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feedback.
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Psychiatric Morbidity and Consultations among M edical and
Surgical Inpatientsin a General Hospital in Kuwait
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Abstract:

A number of studies have shown high prevalencesglpatric morbidity among
medical and surgical inpatients. However, few imgrdas with psychiatric
morbidity receive psychiatric consultation. The eatives of this study were to
measure the prevalence of psychiatric problemsiniaguysychiatric consultation
among general medical asdrgical inpatients and the ratio between number of
patients having such problems and those refernegsigchiatric consultation. The
study included all patients admitted to general icied and general surgery
departments of Farwaniya General Hospital in Kuveaser one month. These
patients were screened for presence/absence afatlynsignificant depressive
and anxiety symptoms, hallucinations, excitemenisorientation, suicidal
behavior, and occurrence of psychiatric consultatioring their hospital stay.
Patients were assessed using Brief Psychiatrin@adicale, Beck Depression
Inventory, Self Rating Anxiety Scale, and patientsédical records. Results
showed that of the studied 295 inpatients (193 oa¢daind 102 surgical), 122
(41.4%) were found to have one or more of the neatations of psychiatric
morbidity. Clinically significant depressive sympte were found in 99 patients
(35.2%), anxiety symptoms in 24 patients (8.5%3%odentation in 14 patients
(4.7%), excitement in 10 patients (3.4%), hallutoes in 6 patients (2%), and
suicidal behavior in 8 patients (2.7%). Only 13iguats (10.7% of patients having
psychiatric morbidity) were referred for psychiatrconsultation. The study
concluded that the prevalence of psychiatric matygicespecially depression,
among general medical and surgical inpatientsgh,hand a small percentage of
inpatients with psychiatric morbidity are referréar psychiatric consultation.
Key words: psychiatric morbidity, consultation, medical, Saad, inpatients

I ntroduction:

One problem that has attracted “comorbidity”. A positive statistical
growing attention lately is the association between these two types of
concurrence of physical and mental morbidity has been documented by
Morbidity, or what is called researchers and underscores the need
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for collaboration between psychiatrists
and their non-psychiatric colleagties
Medical and surgical inpatients often
havepsychiatric conditions that require
psychiatric consultation It is now
widely accepted that psychiatric
disorders are common in the general
hospitat. Studies show that up to 65%
of medical inpatients have psychiatric
disorder§. Moreover, psychological
symptoms of severity insufficient to
satisfy diagnostic criteria for a
psychiatric  disorder may cause
considerable morbidity and lead to an
increased use of medical services
However, in only a tenth of cases is a
psychiatric  consultation requested,
with high levels of psychopathology
detected in patients who do not receive
psychiatric attentidtt.

Although psychiatric consultation in
general hospital patients can reduce
mortality, morbidity, length of stay,
and hospitalization costs®, there is
often reluctance on the part of patients,
families, or physicians to consult a
psychiatrist’.

The objectives of this study are to
measure the prevalence of psychiatric

problems requiring psychiatric
consultation among medical and
surgical inpatients and the ratio

between number of patients having
such problems and those referred for
psychiatric consultatian

Methods:

The study included all patients who are
above 12-year-old and capable of

communication admitted to general
medicine and general surgery
departments of FarwaniyaGeneral
Hospital (Kuwait) over one month
(from 29/4/2000 to 28/5/2000 and from
23/7/2000 to 22/8/2000 for medical
and surgical patients respectively).
These patients were screened for
presence/absence of the following:

1) Clinically significant depressive
symptoms  and 2) clinically
significant anxiety symptoms using
the corresponding items in Brief
Psychiatric Rating Scale (BPRSY)
(Depressive mood item for depression
and Anxiety item for anxiety) in
addition to Beck Depression
Inventory (BDIY* and Self Rating
Anxiety Scale (SAS] for depression
and anxiety respectively.

3) Hallucinations, 4) Excitement and

5) Disorientation using the
corresponding items in BPRS.

6) Suicidal behavior, and 7)
Occurrence of psychiatric

consultation during their hospital stay
through reviewing patients’ medical
records.
I nstruments:
a) Brief psychiatric Rating Scale
(BPRSY:
This is a semi-structured interview that
have high reliability and is easy to use.
Ratings are completed on the basis of
observation and information obtained
in an interview of 30 to 45 minutes. It
contains 18 items dealing with groups
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of symptom&. Each item is scored on
a 7-point scale (not present, very mild,

mild, moderate to severe, severe,

extremely severéy.

b) Beck Depresson Inventory
(BDI).*

This is generally used as a self-rated
inventory. It comprises 21 items, each
describing a specific behavioral
manifestation of depression. In each
instance there are 4 self-evaluative
statements. These are read aloud to the
patient, who also has a copy of the

inventory. He then selects the
statement which fits him best at the
time of interview®. An Arabic

translated inventory prepared by a

senior clinical psychologist® was
used in the study.

C) Self Rating Anxiety Scale
(SAS)".

This is a 20-item instrument consisting
of the most commonly found
characteristics of an anxiety disorder (5
affective and 15 somatic symptoms).
Five of the items are worded
symptomatically positive and 15 are
worded symptomatically negative;
respondents use a 4-point scale to rate
how each item applied to him-self or
herself during the past weék The
scale was translated and prepared for
use in Arabic culture by a senior
clinical psychologist*.

The SAS is scored by summing the
values on each item to produce a raw
score ranging from 20 to 80. A cutoff
score of 50 is recommended, with
scores over 50 suggesting the presence
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of clinically meaningful anxiety.
Criteria used to identify clinically
significant depressive symptoms were
score 3 or more in “Depressive mood”
item of BPRS and score 10 or more in
BDI. Depression was then classified
into mild, moderate, and severe
according to BDI score (10-16, 17 —
29, and 30 — 63 respectively). Criteria
used to identify clinically significant
anxiety symptoms were score 3 or
more in “Anxiety” item of BPRS and

score 50 or more in SAS.
Hallucinations, Excitement, and
Disorientation were identified

according to the corresponding items
in BPRS (score 1 or more for
hallucinations and score 3 or more for
excitement and disorientation).

D) Medical records:
History, examination findings, and
clinical progress notes recorded in the
patients’ files were used to obtain
information especially those related to
suicidal behavior, refusal to consent to
therapeutic procedures, and referral for
psychiatric consultation.
Medical patients were assessed on the
second or third day of admission
because, on the first day, the acute
somatic symptoms (e.g. dyspnoea,
pains,...etc.) were severe enough to
prevent being comfortable during the
interview with relative improvement
on the next days.
Most surgical interventions performed
in surgical wards were elective and
done on the second day of admission.
Since patients who undergo invasive
surgery can have manifestation similar
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to somatic and vegetative symptoms of
depression such as weight loss, loss of
appetite, insomnia and fatigability in
the postoperative period that are not
related to depressi&n psychiatric
assessment of surgical inpatients were
done on the first day of admission to
avoid the above mentioned post-
operative symptoms.

Results:

Total number of patients admitted to
general medicine and general surgery
wards during the study period was 339.
Patients who were below 12 year-old
(9 patients), comatose (14 patients),
having language barrier (7 patients),
aphasia (5 patients), or deafness (3
patients), and those who refused to
participate in the study (6 patients)
were excluded from the study. So,
number of patients included in the
study was 295 (193 medical and 102
surgical patients).

Of the studied 193 medical inpatients,
95 (49.2%) were males and 98 (50.8%)
were females. Ages of medical
inpatients ranged from 13 to 107 years
with a mean (+ SD) 50.95 + 18.8. The
most frequent age group was that
between 41 and 60 years (39.4%).
59.6% of patients were Kuwaitis and
the rest of the patients were other
Arabs (18.6%) and from south Asia
(India, Bangladesh, Sri Lanka,
Philippines, Pakistan, Iran, and
Afghanistan) (21.8%). The majority of
the patients (67.9%) were married,
13.5% were single, 3.6% were
divorced, and 15% widowed. Forty-
one percent of the patients were
employed and 59% were unemployed

(Table 1). Cardiovascular and
respiratory diseases were the most
frequent diseases (42% and 10.9%
respectivelylTable 2).

Of the studied 102 surgical inpatients,
64 (62.7%) were males and 38 (37.3%)
were females. Ages of surgical
inpatients ranged from 13 to 72 years
with a mean (+ SD) 35.70 + 12.48. the
most frequent age group was that
between 21 and years (54.9%). 43.1%
of the patients were Kuwaitis, 14.7%
were other Arabs and 42.2% were from
south Asia. 75.5% of the patients were
married, 21.6% were single, 2% were
divorced, and 1% widowed. 72.6% of
the patients were employed and 27.4%
were unemployed(Table 1). Anal
diseases (piles, fissure, and fistula) and
hernias were the most frequent
diseases (28.4% and 26.5%
respectively)Table2).

The treating physicians recorded only
7 medical patients (3.6%) and 2
surgical patients (2%) as having
psychopathological symptoms;
depressed mood (6 cases), anxious
mood (one case), obsessive compulsive
disorder under psychiatric treatment
(one case), and delirium tremens (one

case).
Of the studied 295 medical and
surgical inpatients, 122 patients

(41.4%) were found to have one or
more of the manifestation of
psychiatric ~ morbidity.  Clinically
significant depressive symptoms were
found in 99 patients (35.2%) [with
mild, moderate, and severe depression
in 17 (16%), 52 (18.5%), and 30
(10.7%) patients respectively],
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clinically significant anxiety symptoms
in 24 patients (8.5%), both depressive
and anxiety symptoms in 16 patients
(5.7%), disorientation in 14 patients
(4.7%), excitement in 10 patients
(3.4%), hallucinations in 6 patients
(2%), and suicidal behavior in 8
patients (2.7%). None of the patients
was found to be refusing to consent
to therapeutic proceduregT able3).
N.B: Patients with disorientation (14
patients) could not go through
assessment by BDI and SAS, so these
patients were excluded from the results
related to depression and anxiety. (i.e.
number of patients assessed for
depression and anxiety was 281).
Of 193 medical inpatients, 93 (48.2%)
were found to have one or more of the
manifestation of psychiatric morbidity.

Clinically  significant  depressive
symptoms were found in 72 (40.2%)
medical inpatients  with  mild,

moderate, and severe depression in 11
(6.1%), 38 (21.2%), and 23 (12.8%)
patients respectively. Nineteen medical
inpatients (10.6%) were found to have
clinically significant anxiety
symptoms. Within the cases of
depression and anxiety, 13 (7.3%)
medical patients were found to have
Both depressive  and  anxiety
symptoms. Disorientation,
hallucinations, and suicidal behavior
were found in 14 (7.2%), 6 (3.1%), and
8 (4.1%) medical inpatients
respectively(Table 3). Disorientation
was found to be more prevalent in
patients over 60 year-old than in
younger patients (P=0.00QJ able 7).
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Medical diagnostic categories of cases
of disorientation are shown in Table 7.
Of the 6 cases of hallucinations, 3
cases had comorbid depression, and 3
cases had comorbid disorientation.
Cases of hallucinations had
cerebrovascular disease (2 cases),
cardiovascular disease (one case),
substance related disease (one case),
respiratory disease (one case), and
metabolic disease (one case).
Of the 8 cases admitted because of
suicidal attempt, 6 cases (75%) were
females and 2 cases (25%) were males.
Six cases attempted suicide by drug
overdose, one case by disinfectant
(Detol) ingestion, and one case by
cleaning solution (Clorox) ingestion.
Seven cases of suicidal attempt were
found to have depressive symptoms
and one case had both depressive and
anxiety symptoms. (i.e 7 cases of
suicidal attempt are included within the
cases of depression and anxiety).
Suicidal attempt was found more
prevalent in patients below 21lyear-old
than in older patients (P=.00Q)ple 8).
Twelve cases (6.2%) were referred for
psychiatric  consultation; 8 cases
(66.7%) of them were referred because
of suicidal attempt, 2 cases because of
physically unexplained somatic
symptoms, one case because of
positive past psychiatric history and
one case because of having delirium
tremens. All referred patients were
identified by screening instruments
used in the study as having
psychopathological symptoms. Of
those six patients were identified as
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having depressive symptoms, two
patients having anxiety symptoms,
three patients having both depressive
and anxiety symptoms, and one patient
having hallucinations and
disorientation.

Ratio of medical inpatients referred for
psychiatric consultation to those
having manifestations of psychiatric
morbidity is 12/93 (12.9%) (Table 3).
Of 102 surgical inpatients, 29 patients
(28.4%) were found to have one or
more of the manifestations of
psychiatric ~ morbidity.  Clinically
significant depressive symptoms were
found in 27 (26.5) surgical inpatients
with  mild, moderate, and severe
depression in 6 (5.9%), 14 (13.7%),
and 7 (6.9%) patients respectively.
Clinically significant anxiety
symptoms were found in 5 (4.9%)
surgical inpatients. Of the 27 depressed
patients and 5 patients having anxiety
symptoms, 3 surgical inpatients (2.9%)
were found to have both anxiety and
depressive symptoms. One surgical
inpatient (1%) was found to have
excitement. No cases of disorientation,
hallucinations or suicidal behavior
were found among the studied surgical
inpatienty(Table3).

One surgical inpatient (1.0%) was
referred for psychiatric consultation.
She was a female having clinically
significant depressive symptoms. Ratio
of surgical inpatients referred for
psychiatric  consultation to those
having manifestations of psychiatric
morbidity is 1/29 (3.4%).

Thirteen out of 295 medical and
surgical patients (4.4%) were referred
for psychiatric consultation. So, the
ratio of patients referred for psychiatric
consultation to those with psychiatric
morbidity was 10.7%.

Overall psychiatric morbidity,
clinically significant depressive and
anxiety symptoms, severe depressive
symptoms, disorientation, suicidal
behavior, and psychiatric referrals
were found to be statistically
significantly more prevalent in medical
inpatients than in surgical inpatients
(Table 3). Psychiatric morbidity was
found to be statistically, significantly
more prevalent in female than in male,
in widowed and divorced than in
married and single, and in unemployed
than in employed medical and surgical
inpatients. No statistically significant
difference in prevalence of psychiatric
morbidity among different age groups
(Table 4).

Depressive and anxiety symptoms
were found to be more prevalent in
female than in male medical and
surgical inpatients (P=0.001 and 0.014
for depression and anxiety
respectively), in unemployed than in
employed patients (P=0.000 and
0.033). Anxiety symptoms were found
more prevalent in widowed and
divorced than in married and single
patients (P=0.018). Differences in the
prevalence of depressive and anxiety
symptoms according to age were
statistically non-significanfT able 5).
Depressive symptoms were found to be
more prevalent in patients with
cerebrovascular diseases (83.3%) and
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in drug overdose patients (81.8%) than
in those with other diseases (P=0.000)
(Tables).

Discussion

It is important to mention that our aim
in this study was to detesymptoms
indicative of psychiatric morbidity, and
not to diagnose psychiatric syndromes
or disorders. The majority of
prospective studies on psychiatric
comorbidity in general medical and
surgical inpatients have relied on
mental health symptoms, rather than
on psychiatric diagnoses, in
determining prevalenée There are
difficulties in the use of standard
criteria for the diagnosis of psychiatric
disorder in the physically >
Although modifications to the criteria
have been suggested to make them
more appropriate for patients with
physical as well as psychiatric
disorder, none is wholly satisfactory
%27 Furthermore, according to DSM-
IV diagnostic criteria for Psychological
Factors Affecting Medical Condition,
“psychological symptoms affecting
medical condition” and “mental
disorder affecting medical condition”
were identified as two separate
factors®.  This  highlights  the
importance of psychiatrisymptoms in
case of physical illness.
Psychopathological symptoms chosen
to be screened for in the study were
determined on the basis of previous
studies which showed that the most
common psychiatric symptoms among
medical inpatients are anxiety,
depression, and disorientatfoSuicide
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attempt or threat, hallucinations,
agitation, and disorientation are
common consultation-liaison
problem$’.

Depressive and anxiety symptoms are
not only diagnostic of Depressive
lliness Spectrum Disorders (major

depressive disorder, adjustment
disorder with depressed mood,
dysthymic  disorder, organic or

substance-induced depressive disorder,
and depressive disorder not otherwise
specified)® and Anxiety Disorders, but
also, commonly associated with other
psychiatric disorders e.g., somatoform
and dissociative disorders.

