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Editorial

Lately and on several formal and in

formal occasions discussions on psy

chiatric training and psychiatric ser

vices in Sudan had been held. Many

suggestions for improvement and

strengthening these aspects had

been voiced. Most of the discussants

seem to agree that it is high time to

put ideas and plans into action and

practice. Though everyone in the

field believes that team work and

multidisciplinary approach is im

portant for successful outcome of

psychiatric treatment, little is done in

real situations. There are big defi

ciencies in the psychiatric nursing ca

dre and many deficiencies in re

sources for social and psychological

services in psychiatry and a great

deal of improvement need to be

done.

It is obvious to any observer of these

aspects that there is a wide gap be

tween the programs set for medical

students and trainee psychiatrists on

one hand and programs for psychiat

ric nurses , clinical psychologists on

the other hand, not to mention psy

chiatric social work. It thus becomes

a priority to bridge this gap.

There are now several nursing

schools at the university level and

psychiatric sub specialties are bud

ding. This needs support and encour

agement to develop. Clinical psy

chology has a longer history and

deeper roots in the field but social

psychiatric work seem to be the lame

duck among the group. All these psy

chiatric disciplines need not only in

tra discipline reform but also inter

discipline organization. At present

every discipline seems to set its own

program and its own plan of action

independently. This is understanda

ble for the technical details of special

work, but for general objectives of

treatment of the psychiatric patient

there is a need for interdisciplinary

cooperation.



A call must come out from somebody

or a group to bring all those con

cerned together to coordinate ef

forts. If everybody waits for others to

start then it will be like in the symbol

ic story which says that something

should have been done, everybody

thought that anybody would do it

then it turned out nobody did it. All

should take the initiative. Perhaps

the ministry of health should take the

bigger share of responsibility as it is

the body entrusted with the health

care of all the community. It has the

global view of the health situation

and has the facilities of implementa

tion of health plans. The Sudanese

Association of Psychiatrists and the

Sudanese Association of Psycholo

gists are professional bodies caring

for the interests of their members

and at the same time they have obli

gations towards the patients who are

served by their members. They can

mobilize their members to generate

ideas and formulate plans for multi

disciplinary work. Universities on the

other hand are places for generation

of thoughts and planning of research.

The nursing schools in these universi

ties, psychiatric departments and

clinical psychology units there are

expected to be the driving force in

the direction of development and

improvement. To start with, repre

sentatives of all these bodies could

come together under whatever um

brella or name: a conference, work

shop or meeting, to discuss these

matters and come out with recom

mendations which are feasible and

applicable. A permanent body can be

formed from these representatives

to supervise the implementation of

the recommendations, follow up the

work and call for further meetings to

review the work.

The road may be long until the final

goal is reached but a start must be

made.
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Abstract:

Schizophrenia is a chronic psychotic

disorder that typically occurs in ado

lescence period and young adulthood

and can lead to disability that lasts a

lifetime. The onset of psychosis usu

ally occurs after a period of non

psychotic symptoms, known as pro

dromal symptoms. There is some ev

idence that a delay in receiving ade

quate treatment during this period

reduces the chances or the extent of

recovery and this has led to the

emergence of early intervention ser

vices which are now wide spread in a

number of countries in Europe,

America and Australia.

Early intervention for people with

prodromal symptoms or with first ep

isode of psychosis had been recently

reviewed looking for the effective ev

idence for better outcome. It is not

easy to find definitive conclusions

especially for those with prodromal

symptoms which mean that it needs

further evaluation through more

randomized controlled trails. For the

long term benefits of this interven

tion and its component of treatments

for patients with early and estab

lished psychosis and also for evalua

tion of long term cost effect there is

need for further research.

Back ground:

Psychotic disorders and particularly

schizophrenia are serious mental ill



nesses that typically appear during

adolescence which is a sensitive de

velopmental period, and early adult

hood1 .The sensitivity comes from the

point that normal adolescent behav

ior at this period is unstable and

characterized by novelty seeking,

risk taking behavior and peer

directed social interactions which

lead at the end to the development

of adult independence2. The devel

opment of these social behavior oc

cur more rapidly than the develop

ment of the executive skills, and this

leads to a mismatch between drive

and self regulation3 .When psychosis

comes it exacerbates this normal in

stability, making clinical behavioral

assessment during this period more

difficult.4. Statistically bout 80% of

first episodes of psychosis occurs at

early age between 16 and 30 years of

age5. Schizophrenia is a chronic, re

lapsing mental disorder; the etiology

of it is the result of interaction of

multiple biological, and psychosocial

factors and the vulnerability of the

individual is usually silent until the

onset of prodromal or the appear

ance of active psychotic symptoms in

the mid teens to early 20s6 .It has a

worldwide lifetime prevalence of

about 1% irrespective of culture, so

cial class and race7,8 and The inci

dence rate has recently been esti

mated at 15.2 per 100 000 people

whereas that of affective psychosis

has been estimated at 9.2 per 100

0009,10

An overview of many studies that in

vestigate the outcome prognosis has

shown that patients with schizophre

nia have a one year relapse rate of

15% to 35%, rising up to 80% in five

years duration11. After each episode

of relapse a patient with schizophre

nia is less likely to reach full remis

sion, and about 10% of patients

commit suicide12.

In spite of introduction of new medi

cations and the development of

community health care, still about

one third of patients with schizo



phrenia have a poor long term prog

nosis outcome13.

Several and long term studies of the

course and outcome of patients with

schizophrenia reported that only

about 25% of incident and prevalent

cases showed good clinical and social

recovery and 20–25% of the cases

experience poor outcome14 20.

Schizophrenia and other functional

psychoses in addition to the suffering

caused for individuals and their fami

lies, have a financial burden to the

health services21The cost for the

treatment of relapsing psychosis is

four times that of stable psycho

sis.19,20

Early intervention as an idea started

long ago with questions about its

benefit dating back to 200 years22.

The pharmacological effects obtained

when treating patients with early on

set schizophrenia are considerably

better and this is supported by a pub

lic health approach in selection of

cases in the community23. Studies

have found that the phase of the ear

ly psychotic episode, is a strong pre

dictor of the course’s long term out

come12, 19, and this has led to the de

velopment of the concept of a ‘criti

cal period’ which include any period

of initially untreated psychosis, dur

ing which there is rapid symptomatic

and psychosocial deterioration after

which the course of progression

slows or even stops on long term24.

As a result of this, intervention dur

ing this critical period has been con

sidered important24, 25.

In the 1990s this is further confirmed

by the Wyatt RJ in his two papers in

199126, 27, he argued that the num

bers of patients with psychosis who

will develop chronic disabilities can

be reduced by clinical intervention in

the early stages of the disorder. Oth

er studies done in 1980s28,29 found

that the prognosis of the outcome

of the psychotic episode will be af

fected by the duration of untreated

psychotic symptoms which is the pe

riod of time from the development of

active psychotic symptom to the start



of adequate drug treatment and it

can be months to years. Long dura

tion of untreated psychosis (DUP) is

associated with worse outcome in

schizophrenia.

This has led to the idea that untreat

ed psychosis may be ‘toxic’ to the pa

tient and early intervention might

prevent the harmful irreversible ef

fect30, and a great negative effect

might occur during this period of

neuronal and psychosocial plastici

ty24.This is further supported by the

observation reported by Norman,

that the duration of untreated psy

chosis may have association with

many out comeparameters31 .

