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Pattern of child and adolescent psychiatric disorders
among patients consulting publicly-funded child

psychiatric clinics in Saudi Arabia
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ABSTRACT Data about psychiatric problems among young people are scarce in the Gulf countries. This
retrospective review of records describes the pattern of child and adolescent psychiatric disorders among patients
consulting 3 child psychiatric clinics in Saudi Arabia during the year 2008. Most patients were referred from the
public health sector (92.8%). Psychotropic drugs were prescribed for 86.2% of patients and psychotherapy for
55.2%. Maternal perinatal complications and other psychosocial stressors were noted in almost 45.8% of cases.
Family history of psychiatric disorder was reported in 31.5% of patients. Psychiatric comorbidity was noted in
40.5% of cases while physical diseases were noted in 29.9%. The outcome was classified as unstable at the last
consultation in17.9% of cases. In a linear regression analysis the only factors significantly associated with unstable
outcome were a higher load of symptoms (OR 2.64) and perinatal complications (OR 2.84).

Profil des troubles psychiatriques chez des enfants et adolescents consultant en établissements de soins
psychiatriques pour enfants a financement public en Arabie saoudite

RESUME Les données sur les problémes psychiatriques des jeunes sont rares dans les pays du Golfe. Le présent
examen rétrospectif des dossiers médicaux décrit le profil des troubles psychiatriques des enfants et des
adolescents qui consultaient dans trois établissements de soins psychiatriques pour enfants en Arabie saoudite
pendant|'année 2008. La plupart des patients venaient du secteur public de la santé (92,8 %). Des médicaments
psychotropes ont été prescrits a 86,2 % et une psychothérapie a 55,2 % des patients. Des complications
maternelles périnatales et d'autres facteurs de stress psychosociaux ont été observés dans presque 45,8 % des
cas. Sur I'ensemble des patients étudiés, 31,5 % avaient des antécédents familiaux de troubles psychiatriques.
Une comorbidité psychiatrique a pu étre observée dans 40,5 % des cas et physique dans 29,9 %. A l'issue de la
derniere consultation, 17,9 % des cas ont été classés comme instables. Dans une analyse de régression linéaire,
les seuls facteurs significativement associés a une évolution instable étaientle nombre élevé de symptomes (O.R.
2,64) et les complications périnatales (O.R. 2,84).
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Introduction

Approximately one-fifth of children
and adolescents are afflicted annually
by mental health problems, and their
psychiatric morbidity accounts for 5 of
the 10 leading causes of disability for
those aged S years and above [1-3].
Despite this, mental health care for
children and adolescents including de-
velopment of adequate clinical services
and programmes for staff training and
research has received little attention
from health planners in Saudi Arabia
and other Arab nations as compared
to more developed countries [4].
Notably there is a huge research da-
tabase in the industrialized countries
that assists in the development of good
quality health care services for children
and adolescents [S—10]. Most of the
studies reported externalizing disorders
such as attention deficit hyperactivity
disorder (ADHD) as the most com-
mon, followed by internal disorders
such as depression and anxiety plus
co-occurrence of internal and external
disorders [11-16]. Overall childhood
psychopathology is the harbinger of
similar (homotypic) or dissimilar (het-
erotypic) adult psychopathology.

In the Gulf countries the literature
on psychiatric problems in the child
and adolescent population is sparse
[17-19]. There is no database on child
and adolescent psychopathology from
primary and secondary care in Saudi
Arabia. Moreover, despite the establish-
ment of child psychiatric clinics, no eval-
uation research has been carried out.
This study in Saudi Arabia was an audit
of the recorded sociodemographic and
clinicalinformation of children and ado-
lescents attending publicly-funded child
psychiatric clinics. The focus was on
psychopathology, utilization patterns
of services and treatment outcomes.
It was hoped that the study findings
would assist in further planning and
development of the health care offered
to children and adolescents with mental

health disorders.

Study design

The study was a retrospective audit of
the medical records of patients who
attended child psychiatric clinics dur-
ing the 1-year period 1 January to 31
December 2008. The records of both
old and new patients were reviewed,
ie. patients who had consulted during
earlier years but continued to visit into
the year 2008 were also included.

