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Psychiatric Morbidity in Preparatory School Girls 
Khalil A.H. , Maiisour M., El-Awady M.  aiid Sliaheeii M.W. 

Abstract: 
Both emotional and behavioural disorders in adult life start in childhood age. The adolescent 
c girls whose ages ranged between 1 1 and 15 years are an important sector of our community. 
This study attempts to investigate the psychiatric morbidity in preparatory school girls. A 
preparatory school for girls was chosen randomly from the free state schools, in East Cairn, 
Ain Shams Educatioiial Departnient.Al1 the students were included in the stud), ( 1500). Their 
ages ranged from 11 to 15 years with a mean age of 13.67 +/- 3.88 years.ali the students in- 
cluded in the study subjected to semi-structured psychodemographic list and the general hea- 
lth questionnaire (GHQ). Then all the students who scored higher than 9 at the GHQ (340) 
were subjected to children's anxiety scale (CAS), children's depression inventory (CD1) and 
clinical interview to detect anxiety and depression based on DSM-IIIR criteria.Students who 
scored less than 9 on GHQ were considered a control group ( 1  160).The results showed thai 
the prevalence of probable minor psychiatric morbidity was 22.7%. The prevalence of anxie- 
ty symptoms in the preparatory school girls was found to be 17.9% by clinical assessnient 
and 17% in psychometrically assessed cases. The prevalence of depression was 16.7% in  
clinically assessed cases and 18.7% in psychometrically assessed cases by CD1. T t  \vas 
found also in this research that psychometric testing proved to be a good screening test f o r  
identification of possible clinical cases with anxiety and depression. 

Introduction 
Both emotional and behavioral disorders 
in  adult life start in childhood age. Such 
integrated psychiatric complexity is cur- 
rently affected by age, sex, life events, 
school period (psychosocial factors), so- 
matic disorders, biological factors and 
others (Bendeket al., 1990). 
The adolescent girls, whose ages ranged 
between 11-15 years, are considered to 
be an important sector of our community 
in Egypt. The mid-year population esti- 
mates by age group in July 1996-2001 
done by the Central Agency for Public 
Mobilization and Statistics, presumed that 
the number of adolescent females of age 
11-15 years in Egypt are about 3,601,000 
females (Statistical Year Book, 1994). 
This vital and dynamic phase of life is an 
important sector of the society, that have 
not been yet enough studied in Egypt in- 
spite of their importance in the develop- 
ment of the community. 
The term "adolescence" generally refers 
to psychosocial growth and development. 

Whereas the term "pubescence" refers to 
physiological growth and developnicnt 
(Enright et al., 1979). 
The psychosocial growth tasks of adoles- 
cence have been described from various 
perspectives. Erikson ( 1968 1 cfiaraLbteriz- 
es adolescence in terms of identity forma- 
tion. Freud (1966) marks adclescence a s  
a time of battle between relatively 
strong "Id" and a relatively vdeak "Ego", 
and Blos (1967) writes about xblescence 
as a second individuation PI'OC~SS. The 
de ve 1 o p me n t a 1 growth t a s ks c o m n 1 on 1 y 
attributed to the adolescent age group are 
summarized in the following items: 
I. Gradual development a s  an  indepen- 
dent individual. TI. Mental evsJlvement of 
a satisfying, realistic body image. IIT. 
Handling sexual drives. IV. Social gro- 
wth: (i) Expansion of relationship out- 
side the home. (ii) Implementation of a 
realistic plan to achieve sociid economic 
stability. V. Cognitive growth (Transition 
from concrete to abstract concept:laliza- 

