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Editorial 

 
It is now sixty years since the first psychiatric 

clinic was opened in Sudan by a single-handed first 

Sudanese psychiatrist. Since then many leaps 

forward have been taken in the field of psychiatry 

in Sudan: the number of psychiatrists increased, 

more psychiatric service facilities were 

established, teaching and training centres started 

and research in psychiatric issues done. The 

Sudanese Association of Psychiatrists felt it is 

high time to have a venue to disseminate 

information and publicize work done in the Sudanese 

psychiatric community; hence the publication of the 

Sudanese Journal of Psychiatry. The president and 

members of the executive committee of the 

Association nourished the idea and worked 

relentlessly to make the dream come true. We 

sincerely thank the Secretary of the Sudan Medical 

Association for his prompt and positive response to 

our request to publish the Journal and through him 

We extend our thanks to the president and members 

of the executive committee of the Sudan Medical 

Association. 

It is a great pleasure to us that the launching of 

the first issue of the Journal coincides with the 

convening of the 11
th
Pan Arab Psychiatric 

Conference and the Pan African Psychiatric 

Conference in Khartoum. We seize this opportunity 

to warmly welcome all our colleagues participating 

in these conferences and wish them a happy stay in 

Khartoum and a safe journey back home, 

With a deep sense of gratitude we pay tribute to 

the pioneers of psychiatry in; Sudan: Tigani eI-
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Mahi, Taha Baasher, Hassabo Suliman, Hassam Hag Ali 

and Ahmed Hassan (may Allah rest their souls) and 

to their contemporaries, assistants and students 

who are still giving us inspiration. Their 

followers could only see further because they stood 

on the shoulders of those giants. 

We wish to dedicate this first issue of the 

journal to these great names.  

The start may be modest, but the expectations are 

great. 
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Neurological and Psychiatric Complications 

of Traumatic Brain Injury (TBI) 
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Abstract: 

Aims: 

To study the early post-traumatic neurological ad 

psychiatric complications. 

Patients and Methods: 

This is a prospective study conducted on 459 

patients who presented to Khartoum and  Shaab 

teaching hospitals with TBI. A semi structured 

questionnaire prepared before hand was used for 

data collection. All patients were clinically 

examined, at their arrival or shortly after. 

Glasgow coma score (GCS) was applied on all 

patients. 

Results: 

The most common cause of TBI was road traffic 

accidents (39%). Loss of consciousness was the most 

common presentation (89.3%). The complications 

encountered were convulsions in 8.2%, limb paresis 

in 9.0%, psychiatric complications in 20.8% and 

amnesia in 17.0%.death was in 17.0%. 
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Conclusion: 

Approximately one sixth of patients with TBI 

developed psychiatric complications and almost 

similar ratio developed neurological complications. 

Key words: TBI, Neurological, Psychiatric 

Introduction: 

Traumatic brain injury abbreviated as TBI is the 

leading cause of death and disability (1, 2).The 

incidence of head injury is variable all over the 

world. In some counties it starts to decrease while 

in others it is increasing and it is also variable 

in different areas inside the same country. 

Brain injury may result from a direct injury to the 

brain or as secondary effect to hypoxia, 

hypercapnia, hypocapnia, hypothermia,hyperthermia, 

hypotension, intracranial bleeding, infection, or 

combinations of some of these(3). These extra 

neurological insults to the brain, such as hypoxia 

and hypotension, are associated with morbidity and 

mortality (4). 

A study done in rats proved that ischaemia and 

traumatic injury lead to lactate accumulation and 

glucose depletion and this leads to more ischaemia 

and may also indicate mitochondrial abnormalities 

and hence effect oxidative metabolism(5). TBI 

renders the brain more susceptible to secondary 

effects. 

People suffering TBI may develop wide range of 

neuropsychiatric, psychiatric (6) and 

neurobehavioral (2) complications. 

Following head injury, the immediate effect is 

mainly loss of consciousness ranging from short 

period or momentary dazing to prolonged coma and 

this is the most constant effect (7); which may 
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persist. Complications of TBI are of very wide 

range and being acute or chronic. Some of them are 

reversible and others are permanent. There are many 

neurological disabilities such as limb paresis, 

persistent disturbance of consciousness (some may 

live in vegetative form for years or life), 

hydrocephalus and aphasia. Cranial nerve injuries 

may result in anosmia, occulomotor paresis, visual 

field defects and others (8). Persistent 

rhinorrhoea and/or otorrhoea, which are associated 

with fracture base of the skull may need surgical 

repair. Convulsions or post traumatic epilepsy can 

result from brain laceration or haemorrhage. 

Headache is usually a common post traumatic symptom 

(9). 

Depression is a known post traumatic psychiatric 

sequel (10, 11). Patients suffering long period of 

loss of consciousness following trauma are unlikely 

to develop post traumatic stress disorder (PTSD) 

(12). Post traumatic psychosis (post traumatic 

confessional state) is noticed before patients 

attain full recovery from unconsciousness, where 

patients pass through a phase of disorientation and 

impaired cognitive functions, depending on severity 

of injury and premorbid personality, it is more 

severe n elderly, alcoholics and atherosclerotics. 

It has a wide range of manifestations starting from 

apathy, restlessness and irritability to delirium. 

Delusions and hallucinations may develop but 

usually they are short lived (8). Cognitive deficit 

is reflected mainly by impairment of working memory 

(13). 

The authors observed that trauma was increasing in 

Sudan, the largest country in Africa and Arab 

world, in the last decade. TBI isolated or combined 

with multiple trauma, affected mainly the young 

population with wide range of complications. 

Another observation was the absence of similar 
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studies which may reflect the complications of TBI, 

their extent and relation to different causes of 

trauma. 

Objectives: 

To study the early post traumatic neurological and 

psychiatric complications of TBI. 

Patients and methods: 

This is a descriptive hospital based study of 

patients who presented to the accident and 

emergency department in Khartoum Teaching Hospital, 

or admitted directly to the intensive care unit 

(ICU) or the wards of the national center of 

neurological sciences (NCNS) in Shaab Teaching 

Hospital in Khartoum- Sudan, with TBI in the period 

of about six months. 

A questionnaire prepared before hand was filled for 

each patient presented alive with RBI (N=420). This 

questionnaire included personal data, details about 

the and mechanism(s) of trauma, the presenting 

complaints and duration, the examination findings, 

past and social histories, the investigations 

findings, resuscitation, final diagnosis, treatment 

including medications and surgery, follow up and 

condition on discharge. 

Thirty nine were either brought dead or died 

immediately after arrival. For the latter another 

form was filled with postmortem findings and cause 

of death. The patients were observed daily until 

discharged from the hospital. 

At discharge a psychiatric status was assessed 

using two different methods. In adults (more than 

26 years), Psychiatric General Health Questionnaire 

(GHC) was filled for each patient. This 

questionnaire was illustrated by D Goldberg aiming 

at assessment of quality of life of adult 
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population in health and disease (14, 15). The 

version used was GHC-28 which is composed of twenty 

questions answered by the patients with one of 

four: much less than usual, same as usual, more 

than usual or much more than usual. 

Another mental state assessment was designed and 

filled for children and adolescents (age 16 years 

or below). The latter was designed by the first 

author including mental state examination, related 

history and associated symptoms. According to both, 

patients were divided as having No, Mild/Moderate 

or severe psychiatric complications. 

Collected data was analyzed using the SPSS computer 

program. The chi-square (X2) test and the p value 

were used for statistical significance. 

Results: 

The total number of patients was 459 with a mean 

age of 27.53 (+16.92) years, ranging from one day 

to 90 years. The males were 370 (80.6%) and the 

females 89 (19.4%), with a male to female ratio of 

4:1. Patients were divided according to their age 

into two groups; group A included children and 

adolescents (sixteen or below) were 122 (26.58%) 

were group B were the adult patients (above 16 

years of age) were 337 (73.42%) 

A total of seventy eight (17.0%) patients died ( 

half of them brought dead or died immediately on 

arrival and the others died within variable times 

of follow up; assaults followed by RTA were the 

common causes of death. A total of 26 (5 group A 

and 21 group B) patients (5.7%) were "self 

discharged" (or escaped) from the hospital while 

not fully recovered and conscious. Both, those who 

died and self discharged, were excluded from 

further study of complications. 
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Post traumatic amnesia showed no prominent 

incidence in both groups, A and B. it was only of 

total 7.9% initially. Adults (8.0%) show higher 

incidence than children (1.9%) and this value is of 

a near significant difference (p=0.057) but the 

number was small. 

Radiological vault fractures were found in 98 of 

the total while the actual number of fractures was 

136. Those having vault skull fracture which is 

depressed as well as being compound were 21; those 

are subjected to the complications of both 

depressed and compound factors. 

A number of 65 patients had neurological 

complications; of them 25 had combination of two or 

more complications. Limb paresis was the most 

frequent neurological complication in 9.0% of the 

total and 8.2 developed convulsions (Table (1)). 
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Table (1) 

Neurological Complications on Discharge in Patients 

with Traumatic Brain Injuries- in both age groups 

 Cranial 

nerve 

injury 

Limb 

paresis 

Convulsions Total* 

Children 

(A) 

1 

(1.0%) 

6 

(5.8%) 

8 

(7.7%) 

104 

Adults 

(B) 

5 

(2.0%) 

26 

(10.4%) 

21 

(8.4%) 

251 

Total* 6 

(1.7%) 

32 

(9.0%) 

29 

(8.2%) 

355 

*Total number of study population excluding death 

and "self-discharge". 

About four fifths (79.2%) of the total population 

were discharged with stable normal mental states. 

Moderate psychiatric complications were related to 

RTA in children and adolescents while related to 

falls into adult group (Table (2)). 
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Table (2) 

Psychiatric Problems on Discharge in Patients with 

Traumatic Brain Injuries-in both age groups 

 No 

Probl

em 

Mild 

Psychiat

ric 

Illness 

Moderate 

Psychiat

ric 

Illness 

Severe 

Psychiat

ric 

Illness 

Tota

l* 

Childr

en (A) 

83 

(79.8

%) 

11 

(10.6%) 

7 

(6.7%) 

3 

(2.9%) 

104 

Adults 

(B) 

198 

(78.8

%) 

31 

(12.4%) 

22 

(8.8%) 

251 

Total* 281 

(79.2

%) 

49 

(13.8%) 

25 

(7.0%) 

355 

* Total number of study population excluding death 

and "self-discharge". 

Relation between psychiatric complication and GCS 

on admission is shown on Table (3) for both groups 

in children/adolescents and adults respectively. In 

both age groups psychiatric complications were 

common in the groups admitted or discharged with 

GCS 13-15. 
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Table (3) 

The Relationship between Psychiatric Illness and 

GCS on Admission 

 3-8 9-12 13-15 Total* 

G
r
o
u
p
 
(
A
)
 

No psychiatric 

illness 

3 7 73 83 

(79.8%) 

Mild 1 2 8 11 

(10.6%) 

Moderate 2 2 3 7 

(6.7%) 

Severe 0 0 3 3 

(2.9%) 

Total 6 

(5.8%

) 

11 

(10.6%) 

87 

(83.7%) 

104 

(100%) 

G
r
o
u
p
 
(
B
)
 

No psychiatric 

illness 

6 21 171 198 

(78.9%) 

Mild/Moderate 1 1 29 31 

(12.4%) 

Severe 1 4 17 22 

(8.7%) 

Total 8 

(3.2%

) 

26 

(10.4%) 

217 

(86.4%) 

251 

(1oo %) 

* Total number of study population excluding death 

and "self-discharge". 
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Children and adolescents show no significant 

relationship between gender and psychiatric 

complications but in adults psychiatric 

complications are more common in females. 

Amnesia was in 27 (7.6%) of the patients on 

discharge. It shows more common incidence in adults 

compared to children and adolescents (9.5% and 2.9% 

respectively). 

Discussion: 

Two to three patients per day were admitted to 

hospital with TBI during the study period. 

The total number of death was 78 (17.0% of the 

total study group. Half of them were brought to the 

casualty dead or died immediately after arrival and 

the remaining half died during variable times of 

follow up. The majority of deaths were caused by 

assaults and RTA; but this represents a higher 

percentage in assaults than in RTA (17.5% vs. 14.0% 

respectively). It is thought that TBI reduces life 

expectancy even after full recovery (16), in a 

study done in 1127 men with penetrating brain 

injury, 8% died within 15 years. Most of the deaths 

within the first year were secondary to the TBI or 

coma (17). 

In this study, in addition to death, some 18.3% of 

the total have neurological complications; 4.5% of 

the total were discharged while still not fully 

conscious. Of those 5 belong to the moderate injury 

group (GCS 9-12) and 11 to the mild injury group 

(GCS >12) and those remained static for more than 6 

weeks or they were taken out of hospital by their 

families before complete recovery as mentioned, 

seven percent of the patients had some degree of 

limb paresis. Around 8.2% were labeled of having 

post traumatic epilepsy compared to a study doe in 

4541 patients with TBI; only 2.0% of them developed 



14 

 

one or more seizures (18).in the current study, 

6,2% had aphasia 9.0% limb paresis and 1.7% had 

cranial nerve injury. 

Variable complications of TBI are known reason for 

frequent re-hospitalization (19).in Korea the 

overall mortality rate in 73 children with severe 

TBI was 23%, while 22% suffered moderate disability 

and 12% had severe disability (20). 

Hillier et al (1997) found a high annual incidence 

of TBI in South Australia. One thousand of more 

than 4000 new admissions were discharged with a 

degree of residual impairment (21). 

Excluding death and loss of contact (total of 104: 

18 children and 86 adults), 20.8% of the study 

group showed psychiatric complications of different 

degrees. Mild to moderate complications were found 

in 17.3% of children and in 12.4% in adults. There 

was significant difference between children (2.9%) 

and adults (8.8%) in cases of severe degree of 

complications (p value 0.08). 

In children, psychiatric complications revealed no 

significant relation to the cause o trauma. while 

in adults severe psychiatric complications are more 

frequent in people involved in road traffic 

accidents, while mild and moderate complications in 

these involved in falls and hits and these 

relations proved to be statistically significant ( 

p value 0.0112) 

In children and adolescent group, psychiatric 

complications are noticed mainly in males (19.8% o 

the male group) but this value shows no statistical 

significance (p=0.57). in adults psychiatric 

complications are common in females (16.9% of adult 

females compared to 15.5% in adult males) and this 

value proved to be statistically significant (p 

value 0.04) i.e. children show no significant 
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relation between post traumatic and gender; but in 

this study: children and adolescents Male: Female 

is 2.4:1 while in adults it is 5.4:1 and the number 

of adult females is very low compared to children. 

Mary V Seeman (1997) mentioned that there are 

differences between both genders in certain 

psychiatric disorders starting after puberty; women 

are more susceptible to develop mood disorders 

while schizophrenia is more common in men. The 

study concluded that estrogens are nuero-protective 

and that the cyclic fluctuations of estrogen and 

progesterone increase the response to stress (22). 

TBI in early life is thought to be a risk factor to 

develop schizophrenia later. 

On discharge post traumatic amnesia was found in 

5.9%, only 25.9% of them showed improvement. It is 

a known post traumatic sequel (26) and used for 

classification of severity of TBI (27). 

