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ON 1he Occasion of the International Day for Human Righrs

PROF. AHMED OKASHA -PsYycHIATRY - EGYPT

WPA President, Director, WHO Coordinating Center for Research and Training in Mental Health

E.malL : aokasha@internetegypt.com

The 10th of December marks the International Day for Human Rights. People and organizations worldwide are
celebrating this day by recognizing their achievements and listing and reminding the world of the many human rights

abuses that remain to be addresses and corrected.

Although not a human rights organization, the WPA has
had, and continues to have, its contributions to the advocacy
of human rights in its domain, inclusive of the human rights of
mental patients and their caretakers, the psychiatrists.

The Declaration of Hawaii was the first positional statement
of the psychiatric profession concerning ethical questions. It
was prepared by Clarence Blomquist and was adopted by the
General Assembly of the World Psychiatric Association in
Hawaii in 1977. Its primary aim was to encourage psychiatrists
in conflicts of loyalty in contemporary societies and to help
them in conflicts of psychiatric decision-making. A major
trigger was the political misuse of psychiatry in countries such
as the former Soviet Union, Romania, and South Africa that
came to public awareness during the early 1970s.

The Declaration of Hawaii explicates the ethical principles of
respect for autonomy and of beneficence: By formulating the
components of informed consent, by calling to mind the
obligation of confidentiality, by stating rules for forensic
evaluation and compulsory interventions, by demanding the
possibility of independent proof of compulsory measures and
by obliging psychiatrists not to misuse their professional
possibilities and particularly to abstain from any compulsory
intervention in the absence of a mental disorder.

The efforts of psychiatrists and health politicians initiated in
many countries continued to achieve fundamental
improvement of care for the mentally ill.

At the 1993 WPA World Congress in Rio, the Ethics
Committee, which | was honored to chair, was mandated to
update the Hawaii Declaration and to develop guidelines for
specific situations. The process involved the collection of data
on the issue of professional ethics in the field of medicine and
psychiatry from all WPA societies. The literature on ethical
codes was complemented in 1994, upon the recommendation
of the Long Range Planning Committee, by a mail survey to
the different societies, aiming to identify the existence of codes
of ethics for psychiatrists in the different countries.

The first section of the Madrid Declaration outlines the
ethical commitments of the profession and the theoretical
assumptions upon which these are based. It acknowledges
that medical professionals are facing new ethical dilemmas
resulting from increasingly complex medical interventions, new
tensions between the physician and the patients, new social
expectations from the physician, development of new research
modalities and rapid advancement of research technology with
prospects for possible technological interventions especially in
the field of genetic research and counseling. However, it also
stresses that, despite cultural, social and national differences,
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the need for ethical conduct and continual review of ethical
standards remains universal. It states that as a practitioner of
medicine, the psychiatrist must be aware of the ethical
implications of being a physician, and of the specific ethical
demands of the specialty of psychiatry. As members of society,
psychiatrists must balance professional obligations with their
responsibilities for the common good. Furthermore, that ethical
behavior is based on the individual psychiatrist's sense of
responsibility towards the patient and his/her judgment in
determining what is correct and appropriate conduct.

The second section contains seven general guidelines that
focus on the aim of psychiatry. It states that psychiatry is a
medical discipline concerned with the provision of the best
treatment for mental disorders, the rehabilitation of individuals
suffering from mental illness and the promotion of mental
health. It also stresses that the patient should be accepted as a
partner by right in the therapeutic process and that the
therapist-patient relationship must be based on mutual trust and
respect to allow the patient to make free and informed
decisions. It is the duty of psychiatrists to provide the patient
with relevant information so as to empower the patient to come
to a rational decision according to personal values and
preferences.

Ensuring the respect of mental patients who constitute
research subjects, the Madrid Declaration states that it is
unethical to conduct research that is not in accordance with the
canons of science is unethical and that research activities
should be approved by an appropriately constituted ethical
committee.

The third section of the Madrid Declaration deals with
guidelines on specific issues, which the World Psychiatric
Association Ethics Committee’s recognized as important to
develop. Those guidelines address case specific issues such as
euthanasia, torture, death penalty, sex selection, relationship
with the industry, organ transplantation, psychotherapy and
protection of mental patients from sexual harassment by
therapists.

The Madrid Declaration opposed the participation of
psychiatrists in the decision or execution of euthanasia. On the
issue of Torture it states that a psychiatrist should not take part
in any process of mental or physical torture, even when
authorities attempt to force their involvement in such acts, nor
should he/she sign a statement indicating that a convict is
competent for execution. The Madrid Declaration states that
psychiatrists should not under any circumstances participate in
legally authorized executions nor participate in assessments of.
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competency to be executed for convicts receiving the Death
Penalty. Also, aware that preference of male offspring in some
societies may lead to a termination of pregnancy assisted by a
psychiatric certificate, the Madrid Declaration stresses that
under no circumstances should a psychiatrist participate in
decisions to terminate pregnancy for the purpose of sex
selection

In agreement with the UN Resolution 46/119 on the
“Principles for the Protection of Persons with Mental lliness
and for the Improvement of Mental Health Care”, which the
WPA distributed to all its member societies, psychiatrists
should oppose discriminatory practices against mental
patients that limit their benefits and entitlements, deny parity
with other groups of patients, curb the scope of treatment, or
limit their access to proper medications. The Madrid
Declaration states that discrimination by psychiatrists on the
basis of ethnicity or culture, whether directly or by aiding
others, is unethical. Psychiatrists shall never be involved or
endorse, directly or indirectly, any activity related to ethnic
cleansing.

Furthermore, the Declaration affirms that the in a symbolic
sense the human genome is the heritage of humanity and that
it underlies the recognition of people’s inherent dignity and
diversity, which is why it is imperative to undertake rigorous
assessment of the potential risks and benefits pertaining to
research, treatment or diagnosis affecting an individual’s
genome and that in all cases free and informed consent of the
person concerned should be obtained in addition to the right of
each individual to decide whether or not to be informed of the
results of genetic examination. Furthermore the Madrid
Declaration calls on psychiatrists to deal with psychotherapy
according to the same ethical guidelines that guide any
therapeutic process. Abuse of patient’s trust and breaching the
boundaries of therapist-patient is considered by the
declaration as violation of the human rights of mental patients.
While all of the above focuses on the rights of mental patients,
the rights or psychiatrists should be equally protected to be
able to practice free of coercion and pressure, whether by third
party payers, drug companies or state authorities.
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Another level of human rights concerns of the WPA has been
surfacing over the past few years with alleged abuse of mental
health institutions as places of incarceration for political
dissidents (the case of the Falon Gong in China), execution of
the death penalty against mental patients (the case of the US)
and use of brains of deceased mental patients for research
without the consent of their families or their consent before their
death (the case of the UK). The WPA has been investigating
those complaints thoroughly with a view to intervene in
collaboration with colleagues in the respective countries.

Not only is the WPA as the largest professional organization
of psychiatrists, challenged by national or individual human
rights concerns of mental patients; it has also drawn the
attention of the world to ongoing conflicts that entail depriving
patients of mental health care services, or threatening their
safety in cases of war and in conflict zones. In 2003 the WPA
issues a statement regarding the cycle of violence in the Middle
East shedding light on the consequences, detrimental to the
mental health, especially of women and children. Then once
again in 2003 the WPA issues a statement warning of the
health and mental health hazards to be excepted from the US
war against Iraq, highlighting the traumatic impact of that war on
the local population and the possible consequence of large
sectors of society suffering the psychological consequences of
violence, trauma, loss and displacement. While the WPA was
successful in the widespread adoption of national psychiatric
association to the Madrid Declaration, which in the meantime
ahs been ftranslated into many languages and whose
endorsement has become a precondition for new association to
join the WPA, it is unfortunate that the professional voice of
psychiatrists did not echo strongly enough in the field of world
politics.

| believe that on the occasion of the international human
rights day we should renew our commitment to continue
advocating and mobilizing for a world that not only protects the
mentally ill, granting them access to treatment and rehabilitation
and a better way of life, but also a world that considers the short
and long term effects of its political decisions on the mental
health of world citizens.

Arabpsyner Arabic Thesis Search

www.arabpsynet.com

Send your thesis summary via THESIS FORM
www.arabpsynet.com/these/ThesForm.htm

Arabpsyner English Thesis Search

www.arabpsynet.com

Psy Thesis

Advanced zearch

Send your thesis summary via THESIS FORM
www.arabpsynet.com/these/ThesForm.htm

2004 s = i = oyl — A sl i,y A e tils


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com
www.arabpsynet.com
www.arabpsynet.com/these/ThesForm.htm
www.arabpsynet.com/paper/PapForm.htm
www.arabpsynet.com
www.arabpsynet.com
www.arabpsynet.com/these/ThesForm.htm
www.arabpsynet.com/these/ThesForm.htm

(atowoll 5 & w08l Gl &Lty 3¢l,3) (g |} | Gttt | (g il |

Glyall — slaiy [ juaill o le — adlea gosaun oauld a0
dyiilyall dogunaill dognoadl ju—si)y

iragipa@hotmail.com = S,z

SO | LNSHES PR WU g (Ko [ R IO R N PR (R W [P PR 1 P SRS AR
el Sl 3 el LA 3 bl Lo SIS NG S s o e oWl Lo ipain IS 3 ol B )
L1535 13 UG el T s ol b evse aladll o ol Sl s s 2 ) et s« i s 3 L) il O s
SBgbiagro Jeoels gl d] dse el ol i dita e SR AL LB SR o ST bl e 1 bbbl

Sl ad o] b

(o ) ( ) ( )
- -2003
(2004 ) .
) 1958 14
(0
( )
1959
1963
1991
( ) 2003
( ) ( )
( )
291 ( )
)
(
)
Arabpsyner eJournal: N° 4-Ocrober - Nove mber - December 2004 2004 o> — b — f}b‘ — Aol il e sils

7


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES

c ) )
)
C ) (
( 61 )
( )
=) ) ( )
) ((
( =)
(
)
(
( )
( )
( =)
( )

Arabpsyner eJournal: N° 4-Ocrober - Nove mber - December 2004
8

el S LGa g C‘ttdnﬂ

(DNA)

2004 s — s il s Ay Al iy RS 22


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

() ()
)
( ) (
. )
()
()
¢ )
()
( 832)

ArRAbpsyNeT eJournal: N° 4-Ocrober - Nove mber - December 2004

9

b call oo ) - ( )
9,5 Olgl Ul 189 pllall ,uSg sbuwall 4pb 186 2,3 Vlosl L>lo
- — (
266
( )
2003
) .
(
( )
sel 3l dll sasdl) “(- 41)

s bl ) (kS Lsdcly o pa

oSJs csigVgy &m0 Vg oSio lpiole dumoy lpids Lo allly suild
(6o 138 stans pSi)l>

2004 s — s = il A iy ANy Ml S

e


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES A luoi G Ga g ﬁﬂdﬁji

« )
(2003)
A . (170)
)
(
( )
( )
)
- (
) :
. ( «C )
( ) ( ) ( )
()
( )
«C )
( ) )
)
(
( 305) | ()
: ; )
| ) ( )
! ! .
|
| - —
( )
..... ( - )
144-143 ) ((.....
( -
¢ ) «C )
Arabpsyner eJournal: N° 4-Ociober - Nove mber - December 2004 2004 | oss — a2si -,—*;15‘ — Aol Ay ANl Ml e s

10


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES

2003

Arabpsyner eJournal: N° 4-Ociober - Nove mber - December 2004
11

el O LG ﬁﬂd@

)
(
( )
1980
«C )
)
(
( ) 1980
( )
( )
( )
1988/8/8
1990/8/2
( )
( )
(1990)
(2003)
(2004)

2004 s — b il s Ay Al iy A S 22


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES

( STEREOTYPE)

49 1958 14
(1920 30)
( ) 1958
( )

Arabpsyner eJournal: N° 4-Ociober - Nove mber - December 2004
12

el S LGa g C‘ttdnﬂ

2003

2004 s — s el A sy il ey LAt


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

2003

Arabpsyner Dicrionary
Edition Francaise

il B
et
apadill aglell pig il ayell

www.arabpsynet.com/HomePage/Psy-Dict.Fr.htm

Arabpsyner Links Guide
English Edirion

www.arabpsynet.com/HomePage/Psy-Links.htm

Arabpsyner Links Search

www.arabpsynet.com

Warld Psy Links
| Select Categony =]
G0 |

Arabpsyner eJournal: N° 4-Ociober - Nove mber - December 2004

13

Gl ill oglall o yiall oaoll
gay2ll ylaalll

il g F e
it allomms 112000 4 Al

www.arabpsynet.com/HomePage/Psy-Dict.Ar.htm

dsollall g s yall diguntill SLILys 81 Jolas
gas2dl ylsalll

www.arabpsynet.com/HomePage/Psy-Links.Ar.htm

‘d_lo.“.ﬁ.“ 9 Zi.u,a." MI .ll.lnl.l.l,ﬂl g .la..l
www.arabpsynet.com
i ilipe Ll Sl
| Select Categony ;I
L] -

2004 s — i = il — A iy iy i e il


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/HomePage/Psy-Dict.Ar.htm
www.arabpsynet.com/HomePage/Psy-Dict.Fr.htm
www.arabpsynet.com/HomePage/Psy-Links.Ar.htm
www.arabpsynet.com/HomePage/Psy-Links.htm
www.arabpsynet.com
www.arabpsynet.com

(rzoll oLl S1J) gl Gttt il gl qasd] guubisad| alsii
syl L gl g le — goalo oma8lyal 80— deyoRo gy .o

bashir_psy@hotmail.com = =)

Aeliclove e el Ll st i i) i « amdl v S oA g0 205 Al gelal il s e ST = ke

K. 1945 oo 0o S ke i 006 il il Al s L) L s\ Birasl Ol s el ol ismemi of s L s
s on 3 ot A Ut SIS 3 oWV e g3V LS ol o s s GOLNON )3 Hormey
1969 #15J58) 3 el 35301 ) el sz ol - SIS N0 L) W nsih s i sy LVl ) Jf e
SIS s I Db ls o 3 e sl o Py sl GOLNId 7 €

WS DSBIIE ez W 3542 N slarsd sl T 3105 ol Um0 1o 13 0l D Sl L) e s
(30 8L (el b TSI

o5l s WO 5l LN o 39 b STl s et e bos_gall Sl o3 okl L oS
(1989 o Ol k) L gl B SL Jlo bl s

b IR o0 il LS, MW ety sl o padl s Bl g sl s

U P 15 U AT NP PN N JERPP. YN 1 T IR PV PR PP S S% J0 W [ PS SR WP
oI e 1o eIz o lasv el ol il kb cedlo il el

350 Uy e Blnadl AT ol gl o AL ) 3 31 39 e L pie o ) castonal) SLinn LS Tl
o)l I, e s Sl e IS s o33 SN e s Vsl ol Yo G el el Dl

s Ll b, 08D Ly Bl s pos o mitensd] ool i o 238 i 32 SLSIN O 2V 3ol s
PN L Ao

N oo dli anadB 09 e Sloe A 23 03] . SN G o i andns Aol (3 spitas G2 Ol

s S5 rsth
(1987 )
(1969 ).
Arabpsyner eJournal: N° 4- Ocrober - November - December 2004 2004 ooz — by~ f}—/;‘ — Aoy Al Ml sils

14


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES

-2
-3
).
.(1990
-4
-5
(1987 ).
-1
-2
-3
-4
(1994 )
|
: - ! E. H. Erikson .
H. Koufman 1970 . -1 1963 <1950 " Childhood and Society
" Youth and <dentity 1968 !
(1996 ). ' " "Crisis
":  H. A Murray 1938 . -2 " Identity Crisis )
." Ego Identity !
(1969 ).
J. M. Darly et al 1983 .. -3
) .||
(1997
1983 -4
( 1998 ) -
-1
) -"
(1983
A. Buss -5
Arabpsyner eJournal: N° 4- Ocrober - November - December 2004 2004 oy = adsi -yl -4 ol Ay Al sy dliensids

15


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

D. Zilman 1979 1961
. ) .ll
(1995 ). (1995
Mc 1992 Mc Perry 1992
: Perry !
(1995 )
)
(1996
-1
W. Mc ) . ).
A. Adler S. Freud Dougal (1981
(K. Lorenz
1920 <1915 1961
).
A ) (1983
Bert R. Sappenfield 1965
( )
).
(1990 ) (1995 (1990 ) .
1910 <1908 S. Feshbach 1971
" (1992 ).
(1969 ) . B. G. Rule 1974
Ethology (1977 1966 )
(1998 ) .
(2. (1:
(1995 ) . G. Edmunds 1978
(1988 )
-2
! . (1:
" Frustration - Aggression Hypothesis (2.
Yale (4. (3.
N. Miller J. Dollard University ) -
R. Sears H. Mowrer L. Doob (1983
.1939 B. J. Gallagher 1982
( )
(1993 )( 1998 ) (1992 ). ( )

Arabpsyner eJournal: N° 4- Ocrober - November - December 2004

16

2004 s = i el <A iy Al il Ml S 2l


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES A luoi G Ga g i‘ndqi

(1996 ):
-1
-2
-3
1969
-5 K Berkowitz
J. B. Rotter
(2. (1:
. (4. (3. ).
( ) : (1995
« ) ( )
-3
) ( )
(
(1995 ) (1
I. P. Pavlov
-6
H. J. Eysenk
(2
B. F. Skinner
.1
2
(1977)
: -4
). A. Bandura
(1996
-7
) (1992
(1995 (1995 )
(1
-1
(2
-2
-3
3
-4
Arabpsyner eJournal: N° 4- Ocrober - November - December 2004 2004 | oss = adsi R N G T W YT L= T U

17


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES

el S LGa g i‘otdu.i

(1990 ).
Edmound 1977
Prasad 1980
Sadowski & al 1982
A. Durkee 1957
! ! Infante & al 1984
(1993 ). 1994
: - (1990 )
( )
257
: : (1:
1998 ). : (1: (2 .
( : (3 .
" J. E. Marcia 1966 (1996 ).
188
).
(1998 ). :
(1998
(1
(2
(3 . n n
(4
).
(1992
(1990 ).
).
(1993
).
(1997
Arabpsyner eJournal: N° 4- Ocrober - November - December 2004 2004 sz = rndsl P P WA T W YR [ = T Y

18


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES

-2

-1

-2

3

-4

) -1

-2

-3

-4

I
220
22 17 . 105 115
20.74
20.57 .1.16
1.16
(01)

84 50 34
33 18 15
16 06 10
57 22 35
15 04 11
15 05 10
220 105 115

Arabpsyner eJournal: N° 4- Ocrober - November - December 2004
19

(1998 ).

(1997

-3

J. E. Marcia & al 1970
C. K Waterman & al 1977

).
G. R. 1985 .o (1990
Adama & al
.(1992 )
D. G. Schiedel & al 1985
)
T. E. Lobel & 1987 .. (1992
) al
1990 (1992
)
1993 .(1990
1993 )
1997 .
.(1997 )
|

-1

2004 s — ar il s iy Al iy RS 22


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

n n 28 = 28 =
**16.09 0.50 10.54 | 342 | 21.32
**22.84 1.38 14.71 | 2.88 | 28.64
**25.97 1.82 18.50 | 3.31 37.46
**21.34 1.54 1546 | 3.34 | 30.61
**22.10 429 |6346 | 10.13 | 110.3
0.05 *0.01 **
" n (03 )
0.517 - 0.412 (50= )
.0.01
(0= )
0.547 - 0.431
.0.01
-1.2
.0.74
0.83 0.79 :
0.73 0.78
0.69 :
.0.75 0.78 0.77 0.76
-2
D. 1981
.1990 .A. Rosenthal
72
Autonomy Trust : 12
Intimacy Identity Industry <Initiation
.(0.01 ) 0.473
.(0.01 ) 0.450
5
60
.360

Arabpsyner eJournal: N° 4- Ocrober - November - December 2004

20

(01)

-1
Physical Aggression :
Anger Verbal Aggression
1994 ) .Hostility
( .) 1996
(1995 1998 1983
20 ( 40 ) 10
50 S
200
-1.1
( )
% 27
% 27
31
(02)
n n 31 - 31 =
**22.38 | 1.76 | 15.23 | 3.16 | 30.00
**22.46 | 217 | 19.42 | 213 | 32.00
**24.06 | 3.50 | 18.55 | 1.56 | 35.39
**21.45 | 1.44 | 1642 | 3.63 | 31.65
**21.18 | 6.69 | 76.55 | 9.10 | 120.19
0.05 *0.01 **
n n ( 02 )
28
(03)

2004 s — i el A iy Al iy Ml S il


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES

Aol O¥ e g ﬁldq

- -2.1
( ) :
. 32 08: (04)
35 20
2002
_ .. 3= 31 = /
#2140 |2.67 | 27.39 | 2.57 | 41.94
| #2662 | 3.07 | 3397 | 2.37 | 5287
. 5 #2062 |3.37 | 3581 | 2.43 | 51.48
(1995 ) 2454 |3.27 | 3323 | 2.08 | 50.65
3 #2212 | 3.56 | 3387 | 2.22 | 50.90
(1979 ) #2461 |2.54 | 3010 | 1.83 | 44.13
2985 [11.09] 204.26 | 8.88 | 281.58
-l 0.05 * 001 =
n n (04)
( ) 0.01
(06)
-
28
(05)
6.85 26.39
5.18 25.68
6.32 23.60
6.36 2175 C 28 = 28 =
(06) “2124 | 167 | 2929 | 2.74 | 4246
2263 | 3.07 | 3346 | 240 | 5043
o7 ~19.83 | 2.38 | 35.18 | 341 | 51.04
07 ] #2379 | 2.29 | 33.93 | 291 | 5082
= #2135 | 394 | 3243 | 238 | 5143
e 5 #2621 | 1.85 | 2954 | 205 | 4343
: : #1870 | 14.51 | 2084 | 10.89 | 2737
6.43 22.31
5.67 2150 0.05 < 001 "
4.84 14.95
n n (05)
(07) 0.01
(08)
0.592-0.487 (0= )
7.21 26.79 001 o= ) 2
22; zg'gz 72 0.604 - 0.493
: : .0.01
6.64 18.50

Arabpsyner eJournal: N° 4- Ocrober - November - December 2004

21

2004 s = b el A s iy M il oy LA s


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES

.0.01 **

(11)
0.01

(1.2)

(08)

v (09).

105 = 105 = /

**8.83 | 4.84 | 1495 | 6.36 | 21.75

**5.73 5.67 | 2150 | 518 | 25.68

**0.415 - | **0.445 - | **0.401 - |*0.208 -| 0.189 -

.0.05 * .0.01 *

(12)
0.01
0.05

(13.)

0.86 758 | 2722 | 6.85 | 26.39

1.50 6.43 | 22.31 6.32 | 23.60

**4.69 | 19.34 86 16.46 | 97.50

**0.252 - | **0.290 - | **0.324 - | 0.126 - | 0.017 -

.0.01 *

(13)
0.01

-1V

(08 <07 06 )

Arabpsyner eJournal: N° 4- Ocrober - November - December 2004

22

0.05 * 001 *
(09)
0.01
n n ( 10 )
105= 115 =

1 532 | 3575 |6.03| 34.98

136 | 6.96 | 4265 |7.64| 43.98

0.78 | 6.56 | 43.21 |6.53 | 43.90

036 |6.78 | 4191 |7.28 | 4225

038 | 7.72 | 4210 |6.96 | 42.48

0.60 | 5.63 | 36.81 572 | 37.27

0.39 |27.05| 242.44 |30.83| 243.99

0.05 *0.01 **
(10)

@ 1)-

0.1.69- |0.155-| **0.283 - | 0.128 - | 0.065

2004 s = b el <A s iy Ml A s


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

(1994
) (10)
(
1996 )
C.E. Franz & al 1985 . (1995 ) (
1985 .o 1985
G. Domino & al 1989
.1993 .1990
.1997
1970 .. ) (09)
E. W. Mc Clain 1975 . 0.01 (
1977
D. R. 1981
Rosenthal & al ( )
R. Ochse & al 1986
1987

1998 .
T. Tiger 1980
.(1996 )

C. E. Franz & al 1985

1977 .

(1996 : ) 1990
(1993 ). 1980

1984

Arabpsyner eJournal: N° 4- Ocrober - November - December 2004 2004 s — nss — /43/5‘ -4 ol Ay Al sy dliensids

23


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES

(1981

(11)
0.01

(12) -
0.01

0.05

(13)
0.01

palsdl @l s BVl a8 (1992 ) ool pudlul axoll ool .1
(19 ¢ G33JL @il &S alzo .l LSy cswlw VI / sslaVl
12895

S el Ll Vg d,p)l dojl (1997 ) sowre dazo S o0l .2
osntil GaslasVl aayl, oo Haai duss Slawlys ool Llall
) 352.323(7) 3 (il ) appanll

&S0 woluad) GV a88 Oluiwl (1998 ) (sowre dozo Sy o0l .3
b,0l)l - & panll aagil

i 59 oS3l ol aleld (1998 ) Jutw ab bunl .4
pslell odeill il Llic ouelzsodl JlabVl o (solgae)l Jel ol
197 2157 . 11 8,8le)l aeols a9l lwl,ull spes 1,1a; a9,
polell dlxo . yig,) (seloizVl pleill @yl .(11995) @020 judu .5
) 2219185 . 4 . ,ili=l - &l azols aulusVly duclos=)I
Sl azolzdl axll s wlgaall .(1994) Jip> Bo3)l e s 6
ol yaiball . @in> oo waxasll s sillicdl 2 el Ll Las
656 615 ¢ 2 ¢ Luwosis ot dsols il sLan U JoVI

celil : a el ol by (1990 ) 5ol 0y ezl el L7
Soolal - ag,sll angil ls eugidl caedl B,b « godl ¢ ool

Arabpsyner eJournal: N° 4- Ocrober - November - December 2004 2004 s — iy — ,—5;15‘ LTSRSV U YRV P W= U

24


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

& a0l sVl &So pao (58 puiidl plsd Goll saigell oz augili]
.230_.197 .

s apazall oo olyby (121998 ) ooyl ac 3wl Aaxo .23
S8l - goseily Huiudly acldall <L

lpdMeg dpazidl wloow .(w - 1998 ) (ol aue awdl doxo .24
s zolaly augilil alosoll DM ad asell ansl dp>lse wulluwly
&usilly il aclbal sLd ls culdl szl ausidl axall o wlwl)s
470 _389 (2 . b alall -

o)l .agalall SMSLite b wlehd .( 1981 ) jgaio Juo> doxo .25
olps ¢ gVl

aipll e saai gl ple @lxo " axglgSiw awlys " waiell 8, ala)
.90 .80 . 45 . Llsl vl & a0l

" sl gz Wyhidlg wlaeVl (1998 ) Lol 2 o> Ao 27
o).al.o.ll oy uindly acldal) wuse s " auss awl)>

2wl ome.o)N Gy aawl)s L(1992) (siudne wble aoxo .28
&wyao Jlabl o soilgaell Folwdl 8yl (sl aigrselill wisll
613125 ¢ ,8;Vl asolsy il o a8 @y, &lazll

wsolgaell Jolwdl (1983 ) g1y Cuwi> 3ozl gl (o .29
M Gg= ¢ osd audole awlys 1 wlieolsdl wlisll o o, alhog
o)l - @leodl s « @l aue desl 1L acaseally Jalwll
128 .97 .

vaa wolgaell Jol il a 8Me (1998 ) all 1 c 3w 3o .30
aolell aypanll sl e jaai puaid] ple ddxo aaxidl Oluio
.87 .64 .47 . Llsl

awlys " silgasl Jolwdl slesl (1995 ) ,3Ts alll auc apuw sico .31
omtid] GaslasVl alyl, e Hiai awas olwls " &5,lae & lole
.580.521 (5) 3« (pily) &m0l

ucloamVl 8Ll S iiog Gl ple (1978 ) Julol Jaieo .32
Sl pdallls auldl asdall ol Hladl duc @ oy

& p=lgo od a>Mall wlclozdl oy (1997 ) adl (sde ,0l .33
Ggzedl 5550 (e Hicas il @ oMl die solgasll Jolwll
71255 ¢ 22 ¢ cueSHl @ss - au,dl 8,100 apiolly dugy,ill

alxoll .0lgaslly bV .(1993 ) ;51 bdls plis)l e Jow .34
84 _75 . 6 sl olwl,nd) &,aoll

doxo SAD ¢ Aoy WJebll goi 9 wlydas (1981) Ll Sua .35
.iuad|ﬂzﬁ|%éb.¢@$

Arabpsyner Psychomerry Guide
English Edition

HaseitonsSesls of Bepresson (e fert
Ferimerctnuad Faychics Dlsorcrs Test i#r. ] An. )+ Fod e (e}

ARADI PEVCHOMENNY: TESTSLIST (momsted 1 e Aros courrre,

Welh Py Tests: | muhore  [iremviater

www.arabpsynet.com/HomePage/Psy—metry.asp

Arabpsyner Tests Search

www.arabpsynet.com

Fsw Tests & Scales
| Select Categony =]

G0

Arabpsyner eJournal: N° 4- Ocrober - November - December 2004

25

soidl Olojl ¢ a8Vl (1993 ) , 31y ;o> ozl e ol .8
oMl oo aie o agulal @lslenll ol Uiwly cscloamVl (swaill
139109 « 3 ¢ ;b8 asol> aygndl woml 5950 o .okl
Ohpgioll LAz & wlys (1993 ) heoll e (sébhias w9
ple @l osemoladl Glidl o dep)l JuS iy @lays,oll ngslsVI
37.06 . 25 . LSl aolall apanll sl Gusill

ol sad osolgasdl el wdl sleil (1996 ) 1L (sde uw> .10
o dzol> - csouadl sLapl Bl oigedl " &5lie & wl,s " d ol
182135 .1 . Guouis

Olgaell (o izl oo oy all (3 ) Lo e sl .11
Sylall - guedle sl lize dwwdo

gzl (s b )bl puaaig sLax>Vl (11995 ) (siwidl L, S5 .12
a0l gl @uSo aucloizVly ag0yilly il

azudall . o>glosuall Guadl ele (1995 ) (sle Sgall e solw .13
8,0la)l - &y paoll dapill &uSo aull

ouaidl ple waielly Olorell &g)eSe w .(1987) (syall dew .14
225 1 «OlSU aolel &l @il dpmadl olwlally &gzl @lo
36

S wsoilgaedl Aol uwdl sleyl (1997 ) Guwys alll aue o w15
o2l Syuzin 590 b da ! &0l o Llac o elziall JLabVl
& ya0ll Guwiidl oailasVl dal, e e @ was oluwbs .aolsYly
.385.353 (7) 3 (wil,)

2l pass S sl 8,85 (1989 ) 31y Uladw doxo sliw .16
ple (58 Soiadl QLS. deMbai wl 8wl " S a0l goizoll oo
85_67 ¢ 6 . apwail wluwlnl & panll deazll 0ynai .guaill

oo JSo lpidMeg LVl a9 (1995 ) oSypmedl aoxl wd)l e .17
b &wlys " asoladl aulb sa) &yl eMeleally wlil sy (5 Lall
2112165 12 ¢ G330 au,il @lzes " GgawSy)| &,k son

waiell pih=>g e,V &oloS, w (1988 ) Juclowl aw wic .18
cusSUl Jowladl ols elyguiiio (sJoVI dzuall

Jaell Guldy ilasyl guadl ade (1979 ) xuwdl gl 3155 .19
sl SSall ls &l dedall o5 ,indl

palelly Guaill ple) dslasVl Jolazdl .( 1978 ) sl csgul slgs .20
) 1978 5,2l ,Sall ,ls 5,3Vl aglusl
205l 2,8 1 Qo apazeidl ol b (1969 ) 55l Joa alls .21
Byolall - syl JSall s &Sl JolS Gug) © s>l LLg,ls 259

¢ el (ale shiaeVl ololys (58 .( 1992 ) B85, pudlul 568 .22
a0l (38 ouwilgnsdl oMl (o dcgomn) Abosio &xSuinlS| dwl)s

dollall g dogy sl doganall
gyl ylsafl

Ladll Jads

D g ol e
G G D S 5 e
A5 L8 i e

Lk i i g

WWW. arabpsynet com/ HomePage/ Psy-metry.Ar.asp

dsollall g dogy yll dogannill jily sl e Say

www.arabpsynet.com

ERPY- 1| SR Y [ -
| Select Categony =]
Ealg o

2004 s — i el A iy Al il Ml S 2l


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/HomePage/Psy-metry.Ar.asp
www.arabpsynet.com/HomePage/Psy-metry.asp
www.arabpsynet.com
www.arabpsynet.com

iUl Jama g (Ul cil—slpa

o [ dy—alill — g waill o LIl — g9l Sl @ any.ai
yehia_rakhawy@hotmail.com : ., -<=| y—

5L S e SYL SV (5 okt S S SIS S 3 Skl S 9 S b 9 S LA ST I ke 3
BN S BL U e T e S 1, WY

Skl e o s ) o ol all al el Lidas Satllol dlallol bl all el il 815 L

208 5 I Bl N0 s Ol o 335l SB A e sedis LS s € i oo LS all s b s SIS sl v IS
o= S Walol el ekl o ke e laobe 0555 o W O s madlloo MU erkdls LS Ts Sole oIl 0
PR PSR ST U S P (R WA RN ER P R sV SR W S P W = P PRI SOV
bk b b

S ael e A bl o s o b s OB T Wl M el s sl 2l ol cotntmin 3, UM, Ul o
) A1 WS e (30 B el B S il SN el il el e o U e B DY oL e
AU e s (1185 s s aded) i BLAL O3] 1350 st 11 L8lo ¢ 2N STty ety 31 (BB 5, 08 Uil

(e i 27 L)
( )
. )
(
( )
776
( )
( )
)
(
)
(
( )
« ) _ _
' ( )
Arabpsyner eJournal: N° 4-Ocrober - Nove mber - December 2004 2004 s — ey — /{Agi L R £ S W N B = T U P

26


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES Aol G LG g Sl

" " " " 1" " [ " " n

« )
( )
( )
()
n n ( )
)
( )
(
50 S ( ) )
(
40 :
%99.9 )
( .
n n )
(
( )
ArRAbpsyNeT eJournal: N° 4-Ocrober - Nove mber - December 2004 2004 s> = adi — ‘/—pi‘;:‘ = sl Al e sils

27


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES Aol G LG g Sl

(" : ( )
« )
/
( ' ' )
( )
()
( )
( )
)
( ( )
( )
1 -
( )t )
(
( )
( )
()
¢ ) ' ) ()
( ) (
Arabpsyner eJournal: N° 4-Ocrober - Nove mber - December 2004 2004 s> = adi — N WU U W WSy P

28


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES

p T f) (- PRy M-

C )
( - - )
( )
(

(

-
) - ( )
(
L)

( ) -2
3

) )

( (
4
- - ( )
()
( )’ ' ' -
(1 )

(

( ) -5
: )
(! )
n
Arabpsyner eJournal: N° 4-Ociober - Nove mber - December 2004 2004 s — adyi ~ =l -4 oAy Al sy Al e sids

29


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES

ol sl guns 39y yull dsolall JLocll adigo
(@yo—tacill @t ill o Bl & s209)
O UL PPN NP

g o s
e el ot bl ik H e 0

(i
1
i
®

e e L S A e el g
~cimial b St p . el il p el Bk g
-l e T i Rl

ﬁ-_ L
.[H b

www.rakhawy.com

ArRabpsyner eJournal: N° 4-Ociober - Nove mber - December 2004
30

s-aolsilisbe sl o e 3 dual s

PP WV | (PRI

Summary : www.arabpsynet.com/Books/Yahia.B2.htm

2004 s — i = oeml — A sl Al il Ll S Bl


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/Books/Yahia.B2.htm
www.rakhawy.com

ol guas oo Sudad alSiisalls gmcqll

(2003 -01 -1 (58 sl — @8l (sleVl Gulzoll puasd] ple @i Olyols 2ol o)

o[ Gy slill — yu aill o Lo — 9yal il S o20. 3
kadrymh@yahoo.com Py —

SNSRI sl S sl is] Jp e e e s Jindlops ) Lkl eddios Ll Do gy L i oLl
30 0 e A e T2 03 006l 1 55 S T s SISO ) Syl Lo gl i g ilaan
b jutspson il g sl o Lol o JUS Ll 8 UL b ol i J e Db sl 5] LS ) o il
ok Y o QUlglaple i go a3l oAl cblo Ol e b s dER I D5 0 BbeN S Yo 13 o]
L e $1 sV s bl

S SN B ST sy Joud LA Wl il o s W o Al Q) ok slis] s . oy oL
G\l s als S3H b Lol ) Lo oo aloNe Jos 2] il bl B LBG sad] sl S3 el
o - ol 3 omilan it 30l 50 U b 0 e M ST ol Nenmins g 3 0l . ol e 53,6
A5 g S dsder o 1) d 33 O 3 o O 13w 3o s e AN G o - Lol I 3l U ol oo a0 01l e s
osodlaleal)

1917

2001

" 1992

2000

ArRAbpsyner eJournal: N° 4-Ocrober - Nove mber - December 2004 2004 s = b - el A dlii il M en sids

31


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES Aol G LG g Sl

"preventive diplomacy
"culture of prevention

ArAbpsyNer eJournal: N° 4-Ocrober - Nove mber - December 2004 2004 sy - a3y - ‘/_._,:;5] L T W S Y W W= S P

32


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES Aliia] G it § & n

ArAbpsyNer eJournal: N° 4-Ocrober - Nove mber - December 2004 2004 ooz — by - ‘,—5;-39*‘ = A saaliy il Ml e sils

33


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

°2 a: I -ul-lA

.\_uuo.".l_la]]‘\_l,a.",é,oll

idn 3y o il gl Fne e g i ) i sl oy 38 gl g
peinall B ) o 2t b faalieyg ol Sl skl Dt Bl e

[ s e
iz P T e

g 2ol B (8
g i g G e {5 o f
R gt e e gl ZENMS i
wm;hwm ¥ ﬂ
www.arabicebm.com www.hayatnafs.com
B i L S eV YV W= E

2004 s = iy — oy

Arabpsyner eJournal: N° 4-Ocrober - Nove mber - December 2004

34


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm
www.hayatnafs.com
www.arabicebm.com

(ol s pardl e awls ) el ) il Gt i | Gttt | Gl |

ol — gl oLl — g sl Lill s a3 gng.a.0

d_uuﬂ.l." ‘og_l:.u .n_l)a" Amgl ‘oLl. d—loi
nabulsy@cyberia.netlb e

LAz bl il Mgz ol e 583 edine b Y cane Jlas Nl aell A s cVole Lol )

EFAIN VS A % PP PR PR 8- JPRPRRCH LIV I VA W SYORR R 151 OIS 1§ 1 PPN JPRCH VR U0 P8 AL S\ | PPy
il

oA o) e Al el il LA b i o b g i) oo 5 e 5 L ol L s L3
SIS Bt 3 LT D Ll o 00 ) Al ks Al sl e Lo s ity s Sl sl S Lt
AN A Ak s 52 3080 5 s G ol e Wl 3y 2

s a8 3 0l s L i Ao ) il o s el W i L o S el sl o s Lo
bt il b o 3T b ol L) gkl i ais i a0 sl bl il g o e S s

-1
(1]
(1987)
- P.T.S.D
[2]
-2
[3]
-4
-4.1
- [4]
.[8]
/
-3
( )
Arabpsyner eJournal: N° 4-Ocrober - Nove mber - December 2004 2004 ooz — by~ f}—/;‘ — Aoy il Miies sids

35


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES A luai G¥Lda g ﬁﬂdhj

-1
[6]
)
2 (
)
(
7
-3 . -4.2
-4
) 1
(
2
-5 3
4
5
.6
-4.4 7
.8

1
N
©

-1

-4.3

24

Arabpsyner eJournal: N° 4-Ocrober - Nove mber - December 2004 2004 s =ty — ,—5}1%" LSS LE SN U YV P W= U

36


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES

el S LGa g C‘ttdnﬂ

(
1990 -1985
( )
-4.4.1
91
-4.4.2
.[10] )
- -4.5
24
( ) -4.5.2
-1
-2
- -3
55 -20 -4
-5
8]
-1
( ) -4.5.1

)

Arabpsyner eJournal: N° 4-Ocrober - Nove mber - December 2004
37

2004 s — b el A sy i)y A s


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

ORIGINAL PAPERS & ARTICLES p PP ) (- P étdqi

-5
-2
-3
24
4
- ( ) -4.5.3
24
-1
18
( ) -1 20 2
9 -3
-2
13 4
-3 10 : -5
4 6 -6
5 7
-8
ArRAbpsyNeT eJournal: N° 4-Ocrober - Nove mber - December 2004 2004 s =ty — ,—5}1%‘ LTSRS U YRV P W= U

38


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

Glapialy liilogwgSudl sl cosudil = Hloiw = s)lo [6]
1988 . oloyVl &Ll

woolpdl sl paz il g 85 aigslo au g puSsy liag [7]
ol LalS 83> ST 1is woill 92 LS LolSs Ulsall s>l
gVl oVloss]

&9 (lizly (pwsailo — Wjegnge -1 isd wllusVl oiag [8]
&L Jeasdl g>1) — gl

wwvslwelly bywi el dliilog—wgSiuy auS,Linog S,—ilo [9]
a2l angl ls W 555l il @3lailly bl du ol

olac e guelSinll Jol OLS s3I S55,u8 Jdxoll doliug [1]
ol

Naboulsi M sequelles pschiques et psychosomatiques de [2]
la guerre libanaise Academie Hongroise 1990

awlys lp>Meg dwaidl ooVl i smwdsll o>l doxo .5 [3]
) 1987.0 .5 .o @l L =)l goixo 9

(820l sl Jesly &l 04 e jusy @uolell bl o9 [4]
A=l 018 wog) la> &b usi 9dg

1990 . ST PN T .

