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Editorial Letter

Dear Colleagues

It is my pleasure to write to you in this twenty second volume of the Journal, the effort is
continuous to raise the standard, encourage researchers and distribute knowledge and
experience around the Arab countries and the world.

The Journal has been available on line since 2008, and every time it is published simultaneously
online and in hard copies.

| am thankful to all colleagues who send papers and the reviewers who are always ready to
evaluates and re-eval uate papers.

The Arab Federation of psychiatrists has made good progress in the past two decades and
hopefully thiswill accelerate in the future.

The Chief Editor
Walid Sarhan
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Epidemiology of Schizophrenia and Related Disordersin the Arab World
Rim Saab, Driss Moussaoui, Caroline C. Tabet, Y oussef El Hamaoui, Mariana M. Salamoun, Zeina N. Mneimneh, Elie
G. Karam
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Abstract

bjective: Mental health research has been increasing over the past 40 years in the Arab world. Reviews on

several topics in this region were conducted including suicide, substance use disorders, anxiety disorders and
attention deficit and hyperactivity disorder so as to update clinicians, researchers, and students alike about such
research. The aim of this paper is to address the topic of schizophrenia and related disorders. Method: A review was
conducted up until 2007 using specific keywords and several search engines (PubMed, Psycinfo, and IDRAAC web
database) to identify relevant articles. Results: Despite the scarcity of literature on schizophrenia and related disorders
in the Arab world, a variety of topics emerged from the current research. According to the publications identified, the
prevalence of psychotic disorders ranged between 0.7% and 5.6% with no highlighted gender differences. Severa
studies examined comorbidity among psychotic disorders and substance use or depression, and/or the burden related to
psychotic disorders (stigma and discrimination, family burden, burden of criminality, burden of lack of treatment,
fertility and death related issues). Conclusion: Thereis an unmet need for national studies on schizophrenia and related
disorders in this region of the world to identify the magnitude of the problem, and consequently to inform the future

direction of research and clinical practice.

Keywords: Arab, Epidemiology, Psychotic disorders, Schizophrenia

Declar ation of interest: None

Introduction

A review of mental health research in the Arab world
identified a steady increase in the number of
publications over a 33 year period (1966-1999),
despite limited funding allocated for research by Arab
governments 2. An update of this assessment will be

published soon. To date, reviews on suicide %,

substance use disorders’, anxiety disorders °, and
attention deficit and hyperactivity disorder ” have been
published. The purpose of these reviews was to update
clinicians, researchers, and students alike about current
research in the Arab world. This present paper reviews
the epidemiology of schizophrenia and related
psychotic disordersin the Arab world.

Methods

The Ingtitute for Development, Research, Advocacy
and Applied Care (IDRAAC), in association with the
Department of Psychiatry and Clinical Psychology at
Saint George Hospital University Medical Center and
Balamand University (Lebanon) has conducted an
exhaustive literature review on schizophrenia and
related psychotic disorders in the Arab world up until
the end of 2007. The search for the articles was
conducted using PsycINFO, PubMed, and IDRAAC
search engine (www.idraac.org, which includes a

compilation of references from various databases).
The keywords used in the search included: affective
flattening, aogia, avolition, catatonic, catatonia,
delusion, disorganized speech, disorganized behavior,
hallucination, negative symptom, paranoid, psychosis,
psychotic, residual, schizoaffective, schizophrenia, and
schizophreniform.  In addition to the following
countries and regions. Algeria, Bahrain, Egypt, Iraqg,
Jordan, Kuwait, Lebanon, Libya, Morocco, Oman,
Palestine, Qatar, Saudi Arabia, Sudan, Syria, Tunisia,
United Arab Emirates, UAE, Yemen, Arab, Gulf,
Gaza and Middle East. The search was not restricted
to any language.

The exclusion criteria for references were: non-
epidemiologic studies (e.g. clinical trials, case-control
studies), non-Arab samples, or dissertation abstracts.
After screening al the abstracts resulting from the
search, full texts of relevant articles were retrieved
either online or requested from the authors (via both
regular and electronic mails in addition to repeated
reminders). The content of these articles were either
included in this review or used to back search other
studies through their reference lists. At the end, 18
articles were included in the current review (Table 1).

Tablel. List of the publicationsincluded in thisreview

Instruments (Diagnostic
Country Reference No | Date of study Sample (Eieg
System)
. Cases of misdemeanor who made Structured Questionnaire Classification
Algeria 28 1963-1986 psychiatric consultations (n =3662) Francaise des Troubles Mentaux
Bahrain 9 1988-1996 I npatients with schizophrenia (h=325)
Structured Clinical Interview for DSM-
Egypt 19 2001 Psychiatric inpatients (n=100) lI-R Mental  Disorder-l, ~Structured
Clinical Interview for DSM-II1-R Mental
Disorder-11, Beck Depression Inventory,

1
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Positive and Negative Syndrome Scale
(DSM-1V)
Egypt 34 2000 Psychiatric inpatients (n=520)
Egypt 35 2005 Psychiatric clinical group and control Arabic Scale of Death Anxiety
group (n=765)
Kuwait 29 1992 Prisoners (n=69)
Lebanon 18 1979-1992 Psychiatric inpatients (n=222) Hospital charts (DSM-111-R)
Morocco 17 1999 Patients with schizophrenia (n=183) (ICD-10)
Morocco 21 2004 Family members of psychiatric Structured Questionnaire
outpatients (n=100)
Morocco 30 2004 Outpatients with schizophrenia (n=400) | (DSM-1V)
Inpatients and/or outpatients that were Database of the Department of Psychiatry
Qatar 16 1996 -2004 diagnosed with acute and transient (Section of Medical Records) (1CD-10)
psychotic disorders (n=174)
Community living psychiatric patients
Sudan 20 2005 (n=150), control group (n=211)and | \wHO- Quality of Life Instrument (ICD-
caregivers group (n=150) 10)
Sudan 22 1978 Adult health patients & their Structured Questionnaire of Malhotra and
companions (n=183) Wig?®
Sudan 24 2005 Schizophrenia caregivers (n=98) other | WHO-Quality of Life Instrument (ICD-
caregivers & control group (n=189) 10)
UAE 8 1989 Community sample (n=300) Present State Examination Arabic version
9th edition (ICD-9)
Arabic Composite International
UAE 10 1996 Community sample (n=1394) Dlagn_ostlc Interview, Structured Clinical
Interview  for DSM-III-R  Mental
Disorders, Self Report Questionnaire-20
Arabic, General Heath Questionnaire,
(ICD-10, DSM-1V)
1996-1997 & 1 ) Composite International  Diagnostic
UAE 13 year |ater Community sample (n=245) Interview, Structured Clinical Interview
for DSM-I11-R Mental Disorders
UAE 33 1993 Psychiatric inpatients (n=248) Hospital charts (ICD-10)
Results Three hundred twenty five patients with schizophrenic
Prevalence disorder were admitted between 1988 and 1996 (200

The studies assessing prevalence and incidence of
schizophrenia and related disorders were from Bahrain,
Qatar, Morocco, and United Arab Emirates.

The Dubai Community Psychiatric Survey, conducted
by Ghubash et a ° assessed the prevalence of
psychiatric disorders and their socio-demographic
correlates in 300 randomly selected women who were
mainly native Arabs and third generation Iranian
migrants aged between 15 and 65. The authors used
the Present State Examination (PSE-ID-CATEGO)
system. Women with organic mental disorders,
neurological disease or mental retardation were
excluded from the study. The psychiatric morbidity
rate (Index of Definitions> 5) was found to be 22.7%
(n=68), with around three quarters of the case group
(n=53) at threshold level. The prevalence of maniaand
psychotic disorders was found to be 1.9% (n=6), with
0.3% (n=1) having schizophrenia of the catatonic type
according to ICD- 9 criteria, 0.3% (n=1) having other
paranoid states, and 1.3% (n=4) having manic-
depressive psychosis of manic type.

The second study was conducted by Abdul Karim and
Al Haddad® and aimed at evaluating the incidence of
schizophrenia at first hospital admission in Bahrain.

males and 125 females). The authors thus reported an
average annual incidence rate in Bahrain of 1.29 per
10,000 for all ages and 2.13 for the 15 to 54 age group.

The third study, the Al Ain Community Psychiatric
Survey | *° was a community study that assessed
prevalence of schizophrenia and related disorders in a
general population in an Arab region. The assessment
was made using the Composite International
Diagnostic Interview (CIDI) version 1.1 ¥ The
study was based on a sample of 1394 adults drawn
from the general population of United Arab Emirates
nationals living in the city of Al Ain. Of that sample,
49.1% were females, most respondents were aged
between 18 and 40, and two-thirds were married
(68.3%). The study yielded a total lifetime prevalence
rale of 82 % (95% ClI [6.7-9.7]) for ICD-10
psychiatric disorders with a female: male ratio of 2.3.
For ICD-10 schizophrenia and related disorders, the
total lifetime prevalence rate was found to be 0.7%
(95% CI [0.2-1.2]). The authors note, however, that
this figure may be understated, given the exclusion of
highly disturbed and cognitively impaired individuas
from the survey and the stigma associated with mental
illness (especially for men), perhaps even more so with
schizophrenia and related disorders. It is worth
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mentioning that the authors did not survey
institutionalized individuals, which further indicates
that the prevalence figure may be understated.

The same authors ** had previously conducted the Al
Ain Community Psychiatric Survey of Psychiatric
Morbidity 111, in order to estimate the incidence of
mental disorders from the Al Ain Community Survey
of Psychiatric Morbidity and the remission rate of the
threshold and subthreshold disorders 12 months after
the original assessment, as well as the effect of
utilization of services on the remission rate. The final
sample consisted of 245 subjects, with a mean age of
34.1 +/- 12.02. Fifty one percent (n= 125) had no
DSM-III-R psychiatric disorder, 32% (n=79) had
subthreshold disorders and 17% (n=41) had DSM-IlI-
R psychiatric disorders (threshold). All subjects were
assessed 12 months later for follow-up, using the
Structured Clinical Interview for DSM-I11-R mental
disorders (SCID) version 1.0 **. The annual incidence
rate of al mental disorders was found to be amost
11%. At baseling, 5 out of 245 subjects suffered from
schizophrenia and bipolar disorders (no data is
available on each). At follow-up, 4 subjects out of the
5 were dtill suffering from their iliness. The authors
believe this indicates that spontaneous remission in
their community is less likely in the case of psychotic
disorders.

A national epidemiological study, unpublished but
conveyed to the authors by Moussaoui, was conducted
in Morocco in 2003-2004 to assess the prevalence of
mental disorders in a representative sample of the
general population 15 years of age and above using the
Mini International Neuropsychiatric Interview (MINI)
as instrument of interview ™. The study found that the
prevalence of psychotic disorders was 5.6%.

In a retrospective hospital based study, Shaltout et al.
16 assessed the occurrence of acute and transient
psychotic disorders (ATPD) in the Qatari population
(N= 724,125; nationals constituting about 30% of the
general population) and attempted to ascertain
significant socio-demographic characteristics among
those diagnosed with ATPD (based on ICD-10).
Medical records for al inpatients and/or out-patients
(Qatari, non-Qatari Arabs and expatriate) that were
diagnosed with a psychotic disorder from 01 August
1996 — 01 January 2004, and sought treatment at the
Department of Psychiatry of the Rumaillah Hospital
were included in the study. During the observed
period, 174 patients were diagnosed with ATPD (1.4%
of all psychiatric patients treated during this period).
Of those diagnosed with an ATPD, the most common
type of ATPDs was acute schizophrenia-like psychotic
disorder (35.6%), most of whom affected were males
(74.2%) and in the age group 16-29 (56.5%). The
second and third most common types of ATPDs were
acute polymorphic psychotic disorder without
symptoms of schizophrenia (23%), and acute
polymorphic psychotic disorders with symptoms of
schizophrenia (20.7%), respectively.

Gender differences

In the Al Ain Community Psychiatric Survey |
unlike other ICD-10 psychiatric disorders, lifetime
prevalence of schizophrenia and related disorders
showed no gender differences at all (0.7% for women,
0.7% for men, with 95% CI [0.2-1.2]).

In the Qatari hospital based study, Shaltout et al. *®
found that of 174 individuals that were diagnosed with
an acute and transient psychotic disorder over a 7- year
period, 69% were males (P<0.001).

Comorbidity

Moussaoui et a. '’ conducted a study on the
comorbidity between schizophrenia, depression and
suicidality, using a sample of 183 patients with a
schizophrenic disorder (ICD-10 criteria). The sample’'s
mean age was 34.3 +/- 8 years with 90% of the patients
being males. The authors found a prevalence of 44.3%
of depressive symptoms that did not, however, warrant
a diagnosis of mgjor depressive disorder. While 2.7%
of the sample reported suicidal ideas (40% of whom
had a depression or had what the authors caled “a
painful consciousness of their illness’, that is, the
patients awareness of their illness instilled sadness in
them), 5% of the sample had a specific plan to
implement them. The authors also reported substance
abuse in 34% of their sample, cannabis being the most
highly abused substance.

A few studies were actually found that tackled
comorbidity of schizophrenia and substance abuse. A
study was conducted in Lebanon by Karam et al. %
who examined comorbidity of substance abuse with
other  psychiatric  disorders  (among  which
schizophrenia). The sample consisted of 222 inpatients
admitted to the St Georges Hospital University
Medical Center Psychiatry Unit in Beirut from 1979 to
1992 for substance abuse with or without other Axis |
psychiatric disorders. The sample’'s mean age was 34.5
+/- 11.8 years. The comorbidity rate of Axis |
psychiatric disorders in patients with substance abuse
were found to be 64.9%, using the DSM-III-R
diagnostic criteria.  As for schizophrenia and
schizoaffective illness, substance abuse was found to
be 125%. Patients with schizophrenia were
characterized by the highest prevalence rate of
cannabis abuse (44.8%). Twenty seven point eight
percent were found to have abused cocaine and 11.1%
heroin. Licit substances were generally less abused,
with a5.6% prevalence of abuse of both stimulants and
medicinal opiate derivatives, but none of tranquilizers
or barbiturates. Alcohol had been found to be almost
equally abused among different diagnostic categories,
with 44.4% of schizophrenic patients abusing it. The
authors attribute this high rate of alcohol abuse to the
availability and the easy accessibility of alcohol in
Lebanon. However, a limitation to this study would be
the religious background of the patients in
extrapolating the alcohol abuse rates on a national
level. Another possible limitation concerns the
reliability of the clinical diagnoses made, given that
these were not based on structured interviews, and thus
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they may lack uniformity because of changes in
diagnostic criteria over the studied period. The authors
note, however, that since the Lebanon Wars were at
their peak during most of the study period, licit and
illicit substances were easily accessible in the
L ebanese market and would have provided a possible
relief from the pain and suffering accompanying
psychiatric illness that increased during the Lebanon
Wars. The authors finally add that variability in
prevalence rates of comorbidity of psychiatric and
substance abuse disorders can be due to differences in
perspective of the researcher (comorbidity of substance
abuse in psychiatric sample or comorbidity of
psychiatric disorders in a substance abusing
population), methodology or population studied.

Another study was conducted in Egypt by Asaad et al.
¥ who also examined comorbidity of schizophrenia
and substance abuse, using the DSM-IV diagnostic
criteria. The sample consisted of 100 randomly
selected schizophrenic patients who were attending the
outpatient clinic a Ain Shams University Psychiatric
Institute during 2001. Patients were assessed using the
Structured Clinical Interview for DSM-I11-R Mental
Disorders I, Il (SCID-I, SCID-Il), Beck Depression
Inventory (BDI) and the Positive and Negative
Syndrome Scale. The comorbidity rate of substance
abuse in these patients was found to be 26% (n=26)
with the comorbid group having a mean age of 30.59
+/- 7.15 years. Male gender, associated premorbid
personality disorder, high depressive symptomatology
and cigarette smoking were al risk factors found to be
significantly associated with substance abuse in
patients with schizophrenia. Indeed, 92.3% (n=24) of
the comorbid group versus 54.1% (n=40) of the non-
comorbid group were males (p<0.001). Furthermore,
65.4% (n=17) of the comorbid group versus 39.2%
(n=29) of the non comorbid group had an associated
personality disorder (p<0.05 and x2=5.3). Moreover,
61.5% (n=16) of the comorbid group suffered from an
associated depression while 32.4% (n=24) in the non
comorbid group did (p<0.01 and x2=6.79). Finadly,
100% of the comorbid group engaged in cigarette
smoking while 67.6% (n=50) in the non comorbid
group did (p<0.001 and x2=15.02). The authors note
that these risk factors (male gender, high level of
depression, premorbid personality disorder, and
smoking) are not all restricted to schizophrenics. The
authors concluded that comorbidity of substance abuse,
schizophrenia, and personality disorder favors the
common vulnerability hypothesis, but the association
with high levels of depression favors the self-
medication hypothesis. As for the types of substances
abused, anti-parkinsonians topped the list (38.5%),
followed by  cannabinoids, opioids, and
benzodiazepines (11.5% for each). Polydrug abuse
(anti-parkinsonians, cough Syrups, olue,
benzodiazepines) was found in 19.2% of patients. The
authors explain the high prevalence of anti-
parkinsonians abuse with the possible availability and
acquaintance with these drugs, which could be in
accordance with the “ self-medication hypothesis’. The

absence of cocaine abuse is inconsistent with the
findings of both of the previous study from Lebanon
and what is published in the literature from western
countries, possibly because of the cost of cocaine in
Egypt. Asfor alcohol, it was abused by 7.7% (n=2) of
patients, again a much lower prevalence rate than that
found in Lebanon and Western studies (possibly
attributable to socio-religious reasons). It is important
to note that no significant association was found
between substance abuse in schizophrenic patients
neither with type of schizophrenia, nor with nature of
symptoms or the treatment prescribed. When asked
for the reasons behind their substance abuse, 38.5% of
the patients were divided equally in giving the
following answers; better sociability, influence of
others, pleasure, curiosity, or unable to give a possible
reason. Additionally, 30.8% of the patients were
engaged in substance abuse for more relief of
psychotic symptoms (hallucinations, delusions, etc.),
19.2% mentioned more relief of depressive feelings
(i.e. better mood), and 11.5% more relief of drug
treatment side effects.

Burden

Awadalla et al. % assessed the subjective quality of life
(QOL) of afairly large sample (N=150) of community
living and mentally stable Sudanese psychiatric
patients suffering from schizophrenia, major affective
disorders and mild/moderate mental disorders (referred
to as neuroses by the authors) (ICD-10). The patients
were recruited from multiple locations representative
of the mental health service clinics of Sudan. QOL was
measured using the WHO 26-item Quality of Life
instrument (WHO QOL-Bref). The patients own
ratings of their QOL were compared with those of a
general population sample (N=211, 57.8% men and
42.2% women with a mean age of 30.2) and with the
family caregivers impressions of the patients (N=150,
50% men and 50% women with a mean age of 42.7).
Patients with schizophrenia (N=99) were found to be
significantly less satisfied than patients with affective
disorders and neuroses, and the general population
sample on items pertaining to having a meaningful life,
energy for everyday life, bodily appearance, money for
needs, ability to get around, work capacity, self-
satisfaction, personal relationships and support from
friends. On average, patients with schizophrenia
tended to score significantly lower than patients with
major affective disorders and neurosis, even after
controlling for age, education, occupation and marital
status. As for schizophrenic patients suffering from
treatment side effects such as tardive dyskinesia, extra-
pyramidal reactions and sexua dysfunction, they did
not report significantly lower QOL than patients
without treatment side effects.

Burden of stigma and discrimination

Kadri et a. % carried out a study in Morocco with the
World Psychiatric Association (WPA) program against
stigma and discrimination of people with
schizophrenia. One of the study’s objectives was to
measure family members  attitudes towards
schizophrenic  patients, using a  structured
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guestionnaire. The sample, made up of 100 family
members, each accompanying and representing a
schizophrenic patient, was drawn from Ibn Rushd
University Psychiatric Center of Casablanca, Berrechid
Hospital, and two outpatient clinics in Casablanca.
Family members mean age was 47.4 yrs (SD 10.52)
and their group was predominantly female (69%),
made up primarily of mothers (50%). About a third
were without education and about three quarters had
no professiona activity. Patients, on the other hand,
had a mean age of 30.4 years (SD 10.52), were
predominantly male, single, and had no professional
activity, with duration of illness ranging from 10
months to 30 years. The authors surveyed the family
members to explore their attitudes towards the patient.
They found that 63.9% did not give the patient difficult
or important tasks; 34% justified this by admitting to
feelings of distrust and 14% by admitting to the belief
that the patient is handicapped. In general, 14% of
family members reported treating the patient with
distrust, 8% as if the patient were “mad”, 59% with
overprotection, and 15% with reection and
aggressiveness. Still, 37% thought they treated the
patient just like other family members.

In 1978, Y ounis % led a study in Sudan to explore the
attitudes of both rural and urban people towards mental
illness in general, including schizophrenia. It was a
psychiatric sample of 183 adult patients and their
companions who came on the date of the survey to the
health centers of two urban and two rura areas in
Northern Sudan. The sample was predominantly
Muslim, Arabic-speaking males and females ranging in
age from 18 to 60 years, with a mean age of 33.5 years.
The instrument used was the Arabic trandation of the
Mahotra and Wig * standardized vignettes. An
estimated one quarter of urban and rural participants
replied through self-reports that they would accept a
person with schizophrenia as a neighbor prior to
treatment (26.5% vs. 22.35% respectively). However,
the level of acceptance increased significantly after
treatment, exceeding 50% (52.04% for the urban
sample versus 54.11% for the rural sample).
Interestingly, there was significantly more acceptance
for the schizophrenic patient living in the community
than for the alcoholic. The author acknowledged that
the study was limited in terms of external validity, for
although four fifths of the Sudanese population lived in
northern Sudan, the use of the chosen health centers
may not have been uniform across this population.
Although there might have been a positive self-
presentation bias, which was not controlled for,
nevertheless, the study offered a useful glimpse into
the much needed research in this realm.

Family burden

In their study about schizophrenia, depression and
suicidality, Moussaoui et al. ** reported that in 19.8%
of the cases, the patients families were practically
unaware of their illness. But in 67.7% of the cases,
family members had been subjected to verbal or
physical violence, especially while patients exhibited
active psychotic symptoms. Statistical anaysis

revedled that aggressive patients had a significantly
higher frequency of depressive symptoms and suicidal
behavior. The main risk factors for violence were
found to be anxiety and halucinations, particularly
auditory ones.

In the previously mentioned study by Kadri et a. %,
Moroccan families of patients with schizophrenia were
found to suffer from stigma and discrimination. 86.7%
of them reporting hard lives attributed to the illness
itself, and 72% reporting psychological suffering such
as poor quality of life; 2% of the subjects were
expelled from rental accommodation, 29% felt people
were afraid of them, 15% reported experiencing
distrust of others, 29% mockery, 41% maltreatment,
and finally 34% report experiencing neglect, especialy
from neighbors and relatives, who were actually
perceived as the most stigmatizing group. Furthermore,
the illness was also perceived as causing relationship
disturbances within the family: 7% are divorced, 6% of
fathers left the family, leaving the mothers as the only
caregivers. It is important to note that the authors did
not compare these figures with those found in the
general population (e.g. by using a control group)
which limited the scope of interpretations with regard
to the extent of stigmatization related to schizophrenia.

In adifferent study using the same sample of Sudanese
patients (see above), Awadalla et al. ** administered
the WHO QOL-Bref to the patients’ family caregivers
to compare their subjective quality of life (QOL) to
that of the general population. The sample of family
caregivers consisted of 98 caregivers for
schizophrenia, 117 caregivers for major affective
disorders and 78 caregivers for neuroses, all compared
to agenera population sample of 189 individuals. The
caregivers of schizophrenia patients tended to score
lower than other caregivers on the QOL domain scores,
but this difference did not reach significance (p>0.05).
For example, there were no significant differences in
scores between caregivers of affective disorders and
neuroses patients on one hand, and caregivers of
schizophrenia on the other hand (P>0.05).
Interestingly, the sole significant predictor of
caregivers QOL was the caregiver’s own estimation of
the patients QOL and their own health status. The
most surprising finding was that the schizophrenia
caregivers scores were comparable to those of the
general population group for four out of the six
domains of QOL, with the caregivers reporting
significantly higher QOL on the physical and spiritual
domains (P=0.001). These results were sustained even
after controlling for sociodemographic variables.
These findings were particularly unexpected in light of
the previous literature, which shows that caregivers
generaly have lower scores on QOL than control
groups %, The authors noted, however, that none of
the previous studies involved caregivers of patients
with a wide range of psychiatric disorders or stable
patients. Thus, they concluded that the expectation that
caregivers of menta health disorders would have lower
scores on QOL till requires adequate testing. The
authors claimed they could only explain the relatively
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high QOL scores of the caregivers, but not why these
scores were higher than those of control groups. They
suggested that the factors driving up these QOL scores
might be the caregivers high rating of the patients
state, the family stability and the extended social
support network that is available to them. The authors
also added that hardiness and salutogenesis may have
played a particularly important role in driving the
scores upwards, as these principles are widely spread
in Sudan’s Idlamic culture. Anyhow, the authors
considered the findings as giving reason to be more
optimistic about mental disorders effect on family
burden, particularly schizophrenia.

Burden of criminality

What may somehow provide as a basis for the stigma
and discrimination directed against people with
psychosis is the association of the illness with
criminality, though this picture is frequently inflated in
the mind of the public. For example, Moussaoui et al.
1 found that approximately 22% of their 183
schizophrenic patients in Morocco had prior dealings
with the police or thejudicial system.

Touari et a. % conducted a study on the association
between criminality and psychosis in Eastern Algeria,
based on 3662 male consultations made between Jan
1% 1963 and Dec 31% 1986, at the Psychiatric Clinic of
the University Hospital of Constantine. In Algeria,
psychiatric consultations are mandatory in criminal
cases, but optiona in cases of misdemeanor. The
sample, though exclusively male, was reported to be
representative of the larger crimina population. The
authors examined the frequency of psychosis (vs. other
psychiatric disorders) in perpetrators of different types
of crimes or misdemeanors. The sample had a mean
age of 30.1 +/- 11.3 years, and was made up of 3662
subjects, of whom 70.1% (n=2567) had committed
crimes, while 29.9% (n=1095) had committed
misdemeanors. The prevalence of psychosis in the
criminal population was found to be 11.1% (n=284),
assessed according to the Classification Francaise des
Troubles Mentaux diagnostic criteria. Psychosis was
found to be more frequent, however, in cases of
misdemeanors where 18.6% (n=204) were psychotics
(p<0.001). The diagnosis of schizophrenia and acute
schizophrenic episodes was aso greater in cases of
misdemeanors than in crimes (72.5% in the former
versus 59.5% in the latter, p<0.01). There were no
significant differences between the crime and
misdemeanor groups neither in the diagnosis of
parancia or chronic hallucinatory psychosis (39.1% in
the crime group versus 25.5% in the misdemeanor
group), nor in the diagnosis of manic depression
(bipolar illness), which was rare (1.4% versus 2%,
respectively). The presence of previous psychiatric
history was twice as frequent in cases of misdemeanors
(where psychiatric consultations are optional) as in
crimes (29.9% vs. 13.4%, respectively, p<0.001). A
strong association was found between the type of
crime committed and the psychiatric diagnosis
(p<0.0001). Psychosis was more prevalent among
homicides and aggravated assaults than among other

types of crime. 19.9% of homicides and attempted
homicides (18.4% of homicides and 25.6% of
attempted homicides) and 32.7% of aggravated
assaults were committed by psychotics whereas only
3.2% of sexua crimes and 1.3% of robberies were.
Psychosis was more prevalent in acts of violence
(33.1%) than in other types of misdemeanors, and was
significantly less prevaent in infraction against
property (4.1%, p<0.0001).

The authors investigated the relationship between
those who committed or attempted homicides and their
victims and found that the latter were more frequently
direct ascendants (father, mother) or spouses and less
frequently people who were known but who were not
family members. When there was any sort of
relationship between the offender and the victim
(familial or non-familial), subjects with schizophrenia
and acute schizophrenic episode committed or
attempted homicide more frequently against a parent,
whereas subjects with paranoia or chronic
hallucinatory psychosis committed or attempted
homicide more frequently against a spouse.

A Kuwaiti study was conducted by Fido et al. % on 69
men and women prisoners specificaly referred for
psychiatric assessment over a nine month period:
36.2% had a major psychiatric disorder. Patients with
schizophrenia accompanied with active symptoms
appeared to be more likely to commit violent offenses.
Nine out of ten prisoners who had been referred for
psychiatric assessment and who had committed murder
were found to suffer from schizophrenia. The authors
reported that amost al the patients with psychotic
disorders had active symptoms at the time they
committed their offenses, and the most likely reason
behind their crimes was psychosis.

Burden of untreated psychosis

Moussaoui et al. ™ assessed the duration of untreated
psychosis in 183 schizophrenic patients in Morocco to
be 275 + 2.66 days. According to the authors, this can
partially be explained by the fact that the illness was
progressive and insidious for 70% of the patients.

El Hamaoui et al. ** examined the duration of untreated
psychosis (DUP) and its predicting factors in a sample
of 400 out-patients with schizophrenia, according to
DSM 1V criteria (male gender: 77.5%, mean age: 36
years). The recruitment was done in the Ibn Rushd
University Psychiatric Center in Casablanca, Morocco.
DUP was defined as the interval between the onset of
the first positive symptom and the start of an adequate
treatment. Among the 400 patients, 68% were jobless,
and 43.8% had family psychiatric history of which
schizophrenia represented 75.5%. The mean DUP was
148.7 weeks. Fifty two point eight percent had an
antecedent of psychiatric admission with a mean
duration of hospitalization of 51.7 days. The mean
number of psychotic episodes was 4.3 + 3.3. Severa
factors were found to be strongly related to DUP.
Female gender represented the first factor. In this
regard, DUP was 135 weeks in men with schizophrenia
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versus 195.3 in women. The age was positively
correlated with DUP (p<0.001). When the patient was
single DUP was 120.3 weeks, but it reached 201.3
weeks in the married group (p<0.001). Moreover, in
patients born in rural areas, DUP was 333.4 weeks
versus 130.4 weeks in urban ones (p<0.001). DUP was
also negatively correlated to level of schooling. In the
illiterate group, DUP was 449.2 weeks versus 95
weeks in the literate group (p<0.001). Finaly, the
increase of DUP was correlated to prolonged duration
of hospitalization (p<0.001) and a high number of
psychotic episodes (p=0.004).

In the Qatari hospital based study, Shaltout et al.
observed that 43.7 % made only one hospital visit,
40.8% visited 2-10 times, 7.5% visited 11-20 times,
and 8% visited more than 20 times (P<0.001). The
most frequent types of visits were outpatient visits
(60.3%), followed by those who made both in-patient
and outpatient visits (24.7%), and those who only used
inpatient services (14.9%) (P<0.001).

Fertility

In light of previous literature about persons with
reduced reproductivity compared to the general
population *¥, Daradkeh et a.* and Abde-Latif 3*
sought to compare the fertility rates between
schizophrenic and non-schizophrenic  psychiatric
patients in the United Arab Emirates and Egypt
respectively.

The UAE sample * was made up of 248 patients (113
males and 135 femaes) who were consecutively
admitted patients to the Al Ain inpatient unit. They had
all been married before and also had 1CD-10 diagnoses
of either F1 (mental and behaviora disorders due to
psychoactive substance-abuse), F2 (schizophrenia and
related disorders), F3 (mood disorders) or F4 (neuratic,
stress related and adjustment disorders). No significant
differences in fertility rates were found between
patients with schizophrenia and related disorders (2.80
children/patient with n=64) and non-schizophrenic
patients. Naturally, however, this does not imply that
schizophrenic patients do not have reduced fertility
rates compared to the general population. Divorce rates
of schizophrenic patients in this study were lower than
expected (6.4% for males and 12.8% for females),
which may partly account for non-significant
differences in fertility rates between schizophrenic
patients and non-schizophrenic ones.

