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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 1in ©psychiatric issues done. The

Sudanese Association of Psychiatrists felt it 1is
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*"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-



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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Abstract:

Aims:

To study the early post-traumatic neurological ad
psychiatric complications.

Patients and Methods:

This 1s 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 wused 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 1is 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 1immediate effect 1is
mainly loss of consciousness ranging from short
period or momentary dazing to prolonged coma and
this 1is the most constant effect (7); which may



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 1in vegetative form for vyears or 1life),
hydrocephalus and aphasia. Cranial nerve 1injuries
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 Dbrain laceration or haemorrhage.
Headache is usually a common post traumatic symptom

(9) .

Depression 1is 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 1s 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



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 1s 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 1life of adult



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 vyears. 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 wvariable 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.



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 wvalue is of
a near significant difference (p=0.057) but the
number was small.

Radiological wvault fractures were found in 98 of
the total while the actual number of fractures was
136. Those having wvault skull fracture which 1is
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 Limb Convulsions Total*
nerve paresis
injury
Children 1 6 8 104
(A)
(1.0%) (5.8%) (7.7%)
Adults 5 26 21 251
(B)
(2.0%) (10.4%) (8.4%)
Total* 6 32 29 355
(1.7%) (9.0%) (8.2%)

*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 Mild Moderate Severe Tota
Probl | Psychiat | Psychiat | Psychiat 1=*
em ric ric ric
Illness Illness Illness
Childr 83 11 7 3 104
en (A)
(79.8 (10.6%) (6.7%) (2.9%)
%)
Adults 198 31 22 251
(B)
(78.8 (12.4%) (8.8%)
%)
Total* 281 49 25 355
(79.2 (13.8%) (7.0%)
%)

* 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.
both age groups psychiatric complications were

In

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*
No psychiatric 3 7 73 83
illness
(79.8%)
Mild 1 2 8 11
(10.6%)
®
3 Moderate 2 2 3 7
'-S' (6.7%)
’:l; Severe 0 0 3 3
(2.9%)
Total 6 11 87 104
(5.8% (10.6%) | (83.7%) (100%)
)
No psychiatric 6 21 171 198
illness
(78.9%)
Mild/Moderate 1 1 29 31
Ei) (12.4%)
o
o) Severe 1 4 17 22
w (8.7%)
Total 8 26 217 251
(3.2% (10.4%) | (86.4%) (loo %)
)

* 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 wvariable 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), 1in 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
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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) .1in 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%) 1in 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 1in 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 Dboth  genders in certain
psychiatric disorders starting after puberty; women
are more susceptible to develop mood disorders
while schizophrenia 1s 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 1is of
utmost importance.
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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 1initiated by activation of nociceptors in the
skin or superficial tissues. Deep somatic pain is
initiated by stimulation of nociceptors in
ligaments, tendons, Dbones, 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 1s 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 1s 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

7

“burning,” “tingling,” “electrical,” “stabbing,” or
4 14

“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, Dbut 1is
demanding and complaining.

Some 1investigators have argued that it 1is 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 Dby 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 1in 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 1in pain experience 1in
chronic pain.

Pincus and colleagues found that there 1is strong
evidence for the role of psychological distress/
depressive mood 1n the transition from acute to
chronic LBP.

Carroll et al 1in 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 1in attention,
memory, mental flexibility, verbal ability, speed
of response 1in a cognitive task, and speed 1in
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 1is based wupon 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 1is a treatment rationale that helps
patients understand that cognitions and behavior
can affect the pain experience and emphasizes the
role that patients can play 1in controlling their
own pain. The second component of CBT is coping
skills training. Training is provided 1in wide
variety of cognitive and Dbehavioral 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 wused 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 1in 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 1is 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 Dbehaviours 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 1in which patients are directly
reinforced for pain behaviours and would seek to
minimize their effects.

