
 

© 2020 Scholars Journal of Medical Case Reports | Published by SAS Publishers, India                                              136 

 

 

Scholars Journal of Medical Case Reports               

Abbreviated Key Title: Sch J Med Case Rep 

ISSN 2347-9507 (Print) | ISSN 2347-6559 (Online)  

Journal homepage: https://saspublishers.com/sjmcr/     

 
 

Psychiatric Disorders among Hospitalized Women at the Psychiatry 

Hospital « Ibn Nafis Hospital » of Mohammed VI University Hospital 

Center 
M. Rabitateddine

*
, S. Elfellah, S. Ennazk, I. Adali, F. Manoudi, F. Asri 

 

Research Team for Mental Health, Mohammed VI University Hospital Center; Marrakesh, Morocco 

 

DOI: 10.36347/sjmcr.2020.v08i02.011                                     | Received: 28.01.2020 | Accepted: 04.02.2020 | Published: 12.02.2020 
 

*Corresponding author: M. Rabitateddine 
 

Abstract  Original Research Article 
 

Women get hospitalized for various serious mental disorders that are gender specific, half of them married with 

children, the other half single\divorced women stigmatized and marginalized in our society. The aim of this study is to 

describe mentally ill women admitted into the psychiatric hospital, socio demographically and clinically, highlighting 

differences, specificities and multiple roles distress deviate with the course of disorder. It’s a cross-sectional 

prospective study about 70 patients admitted at the psychiatry hospital Ibn Nafis on Mohammed VI university hospital 

Center in Marrakesh-Morocco, and reports the following results: The average age is 37,4 years, 44% of them are 

single, with a low educational level (primary school) 32,8%. 64% of our women are from the urban region, 51,4% are 

jobless and 59% brought to the hospital by their families. 11,6% of patients in our study have positive family history, 

70% of them suffered from paranoid schizophrenia. 55% of patients are admitted for schizophrenia, followed by 

bipolar I disorder 18%, Major depressive disorder affected 8% of our patients. 20% deal with a toxic habits, 14,5% 

abuse nicotine (74% low dependence FTND) and one woman have tried quitting. The criminal was 5,7% including 

different psychiatric disorders involved, assault is the most common charge. Suicide attempts are closely linked to 

major depressive episodes of MDD and BID, in patients were already under a combination of antidepressants and 

anxiolytics for at least 3 months. Psychotic features are observed in most of admitted disorders, 83% in BIP and 67% 

in MDD. According to HAMILTON-DEPRESSION 66.3% of women are admitted for a severe depressive episode, 

50% present anxiety comorbidity and a history of CBT sessions months prior hospitalization. Shading the light into 

admitted women in psychiatry and deciphering specific demographic, clinical and therapeutic features may improve 

the global care system and women's adherence to treatment and follow up. 
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INTRODUCTION 
Within mental health services, there are fewer 

women than men with severe mental disorders, and 

there is evidence that their needs are relatively 

neglected resulting in specific deleterious effects. In 

research, as in services, the abilities of women with 

serious mental health problems appear to be 

underestimated, and there is almost a total absence of 

research into the views and experiences of such women. 

For example, such women are particularly vulnerable to 

sexual exploitation and violence, sexually transmitted 

diseases, unwanted pregnancies and loss of children’s 

custody. Within general dearth of literature concerning 

the problems and needs of women with mental illness, 

there is almost complete absence of attention into the 

perspectives of women themselves. Like their male 

counterparts, such women are often considered too 

cognitively and emotionally impaired to be able to 

meaningfully express their views. Women want more 

women only space, a choice of skillful staff, an 

interactive environment, privacy and access to someone 

to talk to as an adult. Many mental disorders disrupt the 

peaceful lives of women, operating in different 

presentations: bipolar disorders, schizophrenia and 

other psychoses, depression, dementia and others [1]. 

The statistics are expanding worldwide. 60 million are 

diagnosed with bipolar disorders, 23 million with 

schizophrenia and over 50 million with dementia. 

