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Editorial 

The Impact of Arab Culture on Psychiatric Ethics 
Ahmed Okasha 

 

Abstract  

The belief of the universality of implementing similar ethical codes in all 

cultures and societies is a mirage. Informed consent, involuntary 

admission and confidentiality are not so empowering in some traditional 

and Eastern societies, representing two thirds of the World population. 

Autonomy versus family centered decision is one of the main connectors 

of differences between Western and Eastern Societies. The influence of 

managed care and the third party in mental health services have changed 

not only Doctor-patient relationship, but also the disclosure of 

information. Informed consent in therapeutic alliances and research 

became a basic human right and has been emphasized in the WPA 

declaration of Madrid and its specific guidelines.. In what ways does 

acculturation change the beliefs of patients of various ethnicities? 

Whether we like it or not, the encounters between psychiatry and law 

keep bringing us back to our conflicting conceptions of the value of 

health on the one hand and the value of liberty, integrity and autonomy 

on the other. In traditional cultures, social integration is emphasized 

more than autonomy; that is, the family, not the individual, is the unit of 

society. Dependence is more natural and infirmity is less alien in these 

cultures. When affiliation is more important than achievement, how one 

appears to others becomes vital an shame. How can we practice without 

showing disrespect or disregard for local values?  On the other hand, 

how can we ensure that respect for the local culture does not become a 

pretext for bypassing ethical guidelines, to the detriment of the patients’ 

rights? 
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“Like most lads among my boyhood associates, I learned the Ten 

Commandments.  I was taught to reverence them because I was 

assured that they came down from the skies into the hands of 

Moses, and that obedience to them was, therefore, secretly 

incumbent upon me.  I remember that whenever I fibbed, I found 

consolation in the fact that there was no commandment, “Thou 

shalt not lie,” and that the Decalogue forbade lying only as a 

“false witness” giving testimony before the courts where it might 

damage one’s neighbor.  In later years, when I was much older, I 

began to be troubled by the fact that a code of morals which did 

not forbid lying seemed imperfect; but it was a long time before I 

raised the interesting question: How has my own realization of 

this imperfection arisen?  Where did I myself get the moral 

yardstick by which I discovered this shortcoming in the 

Decalogue?  When that experience began, it was a dark day for 

my inherited respect for the theological dogma of “revelation.”  I 

had more disquieting experiences before me when, as a young 

orientalist, I found that the Egyptians had possessed a standard 

of morals far superior to that of the Decalogue over a thousand 

years before the Decalogue was written.
(1)

  

 

This introduction with a quote of 

Breasted is not meant to trace the 

origin of ethical guidelines and 

values to the old Egyptians to the 

extent that it means to indicate the 

ancient origins for the need of 

such codes. Since the very early 

human interactions, that relation-

ship had to be regulated by terms 

of ethical reference that highlight 

the red lines, which should not be 

crossed. It is also understandable 

that, while such codes are 

necessary to coordinate and 

control everyday interactions 

(mostly referred to by “law”), the 

need becomes more urgent, when 

the parties involved show some 

hierarchy of power between them. 

Codes regulating their 

interactions aim to protect the less 

powerful from the control of the 

more powerful and the latter from 

claims of power abuse by the 

former.  

Since early in history, the doctor 

patient relationship has been one 

of the major power relationship, 
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so much so that doctors were 

believed to be in charge of some 

supernatural powers that 

introduces some resemblance to 

divinity. Towards the end of the 

20
th

 century doctors have come a 

long way from a status of half 

Gods to one of service providers 

whose prime task and objective is 

to respond to the needs of their 

patients and to do that to their  

patients’, best interest and 

appropriateness. Furthermore, the 

last 40 years have witnessed an 

advance in medical technology 

and knowledge that carries with it 

major hopes for the management 

of previously incurable ailments. 

However, it also carries with it 

several frightening possibilities of 

abuse.  

We argue that psychiatry is one of 

the medical branches that has 

been subject to heated debates 

over the possibilities of abuse. 

This is not a polemical assump-

tion but is largely based on the 

nature of psychiatry and the 

actual abuse that this profession 

has witnessed throughout its 

history.  

 

Being a branch that investigates 

the brain and for that the most 

obscure and unexplored functions 

of the brain, psychiatry has a 

mysticism about it that is not only 

perceived as such by lay people 

but that may, at times, give the 

psychiatrist a sense of omni-

potence that may overshadow the 

modesty we should feel consider-

ing the limited amount of know-

ledge we possess. Mental illness 

was and remains an obscure, 

frightening category of illness, 

since it frequently encroaches 

upon one of the major gifts 

granted to human beings, the gift 

of judgment. This distorted 

judgment on part of a patient may 

be a fertile soil for abuse on part 

of several power structures, be 

they political, industrial, adminis-

trative or even familial. 

It is no wonder, therefore, that 

psychiatric association’s all over 

the world have been obsessed 

with securing their practice with a 

series of ethical codes that aim to 

protect patients from possible 

abuse by the profession and 

protect psychiatrists from their 

own sense of omnipotence.  
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The Madrid Declaration 

The Hawaii Declaration issued by 

the WPA in 1977
(2)

 has initiated a 

long process of investigation and 

concern within the domain of 

professional ethics and paved the 

ground for the Madrid Declara-

tion which was endorsed by the 

General Assembly of the World 

Psychiatric Association in Madrid 

in 1996(3). In its final shape, the 

Madrid Declaration includes 

seven general guidelines which 

focus on the aim of psychiatry as 

to treat the mentally ill patients, 

to prevent mental illness, promote 

mental health and provide care 

and rehabilitation for mental 

patients. The Declaration ensures 

the duties of the psychiatrists, 

prohibiting any abuse and that no 

treatment should be provided 

against the patient’s will unless it 

is necessary for the welfare and 

safety of the patient and others. 

Emphasis is made on advising the 

patient or caregiver about all 

details of management, confident-

iality and the ethics of research. 

An appendix to the declaration 

includes guidelines on specific 

ethical issues in Psychiatry, 

namely euthanasia, torture, death 

penalty, sex selection and organ 

transplantation, in addition to a  

summary of the 1991 UN 

resolutions on the rights of mental 

patients.  A second appendix is 

currently under preparation 

addressing issues such as ethics 

of psychotherapy, relationship 

with the industry and the media, 

ethics of genetic research and 

genetic counseling and an ethical 

position towards ethnic discrimi-

nation and genocide. Issues of 

patient’s consent and autonomy 

are the common denominators of 

that declaration, absolute commit-

ment to the welfare of the patient 

and condemnation of abuse by 

political institutions or other 

parties cut across the declaration 

and its appendices.  

Universality of Human Rights 

Declarations 

Unfortunately the development of 

ethical declarations is not the end 

of the story. Human rights 

conventions all over the world 

assume a social and political set 

up where the individual being is 

the center of social attention. The 

Madrid Declaration, no exception 

to other declarations, assumes a 

social set up where the individual 

is the focus, where the individual 

is in charge. What if this is not  
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the case everywhere in the world? 

It is true that the more the 

international input in the drafting 

of a declaration the more it would 

be able to consider all difficulties 

but in the end the world would 

need a document that highlights 

the major principles. We argue 

that the implementation of codes 

of ethics are frequently 

challenged by the cultural and 

social set ups in which they are 

implemented. These challenges 

are not limited to the interaction 

of individual versus family versus 

community or tribe alone but also 

by the social position of the 

medical doctor and the hierarch-

ical structure of the medical 

profession viz. a viz. the rest of 

the community, in addition to the 

role played by religion and other 

beliefs in coloring the lives and 

behavior of people.  

No one would deny that 

malpractice is one of the main 

targets that ethical codes aim to 

outline, address and prevent. In 

our region, like other regions of 

the world, malpractice does exist; 

however, the reaction of people to 

that malpractice is not standard. It 

is, for example, very rare for 

people in our region to sue their 

doctors. This is not only based on 

a belief that whatever the doctor 

decides is the right thing but is 

complemented by a strong 

conviction that the final outcome 

is determined by God’s will 

alone, no matter how the doctors 

try. This absolute judiciary 

relationship with God almost 

saves the mortals any respons-

ibility for the outcome of their 

medical intervention. This is even 

more the case the more ambig-

uous the nature of the illness, 

with psychiatric disorders occup-

ying quite a prominent position 

among unexplained ailments. 

Cultural specificity 

Arab culture values the 

humanitarian interaction with the 

doctor, to a similar, if not greater 

extent, than his or her technical or 

scientific know how. The human-

itarian nature of this interaction 

depends on the “way” the doctor 

deals with the patient and his or 

her family and the extent by 

which the doctor expresses 

respect and acceptance for the 

local cultural and spiritual norms. 

These norms may face us 

sometimes with questions such 

as: Do patients who are not told 

the diagnosis usually know it 

anyway? Is this information later 
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communicated by verbal or non-

verbal means? Is the interaction 

between patients and family 

different when the patient is the 

head of the household? What is 

the perceived harm when the 

medical community violates 

cultural conventions and insists 

on telling the truth to the patient? 

What disruptions occur in the 

coping mechanisms of the 

individual and the family? In 

what ways does acculturation 

change the beliefs of patients of 

various ethnicities? 

Eastern cultures emphasize social 

integration more than autonomy 

i.e. the family and not the 

individual is the unit of society. 

Dependence is more natural and 

infirmity less alien in these 

cultures. When affiliation is more 

important than achievement, how 

one appears to others becomes 

vital and shame becomes a 

driving force more than guilt. In 

the same manner, physical illness 

and somatic manifestations of 

psychological distress become 

more understood, acceptable and 

evoke a caring response rather 

than a vague complaint of 

psychological symptoms, which 

can be either disregarded or 

considered a stigma of being 

“soft” or worse even “insane”.  

Some cultures and we argue that 

the Arab culture is one of them, 

value the collectivity of the 

community rather than the 

individuality of its member 

citizens. Decisions are not taken 

on an individual level but on a 

familial, tribal or communal level 

to the best of the perceived 

collective interest.  How can we 

adhere to our ethical guidelines 

and at the same time not discard 

the local values and norms of our 

target population. How can we 

practice without showing dis-

respect or disregard for local 

values. On the other hand, how 

can we make sure that our respect 

for the local culture would not be 

a pretext for us to bypass the 

ethical guidelines to the detriment 

of the patient’s rights?.  

Whether we like it or not, the 

encounter of psychiatry and law 

keeps bringing us back to the 

duality that exists between our 

conflicting conceptions of the 

value of health on the one hand 

and our conception of liberty, 

integrity and autonomy on the 

other. Cultural, ethnic and 

sometimes socio-demographic 

data like education, age and 

gender, suggest different attitudes 

regarding patient’s autonomy and 

informed consent. What is the 
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perceived harm when the medical 

community violates cultural con-

ventions and insists on telling the 

truth to the patient? What dis-

ruptions occur in the coping 

mechanism in the individual and 

family? In what ways does 

acculturation change the beliefs 

of patients of various ethnicities? 

To answer those questions it may 

be necessary to draw on the 

highlights of human interaction in 

this culture, and, thereby, be able 

to understand the challenges and 

difficulties that face the 

implementation of guidelines 

such as the Madrid Declaration.  

To understand this pattern one 

has to be familiar with the main 

characteristics that differentiate 

the position of the individual 

within his/her community in a 

traditional society as compared to 

a western society. Although 

societies should not to be taken as 

stereotypes, yet general common 

attitudes could be assumed 
(4)

. 

The following is a very crude 

contrast to highlight the main 

differences. However, it should 

be noted that those differences are 

the mainstream norm and not an 

absolute description of a stereo-

typed behavior. 

 

Psychosocial Markers in Traditional versus Western Societies 

Traditional society Western society 

family and group oriented individual oriented 

extended family (not so geographical as 

before, but conceptual) 

nuclear family 

status determined by age and position in 

the family, care of elderly 

status achieved by own efforts 

relationship between kin obligatory determined by individual choice 

arranged marriages with an element of 

choice dependent on interfamilial 

relationship 

choice of marital partner, determined 

by interpersonal relationship 

extensive knowledge for distant 

relatives 

restricted only close relatives 

decision making dependent on the 

family 

autonomy of individual 

locus of control external locus of control internal 

respect and holiness of the decision of doubt in doctor patient relationship 
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The above table shows that 

cultural diversity may influence 

the implementation of ethics in 

different societies. The family 

structure in traditional societies, 

namely the extended family, 

decision making is group and 

family oriented and the western 

attitude towards individual 

autonomy does not exist. The 

external laws of control, the 

dependence on God in health and 

disease and attribution of illness 

and recovery to God’s will 

maintain a healthy doctor-patient 

relationship; which makes trust, 

confidence and compliance a 

characteristic attitude in trad-

itional societies. 

Arab culture has general features. 

It has traditional beliefs in devils, 

djinnies, evil eye etc. (delusional 

cultural beliefs). The family 

structure is characterized by 

affiliated behavior at the expense 

of differentiating behavior. Also 

rearing is oriented towards 

accommodation, conformity, co-

operation, affection and inter-

dependence as opposed to 

individuation, intellectualization, 

independence and compart-

mentalization. The extended 

family helps in managing 

intergenerational conflicts. Young 

individuals vacillate between two 

worlds of values: one world is felt 

to be dying, the other is not yet 

born. 

It may be worth mentioning that 

the homeless mental patients seen 

frequently in USA and Europe 

the physician 

rarely malpractice suing common 

deference  is god’s will self determined 

doctor patient relationship is still 

healthy 

mistrust 

individual can be replaced. The family 

should continue and the pride is in the 

family tie 

irreplaceable, self pride 

pride in family care for the mental 

patient 

community 

dependence on God in health and 

disease, attribution of illness and 

recovery to God’s will 

self determined 
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especially after the mental health 

reform and closing mental 

hospitals, this phenomenon is 

unseen in the Arab World and if 

so, it is because of poverty and 

not because of mental illness. The 

families in some traditional 

societies take pride in looking 

after their elderly, young or adult 

mental patients. It is shameful to 

the family, if it is discovered that 

one of its mental patients is 

homeless. 

Traditional versus modern healing 

There are a number of important 

lessons to be learnt from the 

examination of beliefs and 

practices relating to psychiatric 

illnesses that exist in various 

cultures throughout the world.  In 

many non-western cultures, 

native practitioners, to whom 

modern psychiatry is completely 

unknown, are treating emotion-

ally disturbed persons.  The ex-

amination of the emotional 

attitude and interpersonal 

elements in these various forms 

of psychological treatments offers 

the psychiatrist a broad per-

spective from which to under-

stand the basic components of our 

own present day systems of 

psychiatry and the ethics that 

guide it. 

Traditional forms of mental 

health care contain important 

elements, sometimes effective 

and frequently the only method 

available in some cultures, a fact 

which requires better under-

standing and studies so that it can 

used in understanding the 

complexity of relatedness to 

mental patients throughout 

cultures. Traditional treatments 

are characterized for being 

culturally compatible (familiar 

with the cultural value system of 

the clients), holistic (integrating 

physical, psychological, social 

and spiritual aspects of healing) 

and is usually carried out by a 

charismatic healer i.e. somebody 

who promises to be in charge and 

can actually do so, almost to the 

point of bearing the responsibility 

of his decisions. The therapeutic 

process also frequently in-

corporates family, tribe or group 

and involves the social man-

ipulation of the client’s im-

mediate environment.  

Traditional and religious healers 

in primary psychiatric care deal 

with minor neurotic, psycho-

somatic and transient psychotic 

states using religious and group 

therapies (El Zar), suggestion, 

devices, amulets and incantations. 

National health priorities and 
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health care services are not for 

mental health. Furthermore 75-

80% of Egyptian psychiatric 

patients, for example, present 

with somatic symptoms. 60 – 

70% of them present to traditional 

healers and GPs 
(5). 

 

In Arab culture, the issue of 

telling the diagnosis, prognosis 

and lines of treatment is not 

viewed as empowering. Trad-

itional societies value the family 

centered model. A higher value 

may be placed on the harmonious 

functioning and the family rather 

than the autonomy of the 

individual members.  

Role of religion 

Religion plays an important role 

in symptom formation, 

attributions (God’s will) and 

management. Psychological 

symptoms are being attributed to 

weakness of personality, lack of 

faith, lack of conformity, laziness 

etc. hardly attributes that entitle 

an individual to a right of choice. 

Statements like “if God is 

willing”, “I seek refuge in God 

from the accursed Satan”, “God is 

the healer” etc. are widespread in 

our region indicating a belief that 

the final decision is made where 

no human being has control and, 

therefore, human choice is quite a 

marginal variable in determining 

the final outcome. 

Islam is the religion of the 

majority in the Arab region. The 

fundamental principle of Islam is 

of an essentially theocratic 

society in which the state is only 

of value as the servant of revealed 

religion. The states’ submission 

to those principles is explicitly 

stated in the constitution of 

Morocco, Tunisia, Syria, the 

Islamic Republic of Mauritania, 

Sudan, Egypt and Yemen
 
(6)

. 
 

The approach of Islam to mental 

illness can be traced to two main 

sources: 

1. The basic connotations of the 

most common word in the Koran 

used to refer to the mad person 

i.e. insane or psychotic, which is 

“majnoun”. This is mentioned 

five times in the Koran to ascribe 

how prophets were perceived. 

2. The different uses of this 

word by the masses to describe 

the perceived eccentricity of all 

prophets when they first 

attempted to guide their people to 

enlightenment. It is sometimes 

couples with being a magician or 

a poet or a teacher. The Islamic 

jurisprudence has emphasized 

that criminal responsibility should 
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be implemented only on sane 

adults with free choice (7). 

In Islam no responsibility was 

attributed to a child, a psychotic 

adult or a sleeping or stuporous 

person. The welfare and care of 

the mental patients in Islam are 

clearly the responsibility of the 

family.  

Muslim law, down to its finest 

details, is an integral part of the 

Islamic religion and to the 

revelation that it represents. 

Consequently, no authority in the 

world is qualified to change it. 

Not to obey Muslim law is a sin 

leading to punishment as a heretic 

and, thereby, excludes the person 

from the community of Islam. 

In Mediterranean countries, many 

people, especially those living in 

Islamic societies, have an external 

locus of control and all events are 

attributed to God’s will. Islam is 

centered on the idea of man’s 

obligation or duties rather than 

rights that he may have. Within 

those terms of reference issues 

like consent, autonomy and 

decision-making become complex 

matters. 

Apart from the concept of the 

insane as being possessed, we 

have another positive concept 

where the insane is taken as the 

one who dares to be innovative, 

original, creative or attempts to 

find alternatives to a static and 

stagnant mode of living. It is also 

to be found in various attitudes 

towards certain mystics such as 

Sufism, where the expansion of 

self and consciousness has been 

taken as a rationale to label some 

of the Sufis as psychotic. The 

autobiographies of some Sufis 

reveal the occurrence of psychotic 

symptoms and many mental 

sufferings in their paths to self-

salvation 
(8)

. 

The third concept of mental 

illness is the consequence of the 

disharmony or constriction of 

consciousness, which non-

believers are susceptible to. It is 

related to denaturing of our basic 

structure (Al Fitrah) and 

disruption of our harmonious 

existence by egoism, detachment 

or alienation, partly presented by 

the loss of integrative insight. 

The prevailing concept of mental 

illness at a particular stage in the 

Islamic World depends on the 

dominance of development or 

deterioration of genuine Islamic 

issues. For instance, during 

deterioration, the negative con-

cepts of the insane as being 

possessed by evil spirits 
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dominates, whereas during 

periods of enlightenment and 

creative epochs, the disharmony 

concept dominates and so forth. 

Islam also identified the unity of 

body and psyche. The psyche 

(Elnafs) was mentioned 185 times 

in the Koran as a broad reference 

to  human existence, meaning at 

different times  body, behavior, 

affect, and/or conduct i.e.  a total 

psychosomatic unity. 

The teaching of the great clinician 

Rhazes had a profound influence 

on Arab as well as European 

medicine. The two most impor-

tant books of Rhazes are  “El 

Mansuri” and  “Al-Hawi”. The 

first consisting of ten chapters, 

includes the definition and nature 

of temperaments, the dominant 

numerous and comprehensive 

guides to physiognomy. Al-Hawi 

is the greatest medical Ency-

clopedia produced by a Moslem 

physician. It was translated into 

Latin in 1279 and published in 

1486. It is the first clinical book 

presenting the complaints, signs, 

differential diagnosis and the 

effective treatment illness. One 

hundred years later, “El-Canoon” 

of medicine by Avicenna was a 

monumental, educational, and 

scientific book with better 

classification. 

The first Islamic hospital appears 

to have been established by the 

early ninth century in Baghdad 

and to have been modeled on the 

East Christian institutions, which 

seem to have been mainly 

monastic infirmaries. 

Among the hospitals that 

appeared throughout the Islamic 

world, perhaps the most famous 

one was that created in Cairo by 

the Egyptian Sultan al-Mansour 

Kalaoon in 683/1284 
(7)

. 

It was there, in Spain and namely 

in Granada, that the first mental 

hospital was established in 

Europe through the Arab 

Influence and from there it 

propagated to south France and 

rest of Europe. 

The 14th century Kalaoon 

Hospital in Cairo had sections for 

surgery, ophthalmology, medical 

and mental illnesses. 

Contributions by the wealthy of 

Cairo allowed a high standard of 

medical care and provided for 

patients during convalescence 

until they were gainfully occu-

pied. Two features were striking: 

the care of mental patients in a 

general hospital, and the invol-

vement of the community in the 

welfare of the patients, and 

foreshadowed modern trends by 

six centuries 
(9)

. 
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Consent 

What is the purpose of highlight-

ting consent as a core element in 

psychiatric ethics? The primary 

purpose is to promote individual 

autonomy and to make rational 

decision making. It is not the 

mere signing of a piece of paper 

to protect the treating physician 

or institution from future 

malpractice complaints. Broadly 

it should involve explaining to the 

patient the risks and benefits of 

the proposed treatment and 

alternative treatment methods 

which exist and what the risks 

and benefits of those treatments 

are. The patient should be 

informed what refusal of treat-

ment would entail in terms of 

risks and benefits and one should 

make sure that the patient is not 

under some sort of undue 

influence and that the environ-

ment is not coercive. The basic 

elements of informed consent are 

competence (which involves the 

capacity for decision making, 

taking into consideration that 

affective incompetence is not 

usually recognized by the law), 

information (fiduciary relation-

ship which is rooted in respect for 

the dignity and autonomy of the 

patient) and non-coercion (note 

the subtle   Difference between 

coercion and persuasion).  

Common law acknowledges two 

instances where consent is not 

needed. The first is cases of 

necessity, where the doctor is of 

the opinion that treatment is in the 

patient’s best interest and the 

patient is not competent to give 

valid consent to that treatment 

and the second is emergency, in 

order to prevent immediate 

serious harm to a patient or to 

others as to prevent a crime.  

Competence 

Furthermore, patients are 

considered legally competent 

unless adjudicated incompetent or 

temporarily incapacitated by a 

medical emergency. The court 

held that persons are competent to 

make treatment decisions if they 

are of “sufficient mind to reason-

ably understand the conditions, 

the nature and the effect of the 

proposed treatment, attendant 

risks in pursuing the treatment 

and in not pursuing the 

treatment.” 

Common law states, that 

competent adults have a right to 

refuse medical treatment even if 

this refusal results in death or 

permanent injury. Furthermore 
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competence can apply to different 

things: We cannot generalize i.e. 

competence to give consent to 

treatment, competence to admit 

yourself to a hospital and compet-

ence to agree to “do not re-

suscitate” order. 

Decision-making 

But what if the decision making 

process is not an individual one? 

Arab cultures deal with issues of 

illness as a family matter. 

Whether or not a patient is 

hospitalized, subject to ECT, kept 

or discharged from hospital is not 

dependent on what the patient 

wants on his or her own but on 

the estimation/need/wish of the 

family, both nuclear and 

extended. Patients may, at times, 

wish not to be burdened with the 

extra load of having to take a 

decision that may determine the 

pattern of the rest of their lives. 

The concept of shared respons-

ibility is central in the Arab 

culture and the majority would 

not like to be responsible for the 

outcome of an individual 

decision.  

The decision making style might 

be best described in our cultures 

as family centered. The moral, 

social and psychological support 

for which extended families in the 

third world are so famous for is a 

largely conditioned process. It is 

conditioned by collectivity of 

decision making, by consensus. 

An individual decision not in 

agreement with the collective 

leaves the decision maker single  

in bearing the responsibility of 

the outcome and may deprive him 

or her of the familial support. 

This is not necessarily perceived 

as a negative value or pattern of 

relationships, but is the norm on 

personal interaction within 

families, especially if the family 

will be sharing in the 

consequences of the decision. 

Negative consequences of the 

decision are then not the patient’s 

fault alone and he or she  does not 

have to bear the guilt of making a 

wrong decision. 

A demonstrative example for the 

issue of consent and decision 

making may be that of hospital 

admission. Voluntary admission 

makes up approximately 73% of 

psychiatric facilities in the USA.  

In Egypt it is 90%. In reality, the 

distinction between voluntary and 

involuntary admission is not as 

clear as stated in law. Patients are 

often induced or pressured into 

accepting voluntary admission. If 

voluntary admission were to be 
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maintained as truly voluntary, 

involuntary admission would 

likely increase. The family role is 

strong in enforcing voluntary 

admissions which makes no need 

for involuntary admissions in any 

region. In our region, the respect 

and obedience to the family 

decisions exceeds autonomy of 

the individual in importance, 

especially if the burden of an 

outpatient will lie entirely on the 

family with no available com-

munity social support systems. 

On the other hand, it is the 

responsibility of the family to 

hear the bad news about the 

patient is diagnosis and prognosis 

and to make the difficult decision. 

Studying Italy, Greece, Spain and 

Egypt regarding the issue of 

telling the diagnosis of cancer 

shows that autonomy is not 

viewed as empowering. Rather it 

is seen as isolating and burden-

some to patients who are too 

suffering and too ignorant about 

their condition to be able to make 

meaningful choices. It harms the 

patient by causing them to lose 

hope. 

Affiliation versus autonomy 

The previous attitude towards 

decision making indicates a social 

value system where autonomy is 

not in the center of concerns. The 

idea of patient autonomy is not 

universal. In USA 90% of 

physicians did not inform their 

patients of the diagnosis of cancer 

in 1961 (Blackhall et al., 1995). 

This was reversed in 1979 where 

97% of physicians made it their 

policy to inform patients with 

cancer of their diagnosis. Most of 

the literature that discusses this 

change reviews it as simple 

progress from an uninformed 

paternalism to a more enlightened 

and respectful attitude towards 

the patient.  

The same can be applied to 

mental illness with a major 

difference being the lack of 

stigma associated with cancer. 

Cultural, ethnic and probably 

socio-demographic factors sug-

gest different attitudes regarding 

patient autonomy and informed 

consent. Sharing the European 

American model is subject to the 

process of acculturation. 

For those who hold the family 

centered model, a higher value 

may be placed on the harmonious 

functioning of the family than the 

autonomy of its individual 

members. Although the patient 

autonomy model is founded on 

the idea of respect for persons, 
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people live, get sick, and die 

while embedded in the context of 

family and culture and inevitably 

exist not simply as individuals but 

in a web of relationships 
(10).

 

Insisting on the patient’s 

autonomy model of medical 

decision making, when that 

model runs counter to the deepest 

values of the patient, may be 

ironically another form of the 

paternalistic idea that “doctors 

know best”. A person in our 

region may actually change a 

doctor because of the way he or 

she conveys the information to 

the patient or if they insist to 

make the patient their only 

reference point in decision 

making. 

Confidentiality 

The relativity of consent and 

autonomy feed back into a third 

major element of psychiatric 

ethics which is that of con-

fidentiality and disclosure of 

information which is another 

universal principle of the Madrid 

and other professional Declara-

tions. Although there exists no 

consistently accepted set of 

information to be disclosed for 

any given medical or psychiatric 

situation, as a rule of thumb, five  

areas of information are generally 

provided: diagnosis, nature and 

purpose of the proposed treat-

ment, consequences, risks and 

benefits of the proposed treat-

ment, viable alternatives to the 

proposed treatment and prog-

nosis, which is the projected 

outcome with and without 

treatment 

As such, confidentiality is already 

a very porous matter, that it is 

virtually non-existent. The nurses, 

intern residents, social workers, 

psychologists, ward clerks; 

Medicaid reviewers and 

accreditation bodies are already 

entitled to have access to this 

information and to read the 

patient’s chart. The question is 

therefore, related to people from 

outside the medical profession 

and its accessories which in our 

case, again, would be the family 

for example.  

Telling the patient the truth about 

his or her condition, especially in 

cases where the prognosis is bad 

or a major decision should be 

taken, is not considered a virtue 

in our culture. In fact Arab 

families, although praising the 

technological advance of 

medicine “abroad”, would always 

make the comment about the 
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harshness of western doctors who 

tell their patients the truth in the 

face without consideration of the 

emotional trauma that this would 

entail. In our culture, the norm is 

to tell the family first and then it 

is almost entirely left to the 

family to decide whether or not to 

convey the information to the 

patient.  

Arab families frequently speak of 

their cousin who “feels” that he or 

she may have cancer and “who 

does not really want to know for 

sure”. There is a strong convic-

tion among our patients that not 

knowing the bad truth provides 

the patient with a hope that things 

may get better. Issues like 

preparation for death or preparing 

a will or other economic arrange-

ments are hardly a matter of 

concern, probably because those 

matters are dictated by the 

Islamic jurisprudence with little 

space for interference from the 

patient. Preparation for death is 

mainly a spiritual matter with few 

practical implications. In the field 

of psychiatry, patients and their 

families would always like to 

hear that the condition will 

improve. Even if it does not 

improve , or even if it does 

improve only for short periods of 

time, they would rather see a 

psychiatrist who would insist “ 

that things will get better” than 

one who would give the outcome 

in statistical, scientifically based 

figures, even if the two were at 

the end prescribing the same 

medication. Arabs tend to believe 

that recovery is the outcome of 

God’s will, while no recovery 

may indicate the doctor’s failure.   

