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Prevalence of generalized anxiety disorder and major 
depression in health-care givers of disabled patients in 
Majmaah and Shaqra cities, Kingdom of Saudi Arabia

Introduction

Anxiety is an emotion characterized by feelings of tension, 
worried thoughts, and physical changes such as increased 
blood pressure. People with anxiety disorders usually have 
recurring intrusive thoughts or concerns. They may also have 
physical symptoms such as sweating, trembling, dizziness, or 
a rapid heartbeat.1 Its types are panic disorder, social anxiety 
disorder, specific phobias, and generalized anxiety disorder.2 
Depression is a common mental disorder, characterized by 
sadness, loss of interest or pleasure, feelings of guilt or low 
self-worth, disturbed sleep or appetite, feelings of tiredness, 
and poor concentration.3 Depression can be long lasting or 
recurrent, substantially impairing an individual’s ability to 

function at work or school or cope with daily life.4 Most severe, 
depression can lead to suicide. Specialized care is needed 
for those with complicated depression or for those who do 
not respond to first-line treatments.5 The types of depression 
include major depression, persistent depressive disorder, 
bipolar disorder, seasonal affective disorder, psychotic 
depression, postpartum depression, premenstrual dysphoric 
disorder, situational depression, and atypical depression.6,7 
Disabilities are an umbrella term, covering impairments, 
activity limitations, and participation restrictions.8 People 
with disabilities have the same health needs as non-disabled 
people – for immunization, cancer screening, etc.9 They also 
may experience a narrower margin of health, both because of 
poverty and social exclusion, and also because they may be 
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Introduction: Anxiety is an emotion characterized by feelings of tension, worried 
thoughts, and physical changes such as increased blood pressure, etc. The impact of 
anxiety and depression on health-caregivers of disabled patients are very important 
because these psychological disorders effects both the health-caregivers and the patients 
which lead to unexpected bad events.

Objectives: The current study was aimed to find out the prevalence of generalized 
anxiety disorder and major depression in health-care givers of disabled patients and to 
observe associations between demographic characteristics and psychological disorders 
in Majmaah and Shaqra Cities, Kingdom of Saudi Arabia.

Methods: A cross-sectional community-based study was conducted in rehabilitation 
centers at Majmaah and Shaqra Cities. The data comprising 100 health-care givers was 
collected from February to April 2015 through complete enumeration sampling method. 
A pre-validated “general health quality questionnaire” was used to collect the data.

Results: Majority of the participants were male (n = 75, 75%). More than 50% of the 
participants were holding bachelors’ degree. Almost three-fifths of the participants had 
monthly income between 5000 and 15,000 SAR. The prevalence of somatic disorder 
was only (2%), anxiety disorder (3%), and depression (1%). However, in psychosocial 
and stress, the prevalence was (8%), respectively. No significant association was 
observed between demographic characteristics (nationality, gender, marital status, 
educational level, occupation, and income) and psychological disorders (somatic, 
anxiety, psychosocial, depression, and stress) P > 0.05, respectively.

Conclusion: The prevalence of psychological disorders was very low. Nationality, 
gender, marital status, educational level, occupation, and income were not significantly 
associated with psychological disorders.
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vulnerable to secondary conditions, such as pressure sores 
or urinary tract infections.10 Evidence suggests that people 
with disabilities face barriers in accessing the health and 
rehabilitation services, they need in many settings.11 According 
to California Pacific Medical Center, patients with disabilities 
should have the same access to all facilities and services as 
given to patients without disabilities. The services include 
accessible parking, accessible shuttle service, accessible 
entrances, assistance for people who are deaf or hard of 
hearing, blind or have visual impairments, and who have 
speech impairments.12,13 In general, the prevalence of major 
depression is high in health-care givers of individuals with 
disabilities.14 According to the study conducted in 2003,15 the 
severity of disability in patients was directly correlated with 
increased risk of health-care givers depression. The prevalence 
of health-care givers depression increased with the degree of 
visual impairment from 16% in the 20/200 group to 48% in the 
no light perception group. According to the study, the severity 
of disability in patients was directly correlated with increased 
risk of health-care givers depression.15 Women are generally 
more depressed than men, but no major differences in the 
extent of depression were found in those who cared for more 
impaired persons.16 According to a study, the prevalence of 
major depression was high in health-care givers of individuals 
with brain injuries.17 According to another study conducted 
about depression in health-care givers of patients with dementia 
found that thirty-two percent of health-care givers reported 6 
or more symptoms of depression.18 A study conducted in 2013 
revealed that the prevalence of depression in caregivers was 
high Parkinson’s disease 46%, Spinocerebellar degeneration 
42%, multiple system atrophy 63%, and Amyotrophic lateral 
sclerosis 61%.19