Depression is considered women's number one 

morbidity (after cardio-vascular disorders), and these 

numbers consolidate the hypotheses of sex differences 

regarding mental disorders, specifically psychotic 

disorders, anxiety and substance abuse. In the twenty-
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first century, where health goals have shifted to 

increasing disability-free years of life rather than only 

to increasing life expectancy, mental disorders become 

more considerable, representing 12% of the global 

burden of disease, a number that is anticipated to rise to 

15% by 2020 [2]. The increasing importance is 

combined by the fact that the weight of burden from 

these disorders has been increasing over the past 

decades. Moreover, although mental disorders are not 

listed as underlying causes of death on death 

certificates, they are associated with marked excess 

mortality, from chronic diseases. Thus, their impact on 

global health tends to be underestimated [3]. Two 

points deserve special emphasis for the future: health 

systems need to better respond to the needs of mentally 

ill women, this concerns not only the treatment gap but 

also other interventions needed for the people affected, 

and research is needed to best tailor such interventions 

in a cost effective and culturally acceptable manner [3]. 

 

AIMS OF THE STUDY 
 To determine the socio-demographic profiles 

of our inpatients. 

To determine the prevalence of mental 

disorders among hospitalized patients 

interviewed at Ibn Nafis hospital. 

 To assess the severity of the disorders using 

multiple scales. 

 

PATIENTS AND METHODS 
Study Type and Patients 

A cross-sectional descriptive study concerning 

a sample of 70 female inpatient hospitalized at the 

psychiatry department IBN NAFIS in Marrakech, 

during the period: from January 2019 to June 2019. 

 

Inclusion Criteria 

 Women’s consent after explaining the aim of 

our study. 

 Female inpatients hospitalized at IBN NAFIS 

hospital. 

 

Exclusion Criteria 

 Lack of consent. 

 Women admitted at the psychiatric 

emergencies but released the day after. 

 Aggressive or sedated women who are unable 

to maintain the evaluation 

 

 

 

The Course of the Investigation 

Data collection was done following an 

interview with hospitalized women at the psychiatry 

department IBN NAFIS following their mental 

disorders during a six months period, inpatients were 

interrogated after their consent and explanation of the 

study’s aim, by third and fourth year psychiatry 

residents. 

 

Ethical Considerations 

Recruited patients were informed of the aim of 

the study, only adherent patients after free consent were 

recruited. Data collection was executed anonymously, 

respecting patients’ confidentiality. 

 

Statistical Method 

 The data are recorded in a questionnaire sheet 

 Descriptive statistics are the primary focus of 

this analysis. Numeric data are presented by 

the following descriptive statistics as most 

appropriate: mean, median, standard deviation, 

range. Categorical data we represented by 

frequency tables: count and percentage. 

 Descriptive data are analyzed using Microsoft 

Excel 2016. 

 

The Questionnaire 

A questionnaire was elaborated at psychiatry 

department (Ibn nafis hospital) using references such as 

the PANSS, HAMILTON Anxiety rating scale (HAM-

A), HAMILTION Depression rating scale (HAM-D), 

Fagerstrom Test for Nicotine Dependence (FTND). The 

questions were written in English and explained to 

inpatients in Arabic dialectal. 

 

RESULTS 
Descriptive Study 

Demographic Data 

The average age in our case series is 37,61 

years, with a minimum of 18 years and a maximum age 

of 60 years. 44,8% of patients are single with, 53% 

have no children, 5,71% are single mothers. 32,85% of 

inpatient in our study dropped out of primary school 

regardless of specific mental disorder, and jobless in 

51,42% . The 2/3 of patients have a low economical 

level. To mention, a low level was determined with an 

income that doesn’t exceed 2000dh per month. 

Regardless of admitted mental disorders, the urban area 

predominated (2/3). 59% of our patients were addressed 

by their families. 
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Overall Table-1: Socio-demographic characteristics of our case series. 