Conclusion 

We would like to stress that we 

are not forwarding those patterns 

of interaction to bypass the 

implementation of ethical codes 

to our culture. It is still our 

primary mandate to secure an 

ethical foundation for our practice 

and not to leave our patients at 

the mercy of the good intent of 

the practitioner. This paper only 

deduces that the implementation 

of the ethical codes needs tact and 

understanding of the local 

constraints in order not to further 

jeopardize the ill-defined image 

of the psychiatrist and the 

specialty of psychiatry. We could, 

for example, suggest that 

physicians ask patients, if they 

wish, to be informed about their 

illness and be involved in making 

decisions about their care or if 

they prefer that their family 

handles such matters. We would 
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thereby be approaching the issue 

of consent in a broader frame-

work than on the concrete day to 

day information. In any case, the 

patient’s wishes should be 

respected allowing patients to 

choose a family centered 

decision-making style which does 

not mean abandoning our 

commitment to individual 

autonomy or its legal expression 

in the doctrine of informed 

consent. Rather it means 

broadening our view of autonomy 

so that respect to persons includes 

respect for cultural values which 

they bring with them to the 

decision making process. 
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ABSTRACT 

Epidemiological studies on substance use are rare in the Arab world.  

The purpose of this paper is to present a systematic review of all 

published epidemiologic research in the Arab world up to 2007 using 

several search engines such as PubMed, PsycInfo, and IDRAAC web 

database.  Research in the Arab world was conducted on specific 

subpopulations ranging from students to autopsies, at times on large 

numbers and only one published article on a national basis.  Despite the 

rigid laws against substance use in this region, alcohol is the most used 

substance, especially among high school and university students ranging 

from 4.3% to 70.1%.  Males use substances more than females except 

for tranquilizers and barbiturates, the trends changing in a recent report 

from the L.E.B.A.N.O.N study.  As reported by Western counterparts, 

substances carry a burden on several levels including social impairment, 

problems of violence, and HIV.  Risk factors for substance use include 

mainly family problems and peer pressure.  However, there remains a 

clear need for national data on substance use in the Arab world in an 

attempt to identify the magnitude of the problem, and track it for proper 

monitoring and intervention. 

Word count: 191 

Keywords: Alcohol, Arab, Epidemiology, Substance.    

 

Introduction 

Reports by the National Survey 

on Drug Use and Health 
(1)

 show 

that half of the US population 

aged twelve and above were 

current alcohol users (58.1% were 

males), 22.7% had had binge 

drinking (defined as 5 or more 

drinks on one occasion) at least 

once in the previous month, and 

6.6 % reported being heavy 
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drinkers (defined as 5 or more 

drinks on the same occasion on at 

least 5 different days in the past 

month). Illicit drug use was 

observed in (8.1%) of the total 

population above twelve years of 

age, the majority (54.5%) of 

whom used marijuana only, in the 

past month. Use of cocaine (1%), 

crack (0.3%), hallucinogens 

(0.4%) and heroin (0.1%) were 

relatively lower in the past year.  

When compared to other regions, 

Europe has the highest alcohol 

consumption in the world. In 38 

countries, the average alcohol 

consumption per person in 1998 

was 7.3 liters; ranging from 0.9 

liters (Azerbaijan) to 1303 liters 

per person (Luxembourg
) (2)

. The 

European National population 

surveys 
(3)

 have shown that 

cannabis is the most commonly 

used substance in the European 

adult population (aged 15–64 

years) ranging between 2% and 

31%. Ever use of amphetamines 

ranged from 0.1% to 5.9% (an 

exception is UK: 11.2%), ecstasy 

use ranged from 0.3% to 7.1%, 

and cocaine from 0.4% to 6%.  

Substance abuse is coming to the 

forefront in the Arab World, as 

more individuals and populations 

are exposed to diverse cultures, 

introduced to a variety of 

contemporary substance and 

becoming more affluent. Con-

sequently, while some are con-

tributing to the world drug report 

(www.unodc.org). Scientific res-

earch pertaining to substance use 

in the Arab world has intensified, 

where health professionals seek to 

shed light on prevalence rates, 

etiology, risk factors, and treat-

ment outcomes.  

This paper examines prevalence 

rates of substance use, gender 

differences, co-morbidity and risk 

factors across epidemiologic 

studies in the Arab world.  This 

enables us to understand how data 

in this part of the world compares 

to international data, and the 

pervasiveness of substance use, 

abuse and dependence in the Arab 

countries.  

Methods  

This review was conducted by the 

Institute for Development 

Research Advocacy and Applied 

Care (IDRAAC) for epidem-

iologic published articles up to 

end of 2007, in English, French, 

or Arabic language, with no  

restriction to study design.  

Keywords: Alcohol, Amphet-

amine, Anabolic steroids, Anal-

gesics, Antihistamines, Anti-

parkinson,Anxiolytic, Barbiturate, 

Benzodiazepine, Betel nut, 
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Cannabis, Carbamate, Catnip, 

Cocaine, Codeine, Cortisol, 

Ecstasy, Hallucinogen, Hashish, 

Heroin, Hypnotic, Illicit, Kava, 

Licit, Marijuana, Mor-phine, 

Nitrite, Nitrous oxide, Opiates, 

Opioid, Painkillers, Phencyc-

lidine, Sedatives, Stimulants, 

Substance abuse, Substance use, 

Tranquilizers. 

Search Engines:  The search 

engines used were: PsycINFO, 

PubMed, and IDRAAC website 

search engine: (www.idraac.org). 

Arab countries and regions:  The 

countries included were: Algeria, 

Bahrain, Egypt, Gaza, Iraq, 

Jordan, Kuwait, Lebanon, Libya, 

Morocco, Oman, Palestine, Qatar, 

Saudi Arabia, Sudan, Syria, 

Tunisia, United Arab Emirates, 

UAE, and Yemen.  In addition, 

the following regions were 

included: Arab, Gulf, and Middle 

East.      

Screening search results and 

categorization:  The search 

resulted in a large number of 

articles which were screened, and 

of which 197 articles were 

reviewed for being possibly 

relevant. The full text for the 

probably relevant articles were 

retrieved either online through 

subscriptions or ordered from 

local or international libraries, or 

requested as hard copies from the 

authors (through many trials of 

contact by email or regular mail). 

We were able to retrieve 143 

references out of which only 47 

were included this review.  The 

non-relevant references were non-

epidemiologic studies (e.g. 

clinical trials, case-control 

studies), non-Arab samples, or 

dissertation abstracts. The results 

of this search will be  presented 

first by country in alphabetical 

order, and then followed by a 

comparison across countries 

(Table 1).     

Results  

Egypt 

Recent publications were scarce 

in Egypt.  The published research 

targeted a variety of populations, 

such as community samples, 

student populations and clinical 

samples.  In studies covering 

secondary school students, 

university students, and industrial 

workers in Egypt lifetime 

prevalence rates revealed that 

alcohol was mainly the 

predominant substance of choice 

among all categories, with 

secondary school students 

reporting the highest amount of 

consumption (22.5%), followed 

by male university students 

(22.1%), industrial workers 
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(20.1%), and lower rates by fem-

ale university students (7.2%) 
(4).

    

Similar to the male university 

student population, female 

university students demonstrated 

a peak age of onset of 19 years 

for trying tranquilizers (5.1%), 

followed by stimulants (4.8%), 

and hypnotics (4.2%), and they 

were least likely to use hashish 

(0.8%).  Approximately 22% of 

the female students first tried 

alcohol just before 12 years.  

Male students first used narcotics 

(hashish: 15.4%) and alcohol at 

12 years; tranquilizers (5.8%), 

stimulants (14.0%), and hypnotics 

(4.2%), were mostly first tried 

between 15 and 16 years of age 

(4-7). Factors predicting sub-

stance use included getting ready 

for exams, “stress”, personal 

bodily problems and pains, and 

peer pressure 
(6).

 

A representative sample of 4% of 

male secondary school pupils 

enrolled during the academic year 

of 1985/86 
(7)

 were divided into: 

urban and rural groups.  The 

highest rate of substance ever 

used by the students was 

narcotics (5.9%), and 16.3% 

admitted to continued use of 

narcotics (narcotics included in 

this Egyptian study cannabis, 

opium, and heroin), followed by 

ever use of minor tranquilizers 

(2.7%), hypnotics (2.3%), and 

stimulants (1.8%). Prescription 

psychotropic drugs were used at 

least once by 5.5% of the male 

sample, and 21.4% of these 

reported continued use, of which 

only 16.2% used them more on a 

regular basis (4-10 times a 

month). Higher rates of alcohol 

use were recorded by the rural 

student population (28% vs. 

21.14% in the urban sample) and 

continued use of narcotics was 

more prevalent among the urban 

student population, 17.6% of 

urban ever users vs. 10.2% of 

rural ever users. Additionally, the 

urban student population was 

found to start alcohol and 

prescription psychotropic drugs at 

a younger age (Urban: 45% - 62% 

vs. Rural: 27% - 41% before age 

15 years).   

In clinical samples, substance use 

was often found to be primary or 

secondary to a co morbid psych-

iatric disorder. In a sample of 100 

schizophrenic patients attending 

he outpatient facility in 2001; 

twenty six met the DSM-IV 

criteria for substance abuse (N = 

7 whose substance abuse was 

primary) 
(8)

. Most substances 

abused by the patients were 

antiparkinsonian drugs (38.5%), 
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followed by of cannabinoids, 

narcotics/opioids, and benzo-

diazepines (11.51% each), and 

lastly alcohol, which was only 

detected in two patients (7.7%). 

An early report on serological 

tests from a large and diverse  

population (n= 29261) grouping 

drug addicts, female prostitutes, 

international travelers, blood 

donors, and foreigners who res-

ided in Egypt for more than thirty 

days indicated an exceedingly 

low prevalence (0.2%) of HIV in 

Egyptian drug addicts 
(9)

. 

Jordan  

In a sample of 5064 students 

randomly chosen (54.9% females) 

from six universities and four 

intermediate colleges 
(10)

 the 

prevalence of alcohol ever use 

was 16.6% (11.8% of the 

population used at least once in 

the previous month, 8.1% had 

used for less than 6 days in the 

previous month, and 1% had 

consumed alcohol for more than 

20 days in the previous month).  

The highest prevalence of other 

substances ever used were 

sedatives (12.9%), followed by 

volatile substances (6.8%), 

hashish/marijuana (4.6%),  the 

anti-parkinsonian benzhexol 

(3.3%), amphetamines/stimulants 

(3%), and the least substance ever 

used were opiates/heroin (1.5%). 

Approximately similar patterns 

were noted for use of substances 

at least once in the previous 

month (with heroin/opiates least 

used); however, reports indicated 

that use of sedatives was equally 

if not more prevalent (12.5%) 

among the students in the 

previous month than alcohol use 

(11.8%). Rates of any substance 

used at least once in the past 

month were relatively higher 

among males than females.  Risk 

factors significantly relating to 

substance use included peer 

encouragement and substance 

use/abuse, abuse of alcohol and 

psychoactive substances in the 

neighborhood, and/or poor family 

communication.  

An earlier study by Abu Al-

Ragheb and Hadidi 
(11)

 assessed 

the burden of substance use 

through a toxicological exam-

ination of all autopsies (N=6109) 

between 1978 and 1996. 

Postmortem cases of individuals 

who died between the ages of one 

and seventy, at the Jordan 

University Hospital revealed that 

deaths pertaining to drugs and 

alcohol totaled 0.98% (n = 60) of 

the cases, higher in males 

(66.6%) followed by children 

(21.6% under the age of five, 
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resulting from accidental 

ingestion).   Alcohol was equally 

prevalent as drugs in causing fatal 

poisoning.  

Kuwait 

In Kuwait, two studies were 

identified on different samples 
(12, 

13)
. In a sample of 1058 syst-

ematic admissions to the 

emergency room of a general 

hospital and a specialist traumat-

ology hospital only 10% of the 

patients tested positive (blood) for 

alcohol use, and a significant high 

alcohol-associated casualty rate 

(22%) characterized the clinical 

diagnosis of delirium/coma 
(12)

.  

In another study drug misusers, in 

male army conscripts in Kuwait 

(N=2183), were self-administered 

the Arabic version of the 28-item 

Drug Abuse Screening Test 

(DAST, 14), and a urine analysis 

was performed 
(13)

. A total of 4.4 

% of unprescribed psychoactive 

drugs was reported with cannabis 

constituting the lowest (0.1%), 

followed by morphine (0.2%), 

and amphetamine (0.7%).  Amph-

etamines were significantly 

linked to family or social 

problems, physical dependence, 

and hospitalization.  

Lebanon 

Until  recently  most  data  in  

Lebanon had been collected on 

university students (15-19).  The 

earliest reported studies on 

substance use were done on a 

university population (N = 429) 

registered between 1972 and 1973 
(19).

 Self-filled questionnaires 

surveyed 14% of the students  

about ever use of drugs. Mari-

juana was the most common drug 

used: 17% of the participants 

reporting to have used marijuana 

at least once (18% males, 14% 

females) with this use peaking in 

university years, amphetamines 

(8%), LSD (2%), and 

tranquilizers (17%). 

A closer look at patterns of 

substance use, specifically 

benzodiazepines, was assessed 

through questionnaires given to a 

randomized sample of the 

Lebanese population (N = 1000) 

aged 18 years and above (20). A 

total of 9.6 % of the sample 

population reported the use of 

benzodiazepines in the previous 

month, with females twice more 

likely to do so (12.1% vs. 6.8% 

for males).  

In a study by Karam et al 
(16)

 on 

university students using self 

filled questionnaires, females 

were more likely to use “licit” 

substances such as tranquilizers 

(13.3%) and barbiturates (10.6%) 

vs. (7.6%) and (6.3%) in males 
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respectively, whereas males tried 

“illicit” substances such as 

cannabis (3.7 %) more than 

females (0.7%).  Use of licit 

substances (tranquilizers, barbi-

turates, morphine, and codeine) 

appeared to increase with age.  

Problems pertaining to alcohol 

use in the student population 

mirrored in nature those reported 

in the western countries: traffic 

accidents, physical fights, etc. In 

addition, risk factors to alcohol 

use/abuse or dependence the 

presence of an excessive drinker 

in the immediate family, and 

friends‟ and parents‟ attitudes 

towards drinking. Practice of faith 

and parental control served as 

protective factors against alcohol 

use, abuse and dependence. 

A survey on alcohol use among 

students (N=954) taking intro-

ductory English courses at the 

American University of Beirut 

during the fall semester of 1998, 

who completed the Control and 

Prevention's Youth Risk Behavior 

Survey that 66.5% of the students 

(70.9% males and 61.4% females) 

used alcohol at least once per day 

on one or more days during the 

past month, while 11.5% had at 

least 5 alcoholic drinks in a row 

on one or more days during the  

 

past month (17.3% males, 4.6% 

females) 
(21)

. Also university 

students reported lower rates of 

ever trying illicit substances 

(12%) where males were almost 

twice more likely to do so 

(14.7%) than females (8.8%). 

Karam et al 
(22)

 selected a total of 

222 records of all inpatients 

consecutively admitted to Saint 

George Hospital University 

Medical Center who fulfilled the 

clinical entity of dual diagnosis 

(ever substance and ever other 

mental disorder). Schizophrenia 

was co morbid with cannabis 

abuse (44.8%), bipolar disorders 

with cocaine abuse (42.1%), 

anxiety disorders with tranq-

uilizers (36.8%), depression with 

medicinal painkillers (including 

opiate preparations) and barb-

iturates (19.3%), and heroin abuse 

was highest in the pure substance 

abuser group (mostly antisocial 

personality disorder); whereas the 

prevalence of alcohol abuse was 

comparably high across all diag-

nostic categories.     

A study on samples from two 

major private universities in 

Lebanon (an American and a 

French system university), used 

self filled questionnaires covering 

25% of the entire population in 

both universities 
(18)

. Phase I  
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(1991) was based on the DIS-III 
(23)

, and lifetime prevalence of 

alcohol use was 49.2%. 14.9% of 

the drinkers ever drunk as much 

as one bottle of liquor in one day, 

5.1% ever had 7 drinks or more 

every day for 2 weeks, and 10.7% 

had 7 or more drinks per day, 

every week for a period of 2 

months or more.  However, phase 

II (1999), carried a decade later 

(and thus based on the DIS-IV), 

showed a sharp increase in 

lifetime alcohol use (70.08%) 

from phase I.  The average 

number of drinks was 1.11 ±2.01 

drinks/ day for the total sample.  

Alcohol abuse and alcohol dep-

endence increased from phase I 

(2.8% and 2.9% respectively) to 

phase II(9.1%, 5.3% resp-

ectively).  No differences were 

found between age groups in 

terms of alcohol ever use abuse, 

dependence and excessive use. 

Nevertheless, intoxication was 

most prevalent among the older 

age group (over 22 years of age), 

16.97 ± 2.54 years was the mean 

age of intoxication in phase one 

(1991), and 17.04 ± 2.41 years in 

phase two (1999). 

In a comprehensive assessment of 

substance use in Lebanon, and 

published in the Rapid Situation 

Assessment report (17) rates of 

ever use were reported for high 

school students (2001) and 

university students (1999): 

cocaine (1.7% high school vs. 

1.2% university students), ecstasy 

was used by 2.8% of the high 

school student population (this 

assessment was limited to the 

high school sample); university 

students reported more ever use 

of hashish/marijuana (8.8%), 

tranquilizers (13.1%), amph-

etamines/ stimulants (4.3%), and 

medicinal opiates/barbiturates 

(5.2%) vs. 6.8%, 3.3%, 1.2%, & 

1.2% in the high school sample. 

Heroin use was equivalent in both 

populations (0.8% each).  33.33% 

of the clinical (hospital and 

rehab) and “street” samples had 

been arrested by the legal 

authorities previously, and 

equally a third of those arrested 

had had previous treatment for 

use.  Through focus group 

discussions and key informant 

interviews, street users felt that 

peer pressure was a primary 

factor associated with substance 

use; while shoplifting, pros-

titution, and gambling constituted 

only distant secondary factors. 

Recently, IDRAAC undertook the 

L.E.B.A.N.O.N study (Lebanese 

Evaluation of the Burden of 

Ailments and Needs Of the 
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Nation), which is the first national 

study in Lebanon and the Arab 

region in coordination with 

Harvard University (USA) and 

the World Health Organization 

(Geneva) 
(24)

.  2857 Lebanese 

adults (≥18 years) representing 

the adult population in Lebanon 

were administered the Composite 

International Diagnostic Inter-

view Arabic version.  The 12-

month prevalence of alcohol 

abuse in Lebanon was 1.2% and 

0.2% abused drugs (DSM IV).  

Socio-demographic correlates of 

substance use disorders were 

younger age (18-34 yrs) and 

never been married.  More results 

are under analysis 
(25)

.  The 

lifetime prevalence of alcohol 

abuse was 1.5% and drug abuse 

0.5%, with males reporting 

significantly higher rates than 

females 
(26)

.  Cross-national 

findings from the WHO World 

Mental Health Surveys have 

shown that lifetime tobacco use 

was most common in the US 

(74%), followed by Lebanon 

(67%), Mexico (60%), and some 

European countries. The median 

age of onset for cannabis was 

between 18–19 years, and for 

Lebanon 21 years 
(27)

.      

Morocco 

High school students (N=678) 

enrolled in their first semester in 

1984 in the regions of Taza and 

Tetouan were the target of an 

epidemiological study on drug 

use 
(28)

. A considerably larger 

amount of students at Tetouan 

ever used cannabis (15.56% vs. 

2.7% in Taza) and alcohol 

(1.55%), separately or in comb-

ination with other substances 

(cannabis and alcohol combined 

constituting the highest pre-

valence: 7.56%), with the 

duration of use ranging from two 

to four years.  

Kjiri et al., 
(29)

 conducted a cross-

sectional study to assess drug use 

among 1208 university students 

(744 women, 466 men) using an 

anonymous self-adm-inistered 

questionnaire.  Results showed 

that 12.5% of students reported 

alcohol use, 11.7% cannabis, 

3.6% psychotropic drugs, 1.0% 

cocaine and 0.8% heroine.  

Women (42.9%) used 

psychotropic drugs more than 

men (11.9%), p<0.001.   

Oman 

Jaffer et al., 
(30)

 investigated risky 

health behaviors among Omani 

adolescents in a nationally 

representative sample of second-

ary school students (N=3114, 

48% boys) who were given a self 

administered questionnaire. 
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Results showed that 46% of 

students were current smokers, 

4.3% current alcohol consumers, 

and 4.6% had been persuaded to 

take drugs by peers.  

Palestine 

Most retrieved studies in 

Palestine target both Arab and 

Jewish populations, in an attempt 

to highlight patterns and 

differences in substance abuse 

(especially alcohol abuse) 

between the two different groups. 

Between 1992 and 1995, a study 

examining the problems assoc-

iated with substance abuse, 

assessed 292 battered women 

above eighteen years of age 

(69.9% were Jewish) in Kfar 

Saba. Results revealed that in 

contrast with Jewish batterers, 

Arab batterers had a significantly 

higher substance abuse score 
(31)

.  

A National Household Survey on 

Drug Abuse was carried, based on 

interviews of a national 

multistage probability sample  

from the North, Haifa, Central 

and Tel Aviv 
(32)

, with women 

comprising the majority of the 

sample (60%). “Current” drinking 

rates were highest among female 

secular Jews (43.4%), and more 

than double of that of secular 

Arab women (19.6%). Arab men 

(39.6%) and women (34.9%) 

engaged in more „heavy drinking‟ 

(defined as five or more drinks 

within a few hours) in the month 

prior to the study than did Jewish 

men (21.8%) and women (8.1%).  

Higher levels of education (≥ 13 

years) were associated with 

higher rates of drinking among 

Arab women (but not men) and 

both genders among Jews.  

Religiosity, income, and occu-

pation also seem to be linked to 

the patterns of drinking, Arab 

men and women with below 

average income, and some degree 

of religiosity were less likely to 

submit to binge drinking. Sign-

ificantly less drinking occurred in 

married Arab women (3.7%), yet, 

professional Arab women and 

men were more apt to report 

higher levels of drinking as 

opposed to Arabs from other 

occupations 
(32)

.  

However, in a later study by 

Neumark et al. 
(33)

, in a 

methodology similar to the 

previous study (2001 see above) , 

frequent binge drinking (defined 

as having five or more drinks 

within a „couple of hours‟ in the 

previous month) was predominant 

in the Jewish sample, with an 

overall binge-drinking rate of 

9.2%.  In  2003, Abu   Qamar  

and colleagues  (34)  assessed  the  
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the prevalence of substance abuse 

among 1007 students in 1
st
 and 4

th
 

year of study at Art and Science 

colleges in Gaza Strip. Four 

universities (mean age  20.4 

years) participated in the cross-

sectional study (Al Azhar 29.6%, 

Islamic 30.58%, Open Alquds 

11.62%, and Al Aqsa University 

28.2%). The results showed that 

17% of student had ever used 

substance over the past year, 

11.7% abused tobacco (71.6% 

cigarettes, 23% hubble-bubble, 

4.4% smoke cigars, and 0.9% 

pipe), 1.2% abused alcohol, 

1.09% abused sedatives, < 1% 

abused any of other substances 

(opiates, cannabis, inhalants, 

hallucinogenic, stimulants). 

Tobacco abuse was more 

common among single students 

(11.74%) and males (21.4%) but 

did not differ across the places of 

residency (cities 10.4%, camps 

11.9%, 14.2% village, 17.8% 

housing project). Other factors 

found to be related to higher 

substance abuse included: larger 

family size (11 + members) 

especially in using hallucinogenic 

substances.  For males factors 

included psychological stress, 

curiosity, and sexual desire, while 

for females: treating physical 

problems, getting rid of emotions 

of weakness, facing academic 

challenge, and treating mental 

disorders.     

Saudi Arabia 

Three of the retrieved studies 

covered clinical samples of 

patients admitted to various 

hospitals across Saudi Arabia (35-

38). Given that the studies were 

limited to clinical populations, 

this review will be mainly 

concerned with the burden 

associated with substance abuse, 

co morbidity with other psych-

iatric disorders, and an assess-

ment of treatments of substance 

abuse.  

Patients (N = 485) attending 

outpatient clinics in Jeddah in 

1989 with an initial diagnosis of a 

psychiatric disorder (37) stated 

while being interviewed that they 

initiated substance use to alleviate 

psychiatric disturbances (3%), or 

turned to alcohol to cope with 

insomnia, social phobia and/or an 

anxiety state (52.6%).  Out of 170 

patients, 35% were referred by 

the police, some of whom had 

criminal records (4.9%).   

In a study by Abdel-Mawgoud et 

al. 
(35)

, various treatment 

modalities were assessed in terms 

of average length of stay, average 

daily census, use of psychotropic 

controlled medications and 
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dropout rates. A review of 

treatments adopted at different 

time periods were divided into 

three consecutive phases: Phase I 

(1986-1991): in which drug 

therapy was adopted, and was 

judged by the investigators to be 

least effective, with a “high” 

average daily census (128.3), and 

average length of stay in the 

center (37.5 days), as patients 

apparently amplified their comp-

laints to receive free drugs for a 

longer period of time. Phase II 

(1991-1993) constituted an 

attempt to implement a “ bio-

psycho-social” model and 

prescription restriction, by 

seeking international expertise to 

improve and enhance the 

treatment program, and was 

marked by a drop in the average 

length of stay and average daily 

census. Nevertheless, the cultural 

and language barriers apparently 

rendered the program 

“ineffective”. Phase III (1993-

1994) was characterized by a 

modification of the phase II 

treatment program, as problems 

were assessed and changes were 

investigated:  (such as the rein-

forcement of hospital hierarchy, 

reviewing the hospital structure, 

training needs reassessed, quality 

assurance officer appointed, etc) 

to parallel and be sensitive to the 

Saudi culture. Staffs‟ and 

patient‟s attitudes were clearly 

altered by the changes; increases 

in performance and cooperation 

levels were noted, as well as an 

increase in average length of stay 

(35.8 days vs. 25.8 in Phase II ) 

and a decline in dropout rates 

(2.8% vs. 24% in phase II). 

The prevalence of HIV among 

intravenous drug users was 

investigated by Njoh and Zimmo 
(36)

 through testing a sample of 

Saudi males (n = 2628) at Al-

Amal Hospital who met the 

DSM-IV criteria for drug 

dependence. The third generation 

qualitative Enzyme Immunoassay 

was used to detect antibodies to 

HIV type 1 and/or type 2, and the 

Western blot test was used as a 

confirmatory test.  Only four 

intravenous users (0.15%) tested 

positive for HIV by the Western 

blot test.   

Overdose, another significant 

aspect of substance abuse was 

assessed through toxicological 

examinations and autopsies of 

deaths resulting from overdose 

between 1990 and 1997 
(39)

, and 

the conclusion of the investigator 

was that Saudis experienced 

higher overdose fatalities (77%) 

than other Arabs (3.5%).  
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In a study examining the co 

morbidity of substance use and 

other psychiatric disorders (40), 

9% of the in-patients (N = 799) at 

a voluntary detoxification unit 

were found to have a relatively 

low prevalence of mental disor-

ders such as  personality disorders 

(4%, especially antisocial 

personality disorder 3.5%), drug 

induced psychosis (2%), mood 

disorders (0.37%), anxiety 

disorders (0.37%) and other 

disorders like substance induced 

dementia (0.38%) and 

schizophrenia (1%). Antisocial 

personality disorder was 

commonly associated with 

alcohol use (9%), heroin (4%) 

and volatiles (2.5%).  Traffic 

accidents (12%) resulting from 

alcohol and/or heroin use were 

observed in patients attending an 

outpatient facility in 1995.  21% 

of heroin users had injection 

related problems (Abscess, 

Cellulites, Septicemia, Deep vein 

thrombosis, Digital gangrene, 

Limb atrophy, Abscess away 

from injection site) and 69% had 

hepatitis C virus. 

The burden of substance abuse 

was evaluated through reports 

from inpatients admitted at two 

hospitals in Saudi Arabia (n = 

423) and interviews using the 

Brief Psychiatric Scale (DSM-

IIIR and ICD -10).  Results 

showed that the major problems 

encountered by the subjects were 

violence (99.3%), imprisonment 

(50.9%), health problems 

(32.4%), and financial problems 

(30.5%), loss of job (13.5%), 

drug overdose (9.5%), and 

divorce (6.9%) (38). A majority 

of the patients (74.2%) stated that 

their prayers were irregular, 6.4% 

were not praying at all, with a 

smaller percentage (19.4%) 

praying regularly.  

In a smaller clinical sample of 

one hundred and twenty Saudi 

males in a hospital in Dammam, 

poly-substance abusers displayed 

significantly more cognitive 

deficiencies, and were as a result 

less likely to be employed, and 

maintain employment (although 

results lacked statistical 

significance, p<0.37); however, 

length of abuse did not appear to 

be a contributing factor. Poly 

abusers were predominantly 

reported use heroin, hashish, and 

alcohol 
(41)

. 

Sudan 

There was a lack of published 

data on substance abuse among 

females in Sudan, with only one 

study assessing substance use 

among them. In an early study, 
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Rahim 
(42)

 interviewed a  sample 

of  both males (n = 108) and 

females (n = 96) randomly 

selected from a population 

consensus (including an 

indigenous sample studied 

previously), and found that the 

prevalence of substance abuse is 

relatively low (0.4%), with a 

smaller amount of participants 

reporting substance abuse, as 

opposed to complaints pertaining 

to other psychiatric illnesses and 

symptoms (such as Depressive 

illness, generalized anxiety dis-

order, somatoform disorder, 

conversional reactions, and 

psychotic pain syndrome). 

Although the author states, 

“alcoholism among females is 

very rare”, no data from the 

community sample could support 

or refute this claim, since gender 

differences were not statistically 

significant. Nevertheless, the 

clinical sample‟s homogeneity in 

terms of gender may be indicative 

of possible gender differences in 

substance abuse in the Sudanese 

population.  Noteworthy, is the  

burden associated with substance 

abuse in the clinical sample. 

Marital conflicts (63%), legal  

problems resulting from offenses 

(40%), traffic accidents and head 

injuries (29%), financial offences 

(13%) and social scandals (11%) 

were among the dilemmas 

emanating from substance abuse. 