Conclusions:  

TBI is one of the common causes of death and 

disability, serious complications may develop 

following TBI and these include: 17.0% deaths, 

18.3% neurological, 20.8% psychiatric ranging from 

mild to severe and 5.9% amnesia. Caring for 

prevention of neurological and psychiatric 

complications early enough after injury is of 

utmost importance. 
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 :يهخص

 :نٓذفا

دساعخ اٌّعبلفبد إٌفغ١خ ٚ اٌمصج١خ إٌبرغخ 

 .لٓ اصبثبد اٌشأط فٟ ؽٛادس

 :انطشٚقح

ِش٠ط أرٛا ئٌٝ  459٘زٖ دساعخ رزجم١خ لٍٝ 

ِغزشفٝ اٌخشؼَٛ ٚ ِغزشفٝ اٌشمت اٌزم١١ّ١ٍٓ 

عُّمذ . ثبصبثبد فٟ اٌشأط ٔز١غخ ٌؾٛادس

اٌّمٍِٛبد ِٓ اٌّشظٝ لٓ ؼش٠ك اعزج١بْ ألذ 

 .ِغجمب  

عشٞ اٌفؾص الاو١ٕ١ٍىّٟ لٍٝ وً اٌّشظٝ عبلخ أ

 .ٚصٌُٛٙ ئٌٝ اٌّغزشفٝ أٚ ثمذ رٌه ثم١ًٍ

 .اعزمًّ ِم١بط علاعىٛ ٌٍغ١جٛثخ لٍٝ وً اٌّشظٝ

 :انُرٛدح

وبٔذ ؽٛادس اٌّشٚس ٟ٘ الألٍٝ ِٓ ث١ٓ أعجبة 

،وبْ فمذاْ اٌٛلٟ ٘ٛ الأوضش ث١ٓ %(39)الإصبثخ 

 ، وبٔذ اٌّعبلفبد%(89.3)اٌؾبلاد اٌّصبثخ 

ِٓ اٌؾبلاد، خذس فٟ % 8.2اٌّلاؽفخ ٟ٘ الاخزلاط فٟ 

ٚ % 20.8، اظؽشاثبد ٔفغ١خ لٕذ %9الأؼشاف فٟ 

ِٓ % 17ٚ رٛفٟ % 5.9فمذاْ اٌزاوشح لٕذ 

 .اٌّصبث١ٓ

 :انخلاصح

ِب ٠مبسة عذط اٌّشظٝ اٌز٠ٓ لبٔٛا ِٓ اصبثبد 

فٟ اٌشأط ٔز١غخ ٌؾٛادس ؽذصذ ٌُٙ ِعبلفبد 

 ّعبلفبد لصٔفغ١خ ٚ ِضٍُٙ أ٠عب  أص١جٛا ث
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Chronic Pain and Role of Cognitive 
Behaviour Therapy 

 

Abdelgadir  H. Osman*,Azza Kamal 

Alnourani**,and Eltayeb A.Gadir*** 

 

    *, Ass.professor dept, of psychiatry faculty of medicine University of Khartoum Sudan 

    **, Psychiatric registrar, ***, Consultant Anesthetist, Soba University Hosp. Sudan  

Definition of Chronic pain  

The word pain comes from the Latin poena, which 

means punishment
 
or penalty, after the Roman 

goddess of punishment. However chronic pain has 

several different meanings in medicine. 

Traditionally, the distinction between acute and 

chronic pain has relied upon an arbitrary interval 

of time from onset; the two most commonly used 

markers being 3 months and 6 months since the 

initiation of pain, though some theorists and 

researchers have placed the transition from acute 

to chronic pain at 12 months. 

Classification of pain: 

Chronic pain may be divided into "nociceptive" 

(caused by activation of nociceptors), and 

"neuropathic" (caused by damage to or malfunction 

of the nervous system. 

Nociceptive pain may be divided into "superficial 

somatic" and "deep", and deep pain into "deep 

http://en.wikipedia.org/wiki/Acute
http://en.wikipedia.org/wiki/Pain
http://en.wikipedia.org/wiki/Nociceptive
http://en.wikipedia.org/wiki/Nociceptors
http://en.wikipedia.org/wiki/Neuropathic_pain
http://en.wikipedia.org/wiki/Somatic
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somatic" and "visceral". Superficial somatic pain 

is initiated by activation of nociceptors in the 

skin or superficial tissues. Deep somatic pain is 

initiated by stimulation of nociceptors in 

ligaments, tendons, bones, blood vessels, fasciae 

and muscles, and is dull, aching, poorly-localized 

pain. Visceral pain originates in the viscera 

(organs). Visceral pain may be well-localized, but 

often it is extremely difficult to locate, and 

several visceral regions produce "referred" pain 

when injured, where the sensation is located in an 

area distant from the site of pathology or injury  

Neuropathic pain is divided into "peripheral" 

(originating in the peripheral nervous system) and 

"central" (originating in the brain or spinal cord  

Peripheral neuropathic pain is often described as 

―burning,‖ ―tingling,‖ ―electrical,‖ ―stabbing,‖ or 

―pins and needles  Bumping the "funny bone" elicits 

peripheral neuropathic pain. 

Pathophysiology of pain 

Under persistent activation nociceptive 

transmission to the dorsal horn may induce a wind 

up phenomenon. This induces pathological changes 

that lower the threshold for pain signals to be 

transmitted. In addition it may generate 

nonnociceptive nerve fibers to respond to pain 

signals. Nonnociceptive nerve fibers may also be 

able to generate and transmit pain signals. In 

chronic pain this process is difficult to reverse 

or eradicate once established  

http://en.wikipedia.org/wiki/Viscus
http://en.wikipedia.org/wiki/Fasciae
http://en.wikipedia.org/wiki/Peripheral_nervous_system
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Chronic pain of different etiologies has been 

characterized as a disease affecting brain 

structure and function. Magnetic Resonance Imaging 

studies have shown abnormal anatomical   and 

functional connectivity, even during rest   

involving areas related to the processing of pain. 

Also, persistent pain has been shown to cause grey 

matter loss, reversible once the pain has resolved 

 

Risks factors and characteristics of 

patients with chronic pain: 

Although there are no unified traits or 

characteristics to the majority of patients, 

however literature discusses number of associations 

that we try and provide the two sides of the 

arguments. 

 

A/Personality: 

Two of the most frequent personality profiles found 

in chronic pain patients by the Minnesota 

Multiphasic Personality Inventory (MMPI) are the 

conversion V and the neurotic triad. The conversion 

V personality, so called because the higher scores 

on MMPI scales 1 and 3, relative to scale 2, form a 

"V" shape on the graph, expresses exaggerated 

concern over body feelings, develops bodily 

symptoms in response to stress, and often fails to 

recognize their own emotional state, including 

depression. The neurotic triad personality, scoring 

high on scales 1, 2 and 3, also expresses 

exaggerated concern over body feelings and develops 

http://en.wikipedia.org/wiki/Magnetic_Resonance_Imaging
http://en.wikipedia.org/wiki/Chronic_pain#cite_note-geha-8#cite_note-geha-8
http://en.wikipedia.org/wiki/Grey_matter
http://en.wikipedia.org/wiki/Grey_matter
http://en.wikipedia.org/wiki/Minnesota_Multiphasic_Personality_Inventory
http://en.wikipedia.org/wiki/Minnesota_Multiphasic_Personality_Inventory
http://en.wikipedia.org/wiki/Depression_(mood)
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bodily symptoms in response to stress, but is 

demanding and complaining.  

Some investigators have argued that it is this 

neuroticism that causes acute pain to turn chronic, 

but clinical evidence points the other way, to 

chronic pain causing neuroticism. When long term 

pain is relieved by therapeutic intervention, 

scores on the neurotic triad and anxiety fall, 

often to normal levels. Self-esteem, often low in 

chronic pain patients, also shows striking 

improvement once pain has resolved. 

Gamser(1990) and others argued against any regular 

tendency of personality association, as by chance, 

a number of  individuals
 
concerned had previously 

been tested with MPPI  instrument in
 
an earlier 

epidemiological study. In these people it was found
 

that their premorbid profiles were within normal 

limits, strongly
 

suggesting that the painful 

condition from which they were
 
suffering was 

responsible for the apparent change in the 

personality
 
picture. Love & Peck later

 
showed that 

this particular MMPI profile found in patients
 
with 

chronic pain did not represent previous personality 

functioning
 
but was a consequence of disability.

  

 

 

 

 

 

http://en.wikipedia.org/wiki/Neuroticism
http://en.wikipedia.org/wiki/Anxiety
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B/Depressive mood: 

Evidence suggested that patients with chronic pain 

symptoms have increased point prevalence and 

psychological disorders, compared with normal 

populations (1). This was stated in many studies 

that people who experience chronic pain are more 

depressed on average than the general population 

(2,3,4). Suggesting that emotional state such as, 

depression, plays role in pain experience in 

chronic pain.  

Pincus and colleagues found that there is strong 

evidence for the role of psychological distress/ 

depressive mood in the transition from acute to 

chronic LBP. 

Carroll et al in recent population-based random 

study in adults investigated depression symptoms as 

a risk factor for an episode of troublesome neck 

and back pain, using a population-based prospective 

design, n=1131 subjects in the original sample at 

baseline, of which 790 had no or mild pain at 

baseline,; in this study depression was found to be 

strong and independent predictor for the onset of 

an episode of intense and or disabling neck and low 

back pain. However, these results suggesting that 

other factors like socio-economic, health, 

lifestyle and medical factors as possible risk 

factors for pain, and any of these factors could 

therefore potentially confound the relationship 

between depression and onset of neck or low back 

pain. 
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C/ Effect on cognition 

Most chronic pain patients complain of cognitive 

impairment, such as forgetfulness, difficulty with 

attention, and difficulty completing tasks. 

Objective testing has found that people in chronic 

pain tend to experience impairment in attention, 

memory, mental flexibility, verbal ability, speed 

of response in a cognitive task, and speed in 

executing structured tasks. In 2007, Shulamith 

Kreitler and David Niv advised clinicians to assess 

cognitive function in chronic pain patients in 

order to more precisely monitor therapeutic 

outcomes, and tailor treatment to address this 

aspect of the pain experience. 

Role of CBT in pain management: 

Cognitive behavioral treatment (CBT) for pain 

management is based upon a cognitive-behavioral 

model of pain. The hallmark of this model is the 

notion that pain is a complex experience that is 

not only influenced by its underlying 

pathophysiology, but also by individuals' 

cognitions, affect, and behavior.  

CBT for pain management has three basic components. 

The first is a treatment rationale that helps 

patients understand that cognitions and behavior 

can affect the pain experience and emphasizes the 

role that patients can play in controlling their 

own pain. The second component of CBT is coping 

skills training. Training is provided in wide 

variety of cognitive and behavioral pain coping 

strategies. Progressive relaxation and cue-

controlled brief relaxation exercises are used to 
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decrease muscle tension, reduce emotional distress, 

and divert attention from pain. Activity pacing and 

pleasant activity scheduling are used to help 

patients increase the level and range of their 

activities. Training in distraction techniques such 

as pleasant imagery, counting methods, and use of a 

focal point helps patients learn to divert 

attention away from severe pain episodes. Cognitive 

restructuring is used to help patients identify and 

challenge overly negative pain-related thoughts and 

to replace these thoughts with more adaptive, 

coping thoughts. The third component of CBT 

involves the application and maintenance of learned 

coping skills. During this phase of treatment, 

patients are encouraged to apply their coping 

skills to a progressively wider range of daily 

situations. Patients are taught problem solving 

methods that enable them to analyze and develop 

plans for dealing with pain flares and other 

challenging situations. Self-monitoring and 

behavioral contracting methods also are used to 

prompt and reinforce frequent coping skills 

practice.  

CBT for pain management is typically carried out in 

small group sessions of 4 to 8 patients that are 

held weekly for 8 to 10 weeks. The groups are 

typically led by a psychologist or psychologist-

nurse educator team.  
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Evidences proving effectiveness of CBT  

Although CBT can be used in managing acute pain, 

the treatment procedures described above are those 

that are most commonly used in the management of 

persistent pain. Randomized, controlled studies 

have been carried out with a number of patient 

populations.  The usefulness of CBT in the 

management of chronic low back pain is 

demonstrated. CBT produced significant decreases in 

physical and psychosocial disability when compared 

to a waiting list control condition. The 

improvements reported by patients receiving CBT 

were maintained up to 12 months following 

treatment. Bradley, Young, Anderson et al.  

conducted a study of CBT in patients having 

rheumatoid arthritis and found that CBT was 

superior to both a social support control and no 

treatment control group in reducing pain behavior, 

disease activity, and trait anxiety.  At post-

treatment, CBT produced significant reductions in 

pain and psychological disability relative to an 

arthritis education and standard care control 

conditions. Syrjala, Donaldson, Davis et al. have 

demonstrated the efficacy of CBT in managing 

cancer-related pain. Thus, evidence suggests that 

CBT is effective in treating both chronic pain 

conditions such as back pain and persistent 

disease-related pain conditions such as arthritis 

or cancer.  
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B _ why it works: 

 Cognitive and behavioral therapists help people 

learn to actively cope with, confront, reformulate, 

and/or change the maladaptive cognitions, 

behaviors, and symptoms that limit their ability to 

function, cause emotional distress, and accompany 

the wide range of mental health disorders.  

A minority of patients with chronic pain do fulfill 

the criteria
 
for the diagnosis of a somatoform 

disorder. In such conditions
 
there is continued 

presentation of physical symptoms together
 
with 

persistent requests for medical investigations 

despite
 
negative findings of organic illness and 

reassurance by doctors
 
that the symptoms have no 

physical basis. 

Because cognitive behavior therapy (CBT) is based 

on broad principles of human learning and 

adaptation, it can be used to accomplish a wide 

variety of goals. CBT has been applied to issues 

ranging from depression and anxiety to the 

improvement of the quality of parenting, 

relationships, and personal effectiveness. 

How it works: 

The seven key factors addressed in a successful 

programme will now be described.  

 

 

http://en.wikipedia.org/wiki/Cognitive_behavior_therapy
http://en.wikipedia.org/wiki/Major_depressive_disorder
http://en.wikipedia.org/wiki/Anxiety
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Direct positive reinforcement of pain 

behavior: 

All overt behaviours communicate pain to others, 

including tone and content of speech, gait and 

posture, facial expression and the use of medical 

aids. Often, the consequences of pain behaviours 

are detrimental for the patient and add to 

suffering. A CBT environment would be sensitive to 

the situations in which patients are directly 

reinforced for pain behaviours and would seek to 

minimize their effects.  

 

Indirect positive reinforcement of pain 

behaviour 

Avoidance behaviour is the most common form of 

reinforcement of pain and disability. Patients will 

continue to avoid pain‐eliciting situations, 

believing this avoidance to be analgesic when in 

fact it promotes further pain. Patients develop a 

symptom‐contingent pattern of activity: doing more 

when one feels good and less when one is in more 

pain. Over time, this leads to a steady decline in 

overall activity. These patterns are replaced 

within CBT by encouraging patients to behave 

time‐contingently and to plan for achievable goals. 

Successes can then be reinforced.  
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Positive reinforcement of well behavior:  

Chronic pain patients are rarely reinforced for 

well behaviours. Most staff members are trained to 

attend to problems and family members are used to 

responding to need rather than wellness. Lack of 

reinforcement of health behaviours extinguishes or 

diminishes the behaviour. In a CBT environment, 

staff should be trained to recognize and reinforce 

well or healthy behaviour. They should also be 

trained to encourage patients and family members to 

be self‐assessing and self‐reinforcing of well 

behaviour.  

 

Physical fitness and function: 

Chronic pain patients typically lose any sense of 

normal sensation and normal physical stress and 

strain. Therefore, the unfit and sedentary patient 

will experience many symptoms of physical disuse 

that can be regarded as pain‐related and 

potentially harmful. Increasing general fitness is 

thought to reduce fatigue and reduce the number of 

fatigue‐related somatic symptoms that can be judged 

to be pain related. Personal achievement in fitness 

and function are common goals for patients and can 

often provide a first point of positive 

reinforcement and self‐reinforcement.  
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Cognitive reframing: 

Patients are encouraged to develop insight into the 

automatic nature of self‐defeating and 

self‐denigrating patterns of thinking. Patients are 

then encouraged to test the reality of these 

patterns of thinking and develop ways of 

challenging the premises from which these thoughts 

arrive. This principle of developing a controlled 

metaperspective in which one can understand the 

effects of thoughts upon feelings and feelings upon 

thoughts underpins a number of the typical contents 

of therapy, including communication skills, 

improved problem identification and problem 

solving, anger management, stress reduction, and 

the development of a self‐relaxation response.  

Education and empowerment: 

Often, a first stage in treatment is to provide a 

credible rationale for treatment. Education alone 

is not an effective treatment for chronic pain. 

However, an understanding of the self‐management 

approach is essential. Key areas that are commonly 

addressed are the causes and consequences of pain, 

managing doctor–patient communications, anatomy and 

biomechanics, the rules of social interaction, and 

sleep hygiene.  