Other symptoms chosen to be assessed
in the study (hallucinations,
excitement, and disorientation) are
characterized by being easy to detect,
each symptom of themer seindicates
presence of an underlying psychiatric
disorder (e.g., schizophrenia,
delirium....etc.), and they are common
reasons for psychiatric consultation

In medical and surgical inpatients,
some psychopathological symptoms
(e.q., depressed mood) of mild severity
may be expected and may not indicate
presence of psychiatric morbidity, so
scores less than 3 (i.e., less than
moderate severity) in the assessed
items of BPRS were ignored. An
exception from this rule was
“hallucinatory behavior” item in which

a score 1 or more was considered as
having hallucinations. In case of
“‘depressive  mood” and “anxiety”
items, even scores 3 or more were
ignored unless they are associated with
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scores 10 and 50 or more in BDI and
SAS respectively.

The results of this study have shown
that 41.4% of studied medical and
surgical inpatients have one or more of
the studied manifestations  of
psychiatric morbidity (Table 3).
Previous surveys have reported
variable rates of psychiatric morbidity.
This variation has largely resulted from
different screening instruments and
diagnostic criteria used by different
workerg®?”. However, our finding has
come within the range of previous
reports. Derogate®t al®, Fulop et
al®* and Well¥ have reported that as
many as 50% of general medical and
surgical inpatients have symptoms
indicative of psychological distress or
disturbance. Levenson et al*
identified 51% of the studied medical
inpatients as having high levels of
psychopathology. Bellet al®* found
that a psychiatric diagnosis was made
in 37% of medical and surgical
inpatients screened for psychiatric
disorders. Despandat al* obtained a
psychiatric diagnosis in 34% of
patients studied in general medical
wards of an Indian hospital.

Our finding of higher prevalence of
psychiatric morbidity in female than in
male medical and surgical inpatients
(Table 4) is consistent with that of
Mayou et aP’ and Kisely and
Goldberd. Hansenet af® found that
mental illness had a significant impact
on women’'s health perception while
men’s health reports were not linked
with their mental health status. This
may contribute to a more help-seeking

illness behavior in mentally disordered
women, and thus, to a high utilization
of health resources and to
comorbidity®. Other studie$* showed
no gender difference.

Our finding regarding the relationship
between employment status and
psychiatric  morbidity (Table 4)
replicates the findings of Bell et 4l.
and Kisely and Goldbetgwho found
that psychiatric morbidity is more
prevalent in unemployed than in
employed patients. Regarding marital
status, Bell et al* found that
psychiatric morbidity among medical
and surgical inpatients was associated
with being single. In our study,
psychiatric morbidity was associated
with being divorced or widowed
(Table 4).

Zigmond and Snaith found that the
most common aspects of neurosis
presenting in hospital practice are
depression and anxiety. Similarly, in
our study, depressive and anxiety
symptoms were the most prevalent
manifestations of psychiatric morbidity
among medical and surgical inpatients.
Clinically  significant  depressive
symptoms were found in 35.2% of the
patients with severe symptoms in
10.7% (Table 3). This finding is
consistent with the earlier repdft§
that have shown ranges of 15% - 36%
for psychologically significant
depression and 8% - 14% for severe
depression compared with a prevalence
of depression in the community of
about 4% - 8%. In Iran,
Ghoreishizadeh and his colleagtfes
who assessed 100 surgical inpatients
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using only Beck Depression Inventory
found that 69% of the patients scored
10 or more and 34% scored 18 or

more.
Several explanationgor the high
prevalence of mental disorders in

medical settings have been introduced.
One explanation isa psychological
reaction to the distress imposed by a
chronicmedical condition, by a life-
threatening condition, or by tlewerall
severity of the illness. Another is a
difference inillness perception and
behavior in which mentally disordered
patients may consider themselves more
troubled by medical conditionand
therefore be more likely to seek
medical help than mentallpealthy
patients. A third possible explanation
is somatizatioff. Derogatis and Wist
have outlined four distinct modes of

interaction between depression or
anxiety and medical illnesses:
depression/anxiety  with medical

etiology, depression/anxiety presenting
as somatizing, depression/anxiety
precipitated by a medical disorder, and
depression/anxiety that is concomitant
with a medical disorder.

Our finding of higher prevalence of
depressive symptoms in female
compared with male medical and
surgical inpatients (Table 5) s
consistent with that of Nair and
Pillay*®.

It should be noted that patients with
depressive  symptoms  constituted
82.5% of patients with psychiatric
morbidity in our study. So, the higher
prevalence of psychiatric morbidity in
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females, divorced and widowed, and
unemployed patients is attributed,
mainly, to the higher prevalence of
depressive symptoms in these patients.
An important finding in our study was
the higher prevalence of depressive
symptoms  in inpatients  with
cerebrovascular diseases than in those
with other diseasegTable 6). This
finding is consistent with that of R&o
that stroke is the commonest physical
disorder accompanying depression in
patients referred to a liaison old age
psychiatry service. Previous reports
have indicated that depressive
symptomatology is both predictive of
stroké® and a common psychiatric
consequence of strokeespecially in
cases of lesions affecting the
prefrontosubcortical circuits (namely
the caudate, pallidum, and genu of
internal capsule) and in particular on
the left cerebral hemisphételn our
study, owing to the cross-sectional
design of the study, the temporal
relationship  between stroke and
depression (i.e., which of them
preceded the other) could not be found.
In medically ill patients, anxiety or fear
may be a reaction to the stress of
illness or hospitalization, may be due
to a pre-existing psychiatric disorder,
may be a manifestation of the medical
iliness itself, or may be an adverse
effect of medicatioti. This explains

the high prevalence of anxiety
symptoms among physically il
patients. Previous studies have

indicated that between 5% and 20% of
general medical inpatients have an
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anxiety disordef. The percentage of
patients having clinically significant
anxiety symptoms in our study (8.5%)
(Table 3) has come within the range
reported in previous studies.

Most cases of anxiety (66.7%), in our
study, had comorbid depressive
symptoms  which might  have
contributed to the found similarities in
prevalence pattern between anxiety and
depressive symptoms; both of them
were found to be more prevalent in
female, divorced and widowed, and
unemployed compared with male,
married and single, and employed
patients respectivelff able 5).
Disorientation is an invariable feature
of delirium, and is almost invariable in
well established cases of demeiitia
So, presence of disorientation in an
apparently conscious patient in a
medical or surgical ward indicates
presence of delirium or dementia
which might have been overlooked. It
has been reported that delirium occurs
in about 15-20% of all general
admissions to hospifal with higher
frequency in elderly people and in
those with pre-existing cognitive
impairment’. However, disorientation
is under-identified in clinical practi€e

In our study, exclusion of unconscious
and post-operative  cases  has
contributed to our finding as regards
prevalence of disorientation (4.7%),
which is lower than the prevalence
range reported in previous studies.
However, our finding of statistically
significant  higher prevalence of
disorientation in over 60 year-old

patients (Table 7) is consistent with
the above mentioned reports.

It has been reported that women are 3
times more likely to attempt suicide
than are mef older people attempt
suicide less often than do younger
peoplé, and that self medication or
drug overdose is the most frequent
method of attempting suicitfé> Our
findings of higher prevalence of
suicidal attempt in females and in
individuals below 21 year-oldTable

8) confirm these reports. Also, 6 out of
8 cases (75%), in our study, attempted
suicide through drug overdose.

The results of our study have shown
that psychiatric morbidity  is
significantly more prevalent among
medical inpatients compared to
surgical inpatients(Table 3). This
finding has come in agreement with
that of Clarke et df. Furthermore, our

finding of higher prevalence of
depressive symptoms in medical
compared to surgical inpatients is

similar to the finding of Nair and

Pillay**. However, the more frequency
of females, widowed, and unemployed
patients among medical patients than
among surgical patients, in our study
(Table 1) may explain the higher

frequency of depressive symptoms,
and total psychiatric morbidity in

medical inpatients compared to
surgical inpatients.

Number of patients recorded by their
treating  physicians as  having
psychiatric symptoms was much less
than that of patients found to have
psychiatric morbidity (9:122). This

indicates that non-psychiatric
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physicians either lack the skills of
eliciting psychopathological
symptom& or consider these
symptoms as non-significant or having

no impact on patients’ physical health.
Previous studies have shown that the
percentage of patient admissions
receiving  psychiatric  consultation
varies from institution to institution,
ranging from 1% to 10%°. That
percentage in our study (4.4%d)able
3) was within the range reported in
previous studies
Some previous studies have shown that
in only 10% of general hospital
patients with psychiatric disorders a
psychiatric consultation is request&d
In other studi€$®, 11% - 12% of
medical inpatients with significant
psychiatric morbidity are referred for
psychiatric consultation. Saravay et
al.” found that only 12% of patients
with psychologically  significant
depression and 14% with organicity
were referred for psychiatric
consultation. In our study, the ratio of
patients referred for psychiatric
consultation to  those having
psychiatric morbidity (10.7%)Table
3) was within the range reported in the
above mentioned previous studies.
In our study, the ratio of patients
referred for psychiatric consultation to
those having psychiatric morbidity in
medical patients was higher than that
ratio in surgical patients (12.9% vs.
3.4%) (Table 3). This may be due to
the high frequency of suicide
attempters, who are usually admitted in
96

general medical wards; among patients
referred for psychiatric consultation

(53.8% of patients referred for
psychiatric consultation were suicide
attempters).

Our study confirms findings from
previous studies that, despite high
prevalence of psychiatric morbidity
among medical and surgical inpatients,
there is often reluctance on the part of
physicians to consult a psychiatriét
Hospital doctors, who readily admit
their lack of psychiatric knowledge and
skills, frequently fail to detect
psychiatric disorders and even when
problems are recognized they are
usually not treated or referf@d

An important reason of non-referral, as
proposed by Nair and Pilldy is the
high patient turnover and the constant
pressure placed upon doctors to have
beds available for the numerous
seriously ill, new patients requiring
admission. Similarly, Zigmond and
Snait* reported that physicians and
surgeons are usually aware of the
emotional components of their
patients’ illnesses but, under pressure
of work in busy hospital settings, they
have little time to sort out how the
neurosis contributes to the disorder or
from just what form of neurosis the
patient is suffering. Nair and Pilly
however, attributed non-referral of
some patients to negative counter-
transference issues in the doctors, who
although recognize the problem, do not
refer patients for psychiatric treatment.
In Saudi Arabia, Alhamadet al™
found that poor knowledge and
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negative attitude of physicians towards
psychiatry  negatively influenced
psychiatric referral rates and reflected
the lack of integration of psychiatry
and medicine at the training level.
The authors recommended that
psychiatrists need to work in
collaboration with hospital doctors to
integrate psychiatry into medicine at
all levels and that education of hospital
staff, patients and the community in
consultation-liaison psychiatry should
be a priority.

Although the problem of under-
detection of psychiatric symptoms by

non-psychiatric physician, and
consequently under-referral, is not
limited to Arab countries, poor
undergraduate psychiatric training,

which characterizes most Arab medical
schools, is an important factor
exacerbating this problem in our
countries. The "stigma" of psychiatric
disorders, which is more prominent in
Arabic culture than in Western culture,
is another factor contributing to the
problem. Some non-psychiatric
physicians may avoid informing their

stigma that they are suffering from a
psychiatric disorder.
Conclusions

1. Despite the high prevalence of
psychiatric morbidity, especially
depression, among general medical
and surgical inpatients, a few
number of patients are noted by
their treating physicians as having
psychopathological symptoms and
a small percentage of those
patients with psychiatric morbidity
are referred for psychiatric
consultation.

2. Female gender, unemployment,
and being divorced or widowed are
associated with higher prevalence
of depressive and anxiety
symptoms in medical and surgical
inpatients. Depressive symptoms
are also more common in patients
with cerebrovascular diseases than
in patients with other physical
illnesses.

3. Disorientation is more common in

elderly than in younger medical
and surgical inpatients.

patients, who perceive psychiatry as a

gadlal
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and length of stay in the general
Table (1): Characteristics of medical and surgical inpatients

Medical pts.(n=193) Surgical pts. (n=102) Total(n=295)
N. % N. % N. %
Sex
Male 95 49.2 64 62.7 159 53.9
Female 98 50.8 38 37.3 136 46.1
Age
Mean_+SD (years) 50.9548.8 35.70+12.48 45.68+18.39
Age groups (years):
<21 15 7.8 13 12.7 28 9.5
21-40 41 21.2 56 54.9 98 33.2
41 -60 76 39.4 29 28.4 105 35.6
> 60 61 31.6 4 3.9 64 21.7
Nationality
Kuwaiti 115 59.6 44 43.1 159 53.9
Other Arab 36 18.6 43 42.2 79 26.8
Asian* 42 21.8 15 14.7 57 19.3
Marital status
Married 131 67.9 77 75.5 208 70.5
Single 24 12.4 22 21.6 46 15.6
Divorced 6 3.1 1 1.0 7 24
Widowed 32 16.6 2 2.0 34 11.5
Employment
Employed 79 41 74 72.6 153 51.9
Not employed 114 59 28 27.4 142 48.1

*From India, Bangladesh, Sri Lanka, PhilipgnPakistan, Iran, and Afghanistan.
Table (2): Physical diagnosis of medical and surgical inpatients

M edical patients N. % Surgical patients N. %
Cardiovasc. dis. 81 42.0 | Analdis. (piles, 29 28.4
Gastrointest. dis. 22 11.4 | fissure& fistula)

Respiratory dis. 21 10.9 | Hernias 27 26.5
Blood dis. 6 3.1 Biliary dis. 11 10.8
Cerebrovasc. dis. 14 7.3 Goiter 5 4.9
Other CNS dis. 9 4.7 Appendicitis 4 3.9
Drug overdose 9 4.7 Miscellaneous 26 5.
Endocrine dis. 7 3.6

Infectious dis. 5 2.6

Neoplastic dis. 5 2.6

Miscellaneous 12 6.9

No organic dis. 2 1.6




Psychiatric Morbidity In Inpatients..

