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Objective: To find the common behavioral problems in
youth, their co-morbidity, treatment, and other variables in
Oman. 

Methods: All patients who attended the child psychiatric
clinic in Sultan Qaboos University Hospital (SQUH), Muscat,
(the only child psychiatry clinic in Sultanate of Oman) for a
3-month period were investigated for behavioral problems,
particularly hyperactivity (by Conners’ Questionnaire). The
diagnosis was based on the Diagnostic and Statistical Manual
of Mental Disorders, 4th edition. 

Results: Of the total 212 cases, Omani nationals constituted
89% and the rest were expatriates. Sixty five percent were
boys, 57% were of school age, 26% were adolescents, 9%
were preschoolers and 5% were toddlers. Consanguinity
among their parents was high at 52%. The majority (60%) of
the patients exhibited hyperactivity. Aggression was found in

children and young people, there is only one child and
adolescent psychiatry clinic. It is imperative to develop
an easily accessible mental health services for the young
people who constitute more than 50% of the population,
and who have high prevalence of psychiatric
disorders.12-14 The perceived increase in mental disorders
in developing countries could be due to factors such as
drastic changes in lifestyle, migration from rural to
urban areas and the negative effects of the media. The
apparent increase could also be due to improved
awareness among parents and teachers and the
consequent increased reporting. However, there is a lack
of precise figures, which makes the task of effective
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ABSTRACT

ll over the world, psychiatric disorders in children
and adolescents are increasingly coming to focus as

serious, yet treatable conditions and as precursors of
adult psychopathology.1–2 Such is the demand for child
and adolescent psychiatry in the developed countries
such as the United States of America, that they have a
great shortage of child and adolescent psychiatrists,
often reaching crisis levels.3 In contrast, the Arab
countries suffer from another type of crisis due to the
low priority given to mental health care in health service
policies, particularly for children and adolescents, as is
the case in the majority of developing countries.4-11 In
Oman, for a population of more than one million
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49%, while stealing and lying were found in 25% and 22%.
Approximately one-third suffered from headache and
abdominal pain. The majority (62%) were of below-normal
intelligence. Anxiety affected 14%, depression 4%, and
conduct disorders 8%. One-third of the patients were taking
psychostimulants and another one-third were taking tricyclics.
The results were compared with those from other developing
countries.

Conclusion: Behavioral problems among children and
adolescents are high in Oman, same as other developing
countries, though the type of disorders is different here. This
calls for the attention of the health policy makers for
diagnosing and treating such disorders in Oman as well as in
the other developing countries.
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policy making difficult. In such a scenario, the objective
of this study has been to obtain information on the most
common mental disorders among the children and
adolescents residing in Oman, in order to address the
needed resources for their prevention, or alternatively to
establish early diagnosis and prompt treatment to limit or
even prevent further morbidity.

Methods. The study was conducted during the
3-month period from November 2000 to February 2001
at the Department of Behavioral Medicine, Sultan
Qaboos University Hospital, a tertiary referral general
hospital, located in the suburbs of the capital city
Muscat. The outpatient facility of the department accepts
all psychiatric cases, including patients with co-morbid
epilepsy. The patients were usually referred from other
hospitals and health centers across the country. The
department’s child psychiatry clinic accepts patients
from early childhood up to the age of 18; however,
sometimes older patients with disorders that started in
childhood are also treated here. Every patient in this
study, whether new or ‘follow-up’, was registered once
only. First of all, a comprehensive history was taken
from the patient, parents or guardians. Other information
such as the nationality, age, sex, diagnosis, treatment,
associated behavioral problems, psychosomatic
complaints and consanguinity between parents were
recorded as well. Every patient was examined clinically.
Thereafter, the patient was assessed by Conners’
Questionnaire for hyperactivity.15 This questionnaire is
widely used in community and clinical settings to screen
children and adolescents for hyperactive behavior,
inattention and impulsivity. Those who scored 15 or
above were considered hyperactive. Intelligence was
assessed clinically; however, in borderline cases,
Raven’s Progressive Matrices Test (RPMT), a
non-verbal and culture-free general intelligence test, was
administered.16 The patients were then investigated. The
vast majority of patients did not need to be admitted, and
were treated as outpatients. The diagnosis was made in
accordance with the Diagnostic and Statistical Manual of
Mental Disorders, 4th Edition classification,17 except for
the intelligence quotient (IQ) which was assessed by
RPMT in borderline cases. Intelligence quotient
assessment was considered necessary only in cases of
borderline intelligence, since it was felt that there was no
need to assess the IQ of good school performers or those
who were obviously mentally retarded. The IQ of the
latter were clinically assessed.  The data was analyzed
by SPSS package, and presented as percentage. 