Evidence against: 

One of the inhibiting factors is the cost of 

establishing and training staff to undertake such 

treatment. This factor is even stronger as an 
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argument against such therapy in developing 

countries. However, when long term costs of such 

chronic condition and the drain in resources it 

costs is weighed against the costs of CBT, the 

latter benefit overweighed such costs .This became 

well established to many similar condition such as, 

depression, anxiety, marital discord, aspergers and 

ect.  

S. Tyrer Argues in his book psychosomatic pain 

against the mere labeling of psychosomatic 

disorder, and neurotic personality to patients with 

chronic pain when in his 25 years experience in the 

field tells him that most of his chronic pain 

patient had had an organic initial causation to 

their pain. diagnosis par
 

excellence of a 

somatoform disorder is somatisation disorder,
 
where 

pain is just one of many symptoms exhibited by the 

(usually)
 
female patient. This diagnosis is not 

common, ranging from
 
0.2% of patients referred to a 

liaison psychiatry service to 5% of medical 

patients.
 
This figure is higher than the previous 

figure of Smith et
 
al (2000) because Fink et al 

(2004) used ICD-10 criteria.
 
The ICD-10 diagnosis 

of persistent somatoform pain disorder
 
was 1.5% in 

this same population (Fink et al, 2004). This
 
low 

figure is not too surprising, as the latter 

diagnosis can
 
be made only if the pain described by 

the patient ‗occurs
 
in association with emotional 

conflict or psychosocial problems
 

that are 

sufficient to allow the conclusion that they are 

the
 

main causative influences‘ (World Health 

Organization, 1992:
 
p. 168). Contrast this with the 

diagnosis of pain disorder
 
listed in the somatoform 

http://bjp.rcpsych.org/cgi/content/full/188/1/91?maxtoshow=&hits=10&RESULTFORMAT=1&andorexacttitle=and&titleabstract=pain+&andorexacttitleabs=or&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&fdate=10/1/2000&resourcetype=HWCIT,HWELTR#REF29
http://bjp.rcpsych.org/cgi/content/full/188/1/91?maxtoshow=&hits=10&RESULTFORMAT=1&andorexacttitle=and&titleabstract=pain+&andorexacttitleabs=or&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&fdate=10/1/2000&resourcetype=HWCIT,HWELTR#REF11
http://bjp.rcpsych.org/cgi/content/full/188/1/91?maxtoshow=&hits=10&RESULTFORMAT=1&andorexacttitle=and&titleabstract=pain+&andorexacttitleabs=or&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&fdate=10/1/2000&resourcetype=HWCIT,HWELTR#REF11
http://bjp.rcpsych.org/cgi/content/full/188/1/91?maxtoshow=&hits=10&RESULTFORMAT=1&andorexacttitle=and&titleabstract=pain+&andorexacttitleabs=or&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&fdate=10/1/2000&resourcetype=HWCIT,HWELTR#REF34
http://bjp.rcpsych.org/cgi/content/full/188/1/91?maxtoshow=&hits=10&RESULTFORMAT=1&andorexacttitle=and&titleabstract=pain+&andorexacttitleabs=or&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&fdate=10/1/2000&resourcetype=HWCIT,HWELTR#REF34
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disorders section in DSM-IV.,
 

‗psychological 

factors are judged to have an important
 
role in the 

onset, severity, exacerbation, or maintenance of
 

the pain‘ (p. 461). Although cases largely due to 

physical
 
illness are excluded, as also are cases 

where the pain is ‗better
 
accounted for by a mood, 

anxiety or psychotic disorder‘,
 
more cases with 

pain and emotional sequelae achieve this level
 
of 

diagnosis on the DSM-IV schedule than on ICD-10.)
  

Conclusion: 

Patients suffering from chronic pain present 

formidable challenge to health profession, due to 

the human suffering of individuals involved and 

their families, costs of investigations and various 

analgesics treatment, more important of all their 

considerable risks to psychiatric morbidity and 

risks of suicide. 

 Evidences proof that, patients suffering, 

individuals life quality, and coping ability would 

considerably improve via cognitive behavioural 

therapy. 
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Abstract: 

Medication compliance has become a focus of concern 

in the treatment of psychiatric disorders. 

The aim of this study is to estimate the prevalence 

of compliance among adult schizophrenic patient on 

maintenance treatment at Tigani Al-Mahi Psychiatric 

hospital in Sudan. It was found that (64.1%) of the 

schizophrenic pateins followed up were poorly 

complying. 

 :ٍِخص

ئْ ئرجبق ئسشبداد اٌّمبٌغخ ِٓ لجً اٌّشظٝ أصجؾذ ِؾػ 

 .ا٘زّبَ اٌّمبٌغ١ٓ

أعش٠ذ ٘زٖ اٌذساعخ لٍٝ اٌّشظٝ اٌّصبث١ٓ ثبٌفصبَ 

. ط ثّغزشفٝ اٌزغبٟٔ اٌّبؽٟ ثبٌغٛداْٚاٌّزبثم١ٓ ٌٍملا

ِٓ ٘إلاء لا ٠زجمْٛ %( 64.1)خٍصذ اٌذساعخ ئٌٝ أْ 

 .ئسشبداد اٌّمبٌغخ ثصٛسح ع١ذح

 

Introduction: 

Medication compliance has become a focus of 

increasing concern in the treatment of psychiatric 

disorders in recent years for many reasons. It was 

found that at least up to 60% of patients in the 
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community are episodically non compliant and 

relapse rate could possibly be halved if compliance 

were significantly improved [1]. 

Thus, it is very important to evaluate the 

compliance among the patient with psychiatric 

disorders especially patients with schizophrenia 

and to find factors that influence compliance or in 

other words the predictive factors of medication‘s 

poor compliance [2]. 

The aim of this study is to estimate the prevalence 

of compliance with medication among adult 

schizophrenic patients on maintenance treatment 

attending the out patients referred clinic in Al-

Tigani Al-Mahi psychiatric Teaching hospital. 

Methodology: 

It is a cross sectional descriptive study, done in 

Al-Tigani Al-Mahi Psychiatric Teaching Hospital, 

which is one of the three major psychiatric 

hospitals in Sudan, the hospital receives patients 

from all over the country. It has a 24 hours 

emergency psychiatric clinic with twelve emergency 

beds with a total number of 107 in-patents beds and 

also a daily out-patient referred clinic. 

All schizophrenic patients who attended the 

hospital during a two calendar months period and 

who fulfilled the criteria of inclusion were 

studied. Criteria for inclusion were age group 15-

65 years and being on maintenance treatment of 

schizophrenia for at least one year.  The total 

number of patients was 130. 
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Diagnosis for schizophrenia was made according to 

DSMIV criteria. 

 All patients were interviewed directly using two 

questionnaires; one for socio-demographic data, and 

the other for their compliance with treatment. When 

patients were not able to complete the 

questionnaire, the attending relatives were asked. 

Verbal consent was taken from the patients or their 

attended relatives 

Results: 

Of the 130 patients who were examined, ninety two 

fulfilled DSMIV criteria for the diagnosis of 

schizophrenia. Their age group was 15-65 (average 

33 years). 

Sixty eight patients (73.9%) were males and 24 

patients (26.1%) were female. 

Fifty patients (54.3%) were living outside Khartoum 

state, forty two patients (45.7%) were living 

inside Khartoum state. 

The prevalence of compliance with medication among 

this study population: only 33 patients (35.9%) 

were complying with their treatment and 59 patients 

(64.1%) were poorly complying (i.e, they were not 

taking their drug treatment regularly) 

Discussion: 

Compliance can be defined as patient‘s acceptance 

of recommended health behavior [3] 
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Also it can be defined as the degree to which a 

patient‘s behavior is consistent with medical 

advice [4]. 

The level of compliance varies over time, following 

hospitalization or a recent exacerbation. Patients 

are likely to take their medication relatively 

consistently but as time passes the likelihood of 

non compliance increases [5]. 

Compliance is broader than just bill-taking, it 

includes making clinic appointment, participating 

in psychosocial treatment and rehabilitation and 

other treatment related activities. 

Assessment of medication compliance should include 

an evaluation of these other components of 

treatment. 

In the present study the non compliance rate was 

64.1 percent this is higher than what was found by 

Young [6], who reviewed a number of studies that 

assessed rates of compliance, in which a mean non 

compliance rate of 41% for oral medication and 25% 

for long acting injection (depot) were found, but 

at the same time this result is similar to what was 

found by Anon [7], who found a rate of 60% of poor 

compliance among the out patients. 

The fact that more than 50% of the study population 

came from various parts of Sudan other than 

Khartoum state, may indicate that this problem is 

wide spread and national.  
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This study shows that poor compliance with 

medication in schizophrenic patients is high and 

hence, it is an important area of study. 

Many factors may influence compliance and to study 

all these factors, it needs a larger number of 

population and longer duration of time and a 

longitudinal study using a standardized scale. 
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Abstract 

Major depressive disorders have been consistently 

found to co-occur with other psychiatric and 

physical conditions, in both clinical settings and 

epidemiological studies. 

This paper intended to shed light and demonstrate 

co-morbidity patterns of anxiety disorders or other 

disorders and depressive syndromes. 

The subjects of the study were 351 female patients, 

with a mean age of 34.2 years, who were attending 

the out-patient clinic of Taha Baashar Teaching 

Psychiatric Hospital during a period of four years. 

All patients satisfied DSM-IV diagnostic criteria 

of major depression. Estimates and cross-tabulation 

between pairs of disorders were used to study basic 

patters of morbidity and co-morbidity. The number 

of patients with secondary depression was greater 

than the number of patients with primary depression 

or with anxiety disorder alone. Secondary 

depression was associated with ten co-morbid 

disorders including GAD, OCD and Specific Phobias. 
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Introduction: 

Major depressive disorders have been consistently 

found to co-occur with other psychiatric and 

physical conditions, in both clinical settings and 

epidemiological studies. Subtypes of anxiety 

disorders are the most common conditions co-morbid 

with depression. Their co-morbidity rates, in 

epidemiological studies differ across sites, 25% to 

62% in community samples were reported (1), . These 

different rates across and between populations are 

re-attributable to different host factors, as well 

as different methodological approaches employed. In 

psychiatric clinical samples, more than half of the 

depressed patients had an anxiety disorder (2). In 

general health care settings, co morbidity appears 

to be more common than either depression (11.7%) or 

anxiety disorder (10.2%) alone, as nearly half of 

the cases of depression and anxiety appears in the 

same patients and at the same time(3). 

The majority of patients attend general health care 

settings where clinicians are more focused on the 

depressive symptoms neglecting co morbid  

conditions such as anxiety disorders and others; or 

more likely , as trained in traditional nosological 

concepts, incorporate anxiety symptoms in neurotic 

depression diagnosis where-as the features may 

justify a separate diagnosis of anxiety disorder. 

The paper is intended to shed light and demonstrate 

co-morbidity patterns of anxiety disorders or other 

disorders and depressive syndromes, in order to 

provide a rationale for importance of conducting a 

comprehensive assessment of all persons present 

with depressive features. 
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Method  

The study subjects were  351 female patients, with 

a mean age of 34.2  years , attending the 

outpatient clinic of Taha Baashar Teaching 

Psychiatric hospital during the period from 

September 1998 to May 2002. All patients satisfied 

DSM-IV diagnostic criteria of major depression. 18 

patients are excluded for they developed manic 

features during the fellow up and 17 were excluded 

for they never came back for fallow up. Assessment 

included psychiatric interviewing of the patient, 

her relatives and husband, and scrutinizing the 

referral notes and previous medical records if 

available.   DSM-IV diagnoses of axis 1 disorders 

were reached by using Structured Clinical Interview 

for DSM-iv clinical version (SCID- cv). 

Trichitolomania, behavioral disruptive and mixed 

anxiety depression disorders , which are not 

covered by SCID-cv ,are diagnosed clinically and 

compared against their DSM-iv diagnostic criteria. 

Temporally primary and secondary diagnoses of MPD 

and anxiety disorders were distinguished by using 

retrospective age-of-onset reports to define which 

condition occurred at an earlier age. 

Lifetime and cross-sectional major depression 

disorders were generated by the SDID-cv.  Anxiety 

and other disorders were generated from the 

personal psychiatric lifetime history, previous 

medical psychiatric records and predominant 

clinical features during the presentation & follow 

up period. 

Estimate and cross- tabulation between pairs of 

disorders were used to study basic patterns of 

morbidity and co morbidity. Chi-square statistics 

and symmetric measures are used to measure the 
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association of variables. Odds ratio (ORS) were 

calculated as measure of the strength of co-morbid. 

 

Results and Discussion 

Half of the study subjects are housewives and 23.1% 

were students and 18.2% were working women, mostly 

of low occupational status. The majority received 

either no (10.3%) or low level of education (77.5%) 

table (1). 

In this regard the sample does not represent the 

general population of women in Sudan where 

illiteracy rate is above 50%. And it  is derived 

mainly  from the low socioeconomic  statues 

families.  

Patients  with secondary  depression, n= 208 ( 

59.2%, P> 0.05 ), were significantly greater than 

those with primary or pure depression (17.1% & 

15.1% respectively) as well significantly  greater 

than patient with  pure anxiety disorders (8%) 

(Table2). Therefore patients with depression 

attending psychiatric clinical settings are more 

likely to have secondary depression. This finding 

is consistent with other research results (4).  

Secondary Depression was associated with 10 Co-

morbid disorders and three of them are Anxiety 

disorders, GAD (P 0.000), OCD (P 0.001) and 

Adjustment Disorders (P <0.000), Panic Disorders (P 

0.017), Specific Phobias (P 0.043) Other conditions 

significantly associated with secondary depressions 

are:  trichotillomania (P0.001), Conversion 

Disorders (P 0.004) and benzodiazepine misuse (P 0. 

028) (table 3).  
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These results were consistent with preciously 

published research findings(4,5,6), but in this 

study sample, PTSD and Panic Disorders are not 

significantly associated with secondary depression 

for their samples were small & biases of 

retrospective reports might occurred. 

Lifetime Depression is significantly associated 

with co-morbid disorders than cross- sectional 

Depression (table 4). Nine disorders including GAT, 

PTSD, Agoraphobia, Specific Phobias, Post Traumatic 

Stress Disorder PTSD, Somatoform Disorder, Mixed 

Anxiety & Depression States, Disruptive behavior 

Disorder and Benzodiazepine Dependency. This result 

confirms that co- morbid disorders, not only 

Anxiety Disorders may contribute to persistence of 

depression in the patient life.  

 

Conclusion:  

The study findings indicate that  patients with 

Depressive Disorders attending health care settings 

should be examined for co morbid Anxiety States & 

other Psychiatric Disorders, since these Disorders 

predict future recurrence  of Depression.   
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Table (1): 

Demographic Characteristics of 351 Female 

Outpatients 
Marital Status Single 140 39.9 % 

Married 171 48.7% 

Divorced 24 6.8% 

Widow 16 4.6% 

Educational 

Level 

Primary-

Intermediate 

153 43.6% 

Secondary 83 23.6% 

University/College 79 22.5% 

No formal 

education 

36 10.3% 

Occupational 

Status 

Low 25 7.1% 

Middle 21 6.0% 

High 18 5.1% 

Student 81 23.1% 

House Wife 178 50.7% 

Not Applicable 28 8.0% 

Religion Moslem 346 98.6% 

Christian 4 1.1% 

Other 1 0.3% 
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Table 2: 

Estimates of Pure, Primary, Secondary MDD 

and Pure anxiety Disorders in 351 Female 

Outpatients 

 
 

condition No % 

Pure Depression 53 15.1 

Primary Depression 62 17.7 

Secondary 

Depression 

208 59.2* 

Pure Anxiety 

Disorders 

28 8.0 

Total 352 100% 

 

* P<0.05  

 

 

 

 

Table (3): 

Distribution of Subtypes of Anxiety Disorders 

across Patients with Primary and Secondary 

Depression 
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Disorders Primary MDD Secondary MDD X^2 

Chi 
square. 