The result of what mentioned above

have led to the appearance of the

following three evidence that sup

ported the needs for specialized early

intervention services: First, the pres

ence of what is called ‘the critical pe

riod’, which was obtained from

strong evidence that early psychotic

symptoms were strong predictive of

long term course and outcome, by

Wiersma D, et al 12 and later con

firmed by Harrison G, et al. 19 Se

cond, the establishment of the asso

ciation between the longer periods of

untreated psychosis with the poorer

outcomes32. Third; it became clear

that the available community health

services did not meet the needs of

young patients who came with first

psychotic episode with no improve

ment of their outcomes33, 34.

The question of this review is wheth

er this early intervention can alter

the early first episode psychosis

course and lead to a better out come

at the long term.

Description of the intervention

Early intervention in psychosis differs

from the standard care given by the

psychiatric health care services in the

following: First; early detection,

which is defined as either to identify

people thought to be at risk to devel

op psychosis (i.e. those who show

prodromal symptoms, but have never

showed psychotic symptoms) 35, or to



identify patients who are already has

psychotic symptoms, but not yet giv

en adequate treatment36.

Second; Phase specific treatment

which is defined as physical (psycho

pharmacological), psychological or

social intervention for patients either

in the prodromal period or early

stages of psychosis37 The aim of this

phase is to prevent progression of

the episode to psychosis as in people

with prodromal symptoms, or en

hance recovery in patients who have

recently developed their first episode

of psychosis. The duration of care of

this intervention in most centers is 2–

3 years38

The services of early intervention in

psychosis for early detection and or

phase specific treatment, can be giv

en in addition to standard psychiatric

health care, or they can be given by

specialized early intervention team39.

These specialized teams give care on

ly to patients who presented with

prodromal symptoms or are in early

stages of psychosis40.

So the aim of the Early intervention

services in psychosis is to detect the

appeared symptoms, reduce the du

ration of untreated psychosis, and

facilitate early access to the effec

tive treatment, particularly in the

‘critical period’ (the first 3–5 years

following onset)41 43. Early interven

tion team services are well

established in United State of Ameri

ca, Europe and Australasia44 In 2000,

the UK government announced its

intention to provide specialized

health care to all young patients who

present with a first episode symp

toms of psychosis45

Many studies which evaluated the

effectiveness of the outcome of the

early intervention services in psycho

sis during the last years were re

viewed and they concluded that it is

not easy to evaluate and synthesize

the literature on the effectiveness of

early intervention in psychosis. What

makes the comparisons difficult is

the complexity of components of the

intervention services eg. it is unlikely



for the specialized teams to be iden

tical46.

The short term effect: Assessment of

efficacy of the early interventions in

the short term (12–18 months) peri

od showed that there are benefits

from the specialized early interven

tion services in hospital admission

rates, vocational and social function

ing47. This is also supported by

Philippa A. Garety , et al, 48 and Mar

shall M, Rathbone J. 49, Patients who

presented with symptoms of early

psychosis, early intervention services

seem to have clinically important

benefits over standard care, with the

addition of cognitive behavioral ther

apy (CBT) and family intervention

within the service may help more to

improve outcomes in this critical pe

riod49.Also the impact on readmission

rates and the number of clinical and

social outcomes is largely encourag

ing50, 47, 51.

The long term effect: A number of

researches done in different coun

tries to evaluate the long term ef

fect of this early intervention,( for

example, Study done in Sweden)52

found no better out comes on long

term five year for those who had re

ceived a modified assertive commu

nity treatment (mACT) intervention

across multiple outcome domains, in

comparisons with those who had not

received the intervention. The OPUS

study in Denmark which is a random

ized controlled trial found the bene

fits gained in the first 2 year of the

intervention, were not sustained at 5

years53. Losses of early gains at long

er term follow up were also reported

by study done in Dutch by Linszen54.

This is supported by Garety51 at 5

year follow up, there is loss of bene

fits in terms of admissions , although

shortly after the end of the interven

tion there was a rapid ‘catch up’ 55

The risk of poor long term out comes

is still high with specialized early

psychosis services56,57.A result of this

a group of researchers 58,59suggest

that the duration of the early inter

vention should be extended longer



.This suggestion was supported by

Murphy & Brewer60 and this is a fact

that even the most disabled, and

chronically ill patients will gain clini

cal and psychosocial benefits in addi

tion to reduction of the admission

rates when given intensive case

management61. A further encourag

ing step done by Murphy & Brewer60

for those patients in the early psy

chosis intervention services who re

quire ongoing intense intervention,

they start specifically targeting them.

Intervention in Prodromal period:

For people who presented with pro

dromal symptoms of psychosis the

benefits of treating them is not clear,

and there is no conclusive evidence

for providing treatment to people

who will not necessarily going to de

velop psychotic symptoms. More ev

idence is needed49.

There is lack of a clear agreement

about the criteria for defining when

to take these initial caseness, and

how symptoms acquired and pro

gressed62, 63. This means that the def

initions that differentiate between

benign and self limiting cases and

those, who represent the early stages

of what will become persistent and

disabling conditions are not valid64.

Duration of untreated psychosis:

Although there is wide variation in

the definition of length of DUP in real

practice, when to start and when to

end 65,there is continuous and con

sistent evidence that the Duration of

untreated psychosis( DUP) influenc

ing some aspects of treatment out

come in early intervention66 68. When

treating patients with a shorter DUP

this will result in less severe symp

toms, reduced suicidality 69,70and lead

to better functional and social out

comes at 2 years\and even at 5years
71,72 Some related the effectiveness

with one year duration of early in

tervention65,73 . Patients with a longer

DUP and with poor expected progno

sis were also treated effectively in

the early intervention in comparison

with the generic services74



Cost effectiveness: When assessing

the cost effectiveness in the short to

medium term, using data from the

Lambeth Early Onset (LEO) 75, early

intervention services did not add to

the cost and was more likely to be

cost effective if compared with

standard health care. By using the

same data set and after five years as

sessment of the long term effect of

early intervention in psychosis76, it

was demonstrated that specialist ear

ly intervention services did not clear

ly improve the outcome at five years

and the gains that made at earlier

period during early intervention care

are lost over time when patients

move back to the standard communi

ty teams. This has confirmed what

Bertelsen Met, etal 53 who reported

the intensive early intervention pro

gram improved clinical outcome after

two years, but the effects were not

sustainable up to 5 years later. Also

McGorryPD77 said generally the cost

effectiveness of early intervention in

psychosis is likely to be maximal, and

mainly due to reduction in the dura

tion of bed days78, 59.

In summary there is general agree

ment about the general effective

ness of intervention in early psy

chosis: It reduced the stigma, short

ened treatment delays, reduced sui

cide risk, and improved outcomes

and the cost effectiveness of the

care79,80,58,75,81,59 , but Still there is

some controversy about early inter

vention in psychosis due to the con

fusion over the different ways in

which the term ‘early intervention’ is

define and used58. For patients who

presented with early psychotic symp

toms, early intervention services give

short term good effect which needs

to be sustained and there is increas

ing evidence supporting it82.

