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The Sultanate of Oman is located in the south-
east of the Arabian Peninsula. It has a distinc-

tive history and subcultures. Its seafaring tradition 
has endowed the country with various ethnic and 
linguistic groups, with Arabic being a dominant lan-
guage and Ibadhi being the dominant sect of Islam 
(Al-Nami, 1971). Oman in the 1970s saw rapid 
development, triggered by the discovery of oil, 
which took place under enlightened new political 
leadership. 

Attitudes to mental illness
As in many traditional communities, modern psy-
chiatric services have yet to play a dominant role 
in the care of people with psychiatric disorders. 
Mental illness was largely the preserve of traditional 
healers, and many people with psychiatric illness are 
still unlikely to seek psychiatric help until they have 
reached an advanced stage of irreversible pathology 
or until ‘treatment shopping’ from complementary 
and alternative medicine has failed to provide any 
benefit (Al-Adawi et al, 2002a). 

More positively, however, because an altered mental 
state is attributed to jinn (and religious teaching affirms 
the existence of such agents), there is little evidence of 
pervasive stigma towards people with mental illness in 
traditional Omani society (Al-Adawi et al, 2002a).

Common psychiatric illness 
Although no formal epidemiological study of psychi-
atric illness has yet been conducted, anecdotal and 
impressionistic reports suggest that many types of 
mental disorders encountered in other countries are 
common in Oman, although with culturally deter-
mined differences in the types of reaction and the 
incidence (Al-Adawi et al, 1997, 2001, 2002b; Chand 

et al, 2000). 
The Omani population is undergoing a ‘demo-

graphic transition’, with declining death rates com-
plemented by high birth rates. This is likely to be 
accompanied by an increase in the number of people 
with psychiatric disorders. There is also an indication 
that the country is bracing itself for the social and eco-
nomic consequences of a more youthful population, 
with far more job-seekers than the labour market 
can absorb. The traditional passage to adulthood is 
also changing, as youngsters are expected to marry 

late and to have children when they are well into 
their 20s. However, the ‘adolescent turmoil’ seen 
in Western societies is not evident in Omani society, 
which emphasises family obedience. 

Some maladjustment indicators of youth are 
becoming increasingly common. Firstly, the incidence 
of deliberate self-harm increased from 1.9 cases per 
100 000 in 1993 to 12.8 per 100 000 by 1998 among 
female adolescents (Zaidan et al, 2002). Secondly, 
there has been an increase in the numbers of addicts 
seeking rehabilitation, drug overdoses and drug-
related deaths; there has also been a rise in drug 
shipments confiscated by law enforcement officers 
(Al-Harthi & Al-Adawi, 2002). The popular mind-
altering substance in Oman appears to be cannabis, 
although the extent of its use is hard to quantify. 
Finally, there is evidence that the traditional admiration 
of a plumpish figure is eroding, and that eating dis-
orders are becoming increasingly common in young 
Omanis (Al-Adawi et al, 1999).

Psychiatric services
Psychiatry in Oman is generally based on the Anglo-
American model. The first steps towards instituting 
a system in Oman of biomedical care for psychiatric 
patients were taken in the mid-1970s in a missionary 
hospital, Al-Rahma Hospital, located in the capital, 
Muscat, in the northern part of the country. An Indian 
psychiatrist dispensed out-patient services, which 
later developed into the provision of custodial care 
for people with acutely disturbed behaviour. Parallel 
services evolved in the late 1970s in the southern part 
of the country.

The first specialised psychiatric hospital, Ibn Sina, 
was opened in 1983. It started with two wards, one 
for male and the other for female patients; custodial 
care was provided for severely disturbed patients and 
there were also out-patient services. The one hospital 
catered for the needs of the whole population (then 
nearly 1.5 million). In the early 1990s, a psychiatric 
teaching service was initiated within the teaching hos-
pital of Sultan Qaboos University. 

There is a universal free mental health service for 
Omani nationals. Although the majority of patients 
with a psychiatric illness are likely to ‘somatise’, indi-
viduals whose lives are compromised by psychological 
disorders are entitled to disability benefits, which are 
dispensed by the Ministry of Social Affairs. 
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The World Health Organization (2005) rated 
the healthcare system of Oman the most efficient in 
the world. Despite this, as elsewhere, mental health 
services have been inadequately addressed. There are 
fewer than 15 registered mental health professionals 
for a population of nearly 3 million people scattered 
over 300 000 km2. Most services are dispensed within 
general tertiary hospitals, but there are two specialised 
centres, both in the capital city. Most psychiatrists have 
been recruited from abroad, although some have 
been naturalised. Apart from the teaching hospital, the 
multidisciplinary infrastructures often essential for psy-
chiatric services have remained rudimentary, owing to 
a lack of suitable staff. There are substandard facilities 
for occupational therapy and psychiatric rehabilitation 
remains basic. 

The first point of contact for those who seek bio-
medical care is meant to be the primary care clinics, 
from where most common psychotropic medications 
are readily available. However, because of a lack of 
awareness and of suitable health education, as well as 
the lack of a close, informed and consistent relationship 
with professional care providers, there is a tendency 
for people to seek primary care at tertiary centres. A 
study has suggested that the majority of these patients 
present with ‘unidentified medical illness’ (Al Lawati et 
al, 2000). 

To help non-specialist physicians in primary care 
clinics to recognise mental disorders, the Ministry of 
Health, the main provider of healthcare in Oman, 
has instituted regular training for primary health 
workers in the recognition of psychiatric disorders, 
and accompanying manuals are available to help in this 
endeavour. 