In the second study **, recruitment was conducted in
the psychiatric inpatient unit in Zagazig University
Hospital in Egypt. Five hundred twenty patients
diagnosed with schizophrenia (n=180), mood disorders
(n=110) or neurotic illness (n=230), according to ICD-
10 criteria, participated in this study. Married men in
the group with schizophrenia produced more children
than married women, which isin favor of an increased
fertility in men with schizophrenia despite the
decreased marital rate.

Burden of death-related issues

Abdel-Khalek * compared death anxiety scores
between 7 groups (N =765) of Egyptian participants
(non-clinical, anxiety disorder patients, patients
suffering from schizophrenia, and male addicts), with
mean age of each group around 32 years. Femae
schizophrenic patients obtained the next highest mean
score on the Arabic Scale of Death Anxiety (ASDA)
after anxiety patients. Moreover, they reached
significantly higher mean scores on the ASDA than
their mae counterparts.  Surprisingly, male
schizophrenic patients had the lowest ASDA score
compared to all other groups, including the non-
clinica group (p<0.001). This contrasts with the
clinical literature, which finds that schizophrenic
patients are generally burdened by death related issues.
The author considers this result, however, as specific
to the male sample of schizophrenic patients in this
study.

Discussion

As evidenced by our review, epidemiological studies
on schizophrenia and related disorders in the Arab
world are rare. The current review serves to update
clinicians and researchers in the Arab world and other
international counterparts aike since the core
symptomatology of schizophrenia seem to be similar
across cultures . Data on the prevalence of psychotic
disorders reported by Arab countries varied between
0.7% and 5.6% depending on the period assessed for
prevalence. Studies on gender differences conducted
in the UAE found no differences while that of Qatar
reported that more males had acute and transient
psychotic disorders than females. This range of
prevalence should be interpreted with caution, keeping
in mind the various diagnostic systems (e.g. ICD-10,
DSM-III-R, MINI, etc) that were used. In a meta-
analysis from a systematic review of 188 studies across
the world, the authors reported a 4.6/1000 median
point prevalence of schizophrenia®.

The comorbidity of schizophrenia (and related
disorders) and substance abuse was investigated in
Morocco, Lebanon and Egypt. In patients with
schizophrenia, substance abuse ranged from 6.2% to
34%. In patients with substance abuse, schizophrenia
and schizoaffective illness was found to affect 12.5%.
Cannabis consistently topped the list of abused
substances. Alcohol on the other hand was reported by
schizophrenic patients in Lebanon and Egypt. The
comorbidity of schizophrenia and depression was
documented in studies conducted in Morocco and
Egypt, although this was not the main focus of these
studies.

There were notabl e efforts to gather data on the quality
of life of schizophrenic patients. Patients with
schizophrenia were found to have lower quality of life
than their relatives/caregivers. The latter are more
similar to the general population or patients with other
psychiatric disorders. Others found commonality of
criminal behaviors among schizophrenic patients.
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Severa studies have shown that the mean DUP ranged
from 1 to 2 years *. The mean duration of untreated
psychosis was recorded in two different studies in
Morocco: 275 days and 148.7 weeks. The latter figure
was clearly above what has been reported in North
American and European studies. This increase in DUP
in Moroccan patients could be due to cultural beliefs
and intensity of stigma phenomena.

In sum, the current review showed that available data
are highly fragmented across time, space and topics of
interest. Additionally, they are limited in many ways
with important methodological heterogeneity. For
instance, one of the four epidemiological studies found
to assess prevalence of schizophrenia and related
disorders *° and one of two studies found to assess
incidence *® of schizophreniaand related disorders used
the Composite International Diagnostic Interview
(CIDI) ™2 as an instrument. However, since the
guestions screening for non-affective psychosis in this
version of the CIDI were worded in a way that
increased the false-positive responses ¥, the validity of
the prevalence rates from these two studies on
psychotic disorders was put into question and would
need clinical validation. In the study by Daradkeh et
a. B, the difference in assessment tools (CIDI at
baseline and SCID at follow-up) affected the reliability
of the diagnoses and thus the validity of the study since
according to the authors the few studies that assess the
level of agreement between both tools do not show a
very good agreement coefficient. Moreover, the
reliability of the findings and their generalizability
were sometimes limited by the small sample size.
Furthermore, the instruments used were not aways
culturally validated and it has been difficult to compare
findings across the studies due to differences in
methodologies used > *°. All of these combined factors
limited us from drawing an integrated or coherent
picture of the current state of affairs regarding
schizophrenia and related disorders in the Arab world,
thus limiting the utility and generalizability of the
aforementioned studies.

Research activity is highly restricted to specific
research teams operating in some countries, rather than
being the product of national concerted efforts at
gathering epidemiological mental health data. Thereis
an unmet need for national studies with collaborative
efforts for similar methodologies which allow for
cross-cultural comparisons. Research on psychotic
disorders in the Arab world is thus extremely
insufficient. It could, of course, be argued that there
are many more studies in the Arab world, but these
were not published in international journas; instead,
they were published in non-indexed local journals or
sometimes only presented at international congresses.
However, any review should ultimately focus on
published studies as the publication process guarantees
the generation of more reliable and useful data.
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Features of Depression in Schizophrenia
EL Khouly GH, Mahmoud A, Sadek H, and Al Gafary M.
pladll (i ya B Gy 3 alh (ailad
T

Abstract

bjectives: This study examined the features of depression in different categories of schizophrenic patients as

classified by both duration and 1CD-10 course pattern. M ethods: 385 schizophrenic patients were recruited
from the Institute of Psychiatry Ain Shams University and Al Abassia Ministry of Health hospital, Cairo, Egypt. All
cases were subjected to a Structured Clinical Interview for Diagnosis, section for schizophrenia and depression, socio
demographic sheet, medical history sheet, Calgary Depression Rating Scale (CDRS), and Positive and Negative
Symptoms Scale (PANSS). The studied sample was classified according to the schizophrenia duration to two groups:
acute and chronic; and according to the schizophrenia course to three groups: continuous course, episodic course, and
remittent course. Depression was categorized into three groups:. patients with major depressive disorder (SDD), patients
with depressive symptoms (SDS), and patients with no depression (ND). Results: Depression was found, in order of
prevalence, as SDD, ND, and SDS. Depression was significantly associated with chronic duration and continuous
course. Self depreciation was the most characteristic depressive symptom of acute schizophrenia, and hopel essness was
the most characteristic one of chronic schizophrenia. No correlation between depressive and psychotic symptoms was
found in acute schizophrenia; however, in chronic schizophrenia depression was correlated to al psychotic symptoms
except positive ones. Factor analysis failed to specify selective subsets of PANSS symptoms associated with
depression. Canonical discriminate analysis proved that CDRS is valid in classification of depression categories.
Conclusion: Schizophrenia should be properly categorized in order to study its depressive features. Duration rather

than course of schizophreniais arisk factor for depression in schizophrenia.

Key Words: Features — Depression — Schizophrenia— Course — Duration
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Introduction

There is increasing interest in conceptualizing
schizophrenia-spectrum illnesses beyond the traditional
diagnostic elements of positive and negative
symptoms, moving toward a more comprehensive
understanding that includes associated features such as
cognitive deficits and affective symptoms".

A review of studies examining the frequency of
depressive phenomenon in schizophrenia found
prevalence rates ranging from 7% to 75% & 2294346
with a negative impact on outcome 31235414751,

Though a number of studies has examined the
prevalence and nature of depression at different phases
of the schizophrenic illness, the precise nature of
depressive symptoms present in different phases of the
schizophrenic illness remains unclear™*.

These studies had several limitations, such as: 1) lack
of generalizability to variable demographic groups™, 2)
undefined level of chronicity of the illness, 3)
confusion between course, outcome and duration of
schizophrenia in discriminating different phases of
schizophrenia®, 4) lack of cross sectional examination
had led to find depressive symptoms to be prevalent
during all stages of the disorder®, 5) using variety of
instruments to assess the presence and severity of
depressive symptoms™, 6) using standard depression
rating scales designed and validated only for non
psychotic populations with a diagnosed depressive
illness®*, 7) studying only one type of schizophrenia:
outpatient or inpatient’®®, and 8) using patient self-
rated scaes measuring mainly subjective mood
symptoms'®.

By trying to avoid some of the limitations of other
studies, we carried out this study with the objective of
characterizing

and comparing the profile of depressive phenomena
found in different categories of schizophrenic patients
according to the duration of illness and course pattern
found in ICD-10 diagnostic criteria for research.

Subjects and methods

Between January and December 2009, al new
schizophrenic patients presented to the Institute of
Psychiatry Ain Shams University Hospital were invited
to participate in the study after obtaining written
informed consent. Two hundred forty one (241)
patients diagnosed with schizophrenia according to the
ICD-10 Diagnostic criteria for research “°, either
outpatients or inpatients, met the study inclusion
criteria and agreed to participate. During the
recruitment period, 73 subjects with schizophrenia
declined to participate.

In order to include the broad spectrum of different
types and course patterns of schizophrenia, we invited
all schizophrenic inpatients in the long term wards of
Al Abassia Hospital (including patients admitted for
periods up to 30-40 years) during the recruiting period
to join the study. Only one hundred forty four (144)
inpatients fit the inclusion criteria of the study and
agreed to participate.

The study excluson criteria were as follows:
uncooperative patient, patient who could not
understand the questions, mentally subnormal patient
as clinically judged, history of acute fulminating
physical disorder, and history of significant head
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trauma and/or convulsions. Other exclusion criteria
added regarding the patients from AL Abassia Hospital
were patients with not enough information, with severe
formal thought disorder interfering with proper clinical
assessment, and patients over 85 years old to avoid
comorbid organic factors.

Immediately after consenting to participate in the
study, all the recruited patients were subjected to
complete Structured Clinical Interview for Diagnosis
(SCID-1) section for schizophrenia and depression’®,
socio demographic sheet, medical history sheet,
Calgary Depression Rating Scale (CDRS) #**¥" and
the Scale for the Assessment of Positive and negative
Symptoms (PANSS)"?’. Three catatonic patients, fifty
patients presented with violence/aggression, and 10
patients presented with marked hallucinations were
consented and assessed two weeks dfter their
recruitment.

A socio-demographic sheet included: age, gender,
social class scale®, years of education, marital status,
original/current residence, order of birth, occupation,
religion, and parental consanguinity.

Medical history sheet includes;, site of recruitment
whether outpatient or inpatient, past and current history
of medical/psychiatric illness, past history of
psychiatric admission, family history of psychiatric
illness, subtype, duration and course of schizophrenia,
duration of current hospitalization, current treatment,
and past/current history of ECT.

In this study, sub grouping depressive phenomenon
according to CDRS was as follows * 0 = No
depression (ND)< 6 = Sub syndrome depressive
symptoms (SDS), and 6 = Syndrome depressive
disorder (SDD).

The schizophrenic patients in the studied sample were
classified according to the duration of their illness into
two groups: a) acute if the duration of schizophrenia<
2 years, and b) chronic if the duration of schizophrenia
> 2 years. Another three groups of schizophrenic
patients were determined according to the course
pattern of 1CD-10, @ continuous course, b) episodic
course correspond to episodic with progressive deficit,
episodic with stable deficit, and episodic remittent, and
c) remittent course correspond to incomplete and
complete remission. The latest two types of course
present in ICD-10 classification were dropped for non
clinical significance. Sixteen patients were dropped as
their illness duration was year which is the
observational period needed in the research diagnostic
criteriaof ICD-10 to evaluate schizophrenia course.

Statistical analysis

Data coded and revised were introduced to an EXCEL
database to be later manipulated and analyzed using
SPSS version 16.0. For the sake of description,
categorical data were presented as number and percent;
and continuous data were presented as means, standard
deviation and 95% confidence limit. One way ANOVA
was used to test any significant differences between
more than two groups. Continuous variables and post

hoc LSD were used to test individua groups
significance, while Student-t test was used to test the
same condition for two groups. Chi-square test was
used to test association between two categorical
variables. Fisher Exact was used to test variables
association, if less than five variables were
encountered in a 2x2 table. Spearman’s Rank
Correlation Coefficient was used to test the correlation
between scores of different measured variables. Factor
analysis was conducted to identify main psychotic
symptoms related to the principa component for
symptoms and/or disorder of depression in
schizophrenic patients. Discriminate analysis was
conducted to discriminate between the three depression
groups (ND, SDS, and SDD) for the different
psychotic symptoms (positive, negative, genera
PANSS symptoms). Scatter plot of cases according to
the obtained functions was generated with the
discriminate analysis. Significance level was set at
<0.05 and high significance at <0.01.

Results

385 patients were recruited to the study. Their mean
age was 42.3 +14.2 ranging between 17 and 84 years
and 63.4% of them were males. Their average
education years were 10.7 ranging between 0 and 19
years. The majority was in low socia class 44.4% and
69.6% were single. 54.3% were jobless and 15.3%
reported parental consanguinity. 60.3% were
inpatients. Past history of psychiatric illness was
reported in 2.3% of patients. Family history of similar
condition or addiction or depression was reported by
215% of patients. The average duration of
schizophrenia was 14.6 years (95% Confidence
Interval 13.4 — 15.7 years). 14.3% of patients had been
subjected currently to ECT and 32.2% had been
subjected to it in the past. As regard type of
schizophrenia, 148 (38.4%) patients were paranoid, 98
(25.5%) undifferentiated, 91 (23.6%) residual, 43
(11.2%) hebephrenic, 3 (0.8%) catatonic, and 2 (0.5%)
simple schizophrenia. Typica and atypical anti-
psychotic drugs were received by 62.1% and 61% of
patients respectively, 11.4% received anti-depressant,
55.8% received anti-cholinergic and 17.9% received
anti-epileptics.

Five categories of schizophrenic patients were
specified in our sample, 1) acute schizophrenia (n = 48,
12.5%), 2) chronic schizophrenia (n = 337, 87.5%), 3)
continuous course of schizophrenia (n = 148, 38.4%),
4) episodic course of schizophrenia (n = 166, 43.1%),
and 5) remittent course of schizophrenia (n = 55,
14.3%).

Regarding the categories of depressive phenomenon in
our schizophrenic sample, we have three groups
according to CDRS as follows; 1) ND (n = 128,
33.2%), 2) SDS (n = 106, 27.5%), and 3) SDD (n =
151, 39.2%).

In comparing the demographic characteristics of
schizophrenic patients in relation to the level of
depression whether ND, SDS, or SDD as measured by
CDRS, schizophrenic patients with SDD were
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significantly older (45.9+14.8) than both SDS
(40.5£13.2) and ND (39.5+13.3) groups (P<0.001).
Females were significantly more presented in the SDD
(47.7%) compared to the SDS (36.8%) and ND
(23.4%) groups (P<0.001). Urban original residence
was significantly more frequent in ND (90.6%) group
compared to the SDS (83%) and SDD (74.8%) groups
(P=0.001). Unemployment was significantly more
frequent in the SDD (63.6%) group compared to the
SDS (47.2%) and ND (49.2%) groups (P=0.013).
67.9% of inpatients had SDS, and 64.2% had SDD and
49.2% had ND (P=0.006). No significant difference
had been found between depression subgroups
regarding socia class (P=0.910), education years
(P=0.804), marital status (P=0.362), past history of
psychiatric illness (P=0.291), current co-morbid
medical illness (P=0.597), past / current history of ECT
(P=0.516 & 0.058 respectively), past history of
psychiatric admission (P=0.093), and current treatment
(P>0.05).

Regarding the mean score of CDRS in relation to

duration and course of schizophrenia, chronic
schizophrenic patients had significantly higher mean of
CDRS score (6.36+6.0) with a range of 0.1 to 23 than
acute ones (1.88+4.1) with a range of 0.1 to 18
(P<0.001). Continuous schizophrenia course was
significantly associated with a higher CDRS score
(7.0£5.9 with a range of 0.1-21) than both episodic
(5.4+5.9 with a range of 0.1-23) and remittent courses
(4.8+5.7 with arange of 0.1-18) (P0.017).

In comparing depression among schizophrenic patients
in relation to the duration of schizophrenia, SDD was
more manifest in the chronic schizophrenia group than
in the acute one and vice versa for ND group.
However, SDS group was more manifest in chronic
schizophreniaa. On the other hand, comparing
depression among schizophrenic patients in relation to
the course of schizophrenia, it was found that SDS was
more manifest in continuous course and ND was more
manifest in remittent course. In contrast, SDD was
more manifest in continuous course and least manifest
in episodic course (Table 1).

Table (1): Depression categories, as measured by CDRS, among schizophrenic
patientsin relation to duration and cour se of schizophrenia

| ND SDD P value

Duration of Schizophrenia |
Acute 32 (66.7) 11 (22.9) 5(10.4)

i <0.001
Chronic 96 (28.5) 95 (28.2) 146 (43.3)
Course of Schizophrenia ‘
Continuous 33(22.3) 45 (30.4) 70 (47.3)
Episodic 59 (35.5) 59 (35.5) 0.004
Remittent 26 (47.3) 8 (14.5) 21(38.2)

ND means No Depression neither symptoms nor disorder, SDS means Sub Syndrome Depressive Symptoms, SDD
means Syndrome Depressive Disorder, CDRS means Calgary Depression Rating Scale, P value is significant at< 0.05

and highly significant if <0.01.

Comparing quality of individual depressive symptoms
as described in CDRS in relation to duration of
schizophrenia illness (whether acute or chronic), the
least frequently encountered symptom in acute
schizophrenia was pathological guilt (6.2%) and the
highest was self depreciation (21.9%). For chronic
schizophrenia, suicide was the least frequently met
symptom (33.2%) and the most frequently reported
symptom was hopelessness (53.7%). All symptoms
were significantly more frequently encountered in
chronic than acute schizophrenia (P<0.05). As regards
the course of schizophrenia, depressed mood, guilt,
ideas of reference, morning depression and observed
depression did not differ significantly in continuous
course when compared to episodic and remittent
courses of schizophrenia. For other symptoms, they
were more manifest in continuous, less in episodic and
least in remittent courses of schizophrenia and this
trend was statistically significant (P<0.05).

Comparing quantity of individual depressive
symptoms as described in CDRS in relation to duration
of schizophrenia illness, the average number of
depressive symptoms in acute schizophrenic patients
was one compared to four in the chronic patients
(P<0.05). According to course, on the average, four
symptoms were usualy evident in the continuous
course of schizophrenia compared to three on the
average in episodic and remittent courses (P>0.05).

In testing the correlation between depression and the
core symptoms of schizophrenia as measured by the
PANSS scde, the average score for the positive
PANSS subscale did not differ between the three
categories of depression, whereas the negative, general
and total subscales scores were significantly lower in
the ND compared to both SDS and SDD groups
(Table2).
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Table (2): Depression categories among schizophrenic patients as measur ed
by CDRS in relation to PANSS schizophrenia symptoms

CDRS ND* \ Sbs* SDD* P value
Positive  18.3(16.4—20.1) 19.1 (17.3-20.9) 16.8 (15.4—18.2) 0.154
Negative 13.9 (12.3-15.4) 18.4 (16.7-20.1)* 17.0 (155-185)* <0.001*
General  29.9(26.8—33.0) 34.7(325-36.9)* 36.1(33.6-386)* 0.003*
Total 62.0 (56.2 — 67.9) 72.0 (67.6—76.4)* 69.7 (64.8—74.6)* 0.023*

ND means No Depression neither symptoms nor disorder, SDS means Sub Syndrome Depressive Symptoms, SDD
means Syndrome Depressive Disorder, CDRS means Calgary Depression Rating Scale, P value is significant at<0.05
and highly significant if <0.01. Values are means (95% confidence interval)

No significant correlation was found between CDRS
and a psychotic symptom scores (positive, negative,

general and total PANSS scores) neither in SDS nor
SDD categories of schizophrenic patients (Table3).

Table (3): Correlating CDRS scoreto PANSS subscal es scores in schizophrenic patientswith SDS and SDD

CDRS Score
SDS
Positive 0.169
Negative -0.155
General 0.051
Total 0.032
SDD
Positive -0.122
Negative 0.098
General 0.092
Total 0.048

SDS means Sub Syndrome Depressive Symptoms; SDD means Syndrome Depressive Disorder, CDRS means Calgary
Depression Rating Scale, PANSS means Positive and Negative Symptoms Scale; P value is significant at<0.05 and

highly significant if <0.01

In testing the previous correlation against duration and
course of schizophrenia, no significant correlation has
been found between CDRS total score and any of the
psychotic symptoms in acute schizophrenia. All
PANSS subscales scores except for the positive
subscale were significantly correlated with CDRS total

score in chronic schizophrenia. In  remittent
schizophrenia, CDRS total score was not significantly
correlated with any of the psychotic symptoms
subscales scores. In continuous schizophrenia, positive,
general and total PANSS scores were significantly
correlated with CDRS total score (Tabled).

Table (4): Testing the correlation between CDRS scor e and PANSS subscales scor es against duration and course
of schizophrenia

| CDRS Score

Acute Schizophrenia

Positive

0.044

Negative

0.158

General

0.076

Total

0.096

Chronic Schizophrenia

Positive

-0.057

Negative

0.147

General

0.198

Total

0.129

Continuous Schizophr enia

Positive

-0.181

Negative

0.173

General

0.176

Total

0.080

Episodic Schizophrenia

Positive

0.006

Negative

0.128

General

0.251
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Total

| 0.175

Remittent Schizophrenia

Positive

-0.099

Negative

0.072

General

-0.005

Total

-0.018

CDRS means Calgary Depression Rating Scale. PANSS means Positive and Negative Symptoms Scale; P value is

significant at <0.05 and highly significant if <0.01.

Factor analysis was carried out on PANSS symptoms
in the SDS group of patients as measured by CDRS in
order to ascertain if a smaller number of symptoms
than the individual scale items could still account for
the variance seen. Values are correlation coefficients to
the principal component. The higher the value of the
coefficient the more the contribution of this variable to
the corresponding principal component is found. It was
apparent that conceptua disorganization, al negative
symptoms except for blunted affect and poor rapport,
and all general symptoms except for guilt feelings,
mannerisms and  posturing, depression, motor
retardation, unusual thought content, disorientation,
and active socia avoidance were significantly
correlated to the first component. Only delusions and
suspi ciousness/persecution were correlated
significantly to the second component. No PANSS
symptoms were correlated to the third components.
Conceptual disorganization to be the highest positive
psychotic symptom, emotional withdrawal to be the
highest negative psychotic symptom and disturbance of
volition to be the highest general psychotic symptom
correlated to the principal component. Delusions were
the least positive psychotic symptom, blunted affect
was the least negative psychotic symptom, and motor
retardation was the least general psychotic correlatesto
the principal component.

In contrast, factor analysis done on PANSS symptoms
in the SDD group of patients as measured by CDRS
revealed that all negative psychotic symptoms, general
psychotic symptoms, and positive psychotic symptoms
except for delusions and grandiosity were significantly
correlated to the first component. No PANSS
symptoms were correlated to both the second and third
components. Conceptual disorganization to be the
highest positive psychotic symptom, lack of
spontaneity and flow of conversation to be the highest
negative psychotic symptom and disturbance of
volition to be the highest general psychotic symptom
correlated to the principal component. Grandiosity was
the least positive psychotic symptom, blunted affect
was the least negative psychotic symptom, and
mannerisms and posturing were the least genera
psychotic correlates to the principal component.
Discriminate canonical analysis extracted two
functions to discriminate between the ND and SDS
groups (Function 1) and SDS versus SDD groups
(Function 2) in function of psychotic symptoms
(positive, negative, general and total PANSS score)

using CDRS classification cut off points. Delusions,
guilt feelings, depression, motor retardation,
disturbance of valition, active social avoidance can
significantly discriminate between different types of
depression among schizophrenic patients. Function 1
discriminating ND from SDS is dominated by
delusions and disturbance of volition that were more
evident in SDS than in ND group (canonical
discriminate function coefficient (C) =-0.340 and -
0.437 respectively), whereas guilt feelings, depression,
motor retardation and active social avoidance were
more evident in the ND. Function 2 discriminates
between SDS and SDD revealing guilt feelings and
motor retardation less represented in SDS group and
more evident in SDD group (C=-0.596 and -0.389
respectively). (Tableb).

Table (5) shows standar dized canonical
discriminate function coefficientsfor discriminate
analysisincluding psychotic symptomsfor the 3
depression groups (ND, SDS, and SDD) by CDRS
among schizophrenic patients

Function

CDRS 1 >
Delusions -.340- .392
Guilt Feelings 489 -.596-
Depression .685 241
Motor Retardation .282 -.389-
Disturbance of Valition -437- .188
Active Social Avoidance .183 791
Wilks' Lambda .699 .906

ND means No Depression neither symptoms nor
disorder, SDS means Sub Syndrome Depressive
Symptoms, SDD means Syndrome Depressive
Disorder, CDRS means Calgary Depression Rating
Scale, Function (1) discriminates between ND and
SDS. Function (2) discriminates between SDS and
SDD. P value is significant at <0.05 and highly
significant if <0.01

The discriminating ability of the canonica extracted
functions, could correctly classify 60.3% of cross-
validated depressive grouped cases as measured by
CDRS. The functions shown on the graph are linear
combinations of the best group of predictors as
selected by the step-wise discriminate function analysis
(Figurel).
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Figure (1): Discriminate function graph classifying
depression groups of schizophrenia patients
according to psychotic symptoms
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The functions of the discriminate analysis are such that
all the subjects in one group will have high values of
the function whereas all the subjects in the other group
will have low values.

Discussion

The present study extends previous research in a
number of significant ways. First, it employs a cross
sectional design to compare depression in different
courses and duration of schizophrenia at the same time
in order to be specific and accurate in characterization
of each. Overdl, research indicates that
schizophrenia's course over time varies considerably
from person to person * and varies for any one person
%, Comparing depressive symptoms longitudinally in
the same person led to finding depressive symptoms
highly prevalent in all courses the same®.

Second, it adopted the ICD-10 research diagnostic
criteria in determining the schizophrenic course and
differentiated between course, outcome, and duration
in categorizing schizophrenic patients. Previous studies
confused those categories by defining acute
schizophrenia as first episode or psychotic relapse or
exacerbation of psychotic symptoms®, and by defining
chronic schizophrenia as stable patients free of
psychotic symptoms or remittent patients or patients
resistant to treatment*.

Third, it widens the scope of the schizophrenic sample
allowing the inclusion of different ages, duration,
courses, placements, and types of schizophrenia. Some
studies specified the studied sample of schizophrenic
patients by certain demographic and clinical groups®.
Fourth, it used depression measuring scale specificaly
designed for the assessment of depressive symptomsin
schizophrenia (CDRS). In addition, our study
depended on clinician rating scales taking into account

observable signs, as most schizophrenic patients had
impaired ability to recognize their symptoms and
functional deficits *. Previous research depended
mainly on patient self-rated scale which focused on
measurement of changes in subjective mood rather
than objective observed one™.

Finally, no previous study was concerned with such
features of depression in schizophrenia, e.g. what are
the categories of depression in schizophrenic patients
and are the schizophrenic patients differing according
to their depression? Can depressive symptoms
differentiate between acute and chronic schizophrenia
and between different courses of schizophrenia? Are
depressive symptoms correlated with psychotic
symptoms in schizophrenia? Could Psychotic
symptoms discriminate between different categories of
depression in schizophrenia?

The most common type of schizophrenia was paranoid,
followed by undifferentiated, residual, catatonic and
simple schizophrenia in order of prevalence. Typical
and atypical antipsychotic drugs were nearly equally
used (62.1% and 61% respectively), and only 11.4%
received anti-depressants and 17.9% received mood
stabilizers. Only 14.3% of patients had been subjected
to current ECT and 32.2% to past ECT. This reflects
our practice in management for schizophrenia which
neglects detection and treatment of depression of
schizophrenia. In other studies, 30% of inpatients and
43% of outpatients with schizophrenia receive
antidepressant treatment. Recent evidence suggests that
combination antidepressant treatment and ECT may
not be any more effective than antidepressant treatment
alone and ECT may be more efficacious overall %.

The most common depressive category in our
schizophrenic sample was the depressive disorder
(SDD, 39.2%), followed in order of prevalence by the
no depression category (ND, 33.2%) and the
depressive symptoms category (SDS, 27.5%). This
means that, depression as a disorder was more freguent
than as symptoms in our schizophrenic sample. This
goes with Buckley et a. ® who estimated that
comorbid depression occurs in 50% of schizophrenic
patients and Miiller et a. 3 who found no depression in
31% of schizophrenic patients.

In comparing schizophrenic patients with the three
categories of depression, patients with depressive
disorder (SDD) were significantly characterized by
being older, of female sex, jobless, and significantly
associated with chronic duration and continuous
course. This pointed to its closeness to primary
depression and its association with poor outcome in
schizophrenia® *.

On the other hand, schizophrenic patients with
depressive symptoms (SDS) in our sample were
significantly characterized by being inpatients and
significantly associated with continuous course. This
may conclude that, depression even in its sub-threshold
form could be a clinica marker for severity in
schizophrenia. In addition, nature of depressive
symptoms may warrant psychiatric admission even in
the presence of cold psychotic symptoms>.
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No previous study characterized schizophrenic group
with zero score on depression scales. However, in our
sample those patients were significantly characterized
by being of urban original residence, more associated
with acute duration and remittent course with the
lowest negative, general and total PANSS subscales
scores. Again, this supports the association between
depression and poor outcome and increased severity in
schizophrenia™. Being not characterized by the lowest
positive subscale score on PANSS denotes that
pathogenesis of depression in schizophrenia is not
secondary to the presence and/or nature of positive
psychotic symptoms 2,

The three groups of depression (SDD, ND, SDS) did
not differ in social class, years of education, marital
status, past history of psychiatric illness, current co-
morbid medical illness, past / current history of ECT,
past history of psychiatric admission, current
psychotropic treatment, and positive PANSS subscale
score. This means that depression in schizophrenia was
neither accurately detected nor properly treated and it
is related to the core of schizophrenic process rather
than being a reflection of other social, demographic
and/or other clinical factors ®. Again as previously
mentioned, it assures that depression in schizophrenia
is not secondary to the presence and/or nature of
positive psychotic symptoms*® %,

The clinical depression seen in acute schizophrenia
(12.5%) differed significantly from that seen in chronic
schizophrenia (87.5%) both in quantity and quality.
Depression was significantly positively correlated with
duration of schizophrenia, i.e. the more the duration,
the higher the depression both in quantity and quality.
This was evident from our findings that, all depressive
symptoms were more frequent in  chronic
schizophrenic patients who aso had significantly
higher means of CDRS (6.366.0 to 1.88%4.1)
depression scores with significantly more numbers of
depressive symptoms (4 to 1) than acute one. This
disagreed with Heald et a ? who found that total
Hamilton Depression Scale (HAMD) and Beck
Depression Inventory (BDI) scores were significantly
greater for both the acute schizophrenic and primary
depression  groups compared  with  chronic
schizophrenic group with the total scores for acute
schizophrenia and primary depression being similar.
This could be explained by the conflicted definition
used for what acute and chronic means in both studies.
In our study it depended on duration of schizophrenic
illness, in their study, the discrimination between what
is acute and what is chronic was poorly defined 2.
Quality of depressive symptoms was significantly
different between chronic and acute schizophrenia.
Self depreciation was the most characteristic
depressive symptoms of acute schizophrenia and
hopelessness was the most characteristic one for
chronic schizophrenia. On the other hand, pathological
guilt was the least characteristic depressive symptoms
of acute schizophrenia and suicide was the least
characteristic one for chronic schizophrenia. This
highlights an observation that, depression in
schizophrenia followed the cognitive theory of
depression "learned helplessness hopelessness' which

stated that inferred negative characteristics about the
self are postulated to contribute by time and interaction
with stress to the formation of hopelessness * *. In
addition, it is apparent that pathogenesis of depression
in schizophrenia differ from that of "post psychotic
depression” which mainly depend on regaining insight
and sense of demoralization *. Guilt and suicide are
usually depressive symptoms related to recovering
insight in schizophrenic patients® *.

