that 98.4% of the
participants were consumers of caffeinated beverages.
Caffeine containing beverages were consumed from the
most to least as follow; tea, coffee, soft drinks and
energy drinks with the corresponding percentage 84.7%,
80%, 69.1%, 15.1%, respectively.
The prevalence of consuming any type of caffeinated
beverages was (98.4%) which was higher than the results
of the other studies done on medical students. In our
study, we found that tea was the most consumed
beverage among medical students which was not
reported by other studies as being the most commonly
consumed beverage, this may be because tea is more
popular drink in the Jordanian society than coffee.

n*
Non-consumers
77
59
119
327

Non-consumers
20%
15.3%
30.9%
84.9%

medical students (79.7%) are considered to be in the
‘minimum low’ range.
This study provides useful baseline data on the amount
and frequency of caffeine consumption and shows
variations in the types of drinks that are consumed by the
medical students. This study also highlights the need to
conduct more researches to understand the reasons for
high and frequent consumption of caffeine and to assess
the awareness of adverse effects of caffeine on health
through epidemiological, clinical and experimental
studies. Moreover, this high intake of caffeine not only
raises questions on adverse effects of caffeine but also
questions its dependence issues.
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ﻣﻠﺨﺺ
 اﻟﮭﺪف ﻣﻦ ھﺬه اﻟﺪراﺳﺔ ھﻮ ﺗﻘﯿﯿﻢ ﻣﺪى اﻧﺘﺸﺎر اﺳﺘﮭﻼك اﻟﻤﺸﺮوﺑﺎت اﻟﺘﻲ ﺗﺤﺘﻮي اﻟﻜﺎﻓﯿﯿﻦ )ﻛﺎﻟﺸﺎي واﻟﻘﮭﻮة واﻟﻤﺸﺮوﺑﺎت اﻟﻐﺎزﯾﺔ وﻣﺸﺮوﺑﺎت اﻟﻄﺎﻗﺔ( وﻛﻤﯿﺔ:اﻟﮭﺪف
 أﺟﺮﯾﺖ ھﺬه اﻟﺪراﺳﺔ ﻓﻲ ﻛﻠﯿﺔ اﻟﻄﺐ ﻓﻲ اﻟﺠﺎﻣﻌﺔ اﻷردﻧﯿﺔ: اﻟﻄﺮق.اﻻﺳﺘﮭﻼك اﻷﺳﺒﻮﻋﻲ ﻟﻠﻤﺸﺮوﺑﺎت اﻟﻤﺤﺘﻮﯾﺔ ﻋﻠﻰ اﻟﻜﺎﻓﺎﯾﯿﻦ ﺑﯿﻦ طﻼب اﻟﻄﺐ ﻓﻲ اﻟﺠﺎﻣﻌﺔ اﻷردﻧﯿﺔ
 ﻟﺘﻘﯿﯿﻢ ﻣﺪى اﻧﺘﺸﺎر اﺳﺘﮭﻼك اﻟﻤﺸﺮوﺑﺎت اﻟﺘﻲ ﺗﺤﺘﻮي ﻋﻠﻰ اﻟﻜﺎﻓﯿﯿﻦ ﺑﯿﻦ طﻼب اﻟﻄﺐ ﻟﺠﻤﯿﻊ اﻟﺴﻨﻮات،2017  ﻣﻦ ﺷﮭﺮ ﻛﺎﻧﻮن اﻷول ﻋﺎم14  إﻟﻰ3 ﺧﻼل ﻓﺘﺮة ﻣﺎ ﺑﯿﻦ
 ﺗﻢ اﺳﺘﺨﺪام ﻣﺠﻤﻮﻋﺎت ﻋﺒﺮ اﻹﻧﺘﺮﻧﺖ ﻟﻜﻞ ﻋﺎم دراﺳﻲ ﻟﻠﻮﺻﻮل إﻟﻰ اﻟﻄﻼب وﺗﺰوﯾﺪھﻢ ﺑﺎﻻﺳﺘﺒﯿﺎن إﻟﻜﺘﺮوﻧﯿﺎ ً واﻟﺬي ﯾﺘﻀﻤﻦ اﻟﺘﻔﺎﺻﯿﻞ اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ.اﻷﻛﺎدﯾﻤﯿﺔ
 ﺗﻢ ﺗﺮﻣﯿﺰ اﻟﺒﯿﺎﻧﺎت اﻟﺘﻲ ﺗﻢ اﻟﺤﺼﻮل ﻋﻠﯿﮭﺎ ﻣﻦ اﻟﻤﺸﺎرﻛﯿﻦ.واﻟﻤﻌﻠﻮﻣﺎت اﻟﻤﺘﻌﻠﻘﺔ ﺑﺄﻧﻮاع ﻣﺨﺘﻠﻔﺔ ﻣﻦ اﻟﻤﻨﺘﺠﺎت اﻟﺘﻲ ﺗﺤﺘﻮي ﻋﻠﻰ ﻣﺎدة اﻟﻜﺎﻓﯿﯿﻦ وﻋﺪد ﻣﺮات اﻻﺳﺘﮭﻼك
 ﻣﻨﮭﻢ، طﺎﻟﺐ وطﺎﻟﺒﺔ385  ﺷﺎرك ﻓﻲ ھﺬه اﻟﺪراﺳﺔ ﻧﺤﻮ: اﻟﻨﺘﺎﺋﺞ. إس ﻟﺘﺤﻠﯿﻞ اﻟﺒﯿﺎﻧﺎت. إس. ﺑﻲ. ﺛﻢ ﺗﻢ اﺳﺘﺨﺪام ﺑﺮﻧﺎﻣﺞ إس.ﺗﻠﻘﺎﺋﯿﺎ ً ﻋﻠﻰ ﺑﺮﻧﺎﻣﺞ ﻣﺎﯾﻜﺮوﺳﻮﻓﺖ اﻛﺴﻞ
 وأظﮭﺮت اﻟﻨﺘﺎﺋﺞ أن ﻣﻌﺪل اﻧﺘﺸﺎر اﺳﺘﮭﻼك ﻧﻮع واﺣﺪ ﻋﻠﻰ اﻷﻗﻞ ﻣﻦ اﻟﻤﺸﺮوﺑﺎت اﻟﺘﻲ ﺗﺤﺘﻮي ﻋﻠﻰ اﻟﻜﺎﻓﯿﯿﻦ.( ﻣﻦ اﻟﺬﻛﻮر٪42.1)162( ﻣﻦ اﻹﻧﺎث و٪57.9) 223
( ﻣﻦ ﻓﺌﺔ%79.7)  وﯾﻌﺘﺒﺮ ﻣﻌﻈﻢ طﻼب اﻟﻄﺐ.ً  ﻛﺎن اﻟﺸﺎي أﻛﺜﺮ اﻟﻤﺸﺮوﺑﺎت اﺳﺘﮭﻼﻛﺎ ً ﻓﻲ ﺣﯿﻦ ﻛﺎﻧﺖ ﻣﺸﺮوﺑﺎت اﻟﻄﺎﻗﺔ اﻷﻗﻞ اﺳﺘﮭﻼﻛﺎ: اﻟﺨﻼﺻﺔ.(٪98.44) ﻛﺎن
.ً  ﻣﻠﻎ أﺳﺒﻮﻋﯿﺎ1909 "اﻟﺤﺪ اﻷدﻧﻰ اﻟﻤﻨﺨﻔﺾ" اﻟﺘﻲ ﺗﺴﺘﮭﻠﻚ أﻗﻞ ﻣﻦ
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Personality Traits as Predictors of Stress and Depression among Medical Students: A CrossSectional Study
Eman Elsheshtawy, Hala Taha, Sultan Almazroui, Kajal Joshi, Amna Almazroui

 دراﺳﺔ ﻣﺴﺘﻌﺮﺿﺔ:ﺳﻤﺎت اﻟﺸﺨﺼﯿﺔ ﻛﻤﻨﺒﺌﺎت ﻟﻠﻀﻐﻂ اﻟﻨﻔﺴﻲ واﻻﻛﺘﺌﺎب ﺑﯿﻦ طﻠﺒﺔ اﻟﻄﺐ
 اﻣﻨﮫ اﻟﻤﺰروﻋﻲ، ﻛﺎﺟﺎل ﺟﻮﺷﻲ، ﺳﻠﻄﺎن اﻟﻤﺰروﻋﻲ، ھﺎﻟﺔ طﮫ،اﯾﻤﺎن اﻟﺸﺸﺘﺎوي

Abstract

B

ackground: Medical students during their study go through many stressful events. Personality traits could affect an
individual’s perception of stress or influence his or her reaction to different stresses. Objectives: Determining which
kind of different personality traits are the more pervasive can predict the stress feeling and future development of
depression among medical students in the clinical years. Method: A cross-sectional study was conducted with 237 students
in the clinical years. Measures included a socio-demographic questionnaire, Perceived Stress Scale, assessment of
personality traits using the Big Five Inventory (short form) and the Hospital Anxiety and Depression Scale. Results: Stress
was negatively correlated with extraversion (r2=-.151 p=.020), agreeableness (r2=-.163 p=.012), conscientiousness (r2=.130 p=.045), openness (r2=-.163 p=.012), while positively correlated with neuroticism (r2=.294 p=.001). Neuroticism was
the only predictor for developing depression (beta=.339, p=.001). Conclusion: Individuals high in neuroticism are more
prone to have high perceived stress development of depression and anxiety.
Key words: Medical students, Oman, personality traits, stress, depression
Declaration of interest: None

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

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

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

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

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

Assessment and Measures
The present study uses a cross-sectional method and was
conducted at the Oman Medical College, Sohar, Oman,
which is a private medical college. All students in the
sixth and seventh year (clinical years) of study from both
genders were invited to participate in the study excluding
those who were diagnosed with psychiatric disorder or
having general medical or neurological conditions that
could affect their mental health. Questionnaires were
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completed by 237 students out of 245 with a response
rate of 96.7%.

considered significant in all
regression analysis was done.

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

Results

• Socio-demographic characteristics
• Perceived Stress Scale (Cohen et al., 1983): a
self-reported questionnaire to assess perception
to stressful life situation over the last month.11
• Assessment of personality traits using 10-item
short version of the Big Five Inventory (BFI10).12 It assess personality traits which are
extraversion, agreeableness, conscientiousness,
neuroticism and openness.
• Hospital Anxiety and Depression Scale
(HADS). A score of 12 or more for either the
anxiety or the depression components denotes
possible anxiety or depression.13 The cut-off
point had a sensitivity of 0.89 and a specificity
of 0.75.14
Data were entered into the Statistical Package for the
Social Sciences, Version 15.0 (SPSS v. 15.0) and were
analyzed using descriptive and analytic analyses
including frequencies, mean and standard deviations.
Pearson correlation coefficients were used to detect
associations between variables. A P value of < 0.05 was

analyses.

Stepwise

The present study was performed on 237 students in
Years 6 and 7 where there was no significant statistical
difference regarding age, gender, residence (Table 1).
Table 2 demonstrates the descriptive distribution of
different research variables where the mean level of
perceived stress was 25.2 ± 10, agreeableness was the
highest among students (6.5 ± 1.7) and the lowest was
neuroticism (5.8±1.6).

Table 3 shows the results of the Hospital Anxiety and
Depression Scale where 19.4% of students reported
anxiety and 11% reported experiencing depression.
Correlation between level of perceived stress, gender and
different personality traits, as observed in Table 4, shows
that stress was related to being female, gender,
negatively correlated with extraversion (r2=-.151
p=.020),
agreeableness
(r2=-.163
p=.012),
conscientiousness (r2=-.130 p=.045), openness (r2=-.163
p=.012) and positively correlated with neuroticism
(r2=.294 p=.001).

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

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

Year 7

No

%

No

23.3± 1.1

Age (mean± SD)

%

Significance

24.6± 1.2

F= .165

p=.685

Gender
(92.8)

X2 = .899, p=.343

9

(7.2)

X2= .053, p=.819

(84.8)

100

(80)

X2= .128, p=.720

(15.2)

25

(20)

X2=1.524, p=.217

Women

102

(91.1)

116

Men

10

(8.9)

Living on campus

95

Living off campus

17

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

Maximum

Mean SD

Perceived stress

.00

50

25.2 ± 10

Extraversion

1

11

6.1±1.8

Agreeableness

1

10

6.5 ± 1.7

Conscientiousness

2

10

6 ± 1.5

Neuroticism

2

10

5.8±1.6

Openness

2

10

5.9±1.6

Table 3. Anxiety and depression in the studied group
Anxiety

Depression

No

%

No

%

Borderline 8-10

10

4.2

15

6.3

Clinical case >10

46

19.4

26

11

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

P

Gender

-.160*

.027

Extraversion

-.151*

.020

Agreeableness

-.163*

.012

Conscientiousness

-.045*

.045

Neuroticism

.294**

.001

Openness

-.163*

.012

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

Table 5. Personality traits as predictors of depression
Β

Beta

T

P

.094

.339

2.190

.001

-.1167

-1.032

.309

Agreeableness

.130

.827

.414

Conscientiousness

.217

1.439

.158

Openness

.132

.845

.403

Predictors
Neuroticism
Excluded
variables
Extraversion

Dependent variable: Depression

Table 6. Personality traits as predictors of stress and burnout
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Predictors

B

Beta

T

P

Neuroticism

1.962

.308

4.982

.001

Conscientiousness

-1.074

-.159

-2.569

.011

Extraversion

-0.090

-1.430

.154

Agreeableness

-.118

-1.902

.058

Openness

-.087

-1.372

.171

Excluded variables

Dependent variable: stress & burnout

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

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

About 46.4% of students had high level of stress, which
is supported by previous studies in which stress was
identified among 30% to 60% of those studied.16, 17,18,19,20
A study found that perceived stress in medical students
predicted future development of mental health
problems.21 Early identification of students who suffer
from high perceived stress should be prioritised for
prevention of future psychological and mental problems.
Eleven percent of students reported depression and
19.4% experienced anxiety. This is assumed because of
continued severe stress, which can have a devastating
effect on general and mental health. Findings are similar
to previous studies, such as those by Al-Alawi et al.,
Mahroon et al. and Puthran et al.22,23,24,25 The heightened
rates of anxiety and depression among medical students

suggests that they are a vulnerable group with high
psychiatric morbidity who deserve a special concern.
Women were reported experiencing higher perceived
stress, which is supported by previous research.27, 28 It is
suggested that women tend to report higher stress and
more stressful life events than men due to their different
roles in family life and work.

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

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

•

The present study was based on self-reported
questionnaires with high subjectivity, which
decreased validity.
The sample size was small, which limited
generalizability of the results.
Study parameters were limited to students in
the clinical years. Further study is needed to
compare students of the preclinical to clinical
years.

•
•

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

Recommendations and Future Directions
•
•

•
Neuroticism was found to be a predictor for perceived
stress and depression. This was supported by previous
studies which, concluded that individuals high in
neuroticism are more prone to experience distress and
more likely to report stress in a negative way.15,25
Neuroticism is considered a risk factor for developing
depression, suicidal ideation and planning.10,15,25,26 It is
associated with higher negative emotions, lower
controllability, higher perceived stress and altered
physiological stress responses, such as heart rate and
cortisol response.31
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اﻟﻤﻠﺨﺺ
 وﻗﺪ وﺟﺪ أن ﺳﻤﺎت اﻟﺸﺨﺼﯿﺔ ﻣﻦ اﻟﻤﻤﻜﻦ ان ﺗﺆﺛﺮ ﻋﻠﻰ إدراك اﻟﻔﺮد ﻟﻠﺘﻮﺗﺮ أو ﻋﻠﻰ ﺗﻔﺎﻋﻠﮫ. ﯾﻤﺮ طﻼب اﻟﻄﺐ ﺧﻼل دراﺳﺘﮭﻢ ﺑﺎﻟﻌﺪﯾﺪ ﻣﻦ اﻷﺣﺪاث اﻟﻤﺠﮭﺪة:اﻟﺨﻠﻔﯿﺔ
 ﺗﺤﺪﯾﺪ أي ﻧﻮع ﻣﻦ اﻟﺴﻤﺎت اﻟﺸﺨﺼﯿﺔ اﻟﻤﺨﺘﻠﻔﺔ ﯾﻤﻜﻨﮭﺎ اﻟﺘﻨﺒﺆ ﺑﺎﻟﺸﻌﻮر ﺑﺎﻟﻀﻐﻂ اﻟﻨﻔﺴﻲ وﺣﺪوث اﻻﻛﺘﺌﺎب ﺑﯿﻦ طﻼب اﻟﻄﺐ ﻓﻲ: اﻷھﺪاف.ﻣﻊ اﻟﻀﻐﻮط اﻟﻤﺨﺘﻠﻔﺔ
 ﻣﻘﯿﺎس، اﻟﺨﺼﺎﺋﺺ اﻻﺟﺘﻤﺎﻋﯿﺔ اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ: ﺗﻢ ﺗﻄﺒﯿﻖ ﻣﺎ ﯾﻠﻲ. طﺎﻟﺐ ﻓﻲ اﻟﺴﻨﻮات اﻟﺴﺮﯾﺮﯾﺔ237  أﺟﺮﯾﺖ دراﺳﺔ ﻣﻘﻄﻌﯿﺔ ﻋﻠﻰ:اﻟﺴﻨﻮات اﻻﻛﻠﯿﻨﯿﻜﯿﺔ اﻟﻄﺮﯾﻘﺔ
 ﻛﺎن اﻟﻀﻐﻂ: اﻟﻨﺘﺎﺋﺞ. ﺗﻘﯿﯿﻢ ﺳﻤﺎت اﻟﺸﺨﺼﯿﺔ ﺑﺎﺳﺘﺨﺪام اﺧﺘﺒﺎر اﻟﺨﻤﺲ ﺷﺨﺼﯿﺎت اﻟﻜﺒﯿﺮ )ﻧﺴﺨﺔ ﻣﺼﻐﺮة( وﻣﻘﯿﺎس اﻟﻤﺴﺘﺸﻔﻰ ﻟﻠﻘﻠﻖ واﻻﻛﺘﺌﺎب،اﻹﺟﮭﺎد اﻟﻤﺪرك
r2 = - 163 P =)  اﻟﻘﺒﻮل، (r2 = -. 151 P = .020) ﻣﺮﺗﺒﻄﺎ ﺳﻠﺒﯿﺎ ﻣﻊ ﺟﻤﯿﻊ اﻟﺴﻤﺎت اﻟﺸﺨﺼﯿﺔ ﻓﻲ ﺣﯿﻦ ﺗﺮﺗﺒﻂ ﺑﺸﻜﻞ إﯾﺠﺎﺑﻲ ﻣﻊ اﻟﻌﺼﺎﺑﯿﺔ ﺣﯿﺚ اﻻﻧﺒﺴﺎط
 وﻛﺎﻧﺖ اﻟﻌﺼﺎﺑﯿﺔ ھﻲ اﻟﻤﺘﻨﺒﺊ.( 001. =  عr2 = .294) ( ﻓﻲ ﺣﯿﻦ اﻟﻌﺼﺎﺑﯿﺔr2 = - 163 P = .012)  واﻻﻧﻔﺘﺎح، (r2 = - 130 p = .045)  اﻟﻀﻤﯿﺮ،(.012
 ﯾﻤﻜﻦ ﻟﺴﻤﺎت اﻟﺸﺨﺼﯿﺔ اﻟﻌﺼﺎﺑﯿﺔ أن ﺗﺘﻨﺒﺄ ﺑﺤﺪوث اﻹﺟﮭﺎد واﻻﻛﺘﺌﺎب ﻓﻲ طﻠﺒﮫ اﻟﻄﺐ ﻓﻲ:(اﻟﺨﻼﺻﺔp = .001). ، (beta = .339)اﻟﻮﺣﯿﺪ ﻟﺤﺪوث اﻻﻛﺘﺌﺎب
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Posttraumatic Stress and Growth among War-Exposed Orphans in the Gaza Strip
Abdelaziz M. Thabet, Alaa ElRabbaiy

أﺛﺮ اﻟﺼﺪﻣﺎت اﻟﻨﺎﺟﻤﺔ ﻋﻦ اﻟﺤﺮب ﻋﻠﻰ ﻗﻄﺎع ﻏﺰة ﻋﻠﻰ اﻷطﻔﺎل اﻻﯾﺘﺎم واﻟﻌﻼﻗﺔ ﻣﻊ ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺮﺿﺢ واﻟﻨﻤﻮ اﻻﯾﺠﺎﺑﻲ ﺑﻌﺪ اﻟﺮﺿﺢ
ﻋﺒﺪ اﻟﻌﺰﯾﺰ ﺛﺎﺑﺖ وﻋﻼء اﻟﺮﺑﻌﻲ

Abstract

A

im: The present study explored the impact of trauma on war-exposed orphans in the Gaza Strip reporting symptoms
of posttraumatic stress disorder (PTSD) and posttraumatic growth (PTG). Participants: N=83 children attending the
orphanage, El-Amal Institute, in Gaza city were included. Method: Measures were The Gaza Traumatic Events Checklist,
Posttraumatic Stress Disorder Reaction Index (UCLA PTSD-RI), Posttraumatic Growth Inventory (PTGI), and a
demographic questionnaire. Results: Participants experienced 3 to 28 traumatic events (M=11.19). Those aged 12-14 years
reported more traumatic events than younger and older children; 49.4% reported no PTSD symptoms, 32.5% reported
partial PTSD, and 18.1% reported full criteria of PTSD. Children in the middle age group (12-14 years) reported higher
levels of PTSD than younger and older groups. The PTGI scale found 78.31% reported they had a stronger religious faith
with 70.7% stating they learned a great deal about how wonderful people are. Total posttraumatic growth among orphan
children mean was 25.27. There was a statistically significant positive relationship between total traumatic events due to
war and PTSD, numbness symptoms, and arousal symptoms. While, there was no correlation with PTG nor was there a
correlation between PTSD and PTG. Conclusion: Orphaned children reported significant trauma and PTSD symptom
levels, which suggests the need for governmental and non-governmental organizations to identify therapeutic programs to
improve their daily functioning and productivity in future. Training is needed for caregivers in different institutions to
ensure early detection of children with mental health problems and identify best ways to support.
Key words: Orphaned children, trauma, posttraumatic stress disorder, posttraumatic growth, Gaza Strip
Declaration of interest: None

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

UNICEF2 and numerous international organizations
adopted the broader definition of orphan in the mid1990s as the AIDS pandemic began leading to the death
of millions of parents worldwide, leaving an everincreasing number of children growing up without one or
more parent. So the terminology of a ‘single orphan’ –
the loss of one parent – and a ‘double orphan’ – the loss
of both parents – was used to convey this growing crisis.

Most research about childhood traumatic grief and
posttraumatic stress disorder (PTSD) has been conducted
in the West. If such symptoms are left untreated, children
are at risk for depression, reduced psychological
functioning, and anger issues.3 Orphaned youth have
been regarded as a vulnerable population in need of care
and protection. In particular, orphaned children are more
prone to psychosocial challenges and mental health risks
than non-orphaned youth. Thienkrua et al,4 assessed
trauma experiences and the prevalence of symptoms of
PTSD and depression among children in tsunamiaffected provinces in southern Thailand. Results showed
prevalence rates of PTSD symptoms of 13% among
children living in camps, 11% among children from
affected villages, and 6% among children from
unaffected villages (camps vs unaffected villages,); for
depression symptoms, the prevalence rates were 11%,
5%, and 8%, respectively. Thabet et al.,5 in a study of
orphaned children in a similar setting, showed that out of
112 children who completed self-report questionnaires,
55 (49.0%) reported depression, 32 (28.5%) reported
anxiety levels that were above the clinical cut-off in the
RCMAS, and 44 children (39.3%) scored within the
severe spectrum of the CPTSD-RI (post-traumatic stress)
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range. Another study examined the mental health of over
900 children who were matched in three comparison
groups: those orphaned due to AIDS, those orphaned
from other causes, and non-orphaned children. Results
showed those orphaned due to AIDS had significantly
higher levels of depression, anxiety, and posttraumatic
stress (PTS) symptoms compared to the other groups.6
Longitudinal follow-up in findings from a study revealed
that the prevalence of depression was higher for HIV
orphans than other groups in South Africa while stigma,
bullying, abuse, violence, and food insecurity increased
the likelihood for anxiety, PTSD, and depression for HIV
orphans. Loss had negative consequences on their
physical and mental health.7 Another study examined
rates of potentially traumatic events and associated
anxiety and emotional/behavioral difficulties among
1258 orphaned and abandoned children in five low- and
middle-income countries. The study aimed to help policy
makers and care providers recognize that (a) children and
caregivers are willing to report experiences of potentially
traumatic events, (b) those who report such events are at
higher risk for experiencing additional events, (c)
resulting symptomatology indicates a need for
appropriate mental health services, and (d) boys are as
vulnerable as girls, indicating an equal need for
protection.8

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

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

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

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

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

The Gaza Traumatic Events Checklist 18
The checklist comprises 28 items covering three domains
of events typical for the traumatic experiences in the last
year (1) Witnessing acts of violence, e.g. killing of
relatives, home demolition, bombardment, and injuries,
(2) Having experiences of loss, injury and destruction in
family and other close persons, and (3) Being personally
the target of violence, e.g. being shot, injured, or beaten
by soldiers. Respondents were asked whether they had
been exposed to each of these events: (0) no (1) yes. The
level of trauma was divided into mild (0-5 traumatic
events), moderate (6-10 traumatic events), and severe
(more than 11 traumatic events). This scale was used in
previous studies in the area.17 The internal consistency
using Cronbach’s alpha for the Arabic version in the
present study was α=.72.

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

Posttraumatic Growth Inventory (PTGI) short form 20,21
The short form of the PTGI comprises 10 items with
response choices ranging from 0-4 (0= I did not
experience this change; 4= I experienced this change to a
very great degree as a result of my crisis). The PTGI
measures five domains of growth: (a) relating to others
better (two items, e.g. I have a greater sense of closeness
with others, I learned a great deal about how wonderful
people are), (b) recognizing new possibilities (two items,
e.g. New opportunities are available which wouldn't have
been otherwise, I established a new path for my life, (c) a
greater sense of personal strength (two items, e.g. I
discovered that I am stronger than I thought I was, I
know better that I can handle difficulties), (d) spiritual
change (two items, e.g. I have a better understanding of
spiritual matters), and (e) greater appreciation of life
(two, e.g. I have a greater appreciation for the value of
my own life, I have a stronger religious faith).20, 21 The
21-item scale was translated to Arabic and back
translated and validated.22 Internal consistency using
Cronbach’s alpha for the Arabic version in this study was
α=.88.
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Study procedure
Permission from the Ministry of Social Welfare and Al
Amal Association to approach the orphanages managers
was granted. The local Helsinki research ethics
committee approved the study. When the unit manager
agreed, orphanage staff were approached and informed
of the aims of the study. These were subsequently
explained to the children, and consent was sought from
both the key worker and the child. The second author
undertook data collection. Children were interviewed at
the institution, and potentially difficult questionnaire
items were explained to them. Arrangements were made
for children to access counseling and mental health
support, if needed, and to opt out of the study at any
stage. The caregivers also completed one of the
questionnaires. The data was collected over a two-week
period. Nine children did not take part, leaving a sample
of 81 children who completed the mental health
measures. Data were collected in August 2017.

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

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

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

Table 1. Sociodemographic characteristics of the study sample
N

%

Boy

54

65.1

Girl

29

34.9

North Gaza

24

28.9

Gaza

41

49.4

Middle area

6

7.2

Khan Younis

9

10.8

Rafah

3

3.6

73

88

Gender

Age

mean =12.84 (SD= 2.53)

Place of residence

Type of residence
City
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Village

6

7.2

Camp

4

4.8

Less than 4

23

27.7

5 to 7 siblings

33

39.8

8 or more

27

32.5

With mother

62

74.7

Relatives

7

8.4

Grandmother

8

9.6

Other

6

7.2

Illiterate

9

10.8

Primary

16

19.3

Elementary

17

20.5

Secondary

27

32.5

Diploma

4

4.8

University

10

12

Housewife

74

89.2

Simple worker

3

3.6

Other

6

7.2

Normal death

20

24.1

Chronic disease

27

32.5

Road traffic accident

10

12

Martyr

11

13.3

Other

15

18.1

Number of siblings

Living outside

Mother’s education

Mother’s job

Cause of father absence

Frequency of exposure to traumatic events in orphaned
children in 2014 war on Gaza
Table 2 showed that the most common traumatic events
were as follows: 92.3% of study participants reported
hearing sounds of bombardment in different areas of the
Gaza Strip, 86.3% reported constantly hearing the sound

of drones, and 79.5% reported hearing about the death of
a friend or neighbor during the war. The least reported of
the traumatic events were as follows: 24.8% witnessed
their father, brother, sister or other close relative being
injured by shrapnel or bullets, 25% reported that a family
member received death threats, and 25.8% reported
being injured by shrapnel from a bomb, missile, or lead.
The orphaned children reported from 3 to 28 traumatic
events with the mean being 11.19 (SD=4.91).
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Table 2. Frequency of exposure to traumatic events among orphaned children
No

Paragraph

Yes

No.

No.

%

No.

%

1

Hearing about the death of a friend or neighbor during the war

318

79.5

82

20.5

2

187

46.8

213

53.3

3

Hearing about the death of father, brother, sister, mother or other close relative
during the war
Hearing the sounds of bombardment in different areas of the Gaza Strip

369

92.3

31

7.8

4

Constantly hearing the sound of drones

345

86.3

55

13.8

5

Witnessing the death of a friend

129

32.3

271

67.8

6

Witnessing the death of father, brother, sister, mother or other close relative

107

26.8

293

73.3

7

Witnessing a friend being injured by shrapnel or bullets

124

31.0

276

69.0

8

99

24.8

301

75.3

123

30.8

277

69.3

10

Witnessing father, brother, sister, mother or other close relative being injured
by shrapnel or bullets
Witnessing their home demolished, and destroying by
shelling or bulldozers
Witnessing a neighbor's home demolished by shelling or bulldozers

180

45.0

220

55.0

11

Witnessing father, brother, sister, mother, or other close relative arrested

128

32.0

272

68.0

12

Witnessing a friend being arrested

126

31.5

274

68.5

13

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

227

56.8

173

43.3

14

Witnessing high-rise apartment towers flattened and the bombing

236

59.0

164

41.0

15

Witnessing people being killed by rockets

190

47.5

210

52.5

16

Being exposed to physical injury as a result of the bombing of their home

120

30.0

280

70.0

17

Exposure to injury by shrapnel from a bomb, missile, or lead

103

25.8

297

74.3

18

Exposure to detention at home and deprived of water, food and electricity

127

31.8

273

68.3

19

Being intimidated by threats of getting shot

123

30.8

277

69.3

20

Having their personal belongings destroyed during an incursion

108

27.0

292

73.0

21

Being threatened that they will be killed

114

28.5

286

71.5

22

Having family members being threatened that they will be killed

100

25.0

300

75.0

23

115

28.8

285

71.3

24

Being at serious risk of being used as a human shield in order to catch a
neighbor
Being forced to leave their home with family members due to shelling

134

33.5

266

66.5

25

Being exposed to arrest during invasion

155

38.8

245

61.3

26

Being exposed to inhalation of bad smells due to bombardment

212

53.0

188

47.0

27

Being exposed to threats by telephone to leave the home to bombing

194

48.5

206

51.5

28

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

194

48.5

206

51.5

9

Differences
variables

in

trauma

and

socio-demographic

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

Tukey test was conducted. Post hoc test showed that
children in the second group (12-14 years) reported more
traumatic events than the other two groups (F(2, 82)=
3.3, p=.04, partial ηp²=0.06). Furthermore, analysis
showed no significant differences in total trauma and
number of siblings, cause of father death, or other sociodemographic variables.
136

Thabet A M & ElRabbaiy A
Prevalence of PTSD symptoms
Using PTSD-V, the mean score for PTSD symptoms was
36 (SD= 19.89), mean intrusion symptoms was 19

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

Table 3. Means and standard deviation of PTSD and subscales
Mean

SD

Total PTSD

36.00

19.89

Intrusion

19.00

8.71

Avoidance symptoms

8.00

3.59

Numbness symptoms

9.00

3.27

Arousal symptoms

10.00

4.33

Dissociation symptoms

7.00

2.77

Table 4. Prevalence of PTSD in orphaned children
Cases of PTSD

N

%

No PTSD

41

49.4

Partial PTSD

27

32.5

Full PTSD

15

18.1

Socio-demographic variables and PTSD in orphaned
children

Means, standard deviations
posttraumatic growth (PTG)

and

percentage

of

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

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

The present study showed that the mean score for
posttraumatic growth symptoms among orphaned
children was 25.27 (SD=6.91), relating to others mean
score 5.19 (SD=1.84), new possibilities mean score 4.94
(SD=1.90), personal strength mean score 4.69
(SD=1.99), spiritual change mean score 5.84 (SD=1.95),
and appreciation of life mean score 4.60 (SD=1.83).
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Table 5. Means, standard deviations and percentage of posttraumatic growth (PTG)
1. I changed my priorities about what is important in life.
2. I have a greater appreciation for the value of my own life.
3. I am able to do better things with my life.
4. I have a better understanding of spiritual matters.
5. I have a greater sense of closeness with others.
6. I established a new path for my life.
7. I know better that I can handle difficulties.
8. I have a stronger religious faith.
9. I discovered that I am stronger than I thought I was.
10. I learned a great deal about how wonderful people are.

Mean
2.434
2.169
2.530
2.711
2.361
2.410
2.301
3.133
2.386
2.831

SD
1.251
1.188
1.183
1.205
1.175
1.159
1.187
1.102
1.248
1.248

%
60.84
54.22
63.25
67.77
59.04
60.24
57.53
78.31
59.64
70.78

Table 6. Means and standard deviations of posttraumatic growth
Posttraumatic growth

Mean

SD

PTG-10 items

25.27

6.91

Relating to others

5.19

1.84

New possibilities

4.94

1.90

Personal strength

4.69

1.99

Spiritual change

5.84

1.95

Appreciation of life

4.60

1.83

Differences in PTG and socio-demographic variables

Relationship between trauma, PTSD and PTG

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

Pearson correlation test showed that there was a
statistically significant positive relationship between total
traumatic events due to war and PTSD (r (82) =0.30, p
<0.001), numbness symptoms (r (82) =0.48, p < 0.001),
and arousal symptoms (r (82) =0.44, p < 0.001). No
significant relationship between traumatic events,
posttraumatic growth, and no relationship between
posttraumatic disorder and posttraumatic growth.
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Table 7. Pearson correlation Coefficient between trauma, PTSD and PTG
1

2

3

4

5

6

7

8

9

1. Total traumatic events
2. Total PTSD

.39**

3. Intrusion

.20

.87**

4. Avoidance symptoms

.06

.63**

.47**

5. Numbness symptoms

.48**

.65**

.38**

.23*

6. Arousal symptoms

.44**

.54**

.28**

.08

.26*

7. PTG-10 items

-.11-

-.05-

-.02-

-.05-

-.07-

-.01-

8. Relating to others

-.18-

.04

.09

-.01-

.01

-.02-

.76**

9. New possibilities

-.08-

-.14-

-.13-

-.11-

-.04-

-.09-

.74**

.46**

10. Personal strength

.06

.08

.10

.06

.01

.04

.68**

.35**

.45**

11. Spiritual change

-.09-

-.05-

-.09-

-.03-

-.04-

.06

.69**

.43**

.36**

12. Appreciation of life

-.11-

-.11-

-.05-

-.07-

-.18-

-.02-

.76**

.54**

.43**

Prediction of child’s PTSD by traumatic events
In a multivariate regression model, total PTSD scores
were entered as dependent variable, with each traumatic
event variables in children as the independent variables.
Total PTSD was predicted by witnessing death of a
friend (β=0.30, t (82), p<0.001), hearing about the death

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

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

Standardized
Coefficients

95.0% Confidence
Interval for B
t

Sig.

0.3

2.97
3.06

1.51

0.28

5.21

2.19

6.33

2.8

B

Std. Error

(Constant)
Witnessing death of a friend

8.83
4.75

2.97
1.55

Hearing about the death of
father, brother, sister, mother or
close relative during the war
Being put at serious risk of being
used as a human shield to catch a
neighbor
Constantly hearing the sound of
drones

4.47

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

Beta

0
0

Lower
Bound
2.91
1.66

Upper
Bound
14.75
7.83

2.95

0

1.46

7.49

0.23

2.38

0.02

0.84

9.57

0.21

2.26

0.03

0.75

11.91

positively predicted by the statement ‘Seeing images of
wounded people and the remains of the martyrs on
TV’(β=0.27, t (8), p<0.01), and negatively predicted by
threaten by killing(β=-0.20, t (8), p<0.05), R2 = .18,
F(3, 82) = 7.2, p< .0.001.
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Table 9. Multivariate regression model of prediction of child’s posttraumatic growth by traumatic events
Unstandardized
Coefficients

95.0%
Confidence
Interval for B
Lower
Upper
Bound
Bound
16.97
25.45
-10.38
-1.45

Beta

t

Sig.

