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Editorial letter

My colleagues, | am calling on everybody to support the journal while approaching 30
anniversary next year.

The journal require more active involvement in publishing editing and financial support.

With great difficulty, we are getting a number of papers every six months so we can be
running.

Do you have any suggestions as | feel it’s not long before we lose the journal.

Walid Sarhan
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Editorial
Safety and Tolerability of Antipsychotics
Ahmed Okasha
OB Cilaliaa Jand A8 g e
LilSe tea)
Abstract

A ntipsychotics are commonly used to treat schizophrenia, bipolar disorders, depression, and other conditions where
psychotic symptoms occur. Antipsychotics are classified as typical first-generation agents (FGAS) or atypical
second-generation agents (SGAs) or third generation (Dopamine Partial agonists) and lately recent antipsychotics.
Regulatory agencies have approved their usage in the adult population 18-65 years. However, these agents are prescribed
‘off-label” for children and adolescents. Antipsychotics have special warnings for use in the elderly patients with dementia-
related psychosis that includes an increased risk for fatalities and cerebrovascular events. Extrapyramidal side effects (EPS)
and tardive dyskinesia are a risk with all antipsychotic classes. Even though antipsychotics can lower seizure threshold,
clozapine is the most commonly known for this adverse effect. The metabolic syndrome associated with the SGAs is well
known, and olanzapine most commonly produces weight gain and lipid changes. Thioridazine and mesoridazine have a
‘black box’ FDA warning due to QTc prolongation and risk for torsades de pointes. Hematologic disorders such as
agranulocytosis are associated with clozapine and specific guidelines for patient monitoring are established. Both FGAs and
SGAs are known to produce elevations from baseline prolactin levels with risperidone and paliperidone and amisulpride.
Avripiprazole was reported to have the least effects on plasma prolactin levels. Neuroleptic malignant syndrome is an acute
medical emergency, and antipsychotic therapy must immediately cease and the patient treated in the hospital.

Keywords: Antipsychotics, safety, tolerability, adverse effects, elderly, child and adolescent
Declaration of interest: None

(e.g. all-cause discontinuation) so that policy decision-

. makers can formulate practice guidelines.®
Introduction

Antipsychotics are the mainstay therapeutic treatment for
a variety of psychiatric conditions, including From the practical perspective, patients typically
schizophrenia, bipolar disorders, and others associated experience more than one adverse effect at any particular
diseases. These psychiatric disorders have acute episodes time during treatment with different levels of severity.?
of psychotic Symptoms requiring immediate therapy_ These typeS Of Studies fOCUS on the adult population, and
However, usage of antipsychotics often requires chronic antipsychotics are used in all age groups from the
disease management as these conditions are long-term geriatric population to children and adolescents,
debilitating diseases. With the exception of clozapine, all including during pregnancy.

other antipsychotics were found to be equally effective
agents.? Adverse side effects of antipsychotics are
associated with their pharmacologic actions at various
receptors located in the central nervous system (CNS)
and periphery.®® Pharmacovigilance detects, assesses,
and attempts to understand the adverse effects of
medications so that preventative measures can be
employed to maximize their outcomes and tolerability.
The adverse side effect profiles of 15 antipsychotic

At a mechanistic level, drug treatments for schizophrenia
are presently based on the dopamine hypothesis
concerning the symptoms of this disorder.” The
development of second-generation antipsychotics that
began 25 years ago has yielded some advances in terms
of efficacy, with some modest improvement in
addressing the negative symptoms of this condition, and

agents (both first generation and second generation) were
compared using meta-analysis from over 200 clinical
trials and provided an overall profile of each agent
relative to the other antipsychotics with six parameters

in tolerability, particularly with regard to extrapyramidal
side effects.® However, no antipsychotics display robust
effects on the cognitive deficits or impaired social
processing that are important components of this
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disorder.” For years, the limited efficacy of conventional
and second-generation agents has led to theories about
whether the manipulation of brain targets other than, or
in addition to, the dopamine D2 receptor (D2R) may be
necessary for treating this disorder and to significantly
improve safety and tolerability. In recent years, the N-
methyl-D-aspartate  (NMDA) receptor hypothesis of
schizophrenia has been validated in preclinical animal
models and humans.® According to this theory, the
excessive dopamine release in the mesolimbic pathway
and the decrease in dopamine release from the
mesocortical pathway in the prefrontal cortex, which are
responsible for some of the symptoms of schizophrenia,
are secondary to a decrease in NMDA receptor control of
inhibitory GABAergic neurons. No drugs capable of
selectively enhancing NMDA receptor activity in this
key brain region have yet been approved for human use.
Studies indicate that prodromal and -early-in-disease
schizophrenic patients have elevated brain glutamate
levels compared to healthy controls and ultra-high-risk
patients who do not become psychotic.*® Alterations in
NMDA receptor-mediated excitation of GABAergic
neurons indicate that schizophrenia is associated with
dysfunctional glutamatergic systems in the prefrontal
cortex and limbic regions of the brain. One approach has
been to target the glutamatergic system using
pomaglumetad methionil, a potent and highly selective
orthosteric metabotropic glutamate receptor (mGIuR) 2/3
agonist,'* but alternative approaches directed at group 111
mGIuRs are also currently studied in preclinical models
of schizophrenia.?

Preclinical research suggests that by reducing glutamate
release, pomaglumetad methionil normalizes heightened
glutamate activity in cortical pyramidal neuron.* While
pomaglumetad methionil was reported to display
beneficial effects on both the positive and the negative
symptoms of schizophrenia in initial clinical trials,
positive results were not obtained in phase Il studies.
Analysis of the clinical data suggests that pomaglumetad
methionil is most efficacious in early-in-disease
schizophrenics (<3 years’ duration) with a known
hyperactive glutamatergic pathophysiology.’* It is
anticipated, therefore, that new antipsychotics acting on
the mGIuR2/3 will be developed to treat schizophrenic
patients in an early phase of the illness with the hope of
slowing disease progression and improving prognosis.

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

the symptoms of schizophrenia, little is known about the
extent to which changes in D3R and dopamine D4
receptor (D4R) activity contribute to the symptoms of
this disorder. It is known that the molecular structure of
D3R is very similar to that of D2R and D4R and that in a
variety of animal species D2R and D3R share high
homology®® and identity in the transmembrane regions,
including the binding site.** Such structural similarities
make it difficult to design ligands that selectively interact
with D3R. This, in turn, has compromised the ability to
fully define the localization and functions of this site. A
number of approved drugs that were believed to act
primarily at the D2R recognition site have now been
found to interact with the D3R as well. Cariprazine is the
first example of a D3R partial agonist that occupies this
receptor at doses that produce antipsychotic-like effects
in preclinical animal models.’>*" Cariprazine displays
higher affinity at D3R and a similar affinity at D2 and
serotonin 2B (5-HT2B) receptors.’® In rodents,
cariprazine reverses the deficit in novel object
recognition that is caused by neonatal administration of
phencyclidine!” or by subchronic phencyclidine exposure
in adults.'®1° Preclinical and clinical data suggest that by
selectively activating D3R, cariprazine may have a
positive impact on the cognitive symptoms of
schizophrenia. Cariprazine was approved in 2015 by the
US FDA for the treatment of schizophrenia.?

Another new approach proposed for the treatment of
schizophrenia is the development of disease-modifying
agents to prevent the full onset of schizophrenia and/or to
slow its progression.” Particular emphasis could be
placed on those who are also heavy users of cannabis, as
there is an increased risk for schizophrenia in those who
abuse highly potent preparations of cannabis (so-called
‘skunk’ variants) containing a high percentage of delta-9-
tetrahydrocannabinol (THC) (about 15%) with a scarcity
of cannabidiol (CBD 0-1%).” 2! As a negative allosteric
modulator of the cannabinoid 1 (CB1) receptor, CBD
ameliorates the psychotogenic effect of THC and may
possess antipsychotic properties. 22 Given these findings,
the CB1 receptor has been proposed as a new
pharmacological target for the treatment of
schizophrenia.®?? Indeed, there have been reports that
800 to 1000 mg of cannabidiol per day safely reduces the
signs and symptoms of schizophrenia.?? However,
uncertainty remains about the mechanism of CBD action.
Recently, Seeman reported that CBD, like aripiprazole,
is a partial agonist at the D2R.2% Thus, CBD could be the
first molecule of a class of antipsychotics that interact
with both the CB1 and the D2R. Ideal candidates for
clinical trials with such agents would be high-risk
individuals to assess whether CBD dampens the acute
psychotic symptoms and cognitive deficits associated
with schizophrenia.



Okasha A.

Current status of clinical development of new psychotropic drugs for the treatment of neuropsychiatric disorders
(24)

Indication/field Putative mechanism Phase of study of Main result and /or status

action

Pomaglumetad | Schizophrenia Agonist on mGlu2/3 1] Efficacy only in schizophrenic patients
with a duration of illness <3 years
Cariprazine Schizophrenia D3/D2/5-HT2B ligand Approved Approved
with a preferential
affinity for D3R
Cannabidiol Schizophrenia CB1 negative allosteric I Ongoing
modulator D2R partial
agonist
Vortioxetine Depression Multimodal (5-HT Approved Approved
receptor
agonist/antagonist
reuptake inhibitor)
Vilazodone Depression Multimodal Approved Approved
Ketamine Depression NMDA antagonist 1l Ongoing
Aducanumab Alzheimer’s AP Clearance 1] Ongoing
disease

5 - HT, serotonin; A, amyloid beta, CB1, cannabinoid 1; D2R, dopamine 2 receptor, D3R, dopamine 3 receptor, mGlu, metabotropic
glutamate, NMDA, N-methyl-D-aspartate

Drug Brand Primary Indication U.S. | Primary Patent or
Developer Launch | Exclusivity Explry
Aripiprazole Abllify Schizophrenia In adults and adolescents (ages 13-17 years); 2002 April 2015
Olsuka agitation associated with schizophrenia

Abilify Maintena Schizophrenia in adults 2013 October 2024
Aripiprazole lauroxil Aristada Schizophrenia in adults 2015 October 2033
Alkermes
Asenapine Saphris Schizophrenia In adults 2009 October 2026
Organon/Merck
Brexipiprazole Rexulti Schizophrenia in adults 2015 February 2027
Otsuka/Lundbeck
Cariprazine Vraylar Schizophrenia 2016 December 2028
Allergan
Clozapine Clozaril Treatment-resistant schizophrenia; reduction in risk of recurrent 1989 Numerous
Novartis suicidal behavior In schizophrenia and schizoaffective disorder generics
lioperidone Fanapt Schizophrenia in adults 2010 November 2016
Vanda
Lurasidone Latuda Schizophrenia in adults 20Mm July 2018
Dalnippon Sumitomo
Olanzapine Zyprexa Schizophrenia in adults and adolescents (ages 13-17 years); 1996 October 2011
Lilty agitation associated with schizophrenia
Olanzapine pamoate | Zyprexa Relprew Schizophrenia in adults 2009 September 2018
Lily
Paliperidone Invega Schizophrenia in adults and adolescents (ages 12-17 years) 2006 April 2012
Janssen
Paliperidone palmitate | Invega Sustenna Schizophrenia in adults 2009 May 2019
Janssen Invega Trinza Schizophrenia in adults after receiving Invega Sustenna for four months | 2015 May 2018
Quetiapine Seroquel Schizophrenia in adults and adolescents (ages 13-17 years) 1997 March 2012
AstraZeneca/Astellas Seroquel XR Schizophrenia in adults and adolescents (ages 13-17 years) 2007 | November 2017
Risperidone Risperdal Schizophrenia in adults and adolescents (ages 13-17 years) 1994 June 2008
Janssen Risperdal Consta Schizophrenia in adults 2003 2023
Ziprasidone Geodon Schizophrenia in adults; agitation associated with schizophrenia 2001 March 2012
Prizer

Leading atypical antipsychotics for the treatment of Schizophrenia patients in the US (25)
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Administration of Drugs

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

Relapse Prevention

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

Specific populations

Elderly

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

Children and adolescents

Most antipsychotic drugs prescribed for children are also
‘off-label” that include use in aggression and irritability
in patients with autism, conduct disorders, and pervasive
developmental disorders with an increasing frequency.?®
Compared to other medications, it was reported from the
FDA Adverse Event Reporting System (FAERS) that the
atypical agents aripiprazole, risperidone, and quetiapine
were among the top 20 medications with adverse
events.®® Some countries have established nationwide
antipsychotic safety monitoring programs for children
and adolescents to provide system-wide safety
information for clinicians.31-3

Pregnancy

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

Dementia-related psychosis fatality

Psychosis associated with Alzheimer’s disease (PAD)
forms part of the behavioral and psychological symptoms
of dementia (BPSD) that include hallucinations,
delusions, agitation, paranoia, combativeness, or
depression.3* Delirium was reported to be the third most
common cause of psychosis in the elderly characterized
by thought disturbance, poverty of thinking, irrationality,
and usually visual hallucinations.®®> Major depression was
reported to be the second most common diagnosis in the
elderly accounting for most of the psychosis in this
population.® Depression-related psychosis is typically
characterized by themes of somatic troubles, persecution,
guilt, and poor self-esteem. While regulatory agencies
have yet to recognize BPSD as a disease, the diagnostic
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criteria for the concept of PAD could be
acknowledged.3*% Yet, these patients can present the
clinician with a complex, multifactorial, and fluctuating
nature of psychotic symptoms.36-37

In April 2005, the FDA issued a ‘black box’ warning for
the SGAs and for the FGAs in June 2008 indicating an
increased risk for death in persons with dementia.*® Data
reported by the FDA noted a relative risk (RR) ratio of
1.47 and 1.68 for the SGAs and FGAs, respectively (US
Food and Drug Administration 2014). A large meta-
analysis study with 15 placebo-controlled clinical trials
of 10-12 weeks in duration treated with the atypical
antipsychotics in patients with dementia reported an
increased odds ratio (OR) of 1.54 [95% C.I. 1.06-2.23,
p=0.02] for death that was similar to the FDA findings
with a number needed to harm (NNH)=87.3°

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

Seizure

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

Metabolic syndrome (MetS)

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

incidence of 35-37% in patients with psychiatric
disorders treated with SGAs.*445

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

Another factor associated with antipsychotic-induced
weight gain and MetS was age.*®

Cardiovascular
Torsades de Pointes (TdP)

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

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

Myocarditis

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

Hematologic

Hematological disorders have been associated with both
the FGAs and SGAs that include leukopenia,
neutropenia, agranulocytosis, thrombocytopenia, and
anemia.>* Drug-induced neutropenia usually occurs after
1-2 weeks of treatment and agranulocytosis typically
appears 3-4 weeks with the exception of CLZ%. Of all
the antipsychotics, CLZ is well recognized for
hematological adverse events and extensively studied.
The CLZ-induced agranulocytosis is estimated to occur
at 1:10,000 with the weekly complete blood count (CBC)
monitored for the first 18 weeks and then every two
weeks afterward. In the USA, CBC occurs weekly for the
first six weeks and then every two weeks.>® Regulatory
agencies required CBC monitoring programs when CLZ
was prescribed. The mechanism for CLZ-induced
agranulocytosis remains unknown, but formation of a
nitreniumcation metabolite from the flavin-containing
monoxygenase-3 (FMO3) is suggested to be the initial
step for hematological toxicity.>*%

The incidence of CLZ-induced agranulocytosis varied
from 3.8% to 8% from four studies that included 130,133
patients. The mortality rate was 0.1-0.3% and case-
fatality rate was 2.2-4.2%.5° Treatment for CLZ-induced
agranulocytosis includes supportive therapy, use of
antibiotics, and GM-CSF or G-CSF.>* The use of
antibiotics significantly lowered the mortality of almost
80 to 5-10% in Western countries.

Prolactin-related adverse events

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

Neuroleptic Malignant Syndrome (NMS)

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

Rhabdomyolysis (Rhab) and Acute Kidney
Injury (AKI)

Rhab ensues from damaged skeletal muscle fiber
breakdown that results in the release of toxic products
from myocytes into the systemic circulation. Rhab can
occur independently of NMS. Besides in the adult
population, Rhab was reported to occur in children and
adolescents treated with antipsychotics, and only six
cases of NMS occurred among the 26 Rhab reports.®
Significant elevations in serum CK are often present in
patients with Rhab with laboratory findings >5,000 1U/L
(median 9,600 IU/L), whereas in NMS, the serum CK
was lower and ranged from 500 to 3,000 IU/L.%
However, later case reports included low to modest
antipsychotic doses.%® Clinical symptoms that preceded
recognition of Rhab were muscle and abdominal pain,
generalized weakness, and dark urine.®® The
pathophysiology of antipsychotic-induced Rhab may be
associated with increased skeletal muscle membrane
permeability  involving the  5HT2A  receptor
antagonism.®® Blockade of the 5HT2A receptor may
impact glucose uptake in the skeletal muscle increasing
CK permeability leading to the muscle breakdown. An
alternative mechanism involves the D2 receptor system
where excessive muscle stiffness and rigidity also lead to
muscle breakdown. At this time, Rhab has been reported
with each antipsychotic agent except the newer agents of
lurasidone, asenapine, and iloperidone as only time on
the market for these agents will determine whether or not
Rhab occurs.

Gastrointestinal
Pancreatitis

Hypomotility and

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

Acute pancreatitis is another rare but potentially fatal
adverse event due to antipsychotic and is listed in the
USA Physician’s Desk Reference (PDR) for CLZ, OLZ,
and RIS.67-% The laboratory tests that assist in diagnosis
are increased serum levels of amylase and lipase with the
clinical symptoms of Gl pain, nausea, vomiting, and high
fever. The antipsychotics reported and their occurrences
were CLZ 40%, OLZ 30%, RIS 16%, and haloperidol
12%. Concomitant valproate use was found in 23% of
the cases with additional laboratory findings of
hyperglycemia and metabolic acidosis. A data mining
study using Bayesian analysis failed to detect a signal of
disproportional of pancreatitis with these three atypical
antipsychotics.®”

Conclusion

FGAs and SGAs continue to be used in the management
of patients with various psychiatric conditions. The use
of these agents in the elderly are ‘off-label’ as regulatory
agencies have not yet recognized psychosis associated
with Alzheimer’s disease as a psychiatric or medical
disorder. When antipsychotics are prescribed in children
and adolescents, their usage has expanded, in addition to
the wvarious psychiatric illnesses, to include other
disorders such as autism. Clinicians must always balance
the benefits and risks when prescribing these agents
especially in the elderly, children, and adolescents.
Appropriate individual patient safety monitoring for
potential adverse events should be implemented by
clinicians taking into consideration each antipsychotic
pharmacologic and safety profile while matching the
patient characteristics. Pharmacovigilance surveillance
studies and data can provide important information on
specific adverse event features, patterns of clinical
symptoms, severity of the events, and where applicable,
fatality rates of various antipsychotic agents. Healthcare

systems at the local, regional, or national levels may
wish to employ patient safety monitoring programs for
antipsychotics based upon pharmacovigilance studies.
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Abstract

ince the discovery of early antipsychotic drugs in the 1950s, there has been an on-going search for new drugs that are

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

Debate continues about the comparative benefits and harms of typical and atypical antipsychotics and about the validity of
classifying them into first and second-generation antipsychotics. Clozapine, the first second generation antipsychotic, was
discovered in the 1960s and thus should be considered a first generation drug. The therapeutic effects of typical
antipsychotics are not much different from those of atypical antipsychotics. The long-term use of all antipsychotics is
associated with similar side effects such as involuntary movement disorders and metabolic syndrome. The current paper
reviews antipsychotic drugs nomenclature. It points out the need for a clinically relevant classification system.
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Antipsychotic drugs episodes in schizophrenia or bipolar disorder, and as a

longer-term maintenance treatment for reducing the
Antipsychotic drugs are usually effective in relieving likelihood of further episodes.5* It is a common practice
symptoms of psychosis. Evidence-based to prescribe an antipsychotic and an antidepressant for
recommendations for prescribing anti-psychotic drugs psychotic  depression and for treatment-resistant
have been advocated by the World Health Organisation.* depression.# In addition, antipsychotics have been used
Antipsychotic drug treatment is a key component of ‘off-label”  for  obsessive-compulsive  disorder,
schizophrenia treatment.? The main effect of treatment posttraumatic stress disorder, personality disorders,
with antipsychotics is to reduce the “positive’ symptoms, Tourette syndrome, autism and agitation in those with
including delusions and hallucinations. There is a mixed dementia.’

evidence for the impact of antipsychotic use on negative
symptoms (such as apathy, lack of emotional affect, and
lack of interest in social interactions) or on the cognitive
symptoms (disordered thinking, reduced ability to plan
and execute tasks) of schizophrenia.®

Classification of antipsychotic drugs

The discovery of the antipsychotic properties of
chlorpromazine and its launch in 1953 stimulated
synthesis of similar compounds which were collectively
In the course of bipolar disorder, antipsychotic drugs are named ‘the phenothiazine’. Other antipsychotic drug
effective when used alone in acute manic and mixed families were developed later on (Table 1).

episodes.* The American Psychiatric Association and the

UK National Institute for Health and Care Excellence

recommend antipsychotics for managing acute psychotic
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Table 1. Classification of antipsychotic drugs according to chemical family

Family Examples

Family Examples

Phenothiazine

Substituted Benzamides

Acepromazine Sulpiride
Chlorpromazine Sultopride
Cyamemazine Veralipride
Dixyrazine Amisulpride
Fluphenazine Nemonapride
Levomepromazine Remoxipride
Perazine Tricyclics
Pericyazine Asenapine
Perphenazine Clozapine (a dibenzodiazepine)
Pipotiazine Loxapine
Prochlorperazine Olanzapine (a thiobenzodiazepine)
Promazine Quetiapine (a dibenzothiazepines)
Promethazine Zotepine
Prothipendyl Benzisoxazoles/benzisothiazoles
Thioproperazine. lloperidone
Thioridazine Lurasidone
Trifluoperazine Paliperidone
Triflupromazine Perospirone
Acepromazine Risperidone
Thioxanthenes Ziprasidone
Chlorprothixene Phenylpiperazines/quinolinones
Clopenthixol Aripiprazole
Flupentixol Brexpiprazole
Thiothixene Cariprazine
Zuclopenthixol Others
Butyrophenones Blonanserin
Benperidol Pimavanserin
Bromperidol Sertindole
Droperidol
Haloperidol

Different nomenclatures have been used over the years to
denote antipsychotic drugs. The terms tranquilizer,
ataraxic and neuroleptic were widely used in the 1950s.2
The term tranquilizer was first used in 1953 to
differentiate reserpine from older sedative drugs.® The
term ‘ataraxy’ was coined to describe the observed
psychic indifference and detachment in patients treated
with chlorpromazine.l® Tranquilizers and ataractics that
were used to treat psychoses were labelled ‘major
tranquilizers’ or ‘major ataractics’ and distinguished
from the ‘minor tranquilizers’ or ‘minor ataractics’,
which were used to treat neuroses.®

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

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

Early studies into the mechanism of action of
antipsychotic drugs demonstrated an inverse relationship
between affinity for the dopamine D2 receptor and the
dose for antipsychotic effect. While dopaminergic D2
antagonism in the mesolimbic area of the brain was
thought to underlie antipsychotic effect, preferential
binding to D2 receptors in the nigrostriatal pathway led
to EPS. The association between clinical antipsychotics
efficacy and EPS was behind coining the term
‘neuroleptic’ (i.e., affecting the nervous system) in
19558
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Dopaminergic D2 antagonism, characterized by a
tendency to cause catalepsy in laboratory animals, was
employed in developing antipsychotic drugs until the
discovery of clozapine’s effectiveness for refractory
schizophrenia. The fact that clozapine is a weak
dopaminergic D2 antagonist has led to exploring other
mechanisms for the antipsychotic effect, such as
serotonergic 5HT2A antagonism. It has also led to
clozapine being categorized an ‘atypical’ antipsychotic.
Consequently, antipsychotics already in use became
known as ‘typical’, ‘conventional’, ‘classical’ or “first-
generation’”  antipsychotics.  Antipsychotic  drug
development focused thereafter on mimicking and
improving on the therapeutic effects of clozapine. The
resulting ‘atypical’ or ‘second-generation’ antipsychotics
were classified according to their pharmacological
properties to serotonin-dopamine antagonists, multi-
acting receptor-targeted antipsychotics (MARTA), and
dopamine partial agonists.**

Second-generation antipsychotic drugs were initially
claimed to be more effective against ‘negative’
symptoms of schizophrenia, but this has not been
convincingly proven as a class effect.’>2 It is unclear
whether the atypical (second-generation) antipsychotics
offer advantages over older, first generation
antipsychotics.2 >17 A major independent study (the
CATIE project’®) demonstrated that the typical
antipsychotic perphenazine was not different from the
atypical antipsychotics risperidone, quetiapine, and
ziprasidone in terms of efficacy. Clozapine is an

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

The claim that second-generation antipsychotics caused
fewer adverse effects than first-generation antipsychotics
is also questionable.** 2! While second-generation
antipsychotics may cause less EPS, they are more
commonly associated with adverse metabolic effects.
Second generation antipsychotics are also not different
from first generation antipsychotics in terms of
compliance.®

Subsequently, it has been suggested that designating
antipsychotics as typical and atypical, or first-generation
and second-generation, may be of limited value: it
probably exaggerates differences between groups and
overstates similarities between members of each group.
This suggestion is supported by the results of a meta-
analysis of 212 randomized clinical trials involving
43,049 patients and studying the comparative efficacy
and tolerability of 15 first and second generation
antipsychotic drugs in schizophrenia.’® Small but robust
differences were seen in efficacy (Figure 1), challenging
the dogma that the efficacy of all antipsychotic drugs is
the same.? It is noticeable that the second-generation
drugs iloperidone and lurasidone were less efficacious
than the first generation drugs haloperidol and
chlorpromazine (Figure 1).