Results. The total number of subjects was 212, of
which 77 (36%) were new cases. The patients aged from
2–26 years, and the average was 9.65 years (± 3.85). A
total of 189 (89%) patients were Omani nationals. The
majority were boys (n = 137, 65%), which is in
accordance with other similar studies.18-19 Parents of 111
(52%) patients were consanguineous (first and second

cousins), higher than the average in the Omani
community (36%).20 A positive family history for
psychiatric disorders was detected in 110 (52%) of the
patients (Table 1). Moderate to severe head injury due to
accidents was reported in 38 cases (18%). This result
simulates other studies.21-22 On the other hand, weight for
age was less than the third percentile in 42 patients
(20%), while other studies have reported higher figures
(albeit in older patients).23 The height for age was also
less than the third percentile in 26 (12%) in this study.
Table 2 describes the behavioral problems and
psychosomatic complaints of the children as described
by their parents or guardians. Sixty percent (n = 127) of
the patients scored 15 or higher on Conners’
Questionnaire and consequently were considered
hyperactive, 104 (49%) displayed aggressive behavior,
52 (25%) stealing and 46 (22%) lying behavior.
Approximately one third of the patients had complaints
of headache and abdominal pain. Table 3 shows the age
distribution, with the common diagnoses and the
modality of treatment. The majority (57%) were
school-aged children, followed by adolescents (26%),
preschoolers (9%), toddlers (5%), and adults (3%).
Speech and language delay was encountered principally
among toddlers. Attention deficit hyperactivity disorder
(ADHD) was common in all age groups, while anxiety
was commonly seen from school age upwards. 

Diagnosis. The majority of the patients (n = 131,
62%) exhibited subnormal intelligence. Among them 41
(19%) had borderline intelligence, while 90 (42%) were
mentally retarded. Among the sub-normally intelligent,
the largest subgroup, constituting 54 patients (25%), was
of mildly mentally retarded. Twenty-one (10%) had
moderate mental retardation and the rest (7%) had
severe and profound mental retardation. Hyperactivity,
as determined by Conners’ Questionnaire, was the most
frequent disorder among the patients (n = 127, 60%),
either alone (n = 15), or with other disorders. The most
common morbidity among the hyperactive was mental
retardation (n = 42, 33%) followed by borderline
intelligence (n = 23, 18%). In 35 (28%) of the
hyperactive cases, more than 2 disorders were present.
Anxiety and related disorders were present in 29 patients
(14%), either in pure form 12 (41%), or with
co-morbidity. On the other hand, depression was found
in 8 (4%), all of whom, except one, were older than 10
years. With the exception of one, all depressed patients
had one or more associated disorders. Conduct disorders
were seen in 18 patients (8%), all had co-morbid
hyperactivity. Among them, 14 exhibited one more
additional disorder. No case of psychosis was identified
in the study.

Treatment. Forty patients (19%) had not been given
medical treatment until the completion of the
investigations, while 12 (6%) were treated solely by
psychotherapy or reassurance. The remaining 160 (75%)
were given medical treatment, either monotherapy in
145 (91%) cases, or polytherapy in 15 (9%). When
indicated, psychotherapy was provided to patients on
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Table 1 - Demographic variables, parental consanguinity and family
history of mental disorders of patients.

Description

Nationality
Omani
Expatriate

Gender
Male
Female

Parental relationship
Consanguineous
Non-consanguineous

Family history
Present
Absent

n

189
   23

137
  75

111
101

110
102

(%)

(89)
(11)

(65)
(35)

(52)
(48)

(52)
(48)

Table 2 - Patients’ behavioral problems or somatic complaints as reported
by parents or guardians (more than one problem might exist in
the same child).

Complaint

Hyperactivity

Aggression

Headache

Abdominal pain

Stealing

Lying

n

127

104

  70

   66

   52

   46

(%)

(60)

(49)

(33)

(31)

(25)

(22)

Table 3 - Age-wise distribution of the cases, with diagnoses and treatment.

Age (years)

2 - <4

≥4 - <6

≥6 - <12

≥12 - <18

≥18

Total

(%)

    (5)

    (9)

  (57)

  (26)

    (3)

(100)

Common diagnoses*

Speech and language delay,
 hyperactivity

Hyperactivity, mental retardation

Hyperactivity, mental retardation, 
borderline intelligence. and anxiety

Hyperactivity, mental retardation, 
anxiety, borderline intelligence

Anxiety, hyperactivity

Treatment (by medication)
No treatment

  6

  6

27

11

  2

52

Monotherapy

4

  11

  87

   39 

    4

145

Polytherapy

  -

  2

  7

  6

-

15

Table 4 - Cases where monotherapy was adopted (N = 145).