21.21
-5.91

Std.
Error
2.13
2.24

-0.27

9.95
-2.64

0.00
0.01

5.91

2.21

0.27

2.68

0.01

1.52

10.31

-3.99

1.99

-0.20

-2.01

0.05

-7.95

-0.04

B
(Constant)
Being put at serious risk of
being used as a human shield to
catch a neighbor
Seeing images of wounded
people and the remains of
martyrs on TV
Being threatened that you will
be killed

Standardized
Coefficients

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

conflict was witnessing images of martyrs on TV with
92.8% reporting that they had experienced this. Children
who had lost their father in the current conflict reported
more than five traumatic events each (M=7.83 for boys
vs. 6.23 for girls). There were significant differences
between trauma levels according to age in favor of older
children between ages 13 to 16 years. Schaal at al.,25
investigated the levels of trauma exposure and the rates
of mental health disorders and described risk factors of
posttraumatic stress reactions in 194 Rwandan widows
and 206 orphans who had been exposed to the genocide.
Participants reported having been exposed to a high
number of different types of traumatic events with a
mean of 11 for both groups. Widows displayed more
severe mental health problems than orphans: 41% of the
widows (compared to 29% of the orphans) met symptom
criteria for PTSD and a substantial proportion of widows
suffered from clinically significant depression (48%
versus 34%) and anxiety symptoms (59% versus 42%)
even 13 years after the genocide. Over one-third of
respondents of both groups were classified as suicidal
(38% versus 39%). Regression analysis indicated that
PTSD severity was predicted mainly by cumulative
exposure to traumatic stressors and by poor physical
health status. In contrast, the importance given to
religious/spiritual beliefs and economic variables did not
correlate with symptoms of PTSD. Similarly, Cluver et
al.,12 in a 4‐year longitudinal follow‐up of AIDS‐
orphaned children with control groups of other‐orphans
and non‐orphans in South Africa, the results showed that
AIDS‐orphaned children showed higher depression,
anxiety, and posttraumatic stress disorder (PTSD) scores
in the years 2005 and 2009 when compared with other‐
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orphans and non‐orphans. Hermenau et al.,26 in study of
89 Tanzanian children who had lost at least one parent
were compared to 89 matched non-orphans (mean age:
11 years; 51% boys). Orphans reported significantly
more experiences of neglect, but not of abuse. A group
comparison revealed more depressive symptoms,
posttraumatic stress symptoms, and aggressive behavior
among orphans. Neglect, abuse, and stigmatization
correlated with orphans’ internalizing and externalizing
problems, yet only neglect and stigmatization were
related to orphans’ depression severity. Perceived
stigmatization moderated the relationship between
neglect and depression.
In an earlier study on the El-Amal orphanage, Thabet et
al.,18 aimed to find the prevalence rate of PTSD, anxiety
and depression among orphaned children in the Gaza
Strip and found the mean PTSD score was 35.79 with
19.77 for intrusion symptoms, 14.30 for avoidance
symptoms and 23.65 for arousal symptoms. In total,
55.6% of orphaned children reported experiencing
moderate and 34.6% showed severe PTSD symptoms.
Girls reported significantly more PTSD, avoidance, and
arousal symptoms than boys. A child living in a city had
more PTSD symptoms than those children live in a camp
or a village. Woollett et al.,27 found a similar pattern in a
study of HIV-positive adolescents aged 13 to 19 years
(N=343) who accessed five pediatric antiretroviral
clinics in Johannesburg. The results showed that 27%
were symptomatic for depression, anxiety, or PTSD;
24% reported suicidality. Peer violence was significantly
correlated to all mental health problems, as was hunger,
being inappropriately touched, being hit, and being
female. Those reporting sickness in the past year were
symptomatic. High exposure to violence was evident.
Additionally, not feeling safe at home or in the
community increased risk for all mental health disorders.
Knowing one’s HIV status was protective as was having
dreams for the future.
In terms of experiences of posttraumatic growth, 78.31%
reported having a stronger religious faith, 70.7% reported
having learned a great deal about how wonderful people
are. The present study showed that the mean score of
total posttraumatic growth among orphan children was
25.27, relating to others mean score was 5.19, new
possibilities mean score was 4.94, personal strength
mean score was 4.69, spiritual change mean score was
5.84, and appreciation of life mean score 4.60. Such
findings of high spiritual change were consistent with
studies in the Gaza Strip using PTG-21 items. In a study
of 381 randomly selected students at four universities in
Gaza, Thabet et al.,28 found posttraumatic growth was
67.34, appreciation of life was 7.17, new possibilities
were 12.25, the personal strength was 10.62, and
spiritual change was 6.82. Boys had significantly more

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

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

Conclusion and implications for intervention
Results revealed that, this sample of Palestinian
orphaned children showed heightened vulnerability to
psychological distresses. Given the high prevalence of
PTSD, it is likely that orphaned children would benefit
from psychosocial interventions to reduce their
symptoms and enhance resilience. For this to happen,
there must be provision of expert counselling services
and the furnishing of life skills training such as stress
management and coping skills, the formation and
sustenance of healthy peer relationship, problem-solving
and decision making skills, as well as conflict
management skills. Life skills training on how to assist
vulnerable children could also be made available to
caregivers of orphaned children. The implementation of
the intervention outlined above would significantly
improve the psychological well-being and overall quality
of life of the Palestinian orphaned children. The present
study also sheds new light on the higher prevalence of
mental health problems amongst children and
adolescents. It thus paves the way for further specific
studies of the social support, stigma, coping and
resiliency strategies used by orphaned children in their
battle with adversity.
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اﻟﻤﻠﺨﺺ
اﻟﮭﺪف :ھﺪﻓﺖ اﻟﺪراﺳﺔ إﻟﻰ اﺳﺘﻜﺸﺎف أﺛﺮ اﻟﺼﺪﻣﺎت اﻟﻨﺎﺟﻤﺔ ﻋﻦ اﻟﺤﺮب ﻋﻠﻰ ﻗﻄﺎع ﻏﺰة ﻋﻠﻰ اﻷطﻔﺎل اﻻﯾﺘﺎم واﻟﻌﻼﻗﺔ ﻣﺎ ﺑﯿﻦ ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺮﺿﺢ واﻟﻨﻤﻮ اﻻﯾﺠﺎﺑﻲ
ﺑﻌﺪ اﻟﺼﺪﻣﺔ واﻟﻤﺘﻐﯿﺮات اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ .
طﺮﯾﻘﺔ اﻟﺪراﺳﺔ :اﻟﻌﯿﻨﺔ :ﺗﻜﻮﻧﺖ ﻋﯿﻨﺔ اﻟﺪراﺳﺔ ﻣﻦ اﻻطﻔﺎل اﻻﯾﺘﺎم ﻣﻦ ﻛﻞ اﻻطﻔﺎل اﻟﻤﻮﺟﻮدﯾﻦ ﻓﻲ ﻣﻌﮭﺪ اﻻﻣﻞ ﻟﻸﯾﺘﺎم ﺑﻤﺪﯾﻨﺔ ﻏﺰة واﺳﺘﺠﺎب ﻣﻦ اﻟﻌﺪ اﻟﻜﻠﻲ ﻟﻸﯾﺘﺎم 83
ﯾﺘﯿﻢ ﻣﻦ  91ﻣﺴﺠﻠﯿﻦ ﻓﻲ اﻟﻤﺮﻛﺰ .ادوات اﻟﺪراﺳﺔ :ﺗﻜﻮﻧﺖ أدوات اﻟﺪراﺳﺔ ﻣﻦ ﻧﻤﻮذج اﻟﻤﻌﻠﻮﻣﺎت اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ ﻋﻦ اﻟﯿﺘﯿﻢ ،ﻗﺎﺋﻤﺔ ﻏﺰة ﻟﻠﺨﺒﺮات اﻟﺼﺎدة،
ﻣﻘﯿﺎس اﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺮﺿﺢ ﻟﻸطﻔﺎل ،وﻣﻘﯿﺎس اﻟﻨﻤﻮ اﻻﯾﺠﺎﺑﻲ ﺑﻌﺪ اﻟﺼﺪﻣﺔ.
اﻟﻨﺘﺎﺋﺞ :ﺑﯿﻨﺖ اﻟﺪراﺳﺔ ﺑﺄن اﻻطﻔﺎل اﻻﯾﺘﺎم ﻗﺪ ﺗﻌﺮﺿﻮا ﻟﻌﺪد ﻣﻦ  28-3ﺧﺒﺮة ﺻﺎدﻣﮫ ،وﻣﺘﻮﺳﻂ اﻟﺨﺒﺮات اﻟﺼﺎدﻣﺔ ﻟﻜﻞ طﻔﻞ ﻛﺎﻧﺖ  ،11ﻟﻢ ﺗﺠﺪ اﻟﺪراﺳﺔ ﻓﺮوق ﻓﻲ
اﻟﺠﻨﺲ ،أو ﻓﻲ ﺳﺒﺐ وﻓﺎة اﻻب ﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﺨﺒﺮات اﻟﺼﺎدﻣﺔ وﻟﻜﻦ ﺗﺒﯿﻦ أن اﻻطﻔﺎل ﻓﻲ ﺳﻦ  14-12ﺳﻨﺔ ﻗﺪ ﺗﻌﺮﺿﻮا ﻟﺨﺒﺮا ت ﺻﺎدﻣﺔ أﻛﺜﺮ ﻣﻦ اﻻﺻﻐﺮ واﻻﻛﺒﺮ ﺳﻨﺎ ً
ﻣﻨﮭﻢ .ﻛﻤﺎ أﻓﺎد  ٪ 49.4ﻣﻨﮭﻢ ﺑﺄﻧﮭﻢ ﻻ ﯾﻌﺎﻧﻮن ﻣﻦ اﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺮﺿﺢ )اﻟﺼﺪﻣﺔ( وﺗﺒﯿﻦ أن  ٪ 32.5ﯾﻌﺎﻧﻮن ﻣﻦ اﺿﻄﺮاب ﺟﺰﺋﻲ ﻟﻜﺮب ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ،
و ٪ 18.1ﺗﻨﻄﺒﻖ ﻋﻠﯿﮭﻢ اﻟﻤﻌﺎﯾﯿﺮ اﻟﻜﺎﻣﻠﺔ ﻻﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ .ﺗﺒﯿﻦ أن اﻻطﻔﺎل ﻓﻲ ﺳﻦ  14-12ﺳﻨﺔ ﯾﻌﺎﻧﻮن ﻣﻦ ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ أﻛﺜﺮ ﻣﻦ اﻻﺻﻐﺮ
واﻻﻛﺒﺮ ﺳﻨﺎ ً .وﻛﺬﻟﻚ اﻻطﻔﺎل اﻻﯾﺘﺎم اﻟﺬﯾﻦ ﯾﻌﯿﺸﻮن ﻓﻲ اﻟﻤﻨﻄﻘﺔ اﻟﻮﺳﻄﻰ ﻣﻦ ﻗﻄﺎع ﻏﺰة .وﺗﺒﯿﻦ وﺟﻮد ﻋﻼﻗﺔ ذات دﻻﻟﺔ اﺣﺼﺎﺋﯿﺔ ﻣﺎ ﺑﯿﻦ اﻟﺘﻌﺮض ﻟﻠﺨﺒﺮات اﻟﺼﺎدﻣﺔ
واﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ .
وﻓﯿﻤﺎ ﯾﺘﻌﻠﻖ ﺑﺎﻟﻨﻤﻮ اﻻﯾﺠﺎﺑﻲ ﻓﻲ ﻣﺮﺣﻠﮫ ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ،ﻗﺎل  ٪ 78.31أﻧﮫ ﻗﺪ زاد اﯾﻤﺎﻧﮭﻢ ﺑﺎ� ٪ 70.7 ،ﻗﺎﻟﻮا ﺑﺄﻧﮭﻢ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ﻗﺪ ﺗﻌﻠﻤﻮا اﻟﻜﺜﯿﺮ ﻋﻦ ﻣﺪي روﻋﮫ
اﻟﻨﺎس ﺣﻮﻟﮭﻢ وﺣﻨﺎﻧﮭﻢ .وﻛﺎن ﻣﺘﻮﺳﻂ اﻟﻨﻤﻮ اﻻﯾﺠﺎﺑﻲ ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ ﺑﯿﻦ اﻷطﻔﺎل اﻟﯿﺘﺎﻣﻰ  .25.27ﺑﯿﻨﺖ اﻟﺪراﺳﺔ أن ھﻨﺎك ﻋﻼﻗﺔ اﯾﺠﺎﺑﯿﮫ ذات دﻻﻟﮫ إﺣﺼﺎﺋﯿﺔ ﺑﯿﻦ
ﻣﺠﻤﻮع اﻻﺣﺪاث اﻟﺼﺎدﻣﺔ ﺑﺴﺒﺐ اﻟﺤﺮب واﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ ،واﻋﺮاض اﻟﺨﺪر اﻟﻌﺎطﻔﻲ ،واﻋﺮاض زﯾﺎدة اﻻﺳﺘﺜﺎرة ،وﻟﻢ ﺗﺠﺪ اﻟﺪراﺳﺔ ﻋﻼﻗﺔ ﺑﯿﻦ اﻟﺨﺒﺮات
اﻟﺼﺎدﻣﺔ واﻟﻨﻤﻮ اﻻﯾﺠﺎﺑﻲ ﺑﻌﺪ اﻟﺼﺪﻣﺔ .وﻟﻢ ﺗﻜﻦ ھﻨﺎك ﻋﻼﻗﺔ ﻣﺎ ﺑﯿﻦ اﻟﻨﻤﻮ اﻻﯾﺠﺎﺑﻲ ﺑﻌﺪ اﻟﺼﺪﻣﺔ واﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺼﺪﻣﺔ .
اﻟﺨﻼﺻﺔ :وﺧﻠﺼﺖ اﻟﺪراﺳﺔ إﻟﻰ ان اﻷطﻔﺎل اﻟﯿﺘﺎﻣﻰ ﻗﺪ ﺗﻌﺮﺿﻮا وﻣﺎ زﻟﻮا ﯾﺘﺬﻛﺮوا ﻟﻘﺪر ﻛﺒﯿﺮ ﻣﻦ اﻟﺼﺪﻣﺎت ﺑﻌﺪ  4ﺳﻨﻮات ﻣﻦ اﻟﺤﺮب ﻋﻠﻰ ﻏﺰه وﻛﺎن ﻟﺪﯾﮭﻢ
اﺿﻄﺮاب ﻛﺮب ﻣﺎ ﺑﻌﺪ اﻟﺮﺿﺢ )اﻟﺼﺪﻣﺔ( ،ﻣﻤﺎ ﯾﻠﻘﻰ اﻟﻀﻮء ﻋﻠﻰ اﻟﺤﺎﺟﺔ اﻟﻤﺎﺳﺔ ﻟﮭﺬه اﻟﺸﺮﯾﺤﺔ ﻣﻦ اﻻطﻔﺎل إﻟﻰ اﻟﻤﺰﯾﺪ ﻣﻦ اﻻھﺘﻤﺎم ﻣﻦ اﻟﻤﺆﺳﺴﺎت اﻟﺤﻜﻮﻣﯿﺔ وﻏﯿﺮ
اﻟﺤﻜﻮﻣﯿﺔ ﻣﻦ أﺟﻞ إﯾﺠﺎد ﺑﺮاﻣﺞ ﻟﻠﻌﻼج اﻟﻨﻔﺴﻲ اﻻﺟﺘﻤﺎﻋﻲ ﻟﻸﯾﺘﺎم ﻟﺘﻤﻜﯿﻨﮭﻢ ﻣﻦ اﻟﻌﯿﺶ واﻟﻌﻤﻞ وأن ﯾﻜﻮﻧﻮا ﻣﻨﺘﺠﯿﻦ ﻓﻲ اﻟﻤﺴﺘﻘﺒﻞ .ﯾﺠﺐ ﻋﻤﻞ دورات ﺗﺪرﯾﺒﺔ ﻟﻠﻤﺪرﺳﯿﻦ
واﻟﻤﺸﺮﻓﯿﻦ ﻋﻠﻰ اﻻﯾﺘﺎم ﻟﻜﻲ ﯾﻜﻮﻧﻮا ﻗﺎدرﯾﻦ ﻋﻠﻰ اﻟﺘﻌﺮف اﻟﻔﻮري ﻋﻠﻰ اﻟﻤﺸﺎﻛﻞ اﻟﻨﻔﺴﯿﺔ واﻟﺴﻠﻮﻛﯿﺔ واﯾﺠﺎد اﻟﺤﻠﻮل اﻟﻼزﻣﺔ ﻟﮭﺎ.
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Social Support of Palestinian Adults with Disabilities in the Gaza Strip
Abdelaziz M. Thabet, Panos Vostanis, Kamal Abu Qama

ﺗﺤﺪﯾﺪ ﻧﻮع وطﺒﯿﻌﺔ اﻟﺪﻋﻢ اﻻﺟﺘﻤﺎﻋﻲ اﻟﺘﻲ ﯾﺘﻠﻘﺎھﺎ اﻟﻔﻠﺴﻄﯿﻨﯿﻮن اﻟﻤﻌﺎﻗﻮن وﻋﻼﻗﺘﮭﺎ ﻣﻊ اﻟﻤﺘﻐﯿﺮات اﻻﺟﺘﻤﺎﻋﯿﺔ اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ
 ﻛﻤﺎل اﺑﻮ ﻗﻤﺮ، ﺑﺎﻧﻮس ﻓﻮﺳﺘﺎﻧﺲ،ﻋﺒﺪ اﻟﻌﺰﯾﺰ ﺛﺎﺑﺖ

Abstract

A

im: The present study aimed to determine the social support levels perceived by Palestinian adults with disabilities
and to compare the data with socio-demographic variables. Method: N=416 participants (n=263 men, n=53
women); ages ranged from 19-70 years (M= 33.56 years) were selected randomly from the databases of two NGOs for
people with disabilities. Instruments: Demographic data were collected via questionnaire for gender, age, class, and place
of residence and attitudes and perceptions about social adaptation, life status, social role, self-esteem and self-concept were
via the Social Support Scale. Results: The most commonly reported items in the Social Support Scale included feeling the
need for security (69.6%), not feeling satisfied about quality of life (39%), understanding the demands of a new life
(53.3%), feeling the need for love and social recognition (69.4%), and being aware of personal potential and ability
(69.4%). Men with disabilities reported higher self-esteem than women with disabilities. Those who had no income had less
social adaptation, less life status, less social role, and less self-concept. Conclusion and clinical implications: The
importance of focus for improving the social support, self-esteem, and well-being of disabled Palestinian adults and
families. Self-esteem enhancement interventions offered in this context might well have an increased effect when combined
with the other services available through independent living. Culturally sensitive interventions need to be developed to
further enable people in all strata of the social hierarchy to understand their own worth and bring about changes in their
lives and communities. Psychosocial interventions can play a useful role in supporting awareness and the development of
accurate and positive appraisals of the self, alongside the process of adjusting to life of disabled people.

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

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

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

Over the past decades, there has been a great shift from a
medical model of disability towards a more social model.
This shift was evident with the introduction of the
International Classification of Functioning, Disability
and Health (ICF) in 2001.3 According to the ICF,
disability does not result from individuals’ health
conditions alone, but when the negative aspects of their
health conditions (impairments) are confronted with
unfavorable environmental (physical, social and
attitudinal) and personal factors.3 The inclusion of such
contextual factors in the ICF framework validates their
role as the important determinants of disability. Other
definitions of disability adopted in some studies
conducted in the United States included difficulty in
bodily functions or cognitive difficulties in performing
social roles or other daily activities; diagnostic criteria
were whether the person had difficulty completing
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activities of daily living (ADL) and independent
activities of daily living (IADL).4,5,6 China’s four
national health surveys were based on the WHO World
Health Survey,7 which defined disability as the loss or
limitation of a person’s ability to perform or function in
daily life.
Hosseinpoor et al.,8 analyzed data on 218, 737
respondents participating in the World Health Survey
2002–2004. A composite disability score (0–100)
identified respondents who experienced significant
disability in physical, mental, and social functioning
irrespective of their underlying health condition.
Disabled persons had disability composite scores above
40. Wealth was evaluated using an index of economic
status in households based on ownership of selected
assets. Socioeconomic inequalities were measured using
the slope index of inequality and the relative index of
inequality. The results showed that median agestandardized disability prevalence was higher in the lowand lower middle-income countries. In all the study
countries, disability was more prevalent in the poorest
than in the richest wealth quintiles. Pro-rich inequality
was statistically significant in 43 of 49 countries, with
disability prevalence higher among populations with
lower wealth. Median relative inequality was higher in
the high- and upper middle-income countries. Another
retrospective analysis of data from the World Health
Survey (WHS)7 for nationally representative samples of
civilian, non-institutionalized populations in 54 countries
study was conducted. A disability was measured as
having at least one severe or extreme difficulty with
bodily functions (seeing, concentrating) and activities
(moving around, self-care) based on an individual's selfreports. In the 54 countries under study, severe or
extreme functional or activity difficulties are highly
prevalent. For all countries, disability prevalence is
estimated at 14% for all adults. Low and middle-income
countries have higher disability prevalence compared to
high-income countries. Among subgroups, disability
prevalence stands at 12% among working age adults and
39% among the elderly. Women have higher prevalence
than men.9 Interestingly, a study based on the disability
module, which is part of the National Health and
Morbidity Survey 2015 in Malaysia, was implemented
using a multi-stage stratified sampling design. A locally
validated Washington Group questionnaire was used to
collect data on disability. Based on the definition of
having at least one domain scored "a lot of difficulty or
unable to do at all" or at least “some difficulty” scored in
two domains, the prevalence of disability among adults
in Malaysia was 11.8%. Logistic regression analysis
performed showed that population at risk of having
disability in Malaysia were those of older people, ethnic
minority, low level of education, single, obese,

physically inactive and having mental health problems.
Among older people, disability was significantly higher
among those with no formal education, having mental
health problems and physically inactive10,11 in a national
Survey was conducted in 2014, including a sample of
47,275 adult participants drawn from 16,044 households
from urban and rural areas proportioned to population
size. The sample’s socio-demographic characteristics
were collected in a face-to-face interview. Then it was
screened for disability using the Washington Group
Short Set of Questions on Disability. Results showed that
the overall disability prevalence among Moroccan adult
population was 9.5%, with important geographical
disparities. Older age, lower education rates,
unemployment, being single, and living in rural areas,
were associated with higher disability prevalence rates.
Visual and motor deficiencies were the most common
disability modalities, and the prevalence of moderate to
extreme disability that is associated with more significant
functioning limitations was 2.6%.
An original definition of social support made by Cobb12
stated, “Social support is defined as information leading
the subject to believe that he is cared for and loved,
esteemed, and a member of a network of mutual
obligations”. Cohen, Underwood, and Gottlieb,13
theorized that social support affected physical and mental
health, which has a larger effect on an individual’s
overall emotional well-being, physical illnesses,
perceptions of support, and healthy behaviors. Some
studies have considered the social model’s application in
understanding the experiences of people living with
acquired cognitive impairments, specifically related to
younger people with dementia.14,15,16 Social support, is an
important factor in solving difficult situations, can be
understood as: an available aid, resources provided by
interpersonal interaction, the consequences of belonging
to a society, or satisfying one’s needs in diﬀerent
situations by significant others and reference groups.17
Studies focused primarily on two broad models of
disability: One is the medical-psychological model,
which views the disabled person’s impairment as a
“problem,” therefore focusing on curing and “fixing” the
physical and psychological condition of the disabled
individual. The second is the social model, based on the
view that society creates barriers that prevent disabled
people from wholly participating in their local
communities, therefore focusing on modifying society to
meet the needs of disabled people18,19 posited that the
sense of self (i.e., self-identity), which is privately owned
and outwardly presented, may be denied in social
interactions with others who respond to the person as
“disabled” first (i.e., focusing on appearance rather than
identity), thereby losing sense of the person’s real self.
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Self-esteem has been defined as an individual’s global,
subjective and emotional evaluation of their perceived
worth as a person20,21 calls for consistency in how
researchers conceptualize self-esteem and proposes the
following definition: "The attitudinal, evaluative
component of the self; the affective judgments placed on
the self-concept consisting of feelings of worth and
acceptance, which are developed and maintained as a
consequence of awareness of competence, sense of
achievement, and feedback from the external world.
Others reported that there are some similarity between
self-esteem and other related concepts such as selfconcept (appraisals made about multiple dimensions of
the self), self-confidence (anticipation of successfully
overcoming challenges or obstacles) or self-identity.22
Based on the holistic model of disability, the aim of the
current study was to explore several sets of factors,
which might be associated with disability in Palestinians.
These include demographic factors (gender, education,
and employment status), health- and disability-related
factors (type of disability, i.e., congenital or acquired,
visibility of the disability, and disability duration), and
social support factors (social adaptation, life status,
social role, self-esteem, and self-concept).

Method

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

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

Statistical analysis

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

Instruments

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

Socio-demographic data:
The participant's demographic data was collected by
questionnaire and included gender, age, class, and place
of residence.
Characteristics of disability
This included type, duration, and cause of disabilities.
Social Support Scale
The Social Support Scale was developed and validated in
the Gaza Strip (Abu Qamar, 2009), which consists of 47
items with 5 subscales. It measures social adaptation (9
items), life status (10 items), social role (10 items), selfesteem (8 items), and self-concept (10 items). The score
ranges from 0= not true, 1= sometimes true, and 2= true.

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

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

Table 1. Sociodemographic characteristic of the study sample (N = 416)
Variable
Gender
Men
Women
Total
Age
Address
North Gaza
Gaza
Middle area
Khan Younis
Rafah area
Education
Uneducated
Elementary
Primary
Secondary
Vocational
Diploma
University
Place of residence
City
Village
Camp
Family monthly income
No income
less than $250 US
$251-500 US
More than $501 US
Job
Student
Unemployed
Employee
House wife
Simple worker
Characteristics of disability
Results showed that 54.4% of participants had physical
disability, 23.8% had vision disability, 9.3% had multiple
disabilities, 5.4% had mental disability, 4.76 % had
hearing impairment, and 2.5% had speech disability.
According to cause of disability, the results showed that
10.1% reported that their disability was attributed to
heredity factors, 24.76% were due to congenital problem,

N

%

263
63.2
153
36.8
416
100.0
Mean =33.46 years
50
126
120
80
42

12
30.1
28.7
19.1
10

71
70
108
89
3
27
48

17.1
16.8
26
21.4
0.7
6.5
11.5

205
139
65

50.1
34
15.9

165
195
45
11

39.7
46.9
10.8
2.6

25
232
37
46
43

6.5
60.6
9.7
12
11.2

8.25% were due to road traffic accidents (RTA), were
7.28% due to home accidents, and 29.61% were due to
last war on Gaza on 2009. According to time of
disability, 60.7% reported that their disability was back
to several years, 16.3% was back to less than one year,
and 22.9% was before 6 months of the study. Regarding
the rehabilitation status of cases, 56.3% of the disabled
persons were currently active cases with both societies,
and 43.7% were closed (non- active cases).
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Table 2. Characteristics of sample disability
Type of disability
Physical
Visual
Multiple
Mental
Hearing
Speech
Total
Cause of disability
War
Congenital
Other
Inherited
Road traffic accidents
Home accidents
Duration of disability
Less than 6 months
Less than one year
More than one year
Rehabilitation state of the case
Active
Not active

Measurement of social support of disabled adults

N

%

222
101
37
23
21
12
416

53.4
24.3
8.9
5.5
5
2.9
100

102
30
122
42
34
82

29.61
24.76
19.90
10.19
8.25
7.28

94
67
249

22.9
16.3
60.7

220
171

56.3
43.7

Mean and standard deviations of social support
subscales

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

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

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

Minimu
m

Maximu
m

Mean

SD

Social adaptation
Life status

418
418

0
0

18
19

9.40
10.02

3.92
4.02

Social role

418

0

20

11.97

4.37

Self-esteem
Social concept

418
418

0
0

16
22

6.09
14.25

3.73
5.17

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

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

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

Table 4. Percentage of social support subscales in disabled adults

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36

Social Adaptation

True

Not
true

69.6
39.7
33.7
29.4
31.6
28.9
38.5
42.1
41.6

True to
some
extent
18.4
34.4
24.6
26.3
25.6
20.8
42.1
27.8
41.9

Feeling the need for security.
I feel I'm different from others.
I feel embarrassed from others.
I feel weakness in front of others.
I feel pity from others.
I feel my marriage future is not safe.
I respond to new experiences properly.
I do not feel oppression from others.
I feel flexible in new situation
Life status
I feel that my social needs are met.
I feel that my basic needs are available.
I feel my education right is not affected.
I have adequate health care.
My life style is positive.
I do not feel satisfied about my life level.
I feel reassured and socially secured.
I feel neglected by family.
Rehabilitation organization services are not sufficient.
I feel graces when receiving services.
Social role
I understand the demands of a new life.
I do not feel embarrassed to modify my personal
expectations.
I am not hesitant to compete for public vacancies.
I understand the change of my social role.
I find difficulties responding to what is required.
I feel I am able to share others.
My social status is changed.
I feel difficulty in decision-making.
I understand my personal abilities in achieving my goals.
I respond to new attitudes positively.
Self-esteem
I feel the need for love and social recognition.
I feel the need for knowledge and exploring things.
I feel the need to belong.
I feel the need to take responsibility
I feel the need for success.
I find difficulties in making social relations with my peers.
I feel suspicious of others’ attitudes toward me.

30.1
32.3
30.1
38
31.8
39
28.5
11.5
36.4
33.3

33.5
31.6
17.7
33.7
37.1
30.4
34.2
18.9
43.1
34.9

36.4
36.1
52.2
28.2
31.1
30.6
37.3
69.6
20.6
31.8

53.3
39.5

33.3
35.9

13.4
24.6

37.8
51.4
29.7
45.9
26.3
27.8
51.7
42.3

23.9
32.8
45.5
34
28.2
34.4
29.2
39.2

38.3
15.8
24.9
20.1
45.5
37.8
19.1
18.4

69.4
66.7
66.3
59.1
63.4
27.5
24.9

20.8
19.4
22.5
20.1
21.3
26.6
31.8

9.8
13.9
11.2
20.8
15.3
45.9
43.3

12
25.8
41.6
44.3
42.8
50.2
19.4
30.1
16.5
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37
38
39
40
41
42
43
44
45
46
47

I feel that my belonging to family is disturbing.
Self-concept
I know my potentials and abilities.
I feel I can succeed.
I feel I can learn.
I feel that opportunities for success are limited
I feel I am insignificant.
I feel my goal is realistic.
I feel I take responsibility
I feel I can control my desires.
I feel I depend on others.
I'm proud of my social life

23.7

26.3

50

69.4
56.7
46.5
40.2
22.2
45.9
54.8
51.7
26.3
51.9

17
25.6
23.5
32.1
25.4
35.4
28.5
33.5
34.7
29.4

13.6
17.7
30
27.8
52.4
18.7
16.7
14.8
39
18.7

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

Differences in social support subscales regarding sociodemographic variables
The results indicated that there was a statistically
significant difference between men and women

Table 5. Independent t test for differences in gender and social support subscale
N
Social adaptation
Life status
Social role
Self-esteem
Social concept

Men
Women
Men
Women
Men
Women
Men
Women
Men
Women

263
153
263
153
263
153
263
153
263
153

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

Mean

SD

9.60
9.07
9.84
10.30
12.17
11.61
6.45
5.52
14.24
14.24

3.92
3.90
3.85
4.27
4.31
4.49
3.72
3.67
5.22
5.12

SE
.24
.32
.24
.35
.27
.36
.23
.30
.32
.41

t

p
1.35

.17

-1.13

.25

1.25

.21

2.46

.01

.01

.98

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

Social adaptation

Life status

Social role

Self-esteem

Social concept

Sum of
Squares
256.267

Between
Groups
Within Groups
Total
Between
Groups
Within Groups
Total
Between
Groups
Within Groups
Total
Between
Groups
Within Groups
Total
Between
Groups
Within Groups
Total

df
3

Mean
Square
85.422

6116.423
6372.690
268.035

412
415
3

14.846

6442.674
6710.709
186.262

412
415
3

15.638

7739.466
7925.728
88.876

412
415
3

18.785

5698.884
5787.760
400.223

412
415
3

13.832

10659.937
11060.160

412
415

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

89.345

62.087

29.625

133.408

F

Sig.

5.75

.001

5.71

.001

3.31

.02

2.14

.09

5.16

.001

25.874

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

Table 7. Pearson correlation coefficient test between social support subscales
Social
adaptation

Life status

Social role

Self-esteem

Social adaptation
Life status

.40**

Social role

.60**

.46**

1.00

Self-esteem
Social concept

.24**
.54**

.16**
.42**

.14**
.72**

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

1.00
.08

ranging from 47% in Tunisia to 86% in Kuwait. It is,
internationally estimated that 50% of hearing impairment
in infants is due to genetic factors.24 The other factors
that caused disability in Palestinians was referred war,
home accidents, and road traffic accidents. This is
consistent with Hakim and Jaganjac25 in which they
reported that high rate of accidents were related to
disability in the Arab countries. The present study
showed that there were no statistically significant
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differences according to age groups of adults with
disabilities.
The results indicated that there was a statistically
significant difference between men and women
regarding self-esteem of adults with disabilities, men
having more self-esteem than women with disabilities.
Our study showed that there were no statistically
significant differences according to age groups of adults
with disabilities. The present study showed that adults
with disabilities who had no income had less social
adaptation than others with better socioeconomic status,
adults with disabilities who had no income had less life
status, adults with disabilities who had no income had
less social role, and adults with disabilities who had no
income had less self-esteem. The result showed that there
was significant correlation between total social
adaptation and life status, social role, self-esteem, and
social concept.

Social support comes in a variety of forms (e.g.
emotional, instrumental informational) and from a
variety of sources (e.g. family, friends, significant
others). This was consistent with another study,
conducted among a sample of 251 adult residents of a
sociodemographically diverse community in Colombia,
United States, that found perceived social support
moderated the relationship between perceived social
discrimination and psychological well-being, such that
high levels of perceived social support were found to
reduce the harmful impact of perceived social
discrimination on the severity of psychological
symptoms and mental health.26
In another study conducted among a sample of 642
Dutch people with physical disabilities Van Campen,27
found that people with physical disabilities who feel they
are participating in social life (less discriminated against)
are more likely to experience higher levels of subjective
well-being compared to people with physical disabilities
who don't feel welcome to participate in society.

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

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

that higher levels of physical health problems and lower
levels of functional independence are associated with and
predictive of lower self-esteem.
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اﻟﻤﻠﺨﺺ
اﻟﮭﺪف :ھﺪﻓﺖ ھﺬه اﻟﺪراﺳﺔ إﻟﻰ ﺗﺤﺪﯾﺪ ﻧﻮع وطﺒﯿﻌﺔ اﻟﺪﻋﻢ اﻻﺟﺘﻤﺎﻋﻲ اﻟﺘﻲ ﯾﺘﻠﻘﺎھﺎ اﻟﻔﻠﺴﻄﯿﻨﯿﻮن اﻟﻤﻌﺎﻗﻮن وﻋﻼﻗﺘﮭﺎ ﻣﻊ اﻟﻤﺘﻐﯿﺮات اﻻﺟﺘﻤﺎﻋﯿﺔ اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ.
اﻟﻄﺮﯾﻘﺔ :ﺗﺄﻟﻒ اﻟﻌﯿﻨﺔ ﻣﻦ  416ﻣﺸﺎرك ﻣﺴﺠﻞ ﻛﺤﺎﻟﺔ إﻋﺎﻗﺔ .وﺗﻜﻮﻧﺖ اﻟﻌﯿﻨﺔ ﻣﻦ  263ذﻛﺮا ً ﻣﺎ ﻧﺴﺒﺘﮫ  ٪63.21و 153أﻧﺜﻰ ﻣﺎ ﻧﺴﺒﺘﮫ  .٪36.79وﺗﺮاوﺣﺖ اﻋﻤﺎرھﻢ
ﻣﺎ ﺑﯿﻦ  19و 70ﺳﻨﺔ وﺑﻠﻎ ﻣﺘﻮﺳﻂ اﻟﻌﻤﺮ  33.56ﺳﻨﺔ ،وﺗﻢ اﺧﺘﯿﺎرھﻢ ﻋﺸﻮاﺋﯿﺎ ً ﻣﻦ ﻗﺎﻋﺪة اﻟﺒﯿﺎﻧﺎت ﻟﻤﻨﻈﻤﺘﯿﻦ ﻏﯿﺮ ﺣﻜﻮﻣﯿﺘﯿﻦ ﺗﻌﻤﻼن ﻣﻊ ھﺬه اﻟﻔﺌﺔ ﻓﻲ ﻗﻄﺎع ﻏﺰة
)اﻟﻠﺠﻨﺔ اﻟﻮطﻨﯿﺔ ﻟﻠﻤﻌﺎﻗﯿﻦ ،واﻹﻏﺎﺛﺔ اﻟﻄﺒﯿﺔ(.
اﻷدوات :ﺗﻢ ﺟﻤﻊ اﻟﺒﯿﺎﻧﺎت اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ ﻟﻠﻤﺸﺎرﻛﯿﻦ ﻣﻦ ﺧﻼل اﺳﺘﺒﯿﺎن اﻟﻤﺘﻐﯿﺮات اﻻﺟﺘﻤﺎﻋﯿﺔ اﻟﺪﯾﻤﻮﻏﺮاﻓﯿﺔ .وﺗﺸﻤﻞ اﻟﺠﻨﺲ واﻟﻌﻤﺮ واﻟﺪﺧﻞ اﻟﺸﮭﺮي وﻣﻜﺎن اﻹﻗﺎﻣﺔ،
وﻣﻘﯿﺎس ﻧﻮع اﻻﻋﺎﻗﺔ واﻟﺴﺒﺐ واﻟﻤﺪة ﺑﺎﻹﺿﺎﻓﺔ ﻟﻤﻘﯿﺎس اﻟﻮظﺎﺋﻒ اﻻﺟﺘﻤﺎﻋﯿﺔ اﻟﻤﺨﺘﻠﻔﺔ ﻣﺜﻞ اﻟﺘﻜﯿﻒ اﻻﺟﺘﻤﺎﻋﻲ ،وﺗﻘﺪﯾﺮ اﻟﺬات ،واﻟﻤﻔﮭﻮم اﻻﺟﺘﻤﺎﻋﻲ.
اﻟﻨﺘﺎﺋﺞ :أظﮭﺮت اﻟﻨﺘﺎﺋﺞ أن ﻣﺘﻮﺳﻂ اﻟﺘﻜﯿﻒ اﻻﺟﺘﻤﺎﻋﻲ ﻛﺎن  ،9.40وﻛﺎن ﻣﺘﻮﺳﻂ اﻟﺮﺿﻰ ﻋﻦ اﻟﺤﯿﺎة ﻛﺎن  ،10.02وأن ﻣﺘﻮﺳﻂ اﻟﺪور اﻻﺟﺘﻤﺎﻋﻲ ﻛﺎن  ،11.97وأن
ﻣﺘﻮﺳﻂ ﺗﻘﺪﯾﺮ اﻟﺬات ﻛﺎن  ،6.09وﻛﺎن ﻣﺘﻮﺳﻂ اﻟﻤﻔﮭﻮم اﻻﺟﺘﻤﺎﻋﻲ . 14.25
أظﮭﺮت اﻟﺪراﺳﺔ أن أﻛﺜﺮ ﺑﻨﻮد اﻟﺘﻜﯿﻒ اﻻﺟﺘﻤﺎﻋﻲ ﺷﯿﻮﻋًﺎ ﻛﺎن اﻟﺸﻌﻮر ﺑﺎﻟﺤﺎﺟﺔ إﻟﻰ اﻷﻣﺎن ) ،(٪69.6ﺑﯿﻨﻤﺎ ﻛﺎن أﻛﺜﺮ ﺑﻨﻮد ﺣﺎﻟﺔ اﻟﺮﺿﺎ ﻋﻦ اﻟﺤﯿﺎة اﻟﺘﻲ ﺗﻢ اﻹﺑﻼغ
ﻋﻨﮭﺎ ھﻲ أﻧﻨﻲ ﻻ أﺷﻌﺮ ﺑﺎﻟﺮﺿﺎ ﻋﻦ ﻣﺴﺘﻮى ﺣﯿﺎﺗﻲ ) .(٪39وﻣﻊ ذﻟﻚ ،ﻛﺎن أﻛﺜﺮ ﺑﻨﻮد اﻟﺪور اﻻﺟﺘﻤﺎﻋﻲ ھﻲ أﻓﮭﻢ ﻣﻄﺎﻟﺐ اﻟﺤﯿﺎة اﻟﺠﺪﯾﺪة ) .(٪ 53.3ﻛﺎن أﻛﺜﺮ ﺑﻨﻮد
وأﺧﯿﺮا أﻛﺜﺮ ﺑﻨﻮد اﻟﻤﻔﺎھﯿﻢ اﻻﺟﺘﻤﺎﻋﯿﺔ ا ھﻲ أﻧﻨﻲ أﻋﺮف ﻗﺪراﺗﻲ وﻗﺪراﺗﻲ
اﻟﺸﻌﻮر ﺑﺘﻘﺪﯾﺮ اﻟﺬات ھﻮ أﻧﻨﻲ أﺷﻌﺮ ﺑﺎﻟﺤﺎﺟﺔ إﻟﻰ اﻟﺤﺐ واﻻﻋﺘﺮاف اﻻﺟﺘﻤﺎﻋﻲ )،(٪69.4
ً
) .(٪69.4أﺷﺎرت اﻟﻨﺘﺎﺋﺞ إﻟﻰ أن اﻟﺬﻛﻮر اﻟﻤﻌﺎﻗﯿﻦ ﻟﺪﯾﮭﻢ ﺗﻘﺪﯾﺮ ذاﺗﻲ أﻛﺜﺮ ﻣﻦ اﻹﻧﺎث اﻟﻤﻌﻮﻗﺎت .وأظﮭﺮت اﻟﺪراﺳﺔ أن اﻟﺒﺎﻟﻐﯿﻦ اﻟﻤﻌﻮﻗﯿﻦ اﻟﺬﯾﻦ دﺧﻠﮭﻢ ﺿﻌﯿﻒ ﻟﺪﯾﮭﻢ
ﺗﻜﯿﻒ اﺟﺘﻤﺎﻋﻲ ورﺿﻰ ﻋﻦ اﻟﺤﯿﺎة ،ودور اﺟﺘﻤﺎﻋﻲ ،وﺗﻘﺪﯾﺮ ذاﺗﻲ ،وﻣﻔﮭﻮم اﺟﺘﻤﺎﻋﻲ أﻗﻞ .
اﻟﺨﻼﺻﺔ واﻟﺘﻄﺒﯿﻘﺎت اﻟﺴﺮﯾﺮﯾﺔ :ﺗﺴﻠﻂ اﻟﻨﺘﺎﺋﺞ اﻟﺘﻲ ﺗﻮﺻﻠﻨﺎ إﻟﯿﮭﺎ اﻟﻀﻮء ﻋﻠﻰ أھﻤﯿﺔ اﻟﺘﺮﻛﯿﺰ ﻋﻠﻰ ﺗﺤﺴﯿﻦ اﻟﺪﻋﻢ اﻻﺟﺘﻤﺎﻋﻲ واﺣﺘﺮام اﻟﺬات واﻟﺮﻓﺎھﯿﺔ ﻟﺪى اﻟﻤﻌﺎﻗﯿﻦ
اﻟﻔﻠﺴﻄﯿﻨﯿﯿﻦ وﻋﺎﺋﻼﺗﮭﻢ .وﻗﺪ ﯾﻜﻮن ﻟﺘﺪﺧﻼت ﻣﺜﻞ ﺑﺮاﻣﺞ ﺗﻌﺰﯾﺰ اﺣﺘﺮام اﻟﺬات اﻟﺘﻲ ﯾﺘﻢ ﺗﻘﺪﯾﻤﮭﺎ ﻓﻲ ھﺬا اﻟﺴﯿﺎق ﺗﺄﺛﯿﺮ ﻣﺘﺰاﯾﺪ ﻋﻨﺪ دﻣﺠﮭﺎ ﻣﻊ اﻟﺨﺪﻣﺎت اﻷﺧﺮى اﻟﻤﺘﺎﺣﺔ
ﻣﻦ ﺧﻼل ﻣﺴﺎﻋﺪة اﻟﻤﻌﺎﻗﯿﻦ ﻋﻠﻰ اﻟﻌﯿﺶ ﻣﻌﺘﻤﺪﯾﻦ ﻋﻠﻰ أﻧﻔﺴﮭﻢ ﻓﻲ اﻟﻤﺴﺘﻘﻞ .وﯾﺠﺐ ﺗﻄﻮﯾﺮ ﺗﺪﺧﻼت ﺗﻀﻊ ﻓﻲ اﻟﺤﺴﺒﺎن اﻟﺜﻘﺎﻓﺔ اﻟﻤﻮﺟﻮدة ﻟﺘﻤﻜﯿﻦ اﻟﻤﻌﺎﻗﯿﻦ ﻣﻦ ﻓﮭﻢ ﻗﯿﻤﺘﮭﻢ
اﻟﺨﺎﺻﺔ وإﺣﺪاث ﺗﻐﯿﯿﺮات ﻓﻲ ﺣﯿﺎﺗﮭﻢ وﻣﺠﺘﻤﻌﺎﺗﮭﻢ .وﯾﻤﻜﻦ ﻋﻤﻞ ﺗﺪﺧﻼت ﻧﻔﺴﯿﺔ اﺟﺘﻤﺎﻋﯿﺔ واﻟﺘﻲ ﯾﻤﻜﻦ أن ﺗﻠﻌﺐ دورا ﻣﻔﯿﺪا ﻓﻲ دﻋﻢ اﻟﻮﻋﻲ وﺗﻄﻮﯾﺮ ﺗﻘﯿﯿﻤﺎت دﻗﯿﻘﺔ
وإﯾﺠﺎﺑﯿﺔ ﻟﻠﺬات ،ﺟﻨﺒﺎ إﻟﻰ ﺟﻨﺐ ﻣﻊ ﻋﻤﻠﯿﺔ اﻟﺘﻜﯿﻒ ﻣﻊ اﻟﺤﯿﺎة ﻟﻠﻤﻌﺎﻗﯿﻦ.
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Role of Women Mental Health in National Development
Unaiza Niaz and Qudsia Tariq

دورة اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻟﻠﻤﺮأة ﻓﻲ اﻟﺘﻄﻮر اﻟﻮطﻨﻲ
 ﻗﺪﺳﯿﺔ طﺎرق،ﻋﻨﯿﺰة ﻧﯿﺎز

Abstract

T

he current paper explores the contributions and role of women in the national development process. It further focuses
on how their mental well-being can contribute to social, economic and political growth. Qualitative data were collected
from archival documents and the internet to examine research on national development. This highlights the fact that women
occupy a very significant and decisive place in the social, cultural, economic and political life of a country. Their importance
is evident in both modern and traditional sectors, not only as housewives and mothers in society, a para-eminent role, but also
through their contribution to the quality of day-to-day life. Since their role is imperative for economic stability, government
policies should include health bills, which pay special attention to physical and mental health problems of women. The
current paper concludes that women must not be taken for granted when it comes to handling the mantle of leadership,
economic stability, and nation building. Indeed, society benefits when women are encouraged and supported to develop their
potential for greater contributions to the national development.
Keywords: Economic stability, women, nation-building, leadership, mental health
Declaration of interest: None

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

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

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

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

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

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

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

Women's
Economic
Development Paradigm

Roles

and

the

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

economists, through their organizational skills, and their
single-minded focus to surmount obstacles posed by the
environment, culture, and stronger partners (the men).3
The steady advancement of women contributing to the
socio-economic development of the nation’s scheme of
affairs has largely influenced the federal government
making the federal government respond positively in
many ways.