0ig) sl Jasall o L, gos)l lig) Licuwlys M (oo [5]

05 oo Simiilly smaid] seoy0lly ol Dl cslo [10] s ol ll gl "ol 15 95 Bocal
1987 ’

Arabpsyner Associations Guide - English Edition

g2l slaalll = G yoll dandill Slanoall Jals
L . gomn =

www.arabpsynet.com/HomePage/Psy-Ass.htm www.arabpsynet.com/HomePage/Psy-Ass.Ar.htm

Xlll WORLD CONGRESS OF PSYCHIATRY
EGYPT - Cairo September 10-15/2005

Dates to Remember | DESCRIPTION How to Contact Us

July 1, 2004 Deadline for submission of | Important Addresses
proposals Symposia, Please address all correspondence concerning the
Workshops and Courses congress to:
Deadline for submission of o Xl World Congress of Psychiatry
Abstracts for Lectures, Scientific and Technical Secretariat
Papers and Posters TILESA OPC, S.L.
Deadline for Fellowship c. Londres, 17 - 28028 Madrid (Spain)
program and award Tel.: +34 913 612 600
application Fax: +34 913 559 208
Deadline for reduced e-mail: secretariat@wpa-cairo2005.com
registration fees. o Travel Agent
Notification of acceptance of EMECO Travel
Abstracts and Posters. Accommodation, Tourist Services
e-mail: accommodation@wpa-cairo2005.com
For the latest information, please visit our web site:
http://www.wpa-cairo2005.com

November 1, 2004

January 1, 2005

April 1, 2005

Arabpsyner Associarions Guide
French Edition

SR—
Pl QoG
o

anaiilly asuiill clulll 3,0

e ill ahall e SIEH gollall yocipoll

LIl WORLD COMGRESS OF FSTCHIRTRY
X1 WELTH DAGAESS 708 PAPCHIRTRIE
X COMORTS0 MUNDILL DE FEDIATRIL
0 CONGRES MONDIAL B2 PETCHIATAIL
KM BCEMAP HE KONTPECE 10

LREL i CE T e
o ] 2 Tl

CAIRD, EEPTENBER 10-15, 2008, EGIFT

www.arabpsynet.com/HomePage/Psy-Ass.Fr.htm www.wpa-cairo2005.com

Arabpsyner eJournal: N° 4-Ociober - Nove mber - December 2004 2004 o> — a2y *‘/—3}1{9“ -4 ol iy A il Wl sils

39


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/HomePage/Psy-Ass.Ar.htm
www.arabpsynet.com/HomePage/Psy-Ass.htm
www.wpa-cairo2005.com
www.wpa-cairo2005.com
www.arabpsynet.com/HomePage/Psy-Ass.Fr.htm

Le sacrifice d’Abraham ... Ou La fabrication culturelle des enfants.

Approche psychanalytique

DR. IQBAL AL GHARBI - PsycHOLOGIE - UNIVERSITE EZZEYTOUNA - TUNIS

E.MAIL : ahikbal@yahoo.fr

Avant propos : Le récit du sacrifice est présent, selon des angles et des lectures différentes dans les trois religions du
livre. Encore aujourd’hui cet épisode joue un role important dans la vies culturelles et dans les grandes fétes des trois
communautés religieuses. Aprés avoir été rattaché a Pessah, féte de Roch ha Shah pour le judaisme, ou il est appelé la
« ligature d’Isaacy, féte de Pdque pour le christianisme ou Isaak est figure du Christ pascal ; féte de I’Aid el id ha ou Aid
el Kebir ou le sacrifice de mouton, commémore le sacrifice d’Ibrahim.

L histoire d’Abraham est une histoire trés complexe, ce texte est«l'un des plus énigmatique de [’ancien
testament » selon les termes de Stéphane Mosés. Il appelle des questionnements et des interprétations infinis. Il raconte
une expérience de [’extravagant , de l’exception, de [’exces , selon les mots d’André LaCoque et de Paul Ricceur .

En effet, le récit est plein de paradoxes indéchiffrables, ce travail consiste en une approche psychanalytique de cet
événement qui a pris pour les trois religions monothéistes une valeur de référence.

Problématique :

Abraham est un fondateur. On s’en souvient, il est un jour
sommé par Dieu de détruire les idoles, de quitter la maison de
son pére et de fonder un nouveau peuple .Nous pouvons lire
dans Genese, Xl, versets 1et 2, « Va-t-en de ton pays, de ta
patrie et de la maison de ton peére vers le pays que je te
montrerai. Je ferai de toi une grande nation. »

Mais comment étre a I'origine d’'une grande lignée lorsqu’on
est stérile ?

Etrange contradiction que celle contenu dans linjonction
divine de fonder une lignée tout en condamnant le fondateur a
la stérilité?

Par ailleurs, il pourrait paraitre stupéfiant que ce soit
Abraham, ce pére aux pulsions infanticides, qui a abandonné
et chassé son premier enfant Ismail et qui a failli sacrifier et
immoler son second enfant Isaac, qui soit désigné dans la
tradition des trois religions monothéistes comme le Pére des
croyants, qu’il incarne la figure de la paternité par excellence !

Nous savons tous qu’Abraham est considéré, dans la
tradition monothéiste, comme un grand prophéte parce qu'il
aurait accepté d'immoler son fils par obéissance a Dieu.
Toutefois, une autre interprétation n’est elle pas
envisageable ? Son acte de prophétie, sa grandeur ne sont —
ils pas aussi dans la rupture radicale qu'il instaure avec les
conceptions ancienne de la famille, de la parentalité, et des
enfants ?

Dans cette perspective, I'épisode d’Abraham est certes un
guide pour le présent mais c’'est aussi un témoignage sur
I'évolution psychologique de I'étre humain et sur I'historique
anthropologique des notions suivantes :

- Les structures familiales

- La notion de parentalité

- L’évolution du droit de I’enfant
L’utilité de I’approche psychanalytique :

Au cceur méme de l'analyse peuvent surgie des questions
anthropologiques qui relévent davantage du champs religieux
que du champs proprement analytique. Dans le huis clos de la
séance analytique, le patient reprend et parle de son
expérience métaphysique, Surgit, alors, d'une maniére
imprévisible le sens religieux et le sens éthique qui échappent
a lanalyse mais que paradoxalement, elle évoque et
convoque. Car justement la psychanalyse c’est « la science
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de linconscient ». Autrement dit la science de ce qui est
refoulé, occulté, incompris. En un mot la science de cette
angoisse existentielle qui nous relie tous a notre origine.

La place de I'inconscient,

Parce que «la religion est toujours dans une situation de
débat avec l'inconscient », le texte de la commission Biblique
Pontificale de 1993 reconnait que la psychanalyse permet de
mieux comprendre les textes de la bible « en tant
qu’'expérience de vie et regles de comportement ». Cette
décision permet une nouvelle compréhension (compre hendre)
du symbole et de la vérité du langage symbolique dans les
textes sacrés.

Il semble aujourd’hui, dans ce domaine, que les avancées les
plus prometteuses soient celles de la « mythanalyse », c’est a
dire I'analyse appliquée au « mythes » fondateurs-le mot mythe
est a prendre ici dans son sens premier de récit fondateur a
forte charge symbolique c'est-a-dire que les mythes ne sont pas
des histoires fausses, imaginaires, justificatrice d’ignorance,
équivalent du fantasme mais des structures fonctionnelles
propre a I’humanité.

CADRE THEORIQUE : psychanalyse et religion

Pour le pére de la psychanalyse, cette science est en
principe neutre par rapport a la religion. Il affirme a ce sujet que
« en tant que doctrine de l’inconscient psychique elle peut
devenir indispensable a toutes les sciences traitant de la
geneése de la civilisation humaine et de ses grandes
institution, telle que la religion, ordre social.» Le point de vue
de la psychanalyse sur la religion est donc celui de
I'anthropogenése ; elle entend comprendre la religion en méme
temps comme un destin collectif dans I'histoire de la culture et
comme une fonction psychique dans le rapport individuel au
monde .Freud propose de mette a jour les refoulements
constitutifs des institutions religieuses et de traduire leur
métaphysique en métapsychologie. Son projet est de
considérer la religion comme un phénoméne total :
psychologique et culturel a la fois. Le plus complexe qui soit.
Pour [I'élucider, il met progressivement en oceuvre tous les
éléments de sa doctrine .Pour lui la production humaine et la
psychologie des profondeurs peut donner la clé pour déchiffrer
I'énigme de son origine et de sa signification.
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Cependant, il nous faut admettre que Freud qu’envers la
religion comme envers toute humaine, adopte le principe
psychologique selon lequel 'homme y manifeste une Vérité .lI
considére alors la religion comme un témoignage important
sur la réalité psychique.

Les disciples de Freud ont apporté d’autres interprétations :
En opposition avec son maitre a penser, C.Jung attribue une
valeur positive a toutes les religions. Il affirme que I'ame est
habitée par des archétypes de nature religieuse et qu’elle est
finalisée par eux.

Nombre de psychanalystes, surtout parmi les premiers
disciples de Freud tels que Ernest JONES, Théodore Reik
s’attachent a analyser les doctrines religieuses comme des
émanations des pulsions psychologiques. Certains comme
Flugel et Jones affirment que l'interprétation psychanalytique
de la genése concréte de la religion ne contredit pas une
adhésion philosophique a la foi en Dieu.

Cependant les théses du psychanalyste Szondi affirment
que le sens du sacré s’enracine dans la pulsion agressive qui
grace a l'esprit est sublimé dans I'attitude religieuse .Celle-ci
instaure dans la culture la loi divine qui impose le respect de la
vie, la piété et la tolérance. En outre la fonction de croire selon
cet auteur, réalise la participation a I'esprit qui émane de
I'expérience archaique de I'union duelle que I'’homme tente de
restaurer.

LECTURE DU RECIT DU SACRIFICE DANS LE JUDAISME,
LE CHRISTANISME ET L’ISLAM :

Intepretation judaique

Les textes sacrés décrivent I'épisode d'‘Abraham dans les
termes suivants :
Gn22.1 Aprés ces événements, Dieu mit Abraham a I'épreuve
et lui dit : « Abraham », il répondit : « Me voici ».
Gn22. |l reprit : « Prends ton fils, ton unique, Isaac, que tu
aimes. Pars pour le pays de Moriyya et la, tu Doffrira en
holocauste sur celle des montagnes que je t’indiquerai ».
Gn22.3 Abraham se leva de bon matin, sangla son ane, prit
avec lui deux des jeunes gens et son fils Isaac. Il fendit les
blches de I'holocauste. Il partit pour le lieu que Dieu lui avait
indiqué.
Et Gn22.4 Le 3eme jour, il leva les yeux et vit de loin ce lieu.
Gn22.5 Abraham dit aux jeunes gens : « Demeurez ici, vous,
avec ’dne ; moi et le jeune homme, nous irons la-bas pour
nous prosterner ; puis nous reviendrons vers vous.
Gn22.6 Abraham prit les blches pour I'holocauste et en
chargea son fils Isaac; il prit en main la pierre a feu et le
couteau, et tous deux s’en allérent ensemble.
Gn22.7 Isaac parla a son péere Abraham : « Mon pére », dit-il,
et Abraham répondit : « Me voici, mon fils ». |l reprit : « Voici
le feu et les biiches ; ou est I’agneau pour I’holocauste » ?
Gn22.8 Abraham répondit : « Dieu saura voir I’agneau pour
I’holocauste, mon fils ». Tous deux continuerent a aller
ensemble.
Gn22.9 Lorsquiils furent arrivés au lieu que Dieu lui avait
indiqué, Abraham éleva un autel et disposa les blches. Il lia
son fils Isaac et le mit sur I'autel au-dessus des blches.
Gn22.10 Abraham tendit la main pour prendre le couteau
immoler son fils.
Gn22.11Alors l'ange du SEIGNEUR [l'appela du ciel et
cria : « Abraham ! Abraham » ! |l répondit : « Me voici ».
Gn22.12 Il reprit : « N’étend pas la main sur le jeune homme.
Ne lui fais aucun mal, car maintenant je sais que tu crains
Dieu, toi qui n’a pas épargné ton fils unique pour moi ».
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Gn22.13 Abraham leva les yeux, il regarda, et voici qu’un bélier
était pris par les cornes dans un fourré. |l alla le prendre pour
I'offrir en holocauste a la place de son fils.

Gn22.14 Abraham nomma ce lieu «le seigneur voit»
(ARAFAT) ; aussi dit-on aujourd’hui:« C’est sur la
montagne que le SEIGNEUR est vu. »

Gn22.15 L’ange du SEIGNEUR appela Abraham du ciel une
seconde fois.

Gn22.16 et dit: « Je le jure par moi-méme, oracle du
SEIGNEUR. Parce que tu as fait cela et n’as pas épargné ton
unique fils unique,

Gn22.17 je m’engage a te bénir, et a faire proliférer ta
descendance autant que les étoiles du ciel et le sable au bord
de la mer. Ta descendance occupera la Porte de ses ennemis ;
Gn22. 18 c’est en elle que se béniront toutes les nations de la
terre parce que tu as écouté ma voix ».

La tradition juive octroie une place importante a
l'interprétation de la Torah. Les commentateurs affirment que le
texte interpelle le lecteur, le texte dit « interpréte moi » et dit « la
Torah a 70 faces »

Les interprétations ont évolué au cours de I'histoire.
Le livre de la Sagesse qui date du 1° siécle av.J.C met
en relief 'extréme fidélité d’Abraham dans I'épreuve et sa
récompense.
Aux alentours de I'ére chrétienne, Philon d’Alexandrie
développe longuement Genése 22 dans son traité « sur
Abraham ». C’est toujours une apologie d’Abraham et de
son comportement exemplaire : » Pourquoi fallait —il louer
Abraham comme s’il avait entrepris pour la premiere fois
une action que font des rois, des peuples entiers, en
Gréce, en Inde méme ? » Abraham rétorque Philon, n'a
été pousseé ni par la coutume, ni par le désir de gloire, ni
par la peur. L’ amour de Dieu, I'obéissance, la piété, la
sainteté ont été ses seuls mobiles. Il a agi en prétre » sue
le meilleur des fils lui le meilleur des péres.
Flavius Joséphe dans les « Antiquités bibliques » insiste
lui aussi sur le sens de I'épreuve d’Abraham qui est
I'obéissance et la piété. Il ajoute I'espoir en I'immortalité
de I'dme d’lsaac
D’autres auteurs juifs voient dans I'épreuve imposée a
Abraham, une suggestion de Mastéma, le prince des
démons, adressée a Dieu. Abraham a affronté bien des
épreuves certes. Toutefois acceptera-t-il de sacrifier son
fils bien aimé si Dieu le lui demande ? L’auteur y trouve
une similitude avec le récit de Job, ou Satan met en
épreuve en le frappant avec la permission de Dieu, en
ses biens ; ses enfants, puis en son propre corps. La
fidélité d’Abraham est ici une victoire sur Masténa.

Interprétations chrétiennes :

Dans le Nouveau Testament, Abraham est trés présent. A
'ouverture de la généalogie de Matthieu Jésus est dit « fils de
David, fils d’Abraham ». Les commentateurs chrétiens ont
illustré le theme de la rédemption par une référence au sacrifice
d’Abraham et a l'offrande rédemptrice d’lsaac. Les exégéses
sont centrées sur le Christ pascal, mort et ressuscité .Le récit
d’Abraham préfigure et annonce le Christ sacrifié. Sa passion
sacrificielle, rédemptrice apparait souvent dans les
commentaires chrétiens. Méliton de Sarde 2eme siécle dans
une homélie en prose rythmée , évoque les figures de I'’Ancien
Testament : « C’est lui qui est la Pidque de notre salut. C’est
lui qui supporta beaucoup en grand nombre : c’est lui qui fut
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en Abel tué, en Isaac lié, en Jacob mercenaire, en Joseph
vendu, en Moise exposé, en l’agneau immolé ... C’est lui
Pagneau sans voix, c’est lui I’agneau égorgé, c’est lui né de
Marie agnelle, c’est lui pris du troupeau et a I’'immolation
trainé et le soir tué et de nuit enseveli, qui sur le bois ne fut
pas broyé, en terre ne fut pas corrompu, ressuscita des morts
et ressuscita ’homme du fond du tombeau». Pour d’autres
commentateurs chrétien tels que Méliton et Origéne, se
dégagent les mystéres de mort et de résurrection, Abraham
espérait qu’lsaac ressuscitera, il savait qu’il était a 'avance la
figure de la vérité a venir, il savait que le Christ naitra de sa
descendance pour étre offert en victime plus authentique du
monde entier et ressusciter d’entre les morts.

Interpretation musulmane :

Selon l'islam, le Coran est le point terminal de la Révélation.
Il se présente comme la récapitulation et la synthése des
messages antérieurs, et plusieurs récits bibliques y sont
relatés de fagon condensée et allusive.

Le Coran le dit clairement ceci existe dans les premiéres
qui sont les tables d’Abraham et de Moise.

Abraham est le patriarche de lislam comme pour le
judaisme et le christianisme. Abraham est aussi un ancétre du
prophéte qui descend de lui par Ismail, fils de Hagar. C'est
Abraham qui a fait de la Mecque un lieu de pélerinage,
appelant 'humanité a se rendre a « l'antique maison »
(Sourate Il versets 119, 121, 122)

Abraham, cité 26 fois dans le Coran, a été choisi comme «
ami intime de Dieu » Khalil Allah parce qu’il a subi avec
succés mainte épreuves. L'une des plus dramatique a été
sans doute celle ou il recut en songe I'ordre divin d'immoler
son fils.

Il est dit dans le Coran :
Quand ’enfant eut atteint (I’dge) d’aller avec son pére
Celui-ci dit « mon cher fils !en verite, je vois en songe, en
train de t’immoler ! Considére ce que tu en penses ! »
« Mon cher pére » répondit-il « fais ce qui t’est ordonné » !
Tu me trouvera, s’il plait a Allah, parmi les Consentants. »
Or quand ils eurent prononcé le Saldm et qu’il eut placé
DUenfant front contre terre, Nous lui cridmes : « Abraham »
Tu as cru en ton réve! En veérité, c’est la D’épreuve
évidente ! »
Nous le libérdmes contre un sacrifice solennel Et Nous le
perpétudmes parmi les Modernes.
Salut sur Abraham ! Ainsi, en vérité, Nous récompenserons
les Bienfaisants !

Les commentateurs insistent sur la dimension onirique de la
scéne qui est absente du récit biblique.

L’épisode du sacrifice d'’Abraham illustre le théme
coranique de I'épreuve (ibtila) qui agit comme une véritable
pédagogie spirituelle a I'adresse des croyants et, a fortiori des
prophétes : leur élection et leur investiture ont pour passage
obligatoire la purification.

En fait, il n'y a pas dans le Coran de position tranchée et
claire sur l'identité du fils d’Abraham. Le texte ne cite pas le
nom du fils qu’Abraham devait sacrifier, mais il dit clairement
qu'il fit récompensé pour son obéissance.

La plupart des commentateurs déduisent des passages
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coraniques que le fils dont il s’agit dans le sacrifice est Ismail,
puisque la naissance d’/saac, qui concrétise la récompense, est
annoncée a la fin de l'acte et qu’lsmail est I'ainé des fils
d’Abraham. En outre ceux qui optent pour Ismail se basent sur
un Hadith du prophéte qui dit « je suis le descendant des deux
victimes.» Les commentateurs tel que Tabari précisent que les
deux victimes sont Ismail et Abdallah, le pére du prophéte
Mohamed.*

D’autre commentateur, comme le soufi Ibn Arabi, pensent
que le fils sacrifié est Isaak.

Cependant, Abraham n’a pas interprété, cette vision, car
selon l'avis des commentateurs, les songes des prophétes
relévent de la révélation. Il est percu par eux comme une réalité
imminente.

Par contre, pour certains soufi, I'épisode dAbraham
nécessite une déchiffrage ésotérique afin d’'aller au-dela de la
lettre Pour Ibn Arabi dans son livre « Fougous al Hikam »,
l'interprétation est un processus spirituel créatif qui recourt a la
cosmologie et qui suppose constamment un sens ésotérique
sous le sens patent . En effet pour ce mystique, le savoir vrai
descend de Umm el Kitab (la mére du livre) I'archétype du
coran, puis dans les tables gardées, puis dans le mondes des
idéaux et enfin dans la réalité que nous connaissons .

Le réve d’Abraham, comme le réve de Joseph appelle une
interprétation complexe qui est capable de révéler son sens
caché.

Dans cette perspective, la longue tradition soufie considére
que le grand sacrifice est le sacrifice de Soi. Le Soi étant le
«nafs» qui est la psyché, laquelle est la part animale et
mortelle de I'dme dont la représentation est 'agneau paisible du
sacrifice, puisque c’est ainsi que le gnostique se laisse mener a
I'extinction dans le divin.

C'est donc son moi que Dieu demande a Abraham
d'immoler. |l faut remarquer que I'enfant est le symbole de
'ame (le fils est le Secret de son pére dit un adage arabe).
Abraham doit purifier son ame, cette ame prophétique élevée,
certes, mais encore capable d’amour pour un autre que Dieu.

L’APPROCHE PSYCHANALYTIQUE :

Nous remarquons que le mythe d’Abraham est toujours
vivant. Sa persistance n’est en aucune maniére une survivance
folklorique. Ce mythe fonctionne et continue d’accomplir son
travail : sa tache est de produire des étres culturels que sont les
humains.

Freud pensait qu’il ne fallait pas considérer les doctrines
religieuses comme des fictions. Il serait plus judicieux de se
demander en quoi consiste la force interne de ces
doctrines, a quelles circonstances elles doivent leur efficacité
qui ne dépend pas de leur reconnaissance par la raison et de
propose une explication de cette force interne a travers
'appareil conceptuel freudien c'est-a-dire a travers la
problématique du désir et de l'effectivité des formations
imaginaires.

Certains peuvent s’étonner que Dieu qui demande a I’homme
de ne point tuer semble exiger un meurtre. Ce Dieu qui a
promis une postérité innombrable a Abraham condamne sa
femme Sarah a la stérilité dans un premier temps, puis aprés
avoir autorisé la conception d’lsaak exige un infanticide !

L’interprétation qui a dominé la tradition allait dans le sens
de la soumission. Il faut obéir aveuglément pour ne pas
déplaire a ce Dieu. Dans le sens du dolorisme aussi: pour
rentrer dans les graces divines, il faut accepter ce qui fait le
plus souffrir : la perte d’un enfant.
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Nous pouvons comprendre que certaines personnes se
sont détournées de la Religion aprés avoir recu une telle
image en guise de représentation divine. Pourtant ce passage
des textes sacrés semble dire autre chose. Certes ils parlent
d’épreuve, Dieu mit a I'épreuve Abraham. Mais I'épreuve est
inhérente a la vie. Elle est ce qui conduit chacun de nous a
développer son humanité. L’injonction divine ne vise le
maintien de I'homme dans un état de petitesse et
d’assujettissement par rapport a la toute puissance divine. Il
veut au contraire favoriser le déploiement de I'étre et la
libération de son énergie vitale.

Abram pére des trois religions monothéistes, fut renommé
Abraham au moment de sa premiere alliance avec Dieu.
Téhar, son pére engendra Abram, Nahor et Haran qui mourut
dans son pays natal.

Tehar prit son fils Abram, son petit fils Lot, fils d’Haran, et
sa bru Sarai, femme d’Abraham mais aussi fille de Tehar, et
les fit sortir de la ville d’'Ur pour aller au pays de Canaan.
Abram subit cet exil douloureusement, car il dit « Dieu m’a fait
errer loin de ma famille ». (Gn20.13)

Abraham est un homme qui souffre. Il subit le déracinement
imposé par son pére Tehar. Il est marié a sa demi-sceur. Sa
femme est stérile, a 85 ans il n'avait toujours pas engendré
d’enfants.

Sensible a la souffrance D’Abram, Sarai proposa a celui-cCi
d’épouser sa servante égyptienne Hagar.

Dés la conception (rapide) d’lsmail, fruit de sa liaison avec
Hagar (qui est une concubine et qui n'est pas la femme
choisie par son pére Terah). Abraham peut croire enfin a sa
destinée. Il peut présumer qu’il deviendrait le pére d'une
multitude de nations et un patriarche digne de ce nom. Afin de
stigmatiser cette nouvelle position ainsi que sa paternité, il
prend le nom d’Abraham. Il marque une distance avec son
nom d’origine choisi par son peére. ‘Abram deviendra
Abraham, en gagnant la lettre h.

Ceci n'est pas sans conséquence sur son autonomie
psychique vis-a-vis de son pére. Abraham se sépara
symboliquement de son pére afin d’accéder a la maturité
psychique et ainsi pouvoir devenir pére a son tour.

Quant a Sarai, elle a dut subir elle aussi une modification
de son nom de Sarai, dont la traduction est par ma
princesse, qui se transforme en Sarah ou Sara dont la
traduction est princesse. Le changement du nom, intervenant
peu avant I'annonce a Sarai d’un fils, est aussi un signe
révélateur d’'un changement dans la personnalité de Sara.
Marie Balmary, dans son livre «le Sacrifice Interdit »,
interpréte la perte du possessif en y voyant une maniére pour
Sarah de se libérer de la possession par son pére qui I'a
nommée, ainsi que de son mari qui en a pris 'usage. Le
passage « du possessif au génétif » lui aurait ouvert le chemin
de l'appropriation d’elle-méme.

Les textes sacrés nous informent que Sara est guérie de sa
stérilité apres la naissance d’lsmail.

Il faut mentionner que Hagar, fiere de sa maternité, a
provoqué sa maitresse Sarah en stigmatisant sa stérilité.

Dans la culture arabo-musulmane un dicton ancien énonce
que « c’est grace a la jalousie féminine que les femmes
enfantent. » Sara avait besoin d’une autre femme pour étre
féconde et devenir mere. La recherche de Michéle Montrelay
a contribué a éclairer la question de la jalousie féminine. Pour
cet auteur, au moment ou la femme cherche a se reconstruire,
cette reconstruction passe par le regard, a partir du corps
d’une autre femme qui porte la lumiére du désir de 'homme.
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C’est le corps d’'une femme qui est la lumiére — la jalousie est
dite d’ailleurs « aveuglante » - Cela nous raméne a une période
tout a fait archaique qui se rapporte au relations primordiales
avec le corps de la mére. Ce qu’il faut a la femme c’est la
possibilit¢ de donner forme a cette lumiére, qui est maintenant
sur l'autre, pour faire le corps maternel.

Car a ce moment, elle n’est plus qu’un corps, elle n’a plus de
mots pour dire sa jalousie, mais il y a le corps de la rivale, de
'autre femme, qui est comme premier pas par lequel il te faut
passer pour se reconstruire elle. Cette espéce de clarté
aveuglante qui n’est plus rien qui est le vide de la jalousie, elle
lui redonne contour du corps de cette femme. Mais cela
implique que la femme a eu avec le corps de sa meére des
relations constructives. Que son expérience de la jalousie faites
avec sa mére aient été fragmentaires et non totalement
dévastatrices.

Le recours a Hagar est un fait structurant dans I'histoire
familiale d’Abraham. |l a permis a Sarah de liquider ses
complexes avec sa propre mére, a travers la figure de l'autre
femme Hagar, ce qui permet a Sarah d’accéder a la maturité
psychique et d’enfanter Ismail sans culpabilité.

Dans cette optique théorique le récit d’Abraham est un
apprentissage de la parentalité c'est-a-dire de la fonction
parentale. Le terme parentalité est un concept récent (René
Clement 1985) qui avait été précédé des termes de
parentification Serge Stolero, 1983) maternalité (Racamier,
1961) et de paternalité qui recouvraient les mutations
psychiques générées par l'arrivée d’'un enfant. Winnicott et
Serge Lebovici avaient décrit les élaborations psychiques que
les parents doivent subir afin de faire place a l'arrivée d’'un
enfant. Daniel Rousseau définit la parentalit¢ comme
'ensemble des dispositions psychiques des parents a
accompagner au mieux leurs enfants avec évidement de fortes
références aux modes d’étre d’'une époque et d’une culture.

Bien entendu, pour cet auteur, la parentalité dépasse la
simple fonction éducative.

En outre, la naissance impossible d’lsaac est aussi
symbolique. En effet, lorsque Abraham est convaincu qu'il
n'aura pas d’enfant légitime puisqu'’il est alors agé de 99 ans et
sa femme de 89 ans, Dieu lui apparait une nouvelle alliance et
lui donner un fils Isaac.

La miraculeuse conception d’'lsaak est mise en scéne en tant
que telle par le texte biblique ol nous pouvons lire : « Abraham
tomba la face contre la terre et se mit a rire, car il se disait en
lui-méme : Un fils naitra-t-il a un homme de cent ans, et
Sarah, qui a quatre vint dix, va-t-elle enfanter ? »

Ce «miracle» nous montre qu'un enfant n'est pas
uniquement une donnée biologique. Il n’est pas le résultat d’'une
union entre un gaméte male et un gaméte femelle. Ce schéma
purement biologique nous voile un fonctionnement psychique et
culturel fondamental. Pour Tobie Nathan, tout enfant humain
est fabriqué au confluent d’'une union biologique et d'une
alliance symbolique et culturelle, renouvelée a chaque
génération. Croisement d’humain et de divinités, tout enfant
humain est donc nécessairement un métis. Car c’est avant tout
un étre de culture.

Nous retrouvons dans ce cheminement théorique la notion
anthropologique de « dette » qui est omniprésente dans les
récits bibliques et coraniques.

La scene du sacrifice dlsaac ou dIsmail selon les
commentateurs, met en situation des conflits psychiques
fondamentaux.
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Freud pose dans « I'avenir d’une illusion » que les tabous
fondamentaux qui fondent la culture sont le tabou du meurtre,
le tabou de l'inceste et le tabou du cannibalisme. Il écrit a ce
sujet : « Avec les interdits qui instaurent les privations, la
culture a inauguré le détachement avec l’état originaire
d’animalité. A notre surprise, nous avons trouvé que ces
privations continuent d’étre a I’ceuvre, continuent de former
le noyau de I’hostilité a la culture. Les souhaits pulsionnels
qui en pdtissent renaissent avec chaque enfant. De ftels
souhaits pulsionnels sont ceux de I’inceste, du cannibalisme
et du plaisir-désir de meurtre. »

Les relations parents-enfants sont évidemment régit par les
mémes tabous que nous pouvons convertir en tabou de
dévoration, en tabou d’infanticide et en tabou de linceste
parent-enfant.

Néanmoins, au cours des observations cliniques et leurs
études sur terrain, psychanalystes et anthropologues
déduisent que ces tabous fondateurs de la culture trouvent
toujours des difficultés a étre Transposé a la vie intime des
familles.

Abraham incarne dans la culture judéo-chrétienne et aussi
islamique celui qui a introjecté le tabou de l'infanticide et des
sacrifices humains dont les enfants sont le plus souvent
victimes.

En effet, si dans I'histoire et la mythologie le meurtre du
pére est bien connu, celui du fils est plus ou moins occulté. Et
pourtant, il en est le pendant. A la base se trouve le désir en
chacun d’opérer un déni de la mort et de se placer dans une
illusion d'immortalité faite d’'intemporel.

La survenue d'un fils peut développer des angoisses
particulieres de nature inconscientes. Dans [I'enjeu
inconscient, seul le fils peut menacer le pouvoir du pére.

A travers l'histoire, il y a des récits de meurtre du fils par le
pére, on les retrouve dans toutes les cultures et dans toutes
les religions.

La bible évoque d’autre récit de sacrifice d’enfant: Dans
Jérémie XXXII, 35 est évoquée la pratique des péres vis-a-vis
du dieu Moloch, « ils ont construit les hauts lieu de baal
dans la vallée de Ben Hinnom (le Ge-Henne) pour faire
passer par le feu leurs filles et leurs fils en I’honneur de
Moloch. »

Juges Xl la fille de Jephté : « Jephté fit un veeu a Yahve :
si tu livre entre mes mains les Ammonites, celui qui sortira
de ma maison pour venir a ma rencontre, je te loffrirai en
holocauste » Jephté gagne la bataille et avec 'accord de sa
fille, son enfant unique, finit par « accomplir sur elle le voeu
qu’il avait prononcé ».

Le Coran mentionne quant a lui l'infanticides des enfants.
En effet, dans I'Arabie préislamique, certaines tribus arabes
pratiquaient l'infanticide des fillettes sur la simple présomption
que ces filles pouvaient tomber prisonniéres lors des guerres
inter -tribales et causer ainsi la honte et le déshonneur a leurs
clan. Le Coran a d’ailleurs bien décrit cette attitude misogyne
dans la sourate | Abeille, versets 58 et 59 : « Que I' on
annonce a l' un d' eux la naissance d 'une fille dans son
foyer, son visage se rembrunit aussitot : peu s’en faut qu’il
n 'éclate de rage ! Il n 'ose plus se montrer aux gens affligé
qu il est par cette annonce. Devra-t- il ravalant sa honte,
garder la nouveau née ou D’ensevelir sous terre ? Quels
pietre jugement que le leurs» Les versets coraniques
mettant fin a cette pratique furent révélés sous la forme de
décrets solennels condamnant rigoureusement ces
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assassinats et instituant le droit a la vie comme un droit
inviolable. Et nous pouvons lire a la sourate
L’Obscurcissement (EI Ghachia) les versets suivant:
« Lorsque a la fillette enterrée vivante il sera demandée, pour
quel forfait elle a été tuée. »

En I'an 621, a la Mecque, le prophéte Mohamed préte un
serment avec les femmes. Dans ce serment l'islam confirme
l'interdit coranique de linfanticide. « Nous jurons Que nous ne
volerons pas ... Que nous ne forniquerons pas ... Que nous ne
tuerons jamais nos enfants. »

La mise en relief de cette interdiction révele la force des
pulsions mortiferes des peres qui disposaient d’'un droit de vie
et de mort sur leurs enfants. Ces pulsions infanticides sont la
manifestation de la dramatique oedipienne.

Donc [lintention premiére du récit dAbraham vise
l'interdiction de sacrifier son enfant a la divinité, car c’était l1a un
rite paiens et idolatres. Or le Dieu monothéiste, ne désire pas
qu’on lui sacrifie les enfants. Les textes sacrés, bibliques et
coraniques insistent tous sur la limitation du pouvoir du pére
qui, en ces temps la, était absolu et allait jusqu’a la mise a mort
de I'enfant. Les textes sacrés inculquent que méme pour Dieu,
le pere n'a pas le droit d’attenter a la vie de son enfant. « Vos
enfants ne sont pas vos enfants » écrivait splendidement le
poéte chrétien et arabe Gabran Khalil Gabran « Vos enfants
sont les enfants de la Vie » c’est dire qu'’ils sont les enfants de
Dieu et de L’Amour fécond.

En outre, certaines interprétations montrent que I'épreuve
d’Abraham ne pouvait consister, comme on le pense souvent,
dans le sacrifice de son fils par soumission a Dieu. Dans un tel
cas de figure, il serait plus logique d’exiger la vie d’Abraham
comme preuve d’amour et de soumission a la volonté divine !
En réalit¢ Dieu ne demande pas d «immoler », ni de
« sacrifier » I'enfant — comme le comprend Abraham. D'ailleurs
dans le Coran, il est bien spécifié€ qu’Abraham interpréte un
réve ou il croit déchiffrer I'ordre divin de sacrifier son fils.

La littérature soufie démontre qu’il a mal expliqué le songe.
Ilbn Arabi a dompté toute la question de linterprétation du
réve ; il pense que tout d’abord que I'enfant est I'essence de
son générateur. Par conséquent lorsque Abraham vit dans un
songe qu’il immolait son fils, il se vit en fait se sacrifier lui-
méme. Et quand il racheta son fils par 'immolation d’un bélier, il
vit la réalité, qui s’est manifestée sous la forme humaine, sous
I'aspect du bélier. C’est donc ainsi que I'essence du générateur
se manifesta sous la forme de I'enfant, ou plus exactement
sous le rapport de I'enfant.

Dans la méme perspective, Rachi, céleébre commentateur de
la Torah, met en relief la signification littérale du verbe en
hébreu et fait cette remarque : « Dieu n’a pas dit a Abraham :
« égorge le ! », Car Dieu ne désirait pas I'immolation d’'Isaac,
mais « le faire monter a la montagne ». Quand Abraham fait
monter son fils, Dieu lui dit fais le descendre.