Therefore, we planned this study to find the prevalence of 
generalized anxiety disorder and major depression in health-
care givers of disabled patients and to observe associations 
between demographic characteristics and psychological 
disorders in Majmaah and Shaqra Cities, kingdom of Saudi 
Arabia.

Materials and Methods

It was a cross-sectional study by design. The data were 
collected from January to March 2015 using convenient 
sampling method. A total of 100 health-care givers (doctors, 
nurses, psychologists, physiotherapists, and social workers) 
were interviewed during this period. The study was conducted 
at rehabilitation centers at Majmaah and Shaqra Cities. 
Almajmaah City which lies to the north of Riyadh City and 
is considered as one of Al-Riyadh Province Governorates. 
Whereas, Shaqra is located northwest of the capital 
Riyadh. The data were collected using the general health 
questionnaire (GHQ-28), which was a self-administered 
screening instrument, designed to detect the current anxiety 
and depression disorders. The GHQ-28 item version was 

International Journal of Health Sciences
Vol. 11, Issue 3 (July - August 2017)

introduced incorporating the four subscales of somatic, anxiety, 
social dysfunctions, and severe depressive symptoms.21 Each 
question had four responses. The participants’ answers were 
scored as 0-0-1-1 based on their responses. The total score 
was determined by adding the score obtained for each answer 
in the questionnaire. Compared to other short versions of 
the GHQ (12 and 30), the 28-item version was found to be 
best in sensitivity (100%), specificity (81.9%), and overall 
misclassification rate (17.5%). The GHQ-28 was translated into 
Arabic language and validated in pilot study.22 The Cronbach 
alpha was 0.71. The questionnaire comprised two sections: 
The first part was about the sociodemographic characteristics, 
and the second part related to GHQ-28. The data were entered 
and analyzed using SPSS 23.0. Mean ± standard deviation was 
given for quantitative variables. Frequencies and percentages 
were given for qualitative variables. Pearson Chi-square was 
applied to observe associations between qualitative variables. 
P < 0.05 was considered as statistically significant. The study 
was approved by the ethical committee of Majmaah University. 
The participant’s consent was also obtained before filling the 
questionnaires.

Results

The data were collected from 100 health-care givers, of 
which (n = 4, 4%) were physicians (n = 22, 22%) were 
social workers, (n = 23, 23%) were nurses, and a small 
percentage was psychologists (1%) and physiotherapists 
(6%), respectively. The mean age of the health-care givers 
was 33.46 ± 5.29 years with around 6 years of experience in 
handling disabled patients. Majority of the participants were 
Saudis (n = 76, 76%) and (n = 24, 24%) were non-Saudis. 
One fourth of the participants were males. Almost 70% of 
the participants were married, and 25% were single. More 
than 50% of the participants were holding bachelors’ degree, 
almost one-quarter of the participants were holding diploma 
and secondary school certificates respectively, and only 2% 
were having Masters/Ph.D. degrees. More than 71% of the 
participants had monthly income between 5000 and 15,000 
SAR (Table 1).

As stated earlier, the GHQ-28 item version was used. It is 
further divided into four subscales: Somatic, anxiety, social 
dysfunctions, and severe depressive. Each question in the 
subscale had four responses. Table 2 show that majority of 
health-care givers had no somatic disorders (n = 98, 98%), 
(n = 97, 97%) had no anxiety disorders, (n = 92, 92%) had 
no psychosocial disorders, (n = 99, 99%) had no depression 
disorders, and finally, (n = 92, 92%) had no stress disorders.