 
 

Family History 

11,6% of Patients have positive family history 

of psychiatric disorders and only 3% of them were 

under treatment. In our study, only women admitted for 

MDD and schizophrenia have psychiatric family 

history. 70% of the patients with positive family 

psychiatric history have schizophrenia. The other 30% 

wasn’t specified. 

 

Personal History 

The toxic history is the most represented in our 

case series 20%. Medical history is represented by 

epilepsy, heart failure, lupus and asthma. The four 

women with epilepsy have schizophrenia as a mental 

disorder. Women with lupus, heart failure and asthma 

are hospitalized for Major depressive disorder with 

psychotic features. Criminal record is an important 

feature to search for in psychiatry. Table II is an 

abstarct to the creminal record’s results in our study. 

Our results highlighted 55% of patients have paranoid 

schizophrenia. 5 other mental disorders were observed 

once during this case series: Bipolar II disorder, 

Schizophreniform disorder, substance induced 

psychotic disorder, delusional disorder and depressive 

disorder due to another medical condition (lupus and 

heart failure). In the last four years, 44,3% of patients 

have been diagnosed with mental illness (Table-3) 
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Table-2: Patient’s specific criminal record 

 
 

Patients with psychosis spend more time 

indoors of psychiatric facilities 13,2 days more than 

non-psychosis patients. Dividing patients into these two 

categories is helpful when discussing results with 

literature findings. The non-psychosis category is 

observed to be admitted twice versus 2,5 for the 

psychosis group. There is a performance indicators at 

Ibn Nafis hospital from first January to the 31st of May 

(Table-5). 57,1% of our patients continued to show on 

outdoor consultations and 15,7% of women have 

attempted suicide using: drowning, slitting wrists and 

poisoning.  

 

Table-3: Seniority of psychiatric history 

 
 

About substance abuse, Cigarettes are the most 

frequent toxic with a rate of 14,5%. The cannabis abuse 

rate is 12,5%. Low nicotine dependence according to 

FTND rating scale was observed among 74% (n=11) of 

our patients, with a period of using varying between 3 

and 7 years for 38% of our patients who have been 

using toxics. 23% (n=6) of our patients developed a 

toxic habit after being diagnosed, 43% had the toxic 

habit prior the mental disorder and only one patient 

tried to quit the toxic behavior, alone. No institution 

was involved. 

 

Clinical data regarding mental disorders: 

 

Table-4: Performance indicators at ibn nafis hospital from january 1st to May 31th 

 
 

Brief psychotic disorder (BPD) represents 

7,1% of the total inpatients included in our case series. 

60% of them were under no treatment in the last six 

months prior to their hospitalization. 40% of BPD 

inpatients are under a combination of antipsychotics 

and anxiolytics. 76,3% of our case series have a 

progressive (>6 months) onset of schizophrenia. 81,6% 

of admitted women with schizophrenia diagnosis are on 

multiple episodes, currently in acute episode status. 

Moderate positive psychotic symptoms were observed 

among 44% of patients and Mild negative symptoms 

were observed among 50% of them. 50% of patients 

suffering from Schizophrenia were under treatment 

(antipsychotics) in the last 6 months before 

hospitalization. 80% of Patients having Schizoaffective 

disorder in our case series have a progressive onset of 

the disorder. 60% of them were priorly under 

antipsychotic treatment (6 months), to highlight, none 

of them was under antidepressants nor 

antiparkinsonians. 8,3% of inpatients diagnosed with 

bipolar I disorder presented a major depressive episode. 

91,6% was on a maniac episode. One case of bipolar II 

disorder was admitted during our study period. 83,3% 

of patients admitted for Bipolar I got into the 

psychiatric hospital with psychotic features, 58,3% have 

co-occuring comobidity. Inpatient women diagnosed 

with major depressive disorder represent 9% of the total 

hospitalized rate, 67% of them have co-occuring 
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psychotic features and 50% have melancolic features. 

Major depressive disorder with positive co-occurring 

comorbidity are 50% of all our serie case patients. 