Ainsi le sens général du récit s’éclaire : la matérialité du
sacrifice n’est pas requise. Dieu n’est pas un dieu tyrannique et
meurtrier mais le Dieu qui sauve. Pour la psychanalyste Marie
Balmary, l'histoire est celle d'un pére qui accepte de voir
symboliquement mourir le petit enfant imaginaire qu'il portait en
lui, de se délier des liens affectifs trop fort, et de I'offrir a Dieu,
artisan de toute liberté.

La ligature d’lsaac- titre donné par la tradition juive a ce récit
- revoie a celle qui reliait excessivement le fils a son pére.

Le couteau est appelé a trancher le lien de dépendance,
I'union étouffante entre Abraham et son fils, a rendre le fils plus
libre et, par la méme, a faire évoluer le pére pour qu’il
devienne entiérement pére.

Grace a cette épreuve, Abraham se montre capable de
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dépasser ses angoisses, d'oublier ses besoins affectifs trop
dévorants et d’accepter 'autonomie d’'lsaac.

Le message pédagogique qui se dégage des textes sacré

est le suivant: Nos enfants ne sont pas nos objets, nos
choses, nos biens : il nous faut sacrifier cette jouissance qui
nous viendrait de leur possession, pour qu’il se réalisent
comme sujet de la parole, du langage et du symbolisme. Pour
qu'il puisse s’élever et monter les montagnes.

*I| existe une autre séquence du récit islamique du sacrifice qui
concerne la généalogie du Prophete Mohamed. L'historiographie
traditionnelle rapporte qu'a I'époque préislamique, le grand pére
du prophéte recu l'ordre de déterrer un trésor enfoui. Il réussit a
creuser un puit et fit le voeu de sacrifier un de ses enfants. Son
choix se porta sur le derniers Abdallah son préféré. Au moment
ou il menait le fils élu vers le lieu du sacrifice pour I'immoler, des
membres de la tribu s'interposérent. Devant I'hostilité générale, il
racheta son fils et offrit en expiation un sacrifice animal. Les
scrupules du grand pére furent si grands qu'il opta pour un mode
de fixation du prix du rachat fondé sur le hasard. Il dut payer,
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par conséquent, une rangon trés élevée de cents chameaux qui
furent offerts en sacrifice.
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Predicring Violence and Recidivisw among Forensic/Correctional Population

DR. WAGDY LOZA*, PSYCHIATRY & PsYycHOLOGY — CANADA

E.maiL : Wml@post.queensu.ca

Discussed in this paper are issues related to the clinical prediction of violent behavior and recidivism (returning back to
prison or psychiatric institution after being released) among forensic populations. First a brief review of some issues
related to making predictions. This is followed by a review of problems affecting accurate clinical predictions then a
review of the variables associated with these predictions. In conclusion some suggestions are provided regarding ways to

increase the accuracy of these predictions.

Introduction

Forensic psychiatry and psychology are subspecialties
which, includes many areas where mental health and the
Criminal Justice System (CJS) coincide.  Organizations
incorporated in the CJS is the correctional system and to
some extent forensic wards in psychiatric hospitals. In most of
the advanced correctional systems, forensic psychiatrists and
psychologists carry out many important tasks. This includes
(a) assessments aimed at predicting potential violence in the
institutions and community after release, mental status
examination, assessment regarding issue of self-harm, and
other specialized assessments such as neuro-psychological
evaluations, assessments of risk of sex offenders, and of
substance abusers, (b) treatment via psychotropic medication
(restricted to psychiatrists), development and implementation
of treatment programs such as treatment to deal with
offenders with anger, attitude problems, deficits with their
cognition and attributions, sex offenders and substance
abusers, (c) Providing critical Incident Stress Management
intervention for staff when needed, (d) Consultation with
management of the institution regarding issues with
psychological implications such as management of crises,
hostage taking incidents, riots, threats of self-harm, Mediation
and conflict resolution, (e) staff training regarding issues with
psychological implications (e.g., identifying offenders who are
potentially at risk for harm to others or themselves), (f) training
and supervision of graduate students, (g) conducting and
participating in research projects.

Presentation in this paper will be restricted to issues related
to the clinical prediction of violent behavior and recidivism
(returning back to prison or psychiatric institution after being
released). First a brief review of some issues related to
making predictions. This will be followed by the problems
affecting accurate predictions and a review of the variables
associated with making these predictions. In conclusion some
suggestions to help clinicians make accurate predictions will
be provided.

Predicting violence and offenders recidivism is a
contribution that forensic clinicians can make to prevent further
criminal acts. However, this practice has not been without
controversy. The supporters of the use of predictions argue
that the benefits to society outweigh the costs to the individual
and that predictions could prevent a great number of violent
acts. The advocates against its use argue that a) there is no
evidence that clinicians can reliably and accurately predict
violent/ criminal behavior. b) Prediction violates civil liberties
because prediction may result in more individuals being
punished, not for crimes they have committed, but for crimes
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they might commit. ¢) Prediction destroys the helping role of
mental health professionals as their role should be to help their
clients, not to act as an agent for social control. d) It is not
ethically appropriate to predict violent behavior, given the
doubts casted on this practice.

Most of the criticisms against prediction were made when
clinical judgment alone was the method commonly used for
making these predictions. The last three decades, however,
witnessed many improvements in the ability to predict. These
improvements are largely credited to the use of the actuarial
and other psychological measures which have been
demonstrated to improve the predictive accuracy of general
recidivism and violent offenders. It is estimated that the
predictive accuracy has been improved from 60% to 80% by
using actuarial tools when predicting general recidivism, and as
high as 53% when predicting violent recidivism. This is an
improvement when compared to a success rate of less than
40% when using clinical judgment alone. In addition to
improving the accuracy of predictions, the actuarial tools
provide several advantages such as objectivity, uniformity, and
consistency. They reduce the opportunity for litigation and make
the decision process more clear to all involved. They also avoid
most of the problems associated with the use of clinical
judgment alone, such as assessor biases and limitations and
the illusory correlates (appropriate but false correlations
between a variable and outcome).

The success of actuarial measures has several researchers
urging for the use of actuarials in the prediction process. Others
advocate for complete reliance on the actuarial measure for risk
assessments, on the basis that actuarial measures "are too
good and clinical judgment too poor to risk contaminating the
former with the latter". It is now broadly accepted that actuarial
measures constitute the most accurate approach to predicting
general behavior.

1 - Problems affecting accurate clinical predictions

1.1 - Base rate problem

A behavior that occurs rarely is one that has a low base rate.
It is difficult to predict behaviors that have a low base rate.
Ideally the predictor wishes to maximize his/her true predictions
(i.e., true positives and true negatives), and minimize his false
predictions (i.e., false positives and false negatives). A True
Positive prediction of violent behavior is a forecast that violent
behavior will occur which later materializes. A True Negative
prediction of violence is a prediction that violent behavior will
not occur which in fact does not. False predictions are incorrect
predictions and have undesirable consequences. A
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False Positive prediction (e.g., a prediction that violence will
occur which turns out to be false) may result in the
unnecessary detention of an innocent person. A False
Negative prediction (e.g., a prediction that violence will not
occur but it does occur) may result in releasing prematurely
someone, who will behave violently in the community. Since
violent behavior is committed rarely, it has a low base rate and
results in a high percentage of false predictions. This means
that even when clinicians follow good predictive procedures,
they will end up making many more false positives than true
positive predictions. Thus, erroneously recommending the
detention of many people.

1.2 - Lack of specificity in defining the criterion

There is lack of agreement among clinicians as to what
constitutes violent behavior and on the definition of violence or
dangerousness. Some scholars have reported existence of
more than 250 different definitions of aggression in the
literature. Clinicians have been complaining of the lack of an
objective legal definition regarding the precise nature, extent
or object of the violent act which leave them to operate in a
definitional abyss. Some have cited few examples in support
of this claim. A violent act has been defined to include only
injury to others; to include injury to others or the destruction of
property; and both physical and psychological injury. Violent
fantasies thoughts or threats have also been considered as
dangerous. Writing a bad cheque is seen as dangerous
behavior because it affects the economy. It has been pointed
out that, due to the lack of definition as to what the clinician is
supposed to predict, many personal biases affect his/her
prediction. Such lack of agreement causes confusion and
conflict among clinicians. This in turn results in arbitrariness
and unfairness in the prediction process and decision making
with regard to release.

1.3 - Lack of corrective feedback
Clinicians do not get a chance to empirically test the
accuracy of their predictions. There is no systematic follow up
in place to give predictors feedback about the results of their
predictions. This results in clinicians making the same mistake
daily and for many years, without improvement.

1.4 - Medical model.

The tendency to over predict violent behavior appears to be
related to the practice of prediction in medicine. Clinicians are
trained to avoid false negatives and suspect illness whenever
in doubt. These clinicians, when requested to make prediction
about an individual's violent behavior, take the cautious side
and predict that violence behavior will occur.

1.5 - Differential consequences: Predictor vs.
Predictee.

It has been suggested that clinicians who make cautious
predictions are making much safer recommendations than
those who recommend release for someone who later commit
violent acts. Similarly, it is suggested that while a prediction
that a person will not commit violent acts, which turns out to be
wrong may result in severe and prolonged legal, personal, and
professional repercussions on the predictor, no negative
consequences exist for making the safe prediction that the
individual is dangerous. A scholar summarized 17 legal cases
brought against clinicians for allegedly failing to follow the
"duty to warn" or " duty to protect" principle. The pressures of
legal repercussions do not come only from victims of the
violent acts, but also from the violent individuals themselves.
Another scholar reported a case of discharged mental patient
who committed murder, and later filled a law suit on the
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ground that the releasing authorities should have known better
than to release him. It is also reported that there is an
increasing emphasis on professional liability where the provider
"Knew, or should have known" of the individual tendency
towards violent behavior.

1.6 - lllusory Correlations
Individual prior expectations or beliefs bias clinicians and
subsequently their decisions. lllusory correlation occurs when
clinicians report observing a correlation between two events
which, in fact, are not correlated, or correlated to a lesser
degree, or in the direction opposite to that reported.

1.7 - Failing to incorporate environmental /
situational variables
One of the important problems in predicting violent behavior
is ignoring the influence of the environmental factors on the
behavior. This is in spite of research indicating the importance
of these factors in shaping the individual's behaviors. Failing to
consider environmental factors is due to the belief that behavior
stems from fixed, enduring traits, stable personality
characteristics of the individual suggested that the situational
factors and the interaction between them and the personality
characteristics be considered in the prediction process.

1.8 - Lack of adequate psychometrics or not using
proper psychometrics

Prior to the 1980s psychological measures specifically
designed to help in the prediction of violent prone individuals
were not widely known. This led clinicians to use measures that
were designed for other purposes; developed on other
populations or contained questions that were unreliable and
misleading (Hinton, 1983). The Minnesota Multiphasic
Personality Inventory (MMPI) is still the most widely used tool
by correctional psychologists. It is reported that 87% of
psychologists in the United States are using the MMPI,
although, none of the original clinical scales have been
specifically designed for use with offenders or the prediction of
violent behavior. Nevertheless, many clinicians still use some of
the original MMPI scales (i.e., the psychopathic deviate, Pd and
the Manic, Ma subscales), or other special subscales (i.e., the
Over Controlled Hostility, OH and the Megargee's MMPI
typologies) to distinguish between violent and nonviolent
individuals. These subscales, however, have not been found to
be reliable or valid for such use. In addition others found that
the MMPI was not useful in the prediction of recidivism. Use of
the MMPI (OH) scale. In fact, the use of the MMPI is not
supported by the contradictory findings of researchers who
reported that MMPI clinical scales have not proven to be
particularly good predictors of violent recidivism. The good
news however, is that new measures and actuarials have been
developed with demonstrated reliability and validity for making
predictions regarding violent behavior and recidivism such as
the Psychopathy Check List -Revised (PCL-R) and Level of
Service Inventory-Revised (LSI-R) and the Self Appraisal

Questionnaire (SAQ).

1.9- Lack of Psychological/ Psychiatric
classification
There is no psychological/psychiatric classification in
existence to classify violent prone individuals. Some have found
that most psychiatric decision making in regard to predictions
for violent behavior is impressionistic rather than quantitative.

1.10 - Representativeness in the Decision making
process
Although usually there are many factors to be considered

2004 s — b= el A iy Al il WlA £ tils


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

before reaching a proper decision, people use a limited
number of such factors in reaching their decisions. It has been
suggested that usually one factor predominates and has a
significant influence in the psychiatric decision process. For
instance, in the decision to classify "mentally disordered sex
offenders," some found that previous conviction of the person
for sexual offences was the only factor, which predominated
the psychiatric decision. Others have found that experienced
forensic psychiatrists relied primarily on the seriousness of the
index offense in the prediction of dangerousness of mentally
disordered offenders, and ignored valuable information such
as the results of psychological assessments. Two studies
demonstrated that factors other than the individual behavior
affected the predictors' decisions. In the first study, social
class and criminal history influenced evaluation of the
individual potential for violence. In the second study, social
power variables (e.g., 1Q level, marital status, race, education
level, urban rural, socioeconomic level, parental status, and
age) affected the prediction decisions.

1.11 - Imprecise Training

It seems that the maijority of clinicians who are usually
involved in the prediction of criminal or violent behavior are not
precisely trained for such a task. Psychological and psychiatric
training programs do not include the prediction of violent
behavior as a part of their routine training. It has been reported
that many psychologists have received little training in forensic
psychology. It has been reported that experienced forensic
psychiatrists disagree among themselves on the prediction of
violent behavior of offenders. Furthermore it was found that
psychiatrists were no different than the teachers who were
used in this study as lay persons, in predicting violent
behavior. Psychologists also disagree among themselves.
Recently it was reported that 1% of correctional psychologists
in the United States (federal & state) have received formal
training in forensic psychology.

1.12- The assessor limitations

The assessor's own beliefs, feelings, and biases influence
the outcome of his predictions. Some assessors have negative
feelings towards the individual they are assessing (i.e.,
negative counter transference). For instance, some dislike
dealing with a particular class of offenders, such as sexual
offenders. On the other hand, some assessors have positive
counter transeference and are more tolerant to the offenders
past than others. Also, assessors differ in their beliefs as to
the treatability of violent offenders, which subsequently
influences judgment and recommendations.

1.13- Time

It has been argued that time is not an all or none
phenomenon. He sees time as an important factor involved in
the prediction process. He suggested that some predictions
get better with time, such as predicting that everybody "in this
room will be dead in a 100 years time." He also suggested that
metreologists can predict that it will rain next year. Clearly,
such a prediction is not helpful, as the predictor should specify
how much it would rain, when and where. It has been
suggested that short-term predictions are more accurate than
long term ones. Most of the recently developed actuarial
measures now specify the time limit for the accuracy of their
predictions.

2 - Clinical Variables Associated With Prediction of
Violence and Recidivism

2.1 - Age
Findings about existence of a relationship between age of
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onset and future violent acts have been reported by many
researchers. A positive relationship between age of onset and
total number of youth convictions has been reported. Youths
first convicted at the age of ten to twelve had an average of
7.17 convictions, while those convicted at the age from twenty
to twenty four had an average of 1.18 convictions. Furthermore,
he reported that there is relationship between the age of onset
and the length of the criminal career. Others reported that being
a juvenile offender increases the individual's chances of
becoming an adult offender by three and one-half times. Also,
others suggested that number of arrests up to the age of 18
increased steadily after the age of onset. It has been found that
the older the offender at first offence, the lower the probability of
further criminal involvement. Another researcher reported that
rate of arrests for 18 years olds for further violent charges is six
times that of 30 years olds. It has been now accepted that the
younger individuals commit more violent behavior and are at
higher risk for re-offending.

2.2 - History of Criminal Involvement

Some researchers have reported that recidivism among
juveniles up to their eighteenth birthday was 54 percent after
the first arrest. This was increased to 56 percent and 72 percent
after the second and third arrest respectively. It is also reported
that a prior arrest of four times indicates an 80 percent chance
of another arrest and 10 prior arrests lead to a 90 percent
probability for the eleventh arrest. Also it was found that
"chronic" offenders had 6 or more convictions prior to reaching
the age of 25.

2.3 - History of Serious Violence

It has been reported that the probability of assaultivness
increase with each act of violence and that there is a positive
relationship between seriousness of the first conviction and
number of subsequent convictions. After a reviewed studies on
juveniles and concluded that a relatively serious first offense
predicted later serious juvenile offending. It has been suggested
to include a history of serious violence as a predictor of the
most substantial acts of violence.

2.4 - Number of Earlier Convictions and Prior
release failures
A positive relationship between number of convictions at

ages from 10 to 17 and number of convictions at the age of 17
to 24 was demonstrated. Similarly, it was demonstrated that
future rate of offending was best predicted by the number of
past crimes and a link between the number of previous prison
terms served and recidivism. Prior release failures have been
included in most tools designed for the prediction of violent and
non-violent recidivism.

2.5 - History of Childhood Behavioral Problems.

Research has indicated that conduct problems during
childhood are among the best predictors of later offending and
the development of a criminal career. It has been suggested
that enuresis, pyromania, and cruelty to animals were good
predictors of future violent behavior. Researchers found that a
history of childhood problems such as hyperactivity, enuresis,
temper tantrums, fighting, school problems, and an inability to
get along with others significantly differentiates chronic
aggressive from non-aggressive adults. Others found that
aggression at age 8 is the best predictor of aggression at the
age of 19. Others reported that 36 percent of the incidences of
later violence could be accounted for by childhood predictive
factors. These factors are: lack of parental supervision, lack of
self-confidence of their mothers and being exposed to parental
conflicts and or aggression.
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2.6 - Socialization Problems

There are several studies that found that factors relating to
child rearing methods such as family management techniques,
harsh or erratic parental discipline, cruel, passive, or
neglecting parental attitude; and poor supervision were related
to later juvenile convictions. Some have reported that negative
parent-child relationships, familial criminality, parental iliness,
and separation from parents increase the likelihood of juvenile
delinquency and adult criminality. Furthermore, they
suggested that family factors, such as family, marriage,
children and holding other social bonds within the community
mitigate criminal behavior by providing people with a social
investment in conformity. It was also reported that parents' and
siblings' antisocial behavior, broken homes, low family income,
unsatisfactory housing were other indicators of children later
offending. Peer pressure also has been reported to be a
predictor of offending. It has been found that pro-criminal
association in the community was one of four factors that
significantly differentiated between the failure or success of
conditionally released offenders. Similarly, associates and
social interaction have been suggested as is powerful
predictors of recidivism. A high unemployment rate has also
been considered as a predictor for criminal acts

2.7 - Educational Achievement and Intelligence

Poor educational achievement and low intelligence have
been suggested as predictors of offending and violent
behavior. Many research findings have been cited in support
of this hypothesis. Similarly, several studies have
demonstrated a correlation between low 1Q and or school
maladjustment and delinquency. Also, it is reported that
offenders with low average- IQ and a low level of academic
achievement are at high risk for re-offending.

2.8 - History of Substance Abuse

The relationship between substance abuse and crime,
violence, and recidivism has been convincingly demonstrated.
Alcohol has been implicated in as many as 64 percent of
cases of homicide in general; in approximately 35 percent of
murders in Canada; in between 34 percent to 72 percent of
rape cases; in 52 percent of violent incidents in Canada. The
relationship between the use of illegal drugs such as lysergic
acid (LSD), amphetamines, cocaine, and Phencyclidine (CP,
angle dust) and violent behavior and crime is also well
documented. It is reported that approximately 70% of
incarcerated American and Canadian offenders have
substance abuse problems.

2.9 - Mental lliness

Many studies investigated the link between mental illness
and violent behavior and the results are mixed. While some
studies reported a relationship between violent behavior and
mental illness, other studies did not find that such relationship
exists. For example, evidence for a link between mental illness
and violence has been reported. Several studies reported a
relationship between mental illness and aggressiveness in
epileptics, temporal lobe epilepsy psychotic disturbances, in
particular paranoid psychoses, and violent behavior and a
relationship between affective disturbances and violent
behavior. Some researchers found that paranoid
schizophrenics are more violent than non-paranoid patients
are and that schizophrenics as a group tend to be more violent
than other patients. Patients with personality disorders and
organic brain syndrome follow this group. Others reported that
acute psychotic symptoms have greater predictive validity for
violent acts than lifetime diagnoses of schizophrenia. Other
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researchers reported that mental illness alone is not a reliable
predictor of violent behavior. However, researchers found that a
record of past violence is the best predictor of future violence
among psychiatric patients similar to that reported about
prediction of violent acts for the non-psychiatric criminal
population. Others reported that mental illness results in only a
slightly elevated risk for violence. Another researcher note that
thought disordered patients were less violent than other
patients. Similarly, a researcher did not find a relationship
between thought disorder and violence. In the same vein,
several studies have found that the rates of violence to be lower
among patients with schizophrenia than among patients with
diagnosis of other personality disorder. A recent meta-analysis
indicated that mental illness was negatively related to the
prediction of violence among offenders.

2.10 - Personality Attributes

Several researchers have reported a relationship between
some personality attributes and violent behavior. Some
suggested a relationship between an over-controlled character
and extreme violent behavior. Others suggested the following
characteristics as a framework for clinicians to consider when
predicting violent behavior: " reputation defending”, "norm
enforcing”, "self-image compensating," "self-defending,"
"bullying," "exploitation," "self-indulging," and catharting. Other
researchers proposed a link between violent behavior and a
number of personality traits. Examples of these traits are:
incapacity to feel sympathy, inability to learn from experience,
narcissistic traits, paranoid traits, borderline traits, inner rage,
over-controlled aggression, external locus of control, and
hypertrophied sense of injustice. Others reported that the
violent person, who perceives the world as agitating, stressful,
or threatening, would justify his violent behavior. Similarly,
others suggested that offenders who are temperamental,
energetic, adventurer, pleasure seeking, compulsive,
egocentric, and who lack problem-solving skills are at high risk
of re-offending. Other group of researchers reported that
psychopaths are generally convicted for more violent and
aggressive crimes such as kidnapping, rape and sexual killing
than other criminals. It was also found that the group of
offenders with the lowest probability of remaining out of prison
for at least one year after release are those classified as
psychopaths.

2.11 - Attitudes
Antisocial attitudes, beliefs, behaviors, and feelings are
considered central to the major theories of criminality and
prediction of recidivism. It was found that the best individual
predictors of recidivism were attitudes, values, and behaviors
that support a criminal lifestyle. Likewise, some researchers
considered antisocial attitudes towards all forms of authority
and conventional pursuit (e.g., education, work, and stable pro-
social relationships) to be one of the “big four” risk factors for
criminal conduct. Furthermore, it was suggested that anti-social
attitudes and values are the first two factors of the dynamic

predictors for recidivism.

2.12 - Emotional variables and coping styles

Some researchers have reported a link between emotional
variables and recidivism. They have identified a host of negative
emotions, such as hopelessness, depression, anger, frustration,
anxiety, and loneliness as anticedents to recidivism. It has been
recommended that a person predicting recidivism should pay
attention to people who express concern about losing control
over violent urges and those who express process.
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fear of causing harm to others. For example, it is reported that
75 percent of males involved in fatally battering babies gave
unmistakable warning of their subsequent actions. It is
suggested for clinicians to collect information about the
offender stressors, coping mechanisms and styles, and the
precipitating events, which led others to be concerned about
the individual potential for violence. Also, several researchers
suggested that the situational factors and the interaction
between them and the personality attributes of the offender be
considered in the prediction process.

2.13 - Leisure time.
Aimless and unproductive use of leisure time has been
found to be link to predicting recidivism. Thus it is suggested
that clinician examine the individual recreational hangouts.

2.14 - Availability of Victims and weapons

It is suggested that examiners investigate the future
availability of means for committing future violence and the
availability of likely victims as a criterion to be investigated
when predicting criminal behavior and consider patterns of
victim selection and the available means to violence.
3. Suggestions to help clinicians make accurate
predictions.

3.1 - Forensic Clinicians must be fully knowledgeable and
attain a high level of competency prior to taking on the task of
predicting recidivism. As a minimum, clinicians must be fully
aware of the variables relating to prediction of recidivism and
also the variables that stand in the way of making accurate
predictions. Combined, these variables are valuable in helping
to make proper predictions. Also, clinicians must maintain
their level of competency because developments in this area
are changing rapidly. Workshops and journals such as Law
and Psychiatry, Law and Mental Health, Criminal Justice and
Behavior and Journal of Interpersonal Violence usually provide
updated information about developments in the area of
predictions.

3.2 - ltis better, in particular for beginners, to use some of
the already developed approaches, guidelines or processes in
their assessments.

3.3 - More attention should be given to the available
knowledge about the use of actuarial and other psychological
measures in the process of predicting violent behavior. Use of
a combination of the actuarial and clinical methods may be the
best solution until better methods are developed. Using such
methods would eliminate many of the obstacles currently
standing in the way of accurate clinical prediction, such as
subjectivity, in addition to achieving other advantages (i. e.,
achieving more accuracy in predictions and providing
uniformity, consistency and equity in the decision making
process).

3.4 - Clinicians must strive to provide accurate predictions
and keep a balance between the potential harm to a victim
and the rights of the offender and the benefits of society. An
inaccurate prediction may result in harm to a new victim or
unnecessary longer incarceration with its negative effects
(e.g., unnecessary loss of the offender’s freedom, increase the
costs on taxpayers, and aggravate the problems of prison over
crowding).

3.5 - Clinicians must obtain the offender’'s informed
consent prior to the commencement of an assessment.
Similarly, prior to releasing the report clinicians must share
their findings with the offenders. Seek his input and possibly
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correct any mistakes. By following these steps, clinicians avoid
unnecessary inconvenience for the offender, others and him/her
self.

3.6 - Clinicians are advised to collect as much information
as possible before making predictions. Using different methods
of collecting the necessary data, such as conducting free and
semi-structure interviews, helps the clinician to reach a better
prediction. Poor evaluation is sometimes the result of not
getting enough information, such as not obtaining police
reports, official record of criminal history, information about his
current offense, and previous forensic reports. It is further
suggested that the clinician examine the detailed description of
every crime and not to rely on the legal name of the offense.
This is because in the plea bargaining process several charges
may be reduced to a smaller number and less serious charges.
Also because legal names can be confusing (i. e., assault can
mean anything from involvement in a bar room fight to sadistic
torture of a victim). Equally important is to examine the
situational variables that the offender will face upon release and
triggers, stressors, events such as mood state and substance
abuse which may lead to criminality in a particular offender (i.e.,
circumstance under which risk increases for a particular
offender). Investigating the offender's future plans
(eagerness/arranged for found employment, school) and the
available support system on release (wife, parents, work)
usually provide an idea about the offender's motivation and
seriousness to refrain from further criminal activities.

3.7- Clinicians are advised to consider using multiple
predictors when assessing recidivism. It has been
demonstrated that predictability improves when one uses a
variety of predictors. Similarly, it is reported that using
composite measures of risk, which sample several predictor
domains, produce higher correlations with recidivism than other
scales or measures including antisocial personality scales. Also,
it is reported that the assessment of characteristics across
multiple domains in populations with a high-risk for violence,
has produced more accurate, and therefore, more useful
predictions. Some researchers have reported that composite
actuarial measures of risk outperform individual static and
dynamic predictors, and therefore, should be used in offenders’
assessments.

3.8 - It is important to consider both static and dynamic
variables. Prediction of recidivism should be based on a) static
variables (historical factors which are not generally susceptible
to change over time such as age at first offence, gender, race,
prior criminal history, and historical family factors such as
parental and family criminality, family rearing practices &
structured dynamic variables which are also known as
criminogenic needs and as those variables that are susceptible
to change. Examples of these dynamic variables are antisocial
cognition, values & behaviors, social achievement (employment
/education), marital status, family support, criminal associates,
substance abuse, personal/emotional, inadequate use of leisure
time. Several researchers have reported on the relationship
between dynamic variables and recidivism. Although research
results have generally favored static over dynamic risk factors in
making accurate predictions; sudden increase of the dynamic
variables are highly predictive of failure on release.
Furthermore, some have suggested that dynamic factors have
as much predictive accuracy as static risk factors. The
consensus is that both static and dynamic variables should be
considered for the prediction of recidivism. Changes in the
dynamic factors can come about by factors such as treatment
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and maturity. It is these dynamic factors that are targeted for
interventions and treatment.

3.9 - It is important to consider the base rate
issue.Understanding base rate is essential for specific groups
of offenders. It has been suggested that accurate prediction is
possible if: a) one is able to obtain accurate base-rate of
violent or sexual re-offence in a particular subgroup of
offenders, b) the base rate of violent or sexual re-offending is
approximately 25 to 75 percent for that subgroup; c) one is
able to identify specific predictor variables that are positively or
negatively related to violent or sexual re-offending for that
subgroup.

3.10 - Clinicians would do better if they report their finding
on a probability scheme and to refrain from using definitive
statements in their predictions, particularly those statements
that are not extensively substantiated by research findings.
Examples of these statements will be reported later in this
paper.
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Socitré Psychanalyrioue MAROCAINE (SPW)

Site Web : www.lienpsy.com

E.mail : khalid_elalji@hotmail.com

www.lienpsy.com : __,_:,_\\t%,

khalid_elalj@hotmail.com : i, <= —y

®  Premiére Annonce de Naissance

Nous avons le grand plaisir de vous informer de la
naissance de la Société Psychanalytique Marocaine (SPM).
Fondée le 7 décembre 2001 a Rabat, elle a fait réecemment
I'objet d’'une reconnaissance officielle.

Depuis plusieurs années, un groupe composé de
praticiens psychiatres et psychologues, se réunit pour réfléchir
a la question de la formation. Ce cheminement a abouti a la
création de la Société Psychanalytique Marocaine (SPM),
structure associative régie par le dahir n® 1-58-376 du 3
Joumada 1 1378 (15 novembre 1958).

Les membres fondateurs de la S.P.M. sont :

Jalil BENNANI, Leila CHERKAOUI, Abdeslam DACHMI,
Khalid EL ALJ, Mohamed JAMAI, Ahmed Farid MERINI,
Abdellah OUARDINI, Hachim TYAL.

Précédant cette fondation, des journées inaugurales pour
la formation se sont tenues du 18 au 20 octobre 2001. Ces
journées, intitulées Les nouvelles rencontres
psychanalytiques de Rabat, se sont déroulées dans le cadre
de I'Institut Frangais de Rabat grace au concours du Service
de Coopération et d’Action Culturelle de ’Ambassade de France.

Au cours de ces journées, la présence réguliere d’'une
assistance nombreuse et motivée, a montré l'intérét du public
pour cette discipline et la nécessité d’aller plus loin dans notre
engagement dans la formation, au-dela de la sensibilisation.
Le niveau de ces journées a été rehaussé par la participation
trés active de conférenciers de renom, qui ont tous soutenu ce
projet et émis le souhait de rester des partenaires et
conseillers. Suite a sa fondation, la SPM leur a réservé le role
de membres honoraires de la Société.

La Société Psychanalytique Marocaine se donne pour
buts et objectifs :

- d’assurer la formation des psychanalystes au Maroc

- de promouvoir et de développer la psychanalyse au

Maroc

- de veiller au respect de I'éthique dans le cadre de

cette formation.

Pour parvenir a ses objectifs, la SPM se propose de mettre
en place les moyens pour assurer :

- la psychanalyse personnelle

- la pratique de " contréle "

- la formation théorique

- I'habilitation a la pratique de la cure psychanalytique

par une commission composée de trois praticiens

confirmés.

Les praticiens qui seront amenés a dispenser une formation
seront soit des praticiens marocains, soit des praticiens
étrangers.

La SPM vise ainsi a faire bénéficier les futurs
psychanalystes de la formation la plus ouverte et la plus large
possible, tenant compte en cela des différents
développements qu’a connu la psychanalyse depuis sa
fondation par Freud.

La SPM veillera a :
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- mettre en place les documents de base réglementant
les différentes activités de la Société

- instituer des groupes de travail (cartels) composés de
quatre personnes au moins, en vue d’assurer un travail
régulier entre les membres de la Société

- organiser des séminaires, des conférences, des
colloques, des congrés nationaux et internationaux

- organiser la tenue de journées annuelles de la Société
et, si possible, semestrielles

- assurer la publication des travaux de ses membres qui
réunissent les conditions de publication

- promouvoir différentes actions culturelles au profit de
ses membres

- développer le champ de la recherche en psychanalyse
- encourager le travail sur les traductions frangaises,
anglaises ou espagnoles de textes psychanalytiques
allemands. Elle favorisera également toute initiative
susceptible d’aider a la traduction en arabe des textes
psychanalytiques

- assurer des contacts périodiques avec tous les
organismes ou associations ayant des activités similaires

- créer une bibliothéque et se doter d’'une banque de
données informatisées

- se doter d'un siege social

Condition d’affiliation a la SPM
Membres Adhérents:

- les praticiens de la santé mentale au Maroc

- les psychanalystes exergcant a I'étranger et inscrits

dans un processus de formation analytique et dont la

pratique fait I'objet d’'une reconnaissance, soit dans le
cadre d’une institution, soit par leurs travaux.

Pour étre Membre Adhérent, il faut présenter sa
candidature au Bureau de la Société, étre agréé par celui-ci,
avoir payé sa cotisation annuelle et se soumettre aux
décisions de la Société conformément aux dispositions
statutaires et réglementaires.

Seuls les membres adhérents sont habilités a voter dans
les différentes institutions de la SPM (Assemblée Générale
Ordinaire, Assemblée Générale Extraordinaire...)

Membres Associés :
- les personnes qui, par leurs préoccupations
professionnelles ou par leurs recherches personnelles sont
intéressées par la psychanalyse

- les étudiants en formation en psychiatrie, en
psychologie ou dans une autre branche de la santé

mentale.

Pour étre Membre Associé, il est nécessaire d’avoir le
parrainage de deux membres du Bureau. Les Membres
associés n'ont pas de voix élective. Les Membres Associés
doivent s’acquitter de leur cotisation annuelle.

Les Membres Bienfaiteurs
Les Membres Bienfaiteurs sont les personnes qui apportent
leur soutien moral, matériel ou technique a la Société. Pour
étre Membre Bienfaiteur, il faut étre agréé par le Bureau et
avoir réglé sa cotisation annuelle.

Les Membres Honoraires
Les Membres Honoraires sont les personnes qui se sont
distinguées par leurs travaux et qui soutiennent la Société. lls
seront choisis sur proposition du Bureau.
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Les Membres Correspondants
Les Membres Correspondants sont des personnes
chargées de diffuser les travaux de la Société et favoriser les
relations et les échanges avec d’autres associations au niveau
international. lls peuvent étre proposés par le Bureau ou
admis, suite a leur propre demande, aprés acceptation du Bureau

Le bureau de la SPM :
Le Bureau, élu pour trois ans par I'Assemblée Générale, est
le suivant :

- Jalil BENNANI : Président

- Abdeslam DACHMI : Vice-président

- Hachim TYAL : Secrétaire Général

- Ahmed Farid MERINI : Secrétaire Général Adjoint

- Mohamed JAMAI : Trésorier

- Abdellah OUARDINI : Trésorier Adjoint

- Khalid EL ALJ : Conseiller

Le Bureau de la SPM - Rabat, le 25 mars 2002

®  Statuts de la Societe Psychanalytique Marocaine

ARTICLE 1 : A Tinitiative des membres fondateurs réunis en
Assemblée Constitutive le 24 Novembre 2001 au 3, rue
Tamesna, quartier Longchamps a Casablanca il est créé une
Association dénommée Société Psychanalytique Marocaine
(S.P.M.) conformément aux dispositions du dahir n° 1-58-376
du 3 Joumada 1 1378 (15 novembre 1958), tel qu’il a été
modifié par le dahir portant loi n° 1-73-285 du 6 Rabi’ | 1393
(10 avril 1973) réglementant le droit d’association.

Les membres fondateurs sont les personnes suivantes :
Abdel Jalil BENNANI, Khalid EL ALJ, Abdeslam DACHMI,
Mohamed JAMAI, Ahmed Farid MERINI, Abdellah OUARDINI,
Mohamed Hachem TYAL.

Le siege de la SPM est situé a Rabat et domicilié a la Boite
Postale de I'Association. Il pourra étre transféré en tous lieux
dans la méme ville ou dans une autre ville par décision de
I’Assemblée Générale Ordinaire.

L. BUTS ET COMPOSITION DE LA SPM

ARTICLE 2 : Buts et objectifs
La SPM se donne pour buts :
- d’assurer la formation des psychanalystes au Maroc
- de promouvoir et de développer la psychanalyse au
Maroc
- de veiller au respect de I'éthique dans le cadre de
cette formation.

Pour parvenir a ses objectifs, la SPM se propose de mettre
en place les moyens pour assurer :

- la psychanalyse personnelle

- la pratique de " contréle "

- la formation théorique

- I'habilitation a la pratique de la cure psychanalytique
par une commission composée de trois praticiens
confirmés.

Les praticiens qui seront amenés a dispenser une formation
seront soit des praticiens marocains, soit des praticiens
étrangers.

La SPM vise ainsi a faire bénéficier les futurs
psychanalystes de la formation la plus ouverte et la plus large
possible, tenant compte en cela des différents
développements qu’a connu la psychanalyse depuis sa
fondation par Freud.
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ARTICLE 3 : Les moyens d'action de la SPM sont :

La SPM veillera a :

- mettre en place les documents de base réglementant
les différentes activités de |'Association

- instituer des groupes de travail (cartels) composés de
quatre personnes au moins, en vue d’assurer un travail
régulier entre les membres de I'’Association

- organiser des séminaires, des conférences, des
colloques, des congrés nationaux et internationaux

- organiser la tenue de journées annuelles de
I’Association et, si possible, semestrielles.

- assurer la publication des travaux de ses membres qui
réunissent les conditions de publication

- promouvoir différentes actions culturelles au profit de
ses membres

- développer le champ de la recherche en psychanalyse
- encourager le travail sur les traductions frangaises,
anglaises ou espagnoles de textes psychanalytiques
allemands. Elle favorisera également toute initiative
susceptible d’aider a la traduction en arabe des textes
psychanalytiques

- assurer des contacts périodiques avec tous les
organismes ou associations ayant des activités similaires

- créer une bibliothéque et se doter d’'une banque de
données informatisée.

ARTICLE 4 : Adhésion & qualité de membre
Les Membres Adhérents de la SPM

Peuvent étre Membres Adhérents de la SPM :

- les praticiens de la santé mentale au Maroc

- les psychanalystes exercant a I'étranger et inscrits

dans un processus de formation analytique et dont la

pratique fait I'objet d’'une reconnaissance, soit dans le
cadre d’une institution, soit par leurs travaux.

Pour étre Membre Adhérent, il faut présenter sa
candidature au Bureau de I'Association, étre agréé par celui-
ci, avoir payé sa cotisation annuelle et se soumettre aux
décisions de [I'Association conformément aux dispositions
statutaires et réglementaires.

Seuls les membres adhérents sont habilités a voter dans
les différentes institutions de la SPM (Assemblée Générale
Ordinaire, Assemblée Générale Extraordinaire...)

Les Membres Associés a la SPM : Peuvent étre Membres Associés :
- les personnes qui, par leurs préoccupations
professionnelles ou par leurs recherches personnelles sont
intéressées par la psychanalyse
- les étudiants en formation en psychiatrie, en psychologie
ou dans une autre branche de la santé mentale.