The study also reflects on relapse, 

with 61% of the patients having 

previously been admitted to a 

hospital. 

Tunisia 

The available published research 

is limited to a random sample of 

Tunisian school students (n = 

353) between twelve and twenty-

four years of age, registered 

during the academic year of 

1998-1999, and whose know-

ledge, attitudes and practices 

were assessed through self-

administered questionnaires 
(43)

. 

Alcohol consumption was noted 

by 26% of the students, the 

majority of whom were males 

(43.9% vs. 7.6% females), and 

12.7% of the students reported 

drug use, mainly cannabis 

(68.8%), while comparatively 

fewer students reported medicinal 

substance use (31%). Again, 

males maintained higher rates of 

substance use than females 

(22.6% vs. 7.6%). Conflicts with 

parents, violence, and theft were 

among the burdens and risk  

factors associated with drug use.  

Another study assessing a small 

sample of patients with HIV (n = 

60), hospitalized and/or in 
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consultation in June 1995 
(44)

 

found that 48% have been 

contaminated by intravenous drug 

use (predominantly males n=28, 

only one female with HIV 

attributed her disease to 

intravenous drug use).  

United Arab Emirates (UAE) 

In 1996, in the city of Al-Ain in 

UAE, an extensive psychiatric 

survey was undertaken on a 

systematic sample (N = 1394) of 

adults over 18 years of age, 

focusing on households of 

Emirates nationals 
(45)

. 5.2% of all 

the households had one or more 

members with substance use 

problems. A modified version of 

the Composite International Diag-

nostic Interview (CIDI) instru-

ment was used, and the ICD-10 

diagnoses were formulated. The 

overall lifetime prevalence of 

substance “misuse” was low 

(0.4%), yet, once more, males‟ 

were found to have  higher rates 

(0.7%) of substance “misuse” 

than females (0.1%).  

A clinical assessment and 

structured interview of male 

substance abusers (N = 79) at a 

corrective institution for drug 

abusers in Dubai (UAE), did not 

find any significant association 

between unemployment and drug 

abuse or with its duration 
(41)

. 

Yemen 

Prevalence rates and gender 

differences were assessed in two 

studies on Yemenites.  The first 

study by Litman et al. 
(46)

, 

randomly selected a small sample 

of participants from each 

household in two Yemenite 

villages in Israel .  Participants 

were between the ages of fifteen 

and sixty five, and were 

administered structured question-

naires. Thirty-nine percent of 

participants used Khat, with 

higher rates in males (50%) 

compared to females (27%). In 

addition, use of Khat was more 

prevalent among Yemeni born 

participants (34%) above forty 

years of age, while lower rates 

were recorded by Israeli born 

participants who were less than 

twenty years old (27%).   

In Yemen, Catha edulis,(locally 

known as Khat), is traditionally 

chewed, and is a cultural practice. 

Its stimulant properties have 

motivated many studies to 

explore its potential side effects. 

Accordingly, most research on 

substance abuse in Yemen, 

focused on Khat-chewing. In 

1984, mothers in delivery units in 

all hospitals in Yemen (N 

=1181consecutive deliveries) 

were administered a questionnaire 

 
114 

 
 

Elie G. Karam, et al 

 



by the midwife delivering them 

about their baby‟s birth-weight, 

and their chewing habits. A 

significant birth-weight difference 

of 120g between Khat users and 

non-users was documented, with 

35% of khat users delivering 

lower birth-weight babies. The 

authors state that this difference 

may be attributable to 

malnutrition, because of Khat‟s 

anorectic effect 
(47)

. 

The third study was a cross-

sectional survey using the 

Symptom Checklist-90 (SCL-90),  

completed by 792 participants in 

rural and urban areas in Yemen 
(48)

, and supported previous data 

on gender differences in Khat 

use: males higher ever use 

(81.6%) vs. females (43.3%). 

Patterns of Khat use were 

predominantly heavy use (at least 

every day) for males, and were 

more “occasional” use (at least 

once a week) for females. 

Expectedly, male users started at 

an earlier age and use it longer 

(16-67 years) than females (18-55 

years). 

Discussion 

Although studies in various  

countries differed in their 

selection of the substances to be 

assessed in the population, it 

would nevertheless be interesting 

to draw comparisons from the 

reviewed epidemiologic literature 

from the Arab region between 

prevalence rates of various sub-

stances, and examine consistent 

risk factors (such as age of onset 

and age as a risk factor), burden 

associated with substance use, 

and co morbidity of substance use 

with other psychiatric disorders. 

However, no valid comparisons 

could be achieved, not the least 

being the enormous differences in 

sample design and the methods 

used to retrieve information 

(instruments, etc.). However 

some general conclusions can be 

drawn on the following topics: 

Prevalence of substance use.  

Alcohol is consistently shown to 

be one of the most common 

substance used across most Arab 

countries with harmful related 

consequences 
(4, 16, 17, 28, 49-51)

.  

There is a diversity of substances 

being highly used among com-

munity samples in the Arab world 

such as Egypt, Jordan and 

Lebanon 
(4, 6, 10, and 17)

.  Cannabis 

and tranquilizers (and in some 

specific subgroups medicinal 

products) top the lists and 

narcotics are much lower.  Low 

rates of sub-stance use were 

published in research about Sudan 

and the UAE 
(45)

.  
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Gender differences.  Data 

collected from the Arab world 

seems to reinforce the inter-

national data on gender 

differences 
(27)

, with males having 

higher prevalence rates of 

substance use than females in 

almost every country (Egypt, 

Jordan, Lebanon, Palestine, 

United Arab Emirates, and 

Yemen). Yet, tranquilizers and 

barbiturates seem to be particular-

ly popular among females, an 

aspect that is consistent in the 

published research across the 

Arab region.   

Co-morbidity: Frequently and 

especially in clinical samples, 

substance use was found to be co 

morbid with other psychiatric 

disorders, and presented as either 

primary or secondary to the 

diagnosis.  Results vary, while a 

study in Egypt highlights the 

correlation between anti-park-

insonian medication use and 

schizophrenia 
(8)

; in Lebanon, 

schizophrenia was most often 

associated to cannabis abuse 
(22)

. 

Cocaine use (Lebanon) when 

studied was mostly associated 

with Bipolar disorders. 

Burden.  Burden pertaining to 

substance use is vast and appears 

in diverse forms and parallels 

reports from the western world, 

ranging from social impairment, 

and head injury up to HIV or 

death 
(9, 11, 36, 39, 44, 52-54)

. Although 

problems vary immensely across 

the Arab region, a common 

ground could be formulated 

across the countries. Common 

problems linked to substance use 

included social and familial 

problems, legal offences, arrests, 

and imprisonment, traffic accid-

ents, health problems, violence 

and physical fights, financial 

problems, drug overdose, and 

divorce 
(13, 18, 37-40, 42)

.  Studies on 

HIV have been on the rise in the 

Arab world in the recent years, as 

the detrimental effects of 

intravenous drug use have gained 

greater public concern and mental 

health care workers have become 

curious about the prevalence rates 

and magnitude of this disease in 

the population.  Relatively low 

incidences of HIV in drug addicts 

were reported in published studies 

from Egypt (0.2%) (9) and in 

Saudi Arabia (0.15%) (36); the 

only published research in 

Tunisia revealed that 47% of the 

males contracted HIV from 

intravenous drug use.  These low 

incidences of HIV could be partly 

explained by the fact that most 

available published studies are 

early on in the history of the 
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epidemic.  In addition, a study in 

Saudi Arabia 
(40)

 reported 0.4% 

deaths resulting from substance 

use, and 69% of heroin users 

were diagnosed with hepatitis C 

virus. 

Risk factors.  Studies in Morocco 

and Egypt addressed whether 

cigarette smokers were more 

likely to abuse other substances 

than non-smokers. Both studies 
(55, 56)

 supported the assumption 

that smoking was a potential risk 

factor for subsequent substance 

use (25% of smokers use 

substances) and significantly 

increases the prospect of ever 

drinking alcohol (39.70%), trying 

narcotics (32%), and /or 

psychotropic drugs (22.13%) 
(55)

.  

Family and friend‟s attitudes 

towards substance use, the 

presence of a user in the 

immediate family, strictness 

towards time spent on homework, 

peer pressure, and/or poor family 

communication were found to be 

risk factors 
(16, 17, 10)

.  In most 

Arab countries there are very stiff 

laws on drug abusers, and alcohol 

use is forbidden by the Islamic 

religion, except in Lebanon where 

there is a diversity of religions 

including Christianity.  Practice 

of faith and implementation of 

parental control served as 

protective factors against alcohol 

use, abuse and dependence 
(16, 17)

.  

As reported by international 

studies 
(27)

, drug use was more 

common among younger age 

groups.  The ages of onset and 

ages as risk factors for substance 

use are consistent across the Arab 

studies, with the bulk ranging 

between twelve years and 

nineteen years.  On the other 

hand, international studies 

suggested a longer period of risk 

extending to adulthood among 

recent cohorts 
(27)

.  Alcohol use 

maintained the lowest age of 

onset (12 years), and males 

reported earlier initiation of 

substance use than females; 

however, there is new evidence 

suggesting a higher risk among 

females in initiating substance use 

in more recent cohorts 
(27)

.    

Conclusion. The disparity 

between US, European and Arab 

data on substance abuse cannot be 

conclusive, and neither can be 

used as basis for comparison, but 

points in general to lower rates of 

substance abuse and dependence 

in the Arab region when 

compared to the USA. Due to the 

diversity of sample selections in 

the Arab countries, no match 

could be made between the 

methodologies used in the 
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National Survey on Drug Use and 

Health (NSDUH) studies from the 

USA and those of the Arab world. 

With regards to the European 

data, figures in the published 

research in the Arab world tend to 

fall in the lower to mid range 

categories (from 1% to 20%) of 

the European data. National 

studies encompassing the wide  

array of substances is needed in 

the Arab countries, to identify the  

magnitude of the problem, 

provide more representative 

information, characterizing the 

population at large; this would 

probably enhance the availability 

of prevention campaigns, services 

and adequacy of therapeutic 

interventions, all directed towards 

alleviating the burdens associated 

with substance use..  In Lebanon, 

IDRAAC, has taken a step 

towards building a national 

mental health database through 

conducting the LEBANON study 
(24-27)

.    This national study is 

providing  data using sampling 

methodology and analysis similar 

to a large number of countries 

worldwide which is  providing for 

international comparisons not 

only of base rates but also for risk 

factors, co-morbidities, burden, 

treatments from and across a 

variety of settings and could help 

in the efforts to understand, treat 

and possibly prevent better this 

complex and highly serious group 

of disorders.  
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  خلاصةال

إٌ انذساسبد انًٛذاَٛخ فٙ شأٌ اسزعًبل انكحٕل ٔانًخذّساد َبدسح فٙ انعبنى انعشثٙ، ٔانغشض 

يٍ ْزِ انٕسلخ ْٕ رمذٚى عشض يُٓجٙ نكم انذساسبد انًٛذاَٛخ انزٙ رى َششْب فٙ انعبنى انعشثٙ 

  PubMed، ٔرى نٓزا انغشض اسزخذاو عذد يٍ آنٛبد انجحش، كـ2007حزٗ َٓبٚخ انعبو 

ٔPsycINFO  ٔلبعذح ثٛبَبد  IDRAACٔلذ أجشٚذ انجحٕس فٙ . َزشَذلإ عهٗ شجكخ ا

جزًبعٛخ فشعٛخ يحذدح، سأحذ يب ثٍٛ عُٛبد يٍ انطلاة، إانعبنى انعشثٙ حزٗ اٌٜ عهٗ فئبد 

ٔعُٛبد يٍ انجضش انزٙ رى رششٚحٓب، ٔفٙ ثعط الأحٛبٌ شًهذ أعذاداً كجٛشح، نكٍ ثحضبً ٔاحذاً 

.  فحست أجش٘ عهٗ يسزٕٖ ٔطُٙ حزٗ اٌٜ
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عهٗ انشغى يٍ انمٕاٍَٛ انصبسيخ نًكبفحخ اسزعًبل انكحٕل ٔانًخذّساد فٙ انًُطمخ انعشثٛخ، 

رجمٗ انكحٕل أكضش يبدح ٚزى اسزعًبنٓب ٔخصٕصبً فٙ صفٕف رلايزح انًذاسط انضبَٕٚخ ٔطلاة 

 ٔٚسزعًم انزكٕس انًٕاد أكضش يٍ الإَبس  . ٪70.1 ٪ 4.3ٔانجبيعبد، ار رشأح انُسجخ ثٍٛ 

ّٕيبد، ٔلذ رغّٛشد انُضعخ ٔفك رمشٚش حذٚش نذساسخ   ثبسزضُبء انًسكُبد ٔانًُ

L.E.B.A.N.O.N*   ٔٔفك دساسبد غشثٛخ، فبٌ اسزعًبل انًٕاد كبنكحٕل ٔانًخذّساد ٚسجت

جزًبعٛخ، ٔيشبكم انعُف، ٔفٛشٔط َمص انًُبعخ لإعذداًَ يٍ انظٕاْش انسهجٛخ، كبلاخزلالاد ا

ٔيٍ أثشص عٕايم انخطش انزٙ رذفع إنٗ اسزعًبل انكحٕل ٔانًخذّساد، . (اٚذص)انًكزست 

ٔيع رنك، صًخ حبجخ ٔاظحخ نجٛبَبد ٔطُٛخ عٍ اسزعًبل . انًشبكم الأسشٚخ ٔظغٕغ الألشاٌ

انكحٕل ٔانًخذّساد فٙ انعبنى انعشثٙ، سعٛبً إنٗ رحذٚذ حجى انًشكهخ ٔيسبسْب، ٔانزًكٍ ربنٛبً 

 .يٍ يشالجزٓب ٔانزذخم عهٗ َحٕ أفعم
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Country Reference  

Date of 

Study Sample (n) 

Egypt 

Asaad et al., 2003 2001 
Schizophrenic patients attending the outpatient department of Ain Shams 
University Psychiatric Institute (n=100) 

Soueif et al., 1986 1983-1984 
Egyptian male students attending Cairo and Ein-Shams Universities 

(n=2711) 

Soueif et al., 1987 1983-1984 Female Egyptian university students (n=2366) 

Soueif et al., 1990 1985-1986 Secondary school pupils (n=14656) 

Watts et al., 1993 1986-1990 
Drug addicts, female prostitutes, international travelers, blood donors, and 

foreigners who resided in Egypt for more than thirty days (n=29261) 

Jordan 

Abu Al-Ragheb et 

al., 1999 
1978-1996 Postmortem cases of autopsies at the Jordan University Hospital (n=6109) 

Suleiman et al., 
2003 

2001 Students from 6 universities and 4 intermediate colleges (n=5064) 

Kingdom 
Saudi 

Arabia 

(KSA) 

Abdel-Mawgoud et 

al., 1995 
1986-1994 Patients admitted to Al Amal Hospital, Dammam 

Amir, 2001 - Saudi male poly-substance abusers in a hospital in Dammam (n=120) 

El-Fawal, 1999 1990-1997 Cases of death resulting from substance overdose (n=249) 

Nayyer, 2000 1995-1996 In-patients at a voluntary detoxification unit (n=799) 

Njoh et al., 1997 1995-1996 Saudi males at Al-Amal Hospital with drug dependence (n=2628) 

Osman, 1992 1988-1989 Patients attending outpatient clinics in Jeddah (n=485) 

Qureshi et a.l, 
2000 

1996-1998 Inpatient males admitted at two hospitals in Saudi Arabia (n=423) 

Kuwait 
Bilal et al., 1988 1986-1987 

Systematic admissions to the emergency room of a general hospital and a 

specialist traumatology hospital (n=1058) 

Bilal et al., 1992 1986-1987 Drug misusers in male army conscripts in Kuwait (n=2183) 

Lebanon 

Karam et al., 2000 1991 University students (1851) 

Karam et al., 2002 1972-1992 
Inpatients consecutively admitted to Saint George Hospital University 
Medical Center who had ever substance and ever other mental disorder 

(n=222) 

Karam et al., 2003 1999, 2001 
High school and university students (n=1500), clinical population (n=72) 

and "street" sample (n=103) 

Karam et al., 2004 1991, 1999 
Students from 2 major private universities (n=1980 Phase I, n=2328 Phase 

II) 

Karam et al., 2006; 

2008 
2002-2003 Uninstitutionalized Lebanese adults (n=2857) 

Naja et al., 2000 - 
Randomized sample of Lebanese adults (n=1000), current benzodiazepine 

users (n-496) 

Nassar et al., 1973 1972-1973 University students (n=427) 

Shediac-Rizkallah 

et al., 2001 
1998 

Students taking introductory English courses at the American University of 

Beirut (n=954) 

Tamim et al., 2003 1998-1999 University students (1964) 

Morocco 

El-Amrani et al., 

1986 
1984 

High school students enrolled in their first semester in the regions of Taza 

and Tetouan (n=678) 

Kjiri et al., 2005 - University students (n=1208) 
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Table 1. Characteristics of epidemiologic studies on substance use in the Arab world 

summarized in this review* 

* Other studies included in the Discussion: Derbas et al., 2001 (Bahrain); Maghazaji et 

al., 1982 (Iraq); Njoh et al., 1995 (KSA); Bartal et al., 1988, (Morocco); Nadim et al., 

1984 (Sudan); Othman et al., 2002 (Syria) 

 
a  

Institute for Development Research Advocacy and Applied Care (IDRAAC), 

Lebanon. 
b
 Institute of Psychiatry, Ain Shams University, Cairo, Egypt 

c
 Department of Psychiatry and Clinical Psychology, Faculty of Medicine, Balamand 

University,   Lebanon 
d 
Department of Psychiatry and Clinical Psychology, St George Hospital University 

Medical Center, Lebanon.
 

e   
Program in Survey Methodology, Institute for Social Research, University of 

Michigan, USA. 
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Running title: Substance Use in the Arab World 

Oman Jaffer et al., 2006 2001 
Omani adolescents in a nationally representative sample of secondary school 
students (n=3114) 

Palestine Abu Qamar et al., 

2007 
2003 University students (n=1047) 

Neumark et al., 
2001; 2003 

1995 A national multistage probability sample (n=5954) 

Rabin et al., 1999 1992-1995 Battered women in Kfar Saba (n=292) 

Sudan Rahim, 1989 1964-1965 
A sample randomly selected from a population consensus from a suburban 
part of Khartoum (n=204) 

Tunisia 

Amrani et al., 2002 1998-1999 Tunisian school students (n=353) 

Tiouiri et al., 1999 1995 
Patients with HIV hospitalized and/or in consultation iat La Rabta Hospital 
(n=60) 

United 

Arab 

Emirates 
(UAE) 

Abou-Saleh et al., 

2001 
1996-1997 Adults systematically sampled from Al Ain community (n=1394) 

Amir, 2001 - 
Male substance abusers at a corrective institution for drug abusers in Dubai 
(n=79) 

Yemen 

Abdul Ghani et al., 

1987 
1984 Mothers in delivery units in all hospitals in Yemen (n=1181) 

Litman et al., 1986 1982-1983 Participants from each household in two Yemenite villages (n=136) 

Numan, 2004 2000-2001 
Yemeni adults representing mostly urban population of students, state 

employees and housewives (n=792) 
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Abstract 

Objective : To evaluate the quality of life (QOL) in patients who 

had undergone kidney transplantation in Bahrain.   

Methodology: Forty two subjects living in Bahrain who had 

received primary kidney transplant for end stage renal disease 

and 40 healthy controls were studied. Data was collected by 

personal interview and from medical records using a 

questionnaire. The questionnaire included sociodemographic data 

and psychometry implementing the General Health Questionnaire 

and the Psychological General Wellbeing Schedule.  Both groups 

were age- and gender-matched. 

Results:  No significant differences were detected between the 

groups in the prevalence of psychiatric morbidity, although the 

control group experienced greater morbidity than the transplant 

group.  No significant differences were detected between the 

transplant and the controls in the mean scores of the General 

Well-being Schedule or its subscales. 

Conclusion: The QOL of the renal transplant and the matched 

healthy controls are almost similar.  The effectiveness, 

acceptability and economic impact of renal transplantation should 

take into consideration the QOL dimensions of the kidney 

transplant recipients.    

Keywords: Quality of life; renal transplantation; End stage renal 

disease; Bahrain.  

Introduction 

With the advent of potent 

immunosuppressive therapy, a  

 

 

dramatic improvement in kidney 

transplantation has been achieved  
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in the last decade. Long-term 

survival rates have been variously 

reported to be 60% (10 years), 

44% (20 years), and 36% to 78% 

(10 years) in adults, and 68% (20 

years) in pediatric transplant
 )1,2(.

 

These successes made kidney 

transplantation a replacement 

choice of treatment for End-Stage 

Renal Disease (ESRD). There is 

now more focus on long term 

survival and the (QOL) of that 

survival. 

Quality of life is defined as a 

“continuously functioning reci-

procal interaction between the 

patient and his environment
”)3(.

 It 

is a multi-dimensional concept, 

consisting of general, physical, 

mental, and social aspects
 )4(.

  

Prototype studies of QOL in 

kidney transplantation confirmed 

that transplantation is the best 

modality of treatment for 

ESRD
)5,6(.

  

It is generally believed that 

kidney transplantation not only 

produces a clinical outcome 

superior to that of maintenance 

dialysis but is cost effective as 

well
)7(.

   In addition, there is 

evidence that the QOL is better 

for recipients of successful 

transplant than for patients on 

dialysis
 )5(.

  In their work about 

the QOL of patients with ESRD, 

Evans and colleagues showed that 

the QOL of transplant recipients 

compared well with that of the 

general population
 )5(.

 

From a narrow perspective the 

QOL in renal transplant recipients 

improves primarily in work and 

activity. From a broad and 

multidimensional perspective, the 

quality of life in kidney transplant 

recipients is improved with 

respect to affective dimensions 

such as life satisfaction, personal 

development and fulfillment, and 

self-esteem, along with the ability 

to fulfill usual role respons-

ibility
)8(.

 

For patients with ESRD, both 

transplantation and dialysis can 

prolong survival. However, 

quality of life is significantly 

better after successful transplant
 

)5, 9-12(.
   

The aim of this study was to 

determine the quality of life of a 

group of patients who had 

undergone kidney transplantation 

in Bahrain and to compare them 

with a group of normal controls. 

Also the above findings were 

compared to corresponding 

results from other parts of the 

world. 

Subjects  

The sample of the study consisted 

of 82 subjects living in Bahrain, 
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out of whom 42 had received 

primary kidney trans-plant in 

Bahrain, and another 40 were 

taken as a control group which 

consisted of subjects with no 

apparent health problems, 

matched for age and gender to the 

transplant group.   

Subjects' age ranged between 21 

and 60 years (mean=38.07, 

SD=9.85). The transplant sample 

included 30 (71.4 %) male 

subjects and 12 (28.6%) female 

subjects, and 28 (66.7%) subjects 

were married. Twenty-two 

subjects (52.4%) had secondary 

education, and the majority 

(n=40; 95.2%) were of Bahraini 

nationality. 

Methods 

A cross-sectional study design 

was used. Data were collected 

from patients, from medical 

records, and from health care 

professionals who were familiar 

with the patient’s functional 

status and were members of the 

multidisciplinary transplant team 

in Bahrain. Information on socio-

demographic variables, emp-

loyment status and subjective 

indicators of the quality of life 

were obtained during a personal 

interview. To ensure that the data 

acquired were of high quality, the 

persons involved in the collection 

of data were trained in the 

administration of uniform study 

procedures. Data were collected 

using a questionnaire consisting 

of 2 main sections: a 

sociodemographic section, and a 

psychometry section. 

Subjects were administered the 

questionnaire within six months 

from the date of the trans-

plantation surgery. The 

psychometry section included the 

Psychological General Wellbeing 

Schedule
(13),

 and the General 

Health questionnaire
(14).

 

The Psychological General Well-

Being Schedule
 (13)

 is one of the 

most relevant quality of life scale 

and was used in the most 

influential publication of health-

related QOL
(5).

  It consists of 22 

items plus an extra item to 

correlate the scale with the 

experience of time dimension. 

The scale has been validated by 

comparing the total score with 

scales like the Beck Depression 

Inventory, the Zung Depression 

scale and the Hopkins SCL-90. 

The correlation coefficients have 

been around 0.70
)13).

 The 

homogeneity of the scale in terms 

of coefficient alpha has been 

evaluated in many studies and the 

values have been around 0.90.  

The scale is subdivided into the 
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following subscales: Anxiety 

subscale; Depression subscale; 

Positive well-being items; Self 

control; General health; and 

Vitality items.  In addition to that 

the schedule have alpha items 

which measure performance or 

symptoms, and beta items which 

measure subjective satisfaction or 

coloring of thoughts.   

Coefficient alpha was calculated 

for the six dimensions from the 

data collected from the sample. 

The values of coefficient alpha 

was in the range of 0.54 - 0.85. 

For most of the measures the 

value of coefficient was above 

0.75 which indicates that these 

measures are adequately reliable. 

Values of the coefficient for 

positive wellbeing, and self 

control were relatively low (0.54, 

0.55). 

Statistical Analysis  

To ascertain the equivalence of 

the patients and control groups 

with regard to the background 

variables, including age, gender, 

marital status, education, and 

employment the two groups were 

compared using t-test for mean 

age, and exact contingency table 

methods for age groups and the 

rest of the variables. Comparison 

of the two groups with regards to 

prevalence of psychiatric morbid 

conditions was done by exact 

contingency table methods. 

Comparison of the two groups on 

the six dimensions of wellbeing 

was carried out via independent-

samples t-test between mean 

scores of either group.   

Results 

Analysis of the demographic 

variables showed that no 

statistically significant differences 

of the percentage distribution of 

age groups, of mean age in years, 

or of the percentage distribution 

of gender groups were detected 

between the transplant group and 

the control group. Both groups 

can then be considered age- and 

gender-matched (Table 1). No 

subsequent bias related to age or 

gender was to be expected in the 

answers of both groups to the 

General Health Questionnaire or 

to the General Well-being 

Schedule.  

The majority of subjects in 

transplant and control were 

married (66.7% and 55% 

respectively), had secondary 

education (52.4% and 60% 

respectively), were employed 

(57.1% and 65% respectively) 

and of Bahraini nationality (95% 

and 70% respectively). Transplant 

and control groups thus tend to be 

socially-equivalent except for 
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some inevitable minor variations 

(Table 2). No statistically 

significant differences were 

detected between the transplant 

group and the control group in the 

prevalence of psychiatric mor-

bidity using the General Health 

Questionnaire, although the 

control group experienced higher 

morbidity figures than the 

transplant group (30% and 19% 

respectively (Table 3). 

 Table 4 shows the mean and 

standard deviation of the two 

groups on the various dimensions 

of the General Well-being 

Schedule. The means of the two 

groups tend to be close and no 

statistically significant differences 

were detected between the 

transplant group and the control 

group in the mean scores of the 

General Wellbeing Schedule and 

its subscales. Thus, the quality of 

life as estimated by this schedule 

was approximately similar in 

either group.   

Discussion  

The basic psychometric 

properties, i.e., reliability and 

validity, of the questionnaire used 

for assessing QOL in ESRD are 

essential.  Since these question-

naires are culturally sensitive 

instruments, it is necessary to 

translate the English question-

naire into the local language and 

back – translation into English
 [15-

19].
 In our study a cross cultural 

adaptation of the questionnaire 

into Arabic was performed.  To 

the best of our knowledge there 

have been no previous studies 

investigating the QOL in the 

Middle East using the Arabic 

version of the questionnaire. 

The general finding from our 

study is that kidney trans-

plantation did not worsen the 

quality of life of patients who did 

undergo kidney transplantation. 

In fact, in some subscales, 

patients who received kidney 

transplant had better scores than 

the control group composed of 

healthy subjects.  

Patient outcomes including the 

quality of life in kidney trans-

plantation can be affected by 

several factors: (1) the case mix 

(some patients are older and 

sicker than others), (2) the 

treatment approach (some 

approaches enhance patient out-

comes), and (3) the characteristics 

of the transplantation centers 

(patients at some centers are 

better rehabilitated than those at 

other centers) as reported by 

Evans et al. 1985. Our study 

showed that the transplant 

recipients consistently reported 
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nearly equivalent objective and 

subjective quality of life 

compared to normal subjects. 

QOL  comparisons with the 

general population show that the 

life circumstances of patients with 

end-stage renal disease, as 

interpreted subjectively, may not 

be as poor as some have 

believed
(20,21).

  But the evidence 

remains clear that, with the 

exception of transplant recipients, 

patients with ESRD, and those 

patients on alternative methods of 

renal replacement therapy (hemo-

dialysis or peritoneal dialysis) 

have a poor objective quality of 

life (work status and functional 

ability
 (5,19).

  

Several studies have demon-

strated that in patients with ESRD 

who have undergone kidney 

transplantation or on dialysis, the 

disease alone does not determine 

QOL, but many non-disease 

related factors (sex, age, 

education, socio-demo-graphics) 

play important additive role in the 

perception of QOL
(19,22,23).

 In our 

study the majorities of patients 

was married, had secondary level 

education and were employed. 

With the improvements in short 

and long term graft and patient 

survival after kidney trans-

plantation over the last two 

decades, health-related QOL is 

becoming an important additional 

outcome parameter. Global and 

disease specific instruments are 

available to evaluate objective 

and subjective QOL. It is 

generally accepted that QOL 

improves dramatically after 

successful kidney transplantation 

compared to patients maintained 

on dialysis treatment. 

 It is less clear which immuno-

suppressive regimens confer the 

best QOL.  Although limited in 

number, studies seem to favor 

non-cyclosporine based protocols.  

These differences may be related 

to the adverse effects related to 

each immunosuppressant; for 

example, cyclosporine produces 

effects on domains of appearance, 

tacrolimus / sirolimus-induced 

fatigue, and calcineurin inhibitor 

induced tremor. Whether a 

specific immuno-suppressive 

therapy is superior to others in 

terms of health related QOL 

remains to be determined
 (24).