For People with prodromal symp

toms, there is ethical concern about

the early intervention where the

benefits of early detection and

treatment are unclear, regarding

whether they will develop psychotic

symptoms or not83, because at early



stages of both psychotic and non

psychotic disorders there is an over

lap in the phenotypes which make

the differentiation more difficult. 84

In addition only 40–60% progress to

psychosis85. To improve the detection

of true cases there is need for more

refine methods to determine the

premorbid risk factors86

Areas for further research: For the

long term benefits of this interven

tion and its component of treatments

for patients with early and estab

lished psychosis there is need for fur

ther research49.Also for better pre

diction of who would benefit from

continued treatment and for how

long this should last, titrating care

against needs. For wide implementa

tion of intervention in prodromal it

should be done within the context of

a well designed randomized con

trolled studies. For the cost effec

tiveness it needs more study for the

long term effects.
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Modern behaviour therapists

have successfully experimented with

a therapeutic technique that was

known in the sixties as "flooding". It

inverts the gradual approach of sys

tematic desensitisation. Systematic

desensitisation, using imagination or

in vivo is based on two important

principles. The first is to invoke in

the patient a response which is op

posed to the symptom or conditioned

response which the therapist wishes

to extinguish, such as muscular and

psychological relaxation or tranquil

lising drugs that counteract the anxi

ety. The second is to gradually in

troduce the stimulus or event that

causes this anxiety until one reaches

the highest anxiety provoking scene

in the hierarchy.

In treatment by flooding, how

ever, no relaxing response is brought

about and the patient is at once sub

jected to the most noxious stimulus

or to one that is high in the hierarchy

for prolonged times without allowing

the patient to escape until he realises

that his anxiety was not in fact based

on an actual dangerous threat.

Though based on a different theo

retical background which we need

not discuss in this paper, implosive

therapy shares the same practical

applications of flooding. Both of

these anxiety induced therapies work

to eliminate avoidance behaviour by

invoking anxiety but preventing es

cape.

Ancient Muslim physicians

have not only used this implosive or

flooding techniques but they have



also demonstrated that this therapy

works not only because patients get

used to what specifically caused

them anxiety in a particular situation

or that they were prevented from es

cape behaviour, but also because any

sudden high dose of emotional stimu

lation is beneficial in treating a neu

rotic disorder. Furthermore, and ac

cording to the works of these early

Muslim physicians, this abrupt evok

ing of emotions need not be related

to the neurotic symptom being

treated. It should only be very in

tense and unexpected. That is why I

wish to call it "emotional blasting

therapy". In his well researched ed

ited volume titled, Majnun: The

madman in Medieval Islamic Society,

Michael Dolls quoted Christoph Bur

gel in stating that this therapeutic

use of explosive emotion originated

with these early Muslim doctors (1).

They were the inventors of this ther

apy which is not yet fully utilised by

modern psychotherapists.

Theoretically, emotional blasting

may offer a good explanation as to

why flooding and implosive therapy

were found to be useful, particularly

with "generalised anxiety" (O'Leary &

Wilson, 1975). It seems that the

headlong exposure of the most

feared item in flooding brings about

so much emotional upheaval, that

the patient gets benefit not only with

his specific troubling problem but

also with other unspecified general

anxiety provoking situations which

were not originally the objective of

the therapy. On reading the litera

ture on flooding and implosive ther

apy one gets the impression that so

many emotions are evoked in the pa

tient that it may in some instances

approach the emotional blasting of

early Muslim physicians. Listen for

example to the horrifying scenes that

a snake phobic patient was asked to

imagine:

"Okay, feel him (the snake) coiling

around your hand,...touching you,

slimy, now he is going up to your



shoulder and he crawls there and he

is sitting on your chest and he is

looking you right in the eye. He is big

and he is black and he is ugly... Pic

ture his face, look at his eyes, look at

those sharp fangs. Feel him bite at

your face;...feel his fangs go right in

your cheeks; and the blood is coming

out on your face now...feel it biting

your eye and it is going to pull your

eye right out and down on your

cheek" (2).

Now let me elucidate on this

therapeutic invention of early Muslim

doctors that was used for the first

time by Arrazi and Ibni Sina. Both

great physicians believed that an un

expected high emotional outburst

has a quick curative effect on psycho

logical, psychosomatic and even or

ganic disorders. The more intense

and abrupt the emotion, the more

effective it will be in changing the

imbalanced humours of the body and

in treating the physical or psychologi

cal problem at hand. Listen to the fol

lowing case.

A woman who complained

from what seems to be a hysterical or

some other cause for the paralysis of

the arm, was treated by Ibni Sina by

using the sudden emotion of shame.

Following his instructions, the patient

was brought to him stripped from all

her clothes save a piece of long cloth

wrapped around her waist like a

Yemeni or South East Asian sarung.

He tied her healthy arm behind

her back so that she cannot use it. In

the presence of her brother and fa

ther, Ibni Sina held the cloth tightly

and suddenly pulled it downwards, as

if he were going to expose her na

kedness. In a spontaneous move the

young lady quickly moved her

clenched supposedly 'paralysed' arm

to hold the cloth in place. The sud

den intense emotion of shame was

much greater than what the imbal

anced body or mind could sustain

and was more than the original anxi

ety which precipitated her neurotic

symptom. She was cured in one ses

sion!



Arrazi used the emotion of an

ger combined with fear to treat

Prince Mansur from a rheumatic and

or psychosomatic condition of pain

in his joints and back which pre

vented the prince from standing up

right and moving freely. The medi

cines and potions of all the doctors,

including Arrazi's himself, failed to

produce any healing effect on the

prince. Arrazi finally decided to use

"psychotherapy", to which he re

ferred by the modern Arabic term, al

ilaj annafsani . He informed the

prince that he was going to use a

new kind of therapy which will defi

nitely cure him, but that he needed

the prince's fastest horse and mule.

Arrazi took the prince to a Turkish

hot bath outside the city where the

horse was saddled and the mule

loaded with his private things and his

food and drinks, ready for his

planned escape!

Unaware of his physician's

plot, the prince entered the hot bath

unaccompanied by any of his ser

vants. As he fully relaxed in the

steamy bath, Arrazi suddenly pulled

out a large dagger and shouted an

grily at him reminding him of the in

solence of his soldiers who brought

him by force to treat him. He put up

a frightening expression and threat

ened to kill the prince who had none

of his guards to protect him. The

prince, in an outburst of mixed emo

tions of rage and fear, leaped to his

feet like a compressed spring. Seeing

that, Arrazi threw the dagger and ran

out to flee with the fast horse. Later

he wrote to the prince congratulating

him on his recovery and explaining

why he had intentionally provoked

the prince to respond with this big

dose of explosive emotion. He was

immensely rewarded. (3)

How can one venture to ex

plain this phenomenon from the psy

chological and psychosomatic points

of view. Perhaps the best psychologi

cal explanation comes from Pavlovian

conditioning. From the perspective of

his learning theory, one would say



that the sudden excessive emotion

may weaken or even eliminate the

previously learned pathological con

nections or associations between

conditioned stimuli and acquired

conditioned responses or neurotic

symptoms.

This phenomenon was report

ed by Pavlov himself. In 1924, an un

expected flood in Leningrad sub

jected his dogs that were trapped in

their cages to sudden extreme terror

(4). They were swimming around the

flooded laboratory fighting to hold

their heads above the rising water.

Before this terrifying incident, Pavlov

had conditioned all of them to sali

vate to the ringing of bells or to other

behaviours. Eventually, the lab assis

tants saved the dogs by pulling them

out of their cages to safety. Pavlov

tested the dogs soon after this fright

ening episode. He found that the re

cently acquired conditioned re

sponses had all disappeared. Though

this event clearly supports our theory

but its evidence came from animals.

So we have evidence from early Mus

lim physicians and extrapolation from

animals to humans. For more con

vincing validation it may be necessary

to give confirmation from the treat

ment of modern patients. I shall give

a few testimonies that were reported

to me by well known pioneer psy

chiatrists.