183 



Vo1.5 No.2 July 1998 CURRENT PSYCHIATRY 

tion). VI. Moral growth (Integration of a 
value system applicable to life events). 
Only in 1980s was depression clearly ac- 
knowledged as a clinical phenomenon oc- 
curring in children and adolescents 
(Matson 1989). This acknowledgment 
occurred primarily with the advent of 
more behavioral indices of depressive 
symptoms. Prior to that time there was 
controversy as to whether children and 
adolescents suffered from such a syn- 
drome as depression, and how to view 
depressive symptoms shown by these af- 
fected individuals.Pfeffer ( 1986) reviews 
a number of studies, beginning in the 
1960s, that attempt to examine the phe- 
nomenon of depression in children. She 
identifies controversies described in this 
early research as focusing on three propo- 
sitions: 
1- That the clinical syndrome called de- 
pression in adults does not exist in chil- 
dren. 
2- That depression does exist in children 
in the form of symptoms that mask overt 
depression 
3- That childhood depression has symp- 
toms similar to those found in adults as 
well as symptoms unique to children. 
The problem of identifying depression in 
adolescents is compounded, because 
most studies do not examine adolescents 
separately from children or adults. There 
is a tendency to extrapolate findings from 
a younger group to an older one or to 
treat the adolescents as adults for diag- 
nostic purposes. This difficulty in separ- 
ating developmentally distinct groups 
produces considerable confusion regard- 
ing the occurrence of depression in teen- 
agers. Regardless this consideration, a 
few studies have addressed the clinical 
features; incidence, etiology, and treat- 
ment of adolescent depression compre- 
hensively. However the processes of oc- 
currence and Co-morbidity of depression 
had been refred to many studies as Weller 
and Weller (1990) cite a number of stud- 

ies of the comorbidity of depression and 
attention-deficit disorders, anxiety disor- 
ders, and conduct disorders in their re- 
view. In addition, studies The co- 
occurrence of depression and anxiety dis- 
orders was also studied. In many ways 
the preceeding taxonomy attempts to dis- 
tinguish whether symptoms manifested 
by adolescents constitute depression. 
Symptoms that adolescents manifest, 
however, need to be acknowledged be- 
cause of thei: potential for dysfunction or 
self destructiveness, not just because of 
their significance in terms of diagnostic 
formulation. There is rarely a clear and 
focused picture of depression in the ado- 
lescent. 
Not-with standing this confusion, Nissen 
(1983) describes a study of depressed ad- 
olescents in which he differentiates three 
common depressive syndromes: (1)  
quietness and resignation, ( 2 )  retardation 
and loss of drive, and (3) agitation and 
anxiety. Symptoms of quietness and res- 
ignation could include grief, over adjust- 
ment, shyness, self-isolation, enuresis, 
nail-bitting, unmotivated weeping, bouts 
of aggressiveness and suicidal ,behavior. 
Retardation and Loss of drive might 
cause symptoms of psychomotor slug- 
gishness, apathy, insecurity, difficulty in 
learning, mutism, and passivity. Symp- 
toms of agitation and anxiety could fea- 
ture auto-and hetero-aggressiveness, in- 
security, compulsive eating, unmotivated 
weeping, and suicidal behavior. There is 
considerable overlap in the symptoms in 
the three groups, partially because the 
symptoms of depression may vary wide- 
ly from one adolescent to another. 
Curran (1987) in his description of 
symptomatology, believes that adoles- 
cents desire or are able to mask depres- 
sive affect for a number of reasons in- 
cluding capacity for denial, tendency to 
act out feelings, and avoidance of depen- 
dence and helplessness (e.g., running 
away, sexual acting out, boredom and 
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restlessness, disturbance of concentra- 
tion, aggressive behavior, delinquency). 
Also Greydanus (1 986) differentiates a 
number of categories of depression that 
are present during adolescent develop- 
ment, including reactive depression as a 
result of moving or other loss, depression 
associated with medical or psychiatric 
disorders, continuation of a preexisting 
childhood depression, adolescent devel- 
opment, occurrence of mood disorder, re- 
garding prevalence. The prevalence data 
will vary, depending on a number of cri- 
teria used to identify depressed adoles- 
cents as well. Adolescent depression has 
been studied as it occurs in psychiatric 
and medical settings, and in samples of 
"normal" population. The one-year preva- 
lence of separation anxiety in prepubertal 
children has been reported at 3.5 to 4.1 
per cent. The prevalence of overanxious 
disorder among prepubertal children has 
been estimated at around 2.9 to 4.1 per 
cent its equivalent in adolescents, general- 
ized anxiety disorder, has been found in 
3.7 percent. The male to female ratio has 
been reported as 1.7: 1 among prepubertal 
children, but approaches 1:3 among ado- 
lescents (Anderson et al., 1987). Family 
history of anxiety disorder is associated 
with Overanxious Disorder in children. 
Fears are quite common among children. 
Among children aged 7 to 11, The preva- 
lence of simple and social phobias is 2.4 
and 0.9 per cent, respectively, particular- 
ly the latter, have a marked female pre- 
ponderance. Beyond the evidence of a 
verbal report, it is difficult to determine 
the presence and intensity to anxiety reac- 
tion. The classical literature on anxiety is 
misleading because it gives the impres- 
sion that anxiety is such an obvious phe- 
nomenon that measurement is unneces- 
sary. Additionally, current reports of 
comorbidity among the anxiety disorders 
also support the nation of the complexity 
of children's fears and anxieties ( Last et 
al., 1987). Anxiety is expressed through 
three modalities: behavior, subjective ex- 