According to the severity rating scale of depression 

HAMILTON-D, 66,3% of major depressive disorder 

inpatients are admitted for a severe major depressive 

episode. And 33,7% have a moderate one. And 

according to the severity rating scale of anxiety 

HAMILTON-A, 50% of major depressive disorder 

inpatients are admitted for a moderate general anxiety 

episode and 16,7% have a mild one. Patients suffering 

from MDD had been using antidepressants and 

axiolytics, and 66,6% had benefited from cognitive 

behavioral therapy (CBT). 

 

DISCUSSION 
Demoraphic Data 

Table-5: Educational status among hospitalized women 

 
 

The average age in our case series is 37,6 

years, with a minimum of 18 and a maximum age of 60 

years. The age group between 41 and 49 years is the 

most represented in our sample (30%). Thus this 

demographic particularity is close to the one found in 

the Ibn Rochd study Belghazi et al., [4] who’s average 

age was 33,4 years. Similarly to our most represented 

range group, Furegato F et al., [5] found out that the 40-

49 group of female inpatients is the most represented. 

44,2%, when our patients were single, and married 

women were 35,7% of our case series and only 18,7 

were divorced. Similarly to our finding, Cloitre et al., 

[6] and Belghazi et al., [4] had single women as a 

majority in their case series. On the contrary, Cochrane 

R et al., [7] and El Sayed et al., [8] had married women 

predominating, followed by single women on the 

second line. The high rate of celibacy in our study can 

be attributed to the early onset of mental disorders 

among the majority of hospitalized women, when 

patients with late onset have an overlapping proneness 

to marry and procreate [9]. Also, the poor prognosis of 

psychotic group of disorders and their great severity 

(high LOS, residual features, poo functioning) reduce 

chances of being in a relationship and starting a family. 

Our study sample (n=70) is smaller comparing to USA 

and UK studies conducted on larger populations, and so 

distorted results [9, 10]. In our study, the majority of 

our patients dropped out in primary school period 

32,8%, followed by 24,8% dropped in middle school, 

and only 7,1% attended the university. The table below 

elucidates our 2019 results, Moussaoui D et al., and 

other results of developed countries. Prevalence of 

psychiatric disorders in illiterate women is high, while 

being educated could be a protective factor against 

mental disorders. This could be attributed to socio-

cultural limitations among women with lower literacy 

status, which makes them unable to use more efficient 

coping styles to deal with stress [11, 12].  

 

The population admitted at Ibn Nafis hospital 

has a very lower economical level which explains the 

poor educational level of our small sample (non 

representative). Half of our case series women are 

jobless (51,4%), (30%) are housewives and only 

(15,6%) are employed. These results are different than 

Comacchio’s C et al., [13], where 34, 7% are employed, 

36,1% are housewives and 29,2% are unemployed. The 

Mediterranean-arab culture in both countries explains 

the high rate of housewives and working women are 

still a wreckage. 

 

Family History 

In our study, 11,6% of patients have positive 

history of mental illness, 70% of them have 

schizophrenia and other psychotic disorders. Our results 

join the literature with a rate that vary between 5,5% 

and 12,5%. (Table-5) [14-19]. 

 

Table-6: Positive family history of schizophrenia spectrum and other psychotic disorders 
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Genetic explaination of schizophrenia involves 

rare, common and novo risk alleles existing in a large 

number of genes. Despite substantial genetic 

heterogeneity, different classes of mutation have been 

shown to converge onto common biological pathways, 

implicating neuronal calcium signaling, synaptic 

plasticity and the immune system in the disorder. Also, 

schizophrenia shares risk alleles with other 

neuropsychiatric disorders with evidence of a gradient 

of mutational severity with intellectual disability and 

schizophrenia at the most extreme and moderate ends of 

this spectrum [20]. 