The first is the much quoted

phenomenon of spontaneous remis

sion of a number of Egyptian psy

chotic and neurotic in patients after

their mental hospital was bombarded

by air raids in 1958. Egypt's largest

mental hospital, Al Abbasiah, is lo

cated very near to some military bar

racks in Cairo. During the Israeli, Brit

ish and French military attack on

Egypt after President Nasir national

ised the Suez Canal, their planes mis

took the hospital for the military bar

racks and the inmates were suddenly

subjected to a barrage of exploding

bombs. Few of them were killed or

injured, but the unjustified air ag

gression resulted in the happy unex



pected restoration to mental health

of a group of patients who suddenly

regained contact with reality and lost

their delusions, hallucinations, and

depressions. This was related to me

by renowned Professor Jamal Abul

Azaim, who was the pioneer of psy

chiatry in Egypt and was then the Di

rector of the Hospital.

The second case is that of a

Saudi traditional healer who prac

tised in a small Saudi Arabian town.

He hunted two wild wolves and used

extended chains to tie them in a long

veranda at the back of his house.

When his 'diagnosis' showed that a

patient may be helped by emotional

blasting, he would bring her into the

house by the back door leading to

the veranda in which the wolves

were chained on its opposite side. As

soon as she enters, the wolves sud

denly attack her, running wildly along

the porch, but are held by their long

chains only a few metres from her.

This healer was actually able to cure

or greatly improve many female pa

tients before he was arrested and

imprisoned when one of the chains

gave way and the wolf actually at

tacked one patient causing her seri

ous bodily harm! This case was

communicated to the writer by Saudi

Arabia's pioneer of psychiatry, Pro

fessor Usama Arradi.

The third illustration comes

from the West. Dr. Hasabu Sul

laiman, the well known Sudanese

psychiatrist, told the author that the

secret of a European psychiatrist who

became very famous in treating fe

male patients who suffered from

aphonia, a psychological disorder in

which the patient loses his or her

ability to speak above a whisper, was

finally revealed. He used to take the

patient to a small sound proof room

in his clinic. After she enters and

takes a seat he closes the door with a

large lock and begins to look at the

patient in a strange manner. Many

people believe that, after treating

mad patients for many years, psy

chiatrists themselves become ab



normal! So the patient starts to be

terrified.

Without saying a word, the

doctor opens a drawer, takes out a

large knife, and suddenly jumps at

the patient. The poor woman who

was unable to utter a sound higher

than a whisper now screams like a

police siren. The doctor then smiles

and calms her down after she finds

that she has regained her ability to

speak loudly. It is a one session

therapy in which the Western doctor

has literally duplicated Arrazi’s

treatment of the prince. Some may

say that hysterical symptoms can

anyway be treated easily, but actually

few can do it in one session in such a

precise manner.

In support of this theory one

can refer to the treatment of obses

sive compulsive disorder. The most

efficacious psychotherapy for this

disorder is the exposure and re

sponse prevention technique in

vented by Victor Meyer in 1966.

Meyer was reader in the Department

of Psychiatry in the Middlesex Hospi

tal Medical School of London Univer

sity. I was then his lucky trainee (5). I

witnessed his first case in which he

prevented a patient suffering from

compulsive hand–washing from his

obsession by placing him in a small

room in the Hospital that has no run

ning water. This male patient who

was a professor of pathology in Lon

don University was in terrible agony

but Meyer continued his prevention.

Later, he put sticky jam on his hands

and the man was terribly anxious. I

still remember the touching expres

sion of his unbearable anxiety.

However after a few days of

this agonizing imprisonment, he sud

denly started to improve greatly.

Meyer explains this as a form of real

ity testing. The OCD patient, he says,

expects a catastrophe to happen if he

did not wash but then he discovers

nothing has happened! Now I think

that perhaps it was the sudden pain

ful tormenting psychic pain without a

way out that brought about the im



provement and not the reality test

ing. This is so because OCD patients

are aware that their symptoms are

not sensible but that they are unable

to prevent them.

And from a biological point of

view, it is known that sudden intense

emotions stimulate rapid changes in

the physiology and biochemistry of

the body. So, the improvement in

psychopathological symptoms that

unexpected strong emotions bring

about may be caused at least partly

by the accompanying biological

changes. Following this trend of

thought, can we expect unexpected

changes in the body that are not

necessarily related to emotional

states to be physically therapeutic? In

other words, can the sudden change

to the regular biological routine that

the body got used to be physically

therapeutic?

As early as 1927, Dr. Sakel, a

Polish neuropsychiatrist produced a

coma in a patient by injecting insulin.

It was therapeutically helpful to his

morphine addicted patient. In 1933 a

Hungarian physician pioneered the

approach of using physiological shock

in the treatment of mentally disor

dered patients and in 1937 the Italian

neurologist Ugo Cerletti invented

electroshock therapy to bring about

the required therapeutic convulsions.

He was the father of the modern

electro convulsive therapy (ECT)

which, though used as a last line of

psychiatric intervention, is very use

ful in the treatment of bipolar disor

der and some forms of schizophrenia.

So, similar to the intense emotional

exposure, physiologically ‘shocking’

the body by chemical or electrical

means is found to be therapeutic.

Scientists do not yet know exactly

how ECT works to alleviate psychotic

symptoms. They only came up with

explanatory theories. We here pro

pose that perhaps it is also the unex

pected physiological change that

causes the body to declare a reac

tional state of emergency that helps



to bring about the cure or improve

ment.

Furthermore, it was found that

even a drastic change in the habitual

biological routine of the body can be

biologically beneficial. In this en

deavour, the work of Dr. Usama

Kandil is quite convincing. Kandil is

professor and researcher in Johns

Hopkins University and a former pro

fessor in Harvard’s Department of

Immunity and Infection. While in

Harvard, he conducted a long term

eight year study on the effect of fast

ing Ramadhan on the body immune

system. He was surprised to find that

after the 25th day of Ramadhan;

those who fasted have clearly en

hanced their immune system. They

had an upsurge in the ratio of their

Helper T cells that play a major role

in helping white cells fight disease.

The statistical significance between

the radio of these cells in those who

fasted compared with those who did

not fast was a staggering 0.0009.

More researches in this area have

shown that the cancer tumors of pa

tients fasting Ramadhan have been

reduced in size. Dr Kandil explained

the reason for the benefit of fasting

to the reaction of the body to this

sudden deprivation of food and wa

ter.

(http://muslimah.qsep.com/?p=2286

).

The message we receive from all

these incidents and research studies

confirms what our early Muslim phy

sicians have discovered and prac

ticed; subjecting patients to sudden

intense emotions can be psychologi

cally and physically therapeutic.
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Abstract:

Introduction:

Many theories and studies argued

the relationship between intelli

gence and mental health. It may

become a risk factor to predict the

development of any of the com

mon mental illnesses.

Objectives:

To find the association between

low intelligence quotient (IQ) and

common mental illness; schizo

phrenia, depression, anxiety, bi

polar disorder, post traumatic

stress disorder (PTSD), suicide,

substance abuse, child psychiatry,

abnormal behavior and happiness.

Methodology:

Key words: Intelligence Quotient,

Intelligence, Mental health, Men

tal illness, schizophrenia, depres

sion, anxiety, suicide, bipolar dis

order, Post traumatic stress disor

der, suicide, substance abuse,

child psychiatry, abnormal behav

ior and happiness.

A narrative review conducted ana

lyzing, comparing discussing and

presenting findings of different

papers qualitatively.

