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Editorial Letter 

 

Dear Readers,  

 

I 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 
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Homicide by People with Mental Disorders in the Sudan: A Clinical and Demographic Profile 

Abelghani Elshiekh, Abdelmajid Abuzid, Fathalalim Abdelrahim 

 الاضطرابات العقلیة الذین ارتكبوا جرائم القتل والدیموغرافیة لمرضىالملامح السریریة 

 فتح العلیم عبد الرحیم ابوزید، اجدالمعبد  عبد الغني الشیخ،

 

Abstract 

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.1, 2, 3 

Australian data found that rising numbers of convictions 
for violence by people with schizophrenia coincided with 
rising levels of general societal violence.4 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.5 

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.6 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.6 

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.7 

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.2 It has been reported that such deaths could be 
prevented by improved mental health care.8 Research 
indicates an association between schizophrenia and 
homicide and that most perpetrators were not receiving 
mental health care at the time of the offence.9 

B 
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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.10 

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.11 A 
South African study by Khoele et al. gave a detailed 
account of women charged with the murder or attempted 
murder of minors.12 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.13  

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 
illness 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.14 

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 psychotic 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 
(54.3%) were more than 40 years old (see Table 3). 

 

Forty one (93.2%) used blunt or sharp objects; the 
remaining three used a firearm, strangulation or drowning. 

 

                   Table 1.  Sociodemographic characteristics of the 44 homicide offenders 

Characteristic Frequency (n) (%) 
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 2:16,9,15 and higher than the 88.2% 
reported by Auba et al. in Nigeria.11 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.15,16 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.6 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.13,17-20 It 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.21 Eronen et al. 
reported that schizophrenia increases the odds ratio of 
homicidal violence by a factor of about eight.18 

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,21 
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.2,23 

More than half (52.3%) of the offences in the current study 
were committed during the first few years of onset of the 
illness. 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.19 

Comorbid substance misuse significantly increases the 
risk of violent behavior and homicide in people 
experiencing psychosis.22,24 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.25 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.26 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.27 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.20 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.3,6,8,9 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.13,19 

The current finding that the victims of the studied cohort 
were predominantly people known to the perpetrators is in 
keeping with findings from Australia, UK, Denmark, and 
USA.1,2,3,6 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 
illness are more likely to kill a stranger than offenders 
without such illness.2,27 Homicide as committed by 
strangers are reported to be more likely related to alcohol 
or drug misuse in young men.28  

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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 ملخصال

الفترة من  لالاجریت ھذه الدراسة الاستطلاعیة لمجموعة من المرضى النفسیین الذین ارتكبوا جرائم قتل وادخلوا مستشفى الادریسي للطب النفسي الشرعي خ
  .2016الى دیسمبر  2012بر دیسم

  .ھدفت الدراسة الى استكشاف الصفات السریریة والدیموغرافیة لھذه الفئة

عام.  اغلبھم یقطنون مع اسرھم وقلة منھم مع الاقارب او  30عام و 20اتضح ان كل المرضى ما عدا انثى واحدة كانوا من الذكور تراوحت اعمار نصفھم بین 
   .غیر متزوجین الاصدقاء وأكثر من نصفھم

)   استعملوا الة حادة في ارتكاب 93. غالبیة المرضى (%20ومن الغرباء في % 23وأحد الابوین في % 34الضحیة كان من الاقارب من الدرجة الأولى في %
  .) كان القتل عن طریق الخنق او سلاح ناري او الاغراق7الجریمة وفي البقیة منھم (%

).  18) كانوا یعانون من اضطراب الفصام والبقیة من اضطراب الوھمیة او الذھان الناجم عن المخدرات او ذھان ما بعد الولادة (%82الغالبیة من المرضى (%
 .لجریمة) كانت ھناك اعراض ذھانیھ عند ارتكاب ا80(% وفي اغلبھممن المرضى استخدموا حشیشة القنب او الخمر او الاثنین معا.    48 %

كان و محدوداً  ماً خلصت الدراسة ان ھذه الفئة من المرضى كان جلھم من فئة الشباب العزب الذكور ویعانون من اضطراب الفصام وعاطلین عن العمل وتلقوا تعلی
 .الأقاربلاستعمال المخدرات دور عند ارتكاب الجریمة والغالبیة من الضحایا كانوا من 

 .اتضح ان ھناك فروقات ثقافیةمقارنة بالدراسات الغربیة 
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Abstract 

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 Israeli 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.1 

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.3 

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 

A 
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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.4,5 6,7 

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.8 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).9 A growing body of research links 
attachment insecurity to the whole spectrum of mental 
health problems in both children and adults.10 Another 
study showed that maternal depression and anxiety have 
been linked to insecure parent-child attachment 
relationships.11 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.12 

LeCompte et al.,13 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 2,3 

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) 14  

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.15 The internal consistency of the scale was 
calculated using Cronbach’s alpha (α=.92). 

Parent/Child Reunion Inventory 16 

The Parent/Child Reunion Inventory (P/CRI)16 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.17 The Cronbach’s alpha for the secure and 
insecure subscales were α=0.65 and α=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 11.4 
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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%), I feel I am in a big prison 

(87.8%), I 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 
 I feel I am in a big prison 122 87.8 17 12.2 
I 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 

106 75.7 34 24.3 

I stopped sending my children to school due to shortage of money and I let 
them do other jobs 

103 73.6 37 26.4 

Social visits are less than before due to shortage of fuel and absence of 
transportation 

93 66.9 46 33.1 

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

92 65.7 48 34.3 

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 
unemployment 

84 60.0 56 40.0 

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

82 58.6 58 41.4 

Losing the job due to shortage of cement, and basic construction materials 80 57.1 60 42.2 
I started borrowing from banks and people to keep my family demands 80 57.1 60 42.9 
I cannot find things I need in the market 78 55.7 62 44.3 
I 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 
I thought of immigration 60 42.9 80 57.1 
I postponed the marriage ceremony of my sons due to shortage of furniture 
and building materials 

60 42.9 80 57.1 

I cannot finish some construction and repair work in my house due to 
shortage of cement and building materials 

60 42.9 80 57.1 

I need to travel outside the Gaza Strip and cannot 40 28.6 100 71.4 
I started doing the papers for immigration 25 17.9 115 82.1 

 

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 
stressors.    

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.

 

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).  
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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 
HSCL 

Anxiety Depression Secure 
attachment 

Maternal experience of siege 
stressors 

     

Mean HSCL .27**     

Anxiety subscale .25** .92**    
Depression subscale .26** .95** .74**   

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: I sold 
some of my furniture and my gold.  (β= 0.32, t (135), 
p<0.001). I need to travel outside the Gaza Strip and 
cannot (β= 0.18, t (135), p<0.01), and negatively predicted 
by I thought of immigration (β=-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 
Coefficients 

Standardized 
Coefficients 

t p 95.0% Confidence 
Interval for B 

B Std. 
Error 

Beta Lower 
Bound 

Upper 
Bound 

(Constant) 12.42 0.63   19.86 0 11.19 13.66 
I sold some of my 
furniture and my gold 

3.3 0.79 0.32 4.2 0 1.75 4.86 

I need to travel outside 
the Gaza Strip and cannot 

3.19 0.88 0.28 3.62 0 1.45 4.94 

I 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 
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 

an independent variable, secure attachment was 
negatively predicted by stressor: I went to Zakat 
organizations and other organizations to get the food (β=-
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 

 
Secure attachment 

Unstandardized 
Coefficients 

Standardized 
Coefficients 

t P 95.0% Confidence 
Interval for B 

B Std. 
Error 

Beta Lower 
Bound 

Upper 
Bound 

(Constant) 9.3 0.28 
 

33.1 
 

8.75 9.86 

I went to Zakat organizations 
and other organizations to get 
food 

-1.22 0.4 -0.25 -3.05 0.001 -2.01 -0.43 

 

Discussion 

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%); I feel I am in a big prison 
(87.8%); I 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 

conditions were identified for 16.8% of mothers, 19.0% 
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 Thabet18 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.3 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. 19 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.20 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 1.8.21 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-IV) disorder was 
25.8%. Anxiety (16.7%) and mood (12.6%) were more 
common than impulse control (4.4%) and substance 
(2.2%) disorders.22 

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 5.00.23 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.24 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.25  

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.26 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.27 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.,28 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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 صخملال

الأطفال داخل العائلات  الھدف من الدراسة ھو البحث في العلاقة بین الضغوط الناجمة عن الحصار على غزة والمشاكل النفسیة عند الأمھات وبین الرباط مع
 .الفلسطینیة

تم  المرحلة الثالثة والتي -أب و أم من قاعدة بیانات الدراسة التتبعیة للعائلات الفلسطینیة في قطاع غزة 184أم من  اصل  140تم اختیار عینة مكونة من  :لمنھجیةا
وتم ، سنة 18-6و الاطفال من  ،سنة 41.53سنة وكن المتوسط الحسابي للعمر = 64الى  18وتراوحت الأعمار للامھات بین  اختیارھا من جمیع المناطق في غزة .

س الانفصال و مقیا، واستبیان  قائمة جون ھوبكنز ،ستبیان الضغوط الناجمة عن الحصاروا، لخصائص الدیمغرافیة والاجتماعیة جمع  البیانات بإستخدام  مقیاس ا
 .2008ع البیانات في شھري أكتوبر ونوفمبر من عام و الالتصاق بالأم (الرباط). وتمت عملیة جم

وأشعر أنى في سجن  ،)90.8أظھرت النتائج أن أكثر أنواع الضغوط النفسیة الناتجة عن الحصار على قطاع غزة ھي :الارتفاع الحاد للأسعار(% : النتائج
وقود أو غیاب الحصول على العلاج لي أو لأحد من أفراد عائلتي بسبب نقص في الولا أستطیع ، )91.70ما أحتاجھ من البقالة (% لا أستطیع إیجاد، )88.5كبیر(%

). و كان متوسط الضغوط  النفسیة 62.58ولا أستطیع الحصول على الدواء لي أو لأحد أفراد عائلتي بسبب نقص الرعایة الصحیة (%، ) 73.4المواصلات (%
دولار لدیھا ضغوط نفسیة أعلى من الامھات اللواتي  350مھات اللواتي یعشن في أسر دخلھا الشھري أقلوأظھرت النتائج أن الأ  10.83الناجمة عن الحصار ھو 

  .دولار وأعلى 351یعشن في أسر دخلھا الشھري 

ً ( النفسیة للأمھات: ومن الاعراض شعور بالتشنج وال، )%15.2(صداع وال، )16.3%(المستمر والقلق ، )16.8وصعوبة في النوم (% ،)%21.7البكاء سریعا
لدیھن اكتئاب. وتبین أن الأمھات اللواتي یعشن في المدینة لدیھن مشاكل نفسیة أقل %15.2من الامھات لدیھن   قلق و%19). أظھرت النتائج  أن  %15.2(والتوتر 

دولار شھریاً یعانین من مشاكل نفسیة أكثر 350عن  من اللواتي یعشن في القري والمخیمات. وأظھرت  النتائج أیضا أن الأمھات اللواتي یقل الدخل الشھري لدیھن
 . الامھات من اللواتي لدیھن دخل مرتفع  . وقد أشارت النتائج أن الرباط غیر الآمن مع الأطفال أرتبط مع زیادة الضغوط وقلق واكتئاب

 الرباط مع الأطفال.لدي الأمھات الفلسطینیات وعلاقة ذلك ب ھذه الدراسة الاولى التي تكشف أنواع الضغوط الناجمة عن الحصار والمشاكل النفسیة :الخلاصة
ھ یوعل ة عن الحصار .ناتجة الیسب  والقلق یرتبطان  بالضغوط النفكتئاالآمن مع الأطفال. وأیضا فإن الإ كتئاب والقلق یرتبطان بالرباط غیرج بأن الإائوأظھرت النت

ات بالضغوط والصدمات في قطاع غزة ودعم تطویر علاقة الرباط بین الامھات والرضع وخاصة عند ننصح بتدخلات نفسیة إجتماعیة لعلاج الامھات المتأثر
 .الأمھات الأكثر عرضة لخطر الضغوط النفسیة والصدمات النفسیة
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Abstract 

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 
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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.1 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.2 

B 
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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 
illness 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.3 

 

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, Iraq. A 
non-probability purposive sample was selected.  

The following inclusion criteria were used:  

• in and outpatients at Hawler Psychiatric 
Hospital;  

• substance use must be more than one year;  
• past and present psychiatric and psychological 

profile must be negative; 
• all participant who gave consent to take part in 

the study.  

Exclusion criteria were:  

• other co-morbid psychiatric disorders; 
• 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.4 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.4    

 

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) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 2. Shows the occurrence of severity levels of 
depression among patients who reported being drug 
dependent. 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 
anxiety, 32% reported extremely severe levels of 
anxiety; 24% described moderate anxiety levels and 14% 

reported their anxiety levels as being severe. In terms of 
their experience of stress, 32% of participants reported 
normal levels of stress; 28% reported moderate stress 
15% reported severe stress levels. 

 

 

 

 

 

% No. Socio-demographic 
44 44 16-25 Age 
49 49 26-35 
7 7 36-45 
98 98 Male Gender 
2 2 Female 
26 26 Single Marital state 
44 44 Married 
30 30 Widower 
5 5 Illiterate  Education level 
20 20 Able to read and write 
20 20 Primary school  
47 47 Secondary School 
2 2 High school  
6 6 College and institute  
21 21 Employed  Occupation  
67 67 Unpaid work 
8 8 Student  
4 4 Unemployed 
23 23 Sufficient  Economic status  
31 31 Fair 
46 46 Insufficient 
59 59 Urban  Residency  
41 41 Rural 
78 78 Tramadol  Types of drug abuse  
14 14 Amphetamine  
5 5 Trihexyphenidyl 
3 3 Heroin  
51 51 1-2 year Duration of taking  
49 49 More than two year  
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Table 2. Levels of depression, anxiety and stress among participants 

 

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 

 

 

 

 

 

 

 

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 

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.  

 

 

 

 

 

 

 

 

 

Psychological 
Symptom Levels 

Normal Mild Moderate Severe Extreme Total 

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 

Levels of Impairment of Social 
Relationships 

No. % 

Good social relationships 30 30 

Poor social relationships 68 68 

Bad social relationships 2 2 
 

Total 
100 100.0 
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Table 4. Association between participants’ socio-demographic characteristics and levels of depression, anxiety stress and 

social relationships 

 

Discussion 

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.2 Findings from the current study were 
also consistent with a study in India.6 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.7 The mean age of current study was 
similar to that of a study done by Sudrabaa.5 Participants 
were aged from 17 to 67, mean age 38.24 ±10.28. The 
severe stress level reported by participants in the current 

study was similar levels reported by Hassanbeigi et al. 
(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.1 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 

Levels of 
Biographic 
Characteristics 

Depression Anxiety Stress Social relationship 
Chi-square Chi-square Chi-square Chi-square 

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 
Status 

Sufficient 0.031 0.02 0.002 0.320 
Fair 

Insufficient 
Educational 

Level 
Illiterate 0.000 0.006 0.001 0.787 
Literate 
Primary 

Secondary 
High School 

Institute and College 
Jobs Employed 0.002 0.003  

 
0.137 

 
 

 
 

0.000 
 

Voluntary 
Student 

Unemployed 

Residency  area Urban 0.331 0.065 0.061 0.271 
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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 Iraq and in the 
Kurdistan region over a 12-month period which reported 
high prevalence rates for stress, depression and anxiety 
disorder.8 

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 Iraq; (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 

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

ً باضطرابات نفسیة أخرى. القلق والاكتئاب والتوتر ھي من بین الاضطرابات النفسیة الأكثر  الخلفیة والھدف: إدمان المخدرات ھو مرض مزمن یرتبط غالبا
 ً جتماعیة بط بین البیانات الإجتماعیة والركتئاب والعلاقة الإوالقلق والإم شدة مستویات التوتر في مد مني المخدرات ھناك. كانت أھداف ھذه الدراسة لتقیی شیوعا

-كردستان -أربیلمدینة ولیر للطب النفسي / كتئاب والعلاقة الاجتماعیة بین مرضى المدمنین في مستشفى ھع شدة مستویات التوتر والقلق والإوالدیموغرافیة م
حتى  2/7/2017ت الدراسة في مستشفى الطب النفسي والعیادة الخارجیة في مدینة أربیل. بدأت الدراسة في كان تصمیم الدراسة وصفیة، أجری الطریقة:. العراق

مریض مد من أدخلوا إلى مستشفى ھولیر للطب النفسي أو العیادة الخارجیة. یتكون الاستبیان المستخدم لجمع البیانات من  100؛ كان حجم العینة 26/9/2018
ب كتئاحول الجانب النفسي. یستخدم الإ 3 الدیموغرافیة، الجزء الثاني، البنود المتعلقة بالجوانب الاجتماعیة والجزء-ول، البیانات الاجتماعیةثلاثة أجزاء (الجزء الأ

كانت ھناك أربعة مستویات  النتائج: .لتحلیل البیانات SPSS كتئاب والقلق والإجھاد. تم استخدام الطریقة الإحصائیة لبرنامجوالقلق ومقیاس الضغط) لقیاس الإ
كتئاب والمجال الاجتماعي) على أنھا (معتدلة، معتدلة، شدیدة ومتطرفة)، وثلاثة مستویات للعلاقات الاجتماعیة والاجتماعیة (الإجھاد، القلق، الإللجوانب النفسیة 

والقلق والتوتر، بینما لم یكن ھناك ارتباط معنوي بین مستوى  كتئابیمي، كان ھناك ارتباط كبیر مع الإ) في المستوى التعل٪68وضعیف  ٪2جید، سیئ  30٪(
 .التعلیم والعلاقة الاجتماعیة. الحالة والجوانب النفسیة، وعدم وجود ارتباط كبیر بین الوضع الاقتصادي والعلاقة الاجتماعیة للمدمنین
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 تعلیم اسالیب التعافي  لطلبة مراھقین في بغداد

 نعمان سرحان علي و ثراء وضاح الجودي وتوري سنیل

 

Abstract 

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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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 Iraq.1-6 Traumatic stress reactions leading to 
posttraumatic stress disorder (PTSD) diagnosis has been 
reported in youth from many cultures following exposure 
to war.7,8 

Psychosocial interventions for dealing with traumatic 
stress and PTSD are less common in Iraq than traditional 
methods of care, such as psychiatry and faith healing. In 
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.9 

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.10,11,12 Such evaluation can 
ultimately lead to the evidence-base for what remains a 

B  
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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.12 

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.12 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.13,14 

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 

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 violence15,16,17 and with those 
displaced by war to the UK and Sweden.18,19 It has also 
had favorable results with adolescents following natural 
disaster.20 

The current study is the first to use TRT in Iraq 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.21 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)22 

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.23 

Spence Children’s Anxiety Scale (SCAS)24 

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.24  

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, 
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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 

 

 

 

 

 

 

 

 

 

 

 

 

 

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 
Baghdad1,5 and one in Mosul,3 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.2  

 

 

Table 2. Number of traumatic events for N=102 students reporting PTSD-related symptoms 

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% 
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 n= below or above CRIES-8 
cut-off 

Total p-value 

<17 >17 
 
 
 

Number of traumatic 
events 

0 1 0 1  
 
 
 

0.002 

1.8% .0% 1.0% 
1-2 15 3 18 

26.3% 6.7% 17.6% 
3-4 13 9 22 

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%).5

 

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

 SCAS cut-off (anxiety) Total p-value 
<60 >60 

 
 

Number of traumatic of events 
for those above and below 
SCAS cut-off 

0  1 0 1 0.125 
1.2% .0% 1.0% 

1-2 17 1 18 
20.2% 5.6% 17.6% 

3-4 19 3 22 
22.6% 16.7% 21.6% 

5-6 15 1 16 
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  

 

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 42.51 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 

The current study coincided with an upsurge of violence 
in the northern part of Iraq, 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 years 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.25 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.11  This is supported in a randomized 
control trial of TRT in rural occupied Palestine using the 

CRIES-8, which found 46.1% with clinically significant 
levels of PTSD following multiple trauma exposure.15   

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 exposure26 that has been validated and used in the 
Middle East with adults.27,28  Conversely, the TRT 
evaluation in rural Palestine found a similar level of PTSD 
symptom severity as the current study; both used the 
CRIES-8.15 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 country1-5 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.25 
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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.19  

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.17  

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 

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.15-19 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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design, 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. 