Pour étre Membre Associé, il est nécessaire d’avoir le
parrainage de deux membres du Bureau. Les Membres
associés n'ont pas de voix élective. Les Membres Associés
doivent s’acquitter d’'une cotisation annuelle dont le montant
sera fixé par le Bureau.

Les membres Fondateurs : Ce sont les personnes ayant
créé I'Association.

Les Membres Bienfaiteurs :
Ce sont les personnes qui apportent leur soutien moral,
matériel ou technique a I’Association.
Pour étre Membre Bienfaiteur, il faut étre agréé par le
Bureau et avoir réglé sa cotisation annuelle.

Les Membres Honoraires :
Ce sont les personnes qui se sont distinguées par leurs
travaux et qui soutiennent I'’Association.
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lls seront choisis sur proposition du Bureau.

Les Membres Correspondants :

Ce sont des personnes qui sont chargées de diffuser les
travaux de [I'Association et favoriser les relations et les
échanges avec d’autres Associations au niveau international.

lls peuvent étre proposés par le Bureau ou admis, suite a
leur propre demande, aprés acceptation du Bureau.

ARTICLE 5 : Démission, exclusion
La qualité de Membre Adhérent de la SPM se perd :
- par décés
- par démission
- par radiation prononcée par le Bureau aux 2/3 de ses
voix, soit pour refus ou défaut de paiement régulier des
cotisations, soit pour motif grave, l'intéressé ayant été
préalablement appelé a fournir des explications.
Pourront étre exclus de la Société les membres :
- ne participant pas a ses activités
- ne respectant pas I'éthique de la profession
- ne payant pas leur cotisation.
La radiation doit obligatoirement étre entérinée par I'AG la
plus proche.

ARTICLE 6 : Soutiens

La Société peut recevoir des soutiens, sur le plan théorique
et matériel, venant de personnes ou d'Associations
marocaines ou étrangéres, susceptibles de l'aider a atteindre
ses buts et ses objectifs dans le respect des lois en vigueur.

ARTICLE 7 : Affiliation

La Société peut étre affiliée a dautres Sociétés ou
Associations internationales aprés décision du Bureau. Elle
pourra aussi établir des relations de partenariat avec ces
institutions.

Il ADMINISTRATION ET FONCTIONNEMENT

ARTICLE 8 : Administration
L'administration de la Société Psychanalytique Marocaine
est dévolue a un Bureau. Le programme d'activités de la SPM
est défini par celui-ci. Le Bureau est investi des pouvoirs les
plus étendus pour I'administration et le contréle financier de la
SPM.
Le Bureau est élu pour trois ans par I'Assemblée Générale
et comprend:
un Président / un Vice-Président / un Secrétaire Général /
un Secrétaire Général Adjoint / un Trésorier / un Trésorier

Adjoint / un conseiller.

ARTICLE 9 : Attributions des Membres du Bureau

Le Président : Il est le responsable et le représentant de
I'Association. Il préside les Assemblées Générales, les
réunions du Bureau. Il veille a la bonne marche de
’Association, a I'exécution des décisions de I'Assemblée
Générale, au respect des directives du Bureau et des statuts.
Le Président signe tous les documents et proces-verbaux.

La fonction de Président ne peut étre assumée plus de six
ans d’affilée. Un ancien Président peut cependant assumer de
nouveau la présidence trois ans aprés la fin de son dernier
mandat

Le Vice-Président : Il seconde le Président dans ses

taches et le remplace en cas d’absence ou d’empéchement
avec les mémes pouvoirs que les siens.
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Le Secrétaire Général : Il assure I'application des statuts et

du reglement. Il effectue l'envoi des convocations et la
diffusion de I'ordre du jour pour les Assemblées Générales et
les réunions. |l rédige les procés-verbaux et signe

éventuellement les correspondances de I'’Association. Il a la
garde des registres de I'’Association.

Le Secrétaire Général Adjoint : IL seconde le Secrétaire
Geénéral dans I'accomplissement de sa mission et le remplace
en cas d’absence ou d’empéchement.

Le Trésorier : Il a la garde des fonds de I'’Association et
des livres de compte. IL effectue les recettes et les dépenses,
recouvre les cotisations, donne quittance et recu ; Il soumet a
I’Assemblée Générale le rapport financier de chaque exercice
et prépare le budget annuel. Il dépose dans les institutions
choisies par le Bureau les deniers de I'’Association et les gére
conformément aux Statuts de celle-ci.

Le Trésorier Adjoint : Il seconde le Trésorier dans sa
tache avec les mémes pouvoirs et le remplace en cas
d’absence ou d’empéchement.

ARTICLE 10 : Réunions

Le Bureau est élu pour trois ans. Il se réunit tous les six
mois au minimum, et chaque fois qu'il est convoqué par son
Président.

La moitié plus un des membres présents du Comité
Directeur sont nécessaires pour la validité des délibérations.
Les délibérations sont prises a la majorité des voix. A nombre
égal de voix, celle du Président compte double. Ces réunions
sont constatées par des procés-verbaux.

En cas de défection d’'un ou de plusieurs membres du
Bureau d’autres membres adhérents pourront les remplacer.
Leur intégration au Bureau se fera par simple cooptation et
sera soumise a l'approbation de la prochaine Assemblée
Générale.

ARTICLE 11 : Assemblées Générales

L'Assemblée Générale de la Société Psychanalytique
Marocaine comprend les Membres Adhérents. Pourront
néanmoins participer aux délibérations a titre d’observateurs :

- les Membres Honoraires
- les Membres Bienfaiteurs
- les Membres Adhérents

- les Membres Associés

L'Assemblée Générale Ordinaires se réunit une fois par an
a la fin des journées annuelles ; Son ordre du jour sera établi
par le Bureau mais il pourra étre complété par quelques points
rajoutés par les membres de I'Assemblée. L'Assemblée
Générale entend les rapports sur le fonctionnement de la
Société de Psychanalytique Marocaine et sur sa situation
financiére. Elle approuve les comptes de l'exercice clos, vote
le budget de l'exercice suivant, délibére sur les questions
mises a l'ordre du jour. Elle procéde a I'élection du nouveau
Bureau tous les trois ans.

Les délibérations sont prises a la majorité des voix des
membres présents. Il est dressé proces-verbal de chaque
réunion de I'Assemblée Générale.

Une Assemblée Générale Extraordinaire peut étre
convoquée si nécessaire par le Président ou par les 2/3 des
Membres du Bureau ou encore par les 2/3 de ses membres a
des fins de modification des Statuts de I'’Association ou de sa
dissolution.
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L. RESSOURCES DE LA SPM

ARTICLE 12 la Société Psychanalytique Marocaine
pourra posséder tous les biens nécessaires au but qu'elle
poursuit et a I'ceuvre qu'elle se propose d'accomplir, dans les
limites fixées par la Loi.

ARTICLE 13 : Les ressources annuelles de I'Association se
composent :
- des cotisations et souscriptions de ses membres
- des subventions qui pourront lui étre accordées
- des intéréts de revenus des biens non compris dans le
fonds de réserve
- des dons et legs autorisés
- des recettes de toute manifestation organisée par
I'’Association, dans le cadre de la législation en vigueur.

ARTICLE 14 : Les dépenses de la Société Marocaine de
Psychanalyse sont ordonnées par le Président aprés accord
du Bureau.

ARTICLE 15 : Il est tenu au jour le jour une comptabilité des
deniers par recettes et par dépenses, et s'il y a lieu une
comptabilité matieres.

ARTICLE 16 : Les ordres de retrait de fonds sont signés
conjointement par le président et le trésorier de I’Association
ou a défaut le vice président et le trésorier adjoint

ARTICLE 17 : Les fonctions de membres du Comité Directeur
sont gratuites. Toutefois ils peuvent bénéficier du
remboursement de leurs frais de déplacement ou de toute
autre dépense effectuée pour le compte de I’Association.

V. MODIFICATIONS DES STATUTS & DISSOLUTION

ARTICLE 18 : Les Statuts ne peuvent étre modifiés que par
I'Assemblée Générale Extraordinaire avec |'approbation des
2/3 des membres. Au cas ou le quorum n'est pas atteint, une
deuxiéme Assemblée Générale est convoquée au moins 15
jours avant par lettre recommandée. Les décisions sont alors
prises a la majorité simple des présents.

ARTICLE 19 : La dissolution de la Société Marocaine de
Psychanalyse ne pourra étre prononcée qu'en Assemblée
Générale Extraordinaire, convoquée a cet effet un mois a
I'avance, et la délibération doit étre prise a la majorité des
deux tiers des membres présents.

En cas de dissolution, I'Assemblée Générale désigne un ou
plusieurs commissaires chargés de la liquidation des biens de
I'ceuvre.

Elle attribue Il'actif net a une Association poursuivant le
méme objet ou a défaut a une oeuvre de bienfaisance.

Casablanca le 24 novembre 2001
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1= collogue Marocain de psychanalyse
Psychanalyse, TrRansmission et lien social
LA SOCIETE PSYCHANALYTIQUE MAROCAINE

MARDOC 10 -11 DEcCEMBRE 2004
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= ARGUMENT DU COLLOQUE

La transmission de la psychanalyse est une expérience
singuliére. Depuis Freud, les psychanalystes se sont
confrontés a cette question. La transmission se fait par
I'expérience d’une analyse personnelle, par la pratique dite de
contréle et par la formation théorique.

Au Maroc une institution psychanalytique existe depuis
décembre 2001 : la Société Psychanalytique Marocaine
(SPM). Elle est née d’un désir de fondation et d'une demande
insistante de formation émanant de praticiens exergcant dans
le champ de la psychiatrie et de la psychologie. Pour opérer
une transmission, il a fallu « réinventer » comme le disait
Lacan, chercher de nouveaux abords de lI’inconscient, en
s’appuyant sur un double fonds : I’histoire du pays et celle
de ses institutions.

Interroger cette transmission conduit inévitablement a
soulever des questions relatives la langue et a la culture, aux
identifications et aux identités. Comment en effet, peut
s’opérer la transmission dans un pays attaché a ses
traditions tout en étant habité par un désir de modernité ?
Comment étre a I’écoute de la parole de l'individu tout en
accompagnant les mutations sociales ainsi que les avancées
de la science notamment dans le domaine des neurosciences
et de la biotechnique ?

= INTERVENANTS ANNONCES

La transmission de la psychanalyse et « la théorie des
climats » - Montesquieu : Jean-Richard FREYMANN

Est-ce que la transmission de la psychanalyse est tributaire
de l'histoire, des traditions et des pionniers d’'une région ou
d’un pays ?

Ou a présent peut-on affirmer que comme « science du
particulier » les problémes de transmission, a savoir : « ce que
la psychanalyse nous enseigne, comment I'enseigner » est
une constante, une transmission qui n’est pas une filiation et
qui échappe.

De la foule comme formation de l'inconscient: Erik
PORGE

Le symptdme analysable et donc I'examen de ce qui s'en
transmet, n'est ni seulement individuel ni seulement collectif,
c'est un mixte des deux dont l'abord nécessite justement un
dépassement de l'opposition individuel/collectif. C'est ce dont
nous essayerons de poser les jalons en trant les
conséquences des lectures par Lacan du fameux schéma
freudien de I'hypnose (dans le chapitre 8 de Psychologie
collective et analyse du moi). De la méme fagon que
l'individuel ne s'oppose pas tant au collectif qu'au singulier, la
jouissance particuliere du symptome s'oppose a l'universel d'un dire.

= CONTACT :

Dr. Khalid EI ALJ (Conseiller de la SPM)

P.mail : 70, Bd Zerktouni, app.8 — Casablanca 20000
E.mail : khalid_elalji@hotmail.com - Fax : 022472585
Web site : www.lienpsy.com
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IV Renconre FRancopsies des psychiatres prives

PSYCHIATRIE, JEUNESSE ET SOCIETE
Organisé par :

ALFAPSY (Alternative Fédérative des Ass. de Psychiatrie)
L'AAPEP (Ass. Alg. des Psychiatres d'Exercice Privé)

ALGER : 19 - 26 mars 2005 - hotel Sheraton (Club des Pins, Alger)
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= Argument du Congreés

En accueillant les « Rencontres Francopsies » pour leur 4e
édition, I'Algérie et 'AAPEP offrent aux professionnels du
champ de la psychiatrie un terrain de choix pour aborder un
sujet de réflexion et d’échanges sur un théme sensible et
complexe : « Psychiatrie, Jeunesse et Société ».

Le choix du theme des IV° Francopies "psychiatrie, jeunesse
et société" s'avere particulierement d'actualité. Il I'est plus
encore pour les pays maghrébins ou la pyramide des dges met
en évidence une nette prédominance de la population juvénile
(70% de la population a moins de 30 ans) et que l'incidence des
changement socio- économiques et culturels observés durant
ces deux derniéres décades ne cesse de croitre.

L'adolescence est une phase de vulnérabilité par excellence
et le creuset de la psychopathologie avec ses expressions
individuelles et collectives. Il apparait par conséquent primordial
d'étudier et de tenter d'analyser les liens entre ces différentes
notions : psychiatrie, jeunesse et société.

Jusqu'a une période relativement récente, les problémes

que soulevaient le vécu et la prise en charge des jeunes ont
été, avouons le, plus ou moins occultés car la priorité était
volontairement donnée a la " psychiatrie lourde".
Mais ces aspects deviennent pressants et prennent un
caractére aigu, d'autant que les référents sociaux et culturels de
base jouent de moins en moins leur role. Il est vrai aussi que
les mutations socioéconomiques imposées par la
mondialisation et I'émergence des conflits politico-religieux,
jouent un rdle prépondérant dans les perturbations
psychopathologiques de la jeunesse.

Face a cette situation quel rble doit étre dévolu au
psychiatre ? S'agissant d'une problématique multifactorielle, sa
fonction ne peut se concevoir que comme celle d'un intervenant
parmi tant d'autres, faisant partie intégrante d'une approche
pluridisciplinaire.

C'est autour de ces themes que s'articuleront les
interventions et les débats des IV° Francopsies d'Alger.

Dr Farid Bouchéne - Président de 'AAPEP
E.mail : bouchene_farid@yahoo.fr

Intervenants : Jalil Bennani, Alain Braconnier, Malek Chebel
(sous réserve), Mohamed F. Haffani (sous réserve), Jean-
Michel Hirt, Seddik Jeddi (sous réserve), Farid Kacha, Marie-
Lise Lacas, Jean-Pierre Lebrun (sous réserve), Raja Stitou

Comité Scientifique AAPEP : Ali Bellakhdar, Nadjib
Benlatreche, Farid Kacha, Aid Maamar, Youssef Merdji, Idriss
Sadki, Mohamed Taleb, Zineb Tsouria
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Conseil Scientifique ALFAPSY : Hatem Achache, Hassen 2 !
Ati, Chebil Ben Dhia, Jalil Bennani, Antoine Besse, Hervé

Bokobza, Hervé Granier, Jean-Paul Guittet, Wahid Koubaa,

Mohamed Jamai, Jean-Jacques Laboutiére, Ferid Mrini, Olivier

Schmitt, Mahmoud Touari, Hachem Tyal, Sofiane Zribi, Jean-

Jacques Xambo

Comité d’Organisation : Ahmed Ahoua, Ahmed
Bennegeouch, Rabah Hamadi, Belaid Herbane

Présidents du congrés : Farid Bouchene et Paul Lacaze

Renseignements :  inscriptions, réglement d’acomptes,

soumissions de communication sont a adresser a : _ 34430

ALFAPSY, Allée du Pioch Redon, 34430 Saint Jean de Védas,

France .
Tel : 00 33 (0)467 423 579 ou 00 33 (0)609 560 603 00 33 (0)609 560 603 s 00 33 (0)467 423 579 :
Fax : 00 33 (0)467 423 231 00 33 (0)467 423 231 :

Email : Paul.Lacaze@wanadoo.fr

Site Web : www alfapsy.com Paul.Lacaze@wanadoo.fr :

www.alfapsy.com :

= PRE-PROGRAMME (Alger 19 au 26 mars 2005) (2005 26 -19 ) .

Samedi 19 mars accueil aéroport Alger et transfert vol : 19
intérieur vers Ghardaia (dans le pays M’'Zab) " "

Dimanche 20 mars visite de 'oasis (« la perle du désert ») (" " : 20

Lundi 21 mars : découverte des dunes et des thermes de : 21
Zelfana (palmeraie, dattiers)

Mardi 22 mars : vol de retour vers Alger et installation a : 22
I'hotel
15h accueil des participants et inscriptions locales des 15
congressistes
18h cérémonie d'ouverture : allocutions et conférences : © 18
inaugurales (tout public)
21h cocktail dinatoire : 21
Mercredi 23 mars : : 23
8h a 11h conférences pléniéres et débats + pause-café - 11— 8

11h30 a 13h30 ateliers puis déjeuner 30 13-30 11

15h « rencontres de terrain » ou visite guidée dans le 15
centre et la Qasbah d’Alger

20h diner et soirée culturelle _ . 20

Jeudi 24 mars : : 24

8h a 11h conférences plénieres et débats + pause-café : 11 — 8
11h30 a 13h30 ateliers puis déjeuner - 30 13-3 1
15h « rencontres de terrain » ou excursion a Tipaza (le ( )" ' " 15
site antique romain) . o

20h30 cérémonie de cléture : synthése - table ronde et - <l 20

allocutions (tout public), suivie du diner de gala avec
soirée dansante

Vendredi 25mars : : 25
10h a 12h Assemblée Générale de ALFAPSY " " : 12 — 10
Aprés-midi : libre et premiers transferts vers I'aéroport
d’Alger pour le retour

Samedi 26 mars : derniers transferts vers I'aéroport. : 26
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Tarifs des inscriptions de premiére annonce
- droits simples professionnels (inscription congrés +
documents + pauses-café) : 150 €
- forfait n°1 Francopsies Alger. congressistes (droits
simples + hébergement PC + excursions) : 400 €
- forfait n°2 Francopsies Alger + Ghardaia. (idem
n°1+ vol national + hébergement 1/2P + excursions) :

750 €
- option nuit supplémentaire Alger. (le vendredi en
1/2P) : 100 €

- participant non-congressiste. : réduction sur forfait
n°1 ou n°2 moins 100 €

- tarifs par personne en chambre double, hors voyage
international, donnés a titre indicatif selon le choix de

prestations hobteliéres
Renseignements Pratique

Pour bénéficier de tarifs négociés sur tous les voyages (ou
transits) entre la France et I'Algérie s’adresser exclusivement
aupres de I'Agence Bos Voyages, 49 route de Lavérune,
BP5559, 34072 Montpellier Cedex 3.

Tel. : 0033 (0)467 692 069
Fax : 00 33 (0)467 450 558
Email : bosvoyage@wanadoo.fr

Arabpsyner Congress Guide
English Edition

el il L bl el il

www.arabpsynet.com/HomePage/Psy-Cong.htm

Arabpsyner CongRress Search

World Psy Congress
ISelect Zategory ;I
G0

Zongress Form

Send your Congress information via Congress Form

www.arabpsynet.com/congre/CongForm.htm
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Send your Congress information via Congress Form

www.arabpsynet.com/congre/CongForm.htm
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Psy CongRress Agenda

FIRST QUARTLY 2005

January — February — March

ettt | | prriynl | Saemia i
2005 g 1,81 iU Il
Juyl—o — g y—iall — g dily

ArAb Psy Congress Agenda

Title: 3rd International Congress on the Improvement of
the Quality of Life on Dementia Epilepsy and MS

Date: January 27, 2005 - January 31, 2005
Country: Egypt - City: Alexandria

Contact: Forum I.C.O.

Phone: 302-310-257-128 - Fax: 302-310-231-849
E-Mail: info@forumcongress.com

kK kook K ko ok >k ko k kok k

Title: “Psyche and Art Seminar”

WPA Section on Art and Psychiatry

WPA SPONSORED SECTION MEETING (Zone 11)
Schattauer Verlag Publishers

Date: February 2005 (Final date pending)
Country: Tunisia - Cify: Djerba
Contact: Dr. Hans Otto Thomashoff
E-Mail: thomashoff@utanet.at

Kook kook ok kok kok ok ko

Title: V Rencontre Francopsies Des Psychiatres Prives
Date: 19-26 Mars 2005

Country: ALGERIE

Contact: Dr Farid Bouchéne - Président de 'AAPEP
E-Mail: bouchene_farid@yahoo.fr

kK okook Kk ok >k ko k kook k

Title: IVth Congress of Anxiety Disorders
Date: 9-13 March 2005
Country: TUNISIA City: Hamamet - Royal hotel

Contact: President: Assoc.Pr. Nesrin Dilbaz - Ankara;
TURKEY director of psychiatry clinic of Ankara State Hospital
E-Mail: dilbaz@superonline.com

InternATiONAl Psy CongRess AGgenda

Title: The 3rd Congress of Psychopharmacology
Date: February 16, 2005 - February 17, 2005

Country: Iran - City: Isfahan

Contact: Vice chancller department- Isfahan university of
Medical Sciences- Hezar jarib St

Phone: 983-117-923-081-2 - Fax: 98-31-166-879-898
E-Mail: seminars@mui.ac.ir

KokoK 3k koK ko ok koK k >k ok

Title: 1st International Congress on Immunodeficiency
Disorders
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Date: February 28, 2005 - March 02, 2005
Country: Iran - City: Tehran

Contact: Nima Rezaei, MD

Phone: 98-216-938-545 - Fax: 98-216-938-545
E-Mail: congress@iranianpia.org

kKK kok kok ok kok >k ko

Title: Psychiatric Update Conference For Family Physicians
Date: January 09, 2005 - January 16, 2005

Country: Mexico - City: Mayan Riviera

Contact: Dr. Alan Buchanan

Phone: 604-682-6042 - Fax: 604-662-7627

E-Mail: info@psychupdate.com

Kok koko ok kook ok kook Kok ok

Title: Psychiatric Update Conference For Family Physicians
Date: January 16, 2005 - January 23, 2005

Country: Mexico - City: Cancun

Contact: Dr. Alan Buchanan

Phone: 604-682-6042 - Fax: 6040662-7627

E-Mail: info@psychupdate.com

koK kok ko k ok ko ok >k kok

Title: Suicidology Series: Suicide Interventions with Older
Persons

Date: January 19, 2005 - January 19, 2005
Country: Canada - City: Toronto, ON
Contact: Centre for Addiction and Mental Health
Phone: 416-595-6020 - Fax: 416-595-6644
E-Mail: ets@camh.net

kKK kok kok ok kok >k ko

Title: 19th Annual San Diego Conference on Child and
Family Maltreatment

Date: January 24, 2005 - January 28, 2005

Country: United States - City: San Diego, CA

Contact: Linda Wilson

Phone: 858-576-1700 - ext 4972 - Fax: 858-966-8018
E-Mail: SDCONFERENCE@CHSD.ORG

Kok ok kok kook k ko ok >k ko k

Title: Summit for the Future: Healthcare

Date: January 26, 2005 - January 28, 2005
Country: Netherlands - City: Amsterdam
Contact: Felix Bopp

Phone: 31-20-615-4487 - Fax: 31-20-408-0733
E-Mail: summit2005@clubofamsterdam.com
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Title: 3th Congress on Substance Abuse: New
Approaches in Prevention and Treatment

Date: January 27, 2005 - January 29, 2005

Country: Iran - City: Yazd

Contact: Yazd University of Medical Scienses, Yazd, Iran
Phone: 00-982-417-271-414 - Fax: 00-982-417-276-424
E-Mail: congress@irasar.com

Kok kook ok kok kok ok ko

Title: Bridging: Psychiatry and Environment
Date: January 28, 2005 - January 29, 2005
Country: Portugal - Cify: Lisbon

Contact: Prof. Maria Luisa Figueira

Phone: 351-217-990-611 - Fax: 351-217-990-612
E-Mail: canessa@mail.telepac.pt

KokK 3k koK >k ok >k ok k >k ok

Title: Adolescent Self-Destruction

Date: January 28, 2005 - January 29, 2005
Country: United States - Cify: Boston, MA
Contact: Office of Continuing Education
Phone: 617-384-8600 - Fax: 617-384-8686
E-Mail: hms-cme@hms.harvard.edu

koK kokok kook >k koK kok ok

Title: "What Works" in Drug & Alcohol Treatment
Date: February 02, 2005 - February 03, 2005
Country: Canada - City: Toronto, ON

Contact: Edythe Nerlich

Phone: 416-972-1935 - Fax: 416-924-9808
E-Mail: enerlich@hincksdellcrest.org

KoKk kook >k kok kok ok ko

Title: Psychiatric Research Annual Meeting
Date: February 09, 2005 - February 12, 2005
Country: United States - City: Park City, UT
Contact: Lyn Gardner
Phone: 801-585-0598
E-Mail: Lyn.gardner@hsc.utah.edu

Skokok ok sk ok k kK ok sk okok
Title: Playing with Trouble: Playful Approaches to
Working with Challenging Children and Their Families
Date: February 18, 2005 - February 18, 2005
Country: Canada - City: Toronto, ON
Contact: Edythe Nerlich
Phone: 416-972-1935 - Fax: 416-924-9808
E-Mail: enerlich@hincksdellcrest.org

sk ok sk ok sk >k >k sk sk ok ok ok 5k
Title: Procedural Sedation
Date: February 18, 2005 - February 19, 2005
Country: United States - City: Albuquerque, NM
Contact: Office of Continuing Medical Education
Phone: 505-272-3942 - Fax: 505-272-8604
E-Mail: CMEWeb@salud.unm.edu
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Title: Fetal Alcohol Spectrum Disorder National
Conference - Equality of Access: Rights and the Right
Thing to Do

Date: February 24, 2005 - February 26, 2005
Country: Canada - City: Victoria, BC
Contact: Michelle Griffiths

Phone: 604-822 6156 - Fax: 604-822-4835
E-Mail: ipdocs@interchange.ubc.ca

kKK koK ko kK kok >k ko

Title: 2005International Whiplash Trauma Congress
Date: February 25, 2005 - February 26, 2005
Country: United States - City: Breckenridge, CO
Contact: Whitney Elkins

Phone: 303-429-6448 ext 119 - Fax: 303-429-6373
E-Mail: welkins@spinalinjuryfoundation.org

koK kok kook ok ko ok >k kok

Title: Treating the Addictions

Date: March 04, 2005 - March 05, 2005
Country: United States - City: Boston, MA
Contact: Office of Continuing Education
Phone: 617-384-8600 - Fax: 617-384-8686
E-Mail: hms-cme@hms.harvard.edu

koK kok kok ok kok >k kok

Title: Psychiatric Update

Date: March 04, 2005 - March 05, 2005
Country: United States - City: Madison, WI
Contact: Terese Bailey

Phone: 608-240-2141 - Fax: 608-240-2151
E-Mail: tmbailey@wisc.edu

koK kok kok ok kook >k kok

Title: 10th Annual ICPD Conference - Essential Topics in
Clinical Psychiatry

Date: March 07, 2005 - March 11, 2005

Country: Mexico - City: Mayan Rivieria

Contact: Canadian Psychiatric Association, 141 Laurier
Avenue West, Suite 701, Ottawa, ON K1P 5J3

Phone: 613-234-2815 - Fax: 613-234-9857

E-Mail: icpd@cpa-apc.org

koK kok kook ok kook >k ko

Title: Suicidology Series: Creating Awareness about Youth
Suicide: LGBTTTIQ Factor

Date: March 09, 2005 - March 09, 2005

Country: Canada - City: Toronto, ON

Contact: Centre for Addiction and Mental Health

Phone: 416-595-6020 - Fax: 416-595-6644

E-Mail: ets@camh.net
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Title: “14th World Congress of the World Association for
Dynamic Psychiatry: Trauma-Attachment- Personality”
World Association for Dynamic Psychiatry (WADP)

WPA CO-SPONSORED CONFERENCE (Zone 9)

Date: March 16-19, 2005
Country: Poland - City: Cracow
Contact: Dr. Maria Ammon
E-Mail: dapberlin@aol.com
Web site: www.dapberlin.de

koK Kook K ko ok >k ko k kok k

Title: “Financing Mental and Addictive Disorders”
WPA Section on Mental Health Economics
WPA SPONSORED SECTION MEETING (Zone 8)

Date: March 18-20, 2005
Country: Italy - Cify: Venice
Contact: Dr. Massimo Moscarelli
E-Mail: moscarelli@icmpe.org
Web site: www.icmpe.org

kKKK kok >k koK kok ok

Title: 7th International Conference on Progress in
Alzheimer's and Parkinson's Disease

Date: March 09, 2005 - March 14, 2005
Country: Italy - City: Sorrento

Contact: 7th International Conference AD/PD 2005 Kenes
International 17 Rue du cendrier P.O. Box 1726 CH-1211
Geneva 1 Switzerland

Phone: 41-229-080-488 - Fax: 44-8-451-275-687
E-Mail: adpd@kenes.com

kK okook Kk ok >k ko k kook k

Title: Anti-Aging World Conference 2005

Date: March 11, 2005 - March 13, 2005

Country: Monaco - Cify: Monaco

Contact: Catherine DECUYPER

Phone: 00-33-143-345-099 - Fax: 00-33-143-345-039
E-Mail: AAWC@euromedicom.com

kK kook K ko ok >k ko ok kook k

Title: Developmental-Behavioral Pediatrics: Clinical
Problems in Primary Care

Date: March 11, 2005 - March 12, 2005

Country: United States - Cify: Cambridge, MA

Contact: Continuing Medical Education, Boston University
School of Medicine, 715 Albany Street, A305, Boston, MA 02118
Phone: 617-638-4605 - Fax: 617-638-4905

E-Mail: cme@bu.edu

Kook kook ok kok kok ok ko

Title: Psychiatry Review Course DISNEY Cruise
Date: March 12, 2005 - March 19, 2005

Country: Barbados - City: Bridgetown

Contact: Course Organiser

Phone: 416-237-1427

E-Mail: info@psychiatryreviewcourse.com
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Title: XIX Central American Psychiatric Congress
Date: March 15, 2005 - March 18, 2005

Country: Costa Rica - City: San Jose

Contact: Dr. Luis Vasquez

Phone: 847-249-2111 - Fax: 847-249-2772
E-Mail: milalatin@aol.com

kKK koK ko k ok kok >k ko

Title: 14th World Congress of the World Association for
Dynamic Psychiatry and 27th International Symposium of
German Academy of Psychoanalysis

Date: March 16, 2005 - March 19, 2005
Country: Poland - Cify: Kracow
Contact: Meeting Organiser

Phone: 49-89-539-674

E-Mail: wadcongress2005@dynpsych.de

koK kok kook ok kok >k ko

Title: Psychotherapy of Schizophrenia Patients:
Foundations, Spectrum, Evidence and Perspectives

Date: March 17, 2005 - March 18, 2005

Country: Switzerland - Cify: Bern

Contact: Mrs. Francine Perret

Phone: 00-41-319-309-915 - Fax: 00-41-319-309-988
E-Mail: francine.perret@gef.be.ch

Kok ok koK kook k ko ok k ko k

Title: ADAA 25th Annual Conference
Date: March 17, 2005 - March 20, 2005
Country: United States - Cify: Seattle, WA

Contact: Anxiety Disorders Association of America, 8730
Georgia Avenue, Suite 600, Silver Spring, MD 20910, USA
Phone: 240-485-1001 - Fax: 240-485-1035

kKK kok ko kK kok >k ko

Title: Europe Oceania Medical & Legal Conference

Date: March 20, 2005 - March 26, 2005

Country: Italy - City: Cervinia

Contact: Jane Hewett

Phone: 00-11-61-732-362-601 - Fax: 00-11-61-732-101-555
E-Mail: conference@barweb.com.au

koK kok kok ok kook >k kok

Title: First Stage Trauma Treatment: A Gender-Sensitive
Approach

Date: March 23, 2005 - March 24, 2005

Country: Canada - City: Toronto, ON

Contact: Centre for Addiction and Mental Health

Phone: 416-595-6020 - Fax: 416-595-6444

E-Mail: ets@camh.net
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Title: Pan Europe Pacific Medical & Legal Conference
Date: March 28, 2005 - April 03, 2005

Country: Italy - City: Venice

Contact: Jane Hewett

Phone: 00-11-61-732-362-601 - Fax: 00-11-61-732-101-555
E-Mail: conference@barweb.com.au

KKk KKKk kK kK Kk

Title: "XV International Psychiatric Conference"
Pakistan Psychiatric Association

Date: January 28-30, 2005

Country: Pakistan - City: Karachi
Contact: Dr. Musarrat Hussain
E-Mail: profdrmusarrat@hotmail.com
Web site: www.ppsconference.com

koK okook ok kook >k kok kok ok

Title: WPA CO-SPONSORED CONFERENCE
“6° Congreso Virtual de Psiquiatria, Interpsiquis 2005”
WPA CO-SPONSORED CONFERENCE (Zone 15)

Date: February 1-28, 2005
Country: Spain

Contact: Dr. Pedro Moreno
E-Mail: pmoreno@psiquiatria.com
Web site: www.interpsiquis.com

Title: "Biensestar y Calidad de Vida en el Siglo 21"
WPA Section on Mass Media & Mental Health
WPA SPONSORED CONFERENCE (Zone 3)

Date: February 3-5, 2005
Country: Mexico - City: Tuxtla
Contact: Dr. Miguel A. Materazzi
E-Mail: materazzi@arnet.com.ar

KKKk ok Kk >k kkok ok

Title: “Advances in Psychiatry: State of the Art”
Hellenic Psychiatric Association

All WPA Sections

WPA SPONSORED REGIONAL & INTERSECTIONAL
CONGRESS

Date: March 12-15, 2005

Country: Greece - City: Athens

Contact: Dr. George N. Christodoulou

E-Mail: gchristodoulou@ath.forthnet.gr - info@era.gr
Web site: www.era.gr/wpa2005athens.htm

K3kokok kK kK kkok ok

Title: "IV National Psychiatric Congress" and "XIX Central
American Psychiatric Congress"

Costa Rica Psychiatric Association

WPA SPONSORED CONFERENCE

Date: March 16-18, 2005

Country: Costa Rica - City: San Jose
Contact: Dr. Rigoberto Castro Rojas
E-Mail: rcastro@racsa.co.cr

Web site: www.asocopsicr.com -
www.ccmcr.com/congresos/costarica2005

www.wpa-cairo2005.com
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The Effecr of locus of Control ar level of
DepressioN AMONG CANCER PATienTs

Prepared by : Firas Yasein Abu Qa’adan
Supervisor :Pr. Adnan Farah
E.mail : drfarah@arabia.com

olbpull g sal Ll sqisns @ basall S i
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drfarah@arabia.com @ ==l

The aim of this study was to examine the effect of locus of
control (internal- external) on the level of depression in cancer
patients and the relation of that with locus of control. The study
specifically attempted to answer the following questions:

1- Is there a significant difference in the level of

depression among patients of cancer due to their locus of

control (internal-external)?

2- Are there significant differences in the level of

depression in the patients of cancer with internal and

external locus of control due to sex of patient, history of
illness, age and type of cancer?

To achieve the objectives of the study, the researcher used
two instruments: the Arabic versions of Rotter's scale of
internal-External locus of control, and Beck’s depression
Inventory.

The Population of this study consisted of all cancer patients
registered at Al-Bashir Hospital and Al-Amal Center in Amman
before may/2001. The sample consisted of 169 female and
male patient drawn using the deliberate sampling method.

To answer the research questions, the researcher used t-
Test to compare subjects with internal and external locus of
control. Means, standard deviations and four-way ANOVA
were used to answer the second question.

The results revealed significant differences at (o < 0.05) in
the level of depression in patients of cancer due to locus of
control (internal — external). These differences were in favor of
cancer patients with internal locus of control as they received
a mean (20.07). This was higher than that of cancer patients
with external locus of control (11.95). This shows that
depression level was higher for patients with internal, but not
external locus of control.

This indicates that differences regarding the variable of
duration of infection were between the categories year and
more and the following durations (less than three months, 3-6
months, and 6 months- one year). These differences were in
favor of patients for one year and more. The results also
indicated that there were significant differences between
patients in the category (less than 3 months) and those in the
category (3-6 months) and (6 months- one year) in favor of the
former. This indicates that level of depression becomes high at
the beginning of infection and increases with time.

Concerning the results related to age differences were in
favor of 17-25 years of age and between 26-64 years and
older than 65 years of age in favor of those with ages less
than 17 years. This shows that depression increases with
younger ages.

Regarding sex, differences were in favor of females as
they got higher means than males. This indicates that females
were more depressed than males. In light of the results the
researcher introduced the following recommendations.
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DR. ELMOSTAFA REZRAZI - Tokyo , JAPAN
I have the honor to discover and join your
colleagues, and wish the concept could move one day
to establish an Arab institute of Psychiatry and
Behavior Sciences. An institute that will take care of
academic research, publications, and annual
symposiums. Thank you for your efforts.

DR. RAYMOND HAMDANE - EMIRATES
Thank you for your excellence in working for the
profession of Psychology in the Middle East and
worldwide.

PR. DALIA A. MOSTAFA - CalrRO, EGYPT
Reading through articles and surfing through the
URL's links has been a revelation. I have been
looking for such a nutritious collection for over two
years; and am very thankful to have been able to
locate this wonderful archive of fine texts. The
website and its links are very well organized, not
redundant, to the point, and very 'user-friendly.' The
content and translation of articles is very well
presented, not to mention immensely interesting.
Thank you in advance for your time. / I wish you the
best of luck./ With all my respect.

DR. MUSAED AL NAJJAR / KUuwAIT CITY -
KUWAIT
First of all congratulation on the establishing the
Electronic Arabpsynet Journal, I well be happy to
submit something to be published in your respected
Journal. / Regards

DR. DONALD WILLIAMS /USA- JUNGIAN SOCIETY
The resources are extensive; however, even though
the website is in Arabic, English and French, many of
the most interesting papers are in Arabic only.

DR. ADNAN FARAH / AMMAN - JORDAN
I would like to take this opportunity to thank you for
all what you do to promote psychological sciences in
the Arab region. We are proud of you here in Jordan.
Keep up the good job. With my best regard
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Eating Disorders

OVEREATING

= PATHOLOGICAL OVEREATING: AN
OVERVIEW.

Authors : K. Gunnar Gotestam, Finn Skarderud, Jan H.
Rosenvinge, Einar Vedul-Kjelsas

Summary: An eating disorder apart from anorexia nervosa and
bulimia nervosa is «binge eating disorder» (BED): eating in a
short period of time a large quantity of food and a feeling of lack
of control over food intake. There is also an atypical rest
category, «eating disorders not otherwise specified» (EDNOS).
Diagnostic criteria for BED and EDNOS are incomplete,
particularly with respect to the definition of «bingeing» relative
to bulimia nervosa. More restrictive criteria for anorexia nervosa
and bulimia nervosa skew the diagnostic distribution towards
BED and EDNOS, though the total prevalence of eating
disorders remains unchanged.

For BED and EDNOS taken together the lifetime prevalence in
women is about 6 %. The relationship between BED, EDNOS
and overweight has mainly been overlooked; further
investigations are needed.

Lasting treatment effects have been found for overweight
people with BED. Other eating disorders apart from anorexia
nervosa and bulimia are prevalent and clinically important, and
research has opened up a potential for effective treatment.