Table (3): Psychiatric morbidity, referrals and comparison between medical and
surgical inpatients

M edical pts. Surgical pts. Total (n=295)#
(n=193)# (n=102)# Signif .##
Count % Count % Count % P
Depression
Mild 11 6.1 6 5.9 17 6.0 .109
Moderate 38 21.2 14 13.7 52 18.5 .099
Severe 23 12.8 7 6.9 30 10.7 .015%
Total 72 40.2 27 26.5 99 35.2 .014%
Anxiety 19 10.6 5 4.9 24 8.5 .074
Mixed anx.& dep. 13 7.3 3 2.9 16 5.7 .105
Disorientation 14 7.2 0 0.0 14 4.7 .002%
Excitement 9 4.7 1 1.0 10 3.4 .087
Hallucinations 6 3.1 0 0.0 6 2.0 .076
Suicidal behavior 8 4.1 0 0.0 8 2.7 .032%
Overall psych. morb. 93 48.2 29 284 122 414 .001*
Psychiatric referrals 12 6.2 1 1.0 13 4.4 .029%
Referral /morb. ratio 12.9% 3.4% 10.7%
# Patients with disorientation were excluded froesults related to depression and
anxiety. ##Chi-Square test * significant P<0.05

Table (4): Prevalence of psychiatric morbidity according to sex, age, marital and
employment statusin medical and surgical inpatients(n=295)

Psychiatric morbidity
Count % Significance
(within group) P
Sex
Male (n=159) 49 30.8 0.000*
Femalgn=136) 71 52.2
Age (in years)
< 21(n=28) 9 32,1 0.239
21 - 4Qn=98) 35 35.7
41 — 6Qn=105) 44 41.9
> 60(n=64) 32 50.0
Marital status
Married(n=208) 84 40.4 0.016*
Single(n=46) 12 26.1
Divorced(n=7) 3 42.9
Widowed(n=34) 21 61.8
Employment
Employedn=153) 42 275 0.000*
Not employedqn=142) 78 54.9

* Significant
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Table (5): Prevalence of depression and anxiety according to sex, age, enployment and
marital statusin medical and surgical inpatients(n=295)

Depression (n=99) Anxiety (n=24)
% within Significance % within
Count group P Significance
Count group P

Sex

Male (n=149) 39 26.2 .001* 7 4.7 .014*

Femalgn=132) 60 45.5 17 12.9
Age (in years)

< 21(n=28) 9 32.1 .569 0 0.0 .385

21 - 4Qn=98) 30 30.6 10 10.2

41 - 6Qn=103) 41 39.8 9 8.7

> 60(n=52) 19 36.5 5 9.6
Marital status

Married(n=199) 70 35.2 .259 17 8.5 .018*

Single(n=46) 12 26.1 0 0.0

Divorced(n=7) 3 42.9 1 14.3

Widowedn=29) 14 48.3 6 20.7
Employment
Employedn=152) 39 25.7 .000* 8 5.3 .033*
Unempl.(n=129) 60 46.5 16 12.4

* Significant

Table (6): Prevalence of depression in different diagnostic categories

Diagnostic Depression (n=99)

categories Y%within Significance
N. diag. cat. Chi-Squ. df P

Cerebrovascular dign=12) 10 83.3 47.725 17 .000*

Drug overdosén=11) 9 81.8

Blood dis.(n=6) 4 66.7

Biliary dis. (n=11) 6 54.5

Urinary tract dis(n=4) 2 50.0

GIT dis.(n=12) 6 50.0

Appendicitis(n=4) 2 50.0

Respiratory tract dign=20) 7 35.0

Other CNS dis(n=11) 3 27.3

Cardiocvascular dign=75) 22 29.3

Diabetic complic.(n=7) 2 28.6

Analdis. (piles, fissure& fistulajn=29) 8 27.6

Hernias (n=27) 1 3.7

Goiter(n=5) 0 0.0

Fever for investing(n=3) 0 0.0

No organic dis(n=2) 1 50.0

Miscellaneougn=42) 16 38.1

* Significant
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Table (7): Distribution of cases of disorientation according to sex, age, and physical
diagnogtic categoriesin medical and surgical inpatients

Disorientation (n=14)
Count % within % within Significance
Group disorientation P
Sex
Male(n=159) 10 6.3 71.4 178
Femalgn=139) 4 3.3 28.6
Agegroups (in yeary:
< 21(n=28) 0 0.0 0.0 .000*
21 — 4Qn=98) 0 0.0 0.0
41 — 6Qn=105) 2 1.9 14.3
> 60(n=64) 12 18.8 85.7
Physical diagnosis
Cardiovascular dign=78) 3 3.8 214 101
Respiratory dis(n=23) 3 13.0 21.4
Cerebrovascular dign=14) 2 14.3 14.3
Other CNS dis(n=14) 3 21.3 21.3
Diabetic complic(n=8) 1 125 7.1
Miscellaneougn=18) 2 11.1 14.3
* Significant
Table (8): Prevalence of suicidal attempt according to sex and age
Suicidal attempt (n= 8) Significance
Count % P
Sex
Male (h= 159) 2 25.0 .096
Femalgn= 136) 6 75.0
Age groups (years)
< 21(n=28) 6 75.0 .000*
21 — 4Qn=98) 2 25.0
41 - 6Qn=105) 0 0
> 60(n=64) 0 0
* Significant
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Abstract

Introduction: Childhood psychosis is a rare disorder with mumhtioversy between
studies investigating its clinical features andnpoebid function. Data concerning
early onset non-affective psychosis is still lagkiAim: The aim of this study was to
describe socio-demographic data, early developnpegtmorbid function and clinical
characteristics of children presenting with earlgset non-affective psychosis.
Methods: Forty two Saudi patients with child and adolescenset psychosis
diagnosed according to DSM-IV criteria were assgsseng Schedule for Affective
Disorders and Schizophrenia for School Aged ChildPeesent and Lifetime Version
(K-SADS-PL) and positive and negative symptom s¢®ANSS). Developmental
aspects and premorbid function were assessed ber@ebevelopmental Scale
(GDS), Childhood Behavioral Scale (CBS) and PremdoAxjustment Scale (PAS).
All data were subjected to statistical analyd®esults:. The sample included 27
patients diagnosed with schizophrenia, 10 with petic disorder not otherwise
specified and 5 with acute psychotic episode. €4.68f the sample had gradual onset
and 38.1% had acute onset. The mean age of onset2\@+3.8. Negative symptoms
were more manifested than positive symptoms ambagamhole sample. The most
frequently reported positive symptoms were hallatons (95.2%). Physiological
disturbances were relatively common as disturbedps(81%), appetite disturbances
(28.6%) and impaired sphincter control (14.3%). Althizophrenic and non-
schizophrenic children were similar in having inrpant in early development and
premorbid functions that were significantly corteth with more negative symptoms
and younger age of onseConclusions. The developmental and premorbid
impairments are more emphasized in children witllyeanset non-affective
psychosis and significantly influence the clinipae¢sentation.

Introduction

Psychosis presented in childhood and of knowledge about schizophrenia

adolescence has been a controversial comes from studies conducted on

topic throughout the history of the field adults. Despite nosological similarities

of child psychiatry because of the between adult and childhood onset

conundrum of diagnostic clarityMost schizophrenia yet, the age and
developmental stage of the individuals
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with the disorder influence the way
they experience and react td. itin
addition, the insidious onset in at least
75% of children, the high rates of
premorbid problems and the hesitancy
of clinicians to make a diagnosis of
schizophrenia in a child usually delay
the recognition of the syndroreSo,
there is a need for more research
concerned with phenomenology and
etiology of early onset psychosis to
improve understanding and manage-
ment of this syndrome.
Hypothesisand Aim:
Impairment of premorbid functioning
has received much attention in the
research of schizophrenia and other
related psychoses and is considered an
important hypothesis but most of
studies were western studies in adult
patients. So the main aims of the
current study were to test the cred-
ibility of this hypothesis and to
describe socio-demographic data, early
developmental and pre-morbid func-
tions and clinical characteristics of
Arab sample of children presenting
with early onset non-affective
psychosis.
Methods
This work was a cross-sectional
descriptive study, done at Al-Amal
Complex for Mental Health, Dammam,
Kingdom of Saudi Arabia (KSA) in the
period between May 2005 and October
2008. The study was approved by the
scientific and ethical committee of the
complex. Patients were recruited from
the child psychiatry clinic according to
certain inclusion and exclusion criteria.
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Inclusion criteria included; age of
onset of psychosis before 18 years,
with upper age limit for the study 18
years. In order to make the sample
homogenous as much as possible
exclusion criteria included any DSM-
IV axis | diagnosis from the following
disorders: schizoaffective, bipolar,
Major depression, substance induced
psychotic disorder in addition to
exclusion of cases with known organic
pathology. However, patients with past
history of epilepsy or febrile
convulsions were not excluded.
Diagnosis of non-affective psychosis
was based on DSM-IV and confirmed
by Schedule for Affective Disorders
and Schizophrenia for School Aged
Children Present and Lifetime Version
(K-SADS-PLY. All patients presented
to child and adolescence outpatient
clinic (N=864) were screened for
psychosis through the general part of
K-SADS-PL. Seventy three patients
were positive for psychosis so assessed
again in a second interview with the
psychotic supplement of K-SADS-PL.
Sixty six out of 73 proved to be
psychotic. Those who met inclusion
and exclusion criteria and gave
informed consent by themselves and
their legal guardians were 47, of which

42 patients completed the study.
Assessment was done by three
psychiatrists with good inter-rater
reliability.

A control group consisted of 21 normal
healthy volunteers, selected from
general pediatric outpatient clinic for
the same catchments area of the
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hospital. The group included 10 males
and 11 females, with no past history of
psychiatric disorders and was matched
for age, sex and other socio-
demographic data.

I nstruments and Procedures

Patients were assessed through the
following proceduresi) history taking
and mental state examinatio) K-
SADS-PL for diagnosis and clinical
assessment of psychotic sympténs}
Positive and negative symptoms scale
(PANSS) for assessment of severity of
psychosis 4) 1Q evaluation via
Stanford Binet Intelligence Tést5)
Lewis Murray Scale for assessment of
Obstetric complicatiorfs 6) Children's
Global assessment scale for evaluating
the level of general functionifig7)
General Developmental scale (GDS)
8) Child Behavior Scale (CB8®)and
lastly 9) pre Morbid Adjustment Scale
(PAS)™,

GDS was used to record early
childhood developmental delay and
neurodevelopmental problems and
covered seven areas: motor milestones,
language milestones, social develop-
ment, reading problems, neuro-
developmental problems, enuresis and
encopresis. The Total GDS score range
from O to 12 and higher scores indicate
more developmental impairments.

CBS was used for rating of the pre
morbid period which ends 12 months
before the onset of the first psychotic
symptoms. The scale has 10 aspects:
social isolation, social aloofness,
separation anxiety; unusual stereotyped
interest, deviant social communication,
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affect, suspiciousness, thought content,
deviant speech and antisocial behavior.
Total CBS Score is 0-20 and higher

scores indicate more premorbid
impairments.
PAS is consisted of 28-items and

assesses sociability and withdrawal,
peer relationships, adaptatitmnschool,
and scholastic performance in four life
stages (childhoodearly adolescence,
late adolescence; adulthood). Higher
scores of PAS indicate poorer function.
PAS also assesses socio sexual aspect
after age 15 but this item was excluded
from application because of cultural
differences. PAS was used for both
patients and control groups as the test
has no cutoff score.

Also it is important to mention that
inter-rater reliability for tools used
were good as kappa was 0.8.
Statistical analysis

Analysis of the data was done using
SPSS, version 10 (statistical program
for social science), with descriptive
statistics, Chi square and cross stab for
analysis and relation of categorical
variables. Mann Whitney and Kruskal-
Wallis test were used to compare
guantitative variables in the same group
instead of independent group t test and
one way between group (ANOVA)
because of the non-parametric criteria
of the data (SD>50% mean). Spear-
man's rank correlation was also used.
Results

Socio-demographic and clinical data
Total number of patients was 42, with
age range 7 tol8 years. They included
20 males and 22 females with no
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significant difference as df =1 and P brief psychotic episode. Within the
value 0.095. The mean age was schizophrenic group, 11 were paranoid,
15.05£3. The sample included 27 7 were undifferentiated and 9 were
schizophrenic, 10 psychotic disorders disorganized.

not otherwise specified and 5 cases with

Table (1) Demographic and clinical data

Variable Whole sample | Schizophrenia | Non Schizophrenia | P value
(n=42) (n=27) (n=15)
Sex Male 20 (47.6%) 9(33.3%) 11 (73.3%) .013*
No. and % Female 22(52.4%) 18(66.7%) 4 (26.7%)
Age of onset 12.3+/-3.8 12.04+/-3.72 12.8+/-4.02 .539
M ode of onset Acute 16 (38.1%) 7 (25.9%) 9 (60%) 0.029*
Gradual 26 (61.9%) 20 (74.1%) 6 (40%)
Family history Schiz 19 (45.2%) 13 (48.1%) 6 (40%) .634
No. and % MR 5 (11.9%) 3 (11.1%) 2 (13.3%)
Anxiety 1 (2.4%) 1(3.7%) 00
Epilepsy 1 (2.4%) 00 1 (6.7%)
Past history MR 11 (26.2%) 6 (48.1%) 5 (33.3%) .763
No. and % Autism 6 (14.3%) 3 (11.1%) 3 (20%)
Conduct 2 (4.8%) 2 (71.4%) 00
Anxiety 2 (4.8%) 1(3.7%) 1 (6.7%)
Epilepsy 12 (28.6%) 8 (29.6%)- 4 (26.7%) .839
Obstetric yes 8 (19%) 5 (18.5%) 3 (20%) .780
Complication No 26 (61.9%) 16 (59.3%) 10 (66.7%)
No. and % Unknown | 8 (19%) 6 (22.2%) 2 (13.3%)
GDS, mean & SD | Total 2.6 £3.3 2.3+3 3.143.9 J77
CBS mean & SD | score 6.3+4.6 6.844.2 5.6+5.2 .405
PAS, mean & SD 12.2+6.3 12.946.1 1146.6 .399
PANSS, mean & SD| Positive 27.7+6.4 27.315.4 28.3+7.8 .568
Negative | 29.3%£11.9 33.4+11.1 22.6+10.3 .003**
General 56+13.2 58.1+11.4 52.6+15.6 .385
1Q Average 23 (54.8%) 14 (51.9%) 9 (60%) 199
No. and % Borderline | 8 (19%) 7 (25.9%) 1 (6.7%)
MR 11 (26.2%) 6 (22.2%) 5 (33.3%)

* P value is significant; ** P value is highly sigitant. CBS: Child Behavior Scale. Higher scores
indicate more impairment. GDS: General Developmeriaale. Higher scores indicate more
impairment. PAS: Premorbid adjustment scale. Higleores indicate poorer function. PANSS:
Positive and Negative symptoms Scale.

Within the schizophrenic group, there  schizophrenia as the mean age of
was significant difference between  paranoid patients was 14.1+2.7 years,
mean age of onset and subtypes of for undifferentiated was 10.9+4.3 years
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and for disorganized was 10.4+3.5
2. Clinical symptoms
Table (2) Description of psychotic symptoms as assessed by PANSS. :

years and thealpe was 0.03.

Symptoms Frequency Severity by PANSS
N & (%) Mean +SD
Highest| Judgment 37 (88.1%) 5.9+1.8
Score | Hallucinations 40 (95.2%) 5.5£1.8
Difficult abstraction 30 (71.4%) 4.8+2.3
Excitement 30 (71.4%) 4.8+2.2
Delusion 28 (66.7%) 4.612.2
Blunted affect 27 (64.3%) 4.3+2.2
Formal thought disorder] 18 (42.9%) 3.3+1.8
L owest| Somatic 3 (7.1%) 1.6 +1.6
Score | Grandiosity 3 (7.1%) 1.5£1.4
Guilt 1 (2.3%) 1.1+0.6

NB: Frequency: number of patients having the symp#ath score 4 or more

Clinically, the most common symptom
was hallucination as 24 patients
(57.1%) had auditory hallucination, 13
patients (31%) had both auditory and
visual hallucination. There were 28
patients  (66.7%) patients  with
delusion. The delusion was persecutory
in 23 patients (54.8%). At the same
time, 92.9% of the sample reported
disturbed behaviors in form of
aggression (n= 23, 54.8%), bizarre
behavior (n= 8, 19%) or social
isolation (n= 8, 19%). In addition, 81%
of the sample reported sleep
abnormality in the form of insomnia
(n= 27, 64.3%) or hypersomnia (n= 7,
16.7%). Whereas 28.6% of the sample
reported appetite abnormalities as
diminished appetite (n= 10, 23.8%) or
hyperphagia (n= 2, 4.8%). Also, 14.3%
of patients reported incontinence,
urinary (n = 3 , 701% ), stool
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incontinence (n= 1, 2.4%) or double
incontinence (n= 2, 4.8%). Motor
symptoms as hyperactivity, retardation,
catatonia and stereotypes were present
in 36 (85.7%) of the sample, the most
frequent was hyperactivity (n= 17,
40.5%) and the least frequent was
catatonia (n= 1, 2.4%). Those with
impaired academic achievement were
29 patients (69.1%) versus 4 (9.5%)
without impairment while 9 patients
(21.4%) didn’t join school yet, as age
of governmental school entry in Saudi
Arabia was 7 years, in addition those
with co morbidity with autism didn’t
join school .

3. Premorbid and developmental

status

As shown in table (3) and according to
GDS, 11 (26.2%) patients had
abnormal motor development , 13
(31%) patients had abnormal language



Zienab Bishry et al..

development, 19 (45.2%) patients had
impaired social development, 3 ( 7.1%)
patients had reading difficulties, 6

(14.2%) patients had autism, 4 (9.5%)
patients had enuresis and no one had

encopresis.

Table (3) the frequency and percentage of sub-itemsof GDSfor all patients

GDS N (%)
Abnormal motor development 11(26.2%)
Abnormal language development 13(31%)
I mpaired social development 19(45.2%)
Reading difficulty 3(7.1%)
Autism 6 (14.2%)
Enuresis 4 (9.5%)
Encorpresis 00

GDS : General Developmental Scale.