Conclusion:

Low intelligence quotient has

been mainly associated with

schizophrenia but of course not

any schizophrenic patient has low



intelligence quotient. Many stud

ies suggested low intelligence

quotient among depression, anxi

ety and suicidal attempts. In addi

tion low intelligence quotient is

associated with attention deficit

hyperactive disorder in children,

antisocial personality and the

prediction of future criminal act.

High intelligence quotient was

found to be associated with adult

mania and protective against

post traumatic stress disorder.

There is no evidence that intelli

gence quotient has any effect on

the tendency of an individual to

initiate or stop substance

abuse.
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Introduction:

Many theories and studies argued

the relationship between intelli

gence and mental health. It may

become a risk factor to predict the

development of any of the com

mon mental illnesses.



Mental Health

The WHO defines mental health

as: a state of well being in which

every individual realizes his or her

own potential, can cope with the

normal stresses of life, can work

productively and fruitfully, and is

able to make a contribution to her

or his community.(1)

Any difficulty for the person to

cope with stress; by self

destructive mechanisms or by us

ing drugs is categorized as having

mental disorder. Usually such per

sons come to our attention when

they are negatively affected from

their mental illness: either physi

cally by developing diseases or by

self harm, decreased job or aca

demic performance and socially

when they become isolated or en

gaged into criminal acts.

Intelligence

Cambridge online dictionary de

fines intelligence as: the ability to

learn, understand, and make

judgments or have opinions that

are based on reason.(2)

Intelligence has been defined in

many different ways such as in

terms of one's capacity for logic,

abstract thought, understanding,

self awareness, communication,

learning, emotional knowledge,

memory, planning, creativity and

problem solving.(3)

It can also be more generally de

scribed as the ability to perceive

and/or retain knowledge or in

formation and apply it to itself or

other instances of knowledge or

information creating referable

understanding models of any size,

density, or complexity, due to any

conscious or subconscious im

posed will or instruction to do

so.(3)

The most common used meas

urement tools to assess intelli

gence are the IQ (intelligence quo

tient) test. It is a score derived

from one of several standardized



tests designed to assess human

intelligence.(4)

Intelligence and mental ill

ness

As Intelligence is widely used for

predictions of many aspects of

life, it is used to predict health

status and specifically the mental

health status. High intelligence is

associated with some mental ill

nesses and abnormal behaviors

and protective against others. The

same applied to low intelligence.

Many Mental illnesses has been

found to correlate with intelli

gence include: schizophrenic psy

chotic spectrum, mood disorders,

unipolar depression, anxiety dis

order, substance abuse, crime, su

icide and children psychiatric dis

order; e.g. ADHD.

The most recently discovered as

pect of association is based on

genetic basis where a research

from university of Edinburgh

found an association between the

brain genes responsible for our

mental capacity are also responsi

ble for a number of brain disor

ders thus the emergence of psy

chiatric disorders and ultimately

help the development of new

treatments.(5)

Mechanism of action

The low childhood IQ can lead to

mental illness by different mecha

nisms: (6)

1  Can be an indicator of neuro

developmental deficits that

could lead to mental disorders

2  Individuals with low IQ are less

equipped to cope with stresses

that lead them to psychiatric

disorders.

3  IQ has been shown to be a ma

jor determinant of health

knowledge, which is associated

with high IQ levels, making

these persons to become

insighted and early seeking

behavior for psychological

help, receiving evidence based

care with good compliance.



4  Genetic association has also

been demonstrated.

Risk factors for both IQ and

mental illness are regarded in

many researches as confounders

to be controlled

Socioeconomic status, which is

measured by a score from combi

nation of parental level of educa

tion, occupation and income. The

number of the perinatal insults,

low birth weight <2.5 kg, child

hood maltreatment that can be

assessed as: 1) Maternal rejection

at age 3 years. 2) Harsh discipline

at ages 7 and 9 years. 3) Two or

more changes in the child’s prima

ry caregiver. 4) Physical and sexu

al abuse reported at adulthood.(6)

Objectives:

 To find the association be

tween low IQ and common

mental illness; schizophrenia,

depression, anxiety, bipolar

disorder, PTSD, suicide, sub

stance abuse, child psychiatry,

abnormal behavior and happi

ness.

Methodology:

 Key words: IQ, Intelligence,

Mental health, Mental illness,

schizophrenia, depression,

anxiety, suicide, bipolar disor

der, PTSD, suicide, substance

abuse, child psychiatry, ab

normal behavior and happi

ness.

 Search done using Reference

management program;

Mendeley and other materials

and websites related to mental

health accessed through

Google.

 Scientific papers were carefully

selected to represent the best

available evidence i.e cohort

studies using reliable objective

methods, published in well

recognized international Jour

nals.

 A narrative review conducted

analyzing, comparing discuss



ing and presenting findings of

different papers qualitatively.

IQ and Schizophrenia

Many researches evidence sup

ported the hypothesis that low IQ

is highly associated with schizo

phrenia.

A case control study provided a

genetic evidence of low level frag

ile X mental retardation protein

(FMRP) from lymphocytes corre

lated with reduced IQ and early

onset of Schizophrenia.(7)

A longitudinal retrospective co

hort study was conducted among

Swedish conscripts (1969 1970) to

find the association between pre

morbid IQ and later developed

Schizophrenia. 50,087 male sub

jects were followed up for 27

years showed the association that

low IQ subjects were more likely

to develop schizophrenia.(8)

A very interesting cohort study

done in Dunedin, New Zealand

(2009) recruited 1,037 males and

females who were followed up to

the age of 32 with 96% retention.

Serial IQ assessment done at ages:

7, 9 and 11 with DSM assessment

for mental disorders including

schizophrenia spectrum disorders

done at 18, 21, 26 and 32 years of

age. The study discovered that

lower childhood IQ was associated

with increased risk of developing

schizophrenia spectrum

disorder.(6)

Ultimately meta analysis (2008)

was done for studies of the past

20 years controlling the processes

of diagnosis of schizophrenia and

tests of the IQ, confirmed the pre

viously noticed association be

tween the IQ and

Schizophrenia.(9)

Most of the published researches

agree on the association between

the low IQ and the development

of schizophrenia. Nevertheless,

this doesn’t mean it is not associ

ated with high IQ individuals.(8)



IQ and Bipolar disorder, De

pression and Anxiety

Again the cohort study of the con

scripts (1969 1970) showed lower

IQ score was associated with in

creased risk for severe depression

but not bipolar disorder.(8)

On the other side, the US Nation

al Longitudinal Survey of Youth

(1979) included 7476 participants

who had their cognitive ability

measured at baseline and com

pleted the 'Health at 40' interview

module between 1998 and 2004,

showed higher mental test scores

were associated with lower de

pression scores.(10)

The British National Survey of Psy

chiatric Morbidity (2000) collected

Data from a sample of 8054 peo

ple aged 16 74 years. This study

concluded that common mental

disorders are associated with low

IQ. Stronger associations for de

pression than anxiety may indi

cate an effect of IQ on the way

mental distress is

communicated.(11)

However, other studies revealed

that tests of the association be

tween pre morbid IQ and adult

mental disorders other than

schizophrenia have been limited

and inconclusive. Lower childhood

IQ was associated with increased

risk of developing adult depres

sion, and adult anxiety. Lower

childhood IQ was also associated

with greater co morbidity and

with persistence of depression;

the association with persistence

of generalized anxiety disorder

was nearly significant. Higher

childhood IQ predicted increased

risk of adult mania. (6)

IQ and PTSD (post traumatic

stress disorder)

A prospective cohort study done

in two major hospitals at Michigan

at age 6 years and followed up to

age 17 years. Samples were ran

domly selected from the 1983

1985 newborn discharge lists of 2



major hospitals in southeast Mich

igan. It was found that high IQis

avoidant of exposure to traumatic

experiences and their PTSD ef

fects.(12)

Again, the cohort study of New

Zealand (2009) lower IQ appeared

to predict increased risk of

PTSD(6)

IQ and Substance abuse

Since long time, substance abuse

has been used as one of the main

and well known stress coping

mechanism as self healing pro

cess. Many studies attempted to

find evidence whether there is as

sociation between intelligence

and substance abuse.