Leprin & Eating Disorders
" THE ROLE OF LEPTIN IN REGULATING
NEUROENDOCRINE FUNCTION IN HUMANS.

Authors : Bluher S, Mantzoros CS. - Division of Endocrinology,
Department of Medicine, Beth Israel Deaconess Medical
Center, Harvard Medical School, Boston, MA 02215.
Source : J Nutr. 2004 Sep;134(9):2469S-74S
Summary: Eating disorders are a group of disease states
including anorexia nervosa, bulimia nervosa and binge eating
on one end as well as episodic or chronic overeating resulting
in obesity at the other end of the spectrum. These disorders are
characterized by decreased and/or increased energy intake
and are frequently associated with hormonal and metabolic
disorders. The discovery of leptin, an adipocyte-secreted
hormone acting in the brain to regulate energy homeostasis,
and its subsequent study in human physiology have
significantly advanced our understanding of normal human
physiology and have provided new opportunities for
understanding and possibly treating disease states, such as
anorexia and bulimia nervosa. It has been recently discovered
that leptin levels above a certain threshold are required to
activate the hypothalamic-pituitary-gonadal and hypothalamic-
pituitary-thyroid axes in men, whereas the hypothalamic-
pituitary-adrenal, renin-aldosterone, and growth hormone-IGF-1
axes may be largely independent of circulating leptin levels in
humans. In this review, we summarize the latest findings
related to the role of leptin in the regulation of several
neuroendocrine axes, such as the hypothalamic-pituitary-
gonadal and the hypothalamic-pituitary-thyroid axes in humans
and discuss its potential pathophysiologic role in eating
disorders.

Nutrition & Eating Disorders
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" NUTRITION EXPERTISE IN EATING
DISORDERS

Authors : Breen HB, Espelage DL. - Department of Human
Nutrition, University of lllinois at Chicago, Chicago, IL, USA.
HBBreen@aol.com

Source : Eat Weight Disord. 2004 Jun;9(2):120-5

Summary: Anorexia nervosa (AN) and bulimia nervosa (BN)
dominate published reports on disordered eating, although they
actually account for a small number of cases. Binge eating
disorder (BED) and subclinical syndromes of disturbed eating
and distress are far more prevalent. Medical nutrition therapy
including education is a cornerstone of therapy, however there
has been no evaluation of baseline knowledge of nutrition and
diet composition in this population relative to individuals who do
not exhibit pathological eating behavior. In addition, previous
reports suggest that individuals with clinical eating disorders
have above-average knowledge of nutrition. In the present
investigation, individuals with subclinical eating disorders did
not differ from control participants. Poor scores overall indicate
that nutritional counseling may be a useful component of
treatment. These results further suggest that nutrition expertise
is not an early feature of the disorder and, therefore, does not
likely contribute to its development.

CBT & BED

" COGNITIVE-BEHAVIORAL THERAPY WITH
SIMULTANEOUS NUTRITIONAL AND
PHYSICAL ACTIVITY EDUCATION IN OBESE
PATIENTS WITH BINGE EATING DISORDER.
Authors : Fossati M, Amati F, Painot D, Reiner M, Haenni C,
Golay A. - Division of Therapeutic Education for Chronic
Diseases, University Hospital, Geneva, Switzerland
Source : Eat Weight Disord. 2004 Jun;9(2):134-8
Summary: An important problem with obese patients suffering
from binge eating disorders (BED) is to treat their dysfunctional
eating patterns while initiating a weight loss. We propose to
assess a cognitive-behavioral therapy combined with a
nutritional and a physical activity program. Our purpose is to
verify that the addition of a nutritional and a physical program
leads to a significant weight loss and enables psychological
improvement. The patients (n=61) participated in a 12 weekly
sessions group treatment of either a purely cognitive-behavioral
therapy, or a cognitive-behavioral therapy associated to a
nutritional approach mainly focused on fat restriction, or to a
cognitive-behavioral therapy combined with a nutritional and a
physical activity approach. The mean weight loss is significant
(p<0.01) after the association of the cognitive-behavioral
therapy and the nutritional education, but is even more
significant (p<0.001) after the combination of a cognitive-
behavioral therapy with a nutritional education and a physical
activity program. Depression scores decrease in the three
approaches, anxiety (p<0.05) results improve only in the
combined nutritional, physical activity and cognitive-behavioral
approach. Eating disorders improved significantly in all three
approaches even if improvements in subscales seem more
important in the combined approach. Finally, exercise seems to
be a positive addition to the nutritional cognitive-behavioral
therapy since it decreases negative mood, improves eating
disorders and leads to an effective body weight loss.

Eating Disorders & Laxative Dependency
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" A BLINDED LAXATIVE TAPER FOR

PATIENTS WITH EATING DISORDERS.
Authors : Harper J, Leung M, Birmingham CL. - Department of
Pharmacy, University of British Columbia. St. Paul's Hospital.
Vancouver, B.C., Canada
Source : Eat Weight Disord. 2004 Jun;9(2):147-50
Summary: OBJECTIVE: To evaluate a blinded laxative taper,
supervised entirely by pharmacists, in eating disorder patients
with laxative dependency. METHODS: All subjects received a
blinded laxative taper according to a set protocol, in addition to
the usual treatment for their eating disorder. No specific
treatment was given for laxative dependency other than the
pharmacist's supervisions of the blinded taper. RESULTS: Ten
patients were enrolled, of whom seven completed the study.
Five of the seven patients (71%) decreased their laxative intake
by at least 50%. Of these seven patients, three withdraw
completely from laxative use. DISCUSSION: A standardized
blinded laxative taper shows promise as a treatment option for
laxative dependency in patients with eating disorders. The
laxative taper may be less costly and more available than
inpatient or psychologically based treatment because it can be
given on an outpatient basis under the supervision of a
pharmacist.

OrthoRrexia Nervosa

" ORTHOREXIA NERVOSA! A PRELIMINARY
STUDY WITH A PROPOSAL FOR DIAGNOSIS
AND AN ATTEMPT TO MEASURE THE
DIMENSION OF THE PHENOMENON
Authors : Donini LM, Marsili D, Graziani MP, Imbriale M,
Cannella C. - Istituto di Scienza dell'Alimentazione, Universita
degli Studi di Roma La Sapienza, Italy.
lorenzomaria.donini@uniroma1..it
Source : Eat Weight Disord. 2004 Jun;9(2):151-7
Summary: AIM: To propose a diagnostic proceeding and to try
to verify the prevalence of orthorexia nervosa (ON), an eating
disorder defined as "a maniacal obsession for healthy foods".
MATERIALS AND METHODS: 404 subjects were enrolled.
Diagnosis of ON was based on both the presence of a disorder
with obsessive-compulsive personality features and an
exaggerated healthy eating behaviour pattern. RESULTS: Of
the 404 subjects examined, 28 were found to suffer from ON
(prevalence of 6.9%). The analysis of the physiological
characteristics, the social-cultural and the psychological
behaviour that characterises subjects suffering from ON shows
a higher prevalence in men and in those with a lower level of
education. The orthorexic subjects attribute characteristics that
show their specific "feelings" towards food ("dangerous" to
describe a conserved product, "artificial" for industrially
produced products, "healthy" for biological produce) and
demonstrate a strong or uncontrollable desire to eat when
feeling nervous, excited, happy or guilty.

MED & PEM
= INTEGRATED MEDICAL-PSYCHIATRIC
TREATMENT OF THE "GRISIS PHASE" IN
SEVERE PROTEIN-ENERGY MALNUTRITION
SECONDARY TO MAJOR EATING DISORDERS

Authors : Alfano V, Bellini O, De Filippo E, Alfonsi L, Pasanisi
F, Contaldo F. - CSIRO, Clinical Nutrition, Department of
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Clinical and Experimental Medicine, University "Federico II",
Napoli, Italy

Source : Eat Weight Disord. 2004 Jun;9(2):158-62
Summary: C.A., a 23-year old male was admitted in the
clinical nutrition medical ward for severe, complicated
protein-energy malnutrition (PEM) [body mass index (BMI)
11.08 kg/m2; body weight kg 35.81 due to major eating
disorders. C.A.'s personality was narcissistic, with a rigid
psychic structure. During hospitalitation (lasted 72 days)
two acute episodes (a possibly self-inflicted damage and a
persecution feeling) occurred that we consider as part of the
"crisis phase", the period in which the patient's restrictive
behaviour is no longer able to keep his personality
equilibrium stable. The patient was treated by an integrated
medical and psychiatric approach, including periods of
never forced parenteral nutrition, nutritional and intensive
psychoterapeutic interventions. For a short period the
patient received also a pharmacological support (aloperidol
orally). Treatment was successful and the patient was
discharged completely autonomous and followed up on an
outpatient basis. After about one year follow-up he is still in
good clinical condition and in sufficient psychological
equilibrium.

Chronic/ Recurrent Headache

Clironic Tension-Type Headache

" NON-INVASIVE PHYSICAL TREATMENTS
FOR CHRONIC/RECURRENT HEADACHE
Authors : Bronfort G, Nilsson N, Haas M, Evans R, Goldsmith
CH, Assendelft WJJ, Bouter LM
Source : The Cochrane Library, Issue 3, 2004. Chichester, UK:
John Wiley & Sons, Ltd
Summary: A substantive amendment to this systematic review
was last made on 25 May 2004. Cochrane reviews are
regularly checked and updated if necessary.
Background: Non-invasive physical treatments are often used
to treat common types of chronic/recurrent headache.
Objectives: To quantify and compare the magnitude of short-
and long-term effects of non-invasive physical treatments for
chronic/recurrent headaches.
Search strategy: We searched the following databases from
their inception to November 2002: MEDLINE, EMBASE,
BIOSIS, CINAHL, Science Citation Index, Dissertation
Abstracts, CENTRAL, and the Specialised Register of the
Cochrane Pain, Palliative Care and Supportive Care review
group. Selected complementary medicine reference systems
were searched as well. We also performed citation tracking and
hand searching of potentially relevant journals.
Selection criteria: We included randomized and quasi-
randomized controlled trials comparing non-invasive physical
treatments for chronic/recurrent headaches to any type of
control.
Data collection and analysis: Two independent reviewers
abstracted trial information and scored trials for
methodological quality. Outcomes data were standardized
into percentage point and effect size scores wherever
possible. The strength of the evidence of effectiveness was
assessed using pre-specified rules.
Main results: Twenty-two studies with a total of 2628
patients (age 12 to 78 years) met the inclusion criteria. Five
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types of headache were studied: migraine, tension-type,
cervicogenic, a mix of migraine and tension-type, and post-
traumatic headache. Ten studies had methodological quality
scores of 50 or more (out of a possible 100 points), but many
limitations were identified. We were unable to pool data
because of study heterogeneity. For the prophylactic treatment
of migraine headache, there is evidence that spinal
manipulation may be an effective treatment option with a short-
term effect similar to that of a commonly used, effective drug
(amitriptyline). Other possible treatment options with weaker
evidence of effectiveness are pulsating electromagnetic fields
and a combination of transcutaneous electrical nerve
stimulation [TENS] and electrical neurotransmitter
modulation.For the prophylactic treatment of chronic tension-
type headache, amitriptyline is more effective than spinal
manipulation during treatment. However, spinal manipulation is
superior in the short term after cessation of both treatments.
Other possible treatment options with weaker evidence of
effectiveness are therapeutic touch; cranial electrotherapy; a
combination of TENS and electrical neurotransmitter
modulation; and a regimen of auto-massage, TENS, and
stretching. For episodic tension-type headache, there is
evidence that adding spinal manipulation to massage is not
effective.For the prophylactic treatment of cervicogenic
headache, there is evidence that both neck exercise (low-
intensity endurance training) and spinal manipulation are
effective in the short and long term when compared to no
treatment. There is also evidence that spinal manipulation is
effective in the short term when compared to massage or
placebo spinal manipulation, and weaker evidence when
compared to spinal mobilization.There is weaker evidence that
spinal mobilization is more effective in the short term than cold
packs in the treatment of post-traumatic headache.

Reviewers' conclusions: A few non-invasive physical
treatments may be effective as prophylactic treatments for
chronic/recurrent headaches. Based on trial results, these
treatments appear to be associated with little risk of serious
adverse effects. The clinical effectiveness and cost-
effectiveness of non-invasive physical treatments require
further research using scientifically rigorous methods. The
heterogeneity of the studies included in this review means that
the results of a few additional high-quality trials in the future
could easily change the conclusions of our review.

Acupunciure & Idiopathic Headache

" ACUPUNCTURE FOR IDIOPATHIC
HEADACHE
Authors : Melchart D, Linde K, Fischer P, Berman B, White A,
Vickers A, Allais G
Source : The Cochrane Library, Issue 3, 2004. Chichester, UK:
John Wiley & Sons, Ltd.
Summary: A substantive amendment to this systematic review
was last made on 27 November 2000. Cochrane reviews are
regularly checked and updated if necessary.
Background: Acupuncture is widely used for the treatment of
headache, but its effectiveness is controversial.
Objectives: To determine whether acupuncture is:more
effective than no treatmentmore effective than 'sham' (placebo)
acupunctureas effective as other interventions used to treat
idiopathic (primary) headaches.
Search strategy: Electronic searches were performed in
MEDLINE, EMBASE, the Cochrane Controlled Trials Register,
and the database of the Cochrane Field for Complementary
Medicine. We also contacted researchers in the field and
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checked the bibliographies of all articles obtained.

Selection criteria: Randomized or quasi-randomized clinical
trials comparing acupuncture with any type of control
intervention for the treatment of idiopathic (primary) headaches
were included.

Data collection and analysis: Information on patients,
interventions, methods, and results was extracted by at least
two independent reviewers using a pre-tested standard form.
Results on headache frequency and intensity were summarized
descriptively. Responder rate ratios (responder rate in
treatment group/responder rate in control group) were
calculated as a crude indicator of results for sham-acupuncture-
controlled trials. Quantitative meta-analysis was not possible
due to trial heterogeneity and insufficient reporting.

Main results: Twenty-six trials including a total of 1151 patients
(median, 37; range, 10-150) met the inclusion criteria. Sixteen
trials were conducted among patients with migraine, six among
patients with tension-type headache, and four among patients
with various types of headaches. The majority of trials had
methodological and/or reporting shortcomings. In eight of the
16 ftrials comparing true and sham (placebo) acupuncture in
migraine and tension-type headache patients, true acupuncture
was reported to be significantly superior; in four trials there was
a trend in favor of true acupuncture; and in two trials there was
no difference between the two interventions. (Two trials were
uninterpretable.) The 10 ftrials comparing acupuncture with
other forms of treatment yielded contradictory results.
Reviewers' conclusions: Overall, the existing evidence supports
the value of acupuncture for the treatment of idiopathic
headaches. However, the quality and amount of evidence are
not fully convincing. There is an urgent need for well-planned,
large-scale studies to assess the effectiveness and cost-
effectiveness of acupuncture under real-life conditions.

Epilepsy

Epilepsy & Behavioral Comorbidity in Children
* DEFINING THE PROBLEM: PSYCHIATRIC
AND BEHAVIORAL COMORBIDITY IN
CHILDREN AND ADOLESCENTS WITH
EPILEPSY.

Authors : Pellock JM. Division of Child Neurology, Department
of Neurology, Virginia Commonwealth University, Medical
College of Virginia Campus, Richmond, VA 23298, USA.
Source : Epilepsy Behav. 2004 Oct;5 Suppl 3:3-9.
Summary : A variety of comorbid psychiatric conditions are
frequently identified in children and adolescents with epilepsy,
including depression, anxiety, psychosis, and attention-deficit
hyperactivity disorder. Data regarding the epidemiology and
precise prevalence of comorbid disorders in childhood epilepsy
are incomplete and just now beginning to be compiled.
Psychiatric and behavioral comorbidities are believed to affect
approximately 40-50% of children and adolescents with
epilepsy. Optimal diagnosis, clinical evaluation, and choice of
treatment are predicated on the proper identification of
coexisting psychiatric and behavioral disorders. Comorbid
conditions in children and adolescents with epilepsy should be
evaluated and treated as soon as they are recognized.

Epilepsy & Differential Diagniosis
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* DIFFERENTIAL DIAGNOSIS AND
TREATMENT OF PSYCHIATRIC DISORDERS IN
CHILDREN AND ADOLESCENTS WITH
EPILEPSY.
Authors : Dunn DW, Austin JK. Indiana University School of
Medicine, Indianapolis, IN 46202, USA.
Source : Epilepsy Behav. 2004 Oct;5 Suppl 3:10-7.
Summary : Behavioral problems, such as the inattentive form
of attention-deficit hyperactivity disorder (ADHD), anxiety, and
depression, are common in children and adolescents with
epilepsy and especially associated with central nervous system
damage, family dysfunction, and severe seizures. This article
discusses the risk factors to be considered when focusing on
the prevalence of behavioral problems, the family factors that
influence their incidence, as well as the differential diagnosis of
behavioral disorders commonly associated with epilepsy. It also
considers the assessment of these behavioral disorders and
their treatment with psychotherapy, education, and a variety of
psychopharmacological agents.

Epilepsy & Behavioral Comorbidities
= EFFECTS OF EPILEPSY SURGERY ON
PSYCHIATRIC AND BEHAVIORAL
COMORBIDITIES IN CHILDREN AND
ADOLESCENTS.

Authors : Shields WD. Division of Pediatric Neurology, David
Geffen School of Medicine at UCLA, Los Angeles, CA 90095-
1752, USA.
Source : Epilepsy Behav. 2004 Oct;5 Suppl 3:18-24.
Summary : When considering surgery in children, it is
important to think about the potential effect on psychiatric and
behavioral outcome. A growing body of evidence suggests that
the type of epilepsy (benign or catastrophic) and the age of the
patient affect developmental outcome. In younger children with
catastrophic epilepsy, the primary goal of therapy is not only to
control seizures, but also to offer the child the opportunity for
the best possible development. In older children with partial
seizures, the therapeutic goal is to control seizures, which may
allow a more normal life and improve behavior. Epilepsy
surgery generally appears to have a positive effect on behavior
and development in many younger children with catastrophic
epilepsy. Psychiatric and behavioral outcomes in older children
with complex partial epilepsy are less clear; many patients
improve, but there does appear to be a small risk of developing
new psychiatric or behavioral disorders postoperatively.

Epilepsy & Effecrs of Antiepilepric Medicarions ——
* EFFECTS OF ANTIEPILEPTIC
MEDICATIONS ON PSYCHIATRIC AND
BEHAVIORAL COMORBIDITIES IN CHILDREN
AND ADOLESCENTS WITH EPILEPSY.

Authors : Glauser TA. Children's Hospital Medical Center,

Cincinnati, OH 45229-3039, USA.

Source : Epilepsy Behav. 2004 Oct;5 Suppl 3:25-32.

Summary : The three goals of this article are (1) to delineate

the limitations in determining the actual incidence of

antiepileptic drug (AED) psychiatric and behavioral side effects;

(2) to summarize existing data on the direct effects of AEDs on

psychiatric and behavioral comorbidities and examine the

relationship between these direct effects and specific AED
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mechanisms of action; and (3) to recognize the indirect effects
of AEDs on psychiatric and behavioral medications that can
result in aggravation of these comorbidities through drug-drug
interactions. All of these data are then combined and formatted
into a practical algorithm useful in many clinical situations.

Epilepsy & Behavioral Issues
* BEHAVIORAL ISSUES INVOLVING
CHILDREN AND ADOLESCENTS WITH
EPILEPSY AND THE IMPACT OF THEIR
FAMILIES! RECENT RESEARCH DATA.

Authors : Austin JK, Dunn DW, Johnson CS, Perkins SM.
Indiana University School of Nursing, Indianapolis, IN 46202,
USA.
Source : Epilepsy Behav. 2004 Oct;5 Suppl 3:33-41.
Summary : OBJECTIVE : Using data from a larger study on
new-onset seizures, we reported preliminary findings
concerning relationships between family factors and child
behavioral problems at baseline and 24 months. We also
explored which baseline and changes in family factors were
associated with changes in child behavioral problems over the
24-month period. METHODS: Subjects were 224 children and
their primary caregivers. Data were collected using structured
telephone interviews and analyzed using multiple regression.
RESULTS: Deficient family mastery and parent confidence in
managing their child's discipline were associated with behavior
problems at baseline and at 24 months; they also predicted
child behavior problems over time. Decreasing parent
confidence in disciplining their child was associated with
increasing child behavior problems. Decreases in parent
emotional support of the child were associated with increases
in child internalizing problems. CONCLUSION: Child behavior
problems, family environment, and parenting behaviors should
be assessed when children present to the clinical setting with
new-onset seizures.

Epilepsy, Carbamazepine & Valproatre Monotherapy —

" CARBAMAZEPINE VERSUS VALPROATE
MONDOTHERAPY FOR EPILEPSY

Authors : Marson AG, Williamson PR, Hutton JL, Clough HE,
Chadwick DW; on behalf of the epilepsy monotherapy trialists
Source : The Cochrane Library, Issue 3, 2004. Chichester, UK:
John Wiley & Sons, Ltd.

Summary: A substantive amendment to this systematic review
was last made on 18 April 2000. Cochrane reviews are
regularly checked and updated if necessary.

Background: Carbamazepine and valproate are drugs of first
choice for epilepsy. Despite the lack of hard evidence from
individual randomized controlled trials, there is strong clinical
belief that valproate is the drug of choice for generalized
epilepsies and carbamazepine for partial epilepsies.

Objectives: To overview the best evidence comparing
carbamazepine and valproate monotherapy

Search strategy: We searched the Cochrane Epilepsy Group
trials register (27 June 2003); the Cochrane Central Register of
Controlled Trials (The Cochrane Library issue 2, 2003) and
MEDLINE (27 June 2003). In addition, we contacted
pharmaceutical companies and colleagues in the field to
ascertain any unpublished or ongoing studies. Selection
criteria: Randomized controlled trials comparing
carbamazepine and valproate monotherapy for epilepsy. Data
collection and analysis: This was an individual patient
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data review. Outcome measures were time to withdrawal of
allocated treatment, time to 12 month remission, and time to
first seizure post randomization. Data were analysed using the
stratified logrank test with results expressed as hazard ratios
(HR) with 95% confidence intervals (Cls), where HR>1
indicates an event is more likely on valproate. A test for an
interaction between treatment and epilepsy type (partial versus
generalized) was also undertaken.

Main results: Results data were available for 1265 participants
from 5 trials, representing 85% of the participants recruited into
the 8 trials that met our inclusion criteria. The main overall
results (HR) were: time to treatment withdrawal 0.97(95% CI
0.79 to 1.18); 12 month remission 0.87(95% CI 0.74 to 1.02);
first seizure 1.09(95% CI 0.96 to 1.25) suggesting no overall
difference for these outcomes. The test for an interaction
between treatment and epilepsy type was non significant for
time to treatment withdrawal and 12 month remission, but
significant for time to first seizure. The age distribution of adults
classified as having a generalized epilepsy indicate that
significant numbers of individuals may have had their epilepsy
misclassified.

Reviewers' conclusions: We have found some evidence to
support the policy of using carbamazepine as the first treatment
of choice in partial epilepsies, but no evidence to support the
choice of valproate in generalized epilepsies, but confidence
intervals are too wide to confirm equivalence. Misclassification
of people with epilepsy may have confounded our results, and
has important implications for the design and conduct of future
trials.

Epilepsy & Depression
" IMPAIRMENT OF INHIBITORY CONTROL
OF THE HYPOTHALAMIC PITUITARY
ADRENOCORTICAL SYSTEM IN EPILEPSY.

Authors : Zobel A, Wellmer J, Schulze-Rauschenbach S,
Pfeiffer U, Schnell S, Elger C, Maier W. - Klinik und Poliklinik
fur Psychiatrie und Psychotherapie, Universitatsklinikum Bonn,

Sigmund-Freud-Strasse 25, 53105, Bonn, Germany,
astrid.zobel@ukb.uni-bonn.de
Source: Eur Arch Psychiatry Clin Neurosci. 2004 Oct;

254(5):303-11

Summary: Excess comorbidity between depression and
epilepsy proposes common pathophysiological patterns in both
disorders. Neuroendocrine abnormalities were often observed
in depression as well as in epilepsy. Lack of inhibitory control of
the hypothalamic pituitary adrenocortical (HPA) system is a
core feature of depression; main relay stations of this system
are located in the amygdala and hippocampus, which are key
regions for both disorders. Therefore we explored the feedback
mechanism of the HPA system in epilepsy. In order to control
for the impact of depression we focused on epilepsies without
depression. We compared patients with epilepsy (subdivided by
medication with or without hepatic enzyme inducing
antiepileptic medication) with 16 healthy controls and 16
patients with unipolar major depression but without epilepsy.
We observed a lack of inhibitory control of the HPA system in
patients with epilepsy, also in the absence of enzyme inducing
medication. An impact of the temporal lobe location of the
epileptic focus could not be observed. Thus, epilepsies share
with depression the deficiencies in the feedback mechanism of
the HPA system, proposing common pathophysiological
features of up to now unknown nature.
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Sleep Deprivarion & Epilepriform Discharges ————
" DOES SLEEP OR SLEEP DEPRIVATION
INCREASE EPILEPTIFORM DISCHARGES IN
PEDIATRIC ELECTROENCEPHALOGRAMS?

Authors : Gilbert DL, DeRoos S, Bare MA. - Division of
Neurology, Cincinnati Children's Hospital Medical Center, ML
2015, 3333 Burnet Ave, Cincinnati, OH 45229-3039, USA.
d.gilbert@cchmc.org

Source : Pediatrics. 2004 Sep;114(3):658-62

Summary: Sleep deprivation before obtaining an
electroencephalogram (EEG) is believed both to increase the
likelihood of sleep during an EEG and to increase the detection
of interictal epileptiform discharges. However, depriving a child
of sleep poses a burden on both the parent and the child. The
objective of this study was to compare the effects of sleep,
standard sleep deprivation, partial sleep deprivation, and no
sleep deprivation on the odds of an epileptiform abnormality in
outpatient pediatric EEGs. METHODS: Data were collected
from all pediatric EEGs performed at a busy, university-based
neurologic practice during two 2-month periods. During the first
period, all EEGs were performed as ordered, either standard
sleep-deprived (SSD) or non-sleep-deprived (NSD). During the
second 2 months, SSD EEGs were performed per routine.
However, non-SSD families were instructed to keep their
children awake 2 hours later the night before the EEG. Those
who complied were classified as partially sleep-deprived (PSD).
Patient characteristics across protocols were compared with
chi(2) and analysis of variance tests as appropriate. The odds
of epileptiform and abnormal findings associated with sleep,
NSD, PSD, and SSD EEGs were calculated using logistic
regression. RESULTS: Of 820 eligible EEGs, sleep occurred in
22% of NSD, 44% of PSD, and 57% of SSD EEGs. The sample
size of this study allowed for an 85% power, with alpha of.05, to
detect an absolute increased EEG yield of 10%. Neither the
presence of sleep (odds ratio [OR]: 0.99; 95% confidence
interval [CI]: 0.69-1.42) nor the use of PSD (OR: 0.90; 95% CI:
0.50-1.62) or SSD (OR: 0.96; 95% CI: 0.63-1.47) protocols
increased the odds of epileptiform EEGs. CONCLUSIONS:
Sleep deprivation should not be used routinely to increase the
yield of pediatric EEGs.

Cognitive Behaviour Therapy (CBT)

CBIT & Becoming A SelfTherapist

" BECOMING A SELF-THERAPIST: USING
COGNITIVEBEHAVIOURAL THERAPY FOR
RECURRENT DEPRESSION AND/OR
DYSTHYMIA AFTER COMPLETING THERAPY.

Authors :
Surrey, UK.
Source : Psychol Psychother. 2004 Sep;77(Pt 3):335-51.
Summary : OBJECTIVES: To explore the ways in which people
use cognitive-behavioural therapy (CBT) for recurrent
depression and/or dysthymia after leaving therapy. DESIGN: A
qualitative interview was used in this study. METHOD: Semi-
structured interviews were carried out with nine people who had
completed a course of CBT at least three months previously.
The interviews explored their use of CBT techniques or models
outside of therapy and their everyday management of

Glasman D, Finlay WM, Brock D. University of
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depression. RESULTS: Eight of the nine participants reported
engaging in some self-therapeutic activity, and identified
depression, or the threat of depression, as a continuing
presence in their lives. They used a range of techniques, either
directly transferred from therapy or modified in some way, and
identified a number of changes in the way they reacted to
difficult situations or negative emotions. These included
enactive responses such as leaving the room, making self-
efficacy statements, or remembering what the therapist had
said to them. Participants also described situations in which
they could not use the things they had learnt in CBT. Finally, a
range of factors that influenced the ways in which participants
became self-therapists were identified. CONCLUSIONS: A
number of implications for clinical practice are described. An
understanding of how people modify CBT and use it (or not) in
their everyday lives is important to understanding and
improving effectiveness.

CBIT & Smoking Cessation

" GROUP BEHAVIOUR THERAPY

PROGRAMMES FOR SMOKING CESSATION
Authors : Stead LF, Lancaster T
Source : The Cochrane Library, Issue 3, 2004. Chichester, UK:
John Wiley & Sons, Ltd.
Summary: A substantive amendment to this systematic review
was last made on 11 December 2001. Cochrane reviews are
regularly checked and updated if necessary.
Background: Group therapy offers individuals the opportunity to
learn behavioural techniques for smoking cessation, and to
provide each other with mutual support.
Objectives: We aimed to determine the effects of smoking
cessation programmes delivered in a group format compared to
self-help materials, or to no intervention; to compare the
effectiveness of group therapy and individual counselling; and
to determine the effect of adding group therapy to advice from a
health professional or nicotine replacement. We also aimed to
determine whether specific components increased the
effectiveness of group therapy. We aimed to determine the rate
at which offers of group therapy are taken up.
Search strategy: We searched the Cochrane Tobacco
Addiction Group trials register, with additional searches of
PsycInfo and MEDLINE, including the terms behavior therapy,
cognitive therapy, psychotherapy or group therapy, in
December 2001.
Selection criteria: We considered randomised trials that
compared group therapy with self-help, individual counselling,
another intervention or no intervention (including usual care or
a waiting list control). We also considered trials that compared
more than one group programmes. We included those trials
with @ minimum of two group meetings, and follow-up of
smoking status at least six months after the start of the
programme. We excluded trials in which group therapy was
provided to both active therapy and placebo arms of trials of
pharmacotherapies, unless they had a factorial design.
Data collection and analysis: We extracted data in duplicate on
the people recruited, the interventions provided to the groups
and the controls, including programme length, intensity and
main components, the outcome measures, method of
randomisation, and completeness of follow-up. The main
outcome measure was abstinence from smoking after at least
six months follow-up in patients smoking at baseline. We used
the most rigorous definition of abstinence in each trial, and
biochemically validated rates where available. Subjects lost to
follow-up were counted as smokers. Where possible, we
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performed meta-analysis using a fixed effects (Peto) model.
Main results: A total of fifty two trials met inclusion criteria for
one or more of the comparisons in the review. Sixteen studies
compared a group programme with a self-help programme.
There was an increase in cessation with the use of a group
programme (N=4,395, odds ratio 1.97, 95% confidence interval
1.57 to 2.48). Group programmes were more effective than no
intervention controls (six trials, N=775, odds ratio 2.19, 95%
confidence interval 1.42 to 3.37). There was no evidence that
group therapy was more effective than a similar intensity of
individual counselling. There was limited evidence that the
addition of group therapy to other forms of treatment, such as
advice from a health professional or nicotine replacement
produced extra benefit. There was variation in the extent to
which those offered group therapy accepted the treatment.
There was limited evidence that programmes which included
components for increasing cognitive and behavioural skills and
avoiding relapse were more effective than same length or
shorter programmes without these components. This analysis
was sensitive to the way in which one study with multiple
conditions was included. There was no evidence that
manipulating the social interactions between participants in a
group programme had an effect on outcome.

Reviewers' conclusions: Groups are better than self-help, and
other less intensive interventions. There is not enough
evidence on their effectiveness, or cost-effectiveness,
compared to intensive individual counselling. The inclusion of
skills training to help smokers avoid relapse appears to be
useful although the evidence is limited. There is not enough
evidence to support the use of particular components in a
programme beyond the support and skills training normally
included.

CBI & Depression IN Alzheimer

" [COGNITIVE BEHAVIOURAL THERAPY FOR
DEPRESSION IN A PERSON WITH
ALZHEIMER'S DEMENTIA
Authors : Deborah A. Walker a1c1 South London & Maudsley
NHS Trust, UK
Source : Medline query on article authors walker da
Summary: The treatment of depression in an older person with
Alzheimer's dementia using cognitive behavioural therapy
(CBT) is described. Treatment focused on identifying beliefs
associated with dementia, behavioural experimenting to test the
validity of these beliefs, and increasing pleasurable activities.
Results were promising, suggesting that it may be possible to
treat depression in people with cognitive impairment.
Key Words: Depression; Alzheimer's dementia; behavioural,
cognitive; older adults.

CBI of Depression & BPD

" COGNITIVE-BEHAVIORAL TREATMENT OF
DEPRESSION WITH COMORBID BORDERLINE
PERSONALITY TRAITS
Authors : Michelle M. Lee - Department of Psychology, Case
Western Reserve University, 10900 Euclid Avenue, Cleveland,
OH 44106-7123 and James C. Overholser - Department of
Psychology, Case Western Reserve University, 10900 Euclid
Avenue, Cleveland, OH 44106-7123; overholser@po.cwru.edu
Source : Journal of Contemporary Psychotherapy 34 (3): 231-
245, Fall 2004
Summary: Personality dysfunction can influence the onset and
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maintenance of depressive symptoms. When both depression
and personality dysfunction are present, it is important to
develop an integrated treatment plan that addresses both
conditions. A case example is used to illustrate how features of
borderline personality disorder can influence the assessment
and treatment of major depression. Specific challenges
encountered by the therapist include: 1) differentiating
borderline personality from depressive symptoms, 2)
maintaining the therapeutic alliance, 3) managing impulsivity
and self-destructive tendencies, 4) staying focused on long-
term therapeutic goals, and 5) coping with noncompliance.
Over the course of 27 sessions, the client was able to make
positive changes in mood, self-image, and impulsive
tendencies. Although the client's borderline personality traits
complicated the course of treatment for depression, neglecting
these personality problems would have left the client vulnerable
to depressive relapse.

Keywords depression, borderline personality disorder,
cognitive-behavioral treatment

Alcohol Abuse (AA

Alcohol Dependence & Topiramare

" USES OF TOPIRAMATE IN THE

TREATMENT OF ALCOHOL DEPENDENCE
Authors : BA Johnson
Source : Expert Review of Neurotherapeutics
(2004)
Summary: Alcohol dependence is a major cause of morbidity
and mortality in the USA and throughout the world. Over the
last 10 years there has been an intense interest in developing
pharmacotherapies that address the neurochemistry of alcohol
dependence. Using a novel pharmacological approach to
treating alcohol dependence, topiramate (Topamax®, Ortho—
McNeil Pharmaceutical) has recently been shown to improve
the drinking outcomes of alcohol-dependent individuals. This
drug profile highlights the scientific concepts and clinical
evidence in the development of topiramate for treating alcohol
dependence. Alcohol dependence, anticonvulsant, craving,
pharmacotherapy, topiramate.

4(5),751-758

Alcohol Dependence & Topiramate

. ORAL TOPIRAMATE REDUCES THE
CONSEQUENCES OF DRINKING AND
IMPROVES THE RQUALITY oF LIFE oF
ALCOHOL-DEPENDENT INDIVIDUALS: A

RANDOMIZED CONTROLLED TRIAL.
Authors :  Johnson BA, Ait-Daoud N, Akhtar FZ, Ma JZ.
Department of Psychiatry, The University of Texas Health
Science Center at San Antonio, 78229-3900, USA.
bjohnson@uthscsa.edu
Source : Arch Gen Psychiatry. 2004 Sep;61(9):905-12.
Summary : BACKGROUND: Topiramate, a fructopyranose
derivative, was superior to placebo at improving the drinking
outcomes of alcohol-dependent individuals. OBJECTIVES: To
determine whether topiramate, compared with placebo,
improves psychosocial functioning in alcohol-dependent
individuals and to discover how this improvement is related to
heavy drinking behavior. DESIGN: Double-blind, randomized,
controlled, 12-week clinical trial comparing topiramate vs
placebo for treating alcohol dependence (1998-2001).
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PARTICIPANTS: One hundred fifty alcohol-dependent
individuals, diagnosed using the DSM-IV. INTERVENTIONS:
Seventy-five participants received topiramate (escalating dose
of 25 mg/d to 300 mg/d), and 75 had placebo and weekly
standardized medication compliance management. MAIN
OUTCOME MEASURES: Three elements of psychosocial
functioning were measured: clinical ratings of overall well-being
and alcohol-dependence severity, quality of life, and harmful
drinking consequences. Overall well-being and dependence
severity and quality of life were analyzed as binary responses
with a generalized estimating equation approach; harmful
drinking consequences were analyzed as a continuous
response using a mixed-effects, repeated-measures model.
RESULTS: Averaged over the course of double-blind
treatment, topiramate, compared with placebo, improved the
odds of overall well-being (odds ratio [OR] = 2.17; 95%
confidence interval [CI], 1.16-2.60; P =.01); reported abstinence
and not seeking alcohol (OR = 2.63; 95% CI, 1.52-4.53; P
=.001); overall life satisfaction (OR = 2.28; 95% ClI, 1.21-4.29;
P =.01); and reduced harmful drinking consequences (OR = -
0.07; 95% CI, -0.12 to -0.02, P =.01). There was a significant
shift from higher to lower drinking quartiles on percentage of
heavy drinking days, which was associated with improvements
on all measures of psychosocial functioning. CONCLUSIONS:
As an adjunct to medication compliance enhancement
treatment, topiramate (up to 300 mg/d) was superior to placebo
at not only improving drinking outcomes but increasing overall
well-being and quality of life and lessening dependence
severity and its harmful consequences.

Alcohol & Heparitis C

" ALCOHOL AND HEPATITIS B.
Authors : Safdar K, Schiff ER. - Center for Liver Diseases,
Division of Hepatology, Department of Medicine, University of
Miami, Miami, Florida.
Source : Semin Liver Dis. 2004 Aug;24(3):305-15

Summary: Alcohol abuse and hepatitis C virus (HCV)
infection coexist with chronic liver disease in many patients.
The mechanism of injury in these patients is probably
multifactorial and involves, but is not limited to, a combination
of diminished immune clearance of HCV, oxidative stress,
emergence of HCV quasi-species, hepatic steatosis, increased
iron stores, and increased rate of hepatocyte apoptosis. In
patients with HCV infection, alcohol consumption is known to
cause accelerated progression of liver fibrosis, higher
frequency of cirrhosis, and increased incidence of
hepatocellular carcinoma (HCC). These patients also have
decreased survival as compared with patients with either
alcohol abuse or HCV liver injury alone. Alcohol abuse causes
decreased response to interferon treatment in HCV patients. It
is therefore necessary for patients with HCV infection to abstain
from alcohol consumption.

Alcoholic Liver Disease
" DIAGNOSIS AND THERAPY OF
ALCOHOLIC LIVER DISEASE.