  

QOL is an indicator of ther-

apeutic efficacy in the outcome of 

patient care and it usually reflects 

a patient’s subjective perception 

of current health status
 (25).

  As 

defined by the World Health 

Organization, QOL is an indivi-

dual’s perception of their position 
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in life in the context of culture 

and value systems in which they 

live with relation to their goals, 

expectations, standards, and 

concerns. Health care providers 

need to interpret QOL results 

cautiously for patient care, in 

order to prevent aggravation of 

disease and policy making
 (26).

 

The relationship between psych-

ological factors and health related 

QOL is incompletely understood. 

Studies have suggested a 

relationship between depression 

as assessed by the Beck Dep-

ression Inventory (BDI) and 

mortality in ESRD patients. The 

trait anxiety and depressive 

symptoms were strongly asso-

ciated with the health related 

QOL in ESRD patients on 

hemodialysis 
(27, 28).

  However, we 

did not find any significant 

differences in the levels of 

anxiety and depression between 

transplant and control groups.   

Social support has beneficial 

effects on the domains of QOL.  

Family support helps coping, 

managing severity of illness, and 

stressful situations
(29).

  In a study 

from Turkey, married patients 

showed significantly better QOL 

than single patients, indicating 

that most patients experience 

good support from their children 

and spouses
)19,30(.

  The majority of 

our renal transplant patients lived 

with their families, because most 

patients experience good support 

by family in the traditional Arab 

culture. To what extent the find-

ings on QOL we have observed in 

transplant patients are determined 

by non-disease factors need to be 

explored further. 

Health policy issues regarding the 

management of patients with 

ESRD in developing countries, 

especially the cost-benefit ana-

lysis of kidney transplantation
 (31)

 

need to consider the QOL dim-

ensions as well. 

Conclusion 

Kidney failure has a high cost in 

terms of health related quality of 

life.  We found that the QOL was 

comparable in kidney transplant 

patients compared with matched 

healthy control subjects.  Further 

research is necessary to  deter-

mine patients’ QOL over time in 

a longitudinal study setting.  The 

effectiveness, acceptability and 

economic impact of renal trans-

plantation should take into 

consideration the QOL 

dimensions. 
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Table 1:  Age and gender distribution of the study groups. 

 

 

   

   

  Variable 

 

Transplant Group 

 

(n= 42) 

 N                   % 

 

Control Group 

 

(n= 40) 

 N                    % 

Age groups (Yrs) 

 

20 - 39 

40 - 49 

≥ 50  

 

 

18 42.9 

14 33.3 

10                     23.8 

 

 

24                60.0 

11                27.5 

 5                 12.5 

Total  42               100.0 40              100.0 

 

Pearson Chi-square 2.83, df = 2 

P-value  P > 0.05 

Significance Not significant 

 

Mean age (SD))  39.10 (4.75) 38.30 (7.57) 

t- test 0.36, df = 80 

P-value P > 0.05 

Significance Not significant 

Gender  

 

Male 

Female 

 

 

30 71.4 

12                        28.6 

 

 

26                 65.0 

14                 35.0 

Total  42               100.0  40               100.0 

Pearson Chi-square 0.39, df = 1 

P-value P > 0.05 

Significance Not significant 
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Table 2 :  Sociodemographic profile of the study groups. 

 

  

 

   

  

 Variable  

 

Transplant Group 

 

(n= 42) 

 N                   % 

 

Control Group 

 

(n= 40) 

 N                    % 

Marital status 

   Single / Separated 

   Married  

 

14                  33.3 

28                  66.7 

 

18                 45.0 

22                 55.0 

   Total  42               100.0  40               100.0 

Pearson Chi-square 1.17, df = 1 

P-value P > 0.05 

Significance Not significant 

Educational Level 

   No education 

   Primary / Intermediate 

   Secondary  

   University 

 

  4                  9.5 

16                38.1   

22                52.4 

  0                 0.0 

 

   1                 2.5 

 13                32.5 

 24                60.0 

   2                  5.0 

 

Occupation 

   Unemployed 

   Employed 

   Housewife 

   Retired 

   Student  

 

2                        4.8 

24 57.1                  

12                     28.6 

2                       4.8 

2                       4.8 

 

0                  0.0 

26                65.0 

4                  10.0 

0                  0.0 

 10               25.0 

Nationality 

         Bahraini 

         GCC 

         Arabic 

 

40 95.2 

  2                  4.8 

  0                  0.0 

 

 28                 70.0 

 10                 25.0 

  2                    5.0 
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Table 3 :  Prevalence of morbid conditions in the study groups.  

 
Table 4 :  Dstribution of mean scores of  General Well-being Schedule  

in the study groups.  

 

   

 

  Morbid Condition  

 

Transplant Group 

 

(n= 42) 

N                   % 

 

Control Group 

 

(n= 40) 

N                  % 

 

General Health Questionnaire 

 

          No morbidity 

          Morbidity 

 

 

 

34                81.0 

8                 19.0 

 

 

 

28              70.0 

12               30.0 

                    

Total 

 

 42               100.0 

 

 40             100.0 

Pearson Chi-square 1.33, df = 1 

P-value P > 0.05 

Significance Not significant 

 

 

 

 Subscale 

 

Transplant Group 

(n= 42) 

 

Mean (SD) 

 

Control Group 

(n= 40) 

 

Mean (SD) 

 

 

 

t-test 

 

 

 

 

P-

value 

General Well-being 76.6 (17.09) 77.9 (17.85) - 0.33 > 0.05 

Anxiety 16.1 (4.21) 16.3 (5.97) - 0.09 > 0.05 

Depression 11.2 (3.28) 11.2 (5.06) 0.04 > 0.05 

Positive Well-being 11.6 (2.82) 11.9 (3.60) - 0.46 > 0.05 

Self Control 11.5 (2.20) 11.1 (2.99) 0.81 > 0.05 

General Health 9.9 (3.86) 10.0 (3.96) - 0.11 > 0.05 

Vitality 12.3 (5.04) 12.5 (5.51) - 0.14 > 0.05 

Alpha items 32.2 (9.01) 31.6 (9.95) 0.28 > 0.05 

Beta items 39.7 (7.62) 36.6 (9.01) 1.72 > 0.05 
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Menstrual Associated Sleep Disturbance: A Study in an Egyptian 
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Abstract 

Objectives: To investigate the problem of sleep in relation to 

menstruation, addressing only women in the childbearing period. 

 Methods: The study included 100 women with sleep complaints 

excluding those above the age of 40, any history of physical or mental 

disorder and any marked irregular menstrual cycles. A standardized 

sleep questionnaire was asked and polysomnography done pre- and 

postmenstrual in addition to assessment for the presence of premenstrual 

dysphoric disorders. 

 Results: 100 women have been asked to reply to a questionnaire 

concerning sleep problems in the premenstrual period. 48 reported 

significant sleep complaints, including insomnia, hypersomnia and 

excessive daytime somnolence. 9 were found to fulfill DSM-IV criteria 

of premenstrual dysphoric disorder (PMDD). 19 females including those 

with PMDD accepted to be evaluated by polysomnography (PSG) once 

in the premenstrual phase and another postmenstrual. Comparing results 

of sleep profile pre- and postmenstrual revealed increased sleep latency, 

decreased efficiency and increased arousals premenstrual. Comparing 

patients with PMDD to other females with premenstrual sleep complaint 

revealed only less SWS in PMDD. Conclusions: Evaluation of sleep 

profile in women with premenstrual sleep complaints, revealed mainly 

sleep continuity disturbance manifested by the significant increase in 

sleep latency. Overall findings are in support of considering 

premenstrual sleep problems as a separate diagnostic entity, at least for 

some females, which is still in need of further studies. 

 Key Words : Menstruation, Menstrual associated disorders, Sleep , 

Sleep disturbance. 
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Introduction 

Sleep complaints tend to be 

frequently described in relation 

to menstruation, whether linked 

to premenstrual period or asso-

ciating menopause 
(6, 3, 1)

.  

In a previous work 
(2)

, the 

problem of sleep with meno 

pause had been investigated in 

an Egyptian sample, confirming 

the negative influence of 

menopause on sleep, reported by 

other several investiga-

tors
(5,10,11,1)

. In such a study, a 

correlation between impaired 

sleep quality and severity of 

menopausal symptoms, as well 

as high depressive symptom-

atology had been found in the 

absence of diagnosable dep-

ressive disorder, indicating 

either a causal relation or a 

common origin for both sleep 

disturbance and menopausal 

symptoms, mostly related to 

hormone imbalance.  

Aim of the Work 

The aim of the present study 

was to investigate the problem 

of sleep in relation to men-

struation, addressing only 

women in the childbearing and 

premenopausal period (as 

menopause had been considered 

in a previous study), taking both 

subjective and objective eval-

uation into consideration. 
Subjects and Methods 

The study included 100 women 

randomly selected from relatives 

of patients attending gynecology 

and psychiatry clinics of Ain 

Shams University Hospitals. In 

the period between May 2004 & 

April 2005, females with history 

suggestive of any physical or 

mental disorders were excluded, 

as well as females with 

markedly irregular menstrual 

cycles. At the same time, only 

those below 40 years of age 

were included to avoid the 

possible influence of premen-

opausal changes on sleep 

profile. 

Subjects were asked to reply to 

a standardized sleep quest-

ionnaire, concerning sleep 

problems in the premenstrual 

period, compared to other 

phases of the menstrual cycle. 

Subjects with sleep complaints 

who accepted to be further 

evaluated through sleep lab-

oratory studies were subjected 

to all night polysomnography 

(PSG) done at two occasions. 

Within the first  one week prior 

to menstruation and the second 
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3-5 days after the end of 

menstruation. 

Subjects with sleep complaints 

were also assessed for the 

presence of “premenstrual dys-

phoric disorder” PMDD, using 

DSM IV criteria (1994). 

Statistical analysis comparing 

sleep profile of females during 

pre- and postmenstrual phases 

was considered. Also, com-

parison between patients 

fulfilling DSM-IV criteria for 

PMDD and the other females 

with premenstrual sleep pattern 

was considered using mean 

standard deviation and student 

"t" test. 

Results: 
The mean age of the study 

sample was 29.40 ± 5.69 years. 

Results of sleep questionnaire 

assessment: 

a. 48 women reported sig-

nificant sleep problems in the 

premenstrual period.  

b. 10 women reported mainly 

hypersomnia or insomnia in the 

form of difficulty in initiation 

and / or maintenance of sleep.  

c. 23 women reported both 

insomnia and excessive daytime 

somnolence. 

d. 15 women reported mainly 

hypersomnia or hypersom-

nolence, without a significant 

complaint of insomnia. 

Results of assessment for 

“premenstrual dysphoric dis-

order PMDD”: 9 females out of 

the 48 women with sleep 

complaints were found to fulfill 

the DSM-IV criteria of pre-

menstrual dysphonic disorder. 

Results of polysomnographic 

(PSG) assessment:  

a- 19 females accepted to be 

evaluated by all-night PSG done 

at two occasions: first, within 

one week premenstrual and 

second, 3-5 days after stoppage 

of menstruation. Comparison 

between sleep profiles at the two 

phases is shown in table (1). 

Significant differences included 

less sleep efficiency, increased 

latency as well as increased 

arousals in premenstrual phase.  

b- Among the 19 females 

evaluated by PSG, were the 9 

women fulfilling DSM IV 

criteria of PMDD. Sleep profile 

of patients with PMDD, 

compared to other females is 

given in Table (2). The only 

significant difference between 

the two groups was decreased 

slow wave sleep % (SWS) in 

patients with PMDD. 
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Table (1): PSG findings of women during pre-versus post-menstrual phases 

 

Sleep variable 
Premenstrual 

phase 

Post-Menstrual 

phase 
T-value “p” 

1- Sleep latency (SL) (min) 17.9±2.89 9.1±3.8 8.5 **P<0.001 

2- Sleep Efficiency (SE) 75.3±6.2 8 9.12 ± 2.13 9.21 **P<0.001 

3- Stage I % 3.51±0.71 3.48 ± 0.61 0.03 P > 0.05 

4- Stag II % 51.45±2.8 51.66 ± 2.65 0.23 P > 0.05 

5- Stag III % 9.14±1.81 9.2 ± 1.71 0.1 P > 0.05 

6- Stag IV % 10.9±1.65 10.28 ± 1.59 1.19 P > 0.05 

7- Slow wave sleep (sws) % 20.04±3.46 19.48 ± 3.30 0.51 P > 0.05 

8- REM % 25.0±2.9 25.38 ± 2.5 0.51 P > 0.05 

9- REM latency (min) 72.4±6.14 71.9 ± 5.88 0.25 P > 0.05 

10- SWS latency (min) 30.4±4.23 30.1 ± 4.11 0.22 P > 0.05 

11- Arousal index 11.41±2.75 8.50 ± 3.2. 3.21 * p < 0.05 

12- Apneas / hour 0.5±3.4 0.5 ± 3.4 0.0 P > 0.05 

13- Desaturations / hour 0.1±0.82 0.1 ± 0.82 0.0 P > 0.05 

14- Periodic leg movement 

Index (PLMS Index) 
3.6±2.71 3.6 ± 2.70 0.0 P > 0.05 

* = Significant 

** = highly significant 

 

Table (2): PSG profile of patients with PMDD versus other females with premenstrual 

sleep complaints, but with no PMDD. 

 

Sleep variable 
Patient with 

PMDD 

Females without 

PMDD 
T-value “p” 

1-sleep latency (SL) (min) 18.2±2.21 17.1±3.2 0.88 P > 0.05 

2-sleep Efficiency (SE) 74.8±5.88 76.5±4.9 0.48 P > 0.05 

3-stage I % 3.95±0.91 3.60±0.74 0.94 P > 0.05 

4-stage II % 52.5±0.75 51.94±0.69 1.16 P > 0.05 

5-stage III % 8.45±1.3 9.61±2.42 1.34 P > 0.05 

6-stage IV % 9.62±1.26 10.88±2.68 1.45 P > 0.05 

7-SWS % 18.67±2.56 20.49±1.1 2.62 * < 0.05 

8-REM % 25.68±2.61 23.97±2.81 0.92 P > 0.05 

9-REM latency 

(REM)(min) 
71.8±5.6 72.9±7.14 0.64 P > 0.05 

10- SWS latency (min) 30.1±3.82 30.8±4.5 0.42 P > 0.05 

11-Arousal index 12.1±2.6 11.1±2.8 0.74 P > 0.05 

12-Apneas/hour 0.4±2.71 0.55±3.24 0.92 p> 0.05 

13-Desaturations/hour 0.08±0.72 1.1±2.1 0.02 P > 0.05 

14-periodic leg movement 

index (PLMS index) 
3.8±2.61 3.4±2.84 0.1 P > 0.05 

* = Significant 
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Discussion 

Finding in the present study do 

confirm the high prevalence of 

sleep disturbance among 

premenstrual females, similar to 

what had been previously 

suggested by other invest-

igators(
6,3,1,13)

.  

Despite the possible theoretical 

biologic similarity between pre-

menstrual and premenopausal 

periods, the nature of sleep 

complaint is not exactly the 

same in both conditions. Pre-

menstrual women tend to show 

more hypersomnia or hyper 

somnolence than menopausal 

women. It might be that other 

several factors than hormonal 

imbalance could interplay in 

explaining the sleep disturbance 

associated with menopause like 

increased risk of mood disorders 
(9).

the presence of flushes and 

night sweats
(10)

 , in addition to 

the psychological meaning of 

menopause to females. 

Objective evaluation of sleep 

profile in women with pre-

menstrual sleep complaints, 

revealed mainly sleep continuity 

disturbance, manifested by the 

significant increase in sleep 

latency, decrease in sleep effi-

ciency and increased number of 

arousals. Such findings appear 

similar to what had been 

observed
 (11)

 in menopausal 

women, who reported strong 

association between EEG sleep 

measures and the ratio of 

circulating oestrogen to LH 

levels. 

Apart from sleep continuity 

problem, our study did not show 

any significant change in sleep 

architecture between pre- and 

postmenstrual phases, reflecting 

the non- specificity of PSG as a 

biologic correlate in explaining 

sleep changes in such 

conditions. 

Comparing patients with 

premenstrual dysphoric disorder 

(according to DSM-IV criteria) 

and other females with 

premenstrual sleep complaint 

without such a disorder, 

revealed no significant change 

apart from decreased slow wave 

sleep (SWS) in depressed 

patients. The absence of REM 

sleep changes known for 

depressions in patients with 

premenstrual dysphonic disorder 

might indicate a different 

biologic origin for this disorder. 

Apart from major depression, 

however, larger scale studies are 

still needed to investigate this 

point more thoroughly and 
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precisely. These data also are in 

support of considering sleep 

problems associated with pre-

menstrual period as a "separated 

diagnostic entity" different from 

PMDD, or other psychological 

symptoms of the so- called: 

"premenstrual syndrome". 

This concurs with what has been 

suggested by the International 

Classification of Sleep Dis-

orders Revised ICSD-R 

(1997)
(7)

, which considered " 

Menstrual associated sleep 

disorder", under the section of " 

proposed sleep disorders" 

According to this classification, 

3 forms of menstrual associated 

sleep disorder can be recog-

nized:  

(1) Premenstrual insomnia  

(2) Premenstrual hypersomnia 

and  

(3) Menopausal insomnia.  

Diagnostic criteria emphasize 

that the disorder is present for at 

least three months and that no 

other medical, mental or sleep 

disorder accounts for the 

symptoms, except for pre-

menstrual syndrome. 

In the recent 2
nd

 edition of the 

ICSD (ICSD-2, 2005), 

"menstrual associated hyper-

somnia" has been included 

under "recurrent" or "periodic" 

hypersomnia. 

A final conclusion which is in 

need of further studying is 

whether gonadal hormones can 

influence "sleep" by direct 

mechanisms, or not. Such direct 

effect can be viewed through the 

influence of gonadal steroids on 

the brain and its neurotrans-

mitters (mainly serotonin), 

which had been shown by other 

authors
 (12).  

Of course, large scale studies 

correlating gonadal hormonal 

changes with changes in 

neurotransmitter brain activity 

and associated sleep alteration 

will be of great benefit in 

improving our understanding of 

the nature of sleep disturbance 

associated with menstrual cycle 

changes. 
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 The changing space of childhood in the West and  

its relationship to narcissism and children’s mental health 
Sami Timimi 

 
Abstract 

Rates of diagnosis of psychiatric disorders in children have increased 

dramatically in most Western countries in recent decades. This article 

explores some of the possible socio-cultural reasons for this. The impact 

of the growth of Narcissism (love or pre-occupation with the self) in 

Western culture on both children and their families is discussed. 

Implications for professionals working with children who are growing 

up in Western or non-Western societies are outlined.  

 

Introduction 

Firstly I need to ask the reader to 

keep in mind my own scepticism 

about what I have written, as I 

fear it is often in danger of 

slipping into a romanticised 

stereotyped view of childhood. 

This is an ever present danger in 

most discourses on childhood, as 

children are so often receptacles 

for projections of our own 

(particularly parental) unfulfilled 

wishes and thus these discourses 

can easily become conflated with 

sentiments about the general state 

of society. In addition, my 

arguments necessarily suffer with  

the over-generalisations needed in  

order to give my narrative a sense  

 

 

 

of coherence. Real life is never as 

simplistic and all cultures contain 

diversity at every level. None-

theless, these genuine concerns 

about the difficulty of reaching 

beyond shifting social const-

ructions should not deflect from 

pointing out that something is 

going on for children in rich, 

industrialised free market based 

societies, and that this something 

is more than a little disturbing. 

What I shall limit myself to doing 

is to paint a bit of the background  

Context into which children in 

such societies are born without 

attempting the more complex task 

of translating this into its effects  
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at the „micro‟ level of individual 

children and their families. 

The case of bilingual support 

worker Aishah Azmi, who was 

suspended as classroom assis-

tance by a school in West 

Yorkshire (UK) after she insisted 

on wearing a veil in certain 

lessons, is symbolic of the way 

priorities seem to have become 

distorted in countries such as the 

UK. The decision of the school 

was supported by most senior 

politicians in the UK. Aishah was 

suspended on the grounds that the 

veil impeded her communication 

with the children and therefore 

interfered with their education. 

Leaving aside whether this 

decision is right or wrong, writing 

as a psychiatrist who works in the 

UK, I find it ironic that we attack 

the symbols of a belief system 

and culture from which Western 

societies have much they could 

learn with regards raising and 

educating children and instead 

paint the traditions that Aishah 

symbolises as detrimental to 

children‟s well being. After all it 

is societies like the UK‟s that are 

struggling with increasing 

problems of alienation, anti-social 

behaviour, alcohol and drug 

misuse, bullying, violence, eating 

disorders, self harm, behaviour 

disorders, and neglect in the 

young, to mention but a few. I do 

not wish to romanticise other 

cultures concepts of childhood 

and child rearing nor do I wish to 

minimise the enormity of the task 

of improving children‟s lives 

across the world, particularly in 

the context of an aggressive 

market led neo-liberal glob-

alisation, destabilised com-

munities, and regional conflicts 

with all the devastation to family 

life this brings and where some 

local cultural beliefs are clearly 

problematic (like female infant-

icide).   However, I wish to state 

firmly and confidently that 

amongst those more stable and 

rooted cultures across the world, 

sophisticated discourses on 

childhood and child rearing 

spanning millennia, exist 

(including within Islam) with 

many anthropological and other 

studies confirming that such 

communities do not share the 

same magnitude of problems with 

anti-social behaviour, anxiety 

states and so on, amongst the 

young (see Timimi, 2005a). I am 

not saying that we can import sets 

of beliefs and practices from 

other cultures and simply 

transplant them in Britain or any 

other country and expect them to 
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work. However, some reflection 

on the nature of beliefs, values 

and practices in our own and 

other societies may help inform 

us about things that can be done 

in our bid to develop these in a 

way that can be applied to the 

unique context each culture has. 

After all cultures are never static, 

always transforming and, in 

particular in the era of glob-

alisation, always open to in-

fluences from outside its 

immediate set of traditions. 

I also want to acknowledge that 

our ideas about what an ideal 

childhood should look like, is 

culturally constructed. Thus 

whilst the immaturity of children 

is a biological fact, the ways in 

which this immaturity is under-

stood and made meaningful is a 

fact of culture 
(1).

 Members of any 

culture hold a working definition 

of childhood, its nature, 

limitations and duration based on 

a network of ideas that link 

children with other members and 

with the social ecology 
(2).

  While 

they may not explicitly discuss 

this definition, write about it, or 

even consciously conceive of it as 

an issue, they act upon these 

assumptions in all of their 

dealings with, fears for, and 

expectations of, their children 
(3).

  

This makes it difficult to pass a 

value or scientific judgment about 

whether children are better or 

worse off in any particular culture 

or society, as the idea that there 

are universal ideals or natural 

unfolding process that all children 

should be able to „have‟, is 

suspect. Nonetheless, children are 

socialised by belonging to a 

particular culture at a certain 

stage in that culture‟s history, so 

certain differences in children‟s 

behaviour can be seen as a result 

of different child rearing 

philosophies and socialisation 

processes. We can, therefore, 

make some comparisons, whilst 

keeping in mind the above 

caveats and indeed using them to 

help us „interrogate‟ any naïve or 

romanticised assumptions. 

Changing childhoods in the 

West 

There are however, some things 

that we can say with reasonable 

certainty. We know that the space 

of childhood has changed. 

Contemporary Western culture 

has witnessed rapid changes that 

effect children. Well documented 

changes include: children‟s diets 

(which have increased in sugar, 

saturated fats, salt, chemical 

additives and decreased in certain 

essential fatty acids and fresh 
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fruit and vegetables); family 

structure (which has seen the 

demise of the extended family, 

increase in separation and 

divorce, increase in working 

hours of parents, and a decrease 

in the amount of time parents 

spend with their children); family 

lifestyle (there has been an 

increase in mobility, decrease in 

„rooted‟ communities, and an 

increasing pursuit of individual 

gratification); children‟s lifestyle 

(which has witnessed a decrease 

in the amount of exercise, the 

„domestication‟ of childhood due 

to fears about the risks for 

children resulting in more indoor 

pursuits such as computers and 

TV); the commercialisation/com-

modification of childhood 

(increase in consumer goods 

targeted at children and the 

creation of new commercial 

opportunities in childhood, for 

example the „parenting‟ industry 

and the pharmaceutical industry)  

and changes in the education 

system (modern teaching ideol-

ogy is rooted in methods such as 

continuous assessment and 

socially orientated worksheets 

that favour the learning style of 

girls over boys). These changes 

are occurring at a time when 

standards in the West for what is 

considered to be acceptable 

behaviour in the young and 

acceptable child rearing methods 

are both narrowing. It is now 

harder than ever to be a „normal‟ 

child or parent 
(4).

 

Increase in psychiatric 

disorders in children 

In parallel with this claims are 

being made that „mental‟ 

disorders among the young in 

Western societies (such as 

emotional, anxiety, eating, and 

behavioural disorders) have been 

steadily increasing in the past few 

decades 
(5)

 despite the perception 

that recent generations have 

„never had it so good‟. Figures for 

prescriptions of psychotropic 

medication to children and 

adolescents both illustrate the 

depth of this problem and the 

peculiar cultural style of res-

ponding to it. For example, 

researchers analyzing prescribing 

trends in nine countries between 

2000 and 2002, found significant 

rises in the number of pres-

criptions for psychotropic drugs 

in children, were evident in all 

countries- the lowest being in 

Germany where the increase was 

13%, and the highest being in the 

UK where an increase of 68% 

was recorded 
(6).

 Of particular 

concern is the increase in rates of 
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stimulant prescription to children. 

By 1996 over 6% of school-aged 

boys in America were taking 

stimulant medications 
(7)

 with 

children as young as two being 

prescribed stimulants in increase-

ing numbers 
(8).

 Surveys show 

that in some schools in the United 

States over 17% of boys are 

taking stimulant medication 
(9)

 

and it is was recently estimated 

that about 10% of school boys in 

the United States take, have taken 

or will take a stimulant 
(10).

 In the 

UK prescriptions for stimulants 

have increased from about 6,000 

in 1994 to over 450,000 children 

by 2004 a staggering 7,000+% 

rise in one decade 
(11). 

Is this the canary in the mine? 

These rapid changes in practice in 

the area of children‟s mental 

health have not come about as a 

result of any major scientific 

discovery 
(12, 13, 14 and 15).

  There are 

two other possibilities that could 

explain these dramatic increases. 

The first is that there has been a 

real increase in emotional and 

behavioural disorders in children 

leading to greater public scrutiny 

and concern about such 

behaviours which, in turn, has 

resulted in a greater professional 

effort to understand and alleviate 

these behavioural and emotional 

problems.  The second possibility 

is that there has not been a real 

increase in emotional and 

behavioural disorders in the 

young but there has been a 

change in the way we think about, 

classify, and deal with children‟s 

behaviour – in other words our 

perception of and the meaning we 

ascribe to children‟s emotions and 

behaviour. Both possible causes 

for the rapid increase in our 

identification of and treatment for 

mental health disorders in the 

young require an examination of 

contexts.  Indeed the third, and in 

my opinion, most likely poss-

ibility that explains the increase is 

an interaction between the afore-

mentioned two possibilities.  In 

other words, it could be that 

changes in our cultural-

/environmental contexts are 

causing increases in certain 

emotional and behavioural 

problems and these, in turn, are 

changing our perception of and 

the meaning we give to childhood 

behaviour, and this in turn, is 

changing the way we deal with 

childhood behaviour and our 

common cultural practices around 

children (such as child rearing 

and education), which in turn is 

further increasing these beh-

aviours and so on.  
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The impact of ‘Narcissism’ 
In  a  short paper such as this I  

cannot possible explore in any 

detail the impact of changes in the 

space of childhood in Western 

modernity that I listed above. 

Instead I will confine the rest of 

this article to the impact a 

particular aspect of its value 

system which has become 

embedded in daily discourse due, 

at least in part, to reliance on 

rather aggressive forms of neo-

liberal free market principles and 

the growth of individualism. This 

is the problem of „narcissism‟. 

Narcissism describes the charac-

ter trait of „self love‟ or in the 

more everyday sense „looking 

after number one‟. The spread of 

narcissism has left many children 

in a psychological vacuum, pre-

occupied with issues of psych-

ological survival and lacking a 

sense of the emotional security 

that comes through feeling you 

are valued and thus have an 

enduring sense of belonging. 

One of the dominant themes used 

by advocates of neo-liberal free 

market economy ideology is that 

of „freedom‟. At the economic 

level this is a core requirement of 

free market ideology. Companies 

must be as free from regulation as 

possible; to concentrate on com-

peting with others, with max-

imizing of profits the most visible 

sign of success. There is little to 

gain from social responsibility 

(only if it increases your „market 

share‟). At the emotional level the 

appeal to freedom can be 

understood as an appeal to rid us 

of the restrictions imposed by 

authority (such as parents, 

communities and governments) 
(16).

 By implication this value 

system is built around the idea of 

looking after the wants of the 

individual – narcissism. Taking 

this a step further, once the 

individual is freed from the 

authority they are (in fantasy at 

least) free to pursue their own 

individual self-gratification 

desires, free from the impinge-

ments, infringements, and 

limitations that other people 

represent. The effect of this on 

society is to atomise the 

individual and insulate their 

private spaces to the degree 

where obligations to others and 

harmony with the wider 

community become obstacles 

rather than objectives. In this 

„look after number one‟ value 

system, other individuals are 

there to be competed against as 

they too chase after their personal 

desires. This post second world 
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war shift to a more individualistic 

identity was recognized, as early 

as the mid-1950s, by commen-

tators who first spoke about how 

the new „fun based morality‟ 
(17)

 

was privileging fun over res-

ponsibility – having fun was 

becoming obligatory (the cultural 

message that you should be 

ashamed if you weren‟t having 

fun). With the increase in new 

possibilities for excitement being 

presented, experiencing intense 

excitement was becoming more 

difficult, thus creating a constant 

pressure to push back the 

boundaries of acceptable and 

desirable experiences and life-

styles, opening the doors, 

amongst other things, to sub-

cultures comfortable with drink-

ing to excess, violence, sexual 

promiscuity, and drug taking.  