Table 3 shows associations between sub-scales (somatic, 
anxiety, social dysfunctions, and severe depressive) and 
sociodemographic characteristics. No significant association 
was observed between somatic disorders and gender 
(P = 0.409), marital status (P = 0.659), education level 
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(P = 0.644), occupation (P = 0.204), income (P = 0.363), and 
nationality (P = 0.422). Similarly, no significant association was 
observed between anxiety disorders and gender (P = 0.091), 
marital status (P = 0.897), education level (P = 0.825), 
occupation (P = 0.487), income (P = 0.184), and nationality 
(P = 0.323). Psychosocial disorders when associated with 
sociodemographic characteristics, no significant association 
was observed between gender (P = 0.395), marital status 
(P = 0.344), education level (P = 0.405), occupation 
(P = 0.792), income (P = 0.126) and nationality (P = 0.097). 
Similarly, depression was also not significantly associated 
with gender (P = 0.562), marital status (P = 0.220), education 
level (P = 0.257), occupation (P = 0.936), income (P = 0.261), 
and nationality (P = 0.572). In addition to it, again, no 
significant association was observed between stress and 
gender (P = 0.089), marital status (P = 0.914), education level 
(P = 0.443), occupation (P = 0.106), income (P = 0.945), and 
nationality (P = 0.241).

Discussion

The current study was aimed to find the prevalence of 
generalized anxiety disorder and major depression in health-
care givers of disabled patients and to observe associations 
between demographic characteristics and psychological 
disorders in Majmaah and Shaqra Cities, Kingdom of Saudi 
Arabia. In our study, the prevalence of somatic disorder was 
only 2%, anxiety disorder was positive in 3% participants, 
whereas, the prevalence of depression was only 1%; however, 
psychosocial disorder and stress were prevalent in 8% 
participants, respectively.

We also compared our research findings with already 
published literature. Our anxiety disorder results (3%) are 
consistent with prior studies that studied stress and anxiety in 
health-care givers. Hoffman et al.,19 studied 229 breast cancer 
patients with mental disability comparing mindfulness-based 
stress reduction (MBSR) technique. Those using MBSR 
showed decreased mood disturbance and lower levels of 
anxiety, depression, anger, and fatigue. Another study carried 
out by Lengacher et al.21 found that caregivers of terminally 
ill cancer patients reported deceased depressive symptoms, 
anxiety, and fear of recurrence. In our study, depression 
was prevalent in only 1% of the respondents. The most 
serious problem concerning the large number of caregivers 
that consistently suffer from anxiety and depression is that 
this situation stems from the overwhelming responsibilities 
related to the role that they cover.22 According to the study 
conducted by Braich et al.23 found that 47% of the health-care 
givers experienced depression who were treating patients with 
blindness, however, in our study, depression was prevalent 
in only 1% of the participants. Another study conducted by 
Basher et al.24 reported that somatic and anxiety was present 
in 27% and 32% respondents who were handling mentally 
ill patients. In our study, somatic and anxiety disorders were 
positive in only 2% and 3% of the participants, respectively. 
According to another study conducted in Japan25 reported 
that psychosocial disorders were found in 38% health-care 
givers working with patients having brain injuries, however, 
in the present study psychosocial disorders were positive in 
only 8% participants.

Some studies reported relationship of depression with female 
gender and duration of care giving more than 18 months, 
however, in our study, no significant association was observed 
between gender, duration of care and depression.26 A study 
from Pakistan reported that 40% caregivers are at risk of 
developing depression and anxiety.27 Similar findings were 
observed in a follow-up study where depression was present 
in 40% of the caregivers.28 Whereas, in our study, depression 
and anxiety were collectively present in 4% of the participants. 
The subjective, objective and economic consequences of 
caregiving and their relationship with distress in the caregivers 
are established facts for long. In the recent years, there have 
been concerns about the association of caregivers’ psychosocial 

Table 1: Sociodemographic data of health-care givers
Sociodemographic data n=100 (%)

Age (Mean±SD) 33.46±5.290

Years of experience (Mean±SD) 6.05±3.494

Gender

Male 75 (75.0)

Female 25 (25.0)

Nationality

Saudi 76 (76.0)

Non-Saudi 24 (24.0)

Education level

Secondary school 20 (20.0)

Diploma 23 (23.0)

Bachelor 55 (55.0)

Master/Ph.D. 2 (2.00)

Marital status

Married 71 (71.0)

Single 25 (25.0)

Widowed 0 (0.00)

Divorced 2 (2.00)

Occupation

Physician 4 (4.00)

Social work 22 (22.0)

Psychologist 1 (1.00)

Nurse 23 (23.0)

Physiotherapy 6 (6.00)

Other 44 (44.0)

Income

<5000 SAR 20 (20.0)

5001-10000 SAR 35 (35.0)

10001-15000 SAR 39 (39.0)

>15000 SAR 6 (6.00)
SD: Standard deviation
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resources and socio-demographic variables with family burden 
and stress.29 In our study, none of the socio-demographic 
characteristics were significantly associated with psychological 
disorders.