In this study, careful analysis of depressive symptoms
showed quantitative rather than qualitative difference
between the three courses groups of schizophrenia. The
most common course in our sample was the episodic
(43.1%), followed in order of prevalence by the
continuous (38.4%) and the remittent (14.3%).
Continuous course had the highest depression score
than other courses. All depressive symptoms were
more frequent than in episodic and/or remittent
courses. The number of depressive symptoms was 4 to
3 to 3 in continuous, episodic, and remittent course
respectively. Comparing the quality of depressive
symptoms in the three courses of schizophrenia, we
had found that, no statistical significant difference
regarding the prevalence of the following symptoms;
depressed mood, guilt, ideas of reference, morning
depression and observed depression. This highlighted
the association between depression and duration rather
than course of schizophrenia, however it needs further
evaluation.

Regarding the correlation between depression and
psychotic symptoms, it was only found with the
continuous course and chronic duration of
schizophrenia. In continuous schizophrenia, positive,
general and total PANSS scores were significantly
correlated with CDRS total score. In chronic
schizophrenia, depression was correlated to all
psychotic symptoms except positive ones. This was
against the research statement that, by time many
schizophrenic people learn successful ways of
managing even severe symptoms to moderate their
disruptiveness to daily life * and the clinical
observation that earlier years with the schizophrenic
illness are often more difficult than later ones®.
However, this goes with Heald et a % who found a
significant association between the BDI total score and
negative subscale on PANSS and between the HAMD
total score and PANSS general symptoms subscale
score in chronic schizophrenia

It was apparent that studies examining the overlap
between depression and classical schizophrenia
symptoms total scores have reported contradictory
findings. One possible explanation for inconsistent
findings is the fact that depresson may be a
multidimensional entity, with potentially different
dimensions in schizophrenia and other psychiatric
disorders™ .

Principal components factor analysis was performed
with the PANSS items. Principal components
extraction estimated three components. The second and
third components were poorly defined as only zero to
two items was defined. It revealed some qualitative
differences between SDD and SDS regarding PANSS
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symptoms, however failed to specify selective subsets
of PANSS symptoms associated with each.

It was observed that conceptual disorganization,
delusions, suspiciousness/persecution, grandiosity,
blunted affect, mannerisms and posturing, poor
rapport, and motor retardation are psychotic symptoms
sensitive to depression, yet it need further anaysis.
However, these symptoms were far away from those
differentiated negative from depressive symptoms
which include hopelessness, suicidal thinking,
subjectivelow mood, retardation, anxiety *.
Discriminate canonical analysis confirmed that, by
finding delusions, guilt, depression, motor retardation,
disturbance of volition, and active social avoidance as
PANSS symptoms, we can significantly discriminate
between different types of depression as measured by
CDRS. In addition, canonical analysis proved that,
SDS group was correlated to delusions and disturbance
of volition; ND group was correlated to quilt,
depression, motor retardation and active socia
avoidance, and SDD group was correlated to guilt and
motor retardation.

Our results from both factor analysis and discriminate
canonical analysis supported El Yazaji et a ** who
concluded that PANSS evauation itself may be
sufficient to give a correct approximation of the
depression in patients with schizophrenia. However,
depression scales are of course needed to assess
specifically depressive symptoms in patients with
schizophrenia; hence, the CDSS could be a more
specific instrument than other scales like HAMD
and/or BDI 2%,

Limitations

This study had some limitations: 1) the relative small
sample sizein relation to the objectives of the study, 2)
not using BDI and/or HAMD as a comparable scale for
measuring depression, as they were found to be
effective with specific pattern of schizophrenia, 3) the
gathering of some types of courses of schizophrenia as
the number in each course type was not enough for
statistical comparison.

Conclusion

Schizophrenia should be properly categorized in order
to study its depressive features. Duration rather than
course of schizophrenia is a risk factor for depression
in schizophrenia. CDRS is sensitive and specific
instrument for assessing depressive symptoms in
schizophrenia

Recommendations

CDRS should be considered as an essentia step in
evaluation of schizophrenic patients in order to detect
true positive depression so appropriate early
intervention provided. Sub-threshold psychiatry still
needs further analyticadl rather than descriptive
research.
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Abstract

ackground and objectives In spite of its high incidence, post-stroke depression (PSD) is still under diagnosed

and the risk factors for its development have not been clearly delineated. The present study was set to detect
different predictors for the development of PSD and assess potential risk factors influencing the occurrence of the
condition while also examining the consequences of its severity. Patients and methods: 120 Egyptian stroke patients
were administered the Mini International Neuropsychiatric Interview (M.I.N.l.) and a thorough neurological
examination and CT scan or MRI for localization of the lesion. Other measurements were Hamilton Rating Scale for
Depression (HAM-D), Barthel Index (B.l) for activity of daily living assessment, Quality of Life Depression Rating
scale (QLDR) and Caregiver Strain Index (CSl) for assessment of the stress level. Results: We report that the main risk
factors for the development of PSD in the study sample were male gender (63%), younger age group, frontal lesions
irrespective of the side (35%), presence of stressful life events (22%) and presence of post-stroke functional
impairments (73%), whereas the main factors affecting the severity of PSD included female gender (77.2%), lower
socioeconomic class (70.4%) and the severity of post-stroke functional impairments (90.9%). We also report that the
main consequences of PSD encountered were significant impairment of the quality of life (QOL) and significant
increase of caregiver stress compared to a non PSD group (p<0.001). Conclusion: We conclude that PSD should be
carefully evaluated in all stroke patients and recommend further prospective studies targeting the immediate and remote

complications of PSD.

Key words: post stroke, depression, risk factors, cerebrovascular stroke, quality of life, localization.
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Introduction

The most commonly reported psychiatric illnesses
complicating the post-stroke period in the literature are
post-stroke depression (PSD) and post-stroke dementia
(PSDem), which may present simultaneously with
overlapping mood and cognitive symptoms. *

Previous studies have shown a large variation
concerning the frequency of PSD, depending on
whether patients are examined in hospital or in
community surveys and whether they are studied
during the acute post-stroke period or many months
after stroke. ? This indicates that prevalence clearly
varies over time with an apparent peak between three
to six months after stroke and subsequent decline in
prevalence at one year reaching about 50% of initial
rates. >4

Patients assessed during the sub-acute phase may bein
aperiod of transition during which they are attempting
to adjust to the consequences of stroke. Depression
then may simply be a reflection of the difficulties
associated with this transition. ®

The etiology of PSD seems to be multi-factorial
including both pre-stroke personal and socia factors,
stroke induced psychological reactions and organic
backgrounds. Understanding PSD in terms of causa
complexes would allow clinicians to monitor patients
at risk of developing PSD. ©

Nevertheless, the risk factors for the development of
PSD have not been clearly delineated. Hackett and
Anderson’ reported data from a total of 21 studies
pointing to physical disability, stroke severity and
cognitive impairments as most consistently associated
with depression. At the same time, evauation of the
patient's living situation, level of socia support and

cultural variables are also critical. Careful attention to
caregivers and family membersis crucial. ’

Others reported that the risk for depression among
individuals aged 65 or over, living in the community
and who have experienced a stroke two years
previously, is six times greater than for their stroke-
free counterparts. ®

Many studies have shown that left anterior brain lesion
is the most important predictor of major depression in
the acute phase, but there were aso opposite claims
that anatomical regions have no effect on the
prediction of stroke. Even if the site and size of the
brain lesion in stroke were significantly correlated with
depression, it is difficult to determine whether
depression is due to the clinical consequencesof stroke
or due to neurophysiological changes that may lead to
depression. ®

Other reports have suggested that psychosocia risk
factors including age, sex and functional impairments
are greater contributors to the development of PSD
than lesion location. * °

Furthermore, research reported conflicting results
regarding marital status as some studies suggested that
marital status was significant on depression severity
index . However, Morris et a. *? reported that marital
status was not a risk factor for PSD %2,

Similarly, Andersen et a.*®* reported that
socioeconomic status (SES) had no influence on the
risk for post-stroke depression while other researchers
found lower SES was arisk factor for PSD ** %>,
Concerning gender, the results of some studies
supported the association between female sex and PSD
16,17 whereas others do not® *8, However, there may be
rea differences between men and women in the
relative importance of risk factors for PSD. Among
men, physical impairment may be a more influentia
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risk factor while among women previous history of
psychiatric disorder may be more important °.

While prior socia distress was positively associated
with PSD in one study, defined in terms of “social
loss” in the six months prior to stroke™ others reported
that the severity of initial neurological deficit is the
single most important predictor of the development of
depression within one year of stroke™.

In most of the studies on quality of life (QOL) in
stroke patients, depression and physical disability were
found to be the main predictors of poor QOL*. For
improving QOL, a comprehensive care plan for
patients aimed at reducing physical dependence and
ameliorating  depressive  symptoms could be
recommended®.

The importance of understanding the complex
relationships between caregiver and patient outcomes
is increasingly realized. As it is possible caregivers
may affect stroke patients' recovery and, conversely,
stroke patients may affect caregivers strain. Other
factors that may influence caregiver strain include
amount of time spent helping the patient. %

In this study, we will assess different predictors of
PSD, study the contributions of these factors to the
severity of depression and investigate the impact of
PSD on the quality of life of patients and the stress of
care giversin an Egyptian sample of stroke patients.

Subjectsand M ethods

Patient selection

120 unilateral stroke patients and their primary care
givers were recruited from the inpatient wards and
outpatient clinic of the neuropsychiatry department of
Ain Shams University Hospitals. Patients were
selected based on the site of the lesion into right
hemiplegic and left hemiplegic groups then according
to the presence of depression into PSD group and non-
depressed group to yield a final of four groups each
consisting of 30 patients, which was a pre determined
number set by the researchers of the study beforehand
that was deemed to give valid results. Therefore, each
stroke patient was subjected to clinica and
radiological assessment and was placed accordingly in
the right or left hemiplegic groups. Diagnosis of
depression was done through psychiatric interviewing
using the Mini Internationa Neuropsychiatric
Interview (MINI, 22) to place each patient in the right
hemiplegic depressed/non-depressed groups or left
hemiplegic depressed/non-depressed groups.  All
patients fulfilling the inclusion criteria and consenting
to participate in the study were included. When each
group reached the agreed number of 30 patients, the
researchers stopped recruiting patients for that specific
group. A total of 187 patients were seen before the
preset number in all four subgroups was attained.

All patients fulfilled the following criteria: they gave
informed consent to participate in the study together
with their caregivers; they were Egyptians; they had a
cerebro-vascular stroke in the past one to six months;
and, their age ranged from 40-65 years. Both sexes
were included. Patients having history of mood
disorder or any other psychiatric disorder, history of
dementia or non-communicable aphasia, severe
medical diseases that affect the general condition,

double stroke, or neurodegenerative disorders were
excluded from the start. Selected patients were
subjected to the following: thorough neurological
clinica examination, CT scan (Brain Computerized
Tomography) or MRI (Magnetic Resonance Imaging)
for localization of the lesion, structured psychiatric
interview  using  MINI  (Mini  International
Neuropsychiatric  Interview) for diagnosis of
depression . The Hamilton Rating Scale for
Depression was used for assessment of the severity of
the disorder in depressed patients %. Assessment of
activity of daily living was via the Barthel Index (BI)*
and assessment of Quality of Life was via Quality of
Life Depression Rating scale (QLDR)?. Patients were
divided into five distinct socia classes based on the
occupation according to Davies classification of
1975.%°

The study lasted for three years from May 2006-May
2009. All patients who fulfilled the inclusion criteria,
matched the required profile for each specific group
(i.e. right/ left sided, depressed/ non-depressed) and
consented to participation in the study along with their
caregivers were included in the study.

Care givers. The closest family member caregiver
who spent at least 12 hours daily with the patient was
selected and subjected to the Caregiver Strain Index
(CSl) for assessment of the stress level. %’
Psychometric tools used in the study

e Mini International Neuropsychiatric Interview
(M.I.N.]) is a short structured diagnostic interview
to diagnose post-stroke depression. MINI-Arabic
was validated by Ghanem et al., in 2002. > %

e The Barthel Index (Bl) measures functional
independence in the domains of personal care and
mobility. It is a 10 item questionnaire with 4 point
scoring. The maximum score is 100 with scores O-
20 indicating totally dependent, 25-50 severely
dependent, 55-75 moderately dependent, 80-95
slightly dependent, 100 non-dependent. #*

e Quality of Life Depression Rating scale (QLDR)
is a self assessment rating scale, which was either
read aoud to the patients or filled directly by them
depending on their neurological condition. This
scale consists of 34 items assessing different
aspects of quality of life. The Arabic version used
was translated by Magda et al., 1997.

e TheHamilton Rating Scale for Depression (HAM-
D) is utilized to assess severity of depression for
those diagnosed as having a depressive disorder. It
is a commonly used -observer rated- depressive
symptoms rating scale. 2

e The Caregiver Strain Index (CSl) is a 13-question
tool that measures strain related to care provision
in the following domains: Employment, Financial,
Physical, Social and Time. Positive responses to
seven or more items on the index indicate a greater
level of strain. %

e Davies Social Class Classification divides patients
into five social classes based on the occupation of
patients as. Class |: professional, Class IlI:
intermediate or semi professional, Class IlI:
skilled, Class IV: semi-skilled, Class V:
unskilled.?
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Statistical Analysis

Data were collected and analyzed using Primer of
Biostatistics, version 5. The dsatistical procedures
included: Descriptive dtatistics using mean and
standard deviation, analytical statistics using mean and
Student's t-test and Chi sguare, Pearson Correlation
coefficient for independent variables, analysis of
variance (ANOVA) for three or more values. The P
value identifies the level of significance as p<0.05
significant, p<0.001 highly significant.

Results

Our results showed that in the depressed group (both

right and left hemiplegics), 63.3% were males (n=38)
compared to 36.6% who were females (n=22). There
was a highly significant difference in gender
distribution with males being predominant in the
depressed group. The mean age of the post-stroke
depression group was 54.96 +4.8 compared to
58.43+4.4 showing a statistically significant younger
age in the depressed group (p<0.05). No statistical
significance was detected regarding social class or
marital status. The demographic data of the sample is
shown in table 1.

Table 1 showing the demographic characteristics of the studied groups

Non-depressed Patients
Variable Depressed patients group group X? P value
Number % Number %
Male 38 63.33 18 30
Femae 22 36.67 42 70 13.39 <0.001
Class| 0.0 0.0%
Classl| 3 5% 4 6.6 0.54 >0.05
Class|II 7 11.67 11 18.3 1.04 >0.05
ClassIV 25 4167 22 36.3 0.56 >0.05
ClassV 25 4167 23 383 0.13 >0.05
Single 1 1.67 0 0.0 1.0 >0.05
Married 56 93.3 57 95 0.15 >0.05
Divorced 0.0 1 167 1.0 >0.05
Widowed 5.0 2 3.33 0.2 >0.05
When analyzing any possible relation of the hemiplegic patients, no significance was found related

anatomical site of the lesion to depression, the
depressed group had a statistically significant frontal
lesion compared to the non-depressed patients p<0.05.
However, when comparing right to left depressed

to the side of the lesion, denoting the importance of
frontal lesion irrespective of right or left sided as
shown in table 2.

Table 2 showing the anatomical site of thelesion in the studied group

Depressed patients

Non-depressed patients

VETER Number % Number % x? P
Frontal 21 35 8 13.33 5.07 <0.05
Parietal 12 20 10 16.67 0.22 >0.05
Tempora 13 21.67 19 31.67 153 >0.05
Occipital 10 16.67 18 30 2.98 >0.05
sub cortica 4 6.67 5 8.33 1.20 >0.05
Depressed Depressed
Variable Rt. Hemiplegics Lt. Hemiplegics X2 p
Number % Number %
Frontal 9 30 12 40 0.66 >0.05
Non frontal 21 70 18 60
On comparing the effect of other medica (Patients were asked about the presence of social,

comorbidities (cardiac diseases or diabetes mellitus) on
depression, no statistical significance was found
between the depressed group and the non-depressed
group. However, when comparing the presence of
psychological stressor prior to the onset of depression

occupational or life stressors that they perceived)
21.7% of the depressed patients reported a previous
stressor compared to 8.3% of the non-depressed group
as shown in table 3.
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Table 3 showing the effect of medical and psychological stressorson the studied groups

Cardiac 13 21.67 7 11.67 20 16.67
Non-car diac 47 78.33 53 88.33 100 8333 | 216 >0.05
Diabetic 21 35 23 38.33 44 36.33
Non-diabetic 39 65 37 6167 76 6333 | 914 | >005
Psychological stress 13 21.67 5 8.33 18 15 418 <0.05
No stress 47 78.33 55 91.67 102 85

When analyzing the effect of functiona independence
as measured by Barthel's Index, the mean score of the
depressed group was 37.18+15.15 compared to
74.25+14.04 showing a highly significant statistical
difference between both groups (p<0.001) with the
depressed group showing much lower scores denoting
more dependence. We stratified patients of both groups

by their functional abilities. It was found that a
statistically higher number of patients of the depressed
group was in the totally to moderately dependent level
(p<0.05 and<0.001) compared to higher number of
non-depressed patients in the non-dependent level as

shown in table 4.

Table 4 showing the functional levels detected by Barthel's Index of both groups

Totally dependent 11 18.33 3 5 517 <0.05
B.I (0 -20)
Severely dependent 33 55 12 20 15.68 <0.001
B.l (25 - 50)
M oder ately 10 16.67 36 60 23.83 <0.001
dependent
B.I (55 -75)
Slightly dependent 6 10 4 6.67 0.43 >0.05
B.1(80- 95)
Non dependent 0 0.0 5 8.33 5.21 <0.05
B.1(100)

On comparing the quality of life of depressed versus
non-depressed patients, it was found that depressed
patients had a mean score of 28.75+2.39 whereas the
non-depressed patients had a mean score of 7.78+ 3.59
demonstrating a very highly significant difference
where higher scores denoted worse quality of life

Similarly, when stratifying patients according to their
impairment in quality of life, it was evident that 95%
of depressed patients had severe to very severe
impairment in their quality of life compared to 100%
of non-depressed patients having mild to moderate

impairment detailed in table 5.

<

compared to non-depressed patients (p<0.001).
Table 5 showing the levels of impairment among both groups measured by
the quality of life depression rating scale
I mpair ment Depressed patients Non-depressed
Number % Number %
Mild 0 0.0 45 75 72
(0-10)
M oder ate 3 5 15 25 9.4
(11-20)
Severe 41 68.33 0 0.0 62.3
(21-30)
Very Severe>30 16 26.67 0 0.0 18.5

When comparing the stress of the caregivers among
both depressed and non-depressed groups by the
Caregiver Strain Index, it was evident that there was a
highly significant higher mean stress score among care
givers of the depressed group 9.23+2.77 compared to

3.46+2.05 in the caregivers of the non-depressed group

(p<0.001).

Within the depressed group, we compared the severity
of depression (via HAM-D) to the gender of the
patients and found that 77% of the females included in
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the study fell in the moderate to severe depression

grade; shown in table 6(a).

Table 6(a) showing the relationship between severity of depression and gender

Depression severity Mild Moderate Severe Total
10-13 1317 >17
e No 9 12 17 38
e % 23.68 31.58 44.74 63.66
No 3 2 17 2
Female % 13.64 9.09 77.27 36.67
No 12 14 34 60
Total
ot % 20 23.33 56.67 100
X2 0.88 3.04 6.01
P >0.05 <0.05 <0.05

Similarly, we compared the severity of depression to
the social class of the patients and found a very highly
significant association between moderate to severe
depression and lower socia classes as 100% of those

having moderate depression and 70.4% of those having
severe depression belonged to classes IV and V as
shown in table 6 (b).

Table 6(b) showing therelationship between severity of depression and social class

Mild Moderate Severe Total
Social class depression depression depression X? P value
Number % Number % Number %  Number %
| 0 0.0 0 0.0 0 0.0 0 0.0
I 0 0.0 0 0.0 3 8.82 3 5 242 >0.05
Il 0 0.0 0 0.0 7 20.59 7 1167 6.06 <0.05
v 2 16.67 3 21.43 20 58.82 25 41.67 9.56 <0.001
Vv 10 83.33 11 78.57 4 11.67 25 4167 289 <0.001
total 12 20 14 23.33 34 56.67 60 100

Finally, we compared the severity of depression to the
degree of functional impairment and we found that
100% of moderately to severely depressed patients
(N=34) were totally to severely dependent in activities
of daily living. By simple linear correlation between

Table (7) showing thereationshi

between severity of d

severity of depression by (HAM-D) score and activity
of daily living according to Barthel Index, a negative
statistical correlation was found (r=-0.76, p<0.05) as
shownintable 7.

ression and impair ment of functionin

Totally dependent 1 91 0 0.0 10 909 11 183 6.73 <0.05
B.I (0 -20)
Severely dependent
B.I (25 - 50) 3 91 6 182 24 727 33 55 8.54 <0.05
Moderately
dependent 4 40 6 60 0 0.0 10 16.6 16.1  <0.001
B.I(55 - 75)
Slightly dependent
B.I(80 - 95) 4 66.7 2 333 0 00 6 10 11.3  <0.0001
Non-dependent 0 00 0 0.0 0 0.0 0 0.0
B.I(100)
Total 12 20 14 233 34 56.7 60 100
Discussion than women. Indeed, they found a greater frequency of

In our study we found a statistically significant higher
prevalence of PSD in males (63.3%) compared to
females (36.6%) indicating that male gender
represented a risk factor for post-stroke depression.
This finding concurs with the results of Morris et al. %
who suggested that men were at higher risk for PSD

depression among men with greater physical disability
than among men with less severe impairment. On other
hand, it contradicted previous studies which suggested
that female gender is associated with an increased risk
of PSD. '® % 3L % Nevertheless, we would wish to
highlight that most of the studies discussing this issue
were conducted in western countries where gender
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roles are culturaly different when compared with
Egyptian society where men are regarded mostly as the
sole supporters of the family.

To investigate this point about gender further, we
analyzed the severity of depression compared to the
gender of the patients. We found a higher degree of
severe depression in females (77.2%) as compared to
males (44.7%). Additionally, 54.2% of the studied
males had mild to moderate depression. These findings
indicate that the severity of depression but not its
occurrence may be related to female gender. Our
findings were similar to Kornstein et a. * who
concluded that women report more severe and/or a
higher number of depressive symptoms, especialy on
self-report instruments; yet others, such as Van
Zandvoort et a. * reported no association between
severity of depressive symptoms and gender. Plausible
explanations for this observed gender difference ranges
from the effects of recall, social roles and cultura
norms, and adverse life eventsto different exposure to
gonadal hormones, dysregulation of the adrena axis,
and genetic factors *. We agree with those authors
who point out that females are generally more prone to
depression and postulate further that Egyptian PSD
females might be expected to suffer more depression-
related, help-seeking behavior because societa
expectations are that males are "stronger".

In relation to age, our study found a statistically
significant association between young age and post-
stroke depression. Our findings agree with authors
reporting that younger age was linked to PSD. °° Yet
research results are still contradictory regarding age as
a risk factor for post-stroke depression as Van
Zandvoort et a. * found that there was no association
between severity of depressive symptoms and age. Our
explanation for the results are that younger patients are
more responsible for increasing the income of the
family while older patients are usually dependent on
their fixed pension making the impact of physica
disability due to stroke less stressful aso the difference
of definition of old and young age groups between
various studies can be accountable.

In our study, there was no satisticaly significant
association between the presence of post-stroke
depression and social class among depressed and non-
depressed patients, while depression severity did
associate with social class as al (100%) moderately
depressed patients and 70.4% of severely depressed
patients belonged to the lower socia classes (Il and
IV), this finding agrees with Rugulies et a. * who
reported that among men, job insecurity predicted
severe depressive symptoms. This finding indicates
that work and income influenced the risk of developing
severe depressive symptoms and that different factors
play a role for men and women. Vincent™® found a
clear relationship between worsening socioeconomic
circumstances and depression in a prospective cohort
study. In his study, socioeconomic factors were
assessed with regard to material standard of living,
education, employment status and socia relationships.
A lowering in materia standard of living was
associated with increases in depressive symptoms.

Our results showed no differences regarding the
marital status and the occurrence of depression in post-
stroke patients. This result contradicted findings that
married people enjoy the benefits of social support,
immediate intimate emotional support,
and economic support, as well as having lower
morbidity and mortality rates * and that scores on
depression scales were lower in the married patients
than in the non married patients. ** However, this can
be attributed to our sample characteristics as more than
90% of both depressed and non-depressed groups were
married. Equal representation of the single, divorced
and widowed groups is needed before reaching solid
conclusions.

Furthermore, we found that 35% of the post-stroke,
depressed patients had frontal lesion compared to 13%
of post-stroke, non-depressed patients which indicates
that frontal lesion did associate significantly with the
presence of depression. However, it did not
significantly associate with the lateralization of the
lesion. This was in accordance with other studies
reporting that the proximity of the lesion to the inferior
frontal region of the hemisphere, irrespective of the
side, is associated with increased incidence of PSD and
that injuries to the frontal region of the cortex produce
the greatest vulnerability to post-stroke mood
disorder.®

In addition, we found that 21% of the post-stroke,
depressed patients had cardiovascular disease
compared to 13% of post-stroke, non-depressed
patients showing no significant difference. This agrees
with many authors who reported no association
between heart diseases and PSD** *+* and contradicts
other authors who reported increased incidence of
depression. ** * However, this might be attributed to
the fact that patients with severe cardiovascular
diseases were excluded from the beginning of the study
to prevent confounding effects. Similarly, we could not
find any significant association between pre-stroke
diabetes mellitus and presence of PSD which was in
accordance with Kales et a., * who reported no
significant association between PSD and pre-stroke
physica illness as diabetes mellitus in a sample of
elderly cerebrovascular stroke patients. **

Nevertheless, when investigating pre-stroke stressful
life events we found that 22% of the post-stroke,
depressed patients had pre-stroke stressful major life
events such as deaths, divorce, excess responsibilities,
lack of money, unemployment, etc, compared to only
8% of post-stroke, non-depressed patients. These
findings indicated that post-stroke depressive disorder
is significantly associated with the presence of
psychological stress. Our finding supported other
studies reporting that moderate to severe life events
predicted greater severity of major depression; ** and,
that patientswith major depression differed from those
with minor depression, not only on number and
severity of depressive symptoms, but aso on life
stressors and social support. +*

On studying the effect of functional impairment on
PSD, we found that 73% of stroke patients with
depression were totally to severely dependent in
activities of daily living compared to only 25% of non-
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depressed stroke patients, which represents a three-fold
increase. Our findings indicate that depressive disorder
is highly prevalent among patients with greater
functional impairment. This was consistent with
previous studies '* *° that reported the severity of initial
neurological deficit is the single most important
predictor of the development of depression within one
year of stroke. Aben et a., * aso found a positive
correlation between the level of functional impairment
and PSD in his study on 34 patients as he reported that
all moderate to severely depressed patients were totally
to severely dependent in activities of daily living.
Similarly, our findings reveal a highly significant
association between depression severity and the degree
of neurological deficit deducing that functional
impairment represented a risk factor for severe PSD,
which is in accordance with results of Lai “and Zhao
et al., “° reporting that the degree of depression in PSD
is positively correlated with the degree of post-stroke
neurological deficit.

Additionally, we found that stroke patients with
depression had a highly significant impairment of
quality of life which ranged from severe to very severe
impairment. Our findings were in accordance with
previous research associating PSD with impairment of
all three indicators of general health (mental functional
status, disability, and quality of life). %4

Similarly concerning caregivers, we found a highly
significant level of strain among caregivers of
depressed hemiplegic patients than among non-
depressed hemiplegic patients. Our study confirms
findings of previous research on the stress of
caregivers of PSD patients. “® *° This stresses the
importance of paying more attention to stroke
caregivers needs.

In conclusion, our study emphasizes the importance of
detection of PSD and management of its complications
on patients and their caregivers. Through paying more
attention to potentia risk factors for the development
of PSD such as male gender, younger age groups and
frontal brain lesion and giving even more attention to
patients at risk for severe PSD especially females and
patients of lower socio-economic classes or severe
post-stroke functional impairments, many patients and
their caregivers could be spared the agony and stress of
the occurrence of PSD. This is of crucia importance
especially immediately after the occurrence of the
stroke.

However, the limitations of this study lie in the fact
that it used a cross-sectional design exploring the
consequences in the first one to six months and further
studies are needed that stratify patients according to the
time lapsed from the stroke to determine possible
differences in immediate, recent and delayed
psychiatric risks and sequelae.  Additionally,
determining a preset number for each subgroup (right
sided depressed/non-depressed and left sided
depressed/non-depressed) might have affected the
sample being less representative of the population than
random selection, nevertheless the latter sampling
might have yielded an over representation of
anatomical sites or other variables, but is still
warranted in future studies.
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Types of depression and pattern of comor bidity among a sample of Egyptian
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Abstract
B ackground:Depression is one of the most prevalent disorders among female adolescents. It is associated with high
rates of comorbidity and results in detrimenta effects on social and academic functioning. Objective: The present
study aimed to elucidate the types of depression and pattern of comorbidity in a representative sample of Egyptian
secondary school female students. Methods: 602 female students, recruited from public and private schools in Eastern
Cairo, were interviewed by a team of researchers using the Structural Clinical Interview for Diagnosis of DSM IV axis |
diagnosis (SCID-1). Results: 5.2% fulfilled the diagnosis of major depression, 5% had minor depression in the form of
adjustment disorder with depressed mood and only 3.1% had dysthymia. Students enrolled in third grade were more likely
to have adjustment disorder, second grade students showed the highest rate of major depression, while first grade students
had similar rates of major depression and adjustment disorder. Approximately two thirds of the students having depression
had a co-morbid mental disorder. The most frequent comorbid diagnosis was generalized anxiety disorder (GAD) in 32.5%
of depressed students followed by social anxiety disorder (20%) and substance abuse (9%). The pattern of comorbidity in
relation to the school grades revealed significant statistical differences. Conclusion: Different types of depression were
prevalent in a sample of Egyptian female students; depression in this age group was significantly associated with comorbid
psychiatric disorders. The present study provides important information for clinicians, school authorities and policy makers

interested in targeting services to such high risk group expected to be future citizens and mothers.