perience, and physiological responses. 
Direct observation of anxious behavior 
can be made in the laboratory when the 
controlling stimulus is available for pres- 
entation. However, the predominance of 
such studies seems to have faded even 
further, probably due to ethical con- 
straints. When the anxiety-arousing stim- 
ulus is not available for direct laboratory 
study, behavior can be evaluated in the 
field. Such observations are often the 
only alternative to the child's report of his 
or her anxious behavior, and may include 
trained field observers; parents or a par- 
ticipant observer for bed time behaviors, 
reactions to certain fears, and illness in 
the family; and teachers for the observa- 
tion of behavior on academic tests, or 
while speaking in front of the class. Ob- 
servers, whether parents, teachers, or 
participant observers who record obser- 
vations of children's behavior directly, 
require training and frequent retraining to 
ensure collection of good data (Mansdrof 
and Lukens, 1987). Lastly there is anoth- 
er area of assessment in understanding 
child and adolescent anxiety disorders is 
that of peer relations and friendships. 
Goodyer et al., (1989) found that chil- 
dren with emotional disorders were more 
likely to have experienced moderate-to- 
poor friendships in the 12 months prior 
to symptom onset than were control sub- 
jects. Further, prepubertal children with 
moderate to poor friendships were classi- 
fied predominantly as anxious or de- 
pressed, whereas postpubertal children 
with poor friendships were diagnosed as 
predominantly anxious. 
Subjects and Methods 
It was necessary to obtain permission 
from the Ministry of Health and the Mini- 
stry of Education. The application for 
permission to conduct this research in- 
cluded the objectives and the value of the 
results which may be obtained. The 
school was selected from the preparatory 
schools for girls in East Cairo, Ain 
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S hams Ed ii c a t i o n a 1 Department , The 
school was taken randomly from the free 
state schools. A preparatory school for 
girls was chosen and all the students were 
includcd in the study (1525 girl stu- 
dents).Their ages range from 1 I - 15 years 
with mean age 13.67 + 3.88. 25 student 
were excluded from the study (9 refused 
to do the test 14 didn't complete the 

Material and Methods 
Before starting, students should know 
that this questionnaire has nothing. with 
their exams, in order to reduce their ap- 
prehension. 
Screening for all the students included in 
the survey using the following tools: 
All the students were asked to complete a 
semi- s t 1-11 c t u ra 1 ps y c hode mogi*aph i c 1 is t . 
All the students were subjected to General 
Health Questionnaire (GHQ). 
a) All the students who scored > 9 at the 
GHQ. (340) were subjected to: 
1 ) Children's Anxiety Scale (CAS) 
2) C h i 1 d re n ' s D e p re s s ion Invent o r y 
(CDI). 
3)  Clinical interview to detect anxiety and 
de pre \ s i o n us i n g a semi - s t ruc t ii red c 1 in i - 
cal interview based on the DSM 111 R cri- 
teria. 
b)  All the students who scored <9 at the 
GHQ were considered as a control group 
( 1  160). 
Table ( I )  shows 340 girls (22.7%) 
scored (9 which are considered as cases 
and 1160 girls (77.3%) scored <9 which 
are considered as control. 
Takle (2) shows the degree of psychiatric 
morbidity among the high scores i n  
G.H.Q.., i t  was mild i n  234 cases 
(68.8%), moderate in 75 cases (22.1%) 
and severe in 3 1 cases (9.1%). 
Table (3)  shows the clinical assessment 
of cases, which reveals that the majority 

s t 11 d y ) . 

