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The development of appropriate and valid multicultural and multilingual instruments research is necessary due to a growing multicultural and multilingual society in the 21st century. We explored the use of a cognitive scale related to subjective complaints, focusing on the first step: a cross-cultural and semantic validation. This study presents the translation and cross-validation process of the “Subjective Scale to Investigate Cognition in Schizophrenia” (SSTICS) for the United Arab Emirates (UAE) region via different languages used in Dubaï/Abu Dhabi. This scale measures cognitive complaints and has been validated with psychosis and used in 20 clinical trials worldwide. It evaluates areas of the illness related to self-awareness focusing on memory dysfunction and deficits of attention, language, and praxis. We described the method of cross-cultural validation, with back-translation, semantic steps, and societal contexts. The use of the Subjective Scale to Investigate Cognition in Emirates (SSTIC-E) was explored with different samples of UAE Arabic-speaking subjects. First, a pilot sample mean SSTICS total score was 16.5 (SD:16.9); (p < 0.001). The SSTIC-E was then administered to 126 patients and 84 healthy control participants. The healthy group has a lower mean score of 22.55 (SD = 12.04) vs. 34.06 (SD = 15.19). The method was extended to nine other languages, namely, Pakistani/Urdu, Hindi, Marathi, Lithuanian, Serbian, German, Romanian, Sinhala, and Russian. The scales are provided in the article. The overall aim of the translation process should be to stay close to the original version of the instrument so that it is meaningful and easily understood by the target language population. However, for construct validity, some items must be adapted at the time of translation to ensure that the questioned cognitive domain is respected. For example, cooking, an executive function, does not have the same occurrence for an Emirati male, or remembering a prime minister’s name, semantic memory, requires an electoral system to appoint the leader of a country. Translation methods and processes present many challenges but applying relevant and creative strategies to reduce errors is essential to achieve semantic validation. This study aims to measure personally experienced knowledge or attitudes; such language effects can be a thorny problem.
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Introduction

The availability of psychological assessment tools in many languages is essential in generalizing research results across different cultural settings or in conducting cross-cultural comparative studies. Yet, translating these tools, especially those relying on the reporting of subjective states, poses several challenges. According to Nida (1993) and Huang et al. (2022), cultural differences constitute significant obstacles for translators and are the source of misconceptions among readers. If translation is seen as a form of intercultural communication and cultural differences cause significant difficulties in translation, then its impact is even more prominent when it comes to translating subjective cognitive content. According to these authors, in addition to lexical, semantic, and grammatical structures, translation becomes a task that serves to faithfully transcribe the meaning of information written in one language (for instance English) with the same information in another language (Arabic).

Most psychometrically sound research instruments have been developed and their properties evaluated using English-speaking populations (Capitulo et al., 2001; Duffy, 2006). Given the cultural diversity and the variety of languages spoken in the world, health researchers are challenged to be culturally and linguistically sensitive when administering a clinical instrument (Abdel Aziz et al., 2021).

The process of cross-cultural validation allows the translation of a clinical instrument into a language different from the one in which it was developed and it may contribute to identifying any possible cultural-related variability in the phenomena studied when a different language is used. It is always considered a complex process because of the possible interference arising from cross-cultural and ethnic factors that were not accounted for at the time the instrument was originally designed (Duffy, 2006).

Success in tackling these challenges, according to Hilton and Skrutkowski (2002), depends on understanding the fundamental problems of language equivalence, cultural constructs, and psychometric changes that are embedded in translation (Stip, 1996). This should be the first consideration when seeking to develop a culturally equivalent translated instrument. We illustrate this process in psychopathology with the case of a scale measuring cognitive complaints in schizophrenia (Stip, 1996; Hilton and Skrutkowski, 2002).



Subjective Scale to Investigate Cognition in Schizophrenia

Schizophrenia is associated with significant cognitive impairments, as illustrated by both narrative (Stip, 1996) and systematic reviews, such as a recent umbrella review (Gebreegziabhere et al., 2022) that summarized the findings of 63 systematic reviews published in this field (Table 1).



TABLE 1 Description of the SSTICS items.
[image: Table1]

Specifically, these systematic reviews have reported that people with schizophrenia have lower cognitive functioning when compared to both healthy individuals and those with affective disorders, with some cognitive domains being affected more than others. The specific deficits relate to long-term outcomes in the areas of memory, attention, executive tasks, language, and social cognition, and most chronic patients with schizophrenia are ranked in the fifth percentile below normal in some measures of neuropsychological function (Tyson et al., 2008).

Generally, the memory includes a set of autonomous systems: sensory memory, short-term memory (working memory), and long-term memory. The latter is divided into explicit (conscious), also known as declarative memory (facts and events), and implicit (unconscious) memory, also known as procedural memory (skills and tasks). Finally, declarative memory is divided into semantic and episodic memory (Craik and Lockhart, 1972).

Among the cognitive impairments reported in schizophrenia, those related to self-perceived insight continue to be a developing research area and one of the utmost clinical importance given the findings that more than half of all patients suffering from schizophrenia do not believe that they have a disorder (Dam, 2006). Moreover, in addition to general cognitive ability and cognitive dysfunctions, poor clinical insight in schizophrenia has been found to also be associated with theory of mind deficits (Bora, 2017), thus highlighting the difficulty of a patient with positive or negative symptoms to subjectively recognize their own cognitive impairment (Lecardeur et al., 2009). Research in the area of insight and cognitive functioning in schizophrenia depends on the availability of assessment tools that, in addition to objective neuropsychological testing, make use of patients’ self-reporting. One such tool is the Subjective Scale to Investigate Cognition in Schizophrenia (SSTICS) developed by Stip et al. (2003). The scale is a questionnaire based on 21 very pragmatic questions that assess specific aspects of cognition and target cognitive domains known to be impaired in people with schizophrenia. This scale was originally constructed and validated in parallel in the two official Canadian languages, French and English. Since its inception, there have been more than 20 publications in PubMed that employed this scale, and it has been used in clinical studies translated into five languages, namely Italian (Stratta et al., 2020), Castilian (Bengochea Seco et al., 2010), Mandarin/Taiwan (Chuang et al., 2019), Korean (Shin et al., 2016), Hindi (Baliga et al., 2020), and Tunisian Arabic or SASCCS (Johnson et al., 2009; Bouhamed et al., 2021; Haddad et al., 2021).

SSTICS is an instrument designed to collect self-reported cognitive symptoms in patients with schizophrenia (Prouteau et al., 2004; Homayoun et al., 2011; Cella et al., 2020). The scale has been constructed and described in a seminal article in 2003 (see Stip et al., 2003 for the complete description of each item of the scale) (Stip et al., 2003). It is straightforward to use and designed as a Likert-type. It provides a measure of all the aspects of subjective cognition and insight into schizophrenia (Bayard et al., 2009; Sellwood et al., 2013; Potvin et al., 2014; Stip et al., 2022).

Initially based on the discoveries of objective cognitive deficits in schizophrenia, the SSTICS scale is a construct that, using simple questions asked to the person, aims to reflect a cognitive complaint in a mirror of the objective cognitive domain. Therefore, specific areas of cognition covered are working memory, explicit memory (divided into episodic and semantic memory), attention, executive function, and language. The scale consists of five domains to assess subjective complaints, in which the first domain assesses memory in two forms (working memory in questions 1 and 2) and explicit long-term memory (episodic memory questions 3–9, and semantic memory in questions 10 and 11). The second domain assesses attention in five sub-domains from question 12 to question 16 (distractibility Q12, alertness Q13, selective attention Q14, divided attention Q15, and sustained attention Q16). The third domain evaluates executive functions in questions 17, 18, and 19, by asking about planning in Q17, organization in Q18, and flexibility in Q19. The fourth domain for language assessment in question 20 and question 21, which is the last on the scale is for praxia assessment (Table 2).



TABLE 2 SSTICS – (Urdu version).
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UAE and cross-cultural validation context

Mental health services started in the mid-1970s in the UAE and developed from the psychiatric services offered in some of the emirates (i.e., Abu Dhabi and Dubai). In the early 1980s, psychotherapy that was offered to psychiatric patients as treatment in hospitals was seen as a supportive service (Al-Darmaki, 2003, 2004). Over the last 30 years, the need for psychotherapy in the UAE community gained importance with the rapid social and economic changes associated with the influence and impact of other cultures (Table 3).