A study at Copenhagen perinatal

cohort, compared the mean IQ of

350 men in the Danish Psychiatric

Central Register, and compared

the mean IQ test scores of nine

diagnostic categories with the

mean scores of 2939 unregistered

cohort controls. The study con

cluded that low IQ may be associ

ated with substance abuse.(13)

The cohort study done in New

Zealand (2009) by Koenen et al.

concluded confidently that lower

IQ was not linked to adult sub

stance dependence disorders.(6)

Suicide and IQ

A cohort study of Swedish women

and men born in 1948 1953 fol

lowed till 2003 concluded that

Low childhood IQ at age 13 years

is associated with an increased

risk of suicide in men but not in

women; however, amongst those

with psychosis, low IQ appears to

be protective.(14)

On the contrary, a cohort Swedish

study by Batty et al. included

more than a million men showed

that low IQ scores in early adult

hood were associated with a sub

sequently increased risk of at

tempted suicide in men free from

psychosis.(15)

Child psychiatry and intelli

gence



Exposure of young children in ear

ly childhood to stresses; violence

or trauma related distresses were

associated with substantial dec

rements in IQ and reading

achievement.(16)

Thus stress may lower IQ in chil

dren which then would lead to

many other mental disorders dis

cussed above.

Chen et al. found that children

with higher IQ have fewer behav

ior problems, irrespective of the

mother's IQ. In the special setting

of mothers with IQ <70, children

with higher IQ are not at greater

risk of behavior problems.(17)

Astudy by Kunsti et al. acquired a

large population based sample of

5 year old twins. The twins were

individually assessed on an IQ

test, and data on ADHD symptoms

were obtained from mother inter

views and teacher ratings. Con

firming previous studies, there

was a phenotypic correlation be

tween ADHD symptom scores and

low IQ scores. The study demon

strated that the co occurrence of

ADHD and lower IQ has genetic

origins.(18)

Paloyelis et al. concluded first,

that the shared genetic variability

between reading difficulties and

ADHD inattention symptoms is

largely independent from genes

contributing to general cognitive

ability and, second, that child

specific environment factors, in

dependent from IQ, also contrib

ute to the co variation between

reading difficulties and inattention

symptoms.(19)

IQ and abnormal behavior

Genetic evidence suggested rela

tion between low IQ and antiso

cial behavior specifically with

strong significance among male

gender by Koenen et al. (cohort

study 1994 1995 of 1,116 twin

pairs and their families).(20)

In a study done by Philippe et al.

compared 114international coun

tries characteristics including IQ



and crime with the national ones.

Data were collated from the 1993

1996 International Crime Statistics

published by INTERPOL. Violent

crimes were found to be lower

among high IQ countries.(21)

It has been suggested that ab

normal behavior among children

can be demonstrated as defense

mechanism towards their per

ceived low IQ as for example, be

low average academic perfor

mance, i.e. an alternative way to

grasp people’s attention.

Happiness and Intelligence

Data from morbidity survey in

England (2007) by Ali et al. con

cluded that those with lower IQ

are less happy than those with

higher IQ. Recommendations in

cluded that target modifiable var

iables such as income (e.g.

through enhancing education and

employment opportunities) and

neurotic symptoms (e.g. through

better detection of mental health

problems) may improve levels of

happiness in the lower IQ

groups.(22)

Conclusion

Intelligence is a very well known

predictor of many but not all

mental illnesses. It can also be

protective in others. The low is

the IQ the worst and persistent is

the mental illness.

Low IQ has been mainly associat

ed with schizophrenia but of

course not any schizophrenic pa

tient has low IQ. Many studies

suggested low IQ among depres

sion, anxiety and suicidal at

tempts. In addition low IQ is asso

ciated with ADHD in children, an

tisocial personality and the pre

diction future criminal act.

High IQ was found to be associat

ed with adult mania and protec

tive against PTSD.



There is no evidence that IQ has

any effect on the tendency of an

individual to initiate or stop sub

stance abuse.

Recommendations

 Primary prevention can include

increased public awareness

about the problem through

public media, training and

community leaders to help as

sess the child IQ and possible

stresses, and remove barriers

and decrease stigma towards

mental health services to en

courage the health seeking be

havior among the affected pa

tients.

 Intervention programs to im

prove (e.g. training programs

to increase IQ) or compensate

(e.g. enhancing education and

provide employment oppor

tunity) for the deficient IQ will

be protective.

 Secondary prevention through

early detection program inte

gration for children with men

tal illness or low IQ in school

setting will be very beneficial.

 Tertiary prevention for mental

ly ill patients with low IQ can

have specific psychotherapy or

cognitive behavioral therapy.

 A lot of further researches and

studies in different mental ill

ness need to be conducted in

this area regarding association

and all levels of prevention and

intervention.

References

1. WHO | Mental health: a

state of well being. World

Health Organization;;

Available from:

http://www.who.int/feature

s/factfiles/mental_health/en

/ [cited 2014 Aug 20]

2. Cambridge University Press.

Intelligence definition,

meaning what is

intelligence in the British

English Dictionary &

Thesaurus Cambridge



Dictionaries Online

[Internet]. Available from:

http://dictionary.cambridge.

org/dictionary/british/intelli

gence [cited 2015 Jan 12]

3. Wikipedia the free

encyclopedia. Intelligence.

Available from:

http://en.wikipedia.org/wiki

/Intelligence [cited 2015 Jan

12].

4. Wikipedia the free

encyclopedia. Intelligence

quotient. Available from:

http://en.wikipedia.org/wiki

/Intelligence_quotient [cited

2015 Jan 12].

5. University of Edinburgh.

Origin of intelligence and

mental illness linked to

ancient genetic accident |

EurekAlert: The Global

source for Science News.

2012. Available from:

http://www.eurekalert.org/

pub_releases/2012 12/uoe

ooi113012.php [cited 2015

Jan 4]

6. Koenen KC, Moffitt TE,

Roberts AL, Martin LT,

Kubzansky L, Harrington H,

et al. Childhood IQ and adult

mental disorders: a test of

the cognitive reserve

hypothesis. Am J Psychiatry

[Internet]. American

Psychiatric Association; 2009

Jan 9;166(1):50–7. Available

from: 

http://ajp.psychiatryonline.o

rg/doi/abs/10.1176/appi.ajp

.2008.08030343 [cited 2014

Dec 30]

7. Kovács T, Kelemen O, Kéri S.

Decreased fragile X mental

retardation protein (FMRP)

is associated with lower IQ

and earlier illness onset in

patients with schizophrenia.

Psychiatry Res.

2013;210:690–3.



8. Zammit S, Allebeck P, David

AS, Dalman C, Hemmingsson

T, Lundberg I, et al. A

longitudinal study of

premorbid IQ Score and risk

of developing schizophrenia,

bipolar disorder, severe

depression, and other

nonaffective psychoses. Arch

Gen Psychiatry.