of cases had combined anxiety and de- 
pression, 224 cases (65.9%), meanwhile 
44 cases ( 1  2.9%) had anxiety alone, 26 
cases (7.6%) had depression alone and 
46 cases (13.5%) are clinically free. 
Table (4) shows psychometric assess- 
ment of cases, which reveals that the ma- 
jority of cases had anxiety and depres- 
sion, 238 cases (70.0%), meanwhile 16 
cases (4.7%) had anxiety alone, 43 cases 
(1 2.6%) had depression alone, 43 cases 
( 12.6%) having sub-threshold psycho- 
metric record. 
Psychometric testing-proved to be a very 
good screening test for the identification 
of possible clinical cases with anxiety 
(sensitivity 9 1 %) with a high predicitive 
value of a +ve test 96.5%. However the 
specificity for psychometry for anxiety 
was also high (87.5%) 
Table ( 5 )  showed a high prevalence of 
neurotic traits among 2 10 cases (6 1.8%) 
and no neurotic traits was detected among 
130 cases (38.2%) with psychiatric dis- 
order. 
There is no significant difference between 
the cases and the control as regard the 
motheris character and the development 
of psychiatric morbidity of the subject 
(Table 6) 
There is a significant difference between 
the cases and the control regarding the fa- 
ther's character and the development of 
psychiatric morbidity of the subject. Sub- 
jects with dominant personality of their 
fathers are less susceptible to psychiatric 
morbidity (0.6%) than those with differ- 
ent, aggressive and kind personality of 
their fathers (2.9%), (8.2%) and (88.3%) 
respectively (Table 7). 
There is a highly significant difference 
between the cases and the control regard- 
ing the presence or absence of family har- 
mony and the development of psychiatric 
morbidity. Cases without harmony be- 
tween the family members more than 
twice among the cases than the control 
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G . H . Q .  N o .  YO 

<9 score 1160 77.3 

Total 1500 100 

> =9 score 340 22.7 
~ 

CURRENT PSYCHIATRY 

G . H . Q .  N o .  

Mild (9- 14) 234 
Moderate ( 1 5- 19) 75 
Severe> 20 31 

Total 340 

(14.7%) and (6.8%) respectively (Table 

There is a highly significant difference 
between the cases and the control regard- 
ing the relationship of the subject with her 
own family and the development of psy- 
chiatric morbidity. Cases with no harmo- 
ny between her and her family are nearly 
tripple the control (1 1.2%) and (3.9%) 
respectively (Table 9). 
There is a highly significant difference 
between the cases and the control regard- 
ing the history of psychiatric morbidity in 
the family and the development of psychi- 
atric morbidity of the subject. Cases with 
psychiatric problems at their family are 
nearly more than 4 times the control 
( 1  1.2%) and (2.6%) respectively (Table 

8) 

% 

68.8 
22.1 
9.1 

100 

10). 
There is a highly significant difference 
between the cases and the control regard- 
ing the presence of neurotic symptoms 
(Trait) of the subject and the development 
of psychiatric morbidity. Cases with neu- 
rotic symptoms are nearly tripple the con- 
trol with neurotic symptoms (61 2%) and 
(28%) respectively (Table 11). 
There is a highly significant difference 
between the cases and the control regard- 
ing whether the subjects having menarche 
or not and the development of psychiatric 
morbidity. Cases having menarche are 
more (62.4%) than the control (45.6%) 
(Table 12). 

Table (1) 
Prevelance of psychiatric morbidity in adolescent girls in preparatory 
school according to G.H.Q. score. 

Table (2) 
Distribution of the degree of psychiatric morbidity among the G.H.Q.high 
scores.  
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Variables 

Anxiety 
Depression 
Mixed 
Clinically free 

Total 

Table (3) 
Clinical assessment of cases of psychiatric morbidity of adolescent girls 
in preparatory school. 

N o .  % 

44 12.9 
26 7.6 

224 65.9 
46 13.6 

340 100 

Cases 

Table (4) 
Psychometric assessment of cases of psychiatric morbidity of adolescent 
girls in preparatory school. 