TABLE 3 SSTICS – (Hindi version).
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Only recently, several objective assessment tools have been translated and adapted for application in the UAE Mini-Mental State Examination (MMSE) and Montreal Cognitive Assessment test (MOCA). However, there are no assessment tools to assess subjective cognitive complaints or deficits in performance in patients with schizophrenia in the UAE.

The presence of interpreters or translators may complicate the psychotherapeutic process of a patient (El-Islam, 2005; Miller et al., 2005; Anderson et al., 2009; Hunt and Swartz, 2017). A clear understanding of the dialectal and cultural characteristics among Arab patients is needed (Okasha et al., 2000; Sayed, 2003). The development of mental health concepts depends on the accuracy of the conversation between the therapist and the patient, as well as the impact of culture on how the patients can express their emotions. Personal emotional expression, either publicly or in interactions with others, is not encouraged in UAE culture in general (Table 4).



TABLE 4 SSTICS – (Marathi version).
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Patients are encouraged by their therapists and physicians to express their emotions and describe how their overall health status is affected. The same concerns can be applied to cognition. Therefore, considering the differences between cultures, languages, and beliefs is crucial when developing or modifying a psychometric scale, ensuring the relevance and effectiveness of the resulting instrument.


Relevance

For any novel psychometric instrument to be applied in a different culture (UAE) from the setting in which it was originally developed (Canada), it needs to be appropriately adapted. Cultural adaptation of an existing instrument has many benefits over creating an entirely new tool, such as reducing cost and time spent developing it. Psychometric instruments, such as SSTICS, can not only stimulate cross-cultural research but also be employed in many fields such as public health, primary health care, psychiatry, neurology, and other disciplines. In practice, cultural adaptation is done while translating the tool from its original language and it precedes its psychometric validation through the assessment of different aspects of reliability and validity using well-established scientific measures. In this process, the self-reporting scales are potentially susceptible to significant alterations resulting from a series of influences, including social attractiveness, suppression, habits, and response style. Thus, describing and analyzing the cultural adaptation and psychometric validation process may serve as a guide for future similar undertakings (Table 5).



TABLE 5 SSTICS – (Lithuanian version).
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SSTICS in Arabic

Cross-cultural validation of an assessment instrument is a complex process that requires a significant investment in time and financial resources (Bullinger et al., 1993). Even though a 2015 review of cross-cultural adaptation guidelines for questionnaires did not find a consensus among the 31 guidelines investigated in this study, the authors reported that similar results were achieved using most of them as long as the adaptation and validation processes were properly and separately considered (Epstein et al., 2015). Before venturing into this process for SSTICS, it is vital to ensure that there is no equivalent instrument in the Arabic language, or an equivalent instrument translated and validated. Otherwise, the researcher must make an exhaustive review of the instruments relevant to his study to select the one that has passed the validation stages, is the most rigorous, and is in its original language (Haccoun, 1987; Flaherty et al., 1988; Guillemin et al., 1993).

In general, the cross-cultural validation of an instrument involves three main steps: (1) the translation and verification of its equivalence; (2) empirical verification of the validity of the translated version; (3) adaptation of scores to cultural context and development standards (Epstein et al., 2015). Each of them also includes steps necessary for creating a valid version, and several options are available to the researcher with their advantages and disadvantages. The semantic aspect of a questionnaire is the first step to consider before going any further with the validation. It is often a neglected step. The difference between dialects needs to be considered (Table 6).



TABLE 6 SSTIC – (Serbian version).
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There are different types of translation methods. The translation process must ensure that an instrument retains inferential equivalence, that is, it is possible to produce the same inferences from the translated version as with the original instrument. The correspondence between words (semantic equivalence) is difficult to achieve from one culture to another, considering the vocabulary, dialect, and grammar specific to each language.

This can be the case between the UAE and Canada. Some translated expressions have no meaning in another culture, and expressions specific to the target culture, and retaining the meaning of the items must be found (equivalence of expression). Certain situations that are evoked in the culture of the original instrument may not correspond to the reality in another culture. These items should be replaced by other situations appropriate to the target culture while preserving the objective and the meaning aimed by these items (experiential equivalence) (Guillemin et al., 1993).

Finally, the same exercise should be applied to some concepts, which, when translated, do not allow the exact representation of the target culture (conceptual equivalence). Translating items into different contexts is a delicate task that raises many questions. Only translating an instrument into the local language does not guarantee validity and accuracy in a different context.

Capitulo et al. (2001) identified the decentering of the translation process as an extension of back-translation (Capitulo et al., 2001). Once the final version has been developed, after the back-translation, whoever owns the copyright to the original instrument and the translation team/individual will agree on the semantic equivalence between the “original’ and the translation instrument by modifying the original instrument for universally better-understood language (Capitulo et al., 2001).

Hilton and Skrutkowski (2002) describe symmetric and asymmetric categories of translation. Symmetric translation requires that the original and the translation instruments be faithful to meaning and familiarity. Decentering refers to the translation process in which the source and target of language versions are seen as equally important and subject to change (Hilton and Skrutkowski, 2002).

In the asymmetric translation category, the original language is kept without modification, thus the translated version may present a literal translation of words and may lack conceptual equivalence. One of the reasons that an instrument developer or organization resists making changes is to avoid compromising the validity and instrument reliability. The translation process is considered incomplete until the instrument is pretested with members of the target culture.

Pretesting an instrument primarily serves two purposes: it checks the quality of the translation and the practicalities of test administration (Hilton and Skrutkowski, 2002).

Several objectives are targeted when translating the tool, not only the meaning but also the equivalence of content, technique, and concept. The ‘subject’s belonging to a different ethnic group influences their results in the various clinical tests’. A great deal of documentation exists revealing the difficulties caused by using assessment instruments in a different cultural context other than the one they were created for. Flaherty et al. (1988) show that to ensure the correct use of a diagnostic instrument in a new cultural context (Flaherty et al., 1988), it is essential to verify the equivalence of these five dimensions:

Content equivalence corresponds to the content of each instrument item that is relevant in the cultures where its use is conceived. This step includes the verification of the items by a team of specialists from each culture. They decide on the relevance or not of each item. At best, the author of the tool is contacted.

Semantic equivalence corresponds to the fact that the meaning of each item remains the same after translating the tool into the target language. Back-translation is considered the best method to ensure semantic equivalence, translating the scale into the desired language and then reverse translation by another translator into the original language.

A high-importance concept, technical equivalence should be directly related to the assessment method and not interfere with results obtained from one culture to another, for example, when the paper-and-pencil method is not necessarily familiar or a male interviewer interviewing women in certain contexts, which can skew the data.

• Criteria equivalence is the tool’s ability to assess a variable in two different cultures. After analyzing the data, the interpretation of the results should be similar.

• Finally, conceptual equivalence corresponds to the fact that the tool measures the same theoretical construct in each culture, in our case, subjective cognition (Flaherty et al., 1988).

Translation is the first step; the adaptation process is the second step. The term “adaptation” has a different meaning from “translation”; hence, adaptation contains all modifications of the translated document related to cultural, dialectal, linguistic, and contextual aspects (Beaton, 2010; Gjersing, 2010; Paula, 2014). Adaptation ensures that the resulting tool achieves the required uniformity and offers contextual, dialectal, experiential, and hypothetical equivalence, as backed by the expert committee review and the creators of the scale (Bravo et al., 1991).



Objectives

In this study, our general objective was to present the different steps necessary at the very beginning of the process of cultural adaptation and validation of the SSTICS. In the UAE, the questionnaire’s clientele is from several countries and with various ethnicities making the study complex. We started the back-translations with the Emirates Arabic language, which is the predominant language in the United Arab Emirates, and then we added a comparison of back-translations from 9 other languages for the scale to compare the differences between all back-translations. All the versions will be added to the first Arabic back-translation since UAE has residents from different countries and nationalities (Table 7).



TABLE 7 SSTIC – (German version).
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Specifically, we aimed to (1) translate the SSTICS into UAE Arabic; (2) explain the cultural adjustment needed to make the scale applicable and adjusted to suit the UAE; (3) present and post the scale and make it available to clinicians, readers, and researchers who are planning to validate it in the UAE. (4) We tested the feasibility of it in the UAE with a pilot (N = 13) and an exploratory study (N = 23). (5) Additionally, we added comparisons for the scale back-translations in different 9 languages, that can be used and validated in those countries, as well as for patients with those nationalities living in UAE such as Egyptian Arabic, Pakistan/Urdu, Hindi, Marathi, Lithuanian, Serbian, German, Romanian, Sinhala, and Russian (Table 8).