Indirect ©positive reinforcement of pain
behaviour

Avoidance Dbehaviour 1s 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 1s in more
pain. Over time, this leads to a steady decline in
overall activity. These ©patterns are replaced
within CBT by encouraging patients to Dbehave

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 Dbehaviour. 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 1s 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 1is 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 1is 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 1in 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 1is 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) wused 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 1s 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 1s ‘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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Compliance with anti-schizophrenia
drug therapy in Sudan

Dr. Amira Mohammed Osman Hamid Haroun
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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.
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Introduction:

Medication compliance has Dbecome 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 1s wvery 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 vyears 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 1likely 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 1in schizophrenic patients 1is 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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CO- MORBIDITY BETWEEN MAJOR DEPRESSION AND
ANXTETY OR OTHER PSYCHIATRIC DISORDERS IN
PSYCHIATRIC SETTING

Salah M.A.Haroun

Taha Baashar Teaching Psychiatric Hospital;

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, 1in
epidemiological studies differ across sites, 25% to
62% 1n 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 Ggenerated 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 wvariables. 0dds 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 1is 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%)
(Table?2) . 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 O.
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 1is 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 Primary- 153 43.6%

Level Intermediate
Secondary 83 23.6%
University/College | 79 22.5%
No formal | 36 10.3%
education

Occupational Low 25 7.1%

Status
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,
and Pure anxiety Disorders

Primary,

Secondary MDD

in 351 Female

Outpatients

condition No %
Pure Depression 53 15.1
Primary Depression 62 17.7
Secondary 208 59.2%*
Depression

Pure Anxiety | 28 8.0
Disorders

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 XN2 P
No No Chi
square.
Adjustment 4 (6.5%) 59* (28.9%) 27.3 12
Disorder with
anxious mood
Agoraphobias 0 2 0.6% 11 0.573
Disruptive 1 1.6% 3 1.4% 0.79 0.673
Behavior disorder
(DBD)
Generalized 5 8.1% 7 91.9% 42.7 0.000
Anxiety Disorder
(GAD)
Conversion/Disso 11 17.7% 18* 8.7% 11.1 0.004
ciative Disorder
Mixed Anxiety & 2 3.2% 17* 8.2% 6.1 0.045
Depressive states
Obsessive 0 24* 115 14.3 0.001
Compulsive
Disorder (OCD)
Panic Disorder 5 8.1% 17* 8.2% 8.2 0.017
(PD)
Post traumatic 4 1.2% 2.3 0.321
Stress Disorder
(PTSD)
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 21.9 0.92 (0.8-1.6) 18.5 1.13* (0.7-1.2)
Mood
Agoraphobia 0.8 1.3* (0.3-5.1) 0.5 0.8 (0.2-3.3)
Obsessive Compulsive Disorder 10.2 1.4 (1.0-2.1) 5.6 0.8 (0.5-1.2)
(ocp)

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

(PTSD)
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 23 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 1living organism and a drug,
characterized by behaviors and other responses that
always include compulsion to take the drug on
periodical basis 1in 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 1s 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
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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 Dbe directed both to
patient and families. Treatment programs should
also 1include 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 1s 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 1in out passes
and freely movement of patient, things that are
usually required 1in 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 1is
a great need for an independent center in Sudan
which should provide treatment for patients with
dependency 1in 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 1is the presence of
well trained staff and this 1is 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.
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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 vyears 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 Dbreathing and
right side wheeze. There was a palpable liver.

CNS examination revealed no abnormality.
Investigations including complete Dblood 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 1t 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 1s 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 Jjudgment and he was fully
insighted. He was diagnosed as having Dbipolar
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 1increased 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 gquite 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 1in 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 wvillage 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 1if 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 vyet
uncharted areas.

References:
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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 wusing a questionnaire that tries to

determine the factors related to the development of

behavioral disorders in the old miners.

1l- Socio-economic factors:

a- The infective urge for immediate quick health

affected all the wvillagers 1living in the
vicinity of the claimed gold areas to the
extent that no healthy youth remained behind

in the wvillages. 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 Dbecause of 1lack 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 Dbe 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 1is 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.

The nature of work resembles the duties of
those sentenced to 1life imprisonment and
heavy labor. It 1s digging deep open
trenches in a ladder step form or deep
narrow wells, that may require breaking
stones 1into small pieces or to pierce
through rocks blocking the way for further
hunt for gold downwards reaching depths
around 30-40 meters Dbelow the surface of
the ground, where oxygen level may be low
in a very hot temperature.

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 Dbrickly vyellowish in color very
similar to the water ponds used for gold
filtering.

There 1is 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 1is reported
that many never returned.
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F-

G_

Food and water: the only food available for
most of the miners in their tents 1is
lentils and hard dry Dbread (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.

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 1s a wealth Dbeyond their
capacity to endure.

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-—

b-
c-

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.