Authors : Levitsky J, Mailliard ME. - University of Nebraska

College of Medicine, Department of Internal Medicine,

University of Nebraska Medical Center, Omaha, Nebraska.

Source : Semin Liver Dis. 2004 Aug;24(3):233-47

Summary: Alcoholic liver disease (ALD) presents considerable

challenges to clinicians. Screening for alcohol abuse and
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alcoholism should be routine and repeated annually with close
attention to signs and symptoms of liver disease. In patients
with evidence of liver dysfunction or injury, consideration should
be given to performance of liver biopsy for diagnosis and
prognosis and prior to initiation of medication with the potential
for significant side effects. Therapy depends on the spectrum of
pathological liver injury: alcoholic fatty liver, alcoholic hepatitis,
and cirrhosis. Abstention is the foundation of therapy for an
alcohol problem. Alcoholic fatty liver should improve with
abstention, but the similarity to the pathogenesis of
nonalcoholic fatty liver and potential for progressive injury
merits consideration of lipotropic agents. The continuing
mortality, poor acceptance of corticosteroids, and identification
of tumor necrosis factor-alpha (TNF-alpha) as an integral
component has led to studies of pentoxifylline and, recently,
anti-TNF antibody to neutralize cytokines in the therapy of
severe alcoholic hepatitis. Antioxidant therapy of alcoholic
cirrhosis has significant promise but will require large clinical
trials.

Transplantation & Alcoholic Liver Disease (ALD)

" TRANSPLANTATION IN THE ALCOHOLIC

PATIENT.
Authors : Watt KD, McCashland TM. - Departments of Internal
Medicine and Hepatology, University of Nebraska Medical
Center, Omaha, Nebraska.
Source : Semin Liver Dis. 2004 Aug;24(3):249-55
Summary: Alcoholic liver disease (ALD) is the second leading
indication for transplantation in the United States. Most
transplant programs in the United States require a minimum of
6 month's abstinence before transplantation is performed. Most
studies have shown a recidivism rate of between 20 and 30%
by 2 years after orthotopic liver transplantation (OLT). Higher
rates of recidivism are reported if pre-OLT abstinence was < 6
months. The impact of recidivism on patient and graft survival is
not clear because most reports include patients who consume
alcohol in small amounts or infrequently. Equal post-OLT
survival for ALD patients and non-ALD patients has been
demonstrated, and ALD patients are not thought to suffer
greater morbidity post transplant than non-ALD patients.
Careful pretransplant assessment for concomitant medical and
psychosocial ailments associated with alcoholism is important.
Posttransplant monitoring for cardiovascular disease and
withdrawal syndromes is required in the early postoperative
setting, whereas monitoring for recidivism and malignancy are
late postoperative issues.

Immunology & Alcoholic Liver Disease (ALD) ———
"  IMMUNOLOGIC MECHANISMS OF
ALcCOHOLIC LIVER INJURY.

Authors : Thiele GM, Freeman TL, Klassen LW. - Professor,

University of Nebraska Medical Center, Department of Internal

Medicine, Section of Rheumatology and Immunology,

Nebraska Medical Center and Department of Veterans Affairs

Alcohol Research Center, Omaha Veterans Administration

Medical Center, Omaha, Nebraska. gthiele@unmc.edu

Source : Semin Liver Dis. 2004 Aug;24(3):273-287

Summary: Clinically, the association of alcoholic liver disease

ALD) with circulating autoantibodies, hypergammaglobulinemia,

antibodies to unique hepatic proteins, and cytotoxic

lymphocytes reacting against autologous hepatocytes strongly
suggests altered immune regulation with an increased activity
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toward normal self-proteins ( (loss of tolerance).
Experimentally, there are several immune responses generated
specifically recognizing self-proteins that are modified by
metabolites of alcohol. These data strongly suggest that
immune reactions may play a significant role in inducing and
sustaining an inflammatory cascade of tissue damage to the
liver. Additional support for this comes from the observation
that the histological appearance of livers with ALD is that of a
chronic active hepatitis-like inflammatory disease. Therefore,
the hypothesis that immune mechanisms are involved in
recurrent alcoholic hepatitis, although not summarily proven, is
reasonable, supported by clinical and experimental evidence,
and the subject of this article.

Numition & Alcoholic Liver Disease (ALD)

" NUTRITION AND ALCOHOLIC LIVER
DISEASE.

Authors : Halsted CH. - Professor, Departments of Internal
Medicine and Nutrition, University of California Davis, Davis,
California. chhalsted@ucdavis.edu

Source : Semin Liver Dis. 2004 Aug;24(3):289-304

Summary: Malnutrition is a common finding in chronic
alcoholics, and protein calorie malnutrition (PCM) is universal
and predictive of survival in patients with established alcoholic
liver disease (ALD). These patients also demonstrate frequent
deficiencies of folate, thiamine, pyridoxine, and vitamin A,
which enhance the likelihood of anemia, altered cognitive
states, and night blindness. The etiologies of malnutrition in
ALD patients are multiple and interactive and include anorexia
with inadequate dietary intake, abnormal digestion of
macronutrients and absorption of several micronutrients,
increased skeletal and visceral protein catabolism, and
abnormal interactions of ethanol and lipid metabolism.
Numerous, and mostly inadequately controlled, studies have
evaluated the potential efficacies of oral, enteral, and parenteral
nutrition approaches to treatment of ALD, with mixed results on
liver function, clinical improvements, and short- or long-term

survival. Targeted metabolic treatments include
supplementation  with  S-adenosylmethionine  (SAM) or
phosphatidylcholine  derivatives, each  with  promising

experimental bases but inconclusive clinical trials.

Alcoliol & ICP

" DIFFERENT CFTR MUTATIONAL

SPECTRUM IN ALCOHOLIC AND IDIOPATHIC

CHRONIC PANCREATITIS?
Authors : Casals T, Aparisi L, Martinez-Costa C, Gimenez J,
Ramos MD, Mora J, Diaz J, Boadas J, Estivill X, Farre A. -
Medical and Molecular Genetics Center-IRO, Hospital DIR,
Barcelona, Spain. tcasals@iro.es
Source : PubMed
Summary: Cystic  fibrosis  transmembrane  conductance
regulator (CFTR) mutations are responsible for cystic fibrosis
(CF) and have been postulated as a predisposing risk factor to
chronic pancreatitis (CP), but controversial results demand
additional support. We have therefore investigated the role of
the CFTR gene in a cohort of 68 CP patients. METHODS: We
have performed the CFTR gene analysis using 2 screening
techniques. Fragments showing abnormal migration patterns
were characterized by sequencing. Patients were classified in
RESULTS: Sixteen mutations/variants were identified in 27
patients (40%), most of them (35%) presenting a single CFTR
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mutant gene. The 1716G/A variant showed the highest
frequency accounting for 22% in ICP and 5% in ACP, in
contrast with other more common mutations such as F508del
found in 8% of ACP and the 5T variant identified in 7% of
patients. Acute pancreatitis, abdominal pain, tobacco,
pancreatic calcifications, and pancreatic pseudocysts showed
significant higher values in ACP than ICP patients. No
significant differences were found between patients with and
without CFTR mutations. CONCLUSIONS: Apart from
reinforcing previous findings our data highlight the increased
susceptibility of CFTR heterozygous to developing CP.
Heterozygosity, combined with other factors, places these
individuals at greater risk.

Alcoliol & BAP

" EXOCRINE PANCREATIC FUNCTION

AFTER ALCOHOLIC OR BILIARY ACUTE

PANCREATITIS.
Authors : Migliori M, Pezzili R, Tomassetti P, Gullo L. -
Institute of Internal Medicine, University of Bologna, Sant'
Orsola Hospital, Bologna, Italy.
Source : PubMed
Summary: There have been various studies of exocrine
pancreatic function after acute pancreatitis, but few have
examined the relationship between this function and the
etiology of the pancreatitis. The aim of this work was to study
pancreatic function in patients who had had acute alcoholic or
acute biliary pancreatitis.
METHODS: Seventy-five patients who had had a single attack
of acute pancreatitis were studied. The etiology was alcohol in
36 and cholelithiasis in 39. Pancreatic function was studied
between 4 and 18 months after pancreatitis by duodenal
intubation in 18 patients (8 alcohol, 10 lithiasis) and by the
amino acid consumption test (AACT) in the remaining 57 (28
alcohol, 29 lithiasis). For those who underwent AACT, the test
was repeated 1 year after the first examination.
RESULTS: Among the 36 patients with alcoholic pancreatitis,
most had impaired pancreatic function at both duodenal
intubation (8/8, 100%) and at AACT (22/28, 78.6%); at the
second test, the AACT remained pathological (18/23, 82.1%).
Of the 39 patients with biliary pancreatitis, only 4 of the 10
(40%) who underwent duodenal intubation and only 5 of the 29
(17.2%) who performed AACT had pancreatic insufficiency; at
the second test, only 4 of the 26 (15.4%) who repeated the
AACT were pathological. The differences in the frequency and
degree of pancreatic insufficiency between patients with
alcoholic and those with biliary pancreatitis were statistically
significant.
CONCLUSIONS: The results show that after alcoholic acute
pancreatitis, the pancreatic insufficiency was significantly more
frequent and more severe than after biliary pancreatitis. These
findings together with the fact that the insufficiency was also
more persistent suggest that acute alcoholic pancreatitis may
occur in a pancreas that already has chronic lesions.

General Anxiery Disorder (GAD

GAD & Comorbidiry

" OGCOMORBIDITY OF ANXIETY AND
DEPRESSIVE DISORDERS! ISSUES IN
CONCEPTUALIZATION, ASSESSMENT, AND
TREATMENT.
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Authors : BELZER, KENNETH PhD; SCHNEIER, FRANKLIN
R. MD.

Source : Journal of Psychiatric Practice. 10(5):296-306,
September 2004.

Summary : Objectives: The purpose of this review is to provide
a clinically relevant analysis of issues concerning comorbidity
among anxiety and depressive disorders. The co-occurrence of
social anxiety disorder (SAD) and generalized anxiety disorder
(GAD) with depressive disorders is highlighted as an
illustration. Data on prevalence, rates of comorbidity, order of
onset, course, and functional impairment associated with these
disorders, in both the general population and clinical samples,
are examined. The second half of the review focuses on
discussion of practical issues concerning assessment and
treatment of comorbid anxiety and depressive syndromes.
Conclusions: Available evidence suggests that comorbidity
among SAD, GAD, and the depressive disorders is substantial
and pervasive. Co-occurrence of these syndromes is typically
characterized by a chronic course with clinically significant
impairment in social and occupational functioning. SAD and
GAD precede the onset of major depression in a majority of
cases and appear to be risk factors for developing major
depression. Clinicians encountering patients with primary
complaints of anxiety or depression should carefully assess for
the presence of comorbid symptoms and syndromes.
Treatment outcome research suggests that pharmacotherapy
and psychosocial therapy (cognitive-behavior therapy in
particular) both represent viable first-line treatment alternatives.
However, with increasing severity of depression,
pharmacotherapy is indicated as a primary intervention. The
authors recommend increased efforts in screening and
detection, more clinical trials that include patients with comorbid
syndromes and symptoms, and continued research on the

integration of pharmacological and psychotherapeutic
treatments.
GAD & Somatic Symproms

* SOMATIC SYMPTOMS AND PHYSIOLOGIC
RESPONSES IN GENERALIZED ANXIETY
DISORDER AND PANIC DISORDER: AN
AMBULATORY MONITOR STUDY.
Authors : Hoehn-Saric R, McLeod DR, Funderburk F,
Kowalski P. Department of Psychiatry, The Johns Hopkins
Medical Institutions, Baltimore, MD 21287-7113, USA.
rhoehn@mail.jhmi.edu
Source : Arch Gen Psychiatry. 2004 Sep;61(9):913-21.

Summary : BACKGROUND: Physiologic responses of patients
with anxiety disorders to everyday events are poorly
understood. OBJECTIVE: To compare self-reports and
physiologic recordings in patients with panic disorder (PD),
patients with generalized anxiety disorder (GAD), and
nonanxious controls during daily activities. DESIGN:
Participants underwent four 6-hour recording sessions during
daily activities while wearing an ambulatory monitor.
Physiologic and subjective data were recorded every 30
minutes and during subject-signaled periods of increased
anxiety or tension or panic attack. SETTING: Participants'
everyday environment. PARTICIPANTS: Twenty-six patients
with PD and 40 with GAD, both without substantial comorbidity,
and 24 controls. INTERVENTIONS: Recordings obtained
during everyday activities. MAIN OUTCOME MEASURES:
Recordings of heart interbeat intervals, skin conductance
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levels, respirations, motion, and ratings of subjective somatic
symptoms and tension or anxiety. RESULTS: Patients with
anxiety disorders rated higher on psychic and somatic anxiety
symptoms than did controls. Common to both anxiety disorders
was diminished autonomic flexibility that manifested itself
throughout the day, accompanied by less precise perception of
bodily states. The main differences between patients with PD
and GAD were a heightened sensitivity to body sensations and
more frequent button presses. There also was a trend toward
heightened basal arousal in patients with PD, manifesting itself
in a faster heart rate throughout the day. CONCLUSIONS:
Patients with PD or GAD are more sensitive to bodily changes
than nonanxious individuals, and patients with PD are more
sensitive than those with GAD. Patients with PD experience
more frequent distress than those with GAD and controls, but
their physiologic responses are comparable in intensity. The
findings suggest that the perception of panic attacks reflects
central rather than peripheral responses. The diminished
autonomic flexibility observed in both anxiety conditions may
result from dysfunctional information processing during
heightened anxiety that fails to discriminate between anxiety-
related and neutral inputs.

GAD & Venlafaxine XR

* POOLED ANALYSIS OF VENLAFAXINE XR
EFFICACY ON SOMATIC AND PSYCHIC
SYMPTOMS OF ANXIETY IN PATIENTS WITH
GENERALIZED ANXIETY DISORDER.
Authors : Meoni P, Hackett D, Lader M. - Wyeth Research,
Paris, France.
Source : Depress Anxiety. 2004;19(2):127-32.
Summary : We evaluated the relative efficacy of venlafaxine
XR on the psychic versus somatic symptoms of anxiety in
patients with generalized anxiety disorder as determined by the
Diagnostic and Statistical Manual of Mental Disorders, 4th
Edition. Data were pooled and analyzed from 1,841 patients
with generalized anxiety disorder who participated in five short-
term (8-week) double-blind, multicenter, placebo-controlled
studies, two of which had long-term (6-month) extensions.
Somatic and psychic anxieties were studied using the Hamilton
rating scale for anxiety (HAM-A) factor scores. We examined
response rates (> or =50% improvement over baseline severity
score) in the overall population and in patients with mainly
somatic symptomatology at baseline (somatizers). Venlafaxine
XR significantly reduced factor scores for both psychic and
somatic HAM-A factors compared with placebo, from the first
and second weeks of treatment, respectively. Patients treated
with venlafaxine XR had significantly higher rates of response
than patients receiving placebo on the psychic (58% vs. 38%,
P<.001 at week 8; 66% vs. 35% at week 24, P<.001) and
somatic (56% vs. 43%, P<.001 at week 8; 67% vs. 47% at
week 24, P<.001) factors of the HAM-A. There was a
TreatmentxFactor interaction (P<.027) in response rates:
Patients treated with venlafaxine showed similar somatic and
psychic anxiety response rates, whereas placebo-treated
patients showed higher somatic compared with psychic
response rates. Somatizers showed similar rates of response to
the total population for the somatic factor of the HAM-A in either
treatment group. Patients with generalized anxiety disorder
treated with venlafaxine XR showed similar absolute rates of
response on somatic and psychic symptoms, but relative to
patients treated with placebo, more improvement in psychic
than somatic symptoms.
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Anxiery disorders & PROGESTERONE
" ROLE OF PROGESTERONE AND OTHER
NEUROACTIVE STEROIDS IN ANXIETY
DISORDERS

Authors : J-M Le Mellédo & GB Baker
Source : Expert Review of Neurotherapeutics 4(5), 851-860
(2004)
Summary: It remains unexplained why a greater prevalence of
anxiety disorders exists in women than in men, and how female
hormone-related events (i.e., menstrual cycle and postpartum)
can influence the course of anxiety disorders. It would appear
logical that female hormones and their derivatives play a major
role in these observations. The abundance of preclinical data
demonstrating a role for sex hormones and their derivatives in
anxiety-like behavior is in contrast to the relative paucity of
experimental clinical data on the role of female hormones and
neuroactive steroids in anxiety disorders. There is a dramatic
potential for therapeutic anxiolytic activity of pharmacological
compounds derived from powerful anxiolytic agents, such as
the progesterone derivative, allopregnanolone. As a result,
there is currently tremendous interest from the pharmaceutical
industry in developing and testing such agents in anxiety
disorders.

anxiety,  neuroactive

progesterone.

GAD & Sermaline

" EFFICACY OF SERTRALINE IN A 12-WEEK

TRIAL FOR GENERALIZED ANXIETY

DISORDER.
Authors : Allgulander C, Dahl AA, Austin C, Morris PL,
Sogaard JA, Fayyad R, Kutcher SP, Clary CM. - Karolinska
Institutet, Neurotec Department, Section of Psychiatry at
Huddinge, University Hospital, 141 86 Huddinge, Sweden.
Christer.Allgulander@neurotec.ki.se
Source : Am J Psychiatry. 2004 Sep;161(9):1642-9
Summary: OBJECTIVE: Sertraline's efficacy and tolerability in
treating generalized anxiety disorder were evaluated.
METHOD: Adult outpatients with DSM-IV generalized anxiety
disorder and a total score of 18 or higher on the Hamilton
Anxiety Rating Scale were eligible. After a 1-week single-blind
placebo lead-in, patients were randomly assigned to 12 weeks
of double-blind treatment with placebo (N=188, mean baseline
anxiety score=25) or flexible doses (50-150 mg/day) of
sertraline (N=182, mean anxiety score=25). The primary
outcome measure was baseline-to-endpoint change in the
Hamilton anxiety scale total score. A secondary efficacy
measure was the Clinical Global Impression (CGl)
improvement score; response was defined as a score of 2 or
less. RESULTS: Sertraline patients had significantly greater
improvement than placebo patients on all efficacy measures at
week 4. Analysis of covariance of the intent-to-treat group at
endpoint (with the last observation carried forward) showed a
significant difference in the decrease from baseline of the least-
square mean total score on the Hamilton anxiety scale between
sertraline (mean=11.7) and placebo (mean=8.0). Significantly
greater endpoint improvement with sertraline than placebo was
obtained for mean scores on the Hamilton anxiety scale
psychic factor (6.7 versus 4.1) and somatic factor (5.0 versus
3.9). The rate of responders, based on CGIl improvement and
last observation carried forward, was significantly higher for
sertraline (63%) than placebo (37%). Sertraline was well

steroids,  neurosteroids,  panic,
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tolerated; 8% of patients versus 10% for placebo dropped out
because of adverse events. CONCLUSIONS: Sertraline
appears to be efficacious and well tolerated in the treatment of
generalized anxiety disorder.

COMT & Phobic Anxiery

" ASSOCIATION BETWEEN CATECHOL-DO-

METHYLTRANSFERASE & PHOBIC ANXIETY.
Authors : Am J Psychiatry. 2004 Sep;161(9):1703-5
Source : McGrath M, Kawachi |, Ascherio A, Colditz GA, Hunter
DJ, De Vivo I. - Channing Laboratory, Department of Medicine,
Brigham and Women's Hospital and Harvard Medical School,
181 Longwood Ave., Boston, MA 02115.
nhmmc@channing.harvard.edu
Summary: OBJECTIVE: The authors assessed the association
between the catechol-O-methyltransferase (COMT) Val158Met
polymorphism and scores on the phobic anxiety scale of the
Crown-Crisp Experimental Index. METHOD: A total of 1,234
women completed the Crown-Crisp Experimental Index phobic
anxiety scale and were genotyped for the COMT
polymorphism. The authors wused unconditional logistic
regression to compute odds ratios and 95% confidence
intervals (Cls) to evaluate the association between the COMT
genotype and phobic anxiety. RESULTS: The mean scores for
the three genotypes were statistically significantly different.
Compared to the COMT Met/Met genotype, the age-adjusted
odds ratio for scoring >/=6 compared to scoring 0 or 1 were
1.15 (95% CI=0.71-1.85) and 1.99 (95% CI=1.17-3.40) for the
COMT Val/Met and COMT Val/Val genotypes, respectively; a
significant gene dosage effect was observed. CONCLUSIONS:
Our results suggest that the functional COMT polymorphism is
associated with the development of phobic anxiety.

OCD & Trichorillomania

" DISSOCIATIVE EXPERIENCES IN
OBSESSIVE-COMPULSIVE DISORDER AND
TRICHOTILLOMANIA! CLINICAL AND GENETIC
FINDINGS.
Authors : Lochner C, Seedat S, Hemmings SM, Kinnear CJ,
Corfield VA, Niehaus DJ, Moolman-Smook JC, Stein DJ.
Source : Compr Psychiatry. 2004 Sep-Oct;45(5):384-91
Summary: A link between dissociation proneness in adulthood
and self-reports of childhood traumatic events (including familial
loss in childhood, sexual/physical abuse and neglect) has been
documented. Several studies have also provided evidence for
an association between dissociative experiences and trauma in
patients with various psychiatric disorders, including post-
traumatic stress disorder, borderline personality, dissociative
identity and eating disorders. Based on the relative paucity of
data on dissociation and trauma in obsessive-compulsive
disorder (OCD) and trichotillomania (TTM), the primary
objective of this study was to examine the relationship between
trauma and dissociative experiences (DE) in these two
diagnostic groups. Furthermore, the availability of clinical and
genetic data on this sample allowed us to explore clinical and
genetic factors relevant to this association. A total of 110 OCD
and 32 TTM patients were compared with respect to the degree
of dissociation (using the Dissociative Experiences Scale[DES])
and childhood trauma (using the Childhood Trauma
Questionnaire [CTQ]). Patients were classified on the DES as
either "high" (mean DES score >/= 30) or "low" (mean DES
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score < 30) dissociators. Additional clinical and genetic factors
were also explored with chi-square and t tests as appropriate. A
total of 15.8% of OCD patients and 18.8% of TTM patients
were high dissociators. OCD and TTM groups were
comparable on DES and CTQ total scores, and in both OCD
and TTM groups, significant positive correlations were found
between mean DES scores and mean CTQ subscores of
emotional abuse, physical abuse, sexual abuse, and physical
neglect. In the OCD group, high dissociators were significantly
younger than low dissociators, and significantly more high
dissociators than low dissociators reported a lifetime (current
and past) history of tics (P <.001), Tourette's syndrome (P
=.019), bulimia nervosa (P =.003), and borderline personality
disorder (P =.027). In the TTM group, significantly more high
dissociators than low dissociators reported (lifetime)
kleptomania (P =.005) and depersonalisation disorder (P
=.005). In the Caucasian OCD patients (n = 114), investigation
of genetic polymorphisms involved in monoamine function
revealed no significant differences between high and low
dissociator groups. This study demonstrates a link between
childhood trauma and DE in patients with OCD and TTM. High
dissociative symptomatology may be present in a substantial
proportion of patients diagnosed with these disorders. High
dissociators may also be differentiated from low dissociators on
some demographic features (e.g., lower age) and comorbidity
profile (e.g., increased incidence of impulse dyscontrol
disorders). Additional work is necessary before conclusions
about the role of monoaminergic systems in mediating such
dissociation can be drawn.

Biology & Endophenorype
* ENDOPHENOTYPE--A NEW CONCEPT FOR
BIOLOGICAL CHARACTERIZATION OF
PSYCHIATRIC DISORDERS

Authors :  Zobel A, Maier W. Klinik und Poliklinik fur
Psychiatrie und Psychotherapie, Universitat Bonn.
Astrid.Zobel@ukb.uni-bonn.de
Source : Nervenarzt. 2004 Mar;75(3):205-14.
Summary : In the field of psychiatric genetics, the concept of
endophenotypes is presently receiving high popularity. Current
difficulties in the search for susceptibility genes of complex
diseases have been attributed to the etiological heterogeneity
of the clinical, psychopathologically defined phenotype of the
disease. Neurobiological correlates of the disease which are
genetically influenced and stable over time are considered to
be more promising targets of phenotypes. They are more
directly influenced by gene effects and presumably defined by a
genetic determination which is less complex than the
phenotype of the disorder. The endophenotype strategy has
already been successful in complex disorders of other areas in
medicine, including alcoholism and late-onset Alzheimer's
disease. For schizophrenia, a series of endophenotypes for
molecular/genetic investigation has been suggested, but the
concept "endophenotype" also provides a basis for biological
classification of mental disorders.

Biology & Clinical Study
* BLINICAL STUDY: ATYPICAL
DEPRESSION IN GROWTH HORMONE
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DEFICIENT ADULTS, AND THE BENEFICIAL
EFFECTS OF GROWTH HORMONE
TREATMENT ON DEPRESSION AND
QUALITY OF LIFE.

Authors : Tripti Mahajan1, Anna Crown1, Stuart Checkley2,
Anne Farmer2 and Stafford Lightman1
Henry Wellcome Laboratories for Integrative Neuroscience &
Endocrinology, University of Bristol 1 and Institute of
Psychiatry, London 2
Source : (Correspondence should be addressed to S Lightman)
Summary : Objective: Some growth hormone deficient adults
(GHDAs) have an impaired quality of life, which may improve
with growth hormone (GH) treatment. The objective of our
study was to make an in depth psychiatric evaluation of
patients with adult-onset (AO) and childhood-onset (CO) GHD,
and to assess the time course of changes in their quality of life
and symptoms of depression in response to GH treatment.

Design: The study design was a 4 month, double-blind, cross-

over, placebo-controlled trial of GH therapy.

Methods: We wused a detailed psychiatric interview to

characterise 25 patients with proven GH deficiency at baseline.

They were reassessed at monthly intervals during treatment

with GH or placebo, using the Nottingham Health Profile and

two well-recognised depression rating scales.

Results:11 / 18 (61%) of the patients with AO GH deficiency,

but 0 / 7 of the patients with CO GH deficiency, were found to

have atypical depression at baseline. There were significant

improvements in the depression rating scale scores after 2

months of GH therapy, with significant improvements in

emotional reaction and social isolation scores from 1 month,

and in energy levels and sleep disturbance from 2 and 3

months respectively.

Conclusions: The results of our study confirm that a large

proportion of GHDAs have unequivocal psychiatric morbidity,

and suggest that a response to treatment can be seen after a

short trial of GH therapy. We hypothesise that this rapid

improvement of symptoms of atypical depression represents a

direct central effect of GH therapy.

Heschl's Gyrus & SLLI, MDD, BP

" [CELL DENSITY AND CORTICAL
THICKNESS IN HESCHL'S GYRUS IN
SCHIZOPHRENIA, MAJOR DEFRESSION AND
BIPOLAR DISORDER.
Authors : Cotter D, Mackay D, Frangou S, Hudson L, Landau
S. - Beaumont Hospital, Dublin 9, Ireland. drcotter@rcsi.ie
Source : Br J Psychiatry. 2004 Sep;185:258-9
Summary: There is evidence that the superior temporal gyrus
and Heschl's gyrus within it are implicated in schizophrenia. We
investigated neuronal and glial cell density and cortical
thickness within Heschl's gyrus, using the optical disector to
estimate cell density within cortical layers 3 and 5 in tissue
derived postmortem from people with diagnoses of major
depressive disorder, schizophrenia and bipolar disorder,
compared with normal controls (n=15 per group). No significant
difference in neuronal or glial cell density or in cortical thickness
was observed between the groups; our findings therefore
provide no support for the presence of cellular pathology within
Heschl's gyrus in schizophrenia.

Fragile X Syndrome
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" NEUROPSYCHIATRIC SYMPTOMS OF

FRAGILE X SYNDROME: PATHOPHYSIOLOGY

AND PHARMACOTHERAPY.
Authors : Tsiouris JA, Brown WT. - George A. Jervis Clinic,
New York State Institute for Basic Research in Developmental
Disabilities, Staten Island, New York, USA
Source : CNS Drugs. 2004;18(11):687-703
Summary: Fragile X syndrome is the leading inherited form of
mental retardation, and second only to Down's syndrome as a
cause of mental retardation attributable to an identifiable
genetic abnormality. Fragile X syndrome is caused by a defect
in the fragile X mental retardation 1 gene (FMR1), located near
the end of the long arm of the X chromosome. FMR1 normally
synthesises the fragile X protein (FMRP), but mutations in
FMR1 lead to a lack of FMRP synthesis, resulting in fragile X
syndrome. While the specific function of FMRP is not yet fully
understood, the protein is known to be important for normal
brain development. The physical, cognitive and behavioural
features of individuals with fragile X syndrome depend on
gender (females have two X chromosomes, one active and one
inactive) and the molecular status of the mutation (premutation,
full mutation or mosaic). Features of the behavioural profile of
individuals with fragile X syndrome include hypersensitivity to
stimuli, overarousability, inattention, hyperactivity and (mostly in
men) explosive and aggressive behaviour to others or self.
Social anxiety, other anxiety disorders, depression, impulse
control disorder and mood disorders are the most common
psychiatric disorders diagnosed in individuals with fragile X
syndrome, although no formal studies have been
undertaken.There have been very few psychopharmacological
studies of the treatment of behaviours associated with fragile X
syndrome. These limited studies and surveys of psychotropic
drugs used in individuals with fragile X syndrome suggest that
stimulants are helpful for hyperactivity, that alpha(2)-
adrenoceptor agonists and beta-adrenoceptor antagonists help
to control overarousability, impulsivity and aggressiveness, and
that SSRIs can control anxiety, impulsivity and irritability,
alleviate depressive symptoms and decrease aggressive and
self-injurious behaviour. Typical and atypical antipsychotics in
combination with other psychotropics have been used for
control of psychotic disorders and severe aggressive
behaviours. Mood stabilisers have been found to be useful
when mood dysregulation or mood disorders are present with
or without aggressive behaviour. Folic acid and L-
acetylcarnitine (levacecarnine) have not been found to improve
deficits or behaviours. As there is no specific psychotropic drug
for any of the deficits or behaviours associated with fragile X
syndrome, clinicians are advised to diagnose any psychiatric
syndromes or disorders present and treat them with the
appropriate psychotropic drug.If no psychiatric disorder can be
diagnosed and the patient's challenging behaviours cannot be
controlled with environmental manipulation or behaviour
modification techniques, the most benign psychotropic drug
should be used. Antipsychotics should be reserved for
psychotic disorders, for impulse control disorders (used in
combination with other psychotropics), or when challenging
behaviours constitute an emergency. In the future, new
medications targeting molecules implicated in the modulation of
anxiety, fear and fear responding will be useful for treating the
social anxiety and overarousability exhibited by individuals with
fragile X syndrome.
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Mood Stabilisers (MS

MS & Valproare

"  VALPROIC ACID, VALPROATE AND

DIVALPROEX IN THE MAINTENANCE

TREATMENT OF BIPOLAR DISORDER
Authors : Macritchie K.AN., Geddes J.R., Scott J, Haslam
D.R.S., Goodwin G.M.
Source : The Cochrane Library, Issue 3, 2004. Chichester, UK:
John Wiley & Sons, Ltd
Summary: A substantive amendment to this systematic review
was last made on 19 March 2001. Cochrane reviews are
regularly checked and updated if necessary.
Background: Although lithium has been the most commonly
used maintenance treatment in bipolar disorder for several
decades, valproate is being used increasingly - especially in the
United States of America. There is a need to clarify whether the
increasingly prominent prophylactic role of valproate in bipolar
disorder is justified.
Objectives: To review the effectiveness of valproate, relative to
placebo, other mood stabilisers and antipsychotics, in the
prevention and/or attenuation of acute episodes of bipolar
disorder. The effectiveness of valproate was considered in
terms of mood symptoms, mortality, general health, social
functioning, adverse effects and overall acceptability to
patients.
Search strategy: The CCDAN group search strategy was used.
The following databases were searched: The Cochrane
Collaboration Depression, Anxiety and Neurosis Controlled
Trials Register (CCDANCTR), The Cochrane Controlled
Clinical Trials Register (CCCTR), EMBASE , MEDLINE,
LILACS , PsycLIT and Psyndex. Reference lists of relevant
papers and major textbooks of mood disorder were examined.
Authors, other experts in the field and pharmaceutical
companies were contacted for knowledge of suitable published
or unpublished trials.
Selection criteria: Randomised controlled trials which compared
valproate with placebo, alternative mood stabilisers (including
lithium and carbamazepine) or neuroleptics, where the stated
intent of intervention was the maintenance treatment of bipolar
disorder. Participants were males and females of all ages with
a diagnosis of bipolar disorder however diagnosed,
approximating to ICD 10 Code F31 and DSM IV 296, but
including patients diagnosed as ICD-9 manic depressive
psychosis and DSM-IIl and DSM-IIIR bipolar disorder.
Data collection and analysis: Data were extracted from the
original reports individually by two reviewers. The main
outcomes to be assessed were:1.The effectiveness of
valproate treatment in preventing or attenuating further
episodes of bipolar disorder, including its effectiveness in rapid
cycling disorder.2.The acceptability of valproate treatment to
patients.3.The prevalence of side-effects.4.Mortality on
valproate treatment.Outcomes concerning relapse/recurrence
were analysed excluding data from discontinuation studies,
which were to be analysed separately. Sub-group analyses
were to be performed to examine the effects of valproate
treatment in rapid cycling bipolar disorder and previous mood
stabiliser non-responders. Data were analysed using Review
Manager version 4.1.
Main results: One trial of 12 months duration with 372
participants was identified comparing lithium, divalproex and
placebo. It had several methodological limitations. The primary
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analysis of time to occurrence of mood episode described in
the main trial report found no reliable difference between the
treatments, although there was a trend for divalproex to be
more effective than lithium. In the analysis in this review,
patients taking divalproex who left the study because of the
occurrence of an mood episode were significantly less in
number than those on placebo (RRR 37%; RR 0.63; 95% CI
0.44 to 0.90). There was no significant difference in the
numbers of patients in receipt of divalproex compared with
those in receipt of lithium who left the study because they
suffered any mood episode. (RRR 22%; RR 0.78; 95% C.I.
0.52 to 1.17). There was insufficient information to allow sub-
group analyses of rapid-cycling disorder. The divalproex group
had significantly more patients suffering tremor (RRI 223%; RR
3.23; 95% C.l. 1.85 to 5.62), weight gain (RRI 187%; RR 2.87;
95% C.l. 1.34 to 6.17) and alopecia (RRI 143%; RR 2.43; 95%
C.I. 1.05 to 5.65) than the placebo group. In comparison with
the lithium, divalproex was associated with more frequent
sedation (RRI 58%; RR 1.58; 95% C.l. 1.08 to 2.32) and
infection (RRI 107%; RR 2.07; 95% C.l. 1.16 to 3.68), but less
suffered thirst (RRR 62%; RR 0.38; 95% C.I. 0.18 to 0.81) and
polyuria (RRR 57%; RR 0.43; 95% C.I. 0.22 to 0.82).
Reviewers' conclusions: In view of the equivocal findings of this
review, conclusions about the efficacy and acceptability of
valproate compared to placebo and lithium cannot be made
with any degree of confidence. With current evidence, patients
and clinicians would probably wish to use lithium before
valproate for maintenance treatment. At present, the observed
shift of prescribing practice to valproate is not based on reliable
evidence of efficacy.

Valproic Acid & Hyperammonemia
"  VALPROIC ACID-INDUCED
HYPERAMMONEMIA:! A CASE REPORT.

Authors : McCall M, Bourgeois JA. - Department of Psychiatry
and Behavioral Sciences, University of California, Davis
Medical Center, Sacramento CA.
Source : J Clin Psychopharmacol. 2004 Oct;24(5):521-6
Summary: The authors present a case of a patient treated with
valproic acid for seizure disorder who presented with acute
mental status changes consistent with encephalopathy.
Notably, her serum ammonia level was 3 times the upper limit
of normal, despite an only mildly elevated aspartate
aminotransferase and normal bilirubin. Her serum valproic acid
level was in the therapeutic range. Her symptoms resolved with
discontinuation of valproic acid and supportive care. The
authors review the possible mechanisms of valproic acid-
associated hyperammonemia with encephalopathy and
propose clinical practice modifications to minimize the
incidence of this adverse reaction to this generally well-
tolerated and clinically important psychotropic medication.

Sleep Disorders

Sleep-Relared Breathing Disorders

" SLEEP-RELATED BREATHING
DISORDERS: IMPACT ON MORTALITY OF
CEREBROVASCULAR DISEASE.
Authors : Parra O, Arboix A, Montserrat JM, Quinto L, Bechich
S, Garcia-Eroles L. - Depts of Pneumology, Hospital del Sagrat
Cor, Barcelona, Spain. 225150po@comb.es
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Source : Eur Respir J. 2004 Aug;24(2):267-72

Summary: The aim of the study was to analyse the impact of
sleep-related breathing disorders in a 2-yr survival follow-up of
patients with a first ever stroke or transient ischaemic attack.

The study followed 161 patients. Complete neurological
assessment was performed in order to determine
cerebrovascular risk factors, functional disability, and

parenchymatous and vascular localisation, as well as stroke
subtype categorisation. A sleep study was carried out using a
portable respiratory recording device, The entire cohort was
followed over a mean period of 22.8 months. The main
outcome event was death and time of survival since the
neurological event. A multivariate Cox's model was estimated.
The patients were ages 72+/-9 yrs (mean+/-SD), and had a
body mass index of 26.6+-3.9 kg x m(-2) and
apnoea/hypopnoea index (AHI) of 21.2+/-15.7. Overall,
mortality occurred in 22 cases, and the survival rate was
86.3%. Vascular disease accounted for 63.6% of deaths.
Multivariate analysis selected four independent variables
associated with mortality: 1) age; 2) AHI, with an implied 5%
increase in mortality risk for each additional unit of AHI; 3)
involvement of the middle cerebral artery; and 4) the presence
of coronary disease. In conclusion, the findings suggest that
sleep-related breathing disorders are an independent
prognostic factor related to mortality after a first episode of
stroke.

Sleep-Disordered Breathing

" PERFORMANGCE VIGILANCE TASK AND

SLEEPINESS IN PATIENTS WITH SLEEP-

DISORDERED BREATHING.
Authors : Sforza E, Haba-Rubio J, De Bilbao F, Rochat T,
Ibanez V. - Sleep Laboratory, Dept of Psychiatry, Geneva
University Hospital, Geneva, Switzerland.
Emilia.Sforza@hcuge.ch
Source : Eur Respir J. 2004 Aug;24(2):279-85
Summary: Altered  vigilance  performance has  been
documented in patients with sleep-related breathing disorders
(SRBDs). Sleep fragmentation, sleepiness, respiratory
disturbances and nocturnal hypoxaemia have been suggested
as the pathogenesis of these deficits, yet it remains difficult to
find a good correlation between performance deficits and the
above factors. In the present study, which performance
measure better characterised SRBD patients and the main
factors implicated in these disturbances were examined. The
study group consisted of 152 patients and 45 controls, all
examined using a performance vigilance task and subjective
sleepiness assessment. Speed and accuracy in the
psychomotor vigilance task (PVT) were measured in patients
and controls. Objective daytime sleepiness was assessed in
the patient group using the maintenance of wakefulness test. In
comparison with controls, PVT accuracy rather than speed
seems to be affected in SRBD patients, with lapses and false
responses significantly greater in patients with more severe
objective sleepiness and higher apnoea/hypopnoea index.
Although slowing and increased variability in reaction time were
associated with shorter sleep latency in the maintenance of
wakefulness test, subjective sleepiness, sleep fragmentation,
nocturnal hypoxaemia and apnoea/hypopnoea index influenced
mainly PVT accuracy. It is concluded that vigilance impairment,
sleep fragmentation and severity of disease may partially and
differentially  contribute to the diurnal  performance
consequences found in sleep-related breathing disorders.
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Since the psychomotor vigilance task worsening is more
marked in accuracy that in speed, measurement of lapses and
false responses would better characterise the degree of diurnal
impairment in these patients.