Limitations of the study
This study has number of limitations; first, the sample size was 
very small. Future research may be conducted in cosmopolitan 
cities such as Riyadh, Jeddah, and Damman to ensure larger 
sample size for generalizability of results. Second, this study 
was conducted at two rehabilitation centers in Majmaah and 
Shaqra Cities, respectively; here, the patient turnout was not 
very high. Future research may be conducted by including 
various rehabilitation centers from major cities of Saudi 
Arabia. Finally, the numbers of healthcare providing staff in 
rehabilitation centers at both cities were less in number; this 
may be the reason that our results are not absolutely supporting/
contradicting the literature.

Table 3: Associations between psychological disorders and sociodemographic characteristics
Socio‑demographic 
characteristics

Somatic n (%) Depression n (%) Psychosocial n (%) Depression n (%) Stress n (%)

Negative Positive Negative Positive Negative Positive Negative Positive Negative Positive

Gender

Male 73 (74.5) 2 (100) 74 (76.3) 1 (33.3) 68 (73.9) 7 (87.5) 74 (74.7) 1 (100) 71 (77.2) 4 (50)

Female 25 (25.5) 0 (0) 23 (23.7) 2 (66.7) 24 (26.1) 1 (12.5) 25 (25.3) 0 (0) 21 (22.8) 4 (50)

P=0.409 P=0.091 P=0.395 P=0.562 P=0.089

Marital status

Married 69 (70.4) 2 (100) 69 (71.1) 2 (66.7) 65 (70.7) 6 (75) 71 (71.7) 0 (0) 65 (70.7) 6 (75)

Single 25 (25.5) 0 (0) 24 (24.7) 1 (33.3) 24 (26.1) 1 (12.5) 24 (24.2) 1 (100) 23 (25) 2 (25)

Divorced 4 (4.1) 0 (0) 4 (4.1) 0 (0) 3 (3.3) 1 (12.5) 4 (4) 0 (0) 4 (4.3) 0 (0)

P=0.659 P=0.897 P=0.344 P=0.220 P=0.832

Educational level

Secondary School 20 (20.4) 0 (0) 20 (20.6) 0 (0) 18 (19.6) 2 (25) 19 (19.2) 1 (100) 19 (20.7) 1 (12.5)

Diploma 23 (23.5) 0 (0) 22 (22.7) 1 (33.3) 23 (25) 0 (0) 23 (23.2) 0 (0) 21 (22.8) 2 (25)

Bachelor 53 (54.1) 2 (100) 53 (54.6) 2 (66.7) 49 (53.3) 6 (75) 55 (55.6) 0 (0) 50 (54.3) 5 (62.5)

Master/Ph.D. 02 (2) 0 (0) 2 (2.1) 0 (0) 2 (2.2) 0 (0) 2 (2.2) 0 (0) 2 (2.2) 0 (0)

P=0.644 P=0.825 P=0.405 P=0.257 P=0.914

Occupation

Physician 4 (4.1) 0 (0) 4 (4.1) 0 (0) 4 (4.3) 0 (0) 4 (4) 0 (0) 4 (4.3) 0 (0)

Social worker 20 (20.4) 2 (100) 21 (21.6) 1 (33.3) 19 (20.7) 3 (37.5) 22 (22.2) 0 (0) 18 (19.6) 4 (50)

Psychologist 1 (1) 0 (0) 1 (1) 0 (0) 1 (1.1) 0 (0) 1 (1) 0 (0) 1 (1.1) 0 (0)

Nurse 23 (23.5) 0 (0) 21 (21.6) 2 (66.7) 22 (23.9) 1 (12.5) 23 (23.2) 0 (0) 21 (22.8) 2 (25)

Physiotherapy 6 (6.1) 0 (0) 6 (6.2) 0 (0) 6 (6.5) 0 (0) 6 (6.1) 0 (0) 6 (6.5) 0 (0)