 

Acknowledgements 

The authors would like to thank the Department of 
Education of Al-Karkh, the participating schools, students 
and parents/caregivers, and the volunteers who helped 
deliver TRT, for their support. 

References 

1. Razouqi A, Aboud G, Al-Qaisy A. Prevalence of 
posttraumatic stress disorders in primary school 
children in Baghdad. New Iraqi J Med. 2007;3(2):16-
19. 

2. Al-Hadethe A, Hunt N, Thomas S, Al-Qaysi A. 
Prevalence of traumatic events and PTSD symptoms 
among secondary school students in Baghdad. Eur J 
Psychotraumatol. 2014;5:23928. 

3. Al-Jawadi AA, Abdul-Rhman S. Prevalance of 
childhood and early adolescence mental disorders 
among children attending primary health care centers 
in Mosul, Iraq: a cross-sectional study. BMC Pub 
Health. 2007;7:274. 

4. Asghier J, Ali N.  The impact of war and violence on 
the mental health of adolescents living in Baghdad. 
2010. Unpublished thesis.  

5. Hussein M. Posttraumatic stress reactions among 
school children in Baghdad. Thesis submitted to the 
Scientific Council of Psychiatry in partial fulfillment 
for the degree of fellowship of the Arab Board Medical 
Specialization in Psychiatry, Iraq. 2012. Baghdad, 
unpublished thesis. 

6. Razoki AH, Aboud G, Al-Qaisy KA. Prevalence of 
Posttraumatic Stress Disorder in primary school 
children in Baghdad, Iraq. J Arab Psychiatry. 
2010;21(1)61-69. 

7. Dyregrov A, Gjestad R, Raundalen M. Children 
exposed to warfare: a longitudinal study. J Trauma 
Stress. 2002;15(1):59-68. 

8. Dimitry, L. A systematic review on the mental health 
of children and adolescents in areas of armed conflict 
in the Middle East. Child: Care Health Dev. 
2012;38(2):153-161. 

9. Masten AS,Narayan AJ. Child development in the 
context of disaster, war and terrorism: pathways of risk 
and resilience. Annu Rev Psychol. 2012;63:227-257. 

10. Jordans MJD, Tol WA, Komproe IH, de Jong, JVTM. 
Systematic review of evidence and treatment 
approaches: Psychosocial and mental health care for 
children in war. Child Adol Mental Health. 2009;14:2-
14. 

11. Ager A, Akesson B, Stark L, Flouri E, Okot B, et al. 
The impact of the school-based Psychosocial 
Structured Activities (PSSA) program on conflict-
affected children in northern Uganda. J Child Psychol 
Psychiatry. 2011;52(11):1124-1133. 

12. Morina N, Malek M, Nickerson A, Bryant RA. 
Psychological interventions for post-traumatic stress 
disorder and depression in young survivors of mass 
violence in low- and middle-income countries: meta-
analysis. Br J Psychiatry 2017; 210: 247-54. 

13. Smith P, Dyregrov A, Yule W. Perrin S, Gjestad R, 
Gupta L. Children and War: Teaching Recovery 
Techniques. (1999, revised 2002, 2012, 2014, 2016). 
Bergen, Norway. Arabic translation, back-translation 
Ali N, Ghazi S, Snell T (2012). 

14. The National Institute for Health and Care Excellence 
(NICE). Post-traumatic stress disorder [A] Evidence 
reviews for psychological, psychosocial and other 
non-pharmacological interventions for the prevention 
of PTSD in children. NICE guideline NG116 
Evidence reviews. December 2018;9-74. 

15. Barron IG, Abdallah G, Smith P. Randomized control 
trial of a CBT trauma recovery program in Palestinian 
school. J Loss Trauma. 2012;18(14):306-321. 

16. Qouta S, Palosaari E, Diab M, Punamäki R-L. 
Intervention effectiveness among war-affected 
children: A cluster randomized controlled trial on 
improving mental health. J Trauma Stress. 
2012;25(3):288-298. 

17. Barron IG, Abdallah G, Heltne U. Randomised control 
trial of Teaching Recovery Techniques in rural 
occupied Palestine: effect on adolescent dissociation. 
J Aggress Maltreat Trauma. 2016;25(9):955-973. 

18. Ehntholt KA, Smith PA, Yule W. School-based 
Cognitive Behavioural Therapy intervention for 
refugee children who have experienced war-related 
trauma. Clin Child Psychol Psychiatry. 
2005;10(2):235-250. 

19. Sarkadi A, Adahl K, Stenvall E, Ssegonja R, Batti H 
et al. Teaching Recovery Techniques: evaluation of a 
group intervention for unaccompanied refugee minors 
with symptoms of PTSD. Eur Child Adoles Psy. 
2018;27:467-479. 

20. Giannopoulou I, Dikaiakou A, Yule W. Cognitive-
behavioural group intervention for PTSD symptoms in 
children following the Athens 1999 earthquake: A 
Pilot Study. Clin Child Psychol Psychiatry. 
2006;11(4):543-553. 

21. Ali N, Snell T. Baghdad Trauma Checklist. 2008 
(unpublished).  

22. Perrin S, Meiser-Stedman R, Smith P. The Children's 
Revised Impact of Event Scale (CRIES): Validity as a 
screening instrument for PTSD. Cambridge University 
press. Behav Cogn Psychother. 2005;33(4):487-498. 

23. Verlinden E, van Meijel EPM, Opemeer BC et al. 
Characteristics of the Children’s Revised Impact of 
Events Scale in a clinically referred Dutch sample. J 
Trauma Stress. 2014;27(3):338-344.  

24. Spence S. A measure of anxiety symptoms among 
children. Behav Res Ther. 1998;36(5):545-566. 

32



Ali NS, Al-Joudi TW, Snell T 

 

25. Direktor C, Serin NB. Psychometric properties of 
Spence Children’s Anxiety Scale (SCAS). EURASIA 
J Maths Sci Tech. 2017;13(10):6625-6636. 

26. Thabet AA, Vostanis P. Post-traumatic stress reactions 
in children of war: a longitudinal study. Child Abuse 
Negl. 2000; Feb;24(2):291-8. 

27. Carlson E. Psychometric study of a brief screen for 
PTSD: Assessing the impact of multiple traumatic 
events. Assessment. 2001;8:431-441. 

28. Caspi Y, Carlson EB, Klein E. (2007). Validation of a 
screening instrument for posttraumatic stress disorder 
in a community sample of Bedouin men serving in the 
Israeli defense forces. J Trauma Stress. 2007;20:517-
527. 

29. Snell T, Etter DW, Carlson EB, McCaslin SE. Trauma 
exposure and posttraumatic stress symptoms in Iraqi 
police recruits. Int J Ment Health. 2016;9(3):247-254. 

 

 ملخصال

 . وأن الاغلبیة منھم بصحة نفسیةبشكل مستمر حیاتھمخلال  المجتمعي لى صدمات ذات علاقة بالحرب والعنفإض الاطفال والمراھقین في العراق تعر المقدمة:
ً  یعاني من جیدة الا ان بعظھم  تالشدة. ان تخفیف ھذه الصعوبات ممكن بتطبیق التداخلا دما بعانفعالات كرب  صعوبات اجتماعیة وعاطفیة وسلوكیھ ویصاحبھا غالبا

مجتمعات عدد قلیل من ھذه التداخلات قد تم تقییمھ في ال النفسیة. أنتحسن الصحة لنھا تؤدي أالتكیف والمرونة وفي نفس الوقت فتعجل  الاجتماعیة والتيالنفسیة 
 التي تعاني من الازمات.

لى موجات من خخة والمواجھات المسلحة مما ادى إكانت احداث العنف قد زادت في العراق بكثرة انفجارات العجلات المف 2015ذا البحث في عام في وقت اعداد ھ
 النزوح من بعض المناطق.

ً  اختیرت من ثلاث مدارس صفوف أربعتم اختیار  البحث:طریقة  طالب  102من بین مجموعة مدارس متوسطة واعدادیة غیر مختلطة في بغداد.  وقد وافق  عشوائیا
عاماً. تم بعد ذلك اجراء مسح لاعراض  18-13اعمار الطلبة تتراوح بین  اختیارھم.كان قد تم  116 أصلعلى المشاركة بالبحث من  بنت) 54وولد  48(وطالبة 

 النفسیة.ة الى تاریخ التعرض للصدمات اضطراب الكرب مابعد الشدة والقلق بالاضاف

اجراء بة.  تم جلسة مخصصة لذوي الطلھا وتبعت متتالیة بمعدل جلسة واحدة اسبوعیاً لمدة خمسة اسابیع على خمس جلسات برنامج تعلیم اسالیب التعافي تم تطبیق 
 الانتھاء منھ.بعد مرور اسبوعین من  تقییم ما بعد التداخل

تحسن اولئك الطلبة الذین لدیھم اعراض شدیدة بشكل مھم  دالطلبة. وق من %44من الاحداث الصادمة ھو  أكثرو من تعرضوا إلى سبعة أت نسبة كان النتائج:
 ً  و اعراض ما بعد الشدة على باقي الطلبة.و اھمیة احصائیة في اعراض القلق أبینما لم یظھر تحسن ذ ،احصائیا

  ایجابیة.كان تفاعل اولیاء الامور ومشاركتھم قلیلة الا ان ردود الافعال من المعلمین والطلبة كانت 

ى اقتراح لة الذین شاركوا بالبحث یؤدي بنا إلى شدیدة ما بین الطلباض ما بعد الصدمة بدرجات متوسطة إان التعرض لاحداث صادمة كثیرة ووجود اعر الاستنتاج:
ً ل تعلیم اسالیب التعافي. نحتاج إحددة مثاالحاجة لتداخلات م ویزید من  فضلألى نتائج یؤدي إ مما قدباستخدام عینة ضابطة وفي المجتمع  لى تقییم ھذا التداخل لاحقا

 ً  .مع ضرورة خفض التكلیف لضمان استمراریتھ المشاركة الفاعلة من الاباء. ویجب ان یقدم التداخل محلیا
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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 I (DSM-IV; SCID), Hamilton Rating Scale 
for Depression (HAM-D), Global Assessment of Functioning (GAF), Clinical Global Impression (CGI), 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 psychotic 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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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.1 Victimization of patients 
with mental illness is a pressing global health problem 
affecting recovery and community integration.2 

Depression also contributes significantly to disability.3 
Previous studies showed that depression was the second 
leading cause of global disability.4 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.5 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.6 In addition 
to this, there is impaired reality testing, disorganized 

thought processes, impulsivity, poor planning and 
problem solving, which can compromise an individual’s 
ability to perceive risk and protect himself/herself.7 A 
Chinese study revealed high levels of depression in 
abused women.8 

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.9 

People with psychiatric disabilities are far more likely to 
be victims than perpetrators of violent crime.10 
Conversely, in a study conducted in Sweden, it was found 
that the risk of violent crime was increased in depressed 
patients.11 

B 
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A study by Arboleda-Florez12 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 illness. On the other hand, stigmatization of mental 
illness 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.13,14,2 

The current study is part of a research series that evaluated 
victimization among Egyptian patients with 
schizophrenia15 and bipolar disorder.16 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.15,16 

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-IV), with more than one-year duration of illness. 
Patients with other Axis I 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 

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 I 
diagnosis (DSM-IV;SCID-I)17 which is a semi-
structured diagnostic interview administered by 
an experienced trained bilingual researcher. The 
Arabic version was translated by El-Missiry. 
SCID-I was validated and used in previous 
Egyptian studies.18,19,20 

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.21 

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.22 

4. Clinical Global Impression (CGI)23 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.24 

7. The Victimization Questionnaire (VQ), 
developed and Standardized by El-Missiry et 
al.,15 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 200925 
and the Juvenile Victimization Questionnaire.26  
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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 I 
Disorders (DSM-IV; SCID I) 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 

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 (CGI) 
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 
varied. Some considered it a personal matter while others 

felt it was not important or felt worried about 
repercussions from the offender. 

   

Figure 1. Prevalence of victimization among patients with depression 

 

   

Figure 2. Type of victimization among patients with depression 
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Table 1. Socio-demographic and family characteristics: victimized versus non-victimized patients 
 

  Non-victimized 
(n=48) 

Victimized  
(n=52)  

Test p-value 95% confidence 
interval 

  
Mean±SD Mean±SD 

  
  

Age 
 

40.75±11.72 38.92±10.58 t= 0.819 0.415 Lower 
-2.60 

Upper 
6.254 

Years of 
education 

 
11.75±5.055 11.85±6.347 t=0.83 0.933 -2.386 2.193 

  
N % N % 

  
 

Gender  Male 16 (33.30%) 4 (7.70%) X 2= 10.256 0.001  

Female 32 (66.70%) 48 (92.30%)  
Marital Status  Single 12 (25%) 0 (0%) X 2=15.064 0.001  

Married 32 (66.70%) 48 (92.30%)  
Widowed 4 (8.30%) 4 (7.70%)  

Place of living Rural 12 (25%) 8 (15.40%) X 2= 1.442 0.230  
Urban 36 (75%) 44 (84.60%)  

Bullying at 
School  

Negative 16 (33.30%) 16 (30.80%) X 2= .075 0.784  
Positive 32 (66.70%) 36 (69.20%)  

Stability at work Not 
working* 

12 (25%) 36 (69.20%) X 2=22.988 0.000  

Stable 28 (58.30%) 8 (15.40%)  

Unstable 8 (16.70%) 8 (15.40%)  
Social class  High 4 (8.30%) 8 (15.40%) X2=3.312 0.346  

Middle 4 (8.30% 8 (15.40%)  
Low middle 12 (25%) 8 (15.40%)  
Low 28 (58.30%) 28 (53.80%)  

Childhood abuse Negative 32 (66.70%) 28 (53.80%) X2= 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 

parental violence 

Yes 4 (16.7%) 20 (38.5%) X2= 12.421 0.000  

No 
    

 

Family history of 

psychiatric illness  

Negative 40 (83.30%) 36 (69.20%) X2= 8.063 0.018  

1st degree 

relatives 

8 (16.70%) 8 (15.40%)  

2nd degree 

relatives 

0 (0%) 8 (15.40%)  

Family history of 

drug /alcohol 

abuse 

Negative 48 (100%) 40 (76.90%) X2=12.587 0.002  

Abuse 0 (0%) 8 (15.40%)  

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 
n=48 

Victimized 
n= 52 

Test p value 95% confidence 
interval 

 Mean±SD Mean±SD Lower Upper 
Age of Onset 36.8±13.49 28.69±12.88 t 3.08 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 t 0.628 0.569 -3.106 5.619 
Number of episodes No % No %    
First 28 58.3 32 61.5 X2=28.152 0.000  
Second 12 25 4 7.7  
Third 0 0 8 15.4  
Fourth 0 0 8 15.4  
More 8 16.7 0 0  
Current Diagnosis        
MDD single or recurrent episode 36 75 28 53.8 X2=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 X2=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= 

35.668 
0.000  

Markedly ill 20 41.7 36 69.2  
Severely ill 12 25 0 0  
Extremely ill 0 0 12 23.1  
HAM-D No % No %    
Moderate 8 16.7 0 0 X2=12.393 0.002  
Severe 8 16.7 4 7.7  
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 
n=28 

Miscellaneous 
victimization 

n=16 

Emotional 
victimization 

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 11.5 
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.28,29 Prevalence 
rates of victimization ranged from 4.3% to 59%.7 Earlier 
studies estimated victimization prevalence to vary from 
16% to 92%.30 Recently, de Vries et al.,31 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 victimized52 with patients who reported 
no experience of victimization.48 

Psychodemographic data 

In the present study, 53.8% participants identified as 
having low socio-economic status. This finding supports 
Passos et al.,7 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.32,33 Women with mental illness were 1.7 to 3 
times more likely to be victimized.14,34 Women with a 
diagnosis of depression were more likely than men to 
report being subjected to physical or sexual assault.35 

In the current study, 92.3% of victimized patients were 
women, which is consistent with Teplin et al.,36 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.37,38,39 

Contrary to the above findings, a Swedish study reported 
that 3.7% of men and 0.5% of women with depression 
experienced violence.11 Moreover, other studies suggested 
that men were more likely to be victimized than 
women.40,41 The differences may be related to cultural 
issues. In Arab societies, women are the main victims of 
domestic violence.42,43 

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.44 

In the current study, the victimized group was 
significantly exposed to parental domestic violence and 
childhood abuse (as defined by the WHO, 1999)45 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.46,47,48,49,50 

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.34 

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.7,29 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.36,41 

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.29 

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.51,52 

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.53 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.54 

It can be suggested that people who are victimized might 
not report their experiences55 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.51,56 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.43 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.37,57,58 

Victimized patients were more likely to report 
psychosocial problems following an experience of abuse,2 
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. 

 

 

 

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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 الملخص

ً ماان تعرض المرضى المصابین بالاكتئاب للایذاء مشكلھ خطیرة  فیة الدیموجرواجتماعیة لإات المتغیرلى دراسة اإیقلل من شأنھا. ھذا البحث یھدف  وغالبا
اشترك في البحث مئة من المرضى المترددین على مركز الطب لضحایا.ائھم من غیر انة مع نظررمقاالاكتئاب مرضىاء لمرتبطة بإیذالإكلینیكیة الخصائص وا

 الأمریكي.بنیة على الدلیل دلیل المقابلة الاكلینیكیة الم والتشخیص باستخدامعمل المقابلة النفسیة  تم دشمس. وقجامعة عین -النفسي

یانات جانب تصمیم استبیان للحصول على الب ىلإالشامل ھذا  الاكلینیكيوالانطباع  للأداء وتقییم شاملكتئاب باستخدام مقیاس ھاملتون كما تم تقییم اعراض الإ
  .والمعنوي واللفظيتصمیمھ للكشف على الایذاء البدني  وآخر تمالدیموجرافیة 

جل قد س الطفولةفي  واساءة المعاملةللتعرض للعنف المنزلي  تاریخولھن من الاناث المتزوجات  وكانت الاغلبیة للإیذاءمن المرضى تعرضوا %52وجد ان 
عرض ھذه الدراسة مدى ت الخلاصة: اثبتت البدني.ان الاغلبیة تعرضت للایذاء العاطفي یلیھ الایذاء  ھاملتون واوضحت الدراسةالمرضى اعلى درجات في مقیاس 

البحث بضرورة  ذاویوصي ھ لا،كتنوا تعرضوا للایذاء من قبل او  إذاان یشتمل تقییم المرضى عما  وبالتالي یجبالمرضى المصابین بالاكتئاب للایذاء بشكل كبیر 
 .وضع استراتیجیات مستقبلیة لتوفیر الحمایة اللازمة للمرضى
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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.1 
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.2 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),3 and 
cognitive impairment (memory, attention, working 
memory, problem solving, processing speed and social 

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.4 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.5 

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 

O 
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is common in clinical practice and affects approximately 
50% of outpatients with schizophrenia.6 Many disease-
related, patient-related, treatment-related and 
environmental factors may influence adherence in 
schizophrenia.7,8 

Among the variables most consistently found to predict 
adherence to antipsychotic medication are illness 
insight,7,8 the severity of psychopathology,7 cognitive 
impairments,9 attitudes toward medication,7 substance 
misuse,10 antipsychotic side-effects,11 and the quality of 
the therapeutic relationship.12 

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.13  

Shuler examined the prevalence of schizophrenia and the 
social factor of the disease.14 Afolayan et al. found a 
significant improvement in medication adherence in the 
pharmacological studied group; however, quality of life 
and symptoms did not improve.15 The study suggested that 
non-adherence to medication might affect the patients' 
quality of life indirectly via symptom severity and 
medication side effects.16 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.17  

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.18  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%.19,20 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 

during the development of the illness.23,24 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.25,26,27,28 

In a substantial number of patients, these symptoms are 
severe enough to qualify for diagnosis of depression as per 
standard diagnostic criteria.29 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.30 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.31.,32 As the duration 
of the illness increases, anxiety and depression increase, 
leading to decreased quality of life.33 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 

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

• 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  

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

• clinically stable; 
• provided consent to participate in the current 

study. 

Exclusion criteria 

• Patients with significant medical or neurological 
illness; 

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

• had mental disability; 
• met criteria for drug dependence and addiction; 
• had a history of inpatient admission six months 

prior to assessment; 
• had duration of illness of less than two years.   