P 

No  No  

Adjustment 
Disorder with 
anxious mood 

4 (6.5%) 59* (28.9%) 27.3 12 

Agoraphobias 0 2 0.6% 1.1 0.573 

Disruptive 

Behavior disorder 
(DBD) 

1 1.6% 3 1.4% 0.79 0.673 

Generalized 

Anxiety Disorder 
(GAD) 

5 8.1% 77* 91.9% 42.7 0.000 

Conversion/Disso
ciative Disorder 

11 17.7% 18* 8.7% 11.1 0.004 

Mixed Anxiety & 
Depressive states 

2 3.2% 17* 8.2% 6.1 0.045 

Obsessive 
Compulsive 

Disorder (OCD) 

0 24* 11.5 14.3 0.001 

Panic Disorder 
(PD) 

5 8.1% 17* 8.2% 8.2 0.017 

Post traumatic 
Stress Disorder 

(PTSD) 

 4 1.2% 2.3 0.321 

Social Phobia 1 1.6% 10 4.8% 3.7 0.063 

Specific Phobia 1 1.6% 16* 7.7% 4.109 0.043 

Somatoform 2 3.2% 8 3.8% 2.1 0.352 

Trichotolomania  16* 7.7% 14.5 0.001 

Benzodiazepine  8* 3.8% 7.2 0.028 

100% 

P<0.05 
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Table (4): 

Patterns of Co- morbidity between Depression and 

Anxiety Disorders 
Anxiety Disorders Lifetime MDD 1-month MDD episode 

% OR (95%cl) % OR (95%cl) 

Generalized Anxiety Disorder (GAD) 37.5    1.8*  (1.4-2.3) 17.5  0.6     (0.5-0.2) 

Adjustment Disorder with Anxious 
Mood 

21.9   0.92   (0.8-1.6) 18.5  1.13*   (0.7-1.2) 

Agoraphobia 0.8   1.3*  (0.3-5.1) 0.5   0.8   (0.2-3.3) 

Obsessive Compulsive Disorder 
(OCD) 

10.2   1.4   (1.0-2.1) 5.6   0.8    (0.5-1.2) 

Panic Disorder (PD) 5.5    0.8  (0.4-1.5) 7.7  1.1*   (0.9-1.5) 

Conversion/Dissociative Disorder 7.0     0.8   (0.4-1.3) 10.3   1.2*   (0.9-1.5) 

Post-traumatic Stress Disorder 
(PTSD) 

1.6   1.3*    (0.5-3.4) 1.0    0.8    (0.3-2.2) 

Social Phobia 2.3   0.7   (0.3-1.8) 4.1    1.2*   (0.8-1.8) 

Specific Phobias 6.3   1.1*    (0.7-1.9) 5.1   0.9    (0.6-1.4) 

Somatoform Disorder 3.9   1.3*    (0.7-2.4) 2.6   0.8     (0.4-1.5) 

Trichotolomania 2.3   0.5    (0.2-1.3) 6.7   1.4*    (1.1-1.8) 

Mixed Anxiety & Depression states 8.6   1.5*  (1.0-2.3) 4.1    0.7   (0.4-1.2) 

Dysthymia 3.1   1.7*   (1.0-3.1) 1.0    0.6   (0.2-1.7) 

Disruptive Behavior Disorder (DBD) 

 

2.3  1.9*  (1.1-3.4) 0.5   0.4    (0.1-2.3) 

Benzodiazepine Dependant 

 

4.7   2.6*   (0.7-8.2) 1.0  0.5   (0.3-0.8) 

P<0.05 
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Towards developing chemical dependency 

services in Sudan 

ABDEL AZIZ A. OMER MBBS, D.P.M,MRC Psych, Associate 

professor, Faculty of medicine, University of Khartoum 

The WHO defines dependency as a psychic and 

sometimes also physical state  resulting from 

interaction between a living organism and a drug,  

characterized by behaviors and other responses that 

always include compulsion to take the drug on 

periodical basis in order to experience psychic 

effect and sometimes to avoid discomfort of its 

absence; tolerance  may not be present.  

Dependence is divided into psychological or 

physical dependence. Psychological dependence is a 

feeling of satisfaction and a psychic derive that 

require periodic or continuous administration of 

the drug to produce pleasure or to avoid 

discomfort. Physical dependence is the presence of 

tolerance and/or withdrawal symptoms. The commonest 

substances that can cause dependency are: Alcohol, 

amphetamines, cannabis, cocaine, hallucinogens, 

inhalants, nicotine opioids, phencyclidine and 

sedatives hypnotics. 

The prevalence of substance related problems varies 

from one country to another and between different 

substances. Most of research especially community 

based surveys indicates that dependency is a real 

health hazard problem worldwide and Sudan is not an 

expectation, on the contrary there is emerging 

evidence from research carried among young people 

and from police reports and hospital records that 

the problem is escalating in our country although 

proper epidemiological surveys are needed to find 

out the magnitude of the problem. Most of the 



51 

 

research indicates that treatment is successful in 

reducing the number of dependent people. But in 

order that the treatment be effective it should 

consist of certain ingredients. First, the 

treatment programs must be well structured, rules 

are set out clearly for both patients and staff; 

second the treatment must be in stages and patients 

are moved between stages when they complete each 

one successfully; the goals in each stage are well 

defined and tasks are clearly laid out. Education 

is very important in dependency treatment programs 

to remove the myth and misconception and treatment 

and expectation and it should be continuous through 

the treatment and should be directed both to 

patient and families. Treatment programs should 

also include urine testing facilities which are 

important for diagnosis and follow up. 

The most effective type of treatment of dependences 

is psychotherapy, and group psycho therapy is 

singled as the best regardless of the school it 

adopts. Also individual psychotherapy is beneficial 

for certain patients, especially those with 

interpersonal problems. Self help groups are also 

important and either they should be affiliated to 

treatment programs or patients can be directed to 

attend self-groups meetings. 

In the previous paragraphs we defined dependency 

and stated the magnitude of the problem, we 

stressed on the importance of treatment and 

briefly we mentioned some of the most important 

ingredients of a successful dependency treatment 

program. 

What about the situation in Sudan? Dependency in 

Sudan is dealt with entirely in psychiatric units 

or hospitals a usually does not exceed the stage of 

detoxification although in Eldrisi hospital there
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is some effort to carry out some psychological 

interventions beyond the detoxification.  

Patients are admitted compulsory in Eldrisi 

hospital which put some restriction in out passes 

and freely movement of patient, things that are 

usually required in relapse prevention programs. 

Also the presence of police although might be of 

value during the detoxification phase might 

intimidate patients on relapse prevention and 

recovery phases.  

So where shall we start in Sudan? I think there is 

a great need for an independent center in Sudan 

which should provide treatment for patients with 

dependency in different stage i.e. detoxification 

stage, relapse prevention stage and recovery stage. 

We can start with small units in the three phases 

for example about 20 beds for detoxification, 10 

beds for relapse prevention and 10 beds for the 

recovery phase. The treatment program should 

include a variety of approaches, pharmacological, 

psychological, and social and religion approaches. 

Treatment should also have outpatient programs 

which should be affiliated to psychiatric units, 

and with multiple team approach and should 

supervise other outpatient programs. The second 

task of this center should be training of the 

staff. One  of the most important- factors in 

success of treatment programs is the presence of 

well trained staff and this is lacking now in 

Sudan, we need to train doctors in the treatment of 

Dependency and make them understand the recovery 

process. Psychologists need training groups 

psychotherapy and behavior therapy.  

Nurses should be trained in handling of disturbed 

patients. The center should also be able to provide 

training for psychiatrists, family physician and 

medical students.  
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This center should also be active in conducting and 

supervising research, both in assessing the real 

size of the problem in the country and the 

effectiveness of different treatment approaches. As 

we said earlier now whatever treatment is available 

is done through psychiatric units, we want the 

center to keep a strong relationship with these 

units, to utilize the facilities especially in the 

outpatient department so that we can make the 

center cost effective.  

The center should also have strong links with 

community organizations like sports organizations, 

youth clubs, universities and academic intuitions, 

religion schools and worship places should also be 

involved. Some of the nongovernmental organizations 

are usually interested and directly involved in 

dependency treatments, counseling and prevention 

and they are usually willing to help.   

At the end there is a great demand in our country 

for dependency treatment so it is a high time to 

start some proper and organized services even if it 

does not fulfill the international standard, but by 

we can gain more experience and improve our self 

and even we might be able to tailor it to our 

traditions and demands and be able to provide the 

world with a different model. 

 

   :يهخص

عشفد يُظًح انصحح انعانًٛح  الاعرًاد عهٗ انعقاقٛش عهٗ أَّ  

حانح َفضٛح ٔأحٛاَا خضًاَٛح ذرضى تضهٕك ٔاصرداتاخ  ذرضًٍ  

عٛح شذٚذج نرعاطٙ  عقاس يا عهٗ فرشاخ  لإحذاز فاددائًا 

آثاس َفضٛح ٔ أحٛاَا نردُة انشعٕس  تعذو انشاحح انُاذح عٍ 

 .عذو انرعاطٙ

 َفضٙ ٔخضًاَٙ : ًاد انٗ قضًٍٛ ُٔٚقضى الاعر
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 : ٔأكثش انعقاقٛش انرٙ ذضثة الاعرًاد شٕٛعا ْٙ 

، انكٕكاٍٚٛ ، عقاقٛش   الايفٛرايٍٛ ، انحشٛش, انكحٕل

/ انٓهٕصح، انًٕاد انطٛاسج ، انُٛكٕذٍٛ ، الافٌٕٛ 

 . فُضاٚكهذٍٚ ٔانعقاقٛش انًٓذئح ٔانًُٕيح 

ُأل ْزِ ٚخرهف  يذٖ  اَرشاس انًشاكم  انًشذثطح  تر

أٚضا تاخرلاف  انًٕاد انًضرعًهح ٜٔخش   شخصانعقاقٛش يٍ 

 . َفضٓا

إٌ أغهة انثحٕز  فٙ ْزا انًدال ٔخاصح انثحٕز انًٛذاَٛح   

تُٛرا أٌ  الإعرًاد  عهٗ ْزِ انعقاقٛش ْٕ يشكهح يٓذدج 

 . نهصحح ْٔٙ يشكهح عانًٛح ٔانضٕادٌ نٛش اصرثُاء 

ٔصط انشثاب ٔذقاسٚش   تم تانعكش فإٌ انثحٕز انرٙ أخشٚد

انششطح ٔصدلاخ انًضرشفٛاخ  ذشٛش إنٗ  أٌ انًشكهح  فٙ ذصاعذ 

 . إلاّ أٌ انثحٕز انًٛذاَٛح لاتذ يُٓا نرحذٚذ  حدى انًشكهح

إٌ علاج  الاعرًاد عهٗ انعقاقٛش فٙ انضٕداٌ لا ٚزال  فٙ إطاس 

ٔحذاخ انعلاج انُفضٙ فٙ انًضرشفٛاخ  انعايح ٔلا ٚرعذ٘ 

لاخ الاَضحاب إلّا أٌ يضرشفٗ الادسٚضٙ تّ يحألاخ يعاندح  حا

 . نهرذخم فًٛا تعذ انحانح الاَضحاتٛح

أعرقذ أَُا  تحاخح شذٚذج  نقٛاو يشكز يرخصص  نعلاج حالاخ 

انرعاطٙ فٙ انضٕداٌ نٛعانح يشحهح الاَضحاب عٍ انعقاس 

ًٚكٍ أٌ ٚثذأ  .  ٔيشحهح يُع الاَركاصح ٔيشحهح انرعافٙ

فٙ حذٔد  عششٍٚ صشٚشا نعلاج  حالاخ الاَضحاب  انًشكز صغٛشا  

.  ٔعششج أصشّج نًُع الاَركاصح ٔعششج أصشّج نًشحهح انرعافٙ

ٔٚكٌٕ ُْاك تشَايح نهعلاج  خاسج اانًضرشفٗ ٚعرًذ عهٗ ٔخٕد 

ٔٚقٕو ْزا انًشكز أٚضا تٕظٛفح  ذذسٚثٛح . فشٚق يركايم

ائٍٛٛ أطثاء ٔيًشضٍٛ ٔاخص. نكٕادس يرخصصح فٙ علاج انرعاطٙ

كًا ٚضرقطة . ٔٚطهع أٚضا تالاتحاز فٙ ْزا انشأٌ. َفضٍٛٛ

يضاعذج الأَذٚح  انشٚاضٛح ٔيشاكز انشثاب ٔاندايعاخ  ٔيشاكز 

 . انعثادج ٔانرعهٛى انذُٚٙ ٔاندًعٛاخ انطٕعٛح

ٔقذ ٚضٓى ْزا انًشكز فٙ ذقذٚى ًَٕرج آخش نعلاج الاعرًاد عهٗ 

 .انعقاقٛش
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Health hazards of gold mining in Sudan: 

case report. 

Abudoam, Abdelrahman*; Mahgoub, Yasir**; Idris, 

Eman** and ELnyal,Elkbashi** 

Introduction: 

For the last two years many people are rushing to 

the desert of the northern state and the northern 

Kurdufan state in search for gold. Apart from the 

adverse environmental conditions in the desert, the 

job itself carries many health risks, but those 

engaged in the race have the least concern for the 

immediate and long term health problems they may 

face. 

There is no doubt about the multifactorial etiology 

of mental disorders. The biological endowment of an 

individual predisposes him/her to certain 

psychological disorders and the psychological 

stressors and/or adverse environmental condition 

precipitate these disorders and make them manifest. 

Psychosocial circumstances in the place contributed 

to the development of psychiatric disorders in 

these patients, but it seems there is more to that 

in these cases. 

Here we report three cases of acute- onset 

psychiatric disorders from among those who were 

digging for gold in that area. 

Case description: 

Case 1 

A married Sudanese male, 38 years old from Bara 

district working as a gold miner presented to Taha 

Baashar Psychiatric hospital on 16.2.2010. He was 

restrained in ropes and showed pressure of talk, 

verbal and physical aggression with disinhibition, 
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persecutory delusions, preoccupation with 

homosexual assault, nihilistic delusions and 

auditory hallucination. He had insomnia for 4 days 

prior to admission .he also had a homicidal 

attempt. 

He had an irritable mood, with intact abstract 

thinking but impaired attention and concentration; 

he was oriented with average intelligence, no 

memory loss but without insight. 

On physical examination: pulse 100, BP 110/20, RR 

14, Temp 37.5 C°. H e was pale with no jaundice. 

His chest had left side bronchial breathing and 

right side wheeze. There was a palpable liver. 

CNS examination revealed no abnormality. 

Investigations including complete blood count, 

blood film for malaria, Widal test, blood urea and 

electrolytes plus creatinine, all were normal. The 

chest X-ray showed bilateral interstitial 

infiltration. 

He was put on Olanzapine 10 mg once/day + Diazepam 

5mg tab. Azithromycin 500mg tabs, but unfortunately 

2 days later he escaped from the hospital. 

Case 2 

A newly married male, 20 years old from Barber used 

to work as a casual laborer, six months prior to 

admission he joined gold mining. 

He was admitted to Taha Baashar psychiatric 

hospital on 2.4.2010 with the complaint of 

excessive speech, fearing females, lack of sleep, 

bouts of weeping, unlimited socialization, 

occasional violence and impoliteness. 

He reported a history of depression 3 years ago for 

which he was admitted to Kadabbas hospital and he 

received three sessions of ECT. A year after that 

he developed a condition similar to the present one 
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for two months and it resolved spontaneously 

without medication. He didn't report associated 

fever, drug abuse or any other physical disease. 

Mental state examination revealed a restless young 

male who is easily irritated with a high tone 

pressure of talk; he was in a reasonable dress and 

he had, high mood with insomnia but no suicidal 

ideas. He showed no thought or perceptual disorder. 

His cognitive functions were intact apart from 

slightly impaired judgment and he was fully 

insighted. He was diagnosed as having bipolar 

affective disorder, manic phase, accordingly he was 

put in Olanzapine 10mg daily and Sodium Valproate 

500mg.he showed good response and he was discharged 

on 23.4.2010. 

Case 3 

The third case was also a young male, 20 years old 

who reported to hospital having fever, running away 

with over talkativeness, physical aggression for 

few days before admission. He was brought directly 

from the gold mining area. He didn't report 

previous history of such a problem. It was his 

first time to join mining. 