 

Table-7: Positive family history of major depressive disorder 

 
 

Heritability of mood disorders is about 50%, 

which means that genes alone are not sufficient to 

explain all the cases. But they confer a substantial risk 

which is combined with environmental stressors to 

determine the final illness, but which are these genes 

and why they confer the risk for more disorders? It is 

very interesting to see that many of those genes are 

linked to neuroplasticity and inflammation; two 

mechanisms that can be combined and decrease the 

possibility of the brain’s possibility to react and be 

plastic to external stressors [20, 21]. 

 

Personnal History 

5,7% of women in our study have a criminal 

record with charges of mostly assault, then drug charges 

and a case of prostitution and homicide. Rossegger’s 

finding [22] highlights homicide at first with 37,5%, 

arson 31,3% and assault 12,5%. The high rate of 

homicide can be related to access to firearms, high rate 

of substance abuse, personality disorders or a severe 

state of mental disorder. Conversely, mentally ill 

patients are overrepresented in the criminal justice 

system. This over representation has become a growing 

concern internationally among mental health workers, 

corrections departments, lawyers, public policy makers, 

and human rights attornies. Although, only 14 to 16% 

of people in the criminal justice system have a serious 

or persistent mental disorder. Skinner et al., [23] noted 

that 30% of people with mental illness will have a 

problem with alcohol and drug use in their lifetime and 

37% of people who with alcohol issues, will develop a 

mental illness. This disparity is found in studies of the 

prevalence of drug use among patients with a first 

episode of psychosis. Thus, it reaches 74% in the study 

of Lambert et al., [24] against 23% in that of Sevy et 

al., Our study joins Sevy et al., findings with 20%. 

14,5% of women use cigarettes, 12,5% use cannabis 

and 8,6 have alcohol abuse [23-26].  

 

Clinical Data Regarding Mental Disorders 

A specific distribution of mental disorders 

observed among hospitalized women underlines the 

predominance of schizophrenia with 55%, bipolar I 

disorder 17% and MDD 8%. These results vary in 

Belghazi et al., in spite of close geography and being it 

a recent Moroccan study too (Table-8) [4, 6, 13]. 

 

Table-8: Rate of schizophrenia among hospitalized women 

 
 

Newman et al., [27] point factors associated 

with lengthier stays: accommodation status (including 

living in supported accommodation, nursing/healthcare, 

and being homeless), being male, being 

unemployed/housewives and having a higher number of 

different care coordinators. On the other hand, factors 

associated with shorter stays are being a council tenant, 

having a diagnosis of a disorder due to psychoactive 

substance abuse (it correlates with our finding LOS= 4 

days), affective disorders (it matches our findings LOS= 
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9,7 days), stress-related and personality disorders. 

Marital status is not significant in this model. Tulloch et 

al., [28] conducted on a similar sample found no effect 

of unemployment on LOS. Newman L et al., [27] 

sample (7653) was larger than theirs (4485) which may 

have increased the power necessary to detect an effect 

in a sample where the majority is unemployed. The 

reason for this discrepancy needs to be explored further, 

and might underline the idea that these predictors of 

LOS are likely to be temporally, as well as locality, 

specific [29]. Inpatient women discharged from 

psychiatric facilities require timely follow-up care to 

maintain their functioning and avoid or delay future 

hospitalizations. Despite the importance of follow-up 

care, there is surprisingly little percentage that is 

adherent to outdoor appointments and 

psychotherapy\group therapy sessions (57,1%). These 

findings serve as a benchmark from which to measure 

progress. Given that our findings are based on a small 

sample (n=70), we cannot fully explain the small rate of 

positive follow-up. Some variations could be 

attributable to cultural differences, religious 

superstitions across the region, or the availability of 

primary caregivers who accept to be in charge of the 

follow-up care. The high prevalence of co-occurring 

substance use disorders among women with severe 

mental illness is now widely recognized. As patients 

with dual-disorders have poor short-term outcomes in 

traditional mental health programs and do not readily fit 

into traditional substance abuse treatment programs 

[30], models that integrate mental health and substance 

abuse treatments have been developed [31]. Suicide has 

a strong association with mental disorders and 

contributes to the excess mortality of the mentally ill. 

