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Editorial Letter

Dear Readers,

| am pleased to say that the Arab Journal of Psychiatry is in its thirtieth
year of publication. There is now a call for papers to be included in a
special issue of the AJP set for publication in November 2019. We
thank so many of our regular contributors and welcome new
contributors to this much read and well-regarded scientific
publication.

The current issue contains a rich variety of papers on issues ranging
from smartphone use in university students in Jordan to attitudes
toward mental illness among nursing staff in Egypt. As always, your
feedback is helpful for making improvements and informing thematic
development of the AJP ahead of each new edition.

Remember that research is the energy that raises society to a higher
standard of living and with such effort our own countries - represented
by the AJP’s contributors and readers - can aspire and achieve to the
standard of the most advanced nations.

Walid Sarhan
Amman May 2019



The Arab Journal of Psychiatry (2019) Vol. 30 No.1

Table of Contents

Original papers

Homicide by people with mental disorders in the Sudan: a clinical and demographic profile

Abelghani Elshiekh, Abdelmajid Abuzid, Fathalalim Abdelrahim ..., 1
The Relationship between Mental Health of Palestinian Mothers Due to Siege and Child Attachment
ADAelaziz MoUSa ThADBL ... e e e e e et e et e e e e 8
Psychosocial aspects of patients with substance misuse problems attending a psychiatric hospital in Erbil
Mosleh Saber kareem, Kareem Fatah. Aziz, Jawdat Mamand Alhagbaker .............ccoooiiiiiiiiiiiii i 18
Teaching Recovery Techniques to adolescent exposed to multiple trauma following war and ongoing violence
in Baghdad

Numan S. Ali, Tharaa W. Al-Joudi, Tori Snell . e 25

Comparison of Victimized Versus Non- Vlctlmlzed Egyptlan Patlents Wlth Major Depresswe Dlsorder
Ahmed Adel EI-Missiry, Ghada ElI Kholi, Maissa Eid Afifi, Marwa El-Missiry, Dina lbrahim, Ahmed Adel

A a0 1= 1o = 11 o .34
e Depression, medication adherence and quality of life for patients with schizophrenia patients in Nigeria

Oladejo Teslim Alabi, Saka, Saheed Abiola, Alao Ireti Folasade .............oooiiiii i e, 45
e Patterns of Smartphone use among university students in Jordan

Mohammad Abu Slaih, Yousef S Khader, Basil H. Amarneh, Mohammad S. Alyahya, Nayel T. Al-Adwan ....... 54
e Effect of contact with patients on attitudes of student nurses toward people with mental illness: a pilot study

M. Fakhr El-Islam and Radwa EI-ALLAN ... e e e e e e e 62

Interview

Interview with the Assyriologist James Kinnier Wilson Who Uncovered and Translated Ancient Iraqi
Psychiatric Cuneiform Texts
Walid ADUI-HAMIA ... e e e e e e et et e et re e et eet e aee e een e aen. 0D

Arabic papers

Psychoanalysis and diagnosis of psychiatric conditions and their treatment by Al-Ghazali: an analytic
comparative study

L T T Y PSP 69
Re-standardizing the Obsessive-Compulsive symptom scale

Wa-il Mohamed Ahmed Abohendy, Dalia Mohamed Ezzat Moemen, Ahmed Mohamed Abdalla .................. 78



The Arab Journal of Psychiatry (2019) Vol. 30 No.1 Page (1 - 7) (doi-10.12816/0052930)

Homicide by People with Mental Disorders in the Sudan: A Clinical and Demographic Profile
Abelghani Elshiekh, Abdelmajid Abuzid, Fathalalim Abdelrahim
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Abstract

B ackground: There are few published studies on mental illness and homicide in developing countries, particularly Arab

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

were more likely to be a family member. Compared with other studies, the results reflect cultural differences.

Key words: Homicide, Mental illness

Declaration of interest: None

Introduction

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

The 1960s and 1970s witnessed an active move away from
institutional care of people with mental illness towards
community care. The presence of people experiencing
mental illness in the community contributed to wide
spread concern that their tendency would be toward
committing homicide. However, no increase following
deinstitutionalization was reported in the international
literature.> 23

Australian data found that rising numbers of convictions
for violence by people with schizophrenia coincided with
rising levels of general societal violence.* Coid found that
rates of homicide in people with mental illness were
relatively uniform between countries - ranging from 0.8 to
2.2 per million annually.®

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

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

Taylor and Gunn in UK showed that the rate of homicide
committed by people with mental illness decreased
between the years 1957-1995 when the move towards
community care occurred and concluded that people in
treatment for mental illness are no more violent or
dangerous than the general population and that a major
cause of recidivism is lack of community mental health
services.? It has been reported that such deaths could be
prevented by improved mental health care.® Research
indicates an association between schizophrenia and
homicide and that most perpetrators were not receiving
mental health care at the time of the offence.’
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Paradoxically, it was reported by Hiroeh et al. that people
with  mental disorders, particularly men with
schizophrenia and affective psychosis, are at increased
risk of death by homicide.*®

The literature on homicide and mental illness in
developing countries, particularly African and Arab
countries, is sparse. A Nigerian study found that, of 160
homicide offenders, 51 (31.9%) were suffering from a
psychiatric disorder, most commonly schizophrenia.** A
South African study by Khoele et al. gave a detailed
account of women charged with the murder or attempted
murder of minors.*2 A Kuwaiti study by Fido et al.
reported that, of the prisoners who committed murder, the
majority had a diagnosis of schizophrenia with active
symptoms at the time of the offence.®®

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

Methods

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

Ethical review

The research protocol for the current study was approved
by the hospital ethics committee. Consent was obtained
from participants’ relatives.

Participants

The first author clinically evaluated all people with mental
iliness who had committed or were alleged to have
committed homicide and were admitted to the hospital
during the period from December 2012 to December
2016. The cohort included both convicted and on remand
patients awaiting trial.

Data collection

Information was gathered from the participants’ medical
records, and by direct clinical interview. This was
augmented by collateral information from family

members, and covered demographic characteristics of the
participants, information about them at the time of having
committed the offence, duration of the mental disorder,
substance misuse at the time of the crime, past history of
previous violence or homicide, and relationship to
victims. The International Classification of Diseases —
Tenth Edition (ICD-10) criteria were used for the
diagnosis.**

Statistical analysis

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

Results

Forty four people with mental illness who had committed
homicide were identified during the study period. Socio-
demographic characteristics are shown in Table 1. Almost
half of participants (48%) were within the age range 20-
30 years and all, apart from one, were men. The majority
(82%) were living with their families and 22 (50%) were
unemployed. Thirty one (70%) were either illiterate or
only had primary education and 30 (68%) were single.

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

Table 3 shows the characteristics of the victims. Forty six
homicides were committed or alleged to have been
committed by the 44 participants interviewed; two
participants had committed two homicides each, including
a woman suffering from postpartum-onset major
depressive disorder with psychaotic features who had killed
two of her children. Information about the victims and
their relationship to the offender could be assigned for all
the victims. A parent was a victim on 10 occasions
(21.7%), a second-degree relation on 13 occasions
(28.3%) whereas nine strangers (19.6%) were victims.
Thirty of the victims (65.2%) were
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men and 16 (34.8%) were women. Twenty five victims Forty one (93.2%) used blunt or sharp objects; the
(54.3%) were more than 40 years old (see Table 3). remaining three used a firearm, strangulation or drowning.

Table 1. Sociodemographic characteristics of the 44 homicide offenders

Age

<20 2 (4.5)
20-30 21 47.7)
31-40 10 (22.7)
>40 11 (25)

Gender

male 43 (97.7)
female 1 (2.3)
Living with

family 36 (81.8)
alone 3 (6.8)
relatives 4 9.1)
friends 1 (2.3)
Occupation

unemployed 22 (50)

laborers 14 (31.8)
students 4 9.1)

professional 4 9.1)

Marital status

single 30 (68.2)
married 10 (22.7)
divorced 3 (6.8)

widow 1 (2.3)

Educational level

illiterate 13 (29.5)
primary 18 (40.9)
secondary 8 (18.2)

university 5 (11.4)
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Table 2. Psychiatric diagnoses and clinical characteristics of the 44 homicide offenders

Characteristic Frequency (n)
Diagnosis
Schizophrenia 36 (81.8)
Depression 1 (2.3)
Delusional disorder 3 (6.8)
Schizoaffective disorder 1 (2.3)
Organic psychosis 1 (2.3)
Drug induced psychosis 2 (4.5)
Duration of illness (in years)
1-4 23 (52.3)
5-9 8 (18.2)
10-14 7 (15.9)
15 or more 6 (13.6)
Substance misuse
alcohol 5 (11.4)
cannabis 3 (6.8)
alcohol + cannabis 13 (29.5)
Psychotic features
delusions only 9 (20.5)
hallucinations only 5 (11.4)
delusions + hallucinations 21 (47.7)
Prior contact with psychiatric services
on treatment and follow up 13 (29.5)
previous contact, no follow up 16 (36.4)
no previous contact 15 (34.1)
Past violent behavior
yes 25 (56.8)
no 19 (43.2)
Past forensic history
yes 12 (27.3)
no 32 (72.7)
Table 3. Characteristics of the 46 victims
Characteristic Frequency (n) (%)
Relationship with participant
parent 10 (21.7)
sibling 2 4.3)
child 2 (4.3)
wife 1 (2.1)
relative 13 (28.2)
neighbor 4 (8.6)
stranger 9 (19.5)
friend 5 (10.8)
Gender
male 30 (65.2)
female 16 (34.8)
Age (in years)
<20 9 (19.5)
20-30 7 (15.2)
31-40 5 (10.8)
>40 25 (54.3%)
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Discussion

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

The marked preponderance of men convicted of homicide
(97.7%) in the current study is high compared with
existing studies from other countries where the ratio of
men to women is about 2:1%%5 and higher than the 88.2%
reported by Auba et al. in Nigeria.!* Taylor and Gunn
reported that those with serious mental illness who
commit murder were likely to be older and women
compared with offenders who were mentally well.2 This
difference in gender ratio from Western research can be
explained by cultural factors and gender role differences.

The current finding that almost half (47.7%) of the
offenders fall in the age range 20-30 years is not in
keeping with prior comparative studies where the age
tended to be older.'>%® The mean age of offenders in the
Nigerian study was 38.2 years. The high percentage of
participants diagnosed with schizophrenia in the present
study (81.8%) explains this difference. The 20-30 years
age range reflects the age when schizophrenia
psychopathology starts to become more apparent.

In the current study, 36 (81.8%) participants were living
with their families at the time of the offence. This is also
attributed to cultural differences. In Sudan, the burden of
care for people with mental illness falls on the family. Half
of the participants in the current study were unemployed
and cared for by their families. The high percentage
(68.2%) who were single is in keeping with past studies
on the trend of low marriage rates in people with mental
illness, particularly those with schizophrenia.® In the
current study, 36 (81.8%) participants were suffering from
schizophrenia. An increased risk of violence and homicide
among patients diagnosed with schizophrenia has been
consistently reported in evaluations of criminal records
and twin studies.>!"-2° |t has been postulated that there is
an increased risk of homicide of around 20 times in
individuals with schizophrenia and other psychosis
compared with the general population.?! Eronen et al.
reported that schizophrenia increases the odds ratio of
homicidal violence by a factor of about eight.*8

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

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

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

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

Of the 44 participants in the current study, 13 (29.5%)
were on treatment and follow up at the time of the offence,
whereas the remainders either had previous contact, but
stopped treatment and follow-up, or never had previous
contact with psychiatric services. These findings highlight
the importance of treatment adherence and the
establishment of community psychiatric services, which is
sadly absent in the Sudan; both factors have been reported
to reduce homicide risk rate among those with mental
illness.>889 Cultural and religious beliefs are deeply
rooted in this mainly Muslim society where traditional and
faith healing methods are widely utilized leading to delays
in seeking psychiatric treatment.

A history of violent behavior and past forensic history
were reported in 25 (56.8%) and 12 (27.3%) of our group
of patients, respectively. This is consistent with several
studies that suggest a history of violent behavior and
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forensic history increase the risk of subsequent
homicide.*31°

The current finding that the victims of the studied cohort
were predominantly people known to the perpetrators isin
keeping with findings from Australia, UK, Denmark, and
USA.2238 In the current study, victims were parents or
relatives in 21.7% and 28.2% of cases, respectively. This
is explained by the fact that, in Sudanese culture, people
with mental illness tend to live with and are catered for by
both the nuclear and extended family. The victim was a
stranger on nine (18.8%) occasions. This finding supports
the notion that it is a myth that offenders with mental
iliness are more likely to kill a stranger than offenders
without such illness.??” Homicide as committed by
strangers are reported to be more likely related to alcohol
or drug misuse in young men.?

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

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

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

Limitations

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

A im: The current study investigated the relationship between mothers’ stressors due to siege, their mental health and
the attachment styles of their children. Methods: Participants were recruited from a list of previously studied
Palestinian families in the Gaza Strip, which was part of a three-stage prospective study of 184 households. N=140 mothers
were recruited to the study. Ages ranged from 18 to 64 years with a mean age of 41.53 years. Participants completed self-
report questionnaires, which included a sociodemographic scale, the Gaza Siege Checklist, the Hopkins Symptoms Checklist
(HSCL-25), and the Parent/Child Reunion Inventory (P/CRI). Data were collected from October to November 2008. Results:
Mothers reported from 2-20 stressors due to siege (M=10.83, SD=4.07). Those with monthly income of less than $350 US
reported experiencing more stressors than mothers whose families had a monthly income of $351 US or more. Results
identified 16.8% of mothers met the criteria for psychiatric conditions; 19.0% reported anxiety and 15.2% reported
depression. Mothers living in cities reported fewer mental health problems compared with those living in villages and camps.
Further, insecure attachment of children was positively associated with total stressors and mothers’ anxiety, and depression.
Conclusion: Maternal depression and anxiety was associated with insecure attachment styles in children. Maternal depression
and anxiety were also associated with experiences of siege stressors and an insecure attachment style in children. The study

highlights potential targets for future intervention.