Other 44 (44.9) 0 (0) 44 (45.5) 0 (0) 40 (43.5) 4 (50) 43 (43.4) 1 (100) 42 (45.7) 2 (25)

P=204 P=0.487 P=0.792 P=0.936 P=0.443

Income

<5000 20 (20.4) 0 (0) 20 (20.6) 0 (0) 19 (20.7) 1 (12.5) 19 (19.2) 1 (100) 17 (18.5) 3 (37.5)

5001-10000 35 (35.7) 0 (0) 35 (36.1) 0 (0) 33 (35.9) 2 (25) 35 (35.4) 0 (0) 35 (38) 0 (0)

10001-15000 37 (37.8) 2 (100) 36 (37.1) 3 (100) 36 (39.1) 3 (37.5) 39 (39.4) 0 (0) 34 (37) 5 (62.5)

>15000 6 (6.1) 0 (0) 6 (6.2) 0 (0) 4 (4.3) 2 (25) 6 (6.1) 0 (0) 6 (6.5) 0 (0)

P=0.363 P=0.184 P=0.126 P=0.257 P=0.106

Nationality

Saudi 74 (75.5) 2 (100) 73 (75.3) 3 (100) 68 (73.9) 8 (100) 75 (75.8) 1 (100) 70 (76.1) 6 (75)

Non-Saudi 24 (24.5) 0 (0) 24 (24.7) 0 (0) 24 (26.1) 0 (0) 24 (24.2) 0 (0) 22 (23.9) 2 (25)

P=0.644 P=0.323 P=0.097 P=0.572 P=0.945

Table 2: Prevalence of psychological disorders in health-care givers
Psychological disorders Positive (%) Negative (%)

Somatic 2 (2.0) 98 (98.0)

Anxiety 3 (3.0) 97 (97.0)

Psychosocial 8 (8.0) 92 (92.0)

Depression 1 (1.0) 99 (99.0)

Stress 8 (8.0) 92 (92.0)
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Conclusion

The prevalence of psychological disorders (somatic, 
depression, anxiety, psychosocial and stress) was very low 
among health-care givers in Majmaah and Shaqra Cities. Based 
on our data, nationality, gender, marital status, educational 
level, occupation, and income were not significantly associated 
with psychological disorders.

References

1. Caregiver. Last Modified 14, October; 2007. Available from: http://
www.en.wikipedia.org/wiki/voluntary_caregiver. [Last cited on 
2007 Oct 30].

2. Dew MA, Myaskovsky L, DiMartini AF, Switzer GE, Schulberg HC,
Kormos RL. Onset, timing and risk for depression and anxiety 
in family caregivers to heart transplant recipients. Psychol Med 
2004;34:1065-82.

3. Shaw WS, Patterson TL, Semple SJ, Dimsdale JE, Ziegler MG,
Grant I. Emotional expressiveness, hostility and blood pressure in 
a longitudinal cohort of Alzheimer caregivers. ‎J Psychosom Res 
2003;54:293-302.

4. Di Gregorio N, Lechiara MC, Di Francesco D, Gardini SL, Taglieri G. 
Correlations between the behavioural disorders in Alzheimer’s disease 
and caregiver’s distress elctronic version. Arch Gerontol Geriatr 
2002;35:139-44.

5. Sansoni J, Vellone E, Piras G. Anxiety and depression in community-
dwelling, Italian Alzheimer’s disease caregivers. Int J Nurs Pract 
2004;10:93-100.

6. Yousafzai AW, Bhuto N, Ahmer S, Siddiqi MN, Salamat S. Caregivers’ 
stress of cancer patients in a tertiary care hospital. J Postgrad Med Inst 
2008;22:62-3.

7. Ahmed I, Banu H, Al-Fageer R, Al-Suwaidi R. Cognitive emotions:
Depression and anxiety in medical students and staff. J Crit Care 
2009;24:e1-7.

8. Hammen C. Mood disorders. In: Stricker G, Widiger T, editors.
Handbook of Psychology, Clinical Psychology. Vol. 8. New York: John 
Wiley and Sons Inc.; 2003. p. 93-118.

9. Gillen R, Tennen H, Affleck G, Steinpreis R. Distress, depressive 
symptoms, and depressive disorder among caregivers of patients with 
brain injury. J Head Trauma Rehabil 1998;13:31-43.