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

Conclusions
Overall, findings highlighted in the current paper suggest
that women have a very significant and decisive place in
the social, cultural, economic and political development
of the country. Women also comprise a large labor force
that has significantly contributed to the economic stability
of the country and constitutes an indispensable force in
the quest for national development of any nation. The
current paper examines the importance of women’s health
in empowering and enabling them to contribute their
quota to national development. It also highlights the
distinct role for development policies targeted at
improvements in women’s mental and physical health.
With such improvements providing a greater stimulus
toward economic development than gender-neutral health
improvements, a targeted policy should be more costeffective. Furthermore, promoting women’s health helps
to achieve other desirable targets apart from economic
development, such as greater fairness in access to
healthcare, promoting empowerment and improving the
physical well-being of women and children in less
developed countries.
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اﻟﻤﻠﺨﺺ
ھﺬه اﻟﻮرﻗﺔ ﺗﺒﺤﺚ ﻓﻲ ﻣﺴﺎھﻤﺎت ودور اﻟﻤﺮأة ﻓﻲ اﻟﺘﻄﻮر اﻟﻮطﻨﻲ ،وﺗﻀﯿﻒ إﻟﻰ ذﻟﻚ اﻟﺘﺮﻛﯿﺰ ﻋﻠﻰ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ ﻟﻠﻤﺮأة وﻛﯿﻒ ﯾﻤﻜﻦ أن ﺗﺴﺎھﻢ ﻓﻲ اﻟﻨﻤﻮ اﻟﺴﯿﺎﺳﻲ
واﻻﻗﺘﺼﺎدي واﻹﺟﺘﻤﺎﻋﻲ ،اﻟﺘﻲ ﺟﻤﻌﺖ ﻣﻦ اﻟﻮﺛﺎﺋﻖ اﻟﻤﺨﺰﻧﺔ وﻋﻠﻰ اﻷﻧﺘﺮﻧﺖ ھﻲ ﻣﻌﺮﻓﺔ اﻟﺒﺤﻮث ﻓﻲ اﻟﺘﻄﻮر اﻟﻮطﻨﻲ.
وﻣﺮاﺟﻌﺔ اﻟﺒﺤﻮث ﺗﺒﺮز ﺣﻘﯿﻘﺔ أن اﻟﻤﺮأة ﺗﺤﺘﻞ ﻣﻮﻗﻌﺎ ً ھﺎﻣﺎ ً وﻣﺤﺪدا ً ﻟﻠﺤﯿﺎة اﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﺜﻘﺎﻓﯿﺔ واﻻﻗﺘﺼﺎدﯾﺔ واﻟﺴﯿﺎﺳﯿﺔ ﻓﻲ اﻟﺒﻠﺪ ،وھﺬا اﻟﺪور اﻟﮭﺎم واﺿﺢ ﻓﻲ اﻟﻘﻄﺎع
اﻟﺤﺪﯾﺚ واﻟﻘﻄﺎع اﻟﺘﻘﻠﯿﺪي ﻓﻲ اﻟﻤﺠﺘﻤﻊ ،ﻟﯿﺲ ﻓﻘﻂ ﻛﺄﻣﮭﺎت ورﺑﺎت ﺑﯿﻮت ﺑﻞ ﻓﻲ أدوار ﻣﻤﯿﺰه ﺗﺴﺎھﻢ ﻓﻲ ﺗﻮﻋﯿﺔ اﻟﺤﯿﺎة اﻟﯿﻮﻣﯿﺔ ،وﺑﻤﺎ أن ھﺬا اﻟﺪور ﻻ ﻏﻨﻰ ﻋﻨﮫ ﻟﻼﺳﺘﻤﺮار
اﻻﻗﺘﺼﺎدي ،ﻓﺈن ﺳﯿﺎﺳﺎت اﻟﺤﻜﻮﻣﺔ ﻻﺑﺪ ان ﺗﺸﺘﻤﻞ ﻋﻠﻰ ﻗﻮاﻧﯿﻦ اﻟﺮﻋﺎﯾﺔ اﻟﺼﺤﯿﺔ اﻟﺘﻲ ﺗﻌﻄﻲ اھﺘﻤﺎم ﺧﺎص ﻟﻠﺼﺤﺔ اﻟﺠﺴﺪﯾﺔ واﻟﻨﻔﺴﯿﺔ ﻟﻠﻤﺮأة .وﺗﺨﻠﺺ اﻟﺪراﺳﺔ إﻟﻰ أن
اﻟﻤﺮأة ﻻ ﯾﺠﻮز أن ﺗﺆﺧﺬ ﻛﺄﻣﺮ ﻣﺴﻠﻢ ﺑﮫ ﻋﻨﺪﻣﺎ ﯾﺘﻢ اﻟﺘﻌﺎﻣﻞ ﻣﻊ ﻗﯿﺎده اﻟﻤﺠﺘﻤﻊ واﻻﺳﺘﻘﺮار اﻻﻗﺘﺼﺎدي وﺑﻨﺎء اﻷﻣﻢ.
وﻋﻠﻰ ھﺬا ﺗﻘﺘﺮح اﻟﺪراﺳﺔ ان اﻟﻤﺮأة ﯾﺠﺐ أن ﯾﺘﻢ ﺗﺸﺨﯿﺼﮭﺎ ﻟﺘﻄﻮﯾﺮ اﻣﻜﺎﻧﯿﺎﺗﮭﺎ ﻟﻠﻤﺴﺎھﻤﺔ ﻓﻲ ﺗﻄﻮر اﻻﻣﺔ.
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Psychotherapy: From Eminence-Based to Evidence-Based
Adib Essali

 ﻣﻦ ﻣﺴﻨﺪة ﺑﺴﻤﻌﺔ اﻟﻤﻌﺎﻟﺞ إﻟﻰ ﻣﺴﻨﺪة ﺑﺎﻟﺒﺮھﺎن:اﻟﻤﻌﺎﻟﺠﺔ اﻟﻨﻔﺴﯿﺔ
أدﯾﺐ اﻟﻌﺴﺎﻟﻲ

Abstract
Modern psychotherapy began with the practice of psychoanalysis, which was based on Freud's essential principle of
making the unconscious conscious. Psychoanalysis was derived from case studies and personal opinion. During the 1950s,
Aaron T. Beck attempted to provide psychoanalysis with research evidence. His research failed to provide a research basis
for psychoanalysis, but formed the ground for developing cognitive therapy. The efficacy of cognitive therapy in the
treatment of depression was demonstrated in randomized clinical trials (RCT) comparing it to placebo and to imipramine.
Cognitive therapy evolved into cognitive behavior therapy (CBT) by merging with behavior therapy, which had been
developing since the 1920s. Numerous types of CBT have gained widespread acceptance as primary treatments for
numerous disorders. Many CBT types have been tested by means of RCTs. Systematic reviews of such RCTs uncover well
designed and conducted RCTs. Evidence-based practice can be based on the good quality evidence that is derived from
such RCTs. Systematic reviews also uncover badly done RCTs that cannot provide more than low quality evidence; an
observation that is not limited to psychotherapy RCTs. This state of affairs can be remedied and research can be well
conducted.
Key words: psychotherapy, evidence-based, psychoanalysis, behavior therapy
Declaration of interest: None

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

Evidence-Based Practice (EBP) refers to practices that
are backed by research evidence. EBP has been gaining
ground since its formal introduction in 1992. It started in
medicine as evidence-based medicine and spread to
different health professions, including psychology and
psychotherapy. EBP is based on the three pillars of (1)
the best available research evidence, (2) clinical
expertise, and (3) patient preferences and values.2,3
A core principal of EBP is the hierarchy of evidence,
which allows locating the best available evidence
supporting any therapeutic intervention (Figure 1).
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Randomised Controlled Trial (RCT)
Nonrandomised Controlled Trial
Open Clinical Trial

Quality of evidence

Probability of bias

Systematic review of more than one RCT

Case-Control Study
Case report / case series
Personal expert opinion

Figure 1. Hierarchy of evidence. The quality of evidence
provided by an RCT is only next to a systematic review
of more than one RCT. Going down the hierarchy
increases the probability of bias and reduces the quality
of the associated evidence. Personal opinion and case
reports form the bottom of the hierarchy.

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

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

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

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

Evidence-based psychotherapy
Beck attempted to validate the efficacy of psychoanalytic
psychotherapy by turning toward science and replicable
data. His original investigations included formulating
testable hypotheses and testing them using welldocumented research methods. The initial work involved
testing the psychoanalytic theory of depression.8
Depression, according to psychoanalysis, is the outcome
of “retroflected hostility”:9 a person’s anger toward a
loved one is deemed unacceptable by the unconscious
mind, blocked by a defence mechanism from entering the
consciousness, and redirected inward. As dreams are ‘the
royal road to the unconscious’, Beck hypothesized that
this inward-directed hostility may appear in the content
of depressed patients’ dreams. He compared the dreams
of depressed and non-depressed people. The results did
not support the psychoanalytic hypothesis.
Freud proposed that ‘retroflected hostility’ would result
in an unconscious need for punishment.9 Beck converted
this proposal into the hypothesis that depressed people
would actively court unpleasant experiences, and
conducted research to test that hypothesis. Again, the
hypothesis was rejected.7
Beck’s experiments did not provide empirical evidence
for psychoanalytic hypotheses. They did, nonetheless,

demonstrate that cognition played a major role in
depression. Depressed individuals are viewed as
exhibiting the “cognitive triad” of depression, which
includes a negative view of themselves, a negative view
of their environment, and a negative view of their future.
In addition, depressed patients exhibit numerous
cognitive distortions that maintain these negative beliefs.
Examples of these distortions include all-or-nothing
thinking, overgeneralization, and fortune telling.10
“Cognitive therapy” for depression was introduced in the
early 1960s and tested by means of a randomized
controlled trial (RCT); the gold standard for measuring
the efficacy of therapeutic interventions (Figure 1). This
RCT provided good quality evidence that cognitive
therapy was more effective than placebo in the treatment
of depression. The popularity of cognitive therapy
increased during the 1970s11 and another RCT
demonstrated that it was as effective as imipramine in the
treatment of depression12. Consequently, psychotherapy
has been moving steadily from the “eminence-based”
model to an “evidence-based” one.

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

The third wave of CBT
Most recent CBT practices focus more on the person’s
relationship to thought and emotion than on their content.
These practices have been considered the third wave of
CBT; the first wave being behavior therapy and the
second wave being classic CBT.16 Third wave methods
emphasize such issues as mindfulness, emotions,
acceptance, the relationship, values, goals, and metacognition. New models and intervention approaches
include acceptance and commitment therapy, dialectical
behavior therapy, mindfulness-based cognitive therapy,
functional analytic psychotherapy, meta-cognitive
therapy, and several others.17
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CBT for depression and other mental
disorders
There has been a steady adoption worldwide of different
forms of CBT for the treatment of a wide array of
psychiatric and medical conditions. CBT has been
recommended for the treatment of general anxiety
disorder, depression, insomnia, schizophrenia, bipolar
disorder, post-traumatic stress disorder, and other mental
health issues. There has also been a heightened
awareness that the efficacy of different kinds of CBT
should be supported by good quality evidence derived
from RCTs. A search to ascertain the number of RCTs
conducted in a single year identified 394 RCTs
conducted in the year 2014 in 34 countries. CBT was
tested in these trials for the treatment of 22 different
medical and psychiatric disorders in around 58,000
individuals.18 Addressed conditions included, but were
not limited to, depressive disorders, mixed anxietydepression symptoms, substance use disorders, and
medical conditions, such as chronic pain and fatigue, and
collateral symptoms of cancer treatments, e.g., insomnia.

approaches as treatment for acute depression. The
authors were able to include only four small studies (224
participants) of a diversity of third wave CBT
approaches (extended behavioral activation, acceptance
and commitment therapy and competitive memory
training) and control conditions. None of the studies
conducted follow-up assessments. The evidence
provided was of very low quality.28
The GRADE quality of evidence was higher in another
Cochrane systematic review that included 83 RCTs and
demonstrated that CBT, third-wave CBT and
interpersonal therapy were effective in preventing
depression in children and adolescents.29 However, there
was still room for improvement, and this observation is
not limited to psychotherapy RCTs. Proposals to
improve health research have been put forward.30
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Systematic reviews of RCTs
The technology of systematic review was developed in
the 1980s to make it possible for health care workers to
keep up with the millions of research papers that are
published each year.19 Systematic reviews of RCTs
provide manageable information on which evidencebased practice depend (Figure 1). The report of a
systematic review, like a primary research paper,
contains clear descriptions of the aims of the review, and
the materials and methods used by the reviewer to
collect, critically appraise, and synthesize all relevant
RCTs.20 Systematic reviews have been used to examine
the efficacy of CBT. The Cochrane database of
systematic reviews alone contains tens of systematic
reviews of the efficacy of CBT in disparate disorders
ranging between tinnitus21, bulimia nervosa and
hypochondriasis23,
depression
among
binging22,
incurable cancer patients24 and borderline personality
disorder.25
A systematic review of CBT for anxiety disorders in
children and adolescents26 synthesized 41 RCTs
consisting of 1806 patients and provided evidence that
CBT is an effective treatment for these disorders. The
quality of the evidence provided by systematic reviews is
currently rated using the GRADE criteria27.
Unfortunately, this quality is not always high, as
demonstrated by a systematic review of RCTs into the
effectiveness and acceptability of third-wave CBT
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ﺧﻼﺻﺔ
ﺑﺪأت اﻟﻤﻌﺎﻟﺠﺔ اﻟﻨﻔﺴﯿﺔ اﻟﺤﺪﯾﺜﺔ ﺑﻤﻤﺎرﺳﺔ اﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ اﻟﻤﺴﻨﺪ ﺑﻤﺒﺪأ ﻓﺮوﯾﺪ اﻷﺳﺎﺳﻲ وھﻮ ﺟﻌﻞ اﻟﻼوﻋﻲ واﻋﻲ ،وﻗﺪ ﻛﺎن اﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ ﻣﺒﻨﯿﺎ ً ﻋﻠﻰ دراﺳﺔ ﺣﺎﻻت
ﻣﻨﻔﺮدة وﻋﻠﻰ آراء ﺷﺨﺼﯿﺔ .ﺣﺎول آرون ﺑﻚ ﻓﻲ ﺧﻤﺴﯿﻨﯿﺎت اﻟﻘﺮن اﻟﻤﺎﺿﻲ دﻋﻢ اﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ ﺑﺒﺮاھﯿﻦ اﻟﺒﺤﺚ اﻟﻌﻠﻤﻲ ،وﻟﻜﻦ ﺑﺤﻮﺛﮫ ﻓﺸﻠﺖ ﻓﻲ إﺛﺒﺎت ﻧﻈﺮﯾﺔ اﻟﺘﺤﻠﯿﻞ
اﻟﻨﻔﺴﻲ ﺑﻞ ﺷﻜﻠﺖ أﺳﺎس ﺗﻄﻮﯾﺮ اﻟﻤﻌﺎﻟﺠﺔ اﻟﻤﻌﺮﻓﯿﺔ .ﺗﻢ ﺗﺄﻛﯿﺪ ﻓﻌﺎﻟﯿﺔ اﻟﻤﻌﺎﻟﺠﺔ اﻟﻤﻌﺮﻓﯿﺔ ﻓﻲ ﻋﻼج اﻻﻛﺘﺌﺎب ﺑﺘﺠﺎرب ﺳﺮﯾﺮﯾﺔ ﻣﻌﺸﺎة ﻗﺎرﻧﺘﮭﺎ ﺑﺎﻟﻐﻔﻞ وﺑﺪواء اﯾﻤﯿﺒﺮاﻣﯿﻦ.
وﻗﺪ ﺗﻄﻮرت اﻟﻤﻌﺎﻟﺠﺔ اﻟﻤﻌﺮﻓﯿﺔ ﻻﺣﻘﺎ ً ﻟﺘﺼﺒﺢ "ﻣﻌﺎﻟﺠﺔ ﻣﻌﺮﻓﯿﺔ ﺳﻠﻮﻛﯿﺔ" ﻋﻦ طﺮﯾﻖ اﻻﻧﺪﻣﺎج ﺑﺎﻟﻤﻌﺎﻟﺠﺔ اﻟﺴﻠﻮﻛﯿﺔ اﻟﺘﻲ ﻛﺎﻧﺖ ﺗﺘﻄﻮر ﺑﺎﺳﺘﻤﺮار ﻣﻨﺬ ﻋﺸﺮﯾﻨﺎت اﻟﻘﺮن
اﻟﻤﺎﺿﻲ .
ھﻨﺎك ﺣﺎﻟﯿﺎ ً ﺗﻘﺒﻞ واﺳﻊ ﻷﻧﻤﺎط ﻋﺪﯾﺪة ﻣﻦ اﻟﻤﻌﺎﻟﺠﺔ اﻟﻤﻌﺮﻓﯿﺔ اﻟﺴﻠﻮﻛﯿﺔ ﻛﻌﻼج أوﻟﻲ ﻟﻜﺜﯿﺮ ﻣﻦ اﻹﺿﻄﺮاﺑﺎت ،وﻗﺪ ﺗﻢ اﺧﺘﺒﺎر ﻛﺜﯿﺮ ﻣﻦ أﻧﻤﺎط اﻟﻤﻌﺎﻟﺠﺔ اﻟﻤﻌﺮﻓﯿﺔ اﻟﺴﻠﻮﻛﯿﺔ
ﻓﻲ ﺗﺠﺎرب ﺳﺮﯾﺮﯾﺔ ﻣﻌﺸﺎة ،وﺗﻜﺸﻒ اﻟﻤﺮاﺟﻌﺎت اﻟﻤﻨﮭﺠﯿﺔ اﻟﻌﺪﯾﺪ ﻣﻦ اﻟﺘﺠﺎرب اﻟﺴﺮﯾﺮﯾﺔ اﻟﻤﻌﺸﺎة ﺟﯿﺪة اﻟﺘﺼﻤﯿﻢ واﻟﺘﻨﻔﯿﺬ وﯾﻤﻜﻦ اﺳﺘﺨﺪام ﻧﺘﺎﺋﺠﮭﺎ ﻓﻲ اﻟﻤﻌﺎﻟﺠﺔ اﻟﻨﻔﺴﯿﺔ
اﻟﻤﺴﻨﺪة ﺑﺎﻟﺒﺮھﺎن .ﺗﻜﺸﻒ اﻟﻤﺮاﺟﻌﺎت اﻟﻤﻨﮭﺠﯿﺔ أﯾﻀﺎ ً ﺗﺠﺎرب ﺳﺮﯾﺮﯾﺔ ﻣﻌﺸﺎة ﻻ ﯾﻤﻜﻨﮭﺎ ﺗﻘﺪﯾﻢ أﻛﺜﺮ ﻣﻦ ﺑﺮاھﯿﻦ ﻣﻨﺨﻔﻀﺔ اﻟﺠﻮدة ،وﻻ ﺗﻘﺘﺼﺮ ھﺬه اﻟﻤﻼﺣﻈﺔ ﻋﻠﻰ
ﺗﺠﺎرب اﻟﻤﻌﺎﻟﺠﺔ اﻟﻨﻔﺴﯿﺔ .ﻣﻦ اﻟﻤﻤﻜﻦ ﺗﺪﺑﯿﺮ ھﺬه اﻟﻤﻼﺣﻈﺔ وﺗﻨﻔﯿﺬ ﺑﺤﻮث ﻋﺎﻟﯿﺔ اﻟﺠﻮدة.
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اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ:
ﻧﻈﺮة ﻋﺎﻣﺔ وﻣﻼﺣﻈﺎت ﻣﮭﻨﯿﺔ
ﻟﻄﻔﻲ اﻟﺸﺮﺑﯿﻨﻲ

Psychiatry in Arab Culture:
Review and Professional Observations
Lotfy A Elsherbiny

اﻟﻤﻠﺨﺺ:
ﺘتضمن ﻫذﻩ اﻟدراﺴﺔ ﻋرﻀﺎً ﻟﻠطب اﻟنﻔسﻲ ﻓﻲ اﻟثﻘﺎﻓﺔ اﻟﻌر�یﺔ  ،وﺘبدأ �مﻘدﻤﺔ ﻋن ﺘﺄﺜیر اﻟثﻘﺎﻓﺔ �صﻔﺔ ﻋﺎﻤﺔ واﻟثﻘﺎﻓﺔ اﻟﻌر�یﺔ ﺨﺎﺼﺔ ﻋﻠﻰ اﻷﻤراض اﻟنﻔسیﺔ  ،و
اﻻﺸﺎرة اﻟﻰ اﻫمیﺔ اﻟوﻋﻲ �ﺎﻟمﻔﺎﻫیم  ،واﻟمﻌتﻘدات اﻟتﻲ ﺘتﻌﻠق �ﺎﻟمرض اﻟنﻔسﻲ ﻓﻲ اﻟثﻘﺎﻓﺔ اﻟﻌر�یﺔ  ،و�ذﻟك وﺴﺎﺌﻞ اﻟتﻌبیر واﻟتواﺼﻞ اﻟﻠﻐوي و ﻏیر اﻟﻠﻐوي �مﺎ �ﻔید

ﻓﻲ ﻓﻬم اﻟظواﻫر اﻟنﻔسیﺔ ﻟﻠمرﻀﻰ اﻟنﻔسیین ﻓﻲ اﻟمجتمﻌﺎت اﻟﻌر�یﺔ  ،و دراﺴﺔ اﻟمﻌتﻘدات اﻟمتﻌﻠﻘﺔ �ﺎﻟمرض اﻟنﻔسﻲ ﻤثﻞ اﻟسحر و ﻟبس اﻟجن و ﺘﺄﺜیر اﻟحسد ،ورﺼد
ﻟﻼﺘجﺎﻫﺎت اﻟﻌﺎﻤﺔ ﻨحو اﻟمرض اﻟنﻔسﻲ واﻟطب اﻟنﻔسﻲ ﻓﻲ اﻟﻌﺎﻟم اﻟﻌر�ﻲ ،وﺘحدﯿد ﻷﻫمیﺔ ادوار اﻻﺴرة واﻟجنس وﺠواﻨبﻬﺎ اﻟنﻔسیﺔ ﻟدى اﻟﻌرب .
وﺘم ﻋرض ﻟﻸﻋراض واﻟمظﺎﻫر اﻟمرﻀیﺔ ﻟﻺﻀطرا�ﺎت اﻟنﻔسیﺔ وﻤﺎ ﺘتمیز �ﻪ ﻓﻲ اﻟثﻘﺎﻓﺔ اﻟﻌر�یﺔ �ﺎﻻﺨتﻼف ﻤﻊ اﻟنموذج اﻟﻐر�ﻲ ،و�ﺎن ﻤن أﻫم ﻫذﻩ اﻟمظﺎﻫر اﻟتﻲ
أﻤكن ﻤﻼﺤظتﻬﺎ ﻤن ﺨﻼل اﻟمﻼﺤظﺎت اﻟمﻬنیﺔ ز�ﺎدة اﻻﻋراض اﻟجسد�ﺔ ﻟﻠتﻌبیر ﻋن اﻻﻀطراب اﻟنﻔسﻲ واﻟمظﺎﻫر اﻟممیزة ﻟﻸﻤراض اﻟمختﻠﻔﺔ ﻤثﻞ اﻻﻀطراب
اﻟوﺠداﻨﻲ واﻟﻔصﺎم واﻟتحول اﻟﻬستیري واﻟوﺴواس اﻟﻘﻬري ﻓﻲ اﻟثﻘﺎﻓﺔ اﻟﻌر�یﺔ.
وﺘمت اﻻﺸﺎرة اﻟﻰ طرق اﻟﻌﻼج اﻟتﻲ ﯿتم ﻤمﺎرﺴتﻬﺎ ﻓﻲ اﻟثﻘﺎﻓﺔ اﻟﻌر�یﺔ �صﻔﺔ ﺨﺎﺼﺔ وﺘﻠﻘﻰ ﻗبوﻻً واﺴﻌﺎً ﻤثﻞ ﻤمﺎرﺴﺎت اﻟمﻌﺎﻟجین اﻟشﻌبیین ،واﻟشﻌوذة ،واﻟتمﺎﺌم ،وز�ﺎرة

اﻻﻀرﺤﺔ ،و"اﻟزار" وﻏیرﻫﺎ.

وﻓﻲ اﻟختﺎم اﻟتوﺼیﺔ �ﺎﺴتمرار اﻻﻫتمﺎم �ﺎﻟمﻼﺤظﺎت اﻟمﻬنیﺔ اﻟمتﻌﻠﻘﺔ �ﺎﻟﻌﻼﻗﺔ ﺒین اﻟخﻠﻔیﺔ اﻟثﻘﺎﻓیﺔ اﻟﻌر�یﺔ وﻤمﺎرﺴﺔ اﻟطب اﻟنﻔسﻲ ،وﻤز�د ﻤن اﻟدراﺴﺔ ﻟﻬذﻩ اﻟجواﻨب
�مﺎ ﯿﻠﻘﻲ اﻟضوء ﻋﻠﻰ ﻤوﻀوع ﻫذﻩ اﻟدراﺴﺔ ﻋن اﻟطب اﻟنﻔسﻲ ﻓﻲ اﻟثﻘﺎﻓﺔ اﻟﻌر�یﺔ.
اﻟﻜﻠﻤﺎت اﻟﻤﻔﺘﺎﺣﯿﺔ :اﻟﻄﺐ اﻟﻨﻔﺴﻲ ،اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ ،اﻟﻤﻮﻗﻒ ﻣﻦ اﻟﻤﺮض اﻟﻨﻔﺴﻲ ،اﻟﻌﻼج
اﻋﻼن اﻟﺪﻋﻢ :ﻻ ﯾﻮﺟﺪ

ﻣﻘﺪﻣﺔ:
ﺗﻌﺘﺒﺮ اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﻣﻦ اﻟﻈﻮاھﺮ واﺳﻌﺔ اﻻﻧﺘﺸﺎر ﻓﻲ ﻛﻞ ﻣﺠﺘﻤﻌﺎت
اﻟﻌﺎﻟﻢ ،1,2وﻟﻘﺪ ﻛﺎن وﻻ ﯾﺰال ﺗﺄﺛﯿﺮ اﻟﺜﻘﺎﻓﺔ ﻋﻠﻰ اﻟﺘﺘﺎﺑﻊ ،واﻟﻤﻈﺎھﺮ اﻟﺘﻲ
ﯾﺤﺪث ﺑﮭﺎ اﻟﻤﺮض اﻟﻨﻔﺴﻲ ﻣﻮﺿﻊ اھﺘﻤﺎم ﻣﺴﺘﻤﺮ ﺣﯿﺚ ان اﻟﺤﺎﻻت اﻟﻨﻔﺴﯿﺔ
اﻟﺮﺋﯿﺴﯿﺔ ﺗﺤﺪث ﻋﺒﺮ اﻟﺜﻘﺎﻓﺎت اﻟﻤﺨﺘﻠﻔﺔ ﻣﻊ وﺟﻮد اﺧﺘﻼف ﯾﻌﻮد اﻟﻰ ﺗﺄﺛﯿﺮ
اﻟﺜﻘﺎﻓﺔ .3

وھﻨﺎك ﻣﻮاﺻﻔﺎت ﻧﻔﺴﯿﺔ ﺧﺎﺻﺔ ﻟﻠﻌﺮب ﺗﺮﺟﻊ اﻟﻰ اﻟﺨﻠﻔﯿﺔ اﻟﺜﻘﺎﻓﯿﺔ ﻟﻠﻌﺮب
وﺗﺄﺛﯿﺮھﺎ ﻋﻠﻰ اﻟﺤﺎﻟﺔ اﻟﻨﻔﺴﯿﺔ واﻷﻣﺮاض اﻟﻌﻘﻠﯿﺔ  ،4وﺗﺨﺘﻠﻒ ﺧﺼﺎﺋﺺ
اﻟﻌﺮب ﻣﻦ ﻣﻜﺎن ﻵﺧﺮ ﻋﻠﻰ اﻣﺘﺪاد اﻟﻮطﻦ اﻟﻌﺮﺑﻲ ﻣﻊ وﺟﻮد ﺧﺼﺎﺋﺺ
ﻣﺸﺘﺮﻛﺔ ﻓﯿﻤﺎ ﯾﺘﻌﻠﻖ ﺑﻌﻼﻗﺔ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ ﺑﺎﻟﻄﺐ اﻟﻨﻔﺴﻲ ﯾﻤﻜﻦ اﻟﺘﻌﺮف
ﻋﻠﯿﮭﺎ ﻓﻲ اﻟﻤﺠﺘﻤﻌﺎت اﻟﻌﺮﺑﯿﺔ اﻟﻤﺨﺘﻠﻔﺔ  ،5وﻗﺪ ﺗﻢ ﻣﻦ ﺧﻼل ﻋﺪة دراﺳﺎت
ﻋﺮض وﻣﺮاﺟﻌﺔ ﺗﺄﺛﯿﺮ اﻟﺨﻠﻔﯿﺔ اﻟﺜﻘﺎﻓﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ اﻟﻌﺮﺑﯿﺔ ﻋﻠﻰ اﻷﻣﺮاض
اﻟﻌﻘﻠﯿﺔ ،واﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ  6,7وھﻮ ﻣﻮﺿﻮع ھﺬه اﻟﺪراﺳﺔ.
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وﯾﺮﺑﻂ ﺑﯿﻦ اﻟﻌﺮب اﻟﺬﯾﻦ ﯾﻨﺘﻤﻮن اﻟﻰ ﺑﻠﺪان ﻣﺨﺘﻠﻔﺔ ﻋﻠﻰ اﻣﺘﺪاد اﻟﻮطﻦ اﻟﻌﺮﺑﻲ
ﺳﻤﺎت ﻣﺸﺘﺮﻛﺔ رﻏﻢ اﻟﺘﺒﺎﯾﻦ ﻓﻲ اﻟﺘﻔﺎﺻﯿﻞ ﻧﻈﺮ ﻟﻮﺟﻮد اﻟﻄﺎﺑﻊ اﻟﻘﻮﻣﻲ اﻟﻤﻮﺣﺪ
وﻟﻔﮭﻢ طﺒﯿﻌﺔ اﻟﻄﺎﺑﻊ اﻟﻌﺮﺑﻲ ﻓﺈن ﺗﻌﺮﯾﻒ اﻟﺸﺨﺺ اﻟﻌﺮﺑﻲ ﯾﺸﯿﺮ اﻟﻰ ﻣﻦ ﯾﺘﻜﻠﻢ
اﻟﻠﻐﺔ اﻟﻌﺮﺑﯿﺔ ،وﯾﻌﺮف ﻟﺬﻟﻚ ﺑﺎﻧﺘﻤﺎﺋﮫ اﻟﻌﺮﺑﻲ ،8وﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﺘﻌﺮﯾﻒ اﻟﻌﻠﻤﻲ
ﻟﻠﻌﺮب ﻓﺈن ذﻟﻚ ﯾﺘﻀﻤﻦ ﺑﻌﺾ اﻟﺘﻌﻘﯿﺪ ﺣﯿﺚ ﺗﻮﺟﺪ ﺛﻼﺛﺔ ﻣﻦ اﻟﻤﺼﻄﻠﺤﺎت
اﻟﻤﺘﺪاﺧﻠﺔ ﻓﻲ اﻟﻤﻨﻈﻮر اﻟﻐﺮﺑﻲ ھﻲ اﻟﻌﺮب واﻟﺸﺮق اﻷوﺳﻂ واﻻﺳﻼم ﺣﯿﺚ
ﯾﺘﻢ اﺳﺘﺨﺪاﻣﮭﺎ ﺑﺎﻟﺘﺒﺎدل ﻛﻤﺎ ﯾﺬﻛﺮ"ﻣﺎراﻛﻮ"،ﻛﻤﺎ ان ﻣﺼﻄﻠﺢ اﻟﻌﺮﺑﻲ ﯾﺮﺗﺒﻂ
ﻓﻲ اﻻذھﺎن ﺑﺎﻟﺜﻘﺎﻓﺔ واﻟﻌﺎدات اﻟﺒﺪوﯾﺔ وﺗﻘﺎﻟﯿﺪ ﺣﯿﺎة اﻟﺼﺤﺮاء ،وﯾﺮﺗﺒﻂ
اﻟﻮﺻﻒ اﻟﻐﺮﺑﻲ "اﻟﺸﺮق اﻻوﺳﻂ" ﺑﺎﻋﺘﺒﺎرات ﺟﻐﺮاﻓﯿﺔ وﺳﯿﺎﺳﯿﺔ ،9وھﻨﺎك
اھﻤﯿﺔ ﺧﺎﺻﺔ ﻟﺪراﺳﺔ اﻟﺨﻠﻔﯿﺔ اﻟﺜﻘﺎﻓﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ واﻟﻮﻋﻲ ﺑﺎﻟﺴﯿﺎق اﻟﺜﻘﺎﻓﻲ
ﻟﻠﻌﺮب وﻧﻤﻂ اﻟﻌﻼﻗﺎت وطﺮق اﻻﺗﺼﺎل اﻟﻠﻔﻈﻲ وﻏﯿﺮ اﻟﻠﻔﻈﻲ ﻟﻔﮭﻢ اﻟﺤﺎﻻت
اﻟﻨﻔﺴﯿﺔ واﻟﺴﻠﻮك اﻟﻄﺒﯿﻌﻲ واﻟﻤﺮﺿﻲ ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ،10,11ﻛﻤﺎ ان اﻟﻠﻐﺔ
اﻟﻌﺮﺑﯿﺔ وﻋﻼﻗﺘﮭﺎ ﺑﺎﻟﺘﻌﺒﯿﺮ ﻋﻦ اﻋﺮاض اﻟﻤﺮض اﻟﻌﻘﻠﻲ ﺗﻢ اﻟﺘﺄﻛﯿﺪ ﻋﻠﻰ
اھﻤﯿﺘﮭﺎ .12
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ﻣﻔﺎھﯿﻢ وﻣﻌﺘﻘﺪات ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ:

دور اﻻﺳﺮة واﻟﺠﻨﺲ:

ھﻨﺎك ﺑﻌﺾ اﻟﻤﻔﺎھﯿﻢ واﻟﻤﻌﺘﻘﺪات اﻟﺘﻲ ﻟﮭﺎ ﻗﺒﻮل واﺳﻊ ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ ﻣﻦ
اھﻤﮭﺎ اﻋﺘﺒﺎر اﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ ﺧﺎرج ﻧﻄﺎق اﻟﺘﺤﻜﻢ واﻟﺴﯿﻄﺮة دون
ﻣﺴﺌﻮﻟﯿﺔ ﻣﻦ اﻟﺸﺨﺺ اﻟﻤﺼﺎب ﻋﻤﺎ ﯾﺤﺪث ﻟﮫ .13

ﺷﮭﺪت اﻟﻤﺠﺘﻤﻌﺎت اﻟﻌﺮﺑﯿﺔ ﺗﻐﯿﯿﺮات ﺣﻀﺎرﯾﺔ ﺳﺮﯾﻌﺔ ﻓﻲ ﻧﻤﻂ اﻟﺤﯿﺎة ﻛﺎن ﻟﮭﺎ
ﺗﺄﺛﯿﺮ ﻋﻠﻰ طﺒﯿﻌﺔ وﻣﻌﺪﻻت اﻧﺘﺸﺎر اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ  ،ورﻏﻢ ذﻟﻚ ﻓﺈن
اﻟﻜﺜﯿﺮ ﻣﻦ اوﺟﮫ اﻟﺤﯿﺎة واﻟﻤﻌﺘﻘﺪات ﻗﺪ اﺳﺘﻤﺮت ﻓﻲ ظﻞ ھﺬا اﻟﺘﻐﯿﯿﺮ ، 28,29
وﺑﺎﻟﻨﺴﺒﺔ ﻟﻨﻈﺎم اﻻﺳﺮة اﻟﻤﻤﺘﺪة اﻟﺬي ظﻞ ﺳﺎﺋﺪاً ﻟﻮﻗﺖ طﻮﯾﻞ ﺣﺘﻰ اﺧﺬ ﻓﻲ
اﻻﺧﺘﻔﺎء ﻣﻤﺎ ﺳﺎﻋﺪ ﻋﻠﻰ ﺗﻨﺎﻗﺺ اﻟﺤﻤﺎﯾﺔ واﻟﺘﺪﻋﯿﻢ ﻟﻠﻔﺮد اﻟﺬي ﺗﻮﻓﺮه اﻻﺳﺮة
اﻟﻜﺒﯿﺮة  ،وﺑﺪأ اﯾﻀﺎ ً ﻓﻲ اﻟﻈﮭﻮر ﺻﺮاع اﻻﺟﯿﺎل ﺑﺴﺒﺐ اﺧﺘﻼف اﻟﻘﯿﻢ اﻟﻘﺪﯾﻤﺔ
ﻟﻠﻜﺒﺎر ﻋﻦ اﻟﻤﻌﺘﻘﺪات اﻟﻤﺘﺤﺮرة ﻟﻸﺟﯿــــﺎل اﻟﺠﺪﯾﺪة ،30وﯾﻠﻘﻰ ﻛﺒﺎر اﻟﺴﻦ
رﻋﺎﯾﺔ واﺣﺘﺮاﻣﺎ ً ﻓﻲ اطﺎر اﻻﺳﺮة اﻟﻤﻤﺘﺪة ﻏﯿﺮ ان ھﺬا اﻟﻮﺿﻊ ﻟﻢ ﯾﻌﺪ
ﺑﺎﻟﺼﻮرة اﻟﺴﺎﺑﻘﺔ  ،ﻛﻤﺎ ﺗﻐﯿﺮت اﯾﻀﺎ ً اﺳﺎﻟﯿﺐ اﻻﺧﺘﯿﺎر ﻟﻠﺰواج وزواج
اﻻﻗﺎرب وﺗﻌﺪد اﻟﺰوﺟﺎت ﻣﻊ اﻟﺘﻐﯿﯿـﺮات اﻟﺤﻀﺎرﯾـﺔ اﻟﺤﺎﻟﯿﺔ.31