Key word: Attachment, Gaza Strip, Anxiety, Depression, Siege, Stressors, Mothers
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Introduction

Since the lIsraeli Government enacted the full Gaza
blockade in 2007, which has restricted the free movement
of goods and people in and out of the Gaza Strip almost
completely, the population there has suffered ever-
increasing infringements of their economic and social
rights. The access-restricted area (the so-called “buffer
zone” or no man’s land) was imposed by Israel within
Gaza territory and covered 35% of key agricultural land;
it highlights how fundamentally the right to movement is
ignored with 113,000 people unable to access their farms.*
Siege on the Gaza Strip since 2007 has been a unique
situation and there have been very few studies on the
impact of siege in the area.

A study of N=386 Palestinian adults in the Gaza Strip
showed that people commonly reported the following
siege stressors: prices were sharply increased (97.67%),
they feel they are in a big prison (92.23%), they cannot
find things they need in the market (91.70%), they quit
making daily purchases for basic needs (88.30%), and
social visits were less frequent than before (85.23%).2 In
another study involving 502 randomly selected

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

sad and physically weak. However, feelings of
worthlessness and thoughts of ending life were rarely
expressed.®

Bowlby's attachment theory is an essential reference for
understanding relational aspects, which can impact mental
dysfunction. The attachment system is theorized as a set
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of instinctive affective, behavioral, cognitive, and
motivational mechanisms designed to encourage infants
to seek proximity to protective caregivers during times of
stress. By viewing caregivers as attachment figures to turn
to in times of emotional stress or uncertainty, infants can
feel comfortable exploring the world around them,
knowing that their caregivers are available if needed.*°57

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

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

Methodology

Participants

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

Instruments

Data were collected from mother/child pairs by using the
following questionnaires:

Demographic questionnaire

Demographic information about the participants was
obtained using a form developed by the authors. The
questionnaire included gender, age, citizenship, education
level, place of residence, and number of children in the
family.

Gaza Siege Checklist — mothers’ form 23

The checklist consisted of 21 items covering a wide range
of daily life situations affected by the Gaza Siege,
including family, health, education, social life, and
economic issues. The first checklist was developed after
conducting a focus group for 20 professionals working in
different sectors of health, education, social services, and
economic sectors. In the current study, the split half
reliability of the scale was (r=.76).

Hopkins Symptoms Checklist (HSCL-25)

Hopkins Symptoms Checklist measures the presence and
degree of symptoms of anxiety and depression during the
past seven days. Each item was scored on a scale from 0
(not at all) to 3 (extremely). Examples of items are
‘Nervousness or shakiness inside’ and ‘Feeling hopeless
about the future.” The checklist comprises total anxiety
and depression scales, an overall problem scale, as well as
clinical cut-offs (set at 1.75). The Arabic translated
version has proved reliable and valid in a multicultural
context.’® The internal consistency of the scale was

calculated using Cronbach’s alpha (a=.92).
Parent/Child Reunion Inventory 6

The Parent/Child Reunion Inventory (P/CRI)* relies on
the child’s internal working model of his/her attachment
relationship. It is based on direct observations of
childhood reunions and it provides parents with
hypothetical everyday separation situations. Parents are
asked to select behaviors that are shown by their child at
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reunion times. To assist with this, parents are asked to
remember the last separation they had from their child
lasting one hour or more. Parents rate each behavior as
‘usually” (2), “occasionally’ (1) or ‘never’ (0). The P/CRI
allows for the calculation of total secure and insecure
scores. Six items measure secure attachment (range 0-12),
and 14 items measure insecure attachment (range 0-28).
The P/CRI is tentatively split into five insecure factors:
insecure—avoidant-distancing (items 7, 8), insecure—
avoidant (items 9, 10, 11, 12), insecure-anxious (items 13,
16), insecure—controlling (items 14, 15), and insecure-
unspecified (items 17, 18, 19, 20). This scale was
translated from English by Dr Thabet and was back
translated by a professional with a diploma in Translation
There were no major changes identified in the
translations.” The Cronbach’s alpha for the secure and
insecure subscales were 0=0.65 and o=0.77, respectively.

Procedure

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

Statistical Analysis

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

Results
Sociodemographic characteristic

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

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

N %

Address

North Gaza 37 26.4
Gaza 53 37.9
Middle area 21 15.0
Khan Younis 6 4.3
Rafah area 23 16.4
Place of residence

City 58 41.4
Village 16 114
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Camp 66 47.1
Number of children

Less than 4 14 10.0
5-7 children 90 64.3
8 and above 36 25.7
Monthly family income

Less than $350 US 84 60.0
$351-700 US 42 30.0
More than $701 US 14 10.0
Husbands’ education

Uneducated 7 5.0
Secondary school and less 89 63.6
University and above 44 31.4
Husbands’ employment status

Unemployed 70 50.0
Skilled worker 13 9.3
Employee 47 33.6
Others 10 7.1
Mothers’ education

Uneducated 4 2.9
Secondary school and less 131 93.6
University and above 5 3.6
Mothers' employment status

Housewives 133 95.0
Employee 7 5.0

Frequency of stressors related to the siege of Gaza in
mothers

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

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

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

Items N= % No. %
Prices are sharply increased 125 | 89.3 15| 10.7
| feel 1 am in a big prison 122 | 87.8 17 | 122
I was not able to get specific medicine for me or for one of the family 106 | 75.7 34| 243
members due to shortage of fuel and absence of transportation

| stopped sending my children to school due to shortage of money and | let 103 | 73.6 37| 26.4
them do other jobs

Social visits are less than before due to shortage of fuel and absence of 93 | 66.9 46 | 33.1
transportation

I was not able to get specific medicine for me or for one of my family 92 | 65.7 48 | 34.3
members due to shortage of physicians and nurses

Ability to send children to school due to shortage of money 85 | 60.7 55 | 39.3
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Social visits are less than before due to shortage of money due to 84 | 60.0 56 | 40.0
unemployment

I was not able to get specific medicine for me or for one of my family 82 | 58.6 58 | 41.4
members due to shortage of medicine and equipment

Losing the job due to shortage of cement, and basic construction materials 80| 57.1 60 | 42.2
| started borrowing from banks and people to keep my family demands 80 | 57.1 60 | 42.9
I cannot find things | need in the market 78 | 55.7 62 | 44.3
| went to Zakat organizations and other organizations to get food 71| 50.7 69 | 49.3
I sold some of my furniture and wife’s gold 64 | 45.7 76 | 54.3
| thought of immigration 60 | 42.9 80| 57.1
| postponed the marriage ceremony of my sons due to shortage of furniture 60 | 42.9 80| 57.1
and building materials

I cannot finish some construction and repair work in my house due to 60 | 42.9 80 | 57.1
shortage of cement and building materials

I need to travel outside the Gaza Strip and cannot 40 | 28.6 100 | 714
| started doing the papers for immigration 25| 17.9 115 | 821

Siege stressors in mothers and sociodemographic
variables

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

Mean and standard deviation of mental health using
HSCL

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

stressors.
Table 3. Mean and standard deviation of mental health using HSCL
Mean SD
Mean HSCL 1.15 .56
HSCL - Anxiety subscale 1.17 .64
HSCL - Depression subscale 1.14 .57

Differences between mental health problems rated by
HSCL and other socioeconomic variables (place of
residence, number of siblings, and family monthly
income)

In order to find the differences between the places of
residence, number of siblings, monthly income and mental
health, a one-way ANOVA test was performed. Post hoc
Tukey test showed that mothers living in cities reported
fewer mental health problems compared with those who
lived in villages and camps (F (2/137)=15.2, p=0.001).
Results also showed that mothers with a monthly income

of less than $350 US reported more mental health
problems than the other two groups. This group were more
affected by siege that the other groups (F (1/137)=4.5,
p=0.01).

Parent/Child Reunion (attachment style of children)

The current study showed that mean secure attachment
was 8.67 (SD=2.40) and mean insecure attachment was
14.16 (SD=5.10).



The Relationship between Siege Stressors, the Mental Health of Palestinian Mothers and Child Attachment

Table 4. Means and Standard deviations of attachment

Attachment Mean SD
Secure attachment 8.67 2.40
Insecure attachment 14.16 5.10

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

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

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

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

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

Siege Mean Anxiety Depression Secure
HSCL attachment
Maternal experience of siege
stressors
Mean HSCL 27
Anxiety subscale .25** 92%*
Depression subscale 26%* .95** T4**
Secure attachment-child -.14- -.13- -.10- -.14-
Insecure attachment-child 34** 22% .16 24** .02

Prediction of child insecurity and maternal stressors due
to the siege of Gaza

Using a multivariate regression model, insecure
attachment scores were entered as dependent variables
and each siege-related stressor reported by mothers as

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

Unstandardized | Standardized t p 95.0% Confidence
Coefficients Coefficients Interval for B
B Std. Beta Lower Upper
Error Bound Bound
(Constant) 12.42 0.63 19.86 0 11.19 13.66
I sold some of my 3.3 0.79 0.32 4.2 0 1.75 4.86
furniture and my gold
I need to travel outside 3.19 0.88 0.28 3.62 0 1.45 4.94
the Gaza Strip and cannot
| thought of immigration | -1.79 0.79 -0.17 -2.28 0.02 -3.35 -0.24
Prediction of child secure attachment style and maternal an independent variable, secure attachment was

stressors due to the siege of Gaza

In a multivariate regression model, secure attachment
scores were entered as dependent variables and each
stressor of siege experienced by mothers was entered as

negatively predicted by stressor: | went to Zakat
organizations and other organizations to get the food (p=-
0.28, t(135), p<0.001b, R2=.0.06, F(1/135)=9.20,
p=0.001

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

Unstandardized Standardized t P 95.0% Confidence
Secure attachment Coefficients Coefficients Interval for B
B Std. Beta Lower Upper
Error Bound Bound
(Constant) 9.3 0.28 33.1 8.75 9.86
| went to Zakat organizations -1.22 0.4 -0.25 -3.05 0.001 -2.01 -0.43
and other organizations to get
food
Discussion conditions were identified for 16.8% of mothers, 19.0%

The current study investigated the impact of siege
stressors on the mental health of Palestinian mothers and
attachment style of their children. Results showed that the
most commonly reported stressors relating to the siege of
Gaza as experienced by mothers were: prices have
increased sharply (89.3%); | feel 1 am in a big prison
(87.8%); 1 was not able to get specific medicine for me or
for one of the family members due to shortage of fuel and
absence of transportation (75.7%). The mean stressors
arising from an experience of the siege of Gaza was 10.16.
Higher levels of stress were reported by mothers who had
low monthly family income (less than $250 US), were
educated, and lived in the North of Gaza. The current
study found the mean subscale scores for anxiety and
depression were 1.17 and 1.14, respectively. Psychiatric

reported anxiety and 15.2% reported symptoms related to
depression. Mothers living in cities reported fewer mental
health problems compared with those who lived in
villages and camps. Results also found that mothers with
a monthly income of less than $350 US reported more
mental health problems than the other two groups. It
appears that this group were more affected by siege than
the other groups. Similarly, in a study of university
students in the Gaza Strip, Juma and Thabet!® found that
the most commonly reported stressors arising from siege
were the sharp increase in prices due to border closures
(92%) and an adverse impact on their ability to study due
to Gaza’s electricity being cut off and also gas shortages
(83.5%). Within the student population studied, the mean
number of stressors reported by men was 12.38 and 10.33
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for women. For symptoms related to depression, 9.5% of
men and 12% women reported severe symptom levels;
10.3% men reported experiencing anxiety compared to
13.8% of women. There was a positive correlation
between total stress due to siege and symptoms associated
with depression and anxiety among students. Moreover, a
study of N=502 Palestinian families in the Gaza Strip
found the most common stressful situations arising from
the siege were: feelings of living in a big prison, being
unable to finish some construction and repair work in their
homes due to shortages of cement and building materials,
prices increased sharply in the last few years.® Further,
there was a positive relationship between stressors due to
the siege and closure and psychological symptoms. By
way of further comparison, studies on mental health
following earthquakes in Lushang and Wenchang, China
found prevalence rates for anxiety and depression
remained high nearly five years later. '° The current study
found that mental health problems among mothers was
lower than a study on 114 refugee women-at-risk who had
been resettled to Australia, as well as factors contributing
to symptoms of trauma, anxiety, depression, and
somatization.?’ The level of psychiatric symptomatology
is compared to reference groups of women from Sudan
and Burma. Participants’ psychiatric distress met levels
symptomatic for traumatization (41%), PTSD (20%),
anxiety (29%), and depression (41%). Forty two percent
also reported high levels (=1.75) of somatization. Results
were not consistent with the secondary analysis on
baseline data from N=288 HIV-positive women, enrolled
in a parenting intervention in Uganda. Total JHCL-25
mean score was 1.9, mean depression score was 2.0, and
mean anxiety score was 1.8.2! In the Middle East, Karam
et al., assessed a nationally representative sample of the
Lebanese population (N=2857 adults).

Respondents were interviewed using the fully structured
World Health Organization (WHO) Composite
International Diagnostic  Interview 3.0. Lifetime
prevalence of any Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition (DSM-1V) disorder was
25.8%. Anxiety (16.7%) and mood (12.6%) were more
common than impulse control (4.4%) and substance
(2.2%) disorders.??

The study showed that mean secure attachment was 8.67
and mean insecure attachment was 14.16. Such findings
were inconsistent with previous research using the same
scale in a sample of N=13 mothers previously admitted to
psychiatric hospital. In the study, the mean secure
attachment score was 11.33 and mean insecure attachment
score was 5.00.2 Results suggested that total stressors
experienced by mothers during the siege of Gaza were
positively associated with their experience of mental
health, anxiety, and depression and linked also to having
insecurely attached children. The current study results

were consistent with those of Campbell et al.?* who found
that mothers who experienced intermittent or chronic
symptoms of depression and who evidenced less
sensitivity to their children’s needs had offspring at
greater risk of experiencing insecure attachment.
Therefore, while children of depressed mothers are more
vulnerable to attachment insecurity, not all will be
adversely affected or respond in a similar manner.
Similarly, in a longitudinal study of postnatal depression
and maternal attachment in middle-class mothers (N=111)
and their infants, chronic maternal depression was
significantly associated with less secure attachment 12
months after birth.?®

A similar finding was identified in a population-based
study in the Netherlands of N=606 infant-mother dyads.
Results showed that infant attachment moderated the
effect of parent stress on child emotional and behavioral
problems. Parent stress was related to more aggression
and attention problem behaviors in insecurely attached
children, but not in securely attached children. Moreover,
higher levels of stress in parents was associated with more
withdrawal problem behaviors in insecurely attached
children. This was particularly the case for insecure
resistant and disorganized children.?® The current study
showed that children living in families with a monthly
income of less than $350 US appeared to have less secure
attachments compared with the other two groups.