TABLE 8 SSIC – (Romanian version).
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Method (Arabic)

The initial translation aims to develop the first version of the tool in the language used in the UAE. A native speaker of both languages Arabic and English did the initial translation. The first step in developing a subjective scale to investigate cognitive deficits in the Emirate population was performed through four main stages. The first stage was the examination of the two versions of (SSTICS), the initial French language version that was translated to Tunisian Arabic (SACCS) and the English language version (SSTICS). The second stage was the translation (by a single researcher) of the English SSTICS into a second translated Arabic version in the Emirates Arabic language, named the Subjective Scale to Investigate Cognition in Emirates (SSTICE).

The third stage involved translating the two Arabic SSTICS versions (SACCS and SSTICE) back into the English language. Two independent researchers processed each scale version, each blind to the other “investigator’s work.” After completing this stage, we obtained four different back-translations (two back-translations for each scale), performed by four independent researchers. In the fourth stage, one reviewer compared the four translations and chose the version most like the original English-language SSTICS, so that adaptation and validation could be performed, and the final version of SSTICE-GCC was presented (Figure 1). The author of the scale (ES) reviewed all the versions.

[image: Figure 1]

FIGURE 1
 Translation scheme.


During the harmonization stage, meetings were held between the different people involved in translation to examine the divergent items and concepts and ensure inter-translation validity. During these meetings, participants made decisions regarding concepts identified as potentially problematic or confusing in the instructions’ meaning and understanding. When necessary, the author of the tool has provided clarifications on the meaning of the concepts so that the Arabic version is as faithful as possible to the original. Decisions made by meeting participants were noted, and a draft of the tool was developed.

We provided the final version of the scale to (N = 13) residents in psychiatry to check the visibility and preference, and to ensure the understanding of each item by the participants. For each word questioned by participants or not understood, the final version was reviewed and adapted by the two translators by consensus. The step of reviewing the results of the application and finalization allows us to make the last necessary changes in the preliminary tool. The instructions for the various items were well understood by clinicians and were easily administered; few reformulations were necessary (Table 9).



TABLE 9 SSTIC – (Sinhala version).
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Results


Results (Arabic)

The Arabic language is known for its complexity and richness of vocabulary. Its singularity appears from its designation. If one mentions Arabic without an adjective, some will understand that it is classical Arabic, which is also called literary, literal, or Koranic. Others perhaps, less numerous, would consider it dialectal Arabic, i.e., one of the forms of Arabic spoken in the Maghreb like Tunisia or Saharan Africa (Mauritania) or the East (Egyptian, Sudanese, Chadians, Saudis, Jordanians, Palestinians, Lebanese, Syrians, Iraqis, speak of Dathina, Hadramawt, Yemeni, and Omani).

Diglossia that prevails in the Arab world, namely the existence of a literary variant reserved for written use and the dialectal variants that are spoken in the various Arab countries, might be very old. The Koranic Arabic was not a spoken language whose dialects would be emitted historically but a standard of prestige in which the prophet received and wanted to transmit the revelation of Islam. In addition, literary Arabic is currently used in all Arabic literature. It can be used on the radio and television, in official speeches, in scientific communication, and in any other formal circumstance (Figure 2).

[image: Figure 2]

FIGURE 2
 Subjective Scale to Investigate Cognition-Emirates (SSTIC-E).


What nevertheless makes it possible to say that literary Arabic is not a spoken language in the ordinary sense of the term is, in fact, simple: it is not the mother tongue of people; the inhabitants of Arab countries speak and transmit to their children only the dialect of the country where they live. We know that Arabic dialects can be quite different, even within the same geographic and cultural settings, and more so between two sets: an Emirati and a Moroccan may have trouble communicating, each speaking his/her dialect. In this case, using literary Arabic may be considered. However, because of the substantial heterogeneity of the levels of schooling and education, not every Arabic speaker knows literary Arabic well enough to use it in their oral communication. In addition, the use of literary Arabic in oral communication appears to most Arabic speakers as being artificial, the dialects alone having a reality as instruments of conversation (Table 10).



TABLE 10 SSTICS – (Russian version).
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Translating and back-translating: from SSTICS to SSTICE

The initial translation aims to develop the first version of the tool in the language used in the UAE. A native speaker in both languages Arabic and English performed the initial translation. The process of adopting the SSTICS to produce the SSTIC-E was performed through four main stages:

• The first stage was the examination of the two versions of SSTICS, the initial French language version that was translated to Tunisian Arabic (SACCS) and the English language version (SSTICS).

• The second stage was the translation (by a single researcher) of the English SSTICS into the Arabic Emirati version language, named the Subjective Scale to Investigate Cognition in Emirates (SSTIC-E).

• In the third stage involved translating the two Arabic SSTICS versions (SASCCS and SSTIC-E) back into the English language. Two independent researchers processed each scale version, each blinded to the other “investigator’s work.” After completing this stage, we obtained four different back-translations (two back-translations for each scale), performed by four independent researchers.

• In the fourth stage, one reviewer compared the four translations and chose the version most like the original English-language SSTICS, so that adaptation and validation could be performed, and the final version of SSTICE-E was presented (Figure 1). The author of the scale (ES) reviewed all the versions.

Finally, in the harmonization stage, meetings were held between the different people involved in translation to examine the divergent items and concepts and ensure inter-translation validity. During these meetings, participants made decisions regarding concepts identified as potentially problematic or confusing in the meaning and understanding of the instructions. When necessary, the author of the tool has provided clarifications on the meaning of the concepts so that the Arabic version is as accurate as possible to the original. Decisions made by meeting participants were noted, and a draft of the tool was developed.



SSTIC-E piloting

We provided the final version of the scale to 13 residents in the Al Ain Hospital psychiatry clinic, the main goal was to check the translated version in terms of wording adaptability, visibility, and preferred language (Arabic or English) of using the SSTIC-E, as well as to ensure the understanding of each item of the scale by the participants. No obstacles were documented by participants, and all their comments were taken into consideration for a better and clearer version of the final Arabic version of the scale. The final version was reviewed and adapted by the two translators by consensus.



Additional step: comparison for SSTICS back-translation of 9 languages

To enhance the importance of linguistic and textual differences in a different type of cross-translation and cross-adaptation based on each country’s language, context, and culture, we received different versions of back-translation from different countries. All the unpublished translations are displayed in the supplementary section. These versions of the scales are Pakistani/Urdu, Hindi, Marathi, Lithuanian, Serbian, German, Romanian, Sinhala, and Russian.

When we compared the back-translations, we found slight differences in using alternative synonymous words without changing the general meanings of the sentences or the questions. Moreover, we found some of the back-translations had slightly different grammar, others added more words or used completely different vocabulary (for example, in some back-translations, they used “you face difficulty” and in other back-translations “you struggle,” also, some used “house maintenance” and some used “home repairs”).

Some of the back-translations we found typical as the original scale, those highlighted in light orange (original scale BT, and BT-Version 1, 3) and others also had typical back translations but differed slightly from the original scale, highlighted in light green (BT-Version 4, 5). We classified differences into two types: grammarian, and semantic and contextual.



Grammarian

Because most of the back-translations come from countries where English is not the first language, we have noticed some mistakes in grammar and punctuation. These variations may affect the context meanings because of their misplaced positions in the sentence or using the wrong verb or noun sometimes.



Semantic

Context and culture: The socio-political context would also have influenced the formulation of the question. For example, “Who is the first minister of Canada?” (Q #10) is a question related to explicit semantic memory. In some countries, the election of a first minister or president of the republic is every 4 or 5 years. In other countries, there is no election, and the leader is for life; this is the case with monarchical models. In the use of the scale in France, for example, we will instead ask who the president of the Republic is. In the Emirates, the question would be “What is the name of the leader of the country?”

In addition, the sociological context is not the same relative to cooking, laundry, etc. For example, Q.17 tests the executive tasks, but in the UAE culture, this question is not significant since Emirati citizens do not do laundry themselves, instead, they rely on house helpers or automatic laundries (see Supplementary Table S1). Considering that the SSTICS was developed from a construct of cognition, the adequacy between the question on executive functions and real life is crucial if one wants a minimum of ecological validity (Supplementary Table S1)




Discussion


Precautions

In this process, we had to choose between different methods such as the traditional translation. It simply consists of the translation by a bilingual researcher or professional translator of the original instrument. This method, used alone, is not recommended because it introduces significant bias, especially in the interpretation of the researcher or the translator. This difficulty can be overcome by performing several parallel translations by different bilingual translators or researchers, but the following methods are recommended. Therefore, the team was composed of several psychiatrists from different cultures within the Arab world.