2004;61:354–60.

9. Woodberry KA, Giuliano AJ,

Seidman LJ. Premorbid IQ in

schizophrenia: a meta

analytic review. Am J

Psychiatry [Internet]. 2008

May;165(5):579–87.

Available from:

http://www.ncbi.nlm.nih.go

v/pubmed/18413704 [cited

2014 Dec 29]

10. Der G, Batty GD, Deary IJ.

The association between IQ

in adolescence and a range

of health outcomes at 40 in

the 1979 US National

Longitudinal Study of Youth.

Intelligence. 2009;37:573–

80.

11. Rajput S, Hassiotis A,

Richards M, Hatch SL,

Stewart R. Associations

between IQ and common

mental disorders: The 2000

British National Survey of

Psychiatric Morbidity. Eur

Psychiatry. 2011;26:390–5.

12. Breslau N, Lucia VC,

Alvarado GF. Intelligence

and other predisposing

factors in exposure to

trauma and posttraumatic

stress disorder: a follow up

study at age 17 years. Arch

Gen Psychiatry [Internet].

2006 Nov;63(11):1238–45.

Available from:

http://www.ncbi.nlm.nih.go

v/pubmed/17088504 [cited

2014 Dec 29]



13. Mortensen EL, Sørensen HJ,

Jensen HH, Reinisch JM,

Mednick SA. IQ and mental

disorder in young men. Br J

Psychiatry [Internet]. 2005

Nov 1;187(5):407–15.

Available from:

http://bjp.rcpsych.org/conte

nt/187/5/407.full [cited

2014 Dec 30]

14. Andersson L, Allebeck P,

Gustafsson JE, Gunnell D.

Association of IQ scores and

school achievement with

suicide in a 40 year follow

up of a Swedish cohort. Acta

Psychiatr Scand.

2008;118:99–105.

15. Batty GD, Whitley E, Deary

IJ, Gale CR, Tynelius P,

Rasmussen F. Psychosis

alters association between

IQ and future risk of

attempted suicide: cohort

study of 1,109,475 Swedish

men. BMJ. 2010;340:c2506.

16. Delaney Black V, Covington

C, Ondersma SJ, Nordstrom

Klee B, Templin T, Ager J, et

al. Violence exposure,

trauma, and IQ and/or

reading deficits among

urban children. Arch Pediatr

Adolesc Med.

2002;156:280–5.

17. Chen A, Schwarz D, Radcliffe

J, Rogan WJ. Maternal IQ,

child IQ, behavior, and

achievement in urban 5 7

year olds. Pediatr Res.

2006;59:471–7.

18. Kuntsi J, Eley TC, Taylor A,

Hughes C, Asherson P, Caspi

A, et al. Co occurrence of

ADHD and low IQ has

genetic origins. Am J Med

Genet B Neuropsychiatr

Genet. 2004;124B:41–7.

19. Paloyelis Y, Rijsdijk F, Wood

AC, Asherson P, Kuntsi J. The

genetic association between



ADHD symptoms and

reading difficulties: The role

of inattentiveness and IQ. J

Abnorm Child Psychol.

2010;38:1083–95.

20. Koenen KC, Caspi A, Moffitt

TE, Rijsdijk F, Taylor A.

Genetic influences on the

overlap between low IQ and

antisocial behavior in young

children. J Abnorm Psychol.

2006;115:787–97.

21. Rushton JP, Templer DI.

National differences in

intelligence, crime, income,

and skin color. Intelligence.

2009;37:341–6.

22. Ali A, Ambler G, Strydom A,

Rai D, Cooper C, McManus S,

et al. The relationship

between happiness and

intelligent quotient: the

contribution of socio

economic and clinical

factors. Psychological

Medicine. 2012. p. 1–10.



Vicarious Trauma among Psychologists Working With
Children in Mental Health Hospitals and Family and

Child Protection Unit: Khartoum State

Eatdal Siddeg Shreef Ibrahim
Social Worker, Tigani El Mahi Teaching Hospital
Master’s degree in Sociology
Master’s degree in Psychology

Abstract

This study examined the re

lationship between working with

children in mental health hospitals

and family and child protection

unit and the occurrence of vicari

ous trauma as a result of repeated

exposure to traumatized clients.

Participants in this study were

psychologists working with chil

dren in mental health hospitals

and family and child protection

unit in Khartoum state. The study

looked into the relationship be

tween working with children in

mental health hospitals family and

child protection unit and age, sex,

engagement, empathy, lack of ex

perience and the occurrence of

vicarious trauma in staff. The

study used descriptive method.

The results of the study in

dicated that the occurrence of vi

carious trauma among psycholo

gists working with children in

mental health hospitals and family

child protection unit was 83.3%.

In conclusion, there is a re

lationship between working with

children in mental health hospitals

and family child protection unit

and the occurrence of vicarious

trauma.

Introduction

Trauma occurs as a result of

wars and natural disasters around

the world. This requires the pres

ence of professionals to help sur

vivors of those events. Working

with survivors may cause second



ary shock as a result of pressure of

work. (1).

Definitions that describe

the profound effect on therapists

resulting from exposure to the

trauma experiences of their cli

ents are offered by those in the

vanguard of this emerging field of

study. Laurie Anne Pearlman, et

al. provided valuable insight into

vicarious trauma. Compassion fa

tigue, vicarious traumatization,

stress disorder, insidious trauma

and vicarious trauma are all terms

that are used in an attempt to la

bel and define what happens, why

it happens, and how to live

healthily with the experiences of

the trauma. These experts contin

ue to collect evidence about the

importance of recognizing the ef

fects of vicarious trauma, of de

veloping healthy personal solu

tions, and of promoting organiza

tional responses to preserve the

strength of counselors and advo

cates (3).

The work on vicarious

trauma has been principally based

on the experiences of trauma

workers who are part of the main

stream service network, including

emergency care personnel such as

police, fire fighters and emergen

cy nurses. This work is now being

extended to include the unique

experiences of those working with

victims of sexual assault, child

hood abuse, and with abused

women and their children. Pearl

man and et al, for example, rec

ognized the particular effect and

complexities for the therapist

working with survivors of child

hood sexual abuse (2).

Vicarious traumatization

(VT) is a transformation in the self

of a trauma worker or helper that

results from empathic engage

ment with traumatized clients and

their reports of traumatic experi

ences. Its hallmark is disrupted

spirituality, or a disruption in the



trauma workers' perceived mean

ing and hope.

There are some factors con

tributing in vicarious trauma, con

ceptually based in constructivist

self development theory which

arises from an interaction be

tween individuals and their situa

tions. This means that the individ

ual helper's personal history (in

cluding prior traumatic experienc

es), coping strategies, and support

network, among other things, all

interact with his or her situation

(including work setting, the nature

of the work she/he does, the spe

cific clients served, etc.), to give

rise to individual expressions of

vicarious trauma. This in turn im

plies the individual nature of re

sponses or adaptations to VT as

well as individual ways of coping

with and transforming it (1).

Everything that interferes

with the psychologists' ability to

fulfill his/her responsibility to

treat traumatized clients can con

tribute to occurrence of vicarious

trauma. Many social service

workers report that they experi

ence the demands of their agen

cies as the greatest impediment

to their effectiveness and work

satisfaction (5). This has been ex

tended to vicarious trauma and its

potential existence in the general

population, as compiled by the

work of notable researchers.

Noteworthy variables that precipi

tate in the onset of vicarious

traumatic responses are: mass

media, stories elicited from family

or friends, prior exposure to

traumatic events (8).