Key words. Depression — adolescents — females — comorbidity — types of depression
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Introduction

Depression among adolescents in general and female
adolescents in particular, has been identified as a major
diagnosable mental hedth problem’. Life time
prevalence increases dramaticaly from 1% of the
population under age 12 to 17% of the population by the
end of adolescence % The understanding of why
depression emerges with such force and frequency in
adolescence, particularly in young women, was
explained thoroughly by Andersen and Teicher .
Depression in youth has emerged recently as a
compelling research topic because there is a two to four-
fold risk of depression persisting into adulthood “. Y oung
people suffering depression by the age of 15 may
represent a high risk group for life-course persistence of
depression and mal-adjustment °. In addition, early onset
depression is of particular concern because it is
associated with higher rates of recurrence and of
comorbid disorders * °. Adolescents with depressive
symptoms that meet diagnostic criteria for mood
disorders have shown higher rates of adverse
psychological and social functioning. Moreover,
depression is associated with poor school performance,
delinquency, running away, substance abuse, suicide and
negative impacts on peer and family relationships’.
Prospective research using community samples shows
that more girls than boys exhibit depressive mood and
symptoms ®. Furthermore, Hankin et al. revealed that the
sex difference in depression become most dramatic in
middle to late adolescents °. More girls than boys
become depressed owing to the strong influence of
negative life events, especially those occurring in
interpersonal contexts such as peer, romantic, and family

relationships;, girls have a tendency to react more
strongly to these stressors in the form of depression *°.
Biological and socia changes occurring during
adolescence, especialy in girls, aso contribute to
feelings of depression and lack of satisfaction ™ 2,

Magjor depressive disorder (MDD) is the most severe
depressive mood disorder, with prevalence rates ranging
from 10 — 18.5% in adolescence . Longitudinal studies
indicate that the mean MDD onset age is approximately
15 years . In the National Comorbidity Survey, lifetime
prevalence of minor depression was 8.1% for 15 to 16
year olds and 14.3% for 17 to 18 year olds > ** Slightly
lower rates have been observed among Puerto Rican '
and Finnish adolescents °. Minor depression is
considered the strongest risk factor for future MDD 2,
While adjustment disorder with depressed mood is the
most common depressive mood disorder in adolescents;
the gstimated cross sectional rate of dysthymia is only
3% .

When an adolescent meets the diagnostic criteria for one
psychiatric disorder, it is likely that he or she will meet
the criteria for at least one other disorder * #'.Some
epidemiological data recorded a high comorbidity of
conduct problems, attention deficit hyperactivity disorder
(ADHD), substance abuse and antisocial behaviour with
adolescents' depression 224,

Comorbidity of depression with other psychiatric
disorders have aso been associated with more severe
symptom profiles, poor treatment outcome, increase in
disability and service utilization %°.

Investigation of the pattern and correlates of comorbidity
in depressed adolescents by Small et a. #* revealed that
psychological correlates differ meaningfully with

27



Depression in female students

comorbidity, due to the more association with cognitive
impairment, psychomotor changes and higher rate of
suicidal ideation %.Though depression remains a
prevalent disorder associated with serious consequences,
it is often under-diagnosed and under-treated in young
peopl el 8
To our best of knowledge, the study of the types of
depression and patterns of comorbidity among Egyptian
female adolescents received little attention. This study
was designed to address this issue in order to provide
preliminary information to clinicians, teachers and policy
makers interested in providing services to adolescents
females who would be the future mothers.
Objective
The current study aims to elucidate the types of
depression and pattern of comorbidity in a representative
sample of Egyptian secondary school girls diagnosed
with depression.
Subjects and Methods
Design of the Study
The current study is a cross sectional school-based study
conducted during the academic year 2007-2008.
Site of the Study
The current study was conducted in Cairo, Egypt. A
sample of female adolescent school students in Eastern
Cairo was drawn. Recruited participants were secondary
school girls aged 14-17 years. The sample frame was
obtained from the Ministry of Education.
Ethical considerations
Ethical approval of the protocol of research was obtained
by authority of Ain Shams University Postgraduate
Affairs office and Ministry of Education authority before
starting the study procedures. In addition, the students’
parents were informed in advance by a letter to obtain
their consents.The appropriate dates and time for
assessment were established by the school principle.
Students were informed about the nature of the research
and confidentiality of the obtained information. It was
stated that participation in the study was voluntary and
that participants had the freedom to withdraw from the
assessment at any time.
Selection
Basically a method of sampling was followed allowing
each relevant factor to contribute in the constitution of
the sample a share that was proportionate to its weight in
the parent population. Determination of the size of this
sample was done after the consultation of a statistician;
sampling was performed randomly at five levels:

1- The city (Cairo) has five major geographical areas
from which one was selected (Eastern Cairo).

2- Educational system in Eastern Cairo was divided
into two major categories (Private and Public) based
on socioeconomic profile. Six schools were selected
from two educational districts, one district represent
higher socio-economic status (three schools) and the
other less affluent status (three schools).

3- From each school, 3 classes (one class represents
each secondary grade: 1%, 2™ and 3“grade) were

selected and all students in each class were included.
Selection of the classes was determined by the
school authorities.

4- The identified potential participants were 676 girls.
18 guardians and 27 students declined to participate,
and four students were excluded because of frequent
medical sick leaves.

5-  All students who gave their consents were examined
by paediatricians to exclude those who have medical
illness; 25 students were excluded because they had
bronchial asthma, rheumatoid arthritis, renal
problems, type | diabetes mellitus and other medical
problems. (See Fig. 1: Flow chart). Finaly 602
students were included in the study (mean age
15.5+0.87 year), including 292 from private schools
and 310 from public schools. 229 students (mean
age 14.83+ 0.70 year) were in the first grade of
secondary schools (equivalent to year 10) while 230
students (mean agel5.44 + 0.55 year) were in the
second grade (equivalent to year 11), and 143(mean
age 16.67+ 0.62 year) were in the third grade
(equivalent to year 12).

Tools applied in this study included

a) Children Depression Inventory (CDI)
(Transated by Gharib Abdel Fatah, *. The measure
is a reliable, valid self-rating scale) suitable for
children and adolescents from seven to 17 years old
.3 The cut-off point used for our study was 24,
corresponding to that of a similar previous national
study on Egyptian high school students 34.

b) Psychiatric interview by SCID-I/NP *: Al
participants were interviewed using the Structured
Clinical Interview for DSM-IV axis | diagnosis
Research Version, Non-patient Edition. (SCID-1/NP)
¥ The SCID-I/NP yielded a clinical diagnosis,
which we further stratified into depressive and non-
depressive.  The depressive category  was
operationally defined as those having current
episodes of Major Depressive Disorder, Dysthymic
Disorder and Adjustment Disorders with Depressed
mood.

C) Designed Questionnaire: We designed a set of
guestionnaires in the form of yes/no, multiple
choice, or closed ended format based on Ain Shams
Psychiatric Institute sheet to assess the following
domains. age, place of residence, number of
siblings, medical problems, positive and negative
life events, scholastic achievement, puberty, family
background, other personal data and extracurricular
activities.

d) Academic achievement for each student during a
two month period was estimated by school teachers
and subsequently recorded by researchers.

Procedures

602 adolescent female students were first asked to

complete the Child Depression Inventory (CDI) and the

designed questionnaire. They were then interviewed by

the Clinical Interview for DSM-1V Axis | diagnosis, 80

29, 30
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students received a diagnosis of major depression,
dysthymia or adjustment disorder with depressed mood
according to DSM |V Axis| diagnosis.

Senior psychiatrists re-examined the 80 students for a
comorbid axis | diagnosis. The examination revealed that

30 students had no comorbid disorders while 50 students
had a second or more diagnoses in addition to the
principle diagnosison Axis|. Fig. 1

Figure 1. Flow Chart

Total Number 676 Students

602 Students Included 74 Students Excluded
310 18 Student 4 Student
202 Students  Students |~ u d.e” S 27 Students . . e”ts 25 Students
Private Public F;J:fr 'aI” Refusal rLeq“e” S Medical
Schools usat eaves Causes
Data processing and statistical analysis
Analysis was done using Statistical Package for Social Results

Science Version-10 (SPSS v.10). Differences of group
means were statistically tested using Students' t-tests and
ANOVA. The Pearson Chi square test (x2) was used to
examine group differences in nonparametric data. P
value was used to indicate the level of significance
(P<0.05 is considered significant, P<0.01 is highly
significant, P<0.001 is very highly significant).

Using the Structured Clinical Interview for DSM IV
diagnosis (SCID-1) we found that 80 out of 602 students
(13.3%) had depression. 52% (n=31) of the entire
students population had major depression, while 5%
(n=30) had adjustment disorder with depressive mood
and 3.1% (n=19) had dysthymia (Fig. 2).

Figure2. Types of Depression among thetotal student population
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Figure (3) illustrates the rate of depression in students
enrolled in the second grade of study (equivaent to year
11) was the highest (18.3%) compared to the rate

estimated in students enrolled in the first grade
(equivalent to year 10) and third grade (equivalent to
year 12) (10% and 9.8% respectively).

Figur e 3.Rates of depression according to the school grade
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In (table 1a) we presented the types of depression among
depressed participants, 38.75% had major depression,
37.5% had minor depression in the form of adjustment
disorder with depressed mood, while only 23.75% had
dysthymia.

The type of depression differs markedly in relation to the
school grade, we found that third grade depressed
students were more likely to have adjustment disorder
with depressed mood 57% while second grade students
suffered more frequently from major depression 38.1%;
however, in first grade students we found similar rates of
major depression and adjustment disorder 41.7% each.

In an attempt to elucidate the difference in the types of
depression according to whether the students belonged to
private or public schools, results failed to show any
statistical  significant difference between them (table
1c).Table (2d) illustrates that 37.5% of students with
depression had only one diagnosis on Axis |, while the
rest (62.5%) showed another diagnoses with the principle
one. Generalized anxiety disorder (GAD) was by far the
most encountered comorbid diagnosis (n=26; 32.5%).
followed by socia anxiety in 20%while about (9%) had
substance abuse.

Table 1.Type of depression among students with depression

la 1b 1c
Type of Total According to school grades According to type of school
depression n=80 1% Grade 2% Grade 39Grade | Private school Public school
n=24 n=42 n=14 n=39 n=41
Adjustment 30 (37.5%) 10 (41.7%) 12 (28.6%) 8 (57%) 13 (36%) 17 (41%)
disorder
Major depression 31 10 (41.7%) 16 (38.1%) 5 (36%) 18 (46%) 13 (32%)
(38.75%)
Dysthymia 19 4 (16.6%) 14 (33.3%) 1 (7%) 8 (18%) 11 (27%)
(23.75%)
x2= 6.83 / df=2/ p=0.019 (sig) x2=0.18 / df=2 / p=0.67 (insig)

The pattern of comorbidity in relation to the school
grades (table 2b) reveded significant dstatistical

differences (p=0.018). Among 2™ grade students with
depression, the highest rate of comorbid diagnosis was

30



Abdel Meguid et. al

generalized anxiety disorder (50%). First grade students
with depression were more likely to have comorbid
social anxiety disorders (38%). Our data indicate that the
most frequent comorbid diagnosis with depression
among third grade students was substance use disorder
(29%).

Rates of comorbidity with depression did not show any
statistical significant differences when we compared
students with depression enrolled in private versus public
secondary schools (table 2c).

Table 2.Comor bidity among students with depression

2a 2b 2c
Total According to school grades According to type of school
n=80 1 Grade | 2™ Grade | 3%Grade | Privateschool | Public school n=41
n=24 n=42 n=14 n=39

No comorbidity | 30(37.5%) | 11(46.1%) | 13 (31%) 6 (43%) 12 (30.7%) 18 (44%)
GAD! 26 (32. 5%) 2 (8%) 21 (50%) 3(21%) 10 (26%) 16 (39%)
Social anxiety 16 (20%) 9 (38%) 6 (14%) 1 (7%) 11 (28%) 5 (12%)

0OCD? 1 (1.25%) 1 (4%) 0 (0%) 0 (0%) 1 (2.5%) 0 (0%)

Substance abuse | 7 (8.75%) 1 (4%) 2 (5%) 4 (29%) 5 (12.8%) 2 (5%)
x2=18.45/ di=8 / p=0.018 (sig) x2=5.69/ df=4/ p=0.22 (NS)

1. Generalised Anxiety Disorder  2: Obsessive compulsive Disorder

We could not €licit any association between comorbidity
and any of the following variables. mean age, pubertal
age, academic achievement, family history of psychiatric

illness, home environment, and negative life events
(table 3).

Table 3.Corréates of Comorbidity

No comor bidity Comor bidity 95% Confidence
=30 =50 interval
Age naem+SD 15.4+0.9 15.49+0.93 t0.01 p=0.99 -0.393- 0.39
Pubertal Age naem+SD 12.4+0.8 12.21+1.32 t1.09 p=0.28 -0.229- 0.784
Academic Achievement | naem+SD 78.9+9.4 76.92+11.23 t 0.65 — p=0.52 -6.191 - 3.145
evitisop n=4 n=7
Family History of 13% 14% x20.81—df 1
Psychiatric IlIness evitagen n=26 n=43 p=0.99
87% 86%
suoinomrah n=9 n=17
Home Environment 30% 34% x20.24—df 1
moslerrauq n=21 n=33 p=0.624
e 70% 66%
tneserp n=6 n=11
Negative life events 20% 22% x20.013—-df 1
tnesba n=24 n=39 p=0.911
80% 78%
evitisop n=10 n=15
Termination of 33% 30% X2 0.93—df 1
Romantic Relation evitagen n=20 n=35 p=0.33
67% 70%

Discussion

Adolescent depression is an increasingly problematic
diagnosis for young people and is associated with more
gpggnic, severe episode and higher rates of comorbidity
The purpose of this study was to investigate type of
depression and pattern of comorbidity in a sample of
adolescent girls enrolled in secondary schools in Eastern
Cairo, Egypt.

5.2% of the studied population met the criteria for major
depression. This data supported the results reached by
Shaffer and colleagues ** who found that the prevalence
of major depressive symptoms reached 5% among
children and adolescents between 9 and 17 years of age
of both sexes. A higher rate was recorded by Rhode and
co-workers who estimated that one-year prevalence at
age 16 was 153% . Among Nigerian female
adolescents, Adewuyaand co-workers® identified an
8.9% prevalence rate of major depression. On the other
hand, in a community sample the rates of clinically
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defined major depressed ranged from 0.4 to 8.3% or
higher 3> . This variability in results may be explained
by differences in the sampling process and tools used for
assessment ***2. A good proportion of adolescents
exhibit depressive symptoms that are sub-threshold for
the diagnosis of major depression ™ * such as
Adjustment Disorder (AD) with depressed mood which
involves experiencing fewer symptoms than fulfilling the
criteria for mgjor depression. In our study, Adjustment
Disorder with depressed mood was the second most
commonly encountered depressive disorder among the
student population (5%). Most of the clinical symptoms
typicaly started within three months of an identifiable
stressor. Similarly, Pelkonen and co-workers found that
adjustment disorder was the second most common
clinical entity among a sample of Finnish adolescent
outpatients **. Some authors considered Adjustment
Disorder a major precursor and predictor of major
depression and other mental disorders, personality
problems, behavioural and conduct problems,
delinquency, substance misuse and suicide 3842464748 49
*. We could not €licit such association by the cross
sectional design of our study

Dysthymia is a chronic milder form of depression
characterized by depressed or irritable mood present for
a least one year . Some argue that these symptoms
represent typical adolescent moodiness and turmoil but
there is also evidence that these symptoms represent risk
for future substantial impairment *.The rate of
dysthymia among adolescents in the current study was
found to be 3.1%. This is consistent with western studies
where the rate of dysthymia ranged between 3% and
3.5% *.

Minor depression should be considered as arisk factor to
developing major depression according to Kovacs and
coworkers who found that 70% of adolescents with
dysthymic disorder eventually developed major
depression *3, Such association should be considered in
future longitudinal studies. Different studies in different
cultures found that depressive symptoms were
significantly linked with scholastic grades > .
Similarly, in our society the highest rates of depression
were found among students enrolled in second grade
followed by other grades. This could be explained by the
stress imposed on those students due to the new
educational system in Egypt and the increasing
difficulties of the university entry system which impose
significant pressure on students to obtain high scores at
the end of secondary school in order that they might join
university. The preparation of the final exam starts from
the second year. All families from different social strata
spend a lot of money to finance extracurricular private
lessons for better achievement of their youth. This
pressure imposed on students aggravates those at a
higher risk to develop depression. Similar difficulties
also were observed in Greek society %%,

Patter ns of Co-Mor bidity

DSM criteria for diagnosis of depression are similar to
those for adults. If there is any comorbid disorder with

depression, it requires the presence of depression
beforehand. High comorbidity with depression in
adolescents has been reported in several studies. Angold
and Costello recorded that approximately two thirds of
children and adolescents with major depressive disorder
were found to have another mental disorder * while
Small and his colleagues found that more than half of
their depressed sample had comorbidity with one or
more disorders #. In the National Co-morbidity survey,
76.6% of adolescent with major depression and 69.3% of
those with dysthymia presented at least one other
psychiatric disorder *.

Several researchers have documented that the most
common comorbid disorder with depression is anxiety
disorder. Generalized anxiety disorder (GAD), in
particular, is recorded to be the highest comorbid
condition with adolescent depression # 2, Other
disorders include ADHD, oppositional defiant, conduct,
antisocial behaviour and substance disorder*®®,

In concordance with the previous studies, 62.5% of our
depressed sample had at least one comorbid diagnosis on
Axis|. Generalized anxiety disorder (GAD) was found to
be the most prevaent co-morbid diagnosis with
depression (32.5%); it was noticed also that the rate was
strikingly higher in the 2" grade students probably due
to increase academic pressure owing to the new
educational system in Egypt which impose much stress
on the second year of high schools. Moreover, comorbid
anxiety disorders were noticed to be higher in public
schools more than private schools; this could be
attributed to the school structure, crowding in the
classroom and educational approach, which is more
integrated in private than in governmental schools®.
Adolescents with a diagnosis of a depressive disorder are
more impaired in their socia functioning than non-
depressed adolescents; also depressive symptoms are
associated with interference in various domain of peer
relationship ® ® © This data could explain why social
anxiety disorder was recorded to be relatively highly
comorbid with depression in our study, especialy in the
first grade students who moved to new schools and new
environments.

The issue of substance abuse is complicated from a
cultural prospective as there are differences between our
culture and that of western countries. These were
reflected in the under-reporting of substance abuse in
general and especialy in females due to fear of social
stigma in comparison to higher prevalence rates reported
by Martin and Cohen ® in western Countries.

Gender relates to the temporality of depression and
substance disorders. Depression has been suggested to be
primary to substance dependence among girls and
secondary to it among boys ? *. Thus, depressed female
students were more likely to have comorbid substance
abuse.

Possible reasons to explain comorbidities with
depression at such high rates may be related to a
common genetic liabilities shared by the two disorders. It
has been suggested that the comorbid disorder may be an
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alternate manifestation of the same latent factor, which
manifests as depresson %, or it may constitute a
heterogeneous phenomenon of clinically meaningful
classes including somatic and psychological depression
and somatic and psychological anxiety ®.

Our study failed to prove that a number of variables such
as age, pubertal age, academic achievement, family
history and exposure to stressful events have any
correlation with comorbidity. However, previous
findings have shown that positive family history, socio-
demographic variables and educational attainment
influence comorbidity in depressed adolescents 2+ ¢ €,
Such results could be related to the relatively small
sample size.

Given the long-term morbidity of early onset depression,
it is timely to consider more effort to the prevention of
primary and secondary depression * ™. Understanding
depression in this population and appropriate
intervention will reduce the negative health outcome in
youth.

Conclusion and Recommendations

Depressive disorders were highly prevalent in a sample
of Egyptian female students. Our results on the type of
depression and pattern of comorbidity add meaningfully
to the previous literature. Major depression was highly
prevalent, also the rate of minor, depression and
Adjustment Disorder. Results documented that
depression in this age group was significantly associated
with comorbid psychiatric disorders. Generalized anxiety
disorder was by far the highest comorbid disorder
followed by social anxiety and substance abuse in the
current sample.

The current study offers implication and adds insights
into depression in female adolescents and may be
informative for clinicians, teachers, parents and also
policy makers who are interested in targeting services to
such high risk group by designing programs for
prevention and early intervention. We encourage further
research to fully explore al risk factors that could be
correlated with comorbidity in depresson and to
examine the mechanism of its' occurrence in future.
Strength and Limitation

The strength of the current study lies in the fact that it is
one of the few studies to have investigated depression in
Egyptian female adolescents. Moreover, al recruited
students were interviewed by trained psychiatrists using
a structured psychiatric interview. The findings from this
study have also several practical implications.

However, the current study was not without limitation.
We had assessed adolescents depression in a single
school community with relatively small sample size and
used a sample of students that represented a range of
urban populations. Thus, the findings cannot be easily
generalized to other populations. Also, we emphasised
the on-going episode and not the life time symptoms of
depression. We could not establish a causal link between
depression and comorbid disorders because of the cross-
sectional design of the study.
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Psychiatric morbidity and pattern of coping among a sample of Egyptian
women in early versusrecurrent stage of breast cancer
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Abstract
W omen with breast cancer have been known to present with high rates of psychiatric disorders, distressing
symptoms and stressful experiences that mobilize different coping strategies and may require social support.
Objectives: To describe the psychiatric morbidity, pattern of coping, and social support in a sample of Egyptian
patients with breast cancer in the early postoperative and recurrent stages. Materials and Methods: A descriptive
cross-sectional study was conducted with 100 female breast cancer patients from the Breast Cancer follow-up clinic at
Ain Shams University Hospitals; 75 patients were in the early postoperative (Group-A) while 25 patients were in the
recurrence stage (Group-B). All participants were evaluated using the Structured Clinical Interview for DSM Axis-|
Disorders (SCID 1). Further assessment was done using Beck Depression Inventory (BDI) to assess the severity of
depression, the Manifest Taylor Anxiety Scale (MTAS) to assess anxiety state, the Dealing with Illness Coping
Inventory to assess the pattern of coping, and the Medical Outcome Study (MOS) Social Support Survey to assess the
perceived socia support. Results: Higher rates of psychiatric morbidity reaching 76% of patients with recurrent breast
cancer met the criteria for a psychiatric diagnosis compared to 54.7% of patients in the early stages. The spectrum of
the current DSM-IV psychiatric diagnoses differed significantly between the two groups: 44% of the recurrent group
had major depression compared to 17.3% in patients with post-operative early stage, the latter groups showed a high
rate of anxiety disorders (29.3%) and sub-syndromal depressive symptoms (40%). The recurrent cases scored higher in
Beck Depression Inventory (BDI) while the early cases scored higher in Manifest Taylor Anxiety Scae (MTAS).
Active coping methods were frequently used by all patients; however, Avoidance Coping method (P=0.01) and Passive
Resignation strategy (P=0.005) were significantly used more by the recurrent group. All types of social support were
equally served for both groups; however, the recurrent group received more significant practical support. Conclusion:
In the current study, Egyptian breast cancer patients demonstrated a high prevalence of psychiatric disorders, with mild
to moderate symptom severity. In both early and recurrent stages some coping patterns may be influenced by the
psychopathology and the stage of iliness. Generally, patients received adequate emotional and practical support. Our
findings provided the rationale for developing a program that facilitates early recognition and management of such high
rate of psychiatric morbidity among women with breast cancer.

Keywords: Breast cancer, coping strategies, social support, depression, anxiety.
Declaration of interest: None

Introduction

Breast cancer is one of the most common cancers in
women, with gradual increasing incidence every year .
It is considered to be one of the main public health
problems worldwide, due to its high morbidity,
mortality and high social and economic cost? It is a
critical life event that has consequences within many
life domains®. In Egypt, it accounts for 35.1% of all
female cancers, with age — standardized Incidence rates
(ASR) of 49.6/100,000 and it is expected to rise over
the coming years’. Despite successful curative surgery
and considerable improvement in pharmacological
treatment, patients and their families remain with
uncertainty due to the permanent threat of cancer
recurrence at the same or different tumor sites”.

Breast cancer has often been a source of severe
psychosocia distress to patients and their families. As
the public perception still portrays it as a deadly and
disfiguring illness, and overestimates its physical,
psychosocial, and economic impact®. Several studies
focused on the role of psychiatric disorders as they are
commonly encountered along the course of the disease.
80% of breast cancer patients reported significant
distress during initial treatment, most often anxiety
about loss of fertility, self-image, difficulties with

sexual functioning, fear of death, vocational difficulties
and possibility of recurrence’.

Also mood disorders, especially depression spectrum
syndromes, have been the focus of severa studies in
cancer. Spiegel and Giese-Davis® suggested a common
psycho-physiological mechanism linking depression
and cancer through the dysregulation of the
Hypothalamic-Pituitary-Adrenal  axis and immune
functioning. The prevalence of depression in breast
cancer varies widely, the reported rates range from as
low as 1.5% -3% ° to figures around 50% *°. Still with
these variations it is even thought that depression is
under-recognized and underreported in those patients
1 Improving detection of mood and anxiety disorders
among breast cancer patients and their appropriate
treatment may reduce suffering, improve quality of life
and even survival® because there has been some
evidence to suggest that depression and anxiety, in
particular, are linked to cancer progression, poor
treatment outcomes, quality of life and surviva
rates™*,

Psycho-social support and other personal variables
have been reported to influence coping and well-being
in breast cancer patients™. The relationship between
these internal and external factors is complex and
interdependent.
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A plethora of research indicates that perception of
social support and social integration is a significant
good prognostic predictor’®, and is even associated
with longer survival among women with advanced
disease'’. Similarly, the internal makeup of the
individual, specific persondlity traits and other
psychological variables that influence coping strategies
can adso modulate the biologica aspects, the
progression and the course of the neoplastic
pathology®.

A large body of literature has described the styles,
degrees, and efficiency of coping in breast cancer
patients. Data suggest that in general engagement
rather than disengagement oriented coping strategies
are linked to less distress, positive adjustment, better
outcomes and higher quality of life *°.

The degree of impact and the level of coping with
breast cancer differ along its trajectory® with the
recurrent phase of the illness being particularly
distressing to patients and their partners®. Some
studies indicate that cancer patients with a recurrent
disease reported substantial psychological distress with
loss of hope for recovery and fears of death™®, as well
as, poorer physical functioning, more problems at
home, work, social lives and difficult relationship with
their families, physicians and other health
professionals than patients with newly diagnosed
disease®™.

Our objective was to assess psychiatric morbidity,
pattern of coping and degree of socia support in a
sample of Egyptian women with early and recurrent
breast cancer aiming to provide data essential which
could be useful for policy maker to plan a tailored
comprehensive service to reduce distress in those
women.

Participants and methods

This descriptive study was conducted at the weekly
Breast Cancer follow-up clinic at Ain Shams
University Hospitals, Cairo, Egypt, following the
approval of the Research and Ethics Committee at the
Ain Shams University.

The study included Egyptian female patients aged
between 30-65 years who were diagnosed with breast
cancer (stage | and Il) and treated surgicaly by
modified radical mastectomy or lumpectomy, aso
patients with local or regional recurrence. We excluded
patients with metastasis, hepatic or renal-dysfunction
and also cases receiving intensive, chemotherapy and
radiotherapy, since side effects of such treatment might
transiently affect adjustment and coping.

A tota of one hundred and twenty patients who
fulfilled the inclusion criteria agreed to participate in
the study and signed a printed consent form. However,
20 patients dropped out (16.6%); Two patients (1.6%)
withdrew consent, 13 (10.8%) did not attend the
second visit for assessment, and 5 (4.2%) started
extensive chemotherapy or radiotherapy before the
second visit and hence, excluded. The remaining 100
patients were enrolled in the study and were divided
into two groups: 75 early post-operative patients (mean
age 48+9.5) comprised group (A) and 25 patients
(mean age 47+9.6) who suffered recurrence after initial
surgical treatment with or without radiotherapy or

chemotherapy comprised group (B). The mean disease
—free interval between initial diagnosis and recurrence
was 3.8+1.17 years.

All participants in the study were evaluated in two
sessions by experienced and trained research
investigators and were subjected to the following:

a) The Fahmy and El-Sherbini's Egyptian
Social Classification: Scale which stratifies
subjectsinto four social classes %

b) Structured Clinical Interview for DSM-I1V
Axis | diagnosis clinical Version®: the
English version was used in this study.

c) The Beck Depression Inventory (BDI); a
21-item self-report measure of the severity of
depression state that is specifically geared to
measure the behavioural, emotional somatic
and cognitive manifestations of depression®.
The Arabic version was used® with the
following culturally validated
cut-off scores for the Egyptian population;
Normal (0-20), mild (21-31), moderate (32-
41), and severe (>42).

d) The Manifest Taylor Anxiety Scale
(MTAS) %. This consists of 50 self-report
items to assess the anxiety state. The Arabic
verson was used” with the following
culturally validated cut off scores; Normal (O-
16), mild (17-24), moderate (25-35), and
severe (>36).

e) Dealing with Iliness Coping Inventory®.
This is a self-administered questionnaire with
forty-eight statements on a Likert scale
aiming to measure three main coping methods
(active cognitive, active behavioura and
avoidance coping). Further, they are analyzed
into eight specific coping strategies (e.qg.
active positive involvement, active experience
information, active reliance on others,
cognitive positive understanding, cognitive
passive rumination, distraction, passive
resignation and avoidance solitary passive
behaviour.

f) The Medical outcome Study (MOS) Social
Support Survey®. This is a 20-item self-
report scale designed to measure four
dimensions of perceived functiona socia
support and interaction
(emotional/informational, tangible/practical,
affectionate, and total support).

Both the “Dealing with Iliness Coping Inventory” and
The “MOS Socia Support Survey” were trandated
from English to Arabic with necessary semantic
adaptation and back trandated by two independent
bilingual language expert translators and reviewed by
an expert committee for cultural applicability *.

As both the Dealing with IlIness Coping Inventory and
the MOS Socia Support Survey were self-
administered tools, illiterate subjects included in the
research were assisted by the researchers to fill their
forms.

Statistical Analysis

Data analysis was done using Statistical Package for
Social Sciences Version-10 (SPSS v.10). Student's t-
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test was used for comparison between means of the
different groups. Pearson Chi-Square Test (y°) was
used for comparison between qualitative variables. P
value was used to indicate the level of significance
where P<0.05 is considered significant (SIG), P<0.01
is highly significant (HS)<P001 is (VHS) very
highly significant.

Results

The demographic characteristics of the two studied
groups have been displayed in table (1). The mean age
of group A and group B patients were 48+9.5 and
47+9.6 years respectively. No significant difference
between the two groups as regard marital status,
residency and social standard; however, there were

significant difference as regard education received and
occupation.

49.3% of group (A) patients were illiterate or just read
and write, 26.6% completed university education or
beyond. The rest received different types of pre-
university education, on the other hand 16% of group
(B) patients were university graduates, 40% illiterate
and the rest had mainly secondary school education.
The mgjority in both cohorts were house wives. The
rest were in paid employment they were predominantly
semi-professionals and non-professionals.
Unfortunately, we could not obtain data about their
ability to work due to illness.

Table 1: The socio-demographic characteristics of patientswith early vs. recurrent stage of breast cancer

Variable Group A Group B P. value
N=75 N=25

(Al\%gan + D) 48+ 95 47+ 9.6 0.7 (NS)

Marital status: N % N %

Married 49 65.3 18 72

Single 1 1.3 0 0 0.8 (NS)

Divorced 3 4 1 4

Widow 22 29.3 6 24

Education: N % N %

Iliterate 30 40 4 16

Reads & writes 7 9.3 6 24

Primary 5 6.7 2 8 0.02 (SIG)
Preparatory 8 10.7 2 8

Secondary 5 6.7 7 28

University 10 13.3 2 8

Post graduate 10 13.3 2 8

Occupation: N % N %

Nonprofessiona 2 2.7 4 16

Semi-professional 22 29.3 4 16 0.04 (SIG)
Professionals 4 5.3 0 0

House wives 47 62.7 17 68

Residence N % N %

Urban 50 66.7 15 60 0.8(NS)

Rural 25 33.3 10 40

Social level: N % N %

High 16 21.3 5 20

Middle 6 8 3 12 0.78 (NS)
Low 20 26.7 6 24

Very low 33 14 11 44

Group " A" Patients with early stage breast cancer
Group " B" Patients with recurrent stage breast cancer

Data illustrated in figure (1) shows that psychiatric
morbidity was relatively high in both groups. 76% of

patients with recurrent breast cancer met the criteriafor
a psychiatric diagnosis compared to 54.7% in the early
stage patients.
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Figure 1. Psychiatric morbidity among patientswith early vs. recurrent stage of cancer breast

— Patients with early stage breast cancer

Group A

n=34

45.30%
54.70%

n=41

B Psychiatric Morbidity
No Psychiatric Morbidity

Patients with recurrent stage breast cancer

n=6

Group B

B Psychiatric morbidity

24.0%

76.0%

n=19

No Psychiatric Morbidity

x2=3.50, df=1, P=0.05

The spectrum of the current DSM-IV psychiatric
diagnoses differ significantly between the two groups
(P=0.015) table (2). At the time of initial shock of
diagnosis, women with early stage breast cancer had a
higher rate of anxiety disorders including aso

adjustment disorder with anxious mood (30.7%);
furthermore they had a higher rate of sub-syndromal
depressive symptoms (41.3%) than patients in
recurrence group.