The trade hazard:

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

the
2- The
3- The
4- New

demography and the ethnic constitution of
mining areas.

socio-economic equilibrium of the area.
culture, tradition and morals

health hazards including increased rate of

mental disorders.
References:

1. Corbett, C.E. et al. (health evaluation of gold
miners in a mercury contaminated village in Sera
Poladpara) Brazil. Arch Environ Occup health. 2007,
62(3):12-8.

2. Hus, L.F. et al (acute mercury vapor poisoning in a
shipyard worker: a case report). Ann Acad Med
Singapore, 1999, 2 (2):294-8.



70

Ologuwdl 8 wiidl ob]l xyylS o xode
il Lo gl e T auab s o]

Jy Lo 3 Lw ! s I a5y Ladw!

bl drel> / jwaidl ol pud g )

Lo do
Leo 3\_5_AJT p>la>  Dg>4 I O s bade Olo e oLl
S 500 4= Jos ooyl sl g oladac LeLS Ug i
z = diyb ods O He ooy d Tde odel g oMo dl o3

LI AT TR S | . W

3 S (oW d!l s 460-322 odaldl ol ) bl sl ppyle uby
Wio gl pagio G gEwy 4N o olde g ]l ()
O izl gaye el Jhwg Il yeax ]l 8y ¢ (i

Ol yxdl g sl Sy Slegy

U] pl247  ale Od) b diwe  pu] | g
N PUC

Omdrie Osadiedl oyl b oYl ddagill yac by
OSlel Syeb b eolwdl oI B oS L Lada !
il ol addaae pasdiwl g Jol OLSs ped danke

Lisladly (p1808) obll 3Liw!  (RIEL) 4

/o) w0 sl odadl

0SL al Gods gwis uhS dxdgs ol dswdl L3 Lwisdl ol
pl udy A LA el oyt N N e
ol L oYl wisl ol b Js! e Lissl
Leras Jlob pab,yill 5 pl950 aladl 5 e bl il
ol absuall e o8 wisl ol dolidl ol asgdl gz
pladl by bpadaes ¥l (loswSyens  Sde by b
=S o o g (30) 4 pwd CLl_l_é| pl 91964
bt Joedd dhidl amoes pl971 pladl by pabysll
Bl Aol Ll o5LS Lisg gloydaal o3 il odall

Ol dswll o5 Lwiidl ol Byib Leidas L3l



71

Ol Ay dg>y 4_“)_;.0._&_3\_“ @)LLl_\ i_wl_:k‘_u.k_\l Cx.?r_§_‘o| ‘c;_; (09
. @b ]l By el zid=dl (o Ay 8

G)Lx_\ § )90y ks oo Jgl g HLA_“ &HLLI_H PP).AJ‘
OO gl H Lowd s Qo ydaaedl g Lol de OS5 5o v_‘o)_o_ll

LegniSo 5 daatlxel Lon ]l Lolnio ] Loy LiSw!  Jaeg
Sl sae auol g wedea g NIy T G a3
J=d g 91964 45 S| 5_)3_:5 A= ,‘P_’)lsj_u.x_ﬂ 5o Lowl gulxo
mb L‘i]/ﬂ‘l 2‘{1() 4‘151'} | L}_b_“ Pu;_é ‘Lml_‘sjj 9_1.0_}5

pob il
s pabyll dmae LGSl gl e Gydly palw A
Sl yhoY o gley  dAole ) 91950 ple (s> 4S)
odatl ol o) aude  GJbl N SR I S ) Ll ds I

S AT Rt S S
SOUTEIE o L s
(Lolw 50eS dan) woydY !l Jladl we by po b

di= Il g Dwai Il gl p o) e S dmant wlwY!l x> &g
‘31950 pleJdl 8 Le>Lis 8l pd A3y 91948 pledl 3
5yl O bl oS by Gemawd I Lol ol A=l o lSy
50 gry WENC S o]l ohdl dolay oSlSy . doall
pl1949 ale Jmgall M (o ladl Ol gy
ixoliadl g Gl oy, ald, oI odadl 8 daax S dxy

21950 alrdl 8 dmaa )l LSS 8 ASH Ldca !

dxan I Ol gl 38 Ooxawldl JS G0 o]l Joax 3 al
bl perde by olsy Jois (100) pavae LS,
S lrae ]l

O Jd o la ]l ol oYl I Gexwd!l dxdias aws Joex I al
COexwd S Lol oty Liss dsaal Josxd ady 2MoY g

O Oode el Gooa i)l aged ! o o3 0! e aLS
s> Hodl pair g pag aSlre g G0 sw Il Georw ]
.91960 pls !