 

 

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 0 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.35 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 (%) 

 

Quality of life  

Low 25-34 36 12.4 

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 
(𝑥̅𝑥𝑥̅𝑥 +1SD) and below (𝑥̅𝑥 𝑥̅𝑥-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 R2 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 ᵝ T p-value 

(Constant) 45.140 1.204  37.498 0.00 

Depression -.221 .078 -.167 -2.855 0.05 

(R²= 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 R2 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 ᵝ T p-value 

(Constant) 13.439 1.236  10.872 0.00 

Medical Adherence 1.076 .045 0.81  23.677 0.05 

       (R²= 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  

 

 

 

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. 
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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 

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.36 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.37 

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.38  

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.39 
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.40 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.41 A 
similar association between depression and medical 
adherence was found in outpatients with coronary heart 
disease.42 

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.43 Also Jannuzzi 
et al., who established the relationship between 
medication adherence and quality of life among elderly 
people with diabetic retinopathy.44 

 

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.  
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 الملخص

حیاة الأشخاص الذین یعیشون مع مرض انفصام الشخصیة في المركز الطبي الاتحادي في لوكوجا. قیمت ھذه الدراسة تأثیر الاكتئاب والالتزام الطبي على نوعیة 
في ولایة كوجي.  Lokoja تم استخدام البیانات الأولیة للدراسة. تم جمع البیانات من المرضى المسجلین من مرض انفصام الشخصیة في المركز الطبي الاتحادي

مریضًا مسجلاً في المستشفى باستخدام حجم عینة من تركیبة تارو الیمنیة. تم تبني تقنیة أخذ العینات  832جمعھم من إجمالي عدد مریضًا تم  287تكونت العینة من 
 Morisky واءام الداس التزالمریحة ، حیث تم الاتصال بالمستجیبین المحتملین المتاحین بشكل فردي في أیام العیادة الخاصة بھم. ثلاثة أدوات نفسیة موحدة ھي: مقی

(MMAS –8) الذي طورتھ Morisky (1986) مقیاس كالغاري للاكتئاب ، (CDSS) طورتھ Addington و Schissel (1990) و مقیاس جودة الحیاة في 
تحلیل البیانات التي ) استخدمت لجمع البیانات من المستجیبین. تم 1998التي وضعتھا منظمة الصحة العالمیة ، ( ( (WHOQOL-BREF) منظمة الصحة العالمیة

لدیھم مستوى  ٪12.4) في حین أن ٪65.6تم جمعھا باستخدام الانحدار الخطي البسیط. أوضحت النتائج أن غالبیة المشاركین لدیھم مستوى معتدل من نوعیة الحیاة (
ً  ٪21منخفض من نوعیة الحیاة ، و  تئاب لھ تأثیر كبیر على نوعیة الحیاة من الأشخاص الذین أن الاك لدیھم مستوى عالي من جودة الحیاة. وأظھرت النتائج أیضا

وأظھرت النتیجة أیضا أن الانضمام الطبي لھ تأثیر كبیر على نوعیة حیاة  ).R² = 0.66 ،F (1،285) = 560.5  ،P .>05(ة یعیشون مع مرض انفصام الشخصی
-وأظھرت النتائج أیضا العلاقة بین الاكتئاب (ص =   ). R² = 0.66 ،F (1،285) = 560.5  ،P .>05( الشخصیةالأشخاص الذین یعیشون مع مرض انفصام 

على نوعیة حیاة الأشخاص الذین یعیشون مع مرض انفصام الشخصیة. خلصت الدراسة إلى أن الاكتئاب والالتزام  )،0.814والتمسك الطبیة (ص =  )،0.167
 .مرضى الفصام في المركز الطبي الفیدرالي ، لوكوكاالطبي لھما أھمیة كبیرة في التأثیر على نوعیة حیاة 
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Abstract 

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.1-15 

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.16 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 2017.17 

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 2016, 
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,1-

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. 

 

B 
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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  

 

 

 

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 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Smartphone usage characteristics 

All students reported using a smartphone. The mean (SD) 
duration of smartphone ownership was M=4.1,SD=1.4 
years. About two-thirds (61.8%) of students owned a 
smartphone for a period of more than four years (Table 2). 

The majority (81.7%) had reported having an internet data 
package. Table 3 describes the use of mobile phone 
services in terms of number of certain services per day. 

          

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

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Characteristics n % 
Age (year) 

 

<20 470 51.2 
20+ 448 48.8 
Gender 

 

Male 377 41.1 
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 

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)  

56



Patterns of Smartphone Use among University Students in Jordan 

 
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 

 

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 

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.

 

            

 

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) 
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Table 4. Situations where smartphone is being used 

 

 

 

 

 

 

 

 

 

 

 

Discussion 

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.22 Past studies 
showed that women spend more time on WhatsApp and 
Facebook than men do.23 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 

alone, which interacts with many mental health issues 
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.25,26 

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)27 and 94.6% (in Nigeria).28 

 

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. 

Situations where smartphone is being used Men n (%) Women n (%)  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) 
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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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 الملخص 

 412) طالب (1005العینة العشوائیة مكونة من ( الطرق: .تھدف الدراسة الى وصف انماط وأسالیب سلوك استخدام الھاتف الذكي بین طلاب الجامعات في الأردن
أنھى  .2017/2018إناث)، كانوا مسجلین في الكلیات الصحیة في جامعة العلوم والتكنولوجیا الأردنیة في الفصل الدراسي الثاني من العام الأكادیمي  593 ،ذكور 

الجزء الأول عن البیانات الدیموغرافیة  ،سنة).أنشئ استبیان مكون من جزئین  1.6±  19من الذكور، متوسط العمر  377 ،من الإناث  541مشارك ( 918الاستبیان 
 ،ساعات یومیاً على ھواتفھم الذكیة 5) طالب اقرّوا بأنھم یمضون أقل من %59.6( 547ما مجموعھ  النتائج: .و الجزء الثاني عن سلوك استخدام الھاتف الذكي

لي ثلاث أرباع الطلبة أخبروا أنھم یتفقدون ھواتفھم الذكیة بمعدل مرة واحدة ) أقرّوا باستخدام ھواتفھم الذكیة لمدة تزید عن خمس ساعات یومیاً.حوا40.4%( 317
و ھذه الأوساط الحسابیة وجدت  ،) 3.7( 5.9الوسط الحسابي (الانحراف المعیاري) للوقت المصروف على الھواتف الذكیة بالساعات كان  او أكثر كل نصف ساعة.

جاءت ملاحظاتنا الاستنتاجات:  .بینما امتلاك حزمة انترنت لم یؤثر على وقت الاستخدام الیومي ،وات الدراسةبأنھا تختلف احصائیاً حسب الجنس و العمر و سن
ت للبحث عن المعلوما والأصدقاء ثمكثر شیوعاً ھو للتواصل مع الأھل الا وكان الاستخدام ،داعمة لازدیاد استخدام الھواتف الذكیة في الأردن بین طلاب الجامعات

 .وسائل التواصل الاجتماعي. وكان أكثر المواقف التي یتم استخدام الھاتف الذكي خلالھا ھي عند الشعور بالمللثم لتفقد 
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Abstract 

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 

Declaration of interest: None 

 

Introduction 

Mental stigma is the social stereotyping of people with 
mental illness. Scales introduced to measure social 
attitudes were adapted to the Arab culture by Kadri2 in 
Morocco and Sidhom4 in Egypt. The present study tests 
the hypothesis that contact with patients who experience 
mental illness is associated with favorable attitude 
changes among student nurses.  

 

Method  

Participants in the present study were student nurses from 
the High Nursing Institute in Al-Gouna, Hurgada, Egypt 
who attended an eight-week psychiatric training rotation 
in The Behman Psychiatric Hospital in Cairo from June to 
August 2015. 

Student nurses completed an attitude questionnaire before 
and after their rotation in this hospital. The questionnaire 
used was the Bartlett1 scale, which was published as 

exhibit 9-21 in the book on scales for measurement of 
attitude.3 The questionnaire was presented to students in 
the original English after re-wording to apply to people 
with mental illness rather than people with intellectual 
disability. The questionnaire was thought to have 
acceptable face-validity because most of its items were 
included in the scales used by Kadri2 and Sidhom.4 It 
comprised 24 statements about people with mental illness. 
Respondents’ opinions are indicated by endorsing one of 
three attitudes: favorable, unfavorable or undecided.  

 

Results  

Participants included eight men and two women aged 20-
22 years. All participants and their training supervisors 
agreed to the study. Ethics were approved by the hospital 
review board. Table 1 shows the total response of 
students’ favorable, unfavorable and undecided attitudes 
before and after their psychiatric training rotation. 

 

 

 

I 
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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 X2 =44.0 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 Corrigan5 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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 الملخص

النفسیین. وقد ارتبطت الوصمة في الوطن العربي بأبحاث نادیة قادري وعماد سیدھم. ویھدف  ىلنفسي تحط القدر الإجتماعي للمرضالوصمة المرتبطة بالمرض ا
 .النفسیین على اتجاھات طلبة التمریض نحو المرض النفسي ىسة تأثیر الإتصال المباشر بالمرضھذا البحث إلى درا

بیة مدتھا ثمانیة أسابیع في مستشفى بھمان للأمراض النفسیة ودلت النتائج على أعطي مقیاس الاتجاھات نحو المرض النفسي للطلبة قبل وبعد أدائھم لدورة تدری
 لوجھ مع ھاً حدوث زیادة في الاتجاھات الإیجابیة نحو المرض النفسي ذات دلالة إحصائیة مؤیدة لما توصل إلیھ كوریجان من خفض الوصمة بعد التواصل وج

 .النفسیین ىالمرض
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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 Iraqis.  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 27th 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 Iraq. As early as 1923, Thompson & Thompson 
published a book entitled ‘Assyrian Medical Texts from 
the original in the British Museum’.1 The book constituted 
a translation of medical cuneiform texts that were used by 
ancient Iraqi 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 

called Ancient Iraqi 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, I had met 
him and his wife in their house in 2003. His wife was the 
late poet Helen Kinnier Wilson. I wrote an article in 
Arabic for the Arab Journal of Psychiatry on Professor 
Kinnier Wilson’s work and my meeting with him in 2003.2 
More recently, I published an article on Mesopotamian 
Posttraumatic Stress Disorder (PTSD) that went viral 
through the media and social media.3 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. I 
met the professor again on 30th May 2016 to return a book 
I 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 I was fortunate to have met at a Royal 
College of Psychiatry meeting and who put me back in 
touch with Professor Kinnier Wilson. I 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 I 

T 
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continued my interview. I also took some pictures one of 
which is included in the current article. The question and  

answer format of the interview were as follows: 

 

Q:  What led you to become an archaeologist? 

A: ‘When I was nine years old, my father took me to the 
British Museum and when we were in the Assyrian gallery 
there, I 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 I was hesitant to study Assyriology as I thought it 
might not be an adequate profession to earn a living, but I 
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, I got 
a scholarship to Durham University to study that and, in 
1946, I was accepted at Christ Church, Oxford where I 
studied Assyriology. In 1950, I was appointed as a 
Lecturer in Assyriology at Durham University. I went 
from there to do a research year at the Oriental Institute of 
the University of Chicago between 1951-52. After that, I 
was appointed as a Lecturer and then Assistant Professor 
at University College, Toronto between the years 1953-
55. I 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 

“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, I 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 I was in Chicago, I 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 Iraqi 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.’ 
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Q: Do you think that the ancient Iraqis or the 
Mesopotamians had a unique interest in psychiatric 
disorders compared to sister civilizations like the 
Egyptian ones?  

A: ‘The ancient Iraqis 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 Iraqis 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. I feel it is of interest to psychiatrists to read 
these records to compare them with current 
psychopathology that changed clearly in its contents.’ 

 

 

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 I did not follow 
the archaeology route, I 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 I 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 I did. My uncle, who is a doctor, helped me to 
get into Oxford. I 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. I 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 
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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’.4 

Upon meeting Professor Kinnier Wilson again, I 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. I 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. I 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 Güterbock H, 
Jacobsen T (Eds). Studies in honor of Benno 
Landesberger. Chicago University Press, 
Chicago, pp. 289-298. 

• 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, 
Illinois, 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. 

• 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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 الملخص
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مقالة بعنوان "مقدمة في الطب النفسي في بلاد ما بین النھرین" المشار إلیھا  2004للعراقیین القدماء وترجمتھا. ولقد نشرت في المجلة العربیة للطب النفسي في عام 
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   الملخص

یخ أبو نھج، الشلقد اھتم الفلاسفة المسلمون بالنفس وأمراضھا، وبرزوا في تشخیص أحوالھا، ووصف علاجاتھا، ومن الذین تمیزوا بالأصالة في الموضوع والم
 .حامد الغزالي. الذي تمیزت نظرتھ إلى النفس عن فلاسفة الیونان، ومن تبعھم من فلاسفة الإسلام

أسس فلسفتھ النفسیة من الإسلام، ومن تجربتھ الذاتیة في التصوف، مع العلم أن التصوف ذو علاقة وطیدة بعلم النفس، و(الغزالي) من  إذ یبرز التمیز في أنھ یستمد
في علم  الغزالي عناحیة أخرى باحث في النفس ومتصوف، وفي التصوف مادة نفسیة غزیرة، تستوقف كل باحث، لقد كان لتلك التجربة النفسیة أعمق الأثر في إبدا

 .النفس، كإدراك الدوافع والانفعالات، ومعرفة العواطف والانحرافات، وبالتالي تشخیص الحالات، ووصف العلاجات

أمراض النفس ظیفتھا، ولذلك ارتأینا أن نتتبع تحلیل الغزالي لطبیعة النشاط النفسي، والنفس وأقسامھا، والغریزة وتأثیرھا، والانفعالات وضبطھا، والأحلام وو
ناھج الحدیثة، یقترب من الم وأسبابھا، ثم علاجھا. كل ذلك في إطار مقاربة نقدیة مقارنة مع النظریات الحدیثة في علم النفس. مبرزین منھج الغزالي في التحلیل الذي

 ً  .تي عایشھا الغزالي بنفسھمن الحالات ال إذ استخدم التأمل والاستبطان، واستعان بما تثبتھ الوقائع من خلال الملاحظة والتجربة، انطلاقا

عات النفس وأحوالھا، في طرْق موضوویبدو لنا في ھذا القلیل من الكثیر أننا أثبتنا أصالة وتمیز التحلیل النفسي الذي قدمّھ الغزالي، وسبْقھ لكثیر من المدارس الحدیثة 
  .ضوعیةوأمراضھا. ملتزمین النصوص الثابتة للغزالي، لإثبات ما ذھبنا إلیھ بكل دقة ومو

 تحلیل النفس، علل النفس، التشخیص، العلاج، الغزالي الكلمات المفتاحیة:

 لا یوجد اعلان الدعم:

 

  ةمقدم
م) من أبرز مفكري الإسلام الذین 1111، 1056یعتبر أبو حامد الغزالي ( 

لكثیر اأولوا أھمیة بالغة للنفس البشریة، من جمیع جوانبھا. حیث وقف على 
من الآلیات التي تحكمھا، كما شخّص العدید من عللھا وأمراضھا، واجتھد 
في وصف علاجاتھا. كما یمكن الوقوف على آراء كثیرة سبق (الغزالي) من 
خلالھا المدارس النفسیة المعاصرة، لعلّ من أبرزھا ما جاءت بھ مدرسة 

 (Sigmund Freud) د)سیغموند فروی( التحلیل النفسي، بزعامة مؤسسھا
  .م1939، 1856

ملامح نظریة في تحلیل النفس، تستمد  إن للغزاليولعلنا لا نبالغ إن قلنا 
أصولھا من الإسلام، وسنتطرق إلى أھم معالم ھذه النظریة في نظرة الغزالي 
إلى النفس وأقسامھا، وإلى الغریزة والانفعالات، وتأثیرھما على النشاط 
النفسي، ومفھوم الأحلام، وأمراض النفس وأسبابھا ثم كیفیة علاجھا، ومنھ 

ا لما قدمھ الغزالي من آراء سبق بھا عصره. وھذا ما تكتمل الصورة لدین
 .نحاول تسلیط بعض الضوء علیھ في مقالنا ھذا

 

 أقسام النفس عند الغزالي

یتكلم الغزالي عن النفس في ثلاث صور مختلفة تشبھ إلى حد كبیر التقسیم  
: آلاتيكالثلاثي للأنا الذي قال بھ (سیغموند فروید) الذي یحدد الجھاز النفسي 

الأنا: ویمثل الشخصیة الواقعیة المھذبة اجتماعیا، والتي تسعى إلى التوافق 
 .والتكیف

  .الرغبات والغرائز الداخلیة اللاشعوریة التي تسعى إلى اللذة والإشباعالھو: 

ویمثل أوامر ونواھي المجتمع الأخلاقیة، أو جانب الضمیر في الأنا الأعلى: 
 1. الشخصیة

قسّم النفس إلى ثلاثة أقسام قبل(فروید) بقرون، وإن كان أما(الغزالي) فقد 
  .التشابھ موجود بین طبیعة كل قسم عندھما

سكنت تحت الأمر وزایلھا الاضطراب  إذا« إذ یجعل (الغزالي) من النفس:
بسبب معارضة الشھوات سمیت النفس المطمئنة...وإذا لم یتم سكونھا، ولكنھا 

ومعترضة علیھا سمیت النفس اللّوامة، لأنھا صارت مدافعة للنفس الشھوانیة، 
تلوم صاحبھا عند تقصیره. وإن تركت الاعتراض وأذعنت، وأطاعت 

  2 » .لمقتضى الشھوات، ودواعي الشیطان سمیت النفس الأمارة بالسوء

 :وعلیھ نكون أمام ثلاثة أحوال للنفس

النفس الشھوانیة: سیطرة الأھواء، والغرائز والشھوات على  .1
 .العقل

النفس اللّوامة: النفس المتوسطة بین صراع الأضداد، الشھوة  .2
 .والعقل

النفس العاقلة: النفس المطمئنة بحكم العقل، وقمع الشھوات  .3
 .والتحكم فیھا

فإن اتجھت إلى صواب «فاختلاف أسمائھا باختلاف أحوالھا العارضة علیھا، 
  عزّ وجلالصواب ونزلت علیھا السكینات الإلھیة، فتطمئن إلى ذكر الله

وتسكن إلى المعارف الإلھیة، فیقال نفس مطمئنة. وإن كانت مع قواھا 
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وجنودھا في قتال وشجار ونزاع وكانت الحرب بینھما سجال، فتارة لھا الید 
علیھا وتارة للقوى علیھا الید فلا تكون حالھا مستقیمة، فھذه النفس نفس لوّامة 

بھائم، الحتى صار في حضیض وھذه النفس ھي حالة أكثر الخلق. ومن اتضع 
عن الفضائل الإنسانیة وعدم مشاركتھ للإنسان إلا بالصورة  لانسلاخھ

  . »3 التخطیطیة، وھذه النفس الأمارة بالسوء

والغزالي كما ھو واضح یستمد تقسیمھ الثلاثي من القرآن الكریم، لقولھ 
 وقولھ:  4.)تعالى:( یا أیتھا النفس المطمئنة، ارجعي إلى ربك راضیة مرضیة

أیضا:( إن النفس  ) وقولھ5أقسم بیوم القیامة، ولا أقسم بالنفس اللّوامة. (لا
 6لأمارة بالسوء.)