Table 2. Psychiatric morbidity among patients with early vs. recurrent stage of breast cancer

Early stage | Recurrent stag
Psychiatric diagnosis Group A Group B
(n=75) (n25)

No % No %
Anxiety disorders & adjustment dis. with anxious mood 23 | 30.7 3 12 x2=12.32
Minor depression (dysthymia & adjustment dis. with depressed mood 4 5.3 4 16 df=4
Major depression 13 | 173 11 44 P=0.015
Subsyndroma mood symptoms 31 | 413 6 24
Non detectable 4 5.3 1 4

The stress of living with serious recurrent illness in
group (B) patients reflect the high rate of both major
depression (44%) and minor depression (16%) this
including adjustment disorder with depressed mood
and dysthymia.

The severity of depression as measured by Beck
Depression Inventory (BDI) indicates that cancer
breast patients with recurrence had greater tendency to

have moderate to severe depression compared to their
early stage counterparts (P=0.019), while the level of
anxiety as estimated by Manifest Taylor Anxiety Scale
(MTAS) revealed no significant differences between
the two groups, however, the early group showed
higher tendency to have moderate anxiety, in contrast
to the recurrent group who suffered more from mild
anxiety (table 3).

Table 3. Severity of depression and anxiety symptoms

Group A Group B
N=75 N=25

Depression state: (BDI) N % N %
Mild 31 41.3 15 60 X2=9.91
Moderate 25 33.3 6 24 df=3
Severe 3 4 3 12 P=0.019
No 16 21.3 1 4
Anxiety state: (MTAYS) N % N %
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Mild 40 53.3 9 36

Moderate 32 42.7 15 60 X2=2.79
Severe 2 2.7 1 4 df=3
Normal 1 1.3 0 0 P=0.425

Beck Depression Inventory (BDI)
Manifest Taylor Anxiety Scale (MTAS)

In general, depression is more common among
recurrent group, while anxiety is more prevaent in the
early stage group. The MOS social support survey was
used to evaluate various dimensions of socia support
irrespective of the source. The scores presented in table
(4) indicate that there is a high statistically significant
difference concerning the practica type of socia

support (P=0.005), which is higher in the recurrent
group. However, other types of socia support are
equally served for both groups.

Adaptation to cancer diagnosis and treatment is
influenced by psychosocial resources such as coping
strategies that women learn during their cancer
experience.

Table 4. The degree of social support (MOS Social Support Survey)

Group A Group B P value
N =75 N=25
Social support MeantSD Mean+SD
Emotional informational 39.249.9 39.9+9.09 0.74 (NS)
Practical 16.06+3.5 18.8+2.29 0.005 (HS)
Affectionate 12.9+4.8 13.6+3.8 0.49 (NS)
Test used “t” test

Table (5) describes the different pattern of the coping
strategies of the female cancer breast patients
indicating that the most used coping methods are the
active cognitive and behavioura methods, and were
equally used in both group (P= 0.11). While avoidance
coping method was significantly used by the recurrent

group (P= 0.016). With respect to specific coping
strategies; the active reliance on other was the most
used strategy across both groups. The recurrent group
preferentially used Active Positive Involvement
(P=0.04) and Passive Resignation (P=0.005) strategies
as compared to group (A).

Tableb. Patterns of the coping strategies (Dealing with IlIness Coping | nventory)

Group A Group B P value
N=75 N =25
Coping methods M ean£SD M ean+SD
Active cognitive 35+0.8 3.7+0.6 0.11 (NS
Active behavioural 2.8+0.6 3.040.6 0.15 (NS)
Avoidance 2.0£0.5 3.310.5 0.016 (SIG)
Coping strategies M ean+SD M ean+SD P value
Active positive involvement 3.0+0.8 2.4+0.96 0.04 (SIG.)
Active expressive 3.2+0.9 3.3+1.0 0.74 (NS)
Active reliance on other 4.3+1.0 4.2+1.1 0.89 (NS
Cognitive positive understanding 3.9+0.9 4.2+0.6 0.32 (NS)
Distraction 2.3+0.8 2.510.5 0.16 (NS)
Cogpnitive passive ruminative 2.7+0.9 2.9+1.0 0.37 (NS
Passive resignation 2.1+1.1 3.8+0.8 0.005 (HS)
Avoidance / solitary behaviour 2.4+1.2 2.1+0.8 0.25 (NS)
Test used t-test

Discussion

In most Arab countries, many individuals are afraid to
mention the word “cancer” directly, and usualy refer
to it as ‘‘that other dreaded disease’” *. This stigma
might have contributed to the tendency of Egyptian
women to neglect their symptoms, where 60% to 90%
failed to seek medical attention until their cancer is
advanced *. At this stage, mental health problems
become nearly inevitable, and the stigma intensifies
when the psychiatric stigma adds another complicating
dimension to it. The resulting disfigurement and

feeling of losing femininity following radical surgery
is one of the most important factors leading to major
psychological sequelae. Hence, it was necessary to
investigate the prevalence of common mental health
problems in Egyptian breast cancer patients and
describe their coping strategies and social support in
order to pave the way to the incorporation of culturally
competent psychosocial care for such a dualy
disadvantageous group. It should be emphasized that
the psychosocial impact of breast cancer differs across
phases of the illness trajectory. Understanding these
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changing psychosocial needs is essential to offer
successful timely targeted interventions. Hence, the
need to conduct comparative studies throughout the
illness course to elicit the specific needs and integrate a
phased tailored intervention. Such an approach is
crucia in the development of cost-effective services,
especialy in adeveloping country, like Egypt. To fulfil
part of this need, we used the structured clinica
interview for DSM-IV axis | diagnosis (SCID 1) to
examine 100 patients with different stages of breast
cancer. The psychiatric morbidity rate was 54.7% and
76% for the early post-operative cases and the group
with recurrence respectively. These rates were much
higher than those reported in western literature, for
example, Grabsch et a * using DSM-IV diagnosis
reported 43% prevalence rate for current psychiatric
disorder with advanced breast cancer in Austraian
women, with nearly the same rates detected by Kissane
et a. * with early-stage breast cancer in a similar
population (45%), and those reported by Derogatis et
a *, in a multi-centric study (47%). In comparison to
these rates, our finding is certainly alarming. An
explanation for this finding may point to the cultural
difference or to the possible small sample effect. Initial
psychological responses to cancer normally include
anxiety, fears and worries related to the future
prognosis, survival, breast loss and impaired body
image * %, Acute anxiety occurs for cancer patients at
several points, e.g. while awaiting the diagnosis of
cancer, while awaiting procedures and tests, while
awaiting test results, with a change of treatment, after
learning of relapse, and on the anniversary of illness-
related events *'. In our study, early stage patients had
a high rate of anxiety spectrum disorders and
adjustment disorder with anxious mood, this rate is
remarkably consistent with reports of Allam et a * in
an Egyptian study. But in contrast to Hartl and his co-
workers® who found that anxiety scores in his breast
cancer patients had not changed during the first year
after diagnosis and surgery, but became greater after
one year. Findings in an Egyptian sample studied by
Fahmy and colleagues *° revealed that 40% of their
sample were suffering from adjustment disorder,
chronic, with mixed anxiety and depression; 42.5%
was found by Abdel Azim ** and 38.7% of another
studied group by Gaballa et ad** were having anxiety.
The process of adapting to stress induced by anxiety
seems to change with time. This was clear in our
findings which clarified that the rate of anxiety
disorders in the recurrent group was much less than the
early group. This may indicate that the initial treatment
phase is highly traumatic as in comparison to later or
recurrent phases; or that some patients with recurrent
breast cancer develop considerable resilience and
improvement in some psychological functioning.
Understanding these changes can have an impact on
the choice of appropriate psychosocial interventions 2.
We found that anxiety symptoms were invariably
present in our Egyptian sample, mostly of mild and
moderate degrees (42.7% and 53.3% respectively). In
Turkish breast cancer samples, where Karakoyun-Celik
et a. ®® reported grade || moderate anxiety in 77%,
while Alacacioglu et a. * found that the mean anxiety

score on the State-Trait Anxiety Inventory was 44.9 £
8.7, which falls mainly within the moderate range.
During the recurrent phase of illness patients reported
more pain, fatigue, emotional distress, physica
problems and social restriction which may explain the
high prevalence of depression in this phase ** *.
Depression was found to be the most common
psychiatric disorder observed in patients with recurrent
cancer while 44% had major depression; 16% had
minor depression and adjustment disorder with
depressed mood. Approximately, similar distribution
however, with lower rates was described by Kissane et
al. 2. The prevalence of depression was speculated in
different cancer patients by Abdel Azim et a. * and
was found to reach 55% and by El Batrawi and
Moussa'’ was reaching 60%, among them 50% was
ranging between mild to moderate. Lower prevalence
37.9% was found in other studies on an Egyptian
population suffering from different types of
malignancy “*.

In both sample groups we found that depressive states
were from mild to moderate severity, therefore, one
can speculate that it can be readily and cost-effectively
treated early using antidepressants plus supportive
care® and endorsement of positive coping skills, which
can lead to a substantial alleviation in the depressive
state in this population.

Social support has been extensively studied as a central
variable that moderates coping and adjustment either
directly or through buffering the effect of stressful
events . It can help to decrease the negative affective
states and symptoms of distress and improve the
quality of life in women with breast cancer *°. Social
support has been aways thought to lie in the core of
the traditional collectivistic nature of the Arabic
culture with its extended families. Whether the degree
of socia support for women in the Arabic culture is
adequate or equivalent to men in such a patriarchal
society *' or whether socia support for women with
cancer is influenced by the life threatening nature of
the illness as in comparison to a normal female
population has not been researched. Unfortunately, this
study design will not be able to answer these questions.
Hence, further research is needed to investigate the
degree and impact of social support in the Egyptian
population across. One of the purposes of this research
was to investigate the types of social support received
by women with breast cancer. Data obtained revealed
that both women with early and recurrent stage of
breast cancer received equal emotional, informational
and affectionate support from their family network.
We found a high significant difference concerning the
practical type of social support (P=0.005) provided to
women in the recurrent phase of their illness in
comparison to those in the early phase. Perhaps
especialy during the recurrence phase more practical
help is needed particularly due to the associated
physical limitation, pain, and other morbidities. As in
other Arab countries, we utilize family care and
support as a remedial strategy to compensate for the
lack of services and resources, our findings were
congruent with findings from studies conducted among
Arab women with breast cancer in Jordan *? and in
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contrast to western communities in which health care
providers play a crucia role in helping women with
breast cancer when they lose their existing support
from peers and family members™.

Cancer is a traumatic stressor, which mobilizes
complex psychological adaptive processes, women
develop reactions and strategies to cope with the
situation. Coping describes the group of skills and
abilities utilized by an individual when faced with
stressful situations. Active coping is directed to change
the nature of the stressor itself (i.e. behavioural) or
how the individual thinks about it (i.e. cognitive). In
contrast, avoidance strategies aim to prevent a direct
confrontation with stressful events *. Active coping is
generally thought to be a good psychological marker
which  can improve adjustment, and reduce
psychological distress * *> %7 |n the current study,
both groups of breast cancer patients depended upon
active cognitive and behavioural coping, this was
supported by Abdel Azim et a., ** who found that
active cognitive coping was the most used coping
method by cancer patients regardless of different
levels. However, in patients with breast cancer
recurrence, negative coping strategies transpire. We
found that recurrent group used avoidance coping
methods significantly more than the early group,
similarly, was the use of passive resignation. The same
finding was reported by Foad et al **and Abd el Azim*
in Egyptian cancer patients. Perhaps patients in
recurrence feel more resigned to their fate and may
tend to resort to avoidance to hide their existentia
concerns. With the limitation of our descriptive cross-
sectional design, it is difficult to conclude that the use
of negative coping is solely the function of recurrence,
and not the time factor, which can substantially shape
the coping method used *. Studies must follow the
coping strategies of individuals along the trgjectory of
their illness for a sufficiently long time to observe any
stage-related differences in the coping process and to
clarify the impact of cultural factors on the coping
process, eg. in Moslem societies like Turkish and
Jordanian, they use the same type of spiritua coping as
in our patients * 4" %,

Implications and recommendations

In clinical practice, it is always useful to examine the
psychosocia status of patients during follow-up visits
and oncologists should pay attention not only to the
impersonal determinants of cancer prognosis, as its
stage, metastases, etc., but also to consider the possible
role of intrapersonal factors as coping strategies,
depression, and anxiety as well as interpersona
factors, as social support and other externa life
stressors. Oncologists should be proactive in inquiring
about these factors as sometimes patients are reluctant
to discuss or disclose their symptoms either because of
the high emotional repression tendency in cancer
patients, or their fear of the mental health stigma, or
their fear of distracting the oncologist from curing their
cancer ®. This practice can foster a better physician-
patient relationship, improve compliance and
outcomes, and endorse the fighting spirit, especially in
cancer patients®".

From a service perspective, pathways to expert
psychiatric care should be readily accessible to
oncology patients as an integra part of their treatment
and rehabilitation. This should am to deliver
individualized, needs oriented, and timely psychosocial
interventions. Health services in Egypt and the Arab
countries should endeavour to address the psychosocial
needs together with physical health needs of cancer
patients as part of a comprehensive bio-psycho-socia
approach. Social care and health services should also
invest in providing appropriate community support for
patients, especially with respect to practical and
informational support. Our study illustrated the
methodological difficulties for interpreting descriptive
psychosocial data in small cross-sectional studies.
Clearly, more future longitudina studies with larger
sample are required for further investigations. Multi-
centric cross cultural studies can be helpful in
interpreting and understanding the possible unique
socio-cultural effect.

Conclusion

Psychiatric morbidity is high among patients with
breast cancer. The spectrum of psychiatric disorder
differs significantly between patients with early
postoperative stage and those with recurrence.
Depression as a whole was encountered more
frequently in the recurrent stage groups, while the rate
of anxiety disorders (including adjustment disorder
with anxious mood) was high among early stage group.
Both groups received emotional, informational and
affectionate support; furthermore they utilized similar
active, cognitive coping methods and similar coping
strategies except that the recurrent group showed
higher significant avoidance coping method and
passive resignation coping strategy.

We suggest that psychiatric screening is required for
patients attending oncology clinics to ensure the early
recognition and intervention for psychiatric disorders
among women with breast cancer in different stages.
Patients should be encouraged to seek professional
psychiatric services. Educational program should be
offered to care-givers to enhance effective socia
support and appropriate coping strategies.
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Abstract

bjectives: The aim of this study is to determine the prevaence of psychiatric disorders among people referred for

forensic psychiatric evaluation and to study some of their psycho-demographic and clinical characteristics. Design
of the study: The design of the study is a cross-sectional one year survey. M ethods and Material: This survey included all
subjects referred to the outpatient forensic psychiatric committee at Taif Mental Hospital (OPFPCTMH), the main official
psychiatric forensic committee in the Kingdom of Saudi Arabia, during one year (787 subjects). This committee is
responsible for the forensic evaluation of al forensic psychiatric referras in the KSA. They were interviewed using the
Mini International Neuropsychiatric Interview (MINI) and they were diagnosed according to DSM 1V classification.
Clinical and demographic data were collected. The relation between crimes, psychiatric diagnosis, and number of clinical
and psycho-demographic variables were done. A further analysis between various psychiatric diagnoses, age at committing
crime, sex, ethnic distribution, duration and number of previous admission to psychiatric hospitals were also analyzed.
Results: The most common offenses committed by people referred to OPFPCTMH were violence, drug, murder or
attempted murder, sexual and robbery offense in this order. Most of the offenses were committed by patients with
psychosis, personality disorder and substance abuse. All offenses were committed much more by male patients except
defalcation and sexua offenses, which were nearly equaly committed by males and females. Most offenses were
committed by Saudi nationals followed by Yemani, Bangladeshi, Nigerian and Ethiopian nationas. All offenses were
committed during the third or fourth decade of life. Conclusions: Mental illness is associated with increased rates of
serious acts and violence in the KSA. This observation necessitates specia attention from health policy makers to take a
step for prevention of such crimes.
Key-words: offense; mental ill; schizophrenia; Saudi, prevalence.
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Introduction

Evidence has accumulated in the past 20 years
indicating that people with severe mental illness are at
increased risk (compared with the general population) of
committing offenses particularly violent ones > 234567
8 Nearly any psychiatric symptom may be associated
with criminality, because symptoms can impair judgment
and directly or indirectly violate societa norms.
However, recent studies show that, most individuals with
mental illness are not so violent ° and they may be
responsible for only 5% of all violent offenses *°.
Although Arab countries were among the first countries
in the world to establish mental heath hospitals in
Baghdad in the year 705 AD, Cairo in 800 and in
Damascus in 1270 **, currently most Arab countries have
no mental health acts *?, no certified training in forensic
psychiatry, little research if any in forensic psychiatry
and poorly organized forensic psychiatric services * %2,
The Arab world, politica and religious forces have
always been intimately intertwined and Islam is a crucial
factor in all aspects of life ' *°. Kutaiba Chaleby has
provided the first English-language monograph on
forensic psychiatry in Islamic jurisprudence *°. A recent
study in KSA showed that the ability of the legal system
to detect cases was good, while the ability of the
healthcare system to predict crimes and offences was
weak, as 58% of cases had had previous contact with the
healthcare system previously .

The aims of this study were to find the 1-year rate of
different psychiatric illnesses in offenders; age, sex and
race issues in mental ill patients committing crimes; the
relation of psychiatric disorders to crimes and the types
of crimes commonly committed by mentaly ill people
referred to an outpatient forensic psychiatric clinic in
KSA.

Subjectsand Methods

Location

This study was performed at the Taif Mental Hospital,
the first psychiatric hospital to be opened in Saudi Arabia
in the year 1952 with 250-bed capacity. By 1992, the
Taif psychiatric hospital bed capacity had increased to
690 and emergency services and sub-speciaty clinics
were added *®. The forensic psychiatry committee is one
of the most important units inside the hospital. It is
considered the main and the central officia referra
forensic committee in KSA. The forensic committee
receives all cases referred for psychiatric assessment by
the criminal justice system in the KSA. The committee is
made up of a multidisciplinary team including
psychiatrists, psychologists, social workers and nurses.
Both investigators have been members of the team for
many years. The committee holds five open sessions per
week to meet patients and representatives from referring
associations.
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This study was approved by the scientific and ethical
committee of Taif Menta Hospital. Informed written
consent was obtained from al subjects (al subjects
agreed to take part in this study after explaining to them
the purpose of this study).

Design and methods

The study was an outpatient one year (from 1 May 2008
to 30 April 2009) survey to study all subjects referred
from different departments of the legal system (police,
prisons, courts) to the outpatient forensic psychiatry
committee Taif Mental Hospital (OPFPCTMH) to
determine those with psychiatric morbidity. All referrals
were interviewed using the Mini International
Neuropsychiatric Interview (MINI) and they were
diagnosed according to DSM 1V classification. MINI isa
short structured diagnostic interview. The scale had been
previously trandated into Arabic and validated *°. The
diagnosis was further validated by the psychiatric
forensic committee which consisted of at least two
consultants of psychiatry and who had 10 years clinical
experience. Clinical and demographic data were
collected. The relation between crimes, psychiatric
diagnosis, and number of clinica and psycho-
demographic variables were done. A further analysis
between various psychiatric diagnoses, age at
committing crime, sex, ethnic distribution, duration and
number of previous admission to psychiatric hospitals
were also analyzed.

Subjects

The study included 787 subjects. Each subject was
interviewed by both investigators at least once, while
some patients needed up to three sessions to finalize their
assessment.  Patients who needed further assessment or
observation were admitted for up to three months.

Information about crimes was obtained from the officia
report of the Saudi authority.

Statistical analysis used

Data were summarized as means and standard
deviations. Qualitative data were described as
frequencies. Chi-square was used to test for the
association between different nonparametric data and T-
test for parametric data The main findings were
presented as proportions with 95% confidence intervals
(Cls). The results were computed on an IBM compatible
personal computer using the Statistical Software Package
for Social Scientists version 15 (SPSSv. 15.0) Z.

Results

After completing the psychiatric evaluation of 787
subjects who were referred to OPFPCTMH, 733
psychiatric patients and 54 malingerers were found.

All laws in Saudi Arabia are derived from Islamic
Shariah law with special offenses classifications
including four categories (Hadd offenses, Tazir offenses,
retribution and retaliation as in the case of murder, and
lastly, Diya) #*. However, in the present study for
purposes of simplification and comparison with various
previous studies conducted in other countries, the
following classes were used, defalcation, drug, murder or
attempted murder, robbery, sexual, violence, forgery and
religious offenses.

Table (1) shows that the most common offenses
committed by people referred to OPFPCTMH, who were
presumed or clam to be psychiatrically sick, were
violence, drug, murder or attempt murder, sexual and
robbery offenses respectively. Most of these offenses
were committed by patients with psychosis, personality
disorders, and substance abuse and by Saudi followed by
Y emani, Bangladeshi, Nigerian and Ethiopian nationality
respectively.

Table (1) Diagnosis, offenses, and nationality of peoplereferred to OPFPCTMH.

N Percent N Percent
Diagnosis Anxiety 19 24 Ethiopian 11 1.4
Menta retardation| 67 8.5 Bangladesh 19 24
Mood 38 4.8 Egyptian 7 0.9
Malingerer 54 6.9 Indian 10 1.3
Organic 20 25 Moroccan 3 0.4
Personality 171 21.7 Nigerian 14 1.8
Psychosis 279 35,5 . .. [Pakistani 5 0.6
Addiction 130 | 177 | NAOMAY poeginian | 10 13
Offenses |Defalcation 14 1.8 Philippines 5 0.6
Drug 164 20.8 Saudi 671 85.3
Forgery 13 1.0 Sudan 2 0.3
Murder or attempt| 134 17 Syria 4 0.5
Religious 22 28 Turkey 2 0.3
Sexual 110 14 .
Robbery 108 | 137 Y emani 24 £
Violence 222 28.2 Total 787 100.0%
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Table (2 A and B) shows that longer duration and more
frequent admissions before committing offenses were

found in people with psychotic and mood disorders more
than that presented in people with other diagnoses.

Table (2) Showsduration and number of admissionsin mental hospitals before committing offensesin relation
to different psychiatric diagnosis

(A) (B)
Duration of admission in mental hospital Number of admission in mental hospital before
i ) before committing offense committing offense
Diagnosis Sd Sd
o Deviation t P Sles Deviation t P
. yes 4.21 12.612 i 0.11 0.315 )
Anxiety no 9.42 16.475 1.76 0.093 033 0.710 1.389 0.165
Mental yes 4.39 9.528 i - 0.12 0.327 i -
retardation  no | 9.76 | 16835 | 09 | 0000 0.35 0.726 469 | 0000
yes | 1549 13.411 " 0.59 0.599 "
Mood no 8.99 16.487 2.357 0.019 031 0.706 2.381 0.018
. yes 0.74 3.813 i - 0.04 0.191 ) -
Malingerer o 993 16.797 11.36 | 0.000 035 0723 8.351 | 0.000
. yes 0.00 0.000 i - 0.00 0.000 ) -
Organic o 954 16.548 15.96 | 0.000 034 0711 13.05 | 0.000
. yes 6.57 15.026 i - 0.13 0.342 ) -
Personality o 10.06 16.7 2.62 0.009 038 0.766 6.063 | 0.000
. yes | 14.30 19.365 o 0.56 0.883 -
Psychosis o 6.55 13.794 5911 0.000 0.20 0542 6.204 | 0.000
- yes 8.76 15.975 i 0.32 0.826 )
Addiction o 941 16.506 0.424 0.671 033 0675 0.185 0.853

**t-test issignificant at the 0.01 level.

Table (3) demonstrates that offenses committed by
patients diagnosed with anxiety disorders were mainly
robbery offenses followed by drugs offenses. Patients who
are mentally retarded committed sexua offenses followed
by robbery and drug offenses. Patients diagnosed as mood
disorder committed robbery offenses, violence offenses
and religious offenses respectively. Malingerers
committed more violence offenses than drugs and murder
or attempted murder. Patients with psychiatric disorders

*t-test is significant at the 0.05 level.

due to general medical conditions committed drug
offenses followed by violence offenses. Personality
disorder patients committed drug offenses, sexual
offenses, violence offenses, and robbery offenses. Patients
with psychatic disorders committed murders or attempted
murders followed by violence offenses then drug offenses.
Substance abuse patients committed violence offenses,
drug offenses and robbery offenses respectively.

Table (3) Showsdistribution of different offenses committed by different psychiatric diagnosis
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Table (4 A and B) shows that al offenses were
committed more by males than females. Defalcation and
sexua offenses, on the other hand, were nearly equally
represented. It also shows that all offenseswere

committed during the third or fourth decade of life. The
offenses committed by younger patients included
robbery and sexual offenses while older age patients
committed more religious offenses and murder offenses.

Table (4) lllustrated distribution of offenses committed by psychiatric patientsin relation to sex and age.

(A) (B)
SEX N
Offenses female male Chi- o Age at committing offenses
uare
N % | N | oo | Mean | ;itgt'ion t p
. yes | 6 | 429 | 8 | 571 31.00 5.505
Defalcation 11.88 | 0.004%* -0.401 | 0.689
no | 93| 12 | 680 | 88 31.95 8.870
ves | 2 | 12 | 162 | 988 X 33.15 7.998 X
Drug no | 97 | 156 | 526 | 844 | 2+31 |0.000" 3162 9003 | 2119 | 0035
Forgery 3:1%‘ ;9 13 5 6173:5 81?% 1.902 | 0.389 gigz 187.54;:[ 0175 | 0.864
= i In Pyl ey P
Religious 3:1%‘ ;9 1§ . 62626 8133 3.257 | 0.031* 2?32 g'ggg 2.855 | 0.009**
Sexual 3:1%‘ ig ‘:3961 5’3?2 g’g'i 155 | 0.000** é%(f g'ég -3.701 | 0.000**
PO 0 I8 T3 X PP oy B W 5 P ey
. ves | 1 | 05 | 221 | 995 X 329 851
Violence =S oo e oo 4136 | 0.000¢ Slte sog | 1917 | 0.056

**t-test issignificant at the 0.01 level.

Table (5 A and B) demonstrates that the most common
diagnosis in females committing offenses was psychosis,
followed by mental retardation. On the other hand, male
psychiatric patients who committed offenses were
mainly those with psychosis followed by personality
disorders and substance abuse. It also shows that younger

* t-test issignificant at the 0.05 level.

age patients committing offenses were usually diagnosed
as having personality disorders, substance abuse and
mental retardation. Elderly patients, on the other hand,
mainly had a diagnosis of malingerer, psychosis and
psychiatric disorders due to their general medical
condition.

Table (5) Describesthedistribution of psychiatric diagnosesin relation to sex and age

(A) (B)
SEX Age at committing offenses
Diagnosis female | Male | Chi-square P Mean Std. t P
% % Deviation
Anxiety yes 2.0 25 0.075 0.565 32.89 14.674 |0.290 0.775
no 98 97.5 31.91 8.640
Mental retardation yes | 202 | 6.8 19.86 | 0.000™ 30.09 11.022 1459 [0.149
no 79.8 | 932 32.11 8.576
Mood yes 4 4.8 0.11 0.492 30.08 5904 1901 |0.064
no 96 95.2 32.03 8.932
Malingerer yes 3 74 2.601 0.072 38.43 9424 5.274 0.000**
no 97 92.6 31.46 8.589
Organic yes 2.0 2.6 0.124 0.530 33.7 11.379 |0.706 0.489
no 98 974 31.89 8.748
Personality yes | 162 | 225 2.063 0.093 29.68 7.88 |4.105 |0.000**
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no 838 | 775 32.56 8.969

Psychosis yes | 434 | 343 3.15 0.049" 34.26 7.780 [5.844 0.000**
No 56.6 | 65.7 30.66 9.1

/Addiction yes 8.1 19 7.14 0.003™M 28.6 6.96 |-5.878 |0.000**
No 91.9 81 32.65 9.015

**t-test issignificant at the 0.01 level.
MChi-square is significant at the 0.01 level. " Chi-squareis significant at the 0.05 level.

Table (6) shows that defacation offenses were
committed mainly by Saudi followed by Pakistani
patients. Most drug offenses committed by Saudi
followed by Yemani patients. Forgery offenses were
mainly committed by Saudi followed by Palestinian and
Yemani patients. Murder or attempted murder was
committed by Saudi followed by Bangladeshi, Indian
and Y emani patients. Religious offenses were committed

by Saudi followed by Indian, Ethiopian and Yemani
Patients. Sexua offenses were mainly committed by
Saudi followed by Nigerian, Bangladeshi, Ethiopian and
Indian Patients. Robbery offenses were committed more
by Saudi than by Yemani followed by Nigerian patients.
Violence offenses were mainly committed by Saudi
followed by Palestine then Bangladeshi patients.

Table (6) Showsdistribution of offenses committed in relation to nationality.

Nationality Offenses
#1 #2 #3 #4 #5 #6 #7 #8 #9

Ethiopian 0% 1.2% 0% 0.7% 13.6% 2.7% 1.9% 0% 1.4%
Bangladesh 0% 1.8% 7.7% 3.0% 0% 6.4% 0% 1.8% 2.4%
Egyptian 14.3% 0.6% 0% 0% 0% 0.9% 1.9% 0.5% 0.9%
Indian 0% 0% 0% 1.5% 13.6% 2.7% 1.9% 0% 1.3%
Moroccan 0% 0% 0% 0% 0% 0% 1.9% 0.5% 0.4%
Nigerian 0% 0% 0% 0% 0% 9.1% 3.7% 0% 1.8%
Paki stani 21.4% 0% 0% 0% 9.1% 0% 0% 0% 0.6%
Palestinian 14.3% 0.6% 15.4% 0% 0% 0% 0.9% 1.8% 1.3%
Philippines 0% 0% 7.7% 0% 9.1% 1.8% 0% 0% 0.6%
Saudi 42.9% | 90.2% | 53.8% | 91.0% | 409% | 745% | 815% | 94.1% | 85.3%
Sudan 0% 0.6% 0% 0.7% 0% 0% 0% 0% 0.3%
Syria 0% 0.6% 0% 1.5% 0% 0.9% 0% 0% 0.5%
Turkey 0% 0% 0% 0% 0% 0% 0% 0.9% 0.3%
Y emani 7.1% 4.3% 15.4% 1.5% 13.6% 0.9% 6.5% 0.5% 3.0%
Total 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0%

Note: #1 Defalcation offenses, #2 Drug offenses, #3 Forgery offenses, #4 murder or attempt offenses, #5 Religious
offenses, #6 sexual offenses, #7 robbery offenses, #8 violence offenses, #9 % of all offense

Discussion

1. Rate of offense in studied sample of KSA
population:

The present study shows that the most common offenses
committed by people referred to OPFPCTMH were
violence, drug, murder or attempted murder, sexual and
robbery offense respectively. These results may give
misleading figures about criminality among psychiatric
patients because minor offenses; for example, road traffic
accidents or shoplifting, usually do not reach the lega
system and end in the place of the offense when the victim
or the police know that the criminal is a psychiatric
patient. This concept was accepted by the criminology
researcher Ali Wardak in his book” Transnational and
Comparative Criminology”. He argued that in Saudi
Arabiait is possible that several criminal complaints were
resolved outside the formal judicia institutions and
consequentially remain undocumented by the police when

the victim's family forgives the crimina for socia
considerations %.