Total With neurotic traits Without neurotic traits 

N o  % N o  % N o  % 

210 61.8 130 38.2 340 100 

Depression 
Mixed 
Sub-threshold psychometric record I 11 Total 

43 
238 
43 

340 

12.2 

I 70 
12.6 

100 

Table (5) 
Frequency of neurotic traits among cases with psychiatric morbidity. 
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Cases 
Variables 

N o .  % 

Table (6) 
Relationship between the mother's character according to the subject percep- 
tion and the development of psychiatric morbidity among adolescent girls, 

Cases 

N o .  % 

Dominant 
Indifferent 
Aggressive 
Kind 

Total 

2 0.6 6 0.6 
0 0.0 5 0.4 
6 1.8 9 0.8 

332 97.6 1139 98.2 

340 100 1160 100 

Table (7) 
Relationship between the father's character according to the subject percep- 
tion and the development of psychiatric morbidity among adolescent girls, 

Cases 
Variables 

No.  % 

Dominant 2 0.6 
Indifferent 10 2.9 

Kind 300 88.3 

Total 340 100 

Aggressive 28 8.2 

Cases 

N o .  % 

47 4 
22 2 
59 5 

1032 89 

1160 100 

Table (8) 
Relationshin between the presence or absence of family harmony and the de- 

Cases 
Variables 

N o .  % 

Yes (present) 290 85.3 
No( absent) 50 14.7 

Total 340 100 

velopment bf psychiatric morbidity. 

Cases 

N o .  % 

108 1 93.2 
79 6.8 

1160 100 
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Va r i a b 1 es 

Yes (present) 
No(absent) 

Total 

CURRENT PSYCHIATRY 

Cases Cases 

N o .  % N o .  70 

38 11.2 30 2.6 
302 88.8 1130 97.4 

340 100 1160 100 

Table (9) 
Relationship between the presence or absence of harmony between the sub- 
ject and her own family and development of psychiatric morbidity. 

Variables 

Yes (present) 
No(absent) 

Total 

Table (10) 
Relationship between the presence or absence of psychiatric problems in the 
family of the subject and the development of psychiatric morbidity in the 
subject. 

Cases Cases 

N o .  % N o .  % 

2 10 61.8 325 28 
130 38.2 835 72 

340 100 1160 100 

190 



Vo1.5 No.2 July 1998 

Variables 

Yes (present) 
No( absent) 

Total 

CURRENT PSYCHIATRY 

Cases Cases 

N o .  YO N o .  YO 

212 62.4 529 45.6 
128 37.6 63 1 54.4 

340 100 1160 100 

Table (12) 
Relationship between the menarche and the development of psychiatric mor- 
bidity in adolescent girls. 

Table (13) 
Risk factors associated with psychiatric morbidity. 

The variables 

Presence of psychiatric disorders in the family of the 
subject 
Presence of neurotic symptoms in the subject 
Absence of harmony between the family members 
Absence of harmony between the subject and her family 
Started menarche 
Aggressive personality of the father of the subject 

Odds Ratio 

4.74" (2.89-7.78) 

4.158 (3.22-5.35) 
2.36" (1.62-3.44) 
2.33" (1.41-3.74) 
1.98" (1.5-53) 
1.64" (1.05-2.67) 

'I: Odds ratio is a measure of risk of developing psychiatric morbidity between those having 
a risk factor relative to those without this risk factor. 
95% confidence limits were calculated to assess the lower and the upper limit is above 1 .O. 
The risk estimate is considered significantly higher for those with the risk factor (P<0.05). 

Discussion 
Through such brain storming about psy- 
chiatric morbidity in  adult life and early 
pathogenesis in adolescence period it was 
observed that only in 1980s depression 
was clearly recognized as a clinical phe- 
nomenon occurring in children and ado- 
lescent symptoms. 
Adolescents with severe psychiatric dis- 
orders have demonstrated rates of affec- 
tive disorder 27% in an inpatient / outpa- 
tient sample (Carlson and Cantwell 1979) 

Weller and Weller ( 1990) review 18 addi- 
tional epidemiological studies of depres- 
sion in children and adolescents from the 
year 1970 to 1987. Only one of these 
studies, however, examines normal ado- 
lescents, and they demonstrate a depres- 
sion rate of only 4.6%. Smith et al., 
(1 990)found by routine screening of 300 
outpatient clinic of adolescents by Chil- 
dren's Depression Inventory CDI, that 
23% had scores >16 of these patients. 
Cooper and Goodyer (1993) studied 375 
adolescent girls in schools, they were in- 
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terviewed for depressive symptoms ising 
a Diagnostic Interview Schedule for hil- 
dren (DISC). It was found that the ajor 
depressive disorder within the past year 