نفسك خلقت أمارة بالسوء...وأمرت «ویستمد (الغزالي) ذلك في قولھ: 
بتزكیتھا...فإن أھملتھا جمحت وشردت، وإن لازمتھا بالتوبیخ والمعاتبة كانت 

اللوامة، ورجوت أن تصیر النفس المطمئنة المدعوة إلى أن نفسك ھي النفس 
 7 » .تدخل في زمرة عباد الله راضیة مرضیة

خصائص النفس، إذ  ویبدو من النصوص السابقة أن(الغزالي) یدرك جیداً 
یجعل من الإنسان في مرتبة وسطى بین طرفي نقیض الحیوانیة من جھة بما 

مطالب الجسد، والملائكیة من جھة بما تحملھ ھذه الكلمة من غرائزیة وتعلق ب
  .تحملھ من تعالي عن مطالب الجسد والغرائز

ولكن الإنسان في نفس الوقت یحمل في ذاتھ تلك الثنائیة بین مطالب الجسد 
وتمثلھا الغریزة ومطالب الروح ویمثلھا العقل، وبالتالي فھو في صراع بین 

 :اليوالطبیعة الحیوانیة، إذ یسمى الغزھذین الطرفین، بین الطبیعة الإنسانیة، 
التي بھا فارق الإنسان البھائم في قمع الشھوات وقھرھا، باعثا دینیا،  الصفة«

ولنسم مطالبة الشھوات بمقتضیاتھا باعث الھوى، ولیفُھم أن القتال قائم بین 
 8 .» باعث الدین وباعث الھوى، والحرب بینھما سجال

س أن أسا س في حالة النفس اللّوامة، معتبراً وعلیھ جعل الغزالي أغلب النا
الامتحان ھو السعي بھذه النفس نحو العقل وفضائلھ للوصول إلى درجة النفس 
المطمئنة التي تنٌال بالریاضة والمجاھدة، وعدم السقوط في مطالب الغرائز 

للرذائل، وإنما أن تحقق النفس  والرغبات حتى لا تصیر ھذه النفس عبداً 
توازنھا وسیادتھا وتحررھا من كل ما یستعبدھا. كما لا یعني ذلك عند الغزالي 
أن تقمع النفس، وتحٌرم كل ما تنزع إلیھ بطبیعتھا من شھوات وغرائز، وإنما 

 .أن لا تكون الغرائز ھي كل غایتھا، وإنما ما یحقق توازنھا

 فس سوى التوفیق بین مطالب النفس، وتحقیقولا یرى الغزالي في توازن الن
الاعتدال، ولا یكون ذلك في قمع الشھوات والرغبات والقضاء علیھا، فإن 
ذلك مناف للطبیعة البشریة، وإنما بالتھذیب والتربیة، والمجاھدة، ویخطئ 

أن المقصود بالمجاھدة قمع ھذه الصفات بالكلیة ومحوھا وھیھات! «من یعتقد 
ت لفائدة وھي ضروریة في الجبلة، فلو انقطعت شھوة الطعام فإن الشھوة خلق

لھلك الإنسان، ولو انقطعت شھوة الوقاع لأنقطع النسل، ولو انعدم الغضب 
بالكلیة لم یدفع الإنسان عن نفسھ ما یھلكھ ولھلك، ولیس المطلوب إماطة ذلك 
بالكلیة بل المطلوب ردھا إلى الاعتدال الذي ھو وسط بین الإفراط 

 .»9طتفریوال

وتبرز نظرة الغزالي الواقعیة المعتدلة المبنیة على الملاحظة والتجربة جلیة 
في ھذا التحلیل، الذي یدل أیضا على فھم الغزالي الجید لأغوار النفس 
البشریة، ودعوتھ إلى اعتماد الممارسة والمجاھدة، لإعادة النفس إلى الوسط 

عود إلى حد الاعتدال، فدلّ أن وبالریاضة ت« :المحمود، وقولھ أبلغ في ذلك
 10 . » ذلك ممكن، والتجربة والمشاھدة تدل على ذلك دلالة لا شك فیھا

 

 الغریزة والنشاط النفسي عند الغزالي

إذا كان (سیغموند فروید) یرجع أساس النشاط النفسي إلى اللاشعور وغریزة 
الجنس، فإن (الغزالي) یرجع النشاط النفسي إلى أربعة دوافع أساسیة وھي: 
الرغبة أو الشھوة إلى الطعام، والجنس، والمال، والجاه. ومحرك كل ھذه 

الأخرى،  الدوافع، غریزة البطن التي یجعلھا الأصل في بروز الغرائز
والبطن على التحقیق ینبوع الشھوات، ومنبت الأدواء والآفات، إذ یتبعھا «

شھوة المرأة، وشدة الشبق، ثم تتبع شھوة الطعام والمرأة شدة الرغبة في الجاه 
  ».11والمال، اللذین ھما وسیلة إلى التوسع في الشھوة الجنسیة والمطعومات

عي في إرضاء الغرائز، بجمع وتترتب عن التوسع في طلب اللذات، والس
أنواع الرعونات، وضروب المنافسات، والمحاسدات، ثم « ،المال والجاه

یتولد بینھما آفة الریاء، وغائلة التفاخر والتكاثر والكبریاء، ثم یتداعى ذلك 
إلى الحقد والحسد، والعداوة والبغضاء، ثم یفضي ذلك بصاحبھ إلى اقتحام 

ل ذلك ثمرة إھمال المعدة، وما یتولد عنھا من البغي والمنكر والفحشاء. وك
بطر الشبع، والامتلاء. ولو ذلّ العبد نفسھ بالجوع، وضیقّ بھ مجاري 

 12 » .الشیطان، لأذعنت لطاعة الله عز وجلّ 

إن التحكم في الغرائز، والاعتدال في تلبیتھا ھو وسیلة الصحة النفسیة، 
دث العكس فھو فقدان للإرادة، والتحكم في النفس بالعقل والوعي، أما إذا ح

ي حب ف علیھ النفس صار أسیراً  ومن استولت«وسیطرة الأھواء على النفس 
زمامھ في یدھا، تجره  مغلولاً  في سجن ھواھا، مقھوراً  شھواتھا، محصوراً 

 13 » .حیث شاءت، فتمنع قلبھ من الفوائد

لغزالي یشیر ا وھنا إشارة لا تقل أھمیة عما سبق ذكره في التحلیل النفسي، إذ
إلا غیاب الوعي والإرادة لدى مریض النفس، وكأنھ یتصرف من غیر 

 ً الفكرة التي بنا علیھ التحلیل النفسي أساس المرض النفسي،  شعور، وھي طبعا
وھي عدم شعور المریض بأسباب حالتھ، ومعرفتھ بالأسباب، والوعي بھا 

ل الذي یتكلم عنھ یؤدي إلى العلاج، وسنجد ذلك في العلاج بالعلم والعم
 .الغزالي فیما بعد

 غـریزة الطعام والتحكم فیھا

یعتبر (الغزالي) ھذه الغریزة أساس لكل الغرائز الأخرى، فإن المعدة منبع 
ع ، ولذا عظم في الشرالقوى، فكأنھ الباب والمفتاح إلى الخیر والشر جمیعاً 

الأخرى، وردھا إلى فإن معالجتھا تؤدي إلى معالجة الغرائز  14.الصومأمر 
  .حد الاعتدال

وعلیھ یعتبر العلاج في معاكستھا، فیبُرز لنا فوائد الجوع (قلة الطعام) متمثلة 
صفاء القلب وإیقاد القریحة وإنفاذ البصیرة، فإن الشبع یورث البلادة «في: 

الصبي إذا أكثر الأكل بطل حفظھ وفسد ذھنھ وصار بطيء  القلب، بلویعمي 
یستفید من قلة الأكل صحة البدن، ودفع الأمراض،  »كما« 15ك.الفھم والإدرا

ویحوج إلى الفصد والحجامة، والدواء والطبیب، وكل  الأكل.فإن سببھا كثرة 
 16 .» ذلك یحتاج إلى مؤن ونفقات لا یخلو الإنسان منھا

وبعد ھذه الحجج التي یسوقھا الغزالي للتدلیل على أفضلیة قلة الأكل، للجسم 
المال، یتكلم الغزالي بأسلوب نفسي اجتماعي عن تأثیر الشبع على والعقل و

الإنسان، إذ یدفعھ الشبع إلى البحث عن أشیاء أخرى، فیعمل على إشباع 
  .غرائز أخرى

ومنھ تنشأ الغرائز كتوابع لغریزة البطن، فیتحرر اللسان بعد الشبع، فیتكلم 
ي في ة. إذ یقول الغزالفي الناس، ویتطلع الفرد إلى تحقیق رغباتھ المختلف

إذا شبع : و«وتطلعاتھا أسلوب مبني على الملاحظة والخبرة بالنفس البشریة 
افتقر إلى فاكھة فیتفكھ لا محالة بأعراض الناس... وإذا شبع الرجل لم یملك 
فرجھ، وإن منعتھ التقوى فلا یملك عینھ، فالعین تزني، كما أن الفرج یزني، 

فلا یملك فكره، فیخطر لھ من الأفكار الردیئة فإن ملك عینھ بغض الطرف، 
وحدیث النفس، بأسباب الشھوة، وما یتشوش بھ مناجاتھ، وربما عرض لھ 
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ذلك في أثناء الصلاة، وإنما ذكرنا آفة اللسّان، والفرج مثالا، وإلا فجمیع 

 17 .»   معاصي الأعضاء السبعة٭، سببھا القوة الحاصلة بالشبع

لا یكتفي الغزالي بعرض المشاكل الناتجة عن كثرة الأكل، وعدم الاعتدال 
في الطعام، وإنما یقدم بعد ذلك العلاج والحلول التي یراھا مناسبة، فیؤكد أولا 

 18. اعتادالبطنة أصل الداء، والحمیة أصل الدواء، وعوّدوا كل جسم ما «أن 

ن یر من الأمراض ناتجة عوھو كلام صحیح بالمقاییس العلمیة الحدیثة، فكث
طبیعة الغذاء الذي یتناولھ الإنسان، بل أساس كثیر من الأمراض الخطیرة 
والمزمنة ھو الإفراط في الأكل، وبالتالي زیادة الوزن، الذي أصبح في حد 
ذاتھ مرضا خطیرا، لأنھ أرضیة لأمراض أخرى، كالسكري، وارتفاع ضغط 

ج في كثیر من الأحیان عن الاختلالات الدم، والقرحة، وأحیانا السرطان النات
 .الھرمونیة والغذائیة

ثم یضیف الغزالي إلى طریقتھ في العلاج، ضرورة التزام الوقایة، من خلال 
الأفضل بالإضافة إلى الطبع المعتدل، أن یأكل « لأنالاعتدال في الطعام، 

اء قبحیث لا یحس بثقل المعدة، ولا یحس بألم الجوع... فإن مقصود الآكل ب
الحیاة، وقوة العبادة، وثقل المعدة یمنع من العبادة، وألم الجوع أیضا یشغل 

لم یكن للإنسان خلاص من الشبع والجوع، فأبعد  منھا، وإذاالقلب ویمنع 
 19  ».الاعتدالالأحوال عن الطرفین الوسط وھو 

ویؤكد الغزالي على الوقایة من الأول، وتعوید الجسم والنفس الاعتدال في 
فلیكن الاحتیاط في بدایات الأمور، فأما في أواخرھا، «كل شيء منذ البدایة، 

 20  ».الروحفلا تقبل العلاج، إلا بجھد جھید یؤدي إلى نزع 

، ولا یم نفسھأما من تعود كثرة الأكل، فما علیھ إلا أن یعود إلى الحمیة، وتنظ
یكون ذلك حسب الغزالي إلا بالتدرج والمثابرة، والریاضة، حتى لا یضر 

 في«جسمھ من جھة، وینجح في ذلك من جھة أخرى، ولذلك یقترح الغزالي: 
تقلیل الطعام فسبیل الریاضة فیھ التدریج، فمن اعتاد الأكل الكثیر، وانتقل 

ف وعظمت مشقتھ، فینبغي دفعة واحدة إلى القلیل، لم یحتملھ مزاجھ، وضع
 21 .لمعتاداأن یتدرج إلیھ قلیلا قلیلا، وذلك بأن ینقص قلیلا قلیلا من طعامھ 

والنتیجة التي یوصلنا إلیھا ھي أن نجعل من الغذاء وسیلة لحفظ الصحة، 
ولیس غایة في حد ذاتھ، وبالتالي نفھم منھا أنھا دعوة إلى التربیة الجسدیة، 
والاستھلاكیة، إذ تحمي الإنسان من الإفراط في الأكل، ومن التفریط في 

منھا أن یقوى  أن الأطعمة أدویة وإنما المقصود« إذصحة النفس والبدن، 
  22 .»الإنسان بھا على طاعة الله

 ریزة الجنس وتھذیبھاـغ

یعتبر الغزالي ھذا الدافع طبیعیا في الإنسان، وقد وُجد لسببین في اعتقاده 
أولھما: أنھا لذة محسوسة یمكن قیاس علیھا لذة غیر محسوسة ھي لذات 

لبقاء النسل، وحفظ الآخرة، لأنھا من أعظم الشھوات. وثانیھما: أنھا مقصودة 
 23  .بقاء النوع الإنساني واستمرار الوجود

وعلاجھا عند الغزالي أن یتزوج الشباب، فإن لم یقدروا على الزواج، 
فلیستعینوا بالصوم والعبادة لشغل النفس عن التفكیر فیھا. كما یدعو إلى 

ذموم مفإذن إفراط الشھوة أن یُغلب العقل. «الاعتدال في تحقیق ھذه الغریزة، 
ً جداً  مذموم، وإنما المحمود أن تكون  ، وتفریطھا بالعنة أو الضعف ھو أیضا

  »24ح معتدلة ومطیعة للعقل والشرع. ومھما أفرطت فكسرھا بالجوع والنكا

ویحذر الغزالي من الطرفین، الإفراط والتفریط، إذ أن الإفراط في ھذه 
وانشغال الرجل الغریزة قد یكون سببا في انصراف القلب عن العبادة، 

بالنساء، وقد یكون ذلك سببا في ترك الدین، وارتكاب الفواحش. لأن سیطرة 
ھذه الغریزة على النفس قد یدفع البعض إلى المبالغة في إشباعھا بكل الطرق، 

 .على حساب النفس والصحة والآخرین

 :كما یؤكد الغزالي على أن الإفراط ینتھي بالبعض إلى أمرین شنیعین وھما

یتناولوا ما یقوي شھواتھم على الاستكثار من الوقاع، كما قد یتناول  أن: أولا
 25 » .بعض الناس أدویة تقُوي المعدة لتعظم شھوة الطعام

لى ع قد تنتھي ببعض إلى العشق لشخص واحد معین حتى یزداد بھ ذلاً  ثانیا:
ذل، وعبودیة على عبودیة، وحتى یستسخر العقل لخدمة الشھوة. وقد خُلق 

 ً ً  لیكون مطاعا العشق إلا سعة إفراط الشھوة،  للشھوة. وما لا لیكون خادما
 26  ».لھوھو مرض قلب فارغ لا ھمّ 

 ً ً  كما یعتبر (الغزالي) التفریط مرضا ً  وضعفا ، بحیث لا تؤدي ھذه مذموما
ي حفظ النسل، وتحقیق الشھوة والإمتاع للطرفین، وھو الغریزة وظیفتھا ف
 .إخلال بحق طبیعي

ولكنھ یحذر من سیطرة الشھوة، حتى تصیر عصیة عن التغییر، أي حالات 
الإدمان التي ھي حالات مرضیة، یصعب علاجھا، إذ یحذر الغزالي من 
حالات الإدمان: وھي سیطرة الشھوات على نفس الإنسان، بحیث لا یستطیع 
التحكم فیھا، بل یعتبرھا الغزالي حالة مرضیة للنفس التي تتعود على فعل، 

وإنما یجب الاحتراز من أوائلھ. ». ثم لا تقدر على التخلص منھ، إذ یقول:
وإلا فإذا استحكم عسُر دفعھ؛ فكذلك عشق المال، والجاه، والعقار، والأولاد، 

 ذه الأمور تستولي علىحتىّ حب اللّعب بالطیور، والنرد، والشطرنج. فإن ھ
 27 » .طائفة، بحیث تنغص علیھم الدین والدنیا، ولا یصبروا عنھا البتة

ویقدم الغزالي تشبیھا بلیغا عن إدمان النفس شیئا وكیفیة علاجھا، وصعوبة 
ذلك قبل تحكم عادة الإدمان، وبعدھا، حیث یشبھ ذلك بدابة ترید دخول باب 

وجھا باب الدار، ویصعب ذلك إن تمكنت دار، إذ یمكن صرفھا بسھولة قبل ول
من دخول الدار، إذ یحتاج الأمر إلى جھد ووقت لإخراجھا، والفرق واضح 

 28  .بین الحالین

ولا یخفى المعنى الذي یریده الغزالي من ذلك، فالنفس صافیة حرة، وھي 
ھ، ا وأدمنت علیلأھواء فیھا، فإن سیطر علیھا ھوً سیدة على ذاتھا قبل تحكم ا

رت الدابة داخل نفس الإنسان، حینھا تفقد النفس صفاءھا وحریتھا، وصا
 .ویذھب حكم العقل، ویصیر حكم الغریزة، ویصل الأمر إلى مرض النفس

 

 الأحلام والحدس في تحلیل النفس عند الغزالي

نظرة الغزالي إلى الأحلام وما في الباطن من حقائق قریبة من التحلیل النفسي 
عور، أو النشاط النفسي الباطني منبع حقائق النفس، فإن الذي یجعل من اللاش

الغزالي أیضا یرى أن الحقائق تستمد بالحدس من باطن النفس بعد ریاضتھا 
وصفائھا، وإن اختلف المغزى بین الغزالي والتحلیل النفسي، إلا أن ھناك 
 تشابھ في الأفكار، كما یدعو الغزالي إلى تأویل الأحلام، ویعطي لذلك دوراً 

ھاما لاكتشاف الحقائق التي تنجلي للنفس، بل یجعل الغزالي من الحلم وسیلة، 
اعلم أن للقلب بابین للعلوم: واحد للأحلام، «أو طریق إلى المعرفة، إذ یقول:  

والثاني لعالم الیقظة، وھو الباب الظاھر إلى الخارج فإن نام غلق باب 
وح باب الملكوت، ومن اللالحواس، فیفتح لھ باب الباطن ویكشف لھ غیب من 

المحفوظ، فیكون مثل الضوء، وربما احتاج كشفھ إلى شيء من تعبیر 
الأحلام، وأما ما كان من الظاھر فیظن الناس أن بھ الیقظة أولى بالمعرفة، 
مع أنھ لا یبصر في الیقظة شيء من عالم الغیب، وما یبصر بین النوم والیقظة 

 29 . »لحواسأولى بالمعرفة مما یبصر من طریق ا

 

 ل الأحلام والرؤىـیز وتأویـالترم

لا تنكشف الحقائق في الأحلام بشكل مباشر بل تكون مرمّزة خفیة، تحتاج 
رسمیة، تحتھا رموز  استعارات« إلى فك أسرارھا، وتأویل معانیھا، إذ أنھا

وإشارات خفیة إذ كما یستحیل الوصول إلى اللبّ إلا من طریق القشر، 
فیستحیل الترقي إلى عالم الأرواح إلا بمثال عالم الأجسام، ولا تعرف ھذه 
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الموازنة إلا بمثال، فانظروا إلى ما ینكشف للنائم في نومھ من الرؤیا 

 30 . »الصحیحة

 

الحقائق لا تنكشف للنفس الكشف الصریح، وإنما ویفسر الغزالي ذلك بأن 
 31   .بالإشارة والتلمیح، لأن ھناك فرق بین عالم الروح وعالم المادة

رأى بعضھم إنھ كان في یده خاتم «بل یقدم الغزالي أمثلة من التراث، فمثلا 
یختم بھ فروج النساء، وأفواه الرجال، فقال لھ (ابن سیرین) أنت رجل تؤذن 

قبل الصبح، فقال: نعم، ورأى أخر أنّھ یصب الزیت في الزیتون،  في رمضان
ولا  اشتریتھا أنتفقال لھ إن كان تحتك جاریة فھي أمك، قد سُبیت وبِیعت و

 32 ك.تعرف، فكان كذل

وتبرز ھنا نظرة الغزالي في الربط بین الأحلام والحقائق رائدة، ویھمّنا في 
ھا الغزالي لذلك، إذ یحتاج الحلم إلى ذلك المنھج والدلالة النفسیة التي یعطی

تأویل لأن لھ معنى، ویستمد التأویل من مصادر اللغة والثقافة والدین، وھذا 
ما یقول بھ التحلیل النفسي بعد قرون بعد ذلك، وھذا ما توصل إلیھ الغزالي 

فانظر ختم الأفواه والفروج بالخاتم، مشاركا للأذان قبل الصبح في «بقولھ: 
م، وھو المنع وإن كان مخالفا في صورتھ، وقس على ما ذكرتھ ما روح الخات

 33 . »لم أذكره، واعلم أن القرآن والأخبار تشتمل على كثیر من ھذا الجنس

وقد ذھبت مدارس التحلیل النفسي إلى ذلك بقولھا: أن لكل حلم معنى، وأن 
ي ھ الأحلام تتخفى من خلال رموز، تحتاج إلى تأویل، وأن مصادر التأویل

ثقافة الفرد وكل ما یستمده من المجتمع والدین من تعبیرات، أو ما یطلق علیھ 
 34 .اللاشعور الجمعي

 

 أمراض النفس

یتكلم الغزالي عن أمراض النفس التي یطلق علیھا أمراض القلب، وذلك لأنھ 
یعطي للنفس والقلب والروح نفس المعنى أحیانا، وتنشأ ھذه الأمراض عادة 