On the other hand, murder or attempted murder and sexual
offenses were more represented in psychiatric patients.
This result could be explained by the fact that major
offenses are not accepted socialy, not forgivable and
cannot end without passing through the formal legal
system even if the offender was a psychiatric patient.
Moreover, mental illness and especialy schizophrenia is
associated with an elevated risk for violence in the
community %2,

The increased prevalence of sexual offenses among
psychiatric patients in the present study is in agreement
with aprevious study by Dunsieth et al. %°.

2. Frequency and duration of admissions before
arrest:

Longer duration and more frequent admissions

before committing offenses were found more in people
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with psychotic and mood disorders than in people with
other diagnoses. This can be explained by the
observation that psychotic and mood disorders start at a
relatively early age, thus attracting more psychiatric
attention and care.
3. Diagnosigoffense

Substance abuse:

In the present study, substance abuse patients committed
violence offenses, drug offenses and robbery offenses.
This observation is in harmony with previous studies
showing that substance abuse dramatically increases the
risk of criminal behavior, even more than schizophrenia,
personality disorders, or mood disorders . Alcohol
dependent women have a 40-50 times higher rate of
homicide than the general population ’. Also, dua
diagnosis individuals are 240% more likely to engage in
violence.

Anxiety disorders

The present study established that anxiety disorder
patients were the least amongst those who commit
offenses. This suggests that anxiety disorders may not be
likely to have direct relationship with criminal
motivation. Moreover, accidental criminal acts included
robbery and drugs offenses. These offenses may be
committed by anxious patients to relieve tension or as a
way of self medication; they may abuse drugs to cope
with stress.

Personality disorders

The present study demonstrates that personality disorder
patients committed drug offenses, sexua offenses,
violence offenses and robbery offenses. These results are
in agreement with previous studies which showed that
the antisocial personality disorder is highly associated
with violence and incarceration %, In a meta-analysis,
47% of prison inmates were diagnosed with antisocial
personality disorders . The increase of criminality and
recidivist offending in antisocial personality disorder can
be explained by the fact that these disorders are
characterized by persistent violations of social norms and
behaviors, which are a product of abiding character traits
such as impulsivity and suspiciousness combined with
abnormalities of different mental states, including
instability of mood and dissociative symptoms.

Schizophrenia

The association between schizophrenic disorder and
aggressive behavior is a robust finding: it has been
reported by several independent research groups working
in industrialized countries ** ** * and in low- to middle-
income countries *, These findings reflect enormous
suffering for both victims * and perpetrators ¥ % 37 38
and a significant financial burden for society.

The present study establishes that psychotic patients
committed murders or attempted murders, violence and
drug offenses. Similar results were established by many
previous studies & 3% 4% %% 42 vjolent behaviors may be

related to specific psychotic symptoms, such as delusions
of thought insertion, thought control, and persecution, or
to command hallucinations * *. These factors may
impair the patient judgment and control on his actions
leading to an increased risk of offenses. Individuals with
schizophrenia may also commit offenses that are similar
in their motivation to those committed by persons
without a mental illness*®. Moreover, the rate of offense
by schizophrenic patients increases with co-morbid
substance abuse .

Mental retardation

The results of the present study demonstrate that
mentally retarded patients committed sexual offenses,
robbery offenses, and drug offenses. This result is in
agreement with previous research suggesting that people
with mental retardation show increase risk of crimes *.
These results could be explained as follows: Like people
of normal intelligence, people with mental retardation
can be prompted to commit offenses. Factors leading to
crime include unique personal experiences, poverty,
environmental influences and individual characteristics.
Moreover, the desire for approval and acceptance and the
need for protection can lead a person with mental
retardation to do whatever others tell him. People with
mental retardation can fall prey to more intelligent
people who decide to take advantage of them, and they
become the unwitting tools of others. There are many
cases where people with mental retardation have
committed sexual offenses, robberies and drug trade
offenses which were planned or instigated by other
people or other participants who did not have mental
retardation.

People with mental retardation may also engage in
criminal behaviors because of their characteristically
poor impulse control, difficulty with long-term thinking,
and difficulty in handling stressful and emotionally
fraught situations. They may not be able to predict the
consequences of their acts or resist a strong emotional
response.

Mood disorders

Mood disorders patients committed robbery, violence
and religious offenses. This may be explained by the fact
that mood disorders like mania are associated with
psychomotor hyperactivity and aggression. Mood
disorders may aso be associated with increased
religiosity. The present study result is in agreement with
previous research by  noting that there may be more
evidence relating mood disorders and violence than
many cliniciansrealize *'.

Malingerer
Malingerers committed mainly violence, drug and
murder or attempted murder offenses. This observation
may be due to the fact that malingering is more likely to
occur when the individual is charged with a more serious
offence
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General medical conditions

The present study shows that patients with psychiatric
disorders due to general medical conditions committed
drug and violence offenses. This result is in agreement
with pervious research suggesting that people with
neurological impairments are at greater risk of becoming
violent asin cases of epilepsy or traumatic brain injury™.
Neurological impairments can have psychological
effects, interfering with a person’s ability to interpret
what isreal, and to act or relate to others appropriately *.

4. Sex
In the present study it was found that male
patients committed more offenses than female patients
except in defalcation and sexual offenses where there
were no differences between both sexes. Such results are
similar to these found in the general population® 2
Moreover, studies of criminality among persons with
mental disorders revealed that the male sex is a
significant predictor of violent and criminal behavior **

51; 53; 54; 55; 56; 57

However, the results of the present study differ from
those reported in Hiday et al.’s study *® in which males
were no more likely to be violent than females.
Moreover, Binder and McNiel * found that hospitalized
female patients were actually more assaultive than their
male counterparts, although males engaged in more fear-
inducing behaviors.

Conceivably, the confluence of the two phenomena may
explain the mixed findings related to the role of
biological sex as a determinant of crime among persons
with mental disorder. First, it is possible that police are
more likely to lay criminal charges against males than on
females for delinquent behavior. Busfield ® indicates
that deviant behavior is more likely to be framed as
criminal when perpetrated by maes and as
psychopathological when perpetrated by females.
Alternatively, men may be more likely to be arrested
because the violence they commit is more likely to lead
to serious injury. This may explain the elevated arrest
rates among males with mental disorders. These issues
have a great effect within many closed communities like
KSA in which females are protected by specia cultural
and religious precautions which deter the policeman
from suspecting or arresting them for fear of the
consequence of stopping and examining innocent
women. Second, it is possible that biological sex is a
powerful risk factor among offender populations and
community samples but a less robust predictor among
hospitalized patient samples that include subjects who
are typically acutely ill. That is, symptom risk factors
may mask or overshadow sex effects. Further research is
required to explore the potentia interactive effect of
biologica sex on the relationship between mental
disorders and violent and criminal behaviors.

Moreover, the present study showed that the main
diagnoses associated with female offending were
psychosis and mental retardation. Like females, males
are affected by psychosis, but in females post partum
psychosis plays an important role in offenses particularly
infanticide. Parry ® found that 4% of women with
postpartum psychosis committed infanticide.

On the other hand, the most predominate diagnoses
among male patients were psychosis, personality
disorders and substance abuse. The higher offense rate of
personality disorders occurred in males more than in
females. This may be due to gender differences observed
in different disorders. Paris ® found that antisocial
personality disorder is more common in men than
women.

Studying the sex difference in relation to drugs, it was
found that related crimes were less prevalent and
dangerous among women than among men. These results
agree with previous studies in which women reportedly
were more likely than men to abuse drugs in private,
such as at home, while men were more likely to abuse
drugs in social settings, such as a party or a bar.
Addicted women often characterize themselves as having
few or no friends and a limited socia network while men
are more likely to have many socia opportunities to use
drugs % ® ®, These behavior patterns may reflect
society’ s tolerance of male substance use and the greater
socia stigma attached to female substance abusers . A
substance-dependent woman is seen as more serious,
more wrong, and more deviant, as she has transgressed
against the general socia norms of being a “good
woman” ®. This may lead to a higher incidence of drug
use and hence offenses among males than among of
females.

5. Race
The incidence of offense was considered to be relatively
low in Saudi Arabia, and violent street offense was
particularly unusual. Offense rates had, however, risen
with the presence of foreign workers ®. An increase
noted in the level of petty offensesin 1989 was linked to
unemployment among Saudi and Y emeni residents of the
kingdom. These results agree with the present study
which revealed that most offenses were committed by
Saudi psychiatric patients then followed by Yemani
patients *. The increased ratio of offenses committed by
Saudi and Yemani residents may be due to the relative
increase in the population ratio (Saudi population 18.7
million, other nationality 8.4 million) in relation to other
races in KSA. On the other hand, the increased
prevalence of offensesin other racial groupsin KSA can
be explained by the fact that Saudi Arabia is a
destination point for workers from South and Southeast
Asia and Africa As KSA society is very conservative
and difficult to accept foreigners to fuse in it easly,
foreigners usualy live alone with no social support.
People who come for hajj may stay and work in the KSA
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illegaly in low- housing, unhealthy and insecure
conditions.

Moreover, studies of mentally ill offenders have found a
correlation between race and violence, with Africans
having higher rates than Caucasians > > " %8 However,
the effect of race appears to be moderated by other
factors such as neighborhood disadvantages *°; and
victimization " ., Workers from Asian and African
countries working in the KSA are subjected to bad
treatment by Saudi neighbors and to victimization by

work owners.

6. Age

Age is another risk factor for crimina behavior in the
general population *2. The present study shows that all
offenses were committed during third or fourth decade of
life. This result can be explained by assuming that
patients at this age may be less able to restrain their
impulses and to exercise self-control; less capable than
elder people of considering aternative courses of action
and maturely weighing risks and rewards, and less
oriented to the future and thus less capable of
appreciating the consequences of their often-impulsive,
risky, even criminal actions.

The results of present study agree with studies which
confirm that the rates for both prevalence and incidence
of offending appear highest during the second to fourth
decade of life, but drop precipitously thereafter
30;39;51;68;69;70;71;72;73;74;75,76_ The present study shows that
offenders of younger ages often committed offenses of
substance abuse while those with mental retardation, and
personality disorders committed robbery and sexua
offenses. This may be due to the fact that these disorders
usualy start in early age and are characterized by
increase in impulsivity and low stress tolerance leading
to an increased probability of committing offenses
particularly pleasure making ones.

Limitations of the present study

Some psychiatric patients who commit offenses may not
be represented in this study particularly those committing
minor offenses, which may end at the place of offense
and not pass to the legal system and to the OPFPCTMH.
It is possible that some psychiatric patients are not
picked up by the legal system and could be found in
prisons as it is the case around the world. And the
possibility that patients committing minor offenses and
living far from Taif were not included in the study.

Conclusions

Serious acts of violence committed by people with a
mental illness represent a considerable issue which needs
specia attention. This study has revealed important
findings about demographic factors associated with
violence and criminality among individuals with mental
disorders. The study has opened up new areas for further

research in Arab countries that are needed for the
development of our understanding of the nature of the
relationship between mental disorders and offenses and
violence. Such an understanding is pivota to the
formulation of appropriate and effective policies for the
provision of mental health services aimed at preventing
offenses.
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Abstract

eople with mental disorders face stigma, discrimination and marginalization in most societies . Attitudes influence

both professional and personal behavior. In particular, stigmaand discrimination associated with mental illness results
in the under-use of mental health services. Objectives: Studying the attitude towards the mentally ill among non medical
employees in psychiatric hospitals in two different countries Egypt (group A) and Kuwait (group B). Investigating whether
or not working in Psychiatric Hospitals can affect the attitudes to those patients and whether or not there stands a cultura
difference in such attitudes. Methodology: Non medical psychiatric staff working in hospital; a total number of 347
employees and workers participated in the study, while the number of drop outs was about 46 employees who refused to
complete the interview. All subjects fulfilled the following: Fahmy and El-Sherbini Social Classification and Assessment of
attitudes towards mental illnesses using (CAMI) scale.
Results: It was noticed that higher CAMI scores were found in group B and there was a very highly statistical significance
between both groups regarding total scores, fear and exclusion and goodwill. Regarding correlation with various
demographic data revealed the following age was not differing statistically in both groups, Sex was found to have a
statistical significance in group A concerning social control (p=0.04) and fear and exclusion scores in group B (p=0.007).
Education was found to influence socia control in group A (p=0.007) and influencing all the subscales of CAMI in group
B. Professiona workers including nurses and security team were found to have a positive effect on attitude evident in
scoring less in fear and exclusion subscale and was statistically different in both group A and B (p=0.03; 0.000)
respectively; also occupation influences the total scores in group B (p=0.007) and influence good will in both groups.
Finally socia class reveaed that higher social class individuals hold a better attitude than other classes in both groups.
Conclusion: general public’s view about mental illness is largely unfavorable, the study revealed that attitude of non
medical employees in psychiatric hospital toward mentally ill patients is not better than general public attitude despite their
continuous contact with this category of patients. Education about mental illness and fighting stigma which affect attitudes
of people toward mentally ill is highly needed.
Key Words: Stigma, Mentally ill, Socia Class.
Declaration of interest: None

Introduction

As in the ancient world, Leprosy involved quarantine
from family, and society with the resulting separation,
lost potential, and stigma. Similarly, mental illness is
considered as today's Leprosy’, where most people
misunderstood the etiology, treatment, and the prognosis
of the illness and thus it was stigmatized. According to
Goffman's definition of stigma, it occurs when thereis a
marked relationship linking the identified person via
attributional processes to undesirable characteristics
which discredit him or her®,

People with mental disorders face stigma, discrimination
and marginalization in most societies®. Social exclusion,
the lack of respect for people with a mental disorder, the
negative discrimination of people with menta illness
before the law and the difficulties they face when
searching for employment or housing, the loss of socid
status of the families of patients and finally the loss of
self-respect and self-esteem by people with a mental
illness are all related to the stigma associated with such
illness The stigmatization of people who have a mental

illness not only adds to difficulties in their daily life: it
also prevents them from getting access to treatment and
care’ , it also increases the probability that they will not
be offered the treatment they need, or will be offered
services that are of inferior quality and insensitive to
their needs® .

Knowledge and attitude is a complex and interrelated
construct. While the knowledge refers to the fact that a
person knows about a subject through personal
experiences, cultural practices or from others, the attitude
encompasses knowledge, experiences, personal variables
and emotions related to particular topics®. Attitudes
influence both professional and personal behavior. In
particular, stigma and discrimination associated with
mental illness results in the under-use of mental health
services’.

The community's attitudes towards the mentally ill have
a major influence on the acceptance of the mentally ill
and their social integration’. Moreover, stereotypes and
stigma associated with mental disorders are frequently
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the main obstacles preventing early and successful
treatment due to the commonly existing attitudes
hindering recognition and the appropriate help-seeking
behavior. Thisisin fact the result of the misleading heath
information most readily available to the public®.
Negative views implying the irresponsibility of mentally
ill persons and their incapability of making their own
decisions, not to mention their dangerousness, are widely
spread. Since negative beliefs often lead to
discrimination, there is a little wonder that studies have
also shown that people with mental health problems
living in the community experience rampant harassment
% 10 studying the public knowledge and beliefs by
Jorm™ revedled that many people cannot recognize
specific disorders or different types of psychological
distress. On the other hand, attitudes of hospital staff are
important for admission, early diagnosis and treatment,
and the rehabilitation process of mentally ill patients.
Professional group are generaly less optimistic about
prognosis, and less positive about the likely long term
outcomes of people with mental disorder, when
compared with the general public. Medical staffs are less
optimistic about outcomes than other professional
groups, with mental health nurses generaly most
optimistic'?. Nordt et al., ** tested whether mental health
professionals hold fewer stigmatizing attitudes than the
general population; they found that psychiatrists had
more negative stereotypes than the general population.
Mental health professionals accepted restrictions toward
people with mental illness 3 times less often than the
public. Health professionals should be aware that their
negative attitudes may have an effect on both the public
and their patients ™.

Aim of theresearch

1. Studying the attitude towards the mentaly ill
among employees in psychiatric hospitals,
including nurses, workers, security staff,
administrative personnel and paramedica
services in two different countries (Egypt &
Kuwait).

2. Investigating whether or not working in
Psychiatric Hospitals can affect the attitudes to
those patients and whether or not there stands a
cultural difference in such attitudes.

M ethods

Site of the study:

This study was conducted in three different Psychiatric

hospitals.

e Hospital (1) Psychological medicine Hospital ,

(Cairo, Egypt):
This hospital is one of the private hospitals in Cairo
which provide inpatient, outpatient and day care
services for psychiatric patients coming from
different areasin Egypt as well Arab countries.

e Hogspital (2) Institute of Psychiatry, Ain Shams
University Hospitals (Cairo, Egypt):

The ingtitute is located in Eastern Cairo, and serves a
catchment area of about the third of Greater Cairo. It
serves both urban and rural areas, including areas
around Greater Cairo as well. The institute provides
mental health services to psychiatric patients
through the inpatient department and the outpatient
clinics.

e Hogspital (3) Psychological Medicine Hospital
(Kuwait):
The Psychologica Medicine Hospital is the only
Psychiatric hospital in Kuwait. It is located in
Shewiekh, which is the dte for the centra
governmental medical services in Kuwait. Being a
governmental hospital, it serves the whole
population living in Kuwait from al the
nationalities, both in urban and rura areas with a
multidisciplinary system of mental health services
including outpatient clinics, inpatient wards and day
care hospital in the Addiction department.

Sample Selection

A random location sampling method was used; basically
amethod of sampling was followed in away that allows
each relevant factor to contribute in the constitution of
the sample with a share that was proportionate to its
weight in the parent population. Determination of the
size of this sample was done after the consultation of a
statistician. Sampling was performed randomly at the
following levels:

1- The city of Cairo has 5 major geographical areas
from which one was selected (Eastern Cairo).

2- Mental health system in Cairo was divided into two
major categories (Private and Public) based on
socioeconomic profile.

3- From each category one hospital was chosen.

4- Hospitals were chosen from two districts the
private hospital from Heliopolis and the public
hospital from Abbasia.

5- The psychological Medicine Hospital is the only
Psychiatric hospital in Kuwait offering psychiatric
services, besides the private clinics. It withholds
non doctor employees from several nationaities,
such as, Egyptians, Kuwaitis, Syrians, Tunisians,
Palestinians, Philippines, Indians, Nepalese, and
Pakistanis.

The sample of the study consisted of 347 adults:
e 126 from Hospital (1)
. 73 from Hospital (2)
e 148 from Hospita (3)

All of them are working as employees and workers (hon
psychiatrists) in the 3 different psychiatric hospitals
representing 3 different social classes. Hence the sample
was considered representative.

Inclusion criteria:
A subject was included in the sample of the study if:
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1. He/she can read and write in Arabic language.
2. Helshe accepts to participate in the study.

Exclusion criteria:
A subject was excluded from the sample of the study if:

1. He/she has a 1% or 2™ degree relative suffering

from a psychiatric disorder.

2.He/sheisilliterate.

3. Helsherefusesto participate in the study.
Procedures
The data were collected during a three months period
from the beginning of March 2010 to the end of May
2010. At the time of the analysis, a total number of 347
employees and workers participated in the study, while
the number of drop outs was about 46 employees who
refused to compl ete the interview.
An informed consent was obtained from each participant;
they were informed about the scales used in the study
and accepted to participate.
Demographic data were collected including: gender, age,
religion, marital status, residence, education and
occupation. Each subject was asked to answer al the
questions of Fahmy and El-Sherbini  Social
Classification, and CAMI (the Community Attitudes
toward the Mentally 1ll). Participants needed about 20 to
30 minutes, to fill the scales.
Questionnaires were distributed over al the subjects by
the researchers. each one of the three researchers worked
at one of the three hospitals. Subjects were given open
time for filling them, then they were delivered back. The
subjects of the study underwent the following:
1) Assessment of attitudes towards mental illnesses
using (CAMI) scale: Thisis a self-report scale designed
to measure community attitudes towards the mentally ill.

It is a 40-statement inventory which lists different
atitudes or beliefs that people sometimes hold
concerning the degree of acceptance of mental health
services and mentally ill patients in the community™.
The modified Arabic version of the scale ® was used in
this study.

2) Fahmy and El-Sherbini Social Classification:
Personal and socio-economic data include age, sex, level
of education and occupation of the parents, family size,
estimated economic level and sanitation in the house. All
data were scored; the total socio-economic score is 30,
score 25 or higher indicates high socio-economic class,
20-24 middle class, 16-20 low socia class, 15 or less
very low socio-economic class .

Statistical Analysis. The results of different parameters
were collected and statistically analyzed using SPSS
(Statistical Package for Social Science) version 12.
Student t-test was used for comparison of parametric
data in both groups. Qualitative data were compared in
both groups using Chi-square test (x2). P-value <0.05
was considered statistically significant and P-value <0.01
was considered statistically highly significant.

Results

In order to fulfill the aim of this work, a total of 199
subjects (group A) in two Egyptian hospitals and 148
subjects (group B) in Kuwaiti hospital were interviewed
by Fahmy & Sherbini Socia Classification and
Community Attitude to Mental IlIness Scale. The sample
was including male and female employees in psychiatric
hospitals, the following table (1) describes sample
profile:

Table (1): Description of sample profile
Group A Group B
Total number 199 148
mean+SD mean+SD
Age
33.47+8.02 33.62+7.8
Sex Male 119 59.8% 76 51.4%
Female 80 40.2% 72 48.6%
Preparatory 14 7.1% 32 21.6%
. Secondary 96 48.2% 70 47.3%
Education
University 78 39.2% 40 27%
Post graduate 11 5.5% 6 4.1%
Manual 14 7% 24 16.2%
Profession Professional 135 67.8% 88 59.5%
Administrative 50 25.2% 36 24.3%
High 29 14.6% 18 12.2%
Social Class Middle 39 19.6% 34 23%
Low 69 34.6% 60 40.5%
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Very low 62 31.2% 36 24.3%
Table (2): Comparison of CAMI scoresin both groups:
Group A Group B .
Mean+SD Mean+SD tvalue | p-value Sig.
Total 113.53+10.15 123.9949.19 -9.87 0.000 VHS
Fear & 32.51+4.23 28.3445.59 7.9 0.000 VHS
exclusion
CAMI Sodial
a8 17.0743.25 17.35+2.97 -0.82 0.4 NS
Control
Goodwill 8.08+1.24 9.59+1.69 -9.62 0.000 VHS

It was noticed higher total CAMI score and good will
scores in group B than group A. however fear and
exclusion score was higher in group A than group B.
Comparing CAMI scores in both groups revealed that a

goodwill

and tota CAMI

between both groups (p-value=0.4).

Correlation of CAM| scoreswith different demographic data

Table (3): Correlation of CAMI scoresto Age

very highly statistically significant difference was found
between both groups concerning fear and exclusion,
scores  (p-value=0.000)
however socia control scores didn’t differ statisticaly

Group A Group B
Age Mean+SD 33.47+8.02 33.62+7.8
Mean+SD 113.53+10.15 123.99+9.19
Total CAMI r-value -0.023 0.128
p-value 0.742 0.122
Sig. Non Sig. Non Sig.
Mean+SD 32.51+4.23 28.34+5.59
Fear and exclusion r-value -0.024 -0.015
p-value 0.735 0.861
Sig. Non Sig. Non Sig.
Mean+SD 17.07+3.25 17.35+2.97
Social control r-value 0.053 0.160
p-value 0.455 0.052
Sig. Non Sig. Non Sig.
Mean+SD 8.08+1.24 9.59+1.69
Good Will r-value 0.070 -0.008
p-value 0.323 0.927
Sig. Non Sig. Non Sig.

Correlation of age with CAMI scores in each group
revealed no statistically significant difference in both
groups. It was noticed inverse relationship between age

Table (4) Correlation of CAMI scoresto Sex

and fear and exclusion scores and total scores in group
A, and inverse relationship was found between fear and
exclusion and good will in group B.

Total CAMI Fear and exclusion Social Control Good Will
Mean+SD Mean+SD Mean+SD Mean+SD
Group A | Male 112.97+9.68 32.54+3.92 16.96+3.09 7.98+1.35
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Female 114.38+10.82 32.48+4.68 17.64+3.43 8.21+1.04
t-value -0.9 0.1 -0.2 -1.2
p-value 0.34 0.91 0.04 0.18

Sig. Non Sig. Non Sig. Sig. Non Sig.

Male 122.95+8.79 29.53+4.91 17.29+3.12 9.58+2.06

Female 125.08+9.53 27.08+6.01 17.42+2.83 9.61+1.21
GroupB | t-value -1.4 2.7 -0.25 -0.1
p-value 0.15 0.007 0.79 0.9

Sig. Non Sig. Highly Sig. Non Sig. Non Sig.

No dtatistical significant difference was found sexes being higher in females and fear & exclusion in

concerning sex and CAMI scores in group A except for
social control (p-value=0.04) which was statistically

significant between both

value=0.007).

Table (5) Correlation of CAMI scoresto Education:

group B and had highly statistical significant difference
in both sexes found to be higher in males (p-

G Total CAMI Fear & exclusion Social Control Good Will
roups Mean+SD Mean+SD MeantSD MeanSD
Preparatory 108.64 +13.77 31.79 +5.33 15.57 +3.67 7.79+£0.89
Secondary 113.35+11.43 32.00 +4.75 16.85+3.16 8.11+1.28
University 113.95+7.53 33.04+3.39 17.21 £3.135 8.06 +1.252
Group A | pog graduate 118.36+7.39 34.18+2.44 19.91+3.081 8.18+1.25
Fratio 1.99 1.58 4.14 0.31
p-value 0.11 0.19 0.007 0.81
Sig. Non Sig. Non Sig. Highly Sig. Non Sig.
Preparatory 126.44 £10.019 32.56 +£3.35 18.94 +2.69 8.50+1.19
Secondary 123.20 £9.021 28.14 +6.23 17.06 £3.23 10.03+1.99
University 123.00 £9.254 25.80 £3.99 16.65+2.44 9.60+1.08
Group B | Post graduate | 126.67 +2.875 25.00+3.22 17+1.54 10.33+1.03
F ratio 1.25 11.64 4.29 7.13
p-value 0.29 0.000 0.006 0.000
Sig. Non Sig. Very Highly Sig. Highly Sig. Very Highly Sig

Education was found to influence attitudes toward
mentally ill, athough no statistical significance was
found concerning total CAMI scores is noticed that
higher scores was found with increasing level of

education in group A.

Also significant statistical difference was found in group

Table (6): Correlation of CAMI scoresto Occupation:

A regarding social control scores. On the other hand,
group B showed a very high dtatistically significant
difference regarding fear and exclusion and good will,
and highly statistically significant difference regarding
social control, however total CAMI scores didn’t show a
statistical significance.

Total CAMI Fear and exclusion Social Control Good Will
Mean+SD Mean+SD Mean+SD Mean+SD
Manual 112.07 £11.069 34.50 £3.737 16.36+3.342 7.93+1.141
Professional 113.07 £10.925 32.00 +4.286 16.84+3.296 8.04 £1.363
Group A Administrative | 115.18+7.328 33.34+4.008 17.88+3.048 8.22+0.887
Fratio 0.94 3.57 2.23 0.49
p-value 0.39 0.03 0.11 0.6
Sig. Non Sig. Sig. Non Sig. Non Sig.
Manual 123.17+9.98 28.25+9.08 17.33+2.04 8.67+1.34
Group B | Professional 122.52+8.82 26.98+4.21 16.98+3 9.95+1.86
Administrative 128.11+8.52 31.72+4.08 18.28+3.29 9.33+1.12
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F ratio 5.1 10.36 249 6.42
p-value 0.007 0.000 0.086 0.002
Sig. Highly Sig. Very Highly Sig. Sig. Highly Sig.

Studying the relationship between occupation and CAMI
scores revealed that only a significant statistical
difference was found in group A regarding fear and
exclusion. On the other hand, group B showed a very

high statistically significant difference regarding fear and
exclusion, and highly statistically significant difference
regarding social control and total CAMI scores.

Table (7) Correlation of CAMI scoresto Social Class:

Total CAMI Fear & exclusion Social Control Good Will
Mean+SD Mean+SD Mean+SD Mean+SD
High 117.31 +6.8 33.90 +£3.29 18.48 +3.63 8.41+1.376
Middle 111.77 £12.38 32.44 +4.65 16.85 +2.96 7.74 £1.499
Low 114.54 +9.1 32.36 +4.13 17.28 +3.33 8.1 +0.942
P Very low 111.76 +10.6 32.08+4.43 16.32+2.99 8.1+1.277
P F ratio 2,65 1.28 3.15 167
p-value 0.05 0.28 0.026 0.17
Sig. Sig. Non Sig. Highly Sig. Non Sig.
High 125.33 +13.38 30.56+3.94 18.67 £3.218 9.22+1.35
Middle 126.06 +5.67 25.56 +7.81 17.35+2.53 9.88 +0.91
Low 123.43 +8.70 27.67+4.55 16.30 +£3.06 10.27 +2.01
Group B Very low 122.28+10.06 30.89+3.77 18.44+2.51 8.39+1.07
F ratio 1.19 7.14 5.8 12
p-value 0.313 0.000 0.001 0.000
Sig. Non Sig. Very Highly Sig. Highly Sig. Very Highly Sig.

Studying the relationship between Social class and
CAMI scores revealed that only a significant statistical
difference was found in group A regarding total CAMI
scores and socia control. On the other hand, group B
showed a very high statisticaly significant difference
regarding fear and exclusion and good will, and highly
statistically significant difference regarding socia
control.

Discussion

As defined by Lauber’” mental hedth literacy is the
public’'s knowledge and beliefs about mental disorders
enhancing the ability to recognize specific disorder.
Contact with individuals who have mental illnesses, and
education that replaces myth with fact, can decrease
stigmatization and positively affect attitudes'® ** 2, As
early psychiatric intervention is known to reduce
morbidity and mortality in the patients with physical
illness, the need for an early referra to psychiatric
servicesis not overemphasized™.

In Arab countries, stigma was identified in Saudi
Arabia® and in Morocco among family of patients with
schizophrenia, it was found that atotal of 86.7% reported
they have hard lives because of the illness, and 72%
reported psychological suffering caused by seep and

relationship disturbances and a poor quality of life.
Stigma was also observed in Asian cultures as China,
Japan and India® and was found to be evident among
patients and their relatives as well.

In this research, we attempted to assess beliefs, attitudes
and behavior of the community working in close contact
with the mentally ill patients other than their treating
doctors. The participants were presented with a number
of statements about mental illness. They covered a wide
range of issues from perceptions and attitudes towards
people with mental illness, to opinions on services
provided for them.

The current study showed findings which must be seen in
light of the prevalent concepts of mental illness and their
treatment among the general population taking in
consideration the recent spurt in the headth and
educational awareness among the public. Responses to
questions on menta illness and mentally ill patients have
been mixed. A sizeable number had felt that mentally ill
were ‘insane’ ‘violent’ and ‘dangerous indicating their
negative view.