The method of translation by a committee of experts involves participation in the translation of several bilingual people who know the field for which the instrument is intended, which also limits the bias of a single researcher. This committee can consider a first translated version or participate in the development of a first version. Under ideal conditions, if the author (ES) of the original version participates in it, this makes it possible to clarify certain ambiguities that the translation process generates. We were able at this stage to document certain differences in dialect and semantic usage. For instance:

Comments: “some minor comments on the translation.”

Some repeated words, some literal translations, and redirecting for the correct meanings of the words in Arabic. Here are some examples: all the texts written in Arabic are accompanied by an interlinear gloss, to help the reader follow the relationship between the source text and its translation, and the structure of the original language:

[image: inline1]

التعليمات: سترى على الورقة التي أمامك، قائمة من العبارات التي تصف بعض مشاكل الذاكرة أو التركيز والتي قد يواجهها كل منكم في أنشطته اليومية.جميع األسئلة عليك تقدير تكرار مثل هذه االضطرابات التي الحظتها مؤخراً في سلوكك، من خالل اإلجابة على.


2- Do you have difficulty remembering information that is freshly received and that must be used immediately, such as a telephone number, an address, a room number, a bus route number, or a doctor’s name?

12-Are you absent-minded or up in the clouds? For example, you lose your train of thought in a conversation because you are distracted, or you have a hard time focusing on what you are reading?
 

Back-translation implies that when the first version translated from the instrument has been produced, it is re-translated by a second person in its original language. The gap between the original version and the re-translated version identifies problematic items. This method can be even more sophisticated by performing two reverse translations in parallel, involving four people. This method can be considered ideal and was used. However, researchers who have used it find it challenging to obtain a perfect equivalence between the re-translated and original versions. For instance: Q# 20 Do you have difficulty finding words, making sentences, or understanding the meaning of words (may need to specify whether you mean written or spoken words)? or pronouncing them, or naming objects?

In addition, a recent study by Cella and colleagues showed that the SSTICS could be used as a screening measure and be completed by service users independently (Cella et al., 2020). However, item complexity may limit self-administration, which can affect item interpretation (Eremenco et al., 2005).



First use in UAE: exploratory and feasibility findings

As a first opportunity, a population of our area and hospital agreed to participate in our questionnaire when they had a follow-up during the COVID-19 pandemic. This gave us the opportunity to test the use of the SSTIC-E (UAE Arabic) with a sample of 23 subjects. The mean age of our sample was 30.18% (18–62) 62% were female. The mean SSTICS total score was 16.5 (SD:16.9), in accordance with scores found in previous studies using the SSTICS in similar samples (Mancini et al., 2002). Working memory 2.13 (SD 1.83); Explicit memory 6.20 (SD 6.02); Attention 4.65 (SD 4.12); Language 1.13 (SD 1.06); Praxis 0.19 (SD 0.46). No correlations were found with age since this sample size was small. The Ethical Board at UAEU accepted the project and every subject gave consent to participate.

Second, and although this article is not focused on carrying out a clinical validation study at this stage but rather on describing the processes to be respected beforehand in the cultural and linguistic validation of the construct, we summarize here the feasibility results obtained from a population in the Emirates: The Arabic version of the SSTIC-E was administered to a total of 210 participants, including 126 patients and 84 healthy control participants (Al Mugaddam, 2023). The healthy group has a lower mean score of 22.55 (SD = 12.04), with a range of scores from 1 to 63. On the other hand, the patient group has a higher mean score of 34.06 (SD = 15.19), with a range of scores from 1 to 73 (p < 0.001). Additionally, the scores are broken down into five cognitive domains: Memory, Attention, Executive Function, Language, and Praxia. In the Memory domain, the control group has a mean score of 13.50 (SD = 7.21), with a range of scores from 1 to 36, while the patient group has a mean score of 17.58 (SD = 8.22), with a range of scores from 0 to 38; (p = 0.0005). In the Attention domain, the control group has a mean score of 5.81 (SD = 3.65), with a range of scores from 0 to 16, while the patient group has a mean score of 9.68 (SD = 4.64), with a range of scores from 0 to 20; (p < 0.0001). In the Executive Function domain, the control group has a mean score of 3.01 (SD = 2.52), with a range of scores from 0 to 12, while the patient group has a mean score of 4.76 (SD = 3.29), with a range of scores from 0 to 12; (p = 0.0002). In the Language domain, the control group has a mean score of 0.90 (SD = 9.6), with a range of scores from 0 to 4, while the patient group has a mean score of 1.45 (SD = 1.25), with a range of scores from 0 to 4; (p = 0.0786). In the Praxia domain, the control group has a mean score of 0.24 (SD = 0.63), with a range of scores from 0 to 3, while the patient group has a mean score of 0.76 (SD = 1.15), with a range of scores from 0 to 4; (p = 0.0009). To explore comparison, we compared the proportions between the control and patient groups for the SSTIC-E Scores, performing independent sample t-tests for each domain of the SSTIC-E score. In all domains except for Language, the mean scores of the patient groups were significantly higher than those of the control group, indicating worse performance in cognitive functioning. The effect sizes (Cohen’s d) were moderate to large for all domains except for Language, where the effect size was small. Overall, the patient group has higher scores in all domains, indicating that they have more cognitive impairment than the control group. Comparing the study results with the literature, the total mean score on the SSTICS for Stip et al.’s (2003) study population was 25.94 (SD = ±9.72) (Stip et al., 2003), which is similar to the study findings by Raffard et al. (2020) in France, where patients scored 25.56 (SD = ±9.10), but lower than the score of our patient participants, 34.06 (SD = ±15.19). However, the control group in the latter study scored similar results (22.55, SD = ±7.87) (Raffard et al., 2020) to the control group of our study (22.55, SD = ±12.04).

Most of the studies had SSTICS mean scores relatively close to our study results. For example, Stratta et al. (2020) found a mean score of 23.34 (SD = ±14.91) when validating the SSTICS in an Italian patient population (Stratta et al., 2020), while Lecardeur et al. (2009) reported a mean score of 24.73 (SD = ±9.56) for patients with schizophrenia who had preserved awareness of their cognitive deficits, as measured by the SSTICS (Lecardeur et al., 2009). In contrast, Haddad et al. (2021) found that subjective cognitive complaints were associated with poorer cognitive performance in Lebanese patients with schizophrenia, with patients scoring 25.15 (SD = 16.67; min = 0, max = 76; median = 23.50) and controls scoring 9.15 (SD = 7.63; min = 0, max = 37; median = 7.00) (Haddad et al., 2021). The lowest mean score for SSTICS among patients was reported by Baliga et al. (2020) in India, with a mean score of 16.22 (SD = ± 10.8) (Baliga et al., 2022). Similarly, Shin et al. (2016) in Korea reported a mean SSTICS score of 18.9 (SD = ±14.3) for patients, Shin et al. (2016) and Chuang et al. (2019) in Taiwan found a mean SSTICS score of 16.22 (SD = ± 10.8) for their study population of patient participants (Chuang et al., 2019).



Applications

The intended application of translated versions is multiple depending on the languages and countries where the scale may be useful. In the Emirates, it gives the possibility of choosing a version, depending on the origin of the person tested, their mother tongue, or the language they use at home, so that the complaint best reflects their cognitive reality. The diversity of the authors of the article reflects this concern and may reflect the motivation of a healthcare professional to use the scale with a variety of people. Additionally, the scale can be used by professionals who propose a cognitive remediation plan. For example, neurocognitive disorders, which affect approximately 80% of people with schizophrenia, are present from the first psychotic episode. They must be objectified as soon as possible. A neuropsychological evaluation is considered when a cognitive complaint is formulated. Such a complaint may initially be raised by the SSTIC-E. In this case, a neuropsychological assessment and an assessment of social cognition are implemented. In the end, the results must be returned to the patient, so that they can take ownership of them. The preserved processes on which they can rely on to recover are put into perspective with those that are altered so that they can manage them as best as possible. The application will also eventually be broadened in transdiagnostic approaches. In certain geographic or economic situations, there are no means to carry out a complete neuropsychological assessment. The scale will still provide a signal of cognitive difficulty. Finally, the scale can be used in clinical or epidemiological research.