1.2
1
08 | | |
1 I ‘
0.6 [ o
' |
0.4 | | o . | |
|
0.2 | | | | |
0
N
é‘& & Q\Q@ & .bo& é‘& S Q\& & .bo& < Q\(& .60(& &
AN AR SR T P A CARF R P U CAR
& & & F ¥ K & & & & L
& O & @ SO NN /\,\Q@o&v\« )
O

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

Ziprasidone, Paliperidone, Risperidone, Lurasidone and
Zotepine (Figure 2). Chlorpromazine did not produce
significantly more EPS than did most second generation
antipsychaotics.
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Figure 2. The odds ratios versus placebo of developing EPS: EPS were most likely to be associated with haloperidol but
were not limited to typical antipsychotic drugs

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

Conclusion

The classification of antipsychotic drugs into first-
generation and second-generation groupings has recently
been challenged. It has been suggested that hierarchies in
different domains may replace it. This suggestion has

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

recommendation favoring atypicals, to advise that the
choice should be an individual one based on the
particular profiles of the individual drug and on the
patient's preferences6. It no longer distinguishes between
first-generation and second-generation antipsychotics,
with the exception of clozapine.
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Abstract

ackground: Consultation-liaison (C-L) psychiatry emerged to integrate mental health with mainstream medicine.

The growing and accumulative evidence in this field supports C-L psychiatry as a cost-effective service for
shortening the length of hospital stays in addition to early detection and treatment of mental illnesses. Objective: The
current study is the first in the Sultanate of Oman to review all patterns of referrals to the C-L team from various in-patient
departments at Sultan Qaboos University Hospital. Methods: All patients referred from the medical and surgical wards
from May 2015 to December 2015 were evaluated for inclusion to the study. Data collection recorded patient
demographics, reason for admission, and presence of medical or surgical co-morbidity, reason for referral to C-L psychiatry
and whether psychiatric diagnosis presented prior to referral. Data were analyzed using descriptive statistical methods.
Results: N=104 patients were referred to C-L psychiatry over the indicated period of the study. The majority of referrals
were from the acute medicine unit (32.7%), neurology unit (15.4%) and surgery department (9.6%). The most common
reasons for referral were depressed mood (28.8%) and abnormal behavior (24%). Major depressive disorder (30.8%) was
the most commonly diagnosed psychiatric disorder followed by substance use disorder (8.7%). Conclusion: C-L psychiatry
is an important utility for general hospitals to ensure high-standard quality of care is provided to patients. Additionally, C-L
psychiatrists should play a significant role in sensitizing other health professionals toward detecting early signs of mental
disorders.

Keywords: Consultation-liaison psychiatry, mental disorders, Sultan Qaboos University hospital, Oman
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Introduction

Consultation-liaison (C-L) psychiatry is a relatively new
sub-specialty in psychiatry, which developed as a way to
integrate mental health with mainstream medicine.!?
Studies have shown that 27% of patients admitted to
medical wards displayed symptoms of significant
psychiatric disturbances.® The growing and accumulative
evidence in this field supports C-L psychiatry as a cost-
effective service, which can shorten the length of
hospital stays in addition to enabling early detection and
treatment of mental illnesses.*®

Psychiatric disorders, such as major depressive disorder
and somatoform disorders, are often not identified by
doctors working in the medical and surgical wards. This
can lead to a higher demand on available health care
resources. Moreover, underdiagnosed  psychiatric
disorders can impair the patients’ quality of life.5®

In the face of high psychiatric co-morbidities among
patients admitted to the medical and surgical wards and,
despite the evidence of its effectiveness, referral to C-L
psychiatry remain low.® A recent systematic review
(Chen, et al. 2016) concluded that the interplay between
factors related to the health system, referrer and patients
have significant influence on the referral rate to C-L
psychiatry. For instance, positive attitudes of doctors
working in general hospitals toward C-L psychiatry and
also having dedicated C-L psychiatry service increases
the likelihood of referral to C-L psychiatry. On the other
hand, difficulties recognizing psychiatric co-morbidities
in physically unwell patients together with mental health
stigma are considered barriers against referral to C-L
psychiatry.0

Sultan Qaboos University Hospital is a general hospital
with a 450 bed capacity and 13 medical and surgical
specialties. Its C-L psychiatry team was established in
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2013 to receive inpatient referrals from various hospital
departments. The team comprises a consultant
psychiatrist, senior specialist and two senior psychiatry
residents. The current study aims to examine the pattern
of referrals to the C-L psychiatry team.

Methods

The current study uses a descriptive cross-sectional
design conducted in a tertiary care hospital in Muscat,
Oman. A record of all patients referred to C-L psychiatry
from the medical and surgical wards was maintained
from May 2015 to December 2015.

All patients referred to C-L psychiatry and evaluated
when in-patients in the medical or surgical wards were
included in the study. Exclusion criteria included
insufficient documented details as to the reason for
referral and inadequate psychiatric notes without clinical
diagnosis of mental disorder or impression. Those
patients who were given an appointment in the C-L
psychiatry clinic were not included in the final analysis.

Electronic medical records, kept in the Track-care
system, were reviewed for all included patients. A data
collection sheet documented patients’ demographic
features, medical and surgical co-morbidity, the reason
for admission, the reason for referral to C-L psychiatry,
the clinical diagnosis of mental disorder or impression of
the C-L psychiatry and whether if any intervention was
carried out. The Diagnostic and Statistical Manual of
Mental Disorders - Fifth Edition (DSM 5; American
Psychiatric Association, 2013) criteria were used for
diagnosis of mental disorders. All patients included in

the study were evaluated by a consultant in C-L
psychiatry. Referrals to C-L psychiatry were either from
the medical or surgical wards. Medical wards include
patients admitted under the service of acute medicine,
neurology, hematology, oncology, cardiology and
gastrology units. Surgical wards include patients
admitted under the service of general surgery, urology,
orthopedics, neurosurgery, obstetrics and gynecology,
otolaryngology and maxillofacial units.

Data management

The Statistical Package for the Social Sciences version
22 (SPSS, V22.0) was used for data analysis. For
descriptive  purposes, categorized variables were
described as percentages with confidence intervals.
Continuous variables were presented as means with
standard deviation or median with inter-quartile range.
To assess relationships between variables, univariate
analysis chi-square, t-test, ANOVA were used.

Ethics

Ethical approval was granted by the Research Ethics
Committee of the College of Medicine and Health
Sciences, Sultan Qaboos University, Muscat, Oman.

Results

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

Table 1. Patients’ demographic characteristics

Percentage (%)

Age, years
<18 21
19-59 71
>60 8
Gender
Women 47

Men 53
Educational level
Single 30
Married 53
Divorced 5
Other 12
Employment status
Yes 23
No 44
Unknown 33
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Source of referrals

The average number of referrals per day to the C-L
psychiatry during the study period was 0.58. The most
common source of referrals to C-L psychiatry was the
medical wards (70%) with surgical wards providing the

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

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

Acute Medicine 32.7 (34)
Neurology 15.4 (16)
Surgery 9.6 (10)
Hematology 8.7 (9)
Obstetrics and gynecology 8.7 (9)
Oncology 7.7 (8)
Orthopedics 4.8 (5)
Cardiology 3.8 (4)
Gastrology 1.9 (2)
Urology 1.9(2)
Neurosurgery 1.9 (2)
Maxillofacial 1(1)
Otolaryngology 1(1)
Child health 1(2)
Feiell 100 (104)

Reason for referral

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

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

Reason of Referral Percentage (%)
Depressed mood 30.8
Behavioral disturbance 21.8

Risk assessment 135
Cognitive assessment 11
Management of substance related disorders 10
Psychotic symptoms 2.8
Pseudo-seizure 1.9
Other (poor compliance to diabetic medication, capacity assessment, 8.3
insomnia, left lower limb weakness and unilateral blindness)

Psychiatric diagnoses

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

Discussion

The current study is the first to explore the patterns of
referrals to the service of C-L psychiatry in Oman. The
majority of patients included in the study were aged
between 19-59 years, which can be explained by the
dominance of this age group within the Omani
population (National Center for Statistics and
Information 2017, Oman). Furthermore, Rastogi et al.
suggested that this age group is at higher risk of daily
stress and thus more likely to be referred to C-L
psychiatry.** On the other hand, few patients aged above
60 years and below 12 years were referred to C-L
psychiatry during the seven month period of the study.
This might suggest difficulties in recognizing psychiatric
symptoms in this age group by general doctors.” The
high rate of referrals to C-L psychiatry among adult
patients compared to young and old-age patients found in
this study is consistent with many previous studies.*?%4

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

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

The neurology unit was the second most common source
of referral after the acute medicine unit. This might be a
reflection of increased psychiatric comorbidities in
patients with neurological disorder. Stroke, Parkinson’s
disease, multiple sclerosis and epilepsy are associated
with increased risk for psychiatric disorders, especially
depression.*® Moreover, studies have shown that 30% of
patients seen by a neurologist have either no neurological
basis for their illness or their symptoms are out of
proportion for the cause.®1° Such patients may require
psychiatric evaluation to work out possible underlying
psychiatric etiology.

In the current study, evaluation of depressed mood was
the most common reason for referral to C-L psychiatry.
This could be explained by a high prevalence of
depression in hospitalized patients (30%).2° Furthermore,
symptoms of depression may be easier to be recognize
than other psychiatric disorders. Correspondingly, major
depressive disorder was the commonest diagnosis
formulated by the C-L team. This finding was in
agreement with several previous studies.?-?

In contrast to studies from Europe and the United States,
organic brain disorder was the most common diagnosis
found in studies from India and China.?®?* Types of
patients included in these studies and the severity of their
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ilinesses may explain this difference. Tekkalaki et al.
studied 135 referrals to C-L psychiatry in a governmental
hospital in India and found that 20% of patients were
diagnosed with organic brain disorder compared to 15%
of patients with major depressive disorder. The study
suggested that organic brain disorder is likely the most
common diagnosis for general doctors in the western
world to manage rather than refer on to C-L psychiatry.
In addition, differences in the settings of the studies may
have contributed to this discrepancy in the common
diagnosis made by C-L psychiatry. For instance, studies
conducted in hospitals providing care to patients with
trauma are likely to yield delirium and organic brain
disorders as the most common diagnoses formulated by
C-L psychiatry.?®

The total referral rate to C-L psychiatry of 0.58 per day
found in the current study is relatively low compared to
the bed capacity of Sultan Qaboos University Hospital
and the wide catchment area of the hospital. This finding
is broadly in keeping with past studies.?>?6 Low referral
rates may result from difficulties recognizing psychiatric
symptoms by non-psychiatrists and being unaware of the
referral procedure to the C-L psychiatry. Carreca et al.
(2017) analyzed 880 referrals to C-L psychiatry in five
general hospitals in Italy. Only 1.08% of patients visiting
these five hospitals were referred to C-L psychiatry.
Stigma related to mental disorders and absence of C-L
psychiatry services in general hospitals are major barriers
against referral to C-L psychiatry.?

Future studies are required to explore the reasons for low
referral rates to C-L psychiatry. These studies should
focus on individual departments and their associated
units. Also, the stigma of mental disorders among
physicians and surgeons requires further research as well
as research into the attitude of health professionals
toward patients with mental disorders.

The service of C-L psychiatry is developing rapidly and
extending beyond sole inpatient consultation. For
example, in some general hospitals in France, C-L
psychiatry has been integrated with emergency
psychiatry for systemic screening of patients attending
the emergency department. Moreover, the C-L
psychiatry team is responsible for coordinating the
combined management when multidisciplinary care is
required for patients. In France, C-L psychiatry had
reached the prisons to provide specialized psychiatric
care and established crisis intervention units outside

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

Conclusion

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

Limitation

As this relates to the current study, a larger sample size
and longer period of data collection may have yielded
more representative results. Using a reliable and valid
tool to study the patterns of referrals to C-L psychiatry
will make the comparison with other studies more
feasible. However, the tool in use was still under
development required validation; and it is also the case
that different studies have used different methodological
techniques.
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Abstract

B ackground: Stunting is associated with poor development, cognition and school performance in early childhood

compared with non-stunted children through late adolescence. Stunted children have impaired behavioral development
in early life and are found to be less likely to enroll at school or enroll late or tend to achieve lower grades than non-stunted
children. Furthermore, stunted children are more apathetic, display less exploratory behavior and have altered physiological
arousal. Aim: The present study aims to improve child health through assessing the relation between stunted children and
their scholastic achievement and behavior. Method: As a case-control design, the current study was conducted with primary
school children in the 5" and 6th grades in Ismailia. The study comprised N=204 students (n=102 stunted children, n=102
controls); n=81 were from public schools and n=21 from private schools. Data was collected through measuring the height
of students and comparing measurements to World Health Organization (WHO) growth charts. A questionnaire identifying
socio-demographic characteristics was given to parents. A teacher’s child behavior checklist (teacher report form) was
completed by the master teachers to rate the academic performance and behavioral difficulties of the selected children.
Results: Mothers with low levels of education, big family size and lastly ranked child order were found more among stunted
students compared to non-stunted children. In addition, poor scholastic achievement and behavioral disorders occur more
frequently among stunted children compared with non-stunted students. Conclusion: Stunting is related to poor scholastic
achievement and behavioral disorders.

Key words: Stunting, children, scholastic achievement, behavioral disorders
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and an increased risk of degenerative diseases, such as

Background
diabetes.*

A stunted child is defined as being too short for his/her

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

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

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

The height-for-age data from the 2014 Egypt
Demographic and Health Survey (EDHS) among
Egyptian children, based on comparisons with the WHO
child growth standards population, indicates that 21% of
children under age five were stunted and 10% were
severely stunted, stunting was markedly higher in Upper
Egypt at 26% compared to other areas.” The main
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determinants of stunting are inadequate nutrient intake,
infections, maternal education, socioeconomic status,
unsafe water and poor childcare. There is increasing
international effort to prevent stunting, such as
Millennium Development Goals and Sustainable
Development Goals.?

Stunting (chronic protein-energy-malnutrition)
contributes to structural and functional pathology of the
brain. Structurally such as tissue damage, growth
retardation, disorderly differentiation, reduction in
synapses and synaptic neurotransmitters, delayed
myelination reduces overall development of dendritic
arborization of the developing brain. In addition,
deviations in the temporal sequences of brain maturation
disturb the formation of neuronal circuits. Functionally,
there is long lasting cognitive impairment.® Academic
achievement represents performance outcomes that
indicate the extent to which a person has accomplished
specific goals. School systems mostly define cognitive
goals that either apply across multiple subject areas (e.g.
critical thinking) or include the acquisition of knowledge
and understanding in a specific intellectual domain (e.g.
numeracy, literacy, science, history).2® Scholastic
achievements can be influenced by multiple factors like
nutritional status, demographics and socio-economic
factors.!

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

Objectives

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

Study objectives are:

1) To describe the socio-demographic
characteristics of stunted and non-stunted
primary school children in Ismailia.

2) To compare the scholastic achievement
among stunted and non-stunted primary
school children in Ismailia.

3) To compare the behavior according to the
teacher’s child behavior check list (teacher
report form) among stunted and non-stunted
primary school children in Ismailia.

Methods

Design

The present study is a case-control study.
Setting

The present study was conducted in primary schools in
Ismailia.

Population
To achieve study objectives two groups were selected:

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

2. Group 2 (control): Primary school children (5%
and 6" grades) who have normal height for age
matched with stunted children for age and class
and were selected randomly.

The following criteria were defined:

e Inclusion criteria for studied children: stunted
primary school children (5" and 6™ grades) in
public and private schools in Ismailia.

e Exclusion criteria for children: History of head
trauma, brain surgery, epilepsy or type-1
diabetes mellitus.

e Inclusion criteria for teachers: Teachers of
primary school children (5" and 6" grades)
should know the student for two month in order
to complete the questionnaire.
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Sample Size

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

Sampling procedure

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

Ethical consideration

The current study was reviewed by the Institutional
Review Board (IRB)

Data collection Tools

I Height measurements were in centimeters and
plotted on the WHO chart.

1. A self-administered  questionnaire  was
completed by the parent of each student which
included:

e Socio-economic and demographic data:
age, gender, number of family
members, child order and educational
level of the children's parents.

1. Teachers’ perspectives were reported via the
Child Behavior Checklist (teacher report
version).1

Purpose

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

Results

Table 1 shows the socio-demographic characteristics of
studied students in the current study. Mothers with low
levels of education, big family size and lastly ranked child
order were more evident among stunted students
(209%,17% and 22%) compared to non-stunted (5%, 12%
and 3%). The differences between the two groups
regarding previous variables were found to be statistically
significant difference (P<0.05).

Table 1. Socio-demographic characteristics of stunted and non-stunted students

Socio-demographic Stunted Non-stunted Total P-value
characteristics N=102 N=102 N=204
N (%) N (%) N (%)
Gender
e Boy 44 (43%) 44 (43%) 88 (44%) 1.000
o Girl 58 (57%) 58 (57%) 116 (56%)
School
e Public 81 (79%) 81 (79%) 162 (79%) 1.000
e Private 21 (21%) 21 (21%) 42 (21%)
Age in years Mean + SD
11.36 £+ 0.454
Father’s education
o llliterate 8 (8%) (7%) 15 (7%) 0.868
e Primary 17 (17%) 16 (16%) 33 (16%)
e Secondary 42 (41%) 38 (37%) 80 (39%)
e University 35 (34%) 41 (40%) 76 (37%)
Mother’s education
o llliterate 20 (20%) 5 (5%) 25 (15%) 0.002*
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e Primary 19 (19%) 13 (13%) 32 (22%)
e Secondary 42 (41%) 60 (60%) 102(48%)
Residence
e Urban 72 (71%) 72 (71%) 144 (71%) 1.000
e Rural 30 (29%) 30 (29%) 60 (29%)
Family size
<4 34 (34%) 30 (29%) 64 (32%) 0.031*
5-6 51 (50%) 60 (59%) 111(55%)
>6 17 (17%) 12 (12%) 29 (14%)
Child order
IS 30 (29%) 37 (36%) 67 (33%) 0.003*
2 34 (33%) 47 (46%) 81 (40%)
3rd 16 (16%) 15 (15%) 31 (15%)
4th+ 22 (22%) 3 (3%) 25 (12%)

*Statistically significant p <0.05

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

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

Table 2. Description of scholastic achievement parameters in stunted and non-stunted students

Stunted Non-stunted Total P-value
Scholastic achievement (N=102) (N=102) (N=204)
parameters N (%0) N (%) N (%)
Private teaching lessons
e No 25 (25%) 23 (23%) 48 (24%) 0.869
e Yes 77 (75%) 79 (77%) 156 (76%)
Grade repetition
e No 92 (90%) 96 (94%) 188 (92%) 0.436
e Yes 10 (10%) 6 (6%) 16 (8%)
Academic performance®
e Below average 45 (45%) 10 (10%) 55 (27%) <0.0001*
e Average 26 (25%) 50 (49%) 76 (37%)
e Above average 31 (31%) 42 (41%) 73 (36%)
Hard working
e Below average 61 (61%) 28 (28%) 89 (43%) <0.0001*
e Average 18 (18%) 43 (42%) 61 (30%)
e Above average 23 (23%) 31 (30%) 54 (27%)
Learning
¢ Below average 69 (67%) 50 (49%) 119 (58%) <0.0001*
e Average 13 (13%) 22 (22%) 35 (17%)
o Above average 20 (20%) 30 (29%) 50 (25%)
Happiness 62 (61%) 18 (18%) 80 (40%)
e Below average 40 (39%) 80 (78%) 120 (59%) <0.0001*
e Average 00 4 (4%) 4 (2%)
e Above average

*statistically significant p<0.05 (Fisher Exact value)

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

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

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

Scholastic achievement Height (cm)
parameters

R P-value*
Private teaching lessons ( private tuitions) -0.113 0.106
Grade repetition 0.086 0.222
Academic performance 0.295 <0.0001
Hard work 0.339 <0.0001
Learning 0.324 <0.0001
Happiness 0.424 <0.0001

*Statistically significant p<0.05

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

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

Table 4. Frequency of behavioral disorders in stunted and non-stunted students

Stunted Non-stunted Total
Behavioural scoring N=102 N=102 N=204 P-value
N (%) N (%) N (%)
Withdrawal scoring 57 (56%) 83 (81%) 140 (69%) <0.0001*
e Normal(<8) 23 (23%) 13 (13%) 36 (18%)
o Borderline(8-9) 22 (22%) 6 (6%) 28 (14%)
e Clinical disorder(>9)
Somatic scoring 71 (70%) 100 (98%) 171 (84%) <0.0001*"
e Normal(<6) 22 (22%) 2 (2%) 24 (12%)
e Borderline(6-7) 9 (9%) 00 9 (4%)
e Clinical disorder(>7)
Anxiousness scoring 73 (72%) 94 (92%) 167 (82%) <0.0001*"
e Normal(<12) 22 (22%) 8 (8%) 30 (15%)
e border line(12-14) 7 (7%) 00 7 (3%)
e clinical disorder(>14)
Social scoring 94 (92%) 102 (100%) 196 (96%) 0.007*f
e Normal(<7) 8 (8%) 00 8 (4%)
e border line(7-8)
Thought scoring 102 (100%) 98 (96%) 200 (98%) 0.121
e Normal(<3) 00 4 (4%) 4 (2%)
e border line(3-4)
Attention scoring 32 (31%) 68 (67%) 100 (49%) <0.0001*
e Normal(<9) 27 (26%) 24 (24%) 51 (25%)
e border line(9-11) 43 (42%) 10 (10%) 53 (26%)
e clinical disorder(>11)
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Delinquency scoring 76 (75%) 83 (81%) 159 (78) 0.013*f
e Normal(<6) 18 (18%) 19 (19%) 37 (18)
e border line(6-7) 8 (8%) 00 8 (4)
e clinical disorder(>7)

Aggressiveness scoring 45 (44%) 81 (79%) 126 (62) <0.0001*"
e Normal(<16) 49 (48%) 21 (21%) 70 (34)
e border line(16-20) 8 (8%) 00 8 (4)
e clinical disorder(>20)

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

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

behavioral disorders among stunted students (21.196 +
4,564, 19.519 + 5.4130 and 18.088 + 6.468) are more
common compared to non-stunted students (15.735 +
4.780, 13.78 + 6.161 and 11.598 + 4.333) and scores are
statistically significant (p<0.05).

Table 5. Behavioral disorders scoring in stunted and non-stunted students

Behavior disorders Stunted Non-stunted p-value
Mean + SD Mean = SD
Internalizing disorders 21.196 + 4.564 15.735+ 4.780
e Withdrawal <0.0001*
e Somatic complaints 6.4 +3.25 4.37+2972
e  Anxiousness 5.26 £ 1.768 3.64 +1.447 <0.0001*
9.53+2.724 7.73+ 2347 <0.0001*
<0.0001*
Externalizing disorders 19.519 £ 5.4130 13.78 + 6.161 <0.0001*
e Delinquency
e Aggressiveness 4.21+224 3.62 £ 1.503 0.029*
15.31 + 4.093 10.16 £ 5.632 <0.0001*
Other
e Social problems 18.088 + 6.468 11.598 + 4.333
e Thought problems <0.0001*
° Attention problems 5.08+1.191 3.65+1.059
0.85 £ 0.825 0.92+0.78 <0.0001*
12.16 £ 5.958 7.03 £ 3.87 0.542
<0.0001*

*Statistically significant p<0.05 (Mann-Whitney)

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

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

Behavior disorders Height (cm)

r p-value
Withdrawal -0.312 <0.0001*
Somatic complaints -0.388 <0.0001*
Anxiousness -0.218 0.002*
Social problems -0.472 <0.0001*
Thought problems 0.089 0.208
Attention problems -0.412 <0.0001*
Delinquency -0.121 0.086
Aggressiveness -0.352 <0.0001*

*Statistically significant p<0.05

Discussion

The present study shows that maternal education is low in
children who are stunted, which is consistent with the
finding of a study examining the association between bio-
demographic, socioeconomic determinants and the
malnutrition problem in Egypt using data from the
demographic and health survey (DHS).' It shows that
education level of mothers are associated with higher
height-for-age and suggests an educated mother will
assume responsibility for taking her sick child to a health
center.