وھﻨﺎك ﻣﻌﺘﻘﺪات ﻓﻲ اﻟﻘﻮى اﻟﺨﺎرﻗﺔ اﻟﺘﻲ ﺗﺴﺒﺐ اﻷﻣﺮاض ﻣﺜﻞ اﻟﺠﻦ
واﻟﺸﯿﺎطﯿﻦ واﻟﺴﺤﺮ او اﻟﺸﻌﻮذة  ،واﻟﺤﺴﺪ او ﺗﺄﺛﯿﺮ اﻟﻌﯿﻦ ﺣﯿﺚ ﯾﻄﻠﻖ ﻋﻠﻰ
ذﻟﻚ اﻟﻤﻌﺘﻘﺪات اﻟﺜﻘﺎﻓﯿﺔ اﻟﺘﻮھﻤﯿﺔ ،14واﻻﻋﺘﻘﺎد ﺑﻮﺟﻮد ﻗﻮى ﺧﺎرﻗﺔ ﻣﺤﻔﻮر
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ﺑﻌﻤﻖ ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ ﻟﺪرﺟﺔ اﻧﮫ ﯾﺼﻌﺐ ﺗﻌﺪﯾﻞ ذﻟﻚ ﻋﻦ طﺮﯾﻖ اﻟﺘﻌﻠﯿﻢ
وﺗﻔﺘﺮض اﻟﻤﻌﺘﻘﺪات اﻟﻤﺸﺘﺮﻛﺔ ﺛﻘﺎﻓﯿﺎ ً ان اﻟﺠﻦ اﻟﺸﺮﯾﺮ ﻟﺪﯾﮫ اﻟﻘﺪرة ﻋﻠﻰ ﺗﻠﺒﺲ
اﻟﻀﻌﻔﺎء واﺻﺎﺑﺘﮭﻢ ﺑﺎﻟﻤﺮض ،وﯾﻨﺠﻢ ﻋﻦ ﺗﺄﺛﯿﺮ اﻟﺸﯿﺎطﯿﻦ واﻟﺠﻦ واﻻرواح
اﻟﺴﻠﻮك ﻏﯿﺮ اﻟﺴﻮي اﻟﺬي ﻻ ﯾﻤﻜﻦ اﻟﺘﻨﺒﺆ ﺑﮫ ،16اﻣﺎ اﻟﺴﺤﺮ او اﻟﺸﻌﻮذة ﻓﺈﻧﮭﺎ
ﺗﺘﺸﺎﺑﮫ ﻓﻲ ﺑﻌﺾ اﻟﻮﺟﻮه ﻣﻊ ﺗﺄﺛﯿﺮ اﻟﺠﻦ ﺣﯿﺚ ﺗﻌﻨﻲ اﺳﺘﺪﻋﺎء اﻟﺸﯿﺎطﯿﻦ
وﺗﻮﺟﯿﮫ ﺗﺄﺛﯿﺮھﻢ ﻧﺤﻮ ﺷﺨﺺ ﻣﺎ ﻹﺻﺎﺑﺘﮫ ﺑﺎﻻﺿﻄﺮاب ،وﯾﺘﻢ اﻟﺘﻌﺎﻣﻞ ﻣﻊ ھﺬه
اﻟﻤﻌﺘﻘﺪات ﺑﻮاﺳﻄﺔ ﺑﻌﺾ اﻟﻤﺘﻄﺒﺒﯿﻦ اﻟﺸﻌﺒﯿﯿﻦ ﺑﺎﺳﺘﺨﺪام طﻘﻮس ﻣﻌﯿﻨﺔ.17

واﻟﺤﺴﺪ ھﻮ ﺗﺄﺛﯿﺮ اﻟﻌﯿﻦ اﻟﺸﺮﯾﺮة اﻟﺬي ﯾﺆدي اﻟﻰ ﺗﺄﺛﯿﺮ ﺿﺎر ﻋﻠﻰ اﻟﺼﺤﺔ او
اﻟﻤﻤﺘﻠﻜﺎت وﯾﺸﯿﻊ اﻻﻋﺘﻘﺎد ﻓﻲ ﺗﺄﺛﯿﺮ اﻟﻌﯿﻦ ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ  ،وﻛﺬﻟﻚ ﻓﺈن
اﻟﻌﺮب اﻟﻤﺴﻠﻤﯿﻦ ﻟﺪﯾﮭﻢ اﯾﻤﺎن ﺑﺎﻟﻘﺪر  ،وﯾﻌﻨﻲ ھﺬا اﻻﻋﺘﻘﺎد اﻟﻘﺪري ان ﺳﺒﺐ
ﺣﺪوث اﻟﻤﺮض ﯾﺮﺟﻊ اﻟﻰ إرادة ﷲ  ،وﯾﺤﺪث اﻟﺸﻔﺎء اﯾﻀﺎ ً ﺑﺈرادة ﷲ ﺗﻌﺎﻟﻰ
ﺣﯿﻦ ﯾﺘﻀﺮع اﻟﯿﮫ اﻟﻤﺼﺎب ﺑﺎﻟﺪﻋﺎء واﻟﺼﻼة 18وﻣﻦ اﻟﻤﻌﺘﻘﺪات اﻟﺴﺎﺋﺪة ﻓﻲ
اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ اﯾﻀﺎ ً ان اﻻﻋﺮاض اﻟﺠﺴﺪﯾﺔ اﻛﺜﺮ اھﻤﯿﺔ ﻣﻦ اﻷﻋﺮاض
اﻟﻨﻔﺴﯿﺔ ﺣﯿﺚ ﯾﻤﯿﻞ اﻟﻌﺎﻣﺔ اﻟﻰ اﻻﻋﺘﻘﺎد ﺑﺄن اﻷطﺒﺎء ﯾﻌﺎﻟﺠﻮن ﻓﻘﻂ اﻟﺸﻜﺎوي
اﻟﻌﻀﻮﯾﺔ اﻟﻤﻮﺿﻮﻋﯿﺔ وﻻ ﯾﺘﻮﻗﻌﻮن ﺳﻤﺎع ﺷﻜﺎوي ﻧﻔﺴﯿﺔ ﻣﻦ اﻟﻤﺮﺿﻰ  ،وﻗﺪ
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ﯾﻜﻮن ذﻟﻚ ھﻮ ﺗﻔﺴﯿﺮ زﯾﺎدة اﻷﻋﺮاض اﻟﺠﺴﺪﯾﺔ ﻓﻲ اﻟﻤﺮﺿﻰ اﻟﻌﺮب.

اﺗﺠﺎھﺎت اﻟﻌﺎﻣﺔ ﻧﺤﻮ اﻟﻤﺮض اﻟﻌﻘﻠﻲ:
ﺗﺤﺘﻮي اﻻﺑﺤﺎث واﻷدﺑﯿﺎت ﻋﻠﻰ ﺛﻼث ﻣﻦ وﺟﮭﺎت اﻟﻨﻈﺮ ﻓﯿﻤﺎ ﯾﺘﻌﻠﻖ
ﺑﺎﺗﺠﺎھﺎت اﻟﻌﺎﻣﺔ ﻧﺤﻮ اﻟﻤﺮض اﻟﻌﻘﻠﻲ ،اﻷوﻟﻰ ﺗﺆﻛﺪ وﺟﻮد اﺗﺠﺎھﺎت ﺳﻠﺒﯿﺔ
ﺗﺘﻀﻤﻦ ﻧﻈﺮة ﺧﻮف وﻋﺪم ﺛﻘﺔ ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ،20.21واﻟﺜﺎﻧﯿﺔ ﺗﻘﻮل ﺑﻮﺟﻮد
ﻧﻈﺮة اﯾﺠﺎﺑﯿﺔ ﺑﺎﻟﺘﻌﺎطﻒ ﻣﻊ اﻟﻤﺮﺿـــﻰ اﻟﻨﻔﺴﯿﯿــﻦ ،22اﻣﺎ اﻟﺮؤﯾﺔ اﻟﺜﺎﻟﺜﺔ ﻓﺈﻧﮭﺎ
ﺗﻘﻮل ﺑﻮﺟﻮد ﺗﺮدد او ﺗﻨﺎﻗﺺ ﻓﻲ ﻧﻈﺮة اﻟﻌﺎﻣﺔ ﻟﻠﻤﺮض اﻟﻨﻔﺴﻲ ،23وﻗﺪ ﺗﻜﻮن
اﻻﺗﺠﺎھﺎت ﺷﺪﯾﺪة اﻟﺴﻠﺒﯿﺔ ﻧﺤﻮ اﻟﻤﺮض اﻟﻌﻘﻠﻲ ھﻲ ﺟﺰء ﻣﻦ اﻟﻤﻌﺘﻘﺪات واﻟﻘﯿﻢ
اﻟﻌﺎﻣﺔ  ،وﻋﻤﻮﻣﺎ ً ﻓﺈن اﻻﺗﺠﺎھﺎت ﻗﺎﺑﻠﺔ ﻟﻠﺘﻌﺪﯾﻞ ﺣﯿﻦ ﺗﺘﻮﻓﺮ ﻣﻌﻠﻮﻣﺎت أﻛﺒﺮ
ﺣﻮل اﻷﻣﺮاض اﻟﻌﻘﻠﯿﺔ وطﺮق ﻋﻼﺟﮭﺎ ﻛﻤﺎ ﺛﺒﺖ ﻣﻦ ﺧﻼل دراﺳﺔ
اﻻﺗﺠـﺎھﺎت .24.25

وﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ ﺗﺤﯿﻂ ﺑﺎﻷﻣﺮاض اﻟﻌﻘﻠﯿﺔ وﺻﻤﺔ ﺗﻤﺘﺪ ﻣﻦ اﻟﻤﺮﺿﻰ
اﻟﻌﻘﻠﯿﯿﻦ اﻟﻰ اﻟﻤﺴﺘﺸﻔﯿﺎت اﻟﻨﻔﺴﯿﺔ واﻟﻄﺐ اﻟﻨﻔﺴﻲ ﺑﺼﻔﺔ ﻋﺎﻣﺔ  ،26وﯾﺆﯾﺪ ذﻟﻚ
اﻟﺼﻮرة اﻟﺘﻲ ﯾﺒﺪو ﺑﮭﺎ اﻟﻤﺮﺿﻰ اﻟﻌﻘﻠﯿﻮن ﻓﻲ وﺳﺎﺋﻞ اﻻﻋﻼم واﻟﺘﻲ ﯾﺘﻢ ﻣﻦ
ﺧﻼﻟﮭﺎ ﺗﺜﺒﯿﺖ ﺑﻌﺾ اﻻﺗﺠﺎھﺎت اﻟﺴﻠﺒﯿﺔ ﻟﺪى اﻟﻌﺎﻣﺔ ﻧﺤﻮ اﻟﻤﺮﺿﻰ اﻟﻌﻘﻠﯿﯿﻦ
واﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻛﻤﺎ ﺛﺒﺖ ﻣﻦ دراﺳﺔ اﺗﺠﺎھﺎت اﻟﻌﺎﻣﺔ ﻧﺤﻮ اﻷﻣﺮاض اﻟﻌﻘﻠﯿﺔ
واﻟﻤﺮﺿﻰ ﻓﻲ ﺑﻌﺾ اﻟﻤﺠﺘﻤﻌﺎت اﻟﻌﺮﺑﯿﺔ. 27
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وﺑﺎﻟﻨﺴﺒﺔ ﻟﺪور اﻟﻤﺮأة ﻓﻲ اﻟﻤﺠﺘﻤﻊ اﻟﻌﺮﺑﻲ وﻋﻼﻗﺘﮫ ﺑﺎﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻓﺈن
اﻟﺘﻐﯿﯿﺮات اﻟﺤﻀﺎرﯾﺔ ﻗﺪ اﻧﻌﻜﺴﺖ ﻋﻠﻰ دور اﻟﻤﺮأة وﻗﺎﺑﻠﯿﺘﮭﺎ ﻹﺻﺎﺑﺎت أﻛﺜﺮ
ﺑﺎﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ ،ﻛﻤﺎ ان دور اﻟﺨﻀﻮع اﻟﺬي ﺗﻔﺮﺿﮫ ﺳﯿﺎدة اﻟﺮﺟﻞ ﻓﻲ
اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ واﻧﺤﺴﺎر دور اﻟﻤﺮأة ﻓﻲ اﻟﺰواج وإﻧﺠﺎب اﻻطﻔﺎل  ،32ورﻏﻢ
ان ھﺬا اﻟﺪور ﻟﻠﻤﺮأة اﻟﻌﺮﺑﯿﺔ ﯾﺒﺪو ﺳﻠﺒﯿﺎ ً اﻻ اﻧﮫ ﯾﺘﻮﻓﺮ ﻟﮭﺎ ﻋﻤﻠﯿﺎ ً ﻗﺪر ﻛﺒﯿﺮ ﻣﻦ
اﻷﻣﻦ واﻟﺤﻤﺎﯾﺔ اﻟﻨﻔﺴﯿﺔ .وﯾﻨﻌﻜﺲ ھﺬا اﻟﻮﺿﻊ ﻋﻠﻰ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ وطﺒﯿﻌﺔ
اﻟﺘﻌﺒﯿﺮ ﻋﻦ اﻟﻀﻐﻮط اﻟﻨﻔﺴﯿﺔ ﻟﻠﻤﺮأة اﻟﻌﺮﺑﯿﺔ ،واﻻﺗﺠﺎه اﻟﻰ اﻟﺘﻌﺒﯿﺮ ﺑﺎﻟﻤﺒﺎﻟﻐﺔ
ﻓﻲ اﻻﻋﺮاض اﻟﺠﺴﺪﯾﺔ  ،5ورﻏﻢ ذﻟﻚ ﻓﺈن ﻣﺎ ﯾﺬﻛﺮ ﻓﻲ اﻟﻤﺮاﺟﻊ ﻣﻦ ان
اﻟﻤﺮأة أﻛﺜﺮ طﻠﺒﺎ ً ﻟﻠﻌﻼج ﻟﺪى اﻷطﺒﺎء ﺑﺼﻔﺔ ﻋﺎﻣﺔ ،اﻻ ان ذﻟﻚ ﻻ ﯾﻨﻄﺒﻖ ﻋﻠﻰ
اﻟﻤﺮأة اﻟﻌﺮﺑﯿﺔ اﻟﺘﻲ ﺗﺬﻛﺮ اﻟﺪراﺳﺎت اﻧﮭﺎ ﻛﺜﯿﺮا ً ﻣﺎ ﺗﺘﺠﺎھﻞ اﻋﺮاض
اﻟﻤﺮض.15

ﻣﻈﺎھﺮ اﻟﻤﺮض اﻟﻌﻘﻠﻲ ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ:
وﻧﻘﺪم ھﻨﺎ ﺑﻌﺾ اﻟﻤﻼﺣﻈﺎت ﺣﻮل ﺳﻠﻮك اﻟﻤﺮﺿﻰ ﻟﻠﻤﺮﺿﻰ اﻟﻌﺮب،
واﻷﻋﺮاض اﻟﻤﻤﯿﺰة ﻟﻺﺿﻄﺮاب اﻟﻌﻘﻠﻲ ﻟﺪﯾﮭﻢ  ،وھﻨﺎك ﻋﻼﻗﺔ ﺑﯿﻦ اﻟﺴﻠﻮك
اﺛﻨﺎء اﻟﻤﺮض واﻟﺨﻠﻔﯿﺔ اﻟﺜﻘﺎﻓﯿﺔ واﻻﺗﺠﺎھﺎت اﻟﺼﺤﯿﺔ اﻟﻤﺘﺄﺻﻠﺔ ﻟﺪى
اﻟﻤﺮﺿﻰ،33وﯾﺘﺠﮫ اﻟﻤﺮﺿﻰ اﻟﻌﺮب ﻋﻤﻮﻣﺎ ً اﻟﻰ اﻟﺘﻘﺎﻋﺲ ﻋﻦ طﻠﺐ اﻟﻤﺸﻮرة
اﻟﻄﺒﯿﺔ وﺗﺠﺎھﻞ اﻻﻋﺮاض او ﻣﺤﺎوﻟﺔ اﻟﺘﻐﻠﺐ ﻋﻠﯿﮭﺎ دون ﻣﺴﺎﻋﺪة،34
واﻟﻤﻼﺣﻈﺔ اﻟﮭﺎﻣﺔ ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ ھﻲ ان اﻟﻤﺮﺿﻰ ﯾﻌﺒﺮون ﻋﻦ
ﻣﺸﻜﻼﺗﮭﻢ اﻟﻨﻔﺴﯿﺔ واﻻﺟﺘﻤﺎﻋﯿﺔ ﺑﺄﻋﺮاض ﻧﻔﺴﯿﺔ وﯾﻌﻮد ذﻟﻚ اﻟﻰ ﺣﻘﯿﻘﺔ
اﻻھﺘﻤﺎم ﺑﺎﻟﺸﻜﺎوي اﻟﺠﺴﺪﯾﺔ ﻣﻦ ﺟﺎﻧﺐ اﻟﻤﺮﺿﻰ واﻻطﺒﺎء اﯾﻀﺎ ً وﻛﺜﯿﺮا ً ﻣﺎ
ﯾﻐﻔﻠﻮن اﻟﺮﺑﻂ ﺑﯿﻦ اﻷﻋﺮاض اﻟﺠﺴﺪﯾﺔ واﻟﺤﺎﻟﺔ اﻟﻨﻔﺴﯿﺔ  ،وﯾﺘﻢ وﺻﻒ اﻟﺘﻮﺗﺮ
اﻟﻨﻔﺴﻲ ﻓﻲ ﺻﻮرة آﻻم ﺟﺴﺪﯾﺔ ،35واﻟﺸﻜﻮى اﻟﻨﻔﺴﯿﺔ اﻟﺘﻲ ﺗﻌﺘﺒﺮ ﺷﺎﺋﻌﺔ ﻟﺪى
اﻟﻌﺮب ھﻲ اﻻزق  ،وﯾﺘﺰاﯾﺪ ﻣﻌﺪل ﺣﺪوث اﻋﺮاض اﻟﺘﺤﻮر اﻟﮭﺴﺘﯿﺮي ﻓﻲ
اﻟﻤﺠﺘﻤﻌﺎت اﻟﻌﺮﺑﯿﺔ  ،1وﺗﺤﺪث اﻟﻮﺳﺎوس اﯾﻀﺎ ً ﺑﺼﻮرة ﻣﺨﺘﻠﻔﺔ ﺣﯿﺚ ﺗﺮﺗﺒﻂ
ﺑﺄﻓﻜﺎر ﺛﻘﺎﻓﯿﺔ ودﯾﻨﯿﺔ،36اﻣﺎ اﻟﻤﺸﻜﻼت اﻟﺠﻨﺴﯿﺔ ﻓﺈن اﻟﺸﻜﻮى ﻣﻨﮭﺎ ﯾﺤﯿﻂ ﺑﮭﺎ
اﻟﺤﺮج ﺧﺼﻮﺻﺎ ً ﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﻤﺮأة ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ  ،وﺑﺎﻟﻨﺴﺒﺔ ﻟﻺﺿﻄﺮاﺑﺎت
اﻟﻮﺟﺪاﻧﯿﺔ ﻓﺈن ﻣﺎ ﺗﺘﻤﯿﺰ ﺑﮫ ﺣﺎﻻت اﻻﻛﺘﺌﺎب اﻟﻨﻔﺴﻲ ھﻮ ﺗﻨﺎﻗﺺ ﻣﺸﺎﻋﺮ اﻟﺬﻧﺐ
ﻟﺪى اﻟﻤﺮﺿﻰ اﻟﻌﺮب ﻣﻘﺎرﻧﺔ ﺑﺎﻟﻨﻤﻮذج اﻟﻐﺮﺑﻲ ﻛﻤﺎ ان ﻧﺴﺒﺔ اﻻﻧﺘﺤﺎر ﻛﺄﺣﺪ
ﻣﻀﺎﻋﻔﺎت اﻹﻛﺘﺌﺎب ﺗﻘﻞ ﻛﺜﯿﺮا ً ﻓﻲ اﻟﻌﺎﻟﻢ اﻟﻌﺮﺑﻲ ﻋﻦ اﻟﻤﻌﺪل ﻓﻲ اﻟﺪول
اﻟﻤﺘﻘﺪﻣﺔ ﺑﺴﺒﺐ ﺗﻌﺎﻟﯿﻢ اﻟﺪﯾﻦ اﻻﺳﻼﻣﻲ ،15وﯾﻤﯿﻞ ﻣﺮﺿﻰ اﻟﻔﺼﺎم اﻟﻌﺮب اﻟﻰ
اﻟﺸﻜﻮى ﻣﻦ اﻟﺘﻮھﻤﺎت او اﻟﻀﻼﻻت اﻟﺘﻲ ﺗﺘﻌﻠﻖ ﺑﺒﻌﺾ اﻟﻤﻌﺘﻘﺪات اﻟﺘﻲ
ﯾﺸﺘﺮك ﻓﯿﮭﺎ اﻟﻌﺎﻣﺔ ﻣﻤﺎ ﯾﺘﻄﻠﺐ اﻻھﺘﻤﺎم ﺑﺎﻟﺘﺸﺨﯿﺺ دون اﻋﺘﻤﺎد ﻋﻠﻰ
اﻟﻤﺮاﺟﻊ اﻟﻐﺮﺑﯿﺔ وﻣﺜﺎل ذﻟﻚ اﻟﻤﻌﺘﻘﺪات اﻟﺨﺎﺻﺔ ﺑﺎﻟﺠﻦ واﻟﺴﺤﺮ واﻟﺤﺴﺪ
واﻟﺘﻲ ﯾﻨﻈﺮ اﻟﯿﮭﺎ ﻋﻠﻰ اﻧﮭﺎ ﻣﻌﺘﻘﺪات ﺛﻘﺎﻓﯿﺔ ﻣﺸﺘﺮﻛﺔ ﻻ ﺗﻜﻔﻲ ﻟﺘﻜﻮن ﺑﯿﻦ
اﻋﺮاض اﻟﻔﺼــــﺎم اﻟﺘﻲ ﯾﺘﻢ ﻋﻠﻲ اﺳﺎﺳﮭــﺎ اﻟﺘﺸﺨﯿﺺ،37وﺗﻮﺟﺪ ﺑﻌﺾ
اﻟﻤﺼﻄﻠﺤﺎت اﻟﺘﻲ ﻗﻤﻨﺎ ﺑﺘﺴﺠﯿﻠﮭﺎ ﺣﯿﺚ ﺗﺴﺘﺨﺪم ﺑﻮاﺳﻄﺔ اﻟﻤﺮﺿﻰ اﻟﻌﺮب
ﻟﻮﺻﻒ اﻋﺮاض اﻟﻤﺮض اﻟﻨﻔﺴﻲ ﻓﻲ ﺑﻌﺾ اﻟﻤﺠﺘﻤﻌﺎت اﻟﻌﺮﺑﻲ.
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زﻓﺮة :ﺗﻌﺒﯿﺮ ﻋﻦ اﻟﻘﻠﻖ واﻟﺘﻮﺗﺮ وﺳﺮﻋﺔ اﻻﺳﺘﺜﺎرة )ﻣﺼﺮ(
ﺿﯿﻘﺔ :ﺗﻌﺒﯿﺮ ﻋﻦ اﻟﺘﻮﺗﺮ )اﻟﺨﻠﯿﺞ(
ﻛﺘﻤﺔ :ﺗﻌﺒﯿﺮﻋﻦ اﻋﺮاض اﻟﺠﺴﺪﯾﺔ اﻟﻤﺼﺎﺣﺒﺔ ﻟﻠﻘﻠﻖ او اﻻﻛﺘﺌﺎب
)اﻟﺨﻠﯿﺞ(
زﻋﻞ :وﺻﻒ ﻣﺒﺴﻂ ﻟﻼﻛﺘﺌﺎب )ﻣﺼﺮ(
َﺣ ْﺸﺮة :وﺻﻒ ﻟﻼﻛﺘﺌﺎب اﻟﺸﺪﯾﺪ )اﻟﺨﻠﯿﺞ(
ُﺟﻨﻮن :وﺻﻒ واﺳﻊ اﻻﻧﺘﺸﺎر وﺗﻌﺒﯿﺮ ﻋﻦ اﻟﻤﺮض اﻟﻌﻘﻠﻲ
ﺑﺼﻔﺔ ﻋﺎﻣﺔ )ﻓﻲ اﻟﻌﺎﻟﻢ اﻟﻌﺮﺑﻲ(
َﺧﻀّﺔ :ﺧﻮف ﻣﺮﺿﻲ ﻣﻔﺎﺟﺊ )ﻣﺼﺮ(
ﺧ َْﺮﻋﺔ :ﺧﻮف ﻣﺮﺿﻲ )اﻟﺨﻠﯿﺞ(
اﻋﺼﺎب :ﻣﺼﻄﻠﺢ ﻟﻺﺻﺎﺑﺔ ﺑﺎﻟﻤﺮض اﻟﻌﻘﻠﻲ )ﻣﺼﺮ(
ﻟﻌﻮزه :اﻻرﺗﺒﺎك اﻟﻨﺎﺟﻢ ﻋﻦ اﻟﻤﺮض اﻟﻌﻘﻠﻲ )اﻟﺨﻠﯿﺞ(
ِوﺷﺮة :ﺗﺄﺛﯿﺮ ﺧﺎرﺟﻲ ﻋﻠﻰ اﻟﻤﺦ ﯾﺴﺒﺐ اﻟﻤﺮض اﻟﻌﻘﻠﻲ )اﻟﺨﻠﯿﺞ
ﻓﻲ اﻟﻤﻨﺎطﻖ اﻟﺒﺪوﯾﺔ(ﺗﻨﺴﯿﻢ :اﻋﺘﻘﺎد ﺑﻮﺟﻮد ﻓﺘﺤﺔ ﻓﻲ اﻟﺮأس ﯾﺠﺐ اﻏﻼﻗﮭﺎ ﺑﺎﻟﻜﻲ ﺣﺘﻰ
ﯾﺸﻔﻲ اﻟﻤﺮﯾﺾ )اﻟﺨﻠﯿﺞ(

وﯾﺘﻄﻠﺐ اﻟﺘﺸﺨﯿﺺ اﻟﺪﻗﯿﻖ ﻟﻸﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﻟﺪى اﻟﻤﺮﺿﻰ اﻟﻌﺮب اﺳﺘﺨﺪام
اﺧﺘﺒﺎرات ﻧﻔﺴﯿﺔ ﻣﻨﺎﺳﺒﺔ ﺗﺨﺘﻠﻒ ﻋﻦ اﻟﻤﺴﺘﺨﺪﻣﺔ ﻓﻲ اﻟﻐﺮب ،وﺣﯿﻦ ﯾﺘﻢ
اﺳﺘﺨﺪام اﻻﺧﺘﺒﺎرات اﻟﻨﻔﺴﯿﺔ اﻟﻐﺮﺑﯿﺔ اﻟﻤﻌﺮوﻓﺔ ﻓﺈن اﻟﺨﻄﻮة اﻷوﻟﻲ ﺗﻜﻮن
ﺿﺒﻄﮭﺎ وﻣﺮاﺟﻌﺘﮭﺎ ﺣﺘﻰ ﺗﻜﻮن ﻣﻼﺋﻤﺔ ﻟﻠﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ وﻋﺪم اﻻﻛﺘﻔﺎء
ﺑﺎﻟﺘﺮﺟﻤﺔ اﻟﺤﺮﻓﯿﺔ.38

اﻟﻌﻼج ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ:
ﻣﻦ اﻟﻤﻼﺣﻈﺎت اﻟﺘﻲ ﺗﺘﻌﻠﻖ ﺑﺄﺳﺎﻟﯿﺐ اﻟﻌﻼج ﻟﻺﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ ﻓﻲ اﻟﺜﻘﺎﻓﺔ
اﻟﻌﺮﺑﯿﺔ اﻻرﺗﺒﺎط ﺑﯿﻦ اﻟﻤﻌﺘﻘﺪات واﻟﺘﻔﺴﯿﺮات اﻟﺴﺎﺋﺪة ﻟﺤﺪوث اﻟﻤﺮض اﻟﻨﻔﺴﻲ
واﻟﻮﺳﺎﺋﻞ اﻟﺘﻲ ﯾﺘﻢ اﻟﻠﺠﻮء اﻟﯿﮭﺎ ﺑﻮاﺳﻄﺔ اﻟﻤﺮﺿﻰ وذوﯾﮭﻢ  ،وﻣﻦ اﻟﻤﺮﺿﻰ
ﻣﻦ ﯾﺤﺎول ﺗﺠﺎھﻞ اﻻﻋﺮاض اﻟﻤﺮﺿﯿﺔ ،وﻣﻨﮭﻢ ﻣﻦ ﯾﺤﺎول ﻋﻼج ﻧﻔﺴﮫ ذاﺗﯿﺎ ً
دون اﻟﻠﺠﻮء اﻟﻰ اﻷطﺒﺎء او ﻏﯿﺮھﻢ ﻟﻄﻠﺐ اﻟﻤﺴﺎﻋﺪة ،اﻣﺎ ﻣﻦ ﯾﻄﻠﺒﻮن
اﻟﻤﺴﺎﻋﺪة ﻓﺒﻌﻀﮭﻢ ﻻ ﯾﺬھﺐ اﻟﻰ اﻷطﺒﺎء او اﻟﻤﺘﺨﺼﺼﯿﻦ ﺑﻞ ﯾﻔﻀﻞ
اﻟﻤﻌﺎﻟﺠﯿﻦ اﻟﺘﻘﻠﯿﺪﯾﯿﻦ او ﻟﻐﯿﺮھﻢ  ،وﺳﺒﺐ ذﻟﻚ ھﻮ اﻻﻋﺘﻘﺎد ﺑﺄن اﻟﻤﺮض
اﻟﻌﻘﻠﻲ ﯾﻨﺸﺄ ﻣﻦ ﺗﺄﺛﯿﺮ اﻟﺴﺤﺮ واﻟﺤﺴﺪ وﻏﯿﺮھﺎ ﻣﻦ اﻟﻘﻮى اﻟﺨﻔﯿﺔ اﻟﺘﻲ ﻻ
ﯾﻌﺎﻟﺠﮭﺎ اﻷطﺒﺎء 39وﻣﻦ ھﻨﺎ ﯾﺘﻢ اﺳﺘﺨﺪام طﻘﻮس ﻟﻠﻌﻼج ﻣﻨﮭﺎ ﻛﺘﺎﺑﺔ ﺑﻌﺾ
اﻵﯾﺎت اﻟﻘﺮآﻧﯿﺔ ﺑﻮاﺳﻄﺔ ﺑﻌﺾ اﻟﻤﻌﺎﻟﺠﯿﻦ ،ﻛﻤﺎ ان ھﻨﺎك ﻣﻦ ﯾﻠﺠﺄ اﻟﻰ زﯾﺎرة
اﻟﻘﺒﻮر واﻷﺿﺮﺣﺔ ﻛﻮﺳﯿﻠﺔ ﻟﻠﻌﻼج.39

وﯾﻼﺣﻆ ان اﻟﻮﺳﺎﺋﻞ اﻟﻌﻼﺟﯿﺔ ﻏﯿﺮ اﻟﻄﺒﯿﺔ ﻟﻺﺿﻄﺮاﺑﺎت اﻟﻌﻘﻠﯿﺔ ﺗﻨﺘﺸﺮ ﻋﻠﻰ
ﻧﻄﺎق واﺳﻊ وﺗﻠﻘﻰ ﻗﺒﻮﻻً ﻓﻲ اﻟﻤﺠﺘﻤﻌﺎت اﻟﻌﺮﺑﯿﺔ  ،36وﻻ ﯾﻤﻜﻦ اﻏﻔﺎل ﺗﺄﺛﯿﺮ
ﺑﻌﺾ اﻟﻤﻤﺎرﺳﺎت اﻟﺪﯾﻨﯿﺔ ﻣﺜﻞ اﻟﺘﺄﺛﯿﺮ اﻻﯾﺠﺎﺑﻲ ﻟﻠﺤﺞ واﻟﻌﻤﺮة واﻻﻧﺘﻈﺎم ﻓﻲ
اداء اﻟﺼﻼة ﻋﻠﻰ اﻟﺤﺎﻟـﺔ اﻟﻨﻔﺴﯿﺔ  ،40وﻣﻦ اﻟﻮﺳﺎﺋﻞ اﻟﻌﻼﺟﯿﺔ ﺷﺎﺋﻌﺔ
اﻻﺳﺘﺨﺪام ﻓﻲ ﻋﻼج اﻻﻣﺮاض اﻟﻨﻔﺴﯿﺔ " اﻟﺰار " اﻟﺘﻲ ﺗﺘﻢ ﻓﻲ ﺣﻠﻘﺎت
ﺟﻤﺎﻋﯿﺔ ﺑﻤﺴﺎﻋﺪة اﯾﻘﺎع ﻣﻮﺳﯿﻘﻲ ﺑﮭﺪف ﺗﮭﺪﺋﺔ اﻷرواح اﻟﺘﻲ ﺗﺘﻠﺒﺲ اﺟﺴﺎد
اﻟﻤﺮﺿﻰ وارﺿﺎﺋﮭﺎ ﺣﺘﻰ ﺗﻜﻒ ﻋﻦ اﯾﺬاء اﻟﻤﺮﯾﺾ .35

وﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﻌﻼج اﻟﻨﻔﺴﻲ اﻟﺤﺪﯾﺚ ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ ﻓﺈﻧﮫ ﯾﻜﺎد ﯾﺘﻮﻓﺮ اﻵن ﻓﻲ
ﻛﻞ اﻟﺒﻠﺪان اﻟﻌﺮﺑﯿﺔ ﻏﯿﺮ ان طﺒﺎع اﻟﻤﺮﺿﻰ اﻟﻌﺮب ﺗﺠﻌﻠﮭﻢ ﻻ ﯾﻤﯿﻠﻮن اﻟﻰ
اﺗﺒﺎع اﻟﺘﻌﻠﯿﻤﺎت اﻟﻄﺒﯿﺔ،36وﻻ ﯾﻘﺘﻨﻊ اﻟﻤﺮﯾﺾ اﻟﻌﺮﺑﻲ ﺑﺎﻟﻌﻼج اﻟﻨﻔﺴﻲ اﻟﺬي
ﯾﻌﺘﺒﺮ ﺑﺎﻟﻨﺴﺒﺔ ﻟﮫ ﻣﺠﺮد ﻛﻼم دون اﺳﺘﺨﺪام اﻷدوﯾﺔ ،وﯾﺘﺠﮫ اﻟﻤﺮﯾﺾ واھﻠﮫ
اﻟﻰ ﺗﻐﯿﯿﺮ اﻟﻄﺒﯿﺐ اﻟﻤﻌﺎﻟﺞ ﺑﺤﺜﺎ ً ﻋﻦ اﻟﺸﻔﺎء،5اﻣﺎ اﻟﻌﻼﻗﺔ ﺑﯿﻦ اﻻطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ
ﻓﻲ اﻟﻤﺠﺘﻤﻊ اﻟﻌﺮﺑﻲ وﺑﯿﻦ اﻟﻤﻌﺎﻟﺠﯿﻦ اﻟﺘﻘﻠﯿﺪﯾﯿﻦ ﻓﺈﻧﮭﺎ ﻣﻮﺿﻊ اھﺘﻤﺎم ﺧﺎص
ﺣﯿﺚ ﯾﺬھﺐ اﻟﻤﺮﺿﻰ اﻟﻲ اﻟﻤﻌﺎﻟﺠﯿﻦ ﻣﻦ ﻏﯿﺮ اﻻطﺒﺎء ﻓﻲ اﻟﺒﺪاﯾﺔ ﺛﻢ ﯾﻠﺠﺄون
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اﻟﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ اﻟﺤﺪﯾﺚ ﺣﯿﻦ ﯾﻔﺸﻞ ﻋﻼﺟﮭﻢ ﺑﺎﻟﻄﺮق اﻟﺘﻘﻠﯿﺪﯾﺔ وﻗﺪ ﯾﺤﺪث
اﻟﻌﻜﺲ ﻓﯿﺬھﺐ اﻟﻤﺮﯾﺾ اﻟﻲ اﻟﻤﻌﺎﻟﺞ اﻟﺘﻘﻠﯿﺪي ﺑﻌﺪ اﻟﻌﻼج ﻟﺪى اﻟﻄﺒﯿﺐ
اﻟﻨﻔﺴﻲ.4
وھﻨﺎ ﻧﺬﻛﺮ ﺑﻌﺾ اﻟﻤﺼﻄﻠﺤﺎت اﻟﺘﻲ ﺗﺴﺘﺨﺪم ﺑﻮاﺳﻄﺔ اﻟﻤﺮﺿﻰ وذوﯾﮭﻢ ﻋﻠﻰ
ﻧﻄﺎق واﺳﻊ ﻓﻲ اﻟﺜﻘﺎﻓﺔ اﻟﻌﺮﺑﯿﺔ .
ﺑﻌﺾ اﻟﻜﻠﻤﺎت اﻟﺪارﺟﺔ ﻟﻠﺘﻌﺒﯿﺮ ﻋﻦ اﻟﻌﻼج ﻓﻲ اﻟﻤﺠﺘﻤﻌﺎت اﻟﻌﺮﺑﯿﺔ:
•
•
•
•
•
•