p1988-1987 alxdl b Jolzdl HolSdl JS 3 Swe a5 4dy
el oI sy pobyrltl dxlas I pwY Josxd a3 Ladoo



72

P SRR SN Ooeo L3 o A . dd= Il g dwai I
(vm_a_x_ll - N B U U U R SR JIUa g Jesradl 4 S
s LIl

Yy o] doldgy 4 haxS 8l 8 rogy LS LBy
ghe O dobae bl 2]l LS do 2dle e
zs o Lraad! I Jesadl LSy duSloyeSIl oladally
ol oo ween biad Ledl JolSSe b jolS ux Y
8= 0= Yy dab olado uxe Yy o]l dS e oy
ot e oLl

Oloasdl 3,50 Il Olxasd! gaa> po pS pl994 alsdl b
pobxdl dxan I STl jo5e B L) o skl
diogyb b xS ol Ldlel Jle 0855 Ol 08 g
S>_u.k_(z_A_H - IR W W R I W ) N - W P_g__&_ﬂ g | @3{_2_7‘

W) sdgdl e ByeiSadl ol udil Al 91995 pleJdl 3
Seeron OYalaoldl Oluy dxall bylhs Jud g asddll

(=0 490V g Sud> o> el 8e 5 8 Lakd
olidoedl Jae  aSdsSw! g olbasy g Gle il Ol oblaoe
JeomJ | O Lz o prr  y8g 5 O LSy P W R L

ol s libly wle g gosaldl olalyisl g

dox o gl yo 5 3 giSal OarS pd 91998 pledl 3,
wds by Abyd doexdl duSy LSTadl B0y b g ddl]l
Joxdl oluayy Oloaadl 31 0Y lyode Legioax=d ad als]l
Lo ol g Oloaedl 3 oabi ) yglxo dde Je dh3 oy

0 gxotl v i ]| ol ) ol ddiCwe Lglx> olx 1 8
iova )l S Llods ! o 8g S e Joo i | sl g oo
Jlastiwl g el s sy dddy eSSl
95 Lay! N - S O S oo sy A

PV N | S O gl S Sy s lwSdl g o dx I
Jde 5y oladadl Jae g dx U]l Goyb e el JF10D
b Al Yyl pedy il Gl 949 59 sl gudl

cOoLY o oS Goab de L oo uS Lyl

@l s pabyrdl aws Joax S a5 p2000 pladl 8y
JUTIGR: S VE  OU Y8 W 3 U O W} R 7 W W S R S U WP S R A W I W
Sox2e Osxwdl a3 00 oz dxae 4l S s Ladlag
e Vel Lw sl dxaldl Ol 3Ly oY1 Joax !



73

podl (o LdswY | O dde (o At JUag 334m0 JSb
N - S ) B WP
O loax pod i ol 38 dJd ary b ]l Gxwg g

=] 4 Tioas ]| g0V Ly gl=J! g Lw i | B
gl g Wlxy 405wl Ooadl g Loloy Il Joam I Lo
v_u.\_a_x_ﬂ G')Lx_l_l s>

O g3y el ol alas! o sde olbilwl el
S pS I3 Juds e Lede¥ s Gl G Lead)
cordall Goualdl JlasY ool GlSGie b peie  ods
Gabg Bdud> yolbde a8 add Ilaadl o sedws JJelol
JS et e Bldde ared Loy Lrwsdie olSadl oS
odax !l I ol

(=0 9_;)]3.\_)1 D1 a Y | U_l_c ) R Yo caab a3 Al
Llxo ool ] Lajllcl [N U W T ! iogoY |
Ol A sy Je puaxS 4=y a5 Je A Y|

30g>00 (S5 pd ST dogoYl paxy JLEO P R - )y B
Je 48381 gad ) Al old olegxdly JLa¥ axo MLy
e ol hwld

(€

dall 5 S Sloeand Loyl ol sows Jogx 3 Al
Ol addwe !l owo Jogxd al 92006 pladl g dow el
Jladl wae g o addwe I wad 1 odad ) 3 S el
Slhyloe olxoys Oloyaes (10) osue Jlwy! pS ey oY |
dJlas b o) d daoprdl juae dgysgant oSl Glikay
Bl 3Uasd 0l osuldly Lopas Jal s puiidl gayet]