The importance of economic stability as a mediating
factor for the development of secure attachments was also
supported in Fraley et al.?” Their longitudinal research of
mother-child dyads examined attachment from one month
post-natal until the children reached 18 years of age.
Conducted at the National Institute of Child Health and
Human Development on the Study of Early Child Care
and Youth Development, the study concluded that secure
children were more likely than insecure children to have
had more supportive parenting over time, to have come
from families characterized by stability (e.g., low levels of
parental depression, fathers living in the household), and
to have had higher-quality friendships in adolescence. A
study conducted in the Gaza Strip with N=392 parents
(n=380 mothers; n=12 fathers) of preschoolers indicated
that 86% of preschoolers were securely attached and 9.7%
were insecurely attached to their mothers. Further, the
insecure attachment with mothers was among children
with low monthly income. 17 Consistent with the current
findings, Lecompte et al.,?® found that maternal depressive
symptoms were related to lower child attachment security
scores. Lower support from friends was related to greater
child ambivalent attachment behaviors. A higher sense of
belonging to the country of origin was related to greater
child disorganized attachment behaviors. These findings
suggest that migration stresses, which include maternal
depression, lack of social support and the sense of
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belonging, are associated with child attachment, and these
variables should be considered in the design of
appropriate interventions.

Limitations

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

Conclusion

The current study is the first to explore the impact of siege
stressors on the mental health of Palestinian mothers and
the attachment style of their children. Data showed that
maternal depression and anxiety is associated with
insecure attachment children. Maternal depression and
anxiety were associated with the siege-related stressors
they experienced and how securely their children were
attached to them. Findings highlight potential targets of
intervention, including identifying and treating mothers
affected by stress and trauma in the Gaza Strip and
supporting the development of secure mother-infant
attachment relationships, particularly in populations at
high risk of stress and trauma exposure.
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Abstract
B ackground: Substance use that results in addiction can lead to chronic disease that is often associated with other
psychiatric disorders. Anxiety, depression and stress are among the more common psychiatric disorders experienced
by people with addictions. Aim: The current study compared socio-demographic characteristics, severity of stress, anxiety,
depression and social relationship levels in patients who reported experiences of addiction and those who did not.
Participants were admitted to Hawler Psychiatric Hospital, in Erbil, which is situated in the Kurdistan Region of Iraq.
Method: Using a descriptive design, the study assessed participants from 2 July 2017 to 26 September 2018. N=100
patients were selected from the hospital’s inpatient and outpatient clinics. Data were collected via a three-part questionnaire
that assessed socio-demographic information, social and academic background and psychological symptoms. The
Depression, Anxiety and Stress Scale (DASS) was used to measure psychological symptoms. Results: Of the 100
participants, 42% reported moderate symptom levels for depression; 17% reported severe symptom levels; and, 14%
described extremely severe symptom levels for depression. In terms of relationships, 68% reported having poor social
relationships; 30% described having good social relationships and 2% reported having experienced bad social relationship.
There was highly significant association with depression, anxiety, and stress while there was no significant association
between level of education and social relationship. A significant association was found between economic status and
psychological aspects, and no significant association between economic status and social relationship for patients who
reporting dependency on drugs.

Key words: Addiction, Substance misuse, Psychosocial, Depression, Stress, Social relationships

Declaration of interest: None

Introduction

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

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

Methods

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

The following inclusion criteria were used:

e in and outpatients at Hawler
Hospital,

e substance use must be more than one year;

e past and present psychiatric and psychological
profile must be negative;

e all participant who gave consent to take part in
the study.

Psychiatric

Exclusion criteria were:

e other co-morbid psychiatric disorders;
e those who declined to participate.

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

<0.01 highly significant
< 0.05 significant

> 0.05 non- significant.*

Results

Table 1 shows that 49% of participants were between 26-
35 year of age. The mean age + SD was 27.25 + 6.58.
Concerning the gender, 98% were men; 44% of
participants were married while 30% had been widowed.
In terms of education and employment, 47% had
graduated from secondary school and 67% were
unemployed with 46% stating their income was
insufficient. Nearly all lived in an urban area. Regarding
the type of substances being misused, 78% of
participants reported being dependent on tramadol.
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Table 1. Socio-demographic characteristics of participants (N=100)

Socio-demographic No. %
Age 16-25 44 44
26-35 49 49
36-45 7 7
Gender Male 98 98
Female 2 2
Marital state Single 26 26
Married 44 44
Widower 30 30
Education level Illiterate 5 5
Able to read and write 20 20
Primary school 20 20
Secondary School 47 47
High school 2 2
College and institute 6 6
Occupation Employed 21 21
Unpaid work 67 67
Student 8 8
Unemployed 4 4
Economic status Sufficient 23 23
Fair 31 31
Insufficient 46 46
Residency Urban 59 59
Rural 41 41
Types of drug abuse Tramadol 78 78
Amphetamine 14 14
Trihexyphenidyl 5 5
Heroin 3 3
Duration of taking 1-2 year 51 51
More than two year 49 49
Table 2. Shows the occurrence of severity levels of reported their anxiety levels as being severe. In terms of
depression among patients who reported being drug their experience of stress, 32% of participants reported
dependent. Of the 100 participants, 42% reported normal levels of stress; 28% reported moderate stress
moderate symptom levels for depression; 17% reported 15% reported severe stress levels.

severe symptom levels and 14% described extremely
severe symptom levels for depression. In terms of
anxiety, 32% reported extremely severe levels of
anxiety; 24% described moderate anxiety levels and 14%

20
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Table 2. Levels of depression, anxiety and stress among participants

Psychological Normal Mild Moderate Severe Extreme Total
Symptom Levels

No. (%) No. | (%) | No. (%) No | (%) (%) | No. | 100 %
Depression 3 (3) 24 | (24) 42 (42) 17 (17) 14 | (14) 100
Anxiety 24 (24) 6 (6) 24 (24) 14 (14) 32| (32 100
Stress 32 (32) 22| (22 28 (28) 15 (15) 3 (3) 100

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

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

Table 3. Levels of impairment of social relationships among participants

Levels of Impairment of Social No. %

Relationships

Good social relationships 30 30

Poor social relationships 68 68

Bad social relationships 2 2
100 100.0

Total

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

Levels of | Depression Anxiety Stress Social relationship
Biographic Chi-square | Chi-square Chi-square Chi-square
Characteristics
Age group 16-25 0.481 0.000 0.001 0.000
26-35
36-45
Gender Male 0.167 0.167 0.124 0.619
Female
Marital Status Single 0.035 0.054 0.006 0.259
Married
Widower
Economic Sufficient 0.031 0.02 0.002 0.320
Status Fair
Insufficient
Educational Iliterate 0.000 0.006 0.001 0.787
Level Literate
Primary
Secondary
High School
Institute and College
Jobs Employed 0.002 0.003
Voluntary
Student 0.137 0.000
Unemployed
Residency area Urban 0.331 0.065 0.061 0.271
Discussion study was similar levels reported by Hassanbeigi et al.

The present study assessed the severity of stress, anxiety,
depression and social relationship levels together with
socio-demographic data in patients with a history of
substance misuse resulting in drug dependency and/or
addiction. Findings indicated that most participants in the
current study reported experiencing stress, anxiety,
depression and poor social relationships. This finding is
supported by research carried out in a drug rehabilitation
unit in Iran, which identified all patients who reported
being drug dependent also suffered from depression,
anxiety and stress.? Findings from the current study were
also consistent with a study in India.® Further, a
significant relationship between stress, depression and
anxiety was found in a study with participants who were
from the same age group and gender as participants in
the current study.” The mean age of current study was
similar to that of a study done by Sudrabaa.’ Participants
were aged from 17 to 67, mean age 38.24 +10.28. The
severe stress level reported by participants in the current
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(2012), which supports the view that many people drug
dependency problems also experienced severe stress.
Findings in the current study were also aligned with
research conducted in Egypt in that participants had a
mean age =25.41+ 7.24 years, low educational level and
low social level.! It appears that people with substance
misuse problems may be prone to experiencing a vicious
cycle whereby they may believe that using drugs can
alleviate their negative emotions or heal their mental
health conditions, which then leads to further drug use.
In addition, people with depression who misuse
substances may believe that their experience of lethargy,
low mood and fatigue can be improved with drugs and
this outlook would also lead to further drug use. The
consequence, however, is that the pattern risks positively
reinforcing the substance misuse behavior in a perpetual
cycle of psychological symptoms leading to drug use and
drug use leading to psychological symptoms. Results
showed a significant association between psychological
outlook and social relationships in participants with
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severe depression, stress and anxiety who also
complained of having had bad relationships. This is an
important point when considering a World Health
Organization survey conducted in Irag and in the
Kurdistan region over a 12-month period which reported
high prevalence rates for stress, depression and anxiety
disorder.®

Conclusion

The current study found that the majority of participants
who were dependent on or addicted to substances also
reported high levels of anxiety, moderate depression and
poor social relationships. There was a significant
association between participant age group, economic
status and educational level although this was not the
case with social relationship and depression. Further,
there was a statistically significant association between
drug dependency and depression, anxiety and poor social
relationships.

Recommendation

Psychoeducation about the impact of substance misuse
on mental health, social relationships and overall well-
being is recommended for people who have become
dependent on drugs and for those who support them,
including family and the wider community. An
information campaign using mass media, pamphlets or
posters would be helpful. Early detection of substance
misuse problems and appropriate psychosocial and
pharmacological interventions would likely benefit those
affected and reduce community burden. Conducting
similar studies at a national level on larger samples of
patients who are dependent on substances may provide
further insights for the management of substance misuse.

Limitations

The current study identified four limitations: (1) the
DASS has not been validated in Irag; (2) many patients
were hesitant to participate for fear that they might be
incriminated for their substance misuse; (3) many
reported finding it difficult to attend hospital due to the
stigma and associated feelings of shame; and, (4) there

23

are fewer people with drug dependency problems in Iraq
compared with other countries.
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Abstract

B ackground: Adolescents in Baghdad have had repeated experiences of war and community violence during their

lifetime. The majority will have maintained good mental health although some will struggle with social, emotional
and behavioral difficulties often associated with posttraumatic stress reactions (PTS). Psychosocial interventions that enhance
coping and resilience can improve mental health. Few have been evaluated in communities affected by such conflict. The
current study was conducted in 2015 when an upsurge in violence across Iraq triggered a rise in car bombs, aerial
bombardment, armed conflict and internal displacement. Method: Four classrooms from three randomly chosen, single-sex
secondary schools in Baghdad were selected. Of the 116 students recruited, 102 (48 boys, 54 girls) agreed to participate; ages
ranged from 13-18 years. Trauma history, anxiety and PTSD-related symptoms were assessed using age appropriate, reliable
and valid self-report measures. Teaching Recovery Techniques (TRT) involved a five session, group-based intervention for
PTSD-related symptoms with one psychoeducational session for parents and post-assessment at two weeks. Results:
Exposure to seven or more traumatic events were reported in 44% of students. Those with more severe PTSD-related
symptoms (44%) demonstrated statistically significant improvement. Overall results showed no statistically significant
difference for anxiety or PTSD-related symptoms. Parent engagement was low although feedback from teachers and
participants was positive. Conclusion: Multiple trauma exposure and moderate-to-severe PTSD-related symptoms reported
by most participants suggests the need for targeted interventions, such as TRT. Further evaluation using an active control
possibly in a community-based setting may improve outcomes and increase parent engagement. Delivery and implementation
should be localized with costs kept to a minimum to ensure sustainability.

Key Words: Teaching Recovery Techniques, Adolescents, Baghdad, Posttraumatic Stress, Multiple Trauma Exposure, War
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Psychosocial interventions for dealing with traumatic
stress and PTSD are less common in Iraqg than traditional
methods of care, such as psychiatry and faith healing. In

Introduction

A generation of young people growing up in Baghdad

have been exposed to war and community violence. Aerial
bombardment, car explosions, abductions, and seeing
dead bodies have characterized daily life alongside more
typical childhood experiences. The majority have learned
to cope and function normally; however, in our clinical
experience we encounter those in Baghdad who report
difficulties that have persisted over many years, including
chronic poor sleep, disturbing memories, behavior
problems, concentration  difficulties and social
withdrawal, all of which can lead to mental health
problems and compromise academic performance if left
unaddressed. This is supported in studies of school age
children and adolescents living in Baghdad and other
cities in Irag.® Traumatic stress reactions leading to
posttraumatic stress disorder (PTSD) diagnosis has been
reported in youth from many cultures following exposure
to war.”®
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Baghdad and other major cities in the country where there
still are very few NGOs on the ground, it is up to local
practitioners to establish and maintain training networks
and there is growing capacity to achieve this. Group-based
psychosocial approaches offer one way of helping the
affected population regardless of individual differences in
war related exposures or traumatic stress reactions.
Promotion of resilience and personal coping through
normalizing activities is the basis for improved
wellbeing.®

An increasing number of researchers in conflict-affected
communities, such as Palestine, Afghanistan, Lebanon,
Uganda and the Sudan are evaluating group psychosocial
interventions designed to reduce the risk of developing
mental health difficulties in children and adolescents
following mass violence.’%!12 Such evaluation can
ultimately lead to the evidence-base for what remains a
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largely under-researched field of study. The growing
implementation of non-evidenced based psychosocial
interventions in low to middle-income countries affected
by war and open conflict is reason enough to persevere.?

Schools are a practical setting for group-based
interventions designed for large numbers of children with
shared experiences of car explosions, shelling, kidnapping
and interpersonal violence. School environments have the
potential to provide support for children since teachers
may better understand their psychological, social and
academic challenges. Researchers nevertheless must
concern themselves with the feasibility and acceptability
of the intervention being delivered if its sustainability is
to be assured. This point goes beyond the fundamental
expectation that the intervention should be culturally
adaptable. Schools are busy places of learning. In Western
culture, it is not unusual for mental health topics to form
part of the school curriculum and good mental health is
more commonly recognized as integral to successful
academic performance. This is less so for war-torn
societies, particularly those where the focus may still be
on a return to normalcy, such as through the improvement
of national literacy rates, which may have declined due to
years of education lost to a country.