On examining him he exhibited a relatively large 

thyroid, low grade fever, irritability, over 

talkativeness, preservation and preoccupation with 

"haboob" (sand storm), he was elated by delusion of 

being wealthy, with impaired attention and 

concentration. His thinking was concrete. 

Cognitively he showed impaired orientation to time, 

place and person, impaired judgment and lack of 

insight. 

Standard investigations done revealed no 

abnormality. He was euthyroid. He was put on 

injectable Haloperidol 5mg + Phenergan 25mg twice a 

day. His aggression resolved and he was put on the 
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same dose orally + sodium valproate 200mg but he 

continued to persevere and was apprehensive. After 

10 days he improved. 

Valproate was increased 500mg/day and he was 

discharged two weeks later. He was readmitted with 

depressive symptoms for which he received 

Citalopram 40mg/day + the valproate. Serum mercury 

level was considered but for practical reasons it 

could not be done. 

Discussion: 

Two patients were quite healthy young men with no 

apparent physical or mental illness until the time 

of departure for the gold mining area, the third 

patient had a past psychiatric history which was 

exacerbated by the very tough environment. After 

some time in the field their companions noticed 

rapid abnormal behavior in these men and had to 

take them to their relatives who sought help from 

traditional healers ad when they failed they 

brought them to the hospital. 

The fact that these men presented with psychotic 

features with acute onset raises the suspicion that 

some factors related to the work space and nature 

of work might have contributed to the development 

of these disorders, these workers use mercury to 

treat the stones they dig. Hence mercury 

contamination is a possible factor. 

The second case demonstrated very clear chest signs 

and symptoms manifested in low grade fever, chest 

wheezing coupled to the X-ray findings of 

interstitial infiltration which could be attributed 

to the mercury or dust inhalation. Unfortunately he 

escaped and the investigations were not followed. 

In a health evaluation of gold miners in mercury 

contaminated village in Sera PoladPore in Brazil 

symptoms that were reported included: fatigue, 
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irritability, insomnia, memory loss, tremors, 

parasthesia and visual field constriction. It was 

concluded that these symptoms possibly resulted 

from mercury toxicity 1. 

We did not examine for mercury concentration in the 

blood or urine of these patients because at that 

time we were not aware of the procedures they use 

in their work, even if these patients did not 

handle mercury directly their presence to the 

vicinity to the area where it is being used without 

protective measures might cause toxicity. In a 

report of acute mercury vapor poisoning in a 

shipyard a patient presented with acute pneumonitis 

and later there was a transient mild 

neuropsychiatric symptoms and residual peripheral 

neuropathy 2. We think that these are perhaps first 

alarms to a large problem yet undiscovered. There 

may be many other patients with disorders of a mild 

nature who may have been taken to other places or 

might have just suffered in silence. 

Certainly the magnitude of this psychiatric problem 

is not known together with other disorders of other 

bodily systems… 

There is a great need for an immediate call to the 

health authorities to coordinate efforts to plan 

for management of health hazards in these yet 

uncharted areas. 
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Short communication 

Wealth first, Health last 

Abudoam, Abdelrahman*; Mahgoub, Yasir**; Idris, 

Eman** and ELnyal,Elkbashi**  

This is a report of a short survey done at gold 

mining area at El-Bawga district in the northern 

state of Sudan. Fifty workers in the area were 

interviewed using a questionnaire that tries to 

determine the factors related to the development of 

behavioral disorders in the old miners. 

1- Socio-economic factors: 
a- The infective urge for immediate quick health 

affected all the villagers living in the 

vicinity of the claimed gold areas to the 

extent that no healthy youth remained behind 

in the villages. This phenomenon affected 

negatively the traditional economic 

activities. 

b- More than 80% of the interviewed miners were 
from the age group of 15-40 years old. 60% of 

them were 15-25 years old, reflecting lack of 

life experience and minimum exposure to 

difficulties and life stresses. 
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c- miners work in small groups of 2-5 maximum and 
they might not have been acquainted to each 

other before joining the mining work, some may 

be of different geographical and ethnic 

background. This led to lack of social support 

in the field. 

Building new social relations with other 

laborers is difficult because of lack of 

socialization in the field as they place their 

working and rest stations (Tents) apart from 

each other in distances mounting 2-3 

kilometers, the nearest would be half a 

kilometer, although there are some tented 

cafeterias run with generators having lights 

and TV in the midst of the desert yet they are 

very few, usually crowded and far away. The 

major reason inhibiting attending these cafés 

is fatigue and need for rest because search 

for gold is day and night…. 
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2- Environmental factors: 
A- The area is a plant less desert with 

unlimited golden sand extended to the 

horizon not interrupted except by 

occasional sand dunes, hills or small 

mountains, or otherwise solitary dark 

protruding tip of a large stone probably a 

burg of a huge buried mountain. 

 

B- The temperature is very hot during the day 
never less than 40°C sometimes reaching up 
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to 50°C. It becomes cool rather cold during 

nights. 

C- The nature of work resembles the duties of 
those sentenced to life imprisonment and 

heavy labor. It is digging deep open 

trenches in a ladder step form or deep 

narrow wells, that may require breaking 

stones into small pieces or to pierce 

through rocks blocking the way for further 

hunt for gold downwards reaching depths 

around 30-40 meters below the surface of 

the ground, where oxygen level may be low 

in a very hot temperature. 

D- The Haboob (wind/sandstorm): sometimes 

unexpected wind storms blow suddenly in a 

fierce manner leading to the loss of the 

tent leaving the group with no shelter, 

unlocked utensils may fly with the wind; 

eyes get filled with small tiny sand 

particles causing some to quit the place 

for eye injuries or infections. Mouth, ears 

and noses get filled with sand. 

Young workers with no previous experience 

get terribly frightened and become insane. 

Whatever little drinking water either gets 

poured out and lost or get filled with sand 

to be brickly yellowish in color very 

similar to the water ponds used for gold 

filtering. 

E- There is risk of getting lost when moving 
away from the tent during the night search 

of gold specially if a Haboob blows or when 

the partner takes a different direction 

leaving his colleague alone without support 

or knowledge of direction (GPS device is 

not commonly used there). It is reported 

that many never returned. 
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F- Food and water: the only food available for 
most of the miners in their tents is 

lentils and hard dry bread (Gargosh). 

Rarely a visit to a cafeteria may take 

place usually for unplanned unexpected 

reasons. 

Water is very precious and costly, it is a 

source of fortune for the water sellers, it 

is only allowed for drinking or filing the 

water ponds to filter the gold or to cool 

the generator or the stone grinding mill. 

 

 

G-  Camping duration takes a period not less 
than a month unless a big amount of gold is 

explored. During camping how long it takes 

bath or use of water for any cause other 

than gold mining, even for ablution to pray 
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is strictly prohibited, clothes are never 

changed or washed. 

3- Psychological factors: 

It has been reported that major reasons for the 

acute behavioral changes were: 

a- Sudden huge wealth, some people get tens of 
kilograms of gold which inspite of the huge 

expectations that is a wealth beyond their 

capacity to endure. 

b- Dismay in response to huge expenditure and 

long stay in this harsh environment ending 

with very little yield, although it is always 

never empty hands, but in comparison to high 

expectations many get depressed and develop 

abnormal behavior. 

4- medical factors: 
a- There is lack of proper medical services, or 

even basic health facilities. This led to the 

flourishing of malpractices of selling rugs 

and prescribing traditional herbal medications 

by quacks. 

b- The trade hazard: 
c- Almost all of the laborers who don't have the 

gold detecting device work on the grinding and 

filtering the sand in water using mercury thus 

they are exposed to the: 

i- Hazard of metal toxicity, including 

mercury, asbestos ad other metals. 

ii- Dust inhalation exposing them to 

different types of chest infections. 
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Stages of gold extraction: 
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d- Malnutrition because of the unbalanced diet, 
decreasing immunity raising susceptibility to 

infections. 

e- Over exhaustion and hazards of heat stroke. 

Conclusion: 

It is expected that the continuation of gold mining 

the way it is undertaken in these areas, known to 

be poor areas of he country without measures to 

prevent negative impact of this sudden wealth will 
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lead to a great change which will affect negatively 

or positively: 

1- The demography and the ethnic constitution of 
the mining areas. 

2- The socio-economic equilibrium of the area. 
3- The culture, tradition and morals 
4- New health hazards including increased rate of 

mental disorders. 
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 يلايح يٍ ذاسٚخ انطة انُفضٙ  فٙ انضٕداٌ

 َٕس انٓذٖ يحًذ انشفٛع: نٕاء طثٛة 

 اعزشبسٞ اٌؽت إٌفغٟ  اعزبر  ِشبسن

 عبِمخ اٌشثبغ/ غٟ سئ١ظ لغُ  اٌؽت إٌف

 :  ِمذِخ 

اشبسد ؽفش٠بد  لٍّبء الاصبس اٌٝ ٚعٛد  عّبعُ آد١ِخ ثٙب 

عٕخ   500صمٛة  وبٔٙب  ل١ٍّبد عشاؽ١خ اعش٠ذ لجً  ٔؾٛ 

لجً ا١ٌّلاد ٚالزجش ٘زا لش٠ٕخ لٍٝ اْ ٘زٖ ؼش٠مخ  ٌملاط  

 . اٌّشض إٌفغٟ آٔزان

ىشح ف( لجً ا١ٌّلاد 460-322اثٛ اٌؽت ) ٚلذ لبسض اثمشاغ 

اْ اٌّشض  ٘ٛ لمبة ِٓ الاٌٗ ٚعخش ِٓ ِفَٙٛ اٌصشق  ِشض 

ِمذط ، ٚفٟ اٌمصٛس اٌٛعؽٝ الزجش اٌّشض اٌممٍٟ  ؽضْ  

 . سٚؽبٟٔ ِشرجػ  ثبٌغبؽش ٚاٌمشاف

َ ٌٍمٕب٠خ 1247ٚاعظ  الذَ ِغزشفٝ فٟ ٌٕذْ  لبَ 

 . ثبٌّخج١ٌٛٓ

ٚفٟ لصش إٌٙعٗ  ٚالاصلاػ  ـً اٌّشظٝ اٌمم١ٍْٛ ِجمذ٠ٓ  

ٌٚىٓ فٟ اٌمشْ اٌغبثك لشش  ؼٛسد اِبوٓ    باعزّبل١

ٌُٙ ٚوبْ اٚي  ِٓ اعزخذَ ِصؽٍؼ  اٌؽت إٌفغٟ   ِٗخصص

  ٛ٘(RIEL)    ثبٌّب١ٔب ( 1808َ)اعزبر اٌؽت . 

 :/ اٌؽت إٌفغٟ  فٟ اٌغٛداْ

اٌؽت إٌفغٟ فٟ اٌغٛداْ ٚٚظمٗ وؽت  ٔفغٟ ؽذ٠ش ٌُ ٠ىٓ 

رُ  ِٛعٛدا ؽزٝ ثمذ  اٌؾشة اٌمب١ٌّخ  اٌضب١ٔخ ٚلذ

افززبػ  اٚي ِغزشفٝ ٌٍملاط إٌفغٟ ٌٍؾبلاد فٟ اٌؽت 

َ  فٟ اٌخشؼَٛ شّبي رجمٙب 1950إٌفغٟ اٌششلٟ فٟ اٌمبَ 

ثمط  اٌٛؽذاد اٌخبصخ ٌٍملاط إٌفغٟ  فٟ ثمط اٌّغزشف١بد 

ِضً ٚد ِذٟٔ  ٚثٛسرغٛداْ ٚالاث١ط ٚلؽجشح ٚفٟ اٌمبَ  

عش٠ش  فٟ ِغزشفٝ ( 30)َ رُ افززبػ  لغُ ثٗ 1964

َ ٚظمذ اٌخؽخ  ٌٍمًّ ٌّغزشفٝ  1971شؼَٛ ٚفٟ اٌمبَ اٌخ

اٌؽت إٌفغٟ فٟ اِذسِبْ ٕٚ٘ب وبٔذ اٌجذا٠خ اٌغذ٠ذح 

 . ٚاٌزٟ  ٔفٕٙب  ؼفشح  ٌٍؽت إٌفغٟ فٟ اٌغٛداْ  
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ِٚٓ صُ  اصجؾذ اٌغ١بعخ ٌٍملاط إٌفغ١ٗ ٚعٛد ٚؽذاد 

 . لش٠جخ ِٓ اٌملاط اٌمبَ ٚلش٠جخ اٌّغزّك

اٚي ؼج١ت رخصص ٚرفشن  ٌملاط  اٌّشؽَٛ اٌزغبٟٔ اٌّبؽٟ ٘ٛ

اٌّشظٝ اٌّخز١ٍٓ  لم١ٍب  ٚاٌّعؽشث١ٓ ٔفغ١ب فٟ اٌغٛداْ 

ٚلًّ اعزشبس٠ب  ٌّٕفّخ اٌصؾخ اٌمب١ٌّخ فٟ ِىزجٙب 

الال١ٍّٟ ٌششق  اٌجؾش الاث١ط اٌّزٛعػ ٚاصجؼ لعٛا فٟ 

َ ٚشغً 1964ِغٍظ اٌغ١بدح اٌغٛدأٟ  ثمذ صٛسح اوزٛثش 

ثى١ٍخ اٌؽت عبِمخ  وشعٟ  ٚسئبعخ لغُ اٌؽت  إٌفغٟ

 . اٌخشؼَٛ 

ٚلذ عبُ٘ ٚاششف لٍٝ ربع١ظ ٚافززبط ِصؾخ اٌخشؼَٛ ثؾشٞ 

َ  ٌشلب٠خ ٚللاط ِشظٝ  الاظؽشاثبد 1950لبَ ( وٛثش)

اٌمم١ٍخ ٚاٌغٕبئ١خ  ٚلذ اؼٍك ل١ٍٗ ٌمت  اة اٌؽت 

 . إٌفغٟ فٟ افش٠م١ب

 : ِغزشف١بد اٌصؾخ إٌفغ١خ 

 ( صؾخ وٛثش عبثمبِ)ِغزشفٝ ثشٚفغ١ش لجذ اٌمبي الادس٠غٟ 

ٚظك  ؽغش الاعبط ٌّصؾخ وٛثش ٌلاِشاض إٌفغ١خ ٚاٌمم١ٍخ 

َ 1950َ ٚلذ رُ افززبؽٙب فٟ اٌمبَ  1948فٟ اٌمبَ 

ٚوبٔذ ربثمخ ادسا٠ب ٌٍغغْٛ ٚف١ٕب رؾذ اششاف ٚصاسح  

ٚوبٔذ ثذا٠خ اٌؽت إٌفغٟ  اٌؾذ٠ش  ثمٛدح  . اٌصؾخ 

َ 1949َ اٌجشٚفغ١ش اٌزغبٟٔ اٌّبؽٟ  ِٓ ثلاد اٌّٙغش لب

ثمذ رخصصٗ فٟ اٌؽت إٌفغٟ  ٚلبَ ثبلاششاف ٚاٌّزبثمخ 

 .1950َٚاٌّشبسوخ فٟ افززبػ اٌّصؾخ فٟ اٌمبَ  

رُ رؾ٠ًٛ اٌّشظٝ ِٓ وً اٌغغْٛ فٟ اٌغٛداْ  اٌٝ اٌّصؾخ 

ٔض٠ً ٚوبْ ٠ؽٍك  ل١ٍُٙ ٌفؿ ( 100)ٚوبْ لذدُ٘ 

 . اٌّمبر١ٗ

غغْٛ رُ رؾ٠ًٛ ِغّٝ ِصٍؾخ اٌغغْٛ اٌٝ الاداسح  اٌمبِخٌٍ

 .ٚالاصلاػ ٚرُ رؾ٠ًٛ  اٌّصؾخ ف١ٕب ٚادسا٠ب ٌٍغغْٛ

وبٔذ رغ١ّخ إٌض٠لاء ِٓ اٌّشظٝ إٌفغ١١ٓ إٌّم١ٌٛٓ  ِٓ 

اٌغغْٛ ثبٌغٛداْ ثبٌّمبر١ٗ ُٚ٘ ِٓ اٌمٕصش اٌشعبٌٟ ؽزٝ 

 . 1960َاٌمبَ 

َ 1988-1987ٚلذ رُ  لغىشح وً اٌىبدس اٌمبًِ فٟ اٌمبَ  

اٌخشؼَٛ ثؾشٞ ٌلاِشاض ث١ّٕب رُ رؾ٠ًٛ  الاعُ اٌٝ ِصٍؾخ 
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٠ٛعذ ٔص فٟ لبْٔٛ اٌغغْٛ ٠ٛظؼ . إٌفغ١خ ٚاٌمم١ٍخ 