PR - W Ry S U W Y. S U Nl RV, VV-C S W N
4 adusl S dbx o o da dcais ) sgexdl Lol 953
3 w3 pas el > hasgy Boladw! Le o L=daiw]
Do A IS 050 s admien @il iSOl gl

oSl g dae g Il P N Ledudw s 3 yolaxadl adl jY¥ g
I lwdl Ola Lx5Y aadglodd wdddl ghyatl ana Lo



74

bl Slae sladly dJdg busus Aoy oluy A uxy
el Heg byebhie dawidy daxeo Olaods pLs Ol aw! ga
O LI A Slb xS g8y il TR W ) Ry S W W T N W
S VW T B U s W S dax I easa) byl Jeasd! JIy Loy

<81 yoN Ty Z_L_?_)l_é_ﬂ Sy Lasl Lrl_c %53_'3_2_3

Godwy docad S b= 4b Do Sadl S pge el LS
boas s 8 yg90  >Laldl o L it N po> 3ol A5 T
iRy oAb aaSws P ¢ il ol 3 sl 0¥ Juxdal,
u“bJ—A—H 4o L3Y Legro Jdid—o Hlaxol N byaxw b0 Lu=xS
Wl 35 dxoy cddise ]l oloY eIl G oo ladl pgadal g
Lo leadl s> oo ST 3o bae s Lo ol Loyaldl due
ple wlw¥ ! pax> gogy o2 pobyrtl ddws o oyl
Sos | dus p1960 plxdl Lg>lidsly lLajlin a5 p1959
Gyl dId uxn o)l oyl 2dxdd awlie (LS
JLdiwl g dxolUiedl g poaidd ) 3wl Ley adliwo  xasad]
bl Je Uy epiUl peis Lasls rgadl oY Ladl
Ooown St s by g Ll Olw! juad!l oMby Olraolx !

Lol bl s e LasaY 1 g

R BN R U S W [ 7' W’

33159 O peu Oloydoly dojodx NI L JlwyY ! dddws Jb
(0 ool g peudl 4843 Su> pl969 alx]l 45> dmall
dolzdl plwdy!l Je  (oyeg o awd daJluy¥l e oz |
peio Bd>l o) dasndr S pdo S peSldb a5 3yl Ha
byguay dad pal pd (jog JUTI1 U U [ B Y NP PUURY I W N S W
S BN SR F S O Jeas S| 21971 pls ! P ow )y

(o ladl Slasdl) pwly 4w’ pady dalisall

H 3_)“_40\_5‘2_3_“ Ql_)“_siil_l_m_,a_]l .}—).JI O—0 H.Ai'.\._l_AM\_H PE )
dlix e Je Oow il opadl raa> o dSwyg G0 g !
LAy Ul oYl d Ool g Leog (mwsx ! G0 paylac !

ol ol o Joa Ll g ooy ] oMbl aadwe I J 85w
celadx¥l g i dl ade Jlxo 2 Lao!l LdxJdl olwl yudly
co) ] XSS 92009 ple Lgide!l a5



75

UL RS DA P SV | RS L RS & ST

[ R R | W Ol 8l o ot oledsdl aa iy
RIS ) I GG R 3 T i NN U S s R R W oot aa Slae Sus S
G)LG f;u.k_?iﬁ JLabY | G}LC P.MJ.J 4 olwdl (00 (g WJ‘

oLl

:)A_b_l_ﬂ J_;-l)_,o

oo Sy 5wl &‘03_) o i VI N 91969 - 91957 ple (o
Pl_lb_l_ﬂ oLl H Lwdi Il g damaldl Oleaxdl 3 ogehiy s Lio
.PLX_H

Dwaidl gal jo¥ T solae slasl a5 21960 alxdl 3 e
s pebysdl 8 dax i
NP S W

P_;’l-)'? g S5y u_“!JJ| O di | u_a.o)_o_ﬂ L~>_]a_cl o
31 )y (o ‘;u O9 L= I OLSy Lols | HylLdel
oo LS o dsadl dasUid e doealld 5yl ygg Al adl
Booeddsl S g peb sl Lrany Aot a
| OlioxwiJl 33141 3 Ogxs 9_3 91950 plel
byl addel udy waddl obl ] s Syadl addwe ]l
551y Oloas (o A gx g 91998 PLX_H & Lloras |
ol oda puas 92005 el 8 dw ]l doall
dyladdl = 303t = pabyadl do¥y oo JS 0 dlbiws
e Y g 3 NS -