A meta-analysis of studies on interventions for trauma
exposed children and adolescents has identified programs
varying in duration from five sessions to 18 sessions.? It
can be argued that brief, but effective interventions may
offer a balance against such competing demands. Among
the earliest and briefest is Teaching Recovery Techniques
(TRT), which was developed in 1999; has since
undergone several revisions — most recently in 2016; and,
in 2018, was recognized as an effective group-based
intervention in the UK’s National Institute for Health and
Care Excellence (NICE) Guideline for children and
adolescents with PTSD.1314

Teaching Recovery Techniques (TRT)

TRT is a group-based, psychosocial intervention informed
by Cognitive Behavior Therapy (CBT) approaches
targeting posttraumatic stress reactions in adolescents
aged between 12 to 18 years. Its main purpose is to
educate children about the symptoms associated with
PTSD and teach appropriate coping strategies for dealing
with core symptoms of intrusions, arousal and avoidance.
Parent/caregiver involvement is key to supporting young
participants to practice the skills they learn during the
sessions.

A variety of techniques are taught, including
normalization of stress reactions, psychoeducation,
symbolic and dream work, relaxation techniques and
exposure. TRT is a practical choice for secondary
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prevention when working in complex and difficult
environments, where child mental health care
professionals may be in short supply, so it is intended for
use by teachers, youth workers, pedagogues,
psychologists, counselors, or community leaders, after
some preliminary training.

The first two sessions involve normalizing and educating
about posttraumatic stress reactions, dealing with
intrusive memories (using imagery techniques designed to
master the visual, auditory and olfactory memories), dual
attention tasks (alternative tapping on the knees which is
a technique used in EMDR), and dream work (by using
the same imagery techniques mentioned above to master
the recalled frightening dreams). The third session deals
with  hyper-arousal through teaching relaxation
techniques, birth control, and sleep hygiene.

The fourth and fifth sessions deal with avoidance and
exposure by encouraging adolescents to engage with
traumatic reminders using a fear hierarchy, graded
exposure while also encouraging them to express their
thoughts and emotions through writing, drawing and
talking.

A session for parents/caregivers is run in parallel to these
sessions with the aim of normalizing children’s reactions;
improving the recovery environment of the child; and,
providing advice to parents on self-help strategies.

TRT has resulted in significant reductions in PTS and
depression in Palestinian adolescents living through
ongoing community violence!>” and with those
displaced by war to the UK and Sweden.!8% It has also
had favorable results with adolescents following natural
disaster.?

The current study is the first to use TRT in lIraq for
adolescents affected by war and ongoing community
violence. It had two aims: (1) to assess trauma exposure,
PTS and anxiety levels in secondary school students living
in Baghdad; and, (2) to apply TRT to help them learn
coping and resilience-building skills.

Methods

Setting and participants

Three single-sex secondary schools were randomly
selected from a list 1368 students in 20 schools. The boys’
school was an intermediate and high school situated in the
same building; there were two girls’ schools — one for
intermediate and one for high. The list was provided by
the Directorates of Education in the district Al-Karkh in
Baghdad. The city is divided into two sides by the Tigris
- Karkh and Resafa. Both sides of the river experienced
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ongoing violence until 2014 followed by an upsurge in
violence at the time of the current study.

From the three schools, four out of 24 classrooms were
randomly selected. This resulted in the girls’ school
yielding n=54 girls and n=48 boys from the other two
schools, which took groups somewhat over the
recommended 15 student per group limit for TRT. Five
weekly, consecutive group sessions were delivered in
their respective classrooms. Participants’ ages ranged
from 13 to 18 years.

Intervention and training

The 2012 version of the TRT manual was translated by the
first author (NA) using a translation, back-translation
procedure supported by the third author (TS). The first
author who also delivered the TRT training at Baghdad
Teaching Hospital to a team of psychiatrists,
psychologists and social workers over two-days,
supported online by the third author, then produced final
versions. Total training costs to deliver and implement
TRT were under £300 UK pounds sterling due to training
responsibilities being managed at the local level.

A half-day educational meeting with teachers and staff of
the selected schools was held during which the
symptomatology of PTSD and purpose of the intervention
was explained.

From 23 February 2015 to 31 March 2015, the
intervention was delivered simultaneously to the four
groups of students with two leaders for each group. It
involved weekly sessions of two hours each for five
consecutive weeks. Parents/caregivers were invited to
attend a psychoeducational session in parallel with the
first TRT session to the students and later groups were
encouraged, but there was very little take up despite
meetings held to explain the intervention. Parents
expressed some ambivalence stating that they felt the
intervention was not linked to education, which was a
greater priority for them.

Measures

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

Children’s Revised Impact of Events Scale
(CRIES-8)%
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The CRIES has been used in most TRT studies. It is brief
self-report measure for screening children and adolescents
at risk for PTSD. The eight statements make up two
subscales: avoidance and intrusion. The total score, from
0 to 40 with a cut-off of 17 or above, has shown good
internal consistency and has successfully categorized over
75% of children with and without a PTSD diagnosis.?

Spence Children’s Anxiety Scale (SCAS)*

The SCAS is a 45-item child self-report questionnaire
devised to evaluate symptoms relating to separation
anxiety, social phobia, obsessive-compulsive disorder,
panic agoraphobia, generalized anxiety and fears of
physical injury. It has strong psychometric properties.?*

Ethics

Ethical review was via the Ethics Committee of the
Scientific Council of Psychiatry - Arab Board. Permission
to conduct the current research was obtained from the
Department of Education of Al-Karkh and from the
schools’ administrations. All parents/caregivers received
a letter explaining the purpose of the study, which assured
confidentiality and their child’s right to withdraw from the
study at any time without consequence to their education.
Written consent was obtained from all parent/caregivers
and oral assent from all participating students who were
also reminded of their right to withdraw from the study
without consequence.

Data analysis

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

Results
Attrition

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

Descriptive statistics

Of the remaining 102 participants, 48 were boys (47.1%)
and 54 were girls (52.9%); all in secondary school. Fifty-
five students (53.9%) were in the second year, 26 (25.5%)
are in the fourth year and 21 (20.6%) were in the fifth year.
Their ages ranged between 13 to 18 years (M=15.40,



Teaching Recovery Techniques to Adolescents Exposed to Multiple Trauma in Baghdad

SD=1.437). Ninety-three students attended all five TRT
sessions. The attendance rate for the parent/caregiver
session was low with only 20 joining across all four-
classroom settings.

Significant stressors and traumatic events

The fathers of five students (4.9%) and the mothers two
(2%) had died as result of the violence. Eleven students
(10.8%) stated their families did not have enough money
for daily living. Thirty-five students (34.3%) were living
in a house not owned by their families. Twelve students
(11.8%) reported that both parents were unemployed. Ten

students (9.8%) reported at least one of their parents was
not in good health. Four students (3.9%) were not in good
physical health.

Table 1 (below) provides a comprehensive impression of
the type the traumatic stressors on the Baghdad Trauma
Checklist and percentage of students who experienced
them. The highest percentage was for students who had
seen dead bodies 46 (45.5%), 43 (42.6%) who had
witnessed car bombing, 41 (40.6%) who had witnessed
aerial bombardment and the lowest was 19 (18.8%) whose
homes were destroyed or damaged by shelling.

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

Type of Traumatic Event n %

Witnessed aerial bombardment 41 40.6%
Witnessed destruction of buildings 38 37.6%
Witnessed car bombing 43 42.6%
Witnessed armed combat 35 34.7%
Witnessed someone being injured or killed 35 34.7%
Seen dead bodies 46 45.5%
Touched or carried injured person 25 24.8%
Family home destroyed or exploded 19 18.8%
Family home looted 25 24.8%
Family forced by violence to leave home 24 23.8%
Family member injured, kidnapped or imprisoned 27 26.0%
Father or mother Killed 7 6.7%

PTSD-related symptoms

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

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

Table 2. Number of traumatic events for N=102 students reporting PTSD-related symptoms
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n= below or above CRIES-8 Total p-value
cut-off
<17 >17
0 1 0 1
1.8% .0% 1.0%
1-2 15 3 18
Number of traumatic 26.3% 6.7% 17.6%
events 3-4 13 9 22 0.002
22.8% 20.0% 21.6%
5-6 12 4 16
21.1% 8.9% 15.7%
>7 16 29 45
28.1% 64.4% 44.1%
Total 57 45 102
100.0% 100.0% 100.0%

Anxiety symptoms

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

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

traumatic events (32.66%).

Table 3. Relationship between the frequency of traumatic events and scores on SCAS

SCAS cut-off (anxiety) Total p-value
<60 >60
0 1 0 1 0.125
1.2% .0% 1.0%
1-2 17 1 18
Number of traumatic of events 20.2% 5.6% 17.6%
for those above and below 3-4 19 3 22
22.6% 16.7% 21.6%
17.9% 5.6% 15.7%
>7 32 13 45
38.1% 72.2% 44.1%
Total 100.0% 100.0% 100.0%

Table 4 (below) shows the mean scores of both CRIES-8
and SCAS pre and post intervention for all 102
participants, but no statistically significant
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difference in change scores overall for either PTSD-
related symptoms or anxiety at post intervention.
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Table 4. Total CRIES-8 and SCAS scores for N=102 students pre and post intervention

Variables Mean SD p-value

CRIES-8 total score | Pre intervention 15.08 12.120 0.346
Post intervention 13.65 9.372

SCAS total score Pre intervention 4251 20.231 0.080
Post intervention 37.78 18.175

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

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

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

Variables n= Mean SD p-value
CRIES-8 total score Pre 45 27.09 5.923 0.0001
Post 42 22.71 5.279
SCAS total score Pre 18 72.78 11.181 0.337
Post 12 69.42 7.994
Discussion CRIES-8, which found 46.1% with clinically significant

The current study coincided with an upsurge of violence
in the northern part of Irag, which also affected Baghdad.
All but one of the 102 adolescents who completed the
study reported that they had been exposed to at least one
significant stressor associated with war and community
violence although time since the most recent trauma was
not specified during assessment. At the material time,
aerial bombardment in the region had resumed for the first
time in many vyears leading to large-scale internal
displacement and a rise in the number of car bombings
across Baghdad. This may explain the high rate of PTSD-
related symptoms reported. Variances in psychological
symptom prevalence rates are important to place in
context, particularly considering that violence in long-
affected communities can resurface at any time. A study
in occupied Palestine found 41% of children reported
moderate-to-severe PTSD during a time of heightened
levels of violence.?® Another with secondary students in
Uganda reported PTSD prevalence rates of 31.36% in
those who had witnessed seven or more traumatic events
associated with war.** This is supported in a randomized
control trial of TRT in rural occupied Palestine using the
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levels of PTSD following multiple trauma exposure.®

As relates to the current study, 23.8% of participants were
forced to leave their homes having been displaced from
the northern part of Iraq and their experiences may have
influenced the overall demographic and psychological
profile for participants. However, research methodologies
will also differ; for example, a study with secondary
students in Baghdad that reported a much lower PTSD
prevalence rate used a psychological screen for multiple
trauma exposure?® that has been validated and used in the
Middle East with adults.?”?®¢ Conversely, the TRT
evaluation in rural Palestine found a similar level of PTSD
symptom severity as the current study; both used the
CRIES-8.%° Nevertheless, studies of war-exposed children
in Iraq have consistently highlighted the impact of
multiple trauma exposure on the mental health of children
living in the country’® and the need for evidence-based
psychosocial interventions that can provide relief is stark.
An evaluation of TRT in Nablus found significant
improvements for adolescents with depression, grief and
PTSD-related symptoms and concluded that the
intervention had potential to ameliorate children’s
traumatic stress reactions during a period of ongoing
violence.?
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For the current study, TRT led to significant reduction of
PTSD-related symptoms in trauma exposed adolescents
who reported levels above the clinical cut-off for likely
PTSD diagnosis although overall the result was non-
significant. Qualitatively, most students reported that they
enjoyed the TRT sessions and felt helped by them. In
practical terms, the schools’ noisy environments were not
entirely conducive to learning relaxation and imagery
techniques, which highlights the challenges of evaluating
school-based interventions sufficiently to ensure their
suitability and adaptability within schools in settings
where the aftermath of war and the effects of ongoing
violence are still felt. The use of community-based
settings for intervention delivery in future may produce
better outcomes for children as well as parents/caregivers.
A study of TRT in Sweden with unaccompanied minors
resulted in good outcomes for the 49 who completed the
study in a community-based setting.®

Although schools randomized to the current study had
good links with the students’ parents/caregivers and staff
supported the research by encouraging their attendance at
an information session organized before the
psychoeducation part of TRT, parents/caregiver
participation was low. Feedback from parents was that
they did not see a link between the intervention and their
children’s educational needs. Materials produced in the
version of the manual used for the current study with
trainers and for parents did not provide emphasis on how
symptoms associated with PTSD can adversely impact
academic performance and, conversely, how enhancing a
child’s coping and resilience is potentially linked to better
academic performance. Such information may well have
drawn in more parents and caregivers.

Logistically, TRT training and implementation was
possible to achieve locally because the lead trainer had
been trained in use of the manual by the Children and War
Foundation. Fidelity to the protocol was partly evaluated
however there was drift from the original guidelines, e.g.
teaching the group of trainers in a circle rather than lecture
hall format, although this was not mirrored in the actual
delivery of the intervention. TRT is designed for its ease
of delivery and potential to be cost-effective. In the current
study, training and implementation costs were relatively
low, which is in keeping with findings from an evaluation
of the intervention conducted in occupied Palestine.'’

Strengths and limitations

Obvious limitations were the absence of fidelity checks
during training, the small sample size and the lack of
active control group. Posttest measure at two-weeks
limited evaluation as to long-term effects of the
intervention. There were difficulties arranging posttests at
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three and six months because these coincided with final
exams and school summer holiday. Further, more robust
data analysis was needed. The study also would have
benefitted from an assessment of depressive symptoms
and daily functioning to better understand the impact of
these symptom on children. Parent information and TRT
psychoeducation sessions were not well attended, which
may have limited the effectiveness of the intervention.

In terms of strengths, the current study was the first to use
TRT in Iraq and was successfully delivered by volunteers
in a school setting despite many logistical challenges.
Additionally, assessment of children in Baghdad was
followed by an appropriately targeted psychosocial
intervention with groups of adolescents, which does not
reflect the current trend for studies on the mental health
and trauma experiences of children and adolescents in the
country, which tends to involve needs analysis and survey
methods only.