Conclusion

In summary, in the back-translation, the translation from the languages used in the UAE, including Arabic, was re-translated into English. Subsequently, a revision of the reverse translation was performed. This involves comparing the version translated back into English with the original version of the measurement tool to ensure the equivalence of the concepts. Both versions have been revised to identify any discrepancies. Problematic items were reviewed, and the Arabic version and other languages were improved accordingly.

Instrument developers face many challenges in developing translations. Multi-step procedures should be used, with bilingual and bicultural experts working independently or in committee and using mixed qualitative and quantitative methods to test translations. It remains difficult to achieve 100% equivalence (Beaton et al., 2000).

The study presented provides the first version of SSTICS intended for cross-cultural validation. The role of the translator’s team was to produce a text that could convey meaning to the receptors of the target culture, i.e., in the Gulf Cooperation Council countries (GCC). The team tried to respect the rule of intra-textual coherence, which stipulates that the target text (translates) must be sufficiently intelligible for the receiver and have a communicative and cultural meaning, as a part of his world of reference, for instance in Dubai or Abu Dhabi. The future use of the SSTIC-E cross-culturally adapted to the UAE will be a starting point for comparisons and further studies using this scale in the UAE and the Gulf region. Epidemiological studies using assessment scales such as SSTICS help bridge healthcare professionals and policymakers and help establish the best medical practices, policies, and interventions.
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Instructiuni: Pe aceasta foaie veti vedea o lista de fraze care descriu probleme ale memoriei sau legate de
concentrare pe care fiecare dintre dumneavoastra le puteti intalni in viata de zi cu zi. Sunteti rugati sé estimati

frecventa acestor probleme pe care le-ati observat recent in comportamentul dumneavoastra, rdspunzand la toate
intrebdrile. Utilizati scala de evaluare incercuind numarul care corespunde cel mai aproape de ceea ce simtiti.

4- foarte des; 3-adesea; 2-cateodata; 1-rar; 0- niciodata

1- Ati observat vreo dificultate amintindu-va lucruri?

2- Avei difficultiti retinand informatii pe care le-ati primit de curand si care trebuie utilizate imediat, cum ar

fiun numir de telefon, o adresd, un numir de camerd, un numér de autobuz sau numele unui doctor?
3- Aveti difficultiti memorand lucruri precum o lsti de cumpirturi sau o listd cu nume?

4- Avei difficultiti amintindu-va numele medicamentelor dumneavoastri?

5- Uitati vreodatd lucruri precum o intlnire cu un prieten sau o vizita la doctor?

6- Uitati vreodati si vi luati medicamentele?

7- Avei difficultii amintindu-va informatii pe care le-afi citit in ziare sau le-afi auzit la TV?

8- Avei difficultifi ficind treburile casei sau reparatii? Spre exemplu, af uitat vreodat cunn sa gitifi ceva sau ce ingrediente trebuic la  refeti? Do you have difficulty doing

houschold chores or repairs?

9- Avei difficultiti amintindu-va cum si ajungeti la spital sau la policlinic sau chiar la domiciliul dumneavoastra?

10- Aveti difficultati amintindu-vi numele oamenilor faimosi, cum ar fi pregedintele trii
11- Avei difficultati amintindu-va capitale nationale, date importante din istorie, numele tarilor de pe alte continente sau descoperiri tiintifice majore?
rdut sau cu r-0 conversafie din cauzi ca sunteli distrat sau avefi difficultiti concentrindu-v la

12-. Sunteti ntea in nori? Spre exemplu, va pierdeti sirul gindurilor

ceea ce cititi
13- Avefi difficultafi si rimanelialert sau i reactionati l situali neasteptate? Spre exemplu, la o alarma de incendiu ori 0 masin care trece brusc pe ling dumneavoastra
cand trecefi strada?

14- Aveti difficultif si identificati ceea ce este important atunci cind vi sunt prezentate mai multe informatii

simultan? Spre exemplu, numele medicamentelor dumneavoastri sau urmitoarea viziti la doctor in acelasi timp in care doi oameni vorbese despre muzici in apropiere.

15- Suntei incapabil sa faceti doud lucruri in acelasi timp? Spre exemplu, s memorizati o adresd in timp ce facet cafea sau 3 numarati banii din portofel in timp ce

farmacistul va explica cum si luati medicamentele.

16- Ave{i vreo problem concentrindu-va atentia asupra aceluias lucru pentru mai mult de 20 de minute? Spre exemplu, la o conferinf, lecturd de carte sau in timpul unei
ore in clasa?

17- Aveti difficultaf si va planificati activitaile asa cum obisnuiati o facefi? Spre exemplu, stabilind

itinerariul pentru a merge undeva, ficand bugetul lunii, pregatind de mancare sau planificandu-vi splatul rufelor.

18- Aveti difficultati coordonandu-va miscrile si actiunile in viata zilnica asa cum i o facet? Spre

exemplu, folosind telefonul, ficind anumite cumpirituri sau comisioane, pregatind de mancare, ficind treburi prin casi, spilind rufe, folosind mijloacele de transport,

ficand reparatii n casi.

19- Aveti difficultafi schimbandu-va miscirile, deciziile sau felul in care facefi lucruri atunci cind suntefi

rugat si o facefi i sunte(i de acord cu asta? Spre exemplu, suntefi de acord si o facefi, dar va vine greu pentru ci nu mai este a fel
20- Aveti difficultati i va gasiti cuvintele, si formulati propoziti, s infelegeti sensul cuvintelor, pronunfarea lor sau numirea obiectelor?

21- Avefi difficultifi i va imbricafi sau sa mancali? Spre exemplu, cand vine vorba de manipularea nasturilor, fermoarelor, uneltelor de lucru, foarfecelor, furculifei sau cheii

infala?
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Anweisungen: Auf dem Blatt vor Ihnen sehen Sie eine Liste von Aussagen, die Probleme mit dem Gedachtnis oder
der Konzentration beschreiben und die Sie vielleicht bei Ihren taglichen Handlungen erleben. Sie sollen beurteilen,
wie héufig Sie diese Stérungen in letzter Zeit in Inrem Verhalten beobachtet haben, indem Sie alle Fragen
beantworten. Nutzen Sie die Bewertungsskala und kreisen Sie die Zahl ein, die Inrem Empfinden am nachsten
kommt.

4 - sehr oft, 3 — oft, 2 — manchmal, 1 - selten, 0 — nie

1. Haben Sie Schwierigkeiten, sich an Dinge zu erinnern?

2. Haben Sie Schwierigkeiten, sich an Informationen zu erinnern, die Sie gerade erhalten haben und die Sie sofort wieder nutzen miissen, wie z. B. cine Telefonnummer, eine

Adresse, eine Zimmernummer, die Nummer einer Buslinie oder den Namen eines Arztes?

3. Haben Sie Schwierigheiten, sich Dinge einzuprigen, zum Beispiel die Einkaufdliste oder eine Liste

mit Namen?
4. Haben Sie Schwierigkeiten, sich an die Namen Ihrer Medikamente zu erinnern?
5. Vergessen Sie Dinge, zum Beispiel eine Verabredung mit einem Freund oder einen Arzttermin?

6. Vergessen Sie, Ihre Medikamente einzunehmen?

7. Haben Sie Schwierigkeiten, sich an Informationen zu erinnern, die Sie in der Zeitung gelesen oder im

Fernsehen gehort haben?

8. Haben Sie Schwierigkeiten, Haushaltsarbeiten oder Reparaturen durchzufiihren? Vergessen Sie zum Beispiel, wie bestimmte Sachen gekocht werden oder welche Zutaten

7u einem bestimmiten Rezept gehre

9. Haben Sie Schwierigkeiten, sich daran zu erinnern, wie Sie zum Krankenhaus oder zur Ambulanz oder nach Hause kommen?

10. Haben Sie Schwierigkeiten, sich an die Namen bekannter Personen zu erinnern, wie z. B. den Namen eines Staatsfiihrers?

11. Haben Sie Schwierigheiten, sich an Landeshauptstidte, wichtige Daten in der Geschichte, Namen von Lindern auf anderen Kontinenten oder wichtige wissenschaftliche

Entdeckungen zu erinnern?

12. Sind Sie unaufmerksam oder geistesabwesend? Verlieren Sie zum Beispiel den Faden in einem Gespriich, weil Sie abgelenkt sind, oder fillt es Ihnen schwer, sich darauf zu

konzentrieren, was Sie lesen?

13. Haben Sie Schwierigkeiten, wachsam zu sein oder auf unerwartete Situats

nen zu reagieren? Zum Beispiel auf einen Feueralarm oder ein Auto, das pltzlich an Thnen

vorbeirast, wenn Sie die Strafie iberqueren.