Obsmrucrive Sleep Apnea & Neuropsychological
Seouelae

" NEUROPSYCHOLOGICAL SEQUELAE OF

OBSTRUCTIVE SLEEP APNEA-HYPOPNEA

SYNDROME! A CRITICAL REVIEW
Authors : Aloia MS, Arnedt JT, Davis JD, Riggs RL, Byrd D. -
Brown Medical School, Providence, Rhode Island 02906, USA.
Mark_Aloia@Brown.edu
Source : J Int Neuropsychol Soc. 2004 Sep;10(5):772-85
Summary: Obstructive sleep apnea-hypopnea syndrome
(OSAHS) is a well-recognized clinical sleep disorder that
results in chronically fragmented sleep and recurrent
hypoxemia. The primary daytime sequelae of the disorder
include patient reports of excessive daytime sleepiness,
depression, and attention and concentration problems. It has
been well established that OSAHS negatively impacts certain
aspects of cognitive functioning. The primary goals of this
article are to (1) clarify the pattern of cognitive deficits that are
specific to OSAHS; (2) identify the specific cognitive domains
that improve with treatment; and (3) elucidate the possible
mechanisms of cognitive dysfunction in OSAHS. At the
conclusion of the paper, we propose a potential neurofunctional
theory to account for the etiology of cognitive deficits in
OSAHS. Thirty-seven peer-reviewed articles were selected for
this review. In general, findings were equivocal for most
cognitive domains. Treatment, however, was noted to improve
attention/vigilance in most studies and consistently did not
improve constructional abilities or psychomotor functioning. The
results are discussed in the context of a neurofunctional theory
for the effects of OSAHS on the brain.

Parkinson Disease (PD

PD, Therapie & Depression
" THERAFPIES FOR DEPRESSION IN
PARKINSON'S DISEASE

Authors : Shabnam Ghazi-Noori, TH Chung, KHO Deane, H

Rickards, CE Clarke

Source : The Cochrane Library, Issue 3, 2004. Chichester, UK:

John Wiley & Sons, Ltd.

Summary: A substantive amendment to this systematic review

was last made on 21 February 2003. Cochrane reviews are

regularly checked and updated if necessary.

Background: Depression is one of the most common

neuropsychiatric disturbances in Parkinson's disease. 40% of

observed variation in quality of life is due to depression.

However, there is little hard evidence of the efficacy and safety

of antidepressant therapies in Parkinson's disease.

Objectives: To assess the efficacy and safety of antidepressant

therapies in idiopathic Parkinson's disease. Safety refers to

both the direct side-effects of the therapy and also the therapy's
interactions with the symptoms of Parkinson's disease and with
the antiparkinsonian medications. Search strategy: Relevant
clinical trials were identified by electronic searches the
Cochrane Controlled Trials Register MEDLINE(1996-2001),
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EMBASE (1974-2001), PsychLit (1800's-2001), CINAHL (1982-
2001) databases. The reference list of all trial reports and
reviews were examined. Queries were sent out to all
manufacturers and distributors of antidepressants within the UK
requesting information on any relevant clinical trials.

Selection criteria: Randomised controlled trials (RCT)
examining licensed oral antidepressants, electroconvulsive
therapy (ECT) or behavioural therapy in the treatment of
depression in idiopathic Parkinson's disease.

Data collection and analysis: Data was extracted and assessed
independently by three of the authors. Disagreements were
resolved by discussion.

Main results: Three randomised controlled trials were found
examining oral antidepressant medications in Parkinson's
disease in a total of 106 patients. No eligible trials of ECT or
behavioural therapy were found. In the first arm of the
crossover trial by Andersen 1980 (n=22) patients in the
nortriptyline group showed a larger improvement than placebo
group in median depression score in a self-made 31-item
depression rating scale after 16 weeks of treatment but
statistical significance was not calculated. A parallel group ftrial
by Wermuth 1998 (n=37) did not show any statistically
significant difference between the citalopram and placebo
groups in the Hamilton Depression Scale after 52 weeks of
treatment. The third study by Rabey 1996 (n=47) was a
randomised open-label trial to compare fluvoxamine versus
amitriptyline. Similar numbers of patients in amitriptyline and
fluvoxamine groups (60% vs 55%) had a 50% reduction of
Hamilton score after 16 months of treatment. However, further
assessment of this trial was not possible because only
summary results were available from an abstract and attempts
to contact the authors failed. Visual hallucinations or confusion
had been reported in patients with fluvoxamine and
amitriptyline. Otherwise, no other major side effects were found
in the other two trials.

Reviewers' conclusions: Insufficient data on the effectiveness
and safety of any antidepressants therapies in Parkinson's
disease are available on which to make recommendations for
their use. Further large scale randomised controlled trials are
urgently required in this area.

Citalopram & Parkinson's Disease

" [CITALOPRAM TREATMENT OF
DEPRESSION IN PARKINSON'S DISEASE:
THE IMPACT ON ANXIETY, DISABILITY, AND
COGNITION.
Authors : Menza M, Marin H, Kaufman K, Mark M, Lauritano
M. - Department of Psychiatry, Robert Wood Johnson Medical
School, Camden, New Jersey, USA. menza@cmhc.umdnj.edu

Source: J Neuropsychiatry  Clin Neurosci. 2004
Summer;16(3):315-9
Summary: Depression in Parkinson's disease (PD) is

associated with faster progression of physical symptoms,
greater decline in cognitive skills, and greater decline in the
ability to care for oneself. The depression in these patients is
also frequently comorbid with anxiety. There are no ftrials that
provide data on the impact of depression treatment on anxiety,
disability, and cognition in these patients. In this prospective, 8-
week, open label trial, 10 patients with PD and major
depression, without dementia, were given flexible doses of
citalopram. Depression improved significantly and was
associated with significant improvements in anxiety symptoms
and functional impairment. The drug was well tolerated. This is
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the first study that provides data suggesting that treating
depression in patients with PD may lead to improvements in
anxiety and functional capacity. As with all nonrandomized,
open-label trials at tertiary research centers, many nonspecific
factors may have influenced the results.

Suicide & Seasonal differences
" SEASONAL DIFFERENCES IN
PSYCHOPATHOLOGY OF MALE SUICIDE
COMPLETERS.

Authors : Kim CD, Lesage AD, Seguin M, Chawky N, Vanier C,
Lipp O, Turecki G.
Source : Compr Psychiatry. 2004 Sep-Oct;45(5):333-9
Summary: Suicide is known to vary according to season, with
peaks in the spring and troughs in the winter. The presence of
psychopathology is a significant predictor of suicidality, and it is
possible that the seasonal variation of suicide completion may
be related to seasonality in the manifestation of psychiatric
disorders common to suicide completers. In the current study,
we evaluated 115 French-Canadian male suicide completers
from the Greater Montreal Area for DSM-IV psychiatric
disorders using proxy-based diagnostic interviews. Subjects
were assessed for seasonal differences in the prevalence of
DSM-IV psychiatric diagnoses just before their deaths.
Diagnoses of major depressive disorder (MDD) without
comorbid cluster B personality disorders, and schizophrenia
were differently distributed between seasons. Most (63.4%)
subjects with MDD committed suicide in the spring/summer (P
=.038). However, closer examination revealed that depressed
suicides with comorbid cluster B personality disorders did not
show seasonality, while 83.3% of depressed suicides without
comorbid cluster B personality disorders committed suicide in
the spring/summer (P =.019). 87.5% of those suicides with
schizophrenia committed suicide in the fall/winter (P =.026),
and the only suicide with schizophrenia who died in the
spring/summer was also the only one without positive
symptomology. Our study is limited to male suicide completers,
and results should not be generalized to women. We conclude
that seasonal variation in suicide manifests itself differently in
patients with different psychopathology. These findings indicate
that assessment of suicide risk may need to include
consideration of possible seasonal effects, depending on
psychopathology.

Arrempred Suicide & Personality
" PERSONALITY AND ATTEMPTED SUICIDE
IN DEPRESSED ADULTS 50 YEARS OF AGE
AND OLDER! A FAGCET LEVEL ANALYSIS.
Authors : Useda JD, Duberstein PR, Conner KR, Conwell Y.
Source : Compr Psychiatry. 2004 Sep-Oct;45(5):353-61
Summary: We examined the contribution of personality traits to
attempted suicide, the number of suicidal attempts, and suicidal
ideation in a sample of depressed inpatients. Personality was
assessed via the Revised NEO Personality Inventory (NEO-PI-
R). Bivariate analyses showed that suicide attempters were
more self-conscious, self-effacing, impulsive, and vulnerable to
stress, and less warm, gregarious, and inclined to experience
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positive emotions. Multivariate regression analyses controlling
for age, gender, severity of depression, and psychiatric
comorbidity showed that patients with a lifetime history of
attempted suicide were less inclined to experience positive
emotions and be more self-effacing. Patients with more severe
suicidal ideation were less warm and more self-effacing.
Results indicated that specific

personality traits confer risk for suicidal behaviors in middle age
and older adults. Interventions tailored to specific personality
profiles in this high-risk group should be developed, and their
efficacy examined.

Narcolepsy

Narcolepsy Suscepribiliry
= A NARCOLEPSY SUSCEPTIBILITY LOCUS
MAPS TO A 5 MB REGION OF CHROMOSOME
21Q.

Authors : Dauvilliers Y, Blouin JL, Neidhart E, Carlander B,
Eliaou JF, Antonarakis SE, Billiard M, Tafti M. Service de
Neurologie B, Hopital Gui-de-Chauliac, Montpellier, France.
Source : Ann Neurol. 2004 Sep;56(3):382-8.
Summary : The genetic basis of human narcolepsy remains
poorly understood. Multiplex families with full-blown narcolepsy-
cataplexy are rare, whereas families with both narcolepsy-
cataplexy and excessive daytime sleepiness without cataplexy
are more common. We performed a genomewide linkage
analysis in a large French family with four members affected
with narcolepsy-cataplexy and 10 others with isolated recurrent
naps or lapses into sleep. Only three regions showed logarithm
of odds (LOD) scores greater than 1 in two-point linkage
analysis (D6S1960, D11S2359, and D21S228). Genotyping
additional markers provided support for linkage to 9 markers on
chromosome 21 (maximum two-point LOD score, 3.36 at
D2181245). The multipoint linkage analysis using SimWalk2
provided further evidence for linkage to the same region
(maximum parametric LOD score, 4.00 at 21GT26K). A single
haplotype was shared by all affected individuals and
informative crossovers indicated that the elusive gene that
confers susceptibility to narcolepsy is likely to be located
between markers D21S267 and ABCGH1, in a 5.15 Mb region of
21q.

Narcolepsy & Glucose Hypomerabolism

- GLUCOSE HYPOMETABOLISM OF
HYPOTHALAMUS AND THALAMUS IN
NARCOLEPSY.

Authors : Joo EY, Tae WS, Kim JH, Kim BT, Hong SB.
Department of Neurology, Samsung Medical Center,
Sungkyunkwan University School of Medicine, 50 Irwon-Dong,
Gangnam-Gu, Seoul, Korea.

Source : Ann Neurol. 2004 Sep;56(3):437-40.

Summary : It has been hypothesized that hypothalamus is
involved in narcolepsy. The relative difference between
cerebral glucose metabolism of 24 narcoleptic patients and 24
normal controls was studied using 18F-fluorodeoxy glucose
positron emission tomography. Patients with narcolepsy
showed significantly reduced cerebral glucose metabolism in
bilateral rectal and subcallosal gyri, the medial convexity of
right superior frontal gyrus, bilateral precuneus, right inferior
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parietal lobule, and in left supramarginal gyrus (uncorrected
p < 0.001). Bilateral posterior hypothalami and mediodorsal
thalamic nuclei showed hypometabolism with significance at
the level of corrected p < 0.05, with small volume correction.
This study showed cerebral glucose hypometabolism of the
hypothalamus-thalamus-orbitofrontal pathways in the
narcoleptic brain.

Psychotherapy

Psychotherapy & Diaberes Mellitus
" INTEGRATIVE TREATMENT OF INSTABLE
DIABETES MELLITUS: EDUCATION OR
PSYCHOTHERAPY?

Authors : Leweke F, Kurth R, Milch W, Brosig B. - Klinik fur
Psychosomatik und Psychotherapie der Universitat Giessen.
frank.leweke@psycho.med.uni-giessen.de
Source: Prax Kinderpsychol Kinderpsychiatr.
Jun;53(5):347-58
Summary: The term "brittle diabetes" describes a subtype of
instable type-l diabetes, characterized by high variations of
blood sugar without any evident cause and despite careful
clinical management. Clear guidelines for a precise definition of
the condition are still lacking; this fosters insecurities
concerning diagnosis and therapy of the disease. Psychosocial
influences, triggering these conditions, were discussed. The
patient-doctor-relationship appears to be tensed due to an often
missing compliance. Using a paradigmatic case study as
background, the specific diagnostic and therapeutic problems in
brittle diabetes were presented. Brittle diabetes advocates a
close cooperation between internal and psychosomatic
medicine units and a combination of patient education and
psychotherapy. Seen under a psychosomatic paradigm, brittle
diabetes can be detected early and effective treatment may
avoid further complications in these young patients.

2004 May-

Psychotherapy & Diaberes Mellitus

* INTEGRATIVE TREATMENT OF INSTABLE

DIABETES MELLITUS: EDUCATION OR

PSYCHOTHERAPY?
Authors : Leweke F, Kurth R, Milch W, Brosig B. - Klinik fur
Psychosomatik und Psychotherapie der Universitat Giessen.
frank.leweke@psycho.med.uni-giessen.de
Source : Prax Kinderpsychol Kinderpsychiatr.
Jun;53(5):347-58
Summary: The term "brittle diabetes" describes a subtype
of instable type-| diabetes, characterized by high variations
of blood sugar without any evident cause and despite
careful clinical management. Clear guidelines for a precise
definition of the condition are still lacking; this fosters
insecurities concerning diagnosis and therapy of the
disease. Psychosocial influences, triggering these
conditions, were discussed. The patient-doctor-relationship
appears to be tensed due to an often missing compliance.
Using a paradigmatic case study as background, the
specific diagnostic and therapeutic problems in brittle
diabetes were presented. Brittle diabetes advocates a close
cooperation between internal and psychosomatic medicine
units and a combination of patient education and
psychotherapy.

2004 May-
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Seen under a psychosomatic paradigm, brittle diabetes can be
detected early and effective treatment may avoid further
complications in these young patients.

Borderline Personality Disorder & Psychotherapy —
" STRATEGIES FOR SECURING
COMMITMENT TO TREATMENT FROM
INDIVIDUALS DIAGNOSED WITH
BORDERLINE PERSONALITY DISORDER

Authors : Denise D. Ben-Porath - Assistant Professor of

Psychology, John Carroll University, 20700 North Park Blvd.,

University Heights, OH 44118; dbenporath@jcu.edu

Source : Journal of Contemporary Psychotherapy 34 (3): 247-

263, Fall 2004

Summary: Individuals diagnosed with borderline personality

disorder (BPD) are notoriously difficult to engage in treatment.

The purpose of this paper is to highlight therapeutic strategies

that are likely to facilitate early alliance in therapy with

individuals diagnosed with BPD. The seven strategies include,
collaborative assessment, the use of contracts, motivational
interviewing, linking treatment targets to client goals,
commitment strategies, validation, and the use of metaphors.

Clinical vignettes are presented to elucidate the concepts

described and demonstrate their use in clinical practice.

Keywords premature termination, borderline personality

disorder, psychotherapy, engagement.

BPD & Psychortlierapy

- AVOIDING PATIENT DISTORTIONS IN
PSYCHOTHERAPY WITH BORDERLINE
PERSONALITY DISORDER PATIENTS

Authors : David M. Allen - Department of Psychiatry,
University of Tennessee Health Science Center, 135 N.
Pauline, Sixth Floor, Memphis, Tennessee;

DMAllen@utmem.edu and Stephanie Whitson - Department of
Psychiatry, University of Tennessee Health Science Center,
135 N. Pauline, Sixth Floor, Memphis, Tennessee

Source : Journal of Contemporary Psychotherapy 34 (3): 211-
229, Fall 2004

Summary: Patients with borderline personality disorder (BPD)
have a reputation among psychotherapists for distorted thinking
and misleading reports about their interpersonal relationships.
This article discusses the difficulty in ascertaining whether
seeming distortions are caused by true cognitive deficiencies or
are instead caused by purposeful or subconscious manipulation
of relationships. The tendency of BPD patients to use an
impressionistic cognitive style that leaves out important details
and leads to seemingly distorted reports may be related to the
phenomenon of family invalidation. Empirical research into BPD
distortions is reviewed. The article then describes techniques
useful in psychotherapy for obtaining more factual and
objective accounts of current relationship episodes. Transcripts
from a therapy session are used to illustrate the techniques.
Keywords : borderline personality disorder, psychotherapy,
cognitive distortion, Unified Therapy.

Neuropsychiarric Damage & SLE
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" PREDICTORS OF NEUROPSYCHIATRIC
DAMAGE IN SYSTEMIC LUPUS
ERYTHEMATOSUS! DATA FROM THE
MARYLAND LUPUS COHORT.
Authors : Mikdashi J, Handwerger B. - University of Maryland
School of Medicine, Baltimore, MD, USA.
Source : Rheumatology (Oxford). 2004 Sep 1
Summary: Objective. To identify factors predictive of significant
neuropsychiatric  (NP) damage in systemic lupus
erythematosus (SLE). Methods. One hundred and thirty
patients with SLE were followed at the University of Maryland
Lupus Clinic from 1992 until 2003. NP manifestations were
defined according to the revised American College of
Rheumatology (ACR) nomenclature and case definitions for
NP-SLE syndromes. Disease activity was measured using the
SLE Disease Activity Index (SLEDAI), organ damage using the
Systemic Lupus International Collaborating Clinics Damage
Index SLICC/ACR (SDI); NP damage (NPDI) was measured
with the corresponding domain of the SDI. At end of study
period, 64 patients exhibited no NP damage (NPDI = 0) and 66
patients developed significant NP damage (defined as NPDI
>/=1). The baseline features for these two patient groups were
compared, and variables found to be significantly different were
examined by multivariable analyses to determine their
contribution to NP damage. Results. Significant NP damage is
common in SLE; mortality is infrequent and the cause of death
is unrelated to NP damage. Independent predictors of
significant NP damage were disease activity, Caucasian
ethnicity and the presence of antiphospholipid antibodies and
anti-Ro/SSA antibody. Certain clinical features at baseline
predicted specific NP damage. For example, higher disease
activity at baseline was predictive of psychosis and cognitive
impairment, anti-dsDNA was predictive of polyneuropathy, and
antiphospholipid antibodies were predictive of seizures and
cerebrovascular accidents. Conclusions. In this longitudinal
SLE cohort, significant cumulative NP damage occurred. Early
aggressive therapy targeted towards NP manifestations may
prevent the occurrence of NP damage.

Nocturnal Enuresis (NE

NE & Complex Behavioural

" COMPLEX BEHAVIOURAL AND
EDUCATIONAL INTERVENTIONS FOR
NOCTURNAL ENURESIS IN CHILDREN

Authors : Glazener CMA, Evans JHC, Peto RE

Source : The Cochrane Library, Issue 3, 2004. Chichester, UK:
John Wiley & Sons, Ltd.

Summary: A substantive amendment to this systematic review
was last made on 26 November 2003. Cochrane reviews are
regularly checked and updated if necessary.

Background: Nocturnal enuresis (bedwetting) is a socially
disruptive and stressful condition which affects around 15-20%
of five year olds, and up to 2% of young adults. Objectives: To
assess the effects of complex behavioural and educational
interventions on nocturnal enuresis in children, and to compare
them with other interventions.

Search strategy: We searched the Cochrane Incontinence
Group trials register (December 2002) and the reference lists of
relevant articles. Date of the most recent searches: December
2002.
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Selection criteria: All randomised or quasi-randomised trials of
complex behavioural or educational interventions for nocturnal
enuresis in children were included, except those focused solely
on daytime wetting. Comparison interventions included no
treatment, simple and physical behavioural methods, alarms,
desmopressin, tricyclics, and miscellaneous other interventions.
Data collection and analysis: Two reviewers independently
assessed the quality of the eligible trials, and extracted data.
Main results: Sixteen trials involving 1081 children were
identified which included a complex or educational intervention
for nocturnal enuresis. The trials were mostly small and some
had methodological problems including the use of a quasi-
randomised method of concealment of allocation in three trials
and baseline differences between the groups in another three.
A complex intervention (such as dry bed training (DBT) or full
spectrum home training (FSHT)) including an alarm was better
than no-treatment control groups (eg RR for failure or relapse
after stopping DBT 0.25; 95% CI 0.16 to 0.39) but there was
not enough evidence about the effects of complex interventions
alone if an alarm was not used. A complex intervention on its
own was not as good as an alarm on its own or the intervention
supplemented by an alarm (eg RR for failure or relapse after
DBT alone versus DBT plus alarm 2.81; 95% CI 1.80 to 4.38).
On the other hand, a complex intervention supplemented by a
bed alarm might reduce the relapse rate compared with the
alarm on its own (eg RR for failure or relapse after DBT plus
alarm versus alarm alone 0.5; 95% CI 0.31 to 0.80). There was
not enough evidence to judge whether providing educational
information about enuresis was effective, irrespective of
method of delivery. There was some evidence that direct
contact between families and therapists enhanced the effect of
a complex intervention, and that increased contact and support
enhanced a package of simple behavioural interventions, but
these were addressed only in single trials and the results would
need to be confirmed by further randomised controlled trials, in
particular the effect on use of resources.

Reviewers' conclusions: Although DBT and FSHT were better
than no treatment when used in combination with an alarm,
there was insufficient evidence to support their use without an
alarm. An alarm on its own was also better than DBT on its
own, but there was some evidence that combining an alarm
with DBT was better than an alarm on its own, suggesting that
DBT may augment the effect of an alarm. There was also some
evidence that direct contact with a therapist might enhance the
effects of an intervention.

Tardive Dyskinesia (TD

TD & Neurolepric

" NEUROLEPTIC REDUCTION AND/OR
CESSATION AND NEUROLEPTICS AS
SPECIFIC TREATMENTS FOR TARDIVE
DYSKINESIA
Authors : McGrath JJ, Soares-Weiser KVS
Source : The Cochrane Library, Issue 3, 2004. Chichester, UK:
John Wiley & Sons, Ltd.
Summary: A substantive amendment to this systematic review
was last made on 25 February 1998. Cochrane reviews are
regularly checked and updated if necessary.
Background: Since the 1950s neuroleptic medication has been
extensively used to treat people with chronic mental ilinesses,
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such as schizophrenia. These drugs, however, have been also
associated with a wide range of adverse effects, including
movement disorders such as tardive dyskinesia (TD). Various
strategies have been examined to reduce a person's
cumulative exposure to neuroleptics. These studies include
dose reduction, intermittent dosing strategies, such as drug
holidays, and neuroleptic cessation.

Objectives: To determine whether, for those people with both
schizophrenia (or other chronic mental illnesses) and tardive
dyskinesia (TD), a reduction or cessation of neuroleptic drugs
was associated with reduction in TD symptoms. A secondary
objective was to determine whether the use of specific
neuroleptics for similar groups of people could be a treatment
for already established TD.

Search strategy: Electronic searches of Biological Abstracts
(1982-1997), Cochrane Schizophrenia Group's Register of
trials (1997), EMBASE (1980-1997), LILACS (1982-1996),
MEDLINE  (1966-1997),  PsycLIT  (1974-1997), and
SCISEARCH (1997) were undertaken. References of all
identified studies were searched for further trial citations.
Principal authors of trials were contacted.

Selection criteria: Reports were included if they assessed the
treatment of neuroleptic-induced tardive dyskinesia in people
with schizophrenia or other chronic mental illnesses and
already established TD, who had been randomly allocated to
(a) neuroleptic cessation (placebo or no intervention) versus
neuroleptic maintenance; b. neuroleptic reduction (including
intermittent strategies) versus neuroleptic maintenance; or c.
specific neuroleptics for the treatment of TD versus placebo or
no intervention.

Data collection and analysis: The reviewers extracted the data
independently and the Odds Ratio (95% CI) or the average
difference (95% CI) were estimated. The reviewers assumed
that people who dropped out had no improvement.

Main results: Two trials were able to be included in this review.
Sixty two were excluded and 16 are awaiting assessment.
Seven trials are still pending classification. No randomised
controlled trial-derived data were available to clarify the role of
neuroleptics as treatments for TD. This includes the atypical
antipsychotics including clozapine. Despite neuroleptic
cessation being a frequently first-line recommendation, there
were no RCT-derived data to support this. Two studies
(Cookson 1987, Kane 1983) found a reduction in TD
associated with neuroleptic reduction.

Reviewers' conclusions: The lack of evidence to support the
efficacy of neuroleptic cessation as a treatment for TD,
combined with the accumulating evidence of an increased risk
of relapse should antipsychotic drugs be reduced, makes this
intervention a hazardous treatment for TD. Dose reduction may
offer some benefit as a treatment for TD compared to standard
levels of neuroleptic use. There is a need to evaluate the utility
of clozapine and the 'atypical' antipsychotics as treatments for
established TD.

TD & Benzodiazepines
" BENZODIAZEPINES FOR NEUROLEPTIC-
INDUCED TARDIVE DYSKINESIA

Authors : Walker P, Soares KVS

Source : The Cochrane Library, Issue 3, 2004. Chichester, UK:

John Wiley & Sons, Ltd

Summary: A substantive amendment to this systematic review.
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was last made on 06 February 2003. Cochrane reviews are
regularly checked and updated if necessary.

Background: Tardive dyskinesia (TD) is a potentially disfiguring
movement disorder of the orofacial region often caused by the
use of neuroleptic drugs. A wide range of strategies have been
used to help manage tardive dyskinesia and, for those who are
unable to have their antipsychotic medication stopped or
substantially changed, the benzodiazepine group of drugs has
been suggested as a useful adjunctive treatment.

Objectives: To determine the effects of benzodiazepines for
people with neuroleptic-induced tardive dyskinesia and
schizophrenia or other chronic mental ilinesses.

Search strategy: Electronic searches of Biological Abstracts
(1982-2002), the Cochrane Schizophrenia Group's Register of
trials (February 2002), EMBASE (1980-2002), LILACS (1982-
2002), MEDLINE (1966-2002), PsycLIT (1974-2002),
SCISEARCH (2002), hand searching the references of all
identified studies and contacting the first author of each
included ftrial.

Selection criteria: All randomised clinical studies focusing on
people with both schizophrenia or other chronic mental
illnesses and neuroleptic-induced tardive dyskinesia and
comparing benzodiazepines with placebo or no intervention.
Data collection and analysis: Studies were reliably selected,
quality assessed and data extracted. Data were excluded
where more than 50% of participants in any group were lost to
follow up. For binary outcomes a fixed effects risk ratio (RR)
and its 95% confidence interval (Cl) was calculated. Where
possible, the weighted number needed to treat/harm statistic
(NNT/H), and its 95% confidence interval (Cl), was also
calculated. For continuous outcomes, endpoint data were
preferred to change data. Non-skewed data from valid scales
were synthesised using a weighted mean difference (WMD). If
statistical heterogeneity was found by Mantel-Haenszel chi-
square test, random effects models were used.

Main results: Two small trials (total n=32) were included. Using
benzodiazepines as adjunctive treatment did not result in any
clear changes for a series of tardive dyskinesia medium term
outcomes (RR not improved to a clinically important extent 1.08
Cl 0.57 to 2.05, n=30, 2 RCTs; RR not improved at all 1.19 CI
0.3 to 5.3, n=30, 2 RCTs; RR deterioration 1.85 CI| 0.3 to 10.1,
n=30, 2 RCTs). Adverse effects were not reported.

Reviewers' conclusions: The 2002 update has added almost no
extra data. This is clearly not an area of active research.
Benzodiazepines may have something to contribute to the care
of people with tardive dyskinesia but the use of this group of
compounds should be considered experimental. Large
definitive studies are indicated.

health-care problem with a prevalence of up to 3%. Treatment
strategies for CFS include psychological, physical and
pharmacological interventions.

Objectives: To investigate the relative effectiveness of exercise
therapy and control treatments for CFS.

Search strategy: CCDANCTR-Studies and CENTRAL were
searched using "Chronic Fatigue" and Exercise. The Journal of
Chronic Fatigue Syndrome and CFS conferences were
handsearched. Experts in the field were contacted.
Clinicaltrials.gov and controlled-trials.com were searched.
Selection criteria: Only Randomised Controlled Trials (RCT)
including participants with a clinical diagnosis of CFS and of
any age were included.

Data collection and analysis: The full articles of studies
identified were inspected by two reviewers (ME and HMG).
Continuous measures of outcome were combined using
standardised mean differences. An overall effect size was
calculated for each outcome with 95% confidence intervals.
One sensitivity analysis was undertaken to test the robustness
of the results.

Main results: Nine studies were identified for possible inclusion
in this review, and five of those studies were included. At 12
weeks, those receiving exercise therapy were less fatigued
than the control participants (SMD -0.77, 95% Cls -1.26 to -
0.28). Physical functioning was significantly improved with
exercise therapy group (SMD -0.64, Cls -0.96 to -0.33) but
there were more dropouts with exercise therapy (RR 1.73, Cls
0.92 to 3.24). Depression was non-significantly improved in the
exercise therapy group compared to the control group at 12
weeks (WMD -0.58, 95% Cls -2.08 to 0.92). Participants
receiving exercise therapy were less fatigued than those
receiving the antidepressant fluoxetine at 12 weeks (WMD -
1.24, 95% Cls -5.31 to 2.83). Participants receiving the
combination of the two interventions, exercise + fluoxetine,
were less fatigued than those receiving exercise therapy alone
at 12 weeks, although again the difference did not reach
significance (WMD 3.74, 95% Cls -2.16 to 9.64).When exercise
therapy was combined with patient education, those receiving
the combination were less fatigued than those receiving
exercise therapy alone at 12 weeks (WMD 0.70, 95% Cls -1.48
to 2.88).

Reviewers' conclusions: There is encouraging evidence that
some patients may benefit from exercise therapy and no
evidence that exercise therapy may worsen outcomes on
average. However the treatment may be less acceptable to
patients than other management approaches, such as rest or
pacing. Patients with CFS who are similar to those in these
trials should be offered exercise therapy, and their progress
monitored Further high quality randomised studies are needed.

Chisoiel faeus Syl conie ({2 Conducr Disorder & Delinguency (CDD

CFS & Exercise Therapy

" EXERCISE THERAPY FOR CHRONIC
FATIGUE SYNDROME
Authors : Edmonds M, McGuire H, Price J
Source : The Cochrane Library, Issue 3, 2004. Chichester, UK:
John Wiley & Sons, Ltd.
Summary: A substantive amendment to this systematic review
was last made on 08 May 2004. Cochrane reviews are
regularly checked and updated if necessary. Background:
Chronic fatigue syndrome (CFS) is an illness characterised by
persistent medically unexplained fatigue. CFS is a serious
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Family, Conducr Disorder & Delinguency Aged
" FAMILY AND PARENTING INTERVENTIONS
IN CHILDREN AND ADOLESCENTS WITH
CONDUCT DISORDER AND DELINQUENCY
AGED 10-17

Authors : Woolfenden SR, Williams K, Peat J

Source : The Cochrane Library, Issue 3, 2004. Chichester, UK:

John Wiley & Sons, Ltd

Summary: A substantive amendment to this systematic review

was last made on 28 February 2001. Cochrane reviews are
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regularly checked and updated if necessary.

Background: Conduct disorder and delinquency are significant
problems for children and adolescents and their families, with
the potential to consume much of the resources of the health,
social care and juvenile justice systems. A number of family
and parenting interventions have been recommended and are
used for these conditions. The aim of this review was to
determine if these interventions are effective in the
management of conduct disorder and delinquency in children
and adolescents, aged 10-17. Objectives: To determine if
family and parenting interventions improve the
child/adolescent's behaviour; parenting and parental mental
health; family functioning and relations; and have an effect on
the long term psychosocial outcomes for the child/adolescent.
Search strategy: Randomised controlled trials were identified
through searching the Cochrane Controlled Trial Register
(CCTR), databases (MEDLINE, EMBASE, PsycINFO, CINAHL,
Sociofile, ERIC, Healthstar), reference lists of articles and
contact with authors.

Selection criteria: Randomised controlled trials with a major
focus on parenting and/or family functioning were eligible for
inclusion in the review. Trials needed to include at least one
objective outcome measure (e.g. arrest rates) or have used a
measure that had been published in peer review publications
and validated for the relevant purpose. Studies were required to
have a control group, which could be a no intervention group, a
wait list group or a wusual intervention group (e.g.
probation).Trials in children and adolescents aged 10 to 17
years with conduct disorder and/or delinquency and their
families were considered. Conduct disorder was defined by a
standardised psychological assessment (for example, using a
child behaviour checklist), or a psychiatric diagnosis.
Delinquency was defined by a referral from a juvenile justice or
another legal system for a child/adolescent who has committed
a serious crime e.g assault and/or offended on at least two
occasions.

Data collection and analysis: Two reviewers independently
reviewed all eligible studies for inclusion, assessed study
quality (allocation concealment, blinding, follow up, clinically
important outcomes) and extracted data. Heterogeneity was
assessed using the Chi squared test of heterogeneity along
with visual inspection of the data. A significance level less than
0.1 was interpreted as evidence of statistically significant
heterogeneity. For data where heterogeneity was found the
reviewers looked for an explanation. If studies with
heterogeneous results were thought to be comparable the
statistical synthesis of the results was done using a random
effects model. This model takes into account within-study
sampling error and between-studies variation in the
assessment of uncertainty and will give wider confidence
intervals to the effect size and hence a more conservative
result.Sensitivity analysis was performed to explore the effects
of the varying quality of the studies included on the results.
Main results: Of the nine hundred and seventy titles
initiallyidentified through the search strategy, eight trials met the
inclusion criteria. A total of 749 children and their families were
randomised to receive a family and parenting intervention or to
be in a control group. In seven of these studies the participants
were juvenile delinquents and their families and in only one the
participants were children/adolescents with conduct disorder
who had not yet had contact with the juvenile justice system.At
follow up, family and parenting interventions significantly
reduced the time spent by juvenile delinquents in institutions
(WMD 51.34 days, 95%CI 72.52 to 30.16). There was also a
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significant reduction in the risk of a juvenile delinquent being re
arrested (RR 0.66, 95%CI 0.44 to 0.98) and in their rate of
subsequent arrests at 1-3 years (SMD -0.56, 95% CI -1.100 to -
0.03). For both of these outcomes there was substantial
heterogeneity in the results suggesting a need for caution in
interpretation. At present there is insufficient evidence that
family and parenting interventions reduce the risk of being
incarcerated (RR=0.50, 95% CI 0.20 to 1.21). No significant
difference was found for psychosocial outcomes such as family
functioning, and child/adolescent behaviour.

Reviewers' conclusions: The evidence suggests that family and
parenting interventions for juvenile delinquents and their
families have beneficial effects on reducing time spent in
institutions. This has an obvious benefit to the participant and
their family and may result in a cost saving for society. These
interventions may also reduce rates of subsequent arrest but at
present these results need to be interpreted with caution due to
the heterogeneity of the results.

Dysthimia & Pharmacotherapy
" PHARMACOTHERAPY FOR DYSTHYMIA
Authors : Lima MS, Hotopf M
Source : The Cochrane Library, Issue 3, 2004. Chichester, UK:
John Wiley & Sons, Ltd
Summary: A substantive amendment to this systematic review
was last made on 27 April 2003. Cochrane reviews are
regularly checked and updated if necessary.
Background: Many drug treatments have been proposed for the
treatment of dysthymia, but with so many potential comparisons
it is not possible at the present time to determine which is the
treatment of choice. There is a need to know whether the
different classes of antidepressants have similar efficacy. In
addition, the tolerability of treatments may be even more
important, since dysthymia is a chronic condition characterised
by less severe symptoms than major depression. Objectives:
To conduct a systematic review of all randomised controlled
trials comparing two or more active drug treatments for
dysthymia.
Search strategy: Electronic searches of Cochrane Library,
EMBASE, MEDLINE, PsycLIT and LILACS, Biological
Abstracts; reference searching; personal communication;
unpublished trials from pharmaceutical industry.
Selection criteria: Only randomised and quasi-randomised
controlled trials were included. Trials had to compare at least
two active drug treatments in the treatment of dysthymia.
Exclusion criteria were: non-randomised studies, studies which
included patients with mixed major depression/dysthymia and
studies on depression/dysthymia secondary to other disorders
(e.g. substance abuse).
Data collection and analysis: The reviewers extracted the data
independently and odds ratios, weighted mean difference and
number needed to treat were estimated. The reviewers
assumed that people who died or dropped out had no
improvement and tested the sensitivity of the final results to this
assumption. Main results: A total of 14 trials were eligible for
inclusion in the review. All studied drugs promoted similar
clinical responses, although with different side effect profiles.
The evidence for TCAs and SSRIs was the most robust,
considering the number of trials and participants. Reviewers'
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conclusions: The conclusion is that the choice of drug must be
made based on consideration of drug-specific side effect
properties.

Somaroform Disorders (SD)

SD & Pharmacotherapy
* PHARMACOTHERAPY OF SOMATOFORM
DISORDERS.

Authors : Fallon BA. Department of Psychiatry, Division of
Therapeutics, Somatic Disorders Program, New York State
Psychiatric Institute, Columbia University, 1051 Riverside Drive,
Unit 69, New York, NY 10032, USA. bafl@columbia.edu
Source : J Psychosom Res. 2004 Apr;56(4):455-60.
Summary : OBJECTIVE: This paper reviews the published
literature on the pharmacologic management of somatoform
disorders. METHODS: Using Medline, the author identified all
articles published between 1970 and 2003 on this topic,
selecting the best-designed studies for inclusion. RESULTS:
The review reveals that patients with the obsessional cluster of
somatoform disorders (hypochondriasis and body dysmorphic
disorder [BDD]) respond well to serotonin reuptake inhibitors
(SRIs). Less is known about the pharmacologic responsiveness
of patients with the primarily somatic cluster of somatoform
disorders (somatization, pain), a patient group that is common
in the health provider's office. CONCLUSIONS: Improvements
in the design of future clinical trials are needed. A particular
focus needs to be applied to study the neglected area of the
pharmacologic treatment of syndromal and subsyndromal
somatization and pain disorders. Copyright 2004 Elsevier Inc.