Conclusion

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

Recommendations

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

findings, including good local and regional journals as
well as those with high impact factors and broad
international outreach is needed and would be beneficial
if establishing an evidence-base for interventions in war-
torn settings is the shared aim.
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Abstract

ackground: Victimization of patients with major depressive disorder is a serious problem that is underestimated.

Objectives: The current study identified and compared clinical and socio-demographic characteristics of victimized
and non-victimized Egyptian patients with major depressive disorder. Methods: Using a cross-sectional design, N=100
participants were recruited from the Institute of Psychiatry, Ain Shams University and administered the Structured Clinical
Interview for Diagnostic and Statistical Manual of Mental Disorders, 4th ed. Axis | (DSM-1V; SCID), Hamilton Rating Scale
for Depression (HAM-D), Global Assessment of Functioning (GAF), Clinical Global Impression (CGl), Victimization
Questionnaire (VQ) and a questionnaire for demographic data. Patients were classified into victimized (n=52) and non-
victimized (n=48) groups. Results: Fifty two percent of patients with depression reported being victimized. The majority
were married women with low socio-economic status and experiences of abuse in childhood compared with the non-
victimized group. Most victimized patients were diagnosed with recurrent MDD followed by MDD with psychatic features.
The HAM-D indicated severe depression in 92.3% of the victimized group and the CGI indicated marked illness compared
with the non-victimized group. All patients in the victimized group experienced emotional abuse; 58.3% were subjected to
physical abuse and 30.8% were subjected to miscellaneous types of abuse. Emotional abuse was mainly by spouses. The
majority did not report such incidents. Conclusion: The rate of physical and emotional abuse of patients with depression is
high. Women were more likely to be victimized than men. Routine psychiatric interviews should include questions about
patient abuse history. Further research is needed in order to inform mental health policies and procedures within Egyptian
society.

Keywords: Victimization, Depression, Perpetrators, Violence
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thought processes, impulsivity, poor planning and
problem solving, which can compromise an individual’s

Introduction

Depression is a common mental illness. An estimated 350
million people of all ages experience the symptoms of
depression worldwide, according to a World Health
Organization (WHO) report.! Victimization of patients
with mental illness is a pressing global health problem
affecting recovery and community integration.?

Depression also contributes significantly to disability.
Previous studies showed that depression was the second
leading cause of global disability.* Evidence also points to
the fact that patients with mental illness are more likely to
report a history of physical and emotional abuse than the
general population.® Many reasons for this have been
identified. The illness can impair their ability to manage
conflict situations; increase the expression of negative
feelings; and, puts more demands on others.® In addition
to this, there is impaired reality testing, disorganized
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ability to perceive risk and protect himself/herself.” A
Chinese study revealed high levels of depression in
abused women.®

The risk of victimization varies according to demographic
and psychosocial characteristics. Among the putative risk
factors, the most important appear to be gender, race,
employment status, social environment, economic status,
poor physical health, criminal history and history of past
victimization.®

People with psychiatric disabilities are far more likely to
be victims than perpetrators of violent crime.l?
Conversely, in a study conducted in Sweden, it was found
that the risk of violent crime was increased in depressed
patients.t



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

A study by Arboleda-Florez'? reported that mental illness
may be a risk factor for violence; the reverse may also be
true, and that violence may be a causative factor for
mental iliness. On the other hand, stigmatization of mental
iliness plays a role in increasing rates of victimization in
this population and leads to their reluctance to report the
event. Indeed, violent victimization of persons with major
mental illness has long-term adverse consequences on the
course of their illness, exacerbation of existing symptoms,
increases the likelihood of service utilization and
substantially impairs the quality of life of patients and
their families, 13142

The current study is part of a research series that evaluated
victimization = among  Egyptian  patients  with
schizophrenia®® and bipolar disorder.%® It was primarily
driven by the paucity of studies concerning victimization
of patients with depression in Egypt. Using a cross-
sectional, case-control design, the study compared
patients with major depression who were victimized with
non-victimized patients and aimed to define the profile of
the incidents of victimization.

Subjects and Methods
Site and design

The current study was conducted at the Institute of
Psychiatry, Ain Shams University in Eastern Cairo. The
university serves a catchment area of about a third of
greater Cairo, including urban and rural areas. The study
was designed as a case control, cross-sectional
observational study. The sample size and the selected
tools were developed on the basis of a past pilot and
studies on patients with schizophrenia and bipolar
disorder who reported histories of abuse.!>!6

Participants

One hundred participants were recruited from the
inpatient and outpatient departments of the Institute of
Psychiatry. All fulfilled the inclusion criteria; namely,
both genders, 18 years or older, with a primary diagnosis
of major depressive disorder according to Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition
(DSM-1V), with more than one-year duration of illness.
Patients with other Axis | disorders, substance misuse
problems or comorbid medical disorders were excluded.

Approvals and Consent

The current study was conducted in accordance with the
Helsinki Declaration (1975) and in accordance with the
guidelines of the Research and Ethics Committee of the
Institute. The research protocol was reviewed by the
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Research and Ethics Committee of Ain Shams University.
All participants signed an informed consent to participate
in the study after the aim and procedures were explained
to them. Confidentiality was assured and all were
informed their participation was voluntary and that they
had the right to withdraw from the study at any time.

Tools
The following tools were used:

1. Structured Clinical Interview for DSM-IV Axis |
diagnosis (DSM-1V;SCID-I)Y" which is a semi-
structured diagnostic interview administered by
an experienced trained bilingual researcher. The
Arabic version was translated by EI-Missiry.
SCID-l was validated and used in previous
Egyptian studies, 181920

2. The Hamilton Rating Scale for Depression
(HAM-D) was used to measure the severity of
depressive symptoms in patients with major
depression. It is a 19-item checklist ranked along
a likert scale of 0-4 or 0-2. A score of >23
denotes very severe symptom levels whereas 19-
22 is severe, 14-18 is moderate, 8-13 is mild and
a score of <7 is normal.?*

3. Global Assessment of Functioning (GAF) is a
numeric scale (0-100) to subjectively rate the
social, occupational, and  psychological
functioning of adults in life.??

4. Clinical Global Impression (CGI)? is a 7-point
scale requiring the clinician to rate the severity of
the patient's illness at the time of assessment,
relative to the clinician's past experience with
patients with the same diagnosis. Considering
total clinical experience, a patient is assessed on
severity of mental illness at the time of rating.

5. A questionnaire designed to elicit information
about demographic data, family circumstances
and illness details.

6. Fahmi and El Sherbini Scale for social class
determination in Egyptian communities.?

7. The Victimization  Questionnaire  (VQ),
developed and Standardized by EI-Missiry et
al.,’® includes questions about crimes, such as
personal theft, robbery, burglary, vandalism,
assault with or without a weapon, attempted
assault, biased physical and verbal assault,
kidnapping, threatening, blackmailing, verbal or
physical abuse, sexual harassment, emotional
abuse, financial abuse, or different types of
emotional victimization. It was adapted from the
Criminal Victimization Questionnaire 2009%
and the Juvenile Victimization Questionnaire.?
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The questionnaire was modified and standardized for the
Egyptian culture. The research team was trained in the use
of the tools prior to the study.

Statistical analysis

Data analysis was carried out using the Statistical Package
for Social Science - Version 15 (SPSS 15).27 Student’s t-
test was used for comparison between the means of the
different groups. The Pearson’s chi-squared test was used
for comparison between qualitative variables. The p-value
was used to indicate the level of significance, where p to
0.05 is considered significant.

Results

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

Socio-demographic characteristics

In the current study, more women reported being
subjected to victimization than men (p=0.001). The
majority in the victimized group were married (92.30%,
p=0.001), lived in urban areas (p=0.23) and had low socio-
economic status (53.80%, p=0.346) (Table 1).

Regarding employment status, the non-victimized patients
were mostly more stable at work whereas the victimized
were commonly not working or were housewives or
students. There were no statistically significant
differences between either group with respect to age,
social class, place of living, years of education, or history
of having been bullied at school. The victimized group
reported greater exposure to parental domestic violence
(p=000) and childhood abuse (p=0.044). A statistically
significant difference was found when comparing the two
groups in terms of family history of psychiatric illness and
family history of drugs and alcohol abuse (see Table 1).

Clinical characteristics

36

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

On comparing the clinical severity of depression via the
HAM-D, the current study found that most of the
victimized patients were severely depressed (92.3%)
compared with 66.7% of the non-victimized group
(p=0.002).

Profile of victimization

All participants in the current study who reported having
been victimized disclosed that they were exposed to
emotional abuse, including being locked indoors, called
bad names, emotionally threatened and devalued. Physical
abuse was encountered in 58.3% in the form of hitting,
kicking, slapping while 30.8% were exposed to
miscellaneous victimization, including verbal assault,
personal theft, sexual harassment and unwanted sexual
activity (see Figure. 2, Table 3).

When studying participants’  relationships  with
perpetrators, the results compiled in Table 3 show that
emotional abuse was mainly inflicted by spouses in 57.7%
of respondents followed by siblings (23%) and lastly by
both parents and strangers (7.7%). As regards physical
abuse, this was inflicted by acquaintances against 42.8%
of respondents, strangers in the case of 28.6% and by
either spouses or siblings for 14.3%. Finally,
miscellaneous  victimization was inflicted by
acquaintances as reported by 75% of respondents with the
remaining 25% experiencing such abuse by strangers.

The mean frequency of exposure to victimization during
the past year was 9.76+3.58 for emotional abuse followed
by physical abuse (5.23+5.56) with the least reported
being miscellaneous abuse 1.53+3.18. Most participants
who reported having been victimized did not report the
occurrence of the abusive acts to anyone - whether friends,
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police or family members. The reasons for non-reporting felt it was not important or felt worried about
varied. Some considered it a personal matter while others repercussions from the offender.

Figure 1. Prevalence of victimization among patients with depression

Non victimized,
48%

Victimized, 52%

Figure 2. Type of victimization among patients with depression

0,
120% n=100
(100%)
100%
80%
n=53
60% (80%)
n=30
40% (80%)
20%
0%
Miscellaneous (n=16) Emtional (n52) Physical (n=28)
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Table 1. Socio-demographic and family characteristics: victimized versus non-victimized patients

Non-victimized Victimized Test p-value 95% confidence
(n=48) (n=52) interval
Mean£SD Mean£SD
Age 40.75£11.72 38.92+10.58 t=0.819 0.415 Lower Upper
-2.60 6.254
Years of 11.75+5.055 11.85+6.347 t=0.83 0.933 -2.386 2.193
education
N % %
Gender Male 16 (33.30%) 4 (7.70%) X 2=10.256 0.001
Female 32 (66.709%0) | 48 | (92.30%)
Marital Status Single 12 (25%) 0] (0%0) X 2=15.064 0.001
Married 32 (66.709%0) | 48 | (92.30%)
Widowed 4 (8.30%0) 4 (7.70%)
Place of living Rural 12 (25%) (15.40%) X 2=1.442 0.230
Urban 36 (75%) 44 | (84.60%)
Bullying at Negative 16 (33.30%) | 16 (30.80%) X 2=.075 0.784
School Positive 32 | (66.70%) | 36 | (69.20%)
Stability at work | Not 12 (25%) 36 | (69.20%) X 2=22.988 0.000
working*
Stable 28 (58.30%0) 8 (15.40%0)
Unstable (16.70%0) 8 (15.40%0)
Social class High (8.30%0) 8 (15.40%0) X?=3.312 0.346
Middle (8.30% 8 (15.40%0)
Low middle 12 (25%) 8 (15.40%0)
Low 28 (58.30%0) | 28 | (53.80%)
Childhood abuse | Negative 32 (66.70%) | 28 (53.80%) X?=8.120 0.044
Emotional 8 (16.70%) 4 (7.70%)
Physical 8 (16.7%) 16 | (30.00%)
Sexual 0 (0%) 4 (7.70%)
Domestic Yes 4 (16.7%) 20 (38.5%) X2=12.421 0.000
parental violence | No
Family history of | Negative 40 (83.30%) | 36 (69.20%) X?=8.063 0.018
psychiatric illness | 1%t degree 8 (16.70%) 8 (15.40%0)
relatives
2" degree 0 (0%) 8 (15.40%)
relatives
Family history of | Negative 48 (100%) 40 (76.90%) X2=12.587 0.002
drug /alcohol Abuse 0 (0%) 8 (15.40%0)
abuse Dependence 0 (0%) 4 (7.7%)

* Including students and housewives
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Table 2. Clinical characteristics of victimized versus non-victimized patients

Non-victimized Victimized Test p value 95% confidence
n=48 n=52 interval
Mean£SD Mean£SD Lower | Upper
Age of Onset 36.8+13.49 28.69+12.88 t3.08 0.003 2.7 13.37
Duration of illness 4.5+6.35 8.09+9.50 t-2.200 0.03 -6.825 | -0.352
GAF 55.33+10.5 54.08+11.53 t0.628 0.569 -3.106 | 5.619
Number of episodes No % No %
First 28 58.3 32 61.5 X%28.152 0.000
Second 12 25 4 7.7
Third 0 0 8 154
Fourth 0 0 8 154
More 8 16.7 0 0
Current Diagnosis
MDD single or recurrent episode 36 75 28 53.8 X?=17.66 0.001
MDD with psychotic features 8 16.7 12 23.1
MDD without psychotic features 4 8.3 0 0
MDD with melancholic features 0 0 12 23.1
Medications Prescribed
Antipsychotics with antidepressant 8 16.7 12 23.1 X?=0.641 0.463
Antidepressants 40 83.3 40 76.9
CGI impression No % No %
Moderately ill 16 33.3 4 7.7 X 2= 0.000
Markedly ill 20 41.7 36 69.2 35.668
Severely ill 12 25 0 0
Extremely ill 0 0 12 231
HAM-D No % No %
Moderate 8 16.7 0 0 X?=12.393 0.002
Severe 8 16.7 4 1.7
Very severe 32 66.7 48 92.3
MDD: Major Depressive Disorder, GAF: Global Assessment of Functioning, CGI: Clinical Global Impression,
HAM-D: Hamilton Depression Scale
Table 3. Profile of victimization
Physical victimization Miscellaneous Emotional
n=28 victimization victimization
n=16 n=52
Mean+SD Mean+SD Mean+SD
Frequency of victimization 5.23+5.56 1.53+3.18 9.76+3.58
Perpetrator No % No % No %
Stranger 8 28.6 4 25 4 7.7
Spouse 4 14.3 0 0 30 57.7
Siblings 4 14.3 0 0 12 23
Parents 0 0 0 0 4 7.7
Acquaintance 12 42.8 12 75 2 3.8
Reporting No % No % No %
Yes 2 7 1 6 6 12
No 26 93 15 94 46 88
Reasons for non-reporting No % No % No %
Personal matter 14 50 4 25 22 42.3
Not important 0 0 0 0 6 115
Fear of offender 4 14.3 8 50 10 19.2
Dealt with another way 6 21.4 0 0 4 7.7
Offender prevent them 0 0 0 0 4 7.7
Others 4 14.3 4 25 6 11.6
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Discussion

The high rates of victimization among patients with
mental illness compared to the general population have
been documented by many researchers.?®?° Prevalence
rates of victimization ranged from 4.3% to 59%.” Earlier
studies estimated victimization prevalence to vary from
16% to 92%.%° Recently, de Vries et al.;! recorded
victimization rates in patients with mental illness four to
six times higher than in the general population.