14. Haben Sie Schwierigheiten, zu entscheiden, welche Information wichtig ist, wenn Sie verschiedene Informationen gleichzeitig erhalten? Zum Beispiel wenn Thnen der

Name Ihres Medikaments oder Ihr nichster Arzttermin mitgeteilt wird, wihrend sich zwei Personen in der Nahe iiber Musik unterhalten.

der Lage, zwei
zihlen, wihrend der Apotheker Thnen die

inge auf einmal zu tun? Zum Beispiel sich

e Adresse einzuprigen, wihrend Sie Kaffee zubereiten oder das Geld in Ihrer Geldbrse zu

nnahme Thres Medikaments erklirt.

16. Fillt es Thnen schwer, Thre Aufimerksamkeit linger als 20 Minuten auf eine Sache zu konzentrieren? Zum Beispiel bei einer Konferenz oder einer Buchlesung oder

wihrend einer Unterrichtsstunde im Klassen:

mmer.

17. Fillt Thnen das Planen Threr Aktivitten nicht mehr so leicht wie friiher? Zum Beispiel eine Route zu planen, um irgendwohin zu gelangen, ein Budget fiir den Monat

festzulegen, Mahlzeiten zuzubereiten oder sich Zeit fiir das Waschewaschen zu nehmen.

18. Fallt Thnen die Koordinierung Ihrer Bewegungen und Handlungen im Alltag nicht mehr so leicht wie frither? Zum Beispiel die Nutzung des Telefons, einkaufen gehen,

Besorgungen machen, Mahlzeiten zubereiten, Haushaltsarbeiten erledigen, Wasche waschen, Transportmittel nutzen, Reparaturen zu Hause vornehmen.

19. Haben Sie Schwierigheiten, Thre Bewegungen, Entscheidungen oder die Art und Weise wie Sie gewisse Dinge tun, zu dndern, wenn Sie dazu aufgefordert werden und

damit einverstanden sind? Zum Beispiel stimmen Sie zu, etwas zu tun, aber s ist schwer, weil es nicht mehr dasselbe ist.

20. Fallen Thnen bestimmte Worter nicht ein, haben Sie Schwierigkeiten, Sitze zu formulieren, die Bedeutung von Wortern zu verstehen, Worter auszusprechen oder

Gegenstiinde zu benennen?

21. Haben Sie Schwierigkeiten beim Anziehen oder Essen? Zum Beispiel beim Umgang mit Kndpfen, Reifiverschliissen, Werkzeugen, Scheren, mit der Gabel, einem Schliissel

im Schloss
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Hncrpyxunsi: Bb BIHTe Ha AMCTe GyMark nepei co0oii CMCOK (pas, OMHCHBAIONIIX MPOBAEMBI ¢ NAMSTHIO 111 KOHUCHTpALICH, ¢
KOTOPBIMH Kakbii 13 Bac MOT CTATKHBATECs B 00BICHHO xi3mu. TIpOCiM Bac OLCHHTS HACTOTY, € KOTOPOfi TakKe MpoGIeMbI

oTMeuaioTest B BaliieM NOBE/IEHHtH MyTeM OTBETOB Ha MOCTABJIEHHbIE BONPOCH. FICTIoNb3yiiTe WIKaly jUist OCHKH YaCTOTBI MyTeM
BHIGOpA UHCHA HaHGoee GIIH3KOTO K TOMY, 4To BbI omyiuaere.

4- uenb YACTO — 3- YACTO — 2- HHOMA — 1- Peko — 0- HHKOrA

1- 3aversnt i ot Kakue-11160 COKHOCTH B 3anoMIHasI Beteii?

11 1 0K GHIT HCROML30BHA HEMEILIEHHO,

2- Menmrmoinacte i Bbi CAOKHOCTH B 3aOMMHANII MHPOPMAILIH, KOTOast TOBKO 'T0 K Bay nocryn

HanpIMED, HOMED TeAe(ONa, AAPEC, HOMEP KONHATH, PETicoBbiii HOMEp aBTOBYca it Wi A0KTOpa?

3- Mcnmrmbinaete 1 Bbi CAOKHOCTH 5anOMMHANIS TAKNX BULeii KAK CIHCOK MPOAYKTOR I CIHCOK HMeH?

4- C10HO 7t Bant AepAaTh B NANGITIH HAHMEHOBAKE IpHHITNACMEIX Banit nekapers?

5- Bbi KOra-G0 5aGHBaTe 0 TAKHX BEULaX, KaK BCTPe'a ¢ APYTOM WM 3aMICh 1 NpHeM K 0KTOpy?

6- BaGupacte 1 Bol npuHinaTh feKapersal

7- Vcnurmbinaete it Bbi CAOKHOCTI SaOMMHANHS 1HOPMALIIK, KOTOPYIO MO B F3ETaX 11l YCABIIATH 0 TECBIEHIIO?

8- Mcnurmoinacte au Boi CAOKHOCTI NDH BHIOHEIH PAGOT 10 0MY 1t pemorrTa? Hanpiwep, 5aGhimas it Bot KOria-1Go, KaK roromiT, miity win Kakie

NPT BXOIAT B petienT npiroToBeria?

9- He

rbimacTe 1 Bt CTOKHOCTH B SATIOMINANINH, KaK NPOFITH B GOTLHHILY 1M 1

AMKSIIIKY L TKE BEPHYTHR K CeGe?
10- Caioio in Ban 3an0MHITS WNieHa H3BECTHbX AiHoCTe, Hanpinviep, TTpexbep Mimierpa Baweit crpar?

11- Menbrruisaere i Bt croHocTi sanon

15 CTOINL FOCY 1APCTB, BaKT

X AT B HX HCTOPHI, HAINCHOBANHI CTPa

@ APYIX KOWTHHEHTAX, IwTH

OCHOBIBIX Hay X OTRpLITIT?

12- o paccesiibt i piracte i 0 iaxaxt HanpuIep, bl TepsieTe X0 MHICACH b PA3roBope, rOToMY SIT0 OTBIEKACTECH 1T Bax TPYAO COCPAOTONITLCS Ha

TO, 10 B TacTE?

13- Baw coxHo bt i

eKy W PearupOBAT, Ha HeoKINIaHHE CHTyanH? Hanpivep, Ha NOAKAPHYIO CHEHATISALINIO WM MAIIMRY, KOTODAS BHE3ANHO
HPOCSKACT MHMO, KOTAA Bbl HEPEXOAUITE YLy,
14- COHO W BaM OTIAHTY, HTO BAKIO, KOFA BN OTHOBPEMENHO MIOTACTCH

s icpopvaus? Hanpinniep, nassaie Bauiero sekapeTsa wan creyiouunii

BIISUT K Bpay, KOTAA PAION 183 HCIOBEKA FOBOPAT O My3bIKC.

15- Bt He MOKCTE BHIONISTS A6 1A OAHOBPENCHHO? HanDiNiep, JATONHHATS QIPEC B0 BPEN: NPHTOTOREHIS KODE I IOACHHTHIBATS ACHLIH B

Kowenke, oK (apwatient oGbcksier Baw o exaperae.

16- Baw crokio cocpesoto

(T BHIAHIE 1 OAHON 1 TOM e Gortee 20 wutty1? Hanpiep, 1a KOHQ/EpCHIII Wik YHTACMOI KHFe 111 YPOKe B Kiacee.

17- Outyuaere 7 Bos, w70 Bast yxe He HaCTOMLKO 7ETKO MIQHHPOBAT CBOIO ACATETbHOCTS, KaK panbiite? Hanpivep, coctapemite rpawa noeski,

COCTaBCHHE GIOIDKETa 12 MECAIL, NPHTOTOBEHHE ¢ 1 OTECACHI BPENEHI Ha CTHPKY.

18- Outyutaere ;i By, 170 Bast C10iee CT0 KOODANNHPOBATS CBOI ABIKCHIA 1 ACTICTIA B NOBCEIIEBHON K3, Hen 370 Guuto panbiite? Han

niep,

HCNOAb30BaHe TENOIa, HOKYIIKA, BIOMEHIE NOPYCHIii, NPHFOTOBICHHE ¢k, PAGOTA 110 MY, CTHPKA, NOTHI0BANIC YCAYTaMIL TPANCHIOPT, HpOBEACHIE

JIOMALINETO peONTa.