In addition, our findings regarding maternal education
confer with a study from Uganda® with the findings from
a systematic review!’ that used summary statistics from
2004 to 2014 in which 25 studies established that more
years a mother spends in education is linked to protective
factors against stunting. In India, Borooah,*® conducted a
study to analyze the determinants of the risks of severe
stunting in rural children between the ages of 0-12 years.
The study found that children whose mothers were
illiterate were more likely to be stunted than children
whose mothers were literate. This suggests that an
educated mother might take advantage of advice and
information relating to childcare.

The relation between stunting and maternal education
might be explained in that educated women are more
likely to utilize local health care services (pre- and
postnatal care, under-5 clinic visits). They also are more
likely to implement sanitary nutrition or health practices
(nutrient intake, the length of breastfeeding or age at
which supplementary foods were introduced, the level of
sanitation in the home, good balanced diet for the school
age) which are beneficial to child growth and
development.t’

Regarding birth order, the present study found that higher
ranking child order is greater among stunted than non-
stunted. That is similar to the finding of a study by Howell
et al.!® and to another study conducted by Borooah,®
using unit-record data on over 50,000 rural children from
the sixteen major states of India. The study revealed that
the higher the birth order of a child, the greater the
likelihood of being stunted.

On the other hand, a cross sectional study in the Al-Marg
region, an eastern district of Cairo, detected the impact of
low growth on school children aged between 11 and 14
years while EI-Moselhy et al.?° reported that being a first
born child was a significant risk factor for low growth.
From this finding, it can be suggested that the youngest
children might have poor care and less attention from their
parents and the first child might have a less experienced
mother.

Results suggest a correlation between larger families and
stunted growth in children. EI-Moselhy et al.?® highlighted
similar findings in a study conducted in Cairo. In addition,
Marston and Cleland? conducted a study to examine the
health related effects of pregnancy on child growth
(stunting) using data from five demographic and health
survey enquiries in Bolivia, Egypt, Kenya, Peru, and the
Philippines, which found that stunting was associated with
large family size rather than birth order.

Esfarjani et al.?®> reported that children living in
households with four or more children were more likely
to be stunted than children living in less crowded families.
Large families may affect stunting through exposure to
multiple risks such as poverty (poor maternal nutrition and
poor feeding practices), malnutrition (poor food quality as
diet lacks protein and other micronutrients), poor health
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(frequent infections), and unsuitable home environments
which affect child growth and development.?3

We found that children with lower height-for-age were far
behind their peers in scholastic achievement. This is in
accordance with a cross-sectional, community-based
study in the Al Basra rural area of Egypt?*, which assessed
the nutritional status of children aged between six months
and 15 years. Further, Brito and Onis® conducted a study
in the metropolitan area of Rio de Janeiro on children with
a mean age of 13.5 years from a large public school to
assess the effect of child growth status (height-for-age) on
academic achievement. The study found that children in
the group with higher height-for-age performed better
only in one subject than children in the group with lower
height-for-age. This is supported in other studies in
Pakistan.?® and in Philippines.?” A cross-sectional study in
Goba, South East Ethiopia, among primary schools
children by Haile et al.** found that good height for age
was associated with higher mathematics scores. A study
in East Uganda found that height for age had positive
association with learning achievement in English and
mathematics.?® In Malaysia, Shariff et al.?° reported that
height-for-age was linked to educational achievement. A
study in Sri Lanka showed that height-for-age had an
impact on examination scores.®® while another from
Uganda examined the effect of stunted growth on the
function of cognitive processes using neuropsychological
assessments.'® The study found that stunted children had
impaired function of the working memory and executive
function.

Another cross-sectional study from Sri Lanka reported
that stunting had led to a low level of educational
performance of the primary school children, which
impacted children’s quality of life in the long-term.! In
line with the findings of the present study, a study from
South West Nigeria summarized that prospective cohort
studies show that stunted children have poorer cognitive
outcomes and some report social-emotional problems.®? In
addition, Stabler et al.,* established that shorter children
had high rates of scholastic performance problems and
poor behavior adjustment. It is understood that stunting is
associated with structural and functional impairments to
the brain;3* therefore, a child’s ability to learn and
succeed in school is impaired. The pre-frontal region of
the brain is responsible for the executive functions and the
working memory, which are vital to concentration and
higher order processing of information.®

Stunted children in the present study have more
behavioral disorders and lower scholastic achievement

than did children in the control group. Stunted children in
the present study displayed more behavioral disorders and
lower scholastic achievement than normal children.
Stunting is associated with impaired cognitive function
and behavioral disorders. This is in supported in many
studies, such as that of Jamil and Khalid®*® who concluded
that social withdrawal problems and low intelligence
quotient (1Q) scores predict low academic achievement in
primary school students. In addition, Nelson et al.3” found
that externalizing behavioral disorders such as somatic
complaints and delinquency are associated with academic
achievement.

The present study revealed that there is a direct relation
between height and academic performance and an indirect
relation between height and most behavioral problems,
such as withdrawal, somatic complaints, anxiousness,
social problems, attention problems and aggressiveness.
This supports the findings of a study conducted by Brito
and Onis,® in Rio de Janeiro on children drawn from a
large public school with a mean age of 9.4 years to assess
the association between child growth (height-for-age) and
teacher-reported behavior and academic standing, which
found that the lower the height the worse the academic
performance. Moreover, height-for-age is negatively
correlated with factors related to hyperactivity, conduct
problem, impulsivity and inattention of the behavioral
rating scales.*

The present study found that there is a statistically
significant difference in academic performance and
behavior disorders between stunted and non-stunted
children. This is in consistent with a study conducted by
Chang et al.*® on children who were stunted at age nine to
24 months identified from a house-to-house survey in the
poorer neighborhoods of Kingston, Jamaica. In the study,
the children engaged in a two year intervention program
involving psychosocial stimulation with or without
nutritional supplementation and were reassessed at age of
11-12 years and compared with the non-stunted children
from the similar neighborhoods. Their school and home
behaviors were evaluated using the Rutter Teacher, Parent
Scales, the Wide Range Achievement Test (WRAT), and
the Suffolk Reading Scales to assess school achievement.
The study found that stunted children had significantly
lower scores in educational attainment (arithmetic,
spelling, word reading and reading comprehension) than
the non-stunted children. In addition, it found that children
with behavior disorders performed less well at school.
Therefore, it is probable that behavioral changes
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contribute to reduced educational performance in stunted
children.

Gordon et al.® conducted a study at the pediatric
endocrinology center at the State University of New York
(SUNY) to determine the psychosocial effects of short
statured children (ages 6 to 12 years). The study found that
shorter children had significantly higher scores of
behavioral problems, especially somatic complaints,
social withdrawal and schizoid tendencies and there were
signs of impaired self-conception expressed by feelings of
unpopularity. In addition, Quitmann et al.*! revealed that
psychological problems were negatively associated with
height as a risk for internalizing problems and impaired
quality of life in European children with short stature.

Jafari-adli et al.*? conducted a study to investigate the
association of short stature with life satisfaction (LS) and
self-rated health (SRH) in children and adolescents from
rural and urban areas of 30 provinces in Iran. The study
revealed that participants with short stature were at the
greater risk of poor SRH and decreased LS compared with
children of normal height. The intensity of self-perception
and the social integration is dependent on the degree of
short stature and the personal capacity to deal with short
stature.*®

Conclusion

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

Limitation of the present study

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

Recommendations

In light of the present findings, the following is
recommended:

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

the existing manpower resources and facilities in
schools with the support of health professionals.

2. There should be educational programs for
parents to overcome the problems that stunted
children face in their day-today life and some
special education services within the schools to
help stunted children with behavior disorders and
poor scholastic achievement.
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Abstract
ntroduction: Female sexual dysfunction (FSD) is a socio-medical problem. The prevalence of FSD varies widely
I across cultures and is associated with different demographic characteristics. Additionally, infertility clearly influences
the sexual functioning and sexual health of women in numerous ways. Aim: The current study assessed the prevalence of
female sexual function among women attending the infertility clinic for consultation and treatment. Methods: The study
sample included 305 married women who attended the infertility clinic at the Mansoura University Hospitals in Mansoura,
Egypt. Psychiatrists interviewed all participants. Those with history of mental or psychiatric disorder were excluded.
Participants completed the Arabic version of the Female Sexual Function Index (ArFSFI) and Fertility Quality of Life
questionnaire (FertiQoL). Statistical analysis was conducted using SPSS software version 20. Main Outcome Measures:
The main problems of female sexual dysfunction were assessed using FSFI. Results: The mean age of the selected sample
was 29.2 + 6 Years. The mean BMI was 31.6+5.9. There were 36 (11.8%) circumcised subjects and 269 (87.7%)
uncircumcised. The mean FSFI score of 28.62 was adopted as the cutoff for diagnosis of FSD. FSFI revealed 268 (88%)
women had sexual dysfunction and 37 (12%) had no sexual problems. Most of the FSFI sub scores were lowered.
Statistically significant differences existed between the participants with sexual dysfunction complaints and those with no
sexual dysfunction especially on the FertiQoL indicating that FSD affects infertility in a negative way. Conclusions: FSD
is highly prevalent among participants of the current study. Moreover, quality of life is also affected among the study group

with sexual dysfunction.
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Introduction

Research on female sexual dysfunction (FSD) in the
Arab and Islamic world is scant since the topic of
sexuality is considered to be a cultural taboo.! Sexual
dysfunction occurs in both women and men, but much
less research has been conducted on female sexual
dysfunctions. Dysfunctionalities in female sexual

experience fall into several categories: these include

desire disorders, arousal disorders, orgasmic disorders,
and sex pain disorders.? These sexual problems are
highly prevalent in women in many countries. In the
United States, approximately 40% of women have sexual
concerns and 12% report distressing sexual problems.?

According to the Diagnostic and Statistical Manual of
Mental Diseases — Fifth Edition (DSM 5),* sexual

dysfunction is characterized by a disturbance in the
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processes that characterize the sexual response cycle or
by pain associated with sexual intercourse.® Due to the
limited number of community studies, prevalence rates
in the domains of FSD varied considerably (female
arousal disorder 11%-48%). In Iran, it was reported to be
75.9% of the study population exhibited sexual
dysfunction.® In a recent Egyptian report, it was found
that Desire and Orgasm domains were the most affected
with 52.8% of participants having sexual dysfunction.”
No data was available on the pain disorder vaginismus.®

Infertility is defined as the inability to achieve and
maintain a sustainable pregnancy after one year of
regular unprotected intercourse for women under 35
years of age and six months for older women.® The
linkage between infertility and sexuality is complex, and
infertility clearly influences the sexual functioning and
sexual health of women in numerous ways. Sexual
dysfunction may have an etiological role in infertility, or
it may be a consequence of the disorder secondary to
psychological stress in either or both partners.’® A
majority of studies show that women with infertility have
more sexual dysfunctions than the general population.t*

Female sexual dysfunction (FSD) can be diagnosed in
various ways in clinical and research settings. Self-report
questionnaires, structured interviews, and detailed case
histories can aid in confirming the diagnosis.? There are
few reports on the quality of life and FSD among
infertile women in Arab countries.” ' Therefore, the aim
of the current study was to evaluate FSD in a sample of

women attending the outpatient infertility clinic.

Subjects and methods

Sample size calculation:

The sample size was calculated based on the most
important variable in the present study which is
infertility. By using this variable from a wide scale
epidemiological study'* that found infertility to be
around 2% in Egypt and by using the website

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

confidence level, the required sample was estimated to

be around 267 participants. We were able to recruit 305.

Patients

The cross-sectional study was carried out between
December 2016 and March 2017 on a sample of women
(N=305) who attended the infertility clinic at Mansoura
University Hospitals. Mansoura Faculty of Medicine
Institutional Review Board and Ethical Committee
(approval number R/16.11.23) approved the study.
Initially, a psychiatrist (the principal investigator)
conducted a clinical interview and mental state
examination to exclude subjects who were suffering from
current primary psychiatric illness or those with past
history of a psychiatric disorder (n=35). Data for the
study were collected by separate interview, which was
performed by the psychiatrist and a team of trained
psychiatric nurses. The nurses were there to brief the
participants about the importance of the study. A
motivational interview was conducted to encourage
participants to talk freely about their sexuality without
feeling ashamed or hesitant. The interviewing research
team comprised women only, which helped to increase
the patients’ confidence when answering the
questionnaires. Those who declined to engage, even after
motivational interviews, were excluded (n=18). Informed
consent was obtained from each woman before being
enrolled in the study. The study protocol was explained
to the participants and the psychiatric team was available
if additional information about the questions on the
survey were requested. Inclusion criteria were: the ability
to read and write, infertility for more than a year, having
regular sexual activity lasting at least four weeks prior to
involvement in the study, not having been remarried, no
history of sterility, and lack of severe domestic conflicts.
The exclusion criteria were if any of the infertile women
suffered from a chronic medical condition (e.g. diabetes
mellitus,  cardiovascular  diseases,  hypertension,
hypothyroidism, renal and neurological diseases),

physical problems (spinal cord injury, amputation, and
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limb deformities), psychiatric problems, experiencing a
stressful event in the past three months (death or serious
iliness in the family, a major change in living

conditions).

Data and questionnaires

Demographic and personal characteristics included age,
educational level, total body mass index (BMI) and
circumcision status (now called female genital
mutilation, according to the World Health
Organization).”® Around 15 women who were invited to
participate in the study declined to complete the
questionnaires and consequently were excluded from

further analyses.

Arabic version of female sexual function index

The validated Arabic version of the FSFI (ArFSFI) was
used to assess sexual dysfunction among infertile
women.’® The FSFI is a validated 19-item, self-
administered, screening questionnaire that measures
aspects of sexual function in women. These were ‘desire’
(two items), ‘arousal’ (four items), ‘lubrication’ (four
items), ‘orgasm’ (three items), ‘satisfaction’ (three
items), and ‘pain’ (three items). The response grid
consisted of a 5-point Likert type scale ranging from 1 to
5 for items 1 and 2 (“desire’) and from 0 to 5 with the
additional option ‘no sexual activity’ for all other
questions (3-19).7 The validated Arabic version was
translated.’® An overall FSFI score of < 26.55 indicated
that the respondent’s sexual experience was at risk of
being classified as dysfunctional.’® Study participants
were divided into two groups based upon their overall
FSFI score: (1) a sexual dysfunction group or (2) a non-
sexual dysfunction group. Those who scored higher
(with a score of greater than 26.55) were considered

closer to normality.

Fertility Quality of Life (FertiQoL) was used to assess
the impact of fertility problems on various areas of the

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

self-perceptions, emations, marriage, family and social
relationships, work life and future life plans. The
FertiQoL consists of 36 items that yield six subscales and
three total scores.’

The Core FertiQoL deals with the respondents’ self-
evaluated ‘fertility quality of life’, with subscales
relating to ‘Emotional’, ‘Mind-Body’, ‘Relational and
Social’ issues. The ‘Emotional’ subscale score measures
the impact of negative emotions (e.g. jealousy &
resentment, sadness, depression) on quality of life. The
‘Mind-Body’ subscale score indicates the impact of
fertility problems on physical health (e.g., fatigue, pain);
cognitions (e.g. concentration) and behavior (e.g.
disrupted daily activities, delayed life plans). The
‘Relational” subscale deals with the impact of fertility
problems in the marriage or partnership (e.g. sexuality,
communication, commitment). The Social subscale
measures the extent to which social interactions have
been affected by fertility problems (e.g. social inclusion,
expectations, stigma, and support).

The Treatment FertiQoL is another major subscale
focusing on the medical treatment environment, and
more particularly on its accessibility and quality, areas
identified as the ‘Treatment Environment’ and
‘Treatment Tolerability’. The ‘Treatment Environment’
score provides a measure of the impact of the medical
environment (location and proximity of clinics, ease of
accessibility) on the subject’s quality of life while the
“Treatment Tolerability’ subscale score assesses the
impact of the perceived quality of the available fertility
medical services Appendix 1. The Total FertiQoL score
is the quality of life for the Core and Treatment FertiQoL
combined. Scores on the response scales are reversed,
summed and scaled to range from 0 to 100. Higher
scores on the subscales and total scores indicate that the
subject is experiencing a better perceived quality of life.
The validated Arabic version of the FertiQoL was
downloaded from the questionnaire’s official website
into an Excel scoring sheet in preparation for final data
analysis (http://sites.cardiff.ac.uk/FertiQoLY/).
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Statistical Analysis

All statistical analyses were performed using SPSS
software (Version 20(18)). All reported P-values were
two-sided, with a P<.05 being considered statistically
significant. Statistical analyses were performed using
independent sample t test or x2 test. Correlations were
applied to detect the association of FSFI scores with
demographic and personal characteristics in infertile

women.

Results

Studies investigating the prevalence of female sexual
disorders in Egypt and the Arab world have revealed
discrepancy of results due to different methodological
procedures and variance in inclusion criteria of the
recruited participants. In the present study, a total N=306
women aged 18 to 47 years who were visiting the
infertility clinic at the Mansoura University Hospitals
were surveyed, providing the data for statistical analysis.
Described in Table 1 and Table 2 are the socio-
demographic characteristics of the surveyed women. Of
the women surveyed, 10.2% (n=31) were of normal
weight while 31.8% (n=97), 30.8 (n=94), 22.3 (n=68),
4.9% (n=15) were classified as overweight, obesity class
I, 11, 111 respectively. The mean age was 29.2 = 6 Years.
Around 42% of the sample (n=129) were between 15-29
years of age. Their mean weight was 67.9 kg, while their
mean height was 141.9cm. The majority of the sample
(53.11%) were educated to the secondary level (n=162)
while those who had obtained a university degree made
up the smallest proportion of the sample (2.6%, n=8). It
was found that the largest proportion of the sample,
87.7% (n=269), were uncircumcised. Concerning the
effects of education, chi-square testing revealed a
significant (p=0.000) relationship between the subject’s
level of literacy/years in school and the presence of
sexual dysfunctionality. Despite the extremely large
occurrence of sexual difficulties in all subgroups, the
findings suggested a positive relationship existed

between the level of educational attainment and presence

of sexual dysfunctionality. It was noted for instance that
women with low educational/literacy levels level were
slightly more likely to have higher FSFI scores, i.e. of
having comparatively less sexual dysfunctionality, than
women who had a university education. These findings

would need to be confirmed in a larger sample.

The present study found that sexual dysfunction was
widespread in the selected study sample. The FSFI test
revealed n=268 (88%) of the women studied had sexual
dysfunction difficulties, while a much smaller proportion
of 37 subjects (12%) had no sexual problems in relation
to the cut-off score 26.55 for the FSFI. These findings
are shown in Table 3, which also compares the socio-
demographic characteristics of the two groups. It was
noted that obesity or BMI classification did not have a
significant relationship (p=0.18) with sexual dysfunction
Whether or not the patient had been circumcised,
however, was a strong predictor, tending toward
statistical significance (p=0.055), of having a sexual
dysfunction. There was an evident statistical difference
in the level of education and age between the two groups
(p=0.000) in both cases. A mean FSFI score of 28.62 was
found in the group with FSD. Study findings indicated
that the FSDI subscales of arousal, lubrication, orgasm,
and satisfaction were the most affected domains (score
2.96) in the FSD group compared to the non-sexual
dysfunction group (p< 0.0001) (Table 4). The cutoff
score of 26.5 was used to differentiate between groups
similar to other studies using the translated Arabic

version of the questionnaire.” 16

The recruited subjects who completed the FertiQoL had
a mean Core FertiQoL score of (50.94 +8.8) with a
minimum of 31 and a maximum of 79. The mean
treatment FertiQoL score was (61.3+19.65) with a
minimum of 30 and a maximum of 32.5. The mean
subscales of Core FertiQoL i.e. Emotional, Mind/ Body,
Relational and Social was (11.74+3.07, 11.48+3.59,
12.95+1.96, 12.42+2.86), respectively. It was noted that
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the mean response score for environment subscale
(69.83+21.43) was greater than that of the tolerability
subscale (47.34+16.65). In general, scores approaching
100 are considered to represent a good quality of life
while lower scores indicate a lower quality of life.’® A
summary of the FertiQoL score is presented in Table 4.
On comparing the mean FertiQoL scores between the

sexual dysfunction group and the non-sexual dysfunction

group it was noted that the sexual dysfunction group had
lower scores in all of the subscales. Statistically
significant differences were found onall of the
FertiQoLsubscales, except for the environment subscale
(p=0.14). These findings supported the conclusion that
the fertility quality of the life questionnaire indicating
that sexual dysfunction affects negatively quality of life

in women with infertility.