The ways in which individu

als remember and store trauma as

well as their coping abilities may

affect their reaction to exposure

to stressful situations. Such reac

tions manifest differently from in

dividual to individual. In any situa

tion that poses exposure to stress

ful stimuli, individuals will at times

endure without difficulty while



others can display acute signs of

varying degrees of distress. The

availability of research examining

whether vicarious trauma can be

transferred outside of health care

professions is virtually nonexist

ent (7)

The signs and symptoms of

vicarious trauma parallel those of

direct trauma, although they tend

to be less intense. Workers who

have personal trauma histories

may be more vulnerable to VT,

although the findings on this point

are mixed. Common signs and

symptoms include, but are not

limited to, social withdrawal;

mood swings; aggression; greater

sensitivity to violence; somatic

symptoms; sleep difficulties; in

trusive imagery; cynicism; sexual

difficulties; difficulty managing

boundaries with clients; assump

tion of new core beliefs that may

result in difficulties in relation

ships , reflecting problems with

security, trust, self esteem, inti

macy, and control.

The term "vicarious trau

ma" has been used interchangea

bly with "compassion fatigue" and

"secondary traumatic stress dis

order," "burnout," and "counter

transference," and "work related

stress (7).

Exposure to a client's trau

matic material has been found to

be one of the most important

predictors of the development of

vicarious trauma symptoms. In

some cases exposure to traumatic

material will lead to disrupted be

liefs about self and others.

The objectives of the study

was to determine the prevalence

of, and factors associated with vi

carious trauma among psycholo

gists working with children in

mental health hospitals and fami

ly and child protection unit, to de

termine the association between

socio demographic variables and

vicarious trauma among psy



chologists working with children

in mental health hospitals and

family and child protection unit. 

The study hypotheses were: 
o There is a relationship be

tween years of experience

working with children in men

tal hospitals family and child

protection unit and develop

ment of vicarious trauma.

o There is a relationship be

tween the age, sex, experience

of psychologists working with

children in mental health hos

pitals family and child protec

tion unit and vicarious trauma.  

o Empathetic engagement

makes psychologists working

with children in mental health

hospitals and family and child

protection unit exposed to det

rimental effects of vicarious

trauma

Method:
The study used descriptive

method. Study location is in Khar

toum State: Mental health Hospi

tals, family and child protection

unit 

The study Population was

psychologists working with chil

dren in mental health hospitals

family and child protection unit in

Khartoum state. The respondents

who took part in the study were

sixty psychologists. The total

number of psychologists working

in this field is seventy; five of

them refused to participate, three

of them were on holiday, and two

were absent.

Location
Total number
of psycholo

gists
Participants

Tigani El Mahi

Hospital
19 17

Taha Bashar

Hospital
12 10

Khartoum family

and child protec

tion unit

20 19

East Nile family

and child protec

tion unit

10 7

Omdurman fami

ly and child pro

tection unit

9 7

Total 70 60

All the psychologists were

females. With regard to their

place of residence, eleven live in



Khartoum, fourteen in Omdurman

and thirty five in Khartoum north.

Data Collection by a modi

fied pre qualified dual purpose

screening tool for trauma PTSD

check list.

PTSD check list is a self report

tool in form of an open question

naire measuring the 17 PTSD

symptoms (according to DSM IV),

commonly used in primary care

settings.

Post Traumatic Stress Disorder

Checklist Civilian Version

The (PCL C): is abbreviation stand

for Post Traumatic Stress Disorder

Checklist.

Description of the scale: The

PCL C is a 17 item self report

checklist of PTSD symptoms based

closely on the DSM IV criteria. The

PCL C is a general civilian version

that is not linked to a specific

event; the questions refer to "a

stressful experience from the

past". It takes approximately 5 10

minutes to complete a PCL; the

PCL C is widely used in primary

care settings. But it is short, so

that items did not include the

other symptoms that may be as

sociated with the PTSD.

   The data analyses were done

through statistical procedure pro

gram of statistical package for so

cial sciences (SPSS).

Results and Discussion:

Table 1 Age distribution of the
participants

Age Frequency Percent
Valid 25 30 11 18.3

31 35 14 23.3
36 41 16 26.7
More than
41 19 31.7

Total 60 100.0

From Table 1 it is clear that

the dominant age group in the

sample is from 36 41, which sug

gests that psychologists working

with children who have experi

enced a traumatic event have

reasonable experience in the

field.



Table 2 Respondents by place of

residence

Residence Frequency Percent
Valid Khartoum 11 18.3

Omdurman 14 23.3
Khartoum
Bahri 35 58.3

Total 60 100.0

Table 2 shows that the highest
percentage of respondents live in
Khartoum Bahri

Table 3 Distribution of partici

pants by level of education

Education Frequency Percent
Valid B.A 40 66.7

Higher Diploma 6 10.0
M.A 14 23.3
Total 60 100.0

Table 3 and Fig.1 show the

level of education for members of

the sample, where 40 of respond

ents obtained the degree of Bach

elor, 6 of them higher diploma,

and 14 of them obtained the mas

ter degree.

Fig. 1: Educational Level



Table 4 Civil status of participants

Marital Status Frequency Percent
Valid Single 31 51.7

Married 19 31.7
widows 4 6.7
Divorce 6 10.0
Total 60 100.0

Table 4 shows the marital situa

tion where 31 of respondents

were single, 19 married, 4 wid

owed, and 6 divorced.

Table 5: Prevalence of Vicarious

Trauma
Degree Frequency Percent
High 39 65

Moderate 11 18.3

Low 10 16.7

Table 5 shows that 65% of
the sample individuals were suf
fering from psychological vicari
ous trauma with high grade, and
18.3% moderately, and 16.7 with
low grade.

Table 6 Distribution of partici

pants by years of experience

Years Experience Frequency Percent

5 10 39 65

11 15 11 18.3

16 20 10 16.7

Total 60 100.0

Table 6 shows that respondents

who have years of experience less

than 10 years were 65%, and

years of experience more than 15

years was 16.7%.

 The results of the study

showed a relationship be

tween the demographic fac

tors and the occurrence of vi

carious trauma among psy

chologists working with chil

dren in mental health hospitals

family and child protection

unit.

 Empathetic engagement makes

Psychologists working with

children in mental health hospi

tals and family and child pro

tection unit more susceptible to

detrimental effects of vicarious

trauma.

 There is a relationship be

tween years of experience in

mental health hospitals and

family and child protection

unit and occurrence of vicari

ous trauma.

 The study demonstrates the

extent of secondary trauma



symptoms among therapists

working with children in men

tal hospitals and family and

child protection units.

 The study also established a

correlation between demo

graphic variables and trauma

among therapists.

 The study showed that 65% of

therapists experienced high

degree of vicarious trauma,

18.3% experienced moderate

degree of vicarious trauma,

and 16.3% experienced low

degree of vicarious trauma.

Conclusion:

There is a relationship be

tween working with children in

mental health hospitals and family

child protection unit and the oc

currence of vicarious trauma.

Recommendations:

 The number of psychologists

working with children in men

tal health hospitals and family

and child protection unit

should be increased to de

crease the size of case load.

 Develop a performance man

agement system based on a

model that promotes continu

ous learning.

 Supervision is an important is

sue for psychologists who work

with children in mental health

hospitals and family and child

protection unit.

 Fair distribution of work

among psychologists who work

in this field.

 Self care psychologically, phys

ically, emotionally, and spiritu

ally.

 More research should be con

ducted about vicarious trauma.
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