التوازن بین أقسام النفس البشریة، وغلبة طرف على الأطراف من اختلال 
الأخرى من جھة، وعدم قدرة العقل على التحكم والسیطرة من جھة أخرى، 
فنصبح أمام حالات من انحراف السلوك، وطاعة الرغبات والشھوات، التي 

  .تسیطر على صاحبھا، فتسیره

إن ق إلیھا علم النفس، ولقد تكلم (الغزالي) عن أمراض النفس التي لم یتطر
فعل ذلك فلم یحدد تلك الأمراض بالضبط، أو اعتبرھا لم تصل إلى درجة 
الشدة التي تتطلب علاجا، إلا أن ذلك نعتبره سبقا علمیا للغزالي في تناول 
تلك الأمراض ووصف العلاج لھا، وإن استفاد الغزالي كما ھو واضح من 

 لا أننا نحسب لھ السبق في قدرتھالدین في كشف واستخراج تلك الأمراض، إ
على تحدیدھا وضبطھا ووصفھا وتبیین أسبابھا ثم العمل على وصف 
علاجھا، ویتضح ھنا منھج دراسة حالة في التعامل مع ھذه الأمراض، ولذلك 
یحسب للغزالي الإبداع في الموضوع وفي اكتشاف المنھج معا، وللتدلیل على 

، الغرور، الحسد، الكذب، البخل، ذلك نذكر بعض ھذه الأمراض( التكبر
الریاء، إلخ ) كما نمثل ببعض النماذج لتعاملھ مع تلك الأمراض لإثبات ما 

 .ذكرناه

 

 أسباب الأمراض النفسیة

لعلّ من المسلم بھ أن الأسباب الأساسیة في الأمراض النفسیة، أو أمراض 
ین ر، بالقلوب كما یسمیھا الغزالي ھو الصراع بین قوى الخیر وقوى الش

العقل والغریزة، بین الرغبة في الإشباع وطلب اللذة، وبین الاستقامة 
والرضا. وفي نفس الوقت الشعور بالندم والإحساس بالذنب في حالة طاعة 
مطالب الجسد، وعصیان أوامر العقل، ومنھ ینتج القلق والتوتر، والغضب 

ور تلك والعدوان، والخوف والانتقام، وسرعان ما یضطرب السلوك بظھ
الانفعالات، ومع تكرارھا تسیطر على النفس وتصبح عادة تدفع إلى سلوكات 

 .أخرى أكثر تأثیرا على النفس

كما یرُجع الغزالي انتشار مرض القلوب أكثر من مرض الأبدان إلى ثلاثة 
) أن أعراضھ وعاقبتھ غیر 2) لا یدري المریض أنھ مریض. 1أسباب وھي: 

لاف مرض البدن فإن عاقبتھ موت مشاھد تنفر مشاھدة في ھذا العالم، بخ
الطباع منھ، وما بعد الموت غیر مشاھد وعاقبتھ الذنوب وموت القلب، وھو 

) فقد الطبیب، فإن الأطباء ھم العلماء، وقد مرضوا وصارت 3غیر مشاھد. 
 35   .لھم سلوة في عموم المرض حتى لا یظھر نقصانھم

 

 الأخلاقیةعلاج الأمراض النفسیة والانحرافات 

 انفعال الغضب وعلاجھ 

تحلیل النفس وعلاج الرذائل والأمراض النفسیة التي یتكلم عنھا الغزالي فیھا 
كثیر من العمق، والسبق، والمنھج التأملي والإقناع في العلاج النفسي، إذ 
ینطلق مثلا من تقدیم قاعدة العلاج وھي معرفة أسباب المشكل أو المرض، 

علاج كل علة  قد عرفت أن«ویتم بعد ذلك مواجھة الأعراض بأضدادھا، 
 36  .»حسم مادتھا، وإزالة أسبابھا فلابد من إزالة ھذه الأسباب

فمثلا بالنسبة للغضب، یقدم الغزالي وصفا دقیقا، لا یقل دقة وتحلیلا عما قالھ 
أصحاب المدرسة الفیزیولوجیة، في وصفھم للمظاھر الجسمیة، كما یوضح 
في تحلیلھ العلاقة الوثیقة بین الجسد والنفس في حدوث الانفعالات، مبرزا أن 

 «إذ یقول في ذلك: الجسد مرآة وصورة لما یحدث في الداخل من تغیرات، 
من آثار الغضب في الظاھر تغیر اللّون وشدة الرعدة في الأطراف، وخروج 
الأفعال عن الترتیب والنظام، واضطراب الحركة حتى یظھر الزبد على 
الأشداق، وتحمر الأحداق وتنقلب المناخر، وتستحیل الخلقة، ولو رأى 

رتھ، ن قبح صوالغضبان في حالة غضبھ قبح صورتھ لسكن غضبھ حیاء م
واستحالة خلقتھ، وقبح باطنھ، أعظم من قبح ظاھره، فإن الظاھر عنوان 
الباطن، وإنما قبحت صورة الباطن أولا، ثم انتشر قبحھا إلى الظاھر ثانیا، 
فتغیر الظاھر ثمرة تغیر الباطن، فقس الثمرة بالمثمرة، فھذا أثره في الجسد. 

میة، وعلاقة ذلك بما یحدث في بعد ھذا الوصف الدقیق للمظاھر الجس« 37
النفس، یواصل (الغزالي) تحلیل نتائج الإنفعال والأفعال التي تصاحبھ، وما 

أثره  »:یمكن أن یصاحب الغضب الشدید من انحراف في السلوك، حیث یقول
في اللسان فانطلاقھ بالشتم والفحش من الكلام، الذي یستحي منھ ذو عقل، 

لغضب، وذلك مع تخبط النظم، واضطراب ویستحي منھ قائلھ عند فتور ا
اللفّظ. وأما أثره على الأعضاء فالضرب والتھجم، والتمزیق والقتل، والجرح 
عند التمكن، من غیر مبالاة. فإن ھرب منھ المغضوب علیھ بسبب أو عجز 
عن التشفي رجع الغضب على صاحبھ فمزق ثوب نفسھ ویلطم نفسھ. وقد 

دو الوالھ السكران، والمدھوش المتحیر. یضرب بیده على الأرض، ویعدو ع
 ً )، لا یطیق العدو والنھوض، بسبب شدة الغضب، وربما یسقط (سریعا

ویعتریھ مثل الغشیة. وربما یضرب الجمادات والحیوانات، فیضرب القصعة 
مثلا على الأرض، وقد یكسر المائدة، إذا غضب علیھا. ویتعاطى أفعال 

ت ویخاطبھا. ویقول على متى منك ھذا یا المجانین فیشتم البھیمة والجمادا
، حتى ربما رفستھ دابة، فیرفس الدابة، كیت وكیت، وكأنھ یخاطب عاقلاً 

ویقابلھا بذلك. وأما أثره في القلب مع المغضوب علیھ فالحقد، والحسد 
وإضمار السوء، والشماتة بالمساآت والحزن بالسرور، وھتك الستر 

 38  .» ح، فھذه ثمرة الغضب المفرطوالاستھزاء، وغیر ذلك من القبائ

72



Miloud H 

 
بعد ھذا الوصف العلمي الدقیق الذي یبرز لنا ما یمكن أن یؤدي إلیھ التطرف 
في ھذا الإنفعال من عدوانیة وعنف، وإلحاق الأذى بالذات وبالغیر، وغیاب 
للإرادة والعقل، ولذلك یأتي دور الحلول، والعلاج لیتحكم الإنسان في الغضب 

لى ذلك في كل الانفعالات والعواطف الأخرى، وبدایة یرى كانفعال، وقس ع
الغزالي ضرورة أن یسعى الإنسان إلى الوسطیة والاعتدال في كل أفعالھ 

خیر الأمور أوساطھا فمن مال غضبھ إلى الفتور «النفسیة، فمثلا في الغضب 
حتى أحس من نفسھ بضعف الغیرة وخسة النفس، في احتمال الذل والضیم 

لھ، فینبغي أن یعالج نفسھ، حتى یقوى غضبھ.(قد نفھم من ذلك في غیر مح
حتى یحفظ بقاءه، وھیبتھ واحترامھ.) ومن مال غضبھ إلى الإفراط حتى جره 
إلى التھور، واقتحام الفواحش، فینبغي أن یعالج نفسھ لینقص من سورة 

 39   » .الغضب، ویقف على الوسط الحق بین الطرفین

 

أما في حالات اشتداد الغضب فیقدم الغزالي علاجا لذلك، مذكرا دائما على 
أن الوقایة خیر من العلاج، أي یتوقى الغضب من الأول بتربیة النفس من 

حتى لا یھیج، فإذا جرى سبب «البدایة على الاعتدال، والصبر، والحلم، 
الوجھ  ىھیاجھ، فعنده یجب التثبت حتى لا یضطر صاحبھ إلى العمل بھ عل

 40 . »المذموم. وإنما یعالج الغضب عند ھیجانھ بمعجون العلم والعمل

ولا یخرج ھذا عن العلاج المعرفي والعلاج السلوكي كما یعرف حدیثا، 
 .وسیثبت ذلك بعد التحلیل

 

 أما العلم فھو ستة أمور

أن یتفكر في فضل كظم الغیظ والعفو والحلم، والاحتمال فیرغب  •
 .في ثوابھ

نفسھ من عقاب الله إذا ظلم غیره، فإن كان أقوى من تخویف  •
 .خصمھ فا� أقوى منھ

 .الحذر وتخویف النفس من عواقب الغضب علیھ في الدنیا •
أن یتفكر في قبح صورتھ عند الغضب، بأن یتذكر صورة غیره  •

 .في حالة الغضب، وتشبیھ الغاضب بالحیوان الضاري
 .والانتقام أن یتفكر في السبب الذي یحملھ على الغضب •
یعلم أن غضب الله علیھ أعظم من غضبھ، فیغلّب مراد الله لا  •

 .مراده

 وأما العمل فھو

 .التعوذ من الشیطان، والاستغفار من الله، والدعاء •
 .الجلوس إن كان الشخص واقفا، والاضطجاع إن كان جالسا •
 41    .التوضؤ بالماء، أو الاغتسال لإطفاء نار الغضب •

الغزالي یبني العلاج النفسي على أمرین، الأول نظري  نستنتج من ھذا أن
(العلم كما یسمیھ)، والثاني تطبیقي(عملي)، وھذا الكلام لا یختلف كثیرا عن 
ما یطُرح حدیثا، من استخدام للعلاج المعرفي المبني على الاقتناع، والوعي 
والمعرفة بالمرض، ثم الإرادة والتصمیم على التخلص منھ. وبعدھا یأتي 
العلاج العملي أو السلوكي مكملا لذلك، متمثلا في الجھد الإرادي للعمل على 

  .التخلص من المرض، بالممارسة، والجھد الذاتي المبذول

وھو سبق معرفي ومنھجي یحسب للغزالي دون شك. ویمكن تطبیق ھذا 
العلاج عن طریق جھد ذاتي داخلي. یقوم بھ الشخص نفسھ. ویمكن الاستعانة 

جي، یقوم بھ معالج أو مرشد، خبیر بداء القلوب، أو النفوس كما بجھد خار
 .یقول الغزالي

 

 أسالیب علاج أمراض النفس عند الغزالي

 العبادات 

العبادات في الإسلام لیست طقوسا مبھمة مغرقة في الرمزیة، لا غایة دنیویة 
لفرد للھا، وإنما ھي أعمال مرتبطة ارتباطا وثیقا بالصحة النفسیة والجسدیة 

من جھة، ولھا علاقة وثیقة باستقرار المجتمع أخلاقیا واجتماعیا، لھذا أدرك 
الغزالي مثل غیره من فلاسفة الإسلام، أن العبادات لھا وظیفة كبیرة في علاج 
المشاكل والانحرافات لدى الفرد والمجتمع، فتأمل ما تحققھ الصلاة من 

یادة على ما فیھا من نظافة طمأنینة، وشعور بالأمن والاستقرار النفسي، ز
للنفس والجسد، وما یحققھ الصیام من صحة للجسد، زیادة على ما تؤدي إلیھ 
الزكاة من تعاون وتكافل اجتماعي، ومع تكافل ھذه العبادات وما تدعو إلیھ 
من معاملات بین الأفراد یكون السعي نحو مجتمع فاضل، عادل تنتفي فیھ، 

ن صلاح الأفراد من صلاح المجتمع. والمتأمل أو تقل الآفات الاجتماعیة، لأ
لكثیر من الآیات والأحادیث یتأكد من ذلك، حیث یقول تعالى:( وأقم الصلاة 
إن الصلاة تنھى عن الفحشاء والمنكر، ولذكر الله أكبر، والله یعلم ما 

 42 .تصنعون)

 43 ).خذ من أموالھم صدقة تطھّرھم وتزكّیھم بھا(

م یدع قول الزور والعمل بھ، فلیس � حاجة في أن وقول النبي (ص): (من ل
 44 یدع طعامھ وشرابھ.)

ولو تتبعنا نموذجا یقدمھ الغزالي للعبادات، نتبیّن منھ التحلیل النفسي الدقیق 
للنفس البشریة الذي یقدمھ الغزالي، ونظرتھ إلى العبادة على أنھا أساس تحقیق 

ة. إذ الاستقرار النفسي والطمأنینالاتصال با�، لتصل النفس إلى التوازن و
إذا كان القلب غافلا ولسانھ « یرى مثلا أن روح الصلاة في حضور القلب، أما

یتحرك بحكم العادة، فما أبعد ھذا عن المقصود بالصلاة التي شرعت لتصقیل 
 45 » .القلب وتجدید ذكر الله عز وجل، ورسوخ عقد الإیمان

ومع معرفة الغزالي للطبیعة البشریة فھو یدرك أن الخشوع التام یبدو 
مستحیلا، إذ لا یمكن التخلص من مشاغل الدنیا، وأھواء النفس، إلا أن 
الغزالي یجتھد في فھم أغوار النفس البشریة لیحدد الأسباب التي تشغل النفس 

یفیة دواء وكعن الخشوع، ملتزما بمنھجھ العلمي یبین لنا في نفس الوقت ال
علاج شرود الذھن، ودفع المثیرات، وھنا تبرز عبقریة الغزالي في تحلیل 

وسبب موارد الخواطر إما أن یكون أمرا خارجا، أو أمرا «النفس، إذ یقول: 
في ذاتھ باطنا. أما الخارج فما یقرع السمع أو یظھر للبصر، فإن ذلك قد 

یره ، تنجر الفكرة إلى غیختطف الھَم (أي الفكر) حتى یتبعھ ویتصرف فیھ
ویتسلسل، ویكون الإبصار سببا للإفتكار، ثم یصیر بعض تلك الأفكار سببا 
للبعض، ومن قویت نیتھ، وعلت ھمتھ لم یلھھ ما جرى على حواسھ، ولكن 

 46 . »الضعیف فلابد وأن یتفرق بھ فكره

وفي ھذا التحلیل والوصف یحدد(الغزالي) طبیعة العوامل الذاتیة 
عیة التي تؤثر على المصلي وحواسھ، فتشغلھ عن الخشوع، والموضو

وتشتت انتباھھ البصري والسمعي. ولا یكتفي بعرض المثیرات المختلفة بل 
وعلاجھ قطع ھذه الأسباب بأن یغض بصره، أو «یصف أیضا الحلول، 

یصلي في بیت مظلم، ولا یترك بین یدیھ ما یشغل حسھ، ویقرب من حائط 
تتسع مسافة بصره. ویحترز من الصلاة على الشوارع، عند صلاتھ، حتى لا 

وفي المواضع المنقوشة المصنوعة وعلى الفرش المصبوغة، وأما الأسباب 
الباطنة فھي أشد، ویعینھ على ذلك أن یستعد لھ قبل التحریم، بان یجدد على 
نفسھ ذكر الآخرة، وموقف المناجاة، وخطر المقام بین یدي الله سبحانھ، وھو 

ع ویفرغ قلبھ قبل التحریم بالصلاة عما یھمّھ، فلا یترك لنفسھ شغلا المطل
 47  .»یلتفت إلیھ خاطره
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وكما لاحظنا یقترح الحلول لإبعاد تأثیر المثیرات الخارجیة، ثم تحریر النفس 
من الخواطر الداخلیة، لتحقیق التركیز وحضور القلب في الصلاة، ویبرز 

 .ختلفة التي تؤثر في النفس البشریةفي تحلیلھ إدراك جید للعوامل الم

 الاعتدال والتوازن

وقد تنبھ الغزالي وغیره من فلاسفة الإسلام كابن سینا إلى ذلك، حیث یقول 
إن الاعتدال في الأخلاق ھو صحة النفس والمیل عن الاعتدال «الغزالي: 

سقم ومرض... وكما أن البدن في الابتداء لا یخلق كاملا، وإنما یكمل ویقوى 
بالنشوء والتربیة بالغذاء، فكذلك النفس تخلق ناقصة قابلة للكمال وإنما تكمل 

 48   » .بالتربیة وتھذیب الأخلاق والتغذیة بالعلم

ویؤكد الغزالي على مبدأ الاعتدال والتوازن على المستویین الجسمي 
والنفسي، فإذا كنا لاحظنا ذلك سابقا على الجسم، فھو یرى أیضا ضرورة 

والاعتدال بین قوى النفس، وذلك بتحكیم العقل، كما انھ لا یؤمن بقمع التوازن 
ومحو الغریزة والانفعالات، والعاطفة، وإنما یعتبرھا جزءا ضروریا من 

رأیت واحدا منھم قد  فإذ« الإنسان، وإنما یجب تنظیم ذلك النشاط النفسي
لأن  ،عصى علیك مثل الشھوة والغضب، فعلیك بالمجاھدة ولا تقصد قتلھما

المملكة لا تستقر، إلا بھما فإذا فعلت ذلك كنت سعیدا، وأدیت حق النعمة وإلا 
 49   » .كنت شقیا

كما أن الاعتدال والرجوع إلى الوسطیة مھم في حدوث الشفاء والتوازن 
للنفس، في مواجھة الحالات النفسیة كالخوف المفرط، والیأس والقنوط 

الذي «حسب (الغزالي) بحسب الحالة، إذ وبالتالي الاكتئاب، ویكون التعامل 
غلب علیھ الخوف حتى ھجر الدنیا بالكلیة، وكلفّ نفسھ ما لا یطیق، وضیّق 
العیش على نفسھ بالكلیة، فتكسر سورة إسرافھ في الخوف، بذكر أسباب 
الرجاء، لیعود إلى الاعتدال، وكذلك المصر على الذنوب المشتھي للتوبة 

 50   » .ط والیأس استعظاما لذنوبھالممتنع عنھا بحكم القنو

ویظھر ھنا جلیا أسلوب العلاج المبني على الإرشاد والإقناع، واستعادة الثقة 
إلى المریض حتى یسترجع توازنھ النفسي، وبالتالي یحدث العلاج، وھو نفس 

    .الأسلوب المعتمد في المدارس الحدیثة

 

 اتربیة الغرائز والتحكم فیھ 
الانفعالات والعواطف جزء من الحیاة النفسیة، إذ لا یمكن إزالتھا ویؤكد أن 

صور اعلم أنھ ظن ظانون أنھ یت«إذ یقول:   بالكلیة وإنما تربیتھا والتحكم فیھا،
محو الغضب بالكلیة، وزعموا أن الریاضة إلیھ تتوجھ وإیاه تقصد، وظن 

ق كالخِلق، آخرون أنھّ أصل لا یقبل العلاج، وھذا رأي من یظن أن الخُل
وكلاھما لا یقبل التغییر، وكلا الرأیین ضعیف بل الحق فیھ ما نذكره، وھو 
أنھ ما بقي الإنسان یحب شیئا ویكره شیئا فلا یخلو من الغیظ والغضب، وما 
دام یوافقھ شيء ویخالفھ آخر، فلا بد من أن یحب ما یوافقھ، ویكره ما یخالفھ، 

 51 » .والغضب یتبع ذلك

ك الانفعالات جزءا حیا من الإنسان، فما علیھ إلا أن یتحكم فیھا ولما كانت تل
ویوجھھا توجیھا صحیحا ما دام مستحیل محوھا بالكلیة كما یقول الغزالي: 

فلیست الریاضة فیھ لینعدم غیظ القلب. ولكن لكي یقدر على أن لا یطیع «
 یستحبھ الشرع ویستحسنھ الغضب، ولا یستعملھ في الظاھر، إلا على حد