In this value system others 

become objects to be used and 

manipulated wherever possible 

for personal goals and social 

exchanges become difficult to 

trust as the better you are at 

manipulating others the more 

financial (and other narcissistic) 

rewards you will get. Such a 

value system, which ultimately 

seeks to eradicate or at least 

minimize social conscience as a 

regulator of behaviour, cannot 

sustain itself without our moral 

conscience beginning to feel 

guilty 
(16).

 Thus it is no 

coincidence that those who are 

the most vociferous advocates of 

free market ideology tend also to 

advocate the most aggressive and 

punitive forms of social control. 

Whereas some of these guilt-

induced policy proposals are 

aimed at putting some restraint on 

unfettered competitiveness, greed 

and self seeking; amongst those 

more fanatical believers in the 

ability of market ideology to 

solve its own problems (and thus 

best to leave the market to get on 

with it), the most common 

defence used to try and deal with 

the anxiety produced by this guilt 

is through finding target scape-

goats for this anxiety. In other 

words, instead of facing up to the 

suffering the encouragement of 

narcissism brings to the world, 

our leaders need to convince us 

that our problems are due to other 

evils (like fundamentalist Islam, 

asylum seekers, homosexuals, 

single parents, bad genes etc.). As 

a result another hallmark of 

Western culture‟s increasing 

psychological      reliance      on  

developmentally immature 

impulses that encourages it to 

avoid taking responsibility for its 
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beliefs and practices, is the so 

called „blame culture‟, which fills 

the media and contemporary 

discourse more generally.  

In any culture, children and then 

adults come to acquire their 

subjective selves through incur-

poration of values beliefs and 

practices that sustain the desired 

social relationships of that culture 
(18).

 People, Althusser argues, can 

only know themselves through 

the mediation of ideological 

institutions. So how do the 

ideologies of modern Western 

capitalism influence the way 

children and their parents see 

themselves, their roles and sub-

sequently the way they behave? 

In this narcissistic value system 

others can easily become objects 

to be used and manipulated for 

personal goals, thus social ex-

changes become more difficult to 

trust as the better you are at 

manipulating others the more 

narcissistic rewards you can get. 

Dependence when it occurs is 

more likely to happen with 

professionals thereby reinforcing 

the idea and status of the expert. 

As Amin points out 
(19)

 Western 

capitalist ideology has necessarily 

led to the domination of market 

values, which penetrates all 

aspects of social life and subjects 

them to their logic. This philo-

sophy pushes to the limit of 

absurdity an opposition between 

humankind and nature. The goal 

of finding an ecological harmony 

with nature disappears as nature 

comes to be viewed as a thing to 

be similarly manipulated for 

selfish ends.  

With narcissistic goals of self-

fulfilment, gratification and com-

petitive manipulation of relation-

ships so prominent, together with 

the discouragement of the deve-

lopment of deep interpersonal 

attachments, it is not difficult to 

see why so-called narcissistic 

disorders (such as anti-social 

behaviour, substance misuse, and 

eating disorders) are on the 

increase 
(20, 21).

  A heightened 

concern for the self can be both 

„liberating‟ and simultaneously 

oppressive. At the very least it 

makes the transition to taking on 

responsibility for others (as 

parents must) problematic. 

A system of winners and losers 

The attention given to individual 

cases of child abusers whom 

society can disown as not 

belonging to or being (at least in 

part) the product of its culture 

masks Western governments 

implementation of national and 

international policies that place 
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children at great risk and the 

extent to which it can support an 

„abusive‟ culture. Monetarist 

policies of the 80‟s and 90‟s cut 

health, social, welfare and 

education programmes as well as 

enforcing similar austerity meas-

ures on developing countries, 

policies that had a particularly 

adverse effect on children and 

families 
(22, 23).

 This also has a 

class specific character with the 

plight of poor children being 

viewed as self-inflicted and the 

more insidious problem of neglect 

of their children by middle class 

parents often passing unnoticed. 

With the increase in the number 

of divorces and two working 

parents, fathers and mothers are 

around their children for less of 

the day. A generation of „home 

aloners‟ are growing up. The 

amount of time children have 

with their parents has dropped 

dramatically in recent decades in 

the West, and the back up 

systems that extended families 

presented are dwindling 
(24).

 As 

families get smaller and spend 

less time with each other, children 

lose the learning opportunities 

that come in social systems more 

geared to social responsibility/ 

duty – instead of having to 

negotiate several relationships 

within regular contacts with 

multiple kin, children increasing 

live in more emotionally charged 

small units (the nuclear family, 

single parent families etc.) trying 

to psychologically survive within 

a fiercely competitive and 

individualistic culture.  

Children are cultured into this 

value system by virtue of living 

within its institutions and being 

exposed daily to its discourse. 

Ultimately this is a system of 

winners and losers, a kind of 

survival of the fittest where 

compassion and concern for 

social harmony contradicts the 

basic goal of the value system. As 

this system is showing itself to be 

bad for children‟s happiness a 

similar process as above works to 

try and distance awareness of the 

anxiety arising from the guilt thus 

produced. Instead of asking 

painful questions about the role 

parents/teachers/governments/etc. 

may be playing in producing this 

unhappiness, children‟s diffi-

culties can be viewed as being the 

result of biological diseases that 

require medical treatment (we can 

blame their genes).  

These social dynamics also get 

projected directly onto children. 

Children come to be viewed as 

both victims (through adults using 
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and manipulating them for their 

own gratification) and potentially 

„evil‟ scapegoats (as if it is these 

nasty children‟s bad behaviour 

that is causing so many of our 

social problems) 
(25).

  This reflects 

a profound ambivalence that 

exists toward children in the 

West. With adults busily pursuing 

the goals of self-realization and 

self-expression (these being the 

polite middle class versions of 

self-gratification), having absor-

bed the free-market ethic, 

children when they come along, 

will, to some degree, „get in the 

way‟.  A human being, who is so 

utterly dependent on others, will 

inevitably cause a rupture in the 

Western value system goals of 

narcissism that individuals who 

have grown up in these societies 

will have been influenced by to a 

greater or lesser degree.  Children 

cannot be welcomed into the 

world in an ordinary and seamless 

way. They will make the dom-

inant goals of modern life more 

difficult. They will, to some 

degree, be a burden. 

More and more surveillance 

Thus far I have suggested that a 

basic feature of modern Western 

free-market based culture is an 

increasingly narcissistic value 

system, which interrupts chil-

dren‟s and families‟ lives in a 

number of adverse ways. The 

complex dynamics of our 

concepts of self increasingly 

shaped along narcissistic notions, 

interacting with the collective 

guilt and fear of retribution, 

becoming a loser in the com-

petition, or fear of pilfering of 

one‟s accumulated resources, 

means that governments feel the 

need to police these potentially 

dangerous selves in an increasing 

variety of ways. Thus, one feature 

that has changed dramatically 

over the past century of Western 

society is the amount of 

surveillance to which parents and 

their children are subjected. The 

state has all sorts of mechanisms 

of surveillance and an „army‟ of 

professionals tasked with monit-

oring and regulating family life as 

if they are aware that children are 

struggling in this culture and deal 

with their guilt by individualising 

and „scapegoating‟. This is not to 

say that we do not need  

surveillance as the effects of child 

abuse are many and far reaching. 

But we must also ask the question 

of what the impact of this is on 

non-abusive families and on 

attitudes and practices of child 

rearing more generally. The 

increase in levels of anxiety 
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amongst parents who may fear 

the consequences of their action, 

has reached the point where the 

fear is that any influence that is 

discernible may be likely to be 

viewed as undue influence, 

making it more likely that parents 

will leave essential socialising 

and guidance to the expertise of 

professionals 
(15).

   

Life has thus become difficult for 

parents who are caught in a 

double pressure when it comes to 

raising their children. On the one 

hand there are increased expect-

ations for children to show rest-

raint and self-control from an 

early age, on the other there is 

considerable social fear in parents 

generated by a culture of chil-

dren‟s rights that often 

pathologizes normal, well-inten-

tioned parents‟ attempts to 

discipline their children. Parents 

are left fearing a visit from Social 

Services and the whole area of 

discipline becomes loaded with 

anxiety. This argument holds 

equally true for schools. Parents 

often criticise schools for lack of 

discipline. Schools often criticise 

parents for lack of discipline. 

This double bind has resulted in 

more narcissistic power going to 

children. Parents are being given 

the message that their children 

are more like adults and should 

always be talked to, reasoned 

with, allowed to make choices, to 

express themselves and so on 
(4).

 

The atomization of society also 

means that there is a lack of 

common ownership of rules and 

values with regards to upbringing 

of children. Children may learn 

that only certain individuals have 

any right to make demands and 

have expectations with regards 

their behaviour and with the task 

of parenting coming to be viewed 

in Western culture, as one that 

needs childcare expert‟s advice in 

order to get it right, a form of 

„cognitive parenting‟ has arisen 

whereby parents are encouraged 

to give explanation and avoid 

conflicts 
(26).

  This hands-off, 

particularly verbal model of 

parenting is both more taxing and 

less congruent with children‟s 

more action based view of the 

world.  

Into this anxiety loaded, 

narcissistically pre-determined 

vision of childhood and practices 

of child rearing, new diagnoses 

(such as childhood depression, 

Attention Deficit Hyperactivity 

Disorder, Aspergers syndrome) 

appear to provide a temporary 

relief to the beleaguered, 

intensely monitored child carers. 

 
 

Sami Tamimi  

 

 
 

Sami Tamimi  

 

 
 

Sami Tamimi  

 

 
Sami Timimi  

 



 
160 

By viewing children‟s poor 

behaviour and distressed 

emotional state as being caused 

by an „illness‟, all are apparently 

spared from further  scrutiny. The 

result however, fits into another 

aspect of Western „fast culture‟. 

With the widespread application 

of the techniques of medicine to 

manage children‟s behaviour and 

emotional state, particularly 

through use of drugs, the 

approach to children‟s mental 

health has achieved what I call 

the „McDonaldisation‟ of 

children‟s mental health. Like 

fast food, recent medication 

centred practice came from the 

most aggressively consumerist 

society (USA), feeds on people‟s 

desire for instant satisfaction and 

a „quick fix‟, fits into a busy life-

style, requires little engagement 

with the product, requires only 

the most superficial training, 

knowledge and understanding to 

produce the product, de-skills 

people by providing an „easy way 

out‟ thereby reducing resilience, 

creates potentially life long 

consumers for the product, and 

has the potential to produce 

immeasurable damage in the long 

term to both the individual who  

 

Consume these products as well 

as public health more generally.   

Conclusion 

As a child and adolescent 

psychiatrist who has dual heritage 

(with an English mother and Iraqi 

father) and who has experienced 

growing up in both Arab and 

Western culture I am naturally 

interested in what each tradition 

can offer the other to enrich the 

experience and mental health of 

children. I have outlined how 

certain features of Western 

culture have rapidly changed the 

space of childhood in the West. I 

have suggested that modern 

Western culture is built on a 

particularly aggressive form of 

neo-liberal free market capitalism 

and that one of the consequences 

of this is an increasingly narc-

issistic culture. When narcissism 

is privileged over social res-

ponsibility one of the first groups 

to lose out is children. This has 

contributed to an increase in 

mental health problems amongst 

children in the West (such as 

emotional disorders, behavioural 

disorders, and substance misuse) 

as well as changing ideas about 

what constitutes „normal‟ 

childhood and childrearing.
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In the era of globalisation those 

with a more powerful economic 

influence have been exporting 

not only their goods but also 

their value system. Visions of 

child-hood and family life 

carved out within Western 

culture (including those 

developed by psycho-medical 

groups) may not be in the best 

interests of children around the 

world. Indeed, there is a good 

case for arguing the converse – 

that professionals working with 

children in the West may have 

much to gain by learning more 

about how non-Western cultures 

understand both childhood and 

child rearing 
(13).

 In addition 

professionals working in non 

Western settings should think 

twice before uncritically accept-

ing beliefs and practices about 

family life and childhood that 

were developed in the West and 

simply transplanting these into 

settings where such values and 

practices may be alien to the 

population and undermine 

approaches that may actually be 

more protective of children‟s 

mental health.  

 

 خلاصه

خٍشي صٌادج ٌائلح فً تشخٍصاخ لألقذ طشأخ فً مؼظم الثلذان الغشتٍح فً الؼقُد ا

َوستطلغ فً ٌزي المقالح تؼضاً مه الأسثاب . ضطشاتاخ الىفسٍح ػىذ الأطفاللإا

حة الزاخ أَ )كما وىاقش َقغ ومُ الىشجسٍح . الثقافٍح المتؼلقح تٍزا المُضُع-الاجتماػٍح

َوتطشق كزلك . قافح الغشتٍح ػلى كل مه الأطفال َػائلاتٍمرفً الث (اوشغال الثال تالزاخ

إلى ما ٌىطُي ػلًٍ ٌزا الأمش مه مضامٍه تالىسثح للمٍىٍٍه الزٌه ٌؼملُن مغ الأطفال 

 .الزٌه ٌىشأَن فً محٍط الحضاسج الغشتٍح أَ غٍش الغشتٍح
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Abstract 

This paper examines a traditional model of PTSD prevention addressed 

at three levels: (1) primary - preventing exposure to trauma, (2) 

secondary - preventing the development of PTSD immediately after 

trauma exposure and (3) tertiary – preventing the worsening of PTSD. 

The psychological profile that emerges from Iraq’s experience of war 

and sanctions offers insight as well as challenges for the debate as to 

whether PTSD is preventable. Costs associated with many 

pharmacological and psychosocial approaches, for example, may render 

prevention a low priority for funding. Further, while the DSM-IV 

provides a psychiatric framework for single-trauma exposure in its 

description of PTSD some note that ‘it fails to capture the full range of 

disruption caused by multiple and repeated exposures’ . These are 

important considerations in the aftermath of war when trauma-related 

disorders are likely to be a greater public health concern than in the 

years that preceded it.  

Keywords: PTSD, prevention, trauma, war 

 

Introduction 

PTSD is categorized as a res-

ponse to a terrifying or distur-

bing event(s) ‘outside the range 

of the usual human experience 
(1,2). It also has been Considered  

a ‘normal response to an 

abnormal situation’ (3) though  

 

 

when core symptoms of 

intrusion, avoidance and hyper 

arousal persist, the response  

risks becoming maladaptive.  

Some believe repeated exposure 

to excessive stress is among the 

criterion linked to a PTSD 
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response in trauma survivors (4). 

Others suggest that vulnerability 

to PTSD increases when prior 

dramatization is compounded 

with successive traumatic events 

(5,6,7). These risks are also 

influenced by gender and 

individual differences, such as 

pre-existing psychiatric dis-

orders, inadequate social sup-

port and genetic pre-disposition, 

including neuro-biological fun-

ctioning which might affect how 

levels of danger are perceived 

and handled (8,9). 

Although not all people exposed 

to the severe traumas of war 

develop PTSD, cross-cultural 

investigations consistently ref-

lect elevated rates of PTSD 

among traumatized populations 

(10,11,12), which exceed those 

found in the US population. 

Data from the US National 

Comorbidity Survey indicated 

PTSD prevalence rates were 5% 

and 10% respectively among 

American men and women (13). 

The rates of PTSD were higher 

in post-conflict settings such as 

Algeria (37%), Cambodia 

(28%), Ethiopia (16%), and 

Gaza (18%)
 
(14).  

Others maintain a PTSD 

diagnosis is rare (15,16,17).  In the 

case of Iraq, the population has 

been estimated to have elevated 

PTSD symptom levels by expert 

and non-expert alike, but a 

figure has yet to be realized. An 

important consideration for 

researchers and clinicians is the 

likelihood that multiple trauma 

exposure will be a common 

experience for many.  Research 

on displaced Iraqi adolescents 

reported between four and five 

high magnitude stressors per 

individual, e.g. experiences of 

bombardment, physical assault, 

attempted kidnapping, and 

witnessing dead bodies (18). This 

is supported in other studies 

examining the traumatic 

experiences of Iraqis since 2003 

(19,20); one study suggested 

trauma-related experiences risk 

becoming ‘the number one 

public health concern for Iraq' 

(21). Developing a mental health 

framework within which to 

address this concern should 

include the traditional PTSD 

prevention typology though 

with a measure of caution: 

PTSD is comorbid with other 
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mental disorders, including 

Acute Stress Disorder, General 

Anxiety Disorder and 

depression (22). 

Primary Prevention 

Primary prevention of PTSD 

works on the premise that 

trauma should be avoided or, at 

least, the risks of exposure 

reduced. For countries facing 

the threat of conflict, this is a 

vital first step that should 

include advocacy at the 

community, national and inter-

national level if the trauma of 

war is to be avoided. In the 

event it cannot be, trauma 

exposure might be reduced via 

prevent preparedness. Inter-

ventions that increase the 

predictability of aversive 

experiences are believed to 

work as a psychological in-

oculation against exposure, e.g. 

informational preparation and 

simulated scenarios involving 

dead bodies and explosions have 

demonstrated a protective effect 

on first responders and military 

personnel
 (23)

. A study com-

paring trained and untrained 

political activists who had been 

tortured demonstrated that the 

latter exhibited higher symptom 

levels of PTSD (24). Civil 

defense  practices such as safety 

procedures during air strikes 

could prevent death and serious 

injuries thus reducing sus-

ceptibility to PTSD responses 

linked to bereavement or fear 

for one’s safety. More prac-

tically, limiting the viewing of 

media coverage preceding and 

immediately after war breaks 

has also been shown to help (25). 

Mental health professionals 

might consider the prevention of 

war itself beyond their purview, 

however, it is possible to play an 

active role by: (1) adhering to 

the highest ethical standards so 

as to avoid contributing to 

conflict, such as through the 

kind of restraint exhibited by the 

American Psychiatric Ass-

ociation when faced with the 

prospect of interrogating Guant-

anamo Bay detainees; and (2) 

reaching beyond the confines of 

scientific collaboration to in-

form the world community 

about the psychologically dam-

aging effects of war, which is 

achievable through broad 

contact with legislators, the 

media and NGOs when 

disseminating research out-

comes.  

Secondary Prevention 

This is an evaluative phase in 

which mental health 
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professionals can assess the 

setting, limitations and 

availability of resources, 

including human resources, e.g. 

trained individ-uals. Secondary 

prevention targets identified 

populations who might benefit 

from mental health support due 

to previous trauma exposure, 

intensity of exposure and family 

history. They may not 

necessarily be clinical 

populations, but would normally 

have been assessed as 

populations at risk. In settings 

like Iraq such populations might 

include those who suffered 

experiences of bombardment, 

bereavement or witnessing 

violence. Increased domestic 

violence as a consequence of 

stresses brought on by war, e.g. 

displacement, job loss and 

disrupted education will also 

mean others could benefit from 

support at this level. 

Prime objectives at the 

evaluative phase include 

assessment of the individual’s 

access to social support and 

promotion of resilience, such as 

through increasing self-esteem 

and developing coping skills. 

Adequate social support has 

been linked to decreased 

vulnerability towards develop-

ing psychological problems 

following a stressful event. 

Conversely, the lack of social 

support as well as the avoidance 

of support post crisis has been 

associated with increased PTSD 

(26). The opportunity to talk 

about traumatic experiences can 

improve recovery since traum-

atic memories and associated 

feelings of fear or anxiety can 

be weakened through repetition 

in active conversation (27). 

Combined Treatment, Pharm-

acotherapy and Psychological 

therapy 

The combined use of pharma-

cotherapy and psychological 

therapy for PTSD treatment is 

practiced in clinical settings 

where the condition is viewed 

more as a psychobiological dys-

function. A recent Cochrane 

Collaboration review found 

evidence to support short-term 

treatment of PTSD using 

medication stating that it was 

significantly more effective than 

placebo across PTSD symptom 

clusters (28). Selective serotonin 

reuptake inhibitors (SSRIs) 

proved more effective than older 

generation antidepressants mak-

ing it the first line medication 

choice for PTSD treatment. 

However, there is ongoing 
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debate as to whether medication 

or psychotherapy is the more 

efficacious approach for PTSD 

treatment. Another Cochrane 

Collaboration review is under-

way that compares both 

approaches (29). 

 A recommendation from the 

UK’s National Institute of 

Clinical Excellence (NICE) 

rated trauma-focused psycholo-

gical therapy over pharmaco-

therapy as the routine first line 

treatment for PTSD (30). Among 

the more efficacious psycholo-

gical treatments for PTSD 

symptomatology, cognitive beh-

avioural therapy or CBT with 

some evidence demonstrating 

that trauma-focused CBT 

(TFCBT) yields better outcomes 

than CBT. In both cases, the 

methods apparently influence 

the brain by correcting exa-

ggerated emotional responses 

triggered by traumatic memories 

that the anterior cingulate would 

normally extinguish, but is 

prevented from doing so by the 

presence of PTSD. Other 

psychosocial interventions have 

not achieved this (31), which 

highlights the value of teaching 

CBT and TFCBT to students of 

psychiatry, psychology and 

others related to the mental 

health profession.  

Another PTSD treatment 

approach, eye movement 

reprocessing and desensitization 

or EMDR, has shown mixed 

results in trials comparing it to 

other treatments for single-

incident PTSD. There is limited 

empirical evidence to support its 

effectiveness for treating 

multiple trauma PTSD. Rubin 

noted in his literature review 

that if EMDR is to be used for 

treating clients with multiple 

trauma one should do so ‘in 

light of the inadequate evidence 

base, be guided by future 

evaluations of EMDR with these 

populations, and recognize that 

many more sessions of EMDR, 

with less robust effects, may be 

required than what they might 

expect.’(32) Standards of training 

for therapists have also been 

mixed though Level II training 

from an accredited instructor is 

the accepted standard. 

Interventions for Mass 

Delivery 

Following war or disaster, it is 

not unusual to find mental 

health services and personnel 

overstretched. The looting and 

destruction of Baghdad’s Al  
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Rashad and Ibn Rushd 

Psychiatric Hospitals in April 

2003 is an example of how 

unexpected obstacles can 

prevent support from being 

offered when it is most needed.  

Inroads have been made with 

the development of psycho-

logical interventions that 

address practical concerns for 

mental health services in war 

affected communities because: 

(1) the techniques can be 

administered to groups rather 

than individuals; (2) delivery 

can be from non-mental health 

professionals given a brief 

training; (3) validated diagnostic 

tools are available that include 

simple to administer, validated 

self-report measures; (4) few 

sessions are required; and (5) 

running costs are low. These 

have gained an empirical 

footing as effective tools for 

alleviating PTSD related 

symptoms; examples include 

‘Teaching Survival Techniques’ 

(33,) and ‘Writing for Recovery’ 

(34), which incorporate elements 

of CBT using techniques 

developed for children and 

adolescents. Both have shown 

good results in published and 

unpublished research (35-39). 

Given 43.5% of the Iraqi 

population is under age 15 (40), 

this is an important contribution 

particularly in the absence of 

well-controlled medication 

treatment trials for childhood 

PTSD (41). 

Tertiary Prevention 
Psychiatry becomes more 

actively engaged at the tertiary 

level in cases of established 

PTSD. There is overlap between 

secondary and tertiary pre-

vention since most treatment 

approaches can be used for both. 

Efforts should be focused on 

preventing the development of 

chronic PTSD. By this time a 

variety of symptoms have 

become chronic and personality 

changes might be noted, e.g. 

symptoms of apathy, chronic 

tiredness, lack of initiative and 

paranoid thoughts. Atypical 

symptoms such as sleep dis-

turbance, recurrent nightmares, 

flashbacks and chronic low 

mood are also persistent at this 

point. The clinical management 

of chronic PTSD is complicated 

by comorbid disorders such as 

depression, anxiety and panic 

disorder and although PTSD is 

effectively treated in the short-

term via SSRIs, trials have 

demonstrated increased relapse 

rates in fluoxetine and sertraline 
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(43) On the other hand, SSRIs 

have been associated with lower 

rates of dependence and 

withdrawal than benzodiaz-

epines; in particular, paroxetine 

has demonstrated good symp-

tom reduction (42). On the whole, 

SSRIs are considered the first 

line for medical treatment of 

PTSD. 

Conclusion 

Trauma-related disorders are an 

unfortunate consequence of war 

that could lead to wider social 

problems, such as substance 

abuse and family breakdown, if 

not addressed. PTSD is among 

the more studied of these and 

has generated research that 

offers a structured treatment 

approach using the traditional 

primary, secondary, and tertiary 

prevention model. Within this 

framework, effective treatments 

support both the psychobio-

logical and psychological  

approaches towards PTSD 

prevention. Trauma-focused 

psychological therapies are 

gaining empirical ground as the 

first line treatment for secondary 

prevention while combined 

treatment using SSRIs is 

favoured for short-term support 

at the tertiary level. Innovative 

psychological interventions 

have also addressed the many 

problems faced by overstretched 

mental health services in the 

aftermath of war, e.g. cost, 

human resources, and outreach, 

via mass delivery of survival 

skills-based teaching and 

structured writing. Further re-

search would strengthen the 

PTSD prevention framework 

particularly research generated 

by those countries where mul-

tiple trauma exposure is not 

uncommon since the current 

framework is mainly based on 

single-incident exposure.

الملخص 

 

تتفحص ٌزي الممالح الىمُرج التملٕذْ للُلأح مه اظطشاب العغُغ التالٕح للصذمح 

( 2),  الصذماخ  إلّالُلأح الأَلٕح َرلك تمىع التعشض  (1): َعلّ ثلاثح مستُٔاخ 

,  الصذمح مثاششج إلّالُلأح الثاؤُح َتعىّ تمىع حذَث ٌزا الاظطشاب تعذ التعشض 

. الُلأح الثلاثٕح أْ مىع تذٌُس الحالح تعذ وشُء الاظطشاب (3)

لتصادْ لإن الىمُرج الىفسٓ الزْ ٔثشص مه تجشتح العشاق فٓ الحشب َالحصاس اإ    

ن تكلفح إ. ظطشاب لاتل للُلأح لإ كان ٌزا اإرا َ تحذٔاخ  للحُاس فٕما إدساكأًُفش 
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لذ تعع الُلأح فٓ ,  مثلا َالإجتماعٕحالُسائل المتعذدج مثل العمالٕش َالأسالٕة الىفسٕح 

. أسفل سلم أَلُٔاخ الذعم المادْ

 الصذمح لمشج إلّ التعشض إطاس (الطثعح الشاتعح  ) َالإحصاء  تعتمذ ملضمح التشخٕص 

َٔلاحظ الثعط أوٍا تفشل ,  العغُغ التالٕح للصذمح لإظطشابَاحذج َرلك فٓ تعشٔفٍا 

 الصذماخ المتعذدج َالمتكشسج إلّفٓ تغطٕح المذِ الكامل للعشس الزْ ٔسثثً التعشض 

ظطشاتاخ المتعلمح لإٌَٓ مه الاعتثاساخ المٍمح فٓ فتشاخ ما تعذ الحشب عىذما تكُن ا

.       مه الفتشاخ التٓ تسثك الحشب أكثشٌتماماخ الصحح العامح إتصذماخ الحشب مه 
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Letter to the editor  

Suicide in the Arab World 
Dear editor 

I read with great interest the review article on Suicide in the Arab World 

by Karam et al published in the Arab Journal of Psychiatry, vol. 19, May 

2008.  Karam et al highlighted important findings that need to be 

addressed as part of an Arabic suicide management strategy.  These 

findings include: methods of self-harm, precipitating factors, psychiatric 

diagnoses and psychiatric follow up of suicide attempters 
(1)

.  However 

not all the Arab countries were represented in this review.  This may be 

due to lack of studies, low level of interest, limited resources and even 

lack of service.  These countries e.g. Eritrea, Mauritania and Somalia 

should not be forgotten.  The Arab Federation of Psychiatrists (AFP) in 

collaboration with the Arab League needs to help towards addressing the 

unmet needs of these countries.  I also recommend having a Special 

Interest Group (SIG) among the SIGs of the AFP for Suicide research 

and prevention.   

An important element that weakens retrospective studies is the 

uncertainty about data recording.  I therefore agree with Karam et al who 

expressed concern about the accuracy of data recording 
(1)

.  This is a 

recognized problem in the healthcare system of the Arab World.  It is 

worth noting that the healthcare system in the Arab World is not 

homogenous.  Some Arab countries with high income have adopted a 

robust modern model e.g. Kuwait, UAE and Saudi Arabia.  Other Arab 

countries with high standard of human resources but low income e.g. 

Egypt lacks the well developed healthcare system with a primitive 

primary care 
(2)

, poor record keeping and absence of clearly defined 

catchment’ areas 
(1)

.  This may make it difficult to plan for pan-Arab 

suicide research programme but not impossible.  Certainly there is a 

need for Pan-Arab research programmes in the field of suicide and 

deliberate self-harm in particular and in Psychiatry in general.  These 

programmes should be designed to help the development of a Pan-Arab 

suicide prevention strategy.  The need for such programmes will 

increase with the globalization and progressive changes influencing the 

population of Arab World including economic, social and cultural.   
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Interestingly immigrants from nations with low suicide rates e.g. Arabic, 

many Mediterranean and many South American nations tend to maintain 

the low suicide level in their new environment while immigrants from 

East Europe tend to have a higher risk of suicide in their new countries 
(4)

.  This may reflect the impact of cultural background and religious 

belief of immigrants.  Whether this difference persists in the second and 

subsequent generations or not?  This question is yet to be answered. 

Muslims and Roman Catholics always had lower suicide rates than 

Protestants.  A balanced religious belief seems to be strongly negatively 

connected with suicidal behaviour 
(3)

.  In my opinion a healthy religious 

belief must play an important role in our pan-Arab suicide prevention 

strategy. 
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Book Review: 
 

Suicide Risk Management 

A Manual for Health Professionals 

 
Edited by:  

Stan Kutcher: Professor of Psychiatry and Associate Dean of 

International Medical Development and Research, 

Dalhousie University, Halifax, Canada 

And 

 Sonia Chehil: Assistant Professor of Psychiatry and Deputy Head of 

International Psychiatry 

Dalhousie University, Halifax, Canada 

 
This book of 134 pages was published in 2007 by Blackwell Publishing Ltd.  It 

includes 9 chapters & 4 appendices. 