ﺗﻤﯿﻤﺔ :اﻟﺘﻤﺎﺋﻢ ھﻲ اﺷﯿﺎء ﻟﮭﺎ ﺷﻜﻞ ﻣﻌﯿﻦ ﺗﺪﻓﻊ اﻟﺘﺄﺛﯿﺮ اﻟﻀﺎر ﻟﻠﻌﯿﻦ.
ﺗﻌﻮﯾﺬة :ﻟﻔﺎﺋﻒ ﺗﺤﻮي ﺑﻌﺾ اﻟﻜﻠﻤﺎت او آﯾﺎت ﻗﺮآﻧﯿﺔ ﻟﻠﺸﻔﺎء ﻣﻦ
اﻷﻣﺮاض.
ﺣﺠﺎب :ﻣﺜﻞ اﻟﺘﻌﻮﯾﺬة وﯾﺤﻮى اوراق وﻟﻔﺎﺋﻒ ﺑﮭﺎ ﺑﻌﺾ اﻟﻜﺘﺎﺑﺔ
ﻟﻠﻮﻗﺎﯾﺔ واﻟﻌﻼج.
اﻟﺰار :ﺣﻔﻼت ﺟﻤﺎﻋﯿﺔ ﻣﻌﻈﻢ روادھﺎ ﻣﻦ اﻟﻨﺴﺎء ﺑﮭﺎ ﻋﺰف اﯾﻘﺎﻋﻲ
ﻟﻠﻌﻼج ﻣﻦ اﻷرواح.
اﻟﺤﻀﺮة :ﻣﺼﻄﻠﺢ ﻟﺤﻔﻠﺔ اﻟﺰار ﻓﻲ اﻟﻠﻐﺔ اﻟﺪارﺟﺔ ﺑﻤﺼﺮ.
اﻟﺮﻗﯿﺔ :طﺮﯾﻘﺔ ﻟﻌﻼج ﺗﺄﺛﯿﺮ اﻟﻌﯿﻦ ﺑﺎﺳﺘﺨﺪام آﯾﺎت ﻣﻦ اﻟﻘﺮآن اﻟﻜﺮﯾﻢ.
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:ﻣﺰﯾﺪ ﻣﻦ اﻟﻘﺮاءات ﻓﻲ اﻟﻤﺮاﺟﻊ اﻟﻌﺮﺑﯿﺔ
دﻟﯿﻞ ﻣﻜﺎﻓﺤﺔWPA (2010). اﻟﺠﻤﻌﯿﺔ اﻟﻌﺎﻟﻤﯿﺔ ﻟﻠﻄﺐ اﻟﻨﻔﺴﻲ
 ﻧﻮرﻣﺎن ﺳﺎرﺗﻮرﯾﻮس.وﺻﻤﺔ اﻟﻄﺐ اﻟﻨﻔﺴﻲ واﻻطﺒﺎء اﻟﻨﻔﺴﯿﯿﻦ
3  – ﻋﺪد19 وﻣﺠﻤﻮﻋﺔ ﻣﻦ اﻟﺒﺎﺣﺜﯿﻦ ﻣﻦ ﺑﻠﺪان ﻣﺨﺘﻠﻔﺔ – اﻟﺴﻨﺔ
 )اﻟﻨﺴﺨﺔ اﻟﻌﺮﺑﯿﺔ ﻣﻦ اﻟﻤﺠﻠﺔ اﻟﻌﺎﻟﻤﯿﺔ ﻟﻠﻄﺐ2010 – اﻛﺘﻮﺑﺮ
.(اﻟﻨﻔﺴﻲ
اﻟﻤﻜﺘﺐ اﻹﻗﻠﯿﻤﻲ ﻟﺸﺮق اﻟﻤﺘﻮﺳﻂ؛- ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ
، اﻟﺒﯿﺎﻧﺎت اﻟﻤﺴﺘﺠﺪة، اﻟﻤﻔﺎھﯿﻢ:ﻣﺘﺮﺟﻢ ﺗﻌﺰﯾﺰ اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔ
 اﻟﻤﻜﺘﺐ،ﻣﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ/ اﻟﺘﻘﺮﯾﺮ اﻟﻤﺨﺘﺼﺮ:اﻟﻤﻤﺎرﺳﺔ
. ﺟﻨﯿﻒ۲۰۰٤. (ISBN: اﻹﻗﻠﯿﻤﻲ ﻟﺸﺮق اﻟﻤﺘﻮﺳﻂ ص
اﻟﺒﻠﺪان-اﻟﺴﯿﺎﺳﺔ اﻟﺼﺤﻲ.٤ وﻗﺎﯾﺔ وﻣﻜﺎﻓﺤﺔ- إﺿﻄﺮاﺑﺎت ﻧﻔﺴﯿﺔ
اﻟﻤﻜﺘﺐ اﻹﻗﻠﯿﻤﻲ ﻟﻤﻨﻈﻤﺔ اﻟﺼﺤﺔ اﻟﻌﺎﻟﻤﯿﺔ ﻟﺸﺮق اﻟﺒﺤﺮ-اﻟﻨﺎﻣﯿﺔ
. ISBN: اﻟﻤﺘﻮﺳﻂ
 اﻟﺸﺒﻜﺔ اﻟﻌﺮﺑﯿﺔ ﻟﻠﻌﻠﻮم اﻟﻨﻔﺴﯿﺔ – ﺳﻠﺴﻠﺔ.(2018)ﺟﻤﺎل اﻟﺘﺮﻛﻲ
.اﺻﺪارات ﻓﻲ اﻟﻌﻠﻮم اﻟﻨﻔﺴﯿﺔ اﻟﻌﺮﺑﯿﺔ
(" ﺗﺄﺛﯿﺮ اﻟﺨﻠﻔﯿﺔ اﻟﺜﻘﺎﻓﯿﺔ واﻹﺟﺘﻤﺎﻋﯿﺔ1995) ﻟﻄﻔﻲ اﻟﺸﺮﺑﯿﻨﻲ
،ﻋﻠﻰ اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﻓﻲ اﻟﺒﯿﺌﺔ اﻟﻌﺮﺑﯿﺔ " ﻣﺠﻠﺔ اﻟﺜﻘﺎﻓﺔ اﻟﻨﻔﺴﯿﺔ
.24  اﻟﻌﺪد،ﻟﺒﻨﺎن
( وﺻﻤﺔ اﻟﻤﺮض اﻟﻨﻔﺴﻲ ﻓﻲ اﻟﺒﯿﺌﺔ1997) ﻟﻄﻔﻲ اﻟﺸﺮﺑﯿﻨﻲ
 اﻟﺜﻘﺎﻓـﺔ اﻟﻨﻔﺴﯿـﺔ اﻟﻤﺘﺨﺼﺼــﺔ ﺗﺼﺪر ﻋﻦ ﻣﺮﻛﺰ.اﻟﻌﺮﺑﯿﺔ
– اﻟﻌﺪد اﻟﺤﺎدي واﻟﺜﻼﺛﻮن- اﻟﺠﺴﺪﯾﺔ-اﻟﺪراﺳﺎت اﻟﻨﻔﺴﯿﺔ واﻟﻨﻔﺴﯿﺔ
1997 (اﻟﻤﺠﻠﺪ اﻟﺜﺎﻣﻦ – ﺗﻤﻮز )ﯾﻮﻟﯿﻮ
اﻟﻄﺐ اﻟﻨﻔﺴﻲ واﻟﻘﺎﻧﻮن – )اﻟﻄﺒﻌﺔ2001 ﻟﻄﻔﻲ اﻟﺸﺮﺑﯿﻨﻲ
.ﺑﯿﺮوت- دار اﻟﻨﮭﻀﺔ- (اﻟﺜﺎﻧﯿﺔ
 ﻣﻮﺳﻮﻋﺔ ﺷﺮح اﻟﻤﺼﻄﻠﺤﺎت اﻟﻨﻔﺴﯿﺔ2001 ﻟﻄﻔﻲ اﻟﺸﺮﺑﯿﻨﻲ
. ﺑﯿﺮوت- دار اﻟﻨﮭﻀﺔ اﻟﻌﺮﺑﯿﺔ- ()ﺑﺎﻟﻠﻐﺔ اﻟﻌﺮﺑﯿﺔ واﻹﻧﺠﻠﯿﺰﯾﺔ
 ﻣﻌﺠﻢ ﻣﺼﻄﻠﺤﺎت اﻟﻄﺐ2003 ﻟﻄﻔﻲ اﻟﺸﺮﺑﯿﻨﻲ
•
 ﻣﺮﻛﺰ ﺗﻌﺮﯾﺐ اﻟﻌﻠﻮمDictionary of Psychiatry -اﻟﻨﻔﺴﻲ
.اﻟﻜﻮﯾﺖ- ﺟﺎﻣﻌﺔ اﻟﺪول اﻟﻌﺮﺑﯿﺔ- اﻟﺼﺤﯿﺔ
– ( اﻻﺷﺎرات اﻟﻨﻔﺴﯿﺔ ﻓﻲ اﻟﻘﺮآن اﻟﻜﺮﯾﻢ2016) ﻟﻄﻔﻲ اﻟﺸﺮﺑﯿﻨﻲ
.دار اﻟﻌﻠﻢ واﻻﯾﻤﺎن –ﻣﺼﺮ
 ﻣﻜﺘﺒﺔ،“ ( " اﻟﻄﺐ اﻟﻨﻔﺴﻲ واﻟﻘﻀﺎء1994) ﻗﺘﯿﺒﺔ اﻟﺠﻠﺒﻰ
. اﻟﻘﺎھﺮة،اﻷﻧﺠﻠﻮ
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Abstract
In the current paper, Arabic cultural psychiatry and cultural background of the mental health of Arabs are investigated.
Awareness of concepts in Arab culture, customs, relationship patterns and ways of verbal and non-verbal communication
help the understanding of psychiatric conditions in Arab patients. The influence of the Arabic language on expression and
presentation of mental illness is discussed. Concepts and beliefs about mental illness in Arab culture include sorcery,
possession by “Jin” and the effect of evil eye. Public negative attitudes to mental illness are discussed together with the
stigma attached to psychiatry in Arab culture. There are certain implications of the extended family pattern and gender role
(role of women) in psychiatry in Arab communities.
Regarding psychopathology and presentation of mental disorders in Arab patients, there are certain variations in features
and presenting symptoms. One of the main professional observations is the preponderance of somatic complaints as an
indirect expression of psychiatric conditions. Affective disorders, schizophrenia, conversion reaction and OCD are among
the psychiatric disorders, which tend to have characteristic presentation in Arab patients.
In the current review, certain professional observations about therapy for mental disorders in Arab culture are discussed.
Among the therapeutic practices and modalities described in Arab culture are lay methods of treatment, traditional healers’
practices, visiting the shrines and “El-Zar “, in addition to modern psychiatric services.
Based on the discussion of these professional observations about psychiatry in Arab culture, further research into cultural
psychiatric phenomena and investigation of the influence of culture on psychiatry in Arab communities is recommended.
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اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻓﻲ اﻟﺤﻀﺎرة اﻟﻌﺮﺑﯿﺔ اﻻﺳﻼﻣﯿﺔ :ﻣﻨﻈﻮر ﺗﺎرﯾﺨﻲ
ﻣﺤﻤﻮد اﻟﺤﺎج ﻗﺎﺳﻢ ﻣﺤﻤﺪ ،ﻣﮭﺎ ﺳﻠﯿﻤﺎن ﯾﻮﻧﺲ

Psychiatry in the Arab Islamic Civilization: Historical Perspective
Mahmood Haj Kasim Mohamad, Maha Sulaiman Younis

اﻟﺨﻼﺻﺔ
ﺗﮭﺪف ھﺬه اﻟﻮرﻗﺔ اﻟﻰ ﺗﺴﻠﯿﻂ اﻟﻀﻮء ﻋﻠﻰ ﺗﺎرﯾﺦ اﻟﻄﺐ اﻟﻨﻔﺴﻲ ﻋﻠﻤﺎ وﺻﻨﻌﺔ ﻓﻲ اﻟﺤﻀﺎرة اﻟﻌﺮﺑﯿﺔ اﻻﺳﻼﻣﯿﺔ وﺑﯿﺎن دور اﻟﻌﻠﻤﺎء اﻟﻤﺴﻠﻤﯿﻦ ﻓﻲ ﺗﻄﻮر ھﺬا اﻟﺘﺨﺼﺺ
اﻟﻤﮭﻢ .ﻟﻘﺪ ﺑﺮزت اﻟﻤﻌﺮﻓﺔ اﻟﻄﺒﯿﺔ ﺑﺸﻜﻞ ﻋﺎم ﻓﻲ ﺑﻐﺪاد وﺟﻨﺪﯾﺴﺎﺑﻮر وﻗﺮطﺒﺔ ﺣﯿﺚ أﺻﺒﺤﺖ ھﺬه اﻟﻤﺪن اﻟﺜﻼث ﻣﺮاﻛﺰا ً ﺗﻨﻮﯾﺮﯾﮫ ﻟﻠﺘﻌﻠﯿﻢ اﻟﻄﺒﻲ وارﺳﺎء ﻗﻮاﻋﺪ ﻟﺘﻨﻈﯿﻢ
ﻣﻤﺎرﺳﺔ ﻣﮭﻨﺔ اﻟﻄﺐ أﺑﺎن اﻟﻘﺮون  10-7اﻟﻤﯿﻼدي ﻋﻦ طﺮﯾﻖ اﻟﻨﻘﻞ واﻟﺘﺮﺟﻤﺔ واﻟﺘﺄﻟﯿﻒ وﺧﺼﻮﺻﺎ ً ﻓﻲ ﺑﻐﺪاد ﺑﺪﻋﻢ ﻣﻦ ﺧﻠﻔﺎء ﺑﻨﻲ اﻟﻌﺒﺎس .أھﺘﻢ اﻟﻌﻠﻤﺎء اﻟﻌﺮب
واﻟﻤﺴﻠﻤﻮن ﺑﻤﺒﺎدئ اﻟﻄﺐ اﻟﻨﻔﺴﻲ واﺟﺘﮭﺪوا ﻓﻲ أدﺧﺎل اﻟﻤﻨﮭﺞ اﻟﻌﻠﻤﻲ وﻣﺤﺎوﻟﺔ اﺧﺮاﺟﮫ ﻣﻦ داﺋﺮة اﻟﺴﺤﺮ واﻟﺸﻌﻮذة ﻛﻤﺎ ظﮭﺮ ﻓﻲ طﺮﯾﻘﺔ ﻓﮭﻢ وﻋﻼج اﻻطﺒﺎء اﻻواﺋﻞ
ﻣﺜﻞ ﺑﻦ ﻋﻤﺮان واﻟﺮازي واﺑﻦ ﺳﯿﻨﺎ و اﻟﺒﻐﺪادي واﺑﻦ ﻣﺎﺳﻮﯾﮫ اﻟﺬﯾﻦ ﺗﻨﺎوﻟﻮا )اﻟﻤﺎﻟﯿﻨﺨﻮﻟﯿﺎ( ﺑﺎﻟﻮﺻﻒ واﻟﺘﺤﻠﯿﻞ وﺳﺒﻞ اﻟﻌﻼج وﻗﺪﻣﻮا ﺗﻔﺴﯿﺮا ً ﻟﻸﻋﺮاض اﻟﺮﺣﺎﻣﯿﺔ
)اﻟﮭﺴﺘﯿﺮﯾﺎ( ﻣﻘﺎرﺑﺎ ً ﻟﻠﻌﻠﻢ اﻟﺤﺪﯾﺚ ﻣﻦ ﺣﯿﺚ ﺗﺴﺒﺐ اﻟﻌﻮاﻣﻞ اﻟﻌﺎطﻔﯿﺔ ﻓﻲ أﺣﺪاث ھﻜﺬا اﺧﺘﻼﻻت ﺑﺪﻧﯿﺔ وﻛﺎن ﻟﻜﺘﺎﺑﻲ اﻟﺮازي )اﻟﺤﺎوي( و)اﻟﻤﻨﺼﻮري( وأﺑﻦ ﺳﯿﻨﺎ
)اﻟﻘﺎﻧﻮن( ﺑﺎﻹﺿﺎﻓﺔ اﻟﻰ ﻣﻘﺎﻻت ورﺳﺎﺋﻞ ﻋﺪة ﻓﻲ ﺷﺮح أﻋﺮاض اﻟﻘﻠﻖ واﻻﻛﺘﺌﺎب ،أﻛﺒﺮ اﻻﺛﺮ ﻓﻲ اﻟﻨﮭﻀﺔ اﻟﻌﻠﻤﯿﺔ ﻓﻲ أورﺑﺎ ﻓﻲ ﻋﻠﻮم اﻟﻄﺐ .ﻣﻦ ﺟﺎﻧﺒﮫ ،أﺳﮭﺐ اﻟﻌﺎﻟﻢ
اﻟﺒﻠﺨﻲ ﻓﻲ ﺷﺮح ﻣﺴﺒﺒﺎت وأﻋﺮاض اﻟﻐﻢ واﻟﻮﺳﺎوس وﺣﻠﻞ ﻣﻨﺸﺄھﺎ ﻋﺎرﺿﺎ ً طﺮق ﻋﻼﺟﮭﺎ ﺑﻮاﺳﻄﺔ اﻻﯾﺤﺎء اﻟﺬاﺗﻲ واﺳﺘﺨﺪام وﺳﺎﺋﻞ اﻟﺪﻓﺎع اﻟﻨﻔﺴﯿﺔ اﻟﻜﺎﻣﻨﺔ ﻓﻲ اﻟﻌﻘﻞ
اﻟﺒﺎطﻦ  .أﻗﺮ اﻟﻌﻠﻤﺎء اﻟﻤﺴﻠﻤﻮن ﻣﺒﺪأ اﻟﻌﻼج ﺑﺎﻹﯾﺤﺎء ووﺳﺎﺋﻞ اﻟﺘﺮﻓﯿﮫ ﻛﺎﻟﻤﻮﺳﯿﻘﻰ ﻟﻠﻤﺮﺿﻰ اﻟﻨﻔﺴﯿﯿﻦ ﻓﻲ ﻣﺴﺘﺸﻔﯿﺎت ﺑﻐﺪاد.
ﻛﻠﻤﺎت ﻣﻔﺘﺎﺣﯿﮫ :اﻟﻄﺐ اﻟﻨﻔﺴﻲ ،اﻟﺤﻀﺎرة اﻟﻌﺮﺑﯿﺔ اﻹﺳﻼﻣﯿﺔ ،اﻟﺨﻼﻓﺔ ،ﻣﻨﻈﻮر ﺗﺎرﯾﺨﻲ ،اﻟﺮازي ،اﺑﻦ ﺳﯿﻨﺎ
اﻟﺪﻋﻢ :ﻻ ﯾﻮﺟﺪ

ﻣﻘﺪﻣﺔ

أﺷﮭﺮ اﻟﻤﺴﺘﺸﻔﯿﺎت واﻻطﺒﺎء

ﻧﻈﺮة ﻋﺎﻣﺔ اﻟﻰ ﺗﻄﻮر اﻟﻌﻠﻮم اﻟﻄﺒﯿﺔ

ﺑﻠﻐﺖ ﺣﺮﻛﺔ أﻧﺸﺎء وﺗﻄﻮﯾﺮ اﻟﻤﺴﺘﺸﻔﯿﺎت أوﺟﮭﺎ ﻓﻲ ﻋﺼﺮ اﻟﺨﻼﻓﺔ اﻟﻌﺒﺎﺳﯿﺔ
ﻓﻔﻲ ﺑﻐﺪاد ،أﻧﺸﺎ اﻟﺨﻠﯿﻔﺔ ھﺎرون اﻟﺮﺷﯿﺪ ) 809-786م( ﺑﯿﻤﺎرﺳﺘﺎن اﻟﺮﺷﯿﺪ
وأﺳﻨﺪ رﺋﺎﺳﺘﮫ اﻟﻰ ﻣﺎﺳﻮﯾﮫ اﻟﺨﻮزي أﺣﺪ ﻣﺸﺎھﯿﺮ اﻻطﺒﺎء ﻓﻲ ﺟﻨﺪﯾﺴﺎﺑﻮر
وﻋﻤﻞ ﻓﯿﮫ طﺒﯿﺒﮫ اﻟﺨﺎص ﺟﺒﺮاﺋﯿﻞ ﺑﻦ ﺑﺨﺘﯿﺸﻮع ،وﺑﯿﻤﺎرﺳﺘﺎن اﻟﺒﺮاﻣﻜﺔ
وﺑﯿﻤﺎرﺳﺘﺎن ﺑﺪر ﻓﻲ زﻣﻦ اﻟﺨﻠﯿﻔﺔ اﻟﻤﻌﺘﻀﺪ ) 902-892م( وﺑﯿﻤﺎرﺳﺘﺎن
اﻟﺴﯿﺪة اﻟﺬي أﺳﺴﺘﮫ أم اﻟﺨﻠﯿﻔﺔ اﻟﻤﻘﺘﺪر ﺳﻨﺔ  918م وﺑﯿﻤﺎرﺳﺘﺎن اﻟﻤﻘﺘﺪري
 918م واﺑﻦ اﻟﻔﺮات  932م وﻋﻠﻲ ﺑﻦ ﻋﯿﺴﻰ 914م وﺑﺎب اﻟﻤﺤﻮل 1031
م .وﻓﻲ ﻣﺼﺮ أﺳﺲ اﻟﺨﻠﯿﻔﺔ اﻟﻤﺘﻮﻛﻞ ﺑﯿﻤﺎرﺳﺘﺎن اﻟﻤﻐﺎﻓﺮ ) 961-847م( .2
ﻓﻲ ﻋﺼﺮ اﻟﺨﻼﻓﺔ اﻟﻌﺒﺎﺳﯿﺔ ،ﺗﻄﻮرت اﻟﻌﻠﻮم اﻟﻄﺒﯿﺔ ﺑﺸﻜﻞ ﺟﻠﻲ وﻋﻠﻰ أﻛﺘﺎف
ﺛﻠﺔ ﻣﻦ أﺷﮭﺮ ﻋﻠﻤﺎء اﻟﻄﺐ ﻓﻲ اﻟﻌﺎﻟﻢ اﻧﺬاك وﻣﻨﮭﻢ ﺟﻮﺟﯿﻮس ﺑﻦ ﺑﺨﺘﯿﺸﻮع
اﻟﻨﺴﻄﻮري اﻟﺬي دﺧﻞ ﺑﻐﺪاد ﻣﻦ ﺟﻨﺪﯾﺴﺎﺑﻮر ﺑﻄﻠﺐ ﻣﻦ اﻟﺨﻠﯿﻔﺔ اﺑﻮ ﺟﻌﻔﺮ
اﻟﻤﻨﺼﻮر ﻟﯿﺼﺒﺢ طﺒﯿﺐ اﻟﺨﻠﯿﻔﺔ وﻣﻦ ﺑﻌﺪه أوﻻده ﻟﺰﻣﻦ ﯾﻘﺎرب اﻟﺜﻼﺛﺔ
ﻗﺮون ،وﻣﻦ اﻟﺒﺎرزﯾﻦ اﯾﻀﺎ ً أﺳﺮة ﻣﺎﺳﻮﯾﮫ اﻟﺨﻮزي  830م وﺣﻨﯿﻦ ﺑﻦ أﺳﺤﻖ
اﻟﻌﺒﺎدي اﻟﺬي ﺗﺮك ﻗﺮاﺑﺔ ال  140ﻛﺘﺎﺑﺎ ً ﺑﺎﻟﻐﺔ اﻟﻌﺮﺑﯿﺔ واﻟﺴﺮﯾﺎﻧﯿﮫ وﺗﺮﺟﻢ
ﻛﺘﺐ ﺟﺎﻟﯿﻨﻮس واﺑﻘﺮاط  .2اﻣﺎ اﺑﻮﺑﻜﺮ اﻟﺮازي ) 925-865م( ﻓﯿﻤﻜﻦ اﻋﺘﺒﺎره
ﻛﺄﺧﺼﺐ ﻋﻘﻠﯿﮫ طﺒﯿﮫ ظﮭﺮت ﻓﻲ اﻟﻌﺎﻟﻢ اﻟﺸﺮﻗﻲ واﻟﻐﺮﺑﻲ وظﻠﺖ ﻣﺆﻟﻔﺎﺗﮫ
اﻟﻄﺒﯿﺔ ﺗﺪرس ﻟﻘﺮون ﻋﺪة ﻓﻲ ﻣﺪارس اﻟﻄﺐ اﻷورﺑﯿﺔ ﻛﻜﺘﺎب اﻟﺤﺎوي اﻟﺸﺎﻣﻞ
ﻓﻲ اﻟﻄﺐ وﻛﺘﺎب اﻟﻤﻨﺼﻮري وﻋﺮف ﻋﻨﮫ اﻟﺠﻤﻊ ﺑﯿﻦ اﻟﻔﻠﺴﻔﺔ واﻟﻄﺐ
وﺣﺪاﺛﺔ أﻓﻜﺎره وﻟﮫ  109ﻛﺘﺎب وﻣﻘﺎﻟﮫ ﻓﻲ ﺻﻨﻮف اﻻﻣﺮاض اﻟﻤﺨﺘﻠﻔﺔ وﻣﻨﮭﺎ
اﻻﻣﺮاض اﻟﻨﻔﺴﯿﺔ واﻟﻌﺼﺒﯿﺔ أﻋﻘﺒﮫ ﻋﺎﻟﻢ أﺧﺮ ﻻ ﯾﻘﻞ ﻋﻨﮫ ﻋﺒﻘﺮﯾﺔ اﻻ وھﻮ
ﻋﻠﻲ اﻟﺤﺴﯿﻦ ﺑﻦ ﻋﻠﻲ ﺑﻦ ﺳﯿﻨﺎ ) 1037-980م ( اﻟﻤﻠﻘﺐ ﺑﺎﻟﺸﯿﺦ اﻟﺮﺋﯿﺲ
وأﺑﻮ اﻟﻄﺐ اﻟﺤﺪﯾﺚ وظﻞ ﻛﺘﺎﺑﮫ اﻟﺒﺎرز اﻟﻘﺎﻧﻮن ﻓﻲ اﻟﻄﺐ  ،اﻟﻤﺮﺟﻊ اﻟﺮﺋﯿﺲ
ﻓﻲ اﻟﻌﻠﻮم اﻟﻄﺒﯿﺔ ﻓﻲ أورﺑﺎ ﺣﺘﻰ أواﺧﺮ اﻟﻘﺮن اﻟﺴﺎﺑﻊ ﻋﺸﺮ وﺳﻤﻲ ﺑﺎﻧﺠﯿﻞ
اﻟﻄﺐ وﻟﮫ ﻣﺎ ﯾﻘﺎرب ال 200ﻛﺘﺎب وﻣﻘﺎﻟﮫ . 2,3أﺳﺘﻤﺮ اﻟﺘﻌﻠﯿﻢ اﻟﻄﺒﻲ
ﺑﺎﻻزدھﺎرﺣﯿﺚ ﺷﯿﺪ اﻟﺨﻠﯿﻔﮫ اﻟﻤﺴﺘﻨﺼﺮ ﺑﺎ� اﻟﻤﺪرﺳﮫ اﻟﻤﺴﺘﻨﺼﺮﯾﮫ ﻋﻠﻰ
ﺿﻔﺎف دﺟﻠﮫ ﻓﻲ ﺑﻐﺪاد ﻋﺎم  1233م ﻟﺘﻜﻮن أول ﺟﺎﻣﻌﮫ ﺗﺸﺘﻤﻞ ﻋﻠﻰ ﻛﻠﯿﺎت

ﺷﮭﺪ اﻟﻌﺎﻟﻢ اﻟﻌﺮﺑﻲ واﻻﺳﻼﻣﻲ ﻧﮭﻀﮫ ﻋﻠﻤﯿﮫ ﺷﺎﻣﻠﮫ ﻓﻲ اﻟﻘﺮون  10-7م
ﺧﺼﻮﺻﺄ ﻓﻲ ﺑﻐﺪاد اﻟﺘﻲ أﺻﺒﺤﺖ أﺣﺪ أھﻢ ﻣﺮاﻛﺰ اﻟﺘﻌﻠﯿﻢ اﻟﻄﺒﻲ وﻧﺸﻄﺖ
ﻓﯿﮭﺎ ﺣﺮﻛﺔ اﻟﺘﺄﻟﯿﻒ وﻟﺘﺮﺟﻤﮫ ﺑﺈﺳﻨﺎد اﻟﺨﻠﻔﺎء اﻟﻌﺒﺎﺳﯿﯿﻦ  ،ﺗﺮاﻓﻖ ﻣﻊ ھﺬه
اﻟﻨﮭﻀﺔ اﻟﻌﻠﻤﯿﺔ إرﺳﺎء ﻗﻮاﻋﺪ وأﺻﻮل ﻟﻤﻤﺎرﺳﮫ اﻟﻤﮭﻨﺔ وﺗﻨﻘﯿﺘﮭﺎ ﺑﻤﺎ ﯾﺸﻮﺑﮭﺎ
ﻣﻦ ﺗﺪﺧﻞ اﻟﺠﮭﻼء واﻟﻤﺸﻌﻮذﯾﻦ وﺻﺎر ﻟﺰاﻣﺎ ّ ﻋﻠﻰ اﻷطﺒﺎء اﻟﺘﻘﯿﺪ ﺑﮭﺎ وﻛﺎن ﻻ
ﯾﺴﻤﺢ ﺑﺎﻻﺷﺘﻐﺎل ﻓﻲ ﺻﻨﺎﻋﺔ اﻟﻄﺐ ﻟﻤﻦ ﻻ ﯾﺤﺼﻞ ﻋﻠﻰ اﺟﺎزة اﻟﻤﻤﺎرﺳﺔ
واﺳﺘﯿﻔﺎء ﺷﺮوطﮭﺎ ﻣﻦ دون اﻟﺮﺟﻮع اﻟﻰ اﻟﺤﻜﯿﻢ ﺳﻨﺎن ﺑﻦ ﺛﺎﺑﺖ ﺻﺎﺣﺐ
ﺳﻠﻄﺔ ﻣﻨﺢ اﻹﺟﺎزة ﺑﻤﺎ ﯾﺸﺎﺑﮫ ﻣﻨﺼﺐ ﻧﻘﯿﺐ اﻻطﺒﺎء ﻓﻲ اﻟﻮﻗﺖ اﻟﺤﺎﺿﺮ ،
ﻛﺬﻟﻚ ﯾﺨﻀﻊ ﻣﻦ ﯾﻤﺎرس ﻣﮭﻨﺔ اﻟﻄﺐ اﻟﻰ اﻟﺮﻗﺎﺑﺔ اﻟﻤﮭﻨﯿﮫ ﻣﻦ ﻗﺒﻞ
)اﻟﻤﺤﺘﺴﺐ( اﻟﻤﺮﺗﺒﻂ ﺑﺪﯾﻮان اﻟﺤﺴﺒﺔ ﻓﻲ ﻗﺼﺮ اﻟﺨﻼﻓﺔ واﻟﺘﻔﺘﯿﺶ ﻋﻦ اﻟﻨﻈﺎﻓﺔ
واﻟﺘﻌﻘﯿﻢ ﺑﺎﻟﺤﺮق ﻟﻸدوات اﻟﻄﺒﯿﺔ ﻓﻲ اﻟﻌﯿﺎدات اﻟﺘﻲ ﻛﺎن ﻣﻘﺮھﺎ ﻓﻲ ﻣﻨﺎزل
اﻷطﺒﺎء وﯾﺠﺮى اﻟﺘﺪﻗﯿﻖ ﺑﺴﺆال اﻟﻨﺎس ﻋﻦ ﺳﻤﻌﮫ اﻟﻄﺒﯿﺐ اﻷﺧﻼﻗﯿﺔ ﻛﻨﻈﺎم
ﻣﺸﺎﺑﮫ ﻻﺳﻠﻮب اﻟﺘﻐﺬﯾﺔ اﻟﺮاﺟﻌﺔ اﻟﺤﺪﯾﺚ  . 1ﻟﻘﺪ أﺷﺎر اﻟﺸﯿﺮزي ﻓﻲ ﻛﺘﺎﺑﮫ
)ﻧﮭﺎﯾﺔ اﻟﺮﺗﺒﺔ ﻓﻲ طﻠﺐ اﻟﺤﺴﺒﺔ( ﻋﺎم  578ھﺠﺮﯾﮫ اﻟﻰ اﻟﺤﺎدﺛﺔ اﻟﺘﻲ أﻣﺮ ﻓﯿﮭﺎ
اﻟﺨﻠﯿﻔﺔ اﻟﻤﻘﺘﺪر ) 932-908م( ﺑﺠﻤﻊ أطﺒﺎء ﺑﻐﺪاد اﻟﺒﺎﻟﻎ ﻋﺪدھﻢ 680
وإﺧﻀﺎﻋﮭﻢ ﻹﻋﺎدة ﺗﻘﯿﯿﻢ اﻟﺼﻼﺣﯿﺔ اﻟﻌﻠﻤﯿﺔ ﻣﻦ ﻗﺒﻞ ﺳﻨﺎن ﺑﻦ ﺛﺎﺑﺖ ﻓﻲ ﻋﻠﻮم
اﻟﻄﺐ واﻟﺠﺮاﺣﺔ واﻟﻌﻘﺎﻗﯿﺮ )اﻻﻗﺮﺑﺎذﯾﻦ ( ,ﻛﻤﺎ ﺳﻨﺖ ﺷﺮوط واﺟﺐ ﺗﻮﻓﺮھﺎ
ﻓﻲ اﻟﻘﺒﻮل ﺑﻄﺎﻟﺐ اﻟﻄﺐ ﻟﺨﺼﮭﺎ اﺑﻦ رﺿﻮان اﻟﻰ ﺳﺒﻊ ﺻﻔﺎت ﻋﺎم 440
ھﺠﺮﯾﮫ أھﻤﮭﺎ  :أن ﯾﻜﻮن ﺗﺎم اﻟﺨﻠﻖ ﺻﺤﯿﺢ اﻷﻋﻀﺎء ﺟﯿﺪ اﻟﺮواﯾﺔ وذو
ﻣﻈﮭﺮ ﺣﺴﻦ  ،ﺣﺴﻦ اﻟﺴﻤﻌﺔ ﻛﺘﻮﻣﺎ ّ ﻋﻔﯿﻒ اﻟﻨﻈﺮ وواﻋﯿﺎ ً ﻹﻛﻤﺎل ﻋﻠﻤﮫ
واﻻﺳﺘﺰادة ﻣﻨﮫ ﺑﻌﺪ ﻧﯿﻠﮫ اﻻﺟﺎزة ,ان ﻻ ﯾﻜﻮن ﺳﺎﻋﯿﺎ ً ﻟﺠﻨﻲ اﻟﻤﺎل ﻓﻲ اﻟﺪرﺟﺔ
اﻻوﻟﻰ  . 1ﺗﺮﺳﺨﺖ ﺣﺮﻛﺔ اﻟﻨﻘﻞ واﻟﺘﺮﺟﻤﮫ ﺑﺎﻧﺸﺎء )ﺑﯿﺖ اﻟﺤﻜﻤﺔ( ﻋﻠﻰ ﯾﺪ
اﻟﺨﻠﯿﻔﮫ اﻟﻤﺎﻣﻮن واﻟﺘﻲ أﺷﺘﻤﻠﺖ ﻋﻠﻰ اﻻف اﻟﻜﺘﺐ واﻟﻤﺨﻄﻮطﺎت اﻟﻌﻠﻤﯿﺔ ﻣﻨﮭﺎ
اﻟﻄﺒﯿﺔ ،دﻣﺮت ﺑﺎﻟﻜﺎﻣﻞ وﺗﻢ ﺣﺮق  8اﻻف ﻛﺘﺎب ﻋﺎم  1258م ﺑﺎﺣﺘﻼل ﺟﯿﺶ
2,3
ھﻮﻻﻛﻮ ﻟﺒﻐﺪاد.
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1,2,
اﻟﻄﻠﺒﺔ ﺑﻤﺎ ﯾﻤﺎﺛﻞ اﻟﻤﺴﺘﺸﻔﻰ اﻟﺘﻌﻠﯿﻤﻲ.

طﺒﺎﺑﺔ اﻻﻣﺮاض اﻟﻌﻘﻠﯿﺔ واﻟﻨﻔﺴﯿﺔ
طﺒﺎﺑﺔ اﻷﻣﺮاض اﻟﻌﻘﻠﯿﺔ ھﻲ اﺣﺪ ﻓﺮوع اﻟﻄﺐ اﻟﮭﺎﻣﮫ وﻟﻌﻠﮭﺎ اﻷﻛﺜﺮ ﻟﺒﺴﺎ ً
ﻟﻠﻔﮭﻢ ﻟﺪى اﻟﻌﺎﻣﺔ ﺑﻞ وأﺣﯿﺎﻧﺎ ً ﻟﺪى اﻷطﺒﺎء ﻓﻲ اﻟﺘﺨﺼﺼﺎت اﻻﺧﺮى ﻟﻤﺎ
اﻛﺘﻨﻒ اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﻣﻦ ﻏﻤﻮض ﻓﻲ ﻧﺸﺄﺗﮭﺎ واًﻋﺮاﺿﮭﺎ اﻟﻤﺘﺒﺎﯾﻨﺔ اﻟﺸﺪة
واﻟﺼﻔﺎت و اﺑﺘﻌﺎدھﺎ ﻋﻦ ﺧﺮﯾﻄﺔ ﺗﺸﺮﯾﺤﯿﺔ وﻓﺴﻠﺠﯿﺔ ﻣﺤﺪدة ﻓﻲ اﻟﺒﺪن ﻣﻤﺎ
ﯾﺜﯿﺮ ﻗﻠﻖ اﻟﻤﺤﯿﻄﯿﻦ وﯾﺒﻌﺚ اﻟﺸﻚ أو ﻏﺎﻟﺒﺎ ً اﻟﯿﻘﯿﻦ ان ﻣﺎ ﯾﺤﺪث ﻻ ﯾﻤﻜﻦ
ﺗﻔﺴﯿﺮه ﺑﻤﻔﺮدة اﻟﻤﺮض واﻻﻟﻢ وﻣﺎ ﯾﺘﻌﻠﻖ ﺑﮭﺎ ﻣﻦ طﺐ وﻋﻼج ﻋﻘﺎﻗﯿﺮي ﺑﻞ
ھﻮ اًﻗﺮب ﻣﺎ ﯾﻜﻮن اﻟﻰ ﻣﻔﮭﻮم اﻟﺘﻠﺒﺲ واﻟﻤﺲ ﺑﻘﻮى ﻏﯿﺮ ﺑﺸﺮﯾﮫ أو ﺗﺄﺛﯿﺮ
اﻟﺴﺤﺮ واﻟﺤﺴﺪ وﻏﯿﺮھﺎ ﻣﻦ اﻟﻌﻮاﻣﻞ اﻟﺪﯾﻨﯿﺔ واﻟﺮوﺣﯿﺔ  ،وﻟَﻢ ﯾﻘﺘﺼﺮ ھﺬا
اﻟﻤﻔﮭﻮم ﻋﻠﻰ ﺣﻀﺎرة ﺑﻌﯿﻨﮭﺎ ﺑﻞ ﯾﻜﺎد ﯾﻌﻢ ﻋﻠﻰ اﻟﻤﺠﺘﻤﻌﺎت اﻻﻧﺴﺎﻧﯿﺔ ﻓﻲ
اًﺻﻘﺎع اﻟﻌﺎﻟﻢ و ﻣﻨﺬ اًزﻣﺎن ﺳﺤﯿﻘﺔ ﻓﻲ اﻟﻘﺪم وﻣﺎ زاﻟﺖ ھﺬه اﻟﻤﻔﺎھﯿﻢ ﺗﮭﯿﻤﻦ
ﻋﻠﻰ ﺗﻔﻜﯿﺮ اﻟﻤﻼﯾﯿﻦ اﻟﻰ ﯾﻮﻣﻨﺎ ھﺬا رﻏﻢ اﻟﻄﻔﺮات اﻟﻌﻠﻤﯿﺔ اﻟﻌﻤﻼﻗﺔ ﻓﻲ
ﺗﺸﺨﯿﺺ وﻋﻼج اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ وازدﯾﺎد اﻟﻮﻋﻲ اﻟﺼﺤﻲ  .ﻛﺎﻧﺖ ﻟﮭﺬه
اﻟﻤﻔﺎھﯿﻢ اﻟﻤﻐﻠﻮطﺔ اًﺛﺮھﺎ اﻟﺴﻲء ﻋﻠﻰ اﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﺿﻄﺮاﺑﺎت ﻧﻔﺴﯿﮫ ﻓﻲ
أورﺑﺎ ﻓﻲ اﻟﻘﺮون اﻟﻮﺳﻄﻰ وﺧﺼﻮﺻﺎ ً اﻟﺤﺎدة ﻣﻨﮭﺎ وﻟﺪى اﻟﻨﺴﺎء ﻏﺎﻟﺒﺎ ً ﺣﯿﺚ
وﺻﻞ اﻟﺬﻋﺮ ﻣﻦ ھﻜﺬا ﻣﺮﺿﻰ اﻟﻰ ﺣﺪ اﻟﺘﺨﻠﺺ ﻣﻨﮭﻦ ﺑﺎﻟﺤﺮق ﻓﻲ ﺳﺎﺣﺎت
اﻟﻤﺪن ﻛﻮﺳﯿﻠﺔ ﻟﻠﻘﻀﺎء ﻋﻠﻰ اﻟﺸﯿﻄﺎن اﻟﻜﺎﻣﻦ ﻓﻲ أﺟﺴﺎدھﻦ ﺑﻤﻤﺎرﺳﮫ ﻛﺎﻧﺖ
ﺗﺴﻤﻰ ب)اﺻﻄﯿﺎد اﻟﺴﺎﺣﺮات( ﺑﺄﻣﺮ اﻟﺴﻠﻄﺔ اﻟﺪﯾﻨﯿﺔ اﻟﺤﺎﻛﻤﺔ ﻣﻤﺜﻠﺔ ﺑﺎﻟﻜﻨﯿﺴﺔ
ﺣﯿﻦ ﺧﻼ اﻟﺘﺮاث اﻟﻌﺮﺑﻲ اﻻﺳﻼﻣﻲ ﻣﻤﺎ ﯾﺸﯿﺮ اﻟﻰ اًﯾﺬاء أو ﺗﻌﺬﯾﺐ اﻟﻤﺮﺿﻰ
اﻟﻤﻀﻄﺮﺑﯿﻦ ﻋﻘﻠﯿﺎ ً ﺑﻞ ﻋﻠﻰ اﻟﻌﻜﺲ دﻟﺖ اﻟﻮﺛﺎﺋﻖ اﻟﺘﺎرﯾﺨﯿﺔ ﻋﻠﻰ وﺟﻮد اﻟﻔﮭﻢ
اﻟﻤﺘﺤﻀﺮ واﻟﻌﻠﻤﻲ ﻟﮭﻜﺬا أﻣﺮاض ﻣﻦ ﻗﺒﻞ ﻋﻠﻤﺎء اﻟﻌﺮب واﻟﻤﺴﻠﻤﯿﻦ اﻟﺬﯾﻦ
اًﻓﺮدوا ﻟﮭﺎ ﻣﻘﺎﻻت ﻓﻲ اﻟﻜﺘﺐ واﻟﺪﺳﺎﺗﯿﺮ اﻟﻄﺒﯿﺔ اﻟﺸﮭﯿﺮة ﻛﻜﺘﺎب اﻟﻘﺎﻧﻮن
واﻟﺤﺎوي ﻟﻠﻌﺎﻟﻤﯿﻦ اﻟﺸﮭﯿﺮﯾﻦ اﻟﺮازي واﺑﻦ ﺳﯿﻨﺎ ﻓﻲ اﻟﻘﺮﻧﯿﻦ اﻟﺜﺎﻣﻦ واﻟﺘﺎﺳﻊ
اﻟﻤﯿﻼدي ﻟﻘﺪ أﯾﻘﻦ اﻻطﺒﺎء اﻟﻤﺴﻠﻤﻮن ﺑﺘﺄﺛﯿﺮ اﻟﻤﻮﺳﯿﻘﻰ واﻟﺮﯾﺎﺿﺔ وﺑﻌﺾ
اﻻﻋﺸﺎب اﻟﻤﮭﺪﺋﺔ ﻋﻠﻰ ﺗﺤﺴﻦ اﻟﺤﺎﻟﺔ ﻟﻌﻘﻠﯿﺔ ﻟﻠﻤﺮﯾﺾ وﺧﺼﺼﻮا ً ﻟﮭﻢ
ﺣﺠﺮات ﻣﺮﯾﺤﺔ داﺧﻞ اﻟﻤﺴﺘﺸﻔﯿﺎت ﯾﻘﻮم ﻋﻠﻰ رﻋﺎﯾﺘﮭﻢ ﺧﺪم ﻣﺨﺼﺼﯿﻦ ﻟﮭﺬا
اﻟﻐﺮض وﻻﺑﻦ ﻣﺎﺳﻮﯾﮫ وأﺳﺤﻖ ﺑﻦ ﻋﻤﺮان رﺳﺎﺋﻞ ﻣﺪوﻧﮫ ﻓﻲ دور اﻟﻤﻮﺳﯿﻘﻰ
ﻓﻲ اﻟﻌﻼج .ﻣﻤﺎ ﯾﺪل ﻋﻠﻰ ﻓﮭﻢ اﻟﻌﻠﻤﺎء اﻟﻤﺴﻠﻤﯿﻦ ﻟﻼﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﺗﺴﻤﯿﺘﮭﻢ
ﻟﮭﺎ ﺑﻄﺐ اﻟﻘﻠﻮب اًو اﻟﻄﺐ اﻟﺮوﺣﻲ  ،ﻛﻤﺎ ﺗﻮﺿﺢ ھﺬا ﻓﻲ ﻛﺘﺎب اﻟﻄﺐ اﻟﻨﺒﻮي
ﻻﺑﻦ ﻗﯿﻢ اﻟﺠﻮزﯾﺔ ) :ان اﻟﻄﺒﯿﺐ اذا ﻛﺎن ﻋﺎرﻓﺎ ً ﺑﺄﻣﺮاض اﻟﻘﻠﺐ واﻟﺮوح
وﻋﻼﺟﮭﺎ ﻛﺎن ھﻮ اﻟﻄﺒﯿﺐ اﻟﻜﺎﻣﻞ (.وﻓﻲ ذات اﻟﺴﯿﺎق ﯾﺠﺪر ﺑﺎﻟﺬﻛﺮ ﻣﻘﻮﻟﮫ
اﻟﺮازي اﻟﺸﮭﯿﺮة ) :ﯾﺠﺐ ﻋﻠﻰ اﻟﻄﺒﯿﺐ أن ﯾﻮھﻢ اﻟﻤﺮﯾﺾ اﺑﺪأ ُ ﺑﺎﻟﺼﺤﺔ ،
وﯾﺮﺟﯿﮫ ﺑﮭﺎ وأن ﻛﺎن ﻏﯿﺮ واﺛﻖ ﺑﺬﻟﻚ ﻓﻤﺰاج اﻟﺠﺴﻢ ﺗﺎﺑﻊ ﻟﻤﺰاج اﻻﺧﻼق (
اﻟﻤﺸﯿﺮة اﻟﻰ ارﺗﺒﺎط اﻟﻤﺰاج ﺑﺎﻟﻮﺿﻊ اﻟﺼﺤﻲ اﻟﺒﺪﻧﻲ ﺳﻠﺒﺎ ً أو أﯾﺠﺎﺑﺎ ً  ،3وﻟﻌﻞ
اﻻﺑﯿﺎت اﻟﺸﻌﺮﯾﺔ اﻟﺘﺎﻟﯿﮫ ﺗﺸﯿﺮ اﻟﻰ ھﺬا اﻟﻤﻔﮭﻮم أﯾﻀﺄ :
أﻧﻤﺎ اﻟﻨﻔﺲ ﻛﺎﻟﺰﺟﺎﺟﺔ واﻟﻌﻠﻢ