Kjelsberg et al., [32] determinated an average age of 

suicide of 23 years 48,4% Aaltonen K et al., [33], the 

majority of incriminated disorders swing between 

personality disorders (53%) and depressive disorders 

(28%). These findings correlate perfectly with ours. The 

majority of inpatient women attempting suicide at Ibn 

Nafis hospital were diagnosed with major depressive 

disorder, taking a combination of antidepressants and 

anxiolytics for at least 3months. Only one case of 

Bipolar I mania was registered, so as a schizophrenia 

case. It is important to highlight a similar pattern of 

methods between our study and Kjelsberg’s, poisoning 

comes at first followed by drowning and hanging [32]. 

Pignon B et al., [34] admitted that women are more 

likely than men to report a psychosocial stressor prior to 

onset of schizophrenia. The mode of onset is similar for 

women and men, with two out of three experiencing 

gradual or insidious onset over a period of >6 months 

(69,3%) Vera A et al., [35]. A finding that matches our 

result 76,3%. However, women are more likely than 

men to have single or multiple episodes, with some 

recovery in between episodes, and less likely to 

experience chronic course of illness [34, 35]. In our 

study so as in other similar ones, we found that the 

majority of admitted women with schizophrenia have 

moderate positive psychotic symptoms. Acuna M et al., 

[36] showed that 20–40% of patients suffering from 

schizophrenia have persisting negative symptoms, 

severe negative symptoms during the early stages of 

treatment predict poor prognosis. Most of metanalysis 

studies proved the low level of negative symptoms of 

admitted women with schizophrenia, and its quick 

dissolving under medication. This joins our results. 

50% of inpatients have mild negative symptoms when 

only 20% were admitted with severe negative 

symptoms [37]. In literature and referring to the study 

conducted by Olfson M et al., [38]. Patients with 

schizoaffective disorders are significantly more likely 

than patients with schizophrenia to receive 

antidepressants (61% versus 44%), mood stabilizers 

(55% versus 34,4%) and anxiolytics (43,2% versus 

35,1%). women with schizoaffective disorder are more 

likely than schizophrenia women to receive 

psychotherapy (23,4% versus 13%) and inpatient 

mental health care. (9,4% versus 6,2%). During the six 

months prior being admitted into the psychiatric 

hospital, schizoaffective women were more under 

antipsychotics (60%) than women with schizophrenia 

(53%). 23% of these women were under 

monotherapy,13% under bitherapy of antipsychotics 

and only 7,9% under LAN prior the hospitalization 

[38]. The small sample of our study comparing to USA 

and Canada wide-sampled metanalysis explains the 

disparity of results. Clinicians have long noted the 

overlap of mood symptoms and psychotic symptoms. 

About 58% of manic patients have psychotic symptoms. 

15% of depressed patients have psychotic symptoms 

[39]. Conversely, a depressive syndrome occurs in 

about 25% of people with schizophrenia [40, 41]. In our 

study, (83%) of bipolar women admitted at the 

psychiatric hospital have psychotic features (91,6%) of 

bipolar inpatients are admitted with manic episode 

versus 60,4% observed in Fellinger’s study [26]. 41,7% 

of BID women in our case series have a comorbidity 

(substance’s abuse in our case) Ayano G et al., [41] and 

Kawa et al., [42] have mentioned that the magnitude of 

comorbid substance use disorder is higher among 

women with a history of relapse and hospitalizations. 
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Table-9: Comorbid substance’s abuse among women suffering from bipolar disorder 

 
 

According to Hawton et al., [51] suicide 

deaths in major depressive disorders are associated with 

male gender, family history of psychiatric disorder, 

previous suicide attempt, depression severity, 

hopelessness, co-morbid anxiety and substance use 

disorders. Before that, Roose et al., [44] found out that 

the presence of psychotic features in major depressive 

disorders is predictive of increased risk of suicide [33, 

45]. Our study joins literature with 33,6% of MDD 

inpatients with positive psychotic features and 

attempted suicides and half of them with melancholic 

features (50%). According to the severity rating scale of 

depression HAMILTON-D. (66,3%) of major 

depressive disorder inpatients are admitted for a severe 

major depressive episode. The rest of patients (33,7%) 

are admitted for a moderate major depressive episode. 