In table (4), according to CBS, 26
(61.9%) patients had social isolation,
26 (61.9%) patients had deviant social
communication, 25 (59.5%) patients
had social aloofness, 22 (52.4%) had
abnormal affect, 17 (40.5%) patients

had stereotyped interest, 14 (33.3%)
patients had abnormal though content,
8 ( 19%) patients had separation
anxiety, 8 (19%) patients had deviant
speech and 8 (19%) patients had
antisocial behavior.

Table (4) the frequency and per centage of sub-items of CBSfor all patients

CBS

N (%) in the whole sample

Social isolation

26 (61.9%)

Deviant Social Communication

26 (61.9%)

Social Aloofness

25 (59.5%)

Abnormal affect

22 (52.4%)

Ster eotyped interest

17 (40.5%)

Abnormal thought content

14(33.3%)

Separation anxiety 8 (19%)
Deviant speech 8 (19%)
Antisocial behavior 8 (19%)

CBS: Child Behavior Scale

Table (5) Comparison between patients and control regarding premor bid function.
PAS Patient Control P value
M£SD M£SD
PAStotal score 12.2+6.3 2+1.9 .000**
PAS Childhood stage 11.5+£6.5 1.7¢1.9 .000**
PAS early adolescence 10.7+6.6 1.9+1.9 .003**
PAS late adolescence 616.8 1.2+41 .180

Note:

* p value is significant; ** p value is highsignificant

PAS: Premorbid Adjustment Scale, Higher scoresAS mdicate poorer function
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As shown in table 5, there were highly
significant differences between pat-
ients and control regarding all stages of
PAS except for late adolescence stage.
Compared with control children most

severe impairment in subscales of PAS
were school performance and peer
relation in childhood phase as the mean
were (3.5, SD #1.8 and 3.3x2.1 )
respectively.

Table (6) Correlation between premorbid state and PANSS, GAS, mode of onset and age

of onset (r-value)

Premorbid PANSS GAS Mod of | Ageof
function Positive | Negative | GPS onset onset

GDS -0.4%* 0.2 -0.2 -0.09 | .2 -0.5**
CBS -0.3 0.3 -0.2 -0.1 H** -0.5**
PAS -0.2 0.6* -0.007| -0.3* Wik -0.5**
GAS -0.2 -0.4* 0.4 | - -1 -0.02
Age of onset 0.3* -0.05 0.2 | -0.02 -3* | -

NB: * indicates significant p < 0.1; ** indicatedigphly significant p < 0.01
GDS: General Developmental Scale; CBS: Child BatvaStale; PAS: Premorbid Adjustment Scale;
GAS: Global Assessment Scale; GPS: General Psydhapgy Scale

As shown in table 6, the age of onset
of psychosis and its mode of onset
were significantly related to early

development and premorbid functions
(GDS, CBS and PAS). Moreover early
development and premorbid functions
(GDS, CBS, and PAS) were

significantly related to psychotic

symptoms (positive and negative)
while current functioning (GAS) was

significantly related to negative

symptoms and GPS.

As shown in table (7) premorbid
function was poorer in those with
gradual onset rather than acute onset
group as PAS were 12.5£5.9 and
9.4+5.9 while GDS were 2.9+3.5 and
2.243. Lastly, CBS were 7.9+4.1 and
3.844.3 with marked significant
difference as p was .004. Furthermore
there was significant difference in age
of onset in the different mode of onset
as it was 14.2+2 in acute onset group
and 11.2+4.2 in gradual onset group
with p value .03.

Table (7) correlation between mode of onset and PAS, GDS, CBS and age of onset

Variable GRADUAL ONSET ACUTE ONSET P VALUE
PAS mean & SD 12.5+5.9 9.4+5.9 0.004**
GDS, mean & SD 2.9£3.5 2.2+3

CBS, mean & SD 7.9+4.1 3.8+4.3

AGE Of ONSET, Mean & SD 11.2+4.2 14.2+2 0.03*

NB: * indicates significant p < 0.1; ** indicatedighly significant p < 0.01
GDS : General Developmental Scale; CBS : Chdddior Scale. ; PAS: Premorbid

Adjustment Scale.
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Using Spearman's correlation, there
was no significant relation between
family history of schizophrenia and
symptoms severity; positive
symptoms, negative symptoms and
GPS (p-value was 0.869, 0.471 and
0.482 respectively) or with premorbid
state (p=.436).

Discussion:

Diagnostic dilemma

Childhood schizophrenia is a rare
but serious disorder with complex
symptoms that affect children and their
families. The term  childhood
schizophrenia was once applied for all
childhood psychoses, including autism
and mood disorders, but more recently,
researchers have distinguished
childhood schizophrenia from other
disorders.

Going with the conceptualization of
clinical entity and in a trial to make the
sample of patients homogenous as
much as possible, affective and organic
psychoses were excluded from this
study, but only atypical psychosis
(psychotic disorder not otherwise
specified) and brief psychotic episode
were included. Ten cases of the
patients in the current study were
diagnosed as psychotic disorder not
otherwise specified. This diagnosis
may be given due to the use of same
adult criteria without considering the
developmental stage of the children or
due to hesitancy of the clinician to
stigmatize the child with diagnosis of
schizophrenia. The same findings were
reported by Hollidwho found that the
vast majority of adult schizophrenia
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was originally assigned as having
atypical or other unspecified psychoses
in childhood or early adolescence.

In addition, Masi et &dlreported that,
the developmental immaturity causing
hesitancy on part of clinicians to make
a diagnosis of schizophrenia in a child
and the relative inadequacy of
fulfilling diagnostic criteria in children
increases the tendency to diagnose
more atypical psychosis than child-
hood schizophrenia.

In those having diagnosis of
schizophrenia, the relative predomi-
nance was for paranoid subtype which
contrasts literatures reporting dis-
organized subtype to be most common
of childhood schizophrenfa This may
be related to higher age group and
older age of onset in the current sample
(12.3 £3.8). Nevertheless, the mean
age of onset in this study was similar
to other studies like Remschmigttal®
in which the mean age of onset was
12.742.5 and Hollis’s studyin which
the mean age of onset was 14.4 years
+1.5. Moreover, from table 6, the age
of onset was negatively correlated to
developmental, behavioral and
premorbid states and positively
correlated with positive symptoms.
This means that the older age of onset,
the more the positive symptoms and
less premorbid and developmental
impairment, which was reported in
literature to be more characteristic of
the paranoid type of schizophrefiia
2. Clinical symptoms

There are differing views on the
continuity of childhood schizophrenia
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into adult schizophrenia and on
similarities and differences between
childhood-onset and adult-onset forms
of the disorder. In the current study,
patients showed more gradual onset
and higher scores of negative
symptoms more than  positive
symptoms. These findings were more
evident in schizophrenic than non-
schizophrenic children (table 1) and
were similar to other studiés* *>*°

A number of symptoms have been
identified in psychotic children. The
most frequent symptoms reported in
this study were hallucinations in 95.2%
more than delusions in 66.7%.
Similarly, Russell’s study reported
that 63% of schizophrenic children
presented with delusions and 80% with
auditory hallucinations.
While the most severe symptoms
among PANSS positive subscale was
impaired judgment and among
negative subscale was difficult
abstraction followed by blunted affect
and emotional withdrawal, which
agreed with the reporting of Hollts
Generally, many symptoms may be
over estimated or under estimated
according to developmental stage of
the child especially symptoms like
judgment and abstraction. So, it is
especially important for diagnosticians
to consider child's development when
assessing the presence or absence of
the diagnostic criteria for
schizophrenia.
Blunted affect was found in 27(64.3%)
patients and formal thought disorder
was found in 18(42.9%) patients and
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these findings were similar to what
was reported in the literaturés
Furthermore, sleep and appetite
disturbances as well as disturbances in
motor behavior were seen in a high
proportion of patients. These findings
were similarly reported in other studies
14,17, 18

Another important finding is the
rate of psychotic children having
below average 1Q (26.2% of the
sample had mild to moderate MR and
19% had borderline 1Q). This down
shift of 1Q has been previously
reported by other studiés™*? It is still
debatable whether it is a premorbid
trait and expression of impaired early
brain development as hypothesized by
Murray and Lewiéand Weinbergét,
or it is a consequence of psychotic
process with failure to learn rather than
loss of function as reported by
Rajkumar and David In the current
study, 26.2% of patients had past
history of mental retardation so the
first explanation looks more logic for
them while the second explanation
may be more logic for patients who
had borderline 1Q (19%). Intellectual
delays have long been considered as
general risk factor for psychopathology
and psychosis in childréh But, 69.1%
of the patients in the current study had
impaired  academic  achievement
indicating impairment of function and
may be part of cognitive impairment as
well. Similar report by Fuller et 4l
suggested that, deterioration in
scholastic performance occurs at age
13-16 years may be a precursor to the
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cognitive impairment seen during the
first episode of illness.
3. Premorbid status and family history

The results of the current study as
well as previous studie§ #* 2
strongly agreed that children with
early-onset psychosis show frequent
developmental abnormalities as
impairment in social skills, language
and motor abilites and school
achievements prior to presenting signs
of schizophrenia. Moreover, Volknfar
suggested a developmental continuity
from premorbid impairment to
negative symptoms with difficulty to
differentiate between premorbid and
active psychotic states and this was
applicable in the current study at least
for patients who had gradual insidious
onset.

As shown in table 6, more impairment
in premorbid function as indicated by
PAS is associated with more negative
symptoms, which appear to affect the
current functioning as shown by GAS.
At the same time, the developmental
and behavioral problems predating
onset of psychosis (GDS, CBS) were
significantly correlated to severity of
psychotic symptoms, mode of onset
and age of onset rather than current
functioning (GAS).

Similar to other studiés®, the current
study found positive past history for
other psychiatric disorders as mental
retardation, autism, conduct and
anxiety disorders in 50% of cases.

One of the wvulnerability factors
frequently reported in schizophrenia is
the presence of positive family history
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for psychosis in genefdf. In the
current study, 13 schizophrenic
patients (48.1%) had history of
schizophrenia in at least one of their
first-degree relatives although; there
were no significant differences

between patients with positive family
history of schizophrenia and those
without, in symptom severity nor in
premorbid function. The same finding
was also found by Cancet af’ who
reported that PAS scores did not differ
significantly between the subjects with
positive family historyof psychosis
and those without.

Limitations

Although this study presents a general
cross-sectional design, GDS, CBS and
PAS are instruments used for the
evaluation of development or past
functioning. Since subjects PAS
ratings are compared with controls'
ratings, it would be important to take
into account the fact that retrospective
data might be memory biased. The
authors tried to minimize the bias
through assessment of each patient by
two examiners and in different
sessions.

In this study there was a trial to make
the sample homogenous as much as
possible however co-morbidities as
mental retardation , autism and
epilepsy were not excluded as they
were highly prevalent in the sample
which  may indicate  impaired
premorbid status, vulnerability factor
or shared same etiology as all are
neurodevelopmental disorders. This
point may be a source of bias in the
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study but it is the same like previous
studies®™ '’ Because of rarity of non-
affective psychosis in children, cases
were recruited over a period of 3.5
years to include a fairly adequate
number of cases.

Conclusion

The current study on Arab sample of
patients agreed with other western
studies that most of patients of non
affective childhood psychosis had
gradual onset and more negative
symptoms especially for schizophrenic
cases. Paranoid schizophrenia was the
most prevalent subtype in the study.
Also, there was marked impairment in
developmental and premorbid function.
The developmental stage of the child

influences the disease process and
colors the psychotic symptoms with
more atypical form. The premorbid

level of functioning appear to influence

the mode and time of onset of
psychosis as well as later functioning
after developing psychosis, and has
important predictive and prognostic
value. So, Psychiatrists should
consider  those children  with

developmental, social and behavioral
impairment as high risk for developing

psychosis. Also, there is an urgent
need for new diagnostic assessment
tools that take into consideration the
stage of child maturation and

diagnostic criteria for psychosis in

children.
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ARABIC CONTINGENCIES OF SELF WORTH
Arabic Trandation and Validation of the Contingencies of Self-Worth Scalein
L ebanese Y outh
Shahe S. Kazarian
(Omrala (il Q) A dad G aa Jladial bl Ay 2l Al
OhI S AL

Abstract

Objectives: This research examined the reliability and vajidif the Arabic version of
the 35-item Contingencies of Self-Worth Scale (CSiV)_ebanese youth. The Arabic
CSW measures seven domains on which people bassdtfevorth: Others’ Approval,
Appearance, Academic Competence, Competition, KaBilpport, Virtue and God’s
Love.

Method: A total of 282 Lebanese university students welmiaistered the Arabic CSW
after translation, using back-translation methodglo Lebanese youth were also
administered the Arabic Rosenberg Self-Esteemeseald the Arabic Center for
Epidemiological Studies-Depression scale to assbes relationship to the seven
domains of self-esteem.

Results: Factor analysis of Arabic CSW resulted in the tdmation of seven
empirically derived and internally consistent fastcomparable to those reported for the
English version of the measure. Females reportsthdpgheir self-worth more than males
on academic competence, family support, moral aaggand religious faith. Also those
sourcing their self-esteem on the approval and@aoee of others reported lower self-
worth and higher depression.

Conclusion: Overall, the findings support the cultural appiica of the Arabic CSW
Scale in the collectivist Lebanese context.

KEY WORDS: Arabic Contingencies of Self-Worth Scakelf-esteem, depression,
Lebanese university students

Introduction

The Contingencies of Self-Worth Scale global self-esteem: approval and
(CSWY) is a self-report measure of seven acceptance from  others, physical
domains on which individuals base their appearance, academic competence,
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competition or being better than others,
family support, virtue or one’s judgment
of moral adequacy, and God’'s Love or
one’s belief that one is loved, valued and
unique in the eyes of God. The English
version of the CSW scale has been shown
to be a reliable and valid measure of the
seven sources of self-worth, and a factor
structure that is invariant across gender
and ethnicityl. As importantly, the CSW
has been shown to be distinct from social
desirabilityland to relate to self-wotth
social anxiety and social avoidafite
interpersonal  stylés anxiety and
depressioff, and disordered eating and
alcohol us&*™.

In the present study, the reliability of an
Arabic version of the CSW and its validity
in the form of factor structure and relation
to global self-esteem and depressive
symptoms were examined. While the
constructs of self-image, self-concept,
self-perception, and self-esteem have been
investigated among Aral3$’ in Arab
Americans including Lebansé$’, and in
Lebanese children®® and youth 2%,
contingencies of self-worth and their
relation to mental health have not been
studied in the Arab Middle East.

Method
Participants and Procedure

A total of 282 Lebanese university
students from state-run and private
institutional settings participated in the
study. The majority of the participants

123

were female (73.8% [n=206]), and single
(84.2%) and their mean age was 21.7 years
(n=270, SD=4.74). Reported religious
affiliation was 65% Muslim, 21%
Christian, 11% Druze and 2% other. To
minimize fatigue, different sets of
measures were administered to different
groups, all of whom completed the CSW
Scale. Thus, not all participants completed
all scales (sample sizes for each measure
are indicated below). Measures were
administered in randomized order and all
participants signed informed consent
forms.

I nstrumentation

Arabic Rosenberg Self-Esteem Scale®®.
(Arabic RSES). The 10 -item Arabic
version of the RSES was used as a global
measure of self-esteem. It was translated
using methodology identical to that
followed in the translation of the CSW. A
total of 59participants completed this
measure. Respondents indicated the
degree to which they agreed with each
item using a 4 — point rating scale, higher
scores indicating higher global self-
esteem. In the present study, the internal
consistency of the Arabic RSES was high
(a=.71).

Arabic Center for Epidemiologic
Studies Depression Scale’®3° (Arabic
CES-D). The Arabic CES-D scale is a 20-
item measure of depression. A total of 52
participants completed this measure.
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Respondents rated depressive symptoms
using ratings from 0 to 3 (0, rarely or none
of the time, < 1 day; 1, some or little of the
time, 1-2 days; 2, occasionally or a
moderate amount of time, 3-4 days; and 3,

most or all of the time, 5-7 days), higher
scores indicating higher levels of
depression. In the present study, the

internal consistency of Arabic CES-D was
high (a =.83), a value comparable to that
reported in an earlier stutfy

Result
Arabic CSW Factor Analysis

The 35 items of the Arabic CSW were
subjected to principal factor analysis using
SPSS Version 16. The Kaiser-Meyer-
Olkin (KMO) value of .82 exceeded the
recommended KMO value of .6,
suggesting sampling adequacy. Similarly,

the Bartlett’'s Test of Sphericity reached
statistical significance (p<.0001),
supporting the factorability of the

correlation matrix.