والاحتمال مدة یصیر الحلم لك ممكن بالمجاھدة، وتكلف الحلم،وذالعقل.
والاحتمال خلقا راسخا. فأما قمع أصل الغیظ من القلب، فذلك لیس مقتضى 

 52   » .الطبع، وھو غیر ممكن، نعم یمكن كسر سورتھ، وتضعیفھ

 وكذلك الشھوة والغضب ینبغي أن یكونا تحت ید العقل، فلا یفعلا شیئا إلا« 
بأمره، فإن فعل ذلك صح لھ حسن الخلق، وھي صفات الملائكة، وھي بذر 

 53» .السعادة

 العلاج العملي عند الغزالي

ویكمن ذلك في وجھین متكاملین، ترك وفعل، أي تجنب الرذائل، والتخلي  
  .عنھا، واكتساب الفضائل والتحلي بھا

الحسد والكذب، العلاج بترك الرذائل: وسماھا الغزالي المھلكات، وھي 
والریاء والتكبر، وغیرھا من الموبقات. وھي الصفات السیئة التي تتصف 

 .بھا النفس

العلاج باكتساب الفضائل: وھي كثیرة وتشكل أساس العلاج عند الغزالي وقد 
أفرد لھا الغزالي فصولا في الإحیاء، سماه ربع المنجیات ویتمثل في التزام 

 .ة، وغیرھا من الفضائل، أو الصفات الحسنةالصبر والعفة والصدق، والأمان

إذ یستخدم مع الجمیع طریق الوعظ والإرشاد، لترك الرذائل واكتساب 
الفضائل، لكن یكون ذلك حسب حالة كل شخص، أي بالموازنة بین الرجاء 

أما الذي غلب علیھ الخوف، حتى ھجر الدنیا بالكلیة، وكلف نفسھ «والخوف، 
على نفسھ بالكلیة، فتكسر سورة إسرافھ في  ما لا تطیق، وضیّق العیش

الخوف، بذكر أسباب الرجاء، لیعود إلى الاعتدال، كذلك المصر على الذنوب 
المشتھي للتوبة، الممتنع عنھا بحكم القنوط والیأس، استعظاما لذنوبھ التي 

 54 . »سبقت، یعالج أیضا بأسباب الرجاء حتى یطمع في قبول التوبة فیتوب

  

 خصیة عند الغزاليتوازن الش

یستخدم (الغزالي) مصطلحا مھما للدلالة على حصول التوازن النفسي، 
وتوافق الشخصیة مع محیطھا، وھو مصطلح الرضا، الذي صار مستخدما 

 .أیضا في علم النفس الحدیث

إذ الرضا عند (الغزالي) ھو ثمرة المحبة، أي محبة العبد لخالقھ، وطاعتھ لھ، 
 ین:ویتصور الرضا من وجھ

یبطل الإحساس بالألم، فلا یحس الشخص بالألم، ویتقبل  الوجھ الأول:
الإنسان الأفعال رغم ضررھا ویتزود بالصبر، مثالھ الرجل المحارب في 

 55  .الغضب أو الخوف یتعرض للجراح ولا یحس بالألم

ً  الوجھ الثاني: عقلھ، فیھ ب أن یحس الألم ویدركھ، ولكن یكون راضیا بھ، راغبا
وإن كان كارھا بطبعھ، مثلھ من یسافر في طلب الربح، یدرك مشقة السفر، 
ولكن حبھ لثمرة سفره طیبّ عنده مشقة السفر، وجعلھ راضیا بھا مھما 

 56. أصابھ

والرضا عند الغزالي ھو الحالة التي یتم فیھ التغلب على الشھوات والغرائز، 
لاق. وتحلي الإنسان في ھذه بعد صراع بین باعث الھوى وباعث الأخ

المرحلة بالصبر والمواظبة على ریاضة النفس على تجنب الرذائل، وبالتالي 
ضبھ العبد شھوتھ وغ یملك« حینتتحقق حریة الإنسان وقیادتھ لنفسھ، وذلك 

 57 . »فینقادان لباعث الدین، إذ بھ یصیر صاحبھ حرا

ه. واستولت علیھ غرائزأما إذا حدث العكس ولم یفلح في التحكم في نفسھ، 
یصیر عبدا مسخرا مثل البھیمة، مملوكا یستجره زمام الشھوة، آخذا «فإنھ 

 58    » .بمختنقھ إلى حیث یرید ویھوى

فالغزالي أدرك منذ ذلك الوقت منھج العلاج المتكامل المبني على الجمع بین 
وم بھ قالعلاج الذاتي الذي یقوم بھ الفرد نفسھ، والعلاج الموضوعي الذي ی
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الإنسان الغفل الذي «: ملاحظ خارجي، كالمعلم أو المرشد، حیث یقول مثلاً 

لا یمیز بین الحق والباطل، والجمیل والقبیح. بل بقي كما فطر علیھ خالیا عن 
جمیع الاعتقادات...فھذا سریع القبول للعلاج جدا، فلا یحتاج إلا إلى معلم 

اھدة، فیحُسّن خُلقھ في أقرب ومرشد، وإلى باعث من نفسھ یحملھ على المج
 59  » .زمانفي أقرب 

وھو ما یؤكد على إدراك الغزالي لطرق العلاج النفسي، أي المنھج العاطفي، 
الذي یجمع بین المنھج الذاتي، والمنھج الموضوعي، بین الاستبطان والمنھج 
السلوكي، بین العمل الذاتي والملاحظة الداخلیة، والعمل الموضوعي 

 .والملاحظة الخارجیة، وھو منھج المدارس الحدیثة في العلاج النفسي

 

 الخلاصة

یمكننا أن نقول دون وجل، أن الغزالي ھو مؤسس علم النفس الإسلامي،  
وأنھ سبق غیره في تأسیس ھذا العلم موضوعا ومنھجا، وقد بنینا ھذا الحكم 

ز قلیلا من كثیر تمیّ على الأدلة التي سقناھا من مصادره الأصلیة، وقد أخذنا 
 ً  بھ الغزالي في موضوعات النفس. والتي بدا لنا أنھا جدیرة بدراسة أكثر عمقا

 ً لأصالتھا. كما یبرز من خلال النماذج المختصرة التي قدمناھا، أن  وتوسعا
الغزالي قد أدرك كثیر من مشكلات وأمراض النفس، ووصفھا بطریقة 

استفادتھ من التجربة، وتمكّنھ من موضوعیة، تدل على اعتماده الملاحظة، و
 .المنھج

إضافة إلى أن الغزالي تنبھّ إلى دور العامل الروحي في نجاح العلاج النفسي، 
دون أن یغفل ما للعوامل النفسیة، والجسدیة والاجتماعیة من تأثیر. مع 
إشاراتھ العلمیة الدقیقة التي نراه سبق بھا كثیر من علماء النفس والتربیة 
المعاصرین، رغم اختلاف الزمان والظروف والإمكانیات بین عصرنا 

 .وعصره

ولا نكون مبالغین إن قلنا أن الغزالي رائد من الرواد الأوائل في علم النفس 
والتربیة. ولعلّ البحوث العلمیة الجادة ستكشف ما في تراثنا من سبْق وأصالة 

كثیرا من الإجحاف في وتمیز. وذلك لإنصاف ھذا التراث الثري الذي عانى 
  .الأوساط العلمیة الغربیة
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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.  
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 إعادة تقنین مقیاس أعراض الوسواس القھري

 أحمد محمد عبد الله دالیا عزت مؤمن ، وائل محمد أحمد أبو ھندي ،  

Re-standardizing the Obsessive-Compulsive Symptom Scale 
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 ملخص الدراسة

، من خلال إعادة حساب صدقھ وثباتھ ومعاییره 1تھدف الدراسة الحالیة إلى إعادة التحقق من الصلاحیة السیكومتریة لمقیاس أعراض اضطراب الوسواس القھري 
حساب الصدق عن من الأسویاء وتم  113فردا مُشخصا باضطراب الوسواس القھري و 301على عینة مرضیة أكبر، تم تطبیق المقیاس على عینة مكونة من 

فرعیة وأخیراً  قاییسطریق: صدق الاتساق الداخلي والصدق التمییزي، وحسب الثبات باستخدام معامل ألفا كرونباخ وثبات التجزئة النصفیة، كما تم إعادة وضع  م
ءم مع المجتمع المصري، والوصول إلى درجات تم إعداد معاییر محدثة للمقیاس، وخلصت الدراسة إلى أن مقیاس أعراض الوسواس القھري أداة صممت بما یتلا

حداھا، لا یسمح بإھمال إ أعلى من الثبات والصدق، وإعادة حساب المعاییر وتحدید شدة الأعراض، ولم یتم اختصار عدد البنود ذلك أن كل العبارات دالة إحصائیا بما
 .وكان من المناسب أن نفرد بعداً عاماً للأعراض الدینیة

 أعراض الوسواس الدینیة –مقیاس أعراض الوسواس القھري  –اضطراب الوسواس القھري  :الكلمات الدالة

 لا یوجد إعلان المصالح:

 

 مقــدمــة

 2006في صورتھ الأولى في  أعراض الوسواس القھري منذ صدور مقیاس
تم استخدامھ كأداة تقییم لمرضى الوسواس القھري سواء في العمل العیادي 
أو في الأبحاث الأكادیمیة ومنھا: أعراض الوسواس القھري الدینیة وعلاقتھا 

، الاضطراب 2بالاكتئاب في عینة من مرضى الوسواس القھري المصریین 
، 3ي في مستشفیات جامعة الزقازیق الثناقطبي بین مرضى الوسواس القھر

، مدى انتشار والعوامل 4الوظائف التنفیذیة في مرضى الوسواس القھري 
، الوسواس 5المصاحبة لتواكب الرھاب الاجتماعي والوسواس القھري

 .6 القھري واضطرابات الشخصیة

على مقیاس أعراض الوسواس  7إلا أن دراسة أحمد عبد الخالق وآخرون  
 .ر إلى الحاجة إلى تطویرهالقھري تشی

 

 أھمیة الدراسة

كان من المھم بعد وضع مقیاس أعراض الوسواس القھري وھو الأول 
والأكثر حساسیة للأعراض الدینیة عالمیا ولیس فقط عربیا كما نشر سنة 

، أن تختبر حساسیتھ للأعراض الوسواسیة دینیة المحتوى على عینة 2006
الحساسیة للأعراض الدینیة كذلك مقابل  أكبر من المرضى، وأن تختبر تلك

 .عینة أكبر من غیر مرضى الوسواس القھري

قلة الدراسات التي قامت بإعداد مقاییس الوسواس القھري  •
 .بما یتناسب مع البیئة المصریة

الحاجة إلى قیاس مدى واسع من أعراض اضطراب  •
الوسواس الموجودة بمجتمعنا، والمختلفة الأعراض عن 

 .عالمیاالشائع 
توفیر مقیاس یتمتع بدرجة عالیة من الصدق والثبات تم  •

 .حسابھا على عینات مُشخصة بالوسواس القھري
وضع معیار واضح لتحدید درجة شدة الأعراض مما یسھم  •

 .في تحدید مقدار التحسن أثناء العلاج

    

 أھداف الدراسة

مقیاس تھدف الدراسة بوجھ عام إلى مراجعة الصلاحیة السیكومتریة ل
أعراض اضطراب الوسواس القھري، ویقصد بذلك إعادة حساب الصدق 
والثبات والمعاییر على عینة مرضیة أكبر شُخصت بالوسواس القھري وفق 

، وعلى عینة أكبر أیضًا من غیر  8DSM5الدلیل التشخیصي الخامس
 :مرضى الوسواس ونلخص أھداف الدراسة فیما یأتي

سواس القھري على البیئة إعادة تقنین مقیاس أعراض الو -1
 .المصریة
a. مراجعة المقاییس الفرعیة للمقیاس. 
b.  الوصول إلى ثبات وصدق بأفضل ما یمكن

 .للمقیاس تحقیقھ
c. وضع معاییر للمقیاس. 
d. تحدید مدى شدة الأعراض. 

 معنى الوسواس

الوسواس لغةً ھو حدیث النفس، یقال وسوست إلیھ نفسھ "وسوسة" 
الغلبة، وقھره قھراً أي غلبھ فھو قاھر وقھار، ویقال و"وسوساً" أما القھر فھو 

 .9أخذھم قھراً أي من غیر رضاھم

الوسواس القھري ھو اضطرابٌ نفسي یصیبُ واحداً من كل خمسین من 
الكبار وطفلاً من بین كل مائة طفل على مستوى العالم، وتشملُ أعراضھُ 

القھریة  وساوس والأفعالالأفكار التسلطیة (المحتویات العقلیة التسلطیة) أو ال
أو القھورات، فأما المحتویات العقلیة التسلطیة فھيَ أفكارٌ أو صور أو نزعات 
أو أحاسیس یزعج الشخص أن تطرأ على وعیھ أو لا یریدھا أن تخطرَ على 
فكره لكنھا كلما حاول التخلص منھا أو قمعھا تزید من إلحاحھا علیھ، وأما 

لٌ یكررھا الشخص وھو یحسُّ أنھُ مجبورٌ على الأفعالُ القھریةُ فھيَ أفعا
تكرارھا لأنھُ لا یستطیعُ تحملَ أو مواجھةَ القلق والتوتر الناجمین عن منع 
نفسھ من تكرارھا، رغم أن ھذه الأفعالُ كثیرًا ما تكونُ أفعالاً تافھةً، أو بلا 
معنى من وجھة نظر المریض نفسھ، ومن أي وجھة نظر أخرى بل وأحیانًا 

یكونُ تكرارھا مؤذیا للشخص، إلا أنھ رغم كل ذلك لا یستطیعُ منعَ نفسھ ما 
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من فعلھا، وأداء الفعل القھري یعطي المریض بعضَ الراحة من القلق 
والتوتر، إلا أنھا راحةٌ زائفةٌ لا تستمرُّ طویلاً، فسرعان ما یعاودهُ القلقُ 

عتبر مضطرًا، ویوالتوتر ویستمران في التضخم إلى أن یعید الفعل القھري 
اضطراب الوسواس القھري نوعاً من أنواع اضطرابات القلق، وأھم ما یمیز 

 .ھذا الاضطراب ھو الوساوس المتكررة أو الطقوس القھریة

 وكنا في بدایة دراسة للوسواس القھري قد عبرنا عن أن ترجمة كلمة
Obsession   ا بسبب ما حسبناه وقتھ 10إلى وسواس لم تكن ترجمة موفقة

خلطا بین مفھوم الشیطان الدیني وبین ذلك الاضطراب النفسي، إلى أن عرفنا 
من قراءاتنا الفقھیة أن تسمیة وسواس قھري ھي في الأصل تسمیة عربیة 

]: (..قولھ: 1/343فقد جاء في "حاشیة إعانة الطالبین" للدمیاطي الشافعي [
ء فیھا أیضاً بوسواس قھري: وھو الذي یطَرُق الفِكر بلا اختیار). وجا

]: (الشك یكون بعلامة، بخلاف الوسوسة، فإنھا الحكم بالنجاسة [مثلاً] 2/75[
اق المالكي في "التاج والإكلیل" [ ]: 4/102من غیر علامة)... وقال الموَّ

(...وقال عز الدین: الوسوسة لیست من نفس الإنسان،....، ولا إثم على 
ویتوھم الإنسان أنھا من نفسھ... الإنسان فیھا لأنھا لیست من كسبھ وصنعھ، 

]: (..فالخواطر 7/222فیتحرج لذلك ویكرھھ) كما قال القرطبي في تفسیره [
التي لیست بمستقرة، ولا اجْتلََبَتھْا الشبھة، فھي التي تدُفع بالإعراض عنھا، 

.. ویتضح جلیا من ھذا وغیره 11وعلى مثلھا یطلق اسم الوسوسة).... إلخ 
سلمین الأوائل لطبیعة الأحداث العقلیة الوسواسیة فھي عمق فھم فقھاء الم

تقتحم الوعي بغیر اختیار ولا تكون لھا علامة منطقیة ویلتبس على الإنسان 
ھل ھو مسئول عنھا أو لا لكنھ یتحرج منھا وھي تدفع بالإعراض عنھا 
وبمعرفة الإنسان أنھ غیر مسئول عنھا، ولا یبدو في ذلك الفھم شيء یختلف 

نلمسھ في مرضى الوسواس القھري ولا شيء یخالف النظریة عن ما 
المعرفیة للوسواس القھري، وأما عبارة [الوسواس القھري] بنصھا ھذا فقد 

م) في 1567-1504ھـ=974-909ذكرھا الفقیھ الشافعي ابن حجر الھیتمي (
، وھذا معناه أن الإشارة إلى المرض 12كتابھ "تحفة المحتاج بشرح المنھاج"

وسواس قھري جاءت قدیما في تراثنا الفقھي دون ربط واضح لھا  المسمى
بالشیطان ودون خلط كذلك، فحین نتأمل قول الدمیاطي الشافعي: (الشك یكون 
بعلامة، بخلاف الوسوسة، فإنھا الحكم بالنجاسة [مثلاً] من غیر علامة) نجد 

یجعل فأنھ یتحدث عن عیب من عیوب التفكیر یسمیھ الوسوسة ویقارنھ بالشك 
 !الشك مبنیا على المنطق والوسوسة مبنیة على لا شيء

 

  أنواع اضطراب الوسواس القھري

 14 یقسم اضطراب الوسواس القھري تبعا لتصنیفِ منظمة الصحة العالمیة
 :أھمھا

 : اضطراباتٌ قھریةٌ تغلبُ علیھا أفكارٌ أو اجتراراتٌ وسواسیة )1(

نفسیة أو نزوات لإتیانِ فعل تأخذُ ھذه الاضطراباتُ شكلَ أفكار أو صور 
بعینھِ ، وتتباینُ في مضمونھا ولكنھا مزعجة للشخص. وأحیانًا تكونُ الأفكارُ 
لا طائل من ورائھا تتناول تفكیرًا لا نھائی�ا وشبھ فلسفي في احتمالاتٍ عسیرة 
التقدیر، وھذا التفكیر في البدائل یعتبرُ عنصرًا ھامًا في اجتراراتٍ وسواسیةٍ 

ثیرة، وعادةً یصاحبھُ انعدامُ القدرةِ على اتخاذ قراراتٍ بسیطة ولكن أخرى ك
 .ضروریة

اضطراباتُ قھریةٌ تغلبُ علیھا أفعال قسریة (طقوس  )2(
 : وسواسیة)

تدورُ أغلبیةُ الأفعالِ القھریةِ حول النظافة، أو التحققُ المتكرر من تأمین وضعٍ 
النظام والترتیب. ووراءَ ھذا معینٍ یحتمل أن ینجمَ عنھُ خطر، أو التحقق من 

السلوك خوف من خطرٍ یصدرُ ضد الشخص أو منھ. وتكونُ ھذه الطقوس 
محاولاتٍ غیر مؤثرة أو رمزیة لمنع ھذا الخطر. وقد تستغرقُ أفعالُ الطقوس 

  .القھریة ساعا طویلة كلَّ یوم ویصاحبھا أحیانًا ترددٌ وبطءٌ شدیدان

  : أفكار وأفعال وسواسیة مختلطة )3(

عاني أغلبُ مرضى الوسواس القھري من عناصر كل من التفكیر الوسواسي ی
والسلوك القھري. ویجبُ استخدامُ ھذه الفئة إذا كانت الظاھرتان واضحتین 
بالتساوي، ومع ذلك فمن المفید تسجیل إحداھما فقط إذا كانت بارزةً بشكلٍ 

 .14 ةواضح، ذلك أن الأفكار والأفعالَ قد تستجیبُ لعلاجاتٍ مختلف

 

 اضطراب الوسواس القھري واضطراب الشخصیة الوسواسیة

یعد اضطراب الشخصیة الوسواسیة نوعا من أنواع اضطرابات الشخصیة 
وھي كما عرفھا الدلیل الأمریكي التشخیصي الخامس: شخصیة تتسم 
بالانشغال بالتنظیم والترتیب والكمالیة والسیطرة على العقل والعلاقات 

ساب المرونة والانفتاح والفعالیة، كما یتجلى ذلك في البیشخصیة، على ح
ثمانیة معاییر: الانھماك بالتفاصیل والترتیب والانتظام والقواعد؛ الصلابة 
الذھنیة؛ الدقة والكمالیة، والعطاء المفرط في العمل والتردد في تفویض 
غیره، فرط التدین، البخل. والاكتناز. وھي تتشابھ مع اضطراب الوسواس 