( اٌّش٠ط إٌفغٟ)و١ف١خ اٌذخٛي ٕٚ٘بٌه  رمش٠ف ٌٍّمزٖٛ 

 . ثبٌمبْٔٛ

ٚلذ وبْ ٠ٛظك فٟ اٌم١ذ وؾفؿ  ٌٗ ٚٚلب٠خ ٌلاخش٠ٓ ٚلا 

٠ٛعذ للاط ؽ١ش وبْ اٌملاط اٌّزٛفش لجبسح لٓ للاط 

خٛي  اٌٝ اٌّصؾخ ثلا خشٚط  ثبٌصذِبد اٌىٙشثبئ١خ ٚوبْ اٌذ

ٚلا٠ٛعذ  وبدس ؼجٟ  ِزىبًِ أّب فمػ ٠ٛعذ ؼج١ت  ٚاؽذ 

٠ششف لٍٝ وً  اٌّشظٝ ٚلا٠ٛعذ ٍِفبد ؼج١خ ٚلا رذ٠ٚٓ ٠ِٟٛ 

 . ٌٍّلاؽفبد لٓ اٌّشظٝ

َ رُ ظُ ع١ّك اٌّصؾبد اٌٝ دائشح اٌخذِبد  1994فٟ اٌمبَ 

اٌؽج١خ ثمذ  ص٠بسح ٚص٠ش اٌذاخ١ٍخ اٌٝ ِصؾخ اٌخشؼَٛ 

ؾشٞ دْٚ اْ رىْٛ  ٕ٘بن اظبفخ اٚ رغ١١ش فٟ ؼش٠مخ ث

 . اٌملاط اٚ اٌفُٙ ٌٍّمبٍِخ ٌٍّش٠ط إٌفغٟ

َ رُ أزذاة اٌذوزٛسح ٔٛس اٌٙذٜ  ِؾّذ 1995فٟ اٌمبَ  

اٌشف١ك  ِٓ لجً ٚصاسح اٌصؾخ ثذاد اٌّؾبٚلاد ثّغٙٛد 

شخصٟ فٟ رٛف١ش اٌملاط  ؽ١ش  عٍجذ ثمط  الاد٠ٚخ  ِٓ 

زئبة  ٚاعزؾذصذ لًّ اٌٍّفبد ِعبداد  اٌز٘بْ ٚالاو

اٌؽج١خ ٌٍّشظٝ  ٚوبٔذ رٛفش ثمط  ِم١ٕبد  اٌمًّ 

 . ٚاؽز١بعبد  اٌّشظٝ ِٓ ِلاثظ ٚاش١بء اخشٜ

َ رُ رم١١ٓ  اٌذوزٛح ٔٛس اٌٙذٜ ِؾّذ 1998ٚفٟ اٌمبَ  

اٌشف١ك فٟ ٚصاسح اٌذاخ١ٍخ ثشرجخ  اٌم١ّذ ششؼخ ٚفٟ ٔفظ 

ثذاد اٌمًّ ٚ. اٌمبَ رُ رم١١ٕٙب ِذ٠شا  لاداسح اٌّصؾبد

ثٛظك خؽخ لٍٝ لذح ِؾبٚس ٌزؽ٠ٛش اٌّصؾبد  ٚاٌغ١ش ثٙب 

اٌّؾٛس . فٟ ارغبٖ  عمٍٙب ِغزشف١بد ٌٍصؾخ إٌفغ١خ

اٌفٕٟ ٚاٌزٞ اشزًّ لٍٝ رٛف١ش اٌخذِبد اٌصؾ١خ 

اٌّزىبٍِخ ٚرٌه ثب٠غبد  ٚرٛف١ش اٌملاط  ٚاعزىّبي  

ا٠عب رٛف١ش  . اٌؾٍمخ ثبٌٕغجخ ٌٍىبدس  اٌؽجٟ اٌمبًِ

اٌىغبء ٚو١ف١خ وغش اٌم١ٛد ِٓ  ع١ّك اٌّشظٝ اٌغزاء ٚ

داخً اٌغغْٛ لٓ  ؼش٠ك اٌّزبثمخ  ٚلًّ اٌٍّفبد ٚرٛف١ش 

اٌذٚاء ٚرٛف١ش اٌفش٠ك اٌزٞ ٠مَٛ ثبلاششاف  اٌؽجٟ 

 . ٚاّ٘ٙب  رذس٠ت ِغبلذ٠ٓ ؼج١١ٓ ٔفغ١١ٓ ٌٍٛلا٠بد

َ رُ رؾ٠ًٛ ِغّٝ اٌخشؼَٛ ثؾشٞ ٌلاِشاض  2000ٚفٟ اٌمبَ 

ٝ اٌّغزشفٝ اٌّشوضٞ ٌٍؽت إٌفغٟ إٌفغ١خ ٚاٌمصج١خ اٌ

ٚثبٌغبء وٍّخ ِصؾخ ٌزخشط ِٓ  لبْٔٛ اٌغغْٛ ٠ٚغشٞ 

اٌمًّ الاْ لاعبصح لبْٔٛ  اٌصؾخ إٌفغ١خ اٌّٛعٛد لٍٝ 
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شىً ِغٛدح ٕٚ٘بن ٌغٕخ ِٓ لذد ِٓ  الاعزشبس١٠ٓ رمَٛ 

 . ثٙزا اٌمًّ

ٚرٛعمذ اٌّغزشفٝ ثمذ رٌه  فٟ ارغبٖ رمذ٠ُ  اٌخذِبد 

ٚاٌملاط ثبلاد٠ٚخ اٌؾذ٠ضخ ٚاٌملاط  اٌملاع١خ إٌفغ١خ

ثبٌمًّ  ٚاٌش٠بظخ ٚاٌفْٕٛ اٌّخزٍفخ ثغبٔت الأٛاق 

 .الاخشٜ ٌٍملاط إٌفغٟ

رُ اعزمؽبة  لذد ِٓ اخصبئ١ٟ اٌؽت إٌفغٟ ٚاخش ِٓ 

اٌّمبٌغ١ٓ إٌفغ١١ٓ ٚالاعزّبل١١ٓ ٚلجً رٌه رُ لغىشح 

لذد ُِٕٙ  فٟ ِخزٍف اٌشرت لاوّبي اٌفش٠ك اٌملاعٟ، 

ِغزٜٛ اٌّجبٟٔ فمذ رُ رش١١ذ لٕبثش عذ٠ذح ٚرّذ اِبلٍٝ 

ر١ٙئخ اٌّىبْ ٕ٘ذع١ب ٚث١ئ١ب  ٌصجؼ ِٕشبح للاع١خ ٌٙب وً 

 . صفبد اٌّغزشفٝ اٌؾذ٠ش

ٚرُ رم١١ٓ ؼج١ت ص١ذلأٟ  ٌلاششاف لٍٝ الاِذاد اٌذٚائٟ ِٓ 

الاد٠ٚخ اٌؾذ٠ضخ  اٌزٟ ٠زُ الؽبؤ٘ب ٌٍّشظٝ ِغبٔب 

 . اٌّصؾبدٚالاششاف لٍٝ رٛص٠مٗ وؾصص لٍٝ ثم١خ 

ثبلاظبفخ اٌٝ  ادخبي ثمط الاد٠ٚخ اٌزٟ ٌُ رىٓ ِٛعٛدح 

ثبٌجلاد ثمذ الارصبي ثبٌغٙبد راد اٌصٍخ ٌٍّٛافمخ لٍٝ 

 . اعز١شاد٘ب

رُ رؾ٠ًٛ ِغّٝ اداسحا ٌّصؾبد  اٌٝ دائشح اٌصؾخ 

َ رُ رؾ٠ًٛ ِغّٝ اٌّغزشف١بد 2006إٌفغ١خ ٚفٟ اٌمبَ 

١ش لجذ اٌمبي اٌّشوضٞ ٌٍؽت إٌفغٟ اٌٝ ِغزشفٝ اٌجشٚفغ

ِّشظبد خش٠غبد ظبثؽبد (  10)الادس٠غٟ، رُ اسعبي لذد 

ثّخزٍف اٌشرت ٌغّٙٛس٠خ ِصش اٌمشث١خ ٌٍزذس٠ت فٟ ِغبي 

اٌزّش٠ط إٌفغٟ ٟٚ٘ اٚي رغشثخ ثبٌغٛداْ  لا٠غبد اٌّّشض  

 ,.اٌّزخصص  ٌزّش٠ط اٌّش٠ط إٌفغٟ

رزٛاصً اٌغٙٛد ٌزٕف١ز  ٘زٖ اٌخؽخ اٌزٟ اؽذصذ ٔمٍٗ 

لجش٘ب اعزمبدح ٚؽفؿ ؽك اٌّش٠ط إٌفغٟ  فٟ اعزؽمٕب  

اٌم١ش اٌىش٠ُٕ اٌزٞ ٠غزؾمٗ  ٌُٚ ٠ىٓ ِزٛفشا ٌٗ ِٓ 

 . لجً

ٚلاصاٌذ اٌّؾبٚس فٟ رغٍغٍٙب  ٌزذفك  ثبٌزٛل١خ ٚاٌز٠ٕٛش 

ٌّفب١ُ٘ اٌّشض إٌفغٟ  لذِبثزصؾ١ؼ  الارغب٘بد اٌغبٌجخ 

 .ٔؾُٛ٘
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ثمذ رٌه ثذاد ِشؽٍخ عذ٠ذح ٚرٌه ثبٔشبء ِجبٟٔ عذ٠ذح 

ّٛاصفبد  رمذَ  خذِبد صؾ١خ ٚٔفغ١خ ِزؽٛسح ٚلٍٝ الٍٝ ث

ِغزٜٛ ٌٍّش٠ط إٌفغٟ  اٌزٞ ٚلك رؾذ ؼبئٍخ اٌمبْٔٛ 

ِٚبصاي اٌمًّ عبس٠ب ٌزٕف١ز اٌخؽخ اٌّزىبٍِخ ٌّجٕٝ 

 .٠ؾزٛٞ لٍٝ اٌم١بداد اٌخبسع١خ ٚالادساح

 : ِغزشفٝ ؼٗ ثمشش

وبْ ٌٍّشؽَٛ الاعزبر اٌذوزٛس  ؼٗ ثمشش ر١ٍّز ٚصذ٠ك 

اٌزغبٟٔ اٌّبؽٟ دٚس فٟ رٕش١ػ . اٌّشؽَٛ د اٌشائذ

ٚرفم١ً الاداء فٟ اٌؽت إٌفغٟ ، ثذا  ِغزشفٝ ؼٗ ثمشش 

وم١بدح صغ١شح ٚرُ  ا٠غبس ِٕضي ِمٙب لالبِخ اٌّشظٝ 

ٚاٍُّ٘ٙ اٌؾبظش٠ٓ ِٓ اٌٛلا٠بد اٌّخزٍفخ، ٚثمذ رضا٠ذ 

لذد اٌّشظٝ رُ أشبء  ل١بدح اوجش ِٓ إٌبؽ١خ اٌشّب١ٌخ 

شفٝ اٌخشؼَٛ ثؾشٞ ٚٚظك ؽغش الاعبط لبَ اٌغشث١خ  ِٓ ِغز

َ  ؽ١ش اصجؾذ 1960َ رُ ثٕبؤ٘ب ٚافززبؽٙب اٌمبَ 1959

ِىبْ ِٕبعت ٌٍملاػ ٚاٌزذس٠ظ ٚاٌزذس٠ت، ثمذ رٌه رؽٛسد 

ٌزصجؼ  ِغزشفٝ ثٙب اعشح ٌٍز٠ُٕٛ ٚاٌّزبثمخ  ٚاعزمجبي 

اٌؾبلاد اٌؾشعخ ٚا٠عب ٠مَٛ ثبٌزذس٠ت ٚاٌزب١ً٘ ٌؽلاة 

ساعبد اٌم١ٍب ِٓ الاؼجبء إٌفغ١١ٓ اٌغبِمبد ٚؼلاة اٌذ

 .ٚالاعزّبل١١ٓ ٚاؼجبء الاِز١بص

 :ِغزشفٝ اٌزغبٟٔ اٌّبؽٟ

ـً ِغزشفٝ الاسعب١ٌخ الأغ١ٍض٠خ ثبِذسِبْ ٠ذلُ ِٓ ٚصاسح 

َ  ؽ١ش  رٛلف اٌذلُ ٚاصجؼ  ِٓ 1969اٌصؾخ ؽزخ اٌمبَ 

اٌصمت  لٍٝ الاسعب١ٌخ رغ١١شٖ ٚلشض  لٍٝ الالغبَ اٌمبِخ 

ُ ؼٍجبرُٙ  ؽزٝ ٠زُ رخص١صٗ ٌٛاؽذح ُِٕٙ ثبٌٛصاسح ٌزمذ٠

ٌٚىٓ ٌُ ٠زمذَ الا اٌؽت إٌفغٟ  ِٚٓ صُ رُ ظّٗ ثصٛسح  

َ اوزًّ اٌّغزشفٝ ثٛؽذارٗ 1971سع١ّخ ٚفٟ اٌمبَ 

 ( . اٌزغبٟٔ اٌّبؽٟ)اٌّخزٍفخ ٚرُ رغ١ّزٗ ثبعُ 

٠مزجش اٌّغزشفٝ ِٓ اوجش اٌّغزشف١بد إٌفغ١خ فٟ 

اٌغٛداْ ٠ٚغزمجً ع١ّك اٌّشظٝ إٌفغ١١ٓ  لٍٝ ِخزٍف 

 .الّبسُ٘ ِٓ اٌغٕغ١ٓ ٚثٙب ؽٛادس ٌٍؾبلاد اٌؽبسئخ

رغزمجً اٌّغزشفٝ اٌؽلاة ٌٍزذس٠ت ٚاٌزب١ً٘ ِٓ ؼلاة اٌؽت 

ٚاٌذساعبد اٌم١ٍب ا٠عب فٟ ِغبي لٍُ إٌفظ ٚالاعزّبق، 

 . َ  وّشوض ٌٍزذس٠ت2009بَ رُ اللأٙب ل
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 : اٌّغزشفٝ إٌفغٟ اٌمغىشٞ ثبٌغلاػ اٌؽجٟ