Principal factors analysis revealed the
presence of nine factors with eigenvalues
exceeding 1 (6.85, 4.09, 2.48, 1.92, 1.77,
1.52, 1.37, 1.07, and 1.01), and explaining
cumulatively 63.1% of the total variance.
Principal factor analysis with Oblimin
rotation and retention of seven factors
resulted in a solution that explained a total
of 47.1% of the variance, with the first
factor contributing 18.3%, factor 2
contributing 10.3%, factor 3 contributing
5.6% factor 4 contributing 4.0%, factor 5
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contributing 3.8%, factor 6 contributing
2.8%, and factor 7 contributing 2.3%. The
empirically derived factor loadings based
on the structure matrix can be obtained
from the author.

The first empirically derived factor
corresponded to the Family Support
domain in that it included four of the
original family support items and an
original Academic Competence item. The
second empirically derived factor
corresponded to the Appearance domain as
it contained all five original Appearance
items. Similarly, the third empirically
derived factor corresponded to the Others’
Approval domain in that it contained all
five original Others’ Approval items. The
fourth  empirically  derived factor
corresponded to the God’s love domain in
that it included all five original God's
Love items plus two original Virtue
domain items. The fifth empirically
derived factor corresponded to the Virtue
domain as it included three original Virtue
domain items. The sixth empirically
derived factor corresponded to the
Competition domain as it included five of
the original Competition domain items and
two Academic Competence domain items.
Finally, the seventh empirically derived
factor corresponded to the Academic
Competence domain as it included two of
the original Academic Competence
domain items and one Family Support
domain item. Given the close
correspondence of the factor structure to
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the English version of the measure, scale
totals were computer using the original
items.

Arabic CSW Internal Consistencies and
I nter-correlations

The internal consistencies of the
seven contingencies of self-worth domains

Table (1)

are presented in Table 1. The reliabilities
of the

seven sources of self-esteem were
acceptable ranging from=.66 for Others’
Approval and a=.92 for God’'s Love,
values comparable to internal
consistencies reported by Crocleeml .

Reliabilities and Correlations among Arabic Conéingies of Self-Worth Domains (n=282)

Subscales 1 2 3 4 5 6 7
1. Others’ Approval .66 53 37 37 31 16%* -.02
2. Appearance 33**.72 A5 42% 30** .08 -.01
3. Competition A8** .30 .80  .54** .23** .08** -.03
4. Academic Competence A8** 27 . 45%%69 A5 31** .07
5. Family Support A15* .08 25%*  52**.63 37 22%
6. Virtue .07 -09 22% 21% 32%* .71 32%*
7. God’s Love .04 -06 .17% .18** .33** .48** .92

Note: Reliabilities (Coefficient alphag) are in bold. Correlations for the present stuag a
below the diagonal and those for the Crocker e{2003) study above the diagonal.

*p< 01
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The inter-correlations of the seven
contingencies of self-worth obtained in the
present study are also presented in Table 1,
as are the inter-correlations of the domains
as reported by Crockeret al® for
comparison purposes. As can be seen, the
magnitudes of the correlations and the
pattern of inter-correlations among the seven
Arabic CSW domains are similar to those
reported by Crocker et alfor youth in the

United States, and support the convergent
validity of the Arabic CSW.

Arabic CSW Norms
Differences

Table 2 presents the mean scores of
males and females, as well as the total

and Gender

Table (2)
Means and standard deviations for the seven

participants, and for females and males separately.

sample, on each of the seven contingencies
of self-worth. While there were no gender
differences on Others’ Approval,
Appearance and Competition, females
reported significantly higher scores than did
males on Academic Competenc€2fi6) =
2.07, p< .04), Family Support_(@76) =
2.16, p< .03), Virtue ((277) = 4.60,_p<
.0001) and God’s Love (@77) = 5.12, p<
.0001). The findings of significant gender
differences on Academic Competence and
Family Support are consistent with those
reported by Crockeet al* while the lack of
gender differences on Approval of Others
and Appearance are inconsistent with those
reported for youth in the United States.

Ar&mnatingencies of Self-Worth Scale for all

.Scale Gender n Mean SD t p

Others’ Approval 0.89 ns

Female 205 3.78 1.15

Male 72 3.92 1.13

Total 279 3.82 1.14
Appearance 0.57 ns

Female 206 3.98 1.21

Male 73 4.08 1.13

Total 281 4.01 1.19
Competition 1.13 ns

Female 206 5.54 1.07

Male 73 5.38 .94

Total 281 5.50 1.03
Academic Competence 2.07 .04

Female 205 5.55 .92
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Male 73

Total 281
Family Support

Female 206

Male 72

Total 280
Virtue

Female 206

Male 73

Total 281
God's Love

Female 206

Male 73

Total 281

5.28 1.01
5.48 .96
2.16 .03
5.75 .90
5.49 .76
5.68 .87
4.60 .001
5.93 .89
5.35 1.02
5.77 .96
512 .001
6.12 111
5.23 1.66
5.88 1.34

Arabic CSW, Self-Esteem and Depression

Global self-esteem scores correlated
significantly with Others’ Approval (r = -
.29, p< .05) but not Appearance (r = .06,
ns), Academic Competence (r = -.0ts9),
Competition (r = .02ns), Family Support (r
= .01, ng), Virtue (r = .15,n9), and God'’s
Love (r = -.02,n9. Similarly, depression
scores correlated significantly with Others’
Approval (r = .33, _p< .05) but not
Appearance (r = -.00,ns), Academic
Competence (r = .0nhg), Competition (r = -
.03,n9), Family Support (r = .09)9), Virtue
(r=-.13,n9, or God’s Love (r = -.0&79).

Discussion
The present study examined the
reliability and validity of the Arabic

translation of the CSW. Factor analysis
identified seven sources of self-esteem with
acceptable internal consistencies. The
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modest size of the inter-correlations among
the CSW subscales supported the

convergent validity of the scale, and their
differential correlations with self-esteem and
depression supported the value of
distinguishing between the seven sources of
self-esteem. The contingencies of self-worth
were also sensitive to gender differences in
that female Lebanese youth reported basing
their self-worth more than their male
counterparts on academic competence,
family support, virtue and God’s love. These
gender differences are consistent with the
socialization of Lebanese women to the
imperatives of family honor, female
modesty, and piety.

In the present study, Others’ Approval
but not the remaining sources of self-esteem
correlated significantly with self-worth and
depression, suggesting that those who base
their self-worth on the approval and
acceptance of others are more likely to
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suffer from low self-esteem and depressive
symptoms. The identification of acceptance
and approval of others as a significant
predictor of negative self-esteem and
negative mood is consistent with findings
reported by Crocker et difor youth in the
United States in which the Rosenberg Self-
Esteem scale and the Neuroticism factor of
the Big Five Inventory were used to assess
mental health. Nevertheless, the present
study and that of Crocker et at. are

correlational such that it is equally likely
that those with low self-esteem and
depressive symptoms are more likely to base
their self-esteem on the acceptance and
approval of others.

The present study is limited by its
correlational methodology and focus on
youth. Future studies are likely to benefit
from clinical application of the Arabic CSW
in youth, adults and the elderly.
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Abstract:

Traditionally training and service planning in manthealth were focused on

Psychosis, Affective and Neurotic disorders. R#gdPersonality disorders represent

a significant portion of clinicians’ caseload aneémal Health services need to meet

their needs.

Aim:

1. To examine the adult mental health clinicians’ e¥ee while working with

individuals diagnosed with Borderline Personalitisodder (BPD) and ways of

supporting them.

2. To identify training needs

Method:

A cross sectional survey of adult mental healthniclans employed by

Northamptonshire Healthcare NHS Foundation TrustKN)

Results:

1. Response rate: 69% (185 of 269) including: pstasts 40 (85%), community
staff 98 and inpatient staff 47.

2. Self-rated ability to diagnose/identify BPD: verpagl: 19 (10%). Good, 65
(35%), average: 74 (40%) and 19 (10% were unsuleQafb%) did not answer.
Preferred diagnostic system: ICD-10: 27 (15%), DBM9 (5%), clinical sense:
139 (75%) and 9 (5%) did not answer.

3. Working with BPD is experienced as: Enjoyable: %}5challenging: 111 (60%),
stressful: 27 (15%), very stressful: 19 (10%)aidly like: 9 (5%), no answer: 9
(5%). 159 (85%) agreed that training is needed(109%6) did not agree, 6 (3%)
were unsure and 4 (2%) did not answer.

Conclusion: The majority of clinicians’ experience managingiinduals diagnosed

with BPD as challenging and agreed that trainingeisded.

Background:

Personality disorder symptoms are syntonic .i.e.acceptableto the egd.
alloplastic i.e. alter and adapt to the Clinicians may not have difficulty
external environment and are ego making diagnosis but usually find the
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clinical management challenging. The
majority of patients diagnosed with
BPD have experienced sexual, physical
and or emotional abuse in their
childhood Kernberg (1977,1981)
differentiated neurotic, psychotic and
borderline “intrapsychic organisations”
which are to some extent independent
of manifest symptomatologdy

Patients diagnosed with BPD stand
on the border between psychosis and
neurosis. They are characterised by
unstable affect, emotions, behaviour,
object relations and self-image with
intense  affective instability and
impulsivity together with an unstable
sense of self-identity. It is often
manifested by impulsive, self-directed
aggression, suicide attempts, substance
abuse, chronic feelings of emptiness
and persistent pattern of severely
unstable interpersonal relationship and
fear of abandonmehtThe disorder has
been called ambulatory schizophrenia,
as-if personality (a term coined by
Helene Deutsch), pseudo-neurotic
schizophrenia (described by Paul Hoch
and Philip Politan) and psychotic
character disorder (described by John
Froschj.

Recent epidemiological surveys
show that personality disorders are
frequent and have been found in
different countries and sociocultural
settings. Personality disorder can
seriously impair life of the affected
individuals and can be highly
disruptive to families, societies and to
healthcare system. Personality status
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is often a major predictive variable in
determining the outcome of Axis |
mental disorders and the response to
treatmertt®. It is therefore important
that mental health clinicians feel
adequately supported and trained to
handle individuals diagnosed with the
commonly encountered personality
disorders e.g. borderline personality
disorder.

The number of people suffering from
BPD ranges from 1.5-5% in the
general  population  with  wide
differences between studies due to lack
of reliable measurés In the
outpatient clinic BPD increases
ranging from 10-15%. It is more
common in women and usually
diagnosis is made between the age of
18-35 years In psychiatric inpatients
the ratio increases to reach about 19 -
209%"°. However with the increased
awareness  of BPD  presenting
among the mentally ill population,
there seems to be some difficulty
addressing their presentations and
needs of such population either due to
lack of training, clinical skills or
attitude problem. Treating individuals
with personality disorder particularly
BPD is rather complex and
challenging. Clinicians who have been
trained to deal with the individuals
suffering from psychosis or mood
disorder may not feel in a position to
manage cases with BPD.

This study aims to examine clinicians’
experience  with  diagnosis and
management of individuals diagnosed
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with  BPD and

training gaps

Aim:

1. To study the clinical experience of
mental health clinicians while
working with individuals diag-
nosed with Borderline Personality
disorder (BPD).

2. To identify training needs.

identify possible

Methodology:

A cross sectional survey using a
colour-coded, confidential  quest-
ionnaire sent to all clinicians, from
various disciplines, in Adult Mental
Health service by the Clinical
Governance Support Team (CGST)
with a covering letter explaining the
aim of the study and requested
a response within 3 weeks.

Study sample:

All 269 mental health personnel were

involved in the study. They include:

1. Psychiatrists: 47 (18 consultants,
14 staff Grade and ass. Specialist
doctor (SAS), 15 Senior house
officer (SHO).

2. Non-medical mental health
professionals working in General

Adult Psychiatry service
including:
3. A. Community Mental Health

Teams including 150: Community
Mental Health Nurses 95, Mental
Health Social Workers (SW) 35,
Occupational Therapists (OT) 15
and Psychologists 5.
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B. Inpatient unit 72: Psychiatric
nurses 60, OT 8 and Psychologists
4,

Results:

4. Response rate: 269 questionnaires
were  distributed only 185

responded with an overall response
of 69% including: psychiatrists 40
(85%) (15 consultants, 12 SAS and
13 SHO), community mental health
professionals 98 (65%) including:
community psychiatric nurses 60,
(Ssw) 25, (OT) 10 and
psychologists 3.

Inpatient staff 47 (65%) including:
psychiatric nurses 40, OT 4 and 3
psychologists.

5. Self - rated ability to
diagnose/ identify BPD: very good:
19 (10%). Good, 65 (35%),
average: 74 (40%) and 19 (10%
were unsure and 9 (5%) did not
answer. Psychiatrists (30%) very
good and (70%) good in making
diagnosis of BPD, Nurses 45
(45%) very good, 30 (30%) good
and 25 (25%) average. OT: 4
(25%) good and 10 (75%) average
and SW: 8 (30%) very good, 10
(40%) good 6 (25%) average and 1
(5%) did not answer).
Psychologists: 5 (85%) very good
& 1 (15%) good.

6. Preferred diagnostic system: ICD-
10: 27 (15%), DSM-IV: 9 (5%),
clinical sense: 139 (75%) and 9
(5%) did not answer.

7. Ability to manage BPD: very good:
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27 (15%), good: 47 (25%),
average: 83 (45%), poor: 19 (10%)
and 9 (5%) did not answer.

8. Working with BPD is experienced
as: Enjoyable: 9 (5%), challenging:
111 (60%), stressful: 27 (15%),
very stressful: 19 (10%), | hardly
like: 9 (5%), no answer: 9 (5%).

9. Whether training is needed or not?
Yes: 159 (85%), no: 19 (10%), 6
(3%) unsure and 4 (2%) did not
answer.

10.120 (65%) believed that
individuals diagnosed with BPD
are mentally ill, 55 (30%) believed
that they are not mentally ill, 10
(5%) did not answer. Majority of
those who believed that individuals
diagnosed with BPD are not
mentally ill were from inpatient
staff (25% from inpatient and 5%
from community staff).

11.102 (55%) believed that BPD
needs treatment by a specialist
personality disorder service, 46
(25%) feel they can work with
BPD but with more support and 27
(15%) undecided and 10 (5%) did
not answer. 75% of Psychiatrists
believed that patients with BPD are
mentally ill while only 40% of
non-psychiatrists  believe that
patients with BPD are mentally ill

Discussion:

Personality disorder is a recognised
diagnostic entity in the well-known
diagnostic classifications of mental
disorders such as ICD-10 and DSM-
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IV. Individuals diagnosed with BPD
represent a significant percentage of
mental health professionals’ workload.
The experience of clinicians with those
individuals may vary according to
clinicians’ background, knowledge and
training. James et al (2007) conducted
a survey. 80% of responders view
clients with BPD as more difficult to
care for than other clients and 81%
believed that the care offered was
inadequate

The majority of the responders of our
study believed that individuals
diagnosed with BPD are mentally ill,
however about one third of the
responders did not believe that
individuals diagnosed with BPD are
mentally ill. An important factor that
may influence clinicians’ ability to
work with individuals diagnosed with
BPD is their attitude. In previous
studies staff expressed views that may
reflect a similar view or attitude
including: not sick, manipulative, non-
compliant; time wasters, difficult to
treat, not mentally ill and attention
seeket. This may reflect the degree of
frustration and sense of helplessness.
This probably indicates the need to
address this in the teaching and
training of the clinicians, which is
likely to improve their attitude, their
ability to care for BPD and promote
the development of a therapeutic
relationship.

Community Mental Health Team
(CMHT) nurses who volunteered to
participate in an awareness workshop
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reported higher levels of enjoyment,
security, acceptance and purpose when
working with individuals diagnosed
as personality disorder compared with
those who did not volunteer In our

study results as the majority of
responders stated that training is
needed.

Psychiatrists tend to use diagnostic
criteria of one of the recognised
classifications (ICD-10 is more
preferred). Psychiatric nurses, social
workers, occupational therapists and
probably psychologists tend to use
their clinical sense in diagnosing BPD.
However this did not seem to affect the
ability of clinicians to confidently
identify BPD. The main difficulty
clinicians raised was not about
recognition of BPD but how to help
and care for them?