Table 1. Demographic characteristics of the recruited sample

Variable Min Max Mean +SD
Weight (Kg) 52 180 67.9 14.5
Height (cm) 160 190 161.2 10.7
BMI 21.4 74.1 31.6 5.9
Age 17 49 29.2 6

Table 2. Demographic characteristics of the recruited sample

Variable

BMI Classification

Normal weight

Overweight

Obesity class |

Obesity class Il

Obesity class 111

Education level

Low educational

Higher educational

Circumcision

Circumcised

Uncircumcised

Age group in years

<20-24

25-29

30-34

35-40

>40

N %
31 10.2
97 31.8
94 30.8
68 22.3
15 49
135 19.6
170 53.11
36 11.8
269 87.7
77 25
129 42
58 19
32 10
9 3
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Table 3. Difference in socio-demographic characteristics between sexual dysfunction group and non-sexual dysfunction

group
Variable Sexual dysfunction Non-Sexual dysfunction Xz p
group group
according to FSDI according to FSDI total
total score score
N(%within sexual N(%within sexual
dysfunction) dysfunction)
BMI Classification
Normal weight 28(10.4) 3(8.1) 6 0.18
Overweight 81(30.2) 16(43.2)
Obesity class | 88(32.8) 6(16.2)
Obesity class Il 57(21.2) 11(29.7)
Obesity class 111 14(5.2) 1(2.7)
Education level 103 0.00
Low educational 115(44.9) 20(54)
Higher 153(57.1) 17(45.9)
educational
Circumcision
circumcised 32(11.9) 4(10.8)
uncircumcised 236(88.1) 33(89.2) 1 0.055
Age group
<20-24 63(23.5) 14(37.8) 10 0.00
25-29 114(42.5) 15(40)
30-34 53(19.8) 5(13.5)
35-40 31(11.6) 1(2.7)
>40 7(2.6) 2(5.4)
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Table 4. Differences in FSDI subscales between sexual dysfunction group and non-sexual dysfunction group

FSDI Sexual dysfunction group Non -Sexual T-value p-value Cl Cl
subscales according to FSDI total score dysfunction group (lower (upper
according to FSDI total bound) | bound)

score
Mean +SD Mean +SD

Desire 3.74 3.74 5.12 0.61 2.14 0.0001 0.11 2.64

Arousal 2.96 0.53 3.80 0.29 9.18 0.0001 0.66 1.02

Lubrication 3.96 0.49 5.18 0.65 13.6 0.0001 1 1.44

Orgasm 39 0.54 5.16 0.23 12.2 0.0001 1 14

Satisfaction 4 0.85 5.20 0.55 8 0.0001 0.9 1.49

Pain 3.68 0.39 4.15 0.22 6.2 0.0001 0.32 0.61

Total 22.4 2.27 28.62 1.77 15.8 0.0001 5.58 7.17

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

(FertiQol subscales) min max mean +SD
Raw emotional 4 20 11.74 3.07
Raw mind/body 3 18 11.48 3.59
Raw relational 6 20 12.95 1.96
Raw social 5 21 12.42 2.86
Raw environment 5 24 16.52 441
Raw tolerability 2 15 7.58 2.66
Total raw core score 30 72 48.60 8.22
Total raw treatment score 12 33 24.09 5.01
Raw total FertiQol 50 101 72.70 11.46

Scaled emotional 25 83 49.21 12.80
Scaled mind/body 13 133 48.28 15.83
Scaled relational 21 325 47.26 17.43
Scaled social 21 100 52.15 12.27
Scaled environment 21 263 69.83 21.43
Scaled tolerability 13 94 47.34 16.65
Total scaled score 31 79 50.94 8.80
Total scaled treatment 30 325 61.30 19.65
Total scaled FertiQol 38 83 53.98 8.74
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Table 6. Differences of FertiQol subscales between sexual dysfunction group and non-sexual dysfunction group

FertiQol subscales

Sexual

dysfunction

group according

Non-sexual

dysfunction

group according

Cl

(lower bound)

Cl
(upper bound)

to FSDI total to FSDI total
score score
Mean(xSD) Mean(xSD)
Scaled subscale: 48.35(11.8) 52.5(12) 0.05 0.08 8.3
Emotional
Scaled subscale: 47.37(14.9) 53.5(13) 0.023 0.86 11.3
Mind/body
Scaled subscale: 53.61(8.2) 56(7.8) 0.12 0.53 5.3
Relational
Scaled subscale: 51.1(11.6) 60(14.5) 0.0001 4.6 13.1
Social
Scaled subscale: 68.2(17.7) 73(21.6) 0.14 1.7 11.3
Environment
Scaled subscale: 46.1(16.7) 55.7(12.5) 0.029 0.9 18.2
Tolerability
Total scaled core 50.1(8.7) 55.4(9.5) 0.001 2.1 8.4
score
Total scaled 59.4(12.2) 66(13.2) 0.003 2.2 11
treatment score
Total scaled 52.8(8.4) 58.5(9.8) 0.0003 2.6 8.7
FertiQoL score

Discussion

Female sexual dysfunction is a common problem in
developed countries and in those of the developing
world. The extent of this phenomenon is often
underestimated, however, due to cultural taboos against
the open discussion of sexuality. Although there is
widespread interest in research on male erectile
dysfunction, only recently has a similar level of attention
been paid toward female sexual dysfunction. Recent
surveys have confirmed further that patterns of sexual

dysfunction differ among different racial and ethnic

groups.® Female circumcision is a traditional practice in
Egypt, but its impact on sexual functioning is largely
unrecognized. In a recent study, 69.9% of women were
found to be suffering from one or more sexual problems;
the sample had a 90% rate of circumcised women and
girls indicating the effect of circumcision on
development of FSD.2* Although assessment of
circumcision status was not an objective in the present

study, it was found that over 80% of those recruited were
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uncircumcised. This might be due to the young age of the
participants who were born after legalization of the law
considering circumcision as a crime. Most of the
uncircumcised participants noted that their parents had
the intention of carrying out the procedure, but they were
hindered by worrying about the risk of death for their
daughters since most of the doctors refused to do it.
Elnashar in 2007 noted that loss of desire was reported
by 49.6% of patients followed by the occurrence of
orgasmic problems in 43%. It was observed that the most
affected domain was desire followed by arousal,
lubrication, and orgasm. The incidence of female sexual
dysfunction worldwide is 38% to 63%.2* In the present
study, we found that 88% of infertile women had sexual
dysfunction, which is higher than similar reports from
different regions in Egypt.'®* Ahmad et al.?? found the
prevalence of FSD during pregnancy to be 68.8% and the
FSFI scores of all domains and total score were
significantly reduced. On the other hand, it is close to a
similar study in Bangladesh reporting sexual dysfunction
among infertile women to be 65%.% Interestingly, we
found that the pain score was lower in the sexual
dysfunction group compared to patients without sexual
dysfunctions and considered against a recent study that
reported 42 (28%) of women had FSD.?* Pain,
lubrication and arousal were the most commonly
reported problems for 69.3%, 53.3% and 52%,
respectively. Obese women were more likely to
experience desire, arousal and lubrication problems.
There are many factors that affect female sexual
dysfunction,?®?® but among these circumcision is one of
the most important and, indeed, this was confirmed in the
present study by the strong trend of statistical
significance between circumcised and non-circumcised
women on the total score of FSDI (p=0.055).
Accumulating evidence now supports the conclusion that
a reciprocal feedback relationship exists between
infertility and sexual dysfunctionality. Infertility alters a
woman’s sexual experience by causing or intensifying

sexual problems because of the diagnosis, investigation,

and treatment of infertility. Conversely, sexual problems
may contribute to infertility. In women, sexual stimuli
alone do not essentially lead to sexual arousal because
psychological stress may prevent their occurrence.
Studies have shown that infertility has a greater negative
impact on women’s sense of sexual identity than does
any other type of stress.?” Women may also experience
marital discord following a diagnosis of infertility,
particularly when treatment is attempted on multiple
occasions. One consequence of these experiences is a
shift in perceptions about how intercourse, which
affected women, may start to be viewed as being
exclusively for the purpose of conception rather than for
pleasure. These conditions may additionally contribute to
FSD.% In the current study, the percentage of infertile
women complaining of FSD symptoms was considerably
greater than those who did not report such symptoms
(87.8% vs 12.1%), according to the FSDI. These findings
are consistent with the other findings,?® which suggested
that sexual problems may indirectly lead to infertility by
decreasing the frequency of sexual intercourse; however,
it is equally likely that infertility impacts directly on
women’s sexual function. However, a similar study®
revealed that the proportion of women with sexual
dysfunction was higher in the infertile versus control
group (47% vs 30%, 95% CI for the difference). Total
orgasm, satisfaction and pain scores were significantly
lower in infertile versus control group. Monga et al.!
showed that having children is an important feature in
the lives of most couples. Several studies have shown
that the prevalence of sexual dysfunction is greater in
infertile women than in fertile women.®2 3 Tarlatzis et
al.3* reported that the prevalence of female sexual
dysfunction was 50% in infertile women. On the other
hand, some studies did not find any differences between
infertile women and normal women in the general
population in terms of sexual functioning.® ¢ The
results of the present study are consistent with those of

Millheiser et al.?° who found significantly lower scores
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of desire and arousal in the infertile group than the fertile

group.

In Egypt, there are few reports on FSD among Egyptian
women.®® There are similarly very few reports on this
point from Arab world countries.” We have found that
desire is the most affected domain among the women we
interviewed and tested. In the Lower Egypt study,
reduced sexual desire was related to several factors,
including  female  circumcision,  socio-economic
circumstances - such as low income and lack of adequate
privacy at home - increased household duties, and
husbands” choice of unsuitable time for sexual
intercourse.r® The prevalence of FSD has been shown to
vary among women of different racial groups.® The
International Society of Sexual Medicine reported the
prevalence of female sexual disorders worldwide to be
around 40-50% of women irrespective of age.*® In the
present study, we found 88% of the recruited sample to
suffer from sexual disorders, which is higher than the
worldwide reported percentage probably owing to
cultural and religious morals prohibiting complaining
about unsatisfactory sex in addition to the role of
circumcision and the status of infertility. The Female
Sexual Function Index (FSFI) was one of two self-report
questionnaires used in our survey. Originally described
by Rosen et al.,'” it is currently the most frequently used
FSD questionnaire and has now been formally validated
in the Arabic language. It is to be hoped that further
efforts to explore some of the issues raised in the present
study will be undertaken and that the instruments used

will facilitate comparisons with other national samples.

Limitations

The present study had several limitations. In particular,
the number of participants was limited, and an important
contributor to FSD, the occurrence of male erectile
dysfunction was not investigated because the patients’

male partners were not interviewed. Further, inasmuch as

this was a hospital-based study, the sample subjects were
women attending an infertility clinic for treatment;
whereas a broader community sample would have
increased the generalizability of the results. Due to the
sensitive nature of the topic dealt with in the
questionnaires, and in spite of measures taken to ensure
privacy and comfort through utilization of female
interviewers, some questions regarding marital life and
sexual life may not have elicited accurate responses due

to the shyness of the participants.

Conclusion

FSD is widely prevalent among women suffering from
infertility. From the findings of the present study, as well
as those from other studies, it is known that these
participants have a lower quality of life because of their
sexual dysfunctionality. It is therefore considered
advisable for FSD screening to be included as a routine
procedure during the interviewing and management of

infertile women.
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Abstract

J ob satisfaction is extremely varied across different professions and different countries. It has been linked to burnout

syndrome in a complex cause-effect relationship. Physicians of different grades are deemed as one of the most
vulnerable service providers due to heavy workload and professional challenges. Various personal and environmental
factors predispose to or alleviate the morbidity of job dissatisfaction and burnout. These critical psychological phenomena
are under researched in Arab countries. Objectives: The present study aims to explore the level of job satisfaction and
prevalence of burnout; and, to determine and assess the effect of stress relief factors among a group of Iragi physicians.
Method: N=310 medical residents and specialists in three university hospitals in Baghdad completed the questionnaire
formats, including demographic and job characteristics, a job satisfaction survey, the Maslach Burnout Inventory (MBI)
and suggested stress-relief factors during 2016. Results: The majority of participants were residents with an equal male to
female ratio and mean age of 34.7 years. Low level of burnout affected 91.3% with the highest rate reported in the
depersonalization (DP) subscale. There was no significant difference between burnout and the studied stress-relief factor.
Conclusion: It is crucial for any health care system to provide a work environment that maintains better levels of job
satisfaction and prevents burnout for its working physicians. The present study indicated that physicians working and living
in Iraq are overwhelmed by job and environmental stress; their resilience helped to keep a stream of health care services
functioning. Larger studies on burnout amongst Iragi physcians are needed.

Keywords: Job satisfaction, burnout, Iragi physicians
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Introduction social characteristics.”®® Shortages of experienced
mentors and advanced facilities imposes a further burden
on the workload especially for resident doctors, which
may complicate the process of job dissatisfaction leading

Burnout syndrome is a common psychological
phenomenon worldwide and isn't lacking in any

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

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

Method

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

competence and achievement, especially in working and
dealing well with people. High mean scores on the EE
and DP subscales together with low scores on the PA
subscale indicate the presence of burnout syndrome.*2
Data were analyzed using Microsoft Excel 2007 and the
Statistical Package for the Social Sciences-PC version 17
(SPSS v 17.0; Cary, NC). Chi-square test, ANOVA, and
bivariate analysis linear regression were used. Statistical
significance was considered whenever the P value was
equal or less than (0.05). The sample size was calculated
according to the Steven Thompson Equation. Each
participant was assured confidentiality and required to
provide his/her written consent. Ethical approval was
obtained from the Ethics Committee of the Scientific
Research Centre in the Ministry of Health.

Results

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

Demographic characteristics n=310 100%
Age (years) <30 45 145
30-39 227 73.2
>40 38 12.3
Gender Male 154 49.7
Female 156 50.3
Marital status Single 79 25.5
Married 230 74.2
Divorced or widow 1 0.3
Number of children 0 19 8.2
1-3 198 85.7
>4 14 6.1
Residence Urban 302 97.4
Rural 8 2.6
Smoking Yes 47 15.2
No 263 84.8
Alcohol drinking Yes 11 3.6
No 299 96.4
Mental disorder Yes 6 1.9
No 304 98.1
Yes
Medical disorder No 36 11.6
274 88.1
Work experience <5 years 28 9.0
5-14y 239 77.1
>15y 43 13.9
Weekly hours of work <50 hours/week 176 56.8
>50 134 43.2
Professional rank General interns 10 3.2
Trained registrars 241 77.8
Qualified specialists 59 19.0
Monthly night shifts None 44 14.2
1-3 49 15.8
>3 217 70
Number of >2weeks vacation | None 252 81.3
lyear 1-3 43 13.6
>3 15 4.8
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High (=>27), 0, 0%

Low (<=18), 144,
46.5%

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

Emotional exhaustion (EE) (9Q)

Figure 1. Prevalence of emotional exhaustion in the sample

Low (<=5), 1, 0.3%

Average (6-9), 65,
21.0%

High (=>10), 244,
78.7%

Depersonalization (DP) (5Q)

Figure 2. Prevalence of depersonalization in the sample
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Figure 3. Prevalence of professional accomplishment in the sample
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Figure 4. Job satisfaction’s levels of the studied physicians

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

0.822). Regarding the three suggested stress-relief
factors, 65.5% of the of the physicians favored ‘leisure
activities” over the other two factors: ‘spouse support’
(44.8%), and ‘support from colleagues’ (59%),
respectively as relieving elements for occupational stress
as shown in Table 3.

52



Job satisfaction and burnout among Iraqgi physicians

Table 2. Association between job satisfaction and burnout

Levels of job satisfaction: Burnout score P value
Low (=>40) Average(34-39)
No % No %
Very satisfied 20 90.9 2 9.1 0.822
Satisfied 114 92.7 9 7.3
Neutral 108 89.3 13 10.7
Dissatisfied 34 94.4 2 5.6
Very dissatisfied 7 87.5 1 12.5
Table 3. Sample distribution according to the stress relief factors
Stress relief factors No %
Support from spouse 139 44.8
Support from colleagues 183 59.0
Leisure activities/free time 203 65.5

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

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

Table 4. Sample distribution of burnout according to the stress relief factors

Stress relief factors Burnout score P value
Low (=>40) Average(34-39)
No % No %
Support from spouse Yes 126 90.6 13 9.4 0.717
No 157 91.8 14 8.2
Support from colleagues Yes 164 89.6 19 10.4 0.210
No 119 93.7 8 6.3
Leisure activities/free time Yes 186 91.6 17 8.4 0.773
No 97 90.7 10 9.3

Discussion

The response rate of 92% is higher than many previous
similar studies conducted in different countries,511:1%-24
The majority of studied physicians were medical
residents attached to the postgraduate training programs
of the Arab and Iragi Board for Medical Specializations.
The mean age was 34 years with the majority being
married with children, and living in urban areas.
Cigarette smoking and alcohol consumption were lower
than similar studies in western countries, which is likely
due to Islamic inhibitions regarding alcohol. 232527
Chronic medical disorders affected a sizable ratio, which
may be an age-related finding. The minimum ratio of
mental disorder is accepted in a sample of a healthy
population and it could be attributed to pre-existing
anxiety and depression or may be caused by burnout.
However, this finding must be verified.?%2-%° Although
91.3% participants reported a low level of burnout, this

prevalence is much higher than the internationally
reported range using the same instruments, but is similar
to the prevalence found by Mohammed et al., Abdo et al.
of 76% and 100%, respectively, in Egypt?>®! and 88.5%
prevalence found by Agha et al. in Saudi Arabia.*
Regarding the MBI subscales, the studied physicians
were highly affected by burnout (78.7%) in the domain
(DP), moderately affected ‘average level’ of 54% and
81.6% in the domains of EE and PA, respectively.
Review of 19 published studies conducted on physicians
in Bahrain, Egypt, Jordan, Lebanon, Palestine, Saudi
Arabia and Yemen summarized a range of prevalence
rates across the three domains: 20-81% in EE, 9.2-80%
in DP, and 13.3-85.8% in PA, which are comparable to
our finding despite the variation in work circumstances
and personal profiles of the physicians.?® In Saudi Arabia
and the Gulf region, multi-national expatriates form a
large percentage of the practicing physicians in contrast
to Irag’s health system.120-2224 Many previous studies
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revealed the positive association between burnout with
resident and junior physicians, which is inconsistent with
our own finding.1%18.20.23

On the other hand, studying hard to pass Board
qualification exams can place an extra burden on their
heavy workload. The highest scores were reported in the
DP subscale, which highlighted experiences of ‘feeling
callous towards patients’, a ‘lack of energy’, and
‘overwhelmed and frustrated” feelings. These may well
reflect the nature of burnout experienced by Iraqi
physicians. It also may be logical to consider the impact
of insecurity and aggression on a physician’s
psychological well-being in general.®34 Again, no
conclusive related studies are available. Despite being
affected by burnout, the majority of the physicians were
relatively satisfied with their job. The dissatisfied group
was smaller, which was an unexpected result; this may
be explained by a methodological bias that resulted from
using the brief satisfaction scale because it did not fully
explore wider issues around job satisfaction; however,
the smaller number of dissatisfied physicians may reflect
an overall resilience in the cohort. 141633

In the present study, the interaction between job
satisfaction and burnout levels among physicians was
reciprocal in that where job satisfaction was high burnout
was low and vice versa. For those reporting low job
satisfaction and high burnout the common predisposing
factors were feeling undervalued at work, mounting
patients’ demands, poor chances for promotion and little
or no free time for leisure activities. There is little known
about the complex relationship between job satisfaction
and burnout in the other Arab countries; however, it
seems that correlations cannot be ignored and may be
due to the shared cultural and religious background that
characterize their psychological fabric.2%2%3%  The
suggested three factors: spouse support, colleagues
support, and leisure activities/free time functioned as a
way to alleviate elements of job dissatisfaction and
possibly prevent being vulnerable to burnout.

The majority of the studied physicians chose having
freedom in organizing family and social obligation and
enjoying personal leisure as their preferred way of
relieving stress, which may well protect against
occupational fatigue and development of burnout. This
finding is consistent with many studies.16192436-38 The
low and average levels of burnout were related to those
stress-relief factors in close comparable ratios range
(89.6%-93.7%), the tested association was not
significantly different. This finding is not irrational when
considering the complicated interaction between burnout
and environmental predicting and protective variables
since most of the related literatures indicates that the

impact of the work environment rather than the personal
pros and cons. 81620253640 Boosting satisfaction levels
and preventing burnout is an important step when
planning interventions, especially in burdened countries
like Iraq where the health care system has suffered
significant exodus of doctor over the past three decades.
It would be important to give particular attention to those
physicians who reported feeling affected by burnout and
job dissatisfaction or/and those who also reported the
associated risk factors.1317:40.41

Conclusion

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

Limitation of the study

The absence of an equipped research center, advanced
technology and lack of funding increased the burden on
the research team when collecting and managing the
data. Despite the co-operation of the physicians, the
research team faced difficulty contacting the participants
due to irregular work schedules and absence of a
database for names and contact details.
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Abstract

he Arabic Islamic civilization was rich in all aspects of knowledge and science, the establishment of hospitals, the
classification of mental disorders and scientific foundation of psychiatry, psychology and neuroscience was started,
the famous names are so many and the books written in that were overwhelming.
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Introduction

Medicine did not develop overnight. The civilizations of
Egypt, Greece, Rome, Persia, India, China and the
European Renaissance took up the responsibility of the
flame of medical development. During the Dark Ages, the
medical flame was taken up by the Arabic-Islamic world.
The period between the 7" and 13™ centuries has been
commonly  neglected, despite the remarkable
developments of biomedical science of the Arabic-Islamic
world with the resultant flowering of knowledge that
influenced medical practice throughout Europe.! We
could say that the history of any nation is equal to the sum
of the history of a few of its distinguished individuals. At
every stage in Arabic medical history we can find
outstanding people, whose greatest contributions and
efforts cannot be underestimated.

Terminology

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

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

Neuroscience and psychology

Islamic medicine stressed the need for the understanding
of human mental health. The first psychiatric hospitals and
insane asylums were built in the Islamic world in Baghdad
in 705, Fes (the third largest city in Morocco) in the 8t
century, Cairo in 800, Damascus and Aleppo in 1270.
The most characteristic features of medieval Muslim
psychotherapy were the use of clinical observations of
mentally ill patients, which resulted in the provision of
groundbreaking applications of moral treatment, baths,
drug medication, music therapy and occupational therapy.
The Muslim physician Ahmed ibn Sahl al-Balkhi (850-
934) introduced the concepts of mental health and mental
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hygiene. His book, Sustenance for Body and Soul (in
Arabic: Masalih al-Abdan wa al-anfus), was the first book
that discussed psychosomatic diseases with an emphasis
on mind and body: "if the nafs (psyche) gets sick, the body
may also find no joy in life with development of a physical
illness".2 Ahmed ibn Sahl al-Balkhi was a pioneer of
psychotherapy, psychophysiology and psychosomatic
medicine. He was the first to recognize that the body
(fever, headache) and the soul (anger, anxiety and
sadness) could be healthy, sick, balanced, or imbalanced.
He recognized two types of depression: one resulting from
known causes (physiological reasons) that can be treated
through physical medicine; and the other caused by
unknown reasons that can be treated psychologically.?
Najab ud-din Muhamed, from the 10" Century, made
careful observations of mentally ill patients with detailed
descriptions of a number of mental diseases, including
agitated depression, neurosis, priapism and sexual
impotence, psychosis (Kutrib) and mania (Dual-Kulb).®7
Al-Balkhi and Muhamed ibn Zakariya Razi (Rhazes) were
the first known physicians to describe psychotherapy.
Razi's books (EI-Mansuri and Al-Hawi) were landmarks
for the description of mental illness in the 10" Century and
provided definitions, symptoms and treatments for
problems related to mental health and mental illness. Razi
was also the director of a unique psychiatric ward in a
Baghdad hospital. Such psychiatric clinics did not exist in
Europe during that time for fear of demonic possessions.>¢

Ibn al Haytham is considered the founder of experimental
psychology and psychophysics for his distinguished book
on the psychology of visual perception, Book of Optics
(Steffens, 2006). Ibn al-Haytham was the first scientist to
argue that vision occurs in the brain rather than the eyes
in his Book of Optics (Edition 111). Moreover, he pointed
out that personal experience has an effect on what people
see and how they see and that vision and perception are
subjective feelings.®

Al-Biruni was a pioneer in experimental psychology as
the first person to describe empirically the concept of
reaction time: ‘Not only is every sensation attended by a
corresponding change localized in the sense-organ, which
demands a certain time, but also, between the stimulation
of the organ and consciousness of the perception an
interval of time must elapse, corresponding to the
transmission of stimulus for some distance along the
nerves’. ® He was also the first person to discuss in detail
such mental disorders as sleeping sickness, memory loss,
coma, meningitis, vertigo, epilepsy and hemiplegia.
Moreover, he emphasized the preservation of health
through diet and natural healing as much as on medication
or drugs.°

Al-Biruni first recognized 'physiological psychology' for
the treatment of illness involving emotions. He was a
pioneer in psychophysiology and psychosomatic
medicine, developing a system for associating changes in
the pulse rate with inner feelings. Avicenna was also a
pioneer of neuropsychiatry who first described numerous
neuropsychiatric conditions, including insomnia, mania,
hallucinations, nightmare, dementia, epilepsy, stroke,
paralysis, vertigo, melancholia and tremors'*21314 |pn
Sina, known in the West as Avicenna (981-1037). For a
thousand years, he has retained his original renown as one
of the greatest thinkers and medical scholars in history.
His most important medical works are the Qanun (Canon)
and a treatise on cardiac drugs. The 'Qanun fi-I-Tibb' is an
immense encyclopedia of medicine. It contains some of
the most illuminating thoughts pertaining to distinction of
mediastinitis from pleurisy; contagious nature of phthisis,
distribution of diseases by water and soil; careful
description of skin troubles; of sexual diseases and
perversions, of nervous ailments. The Canon of Medicine
(Qanun: Law of Medicine) by Ibn-Sina is one of the most
famous works in the history of medicine. It comprises a
14-volume medical encyclopedia completed in 1025
(Stanley, 1994). These volumes were used in many
medical schools; for example the University of
Montpellier, France in1650. The Canon explains the
causes of health and disease. Ibn Sina believed that the
human body could be healthy if the causes of health and
disease are determined. He defined medicine (tibb) as the
science by which we learn the different aspects of the
human body in both health and disease.

The Arabic text of the Qanun was translated into Latin as
the Canon of Medicine by Gerard of Cremona in the 121"
Century and into Hebrew in 1279. Avicenna dedicated
three chapters of his book to neuropsychiatric disorders.
He defined madness (Junun) as a mental disorder of
reason in which reality is replaced by fantasy and he
located its origin in the middle part of the brain. In the
Canon of Medicine, Avicenna was considered the father
of the science of psychoanalysis through his extension of
the theory of temperaments to include mentality,
emotions, morality, self-awareness, movements and
dreams. His four primary temperaments are summarized
later on in the 13" Century.'
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Psychotherapy

When Al-Razi was appointed as a physician-in-chief at
Baghdad Hospital, he made it the first hospital in history
to have a ward devoted to mentally ill patients. Razi was
considered the first person to combine psychological
methods and psychological explanations and to use
psychotherapy in an applicable fashion. Razi was once
called to treat a famous caliph who had severe arthritis.
Razi advised a hot bath and, while the caliph was bathing,
Razi threatened him with a knife, proclaiming he was
going to kill him. This deliberate provocation increased
the natural caloric, thus creating sufficient strength to
dissolve the already softened humors. As a result, the
caliph got up from his knees in the bath and ran after Razi.
Najab ud din Muhammad, a contemporary of Razi, left
many excellent descriptions of mental diseases. His
carefully compiled observations of patients comprised the
most complete classification of mental diseases known
before then. Najab described agitated depression,
obsessional types of neurosis, Nafkhae Malikholia
(combined priapism, sexual impotence), Kutrib (a form of
persecutory psychosis) and Dual-Kulb (a form of mania).