 
Chapter 1: Understanding Suicide Risk.  In this chapter the authors raise 

important questions and answer these questions, using an interesting style, in 

an attempt to improve awareness of health professionals and rectify some of the 

wrong concepts about suicide risk.  Chapter 2: Suicide Risk Assessment.  The 

Authors outlined a 4-page Suicide Risk Assessment Guide (SRAG).  SRAG 

can be used to guide the clinical interview for the evaluation of individual 

suicide risk.  Chapter 3: Putting It All Together: The Tool for Assessment 

of Suicide Risk (TASR).  TSAR includes 3 sections: (1) individual profile, (2) 

symptom profile and (3) interview profile.  TSAR is designed to be used by 

clinicians to document a summary of their assessment of a patient who may be 

suicidal.  Although in chapter 1 the authors acknowledged that religious belief 

influence suicide risk, religious belief was not reflected in TASR.  Chapter 4: 

Suicide and Youth.  In this chapter the authors discuss the complexity of 

assessing youth suicide risk.  Chapter 5: Commonly Encountered Problems 

in the Evaluation of Suicide Risk.  In this chapter the authors describe 

clinicians’ common emotional, cognitive and behavioural responses to 

individuals who self harm and advice the clinicians on how to avoid common 

traps.  Chapter 6: Suicide Prevention.  This is a brief chapter in which the 

authors refer to suicide prevention strategies and divide them into two main 
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categories: Population Strategies and Individual Strategies.  Chapter 7: 

Suicide Intervention.  This chapter discusses three basic principles to consider 

while managing the suicidal patient: (1) Safety and Security to protect the 

patient from harm. (2) Support: individuals who did not need admission to 

hospital should not be discharged unless adequate arrangements for safety and 

support are in place.  (3) Targeted intervention.  Chapter 8: Post-suicidal 

Interventions.  The authors outlined 4 main principles: (1) Support to 

colleagues who one of their patients had committed suicide. (2) Learn from the 

death of any patient whatever the cause. (3) Counseling to family of the 

deceased and to relevant others is highly important. (4) Educate: it is important 

to take the opportunity e.g. suicide of a famous person to educate the public 

about suicide and the importance of identifying and treating mental illness.  

Chapter 9: Clinical Vignettes for group or Individual Study.  The 8 cases in 

this chapter have been developed to provide the reader with an opportunity to 

practice their suicide risk assessment skills and can be used as a training course 

material or for continuing health education.   

 

The book has 4 Appendices that provide copies of the tools to be used for 

clinical purposes by experienced clinicians and for education/training purposes.  

Appendix 1: Suicide Risk Assessment Guide (SRAG).  Appendix 2: Tools for 

Assessment of Suicide Risk (TASR).  Appendix 3: 6-item Kutcher Adolescent 

Depression Scale (KADS).  Appendix 4: Chehil and Kutcher Clinical 

Assessment of Adolescent Depression (CAAD).   

 

I found this book an interesting easy read with useful information and 

structured approach towards assessment and management of risk.  I 

recommend this manual to colleagues in the Arab World especially to those 

interested in the area of suicide both for clinical and academic purposes.  I am 

also very keen that Arab expertise produces a similar manual that addresses the 

specific needs of patients and clinicians in the Arab World.  Collaboration 

between Arab Psychiatrists practicing in the Arab World and in the West for 

this purpose would be an advantage. 

 

 

Mamdouh EL-Adl 

MBBCh, MSc, MRCPsych 

Consultant Psychiatrist, Northampton, UK 

Secretary of the British Arab Psychiatric Association (BAPA) 

Mamdouh.eladl@nht.northants.nhs.uk 
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Language disorder in schizophrenia 
Boufoula boukmees 

إضطراة انهغخ عنذ يرضَ انفصبو 
دٛفٌٛٗ دٛ خ١ّظ 

 

انًهخص 

صٙذف ٘زٖ ثٌذسثعز إٌٝ ثٌضْشف ٍّٝ ثٌضغ١شثس ثٌضٟ صقذط فٟ ٌغز ثٌّشمٝ ثٌّقجد١ٓ دجٌفقجَ، 

ثٌزٞ إلضشؿ أْ ِش٠ل ثٌفقجَ  (C.Frith )إر صٛؽذ ّذر ّٔجرػ ِمضشفز ِغً ّٔٛرػ فش٠ظ 

أْ  (E. Bleuler )٠ْجٟٔ ِٓ ّذَ ثٌمذسر ٍّٝ ِْجٌؾز ثٌٕٛث٠ج، ِٚٓ ؽٙضٗ سأٞ دٌٍٛش 

 ثٌضفى١ش ّٕذُ٘، أِج ثميشثدجس ثٌٍغز ّٕذ ِشمٝ ثٌفقجَ ٟ٘ صشؽّز ٚصْذ١ش ّٓ إميشثدجس

. فمذ سأٜ أْ ثٌخًٍ ٠ىْٛ فٟ ثٌضخي١و (Chapman )ؽجدّجْ 

: فجٚي ثٌذجفظ ث٦ؽجدز ٍّٝ ث٤عتٍز ثٌضج١ٌز

  ثٌٍغ٠ٛز ثٌضٟ ٠ْجٟٔ ِٕٙج ِش٠ل ثٌفقجَ؟ث٦ميشثدجسٟ٘  ِج -1

 ً٘ ٠ْجٟٔ ِش٠ل ثٌفقجَ ِٓ فمش ثٌخيجح؟ -2

 ً٘ ٠خيو ِش٠ل ثٌفقجَ ٤فْجٌٗ؟ -3

 و١ف ٠ْجٌؼ ِش٠ل ثٌفقجَ ٠ٛٔجٖ ٚٔٛث٠ج ث٢خش٠ٓ؟ -4

  ث٦ٔضمجةٟ؟ثلأضذجًٖ٘ ٠نيشح ّٕذ ِش٠ل ثٌفقجَ  -5

، ٠ٚقضٛٞ (صْذثد ثٌٍغز ّٓ ثٌفقجِٟ)ٌمذ فُّ ثٌذجفظ إعضذ١جْ ٌذسثعز ٌغز ِش٠ل ثٌفقجَ عّجٖ 

 دٕذثً ٦خضذجس فشم١جصٗ، ٚدْذ صق١ًٍ ثٌّْي١جس 60 دٕذثً إخضجس ِٕٙج ثٌذجفظ 148ث٦عضذ١جْ ٍّٝ 

. ٍٙشس ثٌٕضجةؼ ثٌضج١ٌز

٠ْجٟٔ ِش٠ل ثٌفقجَ ِٓ صلاؽٟ فٟ ثٌضذث١ّجس وّج صىْٛ إؽجدجصٗ خجسؽٗ ّٓ  -

 .ثٌّٛمُٛ

ثٌضٛلف ٚثٌّٕي١ز : ِٓ أُ٘ ث٦ميشثدجس ثٌٍغ٠ٛز ثٌضٟ ٍٙشس ّٕذ ٘ؤلاء ثٌّشمٝ -

 ( . block, Sterotypy, Perseveration ). ٚثٌٍٛٛح

 .٠ىْٛ ولاِٗ غش٠خ ِٚذُٙ -

 .صىْٛ ّذجسثصٗ غ١ش ِفِٙٛٗ ٚغ١ش ِٕيم١ز -

 .ٔٛث٠ج ث٢خش٠ٓ ٠ْجٌؼ ٔٛث٠جٖ ٚلا لا -

 .١ّ٠ً إٌٝ ثٌشِض٠ز -

 .٠ْجٟٔ ِٓ ثٌؾشٚد ّٚذَ ث٦ٔضذجٖ -

. ِؤؽش ٌغٛٞ – خيجح – صُٛ٘ – فقجَ : ثٌىٍّجس ث٤عجع١ز
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   انًقذيخ

صقجٚي ٘زٖ ثٌذسثعز ثٌضيشق إٌٝ أُ٘ 

ث٦ميشثدجس ثٌٍغ٠ٛز ثٌضٟ صَٙش ّٕذ 

٠ض١ّض . ثٌّشمٝ ثٌّقجد١ٓ دجٌفقجَ 

ثٌفقجَ ّٓ غ١شٖ ِٓ ث٤ِشثك ثٌٕفغ١ز 

دغشثء أّشثمٗ خجفز ثٌٍغ٠ٛز ِٕٙج، فضٝ 

ثٌٍغز  )ل١ً ّٓ ثٌفقجَ أٔٗ ِشك 

 . ٚل١ً ّٕٗ ِشك ثٌْمً (ٚثٌضْذ١ش

 :دًافع إختْبر انجحث -1

ؽ١ُٛ ِشك ثٌفقجَ فٙٛ ٠ْذ ِٓ  -

أوغش ث٦ميشثدجس ثٌز٘ج١ٔز إٔضؾجسثً فٟ 

ثٌّؾضِّ ثٌؾضثةشٞ، إر ٠ؾىً ِشمٝ 

ثٌفقجَ ثٌٕغذز ثٌىذشٜ ِٓ ٔضلاء 

 .ثٌّغضؾف١جس ثٌٕفغ١ز

ٍٙٛس ثٌّشك فٟ ِشفٍز ٘جِٗ  -

ِٓ ثٌضيٛس، فٙٛ ٠ق١خ ثٌؾذجح ِّج ٠ؾٍْٗ 

ِٛمِ إ٘ضّجَ ِٓ أىشثف ِؾض١ّْز 

 .ِضْذدر

ف١ظ : ص١ّض ٌغز ِشمٝ ثٌفقجَ -

٠ٛؽذ فٟ ٘زٖ ثٌٍغز خقجةـ ص١ّض٘ج ّٓ 

ٌغز ثٌّشمٝ ثٌٕفغ١١ٓ ث٤خش٠ٓ ِٚٓ أُ٘ 

ثٌغشثدز، ث٦دضىجس ٚثٌضُٕٛ : ٘زٖ ثٌخقجةـ

 .ٚثٌضذج٠ٓ ٚثٌىغشر

: صضث٠ذ ث٦٘ضّجَ دّٛمُٛ ثٌفقجَ -

ف١ظ ٍٙش إ٘ضّجَ ِضضث٠ذ دجٌفقجَ فٟ 

ِخضٍف ثٌؾجِْجس ٚ ِشثوض ثٌذقٛط، إْ 

إدقجس دغ١و ٍّٝ ثٌؾذىز ثٌْٕىذٛص١ٗ ثٌْج١ٌّز 

 . ٠ؤوذ رٌه

فجةذر ٌغز ثٌفقجِٟ فٟ  -

صْضذش ثٌٍغز ّٕذ ِشمٝ ثٌفقجَ : ثٌضؾخ١ـ

ِْذشٖ ّٓ ث٦ميشثدجس ث٤خشٜ ثٌّْشف١ز 

ٚثٌٕفغ١ز ٚثٌٍغج١ٔز ِّج ؽٍْٙج ّٕقشثً لا 

غٕٝ ّٕٗ فٟ ثٌضؾخ١ـ، ٚلٍّج ٠خٍٛ ِشؽِ 

فٟ ثٌيخ ثٌٕفغٟ أٚ ٍُّ ثٌٕفظ ثٌّشمٟ 

أٚ ثٌضق١ٕف ثٌّشمٟ ِٓ روش إميشثدجس 

 .ثٌٍغز مّٓ ّٕجفش ثٌضؾخ١ـ

 

 :أىذاف انجحث -2

دسثعز ث٦ميشثدجس ثٌٍغ٠ٛز ثٌضٟ  -

 .صَٙش ّٕذ ِش٠ل ثٌفقجَ ثٌضٚسٞ

ِقجٌٚز صفغ١ش ٘زٖ ث٦ميشثدجس  -

 .ٚسديٙج دج٤ّشثك ثٌغش٠ش٠ز

 

: إشكبنْخ انجحث -3

ثٌفقجَ إميشثح ر٘جٟٔ ِضِٓ ٠ق١خ 

ث٦ٔغجْ فٟ ِشفٍز ثٌّشث٘مز ٚ٘ٛ ث٤وغش 

ؽ١ّٛجً فٟ ِؾّّٛز ث٦ميشثدجس 

ثٌز٘ج١ٔز، ٠ٚض١ّض ثٌفقجَ دَٙٛس ثٌضُٛ٘ 

ٚ٘ٛ فىشر خجىتز ٌٍّش٠ل ٠م١ٓ صجَ 

دققضٙج، ٚصّضذ أّشثك ثٌفقجَ ٌٍؾٛثٔخ 

. ثٌٛؽذث١ٔز ٚثٌغٍٛو١ز ثٌقشو١ز ٚثٌّْشف١ز

فٍْٝ ثٌق١ْذ ثٌٛؽذثٟٔ ٠لافٌ ّٕذ 

ثٌّش٠ل لاِذجلار ٚؽذث١ٔز ٚعٍذ١ز ٚٔىٛؿ 

ٚإميشثدجس فٟ ثٌْلالجس ث٦ؽضّج١ّز، 

ٍّٚٝ ثٌق١ْذ ثٌّْشفٟ صٛؽذ إميشثدجس 

فٟ ثٌضذث١ّجس ف١ظ صىْٛ غجِنز، وّج 

٠نيشح فٟ ثٌضفى١ش ف١قذـ فٛمٛٞ 

ٚغجِل ِٚضميِ ٚوّج صَٙش إميشثدجس 

. فٟ ثٌٍغز 

ٍّٚٝ ثٌق١ْذ ثٌغٍٛوٟ ٠َٙش ثٌضٕجلل 

ٚ٘ٛ ١ًِ ثٌّش٠ل فٟ أْ ٚثفذ إٌٝ 

ثٌَّج٘ش ثٌغٍذ١ز ث٠٦ؾجد١ز ٌّخضٍف ث٤فْجي 

  ¹.  ثٌٕفغ١ز

٠ٚض١ّض ِش٠ل ثٌفقجَ أ٠نجً دأفىجس ص١ّ٘ٛٗ 

ٟٚ٘ ّذجسر ّٓ إّضمجد ٠ٚم١ٓ خجىب 

 ٠²غضٍضَ ِٕٗ صمذ٠ُ صفغ١ش ٌقشوجصٗ ٚصؾجسدٗ 

ٚلذ ٠ىْٛ ٌٙزٖ ث٤فىجس ثٌض١ّ٘ٛٗ ِنج١ِٓ . 

ِضّٕٛز وج٦ميٙجد ٚثٌَّْز، ٚثٌضُٛ٘ 

 ³ثٌذ٠ٕٟ ٚثٌؾغذٞ ٚصُٛ٘ ث٦ؽجسر ٌٍزثس 

ث٘ضُ ثٌٍّْجء دذسثعز خيجح ثٌّش٠ل 

دجٌفقجَ دئّضذجسٖ ثٌؾضء ثٌّفنً ٌَٙٛس 

ث٦ميشثدجس ثٌٍغ٠ٛز دج٦مجفز ٤ْ 

 

 
 ثميشثح ثٌٍغز ّٕذ ِشمٝ ثٌفقجَ
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إْ دسثعز ثٌغٍٛن . ثٌخيجح ٠ْذش ّٓ فىش

ثٌٍغٛٞ فٟ ٘زث ثٌّشك د١ٕش ٚؽٛد  

إميشثدجس ٌغ٠ٛز ّذ٠ذر صْذش ّٓ ِخضٍف 

. أّشثك ثٌفقجَ

ٌمذ ٍٙشس ّذر صفغ١شثس ٌٍفقجَ ِٕٙج 

ثٌْم١ٍز  ٚثٌضق١ٍ١ٍز ٚثٌّْشف١ز، فمذ سأٜ 

أفقجح ثٌّذسعز ثٌْم١ٍز أْ إميشثدجس 

ثٌٍغز ّٕذ ثٌفقج١١ِٓ د١ًٌ ٚصْذ١ش ّٓ 

إميشثح ثٌضفى١ش ٚدجٌضجٌٟ ٘زٖ 

ث٦ميشثدجس فٟ صؾخ١ـ ثٌفقجَ، ِٚٓ 

، ثٌزٞ (إ١ّ٠ً وشد١ٍٓ)أليجح ٘زٖ ثٌّذسعز 

أىٍك ٚفف ثٌٍغز غ١ش ثٌّٕغؾّٗ
4

  

Schizophasia))  ُِّٛؾ ٍّٝ

إميشثدجس ثٌٍغز ّٕذ ِش٠ل ثٌفقجَ، 

ٚوّج سأٜ أْ ٕ٘جن فمذثْ ٌٍمذسر ٍّٝ 

ثٌض١َُٕ ٚثٌضشص١خ فٟ ث٤فىجس
5

وّج ٔؾذ . 

لذ أؽجس فٟ ّجَ  (إ٠ؾجد دٌٍٛش)أ٠نجً 

، إٌٝ فمذثْ ثٌضذث١ّجس ّٕذ ثٌفقجِٟ 1911

ٚأّضذش٘ج إْٔىجط غ١ش ِذجؽش ٦ميشثح 

وّج سأٜ دٌٍٛش أْ . ِؾشٜ ثٌضفى١ش

ثٌفقجِٟ ٠ْذش ّٓ أفىجس ِشصذيز ديش٠مز 

غ١ش ِٕيم١ز ٌضى٠ٛٓ فىشر ؽذ٠ذر
6

ٚثٔضمذ . 

أفقجح ٘زٖ ثٌذسثعز ٘زث ثٌضقذ٠ذ وْٛ 

إميشثح ثٌضفى١ش ٠ٛؽذ أ٠نجً فٟ ِشمٝ 

ثٌض٘ٛ أٚ ثٌٙٛط ٚإميشثدجس ر٘ج١ٔز 

. أخشٜ

ٚسأٜ أفقجح ثٌّذسعز ثٌضق١ٍ١ٍز ٚخجفز 

أْ ولاَ  (ؽجن  لاوجْ)ثٌّقًٍ ثٌفشٔغٟ 

ثٌفقجِٟ ٠ؾٙذ إٔضلالجً ِغضّشثً ٍّٝ ف١ْذ 

ثٌغٍغز ثٌّذٌٛي ّٕٙج، ٠َٚٙش ثٌّش٠ل 

وأٔٗ ٠ٙشح ِٓ ثٌْجٌُ ثٌٛثلْٟ ١ٌٍؾأ إٌٝ 

ّجٌُ خجؿ دٗ ٚ ٕ٘جن صقذـ ف١ٗ ٌٍىٍّجس 

دلاٌٗ لا ٠ذسوٙج إلا ٘ٛ
7

 ٚإّضذش أفقجح 

ثٌّذسعز ثٌّْشف١ز أْ ثٌٍغز ٟ٘ ثٌّىجْ 

ثٌّفنً ٌَٙٛس ث٦ميشثدجس ثٌّْشف١ز 

ّٕذ ِش٠ل ثٌفقجَ، ٌمذ د١ٕش ثٌذقٛط ثٌضٟ 

أؽش٠ش ٍّٝ ثٌٍغز ّٕذ ِشمٝ ثٌفقجَ أْ 

٠ىْٛ دأفذ ِىٛٔجس ثٌٍغز دؾىً  ثٌخًٍ لا

خجؿ ٌٚىٓ ٕ٘جن إميشثح فٟ ث٤دثء 

ٚلذ . ثٌٍغٛٞ ١ٌٚظ فٟ ثٌىفجءر ثٌٍغ٠ٛز

، 1976ِٚٓ ِْٗ ّجَ  (ؽجدّجْ)ألضشؿ 

فشم١ز ِفجد٘ج أْ ثٌفقج١١ِٓ ٠ْجْٔٛ ِٓ 

إميشثح فٟ ِْجٌؾز ثٌغ١جق ثٌذثي ٍّٝ 

ثٌّْٕٝ، ف١ظ ٠غٛد ّٕذُ٘ ثٌّْٕٝ ثٌغجٌخ 

ٌٍىٍّجس ثٌغجِنز دْٚ سديٙج دغ١جلٙج ثٌضٟ 

. صٛؽذ ف١ٗ

 ٌمذ لجِش ثٌذجفغز أٔذس٠جٔغٓ عٕٗ 

 دض١َُٕ عٍُ ٌم١جط إميشثدجس ثٌٍغز 1979

عٍُ ثٌضفى١ش ٚثٌٍغز )ّٓ ثٌفقج١١ِٓ ٚعّضٗ 

  ٠ٚTLCشِض ٌٗ دجٌقشٚف  (ث٦صقجي ٚ

 دٕز ٚصٛفٍش ٠ٚ18قضٛٞ ٘زث ثٌغٍُ ٍّٝ 

إٌٝ أْ ثٌفقج١١ِٓ ٠ض١ّضْٚ دىلاَ ِمضنخ 

ٚفمش ٚثمـ فٟ ِنّْٛ ولاُِٙ
8

 ٚلذ 

١ّ٠ض د١ٓ ِخضٍف  ثٔضمذ ٘زث ثٌغٍُ ٤ٔٗ لا

. ثٌّشمٝ ِغً ِشمٝ ثٌفقجَ ٚثٌٙٛط

َٚٔشثً ٌضُٕٛ ثٌفقجَ صخضٍف إميشثدجس 

ثٌٍغز ٤ْ ٘زٖ ث٤خ١شر صضشؽُ أّشثك 

ثٌفقجَ ثٌّخضٍفز، فئرث وجْ ِش٠ل ثٌفقجَ 

دأّشثك إ٠ؾجد١ز ٌٚذ٠ز أّشثك ٚثمقز 

فٟ ٌغضٗ ِغً ثٌشدو ثٌغ١ش ِٕيمٟ ٥ٌفىجس 

ٚثٌشِٛص، ٚلذ صشصذو ث٤فىجس ف١ّج د١ٕٙج 

دٛثعيز وٍّجس ِضٕجغّز ٌىٓ لا ِْٕٝ ٌٙج، 

أٚ دٛثعيز صذث١ّجس غ١ش ِٕغؾّز صغّٝ 

عٍيز ٌف١َٗ
9 

، ٚإرث وجْ ثٌفقجَ دأّشثمٗ 

ثٌغٍذ١ز ٍٙش ّٕذ ثٌّش٠ل فمش فٟ ثٌٍغز 

ف١ظ صخضضي ث٦ؽجدجس ٚصىْٛ لق١شر 

ٚفجسغز ٚرٌه صذْجً ٌنْف ثٌمذسثس 

ثٌّْشف١ز
10

ٚإْ وجْ ثٌفقجَ صخؾذ١جً أٚ .  

ؽجِٛد٠جً ٍٙشس ّٕذ ثٌّش٠ل أّشثك 

ثٌقّش ٚإْ وجْ صٚس٠جً ٍٙشس أٚ٘جَ 

ث٦ميٙجد ٚثٌَّْز ٚثٌغ١شر، ٚإْ وجْ 

ثٌفقجَ ِفىىجً ٌٛفٌ ٍّٝ ثٌّش٠ل ّذَ 
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إٔغؾجَ فٟ صفى١شٖ ّٚذَ ٚمٛؿ 

ثٌضّٛ٘جس
11

 .

 : تسبؤلاد انجحث -4

٠ّىٓ ف١جغز ث٦ؽىج١ٌز ٍّٝ ؽىً أعتٍز 

 :ٟٚ٘ وجٌضجٌٟ

ِج ٟ٘ ث٦ميشثدجس ثٌضٟ صق١خ  -

 خيجح ِش٠ل ثٌفقجَ؟

ً٘ ٠نيشح ِؾشٜ صفى١شٖ؟  -

ًٚ٘ ٠ْجٟٔ ِٓ فمش ثٌخيجح؟ ٚو١ف صىْٛ 

ثٌضذث١ّجس ّٕذٖ؟ ًٚ٘ ٠فمذ ثٌذْذ ثٌضقٛسٞ 

 ٌٍغز؟

ً٘ ٠خيو ثٌفقجِٟ ٌفٍْٗ ٠ْٚجٌؼ  -

 ثٌغ١جق ثٌذلاٌٟ دقٛسٖ ع٠ٛٗ؟

و١ف ٠ْجٌؼ ٔٛث٠جٖ ٚٔٛث٠ج  -

 ث٢خش٠ٓ؟

ً٘ ٠نيشح ّٕذٖ ث٦ٔضذجٖ  -

 ث٦ٔضمجةٟ؟

 :انفرضْبد -5

٠ْجٟٔ : فشم١ز ّجِز أٌٚٝ -1

 .ِش٠ل ثٌفقجَ ِٓ إميشثح فٟ ثٌخيجح

٠ْجٟٔ : 1فشم١ز إؽشثة١ز  1-1

 .ِش٠ل ثٌفقجَ ِٓ فمش ثٌخيجح

٠ْجٟٔ : 2فشم١ز إؽشثة١ز  1-2

 .ِش٠ل ثٌفقجَ ِٓ خيجح غ١ش َُِٕ

٠ْجٟٔ ِش٠ل : 3 فشم١ز إؽشثة١ز 1-3    

 .ثٌفقجَ ِٓ   فمذثْ ٌٍذْذ ثٌضقٛسٞ ٌٍغز

 

٠ْجٟٔ : فشم١ز ّجِز عج١ٔز -2

ثٌفقجِٟ ِٓ إميشثح فٟ صخي١و ثٌفًْ 

 .ِْٚجٌؾز ثٌغ١جق ثٌذلاٌٟ

٠ْجٟٔ ِش٠ل : 4 فشم١ز إؽشثة١ز 2-1

 .ثٌفقجَ ِٓ ّؾض فٟ دذء ثٌفًْ ثٌمقذٞ

٠ؾذ ِش٠ل : 5فشم١ز إؽشثة١ز  2-2

 .ثٌفقجَ فْٛدز فٟ ِْجٌؾز ثٌغ١جق ثٌذلاٌٟ

لا٠ْجٌؼ : 6فشم١ز إؽشثة١ز  2-3

 .ِش٠ل ثٌفقجَ ثٌٕٛث٠ج ثٌخجفٗ دٗ

لا٠ْجٌؼ ِش٠ل : 7 فشم١ز إؽشثة١ز 2-4

 .ثٌفقجَ ٔٛث٠ج ث٤خش٠ٓ

٠ٛؽذ ّؾض : فشم١ز ّجِز عجٌغز -3

 .ّٕذ ِش٠ل ثٌفقجِٟ فٟ ثٌمذس ث٦ٔضذج١٘ز 

٠ٛؽذ : 8فشم١ز إؽشثة١ز  3-1

إميشثح فٟ ث٦ٔضذجٖ ث٦ٔضمجةٟ ّٕذ ِش٠ل 

. ثٌفقجَ

انًنيج ًعْنخ انذراسخ ًحذًد انجحث _ 6

 .ًأدًاد انجحث
 ثٌّٕٙؼ ١ّٕٚز ثٌذسثعز 6-1

 ٌمذ ىذك ثٌذجفظ فٟ ٘زٖ ثٌذسثعز 

ثٌّٕٙؼ ث٦و١ٕ١ٍىٟ ثٌزٞ ٠َٕش إٌٝ ثٌغٍٛن 

ِٓ َِٕٛس خجؿ، فٙٛ ٠قجٚي ثٌىؾف ّٓ 

ِىْٕٛ ثٌفشد ٚؽْٛسٖ فٟ ِٛلف ١ِْٓ، 

وّج ٠ذقظ ّٓ ِذٌٛي ٘زث ثٌغٍٛن ٚثٌذقظ 

   ¹². ّٓ عذخ ثٌقشثّجس ثٌٕفغ١ز

٠ْٚذ ثٌّٕٙؼ ث٦و١ٕ١ٍىٟ ثٌّٕٙؼ ث٤ٔغخ 

ثٌزٞ ٠قجٚي إوضؾجف ِخضٍف ث٦ميشثدجس 

ثٌٍغ٠ٛز ثٌضٟ صَٙش فٟ خيجح ِشمٝ 

ثٌفقجَ ثٌضٚسٞ، ف١ظ لجَ ثٌذجفظ دئؽشثء 

ِمج٠لاس ِِ أخقجة١ٓ فٟ ثٌيخ ثٌٕفغٟ، 

ٚسثلخ ِشمٝ ثٌفقجَ ٚىذك ١ٍُّٙ 

ث٦عضذ١جْ ثٌزٞ لجَ دضق١ّّٗ ٌٙزث ثٌغشك 

: ٚلذ صّش ثٌذسثعز ٍّٝ ِشفٍض١ٓ

 (انذراسخ الإستطلاعْخ )انًرحهخ الأًنَ 

لجَ ثٌذجفظ  دضق١ُّ أدثر دقغٗ   ٚ صيذ١مٙج  

ٚفجٚي  (١ٌغش فقج١ِز)ٍّٝ ١ّٕز ع٠ٛز 

ثوضؾجف ثٌقْٛدجس ثٌضٟ ٚؽذ٘ج 

. ثٌّفقٛف١ٓ ث٤ع٠ٛجء فٟ فُٙ ٘زٖ ث٤دثر 

:   ٌمذ عجّذس  ثٌذسثعز ث٦عضيلا١ّز ٍّٝ

ث٦فضىجن ٚثٌضفجًّ ِِ أفشثد ١ّٕز     - 

. ثٌذسثعز دغ١ز صغ١ًٙ ث٦صقجي ُِْٙ 

صقذ٠ذ ثٌٛلش ثٌزٞ صغضغشلٗ دسثعز وً     -

. (صيذ١ك  ث٦عضذ١جْ ١ٍّٙج)فجٌز ِٓ ثٌقجلاس

ثوضؾجف ث٤خيجء ٚثٌٕمجةـ ثٌضٟ     - 

. ثفضٛصٙج أدثر ثٌذقظ
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ِْشفز ثٌقْٛدجس ثٌضٟ ٚؽذ٘ج    - 