Majority of clinicians rated working
with BPD as challenging and stressful,
smaller percentage described it as
enjoyable and a similar percentage as:
they hardly like. It is quite possible to
find working with BPD challenging
and demanding but enjoyable. It is
also possible that the sense of
frustration and lack of training render
clinicians unable to experience
working with BPD as enjoyable. The
attitude of nurses to BPD was assessed
in a study by Gallop et al (1989) who
found that respondents were more
likely to demonstrate affective
involvement in response to the
schizophrenia patients’ statements and
were more likely to offer belittling or
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contradicting  responses to the
statements of patients with BPD
Deans & Meocevic (2006) found out
that psychiatric nurses experience
negative emotional reactions and
attitude towards people with BPD.

The majority of nurses perceived
people with BPD as manipulatie
Deans & Meocevic (2006) expressed
concern about: how people diagnosed
with BPD feel about the negative
attitudes of the staff that care for
them.  In our study a significant
percentage of staff that believed that
individuals diagnosed with BPD are
not mentally ill were mainly from the
inpatient staff. Watts and Morgan
(1994) in their important editorial in
the British Journal of Psychiatry
believed that feeling rejected by the

clinicians is the basis for the
development of “Malignant
Alienation” which is a dangerous

condition that is associated with high
suicide risk and end with a fatal
outcomé®.

Lack of service was the most important
identified factor contributing to lack of
care and the development of a
specialist service was reported as the
most important resource to improve
caré. In our study the majority of
responders indicated that BPD needs a
special service. This may indicate that
with the lack of skills and training in
treating BPD, the specialist service is a
preferred option. Whether this is a
viable option or not? This would need
to be objectively evaluated.
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Special note:

While working in the Arab World 20
years ago, we did not see much of the
BPD and our main source of
knowledge at that time was essentially
from western textbooks. Recently
colleagues practicing in the Arab
World spoke with me about the
increasing numbers of individuals
presenting with BPD. | spoke with
colleagues practicing in various Arabic
countries including Egypt, Saudi
Arabia and United Arab Emirates who
confirmed this phenomenal change.
This would invite Arab Mental Health
Professionals to study this
phenomenon, which reflects a cultural
change. There is an important
opportunity for work to be done in this
area both in prevention and in therapy.
We should be able to learn from the
western countries and other countries
who are struggling to handle this
problem inspite of dedicating huge

resources including emergency
admission in  crisis  situations,
therapeutic  community  settings,
individual and group psychological

therapies and pharmacotherapy. What
the west failed in, was essentially the
preventive approach and how to
prevent the society from generating
more BPD. There is certainly less
emphasis on promoting family values,
social cohesion and religious
teaching. Additionally, the alarming
spread of substance misuse has direct
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and indirect effects on childhood
adversities, which in turn, contribute to
pathological upbringing.

Sadly the statistics coming from Arab
countries are alarming as well with
divorce rates reaching 40 — 50% in
countries that were well known with
their cohesive families and low divorce
rates.

| am calling upon experts in sociology;
psychology and psychiatry to start
jointly working now before it is too
late. We need Pan-Arab studies of the
epidemiology, presentation,
management and more important
developing a preventive strategy. In
addition we need to evaluate the
current service and training needs to
meet the unmet needs of those
individuals already diagnosed with
BPD.

Conclusion: The study results
indicate that many clinicians
experience significant difficulty while
working with BPD. Clinicians who
attend training workshops seem to
have a positive experience while
working with BPD. There are training
needs to be addressed. Arab Mental
health professionals may find
important lessons to learn and mistakes
to avoid from the experience of mental
healthcare organizations with BPD in
western countries.
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Figures

Consultants
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Total
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Fig 1: Clinicians' self rated ability to diagnosel/i

dentify BPD
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Hg 2: Preferred Diagnostic System
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Fig 3: Clinicians' self rated ability to manage BPD
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Fig 4: Clinicians experience of working with BPD
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Fig 5: Clinicians's view of individuals with BPD
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The use of psycho-pharmaceuticals to control boy®ehaviour:
A tale of badly behaving drug companies and doctors
) Sami Timimi )
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Abstract

There has been a rapid rise in rates of diagnos$jsand prescription of
psycho-pharmaceuticals for, behavioural disorderschildren in general,
and boys in particular, in North American, North rfBpean and
Australasian countries. This article concentrates the evidence base for
the prescription of psycho-pharmaceuticals for th most common of
these disorders: ADHD and Autism. The practice ioflegpread prescribing
is based more on successful marketing than sdemvidence. Arab and
other non-Western societies can learn from thestakes and take a more
cautious approach before accepting the validityhese diagnoses and the

benefits of prescribing medication to ‘treat’ them.

There is a long history in the field of
psychiatry of exorbitant claims being
made for a variety of practices from
inducing insulin comas to performing
radical brain surgery such as lobotomies.
Each new wave brought enthusiastic
claims of ‘miracle’ cures, which over
time, when subjected to rigorous
objective research showed that these new
treatments were not as effective as first
claimed with risks having been unduly
minimized. In recent decades, waves of
optimism about ‘curing’ and ‘treating’
mental  illness  through  modern
psychopharmacology has popularised the
use of psycho-pharmaceuticals changing
use of psycho-pharmaceuticals changing
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the prescribing habits of doctors and the
health seeking behaviour of patients.
Sadly, closer scrutiny of the scientific
evidence reveals that the new age of the
mass use of psycho-pharmaceuticals is
the result more of good marketing than
good science, through a confluence in
the interests of neo-liberal policies, the
profit ~motive of pharmaceutical
companies, and ‘guild’ interests of
psychiatrists  Closer scrutiny of the
science shows that, as in previous era’s
physical treatments for psychiatric
disorders, claims for psycho-
pharmaceuticals curative properties have
been exaggerated and their dangers
minimised-,
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Childhood psychiatric disorder and
the alliance between drug companies
and doctors:

The treatment of children with
psychiatric drugs is even more
contentious as many of the drugs now
being used on children are meant for,
and have been researched in adults. In a
context in which no objective tests exist
to verify the ‘diseases’ being diagnosed,
pharmaceutical companies realise that a
bigger market for their product can be
created by ‘disease promotion’. Here the
task of the pharmaceutical company
becomes that of convincing the medical
profession and the public that young
people’s emotional and behavioural
problems are the result of under-
diagnosed and under-treated ‘brain’
disorders, which of course sets the
context for their products to then be
marketed as ‘treatments’ for these
alleged physical disorders. They do this
by sponsoring or producing material for
doctors’ waiting rooms that alert the
medical and lay community to the
existence of these conditions, producing
‘educational’ material for parents and
teachers, and funding parent
support/campaigning groups.

One favoured means of promoting new
illnesses is for  pharmaceutical
companies to invest in consumer support
groups. For example, the US based
National Alliance for the Mentally IlI
received over US $11 million from 18
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pharmaceutical companies between 1996
and mid-1999 It is cost-effective for
pharmaceutical companies to invest in
such groups without any direct
promotion of their product, as support
groups can increase the number of
patients who present to doctors with
ready-made diagnoses. This also allows
them to present what they are doing as a
‘service’. However, the problem is not
just that of the profit motive of
pharmaceutical companies, as the
problem of professional identity, while
making child psychiatry vulnerable to
manipulation, must also be owned by the
profession. Child psychiatry should sit at
the confluence of many different systems
of knowledge: medical, psychological,
social, paediatric, anthropological,
cultural and so on. The move towards
favouring  biological models and
physical treatments has been attractive to
sections of the profession that wish to
carve out a clearer territory that bolsters
a more ‘doctor-like’ image of what they
do, rather than the more diffuse, hard to
define role a more complex approach
that spans several disciplines ‘territories’
provides.

The above dynamics (pharmaceutical
company marketing and profiteering
combined with some child psychiatrists’
willing  collusion with this) has
subsequently distorted the evidence and
ultimately practice for all psycho-
pharmaceuticals currently used with
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children. The rest of this article deals
with drug treatment for the two disorders
that have become the most commonly
diagnosed (mainly in the English
speaking countries) child psychiatric
disorders — ADHD (Attention Deficit
Hyperactivity Disorder) and ASD
(Autistic Spectrum Disorders). In both
cases the diagnosis and prescriptions are
given primarily to boys (in the region of
about 4:1 boys: girls) and
pharmaceutical treatments are aimed at
modifying the child’s unruly and non-
conformist behaviour. | start with the
example of the most widely used
psycho-pharmaceutical in  children.
Stimulants for ADHD

In November 2004, an article, containing
several interviews, was published which
highlighted the fact that questions about
the scientific credibility of psychiatric
drug research of stimulants were
widespread Gene Haislip, the now
retired director of the US Drug
Enforcement Agency (DEA), set
production quotas for controlled
substances such as the federally
restricted stimulant ‘Methylphenidate’.
During that time, he fought hard to raise
public awareness about the drug’s high
rate of non-prescription use/misuse and
about its long-term health impact on
young patients. He notes that, “When |
was at the DEA, we created
Awareness about this issue. But the
bottom line is we didn't succeed in
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changing the situation because this —
prescribing methylphenidate, for
example — is spiralling”, adding, “A few
individuals in government expressing
concern can’t equal the marketing power
of large companies’”

Haislip suspects that the dubious
marketing tactics of big pharmaceutical
companies supported by a small group of
prolific researchers in ADHD, whose
work is funded by corporate producers
of ADHD drugs, fuelled the spiralling
use of stimulants. He also suspects that
one or more ADHD patient advocacy
groups that receive pharmaceutical
company donations have essentially
become fronts to push the prescribing of
stimulants to children.

William Pelham, a prominent ADHD
researcher and former member of the
scientific advisory board for McNeil
Pharmaceuticals, was also interviewed
for the articlé. Between 1997 and 1999,
he was paid by McNeil to conduct one of
three studies used to get US Food and
Drug Administration (FDA) approval for

a long-acting slow-release version of
methylphenidate and, according to
Hearn, the company now uses these
three studies to claim that 96% of
children taking this drug experience no
problems with appetite, growth, or
sleep. But Pelham says the studies were
flawed and this claim is misleading
because his study started with children
who had already been taking the
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drug and who had experienced no
significant  side-effects-children  who
exhibited side-effects were not included
in the study to begin with. Pelham
mentions that the company pressured
him to change the final article, saying,
“It was intimidating to be one researcher
and have all these people pushing me to
change the text”.

In the world of ADHD advocacy,
Children and Adults with Attention
Deficit Hyperactivity Disorder
(CHADD), a large US-based ‘parent
support group’, engages in lobbying and
claims to provide science-based,
evidence-based information  about
ADHD to parents and the public.
Pharmaceutical companies donated to
CHADD nearly $700,000 in the fiscal
year 2002-2003 Pelham, listed by
CHADD as a member of its professional
advisory board, came face to face with
what he says are the group’s glaring
conflicts of interest. In 2002, after he
received the CHADD Hall of Fame
Award, he was subsequently interviewed
for ‘Attention!’ the organisation’s
magazine. In the interview, Pelham said,
among other things, that stimulant drugs
have serious limitations. Eight months
later, ‘Attention!” published Pelham’s
interview but with a large part cut out,
particularly his comments about the
limitations of the stimulants.
Commenting on this Pelham says,
“In recent years, | have come to
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believe that the individuals who
advocate most strongly in favour of
medication — both those from the
professional community, including the
National Institutes of Mental Health, and
those from advocacy groups, including
CHADD - have major and undisclosed
conflicts of interest with the
pharmaceutical companies that deal with
ADHD products®.

In a world run by those with the power
to buy media attention, it is not
uncommon for single studies to become
the basis on which practice develops.
One such study was the Multimodal
Treatment Study of ADHD (MTA), a
large multicentre trial in the USA testing
the efficacy of the stimulant
methylphenidate This publication led
to widespread publicity claiming that the
results show that we should be treating
children who have ADHD with stimulant
medication as the first line and possibly
only treatment. In the years since the
publication and popularisation of this
study there has been a sharp rise in the
rates of stimulant prescription in all over
North  America, Northern Europe,
Australasia, and beyohd In the UK this
had resulted in a prescription rate for
stimulants of over 550 000 per anum by
2006 a staggering rise of over 7000% in
a decade.

The MTA study compared four groups
of children who were given: medication
only; intensive behavioural therapy only;
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combined behavioural therapy and
medication; and standard community
care. The study lasted 14 months and
concluded that the medication-only and
combined behavioural therapy and
medication groups had the best outcome,
with the ‘combined’ group having only a
marginally better outcome than the
medication-only group. A closer look
inevitably brings up important questions
of methodology and the hidden question
of conflict of interest as many of the
researchers were found to have extensive
links with the pharmaceutical industry
910 Methodologically this was not a
placebo-controlled double-blind clinical
trial, and the parents and teachers who
participated were exposed to pro-drug
literature at the start of the study, thus
potentially putting them in a mindset of
positive expectation for change in the
children receiving medication. There are
also many question marks with regard to
the selection and recruiting process, the
behavioural interventions used, the
placebo effect of the active medication
arm continuing until the end of the 14
months but the behaviour therapy
component finishing many months prior
to 14 months, the lack of attention to the
number of children experiencing side-
effects, and the dismissal of some
reported side-effects as probably being
due to non-medication facttrs In
addition, two-thirds of the community-
care group were also receiving stimulant
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medication during the study, yet the
community-care group was the poorest
outcome categoty

The 3-year outcome for the MTA study
was finally published in 2007— 8 years
after the results of the study at 14
months were published. All the
advantages with regard to symptoms of
ADHD for the medication-only and
‘combined’” groups had been lost,
whereas the improvements in the
behavioural therapy-only group had
remained stable. At the end of the
original 14 month long study,
participants had been free to pursue
whatever treatment they wanted. Some
children had started taking medication
and others on medication had stopped.
The therapy-only group remained the
group with the lowest use of medication.
When the researchers analysed outcomes
for those who had used medication in the
previous year they found that they had a
worse outcome than those who had not.
Furthermore, those who had taken
medication continuously had higher rates
of delinquency at 3 years, and were
significantly shorter (by an average of
over 4 cm) and lighter (by an average of
over 3 kg) than those who had not taken
medication. The likelihood of ending up
being prescribed medication was not
related to initial severity of symptoms.
The 3-year outcome data, therefore
shows that the study that is repeatedly
quoted as providing the scientific basis
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for prescribing stimulants to childrén
actually demonstrates that there is little
advantage (compared to behaviour
therapy) associated with its use, but
considerable risks. According to Pelham,
who is on the steering committee for the
MTA studies:

“No drug company in its literature
mentions the fact that 40 years of
research says there is no long-term
benefit of medications [for ADHD]. That

is something parents need to know”
(Pelham, quoted in Hearn, 2004)

The children in the MTA study have
been followed up for 8 years. Although
details for these outcomes have not been
published, it seems that outcomes for the
‘medication management’ group
continued to deteriorate. Reporting on a
recent conference presentation by James

Swanson (another member of the
steering committee for the MTA
studies), Mytas (2009) notes that

Swanson reports that:-

“The medication management group
functioned better at 14-24 months, but
was associated with worse functioning
and greater need of additional school
services at 36, 48, 72, and 96 months”
Thus we come back full circle. The
study that was most widely quoted as the
study that ‘proved’ that ADHD should
be treated with medication as a first line
treatment has found that such a treatment
(when compared to non-medication
based first line treatments) is associated
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with the worst outcomes and highest
level of needing extra support. This adds
to the accumulating evidence on
stimulants for ADHD, which, despite
being the most researched drug treatment
for a child psychiatric disorder, has
failed to find long term benefits accruing
from their use. Systematic reviews of
ADHD medication treatment®**>'1712
have noted the inadequate reporting of
study methodology, possible publication
bias, limited reliability of results,
inadequate data regarding adverse
events, and the lack of Randomised
Control Trial evidence of any long term
benefit from taking stimulants. In the
face of such findings it is impossible to
continue to claim that using stimulants
for treatment of ADHD is evidence
based with the benefits outweighing the
risks. Unfortunately practice is already
so strongly established in some countries
that reversing this trend is proving very
difficult to  achieve.  Hopefully,
preventing the uptake of such non-
evidence based approaches will be easier
to achieve in parts of the world where
such practice has yet to take root,
although the might of the drug
companies still means this is an uphill
battle.