10. Covinsky KE, Newcomer R, Fox P, Wood J, Sands L, Dane K, et al. 
Patient and caregiver characteristics associated with depression 
in caregivers of patients with dementia. J Gen Intern Med 
2003;18:1006-14.

11. Sink KM, Covinsky KE, Barnes DE, Newcomer RJ, Yaffe K. Caregiver 
characteristics are associated with neuropsychiatric symptoms of 
dementia. J Am Geriatr Soc 2006;54:796-803.

12. Hamilton M. A rating scale for depression. J Neurol Neurosurg
Psychiatry 1960;23:56-62.

13. Spielberger CD, Gorsuch RL, Lushene RE. STA! Manual for the State-

Trait Anxiety Inventory (Self Evaluation Questionnaire). California: 
Consulting Psychologists Press; 1970.

14. Gallicchio L, Siddiqi N, Langenberg P, Baumgarten M. Gender
differences in burden and depression among informal caregivers 
of demented elders in the community. Int J Geriatr Psychiatry 
2002;17:154-63.

15. Oyebode J. Assessment of carers’ psychological needs. Adv Psychiatr
Treat 2003;9:45-53.

16. Carter G, Lewin T, Rashid G, Adams C, Clover K. Computerised
assessment of quality of life in oncology patients and carers. 
Psychooncology 2008;17:26-33.

17. Schulz R, Beach SR. Caregiving as a risk factor for mortality: The
Caregiver Health Effects Study. JAMA 1999;282:2215-9.

18. Pinquart M, Sörensen S. Associations of stressors and uplifts of
caregiving with caregiver burden and depressive mood: A meta-
analysis. J Gerontol B Psychol Sci Soc Sci 2003;58:P112-28.

19. Hoffman CJ, Ersser SJ, Hopkinson JB, Nicholls PG, Harrington JE,
Thomas PW. Effectiveness of mindfulness-based stress reduction in 
mood, breast-and endocrine-related quality of life, and well-being in 
stage 0 to III breast cancer: A randomized, controlled trial. J Clin Oncol 
2012;30:1335-42.

20. Kessler RC, Berglund P, Borges G, Nock M, Wang PS. Trends in
suicide ideation, plans, gestures, and attempts in the United States, 
1990-1992 to 2001-2003. JAMA 2006;293:2487-95.

21. Lengacher CA, Johnson-Mallard V, Post-White J, Moscoso MS,
Jacobsen PB, Klein TW, et al. Randomized controlled trial of a 
mindfulness-based stress reduction (MBSR) for survivors of breast 
cancer. Psychooncology 2009;18:1261-72.

22. Reeves WC, Strine TW, Pratt LA, Thompson W, Ahluwalia I,
Dhingra SS, et al. Mental illness surveillance among adults in the 
United States. Cent Dis Control Prev MMWR 2011;60:1-32.

23. Braich PS, Lal V, Hollands S, Almeida DR. Burden and depression in the 
caregivers of blind patients in India. Ophthalmology 2012;119:221-6.

24. Basher S, Niazi RS, Minhas FA, Ali W, Najam N. Depression and
anxiety in the caregivers of mentally ill Patients. J Pak Psychiatr Soc 
2005;2:27-33.

25. Miyashita M, Narita Y, Sakamoto A, Kawada N, Akiyama M,
Kayama M, et al. Care burden and depression in caregivers caring 
for patients with intractable neurological diseases at home in Japan. 
J Neurol Sci 2009;276:148-52.

26. Walker Z, Townsend J. Promoting adolescent mental health in primary 
care: A review of the literature. J Adolesc 1998;21:621-34.

27. Taj R, Hameed S, Mufti M, Khan A, Rahman G. Depression among
primary caregivers of Schizophrenic patients. Ann Pak Inst Med Sci 
2005;1:101-4.

28. Al-Faris EA, Irfan F, Van der Vleuten CP, Naeem N, Alsalem A,
Alamiri N, et al. The prevalence and correlates of depressive 
symptoms from an Arabian setting: A wake up call. Med Teach 
2012;34 Suppl 1:S32-6.

29. Ferwana MS. Effect of Psychiatric Training Course on GPs Ability
to Detect Psychiatric Disorders, and Their Attitudes toward These 
Disorders, (Thesis). Vol. 28; 2000. p. 52-4.