The current study found that 52% of participants with
major depression had been victimized in the previous 12
months. The variation of these rates could be explained by
differences in methodology, study design, research
population and operational definitions of victimization;
moreover, the specific crime-victimization cannot easily
be compared across studies. The current findings
compared the demographic and clinical characteristics of
patients who were victimized® with patients who reported
no experience of victimization.*®

Psychodemographic data

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

Significant interactions between gender and victimization
in patients with depression were reported by many
researchers.®23 Women with mental illness were 1.7 to 3
times more likely to be victimized.**** Women with a
diagnosis of depression were more likely than men to
report being subjected to physical or sexual assault.®®

In the current study, 92.3% of victimized patients were
women, which is consistent with Teplin et al.,*® who
collected separate data for men and women with mental
illness who were victimized. The annual prevalence for
men was 3% and for women 9.8%. The relative risk was
significantly higher for women than men. Other studies
have found that girls and women were more vulnerable to
sexual victimization, whereas, boys and men were at a
higher risk of physical victimization.3"-%3°

Contrary to the above findings, a Swedish study reported
that 3.7% of men and 0.5% of women with depression
experienced violence.'* Moreover, other studies suggested
that men were more likely to be victimized than
women.*%4! The differences may be related to cultural
issues. In Arab societies, women are the main victims of
domestic violence.*?43
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In the current research, 92% of victimized patients were
married compared to 66.7% of the non-victimized
patients. A previous study on patients with chronic
depression found that approximately 17% of men and
12% of women reported exposure to physical abuse from
their partners. The causal explanation for this finding is
beyond the aim of the current study yet the authors with
the hypothesis put forward by past researchers who
attributed such findings to the fact that depressive
symptoms predicted marital dissatisfaction, which in turn,
predicted psychological and physical victimization.*4

In the current study, the victimized group was
significantly exposed to parental domestic violence and
childhood abuse (as defined by the WHO, 1999)* which
referred to all forms of emotional, physical and sexual
abuse and neglect. A previous study showed that abuse
experienced in childhood is associated with an increased
likelihood of MDD in childhood or witnessing parental
violence are frequent precursors of mental illness and
vulnerability to victimization in adulthood.*6:4748:49.50

Clinical data

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

The current study supports previous studies, which found
that the severity of clinical symptoms (as measured by the
CGI) was associated with a higher probability of being
victimized.”? Clinical explanations of vulnerability to
victimization include poor social and occupational
functioning, limited social network, comorbid personality
disorder, poor problem solving and impaired cognitive
functions. 364!

Victimization of patients with MDD is a serious problem
that is underestimated and often goes unnoticed by
clinicians. Indeed, it is rarely documented in the clinical
record and seldom influences the treatment decision.?®

Profile of victimization

It was found that all victimized patients were subjected to
emotional abuse, which was operationally defined as
being locked indoors, being called bad names, receiving
emotional threats and being devalued. The majority of the
victimized group reported having been abused mainly by
their partners or family members; 58.3% were exposed to
physical victimization, which included hitting, kicking,
slapping and being burned. Violent incidents were
described as having been inflicted by acquaintances,
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strangers and family members. Additionally, 30.8% were
exposed to miscellaneous abuse, which included verbal
assault, personal theft, sexual harassment, and unwanted
sexual activity. The offenders were mainly acquaintances
and strangers. In accordance with the current findings,
numerous researchers have documented that perpetrators
were mainly partners, family members or relatives.52

Some surveys in psychiatric settings in Egypt, Palestine
and Tunisia have shown that between 30% to 50% of
women were victimized by their husbands or another
family member.5® The reported experiences of emotional
abuse in the current Egyptian sample is higher than that of
physical abuse, which is not supported in Western studies.
This may be explained by differences in emotional
expression within Egyptian families, which includes
excessive blame and harsh criticism.>*

It can be suggested that people who are victimized might
not report their experiences® or speak out about their
experiences of abuse; moreover, there is still a common
misconception that people with mental illness are
unreliable informants about their life experiences. This
misconception risks obscuring legitimate concerns about
their experiences.525¢ The current findings support studies
that highlight this view; indeed, most participants in the
current study did not report their experiences of abuse to
anyone.

Non-reporting may be a phenomenon related to Arab
culture as patients are often reluctant to report the crime
to family members or police and can tend to deny or
minimize the incidents even in clinical settings. Patients
sometimes believe that disclosure of the incidents may be
ineffective because they would likely be advised “to cope”
in order to maintain their marital life and protect their
children.®® Patients with mental illness in Western
communities are also less likely to report the victimization
acts to police than other members of the community. This
is supported in studies that suggest official prevalence
rates of abuse are underestimated because many victims
do not report these experiences to the police.¥75758

Victimized patients were more likely to report
psychosocial problems following an experience of abuse,?
which may lead to serious consequences and re-
victimization. From such findings, it is recommended that
the management of victims should start with assertive
engagement in health care.
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Conclusion

Despite the recorded high rate of victimization among
patients with major depression the issue of abuse has
received limited attention in Egypt.

Routine psychiatric interviews tend not to include
questions about patient experiences of current or past
abuse. And yet, most participants with mental illness in
the current study reported having experienced abuse.
Moving forward, prevention and intervention programs
must be implemented to reduce victimization rates and
measures taken to reduce the exposure and the likelihood
of re-victimization. The current study highlights the
importance of addressing such neglected issues especially
in high-risk groups, such as married women with severe
depression and low socio-economic status, in order to
create support networks for timely intervention and more
effective management to better support them.

Strength and Limitations

To our knowledge, the current study is the first in Egypt
to assess the abuse histories of patients with MDD and to
understand their  socio-demographic and clinical
characteristics against a comparator group. It is
understood to be the first study to explore types of abuse
and to classify perpetrators. The findings highlight a
vulnerable group within Egyptian society who would
benefit from having greater support and protection.

Limitations of the current study include insufficient
statistical power and a non-randomized methodology. The
small sample size, single recruitment site and
observational design limit the generalizability of the
findings and the establishment of causality. The subjective
reporting by patients might have introduced a recall bias.
Nevertheless, preliminary findings strongly warrant a
larger multisite study for better generalization of the
findings.
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Abstract

bjective: The current study assessed the influence of depression and medication adherence on the quality of life of

people living with schizophrenia who attended the Federal Medical Center in Lokoja, Nigeria. Method: From 832
registered patients in the hospital, 287 were selected using a convenience sampling technique whereby potential respondents
were approached individually on their clinic days. Three standardized psychological instruments were used: Morisky
Medication Adherence Scale (MMAS-8), Calgary Depression Scale (CDSS), and the World Health Organization Quality of
Life-Brief Scale (WHOQOL-BREF). Results: Data were analysed using simple linear regression. Results showed that 65.5%
of participants had a moderate quality of life; 12.4% reported having a low quality of life; and, 21% reported having a high
quality of life. Results also showed that depression had a significant influence on the quality of life of people living with
schizophrenia (R2=0.66, F(1,285)=560.5, p<.05). Medication adherence had a significant influence on the quality of life of
people living with schizophrenia (R2=0.66, F(1,285)=560.5, p<.05). Conclusion: Depression and medication adherence can
have a direct influence on the quality of life and well-being of people living with schizophrenia, which is an important

consideration when supporting patients to be compliant with their prescribed treatment regime.

Keywords: Quality of life, Depression, Schizophrenia, Medication adherence
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Introduction

All aspects of life for a patient with schizophrenia can be
affected by this severe illness; this may include work, self-
care and capacity to establish interpersonal relationships.*
Though schizophrenia is a mental illness that affects about
1% of the world's total population, Adegbaju reported that
about 50% of people with the diagnosis do not have access
to treatment and 30% live in developing countries like
Nigeria.? It is therefore pertinent and important to
investigate depression in patients with schizophrenia and
their adherence to medication with a view to
understanding the extent to which depression and
medication adherence could contribute to the quality of
life of patients with schizophrenia in Nigeria.

Schizophrenia as a disorder

Schizophrenia is a psychiatric disorder characterized by
positive symptoms (delusions and hallucinations),
negative symptoms (apathy, withdrawal, paucity of
thought and restriction of affect), disorganization
symptoms (disorganized thoughts and actions),® and
cognitive impairment (memory, attention, working
memory, problem solving, processing speed and social
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cognition). It is a devastating psychiatric disorder that
afflicts approximately 1% of the worldwide population.
The condition affects women and men equally and spans
all  socioeconomic  groups.* Like any other
disability/disorder that affects normal human life,
schizophrenia has its attendant emotional/affective
breakdown and side effects too, such as low self-concept,
depression, social withdrawal, etc. All of these can take
their toll on the patient’s life and therefore schizophrenia
is managed medically to enable patients to live a normal
life. In developing countries like Nigeria it is often the
case that people with schizophrenia do not have access to
treatment. It is also important to know the extent to which
adherence to medication is affecting those that have
access to treatment in developing country like Nigeria.
The quality of life of patients with schizophrenia is said to
have an influence on their emotional state, personality
type, adaptation and treatment outcome.®

Patients with schizophrenia and medication adherence

Medication adherence is essential for people with
schizophrenia. Pharmacotherapy is the mainstay for
managing this chronic and often disabling condition.
Nevertheless, non-adherence to antipsychotic medication
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is common in clinical practice and affects approximately
50% of outpatients with schizophrenia.® Many disease-
related, patient-related, treatment-related and
environmental factors may influence adherence in
schizophrenia.”®

Among the variables most consistently found to predict
adherence to antipsychotic medication are illness
insight,”® the severity of psychopathology,” cognitive
impairments,® attitudes toward medication,” substance
misuse,’° antipsychotic side-effects,'! and the quality of
the therapeutic relationship.'?

Despite the view that medication adherence in
schizophrenia is high after hospital discharge, the
transition to home-based treatment may be complicated,
especially for those individuals who lack family or social
support.t®

Shuler examined the prevalence of schizophrenia and the
social factor of the disease.’* Afolayan et al. found a
significant improvement in medication adherence in the
pharmacological studied group; however, quality of life
and symptoms did not improve.*® The study suggested that
non-adherence to medication might affect the patients'
quality of life indirectly via symptom severity and
medication side effects.!® The study also revealed that
treatment strategies involving patients can improve
medication adherence, symptoms and quality of life for
people with schizophrenia. Further, nursing interventions
that contain supervised self-care, behavioral activation,
social skill training, relaxation training, and psycho-
educative intervention might minimize the associated
disability although this needs to be validated.*’

Recently, research conducted on the effectiveness of
psychiatric nursing interventions pertaining to medication
adherence and quality of life in patients with
schizophrenia found no significant correlation between
quality of life and medication adherence.'® Findings also
demonstrated that after one month post discharge from the
hospital, 32.5% of patients showed high treatment
adherence; however, six months after discharge adherence
rates dropped to 16.7%.1°2° Research showed that
treatment adherence in the first month was very low, but
application of telemedicine monitoring systems improved
the compliance in patients with the worst compliance
records. Empirical studies reported that the level of
medication adherence for antipsychotic treatment ranged
from 20.0% to 70.0%.21:22

Schizophrenia and depression

Schizophrenia and depression have historically been
regarded as separate disorders. It is well recognized that
depressive symptoms are common in schizophrenia
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during the development of the illness.?,%* These
symptoms may occur during the pre-psychotic or
prodromal phase; during initial episodes of schizophrenia
in chronically ill patients and even in patients who have
been stabilized on treatment.?26:27:28

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

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

Study aims

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

Hypotheses

e There will be no significant influence of
depression on quality of life of patients with
schizophrenia.
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e There will be no significant influence of
medication adherence on the quality of life of
patients with schizophrenia.

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

Design

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

Ethical approval was obtained from the Research
Committee of the Federal Medical Center Lokoja in the
Kogi State of Nigeria.

Inclusion criteria

e All patients in the age group 20 to 65 years who
with a diagnosis of schizophrenia, according to
ICD-10 criteria;

e clinically stable;

e provided consent to participate in the current
study.

Exclusion criteria

e Patients with significant medical or neurological
illness;

e With schizoaffective disorder and
pharmacological or otherwise ant-depressive
treatment;

e had mental disability;

e met criteria for drug dependence and addiction;

e had a history of inpatient admission six months
prior to assessment;

o had duration of illness of less than two years.
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Instruments

The Morisky Medication Adherence Scale (MMAS-8):
developed by Morisky. This screened for non-adherence
in patients with several chronic conditions. It consisted of

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

Calgary Depression Scale (CDSS)

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

World Health Organization Quality of Life-BREF Scale
(WHOQOL-BREF)

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

Data analysis

Analysis was carried out via the Statistical Package for
Social Science version 22 (SPSS 22.0).
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Result
Table 1. Level of quality of life for people living with schizophrenia (N=287)
Variable Levels Score-range Frequencies Percentage (%)
Low 25-34 36 124
Quality of life Moderate 35-49 189 65.6
High 50-61 62 21

Source: Author’s Field Survey (2018)

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

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

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

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

schizophrenia

Model Sum of Squares Df Mean Square R? F p-value
Regression 510.460 1 510.460 8.152 0.05
Residual 17845.317 285 62.615 0.28
Total 18355.777 286

Table 2b. Coefficient of simple linear regression analysis
Variables B SE B T p-value
(Constant) 45.140 1.204 37.498 0.00
Depression -.221 .078 -.167 -2.855 0.05

(Re=0.28, F(1,285) =8.152, p<.05)
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The hypothesis was tested with the linear regression. The
result of data analysis is summarized in Tables 2a and 2b,
which show that depression accounted for 28% of the
variance in quality of life and depression significantly
predicted quality of life in people with schizophrenia
attending the Federal Medical Centre in Kogi State
(R2=0.28,

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

Hypothesis Two: There will be no significant influence
of medication adherence on quality of life for patients
with schizophrenia.