ﺳﺮاج وﺣﻜﻤﺔ ﷲ زﯾﺖ

ﻓﺄذا أﺷﺮﻗﺖ ﻓﺎﻧﻚ ﺣﻲ

وأذا أظﻠﻤﺖ ﻓﺎﻧﻚ ﻣﯿﺖ

ﻣﻦ أھﻢ اﻟﻮﺛﺎﺋﻖ اﻟﻌﻠﻤﯿﺔ اﻟﺪاﻟﺔ ﻋﻠﻰ اﻻھﺘﻤﺎم ﺑﺎﻟﻄﺒﺎﺑﺔ اﻟﻨﻔﺴﯿﺔ ھﻲ اﻟﻤﺆﻟﻔﺎت
اﻟﺘﺎﻟﯿﺔ:
.1

.2

اﺑﻮ ﺑﻜﺮ ﻣﺤﻤﺪ ﺑﻦ زﻛﺮﯾﺎ اﻟﺮازي :اﻟﻤﻘﺎﻟﺔ اﻟﺜﺎﻧﯿﺔ ﻓﻲ اﻻﺧﻼط
واﻟﻄﺒﺎﺋﻊ اﻟﺒﺸﺮﯾﺔ واﻟﺠﺰء اﻻول ﻣﻦ ﻛﺘﺎب اﻟﺤﺎوي ﻓﻲ أﻣﺮاض
اﻟﺮأس اﻟﻌﻀﻮﯾﺔ واﻟﻨﻔﺴﯿﺔ.
أﺣﻤﺪ اﺑﻦ اﺑﻲ اﻻﺷﻌﺚ ﻓﻲ اﻟﻤﻮﺻﻞ  966م :ﻛﺘﺎب ﻓﻲ اﻟﻨﻮم
واﻟﯿﻘﻈﺔ وﻛﺘﺎب ﻓﻲ اﻟﻤﺎﻟﯿﻨﺨﻮﻟﯿﺎ )ﻣﻔﺮدة ﻻﺗﯿﻨﯿﺔ ﺗﻌﻨﻲ اﻟﺬھﺎن أو
اﻟﻜﺄﺑﺔ اﻟﺴﻮداوﯾﺔ( ﻓﻲ أﺷﺎره اﻟﻰ ﺧﻠﻂ اﻟﻤﺮة اﻟﺴﻮداء ﺑﺎﻟﺒﺪن
وزﯾﺎدﺗﮭﺎ ﻋﻦ اﻟﺤﺪ اﻟﻄﺒﯿﻌﻲ ﻛﻤﺴﺒﺐ.
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 .3أﺑﻮ ﻋﺒﺪ ﷲ اﻟﺤﺴﯿﻦ أﺑﻦ ﺳﯿﻨﺎ :اﻟﺠﺰء اﻟﺜﺎﻟﺚ ﻣﻦ ﻛﺘﺎب اﻟﻘﺎﻧﻮن
اﻟﺬي ﯾﻔﻠﺴﻒ اﻟﻤﻮت وﯾﺘﻨﺎول ﻓﯿﮫ اﻟﺘﻔﺎﻋﻼت اﻟﻨﻔﺴﯿﺔ ﻣﺴﺘﻌﻤﻼ
ﻣﻔﺮدة اﻟﻤﻼﻧﺨﻮﻟﯿﺎ.
 .4أﺑﻦ ﻣﺴﻜﻮﯾﮫ :ﺗﮭﺬﯾﺐ اﻻﺧﻼق ﻓﻲ اﻟﺘﺮﺑﯿﺔ.
 .5أﺑﻮ زﯾﺪ أﺣﻤﺪ ﺑﻦ ﺳﮭﻞ اﻟﺒﻠﺨﻲ :ﻣﺼﺎﻟﺢ اﻻﺑﺪان واﻻﻧﻔﺲ.
 .6أﺳﺤﻖ ﺑﻦ ﻋﻤﺮان :اﻟﻤﻼﻧﺨﻮﻟﯿﺎ.
 .7ﻣﮭﺬب اﻟﺪﯾﻦ اﺑﻦ ھﺒﻞ اﻟﺒﻐﺪادي :اﻟﻤﺨﺘﺎرات ﻓﻲ اﻟﻄﺐ.
 .8أﻣﯿﮫ ﺑﻦ ﻋﺒﺪ اﻟﻌﺰﯾﺰ اﻷﻧﺪﻟﺴﻲ :اﻟﺮﺳﺎﻟﺔ اﻟﻤﺼﺮﯾﺔ.
 .9اﻟﻤﺠﻮﺳﻲ :اﻟﻜﺘﺎب اﻟﻤﻠﻜﻲ ﻓﻲ ﺗﺪﺑﯿﺮ اﻟﻤﻼﻧﺨﻮﻟﯿﺎ.
 .10أﺑﻦ ﻣﯿﻤﻮﻧﮫ :رﺳﺎﻟﺔ اﻟﻌﻘﻞ وﻣﺎھﯿﺘﮫ ،ﺟﻨﻮن اﻟﻤﺴﺦ )اﻟﻘﻄﺮب( .3,4

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

.1

اﻟﻌﻼﻗﺔ ﺑﯿﻦ اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ واﻟﻌﻀﻮﯾﺔ:
أن اﻟﻄﺐ اﻟﻨﻔﺴﻲ اﻟﺒﺪﻧﻲ ﯾﺒﺤﺚ ﻓﻲ اﻟﻌﻼﻗﺎت اﻟﻤﺘﺒﺎدﻟﺔ ﺑﯿﻦ اﻟﺠﺴﻢ
واﻟﻨﻔﺲ ،وﻓﻲ ﺗﻄﺒﯿﻖ ﻣﺎ ﯾﻌﺮف ﻣﻦ اﻻﻧﻔﻌﺎﻻت وﻏﯿﺮھﺎ ﻣﻦ
اﻟﻌﻮاﻣﻞ اﻟﻨﻔﺴﯿﺔ ﻋﻠﻰ ﻣﺸﺎﻛﻞ اﻟﻤﺮض ،ﻓﻘﺪ ﺗﺄﻛﺪ أن ﻟﻠﺤﺎﻟﺔ اﻟﻨﻔﺴﯿﺔ
ﺗﺄﺛﯿﺮا ً ﻋﻠﻰ وظﺎﺋﻒ اﻷﻋﻀﺎء اﻟﻔﺴﯿﻮﻟﻮﺟﯿﺔ ،ﻓﺎﻟﺘﻮﺗﺮ اﻟﻌﺼﺒﻲ
واﻟﻘﻠﻖ اﻟﻨﻔﺴﻲ ،واﻷرق واﻟﺨﻮف وﻣﺎ إﻟﻰ ذﻟﻚ ﻗﺪ ﺗﺮﻓﻊ ﻣﻦ
ﺿﻐﻂ اﻟﺪم ،أو ﺗﺴﺎﻋﺪ ﻋﻠﻰ ﻗﺮﺣﺔ اﻟﻤﻌﺪة أو اﺿﻄﺮاﺑﺎت اﻟﻘﻮﻟﻮن
أو اﻟﺬﺑﺤﺔ اﻟﺼﺪرﯾﺔ ،وﻗﺪ ﺗﺮﻓﻊ ﻧﺴﺒﺔ اﻟﺴﻜﺮ ﻓﻲ اﻟﺪم ،وھﻨﺎك
أﻧﻮاع ﻣﻦ اﻟﺸﻠﻞ اﻟﻨﻔﺴﻲ واﻟﻌﻤﻰ اﻟﻨﻔﺴﻲ وﻓﻘﺪان اﻟﻨﻄﻖ اﻟﻌﺎرض
ﻣﻦ اﻟﺘﺄﺛﯿﺮات اﻟﻨﻔﺴﯿﺔ .وﻋﻨﺪﻣﺎ ﺻﺮح اﻟﺒﻠﺨﻲ ﺑﺎﻟﻌﻼﻗﺔ اﻟﻤﺘﺒﺎدﻟﺔ
ﺑﯿﻦ ﺻﺤﺔ اﻟﻨﻔﺲ وﺻﺤﺔ اﻟﺒﺪن  ،وﺗﺄﺛﯿﺮ ﻛﻞ ﻣﻨﮭﻤﺎ ﻓﻲ اﻵﺧﺮ،
ﻋﺒﺮ ﻋﻦ ذﻟﻚ ﺑﻘﻮﻟﮫ  ) :ﻓﺈن اﻹﻧﺴﺎن إﻧﻤﺎ ﻗﻮاﻣﮫ ﺑﻨﻔﺴﮫ وﺑﺪﻧﮫ ،
وﻟﯿﺲ ﯾﺘﻮھﻢ ﻟﮫ ﺑﻘﺎء إﻻّ ﺑﺎﺟﺘﻤﺎﻋﮭﻤﺎ  ،ﻟﺘﻈﮭﺮ ﻣﻨﮫ اﻷﻓﻌﺎل
اﻹﻧﺴﺎﻧﯿﺔ  ،ﻓﮭﻤﺎ ﯾﺸﺘﺮﻛﺎن ﻓﻲ اﻷﺣﺪاث اﻟﻨﺎﺋﺒﺔ  ،واﻵﻻم
اﻟﻌﺎرﺿﺔ ،وﻛﻤﺎ أن اﻟﺒﺪن إذا ﺳﻘﻢ وأﻟﻢ وﻋﺮﺿﺖ ﻟﮫ اﻷﻋﺮاض
اﻟﻤﺆذﯾﺔ  ،ﻣﻨﻊ ذﻟﻚ ﻗﻮى اﻟﻨﻔﺲ ﻣﻦ اﻟﻔﮭﻢ واﻟﻤﻌﺮﻓﺔ وﻏﯿﺮھﻤﺎ أن
ﺗﻔﻌﻞ أﻓﻌﺎﻟﮭﺎ ﻋﻠﻰ وﺟﮭﮭﺎ  ،وﯾﺘﻔﺮغ ﻣﻌﮭﺎ اﻹﻧﺴﺎن ﻟﻠﻘﯿﺎم ﺑﻤﺎ ﯾﻘﻠﻘﮭﺎ
وﯾﺆذﯾﮭﺎ ﻛﺎن ﻓﻲ ذﻟﻚ ﻣﺎ ﯾﺸﻐﻞ اﻹﻧﺴﺎن ﻋﻦ اﻻﺳﺘﻤﺘﺎع ﺑﺎﻟﻠﺬات
اﻟﺒﺪﻧﯿﺔ وأﺧﺬ ﻛﻞ ﺷﻲء ﻣﻨﮭﺎ ﻋﻠﻰ ﺳﺒﯿﻠﮫ  ،ووﺟﺪ ﻋﯿﺸﮫ ﻣﻜﺪره ،
وﺣﯿﺎﺗﮫ ﻣﺘﻨﻐﺼﮫ ﻋﻠﯿﮫ  ،ﺑﻞ رﺑﻤﺎ أداه ﺗﺤﺎﻣﻞ اﻵﻻم اﻟﻨﻔﺴﺎﻧﯿﺔ ﻋﻠﯿﮫ
إﻟﻰ اﻷﻣﺮاض اﻟﺒﺪﻧﯿﺔ(.

 .2ﻣ ﺴﺒﺒﺎت اﻻﺿﻄﺮاب اﻟﻨﻔﺴﻲ:
أورد اﻟﺒﻠﺨﻲ ﻓﻲ ﻣﻘﺎﻟﺘﮫ اﻟﺜﺎﻧﯿﺔ ﻣﻦ ﻛﺘﺎﺑﮫ ﻣﺼﺎﻟﺢ اﻷﺑﺪان واﻷﻧﻔﺲ ﻧﻈﺮﯾﺔ
ﻣﺘﻜﺎﻣﻠﺔ ﻓﻲ ﺗﺼﻨﯿﻒ اﻟﻌﻮاﻣﻞ اﻟﻤﺴﺒﺒﺔ ﻟﻼﺿﻄﺮاب اﻟﻨﻔﺴﻲ ،ﯾﺘﻮاﻓﻖ ﻣﻊ
ﺗﺼﻨﯿﻔﻨﺎ اﻟﯿﻮم ﻟﻤﺴﺒﺒﺎت اﻻﺿﻄﺮاب اﻟﻨﻔﺴﻲ ﻋﻠﻰ اﻟﻨﺤﻮ اﻵﺗﻲ:
•
•
•

أﺳﺒﺎب ﻧﻔﺴﯿﺔ وﺗﻄﻮرﯾﺔ ﺗﻘﺎﺑﻞ ﻣﺎ ذﻛﺮه ﻣﻦ ﺗﺄﺛﯿﺮ اﻷﻋﺮاض
اﻟﺪاﺧﻠﯿﺔ ﻟﻺﻧﺴﺎن ﻋﻠﻰ ﻗﻮاه اﻟﻨﻔﺴﯿﺔ .
أﺳﺒﺎب اﺟﺘﻤﺎﻋﯿﺔ وﺑﯿﺌﯿﺔ ﺗﻘﺎﺑﻞ ﻣﺎ ذﻛﺮه ﻣﻦ ﺗﺄﺛﯿﺮ اﻷﻋﺮاض
اﻟﺨﺎرﺟﯿﺔ اﻟﻤﺤﯿﻄﺔ ﺑﺎﻹﻧﺴﺎن ﻋﻠﻰ ﻗﻮاه اﻟﻨﻔﺴﯿﺔ.
أﺳﺒﺎب ﺣﯿﻮﯾﺔ ﺗﻘﺎﺑﻞ إرﺟﺎﻋﮫ ﺑﻌﺾ اﻻﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ
إﻟﻰ ﺗﺄﺛﯿﺮات ﻣﺎدﯾﺔ ﻓﻲ اﻟﺠﺴﻢ ،ﻛﻤﺎ ﻓﻲ اﻟﺤﺰن واﻟﻮﺳﻮاس.

إن ﻣﺎ أﺷﺎر إﻟﯿﮫ اﻟﺒﻠﺨﻲ ﻣﻦ اﻗﺘﺮان اﻟﺤﺰن ﺑﺎﻟﺨﻮف ﺗﺆﻛﺪه اﻟﺪراﺳﺎت اﻟﺤﺪﯾﺜﺔ،
ﻓﺎﻟﺨﻮف ﯾﺘﺮاﻓﻖ ﺑﺈﻓﺮاز اﻷدرﻧﺎﻟﯿﻦ ﻣﻦ ﻟﺐ اﻟﻜﻈﺮ  ،وھﺬا ﯾﺘﻌﻠﻖ
ﺑﺎﻟﻨﻮرأدرﻧﺎﻟﯿﻦ اﻟﺬي ﯾﺘﻌﻠﻖ ﺑﺪوره ﺑﺎﻻﻛﺘﺌﺎب ووﺿﺢ ﻓﻲ أﺣﺪ ﻣﺆﻟﻔﺎﺗﮫ أن
اﻟﺤﺰن اﻟﻤﺠﮭﻮل اﻟﺴﺒﺐ ﯾﺮﺟﻊ إﻟﻰ ﺗﻐﯿﺮات ﻣﺎدﯾﺔ ﻓﻲ اﻟﺠﺴﻢ ﺑﺎﻟﺘﻮاﻓﻖ ﻣﻊ

Mahmood HKM and Younis MS
ﻧﺘﺎﺋﺞ اﻻﺑﺤﺎث اﻟﺒﯿﻮﻟﻮﺟﯿﺔ اﻟﺤﺪﯾﺜﺔ اﻟﺘﻲ ﺗﺸﯿﺮ إﻟﻰ اﻧﺨﻔﺎض ﻣﺴﺘﻮى
اﻟـﺴﯿﺮوﺗﻮﻧﯿﻦ واﻻﺑﻲ ﻧﻔﺮﯾﻦ وھﻤﺎ ﻣﺎدﺗﺎن ﺗﻨﻘﻼن إﺷﺎرات ﻓﻲ اﻟﺠﻤﻠﺔ
اﻟﻌﺼﺒﯿﺔ أﺿﺎﻓﮫ اﻟﻰ اﻟﻤﻔﮭﻮم اﻟﻤﻌﺮﻓﻲ ﺑﺎن اﻻﻛﺘﺌﺎب ﯾﻨﺠﻢ ﻋﻦ ﺳﻠﺴﻠﮫ ﻣﻦ
اﻻدراﻛﺎت اﻟﺨﺎطﺌﺔ ﯾﺘﻢ ﻋﻼﺟﮭﺎ ﺑـ )اﻟﺤﯿﻞ ( اﻟﻮارد ذﻛﺮھﺎ أدﻧﺎه ,ﻛﻤﺎ ﺑﯿﻦ ﺑﺎن
ﻧﺴﺒﮫ أﺻﺎﺑﮫ اﻟﻨﺴﺎء ﺑـ )اﻟﺤﺰن ﻣﺠﮭﻮل اﻟﺴﺒﺐ( أﻛﺜﺮ ﻣﻦ اﻟﺮﺟﺎل ﺑﻤﺎ أوﻋﺰه
اﻟﻰ ﺿﻌﻒ اﻟﻄﺒﯿﻌﮫ اﻟﺒﺸﺮﯾﮫ ﻟﻠﻨﺴﺎء  .ﯾﻌﺪ اﻟﻨﺼﺢ واﻹرﺷﺎد ﻣﻦ اﻟﻤﻌﺎﻟﺠﺎت
5
اﻟﻨﻔﺴﯿﺔ اﻟﺪاﻋﻤﺔ اﻟﺘﻲ ﯾﺠﺐ اﻻھﺘﻤﺎم ﺑﮭﺎ ﻓﻲ ﻣﺠﺎل ﺗﺪﺑﯿﺮ اﻟﺤﺰن واﻟﺠﺰع .

 .3اﻟﻄﺐ اﻟﻨﻔﺴﻲ اﻟﻮﻗﺎﺋﻲ :
أﺷﺎر اﻟﺒﻠﺨﻲ اﻟﻰ ﻣﻔﮭﻮم اﻟﻮﻗﺎﯾﺔ ﻣﻦ اﻻﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﺑﻘﻮﻟﮫ) :ﻓﻜﻤﺎ أﻧﮫ ﯾﺠﺐ
أن ﯾﺒﺪأ ﻓﻲ ﺑﺎب ﻣﺼﻠﺤﺔ اﻟﺒﺪن ﺑﺤﻔﻆ ﺻﺤﺘﮫ ﻋﻠﯿﮫ ،ﺛﻢ ﯾﺘﺒﻊ ذﻟﻚ ﺑﺈﻋﺎدة ﺻﺤﺘﮫ
إﻟﯿﮫ إذا ﻓﻘﺪت ،ﻛﺬﻟﻚ ﯾﺠﺐ ﻓﻲ ﻣﺼﻠﺤﺔ اﻟﻨﻔﺲ أﻧﮫ ﯾﺒﺪأ ﺑﺤﻔﻆ ﺻﺤﺘﮭﺎ ﻋﻠﯿﮭﺎ إذا
وﺟﺪت ،وإذا ﻛﺎﻧﺖ ﺻﺤﺘﮭﺎ إﻧﻤﺎ ھﻲ ﻓﻲ ﺳﻜﻮن ﻗﻮاھﺎ ﻛﻤﺎ وﺻﻔﻨﺎ ،ﻓﯿﻨﺒﻐﻲ
ﻟﻤﻦ أراد ﺣﻔﻆ اﻟﺼﺤﺔ أن ﯾﺠﺘﮭﺪ ﻓﻲ اﺳﺘﺪاﻣﺔ ﻗﻮى ﻧﻔﺴﮫ ،وأﻻّ ﯾﮭﯿﺞ ﺑﮫ ﻣﻨﮭﺎ
ھﺎﺋﺞ( .ﺛﻢ ﯾﻘﻮل) :ﻛﺬﻟﻚ اﻟﻨﻔﺲ إﻧﻤﺎ ﺗﺤﻔﻆ ﺻﺤﺘﮭﺎ ﻋﻠﯿﮭﺎ ﻣﻦ وﺟﮭﯿﻦ:

أﺣﺪھﻤﺎ  :أن ﺗﺼﺎن ﻋﻦ اﻷﻋﺮاض اﻟﺨﺎرﺟﯿﺔ اﻟﺘﻲ ھﻲ ورود ﻣﺎ ﯾﺮد ﻋﻠﯿﮭﺎ
ﻣﻦ اﻷﺷﯿﺎء اﻟﺘﻲ ﯾﺴﻤﻌﮭﺎ اﻹﻧﺴﺎن أو ﯾﺒﺼﺮھﺎ  ،ﻓﺘﻘﻠﻘﮫ وﺗﻀﺠﺮه  ،وﺗﺤﺮك
ﻣﻨﮫ ﻗﻮة ﻏﻀﺐ أو ﻓﺰع أو ﻏﻢ أو ﺧﻮف وﻣﺎ أﺷﺒﮫ ذﻟﻚ  ،واﻵﺧﺮ  :أن ﺗﺼﺎن
ﻋﻦ اﻷﻋﺮاض اﻟﺪاﺧﻠﯿﺔ اﻟﺘﻲ ھﻲ اﻟﺘﻔﻜﯿﺮ ﻓﯿﻤﺎ ﯾﺆدﯾﮫ إﻟﻰ ﺷﻲء ﻣﻤﺎ وﺻﻔﻨﺎ ﻣﻦ
ھﺬه اﻷﻋﺮاض  ،ﻓﯿﺸﻐﻞ ﻗﻠﺒﮫ  ،وﯾﻨﻘﺴﻢ ﺿﻤﯿﺮه(.وﻟﯿﺲ ﯾﺘﮭﯿﺄ ﻟﮫ ذﻟﻚ إﻻّ أن
أﺣﺪا ً ﻻ ﯾﺼﻞ ﻓﯿﮭﺎ إﻟﻰ ﺗﺤﺼﯿﻞ إرادﺗﮫ  ،وﻧﯿﻞ ﺷﮭﻮاﺗﮫ ﻋﻠﻰ ﺳﺒﯿﻞ اﻟﻤﺜﺎل ﻣﺎ
ﯾﺘﻤﻨﺎه وﯾﮭﻮاه  ،ﻣﻦ ﻏﯿﺮ أن ﯾﺸﻮب ﻛﻼً ﻣﻦ ذﻟﻚ ﺷﺎﺋﺒﺔ ﺗﻨﻐﺺ وﺗﻜﺪر  ،أو
ﯾﻌﺮض ﻟﮫ ﻓﯿﮫ ﻋﺎرض أذى أو ﻣﻜﺮوه  ،وﯾﻌﻠﻢ أن ھﺬا ھﻮ ﻣﺎ اﺳﺘﻤﺮ ﻋﻠﯿﮫ
اﻟﻄﺒﺎع  ،وﺟﺮت ﺑﮫ اﻟﻌﺎدة  ،ﻓﻼ ﯾﻄﻠﺐ ﻣﻦ دﻧﯿﺎه ﻣﺎ ﻟﯿﺲ ﻓﻲ أﺻﻞ ﺑﻨﯿﺘﮭﺎ ،
وﯾﺪع ﻟﻤﻌﺮﻓﺘﮫ ﻟﺬﻟﻚ اﻻﺳﺘﻘﺼﺎء ﻓﻲ وﺟﻮه ﻣﻌﺎﻣﻼﺗﮫ وﻣﻌﺎﺷﺮﺗﮫ ﻟﻤﻦ ھﻮ ﻓﻮﻗﮫ
أو ﻣﺜﻠﮫ أو دوﻧﮫ  ،وﯾﺘﻐﺎﻓﻞ ﻋﻦ ﻛﺜﯿﺮ ﻣﻦ اﻷﻣﻮر اﻟﺘﻲ ﺗﺮد ﻋﻠﯿﮫ ﺑﺨﻼف ﻣﺮاده
وﻣﺤﺒﺘﮫ ﻣﺎ وﺳﻌﮫ ذﻟﻚ  ،وﺟﺎز أن ﯾﻐﻀﻲ ﻋﻨﮫ  ،وﻻ ﯾﻌﻮد ﻧﻔﺴﮫ أن ﯾﻀﺠﺮ
ﻟﻜﻞ ﺻﻐﯿﺮ ﻣﻦ اﻷﻣﻮر ﯾﺴﻤﻌﮭﺎ أو ﯾﺒﺼﺮھﺎ  ،وﯾﺴﯿﺮ ﻣﻦ اﻟﺤﻮادث اﻟﺘﻲ ﺗﻘﻊ
ﺑﻜﺮاھﺘﮫ  ،ﻓﺈﻧﮫ إذا ﻋﻮد اﺣﺘﻤﺎل اﻟﺼﻐﯿﺮ وﻣﻘﺎره اﻟﻨﻔﺲ ﻋﻠﯿﮫ ﺻﺎر ذﻟﻚ ﻋﺎدة
ﻟﮫ ﻓﻲ اﺣﺘﻤﺎل ﻣﺎ ھﻮ أﺟ ّﻞ ﺷﺄﻧﺎ ً وأﻋﻈﻢ ﺧﻄﺒﺎ ً  ،ﻣﻦ اﻟﻤﮭﻤﺎت اﻟﺘﻲ ﺗﺒﺪ ﻟﮫ ،
واﻟﻤﻜﺎره اﻟﺘﻲ ﺗﺮد ﻋﻠﯿﮫ(.5,6

.4

ﻣﻌﺎﻟﺠﺔ اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ :

أﺷﺎر اﻟﺒﻠﺨﻲ اﻟﻰ ﺟﻮھﺮ اﻟﻤﻌﺎﻟﺠﺔ اﻟﻄﺒﯿﺔ ﺑﻘﻮﻟﮫ  ):ﻛﺬﻟﻚ ﻣﻌﺎﻟﺠﺔ اﻟﻨﻔﺲ إذا
ﻋﺮض ﻟﮭﺎ ﻋﺎرض ھﯿﺠﺎن ﻣﻦ إﺣﺪى ﻗﻮاھﺎ إﻧﻤﺎ ﯾﻜﻮن ﺑﺸﻲء ﻣﻦ داﺧﻞ
ﻛﺎﻻﺣﺘﻤﺎء واﻻﻣﺘﻨﺎع ﻣﻤﺎ ﯾﺠﺐ ﺗﻨﺎوﻟﮫ ،وﻣﺪ اﻟﯿﺪ إﻟﯿﮫ ،وإﻣﺎ أن ﯾﻜﻮن ﺑﺸﻲء
ﻣﻦ ﺧﺎرج ﻣﺜﻞ ﻣﺎ وﺻﻔﻨﺎه ﻣﻦ اﻷﻏﺬﯾﺔ واﻷدوﯾﺔ ،وﻛﺬﻟﻚ ﻣﻌﺎﻟﺠﺔ اﻟﻨﻔﺲ ﻣﻤﺎ
ﯾﻌﺮض ﻟﮭﺎ إﻣﺎ أن ﯾﻜﻮن ﺷﻲء ﻣﻦ داﺧﻞ وھﻮ ﻓﻜﺮة ﯾﺜﯿﺮھﺎ اﻹﻧﺴﺎن ﻣﻦ
ﻧﻔﺴﮫ ،ﻓﯿﻘﻤﻊ ﺑﮭﺎ ذﻟﻚ اﻟﻌﺎرض ،وﯾﺴﻜﻦ ذﻟﻚ اﻟﮭﺎﺋﺞ ،وإﻣﺎ أن ﯾﻜﻮن ﺑﺸﻲء ﻣﻦ
ﺧﺎرج وھﻮ ﻛﻼم ﯾﻌﻈﮫ ﺑﮫ ﻏﯿﺮه ﻓﯿﻨﺠﻊ ﻓﯿﮫ ،وﯾﻌﻤﻞ ﻓﻲ ﺗﺴﻜﯿﻦ اﻟﮭﺎﺋﺞ
وإﺻﻼح اﻟﻔﺎﺳﺪ ﻣﻦ ﻗﻮى ﻧﻔﺴﮫ(.

اﻟﻤﻌﺎﻟﺠﺔ اﻟﻨﻔﺴﯿﺔ اﻟﺪاﻋﻤﺔ :
ﺗﺮﻛﺰ ﻋﻠﻰ دﻋﻢ ﻣﻘﺪرة اﻟﺸﺨﺺ ،وﻣﺼﺎدر ﻗﻮﺗﮫ ،ﻓﺘﻌﺰز دﻓﺎﻋﺎﺗﮫ اﻟﺴﻠﯿﻤﺔ،
وﺗﺮﻛﺰ ﻋﻠﻰ ﻋﻤﻠﯿﮫ إﻋﺎدة اﻟﺜﻘﺔ ﻟﻠﻤﺮﯾﺾ ،وﺗﺤﺮﯾﺮه ﻣﻦ اﻟﺨﻮف واﻟﻘﻠﻖ.
وﻛﺬﻟﻚ إزاﻟﺔ اﻟﮭﻤﻮم ﻓﺘﺴﺎﻋﺪ ﻓﻲ ﺗﺨﻔﯿﻒ ﺣﺪة اﻟﻤﺸﺎﻋﺮ وﻓﻲ ھﺬا اﻟﻨﻮع ﺗﻌﺪﯾﻞ
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اﻟﻤﺤﯿﻂ أو اﻟﻤﻨﺎورة ﻋﻠﻰ اﻟﻤﺤﯿﻂ وھﻮ ﻣﺎ ﻋﺒﺮ ﻋﻨﮫ اﻟﺒﻠﺨﻲ ﺑﺎﻟﺤﯿﻞ ﻛﻤﺎ ﯾﺪﺧﻞ
ﻓﯿﮫ اﻹﻗﻨﺎع ،وھﻮ ﻧﻮع ﻣﻦ اﻹﯾﺤﺎء ،أو اﻟﺘﺤﺮﯾﺾ ﯾﺴﺘﻌﻤﻞ ﻟﻠﺘﺄﺛﯿﺮ ﻋﻠﻰ ﺳﻠﻮك
اﻟﻤﺮﯾﺾ وھﻮ واﺿﺢ ﻓﻲ ﻛﺜﯿﺮ ﻣﻦ اﻟﺤﯿﻞ اﻟﻨﻔﺴﯿﺔ اﻟﺘﻲ ﺳﯿﻘﺪﻣﮭﺎ اﻟﺒﻠﺨﻲ،
وﯾﺪﺧﻞ أﯾﻀﺎ ً اﻹﯾﻀﺎح أو اﻟﺘﺒﺼﯿﺮ ،وھﻮ ﻋﻤﻠﯿﺔ ﯾﺴﺎﻋﺪ ﺑﮭﺎ اﻟﻄﺒﯿﺐ اﻟﻤﺮﺿﻰ
ﻣﻦ أﺟﻞ ﻓﮭﻢ ﻣﺸﺎﻋﺮھﻢ وﺳﻠﻮﻛﮭﻢ. .

إن أﻓﻜﺎر اﻟﺒﻠﺨﻲ اﻟﺘﻲ ﻣﺮت ﻣﻌﻨﺎ ﺑﺨﺼﻮص اﻟﻌﻼج اﻟﺪاﻋﻢ ﻓﻲ ﻣﺠﺎل اﻟﺼﺤﺔ
اﻟﻨﻔﺴﯿﺔ ﻧﺠﺪ ﺻﺪاھﺎ ﻓﻲ ﻛﻼم ﻓﺮﻧﺴﯿﺲ ﺑﯿﻜﻮن اﻟﺬي ﻗﺎل) :إن اﻟﻨﻮر اﻟﺬي
ﯾﺘﻠﻘﺎه ﺷﺨﺺ ﻣﺎ ﻣﻦ ﻧﺼﯿﺤﺔ ﺷﺨﺺ آﺧﺮ ﻧﺠﺪه أﻛﺜﺮ ﻣﻮﺿﻮﻋﯿﺔ وﺗﺠﺮﯾﺪا ً ﻣﻦ
ذﻟﻚ اﻟﻨﻮر اﻟﺬي ﯾﺄﺗﻲ ﻣﻦ ﺧﻼل ﻓﮭﻢ ذﻟﻚ اﻟﺸﺨﺺ وﻣﺤﺎﻛﻤﺘﮫ ﻟﻸﻣﻮر ،ﺣﯿﺚ
ﺗﺘﺸﺮب وﺗﺘﺸﺒﻊ دوﻣﺎ ً ﺑﻌﻮاطﻔﮫ وﻋﺎداﺗﮫ .وھﺬا ﯾﺘﻔﻖ ﺗﻤﺎﻣﺎ ً ﻣﻊ ﻣﺎ ذﻛﺮه اﻟﺒﻠﺨﻲ
ﻣﻦ أن اﻹﻧﺴﺎن ﯾﻘﺒﻞ ﻣﻦ ﻏﯿﺮه أﻛﺜﺮ ﻣﻤﺎ ﯾﻘﺒﻞ ﻣﻦ ﻧﻔﺴﮫ ،ﻷن رأﯾﮫ ﻣﻐﻠﻮب
ﺑﮭﻮاه(.

اﻟﻤﻌﺎﻟﺠﺔ اﻟﺴﻠﻮﻛﯿﺔ:
ھﻲ ﺗﻌﺪﯾﻞ اﻻﺳﺘﺠﺎﺑﺎت ﻣﻦ ﺧﻼل ﺗﻄﺒﯿﻖ ﻣﺒﺎدئ اﻟﺘﻌﻠﻢ اﻟﻤﻮﺿﻮﻋﺔ ﺗﺠﺮﯾﺒﯿﺎً،
ﻓﮭﻲ ﺗﺘﻀﻤﻦ ﺗﻨﻤﯿﺔ ﻟﻠﺴﻠﻮك اﻟﻤﻼﺋﻢ ،وإﻧﻘﺎﺻﺎ ً ﻣﻦ اﻟﺴﻠﻮك ﻏﯿﺮ اﻟﻤﻼﺋﻢ ،إذ
ﯾﻨﻈﺮ ﻟﻼﺿﻄﺮاﺑﺎت اﻟﻨﻔﺴﯿﺔ أﻧﮭﺎ ﻧﺘﯿﺠﺔ ﻟﻠﺘﻌﻠﯿﻢ اﻟﺨﺎطﺊ وھﺬا اﻟﻨﻮع طﺒﻘﮫ
اﻟﺒﻠﺨﻲ ﻓﻲ ﺗﺪﺑﯿﺮ اﻟﺨﻮف واﻟﻮﺳﻮاس ﻣﻦ ﺧﻼل ﻧﺰع اﻟﺤﺴﺎﺳﯿﺔ ،واﻟﻌﻼج
ﺑﺎﻟﺘﻌﺮض ﻗﺒﻞ ﺑﺎﻓﻠﻮف وواﺗﺴﻦ.