ھري فقدا یشتركان في فرط الانشغال بالترتیب والانتظام والكمالیة الق
والتعمق "فرط التدقیق" والصلابة السلوكیة (الحاجة إلى السیطرة) أو 
الصلابة المعرفیة (العناد)، فكل ھذا تداخل بین معاییر الاضطرابین لیس فقط 

عرفي وإنما الم من الناحیة السریریة (الإكلینیكیة) والعلاجیة بالعلاج السلوكي
أیضًا في تصعیب القیاس النفسي.... فقیاس ھذه السمات المعرفیة مشترك 
بالأساس، ومن الجدیر بالذكر أن قائمة لایتون للوسواس (أول قائمة قیاس 

كانت تقیسُ كلا� من الأعراض الوسواسیة والسمات  15مختصة بالوسواس) 
نة بین الأعراض والسمات، الوسواسیة وكان من أھم عیوبھا التناقضات المدو

فبعض الأبعاد المعرفیة تمت تغطیتھا مرتین بشكل متناقض، فتجد السؤال في 
قسم الأعراض مصاغا بطریقة الشكوى أو عدم السرور وفي نفس الموضوع 
في قسم السمات تجد السؤال مصاغا بطریقة تكون الإجابة علیھا بالإیجاب 

ً القبول والارتیاح  .. لم یكن وضع أسئلة لقیاس مظاھر .16یفھم منھا ضمنا
الاضطرابین موفقا إذن... ورغم سھولة العمل السیكومتري لقیاس سمات 
الشخصیة القسریة دون انشغال بأعراض الوسواس القھري إلا أن تصمیم 
مقیاس لأعراض الوسواس القھري لا یتأثر بوجود سمات قسریة ما زال أمرا 

 .یبدو بعید المنال

 

یقال من أن "الفرق الحاسم بین الشخصیة الوسواسیة ورغم ما كان 
واضطراب الوسواس القھري یكمن في أن صاحب الشخصیة الوسواسیة 
ینظر إلى ما یقوم بھ من تدقیق وحب للتفاصیل بالفخر وبتوقیر الذات 
وتقدیرھا، بینما یرى المصاب باضطراب الوسواس القھري ھذه الخصال 

"، فإن 17وأنھا غریبة على الذات بغیضة وغیر مرغوبة ومصدر عذاب
المظاھر السلوكیة لصفات الشخصیة القسریة (الوسواسیة) یمكن أن یكون 

(أي أنھا تكون متعمدة، متكررة، مستھلكة للوقت،  14لھا صفة القھریة
وتصعب مقاومتھا أو السیطرة علیھا، ولیست ممتعةً بل ترتبط بالضیق) وھو 

عراض والسلوكات المرضیة بین ما یعني أن التداخل الظاھر في الأ
الاضطرابین یبقى حاضرا إلى الحد الذي شجع البعض على اقتراح تصنیف 
الشخصیة القسریة كاضطراب ذي صلة بالوسواس أو اضطراب طیف 

 .18وسواسي إضافة إلى تصنیفھا كاضطراب شخصیة

 

وجود سمات اضطراب الشخصیة القسریة في ما  19وأظھرت دراسة حدیثة 
، وبذلك یمكننا استنتاج أن الشخصیة الوسواسیة  %24.4و   %9.4بین 

القھریة لیست سابقة أو منذرة باضطراب الوسواس القھري، وأن الأشخاص 
الذین یتصفون بالتدقیق الشدید ویمارسون حیاة منظمة جداً لیس لدیھم احتمال 
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الوسواس القھري أكثر من أي فرد آخر، إلا أنھ لیس كبیر لتطویر اضطراب 

 .من الممكن حتى الآن استبعاد وجود علاقة خاصة نوعا بین الاضطرابین

 

  الدراسات السابقة

أن أغلب مقاییس الوسواس القھري المتاحة  1استعرضنا في دراسة سابقة 
  Laytonةباللغة العربیة ھي غربیة الإعداد بدایة من قائمة لایتون الوسواسی

obsessional    15Inventory  ومرورا 16والتي عربتھا نجمة الخرافي ،
 Maudsley Obsessional Compulsive Inventory بقائمة مودسلي

وعربھا أحمد عبد الخالق، وأیضًا قائمة  20التي أعدھا ھودجسون وراتشمان
والتي ظھرت أول   Compulsive Activity Checklist النشاط القھري

 Obsessive وظھرت في صورتھا الأخیرة1977نسخة عام
Compulsive Inventory  وقام شوقي یوسف بھنام بتعریبھا  21 1998في

، كل ھذه 22ونشرھا على الإنترنت على الشبكة العربیة للعلوم النفسیة 
في قائمة النشاط  18المقاییس تفتقر لما یقیس الأعراض الدینیة. باستثناء فقرة 

صھا في ترجمة شوقي بھنام "أحتاج أن أصلي لكي أطرد من ذھني القھري ون
الأفكار والمشاعر السیئة" .... ثم في الإصدار الأخیر المختصر لھذه القائمة 

، وأخیرا نشیر إلى قائمة بادوا للوسواس القھري والتي 23حذف ھذا البند 
 وصدرت نسخة معدلة منھا في الولایات 24أعدت في الأصل بالإیطالیة 

، ولا یوجد لا في النسخة الأولى  25المتحدة الأمریكیة على ید بیرنز وآخرون  
ولا المعدلة أیضًا ما یقیس الأعراض الدینیة..... ووصلنا إلى استعراض بنود 

 ً ة على مستوى العالم في الآونة الأخیر المقیاس الأشھر والأوسع استخداما
ً ولیس فیھ أیض على أن لھ علاقة بالدین ما یفھمھ مرضى الوسواس العرب  ا

 ً یئة ھل في التفكیر في الكفر والخط طویلاً  بما في ذلك فقرتیھ ھل تمضي وقتا
 ً ً  تبدي اھتماما بالأخلاقیات وبما ھو صواب وما ھو خطأ ؟ فعلاقتھما  بالغا

بالدین لیست مباشرة أو لیست واضحة في ذھن المسلمین، فضلا عن أن 
قضي بینما ھو ی ،یجیب علیھ المریض بلاعادة  السؤال ھل تغسل یدیك كثیراً 

ساعات یغسل یدیھ في الوضوء، فمفھوم التطھر عند المسلمین یختلف عن 
مفھوم التنظیف أو الغسیل ومفھوم النجاسة عندھم یختلف عن مفھوم القذارة 
الغربي، ومن الواضح أن المقاییس السابقة على مقیاس أعراض الوسواس 

عن إغفالھا الصریح لكل ما یتعلق بوساوس  القھري كلھا أغفلت ذلك فضلاً 
أداء العبادات (الوضوء والصلاة والصیام ..إلخ) والتي تمثل أكثر من نصف 

ورغم ذلك فعلى نفس ھذا المنوال مع الأسف سار  2وساوس وقھور المسلمین 
الباحثون العرب فإما استخدموا ترجمات أي من تلك المقاییس الغربیة أو 

العربي للوسواس القھري وھو المقیاس العربي الأول  استخدموا المقیاس
والذي ینتقد في إعداده اعتماده على المقاییس الغربیة رغم أن الھدف كان 
وضع مقیاس نابعٍ من المفحوصین العرب، وفي أنھ لم یمیز بین السمات 
الوسواسیة والأعراض الوسواسیة، ولم یتضمن مقاییس فرعیة، واعتمدت 

 ً والخلاصة  1على عینات غیر إكلینیكیة من طلاب الجامعات الدراسات جمیعا
أن الاطلاع على مقاییس وقوائم الوسواس القھري المتاحة بالعربیة كلھا 
والتي استخدمت في مئات الدراسات العربیة تفتقر لما یقیس الأعراض الدینیة 

 .أي أكثر من نصف أعراض مرضى الوسواس القھري العرب

 

براون للوسواس القھري (بمركز الطب النفسي بجامعة  -وقد ترجم مقیاس یل
عین شمس)، واستخدم في دراستین لعكاشة وزملائھ لأعراض اضطراب 

، دون إجراء ثبات أو 27، 26الوسواس القھري لدى عینات من المصریین 
 .صدق للمقیاس في البیئة العربیة في أي من الدراستین

 

بینما أعد أحمد عبد الخالق المقیاس العربي للوسواس القھري مستمداً بنوده  
من المراجع المتخصصة إضافة إلى العوامل المستخرجة من التحلیلات 
العاملیة لبعض قوائم الوسواس القھري الأجنبیة منھا قائمة "لایتون" 

 مدتالوسواسیة وقائمة "مودسلي" للوسواس القھري وقائمة "بادوا"، واعت
على الصدق الظاھري، وطبقت الصیغة الأولى على عینة من طلاب الجامعة 
وتم حساب ارتباط كل بند بالدرجة الكلیة، وحساب معاملات الارتباط 
المتبادلة، فأصبحت ھذه البنود الأخیرة ھي الصیغة الثانیة للمقیاس ثم طبقت 

جة ند والدرعلى عینة طلاب وحسبت معاملات الارتباط المتبادلة بین كل ب
الكلیة، وكانت دالة، ولما كان الھدف ھو تكوین قائمة أكثر اختصاراً من ذلك، 

 32فتكونت الصیغة النھائیة من  0.4استبعدت البنود التي قل ارتباطھا عن 
 .1بند وتم استخراج ثمانیة عوامل ھي لكن لا یمكن تحدید درجة لأي منھا

 

فكانت مصادر جمع البنود  1أما مقیاس أعراض اضطراب الوسواس القھري 
تشخیصھم بالوسواس حول  ى: السؤال المفتوح الموجھ إلى مرضھي

شكاویھم النفسیة، والخبرة الإكلینیكیة، والمراجع المتخصصة. تم تطبیق 
منھم شخصوا باضطراب  54الصیغة الأولى للمقیاس على عینة مكونة من 

لصدق عن طریق: من الأسویاء بمصر، وتم حساب ا 48الوسواس القھري، 
صدق المحك والصدق التلازمي والصدق التمییزي على ھذه العینة إضافة 
إلى صدق المحكمین، ثم طبقت الصیغة الثانیة على عینة عشوائیة قوامھا 

شخص وتم حساب صدق الاتساق الداخلي، وحسب الثبات باستخدام  105
عیة مقاییس فرمعامل ألفا كرونباخ وثبات التجزئة النصفیة، كما تم إعداد 

 .وأخیراً تم إعداد معاییر للمقیاس

 

بدراسة الخصائص  7وإن جھدا عربیا مثمنا قام فیھ أحمد عبد الخالق وآخرون
السیكومیتریة والتحلیلي العاملي التوكیدي لمقیاس أعراض الوسواس القھري 
لدى عینة من طلاب جامعة الكویت، واستنتج أن معاملات الثبات كانت 

تة مقاییس فرعیة فقط من الأربع عشر، إضافة إلى معامل الثبات مقبولة في س
مما یشیر إلى ثبات واستقرار  0.96للمقیاس والأخیر كان مرتفعاً ووصل إلى 

جید عبر الزمن وإلى اتساق داخلي مرتفع إذا استخدم المقیاس ككل، واعتبر 
المقیاس نموذجیا من ناحیة شمولیتھ وإحاطتھ بمدى واسع من أعراض 

لاضطراب الوسواسي القھري كما اقترح اختصار المقیاس وأوصى بتكرار ا
دراستھ على عینات مصریة وحساب التحلیل العاملي الاستكشافي والتوكیدي 
واستخراج عوامل أكثر قوة، وتطرق إلى الحاجة إلى ربط وساوس الطھارة 
بالوساوس الدینیة. كل ذلك یوضح ضرورة تطویر المقیاس إلى صلاحیة 

 .ومتریة أعلى من حیث الصدق والثباتسیك

 

بندا  80ویتكون من  28ظھر مقیاس اضطراب الوسواس القھري  2009في 
لیس فیھا بند واحد یقیس الأعراض الدینیة، وینطبق ذلك على مقیاس 

، ومقیاس الوسواس القھري إعداد حمید 29الوسواس القھري من إعداد محمد 
 .31زبون وعباسومقیاس الوسواس القھري إعداد ال 30

 

الذي  32ثم ظھرت إحدى المحاولات العربیة للباحث نائل عبد الرحمن أخرس 
 ً ً  بنداً  48من  أعد مقیاسا للمرضى الأردنیین، وتبین مقارنة بنوده ببنود  مناسبا

المقاییس العربیة السابقة ما یشبھ الاتفاق على حساسیة بنود معینة لأن معظم 
) مأخوذة بنصھا من مقیاس 48بندا من  16(بنوده دینیة المحتوى وغیرھا 

بنود تم تحویرھا  3عن أكثر من  ) فضلاً 1"أعراض الوسواس القھري" (
 ً ً  3، وكذلك لغویا من المقیاس العربي  بنود بنصھا ومثلھا محورة لغویا

 .33للوسواس القھري

 

 تعلیق على الدراسات السابقة
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 .غربیةكثیر من المقاییس العربیة ھي ترجمة لمقاییس  -1
المقاییس العربیة لیس لھا مقاییس فرعیة بل تعتمد على  -2

 .الدرجة الكلیة
لا توجد معاییر للمقاییس العربیة، باستثناء مقیاس أعراض  -3

 .الوسواس القھري
العینات المستخدمة في الدراسات العربیة من الأسویاء فیما  -4

 .16الخرافيعدا دراسة نجمة 
في اعتمادھا السؤال ما تزال دراستنا السابقة متفردة  -5

 .المفتوح للمرضى كمصدر رئیسي للبنود
اعتمد المقیاس العربي الأول على المقاییس الغربیة، ولم  -6

یمیز بین السمات والأعراض الوسواسیة، ولم یتضمن 
 .إكلینیكیة مقاییس فرعیة، وطبق على عینات غیر

ظلت البنود التي تقیس الأفكار الوسواسیة الدینیة غیر  -7
لمقاییس العربیة التي كنت متاحة حتى صدور مدرجة با

 .1المقیاس
على عینة من ثقافة تختلف 7سة أحمد عبد الخالق تمت درا -8

عن الثقافة التي أعد فیھا المقیاس، مما یؤثر على مصداقیة 
الدرجات، فضلا عن أن استخدام التحلیل العاملي 
الاستكشافي كأحد أسالیب حساب الصدق غیر مناسب في 

المقیاس الحالي نظرا لأن صیاغة الأبعاد حساب صدق 
الفرعیة في المقیاس الأصلي جاءت بناء على المحكات 
التشخیصیة للوسواس القھري بدلیل الجمعیة الأمریكیة 

 .الإصدار الرابع

 

 المنھج والاجراءات

 :عینة الدراسة

بدأت إجراءات إعادة التقنین، وتم الاعتماد على المقابلة  2016منذ ینایر 
فردا  360الاكلینیكیة لاختیار العینة. تم تطبیق المقیاس على عینة قوامھا 

مُشخصا باضطراب الوسواس القھري من مرضى العیادات النفسیة في كل 
منھم  59من القطاع الخاص ومستشفیات جامعة الزقازیق بمصر تم استبعاد 

عینة لبسبب أخطاء أو عدم الاجابة على بعض  بنود فأصبح العدد النھائي 
فردا لا یعاني من  150فردا، وكذلك طبق المقیاس على  301المرضى 

منھم لنفس الأسباب السابقة  37أعراض الوسواس القھري وتم استبعاد 
فردا، وفیما یلي وصف مفصل لخصائص عینة  113لتصبح عینة الأسویاء 

 :التقنین الحالیة

 

 الأسویاء والمرضى) عینة الدراسة من 1جدول (

 المرضى الأسویاء 
 النسبة العدد النسبة العدد خصائص العینة

 النوع: -1
%58 66 ذكور  •  148 49%  
%42 47  إناث •  153 51%  

 المستوى التعلیمي: -2
%3 4 -- -- أمي •  
%24 27 متوسط •  120 40%  
%73 83 جامعي  •  169 56%  
%3 3 دراسات علیا •  8 1%  

 السن: -3
%62 70 عام  30إلى  15من  •  192 64%  
%33 37 عام  45إلى    31من  •  96 32%  
%3 4 عام 60إلى    46من  •  12 3%  
%2 2 فما فوق 61من  •  1 1%  

 النطاق الجغرافي: -4
%28 32 محافظة القاھرة •  89 29%  

%70 79 محافظات الوجھ البحري •  205 68%  
%2 2 محافظات الوجھ القبلي •  7 3%  

 

 

) مقارنة المعلومات الدیموجرافیة للعینتین الأسویاء 1(یظھر جدول 
 .والمرضى قدرًا كبیرًا من التجانس والتطابق بینھما

 

 :الصلاحیة السیكومتریة للمقیاس

  :أولا: صدق الاتساق الداخلي

تم حساب صدق الاتساق الداخلي من خلال حساب الارتباط  -
اط الارتببین درجة الفقرة والدرجة الكلیة للبُعد، وحساب 

بین الدرجة الكلیة لكل بعُد والدرجة الكلیة للمقیاس ككل 
   :وھو ما یوضحھ الجدول الآتي
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 ) صدق الاتساق الداخلي للمقاییس الفرعیة2جدول (

قیمة  الفقرة البعُد
 الارتباط

قیمة  الفقرة البعُد
 الارتباط

  اجترار الأفكار   

1 .690(**) 

      
س الدینیة      

الوساو
 

1 .682(**) 
2 .553(**) 2 .535(**) 
3 .728(**) 3 .686(**) 
4 .702(**) 4 .726(**) 
5 .639(**) 5 .792(**) 
6 .798(**) 6 .600(**) 
7 .735(**) 7 .800(**) 

س 
الوساو

 الجنسیة

1 .694(**) 8 .687(**) 
2 .788(**) 9 .578(**) 
3 .844(**) 

س الطھارة والنظافة
 وساو

1 .784(**) 
4 .888(**) 2 .794(**) 

   

س العدوانیة
 الوساو

1 .345(**) 3 .579(**) 
2 .640(**) 4 .806(**) 
3 .691(**) 5 .651(**) 
4 .581(**) 6 .612(**) 
5 .708(**) 7 .811(**) 

 8 .669(**) 
9 .386(**) 

ت الوسواسیة
 الاندفاعا

 الطھارة والنظافة القھریة (**)672. 1

1 .660(**) 
2 .593(**) 2 .745(**) 
3 .636(**) 3 .488(**) 
4 .628(**) 4 .715(**) 
5 .582(**) 5 .752(**) 
6 .480(**) 6 .656(**) 
7 .630(**) 7 .676(**) 
8 .734(**) 

 البطء

1 .640(**) 

صور 
ال

 الوسواسیة      

1 .734(**) 2 .542(**) 
2 .773(**) 3 .809(**) 
3 .791(**) 4 .779(**) 
4 .726(**) 

   
المراجعة 

 

1 .725(**) 

 أفعال قھریة عامة

1 .658(**) 2 .730(**) 
2 .723(**) 3 .723(**) 
3 .757(**) 4 .630(**) 
4 .617(**) 

           
س

س اللم
طقو

 

1 .834(**) 
5 .437(**) 2 .797(**) 

أفعال
 

قھریة دینیة
 1 .658(**) 3 .845(**) 

2 .718(**) 4 .637(**) 

3 .587(**) 5 .859(**) 

4 .656(**)  
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س على الأنشطة الیومیة
 تأثیر الوسوا

1 .515(**) 

2 .754(**) 

3 .617(**) 

4 .785(**) 
5 .835(**) 

6 .688(**) 
7 .739(**) 
8 .638(**) 

ض الدینیة
 الأعرا

1 .546(**) 

2 .564(**) 
3 .474(**) 

4 .543(**) 

5 .493(**) 
6 .386(**) 

7 .521(**) 
8 .480(**) 

9 .451(**) 
10 .689(**) 
11 .420(**) 

12 .490(**) 
13 .521(**) 

14 .370(**) 
15 .560(**) 

ض 
الأعرا

الدینیة
 

16 .465(**) 
17 .256(**) 
18 .464(**) 
19 .467(**) 

20 .440(**) 

21 .545(**) 
22 .525(**) 
23 .413(**) 
24 .528(**) 

25 .557(**) 
26 .582(**) 

 

 0.05* القیمة دالة عند مستوى     0.01القیمة دالة عند مستوى **

مما یدل  0.01أن جمیع فقرات المقیاس دالة عند مستوى ) 2یوضح جدول (
 .على درجة عالیة من الثقة

 