Avicenna often used psychological methods to treat his
patients. One of his patients was a prince of Persia who
had melancholia and poor appetite; he suffered from the
delusion that he was a cow, and would low like a cow as
he cried: ‘Kill me so that a good stew may be made of my
flesh’. Avicenna was persuaded to take on the case and
sent a message to the patient asking him to be happy as the
butcher was coming to slaughter him. The sick man
rejoiced. When Avicenna approached the prince with a
knife in his hand, he asked, “Where is the cow so | may
kill it?” The patient then lowed like a cow to indicate
where he was. ‘By order of the butcher, the patient was
also laid on the ground for slaughter.” When Avicenna
approached the patient pretending to slaughter him, he
said, ‘the cow is too lean and not ready to be killed. He
must be fed properly and I will kill it when it becomes
healthy and fat.” The patient was then offered food, which
he ate eagerly. He gradually gained strength, was rid of
his delusion, and completely cured.?

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

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

Music as therapy in Islamic civilization

According to the Dewan Bahasa and Pustaka portal,
therapy is treatment of mental or physical disease through
a healing process without the use of medicine or surgery
(DBP 2013). Oztunc (2015:2) stated that music therapy is
a psychological method of treatment and the
psychological effect of listening to musical sounds. Music
therapy is also a branch of emotional and physical
healthcare, a natural combination that plays an effective
role in psychological, emotional and moral disorders and
a method for healing, comfort and tranquility.'®'" Music
is a very good therapy particularly for patients with mental
illness. In addition, music is an alternative treatment to
using drugs, which may cause side effects. Music therapy
is an instrument for professional use whether in medicine,
education as well as the living environment. Human life
needs balance and the basis of study and training in music
therapy itself is to stabilize the whole of physical, social,
communicative, intellectual and health conditions.

From the above definitions, it is clear that music therapy
plays a role in influencing a person’s emotions and
psychology. It can be deduced that music therapy is a
treatment, which involves use of music to produce
calming and soothing sounds in treating and restoring
balance to a patient’s emotions. Music has been made a
method and instrument of healing. Besides reducing the
cost of treatment, it is effective in soothing and reducing
a patient’s pain.

Scientists such as Kisilevsky studied the ability of a foetus
to pay attention when music is played and the effect of
music on foetus heartbeat and movement.*8 In fact, during
the glory of the Islamic civilization, Muslim scholars such
as al-Farabi, al-Kindi, Muhyiddin Ibn Arabi and Safi al-
Din Abd al-Mu“min had already acknowledged music
therapy as a method of healing.®
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The use of music as medical therapy in Islamic civilization
was much influenced by the Greek civilization.®* Some
Islamic civilization scholars who used music therapy in
medicine were al-Kindi,Ikhwanal-Safa’, al-Razi, al-
Farabi and Ibn Sina. Al-Kindior, also known as Abu
Yaqub ibn Ishaq al-Kindi was identified as the earliest
scholar of the Islamic civilization to use music therapy. He
lived from 801 to 870. al-Kindi adhered to Aristotle’s
philosophy that music has a relationship with humans and
cosmology through the earth elements of water, air, fire
and soil.*® Ikhwan al-Safa’ (Brethren of Purity) held the
view that there is a relationship between music and
astrology. Fadlou (1995) stated that the Ikhwan first
approached sound from the perspective of physicists. He
discussed its nature, in terms of cause and effect, and its
subdivision. He also briefly explained how physicists
experience the process of perceiving sound. When it came
to musical sounds and the combinations that make up
musical composition, they would observe the biological
and psychological effects of the music on the listener. The
next step was the final goal of their observation on musical
experience, which was spiritual and mystical. In their
philosophy, the attainment of this highest goal is made
possible by their assumption that an affinity existed
between music and other dimensions (the make-up of the
higher spheres of being).

From the viewpoint of Abu Bakr Muhammad ibn
Zakariya al-Razi (854-932M) or better known as al-
Razi,?® asserted that music is suitable to be used for
treating only mental disorders. Abu Nasr Muhammad ibn
Muhammad Farabi, or better-known al-Farabi (872-
950M), and Ibn Sina (980-1037M) rejected all views,
which relate music with earth elements or zodiac. Their
view was that music has an effect on human health.
Further, according to Ibn Sina, music may have an impact
on human health due to sounds inherited in human nature,
which have some functions in producing different
emotions. The views of the Muslim scholar, al-Kindi, led
to the application of music as a method of treatment.?° He
was regarded to be the first Muslim scholar to realize that
music has a therapeutic value when he attempted to cure a
paralyzed child with music.

Ibn-Sina

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

explained the mind, its existence, human body-mind
relationship, sensation, perception etc. In his well-known
book Kitab Al-Shifa' (The Book of Healing), he accepted
hypnosis and used it as a treatment of mental disorders.
Ibn Sina also gave psychological explanations of certain
somatic illnesses, such as hallucinations, insomnia, mania,
nightmare, melancholia, dementia, epilepsy, paralysis,
stroke and vertigo. He believed that philosophizing was a
way of helping ‘the soul reach perfection’. lbn Sina
always explained that physical and psychological illnesses
linked together. He called melancholia (depression) a type
of mood disorder in which the person may become
suspicious and develop certain types of phobias. He
claimed that anger transformed melancholia to mania. He
also certified that humidity inside the head can affect
mood disorders. This happens with the amount of breath
change. Happiness increases the breath, which leads to
increased moisture inside the brain, but if this moisture
goes beyond its limits, the brain will lose control over its
rational thought leading to mental disorders. Ibn Sina also
wrote about symptoms and treatment of love sickness
(Ishq), nightmare, epilepsy, and weak memory.2> He is
the first person to develop an association between
emotions and pulse rate. He also used other psychological
methods to treat his patients. He established free hospitals
and treatments including surgery, hot baths, herbs,
hypnosis (Al Wahm Al-Amil) and aromatherapy. 2324

Ibn Sina (or Avicenna) was primarily a philosopher with
amusing knowledge, who dealt in all aspects of art of
medicine, astronomy, poetry, music and psychology. This
giant, with an encyclopedic knowledge, has dealt in
almost all scientific branches or praxis with great success.
Numerous statements of his have been cornerstone of
many sciences for centuries; and, some of them are (in the
era of computers and Internet) still current. The best
known treatise on medicine of his is EI-Kanun, consisting
of five volumes, wherein all medical achievements
(including psychology, psychiatry and neurology) of that
period were described clearly. In his psychology, Ibn Sina
(Avicenna) analyses the essence of human soul, mind,
psychical streams, intellectum, dreams and prophecy,
man's desires etc. in details. It is unnecessary to point out
how much these items are actual in the contemporary
psychology. Ibn al-Nefis has described systematically the
symptoms and recovery of ‘head sick’ (including
headaches, cerebral sick like cranitis, letargy, coma,
demency, melancholy, insomnia, nightmares, epilepsy,
appoplexy, paralysis, spasm and many others) in his
Mujez al-Kanun, which is synopsis of 1bn Sina Kanun. We
need much time to learn the magnificance of this
philosopher, which is best known as the great one among
the physicians. It is our task to enable future generations
not only to know his works exist, but also to realize the
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essence of this marvelous genius because there are very
few people that can be compared to him.

Abu Bakr Mohammed ibn Zakariya al-Razi

Known in the West as Rhazes, he was born in al-Rayy
outside Tehran. He is considered one of the greatest
physicians Islam has ever produced. He traveled widely,
visiting famous medical centers of his time in Jerusalem,
Cairo, and Cordova. In 907, he was appointed director of
a large hospital in Baghdad and a court physician as well.
He wrote 237 books, of which 36 have survived. The most
famous of his works is Liber Continens, a medical
encyclopedia. In his theories, al-Razi was a Galenist; in
practice, he was guided more by the principles of
Hippocrates %°. He was known for taking detailed histories
from his patients and for his keen observational skills. al-
Razi combined psychological methods and physiological
explanations. He used psychotherapy in a primitive but
dynamic fashion.?®

As the director of the hospital in Baghdad, he established
a special section for the treatment of people with mental
iliness. He treated his patients with respect, care, and
empathy. As part of discharge planning, each patient was
given a sum of money to help with immediate needs. This
was the first recorded reference to psychiatric aftercare
and, perhaps, to the existence of a psychiatric consultation
service in a general hospital. Al-Razi is also known for his
contributions to psychiatric ethics. In his treatise “Upon
the Circumstances Which Turn the Head of Most Men
from the Reputable Physicians,” al-Razi set clear
standards for the professional practice of physicians. He
advised physicians on how to retain the respect and
confidence of their patients. At the same time, he advised
patients to evaluate their physicians and demand from
them a high level of integrity. He further advised patients
to avoid physicians who are actively addicted to wine, a
clear recognition of the problem of physician impairment
over 1,000 years ago. Al-Razi’s words on this subject are
no less applicable today.?”

Al Razi was a Hakim, an alchemist and a philosopher. In
medicine, his contribution was so significant that it can
only be compared to that of Ibn Sina. Some of his works
in medicine e.g. Kitabal- Mansoori, Al-Hawi, Kitab al-
Mulooki and Kitab al-Judari al- Hasabah earned
everlasting fame. Al-Razi was the first in Islam to write a
book based on home medicines (remedial) advisor entitled
Man la Yahduruhu Teb for the public. In his book Mnafi'
al-Aghthiyyah, al-Razi followed a pattern that had been
introduced earlier by Galen, but in it, al-Razi attempted to
correct several errors made by Galen himself. The
development of professional pharmacy, as a separate
entity from medicine, started in Islam under the patronage

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

Abu Zayd al-Balkhi

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

Mental health and mental illness

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

Cognitive and medical psychology and
cognitive therapy

Abu Zayd al-Balkhi was the first to differentiate between
neurosis and psychasis, and the first to classify neurotic
disorders and pioneer cognitive therapy in order to treat
each of these classified disorders. He classified neurosis
into four emotional disorders: fear and anxiety, anger and
aggression, sadness and depression, and obsession. He
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further classified three types of depression: normal
depression or sadness (huzn), endogenous depression
originating from within the body, and reactive clinical
depression originating from outside the body. He also
wrote that a healthy individual should always keep healthy
thoughts and feelings in his mind in the case of unexpected
emotional outbursts in the same way drugs and first aid
medicine are kept nearby for unexpected physical
emergencies. He stated that a balance between the mind
and body is required for good health and that an imbalance
between the two can cause sickness. Al-Balkhi also
introduced the concept of reciprocal inhibition (al-ilaj bi
al-did), which was re-introduced over a thousand years
later by Joseph Wolpe in 1969.%°

Psychophysiology and
medicine

psychosomatic

The Muslim physician Abu Zayd al-Balkhi was a pioneer
of psychotherapy, psychophysiology and psychosomatic
medicine. He recognized that the body and the soul can be
healthy or sick, or ‘balanced or imbalanced’, and that
mental illness can have both psychological and/or
physiological causes. He wrote that imbalance of the body
can result in fever, headaches and other physical illnesses,
while imbalance of the soul can result in anger, anxiety,
sadness and other mental symptoms. He recognized two
types of depression: one caused by known reasons such
as loss or failure, which can be treated psychologically
through both external methods (such as persuasive
talking, preaching and advising) and internal methods
(such as the ‘development of inner thoughts and
cognitions which help the person get rid of his depressive
condition’); and the other caused by unknown reasons
such as a ‘sudden affliction of sorrow and distress, which
persists all the time, preventing the afflicted person from
any physical activity or from showing any happiness or
enjoying any of the pleasures’ which may be caused by
physiological reasons (such as impurity of the blood) and
can be treated through physical medicine.? He also wrote
comparisons between physical disorders with mental
disorders, and showed how psychosomatic disorders can
be caused by certain interactions between them.?®

References

1. Falagas ME, Zarkadoulia EA, Samonis G. Arab
science in the golden age (750-1258 C.E.) and today.
FASEB J. 2006; 20:1581-6.2.

2. Ashy MA. Health and illness from an Islamic
perspective. Journal of Religion and Health.

3. Deuraseh N, Abu Talib M. Mental health in Islamic
medical tradition. The Internationa medical Journal.

10.

11.

12.

13.

14.

15.

16.

17.

2005; 4:76-9.; 38:241-5712 Ev ernote Web
https://www.ev ernote.com/edit/3f 5f ed39-e4df -
440d-9291-4a652a6a5404#st=p&n=3f 5f ed39-e4df -
440... 12/13 .

Khaleefa O. Who is the founder of psychophysics and
experimental psychology? American Journal of
Islamic Social Sciences. 1999; 16 (2)

Paladin AV. Ethics and neurology in the Islamic
world. Continuity and change. Ital. J Neurol Sci.
1998;19: 255-8.

Syed IB. Islamic medicine: 1000 years ahead of its
times. J. Islamic Med. Assoc. 2002; 2: 2-9.

Youssef HA, Youssef FA. Evidence for the existence
of schizophrenia in medieval Islamic society. History
of Psychiatry. 1996; 7: 55-62.

Steffens B. Ibn al-Haytham: First Scientist, Chapter 5.
Morgan Reynolds Publishing, Greenshoro, NC. 2006.
ISBN 1599350246.

Igbal M. The Reconstruction of Religious Thought in
Islam: The Spirit of Muslim Culture. Pakistan, Igbal
Academy. ISBN: 969-416-286-6. 1999.
http://Aww.allamaigbal.com/

Haque A. Psychology from Islamic perspective:
Contributions of early Muslim scholars and challenges
to contemporary Muslim psychologists. Journal of
Religion and Health. 2004; 43:357-77.

Youssef HA, Youssef FA. Evidence for the existence
of schizophrenia in medieval Islamic society. History
of Psychiatry. 1996; 7: 55-62.

Lutz PL. The Rise of Experimental Biology: An
Ilustrated History. Humana Press. 2002, p. 60. ISBN
0896038351.

Zahoor A and Haq Z. George Sarton: Introduction to
the History of Science. Quotations from Famous
Historians  of  Science, Cyberistan. 1997.
http://www.cyberistan.org/islamic/Introl1.html.
Bibliography Abbasi SS, Brasiliense LBC, Workman
RK. The fate of medical knowledge and the
neurosciences during the time of Genghis Khan and
the Mongolian Empire. Neurosurgical Focus. 2007;
23:E13, 3.

Araguz MA, Martinez BC, Ajo FAV, Moreno-
Martinez, JM. Neuroscience in al-Andalus and its
influence on medieval scholastic medicine. Revista de
neurologia. 2002; 34:877-92.

Siti Norhidayah et al; what is Medical Music Therapy
in Islamic Civilization? - International Journal of
Business and Social Science Vol. 8, No. 3; March

2017.

SitiPatonah Mohamad, M.Y. ZulkifliMohd.
Yusoff&Durriyah  Sharifah Hasan Adli. 2013.
Terapibunyimelalui al-Quran
bagimasalahemosidankemahiran motor

pertuturankanak-kanak autistic (Sound Therapy
through al-Quran for emotional and speech motor skill
problems of autistic children). International Journal of
Quranic Reseacrh5(2): 53- 72.
http://tumata.com/ContentDetail.aspx?cid=33&SM=2

62



18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

Sarhan W.

Saoud, Rabah. 2004. The Arab Contribution to Music
of the Western World. Foundation for science
technology and Civilisation 1-26.
www.muslimheritage.com/uploads/Music2.pdf
[February 20, 2016].

Shiloah, Amnon. 1995. Music in the world of Islam a
socio-cultural study. Great Britain: Scolar Press
Isgandarova, N. 2015. Music in Islamic Spiritual Care:
a review of classical sources. Religous Studies and
Theology 34(1):101-14.

Haque, A. (2004). Psychology from Islamic
Perspective: Contributions of Early Muslim Scholars
and Challenges to Contemporary  Muslim
Psychologists. Journal of Religion and Health, 43(4),
357-374.

Syed, 1.B. (2002). Islamic Medicine: 1000 years ahead
of its times. Journal of the Islamic Medical
Association, (2), 2-9 [7].

Beshore, G. (1998). Science in Early Islamic Culture.
New York, F Watts.

Meyers, E. A. (1964) Arabic Thought and the Western
World in the Golden Age of Islam. New York:
Frederick Ungar.

Parke-Davis & Co: Rhazes and Arabic medicine, in
Great Moments in Medicine. Stories by Bender GA;
paintings by Thom RA. Detroit, Northwood Institute
Press, 1966, pp 62-67.

Alexander FG, Selesnik ST: The History of
Psychiatry: An Evaluation of Psychiatric Thought and
Practice from Prehistoric Times to the Present. New
York, Harper & Row, 1966, p 62.

Gordon BL: Medieval and Renaissance Medicine.
New York, Philosophical Library, 1959, pp 152-164.
Nurdeen Deuraseh and Mansor Abu Talib (2005),
"Mental health in Islamic medical tradition", The
International Medical Journal4 (2), p. 76-79.

Amber Haque (2004), "Psychology from Islamic
Perspective: Contributions of Early Muslim Scholars
and Challenges to Contemporary  Muslim
Psychologists", Journal of Religion and Health 43 (4):
357-377 [362]

Further references readings

Abouleish, E. (n.d). Contributions of Islam to
medicine. In S. Athar (Ed.), Islamic medicine.
Retrieved May 16, 2007.

Abouleish, E. (n.d). Contributions of Islam to
medicine. In S. Athar (Ed.), Islamic medicine.
Retrieved May 16, 2007.

Al Jauziyah, 1. Healing with the medicine of the
Prophet (2nd ed.) (J. Abual Rub, Trans.). KSA:
Darussalam. 2003.

Al-Hassani, S. (Editor). 1001 Inventions:
Muslim Heritage in Our World. UK: Foundation
for Science Technology and civilization. 2006.

As-Suyuti, J, A. Medicine of the Prophet
[Ahmed Thomson, translator]. UK: Ta-Ha
publishers. 2009.

Ayad, A. Healing Body & Soul. KSA: IIPH.
2008.

Az-Zahabi, S. sl bl [Prophetic medicine].
(M.A. Al-Merashly, Ed.). Lebanon: Dar An-
nafaes. 2004.

Nagamia, H. F. (October 1, 1998). Islamic
medicine: History and current practice.
Retrieved May 16, 2007.

National Library of Medicine. Islamic Culture
and the Medical Arts: Prophetic Medicine.
Retrieved June 6, 2007. April 5, 1998.
American Psychiatric Association. Diagnostic
and Statistical Manual of Mental Disorders. 4th
ed. Washington, DC: American Psychiatric
Association, 2004.

World Health Organization. The International
Classification of Diseaseas (ICD-10)
Classification of Mental and Behavioural
Disorders.
http://www.who.int/classifications/icd/en/GRN
BOOK.pdf (accessed 15 October 2011)..

Ally Y, Laher S. South African Muslim faith

healers  perceptions of mental illness:
Understanding, aetiology and treatment. J Relig
Health 2008;47(1):45-46.

[http://dx.doi.org/10.1007/s10943-007-9133-2]
Wan Hazmy CH, Zainur RZ, Hussaini R. Islamic
Medicine & Code of Medical Ethics. Malaysia:
Islamic Medical Association of Malaysia N.
Sembilan, 2003.

Okasha A. Egyptian contributions to the concept
of mental health. East Mediterr Health J
2001;7(3):377-380.

Al-lIssa I. Mental IlIness in the Islamic World.
Conneticut: International Universities Press,
2000..

Laher S, Khan S. Exploring the influence of
Islam on the perceptions of mental illness of
volunteers in a Johannesburg community-based
organisation. Psychology Developing Societies
2011;23(1):63-84.
[http://dx.doi.org/10.1177/09713336100230010
3]

Asefzadeh S, Sameefar F. Traditional healers in
the Qazvin region of the Islamic Republic of
Iran: A qualitative study. East Mediterr Health J
2001;7(3):544-550.

Haarmans M. A Review of Clinical Cultural
Competence: Definitions, Key Components,
Standards and Selected Trainings. Toronto:
Centre for Addiction and Mental Health, 2004.

63



The Contribution of Arab Islamic Civilization to Mental Health

Wohl J. Integration of cultural awareness into
psychotherapy. Am J Psychother
1989;43(3):343-355..

Padayachee P, Laher S. South African Hindu
psychologists’ perceptions of mental illness. J
Relig Health 2012 (in press).
[http://dx.doi.org/10.1007/s10943-012-9646-1]
Braun V, Clarke V. Using thematic analysis in
psychology. Qual Res Psychol 2006;3(2):77-
101.
[http://dx.doi.org/10.1191/1478088706qp0630a]
Koenig HG, Larson DB. Religion and mental
health: Evidence for an association. Int Rev
Psychiatr 2001;13(2):67-78.
[http://dx.doi.org/10.1080/09540260124661]
Hall RE, Livingston JN. Mental health practice
with Arab families: The implications of
spirituality vis-a-vis Islam. Am J Fam Ther
2006;34(2):39-150.
[http://dx.doi.org/10.1080/01926180500357883
]

Dell MD. Ethnic,cultural, and religious issues.
In: Dulcan MK, ed. Dulcan’s Textbook of Child
and Adolescent Psychiatry. Arlington, USA:
American Psychiatric Publishing, 2010.

Haque A. Psychology from Islamic perspectives:
Contributions of early Muslim scholars and
challenges to contemporary Muslim
psychologists. J Relig Health 2004;43(4):357-
377.

17. McLeod J. An Introduction to Counselling.
New York: Open University Press, 2009.

Further books

1.

Ahmad, Shabeer. The Development of Sience
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the historical development of science and
technology in the Muslim world, and the factors
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disciplines of science and technology from the
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the 20th century CE.]
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Spherics in the Islamic World.]

Ead, Hamed A. History of Islamic Science. 2008.
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of the Islamic World. USA: Oxford University
Press, 1995. [This unique reference is a
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Beginning coverage in the sixth century and
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Americas.]

Goodman, Lenn E. Islamic Humanism. USA:
Oxford University Press, 2005. [This book is an
attempt to explain how Muslim thinkers
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knowledge, meaning, and values. Drawing on a
wide range of Islamic writings, from love poetry
to history to philosophical theology, Goodman
shows that medieval Islam was open to
individualism, occasional secularism, skepticism,
even liberalism.]
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Institutional  and Intellectual ~ Contexts.
Cambridge University Press, 1996. [Contrary to
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the scientific revolution.]

Hill, Donald R., and Ahmad Y. Al-Hassa. Islamic
Technology: An Illustrated History. 1st ed.
Cambridge University Press, 1992. [The book
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Hill, Donald R. Islamic Science and Engineering.
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Perspectives. Illustrated Edition ed. The MIT
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Ibn Battuta. The Travels of Ibn Battuta: in the
Near East, Asia and Africa, 1325-1354. Trans.
Samuel Lee. Dover Publications, 2004. [In 1326,
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ended 27 years and 75,000 miles later. His
engrossing account of that journey provides vivid
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China, and elsewhere. His famous travels helped
with the documentation of history of his time in
history.]

Yons, Jonathan. The House of Wisdom: How the
Arabs Transformed Western Civilization. 1st
Edition ed. Bloomsbury Press, 2010. [Lyons
gives credit to the Arab thinkers of the past, and
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and documents the adventures of those who went
in search of it and who, in doing so, laid the
foundations of what we now call the
Renaissance.]

Masood, Ehsan. Science and Islam: A History.
London, UK: Icon Books Ltd., 2006. [Masood
studies a time when Islamic civilization was in
the middle of a scientific revolution, between 700
and 1400 CE. In Science and Islam, Masood
carefully picks his way through a tangle of fact
and mythology, to argue that by rights, names
like Abbas ibn-Firnas, ibn al-Nafis, and Jabir ibn-
Hayyan should be as familiar to the world as
Leonardo da Vinci and Robert Boyle.]

16.
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18.

19.

20.

21.

Morgan, Michael H. Lost History: The Enduring
Legacy of Muslim Scientists, Thinkers, and
Artists. Reprint Edition ed. National Geographic,
2008. [Morgan records the Golden Age of Islam,
beginning in 570 a.d. with the birth of
Muhammad, until today. He introduces scholars
like Ibn Al-Haytham, Ibn Sina, Al-Tusi, Al-
Khwarizmi, and Omar Khayyam, towering
figures who revolutionized the fields of
mathematics, astronomy, and medicine and
paved the way for Newton, Copernicus, and
many others.]