19- CovkHo i Bast w3vewirTs Bati ABIKeHIS, Peuterits win criocoGs aeficTsns, eci Bac npocsiT o6 3o, w s cornacisi? Hanpiviep, Bbi cornacib

TIOCTYIIITE TaK, HO 3TO COCTABISET CAOKHOCTS, IOTOMY HIT0 97O YA€ He TO, 'IT0 pasbie.
20- Tpyano 1 Ban HAXOMTH CAOBA, COCTABISTH NPE/VIOAEHIA, IOHHNATS SHAYIEHHE CIOB, NPONSHOCHTb COBA N HA3HIBATS MPEANETH?

21- Ban Tpyuio o7eBarhcs 1w Kywiats? Hanpusiep, 3acTernsars iyrop i, MO, YIpABiATE PAGOHINI HICTDYMEHTANH, HOAHHIANI, BILTKOT, KII0UOM OT

3avKa.





OPS/images/fpsyg-15-1125990-t009.jpg
B305853006c0 §6IC X ©PIBID BB es YB5NOEs.

cuece : @2 9gfed @B vped ed OFen Ened Ved Pumn e FOLIDD
0B BEdwS Dunc »O aw. Ow ced YO BndE gi¢Be® D16 v
»PeEd (Bowmms) B800 soe ¢ @ie s8@1s coewld »dvsIm.

* @ YI»WHO® ¢S e¢sim.
4-e@end 8O 3- ezvews 80 2-8@00 80
1-2ERcBs 0-88 80» ezned

1. Ommed PO el ¢BoWes (Bcr Bed ¢?

2. QRO e@eDBO 680 CRY IPUD gumws, E8mw, @dum e®l ded
Qo gomws BeBHD O ©J O Be® guvgmdsE ¢BO?

3. @0 BEEO 28 cB8n 0l 590 838y Ovnsd B ©He® gunym®
B Bed ¢?

4. @0 053N eRews OC DO v PAOIRE® guwvgmOEs Bed ¢?
5. @OEEeDR ®FOD® O 09 ©4Hd ¥ DD BBG® o ¢@vD 8 Bed ¢?
6. @20 0B gy EACHS VRO GO OB ¢?

7. QRO ¥OFS O Buwdy vl §1B8Bed (B eCRT Onmed BweHOD
e00es (Bc Bewmdr ¢?

8. @20 OCem erd egel mOygn BBed? guremdens (B Beamds ¢?
CGI00eHEE DReEs’ WO e BEEO vl D ¢das AE OIS

9. QRO RVed edtnc el MBC edlB iwme el B @iz B vwed
Boosds guongnes (8 Sednds ¢?

10. @R Jed geEBS Y8R gued O v WOYIBO guwvy BOF (BEo
Bewmd ¢?

11 QRO COOG O aoROIOE eBwised D1¢es &5 @ids O JOOE evd
1603 Beri@n 0o RO g OnEHo OISO awwey ¢?

12. Qed B8YTed POcmDeE (Be Bewmdr ¢? coudmss Drews’
©DEODO BBe¢LE gDmE B0 ewd Budm e¢wd gdms CI
BB

13. QO geder eznewmc; ©§8 BcdEwO YBSw B8e®f cowypeS ¢B
Bednd ¢? ceuieanss 0aewns’ 88 ¢ondt @080 el 0 H0 emB80
»EedBews’ Diwmns QR 00 giedis

14. 220 OO Bednd Bwd ef8us wecis dtied D1en® em¥ciwBe®F
@e0Emdes (B Bedmd ¢ cpundamss dnewsl 90 Bhed eecems
BB O 0D HOHIO B BTN EREHS OC B e JCO ©¢ISHS
OB o D @OED

15. 220 OmBO wbus’ o Dt B8O a@B0? cviemes daews’ o ewd
88 @i ©DEIed EBmws »Omd® B8O, ewl @Isdedfews D
eRewns O Be3m0 0 05 @0 BEE O(He.

16. Bo0d8 200 Ot O® s O gdmE emg B8O O guweg?
CGO0HEE DREBES WoBwm DB enl BeEHWHO BHIEE.

17. @20 eudd 08 98 »Oun 1> &CEOS GO0 auvymdR (5 Bed ¢?
CGO0eHEE DRens’ KOS @0 @ (O gn D18 LICHS.

18. 220 Ofeny B8Oned D@ O 1 KOS FOB HIEHSE WIOIROD ©wBsD
28 guwy VWS (B ¢? CBiHWE DRens (CRdmw ©dDE B8O
e @@ ev¢s D@ wHte

19. 2@ B8O Bowhwnd ©@3 w® mibic edme B8O eedd DI GwLDDWGE
¢ess ¢?
20. QR0 won BedF DO» e OB, Dwns O8O, D0» e o ¢»

5O, O »® BBO » VO COMCms BEeOF uweymDwS (o3 ¢?

21. Q0 ¢1g® @0 evi OB @@COH ¢eB ¢? CHiaEmES eSO
@20gs ¢8O D18 @gd, RS GRS WBENGS 8D BEE.





OPS/images/fpsyg-15-1125990-t006.jpg
Subjektivna skala za procenu kogpnicije u Sizofreniji

Uputstvo: Na papiru ispred sebe vidite listu recenica koje opisuju probleme sa pamcenjem ili koncentracijom koje
mozete doziveti u svakodnevnim aktivnostima. Od vas se trazi da procenite ucestalost poremecaja koje u poslednje
vreme primecujete (u svakodnevnim aktivnostima), tako $to ¢ete odgovoriti na sva pitanja. Koristite skalu ocenjivanja
tako 3to Cete zaokruziti broj koji najblize odgovara onome 3to primecujete (osecate).

4- vrlo Cesto — 3- Cesto — 2- ponekad — 1- retko — 0- nikada

1-Dali ste primetili bilo kakve poteskoce u paméenju?

2 Dali imate poteskoca s paméenjem novoprimljenih informacija koje morate odmah korisiti, kao Sto su telefonski broj, adresa, broj sobe, broj autobuske rute il ime lekara?

3 Dali imate poteskoce sa paméenjem stvari, poput liste namirnica i liste imena?

4-Dali imate poteskoca s paméenjem imena lekova koje uzimate?

5- Daliikada zaboravite stvari, poput sastanka sa prijateljem il zakazanog pregleda kod lekara?
6 Dali zaboravljate da uzimate lekove?

7- Dali imate poteskoca s pamenjem informacija koje ste procitali u novinama il cujete na TV?

8- Da li imate poteskoca u obavljanju kucnih poslova ili popravei Na primer, dali kada zaboravite kako da skuvate jelo il koji sastojci ulaze u recept?

9-D;

mate poteskoca da se setite kako da dodete do bolnice ili ambulante il éak do svoje kuce?
10- Dali imate poteskoca s paméenjem imena poznatih ljudi, poput predsednika Sebije?

11- Da l imate poteskoca s paméenjem nacionalnih prestonica, vaznih datuma u istoriji, imena drava na drugim kontinentima il velikih nauénih otkriéa?

i s tesko fokusirate na ono §to Gitate?

ste izgubljen u mislima? Na primer, da li tokom razgovora izgubite tok mislijer ste rascjar

13- Da l imate poteskoce da budete u pripravnosti il reagujete na neocekivane situacije? Na primer, na protivpozarni alarm li automobil koji naglo projuri dok prelazite

ulicu,

14- Da l imate poteskoéa da razaznate Sta je vano kad vam se istovremeno prikaa razlicite informacije? Na primer, naziv leka il slededi pregled kod lekara dok dvoje ljudi
istovremeno razgovaraju o muzici u blizini.

15- Da i ste u stanju da uradite dve stvari odjednom? Na primer, da zapamitite adresu dok kuvate kafu il brojte novac u novéaniku dok vam farmaceut objasnjava lekove,

16- Da li imate problema sa fokusiranjem paznje na istu star duze od 20 minuta? Na primer, tokom konferencije il tokom itanja knjiga il tokom lekcije u ucion

17- Da i imate poteskoa sa planiranjem svojih aktivnosti podjednako lako kao nekada? Na primer, da izradite plan puta kako biste negde stigl, da napravite budzet 7a sledeci

mesec, da pripremite obrok li odvojite vreme za pranje vesa.

18-Da

i imate poteskoca s koordinacijom svakodnevnog Zivota  svakodnevnim aktivnostima kao nekada? Na primer, koriséene telefona, kupovina, obavljanje poslova,

pripremanje obroka, kuéni poslovi, pranje vesa, prevoz, kucne popravke.