أما عن حساب الارتباط بین مجموع درجات الأبعاد والدرجة الكلیة للمقیاس 
 :فالجدول التالي یوضح قیمة الارتباط ودلالتھ
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 درجة الكلیة للاختبار) الارتباط بین مجموع درجات الأبعاد وال3جدول (

 قیمة الارتباط  الأبعاد م
 (**)614. اجترار الأفكار  1
 (**)480. الوساوس الجنسیة  2
 (**)639. الوساوس العدوانیة  3
 (**)468. الوساوس الدینیة  4
 (**)724. وساوس الطھارة والنظافة والخوف من المرض  5
 (**)583. الاندفاعات الوسواسیة  6
 (**)559. الصور الوسواسیة  7
 (**)617. أفعال قھریة عامة  8
 (**)561. الأفعال القھریة الدینیة  9

 (**)703. الطھارة والنظافة القھریة  10
 (**)639. البطء 11
 (**)649. المراجعة 12
 (**)597. طقوس اللمس  13
 (**)679. تأثیر الوسواس على الأنشطة الیومیة  14

 

 ً   :الصدق التمییزي: ثانیا

تم حسابھ بھدف تحدید مدي قدرتھ على التمییز بین المرضى والأسویاء في أعراض الوسواس القھري، واستخدم اختبار "ت" للكشف عن دلالة  -
  :الفروق بین مجموعتي الدراسة، وذلك ما یوضحھ الجدول الآتي

  

 ) الصدق التمییزي للمقیاس4جدول (

 الأسویاء العینة
 )113(ن = 

 المرضى
 )113(ن =  

 قیمة

 ت ع م ع م أبعاد المقیاس
 * 7.49 5.35 26.96 6.48 21.03 اجترار الأفكار

 *3.26 4.20 8.48 3.50 6.80 الوساوس الجنسیة
 *6.68 3.53 10.77 2.76 7.95 الوساوس العدوانیة
 *7.36 8.02 23.51 6.46 16.37 الوساوس الدینیة

 *10.39 9.02 24.65 5.27 14.43 والخوف من المرضوساوس الطھارة والنظافة 
 *5.99 5.88 15.52 3.91 11.53 الاندفاعات الوسواسیة

 *6.56 3.75 9.60 2.89 6.67 الصور الوسواسیة
 *9.30 4.30 14.25 3.52 9.38 أفعال قھریة عامة

 *7.75 3.49 8.95 2.14 5.96 الأفعال القھریة الدینیة
 *10.32 6.51 16.68 3.15 9.65 القھریةالطھارة والنظافة 

 

 

ً عند مستوى 4یتضح من جدول ( في  0.01) وجود فروق دالة إحصائیا
التمییز بین مجموعة الأسویاء والمرضى لصالح المجموعة المُضطربة، مما 

 .یشیر إلى صدق المقیاس وقدرتھ المرتفعة على التمییز

 

  :النصفیة، ومعامل ثبات ألفا كرونباخا: ثبات التجزئة ثالثً 

تم حساب ثبات التجزئة النصفیة من خلال حساب الارتباط بین نصفي 
المقیاس وتصحیح القیمة الناتجة عن الارتباط بمعادلة سبیرمان براون لیعادل 

 .ثبات المقیاس ككل

 SPSS كما تم حساب معامل ثبات ألفا باستخدام برنامج

Statistical package for the Social Sciences) ( لكل بعد من أبعاد
 .المقیاس بالإضافة إلى حساب معامل ثبات القائمة ككل
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 ) حساب ثبات التجزئة النصفیة5جدول (

 معامل ثبات ألفا معامل الثبات بعد المعالجة معامل الثبات قبل المعالجة الأبعاد م

.67  اجترار الأفكار 1  80.  81.  

.70  الوساوس الجنسیة 2  82.  82.  

.44  الوساوس العدوانیة 3  61.  57.  

.72  الوساوس الدینیة 4  84.  85.  

.74  وساوس الطھارة والنظافة والخوف من المرض 5  85.  85.  

.57  الاندفاعات الوسواسیة 6  73.  76.  

.57  الصور الوسواسیة 7  73.  74.  

.58 أفعال قھریة عامة  8  73.  69.  

.38  الأفعال القھریة الدینیة 9  55.  55.  

.60  الطھارة والنظافة القھریة 10  75.  80.  

.61 البطء 11  77.  67.  

.54 المراجعة 12  70.  65.  

.70  طقوس اللمس 13  82.  85.  

.72  تأثیر الوسواس على الأنشطة الیومیة 14  83.  85.  

.80 الأعراض الدینیة 15  88.  87.  

الكلیةالدرجة  16  88.  93.  94.  

 

 

) ارتفاع معامل ثبات المقیاس حیث تراوح معامل ثبات 5یتبین من الجدول (
.، كما یتضح ارتفاع معامل ثبات ألفا 93. وحتى 55التجزئة النصفیة بین 

سواء للأبعاد الفرعیة والدرجة الكلیة، كما یبین ارتفاع معامل ثبات المقیاس 
 .94بلغ ككل والذي 

 

 مقاییس الأبعاد الفرعیة للمقیاس

بعد استعراض نتائج الدراسة والتي تشیر في مجملھا إحصائیا إلى صلاحیة 
سیكومیتریة عالیة لكل بنود وأبعاد المقیاس، تم دمج بعدي الوساوس والأفعال 
القھریة الدینیة في بعد واحد ھو أعراض الوسواس القھري الدینیة، وإضافة 

من أبعاد أخرى للمقیاس، دون أي حاجة لحذف أو تغییر أي من بنود أخرى 
بنود المقیاس، وكان من المھم تخصیص مقیاس لأعراض الوسواس القھري 

) لعینة الدراسة، 2من أعراض العینات المماثلة ( %57.4الدینیة والتي تمثل 
فضلا عن كونھا شائعة إكلینیكیا، وقد ثبتت العلاقة بین التدین والوسواس 

  .34لقھريا

 :مقیاس فرعي وھي 13فأصبح ھناك 

بنود): ویقیس إعادة التفكیر في نفس  7اجترار الأفكار ( .1
الموضوع وفي تفاصیل كثیرة بطریقة تسبب الكرب، 

 .72-65-57-43—29-15-1) وأرقام البنود ھي
بنود): ویتضمن التفكیر في أمور  4الوساوس الجنسیة ( .2

-16-2 .خص نفسھجنسیة غیر مرغوبة وغیر مقبولة للش
30-44. 

بنود): تشمل الخوف من التسبب في  5الوساوس العدوانیة ( .3
 .58-45-31-17-3 .ارتكاب أشیاء فظیعة ورھیبة

بنود): الشك في  9وساوس والنظافة والخوف من المرض ( .4
النظافة والطھارة والتفكیر في الطھارة والنجاسة، والخوف 

-79-74-67-60-47-33-19-5 .من التعرض للجراثیم
83. 

بنود): ویقیس أفكار تتضمن أن  8الاندفاعات الوسواسیة ( .5
الشخص على وشك القیام بفعل مزعج وھو غیر قادر على 
التحكم فیھ، والخوف من تنفیذ أفكار عدوانیة باستعمال 

-61-48-34-20-6 .سلاح أو بالضرب والسب القھري
68-75-80. 

بنود): یتضمن صور مزعجة  4الصور الوسواسیة ( .6
 .49-35-21-7 .تفرض نفسھا على الشخص
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بنود): أفعال متكررة یشعر  5أفعال قھریة عامة ومتباینة ( .7

الشخص أنھ مجبر على تأدیتھا كالرغبة في تكرار أسئلة 
 .69-50-36-22-8 .حول موضوع ما، أو عد أشیاء معینة

بنود): تكرار الأفعال المتعلقة  7النظافة الطھارة القھریة ( .8
-52-38-24-10 .والطھارة بدون أسباب منطقیةبالنظافة 

62-70-76. 
بنود): ویشمل البطء في تنفیذ الأعمال والواجبات  4البطء ( .9

 .53-39-25-11 .حتى البسیط منھا
بنود):  وتشمل مراجعة الأشیاء بغرض  4المراجعة ( .10

 .54-40-26-12 .التحقق من القیام بھا
أشیاء بنود): العمل على تجنب لمس  5طقوس اللمس ( .11

-27-13 .معینة، أو أن تلمس أشیاء معینة ملابس الشخص
41-55-63. 

بنود): أي  8تأثیر الوسواس على الأنشطة الیومیة ( .12
استھلاك الوساوس والأفعال القھریة للوقت، وإعاقتھا 
بدرجة كبیرة لنظام الشخص الیومي أو أداءه الوظیفي أو 

-64-56-42-28-14 .الأكادیمي أو الأنشطة الاجتماعیة
71-77-81. 

بندا) : یقیس الوساوس  26مقیاس الأعراض الدینیة ( .13
الدینیة وتتضمن شكوك في العبادات من صلاة وصیام وفي 
الوضوء، وقد تجعل لأفكار الوسواسیة الفرد یقوم بسلوك 

 9قھري لیتأكد من طھارتھ مثلا، والوساوس الدینیة تشمل 
 ) والأفعال82-78-73-66-59-46-32-18-4بنود: (

) و بعضھا 51-37-23-9بنود): ( 4القھریة الدینیة (
مكتنف ضمن أبعاد أخرى لأعراض الوسواس القھري فمن 

-60-33-5) ومن وساوس الطھارة (11فئة البطء البند (
) والطھارة 49-21)، ومن فئة الصور الوسواسیة (74-79

) ومن فئة الاندفاعات الوسواسیة 76-62 -10القھریة (
-21-18-11-10-9-5-4 د ككل ھي)، والبنو61-68(

23-32-33-37-46-49-51-59-60-61-62-66-68-
73-74-76-78-79-82. 

 

 طریقة التصحیح

» 4«، »دائماً «درجات لاختیار » 5«یتم تصحیح المقیاس من خلال: إعطاء 
» 1«، »نادراً «،  درجتان لاختیار »أحیاناً «لاختیار » 3«، »كثیراً «لاختیار 
 .»مطلقاً «لاختیار 

) والحالیة للخصائص السیكومتریة للمقیاس 1الفروق بین الدراسة السابقة (
 :6ویشملھا جدول 

 

 ) الفروق بین الدراستین  في الخصائص السیكومتریة للمقیاس6جدول (

 الدراسة الحالیة الدراسة السابقة محاور الفروق

 
 طبیعة العینات

 أسویاء.) 48) مرضى (54( العدد
 )61) إناث (41ذكور ( النوع
 )69) جامعي (33) متوسط (1) یقرأ (2أمي ( التعلیم

 عام. 55ع إلى 15من المدى العمري 
 

 ) أسویاء103) مرضى (301( العدد
 )200) إناث (214ذكور ( النوع

 )11) دراسات علیا (252) جامعي (147) متوسط (4أمي (التعلیم 
 عام فأكثر. 60إلى 15 المدى العمري

) 284) محافظات الوجھ البحري (121القاھرة ( النطاق الجغرافي
 )9محافظات الوجھ القبلي (

معاملات الصدق 
 والثبات

 .)82أعلى معامل صدق للاتساق الداخلي للأبعاد (
 .93معامل ثبات التجزئة النصفیة للدرجة الكلیة فقط 

 .96معامل ثبات ألفا كرونباخ للدرجة الكلیة فقط 

 .)89أعلى معامل صدق للاتساق الداخلي للأبعاد (
 .94. إلى 55معامل ثبات التجزئة النصفیة للمقیاس والأبعاد الفرعیة من 

 .94. إلى 55معامل ثبات ألفا كرونباخ للمقیاس والأبعاد الفرعیة من 

 بعدا فرعیا للمقیاس. 14 المعاییر 
للدرجة الكلیة والأبعاد حُسبت الدرجات التائیة 

 الفرعیة.

 بعدا فرعیا للمقیاس    13
تم حساب المعاییر بالاعتماد على الدرجات المعیاریة والتائیة للوصول 

 إلى فئات تصنیفیة تسھل عملیة التشخیص والمتابعة العلاجیة. 
 

 معاییر المقیاس

یمكن لمن یرغب في استخدام معاییر المقیاس، والاطلاع على جداول شدة 
الأعراض الخاصة بكل بعد  وللدرجة الكلیة العودة إلى دلیل المقیاس (تحت 

 .النشر) أو التواصل مع المؤلفین

 

 قیود الدراسة واقتراحات للباحثین

تعتبر ھذه الدراسة تأسیسیة لمقیاس أعراض الوسواس القھري كأول مقیاس 
عربي صادق المضمون من حیث حساسیتھ لأعراض الوسواس القھري في 

صر، لكنھ ما یزال ینتظر من الباحثین العرب تطبیقھ وتقنینھ  في الدول م
العربیة لمعرفة مدى حساسیة لأعراض الوسواس القھري. كذلك ما تزال 
أعراض الوسواس القھري الدینیة في المسلمین بحاجة إلى إعداد مقاییس أكثر 

ا لھتخصصا لأن أبعادا معرفیة مھمة مثل التعمق أو فرط التورع لیست 

مقاییس عربیة... كذلك ما یزال من الصعب الوصول إلى مقیاس یستطیع 
قیاس أعراض الوسواس القھري دون التأثر بوجود سمات قسریة، لأن 
التداخل الظاھر في الأعراض والسلوك المرضي بین اضطرابي الوسواس 
القھري والشخصیة القسریة یبقى حاضرا في حدود المقاییس التي تقیس أبعاد 

ل التعمق والكمالیة والانسجام مع الذات.... وكلھا تحتاج إلى تصمیم مث
 .مقاییس عربیة المضمون
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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.  

 الملحق:

 لوسواس القھريأعراض امقیاس 

  الجنس:    الاسم :                                     السن:

 المستوى التعلیمي:                         العنوان:

، المھم ھو أن تعبر عما تحت الخانة المناسبة، لا توجد إجابة صحیحة وأخرى خاطئة×) فیما یلي مجموعة من العبارات من فضلك اقرأ كل عبارة وضع علامة(
 . لا تترك أي سؤال بدون إجابة. بداخلك 

 مطلقا نادرا أحیانا كثیرا دائما العبارات
 .....أتذكر (غصبا عني) تفاصیل مملة جدا مما یرھقني .......................... -1
 .....تسیطر على فكرة الفعل الجنسي مع المحارم.................................. -2
 ....أخشى أن أكون قد وضعت سما في الطعام بدلا من الملح.................... -3
 ......................................أن أكون قد وقعت في الشرك أو الكفر أخشى -4
 ................................تراودني أفكار خاصة بالتطھر والطھارة والنجاسة -5
 ................تسیطر علىّ فكرة ارتكاب جریمة معینة (كقتل شخص معین).... -6
 ..................................ھا علي بشدة.تراودني صور مزعجة تفرض نفس -7
 ............................................أقوم بأفعال لا معنى لھا بالنسبة للآخرین. -8
 في الصلاة أعید قراءة الفاتحة (أو أبانا الذي في السماوات) أكثر من مرة. -9

 .............................أكرر غسل أعضاء الوضوء أكثر من ثلاث مرات..... -10
 .........أستنفذ وقتاً طویلاً في الوضوء............................................... -11
 ..............................................أراجع الأشیاء أكثر من مرة حتى أرتاح.-12
 ....................................ھناك أشیاء معینة في منزلي لا أستطیع لمسھا. -13
 .......................الأفكار الملحة تستغرق عدة ساعات یومیاً.....................-14
 تلح علىّ أفكار لا أستطیع الھرب منھا مع أني أعرف أنھا غیر حقیقیة أو تافھة -15
 ..............البكارة......تنتابني أفكار متسلطة تتعلق بالعادة السریة أو بغشاء  -16
 أفكر في أنني سأفقد السیطرة أو أصاب بالجنون.................................... -17
 لم أعد أشعر بحلاوة الإیمان أو الخشوع في صلاتي �............................ -18
 .............................لدى شك في النظافة.......................................... -19
 .....................................أشعر أنني مقھور على ممارسة العادة السریة. -20
 أتخیل مشاھد غیر أخلاقیة تضایقني أثناء الصلاة................................... -21
 ............................یتضایق الناس من تكراري للأسئلة..........................-22
 .........في الصلاة لدي وسوسة في اتجاه القبلة (أو الاتجاه ناحیة الشرق)....... -23
 ...............................................................أعید الاستحمام أكثر من مرة -24
 ........................................................أقضي وقتاً طویلاً في قص أظافري -25
 ................كلما ألقیت شیئا في القمامة شعرت بالخوف أن یكون فیھ ما یھمني. -26
 .....(كي لا یلوثني.. یعُْدیني ... ینجسني)....أحذر من أن یلمسني أحد في الشارع  -27
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28-  ً  ......................................................أضیع في طقوسي عدة ساعات یومیا
 ...................................................................أعاود التفكیر فیما یقال لي -29
 .......................................................تراودني بعض الأفكار غیر الأخلاقیة -30
 .........................................................أفكر في سب أشخاص لھم وضعھم -31
 ........أسأل نفسي من ربنا؟ وأین ربنا؟................................................... -32
 ......أشك في نیتي أو استعدادي للصلاة وغیرھا......................................... -33
 ......................................أشعر أنني على وشك أن أؤذي نفسي أو الآخرین -34
 ................................تراودني صور جنسیة (كالشذوذ الجنسي..) وتزعجني. -35
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 ................................................یتضایق الناس من استغراقي في التفاصیل -36
 ......المیاه......................................لا أصلى بالملابس التي دخلت بھا دورة  -37
 .................................أتفل كثیرا حتى لاأبتلع ریقي الملوث بالغبار والملوثات -38
 .............................أصبحت بطيء جداً................................................ -39
 .................................................نقودي یومیا، عدة مرات أتأكد من حافظة -40
-الأرض -أتحاش�����ى أن ألمس أو تلمس ملابس�����ي أش�����یاء معینة (كحوائط المنزل -41

 ...........................................................وسائل المواصلات)...-السلم -الأحذیة 
 ........................الأفكار یؤثرعلى أنشطتي الیومیة بدرجة كبیرةاستمراري في  -42
 ..................................أركز بعمق شدید ولوقت طویل في مواقف معینة...... -43
 .......................................أفكر في أمور جنسیة مزعجة......................... -44
 ....وأنا أقود سیارتي بخوف شدید من أن أكون قد صدمت أو دھست أحدا..أشعر  -45
 ......أشك في الأنبیاء والأدیان السماویة.................................................. -46
 .................................................أفكر في أن وسوستي في النظافة ترھقني -47
 ............لاإرادیا أشعر أنني لابد أن أنظر إلى أشیاء معینة مثل عورات الآخرین. -48
 ..كلما تذكرت الذات الإلھیة اختلطت في ذھني بصور فظیعة لا أحتملھا............. -49
 ..................................................أقوم بفعل أشیاء معینة لدفع ضرر معین -50
 .......عندما أسأل أحد رجال الدین أكرر السؤال مرات كثیرة ولأشخاص مختلفین -51
 ..............................................أعید تنظیف الأشیاء عدد معین من المرات -52
 ................................................أنا بطئ جداً في تنفیذ الأعمال والواجبات  -53
 ..........................................................أكرر تنظیف الأشیاء مرات عدیدة -54
 .................................................................أخاف من لمس أنابیب الغاز -55
 .......................تؤثر الطقوس التي أؤدیھا على أنشطتي الیومیة بدرجة كبیرة -56
 .....................................................للنوم تؤرقني أفكار ملحة عند ذھابي -57
 .................................لدي أحلام عدوانیة تضایقني.............................. -58
 ......السماویة............................لدى وساوس في الدین أو الرسول أو الكتب  -59
 .........................................................................أشك في نجاسة الماء -60
 ..................حین أقف في صف الصلاة أجد في داخلي حافزا لضرب من أمامي -61
 ...........................................رجليعند الاستنجاء من البول لابد أن أغسل   -62
 ...............................................................أخاف من لمس أشیاء معینة  - 63
 .....................................طقوسي الیومیة أثرت سلباً على علاقتي بالآخرین - 64
 ....................لتي وقعت خلال الیوم بطریقة مزعجةیلاحقني شریط الأحداث ا  - 65
 ............................كلما تذكرت الذات الإلھیة اختلطت فیذھني بكلمات قبیحة  - 66
 ................................................................أخاف من العدوى بالجراثیم  - 67
 ..........................للدین أو الرسول أو الكتب السماویة أعاني من سب قھري  - 68
أشعر أنني مجبر على عد أشیاء معینة مثل أعمدة الكھرباء في الشارع أو   - 69

 ...............................................درجات السلم في البیت أو الأشجار على الطریق
 .............................................استخدامھاأغسل الصابونة عدة مرات قبل   - 70
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