Comparison between the two groups as regards the total
CAMI scores revealed higher mean total scores in
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Kuwaiti community than Egyptian community with a
very high statistical significance between both groups,
indicating better overall attitude toward mentally ill
patients. Previous study by Hussein et a® revealed
higher mean total score among Egyptian university staff
than those found in the group of employees included in
the current study, indicating that the level of education
positively influence attitude to mental illness. On the
other hand, Gad et al.  found that 53.2% of his studied
Egyptian population held a negative attitude towards
mental illness.

Comparison between the two groups as regards the social
control scores revealed no significant differences
denoting the similarity between both Arab communities
regarding their negative beliefs about psychiatric
patients. Such beliefsincluded that they should be locked
in aclosed area, hospitalized, or treated like children and
not allowed to have a job or a responsibility as they
believed that the psychiatric illness is due to lack of self
control.

The scores of fear and exclusion were very significantly
higher among (group A) than that of the (group B)
especialy regarding the female sample, while the male
participants in (group B) expressed more fear and
exclusion scores, most probably due to the fact that an
ingligibly large portion of them are departed from their
countries, either leaving their families behind or staying
with their families, but are till away from their homes.
A fact that most probably colors their perceptions and
expectations with a tinge of insecurity, however scoring
significantly higher in goodwill than group A Egyptian
female participants had more scores on the socia control
items, it may be due to criminalization of mentally ill
which increased during the past year as many violent
crimes were assumed to be committed by mentally ill
people and were associated by an intense media
coverage, this may reflect the belief encouraging locking
patients in hospitals. Previous study concluded that
femalesin general held less stigmatizing attitudes™.
Regarding age, in both groups, older participants
expressed less fear and exclusion scores, most probably
due to their longer years of experience dealing with the
mentally ill people, which lead to overcoming and
diminishing the issues of insecurity and excessive fears
in group B. Another study in Singapore found that nurses
aged from 31-50 years hold a positive attitude®.
Although Hayward and Bright®® estimated that older
people hold more stigmatizing attitudes, same finding
was found by Gad et a® as elderly expressed negative
attitude.

Education has always had a remarkable role in forming
people attitudes, but in what way? Interestingly, the
results showed that in (group A) the higher the education
level and the social class, the more was the tendency
towards social control of mentally ill patients. This result
may be attributed to the fact that, highly qualified and

higher social class persons are working in the
administrative jobs away from the actual contact with
patients, rendering them with the common public attitude
towards mental illness.

In a study performed by Youssef et al,® about causal
beliefs of Schizophrenia among a sample of employees
of a Suez canal University in Egypt, they found that a
significant association between educational status and
attribution of illness to personal and social causes of
patients, their interpersona relations and biological
factors being reported by higher educational levels of
participants as they have other hypotheses to mental
illness other than metaphysical causes reported by lower
educational levels. Also El-Defrawi et a. ** working on
attitude of families of psychiatric patients found that
educational level was significantly associated with
knowledge of relatives about the diagnosis, and Afana et
a. * found that educational level affect attitude and
knowledge towards mental illness in primary mental
health professionals. Another study revealed that high
educational level is associated with more positive
attitude .

Meanwhile the less educated participants were either
nurses, security men or workers, who are actually in
daily contact with the patients. They are more exposed to
the deeper humanistic side of these patients not their
social image side. These participants are more
experienced in dealing with patients and are more aware
of the symptoms of mental illness, the ups and downs in
the clinical picture, and definitely have a better idea
about their prognosis *% aso increased personal
experience leads to more pro-socia reactions towards
persons with a menta illness, to less anxiety in the
presence of a mental ill person and less social
distancing®. Although Hellzen et al.* while studying
nurses attitudes towards older residents with long term
mental illness revealed that nurses with long experience
became less sensitive in their relationship with the
resident than less experienced nurses. There appeared to
be a tendency for long work experience to have a
negative effect on nurses' attitudes towards the resident.
Tay et al? concluded that nurses especially with higher
qualification hold a positive attitude.

Hussein et al. % conducted a study among teaching staff
members of faculty of Medicine, Ain Shams University
in Cairo, they found that among the most educated group
in our community, attitude towards the mentally ill is
generaly better than in western countries and this is not
due to attribution of illness to supernatural causes as
previously thought.

Results of ( group B) regarding education seemed quite
logic, higher education leads to better attitudes towards
mental illness, i.e., less Fear and Exclusion scores, less
Social Control scores and more Good Will scores.
However, there are pretty different explanations for these
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results if only we knew that up to this moment, there is
no mental act in Kuwait, i.e. there is no involuntary
admission. It is an official and cultural attitude towards
the mentaly ill that they have every right to remain in
the community, and not to be hospitalized except in
severe cases and only for short durations. Moreover,
Psychiatric services were only introduced in Kuwait
about 40 years ago, and thus, there are still some families
not admitting the mental illness and not accepting the
Psychiatric help as an answer to their relatives problems.
For further clarification, it is worth mentioning that in
(group B); the administrative jobs are only assigned to
the Kuwaiti people with the protective, denying cultural
legacy. At the same time, high qualifications and post
graduate studies are indeed an issue of necessity for
assignment and continuation in the Psychological
Medicine Hospital in Kuwait. Therefore, however
holding two different explanations, high levels of
education come with less fear and exclusion in group B
sample. It only becomes clear for us when we revert to
the different backgrounds behind the same results. On
the other hand, other jobs requiring less education, such
as security men, porters, and technicians are assigned the
non Kuwaiti, socialy insecure minorities, as explained
before.

Administrative and manual workers of both groups
expressed higher Fear and Exclusion scores. Moreover,
Kuwaiti participants had higher Good Will scores. Jorm
et d'* aso found that health professionals (ie general
practitioners, psychiatrists and clinical psychologists)
rated long-term outcomes more negatively and believed
discrimination to be more likely. This may be because
health professionals have greater contact with mental
illness and individuals who have chronic or recurrent
problems than the public and therefore may be more
realistic in their assessment of long-term outcomes. *

In a study conducted by Aghanwa *, results showed that
afar greater proportion of health workers considered the
hospital as a source of help for people with mental
illnesses; expressed the greatest dislike for ‘labeling’;
and considered that persons with menta illness were
significantly different from other people, “believing that
the way the patients would be perceived would depend
on the type of the mental illness”.

Certainly, negative attitudes toward mental illness appear
to worsen the overall quality of life of individuals with
mental disorders. Furthermore, providing culturaly
specific care involves ensuring that hospital staff is
properly educated on underlying issues *. Cultural
diversity in knowledge about and attitudes toward mental
illness requires this issue to be explored in a wide range
of cultures, especially in developing countries.

In addition, the knowledge, attitude and beliefs of the
hospital staff regarding mental illness will be the key, as
they are directly involved in providing mental health care
along with general care to needy physicaly and
psychologicaly ill patients. Similarly a trained nurse

should be actively involved in menta health
disseminating activities®. Filipcic et al. *® concluded that
the consequences of negative attitudes found among
hospital staff in his work were contributed to the low
quality of life of schizophrenic patients, and slow, often
incomplete, re-socialization.

In (group B), the high and very low social class
participants expressed more fear and exclusion, more
Saocial Control scores and lower Good Will scores. These
results were concordant with the study conducted by
Foster et a *, unqualified staff held more positive as
well as more negative attitudes than qualified staff. This
is generally consistent with Munro and Baker's * finding
and overal conclusion that it cannot be assumed that
qualified staff will hold more positive attitudes than
unqualified staff. It is possible that other variables such
as professional development training or other support
may have influenced their attitudes. In accordance with
previous studies with nurses in particular, ' %, it isaso
possible that further education and training on mental
illness and therapeutic strategies could result in the
development of more positive attitudes for these mental
health workers, including the medical orderlies who have
had limited education in mental illness. As Baker et a *°
identify, evidence of positive attitudes alone does not
indicate whether there is corresponding therapeutic
behavior and quality of care for clients or not.

For the past fifty years, programs aiming to de-stigmatise
mental illness have advocated for medical rather than
psychological explanations of mental illness. Biological
and genetic factors have been promoted as underlying
causes and people with mental disorders were considered
“ill" in the same sense as those with medical conditions.
Current evidence however disputes the assumption that
this information will result in more positive attitudes
toward mental illness. Contrary to the assumption of de-
stigmatisation programs, genetic and biological causal
beliefs were related to more negative attitudes toward
those with mental illness *".

Historically, the study of public attitudes toward mental
illness and mentally ill persons has mostly been the
domain of mental health professionas namely
psychiatrists, psychologists, psychiatric social workers,
as well as academics in those related fields, and
psychiatric program directors and administrators *.

The magnitude of mental health problem and its
consequent burden upon human society is enormous. The
problem is particularly troublesome in developing
countries where in the ratio of mental health professional
to the population is extremely low. Apart from this,
general public’'s view about mental illness remains
largely unfavorable. The topic of mental illness itself
evokes a feeling of fear, embarrassment or even disgust
fostering negative attitudes towards mental illness and
mentally ill people *. The consequence is the low
psychiatric service utilization rate despite a large body of
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literature points towards high rate of psychiatric problem
in the community aswell asin hospitals .

Conclusion

General public’'s view about mental illness is largely
unfavorable, the study revedled that attitude of non
medical employees in psychiatric hospitals toward
mentally ill patients is not better than genera public
attitude despite their continuous contact with patients.
Although mental health services began in Egypt years
before Kuwait, attitudes towards mentally ill was worse
in Egyptian employees more than Kuwaiti employees,
indicating that there is a strong need for improving

knowledge and education

about menta illness to

ameliorate attitude towards those patients. Also much
more efforts is needed to fight stigma aiming to improve
general public attitudes towards mental illness.
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Abstract

bjectives: To determine the degree of agreement of the OPCRIT diagnostic systems in the diagnosis of

Schizophrenia. Method: A total of 112 case notes (67.9% men and 32.1% women), of Bahraini Schizophrenic
patients with 1CD-10 classification formed the Schizophrenic population for this study. These 112 patients who were
analyzed attended the out-patient department at the Psychiatric Hospital in Bahrain until the year 2008. The OPCRIT 3.31
checklist was applied as a diagnostic tool. The kappa coefficient and percentage of agreement were used to measure the
concordance and absolute agreement of the OPCRIT diagnostic systems of Schizophrenia. Results: The diagnoses of
Schizophrenia using ICD 10, DSMIII-R. Research Diagnostic Criteria (RDC) and Tsung and Winokur (TS and WI) all
have strong and excellent agreement with each other. The strongest is between RDC and TS &W!I (Kappa 0.936). The
diagnosis of Schneider (SCHN), French (FREN), CROW and Farmer (FARM) all have low kappa vaues of agreement
(less than 0.4) with other diagnoses except FREN with DSMIII-R (0.451). The absolute percentages were high for al
diagnostic systems except for the diagnosis of CROW. Conclusion: The diagnostic systems of ICD-10, DSMIII-R, RDC,
and TS and W1 have strong diagnostic agreements (kappa < 0.780). The strongest is between RDC and TS&W1 (kappa
0.936), while Schneider French, Crow, and Farmer have low diagnostic agreements (Kappa>0.4) However, French and
DSM/III-R maintained higher diagnostic agreement (Kappa 0.451). Results direct the need for a cautious level of

confidence and validity of officially designated classification systems.

Key Words: Schizophrenia, Checklist, Kappa.
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Introduction

Schizophrenia is a devastating disorder with high
worldwide lifetime prevalence. * Although its etiology is
unknown and its treatment elicits only a partial response,
it is very important to have early detection of its initial
symptoms, since early therapeutic intervention permits
the prevention of the worse outcome. Unfortunately, the
diagnosis of Schizophrenia remains a “fuzzy” scientific
concept. For example, the so called Polydiagnostic
studies comparing 1CD-10, research diagnostic criteria
with other reasonable definitions of Schizophrenia
consistently demonstrates that the number of patients
with Schizophrenia diagnosed in a given sample varies
by a factor of 2-3, depending on the diagnostic criteria
applied and the composition of the examined sample®®
.Since its presentation is heterogeneous, many
operational diagnostic criteria have been developed
during the last three decades, but there is no consensus as
to which of them is the most adequate. The 1970s
witnessed the emergence of St Louis and Research
Diagnostic Criteria. This was followed in the 1980s by
the incorporation of operationa definitions in the
diagnostic and statistical manual (DSM) of the American
Psychiatric Association and subsequently an operational
version of the diagnostic criteriain the 10" edition of the
International Classification of Diseases (ICD-10).
Although such definitions of the disorder usually ensure
high inter-rater reliability, this does not guarantee
validity. In addition there is a problem resulting from the
fact that different operational definitions of nominally
the same disorder often fail to match and do so in an
unpredictable way”. However, the Diagnostic Criteria of
Schizophrenia are not based on insight into the

pathophysiology of the disease and much less on the
knowledge of etiology, rather diagnoses are not
conventionally defined which leads to multiple
diagnostic traditions and sometimes even contrasting
systems® .The inadequacies of the standard glossaries
have led research investigators to develop their own
explicit criteria and classification schemes through
selection of the diagnostic category in the glossary that
most closely resembles the characteristics of the patient
being diagnosed. In practice, this has meant that, by and
large, the diagnostician used his own concept of the
disorder even though a publication referring to those
diagnoses might state that the diagnoses were made
“according to the DSM Criteria’.%’  Research
Psychiatrists were however able to achieve higher
reliability up to 92% agreement for Schizophrenic illness
using the Present State Examination (PSE) interview
technique.® Furthermore, an overall kappa of +0.77 for
inter-rater reliability of individual symptom rating of
PSE was achieved®°.

In this current study, 12 diagnostic systems of the
OPCRIT checklist were used to show the significance of
an overlap between diagnostic systems.

M ethodol ogy

The Operational Criteria checklist for psychotic and
affective illness (OPCRIT) version 3.31 was the main
study tool “*. This checklist allows classification of
subjects according to the functional psychosis and
affective disorder categories in DSM-III R,DSM VI,
ICD-10, Feighner et al, the research diagnostic criteria
(Spitzer et a), the criteria of Taylor and Abrams,
Carpenter et d, the first rank symptoms of Schneider,
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Tsung and Winkur, French, Crow and Farmer. In general

it has been designed to facilitate polydiagnostic approach

to mental illness. This tool has been found to be both

valid and reliable’®. A qualified psychiatrist trained to

use this tool assessed all patients using hospital case

notes. All case notes were scanned for a lifetime of ever

having occurrence of signs and symptoms of

Schizophrenia. A total of 112 Bahraini Schizophrenic

patients were included in the study. This represented the

total number of Schizophrenic patients registered before

March 2008 and who fulfilled the following inclusion

criteria

= Diagnosed as Schizophrenia based on ICD-10
classification system 2,

= Bahraini nationals.

=  Parents alive (This criterion was included because
this study was run concomitantly with a study on the
genetics of Schizophreniafor the same sample).

= Age18-60 years.

= Have no coarse brain disease prior to the onset of
Schizophrenia.

= Have no history of acohol/ drug abuse within one
year of onset of psychotic symptoms.

= Have no other co-morbid mental illness e.g. mental
retardation or mixed affective and psychotic
symptoms e.g. schizoaffective disorder, and/or post-
Schizophrenic depression.

The Cohen’s Kappa Coefficient was used to measure and
ascertain the significance of concordance corrected for
chance agreement between each pair of the diagnostic
methods. Kappa values vary from negative value to zero
for chance agreement and 1 for perfect agreement.

Results

The mean age of the study patients was 32.4 years with a
range of (18-50) years. 67.9% of the patients were males
and 32.1% were females. The mean age of onset was
20.0 + 4.7 years. At onset of illness, unmarried patients
constituted 76.8% of the cases and unemployment
presented itself in 73.6% of the patients. Also, onset of
illness at or below 25 years of age was found in 86.5% of
study sample.

Table 1 compares dal 12 diagnostic systems of
Schizophrenia with each other in terms of Kappa
coefficients of agreement and percentage of absolute
agreement. Kappa coefficient of agreement for Diagnosis
of Schizophrenia by Carpenter and Tailor and Abrams
with other diagnoses could not be calculated due to the
small cell countsin the crosstab table.

The Diagnostic system ICD-10 strongly agrees with TS
and WI, RDC and DSMIII-R (Kappa values are 0.879,
0.828 and 0.780 respectively). Also, the diagnosis of
Schizophrenia by DSMIII-R strongly agrees with RDC,
TS and WI (Kappa values are 0.828 and 0.879
respectively) and has adequate agreement with DSM-I11
R, Feigner and French with Kappa s ranging from 0.451
to 0.481. The strongest agreement was between RDC and

TS and WI (0.936). The diagnostic system of Schneider,
French, Crow and Farm al have low Kappa vaues of
agreement (less than 0.4) with other diagnoses except in
the case of French with DSMIII-R (0.451). In general the
diagnoses of Schizophrenia |CD-10, DSMII-R, RDC and
TS&WI dl have strong agreement with each other.

The results of percentage of absolute agreements
between the 12 diagnostic systems of Schizophrenia with
each other are also presented in table |. The absolute
percentage of agreements ranged from 17.9% to 99.1%.
In general these percentages for absolute agreement are
high for all diagnostic systems except for the diagnosis
of Crow which has the lowest absolute percentages of
agreement with al diagnostic systems.

Discussion

The most important finding of this study is that the 12
systems vary in the rates at which they make the
diagnosis of Schizophrenia. There is strong agreement
between the diagnostic systems ICD-10, Tsung and
Winokur and Research diagnostic criteria (RDC), Kappa
values are 0.879, 0,828 and 0.780 respectively. Also
there is a strong agreement between DSM-III-R and
RDC, TS & WI; Kappa vaues are 0.828 and 0.879
respectively. The results are consistent with findings in
other studies™**°. This is not surprisng when one
knows that Spitzer et al. (1980) has described the DSM-
IIl as a modification of the RDC . It is a natural
expectation for DSM-I1I to have an adequate agreement
with DSM-IIl R, Feighner and French, with Kappa's
ranging from 0.451 to 0.481. The DSM-IV is a natural
prodigy of DSM-III-R which shares similar diagnostic
criteria with Feighner and French. Another important
factor is the type of patient population in the study; all of
whom passed the acute stage of the Schizophrenic illness
and the necessary six months in order to qualify for the
diagnosis in the DSM-Ill R and DSM IV
classification'*®. The exclusion criteria of no alcohol
and drug abuse, their mean age of onset of 20.0+ 4.7
years (below the age of forty at onset), the 76.8%
unmarried, all fit very nicely with the requirements in
Feighner criteria.

The Diagnostic systems of Schneider, French, Farm and
Crow al have low Kappa value of agreement less than
0.4 with the other diagnoses. This is again consistent
with the reported literature™ >**. And can be explained
by the fact that these criteria are more restrictive and
narrow, and therefore will diagnose fewer patients as
suffering from Schizophrenia. The diagnostic system of
Crow was the most restrictive. Crow have proposed two
subtypes of Schizophrenia; Type | syndrome mainly of
positive  symptoms  (including delusions  and
hallucinations) which are more likely to be predominant
in the acute illness. Type Il syndrome consists mainly of
negative symptoms which include among others poor
grooming, lack of motivation and social withdrawal®®.
The Type Il syndrome is more consistent with the sub-
chronic or chronic type of Schizophrenia. Negative
symptoms tend to be chronic in course and less amenable
to treatment, but occur regardless of the stage of illness™.

66



Al-Haddad et al.

Kappa values for the diagnostic systems of Carpenter
and Taylor and Abrams could not be calculated due to
the small cell counts in the cross table. The Taylor and
Abrams system is very restrictive and has questionable
diagnostic value and poor inter-rater reliability. Abrams
and Taylor have later suggested that it is outdated and
did not recommend it for future use .

The disparity between these diagnostic systems
illustrates the degree of difficulty associated with the
diagnosis of Schizophrenia and with the concept of
Schizophrenia itself. Psychiatric researchers are trying to
establish operationally defined diagnostic criteria which
they can refer to as “objective’ criteria, yet even with the
strictest adherence to diagnostic precision, severa of the
key signs and symptoms of Schizophrenialeave room for
divergent subjectiveinterpretations. An example for such

difficulty are terms like restricted affect, poor insight,
and poor rapport, al of which do not easily lend
themselves to operational definitions.

Limitations of the study

Thisis aretrospective study defined by the application of
diagnostic criteria to case notes. The determination of
index diagnosis from case notes not specifically written
for research purposes obvioudy carries its own
limitations.

Conclusion

Most of the diagnostic systems within the OPCRIT 3.31
have very high or adequate agreements between them,
which points out to the usefulness of the OPCRIT as a
diagnostic system in research and differentiating
Schizophrenic from non-Schizophrenic cases.

Table 1: Kappa coefficients and per centages of absolute agreement between 12 diagnostic systems of schizophrenia

EY] DM RDC FEIGN | CARP | SCHN | FREN TA TSad | CROW | FARMR
R v and Wi
AB
DSM IlI-R F'f_f/‘;ﬁ 86.6 97.3 848 * 911 911 * 98.2 26.8 911
K
DSM IV i Pyt 85.7 768 * 812 812 * 86.6 295 795
Research Kappa
Researct Povalue 0828 | 0435
chargi;?e(;;lc S| o 839 * @ 902 * 99.1 241 )
Kappa 0.472 0.332 0.431
FEIGNER L o8 el | % | S * 759 777 * 83 348 759
CARPENT Kwpa * * * * * * * * * *
R P-value
SCHNEIDE Kappa 0247 | oar 0272 0.071 *
e v o | o et s N 893 * 929 232 96.4
Kappa 0451 | 0273 0.368 0223 * 0.097
FRENCH P-value <00005 | 0001 | <0.0005 | 0005 * 0.251 ) 893 179 911
TAI L OR & Kappa * * * * * * * * * * *
ABRMS P-value
TSUNG & Kappa 0879 | 0450 0936 0.390 * 0300 | 0276 N 5 .
WINOKUR P-value <0.0005 | <0.0005 | <0.0005 | <0.0005 | * 000L | 0003 :
Kappa 0023 | -00% | -0005 0.008 * 0018 | -0.09 0.013
SR P-value 0421 | 0383 0383 0.866 * 0314 | 0001 ) 0.508 214
CARMER Kappa 0141 | 0049 0.157 0.037 * 0317 | 0141 . 0176 0.009
P-value 0040 | 0298 0.028 0.388 * <0.0005 | 0.040 0018 0.480
D10 Kappa 0780 | 0481 0828 0.347 * 0398 | 0231 . 0.879 0023 | 0313
P-value <0.0005 | <0.0005 | <0.0005 | <0.0005 | * <0.0005 | 0014 <00005 | 0421 | <0.0005

* Kappavalues for the systems CARP and TA&AB cannot be calculated due to the small cell countsin the cross tab table.
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M easurement of urinary sugarsby HPL C asa non invasive test

of increased intestinal permeability in autistic children
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Abstract

bjectives: Autism is found now to be more prevaent than childhood cancer, diabetes and Down Syndrome,

affecting as many as 1 in each 500 children. In autism, increased intestinal mucosa permeability is expected
secondary to the “leaky gut” hypothesis or “opioid excess’ hypothesis. This study aimed at testing increased intestinal
permeability in autistic children by using the standard convenient and non invasive lactulose/mannitol test which
assesses mucosal integrity of the small bowel in children. Methods: Fifty autistic children fulfilling al the DSM-1V
research diagnostic criteria for Autistic Disorder were recruited from the specialist outpatient clinic for autism at
Institute of Psychiatry Ain Shams University Hospitals. Twenty children with normal intellectual functioning and with
no personal or family current/past history of neuropsychiatric disorder were selected as a control group. Severity of
autism was assessed by the Childhood Autism Rating Scale (CARS). All patients and controls were subjected to: 1) full
history taking with emphasis on history of communication and behavioral development; 2) thorough clinical
examination including evaluation of behavioral and communication skills of each child; 3) Wechdler Intelligence Scale
- child version (WISC) to assess their intellectua level; and, 4) the sugar permeability test which was based on
simultaneous oral administration of two sugars with different molecular size and absorption routs (lactulose and
mannitol-L/M), then the urinary recovery of each molecule was estimated using the high performance liquid
chromatography (HPLC) technique. Results: There was a highly significant elevation of both lactulose recovery
percentage and L/M recovery ratio, but not mannitol recovery percentage, in autistic children compared to controls. A
highly significant positive correlation between lactulose recovery percentage and L/M recovery ratio, and highly
significant negative correlation between mannitol recovery percentage and L/M recovery ratio in al autistic children
was found. L/M recovery ratio is proposed as an indicator for assessing the severity of autism. Conclusion: Elevation
of urinary excretion of lactulose and hence L/M recovery ratio may help to identify the role of increased intestinal

permeability as an etiopathogenic factor in autism.

Key Words: Autism — Sugars — Permeability — HPLC
Declar ation of interest: None

Introduction

Autism is the most prevalent of a subset of disorders
organized under the umbrella of pervasive
developmental disorders which usually presents within
the first three years of life ** % 29|t is a neurological
disorder affecting as many as 1 in each 500 children ™
.38 |t primarily strikes males (male to female ratio is
about 4:1), however, severe forms have been found in
females ® % % Autism has been identified as having
greater prevalence than childhood cancer, diabetes and
Down Syndrome'® 42,

The etiology of autism is still unknown, but it is
generally accepted that it is caused by abnormalities in
the brain structure and/or function* % . However, one
of the postulated causes of autism is the increased
permeability of intestine (leaky gut), which was found
in 43% of autistic patients*’. Many theories attempted
to link this increased permeability to vira infection
(measles), yeast infection (over growth of candida
albicans), reduction in phenylsulfotranferase (PST)
which lines intestina tracts and protects from
leakiness, and heavy metals in intestinal tract which
lead to infection, which in turn can cause leaky gut®.
As aresult of the leaky gut, the digestion products of
natural foods such as cow's milk and bread are able to
enter the blood stream and induce antigenic responses.
Moreover, they can pass through the blood brain

barrier and produce a negative impact on the brain
development ¥,

The standard test for leaky gut syndrome is the
mannitol and lactulose test”. Both are water soluble
molecules that the body cannot use. Mannitol is easily
absorbed by people with healthy intestinal lining and
lactulose is a larger molecule which is only dlightly
absorbed. A healthy test shows high levels of mannitol
and low levels of lactulose; if high levels of both
molecules are found, it indicates aleaky gut condition’.
This study tested the hypothesis of increased intestinal
permeability in autistic children by using the
convenient and non invasive lactulose/mannitol test
which assesses mucosal integrity of the small bowel in
children.

Subjectsand Methods

Patients

Fifty autistic children (43 males and 7 females) were
recruited from the specialist outpatient clinic of autism
a Institute of Psychiatry Ain Shams University
Hospitals. Their ages ranged between 3-14 years with a
mean age of 6.1+3.1 years old. We included children
who met the diagnostic criteria of autism according to
DSM-IV ', presented with typical complaints of
autism, such as delayed or abnormal pattern of speech,
impaired socidization with or without behaviora
abnormalities (as self injuries and aggression),
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disturbed sleep and stereotyped movements* *, and

had an age appropriate range of intellectual functioning
as measured by the Wechder Intelligence Scale for
Children (WISC) “® %, Patients were excluded if they
had individual or family history of allergy, diabetes
mellitus, clinical evidence of GIT disorders and/or
history of antiepileptic drugs intake.

Controls

Twenty healthy age (ranged 3-11 years with a mean
age 6.8+2.2), gender, and intellectual functioning
matched children were selected as a control group.
They were selected on the basis of having no personal
or family current/past history of neuropsychiatric
disorder.

Informed consent was obtained from the parent of each
autistic child and control subject before initiation of the
procedure.

Clinical Methods

Severity of autism was assessed by the Childhood
Autism Rating Scale (CARS) * which is often used to
evaluate young children who may have autism
spectrum disorders. The scale evaluated children with a
rating of one (indicating no abnormality) to four
(indicating severe abnormality) in each of 15 areas
(relation to people, emotional response, imitation, body
use, object use, listening response, adaptation to
change, taste, smell and touch responses, visud
response, fear, verba communication, non verbal
communication, activity level, intellectual response,
and general impression).

According to CARS, our sample was classified into
two main groups. The first group was classified as mild
to moderate if the child scored> 30. This group

comprised 38 autistic child, 36 males and 2 females.
Their ages ranged between 3 to 14 years with a mean
age of 6.5+3 years. The second group was classified as
severe if the child scored> 37. T his group comprised
12 autistic children, 7 males and 5 females. Their ages
ranged between 3 to 14 years with amean age of 6.5+3
years.

All patients and controls were subjected to: 1) full
history taking with emphasis on history of
communication and behavioral development; 2)
thorough clinical examination including evaluation of
behavioral and communication skills of each child;
and, 3) experienced clinicians interviewed both groups
of children and the relevant family members in order to
confirm diagnosis of autism.

For autistic children, the WISC was routinely included
in the diagnostic evaluation at the specialist clinic for
autism. The test was administered individually by
neuropsychologists blind to the study and hypotheses.
Both the cases and control groups were tested by
neuropsychologists under similar conditions similar.
All children within the cases and control groups had
average age appropriate intellectual functioning.

Analytical Methods

The sugar permeability test involved simultaneous oral
administration of two sugars with different molecular
size and absorption routs (lactulose and mannitol). The
urinary recovery of each molecule was then estimated
using the high performance liquid chromatography
(HPLC) technique?

. Sampling

The child followed a diet free of mannitol and
lactulose for 24 hours before the test. After an
overnight fast, the child voided the first urine sample
and then ingested a solution containing 5 gm lactulose
and 1 gm mannitol in 100 ml of deionized water. After
30 minutes, a liberal intake of water was permitted to
increase urine flow. All urines voided in the
subsequent six hours were collected with sodium azide
as a preservative. The total volume was recorded and
an aliquot was kept at -20C for subsequent analysis.

e  Assay Procedure

Urinary mannitol and lactulose was assessed using
HPLC assay . This was conducted in six steps: 1)
preparation of the sample by adding 0.5 gm of ion
exchange resin to 2 ml of the thawed urine specimen.
The mixture was mixed vigoroudly for 10 seconds,
followed by centrifugation for 10 minutes at 3000xg.
The resulting supernate was filtered through 0.2um
pore filter; 2) standard preparation of mannitol and
lactulose by reconstituting synthetic mannitol and
lactulose lyophilized standards by HPLC graded water
and stored it a 4 C for one month; 3) reagents
preparation by putting the first reagent HPLC graded
acetonitrile in the second one HPLC graded water
(70/30 by val); 4) chromatographic analysis was done
on Beckman Coulter's HPL C system that consisted of a
dual pump model 126 programmable solvent module
controlled via 32 karat software, an amine modified
silica column with a particle size of 5um, a length of
250 mm and an inner diameter of 4.6mm, and a
refractive index detector model of 156; 5) assay
procedure consisted of three steps; a) an isocratic
separation was applied in which the mobile phase
consisted of HPLC acetonitrile in HPLC graded water
(70/30 val), b) the flow rate was maintained at 1ml/min
through the chromatographic run which last for 15
minutes, ¢) 20 ul of the filtrate as well as the mannitol
and lactulose external standards were injected into the
chromatographic unit using a Hamilton micro-syringe.
Reversed phase HPLC eluting pattern of mannitol and
lactulose obtained by refractive index detector where
the pesk at 8.4 min corresponds to mannitol and the
peak at 11.4 min corresponds to lactulose (Wakefield
et al., 2000); and, 6) to calculate the results, the amount
of the lactulose and mannitol was determined by the
external standard method using peak height. Serial
dilutions of lactuolse and manniotl standards were
injected and then peak heights were determined. A
linear standard curve was constructed by plotting peak
height versus the corresponding lactulose and mannitol
concentrations. The concentration in the sample was
obtained from the curve by interpolation. The
percentage of lactulose and mannitol recovered in the
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urine samples was calculated by the following
equation: amount in urine/amount ingested x 100 L/M
ration was also calculated.