اﻟﻤﻌﺎﻟﺠﺔ اﻟﻤﻌﺮﻓﯿﺔ:
ﺗﮭﺪف إﻟﻰ إﻧﻘﺎص اﻟﻨﺘﺎﺋﺞ ﻏﯿﺮ اﻟﻤﻨﻄﻘﯿﺔ ﻷﻧﻈﻤﺔ اﻻﻋﺘﻘﺎد ﻏﯿﺮ اﻟﻤﻨﻄﻘﻲ ،ﻓﮭﻲ
ﺗﺼﺤﺢ اﻟﺘﻔﻜﯿﺮ اﻟﺨﺎطﺊ ﻟﻠﺸﺨﺺ ﺣﻮل ﻧﻔﺴﮫ وﺣﻮل ﺑﯿﺌﺘﮫ .وﺗﻜﻮن إﻋﺎدة ﺑﻨﺎء
اﻟﻜﯿﺎن اﻟﻤﻌﺮﻓﻲ ھﻲ اﻟﻨﺘﯿﺠﺔ اﻟﻤﺮﺟﻮة ﻣﻦ اﻟﻤﻌﺎﻟﺠﺔ وھﺬا اﻟﻨﻮع ﻣﻦ اﻟﻤﻌﺎﻟﺠﺔ
طﺒﻘﮫ اﻟﺒﻠﺨﻲ ﻓﻲ ﺗﺪﺑﯿﺮ اﻟﺨﻮف ﻗﺒﻞ اﻟﯿﺲ وﺑﯿﻚ ﻣﺸﯿﺮا ً اﻟﻰ )اﻟﻐﻢ( ﻛﺮأس
اﻷﻋﺮاض اﻟﻨﻔﺴﯿﺔ ،ﻷﻧﮫ ﻛﺎﻷﺻﻞ ﻟﮭﺎ ،وﻷﻧﮫ ﻣﻘﺪﻣﺔ ﻟﺠﻤﯿﻌﮭﺎ .ﻓﺎﻟﻐﻀﺒﺎن ﯾﻐﺘﻢ
ﻣﻦ اﻷﻣﺮ ﺛﻢ ﯾﻐﻀﺐ ﺑﺴﺒﺒﮫ ،وﻛﺬﻟﻚ اﻟﺠﺰع واﻟﺨﺎﺋﻒ .وﯾﻨﺎ ًء ﻋﻠﻰ ذﻟﻚ ﻓﺘﺪﺑﯿﺮ
ﻣﺼﺎﻟﺢ اﻷﻧﻔﺲ ﯾﻘﻮم ﻋﻠﻰ اﻻﺟﺘﮭﺎد ﻓﻲ ﻛﺸﻒ اﻟﻐﻢ ﻋﻨﮭﺎ ،واﺟﺘﻼب اﻟﺴﺮور
إﻟﯿﮭﺎ .وﺿﺪ اﻟﻐﻢ اﻟﺴﺮور  ،ﻓﺈﻧﮫ أﺻﻞ ﻟﻜﻞ ﻣﺎ ﯾﻮﺟﺪ ﻟﮫ اﻹﻧﺴﺎن ﻣﺮﺗﺎﺣﺎ ً
وﻣﮭﺘﺰا ً ﻟﮫ  ،ﻓﺎﻟﻐﻢ ﻣﻦ أﻋﺮاض اﻟﻨﻔﺲ ﻣﻮﺿﻮع ﺑﺈزاء ﻛﻞ ﻣﻜﺮوه ﯾﺨﻠﺺ إﻟﻰ
اﻹﻧﺴﺎن  ،واﻟﺴﺮور ﻣﻮﺿﻮع ﺑﺈزاء ﻛﻞ ﻣﺤﺒﻮب ﯾﻨﺎﻟﮫ  ،ﻓﺎﻟﻐﻢ أﻗﻮى أﺳﺒﺎب
ﻣﺮض اﻟﻨﻔﺲ واﻟﺴﺮور أﻗﻮى أﺳﺒﺎب ﺻﺤﺘﮭﺎ و إن ﻣﻦ أﻋﺮاض ﻗﻮى اﻟﻨﻔﺲ
اﻟﺘﻲ ﺗﺘﻮﻟﺪ ﻣﻦ اﻟﻐﻀﺐ  ،وھﻮ ﻋﺮض ﯾﺒﻠﻎ ﻓﻲ ﺗﮭﯿﯿﺞ اﻹﻧﺴﺎن وأﺧﻼﻗﮫ وإﺛﺎرة
اﻟﺪم ﻓﻲ ﺟﺴﺪه وﺗﻐﯿﯿﺮ ﻟﻮﻧﮫ وﺗﺤﺮﯾﻚ ﺑﺪﻧﮫ ﺑﺎﻟﺤﺮﻛﺎت اﻟﻤﻀﻄﺮﺑﺔ اﻟﻤﻮﺣﺸﺔ ﻣﺎ
ﻻ ﯾﺒﻠﻐﮫ ﻏﯿﺮه ﻣﻦ أﻋﺮاض اﻟﻨﻔﺲ  ،ﺣﺘﻰ ﯾﺨﺮﺟﮫ إﻟﻰ ﻣﺜﻞ ﺻﻮرة اﻟﻤﺠﻨﻮن ،
ﻓﺮﺑﻤﺎ ﯾﺴﺨﻦ اﻟﺠﺴﺪ ﻓﻲ ﺣﺎل اﻻﺳﺘﺸﺎطﺔ ﻟﮫ – ﺗﺴﺨﯿﻨﺎ ً ﯾﻌﻘﺐ اﻟﺤﻤﻰ واﻟﺤﺮارة
اﻟﻤﺴﺘﻨﺒﻄﺔ ﻟﻠﻘﻠﺐ اﻟﻤﺘﻮﻟﯿﺔ ﻋﻠﯿﮫ ) ﻛﻤﺎ ﻋﺰا اﻟﺸﻌﻮر ﺑﺎﻟﺨﻮف إﻟﻰ وﺟﻮد
ﺷﻲء ﯾﻔﻜﺮ ﻓﯿﮫ وﯾﺮوﻋﮫ ﺗﺨﯿﻠﮫ ﻓﻲ ﻧﻔﺴﮫ  ،أو ﻣﻦ ﺷﻲء ﯾﻨﻈﺮ إﻟﯿﮫ  ،ﻓﯿﮭﻮﻟﮫ
ﻣﻨﻈﺮه  ،أو ﻣﻦ ﺷﻲء ﯾﺴﻤﻌﮫ  ،ﻛﺼﻮت ﺷﺪﯾﺪ ﯾﺘﺄذى إﻟﻰ ﺳﻤﻌﮫ ﻓﻼ ﯾﺤﺘﻤﻠﮫ
ﻟﺸﺪﺗﮫ وﺟﮭﺎرﺗﮫ  ،ﻓﯿﻨﺘﺤﺐ ﻗﻠﺒﮫ  ،أو ﺧﺒﺮ ﯾﺮد ﻋﻠﯿﮫ ﯾﻜﻮن ﺗﺤﺘﮫ أﻣﺮ ﻣﻜﺮوه
وﻣﺨﯿﻒ  ،ﻓﯿﺮﺗﺎع ﻟﺬﻟﻚ وﺗﺘﻐﯿﺮ ﻣﻨﮫ ﻧﻔﺴﮫ ,وﻣﻦ ﻗﻮى أﻋﺮاض اﻟﻨﻔﺲ اﻟﺠﺰع
وھﻮ ﻋﺮض ﯾﻌﺘﺮي اﻹﻧﺴﺎن ﻣﻦ ﻓﻘﺪ ﻣﺤﺒﻮب ﻣﻦ أھﻞ أو ﻣﺎل أو ﺷﻲء ﯾﺤﻞ
ﻣﻮﻗﻌﮫ ﻣﻨﮫ  ،ﻓﯿﻜﻮن ﻋﺰﯾﺰ ﻋﻠﯿﮫ  ،ﻣﺤﺒﺒﺎ ً إﻟﯿﮫ  ،ﻓﺘﺄﻟﻢ ﻧﻔﺴﮫ ﻟﻔﻘﺪه  ،وﯾﻌﺘﺮﯾﮫ
ﻟﺬﻟﻚ ﺣﺰن  ،ﺛﻢ ﯾﺸﺘﺪ ذﻟﻚ اﻟﺤﺰن ﺣﺘﻰ ﯾﺼﯿﺮ ﺟﺰﻋﺎ ً  .ﻓﺤﺎل اﻟﺠﺰع ﻣﻊ
اﻟﺤﺰن ﻛﺤﺎل اﻟﻔﺰع ﻣﻊ اﻟﺨﻮف ،وذﻟﻚ أن اﻟﻔﺰع إﻧﻤﺎ ھﻮ ﺷﺪة اﻟﺤﺰن ،ﻛﻤﺎ
أن اﻟﻔﺰع إﻧﻤﺎ ھﻮ ﺷﺪة اﻟﺨﻮف .واﻟﺠﺰع ﻋﺮض ﯾﺆﺛﺮ ﻓﻲ اﻹﻧﺴﺎن آﺛﺎراً
ﻣﻮﺣﺸﺔ ﻣﻦ اﻷﺧﻼق ،وإﻋﺪام اﻟﺼﺒﺮ ،ﺣﺘﻰ ﯾﺘﺨﯿﻞ اﻟﺬي ﯾﻐﻠﺐ ﻋﻠﯿﮫ اﻟﻌﺮض
ﻓﻲ ﻋﯿﻦ اﻟﻨﺎظﺮ إﻟﯿﮫ -ﺑﺄوﺣﺶ ھﯿﺌﺔ ،وﯾﻘﺪم ﻋﻠﻰ أﻓﻌﺎل ﺗﺤﺎﻛﻲ اﻟﺠﻨﻮن ﻣﻦ

Psychiatry in the Arab Islamic Civilization: Historical Perspective
ﻣﺜﻞ ﻟﻄﻢ اﻟﻮﺟﮫ ،وﻧﺘﻒ اﻟﺸﻌﺮ ،واﻟﺼﺮاخ وﺗﻤﺰﯾﻖ اﻟﺜﯿﺎب وأﻣﻮر ﻟﯿﺲ ﻟﮭﺎ
ﻧﻈﺎﺋﺮ داﻟﺔ ﻋﻠﻰ ارﺗﻔﺎع ﺣﻜﻢ اﻟﻌﻘﻞ واﻟﺤﯿﺎء ﻋﻦ ﺻﺎﺣﺒﮭﺎ ،وﻛﺜﯿﺮا ً ﻣﺎ ﯾﺆدي
ذﻟﻚ ﻣﺘﻌﺎطﯿﮫ إﻟﻰ ﻋﻠﻞ ﺑﺪﻧﯿﺔ ﺗﮭﺘﺎج ﺑﮫ ،وﺗﺜﻮر ﻓﻲ ﺗﻠﻚ اﻟﺤﺎل ﺣﺘﻰ ﯾﺼﻌﺐ
ﻋﻠﯿﮫ ﺗﻼﻓﯿﮭﺎ ،وﯾﺸﺘﺪ ﻋﻠﯿﮫ ﻣﻌﺎﻟﺠﺘﮭﺎ(.

وﻓﻲ اﻟﻮﺳﻮاس ﻗﺎل اﻟﺒﻠﺨﻲ أﯾﻀﺎ ُ  ):ﻣﻦ ﻗﻮى أﻋﺮاض اﻟﻨﻔﺲ اﻟﻮﺳﻮاس اﻟﺬي
ﯾﻌﺘﻠﺞ ﻓﻲ ﺻﺪر اﻹﻧﺴﺎن ،وﯾﺜﯿﺮ ﻣﻨﮫ اﻟﺨﻮاطﺮ اﻟﺮدﯾﺌﺔ ،وﯾﻨﻐﺺ ﻋﻠﯿﮫ ﻋﯿﺸﮫ،
وﻻ ﯾﻜﺎد ﯾﺘﮭﯿﺄ ﻣﻌﮭﺎ ﺑﻠﺬة ﻣﻦ ﻟﺬات ﺑﺪﻧﮫ ،ﺣﺘﻰ ﺗﻨﺎوﻟﮭﺎ ﻋﻠﻰ وﺟﮭﮭﺎ .وھﺬا
اﻟﻌﺮض ھﻮ اﻟﺬي ﯾﺪﻋﻰ ﺣﺪﯾﺚ اﻟﻨﻔﺲ ،وھﻮ ﻣﻦ ﻗﻮى أﻋﺮاﺿﮭﺎ وﺗﺤﺚ اﻟﻘﻠﻖ
اﻟﺬي ﯾﻜﻮن ﻓﻲ ﻛﺜﯿﺮ ﻣﻦ اﻷﺣﯿﺎن أﺳﺘﺠﺎﺑﮫ ﻟﻜﺮب داﺧﻠﻲ أو ﺧﺎرﺟﻲ( .5,6

اﻟﺘﻌﺎﻣﻞ ﻣﻊ ﺷﺪة اﻻﻧﻔﻌﺎﻻت اﻟﻮﺟﺪاﻧﯿﮫ اﻟﻐﯿﺮ ﻣﺮﺿﯿﮫ
ﯾﺆﻛﺪ اﻟﺒﻠﺨﻲ ﺑﺄن أھﻤﯿﺔ اﻟﻐﻀﺐ ﺗﺄﺗﻲ ﻣﻦ ﺑﯿﻦ اﻷﻋﺮاض اﻟﻨﻔﺴﯿﮫ ﺑﺴﺒﺐ
ﺷﯿﻮﻋﮫ وﯾﺤﺘﺎج اﻟﻰ ﺗﻔﻌﯿﻞ اﻻرادة ﺑﻄﺮﯾﻘﺘﯿﻦ اﻻوﻟﻰ ھﻲ ﺗﺪﺑﯿﺮ اﻟﻐﻀﺐ ﻣﻦ
ﺧﺎرج اﻟﻨﻔﺲ :ﯾﻜﻮن ﺑﺎﺗﺨﺎذ اﻟﻐﻀﺒﺎن ﺑﻄﺎﻧﺔ ﻣﮭﻤﺘﮭﺎ :وﻋﻈﮫ ،وﺗﺬﻛﯿﺮه ﺑﻔﻀﯿﻠﺔ
اﻟﺼﻔﺢ .واﻟﺸﻔﺎﻋﺔ ﻟﻤﻦ ﯾﺮﯾﺪ اﻟﻐﻀﺒﺎن ﻣﻌﺎﻗﺒﺘﮫ .

واﻟﺜﺎﻧﯿﺔ ﺗﺪﺑﯿﺮ اﻟﻐﻀﺐ ﻣﻦ داﺧﻞ اﻟﻨﻔﺲ  :وﯾﻘﻮم ﺗﺪﺑﯿﺮ اﻟﻐﻀﺐ ﻣﻦ داﺧﻞ
اﻟﻨﻔﺲ ﻋﻠﻰ اﺗﺨﺎذ ﺣﯿﻞ ﺗﻌﺪ ﻣﻦ أﺟﻞ اﺳﺘﺮﺟﺎﻋﮭﺎ ﻓﻲ اﻟﻮﻗﺖ اﻟﻤﻨﺎﺳﺐ ﻟﻼﺗﻌﺎظ
ﺑﮭﺎ  ،ﻓﻼ ﯾﺘﻄﻮر اﻟﻐﻀﺐ إﻟﻰ ﺷﻜﻠﮫ اﻟﻤﺮﺿﻲ ﺑﺄن ﯾﻔﻜﺮ ﺑﺎﻵﺛﺎر اﻟﺴﻠﺒﯿﺔ
ﻟﻠﻐﻀﺐ ﻋﻠﻰ اﻟﻨﻔﺲ واﻟﺒﺪن  ،وھﻲ آﺛﺎر رﺑﻤﺎ أدت إﻟﻰ ﻣﺎ ﯾﺼﻌﺐ ﺷﻔﺎؤه ﻣﻦ
اﻷﻣﺮاض ،ﻓﯿﻜﻮن اﻷﻟﻢ اﻟﺬي ﯾﻠﺤﻘﮫ ﺑﻨﻔﺴﮫ ﺟﺮاء اﻟﻐﻀﺐ أﻛﺒﺮ ﻣﻦ ﺷﻔﺎء
ﻏﯿﻈﮫ واﻹﺳﺎءة إﻟﻰ ﻏﯿﺮه و أن ﻏﻀﺒﮫ ﻗﺪ ﯾﻌﻮد ﻋﻠﯿﮫ ﺑﺎﻟﻨﺪم  ،ﻛﻤﺎ ﻛﺎن ذﻟﻚ
ﻣﻦ أﻣﺮ ﻛﺜﯿﺮ ﻣﻤﻦ ﻋﺎد ﺑﺄﻋﻈﻢ اﻟﻀﺮر اﻟﺪﯾﻨﻲ واﻟﺪﻧﯿﻮي  ،ﻓﻠﻢ ﯾﺘﮭﯿﺄ ﻟﮭﻢ
ﺗﺪارك ﻣﺎ ﺟﻨﻮه و أن ﯾﻔﻜﺮ ﻓﻲ أن ﺷﺪة اﻻﻧﺘﻘﺎم ﺗﻨﻔﺮ ﻗﻠﻮب اﻟﺮﻋﯿﺔ  ،وأن
اﻻﻧﻘﯿﺎد اﻟﻈﺎھﺮ ﻻ ﯾﻜﺴﺐ إﻻّ اﻷﺣﻘﺎد  ،ﺑﯿﻨﻤﺎ ﯾﻮﺟﺐ اﻟﻌﻔﻮ ﺧﻼف ذﻟﻚ ﻣﻦ
اﻟﻤﺤﺒﺔ  .واﻟﻄﺎﻋﺔ ﻣﻦ داﺧﻞ ھﻲ اﻟﻤﻄﻠﻮﺑﺔ ﻷﻧﮭﺎ طﺎﻋﺔ اﻟﻤﺤﺒﺔ ،وھﻲ اﻟﻤﺠﺪﯾﺔ
ﻓﻲ ﻋﻼﻗﺎت اﻟﻨﺎس ،ﺑﯿﻨﻤﺎ اﻟﻄﺎﻋﺔ ﻣﻦ ﺧﺎرج ھﻲ طﺎﻋﺔ اﻟﺮھﺒﺔ .وھﺬه ﻻ
ﺗﺠﺪي ﻧﻔﻌﺎً .ﻓﯿﮫ وﻣﻦ اﻟﺠﺪﯾﺮ ﺑﮫ أﯾﻀﺄ ُ أن ﯾﻔﻜﺮ ﻓﯿﻤﺎ إذا ﻛﺎن ﻟﻠﻤﻐﻀﻮب ﻋﻠﯿﮫ
ﺳﺎﻟﻒ إﺣﺴﺎن ،ﻓﯿﺸﻔﻊ ﺳﺎﺑﻖ اﻹﺣﺴﺎن ﻟﻼﺣﻖ اﻹﺳﺎءة وﺗﺠﻨﺐ ﻟﻘﺎء ﻣﻦ
أﻏﻀﺒﮫ واﻟﻨﻈﺮ ﻓﻲ وﺟﮭﮫ ،ﺣﺘﻰ ﺗﺨﻒ ﺣﺪة اﻟﻐﻀﺐ ﻣﻊ اﻟﺰﻣﻦ .ﺳﻤﯿﺖ ھﺬه
اﻟﺘﺪاﺑﯿﺮ ب)اﻟﺤﯿﻞ( وھﻲ ﺗﺴﺘﻨﺪ ﻓﻲ ﻛﺜﯿﺮ ﻣﻦ ﻣﺒﺎدﺋﮭﺎ اﻟﻰ ﻧﻈﺮﯾﺎت اﻟﺪﻓﺎع
اﻟﻨﻔﺴﻲ اﻟﻤﻌﺎﺻﺮة ﻣﻦ ﺣﯿﺚ أﺗﺒﺎع اﻟﻜﺒﺖ واﻟﺘﺴﺎﻣﻲ واﻟﻜﻒ واﻟﺘﺼﻌﯿﺪ.

ﻣﻌﺎﻟﺠﺔ اﻻﺿﻄﺮاﺑﺎت اﻟﻌﺼﺎﺑﯿﺔ
اﻻﺿﻄﺮاﺑﺎت اﻟﺮﺣﺎﻣﯿﺔ :
إن ﻣﻌﺎﻟﺠﺔ اﻷطﺒﺎء ﻟﻠﻌﺪﯾﺪ ﻣﻦ ﺣﺎﻻت اﻟﮭﺴﺘﺮﯾﺎ ﺗﺪل ﻋﻠﻰ ﻣﻌﺮﻓﺘﮭﻢ اﻟﺪﻗﯿﻘﺔ
ﺑﻄﺒﯿﻌﺔ ھﺬا اﻟﻤﺮض وإدراﻛﮭﻢ ﺗﺄﺛﯿﺮ اﻻﻧﻔﻌﺎﻻت اﻟﻨﻔﺴﯿﺔ ﻋﻠﻰ اﻟﺠﺴﻢ ،وﻣﻦ
ھﺬه اﻟﺤﺎﻻت:

ﻣﻌﺎﻟﺠﺔ ﺟﺒﺮاﺋﯿﻞ اﺑﻦ ﺑﺨﺘﯿﺸﻮع ﻟﺠﺎرﯾﺔ ﻟﻠﺮﺷﯿﺪ ﻛﺎﻧﺖ ﺗﻌﺎﻧﻲ ﻣﻦ ﺷﻠﻞ وظﯿﻔﻲ
ﻓﻲ ﯾﺪھﺎ ،ﯾﺮوي اﺑﻦ أﺑﻲ أﺻﯿﺒﻌﺔ ﺑﺄﻧﮫ اﺳﺘﺪﻋﻰ اﺑﻦ ﺑﺨﺘﯿﺸﻮع وﺷﺮح ﻟﮫ ﺣﺎل
اﻟﺼﺒﯿﺔ )ﻓﻘﺎل ﺟﺒﺮاﺋﯿﻞ :إن ﻟﻢ ﯾﺴﺨﻂ ﻋﻠﻲ أﻣﯿﺮ اﻟﻤﺆﻣﻨﯿﻦ ﺛﻢ ﺷﺮح ﻟﮫ ﺣﺎل
اﻟﺼﺒﯿﺔ ،ﻓﻘﺎل ﺟﺒﺮاﺋﯿﻞ :إن ﻟﻢ ﯾﺴﺨﻂ ﻋﻠﻲ أﻣﯿﺮ اﻟﻤﺆﻣﻨﯿﻦ ﻓﻠﮭﺎ ﻋﻨﺪي ﺣﯿﻠﺔ،
ﻓﻘﺎل ﻟﮫ وﻣﺎ ھﻲ؟ ﻗﺎل ﺗﺨﺮج اﻟﺠﺎرﯾﺔ إﻟﻰ ھﺎھﻨﺎ ﺑﺤﻀﺮة اﻟﺠﻤﻊ ﺣﺘﻰ أﻋﻤﻞ
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ﻣﺎ أرﯾﺪ ،وﺗﻤﮭﻞ ﻋﻠﻰ وﻻ ﺗﻌﺠﻞ ﺑﺎﻟﺴﺨﻂ .ﻓﺄﻣﺮ اﻟﺮﺷﯿﺪ ﺑﺈﺣﻀﺎر اﻟﺠﺎرﯾﺔ
ﻓﺨﺮﺟﺖ .وﺣﯿﻦ رآھﺎ ﺟﺒﺮاﺋﯿﻞ ﻋﺪا إﻟﯿﮭﺎ وﻧﻜﺲ رأﺳﮫ وﻣﺴﻚ ذﯾﻠﮭﺎ ﻛﺄﻧﮫ ﯾﺮﯾﺪ
أن ﯾﻜﺸﻔﮭﺎ ،ﻓﺎﻧﺰﻋﺠﺖ اﻟﺠﺎرﯾﺔ ،وﻣﻦ ﺷﺪة اﻟﺤﯿﺎء واﻻﻧﺰﻋﺎج اﺳﺘﺮﺳﻠﺖ
أﻋﻀﺎؤھﺎ ،وﺑﺴﻄﺖ ﯾﺪﯾﮭﺎ إﻟﻰ أﺳﻔﻞ ،وﻣﺴﻜﺖ ذﯾﻠﮭﺎ .ﻓﻘﺎل ﺟﺒﺮاﺋﯿﻞ :ﻗﺪ ﺑﺮﺋﺖ
ﯾﺎ أﻣﯿﺮ اﻟﻤﺆﻣﻨﯿﻦ .ﻓﻘﺎل اﻟﺮﺷﯿﺪ ﻟﻠﺠﺎرﯾﺔ اﺑﺴﻄﻲ ﯾﺪﯾﻚ ﯾﻤﻨﺔ وﯾﺴﺮة ﻓﻔﻌﻠﺖ
ذﻟﻚ ،وﻋﺠﺐ اﻟﺮﺷﯿﺪ واﻟﺤﻀﻮر وأﺻﺪر اﻟﺮﺷﯿﺪ أﻣﺮا ُ ﺑﺘﻮﻟﻲ ﺟﺒﺮاﺋﯿﻞ
ﻣﻨﺼﺐ رﺋﯿﺲ اﻻطﺒﺎء .وھﻨﺎك ﻗﺼﺔ أﺧﺮى ﻋﺎﻟﺞ ﻓﯿﮭﺎ أﺣﺪ اﻷطﺒﺎء اﻟﻌﺮب
زوﺟﺔ أﻣﯿﺮ ﻣﻦ اﻷﻣﺮاء ﻛﺎﻧﺖ ﻣﺼﺎﺑﺔ ﺑﺤﺎﻟﺔ ﻓﺎﻟﺞ وظﯿﻔﻲ أﻗﻌﺪھﺎ ﻣﻊ اﺣﺘﺒﺎس
اﻟﻨﻄﻖ ،ﺣﯿﺚ أﻟﺒﺲ اﻟﻄﺒﯿﺐ اﺑﻨﺘﮫ ﻟﺒﺎس اﻟﺮﺟﺎل وﻛﺄﻧﮭﺎ ﻣﺴﺎﻋﺪه وطﻠﺐ ﻣﻦ
اﻷﻣﯿﺮ أن ﯾﻘﻮم ھﺬا اﻟﻤﺴﺎﻋﺪ ﺑﺘﺪﻟﯿﻚ ﺟﺴﻢ اﻟﻤﺮﯾﻀﺔ ﻓﻲ ﻏﺮﻓﺔ ﺑﻌﯿﺪة
وﻟﻮﺣﺪھﻤﺎ .رﻓﺾ اﻷﻣﯿﺮ ﻓﻲ اﻟﺒﺪاﯾﺔ إﻻّ أﻧﮫ رﺿﺦ ﻓﻲ اﻟﻨﮭﺎﯾﺔ وﻗﺎﻣﺖ اﺑﻨﺔ
اﻟﻄﺒﯿﺐ ﺑﺘﺪﻟﯿﻚ ﺟﺴﻢ اﻟﺰوﺟﺔ ﺑﺸﻜﻞ ﻣﺮﯾﺐ وﻣﺮاوﻏﺘﮭﺎ ﻣﻤﺎ ﺟﻌﻞ اﻟﻤﺮﯾﻀﺔ
ﺗﺬھﻞ ﻋﻤﺎ ﯾﻠﺠﻢ ﺣﺮﻛﺎت أطﺮاﻓﮭﺎ وﯾﻌﻘﺪ ﻟﺴﺎﻧﮭﺎ ﻣﻦ اﺿﻄﺮاب ﻧﻔﺴﻲ ﻓﻘﺎﻣﺖ
ﻣﺴﺘﻐﯿﺜﺔ وﻟﻄﻤﺖ وﺟﮫ اﻟﺸﺎب ورﻛﻀﺖ ﻧﺤﻮ اﻟﻨﺎﻓﺬة وھﻲ ﺗﺼﺮخ وﺑﺬﻟﻚ
ﺷﻔﯿﺖ وﻏﻀﺐ اﻷﻣﯿﺮ ﻓﻲ اﻟﺒﺪاﯾﺔ ﻣﻦ ﺗﺼﺮف اﻟﻤﺴﺎﻋﺪ إﻻّ أﻧﮫ ﻟﻤﺎ ﻋﻠﻢ
اﻟﺤﻘﯿﻘﺔ ﻛﺎﻓﺄ اﻟﻄﺒﯿﺐ واﺑﻨﺘﮫ وﻋﺠﺐ ﺑﺬﻛﺎﺋﮫ .

اﺿﻄﺮاﺑﺎت اﻟﻮﺳﻮﺳﺔ :
ﺟﺎء ﻛﻼم اﻟﺒﻠﺨﻲ ﻋﻠﻰ اﻷﻋﺮاض اﻟﺘﻲ ﯾﺘﻤﯿﺰ ﺑﮭﺎ ﺻﺎﺣﺐ اﻟﻮﺳﻮاس ﻋﻠﻰ
اﻟﻨﺤﻮ اﻵﺗﻲ  :وﺟﻮد اﻟﻮﺳﺎوس اﻟﻤﺴﯿﻄﺮة ﻋﻠﻰ اﻟﻤﺮﯾﺾ .ﻣﺎ واﻓﻖ ﻣﻨﮭﺎ ﻣﺎ
ﯾﺤﺒﮫ اﻹﻧﺴﺎن وﯾﺘﻤﻨﺎه ،ﻓﯿﺼﺮف ﻓﻜﺮه إﻟﯿﮫ داﺋﻤﺎ ً  ،وﯾﻨﺸﻐﻞ ﺑﮫ ﻋﻦ أﻋﻤﺎﻟﮫ ،
وﻋﻦ ﻣﻤﺎرﺳﺔ ﺣﯿﺎﺗﮫ اﻟﯿﻮﻣﯿﺔ .واﻟﺜﺎﻧﻲ  :ﻣﺎ واﻓﻖ ﻣﻨﮭﺎ ﻣﺎ ﯾﺨﺸﺎه اﻹﻧﺴﺎن
وﯾﺨﺎﻓﮫ  ،ﻛﺘﺤﺪﯾﺚ اﻹﻧﺴﺎن ﻧﻔﺴﮫ ﺑﺄﻣﺮ ﻣﺨﯿﻒ ﺳﯿﺤﻠﻮ  ،ﺗﻜﻮن أﻣﺎ ﻣﻦ ﺧﺎرج
اﻟﻨﻔﺲ أو ﻣﻦ داﺧﻠﮭﺎ  ،وﯾﻜﻮن ﺻﺎﺣﺐ اﻟﻮﺳﻮاس ﺳﻲء اﻟﻈﻦ ﻓﻲ ﻛﻞ ﻣﺎ
ﯾﻌﺮض ﻟﮫ ﻣﻦ اﻷﻣﻮر اﻟﺘﻲ ﯾﻤﻜﻦ أن ﺗﺤﻤﻞ ﻋﻠﻰ وﺟﮭﯿﻦ  ،ﻓﯿﻨﺼﺮف وھﻤﮫ
إﻟﻰ اﻟﻮﺟﮫ اﻟﺬي ھﻮ أﺻﻌﺐ وأﺧﻮف وﻋﻠﯿﮫ اﻻﻧﻔﺮاد  :ﻷن ذﻟﻚ ﻣﻤﺎ ﯾﮭﯿﺞ
أﺣﺎدﯾﺚ اﻟﻨﻔﺲ وﺷﺮھﺎ وﻟﺪرء ﻣﻔﺎﺳﺪھﺎ وﺷﺮورھﺎ ﯾﻮﺻﻲ ﺑﺎﻟﺘﺪاﺑﯿﺮ اﻟﺘﺎﻟﯿﺔ
)اﻟﺤﯿﻞ(:

ﺗﺠﻨﺐ اﻟﻔﺮاغ :
ﻷن اﻹﻧﺴﺎن داﺋﻢ اﻻﺷﺘﻐﺎل ﺑﺄﻣﺮ ﻣﺎ ،ﻓﻤﻦ ﻟﻢ ﯾﻜﻦ ﻟﮫ ﺷﻐﻞ ﻣﻦ ﺧﺎرج اﺷﺘﻐﻠﺖ
ﻧﻔﺴﮫ ﻣﻦ اﻟﺪاﺧﻞ ،وﺑﺬﻟﻚ ﯾﻀﺎﻋﻒ اﻟﻔﺮاغ ﻋﻠﻰ ﺻﺎﺣﺒﮫ اﻟﺘﺄذي ﺑﺎﻟﻮﺳﻮاس.
ﻣﻊ اﻻﻧﺸﻐﺎل ﺑﺄﻣﻮر اﻟﺤﯿﺎة ،إذ ﻣﻦ طﺒﺎع ﺻﺎﺣﺐ ھﺬا اﻟﻤﺮض أن ﯾﻜﻮن
ﻣﻠﻮﻻً .أن ﯾﻌﺪ ﻟﻨﻔﺴﮫ ﻣﻦ ﺧﺎﺻﺘﮫ ﻣﻦ ﯾﺜﻖ ﺑﮭﻢ :وﯾﻄﻠﻌﮭﻢ ﻋﻠﻰ ﻣﺎ ﻓﻲ ﻧﻔﺴﮫ
وﯾﺴﺘﻤﻊ ﻟﻨﺼﺤﮭﻢ وﺗﻮﺟﯿﮭﮭﻢ ،ﻓﯿﻌﺮﻓﻮﻧﮫ ﺑﺒﻄﻼن ﻣﺎ ﺗﺤﺪﺛﮫ ﺑﮫ ﻧﻔﺴﮫ .وأﻣﺎ
ﺑﺎﻟﻨﺴﺒﺔ ﻟﻠﺤﯿﻞ اﻟﺘﻲ ﯾﺴﺘﻌﯿﻦ ﺑﮭﺎ ﺻﺎﺣﺐ اﻟﻮﺳﻮاس ﻣﻦ داﺧﻞ اﻟﻨﻔﺲ ﻓﮭﻲ أن
ﯾﻌﺪ ﻓﻜﺮا ً ﯾﻘﺎﺑﻞ ﺑﮭﺎ اﻟﻮﺳﺎوس إذا ﻋﺮﺿﺖ ﻟﮫ ﺣﺘﻰ ﯾﺒﻄﻠﮭﺎ ﻋﻦ طﺮﯾﻖ
اﻟﻤﺤﺎﺟﺠﺔ أو أن ﯾﻔﻜﺮ ﻓﯿﻤﺎ ﯾﻌﺮف ﻟﮫ ﻣﻮﺟﺒﺎ ً ﻛﺎﻷﻣﺮاض اﻟﺼﻌﺒﺔ ،واﻟﺤﺮوب.
وھﻮ ﻧﻮع ﻣﻦ اﻟﻮﺳﺎوس ﻣﻌﻠﻮم اﻟﺒﻄﻼن ﻋﻨﺪ اﻟﻌﻘﻼء ،أو أن ﯾﻠﺘﺰم اﻟﻤﺮﯾﺾ
ﺑﺄﺳﻠﻮب اﻟﻤﺠﺎھﺪة ﺑﻘﻮة اﻟﻌﻘﻞ ،ﻟﻨﻔﻲ اﻟﻮﺳﺎوس ﻋﻦ ﺿﻤﯿﺮه ،ﻓﯿﻔﻜﺮ ﻓﻲ أن ﻛﻞ
ﺷﻲء ﯾﻌﺮض ﻟﮫ ﻓﻲ ﺧﻠﺪه ﻣﻦ ﺳﻮء اﻟﻈﻦ ﺑﻨﻔﺴﮫ وﺑﺄﺳﺒﺎب ﺣﯿﺎﺗﮫ ،وﻻ ﯾﺠﺪ
أﺣﻮال اﻟﻨﺎس ﻣﺸﺎﺑﮭﺔ ﻟﺤﺎﻟﮫ ﻓﻲ إﺷﻐﺎل ﻗﻠﻮﺑﮭﻢ ،ﻓﻼ أﺻﻞ ﻟﮫ ،وھﻮ ﻧﻮع ﻣﻦ
اﻟﻮﺳﻮاس وﺑﺬﻟﻚ ﯾﻘﯿﻢ اﻟﺤﺠﺔ ﻋﻠﻰ ﻧﻔﺴﮫ وﯾﻔﻜﺮ ﻓﻲ أن ﻛﻞ ﻣﺎ ﯾﻌﺮض ﻟﮫ،
وﻟﯿﺲ ﻟﮫ ﻓﻲ اﻟﻈﺎھﺮ ﺳﺒﺐ ﻣﻌﺮوف ،ﺛﻢ ﯾﺨﺎﻟﻔﮫ وﯾﻌﺎوده ﻓﻲ أوﻗﺎﺗﮫ ﻋﺎﻣﺔ،
وأﺧﯿﺮا ً أن ﯾﻔﻜﺮ ﻓﻲ أن ﷲ ﺗﻌﺎﻟﻰ ﻛﻤﻠﺠﺄ اﻟﻮﺣﯿﺪ واﻻﺧﯿﺮ .وﻛﺬﻟﻚ ﺑﺎﻟﻨﺴﺒﺔ اﻟﻰ
أﺑﻲ زﯾﺪ ،ﻓﺈن ﻣﺎ ﯾﺪﻋﻰ ﺑﺘﻮھﻢ اﻟﻤﺮض)اﻟﻤﺮاق( ھﻮ ﻣﺨﺘﻠﻂ ﺑﺎﻟﺼﻮرة
اﻟﺴﺮﯾﺮﯾﺔ ﻟﻠﻮﺳﻮاس ،و ان ﺗﻮھﻢ اﻟﻤﺮض ﻋﺒﺎرة ﻋﻦ ﻧﻮع ﻣﻦ ﻗﻠﻖ اﻹﻧﺴﺎن
ﺗﺠﺎه ﺻﺤﺘﮫ ،ﻓﯿﺪﺧﻞ ﻓﻲ اﻟﻤﺠﺎل اﻟﻮﺟﺪاﻧﻲ ﻟﻠﻮﺳﻮاس .ﻏﯿﺮ أﻧﮫ ﻋﻨﺪ اﻟﺒﻠﺨﻲ
ﻣﺠﺮد أﻓﻜﺎر ﯾﺤﺪث ﺑﮭﺎ ﻧﻔﺴﮫ ﺑﻤﺎ ﺳﯿﺤﻞ ﺑﮫ ﻣﻦ ﻣﻜﺮوه دون أن ﯾﺘﻮھﻢ وﺟﻮد

Mahmood HKM and Younis MS
أﻋﺮاض ﻋﻀﻮﯾﺔ .ﻛﻤﺎ ﺳﺎد ﻣﻔﮭﻮم ارﺗﺒﺎط اﻟﻮﺳﻮاس ﺑﺎﻟﻌﻠﻞ واﻷﻣﺮاض
6
اﻟﺠﺴﻤﯿﺔ .وھﺬا ﻣﺎ ﻧﻌﺪه اﻟﯿﻮم أﺣﺪ اﻷﺳﺒﺎب اﻟﻤﺴﺮﻋﺔ ﻓﻲ ﺣﺪوث اﻟﻤﺮض.
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ﻣﻌﺎﻟﺠﺔ اﻻﺿﻄﺮاﺑﺎت اﻟﺬھﺎﻧﯿﺔ )اﻟﻤﻼﻧﺨﻮﻟﯿﺎ( :
دﻟﺖ اﻟﻮﺛﺎﺋﻖ اﻟﺘﺎرﯾﺨﯿﮫ ﻋﻠﻰ ﻣﺤﺎوﻟﺔ اﻟﻌﻠﻤﺎء اﻟﻌﺮب ﺗﺸﺨﯿﺺ وﺗﺼﻨﯿﻒ
وﻋﻼج اﻻﺿﻄﺮاﺑﺎت اﻟﺬھﺎﻧﯿﺔ وﻣﺎ ﯾﺼﺎﺣﺒﮭﺎ ﻣﻦ ﺿﻼﻻت )اﻟﻤﻼﻧﺨﻮﻟﯿﺎ(
ﺷﺎرﺣﯿﻦ ﺣﯿﺮﺗﮭﻢ ﺑﺎﻟﻤﺴﺒﺒﺎت ﻛﻤﺎ ﯾﻘﻮل اﺑﻦ ھﺒﻞ) :وﻗﺪ ذﻛﺮ ﺑﻌﻀﮭﻢ أن
اﻟﻤﺎﻟﯿﺨﻮﻟﯿﺎ ﯾﻜﻮن ﻋﻦ اﻟﺠﻦ ﺑﺄن ﯾﺨﺎﻟﻄﻮا اﻷرواح ﻓﯿﻐﯿﺮوا ﻣﺰاﺟﮭﺎ ،إﻻ إﻧﺎ
ﻧﺤﻦ ﻧﺮى اﻹﻧﺴﺎن ﯾﺘﻐﯿﺮ ﻣﺰاﺟﮫ ﻓﻨﻘﺼﺪ ﻋﻼﺟﮫ وﻧﺮوم ﺻﻼﺣﮫ ﺳﻮا ًء ﻛﺎن
ﺗﻐﯿﺮ اﻟﻤﺰاج ﻋﻦ اﻟﺠﻦ آو اﻟﺨﻠﻂ ،وﻟﻤﺎ ﯾﺬﻛﺮ ﻋﻦ اﻟﺠﻦ ﻧﻈﺎﺋﺮ ﯾﺘﻮﻗﻒ اﻟﻌﻘﻞ
ﻋﻦ ﺗﻜﺬﯾﺒﮫ وﺗﺼﺪﯾﻘﮫ ﻟﻌﺴﺮ اﻟﻮﻗﻮف ﻋﻠﻰ اﻟﺴﺒﺐ اﻟﻤﻮﺟﺐ ﻓﻲ اﻟﺮوح اﻟﻜﺪودة
واﻟﻈﻠﻤﺔ ﻣﻊ ﺳﻮء اﻟﻤﺰاج( .

ﻛﻤﺎ أورد اﺑﻦ ﺑﻄﻼن ﻓﻲ ﻣﻌﺎﻟﺠﺔ اﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﻟﻤﺎﻟﯿﻨﺨﻮﻟﯿﺎ ﻋﻠﻰ ﺿﺮورة
اﻻﻋﺘﻨﺎء ﺑﺎﻟﻤﺮﯾﺾ ﺣﺘﻰ ﺗﺰول ظﻨﻮﻧﮫ وذﻟﻚ ﺑﺎﻟﻜﻠﻤﺎت اﻟﺠﻤﯿﻠﺔ اﻷﻧﯿﻘﺔ
وﺑﺎﻟﺤﯿﻠﺔ اﻟﻤﻨﻄﻘﯿﺔ واﻟﻤﻮاﺳﺎة واﻟﻤﻮﺳﯿﻘﻰ واﻟﺘﻨﺰه ﻓﻲ اﻟﮭﻮاء اﻟﻄﻠﻖ واﻟﻐﺎﺑﺎت
واﻟﺒﺴﺎﺗﯿﻦ اﻟﺰاھﺮة وﯾﺤﺮص ﻋﻠﻰ اﻟﺘﻨﻘﻞ ﻣﻦ اﻟﻤﻜﺎن اﻟﺬي وﻗﻌﺖ اﻹﺻﺎﺑﺔ
وﻧﺼﺢ ﺑﺎﻷﺟﻮاء اﻟﺘﻲ ﺗﻤﯿﻞ إﻟﻰ اﻟﺤﺮارة وﺗﻘﻞ رطﻮﺑﺘﮭﺎ وﺑﺎﻻﺑﺘﻌﺎد ﻋﻦ
اﻷﻣﺎﻛﻦ اﻟﻤﺘﻌﻔﻨﺔ.