Elecrro Conwvulsive Therapy (ECT)

ECT & Value of Diagnosric

- VALUE OF DIAGNOSTIC IMAGING IN
EVALUATION OF ELECTROCONVULSIVE
THERAPY [ARTICLE IN GERMANI]

Authors : Frodl T, Meisenzahl EM, Moller HJ. Psychiatrische

Klinik, Ludwigs-Maximilians-Universitat, Munchen, Germany
Source : Nervenarzt. 2004 Mar;75(3):227-33.
Summary : Magnetic resonance imaging (MRI), positron

emission tomography (PET), and single photon emission
computed tomography (SPECT) may be able to investigate the
clinical efficacy and underlying neuronal processes of
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electroconvulsive therapy (ECT). The following review focuses
on neuroimaging in ECT. Neuroimaging findings support that
ECT does not result in significant macroscopic structural
changes. However, in patients with subtle structural changes
such as subcortical lesions and dilatation of lateral ventricles
before ECT, the possibilities of poor therapeutic outcome,
increased incidence of delirium, and longer-lasting cognitive
deficits should be considered. Functional studies show reduced
blood flow and glucose metabolism during the first days after
ECT. Afterwards, their normalization can be observed, which
seems to correlate to clinical improvement. The importance of
this suppression effect needs to be further elucidated. Future
studies of receptor systems and longitudinal studies will open
new perspectives in future imaging research.

Hunringron Chorea (HC)

HC & Neuropsychiatric Aspecrs
* NEUROPSYCHIATRIC ASPECTS OF
HUNTINGTON CHOREA. PRESENTATION OF
2 CASES AND REVIEW OF THE LITERATURE
[ARTICLE IN GERMANI.

Authors : Tost H, Schmitt A, Brassen S, Wendt CS, Braus DF.

NMR-Forschung am Zentralinstitut fur Seelische Gesundheit

Mannheim, Universitat Heidelberg.

Source : Nervenarzt. 2004 Mar;75(3):258-66.

Summary : Huntington's disease (HD) is an autosomal,

dominant, inherited disorder of the central nervous system with

characteristic neurodegenerative alterations in the basal
ganglia and cortex. Dependent on the individual CAG
expansion load, disease onset occurs between the third or
fourth decade of life, entailing an invariably lethal progression
within 10 to 20 years. Although the clinical picture is
characterized equally by cognitive and psychiatric disturbances,
the apparent neurodegenerative alterations and presentation as

a choreatic movement disorder account for the traditional link of

Huntington's disease to the field of neurology. In contrast to the

traditionally emphasized core features of chorea and dementia,

recent empirical evidence points to the frequent emergence of
nonchoreatic motor signs and subtle cognitive and psychiatric
complaints, especially in asymptomatic gene carriers and early
disease stages. The case studies presented here emphasize
the spectrum of neuropsychiatric phenomena associated with

HD and illustrate the resulting difficulties of differential

diagnosis in clinical settings. Furthermore, current scientific

knowledge of HD pleiotrophy is reviewed and the diagnostic
power of specific neuropsychological approaches is explained.
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masturbation mutuelle
masturbation cachée
masturbation dirigée
masturbation
psychique
projection,
extrajection
projection
persécutrice
projection du désir
projection des affects
projection d'angoisse
projection de jeu
projection des
sentiments
projection des
tendances
projection des
fantasmes
projection des affects
projection sexuelle
egomorphisme
projedtion symbolique
projection
excentrique
projection
thérapeutique
projection
impersonnelle
projection
inconsciente
projection morcelante
projection
fantasmatique
conditionnement
conditionnement sodal
conditionnement
instrumental
conditionnement
positif
conditionnement
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mutual masturbation
hidden masturbation
directed masturbation
psychic masturbation

projection,
extrajection
persecutive
projection

desire projection
affects projection
anguish project
play projection
feeling projection

tendency projection
phantasm projection

affection projection
sexual projection
egomorphism
symbolic projection
eccentric projection

therapeutic projection
impersonal projection
unconscious projection

dismantled projection
fantasmatic

projection
conditioning

social conditioning
instrumental
conditioning
conditioning positive
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induction induction )
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induction perceptuelle  perceptual induction
induction des idées  ideas induction
induction de panique  panic induction

induction compléte
auto-induction
induction corticale
induction amplifiante
spoliation,
altération,
étrangement,
aliénation
aboulie
auto-spoliation
dépersonnalisation
déréalisation
aliénation mentale
psycho-spoliation
aliénation maniaque
masturbation,
onanisme
masturbation fantasme
masturbation
compulsive
masturbation infantile
masturbation a la
main, mentulomanie
masturbation
symbolique
masturbation
névrotique
onanisme compulsif,
masturbation
compulsive

pseudo masturbation
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complete induction

self induction

cortical induction

amplifiant induction
spoliation, despoliation,
estrangement, alienation

aboulia

self spoliation
depersonalization
disrealization

mental alienation
psycho-spoliation
maniacal alienation
masturbation,
onanism

phantasm masturbation
compulsive
masturbation
infantile masturbation
hand masturbation,
mentulomania
symbolic
masturbation
neurotic
masturbation
compulsive onanism,
compulsive
masturbation
pseudo-masturbation

B TS E W PR I K FW= T 4P


www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm

condition
simultanée
préconditionnement
conditionnement
autonome

contre
conditionnement
conditionnement
cognitif

condition décortiquée
conditionnement
aversif
conditionnement
psychique
conditionnement
instrumental
trouble,
déséquilibre,
perturbation
trouble social
trouble réactionnel
désordre agressif
trouble dépressif
trouble végétatif
trouble expansive
trouble d'involution
trouble impulsive
trouble toxique
trouble explosif
trouble affectif,
trouble émotionnelle
trouble métabolique
trouble obsessionnel
trouble de la
communication
trouble de I'exditation
trouble de perception
trouble addictif
parabulie

trouble de
I'anticipation
trouble de
I'excitation sexuelle
trouble de
I'éjaculation
trouble de I'attention
trouble de I'érection
trouble de la

simultaneous
conditioning

cross conditioning
preconditioning
autonomic
conditioning

counter

conditioning

cognitive conditioning

decorticate conditioning
aversion conditioning

psychic conditioning

instrumental
conditioning
turbid, muddy,
trouble, disorder,
disturbance
social disorder
reaction disorder
aggressive disorder
depressed disorder
vegetative disorder
expansive disorder
involution disorder
impulsive disorder
toxic disorder
explosive trouble
affective disorder,
emotional disorder
metabolic disorder
disorder obsessive
communication
disorder

excitation disorder
perception disorder
addictive disorder
parabulia
anticipation
disorder

sexual excitation
disorder
ejaculation
disorder

attention disorder
erection disorder
generality
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opératoire
conditionnement
instrumental
conditionnement
réflexe
conditionnement
d’abstinence
conditionnement
d’évitement
conditionnement
différentiel
conditionnement
sémantique
conditionnement
aversif
conditionnement
pavlovien
conditionnement
contigu
conditionnement
d’évitement
conditionnement
approximatif
conditionnement
classique
conditionnement
sensitif
conditionnement
sensoriel
condition
sémantique
conditionnement
rétrograde
conditionnement
négatif
conditionnement
inversé

condition différentielle
conditionnement
opérant
pseudocondiionnement
conditionnement
suffisant
conditionnement
verbal
conditionnement
direct
conditionnement
précoce

conditioning
instrumental
conditioning
reflex conditioning

abstinence conditioning
avoidance
conditioning
differential
conditioning

semantic conditioning
aversive conditioning
pavlovian conditioning
contiguous
conditioning

avoid conditioning
approximation
conditioning

classical

conditioning

sensory conditioning
sensory conditioning
semantic conditioning
backward conditioning
negative conditioning
inverted conditioning
differential conditioning
operating

conditioning
pseudoconditioning
sufficient conditioning
verbal conditioning

direct conditioning

precocious conditioning
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hystéropie

trouble du désir
trouble caractérielle
trouble du
comportement
trouble du cours
de la pensée
trouble de la
personnalité
trouble de la
conscience

trouble du caractere
trouble de I'habitude
trouble de
I'affectivité

trouble de la pensée
trouble de la
compréhension
trouble de
I'éjaculation
trouble anxieux
néographisme
trouble de la parole
trouble du langage
trouble de jugement
trouble de
I'humeur, trouble
thymique, dysphorie
trouble
cyclothymique
trouble
oppositionnel
trouble amnésique
trouble du rythme
trouble du
développement
dyssomnie

trouble panique
trouble de l'identité
trouble de
I'identité sexuelle
trouble de la réalité
trouble de 'affectivité
kakergasie,
cacergasie,
dysfonction
trouble de la
conscience
trouble de
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hysteropia

desire trouble
behaviour disorder,
disturbance
behaviour
thinking context
disorder
personality
disorder
consciousness
disorder

character disorder
habit disturbance
affectivity disorder

thought disorder
comprehension
trouble

€jaculation disorder

anxiety disorder
neographism
speech disorder
language disorder
judgement disorder
humour disorder,
mood disorder,
dysphoria
cyclothymic
disorder
oppositional
disorder

amnesic disorder
rhythm disorder
development trouble

dyssomnia

panic trouble
identity disorder
sexual identity
disorder

reality disorder
affectivity disorder
kakergasia,
cacergasia,
dysfunction
conscious disorder

self conscious

généralité

trouble de Iimpulsion
trouble de l'orgasme
trouble de stress
trouble de la synergie
trouble ataxique
trouble de conversion
trouble des
associations
trouble de la
concentration
trouble du conduit
trouble de
I'imagination
trouble de
I'expression
trouble de la
reconnaissance
trouble
d’attachement
trouble de l'idéation
trouble de la
pensée, thymergasie
trouble de
I'adaptation
trouble de
I'articulation verbale
trouble de la
spontanéité
trouble factice
trouble de
I'identification
trouble d'imitation
trouble de la
coordination
trouble
d’équilibration
planotopokinésie
trouble du coit
trouble de la sexualité
trouble de jugement
parakinésie
trouble sensitif
kakesthésie
trouble sensoriel
trouble du caractére
trouble des impulsions
trouble mnésique
trouble de linteligence

disorder

impulse disorder
orgasm disorder
stress disorder
synergy disorder
ataxic disorder
conversion disorder
association
disorder
concentration
trouble

conduct disorder
imagination
disorder

expression

disorder
recognition

trouble

attachment disorder

ideation disorder
thinking disorder,
thymergasia
adaptation disorder

verbal articulation
trouble
spontaneity
disorder

factitious disorder
identification
disorder

imitation disorder
coordination
disorder
equilibration
disorder
planotopokinesia
coitus disorder
sexuality disorder
judgement disorder
parakinesia
sensitivity disturbance
kakesthesia
sensory disorder
character disorder
impulse disorder
memory disorder
intelligence trouble
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trouble du cours
de la pensée
trouble orgastique
trouble de
dépersonnalisation
trouble
médico-psychique
trouble familial
trouble transitoire
trouble affectif,
parapathie
trouble agressif
trouble
symptomatique
trouble dysthymique
désordre névrotique
trouble nerveux
trouble
neuro-végétatif
trouble organique
trouble paranoiaque
trouble mentale,
psychalie,
phrénoblabie,

thought
disturbance
orgastic disorder
depersonalization
trouble
medicopsychic
trouble

family disorder
transitory disorder
affective disorder,
parapathia
aggressive disorder
symptomatic
disorder

dysthymic trouble
neurotic disorder
nervous disorder
neuro-vegetative
disorder

organic disorder
paranoiac trouble
mental disorder,
psychalia, phrenoblabia,
psychonosema mentalia

psychonosema mentalie

trouble sémantique
trouble latent
trouble atypique
trouble
hyperkinétique
trouble physiologique
trouble
schizophrénique
trouble amnésique
trouble intellectuel
trouble
semantogénique

." PDF doc"

semantic trouble
latent trouble
atypical disorder
hyperkinetic

disorder

physiologic trouble
schizophrenic trouble

amnesic trouble
intellectual trouble
semantogenic
disorder

conscience du soi
trouble de la vigilance
trouble de Briquet
trouble infra dlinique
trouble subliminaire
désordre de
conversion
trouble convulsif
trouble conceptuel
trouble réactionnel
trouble dissociatif
trouble dégénératif
trouble secondaire
trouble bipolaire
trouble somatique
trouble somatoforme
trouble sexuel
trouble limite
trouble moteur,
trouble kinétique
paralgie, paralgésie
trouble sensitive
trouble viscéral
trouble caché
trouble de caractére
trouble phobique
trouble
sémantogénique
trouble cyclique
trouble mnésique
trouble psychotique
trouble mental
trouble paranoide
trouble
comportemental
trouble
perceptible auditif

disorder

vigilance’s disorder
Briquet's disorder
infraclinical trouble
subliminal disorder
conversion

disorder

convulsive disorder
conceptual disturbances
reactional trouble
dissociative disorder
degenerative disorder
secondary trouble
bipolar disorder
somatic disorder
somatoform disorder
sexual disorder
borderline disorders
kinetic disorder,
motor disorder
paralgesia

sensitivity disturbance
visceral disorder
covered trouble
character disorder
phobic trouble
semantogenic
disorder

cyclic disorder
mnesic trouble
psychotic trouble
mental disorder
paranoid disorder
behaviourism
disorder

auditory

perceptual disorder

duudill oy lell oneol gigyialil Llusll
" PDF doc "1 slaoll — gy yoll qeannill i yicaltll o—asoll
a8 — Gy jalail — s

0 5alailll @il gig sl o—asoll

dagye — dauiyd — dygjalail

(. Ko 1024) ;S0 A B> wlxdhas JolS Ju556 1 g59-00

www.arabpsynet.com/eDictBooks/A.afe.exe

. " PDF doc"

(- Ko 942) 500Vl A B> wladbhaos JolS Jusi & @5ew00

*ekkkkdkkk

pmaaaci 41 a8l i gy oasoll

daaye — dajalad] — daaaiyd

www.arabpsynet.com/eDictBooks/A.fea.exe

ArRAbpsyNeT eJournal: N° 4-Ocrober - Nove mber - December 2004

124

(. Ko 1415) s 2l | &,> wladhas JolS Ju5m ¢ 250
www.arabpsynet.com/eDictBooks/A.aef.exe

*hkkkkhk

" PDF doc " 2 slaoll — gy yll gann8ill gig yiallll o—asoll
FR N [ PR v
(. Ko 1271) oyl | @,> wladbas JolS L 25g00

www.arabpsynet.com/eDictBooks/A.afe.exe |



www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/apn.journal/index-apn.htm
www.arabpsynet.com/eDictBooks/A.aef.exe
www.arabpsynet.com/eDictBooks/A.afe.exe
www.arabpsynet.com/eDictBooks/A.afe.exe
www.arabpsynet.com/eDictBooks/A.fea.exe

e.Dicrionary of Psychological Sciences

ENQ[ISI—I PSY TERMiNOlOQiES (English - French - Arabic )

Jamel TURKY - TUNISIA

A

Agitated — Agitation - Agnosia
Agraphia - Akinetic — Alcohol
Alcoholic — Alcoholism — Amnesia
Amnesic - Amnestic

Agitated
Agitated cephalalgia
Agitated confused
Agitated dementia
Agitated depression
Agitated
drunkenness
Agitated form
Agitated
melancholia
Agitated reaction
Agitated senile
dementia
Agitated sleep
Agitation
Agitation (acute-)
Agitation (anxious-)
Agitation (confuse-)
Agitation
(disordered-)
Agitation (forced-)
Agitation
(hysterical-)
Agitation (maniac-)
Agitation
(melancholy-)
Agitation (mental-)
Agitation (motive-)
Agitation (noctumal -)
Agitation

(psycho- motive-)
Agitation
(psychotic-)
Agitation
(schizophrenic-)
Agitation
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agité

céphalalgie agitée
confus agité
démence agitée
dépression agitée
ivresse agitée

forme agitée
mélancolie agitée

réaction agitée
démence sénile
agitée

sommeil agité
agitation
agitation aigué
agitation anxieuse
agitation confuse
agitation
désordonnée
agitation forcée
agitation
hystérique
agitation maniaque
agitation
mélancolique
agitation mentale
agitation motrice
agitation nocturne
agitation

psycho -motrice
agitation
psychotique
agitation
schizophrénique
agitation

(turbulent-)
Agitation
conducting
Agitation depression
Agitation leading
Agitation situation
Agitation state
Agnosia
Agnosia (color-)
Agnosia (digital-)
Agnosia (finger-)
Agnosia
(physiognomy-)
Agnosia (sensitive-)
Agnosia) spatial-)
Agnosia (tactile-)
Agnosia
(topographical-)
Agnosia (unilateral-)
Agnosia (visual-)
Agnosia alexia
Agnosia auditory
Agraphia
Agraphia
(absolute-)
Agraphia
(acoustic-)
Agraphia (acquired-)
Agraphia (cerebral-)
Agraphia
(congenital-)
Agraphia (jargon-)
Agraphia (mental-)
Agraphia (motor-)
Agraphia (musical-)
Agraphia (optic-)
Agraphia (parietal-)
Agraphia
(unilateral-)
Agraphia (verbal-)
Agraphia
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E. Mail : turky.jamel@gnet.tn

turbulente
conduite d'agitation

dépression agitée
conduite d’agitation
état d’agitation
état d'agitation
agnosie

agnosie des couleurs
agnosie digitale
agnosie digitale
agnosie des
physionomies
agnosie sensitive
agnosie spatiale
agnosie tactile
agnosie
topographique
agnosie unilatérale
agnosie visuelle
alexie - agnosie
agnosie auditive
agraphie
agraphie absolue

agraphie
acoustique
agraphie acquise
agraphie cérébrale
agraphie
congénitale
jargonagraphie
agraphie mentale
agraphie motrice
agraphie musicale
agraphie optique
agraphie pariétale
agraphie
unilatérale
agraphie verbale
agraphie
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amnemonica
Agraphia atactica
Agraphia litteral
AKinetic
Akinetic abulic
syndrome
Akinetic apraxia
Akinetic attack
Akinetic
depression
Akinetic epilepsy
Akinetic mania
Akinetic mutism
Akinetic psychosis
Akinetic seizure
Akinetic stupor
Akinetic syndrome
Alcohol

Alcohol
(dependence-)
Alcohol (parental-)
Alcohol (primary-)
Alcohol (secondary-)
Alcohol (tertiary-)
Alcohol abuse
Alcohol addiction
Alcohol amnestic
Alcohol delirium
Alcohol derivatives
Alcohol epilepsy
Alcohol hallucinosis
Alcohol
idiosyncratic
intoxication
Alcohol intoxication
Alcohol paranoid
Alcohol test
Alcohol therapy
Alcohol withdrawal
Alcoholic

Alcoholic
(dangerous-)
Alcoholic (delirious-)
Alcoholic
(encephalopathetic-)
Alcoholic (poisoning-)
Alcoholic addiction
Alcoholic amblyopia

amnemonique
agraphie atactique
agraphie littérale
akinétique
syndrome akinétique
aboulique

apraxie akinétique
crise akinétique
dépression
akinétique

épilepsie akinétique
manie akinétique
mutisme akinétique
psychose akinétique
attaque akinetique
stupeur akinetique
syndrome akinétique
alcool

dépendance
d‘alcool

alcool des parents
alcool primaire
alcool secondaire
alcool tertiaire

abus dalcool
assiduité alcoolique
amnésie alcoolique
délire alcoolique
dérivé d'alcool
alcool épilepsie
hallucinose d‘alcool
intoxication
idiosyncratique
d’alcool

intoxication alcoolique
paranoide alcoolique
alcool test
alcoolothérapie
retrait alcoolique
alcoolique

alcoolique

dangereux

délire alcoolique
alcoolique
encéphalopathie
alcoolique intoxication
addiction alcoolique
amblyopie alcoolique
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Alcoholic amnesic
Alcohalic anonymous
Alcoholic appetence
Alcoholic ataxia

Alcoholic beriberi
Alcoholic blackout
Alcoholic brain
syndrome
Alcoholic coma
Alcoholic conducting
Alcoholic convulsion
Alcoholic delirious
Alcoholic delirious
Alcoholic delirious
Alcoholic delirious
Alcoholic
deterioration
Alcoholic disease
Alcoholic
drunkenness
Alcoholic
encephalopathy
Alcoholic epilepsy
Alcoholic fury
Alcoholic habituation
Alcoholic
hallucination
Alcoholic
hallucinatory
psychosis

Alcoholic hallucinosis
Alcoholic
hospitalization
Alcoholic
impregnation
Alcoholic intolerance
Alcoholic
intoxication
Alcoholic jealousy
Alcoholic Korsakov
syndrome
Alcoholic
legislation
Alcoholic
melancholia
Alcoholic myopathy

Alcoholic neuritis

amnésie alcoolique
alcoolique anonyme
appétence alcoolique
ataxie alcoolique

béribéri alcoolique
oubli alcoolique
syndrome du
cerveau alcoolique
coma alcoolique
conduite alcoolique
convulsion alcoolique
délire des alcooliques
délire des alcooliques
délire des alcooliques
délire des alcooliques
détérioration
alcoolique

maladie alcoolique
ivresse alcoolique

encéphalopathie
alcoolique

épilepsie alcoolique
fureur alcoolique
habituation alcoolique
hallucination
alcoolique

psychose
hallucinatoire
alcoolique

hallucinose alcoolique
hospitalisation
alcoolique
imprégnation
alcoolique

intolérance alcoolique
intoxication alcoolique

jalousie alcoolique
syndrome de

korsakov des alcooliques
Iégislation des
alcooliques

mélancolie alcoolique

myopathie
alcoolique
névrite alcoolique
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Alcoholic
neuropathie
Alcoholic neurosis
Alcoholic organic
mental disorder
Alcoholic paranoia
Alcoholic post-cure
Alcoholic
pseudoparesis
Alcoholic
pseudopellagre
Alcoholic
psychopolyneuritis
Alcoholic psychosis
Alcoholic
psychotherapy
Alcoholic
satisfaction
Alcoholic’s stimulant
Alcoholic syndrome
Alcoholic trance
Alcoholic trembling
Alcoholic

twilight- state
Alcoholic weaning
Alcoholism
Alcoholism (acute-)
Alcoholism (alpha-)
Alcoholism (beta-)
Alcoholism (chronic-)
Alcoholism (delta-)
Alcoholism (foetal-)
Alcoholism (gamma-)
Alcoholism (periodic-)
Alcoholism (primary-)
Alcoholism neurosis
Amnesia

Amnesia (affective-)
Amnesia (ancient
events-)

Amnesia (anterior-)
Amnesia
(anterograde-)
Amnesia
(anteroretrograde-)
Amnesia (aphasia-)
Amnesia (auditory-)

neuropathie
alcoolique

névrose alcoolique
trouble mental
organique alcoolique
paranoia alcoolique
post-cure alcoolique
pseudoparésie
alcoolique
pseudopellagre
alcoolique
psychopolynévrite
alcoolique

psychose alcoolique
psychothérapie de
I'alcoolique
imprégnation
alcoolique

stimulant alcoolique
syndrome alcoolique
transe alcoolique
tremblement alcoolique
état crépuscule
alcoolique

sevrage alcoolique
alcoolisme
alcoolisme aigu
alcoolisme alpha
alcoolisme béta
alcoolisme chronique
alcoolisme delta
alcoolisme foetal
alcoolisme gama
alcoolisme périodique
alcoolisme primaire
névrose alcoolique
amnésie

amnésie affective
amnésie des
événements anciens
amnésie antérieure
amnésie
antérograde
amnésie
antéroretrograde
amnésie aphasie
amnésie auditive
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Amnesia

(auto- hypnotic-)
Amnesia
(catathymic-)
Amnesia
(circumscribed-)
Amnesia
(continuous-)
Amnesia (cortical-)
Amnesia (elective-)
Amnesia (episodic-)
Amnesia (epochal-)
Amnesia (form-)
Amnesia (global -)
Amnesia (hypnotic-)
Amnesia (hysterical-)
Amnesia (identity -)
Amnesia
(immediate-)
Amnesia (immunity-)
Amnesia (infantile-)
Amnesia
(integration-)
Amnesia (lacunar-)
Amnesia (late-)
Amnesia (localized-)
Amnesia
(logophonic-)
Amnesia
(memorable-)
Amnesia
(memorisation-)
Amnesia (number-)
Amnesia (obstetric-)
Amnesia (olfactory-)
Amnesia (organic-)
Amnesia (partial-)
Amnesia (periodic-)
Amnesia

(post emotional-)
Amnesia

(post hypnotic-)
Amnesia

(post- traumatic-)
Amnesia (precise-)
Amnesia
(progressive-)
Amnesia (psychic-)
Amnesia

amnésie
autohypnotique
amnésie
catathymique
amnésie
circonstancielle
amnésie continue

amnésie corticale
amnésie élective
amnésie épisodique
amnésie époquale
amnésie des formes
amnésie globale
amnésie hypnotique
amnésie hystérique
amnésie d'identité
amnésie

immédiate

amnésie immunitaire
amnésie infantile
amnésie
d'intégration
amnésie lacunaire
amnésie retardée
amnésie localisée
amnésie
logophonique
amnésie de
mémorisation
amnésie de
mémorisation
amnésie des chiffres
amnésie obstétrique
amnésie olfactive
amnésie organique
amnésie partielle
amnésie périodique
amnésie

post- émotionnelle
amnésie

post- hypnotique
amnésie

post traumatique
amnésie précise
amnésie
progressive
amnésie psychique
amnésie
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(psychogenic-)
Amnesia (reading-)
Amnesia (recent
events-)

Amnesia (recent-)
Amnesia
(rememoration-)
Amnesia
(retroactive -)
Amnesia
(retroagressive-)
Amnesia
(retroantérograde-)
Amnesia
(retrograde-)
Amnesia (selective-)
Amnesia (tactile-)
Amnesia (time-)
Amnesia (total-)
Amnesia (transitory-)
Amnesia (tropical-)
Amnesia
(unconscious-)
Amnesia (verbal-)
Amnesia (verbalis-)
Amnesia (visual-)
Amnesia (visualis-
verbalis-)
Amnesia (words-)
Amnesia aphasia
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psychogéne

amnésie de la lecture
amnésie des
événements récents
amnésie récente
amnésie de
remémoration
amnésie rétroactive

amnésie
rétroagressive
amnésie

retro- antérograde
amnésie
d'évocation
amnésie sélective
amnésie tactile
amnésie du temps
amnésie totale
amnésie transitoire
amnésie tropicale
amnésie
inconsciente
amnésie verbale
amnésie verbale
amnésie visuelle
amnésie verbale

Amnesia axial
Amnesia state
Amnesic
Amnesic alcoholic
Amnesic amimia
Amnesic aphasia
Amnesic apraxia
Amnesic cerebral
eclipse

Amnesic
confabulation
Amnesic
confabulatory
syndrome
Amnesic desorder
Amnesic ictus
Amnesic lacuna
Amnesic organic
syndrome
Amnesic
repression
Amnesic syndrome
Amnestic

Amnestic
(korsakoff's-)
Amnestic aphasia

amnésie axiale

état d'amnésie
amnésique
alcoolique amnésique
amimie amnésique
aphasie amnésique
apraxie amnésique
éclipse cérébrale
amnésique
confabulation
amnésique
syndrome
confabulatoire
amnésique

trouble amnésique
ictus amnésique
amnésique lacune
syndrome amnésique
organique
refoulement
amnésique
syndrome amnésique
amnestique

amnésie de

korsakoff

aphasie amnestique
apraxie amnestique
syndrome amnestique

visuelle Amnestic apraxia
amnésie des mots Amnestic syndrome
amnésie-aphasie
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TERMiNOlOQiES PSY Francaise (Francais - Anglais - Arabe )

Jamel TURKY - TUNISIA

E. Mail : turky.jamel@gnet.tn

‘ Anti- Anticiper to anticipate
‘Anxiété = Anticonformisme anticonformism
Apathie - Anticonformiste nonconformist
Aphasie
Anticonformité anticonformity
Anti- anti-, ant- Anticonvulsant anticonvulsant
Antiadrénergique antiadrenergic Anticonvulsif anticonvulsive
Antialcoolique anti-alcohol Anticonvulsivant anticonvulsivant
Antialcoolisme teetoalcolism Anticorps antibody
Antianalytique antianalytic Antidéficitaire anti-deficit
Antiandrogéne antiandrogenous Antidélirant anti-delirious
Antiandrogénique  antiandrogenic Antidémentiel antidemential
Antianxiété antianxiety
Antiasthénique antiasthénic Antidépresseur antidepressant
Antiataraxique anti-ataraxic Antidépresseur heterocyclic
Antiautistique anti-autistic hétérocyclique anti- depressant
Anticathexie anticathexis Antidépresseur psychotonic
psychotonique anti- depressant
Anticathexis anticathexis Antidépresseur sedative
Anticéphalalgique  antiheadache sédatif anti- depressant
Anticholinergique  anticholinergic Antidépresseur stimulant depressant
Anticipatif anticipatory stimulant
Anticipation anticipation Antidépresseur tranquilizing
tranquillisant anti- depressant
Antidpation (effetd-) anticipation effect Antidépresseur tricyclic
Anticipation anticipation tricyclique anti- depressant
(méthode d'-) method Antidépressif antidepressive
Anticipation anticipation Anti-désir anti-desire
(phénomeéne d'-) phenomenon Antidéterminisme  antideterminism
Anticipation behavioural Antidiscrimination  antidiscrimination
comportementale  anticipation Antidote antidote
Anticipation de anxiety Antidromique antidromic
I'anxiété anticipation Antidromique antidromic
Anticipation de la penetration (conduction-) conduction
pénétration anticipation Antidynamique antodynamic
Anticipation du désir  desire anticipation Antiémétique antemetic
Anticipation érotique  erotic anticipation Anti-enzyme anti-enzyme
Anticipation negative Anti-épileptique antiepileptic
négative anticipation Anti-excitation antiexcitement
Anticipatoire anticipatory Antifantasme antifantasm
Anticipé early, in advance Antiféminisme antifeminism
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Antifetishisme
Antifibrillatoire
Antifusionnel
Antihistamine
Antihistaminique
Antihumain
Antihystérique
Anti-intellectualisme
Anti-intraception
Antiléthargique
Antilogie
Antilogique
Antimachinisme
Antimaniaque
Antimethodologie
Antimigraineux
Antinarcissisme
Antinarcotique
Antinévralgique
Antinévrite
Antinévropathique
Antinévrotique
Antinomie
Antinomique
Anti-obsessionnel
Antipanique
Antiparkinsonien
Antipathétique
Antipathie
Antipathie
cognitive
Antipathique
Antipathogene
Antiphonie
Antiphrase
Antipode
Antiproductive
Antipsychiatrie
Antipsychiatrique
Antipsychose
Antipsychotique
Antirationalisme
Antirationnel
Antireligieux
Antisémitisme
Antisérotonine
Antisociable
Antisociale
Antisocial (acte-)

antifetishism
antifibrillatory
antifusional
antihistamine
antihistaminic
antihuman
antihysteric
anti-intellectualism
anti-intraception
antilethargic
antilogy

antilogic
antimachinism
antimaniac
anti-methodology
anti-head-ache
anti-narcissism
antinarcotic
antineuralgic
antineuritic
antineuropathic
antineurotic
antinomy, paradox
antinomic
anti-obsessional
anti-panic
anti-parkinsonian
antipathetic
antipathiy
cognitive antipathy

antipathetic
antipathogen
antiphony
antiphrasis
antipodal
anti-productive
antipsychiatry
antipsychiatric
antipsychosis
antipsychotic
antirationalism
antirational
antireligious
anti-semitism
antiserotonin
antisociable
antisocial
antisocial act
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Antisociale
(adolescence-)
Antisocial (adulte-)
Antisociale
(constitution-)
Antisociale
(personnalité-)
Antispasmodique
Antispastique
Antispiritualisme

Antispiritualiste
Antistress
Antisyphilitique
Antithése

Antithétique
Antitrémorique
Antivitamine
Anxiété

Anxiété (échelle d*-)
Anxiété (état d'-)
Anxiété
(inventaire de I'-)
Anxiété « sans
lendemain »
Anxiété a minima
Anxiété actuelle
Anxiété aigué
Anxiété
anticipatoire
Anxiété
automatique
Anxiété basique
Anxiété breve
récurrente

Anxiété
catastrophique
Anxiété chronique
Anxiété consciente
Anxiété continue
Anxiété créative
Anxiété d’abandon
Anxiété
d’anérotisme
Anxiété
d’annihilation
Anxiété d'échec

Anxiété d'évaluation
2004 s — ady

antisocial
adolescence
antisocial adult
antisocial
constitution
antisocial
personality
antispasmodic
antispastic
antispiritualism

antispiritual
anti-stress
antisyphilitic
antithesis

antithetical
antitremoric
antivitamine
anxiety

anxiety scale
anxiety state
anxiety inventory

anxiety « without
next day »

low-level anxiety
actual anxiety
acute anxiety
anticipatory anxiety

automatic anxiety

basic anxiety
recurrent brief
anxiety
catastrophic anxiety

chronic anxiety
conscious anxiety
continuous anxiety
creative anxiety
abandon anxiety
anerotism anxiety

annihilation
anxiety

failure anxiety
evaluation anxiety
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Anxiété de base
Anxiété de castration
Anxiété de
démasculinisation
Anxiété de
dépendance
Anxiété de déplaire
Anxiété de
destruction
Anxiété de
féminisation
Anxiété de
féminitude
Anxiété de fond
Anxiété de la mort
Anxiété de l'enfant
Anxiété de 'examen
Anxiété de
performance
Anxiété de
persécution
Anxiété de

pré- libération
Anxiété de
questionnaire
Anxiété de séparation
Anxiété de
suppression
Anxiété de surface
Anxiété dépressive
Anxiété des parents
Anxiété diffuse
Anxiété dissociative
Anxiété

du 8 éme mois
Anxiété du ca
Anxiété du choix
du partenaire
Anxiété du moi
Anxiété

du super-moi
Anxiété érotisée
Anxiété état
Anxiété existentielle
Anxiété
expérimentale
Anxiété fixe
Anxiété flottante
Anxiété généralisée
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basic anxiety
castration anxiety
demasculinization
anxiety
dependency
anxiety

displease anxiety
destruction anxiety

feminization
anxiety
femininity anxiety

focind anxiety
death anxiety
infant anxiety
examination anxiety
performance
anxiety

persecution anxiety

pre-release anxiety

questionnaire
anxiety

separation anxiety
suppression anxiety

surface anxiety
depressive anxiety
parent anxiety
diffuse anxiety
dissociative anxiety
the eighth-month
anxiety

id anxiety

partner choice
anxiety

ego anxiety
super-ego-anxiety

erotized anxiety
state anxiety
existential anxiety
experimental
anxiety

fixed anxiety
floating anxiety
generalized anxiety

Anxiété

hétéro sexuelle
Anxiété
hétérosociale
Anxiété
homosexuelle
Anxiété hystérique
Anxiété inconsciente
Anxiété instinctuelle
Anxiété inter critique
Anxiété justifiée
Anxiété libre
Anxiété majeure
Anxiété manifeste
Anxiété matinale
Anxiété mineure
Anxiété morale
Anxiété morbide
Anxiété neutralisée
Anxiété névrotique
Anxiété objective
Anxiété
obsessionnelle
Anxiété orale
Anxiété organique
Anxiété originale
Anxiété paranoide
Anxiété paroxystique
Anxiété patente
Anxiété pathologique
Anxiété permanente
Anxiété phobique
Anxiété précisée
Anxiété primaire
Anxiété prototype
Anxiété psychogéne
Anxiété
psychosomatique
Anxiété réelle

Anxiété
rétrospective
Anxiété secondaire
Anxiété sexuelle
Anxiété signal
Anxiété simple
Anxiété sociale
Anxiété somatique
Anxiété spontanée

hetero sexual
anxiety
heterosocial
anxiety
homosexual
anxiety

hysteric anxiety
unconscious anxiety
instinctual anxiety
inter critic anxiety
justified anxiety
free anxiety

major anxiety
manifest anxiety
morning anxiety
minor anxiety
moral anxiety
morbid anxiety
neutralized anxiety
neurotic anxiety
objective anxiety
obsessional anxiety

oral anxiety
organic anxiety
original anxiety
paranoid anxiety
paroxysmal anxiety
patent anxiety
pathologic anxiety
permanent anxiety
phobic anxiety
precise anxiety
primary anxiety
prototype anxiety
psychogenic anxiety
psychosomatic
anxiety

realistic anxiety,
real anxiety
retrospective
anxiety

secondary anxiety
sexual anxiety
signal anxiety
simple anxiety
social anxiety
somatic anxiety
spontaneous anxiety
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Anxiété subjective
Anxiété subliminaire
Anxiété trait
Anxiété vraie
Anxiété-angoisse
Apathie

Apathie affective
Apathie de la
pensée

Apathie de la
réaction

Apathie des
sentiments
Apathie
émotionnelle
Apathie
intellectuelle
Apathie mentale
Apathie sensitive
Aphasie

Aphasie acoustique
Aphasie acoustique-
mnestique

Aphasie afférente
Aphasie agueusique
Aphasie
amnémorique
Aphasie amnésique
Aphasie amnestique
Aphasie anomique
Aphasie anosmique

Arabpsyner Dicrionaries Search :

ArAbpsyner eJournal: N° 4-Ocrober - Nove mber - December 2004

132

subjective anxiety
subliminal anxiety
pulling anxiety

real anxiety, true anxiety
anguish-anxiety
apathy

affective apathy
thought apathy

reaction apathy
feelings apathy
emotional apathy
intellectual apathy

mental apathy
sensitive apathy
aphasia -

acoustic aphasia
acoustic mnestic
aphasia

afferent aphasia
agueusic aphasia
amnemoric
aphasia

amnesic aphasia
amnestic aphasia
anominal aphasia
anosmic aphasia

Aphasie associative
Aphasie auditive
Aphasie aveugle
Aphasie centrale
Aphasie centralisée
Aphasie cinétique
Aphasie compléte
Aphasie composée
Aphasie congénitale
Aphasie corticale
Aphasie d'écriture
Aphasie d'évolution
Aphasie dintégration
Aphasie de Broca
Aphasie de
conductibilité
Aphasie de
conduction
Aphasie de
connection
Aphasie de la
signification
Aphasie de réception
Aphasie de Wernicke
Aphasie des phrases
Aphasie dynamique
Aphasie écrite
Aphasie endocrine
Aphasie exécutive
Aphasie expressive
Aphasie
fonctionnelle
Aphasie globale
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associative aphasia
auditory aphasia
blind aphasia
central aphasia
centralized aphasia
kinetic aphasia
complete aphasia
composed aphasia
congenital aphasia
cortical aphasia
writing aphasia
evolution aphasia
integration aphasia
Broca's aphasia
conductivity
aphasia

conduction aphasia

connection aphasia

meaning aphasia

receptive aphasia
Wernicke's aphasia
sentences aphasia
dynamic aphasia
written aphasia
endocrine aphasia
executive aphasia
expressive aphasia
functional aphasia

global aphasia
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