. Statistical Methods

Data coded and revised were introduced to EXCEL
database to be later manipulated and analyzed using
SPSS v 16.0.The mean (X) and standard deviation
(SD) was used for descriptive analysis. Comparative
statistics between the different groups were done using
the Student's t-test. Spearman correlation coefficient
was used to test correlation between scores of different
measured variables. For evaluation of diagnostic
performance, five parameters were used as described
by Schultz et a.®; diagnostic sensitivity, diagnostic
specificity, diagnostic efficacy, positive predictive
value, negative predictive value. The overall diagnostic
performance of each test was assessed and plotted by
the Receiver Operator Characterization (ROC) curve
analysis as described by Zweig & Campbell .
Significance level was set at < 0.05.

Results

Results of our study showed that the statistical
comparison of the three studied parameters in autistic
children versus controls revealed the presence of a
highly significant increase in both lactulose recovery
percentage and lactulose/mannitol (L/M) recovery ratio
in autistic children (Tablel).

In order to assess the relationship of the increased
intestinal permeability with severity of autism,
statistical comparison of the studied parameters in
different severities of autistic children versus controls
revedled a highly significant increase in lactulose
recovery percentage and lactulose/mannitol (L/M)
recovery ratio in both subgroups of severities when
compared to controls. In addition, there was a
significant increase of mannitol recovery percentage in
severe autistic category relative to controls.
Furthermore, when mild to moderate and severe
autistic children were compared with each other, the
latter group showed a significant increase of
lactulose/mannitol (L/M) recovery ratio (Tablel).

Table (1): Comparison between autistic children versus controls, between different severities of autism versus
controls, and between different severities of autism ver sus each other regarding the studied parameters

Compared Groups LR % MR % L/M R ratio
X£SD t P X+SD t P X+SD t P
Control Group (n = 20) 1.8+0.6 4.6+0.5 0.4+0.1
Autism Group (n = 50) 35+0.6 | 109 | <0.001 | 45+06| 09 |>0.05] 0.8+0.2 | 115 | <0.001
Compared Groups LR % MR % L/M R ratio
X£SD t P X£SD t P X+SD t P
Control Group (n = 20) 1.8+0.6 4.6+0.5 0.4+0.1
Mild to moderate autism (n=38) | 3.4+0.5| 10.7 | <0.001 | 45+0.7| 06 |>0.05| 0.8#0.2 | 11.0 | <0.001
Severe autism (n = 12) 43+10| 55 | <0.001 | 4104 | 27 |<0.05] 1.0£0.2 | 8.7 | <0.001
Compared Groups LR % MR % L/M R ratio
X£SD t P X£SD t P X+SD t P
Mild to moderate autism (n=38) | 3.4+0.5 4.5+0.7 0.8+0.2
Severe autism (n = 12) 4310 19 | >0.05 | 4104 | 23 |>0.05| 1.0+02 | 3.7 <0.05

LR% means Lactulose Recovery%, MR% means Mannitol Recovery %, L/M R means Lactulose/Mannitol Recovery
and P value is significant at < 0.05 and highly significant if P <0.001.

Our correlation study revealed the presence of a highly
significant positive correlation between lactulose
recovery percentage and L/M recovery ratio and a
highly significant negative correlation between

mannitol recovery percentage and L/M recovery ratio
in all autistic children. However, no correlation was
found between mannitol recovery % and lactulose
recovery percentage (Table2).

Table (2) Correlation between L actulose Recovery percentage, Mannitol Recovery percentage, and L/M
Recovery ratio in autistic children

Mannitol Recovery % L/M Recovery ratio
Parameters r P r P
Lactulose Recovery % -0.04 >0.05 0.8 <0.001
Mannitol Recovery % -0.6 <0.001

L/M means Lactulose/Mannitol, r means Pearson correlation coefficient, and P value is significant at < 0.05 and
highly significant if P <0.001.

Diagnostic  performance study using Receiver
Operating Characteristic (ROC) curve analysis was
done for lactulose recovery percentage and L/M

recovery ratio in an attempt to determine the best cut-
off value for each one that helps in assessment of the
increased intestinal permeability in all autistic patients
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versus healthy control group. It revealed that the best
cut-off value for lactulose recovery percentage was 2.6
at which the diagnostic sensitivity was 92%, diagnostic
specificity 100%, positive predictive value 100%,
negative predictive value 83% and diagnostic efficacy

94%. While the best-cut off for L/M recovery ratio was
0.5 at which diagnostic sensitivity was 96%, diagnostic
specificity 90%, positive predictive value 96%,
negative predictive value 90%, and diagnostic efficacy
94% (Figurel).
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Figure (1): ROC curve analysis showing the diagnostic performance of Lactulose recovery (%) and Lactulose
/Mannitol recovery ratio.

ROC curve analysis was aso applied to assess the
diagnostic utility of L/M recovery ratio in
discriminating severe autistic children from those with
mild to moderate degree. This reveded that the best
cut-off value for L/M recovery ratio was 0.9 at which

the diagnostic sensitivity was 80%, diagnostic
specificity 87%, positive predictive value 40%,
negative predictive value 96% and diagnostic efficacy
86% (Figure2).
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Figure (2): ROC curve analysis showing the diagnostic performance of Lactulose / Mannitol recovery ratio in
discriminating mild to moderate from severe cases.
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Discussion

Leaky gut syndrome is a gastrointestina disorder in
which the integrity of the intestinal lining of the
digestive tract, named intestinal mucosal barrier,
becomes more permeable, or "leakier" than normal,
due to repeated irritation. The small intestine is
designed to allow tiny particles of digested nutrients to
pass through its wall and into the bloodstream. These
are then distributed for use throughout the body. But
due to a variety of causes, the intestina wall can
become more permeable and allow larger less digested
particles and toxins to pass through causing "Lesky
Gut Syndrome". The body then recognizes these
particles as foreign "invaders', and the immune system
attempts to fight them off which can set the stage for
various autoimmune disorders®.

Anyone can develop aleaky gut at any time in his life.
Several factors can lead to leaky gut, either occurring
individually or working together. Any chemica or
physical activity that stimulates the pores in the
intestines and keeps them open for too long can lead to
increased permeability. Common sources include
antigens as gluten and/or tumor necrosis factor in
infants with cow's milk alergy’, trivdlent MMR
vaccing”®, impairment in  GIT  development®,
hyperactivity of the intestinal luminal contents due to
hyper secretion of secretin'”*®%, chronic candidiasis®,
chronic stress™, medications™, diet™, zinc deficiency®,
and impaired sulfation™.

Indeed, impairment of brain development in very
young children through gut associated pathways may
be irreversible. Hence, it is valuable to consider the
two scenarios by which intestinal function may play a
role in atering CNS function. Firstly, impaired
intestinal absorption of vitamin B12 leads to its
deficiency, which interferes with proper nerves
function and myelin formation *. Secondarily,
gliodomorphines and casomorphines arising from
partial lumina digestion of gliadin and casein absorbed
through leaky gut enter CNS to interfere with brain
function as they simulate the opioid hormone B
endorphin®.

In autism, brain involvement secondary to "leaky gut
hypothesis or opioid excess hypothesis' was
highlighted either by parental observation or clinical
research’® * % however, it is dtill a matter of
controversy. Accordingly, the intestinal mucosa may
be abnormally permeable in autism.

Results of the present study supported this hypothesis
by finding a highly significant elevation of both
lactulose recovery percentage and L/M recovery ratio,
but not mannitol recovery percentage, in autistic
children compared to controls. Moreover, our
correlation studies revealed a highly significant
positive correlation between lactulose recovery
percentage and L/M recovery ratio, and highly
significant negative correlation between mannitol
recovery % and L/M recovery ratio in al autistic
children.

These results supported D'Eufemia et al. and Horvath
& Perman”*® who found that 43-76% (respectively) of
autistic children, without evident GIT symptoms, had
increased intestinal permeability which was reversed
by secretin treatment. They explained the increase in
L/M recovery ratio by the difference in the molecular
size and absorption route between mannitol and
lactulose. Mannitol passes through more abundant
transcellular routes of aqueous pores in the cell
membrane (transcellular pathways), whereas lactulose
passes through fewer intercellular  junctional
complexes and extrusion zones a villous tips
(paracellular pathways). The later pathway is
considered the route of permeation for molecules of
molecular mass more than 180 dalton, such as
peptides.

As Cass’ reported, peptides most often at fault in
autism are those derived from casein (milk) and gluten
(wheat, barely, oats, and rye). These peptides have
basically the same structure of opiates and absorbed
through the intestinal tract into the blood stream and
are carried to the various body tissues including the
brain. It is hypothesized that the glutens and casein
peptides are binding to the opiate receptorsin the brain
and effectivdly cause an opioid intoxication.
Unfortunately, chronic opioid toxicity affects learning,
social interaction, and motor/sensory neurological
function.

Robertson et al. **, did not identify any differences in
the intestinal permeability in children with autism
compared with controls and suggested these findings
may occur because some of the autistic children were
managed on restricted diets, which may improve their
intestinal permeability. However, they agreed with us
and others like Erickson et a. ° in recommending
continuing the research of GIT function and the role of
gut-brain axis in the early development of the autistic
phenotype in infants and children.

Regarding the determination of the best cut-off value
for lactulose recovery percentage and L/M recovery
ratio that helps in assessment of increased permeability
in autistic children, our results disagreed with Celli et
a. ® who found that neither urinary lactulose recovery
% nor mannitol recovery percentage provided
sensitivities more than 80% and a specificity of 80%.
This difference could be attributed to the difference in
the applied technique; we used HPLC, which is more
reliable and precise in assessing intestinal permeability
than gas chromatography technique used by them™.

Concerning the relation of intestinal permeability to
the severity of autism, both the lactulose recovery
percentage and L/M recovery ratio were significantly
elevated in the two categories of severity in relation to
controls; however, L/M recovery ratio was
significantly higher in the severe category relative to
mild to moderate one. In addition, L/M recovery ratio
had a good diagnostic utility in discriminating severe
autistic children from those with mild to moderate
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degree. This means that the extent of the elevation in
L/M recovery ratio was closely linked to autism
severity. These findings supported White50 who
reported that atered GIT functions may increase the
severity of behavioral symptoms forum in autism.

Conclusion

Elevation of urinary excretion of lactulose and hence
L/M recovery ratio may help to identify the role of
increased intestinal permeability as an etiopathogenic
factor in autism. In addition, L/M recovery ratio is
proposed as an indicator for assessment the severity of
the disease. Routine assessment of urinary excretion of
lactulose recovery ratio may help in identification of
the autistic children who may be candidates for
elimination of antigenic peptides from their diet.
Routine assessment of L/M ratio at a cut-off 0.9 may
discriminate severe autistic patients from those with
mild to moderate degree.
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Abstract

bjective: Tramadol is one of the most prescribed centrally-acting analgesics in the world. It has been widely used in

Iraq over the last few years. There are many contradicting studies about the potential risk of Tramadol abuse in the
world. In this piece of work, we have tried to describe a group of patients presenting with Tramadol abuse who were
referred to the main addiction unit in Baghdad Method: 36 patients referred to the addiction unit in 1bn-Rushed Mental
Teaching Hospital in Baghdad with Tramadol abuse problems were screened and included in this cross-sectional study.
Results: 78% were males and 22% were females ranging in ages 16-57 years (M=27years). From the sample, 90% were on
Tramadol alone and a further 10% were on poly drugs,; about 92% of them were iatrogenic abusers. Most of the patients
were without previous history of drug abuse. More than onefifth of the patients had at |east one seizure. Approximately one
fifth of the sample were health professionals. Conclusion: Tramadol is freely and widely used in Irag. Tramadol has a clear
risk of causing dependency syndrome and this has been nearly amost always iatrogenic in our study sample. Tramadol

abuse seems to be agrowing problemin Iraq.

Key words. Tramadol, Dependence, Irag, latrogenic.
Declaration of Interest: None.

Introduction

Tramadol, as a centrally-acting, opioid-like analgesic
with serotonin reuptake inhibition properties, is one of
the most prescribed analgesics in the world™?3,
Prescriptions for Tramadol, for example, in Canada
reached amost 26 million in 2006 representing total
sales of $800 million *.

Tramadol has been shown to be beneficia in the
treatment of a wide range of acute and chronic pain
syndromes™. It iswidely used in Irag. While no specific
date for its entrance in Iragi markets has been
determined, many pharmacists confirm that it was
between the end of 2004 and into the early months of
2005.Currently in lraq, Tramadol is very cheap and
available freely on counter without prescription.

Many articles have raised the question of risk of abuse
among patients using Tramadol in many different
countries the world.**%’ Few psychiatrists in Baghdad
recognized scattered cases of Tramadol abuse emerged in
2008. We will try to study the ongoing problem of
Tramadol abuse in Baghdad.

Method

From Jan. to April 2010,36 patients suffering from
Tramadol dependence who attended the addiction unit in
Ibn-Rushed Mental Teaching Hospital in Baghdad city
were included in this cross-sectional study. This unit is
unigue to the whole country.

All patients (N=36) were referred for the first time to our
addiction unit and were interviewed with a trandated,
semi-structured interview based on The Diagnostic and
Statistical  Manual of Mental Disorders, Fourth
Edition(DSM-1V)? .

One of the main limitation in this study is its small
sample .The urgent need to bring awareness of this
burgeoning problem has been a strong argument for why
we do not wait to collect more cases. Another limitation

is the lack of in-depth discussion of the cases with other
related factors.

Results

The whole sample (N=36) fulfilled the criteria of DSM-
IV for substance use disorders-dependence. Twenty-
eight patients (78%) were mae and eight (22%) were
female ranging in age from 16-57years (mean age= 27
years). Seventeen patients (47%) were married and 19
patients (53%) were non-married. Twenty-two patients
(61%) were admitted to the addiction unit with the
remaining 39%treated as outpatients. From those who
had been admitted, three patients were female and 19
patients were male. Regarding level of education of the
whole sample (N=36), 15 patients (41%) had attained an
education at intermediate school or below (<10 years
study), while 21 patients (59%) had attained to secondary
school and above (>10 years study). Of those with a
higher education level, seven patients were medical staff.
Over 89 % of the sample (32 patients) solely abused
Tramadol and only four patients (11%) were abusing
other drugs beside Tramadol. Of those 32 patients (mono
drug abuse group), two patients had a history of previous
drug abuse. About 92 % (33 patients) were using
Tramadol for the first time as a prescribed drug; only
three patients (8%) had started Tramadol intake without
prescription. None of the patients who consumed
Tramadol by prescription had been made aware of the
risk of abuse by their physicians.

The duration of the problem of drug abuse for this
sample was from 6 to 30 months(mean = 18 months).The
average daily dose was 400-5000 mg (mean 1000 mg
/day).Seventeen patients (47%) had only consumed the
drug oraly, 13 patients (36%) were on both tablets and
injections while six patients (17%) were on injections
only.

Tramadol is very cheap and available without
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prescription. Only four patients (10%) mentioned that
they had difficulties in getting their daily drug supply.
Eight patients (22%) experienced at least one seizure
episode of tonic-clonic type during their abuse. None of
the admitted patients experienced seizures during their
period of admission to our unit.

Discussion

Although there is currently no accurate estimate of
Tramadol use in Irag, it seems that this drug is widely
used in Irag like in many other countries around the
world.**>® The extreme shortage of opioid medications
for many years in Irag may have played an important
role for the increasing rate of Tramadol use as a pain
killer in post operatives and other acute and chronic pain
conditions. Being very cheap and over the counter type
of medication (i.e. doesn’t need prescription) have made
it a preferred medication for many patients due to its
easy accessibility, which appears to be global problem
rather than one that is unique to Irag. **** Only 10%
of our sample had difficultiesin their drug supply. A few
countries have begun recently to put the drug on a
scheduled list which needs at least a prescription. %2
Many articles still give contradicting results about the
risk  of Tramadol abuse or  withdrawal
symptoms!314151617.18192021.22 - A ceording to our study,
it seems that Tramadol is associated with the risk of
addiction for people not previously prone to experiencing
any substance abuse problems. Indeed, approximately
90% of the sample in the current study did not have
previous substance abuse disorders.

Many studies refer to the iatrogenic causality in
Tramadol abuse 3. Our study shows that this is the
case in 92 % of our sample. Patients participating in the
current study stated that they started their intake of
Tramadol according to consultations of physicians. This
might indicate that most physicians are not aware of the
potential risk of dependency on Tramadol.

Despite the relatively recent availability of this
medication in the Iragi market and the huge stigma
associated with addiction in genera in Irag {only 0.2%
admitted their substance abuse problems in the Iragi
National Mental Health Survey (INMHS) % it seems that
patients with Tramadol dependence have got no
significant difficulties in disclosing it and seeking help
for any difficulties associated with it. This possibly
would mean that Tramadol abuse would be a growing
challenge to the mental health services and society as a
whole.

In the conservative Iragi society, it is very unusua for
females to disclose a substance abuse problem and seek
help for it. However, it is interesting to note that 22% of
the current study sample were female(n=8) of whom
three had consented to hospital admission for treatment.
It is highly likely that the iatrogenic nature of the
problem has significantly contributed to the ease with
which these ladies and their families had accessed
services and accepted recommendations including
hospital admission.

Approximately 60% of the individuals included in the
current sample were regarded to be educated and 47%
were married. These two findings were inconsistent with
the findings of the INMHS and other studies % % %,
latrogenicity factors could also be the possible plausible
explanation.

About 22 % of the sample had at least a single tonic-
clonic seizure at the period of Tramadol abuse. The Risk
of seizure among Tramadol use is mentioned frequently
in many studies. > **>?° In the current sample, no prior
history of seizure was found in any patient who reported
having experienced seizures. This is not dissimilar to
what other different studies have shown. #* % 2 No
seizure was reported during the period of inpatient care
on the addiction unit among our sample. This might
indicate that the risk of seizure is more likely to be
associated with taking high doses of the Tramadol rather
than associated with the withdrawal phase.

It is highly possible that easy availability of Tramadol
and its free access in medical and surgical settings have
contributed to encouraging patients with health
professional backgrounds - in our sample 19.4% (n=7),
to take the drug without due caution leading up to
becoming dependent on it. This finding was confirmed in
another study. ** This represents a serious problem for
the hedlth profession in Iraq which needs a proactive
approach to addressit.

Conclusion

Tramadol has been freely and widely used over the last

few yearsin Irag and it seems that there is an emerging

problem of Tramadol dependency in Baghdad as
evidenced by receiving more referrals by the main
addiction unit in Irag. Our study has shown that most of
the cases of Tramadol dependency included in the
sample were iatrogenic. Physicians and heath
professionals need to be aware of the potential addictive
nature of Tramadol. And finally, more in-depth
discussions are needed to consider drawing a national
strategy to address the problem from every aspect
including free availability of and easy access to

Tramadol.
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Abstract

ypothyroidism is a common problem in clinica practice with diverse manifestations some of which are

neuropsychiatric. Mania is commonly associated with hyperthyroidism. Only a few selected case reports mention
mania as a presenting feature of hypothyroidism. We report a case of mania with psychotic symptoms in a 16-year-old
Egyptian female who had no previous history of psychiatric disorder. She presented to the Endocrinology and Metabolism
(EM) clinic with delayed puberty and short stature. Workup revealed primary hypothyroidism for which she was given
replacement therapy and developed manic symptoms shortly after the initiation of thyroid replacement. She required both
mood stabilizer and thyroxin replacement for the amelioration of her symptoms. We concluded that psychiatric assessment
in approaching patients suffering from thyroid disorders is essential since the associated psychiatric disturbances might

hinder adequate treatment plan for those patients.

Key Words: Hypothyroidism, mania, thyroxin replacement therapy.
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Introduction

Thyroid disorders are associated with a variety of
affective and psychotic disorders. Although the links
between depression and hypothyroidism and between
mania and hyperthyroidism are well described, mania in
the setting of hypothyroidism is unusual.*

Organic affective syndrome, manic type, occurring
shortly after the initiation of thyroid replacement in
hypothyroid patients have been reported; the first of
which was unraveled by Ziegler 1931.% It was stated that
psychosis, long accepted as a psychiatric presentation of
hypothyroidism, could occur concomitantly with
replacement therapy for hypothyroidism®.

Case Report

A 16-year-old Egyptian female presented to the EM
clinic with delayed puberty and short stature. She was 2™
in order of birth among five siblings of non-
consanguineous marriage, living in Upper Egypt .Her
prenatal period had passed uneventful. She had delayed
motor milestones and she still had her deciduous teeth till
the time of presentation. She joined school at the age of
six with below average performance. When she reached
2" preparatory, she stopped and refused to go back to
school because her mates used to comment on her short

stature and she had very few friends. Since the age of
eight years old, mother reported that she was not gaining
adequate height compared to her siblings and peers with
no evident decline in her social communication. After
medical consultation, she was diagnosed as having
primary hypothyroidism. Her thyroid profile revealed at
that time a TSH > 75ulU/ ml and Levothyroxine was
prescribed at dose of 50 pgnv/day.

Five days after the administration of Levothyroxine,
mother noticed that the patient started to become agitated
and irritable, hyperactive with decreased sleeping hours
so she stopped medications completely after which the
patient returned dramatically within a few days to her
baseline condition.

At the age of 16 years old, the patient sought medical
advicein the EM clinic, as she had not reached menarche
and had not developed secondary sexual characters;
however, she had not suffered from any cognitive or
memory problems.

Clinical Examinations findings are listed in Table (1) and

her laboratory results including thyroid profile and
complete blood picture are shown in Table (2).
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Table (1): Clinical examinations findings

Clinic examination

Findings

General examination

Pallor, rough complexion, puffiness of face and hands with
mild non-pitting pedal edema, yellowish discoloration of
teeth

Height:126cm; Weight:34 kg; BMI:21.4

No signs of congenital or skeletal abnormalities.

Neck examination

No evidence of Goiter or neck webbing

Cardiac/chest/abdominal/ Neurological examination:

No abnormality detected (NAD)

Tanner staging for pubertal development was P1B1(prepubertal)

She was below the 3rd percentile for her age and proportionate for her stature.

Figure (1); X-ray of left hand

Her bone age was seven years and Fig (1) shows the X-
ray of the patient’s hand. Levothyroxine50 p gm/day
was prescribed After initiation of replacement therapy,
within a few days mother noticed that the patient’s
previous behavioral condition had recurred where she
became hyperactive and hypertalkative with spontaneous
laughing and self-talk. She was easily provoked with
decreased sleeping hours and she neglected her self-
hygiene; she was also aggressive towards her siblings,
speaking to non-existing persons. Mother again stopped

Table (2): Lab investigationsresults

Free T4: 0.13 plU/ ml,
Free T3: 1.08 plU/ ml,
TSH: 200plU/ ml.

Total leucocytes count (TLC): 4.2,
Hemoglobin (HB): 10,0
Platelet: 206

Levothyroxine; however, the condition did not improve.
She brought the patient for consultation and psychiatric
assessment was indicated.

In psychiatric interview, mother reported that her
daughter’s condition usually appeared with initiation of
thyroid replacement therapy and that she had no previous
history of any psychiatric conditions. The patient had a
positive family history of psychotic disorder in her
cousin and aunt still received treatment in the form of
antipsychotic and mood stabilizers (Carbamezaping).

Mental State Examination of the patient revealed poor
eye-to-eye contact, uncooperativeness with hostile
attitude and

refusal to answer questions. Carbamezapine 200mg CR
was prescribed in 600mg bid; in addition ,Levothyroxine
50 ugm daily was re-administrated with close follow up.

Partial improvement had occurred regarding her agitation
and aggressive behavior with better sleeping rhythm a
week after starting Carbamezapine with serum level
reaching 10.2 mg\dl.

Over the next two weeks, complete improvement had
occurred and manic symptoms faded; serum
Carbamezapine level was 8.1 mg\dl. Psychological
assessment was performed after stabilization of the
patient condition: verbal intelligence quotient (1Q)=78,
performance 1Q= 82, tota 1Q= 80. Endocrinology
examination revealed improvement of some of the
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clinica presenting features; in addition, her deciduous
teeth began to change.

Discussion

With the rapid advances in basic science and
methodological techniques over the past 25 years, there
have been dramatic changes in the concepts of thyroid
hormone action in the adult brain. It is now widely
accepted that thyroid hormone continues to play a critical
role influencing the mood and cognition of the adult
brain.®

Both hyperthyroidism and hypothyroidism are associated
with changes in mood and intellectual performance.
Depression is the most common affective disorder
encountered in hypothyroid patients while the occurrence
of maniain hyperthyroidism is more evident.®

The occurrence of mania with psychotic features has
been reported following abrupt normalization; both in
Grave's disease and in hypothyroid states.” Josephson
and Mackenzie in 1980° reviewed 18 case reports of
patients with hypothyroidism developing mania soon
after the initiation of replacement therapy. In their
retrospective review, the appearance of psychobiology
occurred within four to seven days of therapy. This is
similar to the onset of symptoms in our case, which
occurred after five days in the 1% time to be given
Levothyroxine and in the first week in the 2™ time. In
addition, El- Kaissi et al, 2005’ reported occurrence of
the same condition after dose augmentation by three

days.

While the average age in Josephson and Mackenzie?
review was 47 years, and duration of hypothyroidism
was 28 months, our patient's age was 16 years and
duration of hypothyroidism was eight years. In their
report, the characteristic clinical picture included the
presence of psychopathology prior to the initiation of
therapy, the appearance or exacerbation of psychotic
symptoms within four to seven days of treatment
initiation and resolution in one to two weeks irrespective
of therapeutic intervention. In our case, Carbamezapine
was added to Levothyroxine for stabilization of patient
condition since it had been proven within her family in
cousin and aunt. In addition, antiepileptic proved
superior in treating secondary mania; valproic acid was
avoided for fear of polycystic ovaries (POC) and
menstrual disturbances as side effects since the patient
had been suffering from delayed menarche originally. El
- Kaiss et a, 2005’ managed by temporarily halting

Levothyroxine therapy in addition to administering a
Neuroleptic agent.

It is worth mentioning, as in any mental illness, that
premorbid personality, family history and social factors
can precipitate a psychotic illness in a patient with
hypothyroidism, which is the condition in our case since
the patient had a positive family history of psychosis.
Antecedent data suggests a relatively high incidence of
past persona and family psychiatric disorder in these
patients.?

Levothyroxine treatment of hypothyroidism in rapid
cyclers had been shown to decrease the severity and
frequency of manic and depressive episodes?® The
appearance or exacerbation of preexisting psychiatric
illness after the initiation of thyroid hormone
replacement is unusual. It was proposed that this
phenomenon may be related to acute alteration of thyroid
status rather than to thyroxin itself.”

Insights on the hypothalamic pituitary thyroid (HPT) axis
and mood revealed that thyroid hormone receptors are
widely distributed in the brain. Many of the limbic
system structures where thyroid hormone receptors are
prevalent have been implicated in the pathogenesis of
mood disorders. Interactions of the thyroid and
neurotransmitter systems, primarily norepinepherine and
serotonin, which are generally believed to play a major
role in the regulation of mood and behavior, may
contribute to the mechanism of action in the developing
and mature brain. °

Furthermore, within the central nervous system (CNS),
the regulatory cascade through which the thyroid
hormones, particularly T3, exert their effects is not well
understood: deiodinase activity, nuclear binding to
genetic loci and, ultimately, protein synthesis all may be
involved. Other proposed mechanisms for thyroid
involvement in the etiology of mood disorders include
disturbances or reactive hyperactivity in the HPT axis, as
manifested in the blunted thyroid stimulating hormone
(TSH) response to thyrotropin releasing hormone (TRH)
found in some patients with depression.™®

Conclusion

This case illustrates the unusual occurrence of acute
mania in the setting of primary hypothyroidism in
adolescence shortly after the initiation of thyroid
hormone replacement therapy. It helps to throw light
upon the importance of psychiatric assessment in
approaching patients suffering from thyroid disorders
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since the associated psychiatric disturbances might
hinder adequate treatment plan for these patients.
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Letter to the Editor

Dear the Editor

| read with interest Dr Razoki s paper entitled (prevalence of post traumatic stress disorder in primary school
children in Baghdad-Irag) published in the AJP vol.21,NolMay 2010.The paper addresses an important issue
that received concern by many western and local authors ,during 2006-2007 (Lancet Vol. 368,september 2006)
(journal of Roya Society of Medicine Vol100, Sep2007) the violence in Iraq reached a peak especialy in
Baghdad and 4 middle governorates where death toll reached to a daily figure of 50-60 in addition to the mass
killing and arrest by the invading US troops and bombardment of some towns and villages, frequent curfews,
people at that time were suspicious about communicating and disclosing personal information to strangers ,
needless to say, to any governmental authority represented by governmental employees who were in charge of
data collection from house to house and schools. the paper was derived from the Iragi Mental Health Survey
(WBA newsdetter June,2009) which addressed a different figures for PTSD among the population in general,
that survey was organized and supervised outside Iraq .in this paper, | like to attract attention to the following
points:

1. Theauthor did not refer to the issue of security as alimitation to his study and he did not explain how he
managed to interview 600 child and asked for their families permissions in one month duration with all
acts of violence in 2006, was there any military or governmental support description for the details of
technique isimportant to mention.

The discussion was brief and inconclusive for such a seriousissue.

In the conclusion it was mentioned that( the psychological impact of the current extremely violent

situation in Baghdad and Iraq at large) this statement does not sound in harmony with figure like 14%

and similar figure 13% in Kurdish governorate (Duhok) which was the safe heaven.

4. The author referred to the effect of three decades of wars and violence and the sample was that of 6-15
years old children.

5. Inthe abstract, the author explained the low figure of PTSD by coping and psychological immunization
through the last 3 successive stressful and traumatizing decades which does not fir with the sample age
group as children lack the coping mechanisms and most vulnerable to the effect of war and continuous
acts of violence The paper admitted the urgent need to establish centers for psychological support which
supposed to be already established by the same Japanese Government fund at 2003.

w N

| feel thisisvery important and likely to enhance the credibility of future research about the psychological effect
of 2003 US lead occupation of Irag.

Maha Younis -Iraq
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Hygienic behaviors scale for Jordanian College Students
Ahmad A. Smadi, Mohammad A. Al - Smadi

Abstract

he study aimed to develop a scale to measure health behaviors among the Jordanian college students with good

psychometric measures. To achieve this objective A 64 items were written to measure health behaviors in four
domains (body care, general health care, dealing with substance and medica drugs, and psychosocia health). These items
were judged by a pand of ten speciaists in measurement and evaluation, counseling and psychology who decided the
domain each item belong to, and items remained after that were 52. A sample of 1849 students were selected from seven
Jordanian universities (governmental and private). Data were dtatistically analyzed, Item domain correlation were
calculated using a minimum correlation coefficient of 0.29 for each item to be in the scale. Only 46 items remained in the
final scale, these Items were subjected to factor analyses using principal components with varimox rotation, this procedures
showed that the scale has four factors (that explains 32% of the total variance) very similar to the theoretical domain,
which makes sure that the scale has construct validity. Also, the scale has been proved to have discremenant validity since
it was able to distinguish between students who have a high health level and those who have an average or low health level.
Also, the scale was proved to have a high internal consistency (Cronbach-Alpha = 0.87 for the total score, 0.84 for the first
domain, 0.74 for the second domain, 0.75 for the third domain, 0,68 for the fourth domain). Also, the scale was proved to
be externally reliable based on test-retest method (r = 0.79). The scale includes norms to interpret the individual score.
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