The above example shows the extent to
which the so-called scientific literature
on the use of psycho-pharmaceuticals for
childhood behavioural and emotional
problems has demonstrated that it is
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unreliable and compromised in particular

by conflict of interest issues. Psychiatry

appears to be the top ‘offender’ amongst
medical specialities with regards use of
and sponsorship from drug companies.
Perhaps this is not surprising given the
enormous potential markets that can be
(and have been) developed if psychiatry
is successful in medicalising peoples’

emotional responses and behaviour, in a

field so reliant on  subjective
interpretations  of normalcy and
deviance. Child psychiatry seems

particularly vulnerabfé, with, most
recently, an influential group of child
psychiatrists at Harvard, extensively
involved in research promoting the use
of psycho-pharmaceuticals (particularly
for ADHD and paediatric bipolar
disorder), found to have received
millions of dollars of income from
pharmaceutical companies most
which they had not disclos@d These
types of problems have resulted in a
growing distrust of the claims made for
the use of psycho-pharmaceuticals with
children, not only in the general public,
but within the medical profession more
generally. For example, an editorial in
2008 in one of the world’s oldest and
most respected medical journals
concluded:

“We know little about the long-term
effects of psychiatric drugs in children.
Side-effects of anti psychotics include
shaking, damaged bones, reduced
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of

fertility, obesity, and increased risk of

heart attack, diabetes, and stroke.
Stimulants can damage the heart and
stunt growth. Antidepressants can

increase the risk of suicide in children.
Do these drugs work? Evidence is often
scant — and, where it exists, is largely
discouraging... Many patients have
argued for years that psychiatric drugs
are often more harmful, and less
effective, than  doctors believe.
Increasingly, these patients are seen to
be right. If psychiatry is to retain its
claim to rationality, it must allow
patients, including children, to be heard,
and not merely drugged®

Anti-psychotics for autism

As far back as 1973, Ornitz commented
that:

“Almost every conceivable psychotropic
medication has been used with autistic
children. The classes of medication have

included sedatives, anti-histamines,
stimulants, major and minor tran-
quilizers, anti-depressants, psycho-
mimetics and anti- Parkinsonism
drugs... As with psychotherapy,

behaviour modification, special modi-
fication and speech therapy, no single
medication or class of modification has
made an autistic child any less autistic.
Nor has any medication or class of
medication  proven successful in
removing any particular symptom of the
autistic syndrome?.
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These decades’ old observations are as
true today as they were then, despite his
comments referring to a much narrower
group of children, as this was prior to the
broader concept of ‘Autistic Spectrum
Disorder’ (ASD) taking root. However,
this is not the impression you get if you
observe current practice in child and
adolescent psychiatry. A good example
of this comes from an editorial entitled
‘Antipsychotic drugs in children with
autismi that appeared in 2007 in the
world’s most read medical journal; the
British  Medical Journal. Use of
antipsychotics, particularly Risperidone,
for ‘treating’ children with autism who
have concurrent behavioural problems
has become popular in recent years and
well before any evidence for the safety
and efficacy of such practice was
available. Studies in this area appear to
have the purpose of trying to justify an
already established practice.

In this article, ‘opinion leaderS’take an
apparently moderate stance suggesting
that antipsychotic drugs should not
be used indiscriminately in children with
autism but reserved for those with more
‘serious’ behaviour problems. This
apparent moderate position is possibly
more dangerous than a more overtly
stated position, as it effectively sanctions
the use of anti-psychotics for
‘aggressive’  behaviours in  those
diagnosed with autism and without
presenting sufficient evidence that such
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practice is either safe or effective, yet it
is written in a style that suggests they are
being evidence based and cautious. They

state “We consider off label use [of anti-
psychotics] is justified when other
approaches fail or are unfeasibfe”
This effectively leaves the door open for
the continued increase in the use of (off-
label) anti-psychotics as the reading
doctor is left to wonder what other
approaches to use and for how long
before deciding they have failed (an
important point, particularly bearing in
mind what Ornitz, above, had to say
about the lack of efficacy for any
treatment in autism). Furthermore,
unfeasibility of other approaches is near
universal as the increasing popularity of
the diagnosis of autism, together with
this diagnosis becoming more often than
not the responsibility of busy community
paediatricians, means ‘other approaches’
are thin on the ground. They further
recommend “Diagnosis should
distinguish between aggression and other
seriously challenging behaviours (which
may justify an antipsychotic agent) and
lesser levels of irritability (which may
not)’#. However, they don't explain
how a clinician is supposed to differen-
tiate between what one should consider
‘seriously’ challenging behaviour and
‘irritability’. Not only is the conceptual
basis of the article shaky, in addition the
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authors fail to approach the evidence
with anything like sufficient rigour.

In support of their recommendation to
use anti-psychotics for challenging
behaviour they refer to 2 studies chh.

A more critical review of these 2 studies
reveals anything but encouraging news
for this practice. Firstly, both studies
were of only 8 weeks in duration, far off
the many years that drugs’ prescribed
to pacify behaviour are usually used
for.  Secondly, one of the studfiés
reviewed their subjects at 6 months and
found a familiar pattern seen with drug
treatment for behavioural problems —
that of diminishing returns, with less
than half of the group that had received
Risperidone (the antipsychotic) now
rated as ‘improved’ (interestingly they
do not provide the data for how the
placebo group were doing after 6
months). Thirdly, a decrease in
challenging behaviour in those receiving
an antipsychotic at a sufficient dose is
really a foregone conclusion, after all
anti-psychotics are not classified as
‘major tranquilisers’ for nothing.
Whether this is viewed as a therapeutic
effect or side effect depends on your
perspective. Reflecting this fact, both
studies rated high levels of somnolence
(sleepiness or drowsiness), for example,
Shea et al (2004) recorded a 72% rate of
somnolence in the group receiving
Risperidone, leading to the rather
peculiar scenario where arguably the
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same  pharmacological effect is
simultaneously rated as therapeutic
(decrease in aggressive behaviours) and
an adverse effect (somnolence) - after all
you can’'t get up to much mischief if
you're drowsy. What is most shocking
however, is Morgan and Taylor's
minimising of the serious adverse effects
of the antipsychotics, which were
prevalent in both studies. To give just
one example, both studies found the
group receiving Risperidone put on more
weight than the group with the placebo;
in McCracken et al (2002) this was an
average of 2.7 v 0.8 Kg, and in the Shea
at al (2004) study this was an average of
2.7 v 1.0 Kg. Remember this was after
only 8 weeks of ‘treatment’. Thus these
children were being put at a greatly
increased risk of serious illnesses such as
cardiovascular disease and diabetes.

The article revealed that Morgan and
Taylor are most certainly not the
moderates they wished to present
themselves as. Indeed they note that
Janssen-Cilag withdrew their application
for Risperidone to be licensed in the UK
for use in behavioural problems
associated with autism. As a result they
actually outdo a drug company in their
keenness for the wuse of psycho-
pharmaceuticals in controlling autistic
children’s behaviour and go on to
suggest doctors should carry on using
anti-psychotics for this (off licence)
indication. As influential clinicians and
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researchers writing in an influential

journal, their position effectively

encourages the use of powerful, risky
and largely ineffective medicines to
control the behaviour of a group of
citizens (children) who have never really
had a say in what is being imposed upon
them and with scant evidence to back up
the validity or utility of such practice,

but sufficient evidence to demonstrate
that such practice exposes children to
significant risks.

Conclusion

There has been a rapid increase in
diagnosis of psychiatric disorders in
children and adolescents in most
Western societies, particularly for
behavioural problems and, amongst
these, particularly for boys. Childhood
problems are increasingly medicalized
resulting in an apparent ‘epidemic’ of
several psychiatric disorders in children
in the West and a rapid rise in the
prescription of psychotropics to the
young. | have summarized the
problematic nature (in terms of lack of
evidence for a biological substrate, high
co-morbidity, lack of cross-cultural

validity, boundary issues, margin-
alization of certain types of evidence,
and lack of evidence for effectiveness of
medications used) of current popular
child psychiatric diagnoses elsewttére

212819297 In - this paper | have

concentrated on the way evidence (or
rather lack of it) for the safety and
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efficacy of using psychotropics for
children diagnosed with ADHD or ASD,
has been distorted to increase the
potential market and bolster a more
‘doctor-like’ image for child
psychiatrists.

Figures for prescriptions of psychotropic
medication to children and adolescents
both illustrate the depth of this problem
and the peculiar cultural style of
responding to it. For example,
researchers analyzing prescribing trends
in nine countries between 2000 and
2002, found significant rises in the
number of prescriptions for psychotropic
drugs in children were evident in all
countries — the lowest being in Germany
where the increase was 13%, and the
highest being in the UK where an
increase of 68% was recorded Of
particular concern is the increase in rates
of stimulant prescription to children. By
1996 over 6% of school-aged boys in
America  were taking stimulant
medicatior" with children as young as
two being prescribed stimulants in
increasing numbets  Surveys in the
late 90s showed that in some schools in
the United States over 17% of boys were
taking stimulant medication and recent
estimates suggest that about 10% of
school boys in the United States have
been or are being prescribed a
stimulant® . In the UK prescriptions for
stimulants have increased from about
6,000 prescriptions a year in 1994 to
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over 450,000 by 2004; a staggering
7,000+% rise in one decafe Rates of
diagnosis of ASDs have gone from about
4 per 10,000 childréha few decades
back — with Kanner’s criteria being used
and identifying almost exclusively
children with moderate to severe
learning difficulties — whereas now it is
thought to affect about 1% of childfén
Both ADHD and ASD are diagnoses that
target boys and their behaviour.

The increasing popularity of certain
diagnoses, in this case ADHD and ASD,
owes more to social, political, and

economic processes than to scientific
breakthroughs. The popularity of these
diagnoses can act as a barometer for the
cultural attitudes toward boys and how
to deal with them. Those countries with
high rates of diagnoses of these
conditions and high rates of using
medication for essentially social control
purposes, demonstrate their lack of
tolerance for ‘boyishness’. Countries that
have yet to take up this practice could do
well by not following this example of
bad behaviour by the elite toward their
society’s children.
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Abstract:

It has been a general observation that in manym@dtthroughout history, the heart has
been considered the source of emotions, passionvestidm. However, scientists in the
past emphasized the role of the brain in the hialde responsible for such experiences.
Interestingly, recent studies explored physiologicgechanisms by which the heart
communicates with the brain, thereby influencinfpimation processing, perceptions,
emotions and health. These studies provided tlemtsic basis to explain how and why
the heart affects mental clarity, creativity ando#éional balance. Also research indicates
that the heart is far more than a simple pump. Adeet is, in fact a highly complex, self-
organizing information processing centre with itsvno functional “brain” that
communicates with and influences the cranial branthe nervous system, hormonal
system and other pathways. These influences prdfgwaifect brain function and most
of the body’s major systems.

In this review, | shall try to summarize and intgrthe interesting findings in this area.

Introduction:
The concept of mind is of central a component of the mind has been
importance  for  psychiatrists and  emphasized by various cultures and

psychologists. However, little attention
has been paid in most formal textbooks
to this important issue, which is usually
studied under the section of
“Philosophical aspects of psychiatry /
psychology”. The practicing psychiatrist
should have some working model of the
mind to help him/her understanding his
patient’s problem's In the few available

models, the main components of the
mind are the Intellect and the affect

However, the central role of the heart as
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religions across the world's history
including the Islamic modg&l

This review tries to discuss some aspects
of the components of the mind, with a
particular reference to the role of the
heart on the light of new interesting
neurophysiological and  parapsych-
ological discoveries.

The heart in the world cultures:

It is a general observation that in many
cultures throughout history, the heart has
been considered the source of emotions,
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passion and wisdom. Also, people used
to feel that they experience the feeling or
sensation of love and other emotional
states in the area of the heart. However,
scientists in the past emphasized the role
of the brain in the head, to be responsible
for such experiences. Interestingly,
recent studies explored physiological
mechanisms by which the heart
communicates with the brain, thereby
influencing information  processing,
perceptions, emotions and health. These
studies provided the scientific basis to
explain how and why the heart affects
mental clarity, creativity and emotional
balance. In this review, | shall try to
summarize and integrate the interesting
findings in this area.

The heart and emotions:

It was long believed that changes in
emotions are accompanied by
predictable changes in the heart rate,
blood pressure, respiration and digestion.
So when we are aroused, the sympathetic
division of the autonomic nervous
system energizes us for fight or flight,
and in more quiet times, the
parasympathetic component cools us
down. In this view it was assumed that
the autonomic nervous system and the
physiological responses moved in
concert with the brain’s response to a
given stimulu&

The heart and brain:

However, following several years of
research, it was observed that, the heart
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communicates with the brain in ways
that significantly affect how we perceive
and react to the world. It was found that,
the heart seemed to have its own peculiar
logic that frequently diverged from the
direction of the autonomic nervous
system. The heart appeared to be sending
meaningful messages to the brain that it
not only understood, but also obeyed
Later, neurophysiologists discovered a
neural pathway and mechanism whereby
input from the heart to the brain could
inhibit or facilitate the brain’s electrical
activity®.

The Brain in the Heart:

After extensive research, Armour (1994)
introduced the concept of functional
“HEART BRAIN"’. His work revealed
that the heart has a complex intrinsic
nervous system that is sufficiently
sophisticated to qualify as a “little brain”
in its own right. The heart’s brain is an
intricate network of several types of
neurons, neurotransmitters, proteins and
support cells like those found in the
brain proper. Its elaborate circuitry
enables it to act independently of the
cranial brain — to learn, remember, and
even feel and sense. The heart’s nervous
system contains around 40,000 neurons,
called sensory neurites Information
from the heart -including feeling
sensations- are sent to the brain through
several afferents. These afferent nerve
pathways enter the brain at the area of
the medulla, and cascade up into the
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higher centres of the brain, where they
may influence perception, decision
making and other cognitive processes
Thus, it was revealed that the heart has
its own intrinsic nervous system that
operates and processes information
independently of the brain or nervous
system. This is what allows a heart
transplant to work; normally, the heart
communicates with the brain via nerve
fibres running through the vagus nerve
and the spinal column. In a heart
transplant, these nerve connections do
not reconnect for an extended period of
time; however, the transplanted heart is
able to function in its new host only
through the capacity of its intact,
intrinsic nervous systeth

The heart’s magnetic field:

Research revealed also that the heart
communicates information to the brain
and throughout the body Vvia
electromagnetic field interactions. The
heart generates the body’s most powerful
and most extensive rhythmic
electromagnetic field. The heart’s
magnetic component is about 500 times
stronger than the brain’s magnetic field
and can be detected several feet away
from the body. It was proposed that, this
heart field acts as a carrier wave for

information that provides a global
synchronizing signal for the entire
body

Heart field interactions between

individuals: There is now evidence that
a subtle yet influential electromagnetic
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or “energetic’ communication system
operates just below our conscious
awareness. Energetic interactions
possibly contribute to the “magnetic”
attractions or repulsions that occur
between individuals, and also affect
social relationships. It was also found
that one person’s brain waves can
synchronize to another person’s héart
Communication via hormones; the

heart as a hormonal gland:

Another component of the heart-brain
communication system was provided by
researchers studying the hormonal
system. The heart was reclassified as an
endocrine gland, when in 1983 a
hormone produced and released by the
heart called atrial natriuretic factor
(ANF) was isolated. This hormone
exerts its effect on the blood vessels, on
the kidneys, the adrenal glands, and on a
large number of regulatory regions in the
brain. It was also found that the heart
contains a cell type known as “intrinsic
cardiac adrenergic” (ICA) cells. Theses
cells release Noradrenaline and
Dopamine  neurotransmitters,  once
thought to be produced only by neurons
in the CNS. More recently, it was
discovered that the heart also secretes
oxytocin, commonly referred to as the
“love” or bonding hormone. In addition
to its functions in childbirth and
lactation, recent evidence indicates that

this hormone is also involved in
cognition, tolerance, adaptation,
complex sexual and maternal
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behaviours, learning social cues and the
establishment of enduring pair bonds.
Concentrations of oxytocin in the heart
were found to be as high as those found
in the brair?®.