٠مذَ اٌخذِبد ٌٍّشظٝ  ِٓ افشاد  اٌغ١ش اٌٝ اْ رُ 

رؾذ٠ش ِجب١ٔٗ ١ٌصجؼ  ِغزشفٝ ٠مذَ اٌملاط ٌىً افشاد  

اٌّغزّك ِٚٓ ظّٓ  الغبِٗ  لغُ للاط الاؼفبي ٚلغُ للاط 

 . الادِبْ

 : ِشاؽً اٌزؽٛس

َ رُ اٌزخؽ١ػ  ٌٛظك اعزشار١غ١خ 1969 –َ 1957ِٓ لبَ 

ثٕبء ٚرؽ٠ٛش اٌخذِبد اٌصؾ١خ ٚإٌفغ١خ فٟ اؼبس إٌفبَ 

 .اٌمبَ

  َرُ أشبء ل١بدح الاِشاض إٌفغ١خ 1960فٟ اٌمب َ

 .ٚاٌمصج١خ فٟ اٌخشؼَٛ ثؾشٞ

 1962 َٛربع١ظ  لغُ إٌفغ١خ  فٟ ِغزشفٝ اٌخشؼ  َ

 .اٌزم١ٍّٟ

 ائُ الؽٟ اٌّشظٝ إٌفغ١١ٓ اٌز٠ٓ  اسرىجٛا عش

الزجبسا خبصب ٚوبْ ٕ٘بٌه رمبْٚ ربَ ث١ٓ ٚصساح 

اٌذاخ١ٍخ ٚٚصاسح  اٌصؾخ ِٓ إٌبؽ١خ اٌف١ٕخ، وبٔذ 

اٌجذا٠خ ثّصؾخ  اٌخشؼَٛ ثؾشٞ اٌزٟ افززؾذ فٟ 

َ صُ  رؾٌٛذ  فٟ اٚاخش اٌزغم١ٕبد  اٌٝ 1950اٌمبَ 

اٌّغزشفٝ اٌّشوضٞ ٌٍؽت إٌفغٟ ٚلذ الٍٕذ دائشح 

ِٓ ِصؾبد دائشح    َ ٚرؾٌٛذ1998اٌّصؾبد اٌمبَ 

َ رعُ ٘زٖ اٌذائشح  2005اٌصؾخ إٌفغ١خ فٟ اٌمبَ 

اٌمعبسف  –اٌغض٠شح  –ِغزشفٝ  وً ِٓ ٚلا٠خ اٌخشؼَٛ 

 . اٌجؾش الاؽّش -وغلا –

  ِذٟٔ  –أشبد ٚؽذاد ٌٍؽت  إٌفغٟ فٟ وً ِٓ لؽجشح

 . اٌفبشش  –وٛعزٟ  –الاث١ط  -ثٛسرغٛداْ –

 :  ١خ رزعّٓٚظمذ ٚصاسح اٌصؾخ ع١بعخ ٌٍصؾخ إٌفغ

  ٟٚظك ثشاِظ  خبصخ ثزؽ٠ٛش خذِبد اٌؽت إٌفغ

 . ٚاٌصؾخ إٌفغ١خ ٚالاششاف اٌّجبشش لٍٝ رٕف١ز٘ب

  الاششاف لٍٝ ِض٠ذ ِٓ اٌزٛعك فٟ رمذ٠ُ خذِبد اٌؽت

إٌفغٟ ٚاٌصؾخ إٌفغ١خ  ثذِغٙب داخً ِإعغبد  

 . اٌشلب٠خ اٌصؾ١خ الا١ٌٚخ
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  اٌزٛعك فٟ رمذ٠ُ خذِبد اٌؽت إٌفغٟ ٚاٌصؾخ

ٌٕفغ١خ  ٌلاؼفبي  ٚاٌّشا٘م١ٓ ٚرٚٞ الاؽز١بع١بد ا

 ,.اٌخبصخ ثغ١ّك ٚلا٠بد اٌغٛداْ

  اٌزٛعك فٟ رمذ٠ُ خذِبد اٌؽت  إٌفغٟ ٚاٌصؾخ

 .إٌفغ١خ ٌٍّغ١ٕٓ

  اٌزٛعك فٟ رمذ٠ُ خذِبد اٌؽت إٌفغٟ ٚاٌصؾخ

 . إٌفغ١خ ٌّزمبؼٟ ِٚذِٕٟ اٌخّٛس ٚاٌّخذساد

 خ اٌزٛعك فٟ رمذ٠ُ خذِبد اٌؽت إٌفغٟ ٚاٌصؾ

إٌفغ١خ ٌٍفئبد الاوضش لشظخ ٌلاصبثخ ِضً اٌشجبة 

 . ٚاٌفز١بد

  ٜٛاٌزٛعك فٟ  ثشاِظ اٌزضم١ف اٌصؾٟ ٚسفك ِغز

اٌٛلٟ داخً اٌّغزّك ف١ّب ٠زمٍك ثبلاِٛس إٌفغ١خ 

ٚٔٛل١خ اٌخذِبد  اٌّزبؽخ ِٓ اعً رشغ١ك اٌّض٠ذ ِٓ 

 . الافشاد ٚالاعش ٌلالجبي

س فٟ ِغبي اٌؽت وّب ٚظمذ اٌخؽػ ٌزذس٠ت الاؼجبء ٚاٌىٛاد

إٌفغٟ ٚاٌصؾخ إٌفغ١خ  ٚاربؽخ اٌفشصخ ٌّض٠ذ ِٓ 

الاؼجبء ٌٍزخصص فٟ اٌؽت إٌفغٟ ٌٚلاخزصبص١١ٓ ثبٌزخصص 

 :اٌذل١ك فٟ ِغبلاد

اٌؽت إٌفغٟ ٌلاؼفبي ٚاٌّشا٘م١ٓ، اٌؽت إٌفغٟ فٟ ِغبي 

اٌزمبؼٟ ٚالادِبْ، اٌؽت إٌفغٟ ٚاٌصؾخ إٌفغ١خ 

غٟ داخً اٌّغزشف١بد اٌّغزّم١خ، اعزشبس٠خ اٌؽت إٌف

 .اٌمبِخ ، رذس٠ت اٌىٛادس  اٌّغبلذح

 : اٌجؾٛس فٟ ِغبي اٌصؾخ إٌفغ١خ

اعش٠ذ لذد ِٓ اٌجؾٛس  فٟ ِغبي  اٌصؾخ إٌفغ١خ ِٕٙب 

 : لٍٝ عج١ً اٌّضبي 

الاصبس إٌفغ١خ ٚللاعٙب لٍٝ اصش رٙغ١ش ٚرشؽ١ً  -

اٌغّبلبد اٌغىب١ٔخ ِضً ٌزٌه ثٙغشح ا٘بٌٟ ؽٍفب فٟ 

اٌٝ خشُ اٌمشثخ فٟ ٚعػ اٌغٛداْ لبَ شّبي اٌغٛداْ 

 .َ لٕذ ثٕبء اٌغذ اٌمبٌٟ عٕٛة ِصش1961

دساعخ ِّبسعخ اٌملاط اٌشمجٟ ٌّشظٝ الاظؽشاثبد  -

إٌفغ١خ ٚاٌمم١ٍخ  فٟ وً ِٓ اْ ظٛا ثبْ 

 .ٚثمط لشٜ اٌغض٠شح( اٌجؽبٔخ)

رٕف١ُ ثشٔبِظ  ِشزشن ِشح فٟ الاعجٛق ِضً ِب ٠ُ فٟ  -

رم١١ُ ٚرمذ٠ُ اٌملاط  ؼ١جخ اٌش١خ لجذ اٌجبلٟ  ثغشض
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اٌزم١ٍذٞ اٌشمجٟ ٚاٌزذس٠ت لٍٝ ِغزٜٛ اٌشلب٠خ 

 .اٌصؾ١خ الا١ٌٚخ

ٚرخصص اٌؽت ( 1989َ)اٌذساعبد اٌم١ٍب فٟ عبِمخ اٌخشؼَٛ 

 : إٌفغٟ

وبٔذ اٚي ِغّٛلخ ٌٙزا اٌزخصص ٚاٌزٟ رخشعذ ثذسعخ 

اٌذوزٛساٖ فٟ اٌؽت إٌفغٟ الاو١ٕ١ٍىٟ فٟ ثذا٠خ اٌمبَ 

١خ ٌزؽٛس خذِبد اٌؽت إٌفغٟ ٚلذ اظبفخ ؽم١م( 1995َ)

لذِذ  ١ٌٍٕٙب اؼشٚؽبد رى١ٍ١ّخ شٍّذ لذدا ِٓ اٌّٛاظ١ك 

 . اٌٙبِٗ

ٚصُ ثذاد اٌذساعبد اٌم١ٍب ثّغٍظ اٌزخصصبد اٌؽج١خ 

ثزخش٠ظ دفمبد ِٓ اٌضِبٌخ فٟ رخصص اٌؽت  إٌفغٟ ِّب  

عمً اٌض٠بدح اٌٍّؾٛـخ فٟ رٛف١ش اٌخذِبد  اٌؽج١خ 

 . أؾبء اٌغٛداْٚاٌزٛعك ف١ٙب لٍٝ ع١ّك 

 

Abstract 

The article describes some aspects of the history 

of psychiatry is Sudan. Modern psychiatric service 

in Sudan stated in 1950 by the first African 

psychiatrist the late processor Tigani El – Mahi. 

Since then there was gradual but steady 

development.  

The beginning was out patient psychiatric services 

in general hospitals, then in-patient services. The 

general policy since the late 1950s and early 1960s 

is to have the psychiatric service incorporated 

with the general medical service. However there are 

now three tertiary psychiatric hospitals.  

The largest of these (El-Idrisi hoapital) developed 

from a psychiatric unit for the mentally-ill 

offenders   within the Prison system. It became  

under  the leadership  of its  present director, a  

modern medium security  hospital  and the  



78 

 

development  scheme is still going  on.  The  other 

two  hospitals are : Taha Basher hospital  which  

was the first  out-patient psychiatric facility  in 

the  country  and  later  became  a  teaching  

hospital and Tegani EL-Mahi  hospital  which  

started  in 1971 and  is  now a training centre. 

The medical corps have their own psychiatric 

hospital.  

Psychiatric units have been opened in many large 

state hospitals in the country.  

They provide out-patient and in-patient services.  

Postgraduate training in psychiatry was started at 

the University of Khartoum in 1989, and in the 1990 

became the responsibility of the Sudan Medical 

Specialization Board.  
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 انقايٕس انُفضٙ

 انزٍٚ عثاس عًاسجتشٔفضٕس

اؽً اثٛ اٌؽت إٌفغٟ  اٌؾذ٠ش فٟ ٠مٛي اٌمبٌُ اٌش

افش٠م١ب  ٚاٌّغزشبس الاعجك ١ٌٙئخ اٌصؾخ اٌمب١ٌّخ ٌٍصؾخ 

اٌمم١ٍخ فٟ ال١ٍُ ششق اٌجؾش الاث١ط اٌّزٛعػ اٌذوزٛس 

اٌزغبٟٔ اٌّبؽٟ اعزبر اٌؽت إٌفغٟ ثغبِمخ اٌخشؼَٛ  

عبثمب  فٟ سعبٌخ ٔمذ٠خ ٌٍّغّك اٌٍغٛٞ ثبٌمب٘شح ؽٛي 

  :٠مٛي( لبِٛط ؽزٝ اٌؽجٟ )

ئْ اٌّإٌف اٌذوزٛس ٠ٛعف ؽزٝ ٌُ ٠شش  اٌٝ ثمط )

اٌّإٌفبد اٌّؽجٛلخ اٚ اٌّخؽٛؼخ ٚاٌزٟ اصجؾذ رّضً 

ِصذسا ِٓ ِصبدس الاصلاؽبد ، خبصخ  اٌىزبة اٌٍّىٟ 

ٚاٌمبْٔٛ لاثٓ ع١ٕب  ٚاٌؾبٚٞ ٚغ١شٖ ِٓ وزت اٌشاصٞ،  ٚلا 

 (.٢ساء  اٌّذاسط اٌّخزٍفخ ِٚفِٙٛٙب

ٍٝ ِذٜ صمٛثخ  اٌزأص١ً  اٚسدد ٘زٖ اٌؾم١مخ ٌٍزأو١ذ ل

ٚاٌزؾذ٠ك فٟ اٌمٍَٛ اٌؽج١خ ٔز١غخ اصدٚاع١خ دلاٌخ 

اٌّفشداد فٟ اٌزشعّخ ٚفٟ ـً  ؽجظ اٌزمج١ش  فٟ ئؼبس 

اٌىٍّخ  إٌّمٌٛخ  خبصخ فٟ ِغبي اٌؽت إٌفغٟ ٚاٌزٞ 

٠شرىض لٍٝ رفغ١ش اٌذلاٌخ إٌفغ١خ ٌلاٌفبؾ  ٚالاِضبي 

١خ  فٟ ا٠عبػ  اٌمب١ِخ ٟٚ٘ اوجش ِغبلاد اٌّّبسعخ إٌّٙ

ظشٚسح  رز٠ٚت اٌّفب١ُ٘ اٌخبصخ فٟ اؼبس اٌٍغخ اٌمبِخ 

اٌّٛؽذح ث١ٓ الاؼجبء ٚاٌّشظٝ ٚع١ّك اٌمب١ٍِٓ فٟ ؽمً 

 .اٌصؾخ إٌفغ١خ

رمك فٟ ( اٌمم١ٍخ( اٌؽجٕفغغغذ٠خ)اْ رمش٠ف اٌّصؽٍؾبد 

ِضاٌك اٌزشعّخ اٌؾشف١خ  ٚاٌزمش٠فبد اٌع١مخ ٚاٌمٛاٌت 

بف١خ اٌشمٛس  اٌّشادف اٌغبِذح اٌزٟ رىبد رغٍجٙب شف

ٌٍفب٘شح ، لاْ اٌفب٘شح ٟ٘ الاصً ٚاٌّصؽٍؼ ٘ٛ اٌٛلبء 

إٌبلً ٌٍزمج١ش، ٌٚزٌه ٔغذ اْ ٕ٘بٌه  صلاصخ ِغز٠ٛبد  

ِٓ اٌزفى١ش فٟ رفغ١ش اٌفب٘شح  إٌفغ١خ أٚ صلاصخ أثمبد 

ٌٍشؤ٠خ  فٟ اٌّصؽٍؼ اٌٛاؽذ ٌٍؽت إٌفغٟ أٌٚٙب دلاٌخ 

اٌٍغٛٞ وىٍّخ اٌفب٘شح وّب شبلذ  ١ٌٚظ فٟ أصٍٙب 

 .ٚصب١ٔٙب ِمٕٝ اٌفب٘شح إٌفغ١خ ٚٚـ١فزٙب( أزؾبس)

ٚغب٠زٙب  ِٓ ِٕفٛس ٚللالخ  اٌزٕف١ّبد اٌشخص١خ  ثجمعٙب 

ٚصبٌضٙب ِفَٙٛ اٌفب٘شح  ِٓ ( ادِبْ)اٌجمط فٟ وٍّخ 
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ِٕفٛس ِشظٝ ِٕمٛلا ثبٌٕص  اٚ اٌزشعّخ  ِٓ 

 (.٘زاءاد اٚظلالاد)اٌغب٠ىٛثبصٌٛٛع١ب ِضً وٍّخ 

٘زا اٌّذخً ظشٚسٞ ٚاعبعٟ ٌزج١بْ صمٛثخ  فٟ ٔفشٞ اْ

ٚصٛي ؽمبئك اٌؽت إٌفغٟ ثغٌٙٛخ اٌٝ ر٘ٓ اٌمبسئ ثمذ  

ِؾبٚلاد اشجٗ ثبٌٛلادح اٌّزمغشح ٌٍخشٚط  ِٓ  د٘ب١ٌض 

اٌفٍغفخ  ٚالأمزبق اٌمملأٟ ِٓ ِزب٘خ  ِصؽٍؾبد 

ٚثمذ ٘زٖ  ( اٌممً اٌجبؼٓ( )اٌممذ إٌفغ١خ)ٚ ( إٌشعغخ)