19- Da i imate poteskoca u promeni pokreta, odluka, li nacina na koji obavljate stvari ako se to od vas zatraZi  vi sa tim zahtevom slazete? Na primer, vi se slzete da to

inite, alije tesko jer to vise nije

20- Da liimate poteskoca u pronalaenju reci, for imenovanju predmeta?

inju recenica, razumevanju znacenja re

 izgovaranu reéi

21- Dali imate poteskoca sa oblacenjem ili jelom? Na primer, u rukovanju sa dugmadima, patentnim zatvaracima, radnim alatima, makazama, viljuskom, ili Kljucem u bravi.
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Subjektyvi skaleé tirti pazinima sizofrenijoje

Instrukcijos: Priesais save matote fraziy sarasa, apibudinantj atminties ar susikaupimo problemas, kurias kiekvienas i$

jasy galite pamatyti savo kasdienéje veikloje. Jusy prasoma jvertinti pastaruoju metu pastebéty tokiy sutrikimy elgesj,
atsakant j visus klausimus. Naudokite reitingy skale, apibraukite artimiausia skaiciy, k3 jauciate.

4- labai daznai — 3- daznai — 2- kartais — 1- retai — 0- niekada

1- Ar pastebéjote sunkumy prisimindami dalykus?

2- Arjums sunku prisiminti navjai gauty informacijg, kurig bitina naudoti nedelsiant, pvz., telefono numerj, adresg, kambario numerj, autobuso marsruto

numerj ar gydytojo vardg?

3- Arjums sunku jsiminti dalykus, pvz, maisto prekiy sarasq ar vardy sgrasa?

4- Ar sunku prisiminti savo vaisty pavadinimus?

5~ Arkada pamirsote dalykus, tokius kaip pasimatymas su draugu ar susitikimas su gydytoju?

6- Ar pamirtate isgerti vaistus?

7- Arsunku p informacijg, kurig skaitéte laikrasciuose ar girdéjote per televizoriy?

8- Ar jums sunku atlikti namy ruosos darbus ar remontuoti? Pavyzdziui, ar kada pamirSote, kaip gaminti, ar kokie ingredientai pateikiami recepte?

9~ Arsunku prisiminti, kaip patekti ligoning, polikliniky ar net j savo namus?

10 - Ar jums sunku prisiminti Zinomy Zmoniy, tokiy kaip Kanados ministras pirmininkas, vardus?

11~ Arjums sunku prisiminti nacionalines sostines, svarbias istorijos datas, kity Zemyny Saliy pavadinimus ar svarbiausius mokslo atradimus?

12 - Ar esate nesgmoningas, ar esate debesyse? Pavyzdziui, prarandate mi
skaitote?

s kryptj pokalbyje, nes esate issiblaskes arba jums sunku susitelkii ties tuo, kg

13- Ar sunku biti budriam ar reaguoti | netikétas situacijas? Pavyzdii, pricsgaisriné signalizacija ar automobilis, staiga pravaZiuojantis jums pereinant gatve.

14- Arjums sunku i, kas svarbu, kai jums vienu metu pateikiama daug jvairios informacijos? Pavyzdziui, jisy vaisto pavadinimas arba kito gydytojo
paskyrimas, kai du zmonés netoliese kalba apie muzika.

15 - Ar nesugebi daryti dviejy dalyky vienu metu? PavyzdZiui, atsiminkite adresq ruosdami kavg arba suskaiciuokite pinigus piniginéje, kol vaistininkas jums
paaiikins jasy vaistus.

16 - Ar kyla problemy sutelkiant démesi  tg pat] dalykg daugiau nei 20 minuciy? Pavyzdiui, konferencijoje ar skaitant knyga ar pamokos metu Klaséje.

17 - Ar jums sunku planuoti savo veikla taip lengvai, kaip anksciau? Pvz., kelionés marSruto, kaip patekti j vieta, sudarymas, ménesio biudzeto sudarymas,
patiekaly paruotimas ar laiko skyrimas skalbimui.

18- Arjums sunku koordinuoti savo kasdienio gyvenimo judesius ir veiksmus taip lengvai, kaip anksciau? Pavyzdiui, naudojimasis telefonu, apsipirkimas,

reikaly tvarkymas, patiekaly ruosimas, namy ruosos darbai, skalbimas, keliavimas, namy remontas.

jas sutinkate tai padar

19~ Arjums sunku pakeisti savo judesius, sprendimus ar dalyky a 54 to papraso ir jis sutinkate? Pavyzdziu

sunku, nes tai nebe tas pats.
20 - Arjums sunku rasti ZodZius, formuoti sakinius, suprasti Zodziy prasme, tarti Zodzius ar jvardyti daiktus?

21 - Ar sunku apsirengti ar valgyti? Pavyzdiui, tvarkymo mygtukai, uitrauktukai, darbo jrankiai, 7irkles, Sakuté, raktas spynoje.
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Cognition Evaluating questions

Memory: Memory:
+ Working memory « Questions 1,2
« Explicitlong:term memory: + Questions 3-11

o Episodic memory o Questions3-9

o Semantic memory o Questions 10,11
Attention: Atention:
+ Distractibility + Question 12
+ Alertness « Question 13
+ Selective attention « Question 14 s
+ Divided atiention « Question 15 ot
+ Sustained attention « Question 16
Executive functions: Executive functions: U S
+ Planning « Question 17 Uose
+ Organization « Question 18 sy
+ Flexibility « Question 19
Language Language W

« Question 20

Praxia Praxia e

« Question 21
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Figure : Subjective Scale to Investigate Cognition — Emirates (SSTICS-E)
UL B9 o ST (A

T T U g Gl 0 L (0 18 1] T 50 Lo (5 e sagla]
15 e ER R PO A R R PP T SO R PR B PR TS|
b o Q] e ool iy Li¥) ggun (5l La) DA 3o oS a3 1 230
A e Y ol s A AR

Talls 4 We 3 Wal2 [ETRY TWlea 0

h\g.i\llﬁﬂvihyq( Calan¥ Ja 1

A o o] oty B gl gy Ol o S5 3 e B0 O 2
Seesalell pod o] Al uan gy 5f AN oy st ialt o oitell iy

[PV ET R ERCT FPRAC. ) YA E PPN R N}

oy Ll 1 97 oLl S5 A T pm i 4

Tl e 0 30 ¥ (3 o dlio pa Jia I (00 ol i a5

Ty o 3B o f ot On 6

T G o Gt 3} ] (AT T o a5 A By 393 08 7

PP T Y A P o P WP e P P P
Sl gyl Ll 2 Sl ] Tamlel e A a2y 5]

ool crin o SN Bl Y il ] Do ll RS S Rygmnm 293 009
2l ia

T o 3558 Ui e s g omdll G oladd S AT pua il a 10

ST ST o g Rnga B2 ) OO paab e S 3 dagaa 3 O 1T
Saga fgale AR g0 8 i fly

as A iy Ll ST Qi 80 a s JB e o AT LS ol G 12
Tl e o A b g g i f i

2 o il sl s f ¢ ali B b 038 f P Tapmm dsi 00 13
g Al ot ezl g ek 8ger pU f gl 1A BN e Lo Sl n

T o il s o S gl a4 a2 33 b B rm T 14
Gty Ly ol palll el il i ga f oy alal o i g e BT cli o
fos S b iy o cluai

S O S5 (B Qo Saaly lly o Casali ol e W e cl Ba 15
0y Gl o 2] oguall el 7 2y L il b Bl 30565 8l i o8

Qi 1o T 20 0a XY o 201 G o il €5 8 T8 AT Ga 16

Ty I ) e g 5 el

o O S LS Uypo Tyl LIy o] Lol i pom G On 17
e gy f e ISl gl e s BB s gl A3
Sl il Mas 2y e o cplalell i g S0y

T o1o FCE LS Ty Lo LS S o8 (ol 3 Lm0 G 18
o cplald) iy sonf hechalgn 851 o ol (g L S} el plastl il
S siall i nchy ol o5l By ghiital f ccomdhall et il sialt asy il

PO A ke o i S T gpnd i ol T3 Tyl % pm 40T 5 019
O il e g (A5 ol oy A o 35l (A s o Polgil
Taadi pp 3ay ol a1

Gt ST o e pgd F eden (38 T oK o j el 5 Tpein 203 00 20
Lol Lyand ccidal€ll

T O (T o b Tl 4T okl 1) 8 Tgenm B O 21
O il S g g ol Danth il (i gl it o 5341