Sdo — b yade oo JS 8 wcio ] obld olus>y olasl e
soladl = SweS — Y —gloguS e —

PoaiS I doald ) dwlow doaldl b0 )y Graog
e ol | Sleds  joshiy  dols a_,ol‘/\_g &og ®
e do S url—; s lcadl G oYy S )l doall g
ob )l Olods pua s UJ C_w}_l_]l O 4o TL; Al sy °

Sluwwyze J&I1o Lex ol i Irxaldl g wai ]l
AN Al dole I



76

deall g qw_é_l_il oda | O loas IR A H &u}ﬁ_’i_\l °
oLy gjbj Oo—da | yadl g J Ly Lw i
a0l gl OloY g ey dolall

eall g i) abdl oleds  pouds 3 gwgill e
| i |

ol g eIl bl Oleds paoudS 3 zwgd @
Lol el g yaax !l iedey bladiad dwai]l

o]l g eIl bl Oleds poudS 3 zwgd @
obwadl B doledd dbye SN oSl sl
Coliiall

& 4w o 5'_39)3 9_7_.41_)1 @i ol 3 u_‘a (v'_mj_l_\l °

Lrwsddl He¥ o gladn Legd gadxedl J31o o]

O Aol zaxas ol (G 4> Lia ! Slodxdl e gy
I ywY g o 18y

abdl Jloxw 8 ol o8Iy s LubYl ooyd]d bhbxll axobg LaS
O 4] Loy all dxLSl g LI Al g i
o3Il oo laisdty wad ol 8 s s LubY

oV lxo 8 Gadall

Jlxo 3 widl obhll o dal jadl g Jlabd] wisJl ol
w bl dowall g i | oda | coledY g s Ll
O L adiwe | J o il odatl )y Ladwl ¢ o =odix ol

. dde Lol oo oSl o ya S ¢ dola ]l

Pl B!l dxa !l Jlxe 9._9 &gt

Lein Lwai ! dxall Jlxsn 3 Sgxa Il G0 dde Oy
JUL! Joow e

Jar S eSS Je Ledles Ll U -
o Lids Jlal bumes &Jid J8e du5lSwll ols Lax |
ple Ol oswdl hwy 5 o8l ads I ol ol Jlad
NS OT.I JVECY S U S | I SN ) N U T B G O W 91961

Sl ydasY - U R /0 = 4wy Lo dwl yo -
obe s ol e S L=ty dwsi]
CBoedl s8 iz (S Ul

e op Lo B gl 8 B0 e peli pahiS -

gl poddSy iS5 i S e Al b



77

iyle y I Sodwo  Je ooyaS Iy amaldl CEEE Sy
P U (N B S |

ol jank 5y (91989) eg_b)_ﬁ_ﬂ iz l> H Ll olwl yadl
:v_m_ﬁ_l_\l

Lo azxprS Sdly paaridl Tded degaxe Jgl olLS
pladl Aol w0 o Soood Sy was 3 o 8 o) y g i Sl
LBy jwdbdl abdl oledas yehi) dadis ddlol (p1995)
gaol gl oo Tode odad oSS Olog bl Legloi ) Goud

cdolg Jl
Layda )l O baas i | gt oy L= I Slw! yaJl O P—’;ﬁ
Loo P B J | ooVl jauax S 9__53 Il dl o Olxiy R C
da )l Ol ! Jade S 8 dbgxla]l 5oLyl J=>

.O‘.)_g_u.k_“ s Lx ! W(fl_c \_@_&_Zac_w_g_"x_ﬂj

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 E1 - 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 wunit 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
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development scheme is still going on. The other

two  hospitals are : Taha Basher hospital which
was the first out-patient psychiatric facility 1in
the country and later became a teaching
hospital and Tegani EL-Mahi hospital which

started in 1971 and 1is now a training centre.
The medical corps have their own psychiatric
hospital.

Psychiatric units have Dbeen 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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Note to contributors:

The Sudanese Journal of Psychiatry (SPJ) is
published every four months Dby 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 Jjournal 1s published 1in English but Arabic
articles are accepted.

Fach 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.

Correspondence:

Contact Info:

Email: sudapsych2010@hotmail.com

Telephone: +249 155 232940

Fax: +249 1555 3495

P.O Box: 943, Tigani Al Mahi Hospital, Omdurman:
Khartoum, Sudan

Website:

www.sudanesepsychiatrists.org.sd
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