Nasr, Seyyed H. An Introduction to Islamic
Cosmological Doctrines. Revised Edition ed.
Albany, NY: State University of New York Press,
1993. [This is the only book to deal with classical
Islamic cosmology as it was formulated by the
Ikhwan al-Safa al Biruni and Ibn Sina during the
seventh and tenth centuries. This book is unique
in its treatment of classical Islamic cosmology as
seen from within the Islamic World view and
provides a key for understanding traditional
Islamic thought.]

Pormann, Peter, and Emilie Savage-Smith.
Medieval Islamic Medicine.1 Edition ed.
Georgetown UP, 2007. [This short volume
presents an overview of the subject highlighting
particular examples rather than an attempt at a
comprehensive survey.]

Saliba, George. Islamic Science and the Making
of the European Renaissance. Illustrated Edition
Edition ed. USA: MIT Press, 2007. [Saliba
demonstrates the originality of Islamic scientific
thought using astronomy as a template. He
details the innovations made by the Islamic
astronomers from the thirteen to sixteenth
centuries. Saliba has a unique approach to the
study of the rise and fall of Islamic science, rather
than centering on politics and religion he focuses
on the scientific production itself and the
complex social, economic, and intellectual
conditions that made it possible.]

Turner, Howard R. Science in Medieval Islam:
An lllustrated Introduction. University of Texas
Press, 1997. [This book provides insight on
Islam's contributions to science, medicine, and
philosophy. It also provides wonderful
illustrations which make it even more
understandable.]

Ullmann, Manfred. Islamic Medicine. Edinburgh
University Press, 1997. [Manfred Ullmann
describes the development of Islamic medicine
and its influence on Western medical thought.
The book explains four main features of Islamic
medicine: the system of human physiology; the
nature of disease; rules for diet and the use of
drugs; and the relationship with astrology and the
occult.]

65



The Contribution of Arab Islamic Civilization to Mental Health

uadlall
Gl V) it dyusdil] Ciliiionall olisy iy 385 il Anall Jlne 3 dlses 5 cale JS0 o shall 5 48 jaal) 8 o)y il cdgadlal) A jall 5 jliaall

QLL.)L-.'A.J\;.;:\SS\Q\L&“,AHM&P“W\wgﬂ\%tlhﬁ,cw\e}u\}uﬂ\#}wﬂ|gugdd\wu’\ﬂ@a”cw\
LRI G5 5 DY) 5 lmall i) pemnll & iy I

Ol g ) gisal)
Aledl) ) Uine
obanil) clall &g pal) Al 53 ot 5

Email:wsarhan34@gmail.com

66



The Arab Journal of Psychiatry (2018) Vol. 29 No.1 Page (67 — 81) (doi. 10.12816/0046446)

Extremism

Sl G plaill Juall A 48U A8 jmal) cillaladiall 4y g,il) 3 jakt)
e il Al Gaes ila il daaa
The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism
Amani Moh’d Al-Farajat, Hussein Al-sharah

udld)
S e A48 5a 1 S8 T e (85) (pe Apad) cals (5,8l (o platll Jaal) 8 A8 SO 38 ymal) cilladadiall 4y il 3,080 ¢ liaind ) Al jall a2 cdon
Oaniliia Gl a5 il SY) 5 (5 S il (3l Wlaly (aagie b (gan $30111 5 ) 5 Allaa (panm calall a1 A oaal il da )Y Jaalill 5 = Slay)
clhbadl JiSE ol gl @edal g Sl Cakaill Juall (el 5 AU A peal) llabadall (el 8 5 (b s sall (o el (e el ol i e
okl gad Juall ay i 5,08 2 ga g () o sal Jilad ml5 @ jedal 5 ablall e jal) Jakhdie o5 dadiall/3liaiuY) ki Lea Tl 25000 4 el
Lhis (o AN g ndl) i ¢ blall Glosall lalaie) ZASDU G peall cillabiall sl 580 dsa g o lmall luall Jelaa IS 285 (g Sal)
Crmnta Y15 LS8 0 platall Congiiost e 5 G Jae 355wy R sill (S geiliil) 03 ¢ a5, (5 S okl Jaall e (sl 5f 535U Al

oS sl 5 (5 Sl CalaiY Cpe A8 51 Uil e R Slall 5 008 51 el pall iy 8 Al yall iy Cppania 5 etilall aga a5 agi) pa e cagd sl

LA el cail) wdly 3wyl sliae sl Al gl ALl sesg
shs sl Al 8 L) sis W el sk s sy gl sea Jihall aciay
tJal¥) a3 Al gyl g Aalull alias dgal el Alalin L
cJahll dpads 0065 b asdie 5l Ll agall 5y Jilall d8Dle (Jlé sl
Jaball ol agaad s uall gl gy Caanl 13) (Adaludl-Jakall) AE3Lall o385
ok gl e Gy @l sl ol e Thale Flad) s A Gl
gt caludlly el e ) Laad ol a5 8y ¢ DMl sl
adlls e e a8 Ll adlll Jay 385 Tie 5 ks e Lad
Shse gl A5 aiisr 2B e S sle ALl Lol and

Aol

Al Ciogtay Gl ) e 3R Ll Al il 4 3ua L
3 aila Jal e IO L jSe oyl o <e o ylaially dalal) Al
IS Cum e gy Y S Gkl aigd e daxt Tl Gl
S Gl gl @l ) Al el oY) b s
S il gkl dad Ay 43 2ay (i 8 gelaiaYl,
oo Goxll ¢ Cua el cillalaal ae Jalaill delis G ,kS
i 8 Ragn B5hd 3ay Ayl ol sl o ylall Bl el g
bl e okl a3 Jper el s gy 0 Ay ) Gias
G a1 ts AT Lali e sasas o8 (Al Gund aa  gesi 48 jna g
0 A sall (Ll 6 5 ¢ sana (pn Ayl s ()5S o o i
Gasa caladl (Y1 4 joaal Aail) da )Y Jaaldll s ~ 3yl 580 e b
oS Gkl Gl Ll ¢ peeiall e AN 55, dlke
dijkie cleleal slai¥ly ddijhie SIS my il cla Yl

gla ) Jlacls pLall Ll

S oLl S A jaall ilalad ) sAabifall clalSl)

oY lasall e

daia

IS (Jiall g KAl G jlie CaDER) ga o) @Y1 (g ) DA Cansa )
ts 305 aliall diliic] 3i3e8 4 iaale ) Aalad) 4 )las Jie
Ll oy o o8 JS pa i co S8 Gm o Le JS alaliiay adld o MUl
DY Aslae 8 Lena iy Lo slad) U omay 385 ¢ IS (10 alany
Lo g 2 il ol g g Calaing Jaad of ) Lopla LT 88 ¢ayl  daa
03¢ Lish e AdladiVl sVl o) G g i) Gkl 3la,
L sy e g il A ) ) geadl)

LS anill ) els Aoy dandall dla yall o A ekl Als e aaig
LAk sl clatl) o) paball ki b 1 Al Cag kI
BN IS P W U EU e VR I A RN
s3gh ool JAY) dua b Al miud ol AL L jae s STy 0 e
DAl mans Al Anadl clalad¥ly o) V0 due osS lpal)
Ll LS QA Gl bl il @dlaall Hhill Gleas Lo oyl
&‘e@—'@%‘cﬁi‘} m).;dl ).\SAZJ\ QQ&;@CDLY\MJMM
Ay ilaad (e Claainall 4l (o e Wl Ay Kal cilivecatl) 438l

Zoed ) 8 L (5 iy (Al AN e ol oy

}u&@m\aygﬂiﬁidhqﬁﬁgﬁq)mu
Ao ey Jiall Awi el on S 4y Sl (iElad
)'.;c}c@h&&gﬂ}«@ﬂ&|#ﬂﬂqﬁiwcw|ﬁjw
g phd) bl sall ate el plonils cana oo Lo JS laginl e
(5e Y e (3lle (s Amit Bl s e il i g

-@M‘EM\H&&M\Q}JHJ‘}L&U

67



The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism

s ag it Laad

R PRSP L NP P\ PR DY EW WENpIpe- 1193 [ PV B
oy aaiaall e gadll

(BN o3 Cany DA e ookl oY) o) Y Aglas o
Galle B8 culidlall i calgls ) culadpall o) Cua
oo B, Ayl o3 e Aaldl ale can s lilaa 3,05
Bl e Sl Coulill Jally i) AlSa) dany Sus
il s3a Al o b lile Sl 208 jadl cillalasdl)
laia¥l ale Loy ool Z3all (o 8 dage Ale
IR WA

AlSa) (A aads dale 48 yra Al Al il 035 f adsiall (e @
S Jalsally cgSall ol el (e Saal CaiSH
b (¥ clally Guieall a3 138 5 cJaall 138 ¢l 5 ol
e I g an HSEL ) seaty el dpdil) Bailisall apas

_LJ‘)H\J
SAg8 et aaly)

Lsoslls Aoli Y maldly bball gy o scladl o
. E‘)AU:'\“ oda & Jalaall

aall bl A giie 4y e S albiad ) sl Hé5 e
cligdaill o) ) el 5oVl oda Jasd 35 ¢ ,Sall Ca kil
(Sl plall dua il

tsh b e il lgilaasa g Al all 2 gaa

o T ,88 il e Al ) @yl Ay i) a5l e
A ) ASladl L duiel) clgall ol (b g gall 5 o gl
" Al

A ¥ csaad) e Al el & el Al 250l e

ol daadll JME Al cyal il 2l e
.2015/2016 alall (e Avall

Lyl 25 apend AglSe) 28T cdge sagdl Glaadll e
Al yile Kodl Lpalliad s @l D da 2l
LY 8 Aol ol Ay Ala Dl deadiuall dungiall
Ll el b Readied) Guid) i e

ALl bl il 5 (o 3 Uyl
LI b peal) cdaliialf - 9f

DY) e cadll b el slatll A je) cillaladall (S
oda Jau gt WS cla juadi Al pa ﬁ.’aﬁéﬁ. e Ly Lﬁm @A‘)AM
il e aal o seiall 13n il s 043lainl 4a 55 43810 Cillaladdl)
«The Schemaa Therapy Model (i zall bbiall #3e 73 50
Ositad 0ol (i pall Anllaal sy (st U8 (e 0 skl &5 (5l

A dll Gl jlaial e
481 0) Aadaif Ll LS 4 yall ciladadall, 60y AT 5 dsa Cijad
ngb B yuS da Al Adma g (Aaila g 6B yftiea 5 « DAL dalan (Al
AaE) LAY fa e sl Sl Ll Ak Al e b
Rl sl o) el uegall (alAEY) J8 (e Sall (63U Al
Ll sy lae Lpulad) Ll clalal) plud) dlee Jand 3glal)
Y s llad s 5800 LS5 Y 4 jre cillabde ok oY La

Al Al Aia

Slat QI Saine AS) -la ] (e Al il Los— ikl el
S paas e ledy deiladley bl Gilide 0y e
Sl dslae (s 4 @A) waaSs Yy skl b sedd
i Lo s IEY) o2 Cald LaalSl Gl ) e 5 il A glaall
Jie Yl Cuay 3 calipals dnaidil silias any Cial (e 4l
S eagE Al AU A jaal) aillaladia (g BN cands o laial)
Jsie Cilaginl U ol sy el Gl iy ol 4l

) il s Cilaainall (el de e 55 cagai s aailie 5 AY)

@S Y Ll Adda e cJand) 138 apail Camdy ) Ll e
Ols ot smal) Jelaill Jh 8 aall 85 Laild g jlanll aail) 3
Lo o ) cldallieal) wil (e 58 0 S5 Gl (s Joaadll A glaa 4
O 23e o deanlill 3 laill aads dalisal) 4 Sl el jlall ) Cladial)
o laaiaall @l ulerdl chiy ) 3y Ul dpelaa¥) sl
Bl @iy (@all Akl 8 ge Lo @l 58S Bald anlie
i Ly (Sl Gl ad¥ Lgie dpaainall g dpndil) Libs o 5 ks
ol Y o LS ey ke S8y o yme GO (e de
(e e gana ) shaie (e (g S Caplaill jaudi ae Al ) 23] (5 il
le zalaill oda Jax 3) o plaiall dyiy 3 Alelal) A 5l sSpndl oz 3Ll

_uﬁﬁ}icﬁw|)&y|&yﬁ

DUs e S Gkl ) (Sa) a) pge e om0
bl (g 0585 O oSad da ¢ AT ey ($h8 el ilaladdl)
4y S5 A 5 (oSl il ngh o) S Sl ol 5l el
el (Y5 Qa3 e ) plind o )56 b aaled I ol sl
aehs idad b sl daalad) dalall e @S, bl )
%GLA:AYU w\ 4:\.\.\” :L.u\‘)d e aa L.;J ‘L\L\M_S sé)Ss” u‘).’aﬂ\
oSl ulall dalleey clily waphill S8 3 pray Ayl
Lpad il g Al Gl gl W Gok e 2 Y IS5 Bl akaill
Do pgd s e SE) Gl el agdll A sadi Jal (e 5 _allall s3]
Gl Congind 485 el o ol dal (e (55 pedll 138 caindla
Tl pal) o3a Cpla Ua (e g e Sall okl (e aall Adliia Clisiga g
Gkl el clhbadl gl 56l e il

) ALY e A DU Al yall oand Tand 5 Sl

S8 oy laiall sl le gt SV A jaall cillabaddll e 1
Dpali (& A prall Claladall o e SN cplall A L2
Ol (8 0 g8 pall (G phatal) sl (5 Sl okl il

a3,y

s Le el Al Sl Calaaf i sdu) jall Cilaal
okl (sSE  aged O OSay G el gl ) Gyl
A prall i IS ¢ Sl
4 el llaladall et A oilall A ) el 2
(Sl Ca,laill Juall 8 dadine

L...UAS\R.,M?

Jady bl e g jUadl Clicliae (e alead L kil 5 U
S Al ol dpaal b 13¢5 ¢ paladl Canll Ll Cnl Cilainall e
soalll il 8

68



Al-Farajat A. M. & Al-sharah H.

Shcen b dad e 1l 05 o g adl el sl
s o Lee Ll Gakyy g b gl e Jsanl
S AY Gl e 8N i (Lalaia gAY 6 ytiny Lag
by Wl il adl) Gl e S5 4 dalall
slad ) ) ey Gl Gan Ay (s
Aens pashs il 558 o aslilly QY e sk
A e ) 35 Lay DAY gl oSl ol ca sl il
abalad ()

Lsra dsa s o I LlatVI/ll s 446 aae Lalda 11
Ob Lsmd 25a s (IS U0 I dasa A laal il
SV e 45,0 aae Loy dghla) ains 4818y Jpaa sl
AVl 5 o e liad L yiall

G sl ol et a5 00 )pA3 g gaadl) abds (12
Eix o g «ﬁiﬁ e gl Ji «*Auﬂ }i «?4_\..4’)’\.\.\;3
bl gally s Clalally Gl gledY) JBA e

Giad o w3l <l sa s AL Al hlase 13
Gl o @l due gl il pall 8 Le s o AY) Glala
(AN YL sl e Jal e lli g il aal) ol )
o dualsil) e Baliall ol by il jelba cuinil
oY)

Jpanll 291 30 a8l ga 5 0 a8l g J5adll e Gaaddl ladada 14
AN Cpe oliiyl gl ¢yl g oJ sl 5 o luaind) e
Gl s Gl e lly (agra GL@JM 250 31 .\,_\Siﬂ\
Glo AV A all aldl 2 il s aaingy Al y ddds
o AY) Ol g

ans¥ o Gaenll S e castiall / dulul) balis (15
() pall 5 el 5 ()l 5 o gall 5 ¢alVIS BLall bl
ot sladV dlgadll e JSLadly cudlhy seddlg
oataall 5f sl ansY Juaas Sl oy Laty cdad sial
Ay

Oe o Jdlly seladl elia) ikl xS Lbie (16
cuindl 5l AN glaaiul s e ) g5 o (Saal
Aaladl Vel 4l g 3l adasca olass cuiadl (Jadll el
&S () Ay il m€ (1) et Gl
el ge Ay pedll & e (3) AnlanY) VLY
Al e 230 aslil) (4) clalall

e alleely 2l AU -l 51 SV /A jlall juledd) ki 17
Ge MY Gapaih Yo Ga ot @die Sy ang S
casally siglls bsall ot N oggam Les A
b bl laln ey ad AEBY) aa i Jla 8 a3l
laa¥lg Al jaasty daiall g celd iVl g ¢ g udl
Ljball Lyladll auiy A al) Bl S Gl
1YL Lol o Jucalaill o ylatiall sLaisy) g dallasll

O g 21 b AEeY) say o(Rapalill) Aulied) kb 18
Y 2l Manind Gacalys eUadl) QS ) die 8 guds | giilay
sV ga sma s hlie 5 raluda ey dule NS
Gl gl pe Gsemaly ¥ ol (Audi agd Lay) oY)
Ao puladl

Lldia) Ge 25 A dalsall e oF I B gaiSs sl S5
gk Jast i il Aaxall o ol 89 ol Aa bl CUlSI oY) ol
o ) ian Sl 5 14 (50 2T 5 gl a3 s el
Leild omidll ailad e 46 ke detla ClanY (il il
LS Agleae dpadd (068 ) o il 558 o ) Glag
Al 3l el Jaad ) Glaul) asl ) 12 ke gl A o bl

COSGe 5 Apads Gl el Adledil COSEe JUll 38 5
Ay llyy il sl Jih kil cillabial) jeid; Mipaid
Lo S g8 catl il aSl Gl Led 4l L 250 5k
gl e S Jlag 3l ¢ il Aplal) Lt sliay Caali da ) 5
g A Sl ) Gl Qi) JIA e ey 138 daa it ol

12 88 4 paad) cillaladall o3 e

Canati AR A peal) llaladall o (N 8 (5 AT s il LS
A1) (et il ddas e s u.g.ml;ij S ) 5 ecaYlagl g by K3
Sy Jeliy adys padlll S8 BS duad gd (AL

§ AU A paal) cillaladiall )7 g g3 LE] 28

GAY) Ol i) Hed sas ) e/ jaell hhiae ]
pedll madi A ) el e o pdlE e alls A aegall
Ol 5 agdl G ddlanl) 5l 558 5 (Jual il 5 ¢ sibalal)
et sl A e |y cAaBgia e agilh juaiy Lilile
iy o agl Ll ¢Hpmall iy s ol shY)
il AT 058 Jal e di s yagan ags sl sl

a o AY b il g omelay) /A8 s hbaa 2
Ganaly 5 cdexia IS 053% O Qs Qs paladl
AY) e g Al (i pains 4y aily ) gad

G Al O adl 2l @B iblall gl jall bhie 3
Jrl Lar Siia (0 AY) e ikl aeall (e Lige
Ouoa g oedbladll glaja o hally e Hl Gl
dleal)

a5 (53R oo dgm g i) gl el / el Lbie 4
B dagall algll 8 Gales (st e gy e
Oe adS Lo 1) Al Awdlly (g (n AY e 2 055
‘HSM, caail) slad 331 3 J)ﬂ‘ s (e el C..'Aﬁij adld
S 0T me OV pam el cllid) Jae
AS A 4 spn (Blay Lah (g Al ) padll

Joate 4l i) Hsadi i) Yl / Aelaia¥) el bbda 5
o Ao sane e Tein ud adly i) AR e it

Sle ol e adl oLl sliie ) el pxc/iplicyl hhis 6
Oa saebuall Gl (953 (a5 ¢3S luly 4l ghue Jass
LAY

O ot @) Gsall spm el i 20 Ailiell hbia 7
o JS o iy Ciy gl L e 4S5 @)K
S aals e Gislad) S5y deaie mlieg o1 280 G
oSl (@) Apaaall Shladd) () Adull sl e i
A el &)l Sl (7) Asihlad)

il Bl dhlel) el 13 ghaiall e coldl) / elliall i 8
Wen cpegall Gl o ST i 2y o apall ol
a8 e el ki Y 4l e V) ey Bale 5 M pall 6l
AV e Jeal ia pe 5% T 5 o sl 3L

asine IS8y 4l o (Jals al o al ole) cJid) bie 9
Ve 40l ki ae GBS S S e Al ol Qi
(e A o e ) il 138 ey Ule , dabiss
Lalas J8Y15 cgpasn sall o s 2315 edalas cains

o Ula def adly 2 gl e ) (aadaal) / Glainy) Lhaa 10
Vel e LYy Baiad) 8 Adal g3 ¢ ,aY) el
G Llle s dalailly ol Al ity O s 2am

69



The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism

dlie dilee e 3 be (oS il ol ¢ mall Gl ple Cuy
zooa 4l LS 20 Gl 6 adiayl Ji e lpalia (Gaad 4 jee
O e anle o jlaia g Lae g (Jlaie ) aa e delaall 5 o jall <8
48 e s oSl Gl jallie aal ah LS Zaaiaal il
e osnar sl cpllainl o) 4tk ) daay L) ¢AY) Sy Gl
easlsa Qe JKal aal Gkl b LS B sl
el Y1 aaad ) Al 5 58 0 a5 ¢Sl atala Cal il

24 e laial) julaal) allay ¢l gl JS 5ed ccilelaall 5 o) 3

Oy oilie gy S8 4l e Gkl 25 gy b N
& OIS agl) Gin e gl lelaely d3)kidl cleleal)
s cleiiadl GLkl Juadl g Gl A e agdlaal Gdas Jas
) slssm Lo B yis aelladly agdlS jad Jlihy Sl Jas 448
dgilimet usii A el jelial cleleal) o2 Gyt 48S ) Ll

ety hlaidal celda¥) gebaill jelia e Jaai

i s Lal dalailly aniiall 5 2adiall 3 ) (a8 ga 4y 26 2ol GAl) 4d yay
Ay 853 g sall 5 cdagd ) Ao Laia ) il gall il die Caglla
b eplal) il b Lo oyl (6 285 £ V15 Ui Lo s S
Logi Alisal) Caaia 3 JItie V) aa ay g calill (el Ll
LS a8l ) e Jalaill b 5 A jadl 5 ol 55 s 3l 231 68
Chiina s af oo gl ol Gl dola Gl Se 5K Sy o

L& 8 lasguas dal e il sl A8LS aladiud

TEie S s peiars Cpiall JS o Sy oA il of &bl 553
pen s Cilalall (553 5 (A kil uaiall e Rl Y agilas
Al Ale ually AED GOUAY) gl cagila 48,k Ciays

Lels e Q) ol W 5 glad San Y s Ana g Aina g

s <A G ) QL

e ganay dlusaill 8 Ao jiall Aallia) o slpa) ool e
plie l dgulan i LBl (5 5 5 S O
oo Gl ol Lite 58 (madll o) Cum delaal
gl e JladDU 4y (5251 Lae Ailhaall Zaiall 4SO
SR Ay ce Jira Glaells ) oty 53 elaiaY)
a5 A A (e Blaall L 5 cnainal

alEly Qs Gl el el elaay) Gkl e
Lt T andl 138 S o1 g acinal) b clalall

Gle gngall gan saadiall asal (@l g uldl kil e
AT o Al 21 (= adllaas
Lele ol g Adalull (gaa3 B4t )

DI Al sl B eVl aamill sl Gkl e
Ll sl ez 5oally allig (JixieV) as 5 slaty g3
UJ@)ﬁ‘}Iﬂﬁ;éLﬁﬂ\ aal) L;;\g;bﬂg.aaﬂbw\
3" iy e e oy Ly lasaa

s SAN Gkl Ja) g
O Lo Tle 43580 4l DB o s 18 e kel Lan Y
Y 4 Gua tln AN Al DA Gas 2,8 A 1Sl Lpand
Jalse 277 s sa) and il sai 2l @b ey Jalse 2353
a3 ) adas e g rRadlall Jal el (1) 10die sane ) okl

138 ) sl 8 Ll et dllais) e 238 Al g danaall ey J
a5 drad dll lpeailiad 5 uiill Lgay )i & laill xie 4l g ¢ gal)
3Kl @l Al e ol Ll ) <l il iy o g Ll
osle il U1 skt Aagda 0 25 (55805 G 2 81 LS L3 8l
558 Jshy san ae lelolds haaily cAilull Ll il (a5 aaas 51 all
Ol GV 18 saly catllS sl anall 1 g o3 s3I Caial)
ald ol A (50 b, S B seay Caill A ) 5]l
plaiall Saall =3gad aladiul = 8 My ¢ Gaall Jalada Lol ) gl
Gl il LS A il lSI Yl sk depds agdl igludS
Ll gl il sl A il am yad ) ST 17 5 AT
:da‘)qd)\;aﬁ“n JJAM&MBALGYM@\)LA\@A&J#