Increasing Psychophysiological
Coherence:
Data indicate that, when the heart

rhythm patterns are coherent, the neural
information sent to the brain facilitates
cortical function. This effect often
experienced as heightened mental
clarity, improved decision making and
increased  creativity.  Additionally,
coherent input from the heart tends to
facilitate the experience of positive
feeling states. This may explain why
most people associate love and other
positive feelings with the heart and why
many people actually feel or sense these
emotions in the area of the heart. So, the
heart seems to be intimately involved in
the generation of Psychophysiological
coherencé™.

The heart and amygdala:

Also, research has shown that the heart’s
afferent neurological signals directly
affect activity in the amygdala and
associated nuclei, an important
emotional processing centre in the brain.
The amygdala is the key brain centre that
coordinates behavioural, immunological,
and neuroendocrine responses to
environmental threats. It compares
incoming emotional signals with stored
emotional memories, and accordingly
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makes instantaneous decisions about the
level of perceived threat. Due to its
extensive connections to the limbic
system, it is able to take over the neural
pathways, activating the autonomic
nervous system and emotional response
before the higher brain centres receive
the sensory informatidh®”.

The Heart and Intuition:

One of the very interesting research
findings was that, the heart is involved in
the processing and decoding of intuitive
information’®. Previous data suggests
that the heart's field was directly
involved in intuitive perception, through
its coupling to an energetic information
field outside the bounds of space and
time'®. Using a rigorous experimental
design; there was evidence that both the
heart and brain receive and respond to
information about a future event before
the event actually happens. Even more
surprising was that the heart appeared to
receive this intuitive information before
the braif®.

Discussion:

It has been long believed that conscious
awareness originates in the brain alone.
Recent scientific studies suggest that
consciousness in reality emerges from
the brain and body acting togetheAs

it has been shown, a growing body of
evidence now suggests that the heart
plays a particularly significant role in
this process. The above research
findings indicate that, the heart is far
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more than a simple pump. The heart in
fact is seen now as a highly complex,
self-organizing information processing
centre with its own functional “brain”

that communicates with and influences
the cranial brain via the nervous system,
hormonal system and other pathways.

The involvement of the heart with
intuitive functions was another
interesting piece of information.

However, as persons with transplanted
hearts can function normally, the heart
can be considered here as a medium or a
physical tool serving for an underlying
more sophisticated integrating system
that has the capacity to carry the
personal identity of the individual. These
new visions, an addition to the
acknowledged precognitive dreaming
ability of the mind might give better
understanding to the concept of mind as

a multi-component unit that is not only
interacting with the physical
environment  through  demonstrable
means, but also has the capacity to
communicate with the cosmic universe
through non physical, pathwayé’
Also, this gives space to the concept of
the spirit as the non physical element, or
the field of the mind that can
communicate with the cosmos outside
the constraints of space and time. The
evidence for such communication comes
from the reported phenomena of extra-
sensory perception, psycho-kinesis, and
religious experiencés™.

Possibly  further advancement in
quantum physics might give us one day
more insights into how we can formulate
this new model of the heart, mind and
spirit.
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Book Review

Electroconvulsive and Neuro-modulation Therapies

Edited by Conrad M Swartz
Review by: Mamdouh EL-Adf & Sameh Hass&n

This book was first published by Cambridge Uniugrgtress in 2009 and edited by
Conrad Swartz, MD, PhD who is an Affiliate AssoeiaProfessor, Department of
Psychiatry, Oregon Health and Science University Brofessor Emeritus, Department
of Psychiatry, Southern lllinois University. ItSBN 978-0-521-88388-7 with hard cover
and its price is £ 50.00

A total of 52 Scholarsand clinicians contributed to this book’s with 8689 pages4
parts and38 chapters

This is a reference on Electroconvulsive and Neunootulation Therapies that provides a
comprehensive cover to the scientific basis andiaal practice of ECT as well as
comparisons between ECT and medication therapigsdimg the new generation of
antipsychotic drugs. It also provides the readénwith administrative perspectives and
specific details for the management of this mogafitclinical practice. The new forms
of non-convulsive electrical and magnetic stimalattherapy are also covered in detalil.
The chapters’ authors are leading scholars anttieirs.

Part | (chapters 1-8): Scientific and experimental basis of electrocoswmd therapy.
Chapter 1: Electricity and electroconvulsive therapy autlibby Conrad M Swartz. He
addressed basic electrical facts and safety, segemeration, brief-pulse stimulus dose,
sine wave stimulus dose and stimulus efficiencye also compares sine wave versus
brief-pulse stimuli and discusses efficiency ofebpulse stimuli and ultrabrief pulse.
Chapter 2: Nonelecterical convulsive therapies by Nial McCatde reviewed
nonelectrical convulsive therapy (non-ECT) procegurncluding pentylenetetrazol
(PTZ) and cyclohexylethyltriazol, flurothyl inhalah and insulin coma therapy, which
have epileptogenic effectsChapter 3: Neurochemical effects of electrically induced
seizures: Relevance to the antidepressant mechaafsmlectroconvulsive therapy
authored by Renana Eitan, Gail Ladshut and Berbarer who discussed the
mechanisms of action of ECT. They discussed tHectefof ECT on different
neurochemical pathways including the serotonergioradrenergic, dopaminergic
pathway, and GABA pathways as well as the glutangat systems. They discussed the
effect of ECT on neuropeptides, gene transcripéind neurotrophic factors. They also
discussed the effect of ECT on synaptic plastiaityl neurogenesis which has recently
been the focus of a great deal of interest. Sorteerofactors which include
environmental, physiologic and pathologic variabikat influence neurogenesis were
also covered.

Chapter 4: Hypothesized mechanisms and sites of action cfreleonvulsive therapy by
Nikolaus Michael who postulated that any theory EET mechanism of action is
hypothetical. Chapter 5: Brain imaging and electroconvulsive therapy byhgaPeng
and Hal Blumenfeld. Neuroimaging has greatly eckdnour understanding of what



Book Review

ECT does to the brain, how it may treat depresaimhthe mechanism by which it causes
cognitive side effects.Chapter 6: Evidence for electroconvulsive therapy efficacy in
mood disorders by Keith G Rasmuss&hapter 7: Clinical evidence for the efficacy of
electroconvulsive therapy in the treatment of cat@t and psychosis by Gabor Gazdag,
Stephan C Mann, Gabor S Ungvari and Stanley N.fCathapter 8: Hormonal effects
of electroconvulsive therapy by Conrad M Swartzonfad states that ideally hormone
testing should help assess the adequacy of the d&@fse for individual patients and
those prescribed maintenance ECT in order to déterihthe frequency of treatment is
adequate. This seems to be based on restingatdeigels and ECT-induced cortisol
release after pretreatment with 1.5-2mg of dexaasette at least 8 hours prior. Perhaps
1 mg dexamethasone can be used if nonbarbiturale d@@esthesia (e.g. etomidate) is
given. Adequacy of single ECT treatments can basmed by Benchmark Method.

Part 1l (Chapter 9-12): Historical, societal and geographic perspectiv€hapter 9:
History of electroconvulsive therapy by Edward S@orChapter 10: Electroconvulsive
therapy in biographical books and movies by Andide Donald and Garry Walter.
Chapter 11: Professional barriers to providing electroconwdstherapy authored by
William H. Reid. Chapter 12: Legislation that regulates, limits or bans
electroconvulsive therapy by Alan R. FelthousAbou Saleh & Christodoulou have
published an important statement in the Arab Jdwh&sychiatry vol.20 (1) May 2009
about the WPA position statement on the ethics h&f tise of unmodified ECT.
Unfortunately unmodified ECT is still used in madgveloping countries. It is highly
important that theArab Federation of Psychiatry together with theNational
Psychiatric Associationsin every Arab state do every effort to put an émthe use of
umodified ECT in the Arab World.

Part Ill (chapters 13-18):International perspectives.Chapter 13: Electroconvulsive
therapy availability in the United States by MideeVlagid and Barbara M Rohland who
noted concerns raised about the patterns of ECT ius&SA including regional,
socioeconomic and demographic factors related $o uitilization. Chapter 14:
Electroconvulsive therapy in Scandinavia and thatddnKingdom by Susan Mary
Benbow and Tom G. Bolwig. This chapters examites History and present state of
ECT therapy practice in Scandinavia and the UK smters recent changes and looks to
the future of treatment provisionChapter 15: Electroconvulsive therapy in continental
Western Europe: A literature review by pascal Ssehand Walter W. van den Broek.
Chapter 16: Electroconvulsive therapy in Asia by Sidney S Ghamo noted that ECT
use rates are much lower in Asia than in Westeumtcizs (Approximately 5-10/100,000
persons/year compared with 20-40/ 100,000 perseashespectively) which | found
very interesting. Chapter 17: history of electroconvulsive therapy in the Russia
Federation by Alexander I. Nelson and Nataliya Giag’ho noted that USSR was one of
the first countries to adopt ECT as a therapeuitoa. Chapter 18: Electroconvulsive
therapy in Latin America by Moacyt Alexandro Rosal éMaria Odebrecht Rosa state
that no accurate figures about the use of ECT imLAamerica. However in 2002 the
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Federal Medical Council issued a decree prohibita@I without general anaesthesia
and muscle relaxation.

Part IV (Chapters 19-21): Administrative perspective€hapter 19: Electroconvulsive
therapy hospital policy and quality assurance byryBAlan Kramer;Chapter 20: Staff
management and physical layout for electroconvaldiverapy by Jerry Lewis and
chapter 21: Electroconvulsive therapy forms authored by Jdrewis. The three
chapters focus on hospital policy, staff and forms.

Part V (Chapter 22—34): The clinical manual. Chapter 22: Patient selection and
electroconvulsive therapy indications by Conrad Swartz who reviews the American
Psychiatric Association (APA) Task Force ReportE@T (APA, 2001). The latter did
not limit the use of ECT within the group of paterwho are diagnosed with major
depression. Chapter 23: Electroconvulsive therapy or antipsychotic drugs (
benzodiazepines for catatonia) by Conrad M Swa@hapter 24: Informed consent by
Peter B. Rosenquist who discussed the definitiomfofrmed consent and its historical
development, competency and obstacles to inforroadent with a competent patient. It
is very important for psychiatrists in the Arab Wbto pay special care to taking
patient’s valid consent and develop a legal frantewo address the patients who are
unable to give a valid consen€hapter 25: Electroconvulsive therapy in the medically
ill authored by Keith G. Rasmussen and Paul S. MuelChapter 26: Anaesthesia for
electroconvulsive therapy by Charles H. Kellner,nBehen Li and Limore Maron.
Chapter 27: Stimulus electrode placement by Conra M Swartz déscribes different
electrode placements in bilateral and unilateraft (br right sided). Chapter 28:
Stimulus dosing by W. Vaughn McCall who discussapartant issues including the
relationship between seizures induced by lidocanoelified ECT were shorter than those
induced by routine ECT and an inverse relationgbgbween seizure duration and
antidepressant effect. Stimulus dose producinguses longer than 25-30 seconds had
an antidepressant effect (American Psychiatric @ission Task Force on
Electroconvulsive Therapy, 1978). He also disedgke cognitive side effects and the
stimulus dose and stimulus dosing in continuati@wtenance ECT which are very
important. Chapter 29: Electroencephalogram monitoring and implicatiogsHddeki
Azuma which is a recent and useful technical deyeknt in more modern ECT
machines. Chapter 30: Heart rate and electroconvulsive therapy by Coma8wartz
and how peak heart rate reflects brain activity famttion. Chapter 31: Cognitive side
effects and psychological testing by James Stuawsbn who states that subjective
memory complaints can represent symptoms of dgfaation from an undertreated
anxiety or personality disorders. He expects #tvances in clinical ECT methods will
further reduce cognitive effects while preservindficacy. Chapter 32:
Electroconvulsive therapy in children and adoletcéy Garry Walter, Colleen Loo and
Joseph m Rey.Chapter 33: Postelectroconvulsive therapy evaluation and pylapis
by T.K. Birkenhdger and Walter W. van den Broekhapter 34:. Ambulatory and
maintenance electroconvulsive therapy by Charl&sller and Unnati D. Patel.

Part VI (Chapter 35-38): Neuromodulation treatment.Chapter 35: Transcranial
magnetic stimulation (TMS) by Oded Rosenberg anth& N. Dannon who discuss
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neurobiological background and uses of TMS paridylin depression. They compared
TMS with ECT and discussed safety issues in TME&hapter 36: Vagus nerve
stimulation (VNS): Indications, efficacy and metkday Shawn M McClintock, Kenneth
Trevino and Mustafa M. Hussain who present VNS d@pgras a new antidepressant
modality. Chapter 37: Deep brain stimulation (DBS): Methods, indicatipfecations
and efficacy by Thomas E. Schlapfer and Bettinekel@ewernick who highlighted the
problems in target selection and speak about teeocfiDBS in depression and OCD.
They also discussed ethical considerations anditgusiandards in DBS research.
Chapter 38: Transcranial direct current stimulation by Julie Williams and Felipe
Fregni who discuss mode of action, indications aiverse events.

This book is a very welcome addition to the refeeerdibrary on ECT. On the
international scale it did not seem to addressuieeof ECT in the Arab World or Africa.
This may be due to lack of research and publicatiom both areas or lack of reliable
reports and statistics. This should stimulaterté generations of Arab psychiatrists to
rectify this. We should endeavour to present ogoedence in this field. | am calling
upon the Arab Federation of Psychiatry to have clige or special interest group on
ECT use, research and Ethics. Psychiatric Depatria Arabic Universities and the
expertise among Arab Psychiatrists practicing &\tflest have an important role to play
in this field for the best interest of our patiemisfession and nations.
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Letter to the Editor

Letter to the Editor

Dear editor
The article by Prof. Sami Tamimi, published in this issue, with the title (The use of Psycho-
Pharmaceuticals to control boy’s behavior. A tale of badly behaving drug companies and
doctors).
Prof. Tamimi can be assured that the tale is not taking place in the Arab countries, but | would
like to know what Prof. Tamimi thinks of the proper management of severe behavioral problems
in Autistic child, and severe ADHD not responding to behavioral therapy.

Walid Sarhan - Jordan

Dear editor

The article by Dr. Mohamad Omar Salem. With the title (The Heart, Mind and Brain). The Idea of
the Heart having some share in Psychological functions and dysfunctions is very interesting, but
Dr. Mohamad mentioned briefly the magnetic field of the heart, the heart has its own brain and
the heart working as hormonal gland, as well as mentioning psychophysiological coherence and
the role of the heart and intuition, | think every one of these concepts worth an article to
explain it, | will be looking forward for these articles,

Walid Sarhan - Jordan

Important notice

The following article: Karam EG, Mneimneh ZN, Dimassi H, Fayyad JA, KaramAN,
Nasser SC, Chatterji S, Kessler RC. Lifetime Prevaince of Mental Disorders in Lebanon:
First Onset, Treatment and Exposure to Wat published in the Arab Journal of Psychiatry
May 2009, Vol. 20, No. 1; pp: 1-17 after agreemeitih the main author was originally
published in PLoS Medicine as:

“Karam EG, Mneimneh ZN, Dimassi H, Fayyad JA, Karam AN, Nasser SC, Chatterji S,
Kessler RC. Lifetime Prevalence of Mental Disordes in Lebanon: First Onset, Treatment
and Exposure to War. PLoS Med 2008; 5(4):e61. ddi0.1371/journal.pmed.0050061
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The Effectiveness of an Adapted Version of the Temporal Orientation

Therapy Program for Brain Injured Jordanians
Abdelrahim Y. Attieh, Zaidan A. Khamayseh,

Abstract

The effectiveness of an adapted version of the DeahpOrientation Therapy (a
subdivision of the Cognitive-Linguistic ImprovemeRrogram - CLIP) in treating
temporal orientation disturbances following bramjury is tested. Thirty brain-injured
Jordanian adults served as subjects, 15 as animvgmeal group and 15 as a matched
control group. Pre and Post test was held to dljestis using an original, valid and
reliable scale. Statistical analysis included ANGOVETA factor, and Repeated
Measures. Results showed significant differencefawor of the experimental group,
suggesting a noticeable improvement of the subjeetsormances after being trained
using the adapted version of the Temporal Oriemtafiherapy Program.
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