Child psychiatry
Even though Oman’s postnatal coverage is the highest 
among Arab nations (Sulaiman et al, 2001), with the 
‘baby boom’ and a relatively high prevalence of con-
sanguinity the country is also experiencing an upsurge 
in many childhood disorders (Kenue et al, 1995). Dis-
orders characterised by marked regression in a variety 
of cognitive, motor and social skills after apparently 
normal development are also on the rise, with all the 
consequences for the parents and society of having 
to care for children with pervasive developmental dis-
orders (Al-Sharbati et al, 2003). 

The Ministry of Education coordinates special 
education and rehabilitation programmes for children 
with communication disorders, physical disabilities 
and learning disorders (Ministry of Education, 2002). 
The government is training school health workers 
to identify and intervene on behalf of vulnerable 
children, and some teachers are taking an active 
part in this campaign. As diverse organisations and 
professionals provide care for children, there is a need 
both to standardise taxonomy and to enhance cross-
 disciplinary communication. To this end, specialised 
centres for the behavioural and emotional problems 
of children will be essential.

Policy and legislation
Mental health policies and legislation have been forth-
coming in recent years, with a decree to promulgate 
a substance misuse policy and a law on the control of 
narcotics and psychotropic medication. Furthermore, 
a national mental health programme has been estab-
lished (World Health Organization, 2005). 

Education
Undergraduate education
The duration of general medical training in students 
at Sultan Qaboos University is 7 years (4 years pre-
clinical, 3 years clinical). Graduates then spend 1 year 
on internship, rotating between three out of four 
specialties (internal medicine, general surgery, child 
health, obstetrics and gynaecology). 

Behavioural science, which encompasses diverse 
disciplines, including sociology, anthropology and psy-
chology, is taught in the second and third years of the 
pre-clinical course, in order for Omani trainees to 
appreciate the social and cultural aspects of illness and 
well-being. In their sixth year, clinical students spend 
8 weeks on a clinical clerkship in psychiatry, which is 
their first exposure to psychiatry. The 8-week pro-
gramme includes supplementary lectures on various 
aspects of clinical psychiatry and allied fields, patient 
case presentation, case histories and clinical interview.

Postgraduate education 
The psychiatry residency programme was introduced 
in 1999 under the auspices of the Oman Medical 
Board, which oversees postgraduate training. The 
average duration of the training is 4 years, during 
which the trainee will complete different modules 
each year before taking the membership examination 
relevant to his or her specialty. 

The psychiatry residency programme did not 
attract applicants until recently. Five Omani doctors 
have now completed their residency training in psy-
chiatry (two of whom completed their training in the 
UK and obtained the MRCPsych). In 2004 two new 
graduates started their psychiatry residency, followed 
by three more in 2005. Two more have enrolled in 
an institution of higher education in the UK, to pursue 
academic programmes in substance misuse and child 
and adolescent psychiatry. 

Challenges to psychiatry 
Traditional value systems in Oman are collectivist in 
orientation. In communal society, from birth children 
are brought up in an environment that ushers them 
into the collective mind-set; the development of self-
hood is generally discouraged, as is expression of emo-
tions. Depending on the level of education, difficulties 
are attributed to jinn and distress is communicated 
in psychosomatic rather than psychological ways (Al-
Adawi et al, 2002a). The fact that traditional Omanis 
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attribute ill-health to external agents has two particular 
implications for psychiatry. When a social impropriety 
occurs, an individual is likely to attribute his or her 
difficulty to external forces like jinn, the ‘evil eye’ or 
witchcraft. It is not surprising, therefore, that many 
psychiatric problems are first brought to the attention 
of traditional healers. The second implication is that 
distress in Oman is not perceived in psychiatric par-
lance, as intra-psychic conflict. A psychiatric attempt to 
heal the ‘self’ is always going to be difficult in a society 
where development of the self is not lauded. 

A survey of Oman’s trainees’ interest in psychiatry 
(Al-Adawi et al, 2006) has suggested that the attitudes 
towards psychiatry and psychiatric services appear 
to be positive. However, there is little interest in 
psychiatry as a career. Within the context of increasing 
mental health problems, this is likely to represent a 
challenge for the country. At the moment, overseas 
psychiatrists are filling the gap. However, expatriate 
health personnel may not be well versed in local tra-
ditions and languages. 

Unless the profession institutes mechanisms to 
decode local idioms of distress rather than adhering 
to biomedical models of mental illness (Littlewood & 
Lipsedge, 1997), psychiatry is likely to be perceived as 
medicine for ‘crazy people’.

Despite these caveats, within the last two dec-
ades, rapid acculturation has occurred in Oman. With 
modernisation, the social status of Omani individuals 
has undergone some notable changes. These have 
been brought about by unprecedented prosperity, 
expansion of educational opportunities and, most 
importantly from the point of view of psychiatry, an 
increased preference for an individualistic rather than 
the traditional collectivistic mind-set and social behav-
iour. With these expected changes, psychiatry will 
have fertile ground on which to flourish.
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The State of Qatar is a peninsula overlooking 
the Arabian Gulf, with an area of 11 400 km2. 

The Al Thani family has ruled the country since the 
mid-1800s. The population of just over 860 000 
is of a multi-ethnic nature, and predominantly 
resides in the capital, Doha. Only about 20% 
of the population is Qatari. Around 73% of the 
population are between the ages of 15 and 64 
years. Life expectancy at birth is 74.8 years for 

males and 73.8 years for females. The literacy rate 
is 94.9% for men and 82.3% for women. Arabic 
is the official language and English is a common 
second language. The economy is dominated by 
oil and natural gas, and the country has one of the 
highest per capita incomes in the world. The per 
capita government expenditure on health is $574 
(international dollars), which is among the highest 
in the region.
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