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

Model Sum of Squares Df Mean Square R? F p-value
Regression 12169.056 1 12169.056 560.5 0.05
Residual 6186.721 285 21.708 0.66
Total 18355.777 286
Table 3b. Coefficient of simple linear regression analysis

Variables B SE B T p-value
(Constant) 13.439 1.236 10.872 0.00
Medical Adherence 1.076 .045 0.81 23.677 0.05

(R?= 0.66, F(1,285) =560.5, p<.05)

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

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



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

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

Variables Mean(SD) 1 2 3
1 Depression 14.31(6.03) 1
2 Medication adherence | 26.52(6.06) 173" 1
3 Quality of Life 41.97(8.0) -167 814™ 1

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

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

Discussion

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

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

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

This finding supported Ganu et al. who found a significant
correlation between depression and overall quality of life,
e,g, 19% of long-term hemodialysis patients were
depressive and showed low scores on quality of life.% The
finding was similar to another study in which 30% of
primary care patients reported having depressive
symptoms and these symptoms were significantly
associated with all aspects relating to their of quality of
life. The study concluded that severity of depressive
symptoms reduced quality of life.3

Findings in the current study are also similar to those of
Marcelo et al. who reported that depressive patients have
quality of life deficits that are directly attributable to mood
disturbance. The degree of detriment to quality of life is
proportional to the severity of depressive symptoms and
the negative relations between depression and quality of
life is as great as (or worse) than that observed in medical
disorders such as rheumatoid arthritis and diabetes.*®

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

The current findings are also similar to Ahmad et al. who
reported that a higher adherence intention contributed to
improved quality of life among patients with epilepsy.3®
Similarly, this relates to Hommel et al. who reported an
inverse relationship between 5-ASA adherence and
quality of life in children with pediatric inflammatory
bowel disease.® This was supported in Julian et al. who
examined the relationship between depression and
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medication adherence and established that severity of
depression was a strong predictor of adherence difficulties
among patients with Systemic Lupus Erythematosus.** A
similar association between depression and medical
adherence was found in outpatients with coronary heart
disease.*

The final objective of the current study was to determine
if there was any significant relationship between
depression, medication adherence and quality of life in
patients with schizophrenia. Current findings confirmed
that there is a positive correlation in that when medication
adherence is high, the quality of life will improve;
likewise, when depression symptoms are mild the quality
of life will also improve. This finding was similar to
Marion et al. who established the relationship between
depression, olfaction and quality of life.*®* Also Jannuzzi
et al., who established the relationship between
medication adherence and quality of life among elderly
people with diabetic retinopathy.*

Limitations

Firstly, it may be argued that the current findings are
relevant to the study setting. The sample size was
relatively small and drawn from one health facility in Kogi
State. Thus, generalizability of the findings is less
achievable. Secondly, the data collected were based on
self-report, which will reflect participant recall bias.
Thirdly, the attitude of respondents toward completing the
questionnaire proved challenging. Participants often
described being too busy to complete these.

Conclusion

Findings from the current study indicated that depression
and medication adherence not only significantly
influenced a patient’s quality of lifek, but also have
significant relationships with the quality of life of patients
with schizophrenia attending the Federal Medical Centre
in Kogi state.

Ethics

Ethical approval was applied for and obtained from the
Federal Medical Center Lokoja Research Committee. The
current study was done in accordance with the
institutional and national research committees’ procedure
and guidelines. All procedures in the current study
involved human participation.
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Abstract

B ackground: The intimate contact people have with smartphones has a strong impact on behavior and on the physical

and psychological well-being of those who use them. Aim: The current study described smartphone usage patterns
and practices among university students in Jordan. Methods: A random sample of N=1005 students (n=412 men; n=593
women) were recruited to the study. All participants were registered in the health faculties at the Jordan University of Science
and Technology (JUST) for the second semester of the academic year 2016/2017. N=918 participants (n=541 women, n=377
men; M=19.8, SD=1.6 years) completed a two-part questionnaire. Part one assessed demographic data; the second surveyed
smartphone usage. Independent t-test and one-way ANOVA were used to test the significance of differences between means.
Results: A total n=547 (59.6%) students reported spending less than five hours on the smartphone daily, n=371 (40.4%)
reported spending more than five hours. About three-quarter of students (70.7%) reported checking their smartphone every
30 minutes or more. The mean (SD) of daily time spent on smartphones in terms of hours was 5.9 (3.7); these means were
found to be statistically different according to gender, age and years of education while having an internet package did not
impact the daily time use. Conclusions: Findings support the view that smartphone usage is increasing among university
students in Jordan. Communicating with family and friends followed by searching for information and checking social media
were the most commonly described uses. The most common situational factor for using smartphones was boredom.

Key words: Smartphone use, Nomophobia, Smartphone addiction
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Introduction

New technologies and social networking, especially
smartphones, have become important tools to
communicate and interact with others. The intimate
contact people have with smartphones has a strong impact
on behavior and on the physical and psychological well-
being of the people using them. It was suggested that
smartphone over use predisposes to musculoskeletal,
ophthalmic, psychiatric and neurological complications
that might impair the quality of life and present a burden
on both individuals and society in terms of morbidity,
productivity, and economic costs.t %5

The use of mobile phones is spreading in an accelerated
manner. The World Bank reported that in 2016 there were
7.512 billion mobile cellular subscriptions compared to
7.184 billion in 2015 with a 4.34% growth.® According
to the EWZOO global mobile market report in 2017, there
were 2.8 billion active smartphones in use that year. By
2020, it has been estimated that there will be 3.6 billion
smartphone users worldwide, which would be a 28.6%
increase compared to the number of users in 2017.Y7
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In Jordan, smartphone usage is considerably high and
increasing where the number of mobile phone subscribers
increased from 8.9 million in 2012 to 16.7 million in 20186,
and the increase in the number of internet subscribers from
1.8 million in 2014 to reach around 9 million in 2016.18

Reports showed that around two-thirds of the Jordanian
population own at least one smartphone and 93% of the
social media accounts in Jordan access the internet
daily.19-22

Surveys that describe patterns and practices of smartphone
usage are lacking in Jordan. Describing the patterns and
practices of smartphone usage among university students
is important because overuse is identified as a possible
risk factor for several physical and mental health issues,
15 and it may contribute to decline in the student's
academic performances due to the wasted time; also, it
would help to highlight the main purpose of use and the
situations where smartphones are being used. This should
help decision makers in their effort to regulate and
improve student usage of smartphones.
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Therefore, the current study was conducted to describe the
patterns and practices of smartphone usage among
university students in Jordan.

Methods

Study population

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

Ethics

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

Measures
A questionnaire of two parts was constructed:
Socio-demographic characteristics scale

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

Smartphone usage characteristics

The second part of the questionnaire collected information
about the characteristics of smartphone usage and
included smartphone possession duration, having internet
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packages, the average daily time spent using smartphones,
frequency of checking a smartphone, number of daily
phone calls made/received, number of daily text messages
sent/received, number of daily email messages
sent/received, number of applications on the smartphone,
purposes of smartphone usage, a situations where the
smartphone is used.

Data collection

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

Statistical analysis

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

Results
Participant characteristics

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

Characteristics n %
Age (year)

<20 470 51.2
20+ 448 48.8
Gender

Male 377 411
Female 541 58.9
College

Medicine 227 24.7%
Dentistry 121 13.2%
Pharmacy 162 17.6%
Nursing 237 25.8%
Applied Medical Sciences 171 18.6%
Years of Education

First 238 25.9
Second 233 25.4
Third 160 17.4
Fourth or higher 287 31.3

Smartphone usage characteristics

All students reported using a smartphone. The mean (SD) The majority (81.7%) had reported having an internet data
duration of smartphone ownership was M=4.1,SD=1.4 package. Table 3 describes the use of mobile phone
years. About two-thirds (61.8%) of students owned a services in terms of number of certain services per day.

smartphone for a period of more than four years (Table 2).

Table 2. Univariate analysis of variance of the total time spent on smartphones daily with each of the characteristics

Characteristic Mean | Standard error | 95% confidence interval
Gender

Male 5.2 0.184 (5.15-5.88)
Female 6.2 0.166 (5.85-6.50)
Age category

Less than 20 5.50 0.153 (5.20-5.80)
20 years and more 6.34 0.195 (5.95-6.72)
Years of education

First 5.3 0.225 (4.8-5.7)
Second 5.8 0.205 (5.4-6.2)
Third 6.5 0.328 (5.88-7.2)
Fourth or more 6.2 0.243 (5.75-6.7)
Having internet

package

Yes 6.0 0.150 (5.7- 6.3)
No 5.6 0.334 (5.0-6.3)
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Daily time spent on smartphone

The mean (SD) of daily time spent on a smartphone was
M=5.9, SD=3.7 hours. Only one respondent reported
spending less than one hour on a smartphone daily. A total
of n=238 (25.9%) students reported spending between one
to three hour on smartphones daily; n=308 (33.6%)
reported spending between three to five hours on
smartphones daily; n=158 students reported spending
between five to seven hours on smartphones daily (17.2%)
and the rest (23.2%) reported spending more than seven
hours. Women were found to use their smartphones more
than men (5.5 hours for men compared to 6.2 hours for
women. The younger the student the less the daily time
spent on Smartphone).

Smartphone checking

About 21% of students reported checking their
smartphone at a frequency of once or more within 10
minutes while one third (30.7%) of students reported
checking their smartphone once every 20 minutes. About

three-quarter of students (70.7%) reported checking their
smartphones once or more every 30 minutes while the rest
of the students (29.3%) reported checking their
smartphones less than one time every 30 minutes.

Purpose of smartphone usage

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

Table 3. The different uses of smartphone by participants

Smartphone use Men n (%) Women n (%) Total n (%)
Communication with family and friends | 351 (93.1) 504 (93.2) 855 (93.1)
Searching for information on the internet | 337 (89.4) 508 (93.9) 845 (92.0)
Checking social media 335 (88.9) 492 (90.9) 827 (90.1)
Listening to music 307 (81.4) 439 (81.1) 746 (81.3)
Passing time 282 (74.8) 448 (82.8) 730 (79.5)
Taking studying notes 246 (65.4) 425 (78.6) 671 (73.1)
Getting news 264 (70.0) 382 (70.6) 646 (70.4)
Checking email 268 (71.7) 357 (66.0) 625 (68.1)
Scheduling meetings and events 195 (51.7) 281 (51.9) 476 (51.9)
Gaming 207 (54.9) 248 (45.8) 455 (49.6)
Other 54 (7.4) 40 (7.4) 94 (10.2)

Situations of smartphone usage

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

Situations where smartphone is being used Men n (%) Womenn (%) | Total N (%)
When bored 333 (88.3) 502 (92.8) 835 (91.0)
When alone 301 (79.8) 472 (87.2) 773 (84.2)
On public transportation 268 (71.7) 439 (81.1) 707 (77.0)
Between lectures 264 (70.0) 422 (78.0) 686 (74.7)
While talking to somebody 186 (49.3) 296 (54.7) 482 (52.5)
While hanging out with friends 179 (47.5) 246 (45.5) 425 (46.3)
While watching TV 129 (34.2) 214 (39.6) 343 (37.4)
In the toilet 160 (42.4) 176 (32.5) 336 (36.3)
During a class 120 (31.8) 192 (35.5) 312 (34.0)
In eating time 127 (33.7) 153 (28.3) 280 (30.5)
While driving 82 (21.8) 77 (14.2) 159 (17.3)
Other 33(8.8) 34 (6.3) 67 (7.3)
Discussion alone, which interacts with many mental health issues

The use of smartphones among university students is
popular in Jordan. Advanced features on many
smartphones are attracting them more and more and
providing both a constant entertainment and instant
connection tool. The smartphone is considered by some
students as an intimate friend with which they spent most
of their time. The use of smartphones to search for
information and to check social media is becoming most
popular after its use as a method to communicate with
family and friends.

Although the electronic mode of learning supported by
smartphones is still not popular in Jordan, almost three-
quarters of the students reported using a smartphone for
studying purposes.

Gender effect on daily time spent on a smartphone has
been studied among the general population in Germany
confirming that women tend to use smartphones for longer
periods than men, with a mean of daily time spent on a
smartphone of 2.8 hours vs. 2.5 hours.?? Past studies
showed that women spend more time on WhatsApp and
Facebook than men do. Previous findings support the
present findings of women spending more time on a
smartphone on a daily basis than men. This gender effect
might reflect the gender restriction in Arab communities
whereby women are more likely to be limited from
participating in outdoor activities and events, which may
lead to increased smartphone use to compensate.

In the current study, the majority of students reported
using their smartphone when feeling lonely, bored or
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characterized by isolation and loneliness, such as
depression, anxiety, and sleep disturbance. This raises a
concern about underlying psychiatric problems, which
highlights the need to assess students for mental health
issues that are either the cause of or caused by excessive
smartphone usage.

Compared with trends in smartphone use in countries in
the region (the Kingdom of Saudi Arabia 90%, United
Arab Emirates 74%), students in Jordan reported a much
lower rate (17%) of smartphone use while driving, which
might reflect strict driving laws and penalties, close
surveillance systems, and effective awareness campaigns
to limit this kind of risky behavior.?%26

Moreover, concerns about both nosocomial and oral
infections were raised, as the percentage of students
reported using a smartphone while in toilets or while
eating was 36.6%, 30.5% respectively. It is important to
consider previous research that reported bacterial
contamination of students’ smartphones at rates of 96.2%
(in KSA)?” and 94.6% (in Nigeria).?®

Conclusion and Recommendations

The current findings suggest that smartphone usage is
increasing among university students in Jordan. The
commonest use of mobile phones was communicating
with family and friends followed by searching for
information on the internet and checking social media.
The most common reason for smartphone use was
boredom.
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There is a need to broaden the research on trends in
smartphone usage. A study assessing a wider range of
ages could be informative since the affinity to adapt, use,
and explore smartphone services and applications will
likely differ between generations.

Studying the financial cost of smartphone usage and the
rate of changing the device as well as acquiring newer
editions could also be informative.