ط اٌؽت إٌفغٟ ِٓ الج١ٗ اٌز٠ُٕٛ اٌٛلادح اٌم١صش٠خ خش

اٌّغٕؽ١غٟ ٚغشف اٌزؾ١ًٍ  إٌفغٟ ٚاظغبس  اؽلاَ اٌؾبعخ 

اٌغبدعخ ٚل١ٍّبد غغ١ً اٌّخ فىبْ اشجٗ ثبٌخشٚط ِٓ 

وبٌّغزغ١ش ... لٛلمخ الأغلاق اٌفصبِٟ اٌٝ ٘ٛط الأفزبػ 

ِٓ اٌشِعبء ثبٌٕبس فبعزجذي لمذ اٌفٍغفخ ثغٕبس٠ٛ  

لاد اٌزٍفض١ٔٛ٠خ ٚاٌذٚس٠بد الافلاَ  اٌزغبس٠خ ٚاٌّغٍغ

اٌشٙش٠خ اٌّغؽؾخ ٚاٌزٟ سعمذ ثٗ اٌٝ اٌخٍف ِٓ لذح ؼشق  

اخشٜ ٚدخٍذ ثٗ فٟ ِٕؽمخ اٌفً عبؽخ اٌشجٙبد  ث١ٓ 

اٌؾشاَ ٚاٌؾلاي ٚاٌخؽب ٚاٌصٛاة ٚاٌؾك ٚاٌجبؼً  ٚاصجؾذ 

ؽص١ٍخ اٌمبِٛط وبٌذ١ًٌ اٌّشٖٛ اٚ اٌىّج١ٛرش اٌّمؽٛة 

ِٕٙب اٌّشظٝ الشاظُٙ   اٌزٞ ٠مؽٟ  ِمٍِٛخ خبؼئخ ٠غزمٟ 

ثصٛسح ِشرجخ  ٚعب٘ضح ٠ٚزمّص ِٕٙب اٌٛعٛاع١ْٛ ِخبٚفُٙ  

اٌّشظ١خ ٚاٚ٘بُِٙ  ٠ٚغزٍُٙ ِٕٙب اٌغّٙٛس اٌؽشائف 

ٚاٌفىب٘ٗ ٠ٚخزصْٛ  ثٙب اٌغ١ّٕبئ١ْٛ  ِشٛساُ٘ اٌٝ 

 . عض٠شح اٌىٕض 

ٚوّب اْ ٕ٘بن  صلاصخ ِغز٠ٛبد  فٟ رفغ١ش  اٌّصؽٍؼ  

اٌزمبًِ  ِك اٌفب٘شح   مبد فٟإٌفغٟ  فٕٙبن صلاصخ  ِٕؽٍ

إٌفغ١خ  ، اٌٚٙب عّبد اٌشخص١خ، ٚصب١ٔٙب الالشاض 

فبرا اخزٔب  . اٌّشظ١خ، ٚصبٌضٙب اٌّشض إٌفغٟ  رارٗ

اٌٛعٛاط اٌمٙشٞ  وّضبي الاِشاض إٌفغ١خ اٌشبئمخ   فٕغذ 

عّبد  اٌشخص١خ اٌٛعٛاع١خ اٌزٟ رز١ّض ثبلافشاغ فٟ 

ك ٚاٌزشر١ت  اٌزذل١ك ٚ اٌزّؾ١ص  ٚالبدح اٌزٕغ١

ٚالاٌزضاَ  ثىً ظٛاثػ  اٌؾ١بح  ، وّب ٔغذ الالشاض 

اٌٛعٛاع١خ اٌزٟ رزّضً  فٟ لذَ  اٌمذسح  لٍٝ ِمبِٚخ 

اٌشغجخ اٌمٙش٠خ  فٟ اٌشه  ٚاٌؾزس  ٚاٌؾغبع١خ اٌّفشؼخ  
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رغبٖ ِب ٠مبي ِٓ ِذػ  ٚرَ، ٚرغزؾٛر  ٘زٖ الالشاض لٍٝ 

ا اٌّشض لذس  وج١ش ِٓ ٔشبغ اٌفشد اٌغغّٟ ٚاٌؾشوٟ ٚاخ١ش

اٌٛعٛاط اٌمٙشٞ  اٌزٞ ٠ز١ّض ثٛعٛد .. إٌفغٟ رارٗ

افىبس اٚ رخ١لاد خبؼئخ ٠مٍُ اٌّش٠ط لذَ  ِٕؽم١زٙب ٚلا 

٠مٜٛ  لٍٝ ِمبِٚزٙب، اٚ ٚعٛد  ؽشوبد ٌٚٛاصَ  ؽشو١خ 

ِزىشسح ٠مٟ اٌّش٠ط لذَ عذٚا٘ب ٌٚىٓ لا ٠غزؽ١ك ِمبِٚخ 

ٟ اٌم١بَ ثٙب رؾذ ظغٛغ آلاَ  ٔفغ١خ لبع١خ رشً لذسرٗ ف

فٍزٌه لذ رىْٛ شخص١خ اٌفشد ٚعٛاع١خ .. اٌؾ١بح اٌؽج١م١خ

ٚ٘زا ؼج١مٟ ٚلذ رىْٛ ٌذ٠ٗ الشاض  ٚعٛاع١خ ٚ٘زا ِممٛي  

ٚٚاسد فٟ ؽذٚد اٌؽج١مٟ، ٌٚىٓ  لٕذِب ٠صً ِشؽٍخ اٌشًٍ 

اٌؾغٟ ٚاٌؾشوٟ فٟ رىشاس اٌؾشوبْ اٌلااسد٠خ لغشا 

ٚاٌزفى١ش اٌمٙشٞ فٟ دائشح ِفشغخ ٠ىْٛ  لذ ٚصً  ِشؽٍخ 

ّشض  إٌفغٟ ، ٚلظ  لٍٝ  ٘زٖ اٌّغز٠ٛبد اِشاض اٌ

 .الاوزئبة ٚاٌفصبَ  ٚغ١ش٘ب ِٓ ٘زٖ اٌّغز٠ٛبد  اٌضلاصخ

ٚؽزٝ ٔصً اٌٝ  اٌؾذ الادٔٝ  ِٓ الارفبق  لٍٝ اٌؾمبئك 

اٌم١ٍّخ لٕذِب ٔمٛي  ٘زا ِغْٕٛ ٚران لبلً ٚ٘زا ِٕجغػ 

ٚرٌه  ِٕؽٛٞ ٚرٌه  وض١ش اٌشه ٚالاخش ؼ١ت اٌمٍت ، ل١ٍٕب 

غذ ل١بعب ٔفغ١ب فٟ لبِٛط  ٔفغٟ لشثٟ ِٛؽذ ٠عك اْ  ٔ

اٌعٛاثػ ث١ٓ اٌّمب١٠ش إٌغج١خ فٟ اٌؾىُ  الاخلالٟ 

 . ٚاٌزفغ١ش اٌمٍّٟ ٌٍغٍٛن  الأغبٟٔ

ش١ئ صمت  ٌٍغب٠خ  ٠مزعٟ  اْ رفزذ صخشح اٌّشض إٌفغٟ  

اٌٝ عض٠ئبد ٠ّىٓ رؾش٠ىٙب ِٓ اٌمّخ اٌٝ اٌغفؼ  ٌذساعخ 

ٌملاِخ اٌفبصٍخ ث١ٓ اٌغْٕٛ خصبئصٙب اٌغ١ٌٛٛع١خ ٌّمشفخ ا

ٚاٌمجمش٠خ ٚاٌزفغ١ش اٌمٍّٟ ٌٍفٛا٘ش إٌفغ١خ وبٌؾٍُ 

ٚاٌشؤ٠خ ٚاٌٙز٠بْ ٚاٌفبسق  ث١ٓ اٌخٛف ٚاٌُٛ٘ ٚاٌٛعٛاط 
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ٚاٌصشق اٚ ( اٌمصبة اٌؽشؽٟ) ٚاٌز١١ّض ث١ٓ  ا١ٌٙغز١ش٠ب 

 . اٌٙغبط

ارا وبْ  اٌؽت اٌجششٞ ثصفخ لبِخ ٠مبٟٔ ِٓ لصٛس 

ة اٌّؽٍؾبد ٌّذٌٛي اٌؾمبئك  اٌمبِٛط اٌؽجٟ فٟ اعز١مب

اٌم١ٍّخ فٟ ِغبي اٌغشؼبْ ٚالا٠ذص  ٚلٍُ اٌف١شٚعبد فبْ 

اٌؽت  إٌفغٟ ٠مبٟٔ  اظبفخ صمٛثخ  اٌفبسق  ث١ٓ لزجخ 

اٌشمٛس  اٌؾغٟ ٚاٌؾشوٟ ٚصمٛثخ اٌفصً ث١ٓ اٌمعٛٞ 

ٚاٌٛـ١فٟ ِٚشىٍخ  اٌزؾذ٠ذ ٌّفَٙٛ  اٌؽج١مٟ ٚغ١ش 

لٕذ رؾذ٠ذ  اٌخػ  اٌؽج١مٟ، فبٌؽج١ت اٌمبَ ٠ٕزٟٙ  دٚسح 

اٌفبصً ث١ٓ اٌصؾخ  ٚاٌّشض ٚاٌؽج١ت إٌفغٟ رجذا ِّٙزمٗ 

ثفٙٛس اٌّشض ٚلا رٕزٟٙ ثزؾم١ك اٌصؾخ لاْ ِم١بس اٌمبف١خ 

ٔغجٟ فٟ اٌّشض إٌفغٟ ٚ٘زٖ اٌؾم١م١خ ٘بِخ لذ رفٛد لٍٝ 

ثمط الاؼجبء  رٚ اٌزخصصبد الاخشٜ ٚاٌز٠ٓ ٠شٚٔٗ ثم١ذا 

..  ١ٌُٙ ِٓ ؽجً اٌٛس٠ذلُٕٙ  ٚٔشاٖ لش٠جب ُِٕٙ  ٚالشة ا

ٌٚٙزا رٕجك ظشٚسح اٌمبِٛط إٌفغٟ  ِٓ ا١ّ٘خ ٚعٛد ٌغخ 

ِشزشوخ ث١ٓ  الاؼجبء فٟ شزٝ  اٌّغبلاد  ٚاٌمب١ٍِٓ فٟ 

ؽمً  اٌصؾخ  إٌفغ١خ  خبصخ وّب لبي اٌمبٌُ الاٌّبٟٔ  

اْ اٌعلاي )َ 1923إٌفغٟ اٌّمشٚف وبسي عبعجش لبَ 

Delusion  ٠بد اٌزٟ  لا ٠ّىٓ  ٠ّضً ٌٕب  اؽذ رٍه  اٌزؾذ

ؽٍٙب الا ارا ؽذدٔب  اٌؾمبئك  ثشىً ٚاظؼ  لأٗ ٌٛ اْ وً 

خؽب اٚ  ؽىُ خبؼئ غ١ش لبثً ٌٍزصؾ١ؼ عّٟ ظلالا فبٕٔب ٌٓ 

ٔغذ ف١ٕب ِٓ ١ٌظ لٕذٖ ظلاي  فىً ِٕب  ٌٗ لٕبلزٗ  ٚأٙب 

ٚثمذ ٔصف ( ٌخبص١خ  لب١ٌّخ اْ ٔزّغه ع١ّمب ثبؽىبِٕب

َ ٠ض١ش 1978وٕذا  لبَ  لشْ ِٓ رٌه اٌزبس٠خ ٚفٟ ِإرّش

الارؾبد اٌمبٌّٟ  ٌلاؼجبء إٌفغب١١ٔٓ ِٕبـشح  ؽٛي عٛء 
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اعزخذاَ اٌؽت  إٌفغٟ فٟ ِّبسعخ ؽمٛق  الأغبْ ث١ٓ 

اٌز٠ٓ ؽغضٚا ( إٌّشم١ٓ اٌغٛف١ذ)اٌششق ٚاٌغشة فٟ لع١خ 

فٟ ِمزملاد  سٚع١ب ٚ٘بعشٚا اٌٝ ِٕزغمبد اِش٠ىب ٚوبدد  

ٌٙب (  ظلالاد)ْ وٍّخ رؾذس رصذلب  فٟ ث١ٕخ الارؾبد لا

ِذٌٛي ٔفغٟ فٟ وً لبِٛط فىشٞ ٚلذ ثشصد ثمط ٘زٖ  

اٌغّبد فٟ ٚسلخ لًّ ثمط اٌّشبسو١ٓ  فٟ ِإاِش  ارؾبد 

الاؼجبء إٌفغب١١ٔٓ اٌمشة فٟ الاسدْ اٌمبَ اٌّبظٟ ؽٛي 

أؽلالب ِٓ ظشٚسح ( اعٍّخ اٌّمشفخ ٚؼشق اٌملاط إٌفغٟ)

ِٟ ٚوبْ اٌغإاي ٚعٛد ٔٛاح لارؾبد اٌؽت إٌفغٟ الاعلا

ً٘  ؽغُ اٌؽت إٌفغٟ  لبِخ ٚاٌمشثٟ خبصخ ... اٌّؽشٚػ 

لع١خ ٚعٛد رؾم١ك  رارٗ  ؽزٝ ٠جؾش فٟ اصِخ رمذد ا٠ٌٛٙخ 

اٌخبؼئ   ًٚ٘ لبد  ٕ٘بن ٚعٛد ٌلافزشاض... اٌفىش٠خ 

اٌمذ٠ُ ثٛعٛد  رمبسض ث١ٓ لٍُ إٌفظ فبْ اٌؽت إٌفغٟ 

اٌزفغ١ش  لاْ( اٌمٍُ ٚالا٠ّبْ)خبصخ لذ اوذ  ؽم١مخ 

اٌمٍّٟ ٚإٌفغٟ ٌىض١ش  ِٓ اٌفٛا٘ش  ٠مزشف ثٛعٛد اش١بء 

غبئجٗ لٕب ٚ٘زا ٘ٛ ٌت الا٠ّبْ ثبٌغ١ت ٚاٌزٞ ٠ذلٛ ٌٗ 

اٌُ رٌه اٌىزبة  لاس٠ت  ف١ٗ  ٘ذٜ )اٌذ٠ٓ فٟ لٌٛٗ رمبٌٟ 

ٌٍّزم١ٓ اٌز٠ٓ ٠إِْٕٛ ثبٌغ١ت ٠ٚم١ّْٛ اٌصلاح ِّٚب 

مشثٟ ٚفٟ اٌزشاس اٌ... عٛسح اٌجمشح( سصلٕبُ٘ ٠ٕفمْٛ

ٌٍؾبسس اٌّؾبعجٟ اٚ ( اٌشلب٠خ ٌؾمٛق إٌفظ)وزبة 

ٚ ( اؽٛاي إٌفظ)ٌلاِبَ اٌغضاٌٟ اٚ ( اؽ١بء لٍَٛ اٌذ٠ٓ)

ٔغذ ِؾبٚلاد  عبدح ...  لاثٓ ع١ٕب ( الاشبساد ٚاٌزٕج١ٙبد)

( اٌؾظ اٌّشزشن)ٌزفغ١ش ثمط ٚـبئف إٌفظ  اِضبي 

 ( . اٌزص٠ٛش)ٚ ( اٌّخ١ٍخ)ٚ ( الادسان اٌؾغٟ)ٚ
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.. إٌفغٟ اصجؼ اؽذ ظشٚساد اٌمصش فٟ اٌؾ١بح  اْ اٌؽت 

وبٌٍّؼ فٟ اٌؽمبَ فٟ ٘زا اٌمصش اٌغذ٠ذ اٚ اٌؽجك 

اٌؽبئش اٌزٞ ٠مٍك لٍٝ صذس ٌٛؽزٗ الاٌىزش١ٔٚخ لجبح 

ٚرإوذ  ؽمبئك اٌؾ١بح فٟ ( عزشح إٌغبح رؾذ اٌّممذ)

ٚفٟ ِزٕبٚي ٠ذن لاثذ اْ ( لٍُ إٌفظ ؼٛق ٔغبره)ٚظٛػ اْ 

ً لؽمخ الاصبس فٟ اٌج١ذ اٌؾذ٠ش رم١ٕخ  اٞ أغبْ ِض

ثبٌذاخً ٚلاثذ اْ ٠زمبًِ ِمٗ وبشبساد اٌّشٚس فٟ 

 .  اٌخبسط

 

 

 

 

 

 

 

 

 

 

 

 

 



85 

 

Note to contributors: 

The Sudanese Journal of Psychiatry (SPJ) is 

published every four months by the Sudanese 

Association of Psychiatrists under the auspices of 

the Sudan Medical Association. 

The Journal publishes original peer reviewed 

papers, review articles, case reports and material 

related to psychiatric services delivery. 

Authors are expected to have had clearance from the 

ethical committees and other regulatory bodies in 

their respective places for publishing their 

material. 

Manuscripts should be prepared in a doubled space 

typed-written size A4 paper. The format of the 

article should include the following sections: 

Abstract, Introduction, Method Result, Discussion, 

Conclusion and references. Three copies should be 

submitted with the original. 

The journal is published in English but Arabic 

articles are accepted. 

Each paper or article should have an abstract or 

summary in both English and Arabic. 

Authors should follow international agreed rule for 

nomenclature and abbreviations. 

Referencing should follow the Vancouver style 

(giving a number to the reference in the text and 
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at the end list references in sequence of their 

appearance in the text) 

Publication of the article does not imply the 

journal's or editor's agreement with statements or 

opinions expressed there in; authors take 

responsibility for these and for accuracy of 

references. 
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Website:   
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