Ll G5 3 ml el el 5 Adlaial 5 2

Y Tase 38 S 50 Gae Sl Jaaliy cland (iie Q8 S8
CUAY Gl G ULl 3 e Sl G (oS i)
ol ans o SoseY) ainal b daludl clubldly clpeall
Gn s Al e SlaiaY) G e ) Lells) 5 Al (156)
LS (Jill 5 Caladll Vs b o jalae Jiami ol ai¥) jalae of sl
Qlef oy s o Aawgie Gl e il aYS Qlel gl o

 ASae cile (g il YA

O Sun sl sl il S8 (oS5 5ok 52 8 mSl O ey
Ja o agial 315 @l yo dallaall & 5all 5 o 5ad) 5 5 suill (s agin 55
a8 edy ) Al 8 okl el 3 LS ageal s Al IS
el Ay diag) e i Y ) Adaludall dpadsally QY ey
o D (e A 5 La 3 ou 19aidlie a6l 8 bl
0o Lianal Lay peiliads ol o QS5 anae 50 Ll Lellial oflad
I ogasie Ll dypn Al oda il 8 cdgluy Hendy S8
i AV re Jalai A s Apadd Ul 5 Ay s A e Cllaladg

- il
gﬂ/uﬁﬂ/@llyﬁ

Gl sladll dallas Golid o 4D Jon Vsl e il Slla
SSandl b all el 288 ¢ AYL Lasaal 5 saas oY) dnad s
eelaia) ellly 3lati Al Chis A jae g Cnld ) dpelaial
(Gl LAY ge Y1k ol LS Y il iall ) o 6lSAU
R gl G Jlaall JSE8 3l 4 peall e ) pual) Jla b
JhEal) (5155 k) L ol A Sl S5 LS 20 el
13 ) Qeany ¥ Sl o) 515 S peall anill) o) 20(& jlal 3 Lag!
g siis IOl A s B aal 5 g e sile 4 re sia o 3 ) il
Gl o sad) o3 el a5 SEl (5 sl o siia AT e
glomall e (KA el Y1 o WISl o) ) Jaad JiS A jaa g ) jea
s DAY el o) Y] diy T lalie Gallay 8 el
peall OS] AAE 5 dpelaia ) dpuband) Sl gisall IS (e o) S dale

Ol s Je il o) i) 5 g gl 138 50 el s 5aY) 128

oo 3l 5 ¢ AN VL au Claaine A Tlm) ST Calall oy
i€y Lehon aay 2agh et A (s S Caantl 5 ¢l
Gaeaill 3k e il g il g g gl () Lgle Llall e
&8 Sl ALl Ll Cpllaall am SlgdaaY) A jlaa s ¢ Sl 4y ja e
Lot B sl a5y dosuall Liadl) aa ) Y geay caninall

L2y e sane Alia

70



Al-Farajat A. M. & Al-sharah H.

e (e Oy (A8 aiall A SV a8 sally Ol sS4l
. el (s lall gl Alelae

Op A e @Eadl ) cian Ay Glases desy 2 sals
A yeall cllaladdll palaiy Akl A seluy) JKEY i el
O Al Sy iz ol e Apuiall BeluBU (el 4833
L el cillaladadl) o il el el dadls (e 2tk (653)
B AV e aagills (i g JuasiV) 5 saay Adasiyall aSU)
Lawial) 3elad (el s Al A selul) 48Nl Uilaw 58

Z0V e Ll

W salal) 3 Al oAl A8e A8 jaa ) chdon Al 53 B33 9a (5 sl
it plai ouaalal) Akl ol dpuld) ALED ad oladil
(583) 5 Ll (471) peie il Ll (1054) e Adsall i 5
Gl Gp Gilaa) Al L se Ae 35ay ) il @lal Al
A aen @l elaa¥) zlaa¥) @l dall ol L)
s daulend) ASHLaA) pad ol AN da all s ( JIEY) 5 ¢ il
O Lilan) Ay dia g ABe 25ay ) Ll WS A dual)
iVl e (o sl s (opmall (gann (s Apelaial¥) 5 dpedil) ) )
WBle agns I Lol Ll s ASH Al (g Apulpuad) 3S L3l gas
SSsladl and) (s Lo Laia V5 Apuadill <l i) Lilan) 41y 40l

A L) sl dland) 38 Ll gad olas¥) (g

Al il il ABle pali ) cda Auljy Bl 6l
(il daadlay) daalall (e Akl gl dpeandll claladVl
peie il s Wik (1007) e Aasad) iS5 556 gUd & a1
Lkl e asa s ) @l @l s (505) 5 W (502)
U L LS ccuantll laladl y i dad) A ) ol G dan s
L Gl (5 3a0 Aananil) CALAY) 8 mal 5 GDUEA) a5 pae

Al

okl Al et sl ) Capadll ) o A 2342 6 sl
(104) oo Al i 5S35 3 36 lilay chaulill aaiaall 8 g Sl
Jalsall 81 o daelaia¥) Jalsall o) ) gl <o sLal oy g0 53 (g

Al ol 3aY) 5 g Sall Ca kil Laals

8 Bl iyl Ao A yra ) cban Al 035 S 6 als
22585y ey A g Al S e (laaY) e IS A
o gl cOLE Qe Ae B dey pa Aman 1 (120) e Al
o el Gl o Lalaa) 300 fmpe bl de 35a
S el e JuYls celaYl ladly Ak Als

R pae s Yl s I ) sanl) (e il

DAl ae ) Guatl ) e A pa G5 Al 258 Bl
(585) (e Aual) i oy Aialll) G A Juhl e dpaal) seluy)
e Al seluyl 1Al Al JlY) o ) gl el Sl
3as) e 30 ane g caainall glae g dan (e duelaial 36 US (5 sl
L) el ) gum oy ol codl) JakaY) o ) < )lal LS e i jall

e patall (5l ac ol A1 T i Alle Ao Laia 3el6S agul (b

Ll st ol e ¢ ginill

LV slas Ledlaal 8 Anlu) clul ) ciglss 8 adl mal )l e
DR sl A Leie Aaall conlitia) 38 5 dlgiline ¢ L 5l 5 gl i
Lo Lnlial) AL ALY dlall Al jall g k)

Omaill s B glsall alasily ciagh 4y o all &yl Jie Gkl
sl pladgy o) rdis canlia iladl Jgeall A saaa g alghaall g
bty okl 5a8 A AN dalsad) (2) A Glag
Caolaill gy pemt o Joad dalaio 48 ylaie Cilelan 3ga g Jio Guatind
Bl el il aa b b g ISy L) eVl (s SAl

Ay sinall g olall agil sl (3ia)

Jie aiaa By kil i pain Jas 855 A5 a8 Jalse Gl
o Sl A Jaledll (e Yy colime Calaly Gophaill ae bl
Of Jée) s Bl e s dmaill Jilusll e Lot Lay) abd el

25 KA ey Sal)

Aad) b yal)

g jaall cillabadally sl ) Chdaa Al de il 5 chla all 280
NUSB{ O kil LS8 0 kel G Ll (ina s 283U
2% 505 4S8 ke 50) padd 100 e Auldl die 5SS
Ana ¥ Jalil sale) 35S0 e e LS8 o i) sl a5 ¢(ca ki

e alalall G ¢ 2,91 aainall (g Ll giie b LRI 38 ¢y ylaial)
gl ol ) o osall Gkl e e dpixie ciladle
abaall/ L3l s il o LS8 o il ool 1 liml cilaladall
Gl 5,08 Y i) o Lal LS illal) el el il
iy g Sl Gkl Judyy sl (3 A8SS Y A jee ek
‘E))L.d\ e Gl «L;.EL-J\ Olaally «Lr'i\;\ﬂ Luall Cara

call/ il

ookl salhe o Goadll ) cdaa dud 244800 (5l
Oe Al @ S5y ¢ Y1 aalall QLA e dga s e (o sl )
Gl L sl i€l ashall s Y1 iaala (e s LWa (304)
358 S,V latll e o gl bl alge a0 o ) il
ey & ) & daiall Jal sl Leali daelaia) dalse )
0o o s s okl Aallaa by 5 gy Al Hall Gl 5 Al
b Bsmilly e uY) Sall Al daelaal) dol sl Z3e O
Ll gy craailly 4l Lo gl ey Y ge Jaladl

oY)zl axe 5 el 5 e LY G L AS ikl

A gahall by (s ARl A8 yra ) cban Al 2 2.3l sl 5 al s
Gl daladl 4l Ala el Ak o) Cuandll Qi el
Ll Dl e Aty Wia (677) oo damdl ciisSiy e pllad
Akl ) Ae sy Al ol (e S Caall) Al

] Qe bl a5 4 gadall <)y g Lilian) Al A 5

I el cllbbadl Al e RIS L) cidaa Ay 30 g el
Ly e (106) s Absnll 5855 cpaldd¥) (g SO L3S
shiie (A JRAN Glaball A ¢ gadlaty Gl Gaadil) ia yall (g
o g W 2sm L R G I ISP I A TP P

L =l e O 5 AU A jaall Cilaladal)

Lasadl Gl e Gl N a5 3T sl (5 5al s
s oo Al dassiall Gaila jall GO die 5 Sdl Gl
O ) ) il sall Anilae G cpadosalls cppaal Sl
Leli eg Sl (il paiD daiall GlanY) A & CailS D L)
Gl AV )l Sy g il S By WS delaiaY)

71



The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism

laae &l Al jall adine (po b pesiie Aie LA o3 sl pall Aie (IS
Sasind iy Say) 38 A ol ssall S8 (sl (e (100)
Bkl (15)
At Al i gai sl

LB A8 pal) cilabdal) (e ]
@bl o sl LSO 48 jaall bl (ulie g a3
Jeffry Young & otal L jaadl Gllabiall & gin e Glaiall
¢ B0 505 12 e Al Al o Jie 58 giall il jall e g Y
4:1‘)_9.-.4 ‘-g u.ulﬁs.d\ u_,Sj ﬁ_, 10&\.14“ fubaj ‘37L'):|An ‘).-.a\_l A—M‘JJ}
£ OsH Badne A yaa Al 3 pdl) Al (530 i 3588 (60) (e A 5Y)
Leie Jalada S i (Lii ¥ T jae Ualadia (12) ) o siaal) il il
Qe ) Ll s ol 558 ISy dggle J35 i@ (5)
(\A.\i J‘)JU ci_llé;‘

dohll aladiuly (ubiall Fda @ipdse Aagy) a8 soubia) GMa
gl

OsSall s A gV i) samy eliall i e o s giaall Gua @
& oabaidY) (555 (e (peSas (10) e 3% (60) (e
Claslall b Sy il dle y il sl Y Jlas
Ayl delaall s o oSal) pgie b i 35
O Plel) gl Ltanlin s 5 8 = guiay (o dlgiadlas
58l J 5l GaaSaall (4o dlal plaa) alaic] o3 S5 uldall
Go OB ZoE Ja (A Lehaaiy oo WS Lo olayls
G din a8 (gl s G ol el (Sl
oSl gy e sl el jaal)

Oo el Gaall GV Zl AL & sl Glall e
U,kia (15) A5V i0ie sana o Culial) Guki D&
S dphie e Ladd (15) 4l el WSay
On Aad) cwiy daldl J a2 ola e L il
(<) Jhaa) aladiuly el e i seaall elaf il i
a5 (1) dsaally e sanall G 3580 AVS (andl
- &l

guadil) 3Lally Leday 5 5 & salall <l iy Ly Lalaial i () oy LS
¢ B0 Al GoMSs ¢ Bolemas e Padla sl Al
(oSl ol ey 5 (1) i) oLl (o W16, (5 5aT 5 2 s
el Cilhbaally 580 e 8 eas 4ibay) Ll i das Jia
238 ey ¢s KAl oyl o € ) Adland Glld 3 gy Lay ) 5 A8 S30)
lal o @llia o LS 3Baliy Boaga Al jo 3 dball e il )
S Lgia g (oSl Cal a1 8 CannseS Lo L) Al ails il ol
alall olas¥) IS5 el 3L ig ugall 5 245000 5 ) Al j0< (o ylaial)
Lanlly Akl @lyal e asmy ) el clul )l gl

ADlEe S IS 5 el ClalaiVL 5 a1 sall s e laiaY)

Glal ol alie o) Aald) cdiay (88 dufpall Ay gl L
Cilaalall Al o Baaiaa cuilS A8 )

a0 Ll diie e gl Ll AsLad) clad jall e Jalal) A Jall & s
Al bl ) Al (5, ol 138 5 caaiaall Balias 5 48 yhaia S sl g
o il (e dae oy I el Ll LeS il all dngia (el
dale 5 o yme hahia o I Ll gl Lyl o Sl Gapdaall Jual)
2,5 culS Al AR il Hall Sy it Aala e JST 5 o add

bl ol (5 Sal 3 gand) ol ranilly Leday 5 5 gia B2a) 53

(bl o) de a3 AaLa) cilul e Allall A, i
| Adlal A Ll i

el oY g 4y )

Ol Ll 5 Ledlaal s dud jall Aia (e Wil syl dngia (Y
Lg_‘,uﬂ\ ‘_,.LLGJY\ @...a_;l\ GM\ E5) :L.u\‘)éﬂ aﬁ@J A_u.u\_\.d\ 6@‘

G Osssall Cpiolilall oY g osana say Al gaina oLl
Abie (e calall Y1 2 ol Axgall 453,31 Jualill g ~Slayl 580 e
G kil Glel Llady Gmgie b Gae AN Bl 5
ke cleleal slai¥ly ddijphie SIS my il cla Y1y

80 18 laia (147) panae AUl s ) Jleel oLl Jasladl

LA A jeall llaladall (it o (e saaall o sie G (35,8l AVa aadl (@) laal @il ] Jgaad)

FINTP (@) Aad | cillaugiall B G AN | bl Gl Al | lial) Jau gial) T is gasall
*0.00 -14.22 44.09 1.50 144.30 15 O kel
1.87 100.21 15 Ookiall pb

A e pebiall clid) Baa CYYS Claa &5 el 3aa @

S U plaie 1 )3 (30) aaad Ape D) die o dlpla

deine 7oA Gas Aulall adine o ) &5 5

s8OS Gl Aaull o Bli,Y1 il Gl o5 3
S a5 (2) Jsaadl 5 bl A0 AVl

(00 <0.05) (s sivae dic dilias) Y 3 *

Op Aflas) AV @y G508 2 ) (1) sl gl @l
A paal) laladall 48 el e 5 48yl e samall o sie
Sl Lkilbs «(0.00) AWYA s siway (-14.22) & dad Cualy 2
Oe et (144.30) 4 kial de sanall Tavisia o iy Cildaw siall

.100.21 &, kil s de sanall Lo sie

72



Al-Farajat A. M. & Al-sharah H.

okl e 01 A 5l s ) e A s RS el ialaiall oo Sl (30 5 IS L) Blalas o 2 o8 s

Ly Jabea A, | B [ G | sl S, | B,y Jabea &)
R PR N KN I B B R ST N wly | By | s

**0.89 | **0.67 41 **0.64 | **0.65 21 **0.80 | **0.65 1

**0.74 0.76** 42 **0.64 | **0.64 22 **0.73 | **0.67 2

**0.69 0.70** 43 **0.77 | **0.70 23 **0.72 | **0.86 3

*0.59 0.65** 44 **0.84 | **0.65 24 **0.79 | **0.79 4

**0.61 0.60** 45 **0.65 | **0.67 25 **0.81 | **0.65 5

*0.52 0.55* 46 **0.66 | **0.68 26 **0.74 *0.59 6

**0.76 0.55* 47 **0.71 | **0.58 27 *0.68 *0.57 7

*0.41 0.58* 48 **0.72 | **0.67 28 *0.65 *0.59 8

**0.76 0.82** 49 **0.63 | *0.55 29 *0.67 **0.66 9

**0.64 0.59* 50 *0.50 **0.81 30 *0.41 | *0.44 10

**0.77 0.72** 51 *0.55 | **0.55 31 **0.77 | **0.66 11

**0.69 0.50* 52 **0.76 | **0.76 32 **0.81 *0.55 12

**0.65 0.58* 53 **0.64 | **0.64 33 *0.60 **0.70 13

**0.66 0.81** 54 *>0.77 | 0.77*%* 34 *0.88 **0.67 14

**0.71 0.72*%* 55 **0.69 | **0.69 35 *0.56 0.59 15

**0.72 0.59* 56 **0.67 | **0.68 36 *0.49 **0.68 16

**0.63 0.69** 57 **0.76 | **0.69 37 *0.59 **0.64 17

*0.50 0.59* 58 **0.70 0.59* 38 *0.62 **0.70 18

**0.69 0.80** 59 **0.65 | **0.75 39 *0.58 **0.65 19

*0.59 0.55* 60 *0.60 **0.75 40 *0.63 **0.66 20

((1 =0.01) xe Jla ** (q = 005) e ANa Gy *

Cla 25 LS 33V B o aSall 3an @l 5 yind s (> 0.5) e bl @l g Ll )Y) Clelae a0 (2) Jsaadl (e el
Jsaally ¢ ubiall BISH AVl g Lgamnny 2] (0 Dol SY) 5lalas S Jaall g 3880 Gny (0.89-44.0) G sl 5 28 AN A )
elld s (3) Gsiue die Llas) s o8 buss (45 (0.89 -0.41) 4l i

73



The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism

LISH ANl 5 Gl Lmnss LS 4 jaal cillalad )

Ol Sl (0 Bl 5Y) O les a3 Jgaad)

A | Al paadl) AW Al JEAN | il ddlagdl Al oallll | Belud) | agd) Slaall | ekl
KX Jaluat (siblal)
S

0.79%* - o=l
(siklall

0.68* - *0.65 e
0.69* - *0.58 = 0.64* @ BeluY)
0.78** - 0.72** | *0.58 | *0.60 =il
0.76** - *0.63 | 0.75** | 0.63* *0.66 A
0.66* - 0.75** | *0.62 | *0.64  *0.70 = *0.64 = 4iligll
0.67* - 0.63* *0.64 @ *0.59 | *0.65 @ 0.66* @ *0.60 el
0.81** - 0.72** *0.65 | *0.69 = *0.57 | *0.62 @ *0.69 | *0.66 Jaal
0.67* - *0.51 0.66* 0.73** *059 @ 0.71**  *0.61  *0.65 0.77**  4aball
0.69* - 0.71** 0.62*| 0.77** 0.80** | **0.77 0.72** & *0.65 | *0.64 | 0.76** i
Lluaiy)

S
0.77** - 0.73** 0.65* *0.77% 0.64* **0.76 *0.66 0.70* @ *0.60 | *0.60  0.77** g s=ill
0.70* - *0.65 *0.69 *0.66/ **0.77 *0.64 *0.66 | *0.64 .840 *0.62 | *0.65 *0.67 Il
Sl

(0-05 = 0) xic dslas] ANs il ®

Gaki o Cua il zla ey dAul ol aaine 0o LS8 Tk
s cone sl & ey dualdy digall i o alplai sale] 5 (il
Ll ) cleles dag) o @S bl cp LU,V 0l slay

Ll il G (4) Jsaall s cptuail) 40 a5 ol Flis S

-(0.01 = G.) (S5 e &gshaal AN )y **

A ) Gw Bl Y deles a mues of (3) Jsaall e
SOlbee Cngl i Lain ¢(0.80 — 0.51) o Saglyis cbilas)
cLiilas) 412 Leazan 5 (0.84 - 0.56) ¢ obiall 5 Sas) s Lol Y

ol bl Baa e Hi5e 13
G Jalra ) paal 3 AESIU) 4 peal) bl (il S
(30) e A58 Ao o HLaaY sale] 4yl AN (3R aladtily

74



Al-Farajat A. M. & Al-sharah H.

il 45 il 48y g Wl L5 S Aslae alaiiady IS0 4l 5 de il adbaly Guliall LA i lalae 4 Jgaad

Agdatll 4553 W Fligs JLIAY! Bate) NPT axalf
0.79 0.81 0.76 5 Ablal) (laall
0.82 0.89 0.71 5 S ais/ gl
0.80 0.79 0.66 5 Beluy) /AR axe
0.86 0.87 0.80 5 o)/ i)
0.80 0.77 0.80 5 ) SN Age L) A )
0.77 0.79 0.66 5 o)y s iLagl
0.76 0.78 0.76 5 Bosha) & il /Ly
0.76 0.81 0.77 5 Jadl)
0.80 0.79 0.75 5 Aaial) /alaaiay)
0.88 0.80 0.68 5 A B/l i) b s axe
0.77 0.77 0.88 5 s AN g puadl)
0.78 0.76 0,70 5 I i)
0.82 0.75 0.74 60 S

OsSall s A g W) i) samy ulall (i e g 2 giaall (Gua
& oabaidYl (553 e (aeSan (10) o b8 (34) e
Glaslall 3 Sy il dle y il sl Y Jlas
Al delall & o oSal) pgie b G 3
o el gl Ltinlia g 38N = gy o gDl
5l J 5l GaaSaall (4o dlal plaa) alaic] o3 M5 uldall
Go OB Z Bl a8 Lelaady ooa WS Lo clayls
G din a8, (gl s G ol Jhaedll (Sl
L OmSadl sl e gy il

(e LS‘):&“ﬂ‘ L_'éA..A\ YA G\)Al.u\ ru :@M‘ é-\aﬂh
ki (15) A5V iofie saa o ulball ubai DA
On A)ad) cwdy dul )l A 2 ola e L il
(Q) JL.{J';\ e\;s;iul__q w‘-}i—d‘ ;A‘; U:.‘:“")M‘ :—\Ji cL\U:u.»_,.\.A
a5 (5) dsaally e sanall G 35l AVS (il
- &l

Flaig S Alalaa aladinly GLE e o ) (4) D) il s
leazans ¢(0.75) 4l da 0l e s ¢(0.89-0.75)0m @a gl i Wl
alas o Cing) 5 35 (>0. 0.05) AYall s siwe wie Lilias) 4l
3N As jall calys ¢(0.88-0.76) O Anbail) 45 jail) 48y oy L
(>a 0.05 ) YA (5w e Lilas] 4l sy ¢(0.82)
<alis ¢ (0.88-066) o JLiaY) sale) Lo )l lalas can ) i

(0.74) A<D ds

2 SAl i phill Jaal) (a2

ol Gl ALEaYL (S kil ulia sk o
Jie 65 giall il all e g3yl s & s sally laidl)
b Al s 3B panadill s S A a5 24500 5 5l Al )
B3 (34) e DY) A gea b bl ()5S5 N8 5 4 0
kil g ¢ oaibanal) Caplaill) sl (4) Sle e )
IS5 (eashama) kil ¢l okl 5 e laia)

(20 ¢l el e (Lails) Aadl aled ol s i

dohll aladiuly (ublall Gaa &l dige eyl A3 subdall GMa
Al

75



The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism

@Sl Gkl (e e (e saaall e sie G 350l AVa andl (@) lasd &5 5 Jgand)

6 Sia (<) dad o G i ) (sal) Jau gial) is ganal)

Ny Gl gial) & Jeaal) sl

*0.00 -23.23 41.11 1.40 100.55 15 Q58 kial)
1.81 59.44 15 Gdokiall

IR e pliall oLl (Baa WYY Glua o3 2eliyl) Gaa
oSy i 1358 (30) awad et e o bl
deine 7oA Gas Aul ol adine o ) &5 5
S80S Lo Al o LY COlles Gl o5

A i 5 (6) Jsaadl 5 ¢ abiall A0 AV

O Adlas) AV @y Gy 2 A (5) Jsadl miln ol
a8 (g KAl Caylatl) 8 Ad il e g 3 plial e sanal) a5l
Gl giall A il g ¢(0.00) AVl (5 siue 5 (23.23) < dad iy
Lugie e el (100.55) 4 kil de genall dansia o gl

((59.44) 4 kil ye de sanall

Cubiall e 30K da ol (5 Sl o plail) e < i (e 5588 JS Dol i lebaa a6 oy )

Jalaa a2 Jalaa | ad Qalaa | ady | Jalwa | ady | Jalma | ady | Jalma | ARy
Ly BRAY | by | RN | alayy) | BRAN | sy | LN | Jlogy) | Saal | Llgoy) | sl
**(.76 31 [*071| 25 [ *076 | 19 | **0.75 | 13 | **086 | 7 | **0.76 | 1
**().64 32 [ **077| 26 | **0.69 | 20 | **0.72 | 14 | **0.76 | 8 | **0.75| 2
**0.70 33 [*070| 27 [ *075 | 21 | **064 | 15 | =074 | 9 | **065| 3
**0.80 34 [ **065| 28 | **0.65 | 22 | **069 | 16 | **0.80 | 10 | **0.71 | 4
**070 | 29 | **062 | 23 | **0.70 | 17 | =*082 | 11 | **088 | 5
**074 | 30 | **064 | 24 | **082 | 18 | **0.73 | 12 | **0.76 | 6
(0= 0.01)~e Aibaal A2 iy x>
ey Sa¥) G Bl ) e by &l i LS 3laY) & u‘gs.?n <l iy b)Y OMlrs i O (B) Jsaadl (e oy
A man (7)) sl el AN AValyg Ay ad baes (25 (0.88 - 64.0) on a8 LK s

Gaa o pSall san @l jdse Liinis (200 0.5) 5 s e Lilias)

RIS YL ) Lgimny 5 S ol Jaal) (ulie sl (0 B Y C0alnn o 7 g

S Y Al Sl by Jlaal)
0.87 - e
0.77 - 650 Syl
0.70 - 071 0.65 RS
0.71 - 0.70 0.65 660 P

(00=10.01). ©siune die Ailias] AlYa )3**

76



Al-Farajat A. M. & Al-sharah H.