Assessment of the consequences of smartphone use on
physiological, psychological and  socioeconomic
performance is also an unexplored area in many Arab
communities. For example, studying the effect of
smartphone use on general level of hygiene and the role
of it in infection transmission is also recommended,
particularly since 36.6% of students in the current study
reported using their smartphones when in the toilet.
Highlighting such issues can inform future research in
what is a rapidly changing area of study.
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Abstract

I ntroduction: Studies of social attitudes towards people with mental illness revealed their being stereotyped as
untrustworthy, ineffective and even dangerous. It is hypothesized that contact with patients is associated with an increase
in favorable attitudes towards those with mental illness. Method: An assessment of attitudes toward people with mental
illness was administered to student nurses before and after their psychiatric nurse training rotation. Results: A significant
increase in favorable attitudes was found at the expense of a reduction in undecided and unfavorable attitudes. Conclusion:
Contact with patients during training, elicited empathy from trainee nurses, which was reflected in more favorable attitudes
towards people with mental illness. It resulted in a positive shift away from unfavorable attitudes of fear, untrustworthiness,
unpredictability and even feelings of being at-risk derived from the culture from which the student nurses came.

Key words: Nurse training, Stigma, Mental illness
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Introduction exhibit 9-21 in the book on scales for measurement of

attitude.® The questionnaire was presented to students in
Mental stigma is the social stereotyping of people with the original English after re-wording to apply to people
mental illness. Scales introduced to measure social with mental illness rather than people with intellectual
attitudes were adapted to the Arab culture by Kadri? in disability. The questionnaire was thought to have
Morocco and Sidhom* in Egypt. The present study tests acceptable face-validity because most of its items were
the hypothesis that contact with patients who experience included in the scales used by Kadri? and Sidhom.* It
mental illness is associated with favorable attitude comprised 24 statements about people with mental illness.
changes among student nurses. Respondents’ opinions are indicated by endorsing one of

three attitudes: favorable, unfavorable or undecided.

Method

Participants in the present study were student nurses from RGaUlE

the High Nursing Institute in Al-Gouna, Hurgada, Egypt Participants included eight men and two women aged 20-
who attended an eight-week psychiatric training rotation 22 years. All participants and their training supervisors
in The Behman Psychiatric Hospital in Cairo from June to agreed to the study. Ethics were approved by the hospital
August 2015. review board. Table 1 shows the total response of

students’ favorable, unfavorable and undecided attitudes

Student nurses completed an attitude questionnaire before . L . )
P 4 before and after their psychiatric training rotation.

and after their rotation in this hospital. The questionnaire
used was the Bartlett! scale, which was published as
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Table 1. Total of attitude responses by student nurses before and after their rotation

Attitudes Before rotation After rotation Total
Favorable 65 140 205
Unfavorable 110 88 198
Undecided 65 12 77
Total 240 240 480

2 df X? =440 p<0.001

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

Discussion and Conclusion

Participants’ initial attitudes reflected the attitudes of the
community in general, which are prone to anecdotal
opinions and media information about the myth of mental
illness. In Arab society, mental illness is still attributable
to supernatural agents known as jinn (demons), which are
alleged to break patients’ contact with reality and
adversely influence their reasoning ability.

The social stereotyping of people with mental illness was
reflected in student nurses’ initial attitudes towards them
in that such patients were regarded as being dangerous and
unreliable or at least unproductive. Contact with patients
not only reduced the bias held by the students, but also
demonstrated how treatment restored their premorbid
selves to varying degrees. Students empathized with
patients who experienced mental suffering that interrupted
their social adaptation, productivity and independence.

Limitations

Limitations of the present study include the small sample
size, which did not provide adequate power to determine
statistical significance. However, findings may stimulate
other researchers to conduct future studies with larger
sample sizes.
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Abstract

he current paper describes an interview with the renowned British Assyriologist James Kinnier Wilson who is in his

90s and did a lot of work to uncover and translate the psychiatric medical cuneiform texts of ancient Iragis. The author
published an article in the Arab Journal of Psychiatry in 2004 titled Introduction to the Psychiatry of Ancient Mesopotamia,
which was a review of Professor Kinnier Wilson’s research on the subject.
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Introduction

James Kinnier Wilson was born in London on the 27t of
November 1921. He is one of the most important British
Assyriologists; known in the field of Archaeology of
Mesopotamia (present-day Iraq) for his discovery and
translation of cuneiform tablets, which evidenced that
Ancient Mesopotamian physicians recognized and
classified psychiatric and neurological disorders.
Professor Kinnier Wilson was the Eric Yarrow Lecturer
from 1955 until 1989, and is currently Emeritus Fellow, at
Wolfson College Cambridge. Being the son of the famous
neurologist Samuel Alexander Kinnier Wilson, he has
combined his knowledge of ancient history with his
interest in medicine and neurology to reconstruct
Mesopotamian legends and epics. He enhanced this novel
interest by studying psychiatric and neurological disorders
in ancient Mesopotamian medical texts.

It has been long understood that there were established
medical systems and medical educational institutions in
ancient Irag. As early as 1923, Thompson & Thompson
published a book entitled ‘Assyrian Medical Texts from
the original in the British Museum’.! The book constituted
a translation of medical cuneiform texts that were used by
ancient lIragi physicians to help in the diagnosis and
treatment of diseases. Some of these cuneiform medical
texts were related to psychiatric disorders. Kinnier Wilson
was one of the first Assyriologists to study these
psychiatric cuneiform medical texts starting from the
second half of the 20th Century and establishing what he
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called Ancient Iragi Psychiatry. He described in detail
these cuneiforms and the psychopathology of the
disorders prevalent at that time; and, how relevant they are
in comparison with current the psychopathology of
psychiatric diagnoses.

The interview

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

Q: What led you to become an archaeologist?

A: ‘When | was nine years old, my father took me to the
British Museum and when we were in the Assyrian gallery
there, | noticed some strange writings on the belly of the
winged bull’. He later realized it was cuneiform writing.
As there was no explanation as to the meaning of the
‘strange writing’, this nine-year-old boy felt compelled to
learn, which ultimately led him to study Assyriology. He
said proudly: ‘I am now able to understand and read what
is written on the belly of the winged bull. However,
initially | was hesitant to study Assyriology as | thought it
might not be an adequate profession to earn a living, but |
met an art dealer, Jim Byme-Shaw near Bond Street, who
encouraged me to read Classics and Hellenic studies as
this will be a respectable academic profession. Later, | got
a scholarship to Durham University to study that and, in
1946, | was accepted at Christ Church, Oxford where |
studied Assyriology. In 1950, | was appointed as a
Lecturer in Assyriology at Durham University. | went
from there to do a research year at the Oriental Institute of
the University of Chicago between 1951-52. After that, |
was appointed as a Lecturer and then Assistant Professor
at University College, Toronto between the years 1953-
55. | was subsequently appointed the Eric Yarrow
Lecturer in Assyriology, at the University of Cambridge
between 1955 to 1989 and became the Chairman of the
Faculty of Oriental Studies, Cambridge between 1965-67.
I wrote many articles and books in archaeology and
Assyriology many of which are related to psychiatry and
neurology. The most famous of these are ‘An Introduction
to Babylonian Psychiatry’ in 1965, the two chapters
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answer format of the interview were as follows:

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

Q: Who are the people who influenced you most in your
career?

A: ‘When | was in Chicago, | met many imminent
Assyriologists; the most prominent of whom were Leo
Oppenheim and Benno Landsberger. The fact that my
father was a Neurologist had also great indirect influence
on me, as on the 30 years anniversary of his death in 1987,
I wrote my first article on Mesopotamian neurology
translating the recordings of the symptoms of epilepsy
from ancient Iraqgi texts and that was published in the
British Medical Journal. I later met the Neurologist Dr
Edward Reynold in the neurology meeting to honor 50
years of my father’s contributions to neurology, including
the discovery of Wilson disease (that was named after his
father) and we started collaborating and publishing
articles on Mesopotamian neurology and psychiatry since
then.’



Abdul-Hamid W

Q: Do you think that the ancient Iragis or the
Mesopotamians had a unique interest in psychiatric
disorders compared to sister civilizations like the
Egyptian ones?

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

Q: Why did the ancient Iragis have these libraries of
cuneiform tablets that contain documents that amount
to half a million records and for what purposes did they
use them?

A: ‘“The Mesopotamians wrote two types of tablets. Those
considered as important documents were baked and kept
in many types of libraries like the King Library, the
Temple Library and even in personal libraries or archives
that ancient Iraqi people kept.’

Q: Why should modern psychiatrists be interested in
studying Mesopotamian psychiatry?

A: ‘Psychiatric disorders, including psychotic disorders
were clearly recorded in cuneiform tablets. This included
the symptom of passivity which is one of Schneider’s first
rank symptoms in the form, but the contents of these
symptoms were more appropriate to that age as they were
attributed then to witches and spirits while it might now
be attributed to electricity or electronic devices of the
modern age. | feel it is of interest to psychiatrists to read
these records to compare them with current
psychopathology that changed clearly in its contents.’
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Q: What would you have done if you did not become an
archaeologist?

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

Q: Do you have any other words to add?

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

‘Forty (years mean) prime of life
Fifty: short life

Sixty: maturity

Seventy: long life

Eighty: old age

Ninety: extreme old age’.

Epilogue

James Kinnier Wilson wrote many books in Archaeology
and Assyriology. His most recent book was a very moving
selection from the Holy Qur’an titled “The Wisdom and
the Beauty: A Selection of Short Passages from the
Qur'an” that was published by Shepheard-Walwyn in
2007. He wrote in the introduction: ‘I who write to you am
but a scribe of old who would copy out from ancient
manuscript parts of a Message that lie before him. They
come from a High God’s Love and Light for the human
family as these have been brought to us by His Archangel,
Gabriel.” He went further in the epilogue to address
‘terrorists of whatever country’ quoting Prophet



Interview with Assyriologist James Kinnier Wilson

Mohammad’s (PBUH) Arabic Saying ‘la darara wa la
dirar’ which means ‘Let there be no harming and no
returning of harm’. He explained the meaning as ‘for he
who harms another, harms himself, and the way to peace
is to offer peace’.*

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

A list of Professor Kinnier Wilson's main works on
ancient Mesopotamian Psychiatry and Neurology are:

»  Kinnier Wilson JV. (1965). An introduction to
Babylonian psychiatry. In Giterbock H,
Jacobsen T (Eds). Studies in honor of Benno
Landesberger. Chicago  University Press,
Chicago, pp. 289-298.

e Kinnier Wilson JV. (1967). Mental diseases of
ancient Mesopotamia. In Brothwell D, Sandison
AT (Eds). Diseases in antiquity: a survey of the
diseases, injuries and surgery of early
populations. Charles C. Thomas, Springfield,
Ilinois, pp. 723-733.

* Kinnier Wilson JV, Reynolds EH. (1990)
Translation and analysis of a cuneiform text

forming part of a Babylonian treatise on
epilepsy. Med Hist 34:185-198.

* Kinnier Wilson JV, Reynolds EH. (1991)
Epilepsy in Babylon. In Boucher M, Brouselle E
(Eds) History of neurology. Marcel Merieux,
Lyon, pp. 121-124.

e Kinnier Wilson JV, Reynolds EH. (2007). On
stroke and facial palsy in Babylonian texts. In
Finkel, IL, Geller, MJ (Eds). Disease in
Babylonia. Brill, Leiden, pp. 67-99.

* Reynolds EH, Kinnier Wilson JV. (2004) Stroke
in Babylonia. Arch Neurol 61:597-601.

* Ritter EK, Kinnier Wilson JV. (1980).
Prescription for an anxiety state. Anatolian
Studies 30:23-30.

* Reynolds EH, Kinnier Wilson JV. Psychoses of
epilepsy in Babylon: The oldest account of the
disorder. Epilepsia. 2008;49(9):1488-1490.

¢ Reynolds EH, Kinnier Wilson JV. Neurology
and  psychiatry in  Babylon. Brain.
2014;137(9):2611-9.
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Psychoanalysis and Diagnosis of Psychiatric Conditions and Their Treatment by Al-Ghazali

Abstract

Muslim philosophers and scholars have long been interested in the psyche and its disorders. They did well in the diagnosis
of various psychological conditions and prescribing the appropriate treatment. Abu-Hamed Al-Ghazali was a prominent
figure in the field who established the basics of the Islamic philosophy of the psyche. The personal experience of Al-Ghazali
in Sufism contributed to the formulation of those basics, taking into consideration the close link between Sufism and
psychology. As a researcher in psychology, Al-Ghazali used his experience of Sufism as a rich resource for understanding
the psyche and generalising it to all aspects of psychology, such as the perception of reality and emotions, the functions of
dreams, and deviations from the norm and consequently the diagnosis and treatment of psychiatric conditions.

The author presents an analysis of psychological activity according to Al-Ghazali, which includes the division of the psyche,
the influence of the instincts, the control of emotions, the functions of dreams, the extent of psychiatric disorders and their
causes and treatment. The current paper compared modern schools of psychology with Al-Ghazali’s approach to analysis.
Al-Ghazali used meditation and introspection. He relied on evidence from observations, experiments and his experience of
cases in real life. The current paper highlights the originality and authenticity of his psychoanalysis. Al-Ghazali had the
pioneering precedent over modern schools of psychology and the various approaches in psychiatry and psychology in the
diagnosis and treatment of various conditions.

Author
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Abstract

Objective: The Obsessive-Compulsive Symptoms Scale (OCSs) is a unidimensional, reliable, valid and short patient-report
outcome measure for screening Obsessive-Compulsive Disorder (OCD). The current study aimed to develop a formal
Egyptian-Arabic translation, calculate norm scores, and assess its validity and reliability for use with the Egyptian population.
Method: Using the OCSS questionnaire, N=301 participants diagnosed with OCD were compared with N=113 participants
who did not present with OCD. Diagnosis followed the Diagnostic and Statistical Manual of Mental Disorders - Fifth Edition
(DSM 5). Validity was measured by internal consistency and discriminative validity. Reliability was measured by Cronbach’s
alpha coefficient and the split-half correlation. Results: Subscales were re-established and a further subscale for religious
obsessive-compulsive symptoms added. Updated norms were prepared for subscales. Conclusion: The current investigation
provides validity and reliability of OCSs as well as norm scores and a new tool to facilitate the clinical interpretation of
patient scores. The OCSs was made suitable for routine use in clinical practice in Egypt.
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