naire of mood disturbance on the same 
sample was 20.7% for the past year. 
As noticed, the difference in prevalence 
of depression may be due to different so- 
cioeconomic, age, cultural factors in dif- 
ferent countries. As well as, no study of 
psychiatric morbidity in adolescent school 
girls was done before in Egypt to com- 
pare with. 
Another major related disorder that this 
study has set, is the prevalence of anxiety 
symptoms in the preparatory school for 
girls. Anxiety was found to be 268 cases 
out of 1500 (17.9%) clinically assessed, 
and 254 cases out of 1500 (17%) psycho- 
metrically assessed. It is very difficult to 
compare our results with other studies be- 
cause all the available researches regard- 
ing the child psychiatric disorders, con- 
centrating mainly on the anxiety not as a 
symptoms but as a disorder. The preva- 
lence rate for anxiety disorders based on 
parent interviews alone was only half as 
high (6.6%) as the rate based on child in- 
terviews alone ( 10.5%). Adolescents 
generalized anxiety disorder, has been 
found to be 3 7% of teens by Whitaker et 
al, (1990). 
Psychometry has proved to be a turning 
point in the development of psychiatry 
over the past century. This is largely at- 
tributed to the possibility of quantitating 
certain parameters that whole mark a cer- 
tain figures for points which were previ- 
ously vague (Wing et al, 1977). In the 
current study we used Children's Anxiety 
Scale (CAS) and Children's Depression 
Inventory (CDI), both psychometries for 
measuring anxiety and depression respec- 
tively. Statistical findings revealed a mod- 
erate correlation between anxiety scores 
and depression scores as shown in earlier 

6%. Scores on the self report que 1 tion- 

results in this study. This is consistent 
with Smith et a1 (1990), who found that 
strong positive correlation between State- 
Trait Anxiety Inventory (STAI) and Chil- 
dren's Depression Inventory (CDI) 
scores. This finding was compatible with 
adult studies (Stavrakak, and Vargo, 
1986) and suggests either an overlap 
symptomatology or the possibility that 
both questionnaires are non specific 
measures of stress rather than specific di- 
agnostic instruments. 
It was found also in this research that, 
psychometric testing proved to be very 
good screening test for identification of 
possible clinical cases with anxiety and 
depression (sensitivity 91%, 96% respec- 
tively ) The predictive value of a positive 
test for anxiety was higher (96.9%) than 
that for depression (85.4%) . However, 
the specificity for psychometry testing for 
depression was lower (54%) than that for 
anxiety 87 5%. Achenbach (1978) clears 
that childhood depression and anxiety are 
closely associated and are statistically 
linked through a reliable and valid pro- 
cesses. The importance of clarification of 
these issues in the diagnostic process to 
obtain a better understanding of the inter- 
relationship and distinction between anx- 
iety and depression in adolescent popula- 
tion i.e. that depression has been 
conceptualized as being masked by other 
behaviors containing symptoms of mani- 
fest anxiety in the same way that manifest 
anxiety may contain symptoms of depres- 
sion. In the current study we have seen 
that the majority of cases had mixed anx- 
iety and depression symptoms which was 
65.9% of the minor psychiatric morbidity 
cases (224 out of 340) clinically as- 
sessed. Psychometric assessment of cas- 
es reveals that 70% of the minor psychi- 
atric morbidity cases (238 out of 340) 
were mixed anxiety and depression. 
These results agreed with the results of 
different researches as Angold and Co- 
stello (1993) whose study was to exam- 
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ine comorbidity in the context of child 
and adolescent depression by using stan- 
dardized interviews and DSM-IIIR crite- 
ria. There was a high rate of co-morbidity 
in children and adolescents with major 
depressive disorder ranged from 30% to 
75%. Bernstein and Garfinkel (1986) 
studied a sample of 26 adolescents who 
had chronic school refusal. Of the 16 of 
these patients who were diagnosed with 
an anxiety disorder 8 1 % had a coexisting 
major depression. Children who had co- 
existing anxiety disorder and major de- 
pression were found to be older, have 
more severe anxiety symptomatology, 
and to manifest different ratios of two 
anxiety disorder subtypes (i.e., obsessive 
compulsive disorder and agoraphobia) as 
compared with patient who had only the 
anxiety disorder diagnosis. 
In the current study, the group of adoles- 
cent girls with probable minor psychiatric 
morbidity (340 cases out of 1500) were 
subjected to analysis regarding any risk 
factors suspected to share in the develop- 
ment of these minor psychiatric morbidi- 
ty. As regard the parent's characters ac- 
cording to the subject perception and its 
relationship to the development of psychi- 
atric morbidity among adolescent girls, 
our study showed that, there is no signifi- 
cant difference between the cases and the 
control as regard the mother's character. 
Meanwhile, there is a significant correla- 
tion between the father's character and the 
development of psychiatric morbidity 
among girls. Subjects with dominant per- 
sonality of their fathers are less suscepti- 
ble to psychiatric morbidity (0.6%) than 
those with indifferent, aggressive or kind 
pe r sona l i t y  of t he i r  f a the r ' s  
(2.9%),( 8.2%) and (88.3 %) respectively, 
i.e. the dominant personality of the father 
is protective to his adolescent girls from 
psychiatric morbidity, and this can be ex- 
plained as the father in our culture is con- 
sidered to be the main source of the finan- 