. ثٌّفقٛف١ٓ ِٚقجٌٚز فٍٙج

إعض١قجء أفىجس أخشٜ ّٓ ِٛمُٛ    - 

. ثٌذقظ 

 (انذراسخ اننيبئْخ)انًرحهخ انثبنْخ 

 ٚ ف١ٙج صُ صيذ١ك أدثر ثٌذسثعز ٍّٝ 

 فقج١١ِٓ 10ِؾّّٛز ثٌذقظ،ثٌّضىٛٔز ِٓ 

،ٌمذ  ىٍخ ِٓ ث٤ىذجء ثٌٕفغ١١ٓ ثٌّْجٌؾ١ٓ 

ٌُٙ صق١ٕف أُ٘ ث٦ميشثدجس ثٌٍغ٠ٛز ثٌضٟ 

فجدفٛ٘ج ّٕذ ٘ؤلاء ثٌّشمٝ  أعٕجء 

. ِّجسعجصُٙ ث٦و١ٕ١ٍى١ز 

٘ؤلاء ث٤ىذجء ٠ٍّْْٛ دّغضؾفٝ ثٌشثصٞ 

. ٥ٌِشثك ثٌْم١ٍز دٛلا٠ز ّٕجدز فٟ ثٌؾضثةش

  :حذًد انجحث- 6-2 

أؽش٠ش ثٌذسثعز :انحذًد انزينْخ* 

 (٠ٕج١ٔش)ثٌضيذ١م١ز ِٓ وجْٔٛ عجٟٔ        

 (٠ٕج١ٔش) إٌٝ غج٠ز وجْٔٛ عجٟٔ 2007

2008  

: انحذًد انًكبنْخ * 

 ىذك ثٌؾجٔخ ث١ٌّذثٟٔ ٍّٝ ِغضٜٛ 

ِغضؾفٝ ثٌشثصٞ ٥ٌِشثك ثٌْم١ٍز دٛلا٠ز 

 -  ثٌؾضثةش – ّٕجدز 

–٠مِ ِغضؾفٝ ثٌشثصٞ ٥ٌِشثك ثٌْم١ٍز 

 دقٟ ثٌقفقجف ٟٚ٘ ِؤعغز -ّٕجدز

ؽ٠ٛٙز ٚثعضؾفجة١ز ؽج١ِْز صغيٟ خّظ 

ّٕجدز، ٚ لجٌّز، ٚ صذغز ، : ٚلا٠جس ٟ٘ 

ٚ ٌمذ دؽٓ ٠َٛ .ٚثٌيجسف ٚعٛق أ٘شثط

ٚ٘ٛ ١٘ىً ٍّٝ  . 1982أدش٠ً /١ٔغج1ْ

. ٘ىضجس7.5ؽىً أؽٕقز ٠ّضذ ٍّٝ ِغجفز 

 صقضٛٞ ثٌّقٍقز ث٦عضؾفجة١ز ثٌؾج١ِْز 

ٌٍيخ ثٌْمٍٟ ٍّٝ أسدِ ٚفذثس دمذسر 

( 1987) عش٠ش264إعض١ْجد١ز صقً إٌٝ 

: ِٛصّز وجٌضجٌٟ

  سؽجي )ٚفذر ث٦عضْؾجلاس

.  عش٠شث60ً (ٚٔغجء

  (سؽجي)ٚفذر ث٦عضؾفجء ٚثٌْٕج٠ز 

 . عش٠شثً 60

  (ٔغجء)ٚفذر ث٦عضؾفجء ٚثٌْٕج٠ز 

 . عش٠شثً 60

  ٚفذر ثٌيخ ثٌْمٍٟ ٥ٌىفجي

 عش٠ش 40 عش٠ش ىفً، 40: ٚثٌّشث٘م١ٓ

 ِشث٘ك 

 ؽخـ ٠34ضىْٛ ثٌيجلُ ثٌيذٟ ِٓ 

: ٠ؾغٍْٛ ثٌٍٛجةف ثٌضج١ٌز

-  دشٚفغٛس–أعضجر ص١ٍُْ ّجٌٟ  -

  أعجصزر ِغجّذ٠ٓ 4 -

  أىذجء ٔفغ١١ٓ 5 -

  ؽشثؿ أعٕجْ 1 -

  ىذ١خ ّجَ 1 -

 .ىخ ٔفغٟ-  ىذ١خ ِم16ُ١ -

  أخقجة١١ٓ ٔفغج١١ٔٓ ١ّجد١٠ٓ 4 -

  ٔفغجٟٔ سة١غٟ 1 -

 ٠ٚ128ضىْٛ ثٌيجلُ ثٌيذٟ ثٌّغجّذ ِٓ 

ؽخـ  

أِج ثٌغٍه ث٦دثسٞ ٚثٌضمٕٟ ف١قضٛٞ ٍّٝ 

ؽخـ  192

 ٚدٙزث ٠ىْٛ ّذد ثٌٍّٛف١ٓ ٍّٝ ِغضٜٛ 

 ؽخـ  354: ثٌشثصٞ

  أدًاد انجحث-  7 
 فُّ  ثٌذجفظ  أدثر صذسط ثٌٍغز ّٕذ  

صْذثد ثٌٍغز ّٕذ : "ثٌفقجِٟ ٚعّج٘ج

 ٠ٚ،148قضٛٞ ٘زث ثٌضْذثد ٍّٝ " ثٌفقجِٟ

 دٕذثً   60إخضجس ِٕٙج ثٌذجفظ    (ّذجسر)دٕذ 

. ٦خضذجس فشم١جصٗ

: نتبئج انذراسخ - 8

 تصنْف إضطراثبد انهغخ عنذ 8-1

 :انفصبيِ
ٌمذ لّٕج دضق١ٕف إميشثدجس ثٌٍغز ّٕذ 

ثٌفقجِٟ فغخ صشص١خ ثٌضىشثسثس ثٌضٕجصٌٟ 

. أٞ ِٓ ث٤وغش ؽ١ّٛجً إٌٝ ث٤لً ؽ١ّٛجً
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 ٚلذ ؽجء ثٌّضغ١ش فٟ ثٌشصذز 

ف١ظ دٍغ " لٌٛذجس ٌف١َز"ث٤ٌٚٝ ثٌذٕذ 

٠ْضمذ "  ثٌذٕذ٠ٓ 16، ٚفٟ ثٌشصذز 45صىشثسٖ 

ِِ وجةٕجس غ١ش  (ّلالز) أْ ٌٗ إصقجي

" ٠شٜ أْ ِقذس أفْجٌٗ خجسؽ١ز"دؾش٠ز ٚ 

 ٌٍذٕذ 41 ٚثٌشصذز 31ٚدسؽز وً ِّٕٙج 

... 14ٚوجٔش دسؽضٗ " أٌفجً ِؾشدر"

-(. 1-أَٔش ثٌؾذٚي )

ضطراثبد انهغٌّخ الأكثر شٌْعب لإ ا8-2

 :عنذ انفصبيِ
ميشثح ث٤وغش ؽ١ّٛج ٘ٛ ٦إْ ث

 45ٚوجٔش دسؽضٗ " ثٌمٌٛذجس ثٌٍف١َز"

، عُ فٟ ثٌّشصذز ثٌغج١ٔز % 11,56ٚٔغذضٗ 

 ٚٔغذضٗ 44ٚدسؽضٗ "  ثٌضٛلف"إميشثح 

: ، ٚثٌّشصذز ثٌغجٌغز ٦ميشثح% 11,31

ٚوجٔش دسؽضٙج " صذث١ّجصٗ غ١ش ثٌؾجةْز"

، ٚفٟ ثٌّشصذز % 11,05 ٚٔغذضٙج 43

ثٌٍٛٛٚد١ٗ : ثٌشثدْز ٔؾذ ثميشثد١ٓ

 39ٌٚىً ٚثفذ ِّٕٙج "  ثٌخيجح ثٌّذُٙ"ٚ

% . 10,02دسؽز ٚٔغذز 

ثٌضفى١ش "ٚفٟ ثٌّشصذز ثٌغجدْز 

ٚفٟ % 9,51 ٚٔغذض37ٗٚدسؽضٗ"ثٌغجِل

ث٦ؽجدجس ثٌخجسؽز ّٓ "ثٌّشصذز ثٌغجِٕز 

، % 9,25 ٚٔغذضٙج 36ٚدسؽضٙج " ثٌغ١جق

ٚأخ١شثً فٟ ثٌّشصذز ثٌضجعْز ٔؾذ ثميشثد١ٓ 

ّذجسثس غ١ش "ٚ، " خيجح غش٠خ: "ّ٘ج

 34، ٌٚىً ٚثفذ ِّٕٙج ثٌذسؽز " ِفِٙٛز

- 2-أَٔش ثٌؾذٚي )% . 8,74ٚثٌٕغذز

(. 2 1ٚٚثٌؾى١ٍٓ 

 

 

تصنْف اضطراثبد انهغخ عنذ انفصبيِ  (1)انجذًل 

ترتْت 

انجنذ 
 انجنٌد

 إؽجدجس فجسغز-1 21

ٔضمجي ِٓ فىشر إٌٝ أخشٜ دذْٚ سثدو ٦ث- 2 22

خيجح غش٠خ - 3 09

صفى١ش ِضغشُ -  4 25

٠مذَ صذث١ّجس ِخضٍفز ٌٕفظ ثٌّغ١ش - 5 26

إؽجدجس ٚؽ١ضر - 6 22

صذث١ّجس غ١ش ؽجةْز  - 7 03

صفى١ش غجِل - 8 07

خيجح ِضقِٕ - 9 45

ثٌضٛلف -10 02

٠غ١ش فٟ صذث١ّجصٗ - 11 06

إؽجدجس لق١شر - 12 22

خيجح ِذُٙ -13 24

فمش ِنّْٛ ثٌخيجح  - 14 38

.  ١ًِ إٌٝ ثٌضؾش٠ذ- 15 45
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 (ثٌّغ١ش ٚث٦عضؾجدز)لا صٛؽذ ّلالز د١ٓ ثٌىٍّجس -16 45

صفى١ش ِّجعٟ - 17 45

.  صفى١ش ديٟء- 18 45

أٌفجً ِؾشدر -19 41

إؽجدجس خجسؽز ّٓ ثٌغ١جق -20 08

ِِ وجةٕجس غ١ش دؾش٠ز  (ّلالز)٠ْضمذ أْ ٌٗ إصقجي -21 19

أٌفجً ِمٌٛذز  -22 55

٠ىفٟ صفى١شٖ أٚ سغذضٗ فٟ ثٌؾٟء ١ٌقذـ فجمشثً  -23 45

ّذجسثس غ١ش ِفِٙٛز  - 24 09

ثّضمجدٖ دمذسصٗ ٍّٝ لشثءر أفىجس ث٢خش٠ٓ - 25 38

أٌفجً غ١ش ِٕيم١ز  --26 12

- أٚ ثٌٍٛٛد١ٗ- ثغّجص١زأٌذش-27 04

ّذَ ١ّٚٗ دّج ٠ش٠ذ  -28 32

لٌٛذجس ٌف١َز  -29 01

لا ٠غضي١ِ صفغ١ش ِج ل١ً ٌٗ -30 43

- ِمجفذٖ - لا ٠ْجٌؼ ٔٛث٠جٖ -31 29

 ثٌْؾٛثة١ز  سوغشر ث٦عضؾجدج- 32 344

إعضؾجدجس غ١ش ِٕغؾّز  - 33 09

٠شٜ أْ ِقذس أفْجٌٗ  لٜٛ غش٠ذز  - 34 16

ص٠جدر ثٌضذثخً أعٕجء ثٌّْجٌؾز ثٌفٛس٠ز ٌٍٍِّْٛجس  - 35 45

لا ٠أخز ثٌغ١جق د١ْٓ ث٦ّضذجس  - 36 12

ّذَ ث٦ٔضذجٖ   - 37 20

فؾً إعضّْجي إعضذلالاس ٦صثٌز ثٌغّٛك  - 38 43

٠ْضمذ أْ صفى١شٖ ٌٗ ِقذس خجسؽٟ  - 39 18

إعضذلالاس خجىتز ّٓ ٔٛث٠ج ث٢خش٠ٓ  - 40 18

لا ٠ْجٌؼ ٔٛث٠ج ث٢خش٠ٓ  - 41 29

فْٛدز ص١١ّض ثٌٍِّْٛز ثٌّلاةّز  - 42 45

عٛء ص١َُٕ ثٌغٍٛن - 43 45

٠ْضمذ أْ خيجدٗ ٌٗ ِقذس خجسؽٟ  - 44 29

 غ١ش ِى١فز ٌٍغ١جق أٌفجً- 45 32

( ث٦ٔضجػ)إميشثح صى١١ف ثٌخيجح ٌٍٍِّْٛجس ثٌغ١جل١ز ثٌّلاةّز -46 55

فْٛدز صغذ١و ثٌذٕٛد ثٌّضذثخٍز  - 47 36

عٛء ص١َُٕ ث٤ٌفجً  - 48 26

٠شٜ أفْجٌٗ غش٠ذز  - 49 55

إؽجدجس غ١ش ِلاةّز  - 50 28
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ِٓ ث٤خ١ش إٌٝ ث٤ٚي  -  دشصمجي-ّذَ ثٌمذسر ٍّٝ صٙؾتز وٍّز- 51 41

خيجح وغ١ف ٚ عشٞ :قثٌضذف- 52 38

ّذَ ثٌمذسر ٍّٝ إّ٘جي ثٌّغ١شثس غ١ش ثٌّلاةّز  - 53 11

- ِمجفذٖ – ٠جٖ ثفْٛدز إدسثوٗ  ٌٕٛ- 54 45

 (ِّٙز )ّذَ ثٌمذسر ٍّٝ ثٌضشو١ض ٍّٝ ِٕذٙجس فجعّز - 55 36

٠ْضمذ أْ إٔفْجلاصٗ ٌٙج ِقذس خجسؽٟ  - 56 15

ثٌؾشٚد٠ز   -  57 12

    – ث٦ٔميجُ ّٓ ثٌْجٌُ-  فشه ص١١ّض وً ِغ١شثس ثٌّق١و -  58 34

. ثلاعضؾجدز دىٍّجس أفجد٠ز ثٌّميِ - 59 55

 فٟ وً ِشر  7 ِِ فزف ١ٌ100ظ دئِىجٔٗ أْ ٠قغخ ثدضذءثً ِٓ -  60 60

  

 الاضطراثبد انهغٌّخ انعشرح الأكثر شٌْعب عنذ انفصبيِ (02)انجذًل 

 

اننسجخ انذرجخ انجنـــذ ترتْت انجنذ 

انًئٌّخ 

 11,568 45ثٌمٌٛذــجس ثٌٍف١َز  01

 11,311 44ثٌضٛلـف  02

 11,053 43صذث١ّجصـٗ غ١ش ؽجةْـز  03

 10,025 39أدشثغّجص١ز  (ثٌٍٛٛد١ٗ ) 04

 10,025 39خيجح ِذُٙ  04

 09,768 ٠38غ١ش صذث١ّجصٗ  05

 09,511 37صفى١ش غجِل  07

 09,254 36إؽجدجس خجسؽز ّٓ ثٌغ١جق  08

 08,740 34خيجح غش٠خ  09

 08,740 34ّذجسثس غ١ش ِفِٙٛز  09

 100 389× ثٌّؾّـُٛ 

 

 :نست تحقق انفرضْبد- 8-3
ٔلافٌ أْ ٔغخ صقمك ثٌفشم١جس ِضذج٠ٕز  (أ

ِٓ فشم١ز إٌٝ أخشٜ فمذ ؽجءس فشم١ضج 

ّذَ ِْجٌؾز "ٚ" ثٌخيجح غ١ش ثٌَُّٕ"

فٟ ثٌّشصذز ث٤ٌٚٝ ٚفممش وً " ٔٛث٠ج ثٌزثس

، ٚفٟ ثٌّشصذز % 57,14ٚثفذ ِٕٙج ٔغذز 

: ثٌغجٌغز ؽجءس فشم١ض١ٓ أخش١٠ٓ ّ٘ج

" فمذثْ ثٌذْذ ثٌضقٛسٞ ٌٍغز"فشم١ز 

" ّذَ ِْجٌؾز ٔٛث٠ج ث٢خش٠ٓ"ٚفشم١ز 

% . 50,00ٚوجٔش ٔغذز وً ِّٕٙج 

ثٌْؾض "ٚفٟ ثٌّشصذز ثٌخجِغز ٔؾذ فشم١ز 

% .44,44دٕغذز " فٟ دذء ثٌفًْ ثٌمقذٞ  

: ٚفٟ ثٌّشصذز ثٌغجدعز فشم١ض١ٓ ّ٘ج

" فْٛدز ِْجٌؾز ثٌغ١جق ثٌذلاٌٟ"

ٚوجٔش " إميشثح ث٦ٔضذجٖ ث٦ٔضمجةٟ"ٚ

، ٚفٟ ثٌّشصذز % 40,00ٔغذز ِّٕٙج دـ 
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فمش "ثٌغجِٕز ٚث٤خ١شر ؽجءس فشم١ز 

% . 33,33دٕغذز دـ " ثٌخيجح

وجٔش ِْذي ٔغخ صقمك ثٌفشم١جس  (ح

ِّج ٠ؾٍْٗ لش٠خ ِٓ % ٠46,50مذس دـ 

. ثٌّضٛعو

ٕ٘جن أسدِ فشم١جس وجٔش ٔغذز صقمك  (ػ

ٚأسدِ % 50وً ٚثفذر ِٕٙج ٠فٛق 

أَٔش )% . 50فشم١جس أخشٜ ألً ِٓ 

-(. 03-ثٌؾذٚي 

 :انتحهْم انعـبو- 8-4
 ٠ْجٟٔ ثٌفقجِٟ ِٓ صٕجرس 

، ف١ظ ٠َٙش خًٍ فٟ صّجعه "ثٌضفىه"

، (فىشٖ)ثٌق١جر ثٌْم١ٍز ٌٍفقجِٟ فٟ رٕ٘ٗ 

. ٚٚؽذث١ٔضٗ ٚعٍٛوٗ

 ٠َٙش صفىه ثٌق١جر ثٌْم١ٍز ّٕذ 

: ثٌفقجِٟ ِٓ خلاي

 إٍٙجس ثٌَّٙش : ٌضٕجللث

ثٌّٛؽخ ٚثٌغجٌخ ٥ٌفْجي ثٌٕفغ١ز 

. فٟ آْ ٚثفذ

 فٟ ثٌغٍٛن ٚثٌىلاَ: ثٌغشثدــز. 

 ّّٗٙذَ إِىج١ٔز ف 

 ف١ظ ٠لافٌ ١ٍّٗ : ٔفقـجي٦ث

ث٦ٔضٚثء ٚفمذثْ ث٦صقجي 

 ثٌق١ٛٞ ِِ ثٌٛثلِ  ٚثلأيٛثء

ّٚذَ لذسصٗ ٍّٝ إعضغّجس لذسثصٗ 

فٟ ِٛثم١ِ فخ أخشٜ 

 .(ثٌٕشؽغ١ز)

ٌٛفٌ أْ ثميشثدجس ثٌٍغز ّٕذ ثٌفقجِٟ 

عٛثء : صَٙش فٟ ِخضٍف ِشثفً ثٌّشك

ِشفٍز ثٌذذث٠ز  أٚ ِشفٍز ثٌّشك ٚثٌؾىً 

. ٠مذَ فق١ٍز ّجِز ٌٙزٖ ث٦ميشثدجس (1)

 صٛؽذ ِفجسلز غش٠ذز ّٕذ 

ثٌفقجِٟ ف١ظ صذمٝ ثٌمذسثس ثٌْم١ٍز ٍّٝ 

فجٌٙج ٌىٓ ِِ ّذَ ث٦عضيجّز ٍّٝ 

. إعضغلاٌٙج دؾىً ؽ١ذ

 إْ صذثّٟ ث٤فىجس ٠ؤدٞ إٌٝ 

آ١ٌجس غ١ش ِفِٙٛز ٠ٚأخز ثٌضفى١ش ىجدِ 

، ٠ٚنيشح ثٌضفى١ش فٟ (وجسعٟ)فٛمٛٞ 

. آْ ٚثفذ فٟ آ١ٌضٗ ثٌّْضجدر ٚإ٠مجّٗ

٠ٚىْٛ إ٠مجُ ثٌىلاَ عش٠ْجً ف١ٕجً، ٚسثوذثً 

. ف١ٕجً آخش

: صنيشح ثٌٍغز ٍّٝ ِخضٍف ث٤فْذر

٠ٕضؼ : فٍْٝ ف١ْذ ثٌقق١ٍز ثٌٍغ٠ٛز

ثٌفقجِٟ وٍّجس ِذضىشر، ٚفٟ ثٌقجلاس 

ثٌمقٜٛ ٠ٕضؼ ٌغز ؽذ٠ذر ِذّٙز، وّج صفمذ 

ثٌٍغز ل١ّضٙج وأدثر ٌلاصقجي، ٍّٚٝ ثٌق١ْذ 

ثٌٕقٛٞ لذ ٠َٙش ّٕذٖ أعٍٛح ص١ٍغشثفٟ أٚ 

. أعٍٛح ؽذٗ ؽْشٞ

 

ٔغخ صقمك فشم١جس ثٌذسثعز  (03)ؽذٚي 

ترتْت  

انفرضْخ 

الإجرائْخ 

يضًٌٌ انفرضْخ 
يتٌسط 

حسبثِ 

نسجخ تحقق 

 %()انفرضْخ 

% 57,14 ٠24,57ْجٟٔ ثٌفقجِٟ ِٓ خيجح غ١ش َُِٕ  01

% 57,14 22,57لا ٠ْجٌؼ ثٌفقجِٟ ٔٛث٠جٖ ثٌخجفز دٗ  01

% 50,00 ٠23,62ْجٟٔ ثٌفقجِٟ ِٓ فمذثْ ثٌذْذ ثٌضقٛسٞ ٌٍغز  03

% 50,00 23,00لا ٠ْجٌؼ ثٌفقجِٟ ٔٛث٠ج ث٢خش٠ٓ  03

05 
٠ْجٟٔ ثٌفقجِٟ ِٓ ّؾض فٟ دذء ثٌفًْ 

ثٌمقذٞ 
24,22 44,44 %

% 40,00 ٠25,4ؾذ ثٌفقجِٟ فْٛدز فٟ ِْجٌؾز ثٌغ١جق  06
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ثٌذلاٌٟ 

06 
٠ْجٟٔ ثٌفقجِٟ ِٓ ثميشثح فٟ ثلأضذجٖ 

ثلأضمجةٟ 
18,00 40,00 %

% 33,33 29,5 ٠ْجٟٔ ثٌفقجِٟ ِٓ فمش ثٌخيجح 08

01 

 
 

٠ْجٟٔ ثٌفقجِٟ ِٓ ؽٍّز ِٓ ث٦ميشثدجس 

ثٌخيجد١ز فمذ صنيشح د٠ٕج١ِز ثٌخيجح 

 ف١قذـ خيجح ثٌفقجِٟ لا ٠ؤدٞ ١ٍٚفضٗ 

 

ث٦صقج١ٌز وٕجلً ٌٍٍِّْٛجس، فمذ صَٙش فٟ 

خيجدٗ إٔذفجّجس ٌف١َز ٚلذ ٠مذَ خيجح 

أفجدٞ ، ٚلذ ٠قظ دٛؽٛد ِخجىذ١ٓ 
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خ١ج١١ٌٓ، ٚلذ ٠فضمش ِنّْٛ ثٌخيجح فلا 

٠قذـ إخذجس٠جً ، ٚلا ٠غضًّْ وأدثر إصقجي 

ِضذجدي، فمذ ٠ىْٛ خيجدٗ ِضذفمجً ٌىٕٗ فم١ش 

ٍّٝ ِغضٜٛ ثٌّنّْٛ، ٚلذ ٠قذـ خيجح 

ثٌفقجِٟ غ١ش ِفِٙٛجً ؽىلا ِٚنّٛٔجً 

ف١ظ ٠ذذٚ غ١ش ِشصخ، ٚغجِل، 

ِٚؾٛػ، ٚغ١ش ِٕيمٟ، ٚغجٌذجً ِج ٠قضٛٞ 

ٍّٝ سىجٔز  لا ٠فّٙٙج عٜٛ ثٌّش٠ل 

ٔفغٗ، ٚلذ ٠قً ثٌقجي دجٌفقجِٟ إٌٝ خٍمٗ 

ٌٍغز ؽذ٠ذر  ٠غ١ّٙج ثٌٍّْجء ثٌّخضقْٛ 

".ث٦دضىجس ثٌٍغٛٞ"  

إٌٝ ؽجٔخ ٘زٖ ث٦ميشثدجس فٟ ثٌخيجح 

ث٘ضُ ثٌٍّْجء خجفز دجميشثح آخش أّيٖٛ 

ّذَ : "أ١ّ٘ز ٚأ٠ٌٛٚز فٟ دسثعضُٙ ٘ٛ

. أٚ ّذَ صٛثفٍٗ" إٔغؾجَ ثٌخيجح  

إٌٝ " ّذَ إٔغؾجَ ثٌخيجح"٠شؽِ ثٌٍّْجء 

ّؾض فٟ ث٤دثء ثٌٍغٛٞ ١ٌٚظ إٌٝ ّؾض 

ثٌىفجءر ثٌٍغ٠ٛز ، ٠ٚشٜ ثٌذْل ُِٕٙ أْ 

٘ٛ ّشك " ّذَ ث٦ٔغؾجَ ثٌخيجدٟ"

ِٛؽخ فٟ ثٌفقجَ ِقذس إميشثح 

ث٦ٔضذجٖ ث٦ٔضمجةٟ، ٚثٌذْل ث٢خش ٠شٜ أٔٗ 

ّشك ِٛؽخ ٚعجٌخ فٟ آْ ٚثفذ ٚفٟ 

٘زٖ ثٌقجٌز ٠ىْٛ ِقذس ّؾض فٟ ٔغك 

-(.02-أَٔش ثٌؾىً )صخي١و ثٌفًْ 

 

 

 انخطبة عنذ انفصبيِ انسجبويصذر عذو : 04انشكم 

 

عذو الإنسجبو انخطبثِ 

عذو تٌاصم انكلاو 

 

 

 

 

 

عجز فِ الأداء انهغٌُ 

 

عرض يٌجت ًسبنت فِ انفصبو                             عرض يٌجت فِ انفصبو

 

 

 

              

ّرجع إنَ إضطراة   ّرجع إنَ عجز فِ نسق      

تخطْط انفعم             الإنتجبه الإنتقبئِ                       
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انخبتًخ

ِٕز ثٌضٛف١فجس ث٦و١ٕ١ٍى١ز ث٤ٌٚٝ ثٌزٞ 

 فٛي ثٌفقجَ 1919عٕز  (وشثدلاْ)أؽش٘ج 

وجْ ٕ٘جن ص١ٍّـ إٌٝ ٚؽٛد صذ٘ٛس ِْشفٟ 

ّٕذ ثٌفقج١١ِٓ، ٚثّضذش ٘زث ثٌضذ٘ٛس آٔزثن 

وئميشثح عجٔٛٞ ِقذسٖ ثٌٍٙٛعجس أٚ 

ٚؽٛد ثٌّش٠ل دثخً ثٌّؤعغز ث٦عضؾفجة١ز 

ِِٚ صيٛس ثٌذقٛط فٟ ثٌفقجَ . ثٌْم١ٍز

% 85د١ٕش ثٌذسثعجس ثٌٛدجة١ز أْ ِج ٠فٛق 

ِٓ ثٌفقج١١ِٓ ٠ْجْٔٛ ِٓ إميشثدجس 

ِْشف١ز صَٙش ّٕذُ٘ ِٕز ث٤ّشثك ث٤ٌٚٝ 

. ٌٍّشك

ثٌٕفغٟ -إْ ثٌضم١١ُ ثٌْقذٟ

ٌٍٍٛجةف ثٌّْشف١ز أٍٙشس أْ ثٌفقج١١ِٓ 

٠ْجْٔٛ ِٓ فْٛدجس ثٌزثوشر ٚث٦ٔضذجٖ، 

ٚثٌضٍُْ ِْٚجٌؾز ثٌٍِّْٛجس ٌىٓ ٠ذمٝ 

ث٦ميشثح ثٌّشوضٞ ٘ٛ إميشثح 

ثٌّغؤٚي ّٓ عٛء ص١َُٕ . صخي١و ثٌفًْ

. ثٌخيجح

 إْ َُِْ ث٤فْجي ٚفجلاس 

ث٦صقجي  صضيٍخ ث٦ٔضذجٖ ٚأٞ ّؾض فٟ 

ثٔضمجء ثٌٍِّْٛجس  ٠ؤدٞ إٌٝ عٛء ص١َُٕ 

ثٌفًْ ٚث٦صقجي، إْ عٛء ثٌض١َُٕ ثٌفقجِٟ 

سثؽِ إٌٝ ّذَ إعض١ْجح ثٌّْي١جس ثٌغ١جل١ز 

ثٌذلا١ٌز ِّج ٠ؤدٞ إٌٝ عٛء صى١١ف ثٌفًْ 

.  ِِ ع١جلٗ

 ٌمذ ٍٙش ّٔٛرػ ِْشفٟ ِفغش 

ُّّ ِٓ ىشف  ٚ٘ٛ  (فش٠ظ)ٌٍفقجَ، ِق

٠ْيٟ دٚس ُِٙ ٦ميشثدجس ثٌّٟٛ  فٟ 

ٍٙٛس أّشثك ثٌفقجَ، ف١ظ ٠ْجٟٔ 

ثٌفقجِٟ ِٓ إميشثح ثٌضقٛس ثٌٛثّٟ 

: ٤٘ذثفٗ ِّج ٠ؤدٞ إٌٝ إميشثح فٟ

 ًْ٠َٚٙش رٌه ِٓ : ثٌضقىُ فٟ ثٌف

. خلاي صم١ٍـ ّٚذَ ص١َُٕ ثٌفًْ

 ٖ٠َٚٙش ِٓ : ثٌضقىُ فٟ ٔٛث٠ج

خلاي ث٤ّشثك ثٌغجٌذز ٚٔمـ 

 .ثٌضقىُ فٟ ثٌخذشثس غ١ش ثٌغ٠ٛز

 ٓ٠َٚٙش : ثٌضقىُ فٟ ٔٛث٠ج ث٢خش٠

ِٓ خلاي ث٤فىجس ثٌض١ّ٘ٛز ثٌضٟ 

صىْٛ أٚ٘جَ ث٤ؽجسر ٌٍزثس أٚ 

. ث٦ميٙجد

 إْ ثٌّش٠ل ثٌفقجِٟ لا ٠ْٟ 

١ٔضٗ ث١ٌٚ٤ز فٟ ثٌفًْ ثٌزٞ ٠مَٛ دٗ ف١ٕغذٗ 

إٌٝ ث٢خش٠ٓ ِّج ٠ؤدٞ إٌٝ ٍٙٛس صٕجرس 

ثٌغى١ٔٛز ٚأفىجس ث٤ؽجسر ٌٍزثس ٚثٌٍٙٛعجس 

 (فش٠ظ)ثٌغ١ّْز ٚإٌٝ ؽجٔخ ّٔٛرػ 

ٍٙشس أ٠نج ّٔجرػ صفغ١ش٠ز أخشٜ ٌٍفقجَ 

، "ؽش١٠ش-عجسفٓ"ٚ" و١٘ٛٓ"ِٕٙج ّٔٛرػ 

ثٌزٞ ٠مَٛ ٍّٝ فشم١ز أْ ثٌْؾض ثٌّْشفٟ 

ّٕذ ثٌفقجِٟ ٠َٙش فٟ وً ِشر صضيٍخ 

ث٦عضؾجدز ف١ٗ صى٠ٛٓ أٚ ث٦فضفجً دضقٛس 

إْ إميشثح ثٌضقٛس .دثخٍٟ ٌٍغ١جق

ثٌذثخٍٟ ٌٍغ١جق لذ ٠فغش ٌٛفذٖ وً 

ث٦ميشثدجس ثٌّْشف١ز ثٌضٟ صَٙش ّٕذ 

ثٌفقجِٟ، ٚأُ٘ ث٦ميشثدجس ثٌّْشف١ز 

ثٌضٟ ٠شوض ١ٍّٙج أفقجح ٘زث ثٌّٕٛرػ ٔؾذ 

ث٦ٔضذجٖ، ٚرثوشر ثًٌّْ  : إميشثدجس

. ٚثٌٍغز

 إْ ث٦ٔضجػ ثٌخيجدٟ  ٠غضذّٟ 

، (ٌٙذف ِٕٗ)صقٛس ثٌؾخـ ٌّْٕٝ فٍْٗ 

ِْٚجٌؾز ثٌٛم١ْز ع١جل١جً، ٚإّيجء 

َٔش٠ز )ِنج١ِٓ ّم١ٍز ٚثٔضذج١٘ز ٣ٌخش 

دغ١ز صى١١ف خيجدٗ ِِ ٘زث  (ثٌْمً

٠ضّغً صقٛس ثٌٙذف، ٍّٝ ". ثٌغ١جق"