Gl Al L e 1Rl o5 15 Sl oyl b il
e LS8 Tyl (30) (o A58 die o JLaAY) sale) 43k (AU
Adpla’ sale ) 5 (uliall Badad &5 Cus Al = A ey Al all aaine
Ll )Y cOlalae alag) a5 6ae ol 1y (e daaldy Al (s o
Lailly (il Flig S Bl )) Ol syl 5 S (inlal oy

LA 2 e (8) Jsasdl s dduaill

Ay ) G LY Jelae ad aea of (7) dsaall (e ety
EMales Cing) 5 Ly (0,79 — 0.65) o gl 5y cbilias)
cLilian) 413 Lersan 5 (0.84 - 0.56) (3o (ubiiall 5 slall) (0 Lol ,Y)

okl bl e e yi5e 1

Apdaill 45 3ol 48y yha o Ll FLa 5 58 Aalae aladiinly 4ISH 43 5 dae 5l salagly (ulitall LD COLeas 8 Jgaad)

ddalll 435l W Flaig S LAY sale & adl s )
0.78 0.74 0.70 7 sl
0.83 0.79 0.78 7 Sl
0.79 0.82 0.62 8 I
0.82 0.86 0.71 12 ]
0.80 0.81 0.73 34 A

iy Gia G (3ial b daskivall Lilany) cullud) =
sl ga¥
GLa¥) Baa (e @8Il iy g n bl ) dalae O
Auheadl 45 a3l iy ¢l 181
& oiall Jsh el 05l 30— Jlams dalae O
igieaill 45 5all il
L W Ly S Jelae £ 21 LAY ©

L o LY b dLediadd) Llaay) culd
sl Al
Qlﬁ\)&f){\} ‘Aﬁ\.ua.“ AL\LLM}M\ :gr‘:"‘)n cL.a;\‘(\ -1
sl ol iy Jgnal
Jilaig o (ttest)(<) Jbaa) IV slaaly) -2
Jisis « (ONE-WAY MANOVA )aasiall oyl
el il il 48l HLaa) 5 o laasy)

Al ) il

b jaal) cllakadiall 4y guiil) 508l e CadS ) ddlal) du) Al Cudsa
Ll s il i je s 5 (s SAN Ll Juall B

LA A paall llabadall L' V) ) gaally daleiall milial) 1Y
Ao 2538 (Jlgual) 138 G AlaDU 8L e (sl sl e gt SY)
bl et 4 saal) Gaaill 5 4 jlamall il a1 g Apliad) Gl gial)
Aol Gy L5l alag) oda (i 3 235 AU 4 jaal) cillaladall
A i (9) Jsaally g g

Flis S Alaa aladiuly Sl EBllaa o ) (8) Joad) il i
lexsea s ¢(0.81) Wl A e 5 «(0.86-0.74)0m syl 3 Wl
Jalas adf Cn gl 55 g (>0, 0.05) AVl (5 sie die Lileaa] Al
L) s all caly s ¢(0.82-0.78) O bl &yl A3y jlay L
(( 20 0.0 ) Al siue de Lilas) Ab leaea s «(0.80)
calis ¢(0.78-0.62) 0w LAY sale) Lalii )l llalae s ) i

o) A8y e 55e 185 (0.73) A0S0 da all

el oY da U dpenyll il sl e Jsanll &3 sdal jal) cip) )
laa (e @iadlly dul ol @l gl Ladla e U &5 23l all
aaaall Al Glgall ) Glad 4 s WAl culd & gl
a5 s gl Al o Al )l ol s lasad) Lianaia
Cialy (e Gadaill o3 a8y cladl) o 280 sal) any Lgra Janl)
gy Al dysllaall L (mny grnia i o 385 s S0 e aal 8 Jany
bl b Aall 3 EY il dpaals dul Al o2 dpaals o
Ll o aslilly caa IS DY gstaill e agia g o
S Ay S8l ey Syl sl maand & ddlal (50 58
i)l mend b ydle Gkl e elgBY) any (Jaaldl salely b
a5 Ly UL & it Dalll Gl 25 cleadi s Lead i
e ke JS e L) S e 28 S e deas ) s )
Golall Jaally iSO el cilabdal) lalid) ol e
a5 (15) aae &l )5 Aallall je cllaiul) slainl 5 oSl
alatinly i) A pasy Al Caald o5 ¢ ubiie JS IS Al Glaea
il ey SPSS deliia¥l aglall dgbasyl ai ) gl

iliaa) Liallae jud) (10 granad

Aglan ! a0 alin s e sal gualis aladin) a3 1 Alaay) Jaladl)
teh WS Lhiallaa s bl & ,&ISPSS-Version: 21

7



The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism

LA A rall cillaladal) slasl gand 2 saall ol g & jlamall ) iV Guboaall s sial) |9 Jgta

4 giall daudl) 5 Fieall @ el il 2 bl o giall )
%62 Jous gia 51 3.10 Aakial) / glEaia)
%58 T sia 46 2.98 Al e 2l
%42 L sie 71 2.96 il Ll
%43 L sie 63 2.90 Boshiall L& ALY
%40 L sia 62 2.74 Beluy) / AL pue
%59 L sl .82 2.65 I by 48
%50 Jous i .53 2.63 Jdl)
%53 L sie 64 2.55 QSN LiaY) Al
%52 Lo 5 41 2.34 aall/ )
%54 Uatdia .90 2.18 Ll axe/ gl
%46 Uatiia .72 2.16 CrAM g gl
%55 Uadldie .88 2.06 sl ol B LiLigl

JLa) Qs el sall Adalal) el Al G Ay sad) 50N Gandl G sal
(10) Jsaall 5 ¢ ounl Y1 73 saill (& Ol yriall (s 8 pilsall CHEM)
:uiu'é C""aﬁ

4 paad) llabaiall Aealise ' U1 J)gadly Aalaiall gl oL
Jeall jpusit  Gaaine il Cilalally Luaddll Jalse 5 24U
i alasiad &3 "0a0 Y ) sl (B 0 8 sl sl (5 SAl i ylaall

a8V 73 gaill &l yaaie G B pdlall SERN 10 Jgia

CEEE

& Fa ad | gkl Uadd) Sall Jalaa i) al) EXPEA]
ana (<) & Jal)
*xkxx [ 522 | 0.65 0.47 6.34 siblall lasall 4 ) cillabaiall
wxek 1604 | 0.67 0.43 7.65 01N g sl L ) cidalaid))
w442 1078 0.21 3.68 oA s AiLsd 4 al) cidabaiall

[3asiuy! Laa Lo sud 4 jedd) cllabaadll I of ) gl c Ll
sliie) ) Aasall/3liain) habde yadys  dblel) le all o5 dakall
pae Jia <l il s 3sin 4l Gl 1agrs «pAY) G Ul e sl 2 )
(BNl a5 A Allial elaa¥) ol @l A I ) jue dsas
OAY o pmdy Wl i) (df e an b e Jgeanll e 5,08
Jaiy gl louls 488 Al gl de 3ol o LS calalaill 56, 5¢
iyl ) jedn Gl daaddd cclial e claall oda
o sas e e e duadl Aily (o5 AV la iy Al dillad) dagal)
Gls Jef adl LS ddajad) ol o Sl Y o AY ol (adla il gl
G 5 Loy pgilS sl oSl 5 cagle 4y (mp qolain Uil cagia
o2 it 5 _AY) clala s el slaia) 5 Calabai gl s iy g
< o G il )5 de il 5 clal il 280 ) 2l ae Dl

sl il bl Jlaall delae o (10) Jsaall (e ol
(AN g gl (abalall o jall) LSl 4 el cilalaidl)
0.02 «0.47) <ulS (5 Sl kil e (gl i o350 Aalig)
6.04 ¢5.22) sl pel iliany) (©) Aad Ofs il (0.21
Gle dy sl L oIS & @il o) s Jis e (4.42

Lﬁ)Sﬂ\ d‘).]aﬂ\

il Adélia
L yeal Clbbid L' oo i sil J5Y) gl gl ddilie
" PL K6 o phaiall ol Lo gud iKY

78



Al-Farajat A. M. & Al-sharah H.

delony 5l AT G ykiley Hilaial) b Jicie ahbie aa (iS5 ol
RS Capn Ble) e Jaxin 3 lie

Jadl & dacine 4 A jaal) il daalie il (Sars
IS ) a5 ekl Clalall gLl Bl of b oSl Gl
cedill s Ol jEY) (e Jalall ajad Ladied 4S5 Y 4 e cillabads
Oall) hhia gl alesy Gl o Slaa¥ly iVl cally
3 5kl g3 Ay Joled) e el din ya3 Ll (ibaled)
=l oIS a8 Jalall ld Ul oAl e el e 48308 Slae
w4l LS (2 AN g guadll) Ll ) shay ales Lao Giliad) cainil 4all 5l
Gal e das G gile sy ()l (3YL Guall sl aag i ile
bhie jshi (Jilby ool JS o Ailay pmals ddea jElas e
aeng padd sl e d e Gl 5 ey f(pasall ) (530 Liligl)
DA o il 5 pliall delaal) o5 e sa s (pasall 5 5391 0

5%l 4l 8 e L) ol ) (slaiiV) dala adiy Ll

a5 aie Gun il GalalYl e plaia¥) Jikll calb aae aie i
omy o e g il ) LS ol el gl e el
Olall U dalay el LBl ablall s 3e LS il
CHE) e Sall Lol Ay g8y Aliine dpmdds g3 4dS, W) jelad Calanll s
e Tawi 3 aai ¢l aa AR sl dallaall el clal
G 42 5 5 5 Sl e sall R o) (Sl 3 panll) e
oy agilalal ¥V (p AV peliad Jhe ye 6 Ul ccabalas

 Sal) ol A le JS5 daaing Cilial

Sla gil)
AN il 1 a8 (S Adlad) el yal) 4 il i L J b

Cagigll LoSs o plaiall Congind R g Cipay dee -1
Al aga jlats agdl i e

e et b @Bl Gasl e e Al Jais -2
25a 5 il Gkl GFY) 2004 A die e s

el ) el sl (8 Al ) e (pemd -3
5 Sl i) g 3

iyl Al i 1 asidly a4
leie 2wl 5 paiall i ally Cipadl Se g
Cdaosall aila glaall g clibl)

Oe Aaalall Al al COSE Ui alga olof claase e ol 1
sl aslall s QYD 3 Al Aae ¢ peall @AY g
.256-227 <7(1-2) :2008

Sl pan 8 Cluall S0 LS Gkl jlbias dass ome 2
& 11998 ¢ sk Al Ay 5 yll &gl S ye Alaa (A3 lRe Al )
103-77 ¢l dad) ((13)

122015 e Gl Ase cphill o Lo (B e Gl 3
18-5 «(14)¢

sl Al clalall asidle 5 ol gad oslatV) deaa il of 4
Aaala 3sdie e fiwale Alle) om JasY) dads Ak
2012 Cpbansli 332 ¢ a Y

Sl s sl g sl Adiall-(iely dgalse dese ey sl 5
2016 sl ol

sl U8 e clalall glud) Bl i ) ein 385 Sl (ol
easan A (s DI 5 A all 4 s Jsd Al Slida OIS Laxie
ALY 8 ALl ) Alleds¥) dilals ¢ Ld) axe ) ool Laa
S Aallag AIDEL 5 3y ja analy Jakal) Ly UL 5 cdumd) gl o saal)
il i 5 Sl Gl G a sKE 8 LS dedp Lo aag
s 4l il s ghedl) 00 el 5 50 einsall ClaeY)
O Al e (oS agd b Jady 8 Jalall 138 ) geadl (e zeadall 136

Adzia Lalahy (o yiey

i (3l 3 Saall o platall &l yd ) dhalall Glajal) Jadada juda
plaia¥l s lisd) (e atapa g eliall Gila (gmd sa 8 s il
alals pludy Sufinll el 5l @l e Jaledll Caplial) bl
a8 P e 4t Glas o dengy deelid) o ol ) Adedy)
e salaly SMie e S U adiany Lol 5 Al ¥ Leas)
Clas Yl @iy sed oda Llaill dga s anlily cledl) a3l jleas 43
On el Gaia Al IS a4l LS 0 &Y (e eisal) sl
Aol ods 3y alill y Glajally GalS ) gl (g 9ol Caagy (o )AY)
Slaall o A colal il de il cla i) 28300 50 da ae
Ladaie aey clli g f Ll eSO 48 jeal) cllabadall ST (g aklall

Al Al S5 cAadiall /3lEatY)

S Anaine L prall Clbbial Lodlus Lo U g geilis Lutilio
M0 Y1 Gy saeal] 5 (3 pall (5] o Sl i il frall s

Olaall) 4 pedll llabaadl Sl G asas gl @l
daddl e (Gl ol o33 Ailigll s ¢ ,a00 g gadlly ¢ ihlal)
Glalall glud) Bla) ) el Gihlell Gle allé o5 Sdll b pdaill
O s GRS liadl s e 1 25l Al aneS Apulul) Adleasy)
el Ay g puall Clalally o s 53 aaad 1505 agie o o 5l ¢ AY)
o Jpanll di (8 0 AY) Ll 4l 53S ATl 233 38 43l
138 5 cpdullal e 5 ciulaall s Calalally La¥) Cilala (e oy La
el plaiaWl dye Ly g ) A8 kidl cleleall o585 L
OSais Adlala pluay Law L aiid o elaa) clulally oo el
Y sl ) g Sall oyl gy A3 g gt lalads daalise
pae s 53915 Al Land 0 A g pmdll e 3 (sal LA aa s
Aadlee dany aly cualall 43l 58 Madl ol Zlandl &5 ol sed olaiay)
435S 0 i g il 4l Ul 5 (laslan (ga dliay L JSI 4, S8
LS JLERY) qars i sall Janiny JAY) Jrny 38 Jiall Jae
o jlaall Jie g sl S gl ) 4y 38 4l Jiahy ATyl a5
Lhaiall s Gagsedl THlan €Y JSE o anal ey Cus

RN

Lol Jalgall aal o 8 3%e yal 4l Jlal Lo el 138 ey
Alaaiuly leY) e 4 kil cleleal) Al Jiah deleally dilaidl)
Ol gl gl b e Landld elgibme | a5y sall 5 Land) sl
oo Acleall Calaal (gad 8 Jial 5 5ally ddelaall el callay
ppeatae 4 ki)l deleall sl l ey o oS 35 13gly cadll 3ok

s el sl e s AN wadiion ¥ 13g] ¢l delaal) (ga
s adli g ol dalaa ) (el sl 6300 Laliel a3 Laiy
18 JS5 s gny Lewind (S Y Alad ol a s SIS Gigas @l
ade las Al Sl daaall o @l Gaas ) el ahadll
Raall Gy doial) cindy Taiiia s Lallia ()5S Lavie ) 5k y ciana
alaiad ) Gy 8 o g8 g Sa) CaLlaill s 8 dledlie

79



The Ability of Maladaptive Schemas in Prediction of Intellectual Extremism

e MAS Ll Ay Sl o jalle s call okl des dal A
& @i Bua ¥l cluall ass S (st dasde
http://ow.ly/HR41w . 2016..4 <2016/6/28

Zeiger S and Aly A. Countering violent extremism:
developing an evidence-base for policy and practice.
Curtin University: Hedayah Press. 2015.

Al-Farajat A, Al-Sharah H. A Comparative Study of
Maladaptive Schemas and Meaning of Life among
Intellectual Extremists and Non-Extremists in Jordan,
Dirasat:  Educational  Sciences, Accepted for
publication. 2016.
Jie malully Lgdle 5 ikl &l i (2014) e pila
36 gl cillailae delall 4l Al yd) Al ol Caaadl)
2014 Gshandd 532 a5V daala 6 pdie e ftaledlls

Thimm J. Early Maladaptive Schemas and

Interpersonal Problems: A Circumflex Analysis of the
YSQ-SF. International Journal of Psychology &
Psychological Therapy. 2013: 13(1), 113-124.
Ol g Sl Gl e Al ) deaa g sl
adalls el 5 Agay (e sy Aau il (il yal
ol ol Anala ) sdia piwale Al sl ol Adadlag
2012 A prad) & yall AShadll o Sl 34

Rommele M. and Messmin M. Child Abuse Early
Maladaptive Schemas and Risky Sexual Behavior in
College Women. Journal of child Sexual Abuse, 2011:
20, 264-283.
) Appanill ALY LeBle 5 A jall sl bl jee mld
Gsdia pe diwable Al ¢ allilae 4 Sladall G
2010 .csbansld 32— 58 5Y) dadls
oSl Gkl Ll e oAl Ay Ag, desa cled
astall Albis a3V deals Aae 336 lbilae cululill aaisall
779-829 ¢12(2) :2010 «axbusy)

Kaysen D, Simpson T, Dillworth T, Larimer M,
Gutner C, Resick P. Alcohol Problems and
Posttraumatic  Stress Disorder in Female Crime
Victims, Journal of Traumatic Stress, 2006:19(3),
399-403.

Lansford J, Malone P, Stevens K, Dodge K, Bates J,
Pettit G. Developmental Trajectories of Externalizing
and Internalizing Behaviors: Factors underlying
resilience in physically abused children. Development
and Psychopathology, 2006:18(1), 35-55.
B peall ) i (B )Y el Adeld i ) el
A bl g B Y sl QLY (mid g dasall S e
2010 .03 clae dia)Y) daalal) 3 ) sdia e o 53S0
ool gl HlatWl (4 B Al (38 (g seedlly dema (Al
G Al dalpdl Gllde e A 5] dudil) duacll e
ol dadls Aae Ao Sall 480 dipae (b dpmalall 5 4 5l 5 A sial)
410-374 <5(1) :2013 cApmadill 5 4y 52 ) o slall (5 3l
s il 4 3 pall a5 il LY Ln o) S s e )
@ ‘QU,\LQ}):\g “._UJ;J\ Q\ﬁji @ ‘éJA.'\_;M fJ'““ L;s Llaall
2016 .2016/6/11-8 5_ysll

.25

.26

27

.28

.29

.30

31

.32

.33

34

.35

.36

37

.38

Young J, Klosko J, Weishaar M, Schema Therapy: A
Practitioner's Guide, (2nd ed.), New York: Guilford
Publication. 2006.

Dobson, K. Handbook of Cognitive Behavioral
Therapies. 3 ed., New York: The Guilford Press.
2010.
a3 oWl Lile p Agahll (3 Ll Gyl cuge s
il s (6358 ¢ Uy Cppmalall Sl (5 dpulnd) 38 Lal
102010 . Cpbans €338 o 3V dnala 5 gkt
s slaall s Gaall sl LESU 3 ) ) &M Al gLl
Ga gkl cclial all (gal QLESY) 5 A Ayl il doall gl
2005 .03 cglae sa ¥ dasalal) 3 ) sdia e o )5S
Rafaeli E, Bernstein DP, Young J. Schema therapy:
.Distinctive features. New York: Rutledge Press. 2011
il JladinVl T 38 mall Ll Ao deal (o gl
doelaa) aslall Ao )Y sl o Y 8 Gliiedl cluill
.535-513 «(3)8 :2015

Lerner F, and Kennedy T. Stay-Leave Decision
Making In Battered Women: Trauma Coping and Self-
Efficacy. Cognitive Therapy and Research, 2000; 24:
215-232.

Lockenhoff C, Terracciano A, Patriciu N, Eaton W,
Costa P. Self-reported extremely adverse life events
and longitudinal change in five-factor model
personality traits in an urban sample. Journal of
traumatic Stress, 2009: 22: 53-59.

Bogat G, Levendosky A, Eye A. The Future of
Research on Intimate Partner Violence: Person-
Oriented and  Variable-Oriented  Perspectives.
American Journal of Community Psychology, 2005:
36(1-2), 49-70.

Calvete E, Corral S, Este’ve A. Cognitive and Coping
Mechanisms in the Interplay between Intimate Partner
Violence and Depression. Anxiety, Stress & Coping,
2007: 20(4):369-382.

Talbot N, Duberstein P, King D, Cox C. Giles, D.
Personality traits of women with a history of
childhood sexual abuse. Comp. psychol 2000: 41(2):
130-136.

Services & Qualification Office. Extremism in
American Detonations. Analysis of the Annual Report.
New South Welsh; Office Bulletin, 2007: 8, 36-95.
Potvin, P. The Influence of Varying Degrees of
Psychological Stress on Problem Solving. Journal of
Experimental Psychology, 2003: 247(1), 49-99.
Al cmalall Gl o) Aglen sl bl Aaw el
2009 A1 sl A5y ¢ jumdd mlall Aaals ) gilie je Hilsala
Agle e LIS s Gkl Al gedl | jeaie il
25-7 «(21)g <2016 Az e Sl 0 dlas
B_palaall Dxdinall Llaill 5 dpelaia¥) CASLL I 55 eg ol
2012 280 szl
ol pualall jeanll 8 LYl e Claad 368 (5 banll
el xala oY1 dlaall ccla Y1 (e 2Dy i g yipal alall
.215-199 :2004 ¢l Aaadla) 2 gaas (g 2ena
(Y Ll i den s (e o sl sad) Gl sSle adl )
ety Al il Ay el Alsall s s s A
.122-81 «(63) 31:2015

Wintrobe R. Extremism, Suicide Terror and
Authoritarianism. Public Choice, 2006:128 (1/2), 169-
195.

80

6

.10

A1

A2

A3

14

15

.16

A7

18

19

.20

21

22

23

24



Al-Farajat A. M. & Al-sharah H.

Abstract

Objective: The current study aims to examine the predictability of maladaptive schemas for proneness to intellectual
extremism. The study sample comprised N=85 extremists detained in rehabilitation centers in Jordan, which are operated
by security services under the Ministry of Interior whose interest in issues related to intellectual extremism and terrorism.

Method: Participants were given two self-report measurements to complete relating to maladaptive schemas and
intellectual extremism.

Results: Participants with predictive ability for proneness to intellectual extremism were likely to have reporting having
maladaptive schemas, e.g. emotional deprivation, poor planning, dominance/control and vulnerability to harm and illness.
The most common maladaptive schemas were the merit/grandiosity and emotional deprivation schemas.

Conclusion: Qualitative research targeting intellectual extremists and terrorists is needed in order to understand their
reasons for membership to extremist groups. It is important to highlight how their experiences have influenced their
thinking. In addition to this, such research would be beneficial for establishing preventative programs that provide
education and enhance protective behaviors in those prone to intellectual extremism.
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Abstract

For the past seven years, the Syrian people have suffered the ravages of war. They have endured the biggest mass exodus in
modern history, the internal displacement of millions of people and the loss of hundreds of thousands of lives. The Syrian
people have suffered an unprecedented catastrophe that has come with innumerable losses and continuous exposure to
psychological traumas, which have not spared women and children.

Objectives: The current paper highlights briefly the mental health situation of Syrians inside and outside Syria comparing
the period before the war to the present day. The purpose is also to raise awareness about the mental health services
provided, their adequacy and how best to develop these services.

Results: Mental health services in Syria before the war were insufficient to meet the treatment needs of the Syrian
population. This shortfall has increased because of the war. Moreover, health care systems including mental health services
were deliberately targeted for destruction. Despite governmental and non-governmental efforts by different countries, the
mental health needs of Syrians have not been met. Women and children are particularly affected and continue to suffer
from the psychological consequences of war, whether inside or outside the country.

Conclusion: There is an urgent need to stop the war; mental health services and psychosocial support must be provided and
there also needs to be better coordination among mental health care providers aiming for more sustainable services.
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