Setting

Out of the 6 well-established Ministry of
Health child and adolescent psychiatric
clinics in Riyadh we selected 3 clinics
randomly (by lottery) for data collec-
tion from 3 different cities: Al-Amal
Complex for Mental Health in Riyadh,
Maternity and Children Hospital in
Buraidah and Al-Amal Complex for
Mental Health in Dammam. These clin-
ics accept patients aged < 18 years and
are staffed by well qualified, experienced
psychiatrists.

Sample
All records of patients (1 = 899) who

consulted these clinics during the year
2008 were reviewed; 335 from Riyadh,
23S from Dammam and 329 from
Buraidah. For this purpose a computer
list of all child and adolescent patients
who attended during the year 2008 was
requested from the medical records
section of the 3 treatment centres.

Data collection

The records were reviewed extensively
to abstract data onto a pre-designed
semi-structured sheet: background
information (10 variables) and clinical
information (26 variables). The data
included were: sociodemographic
variables, risk factors, mental health
problems, comorbid physical condi-
tions, utilization pattern of prescribed
therapies, sources of referral and con-
sultations, and treatment outcomes.
Two investigators prepared the data
collection sheet, then an independent

investigator reviewed the items. Any
disagreements were resolved and all 3
researchers agreed on the final list of
items to be included.

Three psychiatrists from the selected
clinics were briefed in a mini-workshop
about how to abstract the relevant
data from the files and note it on a pre-
designed data collection sheet (avail-
able from the authors on request). Dur-
ing debriefing the field workers received
clarification about any item on the sheet
that they could not understand. Fur-
thermore the chief investigators were
available by telephone for consultation
throughout the data collection phase.

Patients’ medical files contained
multiple sources for data extraction, in-
cluding consultant psychiatrists” initial
and follow-up evaluation notes, social
workers’ follow-up reports, psycholo-
gists” evaluation and 1Q assessment
sheets, in- and outpatient nursing ob-
servations, records of emergency visits,
appended incoming referral notes,
laboratory forms, vital sign documenta-
tion forms and internal and outgoing
referrals. The clinics use Diagnostic and
Statistical Manual of Mental Disorders,
4th edition (DSM-1V) criteria for di-
agnosis, together with DSM guidelines
for prescribing psychotropic drugs and

psychosocial treatment modalities.

Data analysis

Data was entered into the computer
and cleaned. Analysis was done using
descriptive statistics. Risk ratios were
estimated by comparing sociodemo-
graphic and clinical variables with over-
all outcome noted at the patient’s last
visit and for this purpose all the selected
variables were categorized into binary
data. A P-value of 0.05 or less was con-

sidered significant.

Sociodemographic variables

There psychiatric records of 899 pa-
tients who attended during the year
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2008 were analysed. The mean age of
the study patients was 9.2 (SD 3.7)
years (range 1-20 years). These includ-
ed § patients aged over 18 years who
had continued their follow-up in the
clinics even though they were eligible
for referral to adult clinics for further
diagnosis and treatment. Male patients
outnumbered their female counterparts
(55.5% versus 44.5%) and a majority of
patients were Saudi nationals (92.2%)
(Table 1).

About two-thirds of the children
and adolescents were enrolled in differ-
ent grades in special schools (63.6%).
Most of the children were from cities
(96.8%) with only 3.2% coming from
rural areas.

Parental consanguinity, defined
as marriage between close blood rela-
tives, was noted for 49.8% of patients.
The mean number of siblings of stud-
ied patients was 6.1 (SD 3.7) (range
1-18). The order of the patients among
first-degree siblings was as follows: first
child (17.8%), second (16.1%), third
(16.0%), fourth (11.9%), fifth (8.0%),
sixth (6.8%) and last (6.0%).

Consultation patterns and
clinical variables

The key informant was most commonly
the mother (81.2%); only rarely was the
father (9.7%) oranotherpersoninvolved
(6.2%) (data missing for 2.9%). Most of
the children and adolescents (92.8%)
had been referred by a public health
facility, while only a minority came from
the private sector (1.1%) (data missing
for 6.2%). Patients were referred mainly
for diagnosis and management (77.9%
of cases) or a medical report (5.0%); in
17.0% of cases no reason was noted. The
mean of number of visits made by the
patients over the study period was 13.9
(range 1-35).