cial support and security for the family, 
and his well being image is essential for 
supporting the whole family members. 
One of the important risk factors for the 
development of psychiatric morbidity 
among adolescent girls is the disturbance 
that may be present in the home environ- 
ment (Bowlby,1989). In  the current 
study, there is a highly significant associ- 
ation between the harmony between the 
family members and the development of 
psychiatric morbidity among adolescent 
girls. Cases without harmony between 
their family members were 50 out of 340 
(14.7%) in comparison to the control 
group, 79 out of 1160 (6.8%). There is a 
highly significant association as regard 
the relationship between the mother and 
the father and the development of psychi- 
atric morbidity. Cases recorded to have a 
bad relationship between their parents, or 
have divorced parents were 45 out of 340 
(13.2%) in comparison to the control 
group, 80 out of 1160 (6.9%). There 
was also a highly significant association 
between the relationship of the subject 
and her own family . Cases with no har- 
mony between them and their own fami- 
lies were 38 out of 340 (1 1.2%) in com- 
parison to the control group, 45 out of 
1160 (3.9%). 
Goodyer et al.,( 1985) reached to the rela- 
tion between life events and psychiatric 
disorders in adolescence, parental divorce 
is one of them. Bowlby (1961) states that 
divorce usually stimulate separation anx- 
iety with feelings of rejections and help- 
lessness in the children, this was agreed 
by King (1992). Marital dysharmony, 
which does not lead to separation or di- 
vorce is also a potent factor in the etiolo- 
gy of psychiatric disorder in children. 
This was approved by Richman et al., 
(1982) and Pearce and Nicole (1990), as 
they found a strong association between 
marital dysharmany and behavior disor- 
ders in their children. 
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This current study revealed a highly sig- 
nificant association between adolescents 
and depression.The term "depressive 
equivalent", where the core symptoms of 
depression are equalized by clusters of ei- 
ther somatic or physiological and some- 
times behavioral changes is to be under- 
lined. This term is now reviewed 
thoroughly, especially when focusing on 
adolescence and childhood sectors. Most 
of literatures discussed these terms as dif- 
ferential diagnostic items with enuretic 
disorder, Conduct disorder even school 
truancy, and other adolescent related dis- 
orders (Matson 1989). 
This distinction between state and trait 
anxiety suggests either that the individual 
may manifest a temporary condition of 
anxiety, or that anxiety may represent a 
rather constant condition. In children 
however, this distinction between state 
and trait is complicated by the interplay of 
developmental factors. 
On the highlights of previous review 
about the occurrence of psychiatric mor- 
bidity in general and anxiety and depres- 
sion in particular among adolescent girls, 
our discussion is aiming at clarifying 
thoroughly the data obtained from this 
field study among adolescent girls in pre- 
paratory school age, addrcssing The fol- 
lowing questions: 
(I) What is the prevalence rate of psychi- 
atric morbidity among adolescent-girls in 
a preparatory school for girls?. (11) What 
is the prevalence rate of (a) Anxiety and 
(b) depression of adolescent girls in a 
preparatory school for girls?. (111) Is 
there is Co-morbidity between anxiety 
and depression?. (IV) What are the risk 
factors and psychosocial factors related to 
production of psychiatric morbidity of ad- 
olescent girls in a preparatory school for 
girls? 
The current study found that the preva- 
lence of probable niinor psychiatric mor- 