Type of medicine

Psychostimulants
Tricyclics
Anticonvulsants
Atypical antipsychotics
Typical antipsychotics
New selective serotonin
reuptake inhibitors
Miscellaneous

Total

n

  48
  48
  20
    9
    6
    5

    9

145

(%)

(33)
(33)
(14)
  (6)
  (4)
  (3)

  (6)

(99)

n

 10

 19

 121 

 56

    6 

212 
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medications as well as to their parents. The distribution
of patients on monotherapy is shown in Table 4. The
most commonly used drugs were psychostimulants and
tricyclics 33% each (n = 48) followed by anticonvulsants
14% (n = 21). 

Discussion. The total number of patients seen in
our clinic during the study period was much higher than
what was previously reported in similar studies
conducted for longer periods.4,5 This does not mean that
Oman has a higher prevalence of mental disorders in this
age group. Probably the fact that this is the only child
psychiatry clinic in Oman might have resulted in the
apparent higher number of cases. It might also reflect an
increased awareness of behavioral problems in children
and adolescents. The absence of psychosis in this study
is in accordance with several other studies,4,13,18,24,25 while
one study gives opposite results.10 This can be attributed
either to a low incidence rate of psychosis in this age
group in Oman, or that psychotics are dealt with
elsewhere (traditional healers or other general
psychiatric clinics). The high proportion of males in our
study (n = 137, 65%) is in accordance with the general
trend for boys to be more vulnerable than girls to
psychiatric disorders.14,17-19,26-28 Parents may be more
attentive to boys and their problems compaired to girls,
which could be another reason for the larger number of
males in this study. The fact that the majority of patients
(n = 110, 52%) had a family history of mental disorders
in our study could be due to the high level of
consanguinity (52%) among the parents compared to the
general population (36%), which buttresses the role of
hereditary factors in causation of mental disorders.17

Moderate to severe head injuries were common among
our patients (18%), some of whom had ADHD before
developing the injuries. It is well known that children
suffering from ADHD are more susceptible to this type
of trauma.21,22,29,30 Others had suffered head injuries prior
to being diagnosed with ADHD. In some of these
children (who might have been normal earlier) perhaps
the head injury had caused secondary ADHD.1 Twenty
percent (n = 42) of the patients were underweight; for
most of them no actual cause (hormonal or nutritional)
could be found. Some studies23 have found a higher
proportion of underweight cases among the older
mentally handicapped patients. Headache and abdominal
pain were common, and could be due to many causes
including early migraine attacks, as a manifestation of
anxiety, tension and depression.31 or secondary to ear,
nose and throat, dental and visual problems. Only a few
patients had visual acuity errors and these were mild.
Chronic non-progressive headache is almost invariably
functional. Though the possibility of cerebral tumors in
cases of steadily or intermittently progressive headaches
was kept in mind,31 none was diagnosed in this study.
The majority of our patients (57%) were school-age
children, a finding similar to that of other studies.4,7,13

This might be attributed principally to school problems,
and secondarily to disturbed cognitive functions

(ADHD, mental subnormality) or problems encountered
due to the child’s disruptive behavior. Fewer cases under
the age of 6 seen in the clinic might be explained by a
waiting attitude of the parents under the impression that
problems, such as that of speech and language, delay in
acquisition of some skills, and so forth, might resolve
spontaneously with time; or they possibly have
consulted child health clinics for such problems. It could
also be that they believe that very small children cannot
be afflicted with mental illness.  As a result, only those
suffering from severe speech problems or mental
retardation were referred to our clinic. The guardians
complained of hyperactive behavior (according to
Conners’ Questionnaire) in their words in 60% of cases.
This is higher than the level reported elsewhere, that
hyperactivity exists in 30–50% of psychiatric
outpatients.32 Our figure is not surprising as 62% of our
patients had sub-average intelligence, a condition
usually associated with other psychiatric problems
including hyperactivity.33 In fact, 42% of the total
patients were mentally retarded. Two other studies that
showed high proportions of mental retardation reported
even lower values (21% and 23%) than found in our
study.18,24 Guardians also complained of aggressive
(49%), stealing (25%) and lying behavior (22%).
Co-morbidity is common in psychiatry; for example
40–70% of patients with ADHD have accompanying
conduct disorders.34  

In conclusion, this study shows high levels of
psychiatric morbidity in children and adolescents. The
clinic from where the data was collected happens to be
the only child psychiatric clinic in Oman, and can be
considered as representative. The existing facilities in
Sultanate of Oman, as well as in the other developing
countries are very much inadequate to deal with the
problem. The authors recommend that child psychiatry
clinics should be established in all district hospitals in
the Sultanate of Oman. Simultaneously, parents,
teachers and even primary health personnel should be
made aware of the nature and prevalence of mental
problems in children and adolescents and of the fact that
even toddlers are not immune.
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