This finding is close to Fisher-Kern’s et al., [46] with 

84,8% admitted for a severe episode while only 15,2% 

hospitalized for a moderate episode. The high rate of 

hospitalized women with a severe major depressive 

episode is a witness of the high tolerance eastern 

women of the Arab\Muslim world have against daily 

distress, discrimination and multiple roles in our 

society. A factor that delays diagnosis, therefore early 

treatment and follow up. According to Kessler R et al., 

[47] and Judd LL et al., [48] who report that Depression 

and anxiety exist together more often than as separate 

syndromes, particularly true for general anxiety 

disorder (GAD) and major depressive disorder, as eight 

out of 10 subjects with lifetime GAD also had a 

comorbid mood disorder during their lifetime. This 

finding was observed in our study with 66,7% of 

inpatient women admitted for MDD with anxious 

features (generalized anxiety disorder, panic attacks) 

assessed through HAM-A. Despite the availability of an 

increasing number of new antidepressants, treatment-

resistant depression occurs in up to 30% to 40% of 

depressive episodes adequately treated with first-line 

antidepressant therapy in a psychiatric setting [49]. In 

literature, and according to Souery D et al., 74,4% of 

admitted women with MDD were already under a 

therapeutic combination of antidepressants and 

anxiolytics for months, but admitted laters for a severe 

depression. A finding that is close to our result 83% 

[50]. 

 

 

 

RECOMMENDATIONS 
 Fighting the general lack of awareness (mental 

health illiteracy) about mental illness, by 

suppressing the barriers to psychiatric 

treatments, reducing stigma and labelism via 

traineeship programs aiming to reinforce social 

skills and treatment adherence. 

 Encourage women to address and speak up 

about positive family history of mental illness, 

the same as any other disease (ex: diabetes) 

 Considering social/emotional support a 

millstone of therapy, by providing mentorship 

programs and support groups for family 

members of women living with mental 

disorders 

 Promoting serious education efforts that target 

everyone in the community, especially family 

members, by explaining that mental disorders 

are not a weakness but only a chemical 

imbalance that requires family’s management 

of residual symptoms, acute episodes and 

constant irritability, via simulation sessions 

and coping skills 

 Providing recreational outlets for women, such 

as community centers offering daily activities 

(culinary activities, knitting, gardening, 

preparing résumés for job searching, managing 

finances and learning to cope with common 

stressors). These activities improve their 

individual ability to cope and thereby improve 

the emotional wellness 

 Emotional, relational and sexual dimensions 

are important criteria to consider when 

prescribing treatments 

 Spirituality constitutes a huge milstone in the 

arab community, especially among women. 

The adherence to prayers and different forms 

of meditation helps diminishing anxiety 

symptoms and is considered a coping method 

against day to day distress 

 Maintain a solid, individual therapeutic 

alliance. 

 Promoting a non pharmacological treatment, 

CBT, psychoeducation, insight and cognitive 

remediation. 
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CONCLUSION 
Women suffering from schizophrenia represent 

half of hospitalized population, bipolar disorder and 

major depressive disorder inpatients get admitted 

mostly because of the psychotic features. The stigma 

that labels women with psychiatric disorders gets in the 

way of treatment adherence, follow up with 

psychotherapies and belief that medication is the road to 

wellbeing. Low economical level alongside with poor 

education are noticed to be factors that increase acute 

episodes, why not onset of disorder. The high rate of ill 

admitted women under no treatment, but with a positive 

toxic habit complicates the course of disorder and its 

management. It is important to instore a scientific-based 

culture of psychotherapies (individual or per group), 

that impacts not only one’s thoughts and coping styles 

but also the global functioning and personal ways of 

dealing with acute phases, treatment side effects and 

various changes in ideas or behavior. 
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