A history of antenatal, natal and
postnatal complications concerning the
mothers was noted for 45.8% of studied
patients. These were most often linked
to neonatal admissions to neonatal in-
tensive care units of specialist hospitals,

ranging from a few days to several days.
This information was missing in 8.7% of
patients’ records.

Psychological and
neurological symptoms

The children presented with a variety of
psychological and neurological symp-
toms (Table 2). The onset of symptoms
was mostly during early childhood
(< S years) (94.8%) rather than later
(0.3%) (data missing in 8.7% of cases).
The most common symptoms were
hyperactivity (42.9%) poor scholastic
performance (32.9%) delayed mile-
stones (28.4%), anxiety and related
manifestations (17.5%) attention and
concentration difficulties (13.5%) and
impulsivity (13.3%).

One or more previous psychiatric
consultations at the study clinics before
the period of this study were noted for
almost half of patients (48.6%). Pos-
sible stressors, preceding or continuing,
noted in halfof patients records (50.8%)
were related to a variety of factors in-
cluding large and dysfunctional families,
multiple marriages, financial problems,
residential problems, parental problems
and educational problems.

Diagnoses

The most common diagnosis made
either at the index interview or decided
later some time during follow-up or
at discharge was mental retardation in
30.2% (borderline, mild, moderate, se-
vere to profound). Less common were:
anxiety disorders (16.1%); attention-
deficit hyperactivity disorder (ADHD)
(13.2%); autistic spectrum disorders
(12.5%); and seizure disorders (9.7%).
Rarer still were: mood disorders (4.2%);
school refusal (4.2%); enuresis and en-
copresis (3.1%); psychosis (2.9%); and
other disorders (Table 3).

Comorbid psychiatric
disorders

The mental disorders mentioned above
were co-occurring with another psychi-
atric disorder in 40.5% of cases. Most
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commonly this was cases of mental
retardation coexisting with epilepsy,
ADHD, autistic spectrum disorder,
speech disorder or an incontinence
problem. Some cases of anxiety were
coupled with depression, school refusal
or other problems (e.g. tics, stuttering).
Three or more concurrent psychiatric
disorders were reported in 11.6% of
cases. The most common combina-
tion was mental retardation coexisting
with epilepsy and ADHD, with autistic
disorder and epilepsy, or with enuresis
and encopresis.

Comorbid physical disorders

A concurrent diagnosis of a physical dis-
order was noted in the records for 29.9%
of patients (20.1% had 1 disorder and
9.8% had 2 physical disorders). These
were most commonly neurological syn-
dromes or congenital malformations.
As a corollary, the patients were noted
to develop mental disability (18.7% of
patients), physical disability (2.8%) and
both (1.6%) (information missing in
77.0% of case records). Information
about supportive diagnostic laboratory
investigations and psychological testing
carried out (mainly IQ and personal-
ity assessment) were available in 58.2%
and 47.2% of case records respectively.

Family history

In 31.3% of medical records there was
a family history of similar or different
psychiatric disorders in family mem-
bers (parents and siblings and second-
degree relatives).

Drug and psychotherapy
prescribing pattern

The psychotropic drug and psycho-
therapy prescribing pattern noted in the
records of patients at the index inter-
view and at the current/last evaluation
is shown in Table 4. One or more psy-
chotropic drugs were prescribed at the
index interview for 86.2% of patients,
mostly antipsychotics, anticholinergics,
antidepressants plus selective serotonin
reuptake inhibitors, psychostimulant
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Table 1 Demographic and clinical data for children and adolescents attending child psychiatric clinics (n = 899) and linear
regression analysis of the risk factors for unstable versus stable outcome