وﺗﺬﻛﺮ وﻗﻔﯿﺔ اﻟﻤﺴﺘﺸﻔﻰ اﻟﻨﻮري ﺑﺤﻠﺐ أﻧﮫ ﻛﺎن ﯾﺨﺼﺺ ﻟﻜﻞ ﻣﺼﺎب
ﺑﺎﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﺧﺎدﻣﯿﻦ ،ﯾﻨﺰﻋﺎن ﺛﯿﺎﺑﮫ ﻛﻞ ﺻﺒﺎح ،وﯾﺤﻤﻤﺎﻧﮫ وﯾﻠﺒﺴﺎﻧﮫ
ﺛﯿﺎﺑﺎ ً ﻧﻈﯿﻔﺔ ،وﯾﺤﻤﻼﻧﮫ ﻋﻠﻰ أداء اﻟﺼﻼة ،وﯾﺴﻤﻌﺎﻧﮫ اﻟﻘﺮآن اﻟﻜﺮﯾﻢ ﻣﻦ ﻗﺎرئ
ﺣﺴﻦ اﻟﺼﻮت ،ﺛﻢ ﯾﻔﺴﺤﺎﻧﮫ ﻓﻲ اﻟﮭﻮاء اﻟﻄﻠﻖ ،وﯾﺴﻤﻌﺎﻧﮫ اﻷﺻﻮات اﻟﺠﻤﯿﻠﺔ
واﻟﻨﻐﻤﺎت اﻟﻤﻮﺳﯿﻘﯿﺔ اﻟﻄﯿﺒﺔ ،ﻛﺬﻟﻚ ﺣﺮص اﻟﻌﻠﻤﺎء اﻟﻌﺮب ﻋﻠﻰ ﻣﻌﺎﻟﺠﺔ
اﻷﻣﺮاض اﻟﻨﻔﺴﯿﺔ ﺑﺎﻟﻮﺳﺎﺋﻞ اﻟﺘﺮﻓﯿﮭﯿﺔ اﻻﺟﺘﻤﺎﻋﯿﺔ ﻛﺎﻟﺴﻔﺮ وﺗﺒﺪﯾﻞ اﻟﺒﻠﺪ
واﻟﺘﻤﺎس اﻟﻔﺮح واﻻﻧﺸﺮاح ﺑﻐﯿﺔ إﺧﺮاج اﻟﻤﺮﯾﺾ ﻣﻦ ﺣﯿﺰ اﻟﻼﺷﻌﻮر إﻟﻰ
ﺣﯿﺰ اﻟﺸﻌﻮر .

وﻣﻦ اﻟﻮﺳﺎﺋﻞ اﻟﺘﺮﻓﯿﮭﯿﺔ اﻟﺘﻲ اﺑﺘﺪﻋﮭﺎ اﻷطﺒﺎء اﻟﻌﺮب واﻟﻤﺴﻠﻤﻮن ﻓﻲ اﻟﻌﻼج
اﻟﻨﻔﺴﻲ ،ھﻮ ﺗﺨﺼﯿﺺ ﻣﻦ ﯾﻘﻮم ﺑﺰﯾﺎرة اﻟﻤﺮﺿﻰ ﻓﻲ اﻟﺒﯿﻤﺎرﺳﺘﺎن واﻟﻘﯿﺎم
ﺑﺄﻋﻤﺎل ﺗﺪﺧﻞ اﻟﺴﺮور واﻟﺒﮭﺠﺔ ﻋﻠﻰ ﻧﻔﺲ اﻟﻤﺮﯾﺾ ﻣﻦ ذﻟﻚ ﻣﺎ رواه أﺑﻲ
اﻟﺼﻠﺖ أﻣﯿﺔ ﺑﻦ ﻋﺒﺪ اﻟﻌﺰﯾﺰ اﻷﻧﺪﻟﺴﻲ ) 1133-1077م( .وﯾﻘﻮل اﻟﺪﻛﺘﻮر
ﻣﺼﻄﻔﻰ اﻟﺴﺒﺎﻋﻲ ﻓﻲ ﻛﺘﺎﺑﮫ أﺧﻼﻗﻨﺎ اﻻﺟﺘﻤﺎﻋﯿﺔ ﺿﻤﻦ ﻓﻘﺮة أوﻗﺎف ﻏﺮﯾﺒﺔ:
)ﻟﻘﺪ ﺳﻤﻌﺖ وأﻧﺎ ﻓﻲ طﺮاﺑﻠﺲ أن ﻓﯿﮭﺎ وﻗﻔﺎ ً ﻻﺳﺘﺌﺠﺎر اﺛﻨﯿﻦ ﯾﺬھﺒﺎن ﻛﻞ ﯾﻮم
إﻟﻰ اﻟﻤﺴﺘﺸﻔﻰ ﯾﻘﻔﺎن ﺑﺠﺎﻧﺐ اﻟﻤﺮﯾﺾ ﯾﺘﺤﺪﺛﺎن ﺑﻜﻼم ﺧﺎﻓﺖ ﯾﺴﻤﻌﮫ اﻟﻤﺮﯾﺾ
ﻣﻦ ﺣﯿﺚ ﯾﻮھﻤﺎﻧﮫ أﻧﮭﻤﺎ ﯾﺘﻜﻠﻤﺎن ﺳﺮا ًﻓﯿﻘﻮل أﺣﺪھﻤﺎ ﻟﻸﺧﺮ ﻣﺎ رأﯾﻚ ﻓﻲ ھﺬا
اﻟﻤﺮﯾﺾ اﻟﯿﻮم ﻛﯿﻒ ﺣﺎﻟﮫ؟ ﻓﯿﻘﻮل اﻵﺧﺮ إﻧﻲ أراه اﻟﯿﻮم أﺣﺴﻦ ﻣﻨﮫ ﺑﺎﻷﻣﺲ،
ﻓﻮﺟﮭﮫ ﻣﺸﺮق وﻋﯿﻮﻧﮫ ﻣﺘﺄﻟﻘﺔ ،ﺛﻢ ﯾﻨﺼﺮﻓﺎن وﻗﺪ ﺳﻤﻊ اﻟﻤﺮﯾﺾ ﻛﻼﻣﮭﻤﺎ ﺑﻌﺪ
5،6
أن أوﺣﯿﺎ إﻟﯿﮫ ﻣﺎ ﯾﻌﺘﻘﺪ ﻓﻲ ﻧﻔﺴﮫ اﻟﺘﻘﺪم ﻧﺤﻮ اﻟﺸﻔﺎء(.

أﺳﺎﻟﯿﺐ اﻟﺮازي اﻟﻌﻼﺟﯿﺔ ﻟﻸﻣﺮاض اﻟﻨﻔﺴﯿﺔ
.1

إن ﻣﻦ أﺳﺎﻟﯿﺐ اﻟﺮازي اﻟﻌﻼﺟﯿﺔ :أﺳﺘﻌﺎﻧﺘﮫ ﺑﺎﺳﻠﻮب اﻹﯾﺤﺎء
اﻟﻨﻔﺴﻲ ﻛﻄﺮﯾﻘﺔ ﻋﻼج وﯾﺘﻀﺢ ذﻟﻚ ﻣﻦ ﻗﻮﻟﮫ) :ﻻ ﺗﻮھﻢ اﻟﻌﻠﯿﻞ أن
ﺑﮫ ﻣﺎﻟﯿﻨﺨﻮﻟﯿﺎ ﻟﻜﻦ إﻧﻤﺎ ﺗﻌﺎﻟﺠﮫ ﻣﻦ ﺳﻮء اﻟﮭﻀﻢ ﻓﻘﻂ وﺳﺎﻋﺪه ﻋﻠﻰ
وﻓﺮﺣﮫ واﺷﻐﻠﮫ ﻋﻦ اﻟﻔﻜﺮ(.
ﻛﺜﯿﺮ ﻣﻦ رأﯾﮫ وأﻟﮭﮫ ّ
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.3

ﻣﻌﺎﻟﺠﺔ اﻟﺮازي ﻟﺤﺎﻟﺔ اﻟﻮﺳﻮاس اﻟﻘﮭﺮي :ﺑﻄﺮﯾﻘﺔ ﺣﻞ ﻓﻜﺮ
اﻟﻤﺮﯾﺾ وھﻲ ﻻ ﺷﻚ طﺮﯾﻘﺔ ﺻﺤﯿﺤﺔ ﻓﻲ اﻟﻌﻼج اﻟﻨﻔﺴﻲ ﯾﻘﻮل
ﻲ وﺳﺄﻟﻨﻲ أن أﻋﺎﻟﺠﮫ ﻣﻦ ﻣﺮة زﻋﻢ
اﻟﺮازي) :ﻛﺎن رﺟﻼً ﺷﻜﺎ ً إﻟ ّ
ﺳﻮداوﯾﺔ ﻓﺴﺄﻟﺘﮫ ﻣﺎ ﯾﺠﺪ ﻓﻘﺎل أﻓﻜﺮ ﻓﻲ ﷲ ﺗﻌﺎﻟﻰ ﻣﻦ أﯾﻦ ﺟﺎء
وﻛﯿﻒ وﻟﺪ اﻷﺷﯿﺎء .ﻓﺄﺧﺒﺮﺗﮫ أن ھﺬا ﻓﻜﺮ ﯾﻌﻢ اﻟﻌﻘﻼء أﺟﻤﻊ ﻓﺒﺮء
ﻣﻦ ﺳﺎﻋﺘﮫ وﻗﺪ ﻛﺎن اﺗﮭﻢ ﻋﻘﻠﮫ ﺣﺘﻰ أﻧﮫ ﻛﺎد أن ﯾﻘﺼﺮ ﻓﯿﻤﺎ ﯾﺴﻌﻰ
ﻣﻦ ﻣﺼﺎﻟﺤﮫ وﻏﯿﺮ واﺣﺪ ﻣﻦ ھﺆﻻء ﻋﺎﻟﺠﺘﮫ ﺑﺤﻞ ﻓﻜﺮه( .وھﻢ
ﯾﺮون ﻓﻲ ﺑﯿﺎن ذﻟﻚ ،ﻋﻠﻰ ﺣﺪ ﺗﻌﺒﯿﺮ اﻟﺮازي )أﻋﻈﻢ اﻷﺻﻮل(
ﻟﻤﺎ ﯾﺮﯾﺪوﻧﮫ ،وھﺬا طﺒﯿﻌﻲ ،ﻷﻧﮫ ﻻ ﺳﺒﯿﻞ إﻟﻰ ﻣﺪاواة ﻧﻔﺲ
اﻹﻧﺴﺎن اﻟﻌﺎﻗﻞ ﺑﺈزاﻟﺔ أﻣﺮاﺿﮭﺎ إﻻّ ﻋﻠﻰ أﺳﺎس ﻣﻦ اﻟﺘﺒﺼﺮ
واﻟﻤﻌﺮﻓﺔ ﺑﺄﻣﻮر ھﺎﻣﺔ ﻣﻦ اﻟﻘﯿﻢ اﻟﺘﻲ ﯾﻌﻘﻠﮭﺎ اﻹﻧﺴﺎن وﯾﺆﻣﻦ ﺑﮭﺎ.
وﻛﻼم ھﺆﻻء اﻷطﺒﺎء واﻟﻌﻠﻤﺎء ﻛﺜﯿﺮة وﻣﺘﻨﻮﻋﺔ ،وﺳﻨﺬﻛﺮ ﻧﻤﺎذج
ﻣﻦ ﻣﺪاواﺗﮭﻢ ﻟﺒﻌﺾ آﻻم اﻟﻨﻔﻮس وأﻣﺮاﺿﮭﺎ.
اﺳﺘﺪﻋﻲ اﻟﺮازي ﻟﻌﻼج أﻣﯿﺮ ﺑﺨﺎري اﻟﺬي ﻛﺎن ﯾﺸﻜﻮ ﻣﻦ آﻻم
ﺣﺎدة ﻓﻲ اﻟﻤﻔﺎﺻﻞ ﻟﺪرﺟﺔ أﻧﮫ ﻛﺎن ﻻ ﯾﺴﺘﻄﯿﻊ اﻟﻮﻗﻮف ،وﻋﺎﻟﺠﮫ
اﻟﺮازي ﺑﻜﻞ ﻣﺎ ﻟﺪﯾﮫ ﻣﻦ أدوﯾﺔ ،وﻟﻜﻦ دون ﺟﺪوى وأﺧﯿﺮا اﺳﺘﻘﺮ
اﻟﺮازي ﻋﻠﻰ اﻟﻌﻼج اﻟﻨﻔﺴﻲ ،ﻓﻘﺎل ﻟﻸﻣﯿﺮ أﻧﮫ ﺳﻮف ﯾﺠﺮب
ﻋﻼﺟﺎ ً ﺟﺪﯾﺪا ً ﻏﺪاً ،وﻟﻜﻦ ﻋﻠﻰ ﺷﺮط أن ﯾﻀﻊ اﻷﻣﯿﺮ أﺳﺮع
ﺟﻮادﯾﻦ ﻟﺪﯾﮫ ﺗﺤﺖ ﺗﺼﺮﻓﮫ ،ﻓﺄﺟﺎﺑﮫ اﻷﻣﯿﺮ .وﻓﻲ اﻟﯿﻮم اﻟﺘﺎﻟﻲ رﺑﻂ
اﻟﺮازي اﻟﺠﻮادﯾﻦ ﺧﺎرج ﺣﻤﺎم ﺑﻈﮭﺮ اﻟﻤﺪﯾﻨﺔ ،ﺛﻢ دﺧﻞ ھﻮ
واﻷﻣﯿﺮ ﻏﺮﻓﺔ اﻟﺤﻤﺎم اﻟﺴﺎﺧﻨﺔ ،وأﺧﺬ ﯾﺼﺐ ﻋﻠﯿﮫ اﻟﻤﺎء اﻟﺴﺎﺧﻦ
وﺟﺮﻋﺔ اﻟﺪواء ﺛﻢ ﺧﺮج وﻟﺒﺲ ﻣﻼﺑﺴﮫ وﻋﺎد ﺷﺎھﺮا ً ﺳﻜﯿﻨﺎ ً ﻓﻲ
وﺟﮫ اﻷﻣﯿﺮ ،ﻣﮭﺪدا ً إﯾﺎه ﺑﺎﻟﻘﺘﻞ ،ﻓﺨﺎف اﻷﻣﯿﺮ ،وﻏﻀﺐ ﻏﻀﺒﺎ ً
ﺷﺪﯾﺪاً ،وﺳﺮﻋﺎن ﻣﺎ ﻧﮭﺾ واﻗﻔﺎ ً ﻋﻠﻰ ﻗﺪﻣﯿﮫ ،ﺑﻌﺪ أن ﻛﺎن ﻻ
ﯾﺴﺘﻄﯿﻊ ،وھﻨﺎ ﻓﺮ اﻟﺮازي إﻟﻰ اﻟﺤﻤﺎم إﻟﻰ ﺣﯿﺚ ﯾﻨﺘﻈﺮ ﺧﺎدم
اﻷﻣﯿﺮ ﻣﻊ اﻟﺠﻮادﯾﻦ ،ﻓﺮﻛﺒﺎ واﻧﻄﻠﻖ ﺑﺴﺮﻋﺔ .وﻋﻨﺪﻣﺎ وﺻﻞ
اﻟﺮازي إﻟﻰ ﺑﻠﺪه ،أرﺳﻞ إﻟﻰ اﻷﻣﯿﺮ رﺳﺎﻟﺔ ﺷﺎرﺣﺎ ً ﻓﯿﮭﺎ ﻣﺎ ﺣﺪث
ﻣﻦ أﻧﮫ ﻟﻤﺎ ﺗﻌﺴﺮ ﻋﻼﺟﮫ ﺑﻤﺎ أوﺣﺎه إﻟﯿﮫ ﺿﻤﯿﺮه ،وﺧﺸﻲ ﻣﻦ
طﻮل ﻣﺪة اﻟﻤﺮض ،ﻟﺠﺄ إﻟﻰ اﻟﻌﻼج اﻟﻨﻔﺴﺎﻧﻲ .واﺧﺘﺘﻢ اﻟﺮﺳﺎﻟﺔ
ﺑﺄﻧﮫ ﻟﯿﺲ ﻣﻦ اﻟﻠﯿﺎﻗﺔ أن ﯾﻘﺎﺑﻞ اﻷﻣﯿﺮ ﺑﻌﺪ ذﻟﻚ ،ﻓﻠﻤﺎ ﻋﺰم اﻟﺮازي
ﻋﻠﻰ ﻋﺪم اﻟﺮﺟﻮع .أرﺳﻞ إﻟﯿﮫ اﻷﻣﯿﺮ ﻣﺎﺋﺘﻲ ﺣﻤﻞ ﻣﻦ اﻟﺤﻨﻄﺔ،
وﺣﻠﺔ ﻧﻔﯿﺴﺔ ،وﻋﺒﺪا ً وﺟﺎرﯾﺔ ،وﺟﻮادا ً ﻣﻄﮭﻤﺎ ً ،وأﺟﺮي ﻋﻠﯿﮫ أﻟﻔﻲ
دﯾﻨﺎرا ً ﺳﻨﻮﯾﺎ ً .ﻋﺮج اﻟﺮازي أﯾﻀﺄ ﻋﻠﻰ اﻟﻌﻼج ﺑﺎﻟﻮﺳﺎﺋﻞ
اﻟﺘﺮﻓﯿﮭﯿﺔ ﯾﻘﻮﻟﮫ) :إذا أزﻣﻦ ﺑﺎﻟﻤﺮﯾﺾ اﻟﻤﺮض وطﺎل ﻓﺎﻧﻘﻠﮫ إﻟﻰ
ﺑﻠﺪ ﻣﻀﺎد اﻟﻤﺰاج ﻟﻤﺰاج ﻋﻠﺘﮫ ،ﻓﻜﺜﯿﺮا ً ﺑﺮئ ﺧﻠﻖ ﻛﺜﯿﺮ ﻣﻦ
اﻟﻤﺎﻟﯿﻨﺨﻮﻟﯿﺎ ﺑﻄﻮل اﻟﺴﻔﺮ وﯾﻘﻮل ﻓﻲ ﻋﻼج ﻧﻔﺲ اﻟﻤﺮض ﻓﻲ
اﻟﺤﺎوي) :ﻓﺈﻧﻲ رأﯾﺖ اﻟﻔﺮاغ أﻋﻈﻢ ﺷﻲء ﻓﻲ ﺗﻮﻟﺪه .وﯾﻨﺒﻐﻲ أن
ﯾﻌﺎﻟﺞ ھﺬا اﻟﺪاء ﺑﺎﻷﺷﻐﺎل ﻓﺈن ﻟﻢ ﯾﺘﮭﯿﺄ ﻓﺒﺎﻟﺼﯿﺪ واﻟﺸﻄﺮﻧﺞ
واﻟﻐﻨﺎء واﻟﻤﺒﺎراة ﻓﯿﮫ( 7 .أﻟﮭﻤﺖ أﻓﻜﺎر اﻟﺮازي وأﺑﻦ ﺳﯿﻨﺎ
اﻟﻌﻼﺟﯿﮫ ﺣﻜﻤﺎء أﺧﺮﯾﻦ ﺣﯿﺚ ﺗﻮﺻﻞ اﻟﻄﺒﯿﺐ أوﺣﺪ اﻟﺰﻣﺎن
اﻟﺒﻠﺪي أﯾﻀﺎ ُ اﻟﻰ ﻣﺎ ﻣﺎﯾﻌﺮف ﺑﺎﻹﯾﺤﺎء وھﻲ طﺮﯾﻘﺔ ﻟﻌﻼج
أﻋﺮاض اﻻﻣﺮاض اﻟﻌﺼﺎﺑﯿﮫ واﻟﻮﺳﻮﺳﺔ ﺗﻌﻤﻞ ﻋﻠﻰ ﺗﺤﺮﯾﺮ
اﻟﻤﺮﯾﺾ ﻣﻦ اﻋﺘﻘﺎده اﻟﻔﺎﺳﺪ وأﻓﻜﺎره اﻟﻐﯿﺮ ﻋﻘﻼﻧﯿﺔ وﻛﻤﺜﺎل آﺧﺮ
ﻋﻠﻰ ﻣﻌﺎﻟﺠﺔ ﻣﺮﯾﺾ ﺑﺎﻟﻮھﻢ :ﯾﻘﻮل إﺳﺤﻖ ﺑﻦ ﻋﻤﺮان اﻗﺘﺒﺎﺳﺎ ً ﻣﻦ
ﻗﺼﮫ ﻻﺣﺪ اﻟﻤﺮﺿﻰ اﻟﻤﺼﺎﺑﯿﻦ ﺑﺎﻟﻮھﻢ ﻓﻲ ﺑﻐﺪاد) :ھﻨﺎك ﻣﻦ
ﯾﺘﻮھﻢ أن ﻻ رأس ﻟﮫ ،ﻓﺄﺛﻘﻠﻨﺎ ﻋﻠﻰ رأﺳﮫ ﻓﻲ ﻣﺤﻞ اﻟﺨﻮذة ﺣﯿﻨﺌﺬ
ﺻﺢ ﻋﻨﺪه أن ﻟﮫ رأﺳﺎً(.5

ﺗﻮﺻﻞ اﻟﻌﺎﻟﻢ اﺑﻦ ﺳﯿﻨﺎ أﯾﻀﺎ ُ اﻟﻰ ﻣﻔﮭﻮم اﻻﺿﻄﺮاﺑﺎت اﻟﺮﺣﺎﻣﯿﺔ )اﻟﮭﺴﺘﯿﺮﯾﺎ(
وأوﺟﺪ ﻣﺒﺎدئ ﻟﻌﻼج ﻣﺨﺘﻠﻒ ﺣﺎﻻﺗﮭﺎ وﻓﻲ اﻟﺸﺪﯾﺪة ﻣﻨﮭﺎ دﻣﺠﮭﺎ ﺑﺄﻋﺮاض
اﻟﻤﻼﻧﺨﻮﻟﯿﺎ ﻛﻤﺎ ﯾﺘﻀﺢ ﻓﻲ وﺻﻒ طﺮق اﻟﻌﻼج ﻛﻤﺎ روي ﻓﻲ اﻟﻘﺼﺔ
ﻣﺸﮭﻮرة ﻷﺣﺪ ﻣﺮﺿﺎه ﺗﻮﺣﻲ ﺑﺘﺸﺎﺑﮫ أﻋﺮاض اﻻﺛﻨﯿﻦ وأﻣﺘﺰاﺟﮭﺎ ﻛﻤﺎ أدرك
ﻣﻌﻨﻲ ﻣﺼﻄﻠﺢ اﻟﮭﺬاء أو اﻟﻀﻼﻟﺔ أﺣﺪ اﻷﻋﺮاض اﻟﻤﻤﯿﺰة ﻟﻠﺬھﺎن اﻟﻤﺮادف
ﻟﻠﺠﻨﻮن ﺣﯿﺚ أﺻﯿﺐ أﺣﺪ اﻻﻣﺮاء ﺑﺎﻷوھﺎم واﻟﻀﻼﻻت ﻣﺘﺨﯿﻼُ ﻧﻔﺴﮫ أﻧﮫ ﺑﻘﺮة
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ﯾﺠﺐ أن ﺗﺬﺑﺢ وﺑﺪأ ﺑﺈﺧﺮاج ﺻﻮﺗﺎ ﻛﺼﻮت اﻟﺒﻘﺮة) اﻟﺨﻮار ( وﯾﺼﯿﺢ
اذﺑﺤﻮﻧﻲ ﻟﺬا اﻣﺘﻨﻊ ﻋﻦ اﻟﻄﻌﺎم اﻷﻣﺮ اﻟﺬي أدي إﻟﻲ ﺿﻌﻔﮫ وھﺰاﻟﮫ ﻓﻘﺎم أﺑﻦ
ﺳﯿﻨﺎ ﺑﺈﺑﻼﻏﮫ ﺑﻘﺪوم اﻟﺠﺰار ﻗﺮﯾﺒﺎ ﻟﺬﺑﺤﮫ ،وﺑﻌﺪ ﻓﺘﺮة دﺧﻞ ﻋﻠﯿﮫ اﺑﻦ ﺳﯿﻨﺎ
ﻏﺮﻓﺘﮫ ﺷﺎھﺮا ﺳﻜﯿﻨﺎ ﻛﺒﯿﺮا ،وﻗﺎل "أﯾﻦ ھﺬه اﻟﺒﻘﺮة اﻟﺘﻲ ﺳﻮف أذﺑﺤﮭﺎ" ﻓﺄﺟﺎﺑﮫ
اﻟﻤﺮﯾﺾ ﺑﺈﺻﺪار ﺧﻮار اﻟﺒﻘﺮة ﻛﻲ ﯾﻌﺮﻓﮫ ﻓﺄﻣﺮ اﺑﻦ ﺳﯿﻨﺎ ﺑﺄن ﯾﻄﺮح أرﺿﺎ،
وﺗﻘﯿﺪ ﯾﺪاه ورﺟﻼه ،وﺑﻌﺪ إﺗﻤﺎم ھﺬا اﻷﻣﺮ ﺗﺤﺴﺲ اﺑﻦ ﺳﯿﻨﺎ ﻛﻞ ﺟﺴﻤﮫ ،ﺛﻢ
ﻗﺎل :إﻧﮭﺎ ﺑﻘﺮة ﻧﺤﯿﻔﺔ ﺟﺪا ﻻ ﺗﺼﻠﺢ ﻟﻠﺬﺑﺢ اﻵن ﯾﺠﺐ أن ﺗﺘﻐﺬي وﺗﺴﻤﻦ أوﻻ ﺛﻢ
أﻣﺮھﻢ ﺑﺈطﻌﺎم اﻟﻤﺮﯾﺾ ﺑﺄطﻌﻤﺔ ﺟﯿﺪة وﻣﻨﺎﺳﺒﺔ ﻓﺎﻛﺘﺴﺐ اﻟﻤﺮﯾﺾ ﺣﯿﻮﯾﺔ
وﻗﻮة وزاﻟﺖ أﻋﺮاض اﻟﻮھﻢ وﻗﺪ ﺗﻜﻮن أﺻﻼُ أﻋﺮاﺿﺎ ً طﺎرﺋﮫ ﻣﻤﺎ ﯾﺸﺎﺑﮫ
ﻣﻌﻠﻮﻣﺎﺗﻨﺎ اﻟﻤﻌﺎﺻﺮة ﻋﻦ )اﻟﺬھﺎن اﻟﺤﺎد( اﻟﺬي ﯾﻜﻮن وﻗﺘﯿﺎ ً وﻗﺎﺑﻼُ ﻟﻠﺸﻔﺎء
اﻟﺬاﺗﻲ .5,6

ذﻛﺮت اﻟﻮﺛﺎﺋﻖ اﻟﺘﺎرﯾﺨﯿﺔ اھﺘﻤﺎم أﺑﻦ ﺳﯿﻨﺎ أﯾﻀﺎ ً ﺑﻤﻈﺎھﺮ اﻟﻌﺸﻖ اﻟﻨﻔﺴﯿﺔ
وﺗﺤﻠﯿﻠﮫ ﻟﮭﺎ ﻗﺎﺋﻼً) :ھﺬا ﻣﺮض وﺳﻮاﺳﻲ ﺷﺒﯿﮫ ﺑﺎﻟﻤﺎﻟﯿﻨﺨﻮﻟﯿﺎ ،ﻗﺪ ﺟﻠﺒﮫ اﻹﻧﺴﺎن
إﻟﻰ ﻧﻔﺴﮫ ﺑﺘﺴﻠﯿﻂ ﻓﻜﺮﺗﮫ ﻋﻠﻰ اﺳﺘﺤﺴﺎن ﺑﻌﺾ اﻟﺼﻮر واﻟﺸﻤﺎﯾﻞ اﻟﺘﻲ ﻟﮫ،
ﺳﻮاء أﻋﺎﻧﺘﮫ ﻋﻠﻰ ذﻟﻚ ﺷﮭﻮﺗﮫ أم ﻟﻢ ﺗﻌﻨﮫ( ،ﯾﺴﺘﺪل ﻋﻠﻰ ﻓﮭﻤﮫ وﻋﻼﺟﮫ أﯾﻀﺎ ُ
ﻣﻦ ﻗﺼﺔ ﻣﺸﮭﻮرة رواھﺎ اﻟﻌﺮوﺿﻲ اﻟﺴﻤﺮﻗﻨﺪي :وﻗﻊ أﺣﺪ اﻟﻔﺘﯿﺎن ﻣﻦ أﺑﻨﺎء
أﻣﺮاء ﻓﺎرس ﻓﻲ ﻣﺮض ﻣﺒﮭﻢ ،ﻓﻜﺎن اﻟﺸﺎب ﯾﻨﺤﻞ وﯾﻀﻌﻒ ﯾﻮﻣﺎ ﺑﻌﺪ ﯾﻮم
ﻻﻣﺘﻨﺎﻋﮫ ﻋﻦ اﻟﻄﻌﺎم واﻟﺸﺮاب ﺣﺘﻰ ھﺰل وﻟﺰم اﻟﻔﺮاش .وﻋﻨﺪﻣﺎ زاره أﺑﻦ
ﺳﯿﻨﺎ ﻓﺤﺼﮫ ﺑﻌﻨﺎﯾﺔ ،وﺟﻠﺲ ﺑﺠﺎﻧﺐ ﻓﺮاﺷﮫ ووﺿﻊ أﺻﺒﻌﮫ ﻋﻠﻰ ﻧﺒﻀﮫ ،ﺛﻢ
طﻠﺐ ﻣﻦ أﺣﺪ اﻟﺨﺪم أن ﯾﻌﺪد ﺟﻤﯿﻊ أﺣﯿﺎء ﺗﻠﻚ اﻟﺒﻠﺪ ،وﻟﻤﺎ وﺻﻞ اﻟﺨﺎدم إﻟﻰ
ذﻛﺮ ﺣﻲ ﻣﺎ ﻻﺣﻆ اﺑﻦ ﺳﯿﻨﺎ أن ﻧﺒﺾ اﻟﻔﺘﻰ ﻗﺪ ﺗﺴﺎرع .وﻋﻨﺪﺋﺬ طﻠﺐ ﻣﻦ
اﻟﺨﺎدم أن ﯾﺬﻛﺮ أﺳﻤﺎء اﻟﻌﺎﺋﻼت اﻟﺘﻲ ﻛﺎﻧﺖ ﺗﻘﻄﻦ ذﻟﻚ اﻟﺤﻲ ،وﻟﻤﺎ أﺗﻰ اﻟﺨﺎدم
ﻋﻠﻰ ذﻛﺮ اﺳﻢ ﻣﻌﯿﻦ ﻣﻦ ﺗﻠﻚ اﻷﺳﻤﺎء ﺷﻌﺮ ﺑﺄن ﻧﺒﺾ اﻟﻔﺘﻰ ﻗﺪ ﺗﺴﺮع أﻛﺜﺮ.
وھﻨﺎ ﺳﺄل اﺑﻦ ﺳﯿﻨﺎ إن ﻛﺎن ﻟﺘﻠﻚ اﻟﻌﺎﺋﻠﺔ ﻣﻦ ﺑﻨﺎت ﻓﺄﺟﺎﺑﻮه ﻧﻌﻢ ،ﻓﻘﺎم ﻣﻦ ﺗﻮه
إﻟﻰ أھﻞ اﻟﻔﺘﻰ وﻗﺎل ﻟﮭﻢ ﻟﻘﺪ ﺑﺎن اﻟﺴﺒﺐ ﻓﺰال اﻟﻌﺠﺐ إن اﺑﻨﻜﻢ ﻋﺎﺷﻖ إﺣﺪى
ﺑﻨﺎت ﺗﻠﻚ اﻟﻌﺎﺋﻠﺔ ،وھﺬا ھﻮ اﻟﻤﺮض وﻋﻼﺟﮫ ﺑﺎﻟﺰواج ﻣﻦ ﺗﻠﻚ اﻟﻔﺘﺎة .وﻣﻦ
اﻟﻮاﺿﺢ ﻣﻦ ھﺬه اﻟﺮواﯾﺔ أن اﺑﻦ ﺳﯿﻨﺎ اﺳﺘﻌﻤﻞ طﺮﯾﻘﺔ اﻟﺘﺤﻠﯿﻞ اﻟﻨﻔﺴﻲ
ﻟﻠﻮﺻﻮل إﻟﻰ ﺳﺒﺐ اﻻﻧﻔﻌﺎل اﻟﻮﺟﺪاﻧﻲ وﻣﺎ اﺗﺼﻞ ﺑﮫ ﻣﻦ ﻋﺎطﻔﺔ ﻛﺎﻣﻨﺔ ﻛﻤﺎ
أﻧﮫ اﺳﺘﻌﻤﻞ اﻟﻄﺮﯾﻘﺔ ذاﺗﮭﺎ ﻛﻮﺳﯿﻠﺔ ﻋﻼﺟﯿﺔ ﺑﺴﻌﯿﮫ اﻟﻰ إﺛﺎرة اﻧﻔﻌﺎﻻت
ﺟﺴﻤﯿﺔ ،واﺳﺘﺪل ﻣﻨﮭﺎ ﻋﻠﻰ وﺟﻮد ارﺗﺒﺎط ﺳﺒﺒﻲ )ﺗﺴﺎرع اﻟﻨﺒﺾ( وﺑﯿﻦ
اﻟﻌﺎﻣﻞ اﻟﻨﻔﺴﻲ اﻟﻤﺴﺒﺐ ﻟﮭﺎ.7،8

اﻻﺳﺘﻨﺘﺎج

ﺳﺎدت ﻓﻲ اﻟﻘﺮون 10-7م طﻔﺮة ﻧﻮﻋﯿﮫ ﻓﻲ ﺗﻄﻮر اﻟﻄﺐ ﺑﻨﻮاﺣﯿﮫ اﻟﻤﺨﺘﻠﻔﺔ
ﻣﻦ ﺗﻌﻠﯿﻢ طﺒﻲ وﺗﻨﻈﯿﻢ اﻟﻤﻤﺎرﺳﺔ اﻟﻤﮭﻨﯿﺔ واﻟﺘﺄﻟﯿﻒ واﻟﺘﺮﺟﻤﺔ وﺑﺮزﻓﻲ ﺗﻠﻚ
اﻟﻔﺘﺮة ﻋﻠﻤﺎء أﺟﻼء ﻛﺎن ﻟﮭﻢ اﺳﮭﺎم ﺑﺎرز ﻓﻲ اﻟﻄﺐ اﻟﻨﻔﺴﻲ وﻋﻠﻢ اﻟﻨﻔﺲ .
ﯾﺠﺪر أﻋﺘﺒﺎر ﺗﻔﺎﺳﯿﺮ وﻣﻔﺎھﯿﻢ اﻻطﺒﺎء اﻟﻌﺮب واﻟﻤﺴﻠﻤﯿﻦ ﺣﻮل اﻻﺿﻄﺮاﺑﺎت
اﻟﻨﻔﺴﯿﺔ إﻧﺠﺎزات ﻣﺤﺪﺛﮫ ﺑﻘﯿﺎﺳﺎت ذﻟﻚ اﻟﻌﺼﺮ ﺣﯿﺚ أﻓﺮدوا ﻓﺼﻮﻻ ﻟﻮﺻﻒ
وﺗﺸﺨﯿﺺ وﻋﻼج اﻻﻣﺮاض اﻟﻌﺼﺎﺑﯿﺔ واﻟﻨﻔﺲ ﺟﺴﻤﯿﮫ ﺳﺎﺑﻘﯿﻦ اﻟﻤﻔﺎھﯿﻢ
اﻟﺒﺪاﺋﯿﺔ اﻟﺴﺎﺋﺪة ﻓﻲ أورﺑﺎ ﺣﻮل ﺗﻠﻚ اﻻﻣﺮاض وﺑﻌﯿﺪأ ُ ﻋﻦ ﺗﺄﺛﯿﺮ اﻟﺨﺮاﻓﺎت
واﻟﺘﻠﺒﺲ ﺑﺸﺮﺣﮭﻢ ﻟﺘﺄﺛﯿﺮ اﻟﻌﻮاﻣﻞ اﻟﻮﺟﺪاﻧﯿﺔ وارﺗﺒﺎطﮭﺎ ﺑﺎﻟﻮظﺎﺋﻒ
واﻻﻋﺘﻼﻻت اﻟﺒﺪﻧﯿﺔ ,ﻛﻤﺎ وﺿﻌﻮا أﺳﺲ وﻣﺒﺎدئ اﻟﻌﻼج ﺑﺸﻘﯿﮫ اﻟﺪواﺋﻲ
واﻟﻤﻌﺮﻓﻲ اﻻدراﻛﻲ ﻟﻤﺮض اﻟﻮﺳﻮﺳﺔ واﻻﻋﺮاض اﻟﺮﺣﺎﻣﯿﮫ وﺗﻨﺎوﻟﻮا
ﺑﺎﻟﺸﺮح واﻟﻮﺻﻒ ﻣﺮض ﺑﺎﻟﻤﻼﻧﺨﻮﻟﯿﺎ واﻻﻛﺘﺌﺎب ﻣﺆﻛﺪﯾﻦ ﻋﻠﻰ أﺳﺘﻌﻤﺎل
8
اﻟﻮﺳﺎﺋﻞ اﻟﻌﻼﺟﯿﺔ اﻟﺮﺣﯿﻤﺔ.
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ﯾﻮﻧﺲ ،ﻣﮭﺎ ﺳﻠﯿﻤﺎن .ﻟﻤﺤﺎت ﺣﻮل ﺗﻨﻈﯿﻢ اﻟﺴﻠﻮك اﻟﻄﺒﻲ اﻟﻤﮭﻨﻲ ﻓﻲ
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Sarhan W. The Contribution of Arab Islamic
Civilization to Mental Health. The Arab Journal of
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Mahmood HKM and Younis MS

Abstract
The current paper aims to explore the history of psychiatric medicine in the Arab Islamic civilization and to show the
contribution of Arab Muslim scientists in the development of this important specialty. Baghdad, Cordoba, and Gondishapur
were the main centers for high medical knowledge, legislation of medical conduct, authoring and translation from Greek
and other medical references especially in Baghdad from the 7th to 10th Centuries with the support of Abbasid Caliphs. The
master scientists set principles for proper psychiatric practice differentiating it from witchcraft and sorcery as recommended
by Ibn Omran, Al Razi, Ibn Sinaa, Al-Baghdady and Ibn Masawaiyh, who described the symptoms and treatment of
melancholy and hysteria in a scientific way comparable to contemporary medicine focusing on the effect of emotional
factors causing somatic symptoms. The Al Razi books (AlHawi and Almansouri) and Ibn Sinaa (Alcanon) had the biggest
impact on the development of Medieval medicine in Europe, both had published many papers exploring anxiety, depression
and psychosomatic disorders. In his literature, Al Balkhi mentioned the causes of obsessions and panic attacks
recommending self-suggestions, reassurance from others, and using sub-conscious defense mechanisms. These luminaries
invented music and entertainment therapy for mentally ill patients in Baghdad’s hospitals.
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•

Shorter oxford textbook of psychiatry
Seventh edition- oxford press 2018.
A textbook Of 800 pages that covers the fields of psychiatry in 26 chapters, in easy comprehensive reading, it is
excellent for psychiatric residents and practicing psychiatrists, it is rich in references for all the topics.

•

The wretched of the Earth.
By Walid Abdel-Hamid
LAP LAMPERT Academic publishing 2018. Small book of 156pages in five chapters. About the needs of homeless
and displaced people over the ages, starting with ancient history of homelessness to the age of enlightenment and
punishment of the poor, to the age of welfare after the Second World War, and the present time of borders

control and walls.

•

Cognitive Therapy
Basic and Beyond
By Judith S. Beck
It’s a classic book published first in 1985 by Guilford press
Forwarded by Aron Beck has 18 chapters in over 320 pages medium size, contains all what the therapist, should
know about cognitive therapy, before the practice of such effective therapy ,it is suitable for trainees in psychiatry
and psychologists.
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