bidity was 340 cases out of 1500 
(22.7%). All the available researches re- 
garding the adolescent psychiatric disor- 
ders was not done by G. H. Q. but using 
other me asu re s . Nation a1 C omm i s s i o n 
On Excellence In Education (1983), has 
an estimate of 20% psychiatric morbidity 
by a survey done on school children in 
California. kashani et al., (1987) stated 
that the prevalence of psychiatric disor- 
ders may be as high as 18.7% in the ado- 
lescent population. An Egyptian study 
done by El Sherbini, et al., (1981) and 
Abdel-Baky et al., (1988), both on pri- 
mary school children, where they found 
the prevalence of psychiatric disorders 
are 10% and 4.6% respectively . Com- 
pared to our results, the previous studies 
showed some differences. This may be 
due to the difference in age, sampling 
source, location of studies, and instru- 
mentation. Although several studies all 
over the world in varying populations 
have been carried out to estimate the 
prevalence of depression. Okasha et al., 
( 1988) reported that the overall estimates 
of depressive disorders i n  Egypt is 
15.3%, the point prevalence seems to be 
not much higher than in the third world 
country. The current work determined the 
prevalence rate of depression among pre- 
paratory school for girls. As a result, 250 
case< out of 1500 (16.7%) clinically as- 
sessed, 281 cases out of 1500 (18.7%) 
psychometrically assessed, were found to 
have depression sen the history of psy- 
chiatric morbidity in the family and psy- 
chiatric morbidity among the adolescent 
girls. Cases with history of psychiatric 
family problems were 38 out of 340 
(1  1.2%) in comparison to the control 
group, 30 out of 1160 (2.6%). As a re- 
sult, psychiatric disorder in the family 
plays as an important role as a risk factor 
of the development or association of psy- 
chiatric morbidity of adolescent girls, as- 
serted by odds ratio 4.7 (2.89-7.78). 
This results agreed with; Rutter ( 1  990) 
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and Sayed et al., (1994), However our 
results are inconsistent with the work 
done by El-Sherbini et al., (198 1). 
Our results showed high prevalence rate 
of neurotic traits among the cases with 
psychiatric morbidity, 210 out of 340 
(6 1.8%) in contrast to the control group, 
325 Out of 1160 (28%).This was statisti- 
cally highly significant. The most com- 
mon trait was nail bitting 57.1%, then 
night mares 32.4%, thumb suckling 
14.3%, enuresis 7.6%, stuttering 4.8% 
and somnabulism 4.8%. From the above 
data, most of the cases with minor psy- 
chiatric disorders experienced one or 
more neurotic traits. These results agreed 
with Moussa et al., (1990), i.e., that ado- 
lescent girls who had history of neurotic 
traits are more susceptible to develop mi- 
nor psychiatric disorders than those with- 
out neurotic traits. 
There is a highly significant association 
between subjects having menarche and 
the development of psychiatric morbidity 
Cases having menarche were 2 12 out of 
340 (62.4%) in contrast to the control 
group, were 529 out of 1160 (45.6%). 
This explained by Erfan et a l . ,  (1989), 
where females are subjected to all kinds 
of psychiatric illness, throughout their 
whole lives, but there are certain times in 
which the females are under the influence 
of hormonal changes such as  menarche, 
that can precipitate the onset or exaggera- 
tion of psychiatric disorders ,this is 
agreed by Dorn-bush et al., (198 1). 
Therefore, from the current study and 
others, i t  is obvious that the presence of 
risk factors is associated with a higher in- 
cidence of psychiatric morbidity among 
the adolescent girls. The magnitude of the 
role played by the different risk factors in 
precipitating psychiatric morbidity varies 
from ii factor to another, and from a com- 
munity to another. 
This can be noticed from the variations of 

some of our results when compared to 
the results of other studies done abroad in 
different communities. For example, the 
significant protective effect of the donii- 
nant character of the father against psy- 
chiatric morbidity of adolescent girls, and 
meanwhile, the non-significant effect of 
the mother character for her adolescent 
girl psychiatric state, is related to the cul- 
ture of our community which may be dif- 
ferent from other communities. 
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