ثٌق١ْذ ثٌٍغٛٞ، فٟ ثٌّْٕٝ ثٌزٞ ٠ٕضؾٗ أٚ 

٠ٙذف إٌٝ إٔضجؽٗ، إْ إميشثح إدسثن 

ثٌفقجِٟ ٌٍغج٠ز ثٌّمقٛدر ِٓ أفْجٌٗ لذ 

. ٠ىْٛ ِقذس ٦ميشثدجس ث٦صقجي ّٕذٖ

ٚثٌمذسر "  ٚمٛؿ ثٌفًْ" د١ٓ ثلاسصذجهإْ 
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 ثميشثح، ٘ٛ ِج ٠ؾًْ أٞ ثلاصقجيٍّٝ 

فٟ ث١ٌٍّْجس ثٌّغتٌٛز ّٓ صغ١١ش ث٤فْجي 

 ثلاصقجيٚثٌٕٛث٠ج ٠ؤعش ٍّٝ ثٌمذسر ٍّٝ 

. ّٕذ ثٌفقجِٟ

 ثلاميشثدجس ٌمذ عذش ١ٍّّجً أْ 

ثٌّْشف١ز ؽضء ِٓ ثٌفقجَ ٟٚ٘ صشصذو 

دجٌْؾض ث١ٌٍٛفٟ ف١ٗ ، فج٤ّشثك ثٌغجٌذز 

 ثلاؽضّج١ّزِشصذيز دٕمـ ثٌىفجءثس 

ٌمذ لافٌ ثٌذجفغْٛ أْ . ٚث١ٌٍٛف١ز

 ثٌّْشفٟ غجٌذجً ِج وجْ ِشصذو ثلاميشثح

دج٤ّشثك ثٌغجٌذز ٌٍفقجَ فمو، أٞ أُٔٙ ٌُ 

 د١ٓ ث٤ّشثك ثٌّٛؽذز ثسصذجه٠ؾذٚث 

ٚفٟ .  ثٌّْشف١ز ف١ٗٚثلاميشثدجسٌٍفقجَ 

 د١ٓ ث٤ّشثك ثسصذجهث٤خ١ش ٚؽذٚث 

 ٚثلاميشثدجسثٌغجٌذز ٚثٌّٛؽذز ِْجً 

. ثٌّْشف١ز

 إْ ثٌضْجْٚ د١ٓ ِخضٍف ثٌٍَْٛ 

ٍُّ ثٌٕفظ "خجفز د١ٓ : ثٌٕفغ١ز

ٍُّ "ٚ" ٍُّ ثٌٕفظ ثٌّْشفٟ"، ٚ"ثٌّشمٟ

، وف١ً دأْ ٠غجّذ ٍّٝ "ث٤ّقجح ثٌٕفغٟ

. فُٙ أفغٓ ٌٍفقجَ ٚأّشثمٗ

 

:  ًانتٌصْبدالاقتراحبد- 10

 

ف١ّج ٠ٍٟ عألضشؿ : الاقتراحبد- أ

ِؾّّٛز ِٓ ثٌّٛثم١ِ ٚثٌذسثعجس ثٌضٟ 

٠ّىٓ أْ ٠غجُ٘ دٙج ثٌذجفظ  فٟ ِؾجي ثٌٍغز 

. ٚثٌّشك ثٌٕفغٟ

 ثٌقٛثسٞ ّٕذ ثٌّضقً ثلأغؾجَ -1

 .ثٌفقجِٟ

 .ٍٚٛح ثٌخيجح ّٕذ ثٌفقجِٟ -2

 . ثٌخيجح ّٕذ ثٌفقجِٟثٔغؾجَّذَ  -3

 ثٌٍغز لاميشثدجسِمجسدز د١غمجف١ز  -4

 .ّٕذ ثٌفقج١١ِٓ

 ثٌزثوشر لاميشثدجسِمجسدز ِْشف١ز  -5

 .ٚصأع١ش٘ج ٍّٝ ثٌٍغز ّٕذ ثٌفقجِٟ

ث٤عج١ٌخ ثٌّْشف١ز ٚثٌٍغز ّٕذ  -6

. ثٌفقج١١ِٓ

  .ٍٚٛد١ز ثٌٍغز ّٕذ ثٌّضٛف١ٓ -7

ثٌّؤؽشثس ثٌٍغ٠ٛز فٟ ثٌخيجح  -8

 .ثٌضّٟٛ٘ ّٕذ ثٌّضٛفذ٠ٓ

ثٌّؤؽشثس ثٌٍغ٠ٛز ثٌفجسل١ز د١ٓ  -9

ثٌفقجَ ٚثٌضٛفذ : ثٌّشمٝ ثٌْم١١ٍٓ

   .ٚثٌذجسث٠ٛٔج ّٔٛرؽجً

  .ثٌفًْ ثٌىضجدٟ ّٕذ ثٌفقجِٟ -10

  .ثٌفًْ ثٌىضجدٟ ّٕذ ثٌضٛفذٞ -11

  .ثٌفًْ ثٌىضجدٟ ّٕذ ثٌّىضتخ -12

ثٌّمجسدز ثٌّْشف١ز ٚثٌٍغج١ٔز  -13

 . ثٌٍغز ّٕذ ثٌّىضتخلاميشثدجس

 .صق١ُّ ِم١جط ثٌزثوشر ّٕذ ثٌفقجِٟ -14

 .صق١ُّ ِم١جط ثٌىضجدز ّٕذ ثٌفقجِٟ -15

 ٚصأع١شٖ ثلأضمجةٟ ثلأضذجٖ ثميشثح -16

 .ٍّٝ ثٌٍغز ّٕذ ثٌفقجِٟ

 ٚصأع١شٖ ثلأضمجةٟ ثلأضذجٖ ثميشثح -17

 .ٍّٝ ثٌٍغز ّٕذ ثٌّضٛفذ

 

 

 :انتٌصْـبد- ة
 ٘زٖ دْل ثٌضٛف١جس ثٌضٟ ٠ّىٓ 

: أْ صغضخٍـ ِٓ ٘زٖ ثٌذسثعز

   ٓمشٚسر إ٘ضّجَ ثٌذجفغ١

دج٦ميشثدجس ثٌٍغ٠ٛز ثٌضٟ 

صَٙش ّٕذ ثٌّشمٝ 

ثٌٕفغ١١ٓ ٚخجفز ثٌفقج١١ِٓ 

 ..ٚثٌّضٛفذ٠ٓ

  ث٦٘ضّجَ أوغش دجٌّذسعز

ثٌّْشف١ز فٟ ِؾجي ثٌٍَْٛ 

ثٌّْشف١ز ٤ْ ٘زٖ ثٌّذسعز 

عش٠ز ؽذثً ٚدٛعْٙج صمذ٠ُ 

ٍِِْٛز ؽذ ِف١ذر ٚؽذ٠ذر 

 . ثٌٍغ٠ٛزثلاميشثدجسّٓ 
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  ٟإِىج١ٔز ثٌْلاػ ثٌّْشف

 ٍّٝ دجلاّضّجدٌٍفقج١١ِٓ 

ٔضجةؼ ثٌذسثعجس فٛي 

ثٌقذغز،ٚدج٤خـ دقٛط 

  (ثٌؾضثةش)ٔق١شر صلاي 

-َٔشثً ٌٍضؾجدٗ ثٌْشمٟ

ثٌّْشفٟ د١ٓ ثٌفقجَ ٚدْل 

 .أٔٛثُ ثٌقذغز

 

 

Abstract: 

Language Disorders Among the patients with Schizophrenia.  

Bofeleh Bokhmees. 

 The study is examining the changes in language of schizophrenic 

patients, reviewing some concepts in the field like C. Frith model which 

suggests that the process underlying action could be involved in the 

cognitive abilities, also the basic cognitive disorder is an intention 

process disorder. While E. Bleuler emphasized the central cognitive 

mechanisms and thoughts, but Chapmen postulated a deficit in the 

general function of action planning. 

The paper will try to answer the following questions: 

1- What are the linguistic problems in schizophrenic patients? 

2- Do the schizophrenic patients present (a logia ) and (deficit of 

action planning)?. 

3- Can the schizophrenic patients deal with their intentions and the 

intention of other persons? 

4- What is the degree of impairment  in their selective attention? 

 

The author has constructed an instrument called (Schizophrenic 

language inventory) it containes 148 Items, of which 60 items where 

used in this study. 

After the analysis of the results we came to the following 

conclusions: 

- Verbal association problems, verbal stereotypy, thought blocking 

and perseveration. 

- Bizarre and vague language. 

- Incomprehensible and illogical expression. 

- Deficit in dealing with his intentions and the intention of others. 
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- A difficulty in selective attention. 
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ػمذ الاجزًبع انؼبو نهجًؼٛخ انؼًٕيٛخ فٙ فُذق سًٛش أيٛس اَزشكَٕزُُزبل فٙ انمبْشح فٙ لبػخ 
ٔلذ حضش يًضهٕ , و  19/06/2008طٛجخ انسبػخ انسبثؼخ يسبءاً يٍ ٕٚو انخًٛس انًٕافك 

انذٔل انؼشثٛخ انًخزهفخ يٍ يصش ٔانسؼٕدٚخ ٔلطش ٔالأيبساد ٔػًبٌ ٔالأسدٌ ٔانسٕداٌ ٔنٛجٛب 
ٔلذ افززح سؼبدح سئٛس انًإرًش ٔسئٛس الارحبد الأسزبر , ٔرَٕس ٔانًٍٛ ٔنجُبٌ ٔانؼشاق 

: أحًذ ػكبشخ الاجزًبع/ انذكزٕس 
أحًذ ػكبشخ ثزأثٍٛ الأسزبر انذكزٕس /  لبو سئٛس انًإرًش ٔسئٛس الارحبد الأسزبر انذكزٕس :أٔلًا

. أسزبر انطت انُفسٙ فٙ انسٕداٌ ٔانذػبء نّ ثبنشحًخ (سحًخ الله  )طّ ثؼشش  
أحًذ ػكبشخ ثًُبسجخ حصٕنّ ػهٗ جبئضح انذٔنخ /  رى رمذٚى انزُٓئخ نسؼبدح الأسزبر انذكزٕس :صبَٛبً 

. انزمذٚشٚخ فٙ انؼهٕو انطجٛخ
ثؼذ رنك رى انزشحٛت ثبنحضٕس ٔرسجٛهٓى حٛش حضش ٔفٕد يٍ اصُٙ ػشش دٔنخ ػشثٛخ سٕاء 

سئٛس انجًؼٛخ انًصشٚخ ٔسئٛس انجًؼٛخ : يٍ الأفشاد أٔ سؤسبء انجًؼٛبد ْٔى كبنزبنٙ
انؼشالٛخ ٔسئٛس انجًؼٛخ انزَٕسٛخ ٔسئٛس انجًؼٛخ انهٛجٛخ ٔسئٛس انجًؼٛخ انًُٛٛخ ٔسئٛس 

انجًؼٛخ انسٕداَٛخ ٔأفشاد يٍ كم يٍ انذٔل الأخشٖ نجُبٌ ٔانسؼٕدٚخ ٔالأسدٌ ٔلطش 
ٔالأيبساد ٔػًبٌ ٔٚؼزجش ْزا انًإرًش انؼبشش لإرحبد الأطجبء انُفسٍٛٛ انؼشة انز٘ ػمذ فٙ 

. انمبْشح ْٕ أٔسغ ٔأشًم يإرًشاد الارحبد ػهٗ يذاس ربسٚخّ رًضٛلًا فٙ انجًؼٛخ انؼًٕيٛخ
حٛش رؼزجش انجًؼٛخ انؼًٕيٛخ ْٙ انٓٛئخ انؼهٛب ٔانسهطخ الأٔنٗ انؼهٛب نلارحبد فٓٙ انزٙ رُزخت 

. انزُفٛز٘ (انًجهس  )انًجهس الإداس٘ ٔانز٘ ثذٔسِ ُٚزخت انهجُخ 
: ٔثٓزا فمذ ثذأ الاجزًبع ثًُبلشخ جذٔل الأػًبل كًب ْٕ يحذد ٔارخز انمشاساد انزبنٛخ

ق انحًذ رمشٚشِ ػٍ انفزشح يٍ ػجذ انشصالذو الأيٍٛ انؼبو الأسزبر انذكزٕس :  أٔلًا 
: و يجُٛبً يب ٚه2008ٙو ٔحزٗ 2001

 .انزأخش انز٘ حذس جشاء ػذو اَؼمبد انًإرًش انؼبو فٙ انؼشاق ثسجت انظشٔف انًؼُٛخ-    أ      
   انزأخش انز٘ حذس جشاء رأجٛم اَؼمبد انًإرًش انؼبو فٙ انجضائش صلاس يشاد -   ة      

         .ٔالإجشاءاد انزٙ رًذ نُمم انًإرًش يٍ انجضائش ئنٗ سٕسٚب           
 ػشض سؼبدرّ ثبنزفصٛم انٕصبئك يٍ انشسبئم ثًب ثٍٛ ثشكم لبطغ لا ٚذع يجبلًا -    د     

 أدٚت انؼسبنٙ كبٌ ْٕ انسجت  فٙ رؼطٛم / نهزشكٛك ثأٌ سؼبدح انذكزٕس أدٚت              
 انًإرًش فٙ ديشك َٔمهّ ئنٗ انمبْشح ٔكم انٕصبئك يٕجٕدح نًٍ ٚشٚذ الإطلاع              
 .ػهٛٓب             

ػذَبٌ انزكشٚزٙ انًششف ػهٗ  رحشٚش انًجهخ انؼشثٛخ نهطت / لذو سؼبدح الأسزبر انذكزٕس : صبَٛبً
 :-انُفسٙ رمشٚشِ ػٍ رنك ٔأشبس ئنٗ ضشٔسح

. دػى انًجهخ ثبنًمبلاد    (   1



 .دػى انًجهخ ثبلاػزشاف ثٓب فٙ انجبيؼخ انؼشثٛخ نهزشلٛخ    (   2
. اخزٛبس يسبػذ نهزحشٚش نزٓٛئزّ نٛكٌٕ يحشس انًجهخ يسزمجلًا    (   3
: صبنضبً
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ارحبد الاطجبء انؼشة                                                                                  
  انمبْشح           –الايبَخ انؼبيخ 

 
أحّذ ػىاشح / اٌس١ذ الأسرار اٌذورٛس   

                                سئ١س اذحاد الأطثاء إٌفس١١ٓ اٌؼشب 

ٚوً ػاَ ٚأرُ تخ١ش ..                                ذح١ح ط١ثح ٚتؼذ  

 

تؼذ دساسح اٌّٛلف اٌحاٌٟ لاذحاد الأطثاء إٌفس١١ٓ اٌؼشب ٚفما ٌٍظشٚف اٌشإ٘ح ِٓ خلاي ِا 

: ٚسد ٌٕا ِٓ ِخاطثاخ ِٓ ولا ِٓ  

اٌشئ١س اٌحاٌٟ لاذحاد الأطثاء إٌفس١١ٓ اٌؼشب/ د احّذ ػىاشح .أ  

اٌشئ١س اٌساتك لاذحاد الأطثاء إٌفس١١ٓ اٌؼشب / د سؼ١ذج اٌذٚلٟ .أ  

فاْ الإداسج اٌما١ٔٛٔح ٌلأِأح اٌؼاِح لاذحاد الأطثاء اٌؼشب ذٛد أْ ذٛضح ٌس١ادذىُ ِا أرٙد إ١ٌٗ 

: اٌذساسح ف١ّا ٠ٍٟ  

د سؼ١ذج اٌذٚلٟ لذ جاء ِٓ غ١ش رٞ طفح ٔظشا لأرٙاء فرشج سئاسرٙا ٌلاذحاد ٚاٌّؼٕٟ .خطاب أ

الأ١ِٓ اٌؼاَ لاذحاد الأطثاء إٌفس١١ٓ اٌؼشب .. ػثذ اٌشصاق اٌحّذ / تالأِش ٘ٛ الأسرار اٌذورٛس 

طثما ٌٕض اٌّادج اٌسادسح ِٓ لأْٛ اذحاد الأطثاء إٌفس١١ٓ اٌؼشب، ِٚغ رٌه فاْ ِا جاء فٟ 

...خطاتٙا غ١ش طح١ح ٍٚٔخض ذظح١حٗ فٟ ا٢ذٟ  

اٌذػٛج ٌؼمذ اٌجّؼ١ح اٌؼ١ِّٛح لاذحاد الأطثاء إٌفس١١ٓ اٌؼشب تاٌما٘شج لذ جاءخ  -1

 : طح١حح ٌّا ٠ٍٟ

 ذؼزس إلاِرٙا تذِشك طثما ٌّا ٚسد تاجرّاع اٌجّؼ١ح اٌؼ١ِّٛح ٌلاذحاد تاٌما٘شج_ أ

 ٌُ ٠ٕض لأْٛ الاذحاد ػٍٝ ضشٚسج ػمذ الاجرّاع تٕفس اٌذٌٚح لثً أؼمادٖ تثالٟ _           ب

                 اٌذٚي اٌؼشت١ح 

     

 : د أحّذ ػىاشح ٌُ ٠خاٌف لأْٛ اذحاد الأطثاء إٌفس١١ٓ اٌؼشب ٌّا ٠ٍٟ.إْ أرخاب أ_ 2    

 ٔض لأْٛ الاذحاد ػٍٝ أٗ ٠جٛص ػٕذ الرضاء اٌحاجح ػمذ اجرّاع فٟ أٞ ٚلد_           أ

               تطٍة ِّثٍٟ ثلاز تٍذاْ ػٍٝ الألً ِٓ أػضاءٖ ػٍٝ أْ ٠ىْٛ تذػٛج ِٓ الأ١ِٓ 

 .               اٌؼاَ ٌلاذحاد ٚ٘زا ِا حذز

 alhamad@ksu.edu.sa
 thabeeb@ksu.edu.sa
 Essedik.jeddi@gmail.com

 emadhamdi@doctors.org.uk

 turky.jamel@gnet.tn
 yehiatrakhawy@hotmail.com
 vinamoha93@yahoo.com

sarhan@nets.com.jo 
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 ٌُ ٠ٕض لأْٛ الاذحاد ػٍٝ ضشٚسج أخز سأٞ أػضاء اٌّجٍس اٌرٕف١زٞ اٌساتك _         ب

               ٌلاذحاد فٟ الأرخاتاخ 

 

 إْ الاجرّاع اٌزٞ ػمذ فٟ دِشك غ١ش ششػٟ لأٔٗ ٌُ ٠ؼمذ تٕاء ػٍٝ دػٛج أٚ حضٛس ِٓ _ 3   

         الأ١ِٓ اٌؼاَ اٌحاٌٟ لاذحاد الأطثاء إٌفس١١ٓ اٌؼشب طثما ٌٕض اٌّادج اٌسادسح ِٓ لأْٛ  

 .         الاذحاد

 

 ػذَ ششػ١ح الأرخاتاخ اٌرٟ أجش٠د فٟ اجرّاع دِشك ٌىٛٔٗ إْ واْ ِٓ اٌّفرشع وْٛ _ 4   

 د ٔاطش ٌٛصٖ .د أد٠ة اٌؼساٌٟ ِٓ سٛس٠ا ١ٌٚس أ.        الاجرّاع طح١ح أْ ٠ىْٛ اٌشئ١س ٘ٛ أ

 .         طثما ٌٕض اٌّادج اٌثاٌثح ِٓ لأْٛ الاذحاد

 

 إْ الأِأح اٌؼاِح لاذحاد الأطثاء اٌؼشب ٌُ ذؼشف تٛجٛد و١اْ لاذحاد الأطثاء إٌفس١١ٓ _ 5  

 د أحّذ ػىاشح تظفرٗ سئ١س اذحاد الأطثاء .       اٌؼشب سٜٛ ِٓ خلاي طٍة ذسج١ً ِمذَ ِٓ أ

        إٌفس١١ٓ اٌؼشب تؼذ اسر١فائٗ لأٚساق اٌرسج١ً ٚسذاد الاشرشان اٌّمشس 

 

 ٌزٌه فإٕٔا ٔشٜ ا٢ذٟ

 

اْ الاذحاد اٌحاٌٟ ٌلأطثاء إٌفس١١ٓ اٌؼشب ٘ٛ اٌشاتطح اٌّؼرشف تٙا ِٓ اذحاد الاطثاء اٌؼشب 

د أحّذ ػىاشح ٚاٌجّؼ١ح اٌؼ١ِّٛح إٌّؼمذج فٟ اٌما٘شج ٌٙا ششػ١رٙا اٌراِح طثما ٌّا ٚسد .تشئاسح أ

 تٕظٛص لأْٛ اذحاد الاطثاء إٌفس١١ٓ اٌؼشب 

 

 ٌٚس١ادذىُ ٚافش اٌرح١ح ٚالاحرشاَ

 

 ِذ٠ش الإداسج اٌما١ٔٛٔح

 ساِٟ ػثذ اٌؼ١ٍُ  . أ

    29/9/2008ذحش٠شا فٟ 
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Dear Colleagues 

 

It is our great pleasure to invite you to participate in the 5th International 

Conference on Psychiatry, organized by Saudi German Hospital (SGH)-

Jeddah, Al-Amal Hospital – Jeddah, Saudi Psychiatric Association 

(SPA) and British Arab Psychiatric Association (BAPA). 

  

Conference theme: "Challenges in the Outcome of Psychiatric 

Disorders " 
Venue: Intercontinental Hotel, Jeddah, Kingdom of Saudi Arabia 

Date: 21 – 23 April 2009 

 

Mental disorders are highly prevalent, heterogeneous, and of 

multifactorial etiology. Collectively, they are associated with significant 

morbidity, mortality, and economic cost. Wellness is the optimal 

outcome in the management of chronic medical and psychiatric 

disorders.  

Recently there has been a growing awareness of the importance of the 

outcome in the management of psychiatric disorders.  

We aim is to present and discuss comprehensive updated knowledge in 

the field of psychiatry.  We believe this conference is a wonderful 

opportunity for Arab expertise within the Arab World & across the globe 

to exchange experience, network & plan for future collaborative 

activities.  We hope to conclude practical achievable directions for 

improving psychiatric services in our region for the near future.     

 

The conference main speakers will be opinion leaders in the field of 

psychiatry as well as policy and decision makers.  We also welcome new 

research & submissions from senior colleagues & trainees. 

   

In our three days’ conference you will enjoy the Academic, Social & 

Spiritual aspects of the programme.  In addition you will definitely 

enjoy the well-known Arabic hospitality. 



Dr. Mohammed Khaled 

Secretary General of conference 

 Guidelines for abstract submission: 

Deadline for submission: 01.01.2009 

  

 Registration Fees: 

       -    Early registration (before 31.02.2009):  60 $ or 200  Saudi 

Riyal 

        

-    After 31.01.2008:   70 $ or 250  Saudi Riyal 

       -    For each training course (workshop): 30 $ or 100  Saudi Riyal 

  

 

Congress Secretariat 

Dr. Mohamed Khaled Secretary general of the 

congress 

Tel. 00966-507377541 

Fax. 00966-2-6835874 

E-mail psy1.jed@sghgroup.net 

moh.khaled.hamed@gmail.com 

 
 

 

 
 
 

 

www.arabpsynet.com/Journals/ajp/AJP19.2Full.pdf 

www.arabpsynet.com/Journals/ajp/index-ajp.htm
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 عدنان التكريتي

www.arabpsynet.com/Journals/ajp/AJP19.2Full.pdf 

www.arabpsynet.com/Journals/ajp/index-ajp.htm
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رئيس التحرير الفخري 
الأستاذ الدكتور أحمد عكاشة 

الدكتور عدنان التكريتي : رئيس التحرير
الدكتور وليد سرحان : رمدير التحري

يطرشار انرذرٌري الإنكررًَٔ 

ذَٕص / جًال ذركً

يطرشار انرٕثٍك انعانًً 

يصر /طارق عكاشح

يطرشار انثذث انعهًً انعرتً 

نثُاٌ /إٌهً كرو

يطرشار الإدياٌ 

ترٌطاٍَا / يذًذ أتٕ صانخ

يطرشار انذراضاخ انثمافٍح 

يصر / يذًذ فخر الإضلاو

يطرشار انذراضاخ انفهطفٍح 

يصر / ٌذٍى انرخأي

يطرشار طة الأطفال 

نثُاٌ / جٌٕ فٍاض

يطرشار انشؤٌٔ انذٔنٍح 

 انعراق/ يٓا ٌَٕص 

يطرشار انذراضاخ انذٔائٍح 

انطعٕدٌح / عثذ انهح انطثٍعً

يطرشار طة انًراْمٍٍ 

انثذرٌٍ / أدًذ الأَصاري

يطرشار طة انشٍخٕخح 

يصر /عثذ انًُعى عاشٕر

يطرشار الايرذاَاخ انعرتٍح 

نثُاٌ /فؤاد اَطٌٕ

يطرشار طة انثانغٍٍ 

انطعٕدٌح / عثذ انرزاق انذًذ

يطرشار انطة انرٔدً 

انطعٕدٌح / طارق انذثٍة

يطرشار انرعهى انطثً انُفطً 

الأردٌ / ذٕفٍك درادكح

يطرشار انعلالاخ يع انكهٍح انًهكٍح انثرٌطاٍَح 

يصر / َاصر نٕزا

يطرشار انعلالاخ يع انجًعٍح الأيرٌكٍح 

أيرٌكا / لرٍثح شهثً

يطرشار طة انذرٔب 

انعراق /َعًاٌ عهً

يطرشار انرعهٍى انجايعً 

عًُاٌ / علاء انذٌٍ انذطًٍُ

يطرشار انعلالاخ انعايح 

انكٌٕد / عادل انساٌذ

يطرشار انُشرج الإخثارٌح 

انطعٕدٌح / يٓذي انمذطاًَ

يطرشار انذراضاخ انٕتائٍح 

نثُاٌ / إًًٌ كرو

يطرشار عهى انُفص 

الأردٌ / ذٍطٍر أنٍاش
 

        انًذررٌٔ

 انثذرٌٍ / يذًذ انذذاد الأردٌ / ٔائم ضًارِ  انكٌٕد/ عصاو الأَصاري 

 ترٌطاٍَا/ يًذٔح انعذل انثذرٌٍ / شارنٕخ كايم  يصر/ عفاف دايذ 

 الأردٌ / أيجذ جًٍعاٌ لطر/ يذًذ عثذانعهٍى 
 انطعٕدٌّ/ صثاح صادق 

 ترٌطاٍَا / صانخ انذهٕ 

 الاياراخ / عًر انرفاعً انطعٕدٌّ/ يذًٕد انشرٌف 

 

 انهجُّ انعانًٍح نهرذكٍى

 

 

اضثاٍَا/ ضٌٕطرا                       جٕاٌ نٕتٍس اٌثٕر / َٕرياٌ ضارذٕرٌاش                                     (اٌرنُذا)ترٌاٌ نٍُارد   

اٌطانٍا / انٕلاٌاخ انًرذذِ الأيرٌكٍح           يارٌٕ ياج / دافٍذ شٍذاٌ   

انٕلاٌاخ انًرذذج الأيرٌكٍح   / تٍذرٔ رٌٔس   

       يكرة انرذرٌر

 راكاٌ انُجذأي: انرصًٍى الإنكررًَٔ ضٕزاٌ لعٕار: يذرر انهغح الإَجهٍسٌح يراو دثاشُح: انًذرر انًطاعذ

                www.najdart.com 
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 رئيس التحرير الفخري
 أحمد عكاشة

عدنان التكريتي / رئيس التحرير
وليد سرحان /  مدير التحرير
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