Risk factor ; Outcome OR (95% CI)
Stable Unstable
No. No.
Age (years)
<10 570 63.4 462 108
>11 329 36.6 276 53 iERES7EIE)
Sex
Male 499 555 413 86
Female 400 445 325 75 H1H0.79°1.56)
Nationality
Saudi 829 92.2 679 150
.84 (0.43-1.
Non-Saudi 70 7.8 59 11 0.84(0.43-1.65)
Education
None 327 36.4 246 81
Literate 572 63.6 492 80 049(035-0.70)
Residence
Urban 870 96.8 717 153
Rural 29 39 1 8 1.79 (0.78-4.11)
Parental consanguinity
Yes 448 49.8 355 93
5 48-0.
No 451 50.2 383 68 Moo (U ~0ICIe)
Perinatal complications®
Yes 376 45.8 280 96
_ b
No 445 542 397 48 2.84(1.94-4.14)
Order among siblings®
<6 689 83.1 571 118
>7 140 16.9 m 29 126 (0-80-1.99)
No. of siblings*
<9 431 83.1 324 107
1. .60-1.7
>10 83 16.9 62 21 SOOI
No. ofvisits to clinic
<14 818 91.0 665 153
S 15 81 9.0 73 8 0.48 (0.23-1.01)
Age of onset of symptoms (years)
<5 852 94.8 699 153
56 47 =9 39 8 0.94 (0.43-2.05)
Symptoms*®
<5 230 25.6 209 21
- b
>6 667 744 527 140 Al
Stressful life events
Yes 460 51.2 363 97
0.64 (0.45-0.90
No 439 48.8 375 64 ( )
Family history of psychiatric illness
Yes 283 31.5 219 64
.64 (0.45-0.91
No 616 68.5 519 97 0.64(0.45-0.91)
Psychiatric comorbidity”
Yes 364 40.5 235 129
0.12(0.08-0.18
No 534 59.5 502 32 ( )
Psychiatric comorbidity
>3 104 11.6 14 90
<2 295 86.4 i - 0.02 (0.01-0.03)
Physical comorbidity
Yes 269 29.9 171 98
0.19 (0.13-0.28
No 630 70.1 567 63 ( )

“Data missing for some cases. *P < 0.05.
OR = odds ratio; Cl = confidence interval.
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Table 2 Psychopathological symptoms recorded in records of children and
adolescents attending child psychiatric clinics (n = 899)

Symptoms?

Hyperactivity

Poor scholastic performance

Delayed milestones

Anxiety and related manifestations
Attention and concentration difficulties
Impulsivity

Speech and language difficulties
Seizures (tonic/clonic convulsions)
Incontinence of urine/stool

Poor eye contact

Stereotype behaviour including movements

Low mood
School refusal

Social isolation

Other behavioural and vegetative dysfunction®

No. %
386 42.9
296 32.9
255 284
157 175
121 13.5
120 133
109 121
92 10.2
87 9.7
69 7.7
57 6.3
49 5.5
45 5.0
40 4.5
156 174

“More than 1 symptom could be recorded.

bIncluding easy provocation and aggression, hallucinatory behaviour, stealing, demanding and manipulative
behaviour, sexual behaviour, disobedience, stubbornness, crying spells, sleep and appetite problems, poor

hygiene.

derivatives, mood stabilizers, antiepilep-
tic medications, benzodiazepines and
hypnotics. Only 1 drug was prescribed
in 64.9% of cases.

Psychotherapy was prescribed at the
index evaluation for 55.2% of patients
and at the last follow-up evaluation for
54.7% (more or less the same treat-
ment). The therapeutic modalities in-
cluded a wide variety of strategies, such

as counselling, reassurance, behaviour

therapy, family therapy, psychoeduca-
tion, social support, speech therapy, play
therapy, rehabilitation programmes (e.g.
training in activities of daily life, social
skills development, cleaning, dressing,
etc.) and cognitive—behaviour therapy.

Outcome

Outgoing referrals were noted in 27.2%
of patients’ records for a variety of

documented reasons, mainly medical

Table 3 Principal diagnosis recorded for children and adolescents attending child

psychiatric clinics (n = 899)
Principal diagnosis

Mental retardation

Anxiety disorder

Attention-deficit hyperactivity disorder
Autistic spectrum disorder

Seizure disorder

Mood disorder

School refusal

Enuresis and encopresis

Psychosis (organic and non-organic)
Other disorder®

No. %
271 30.2
145 16.1
119 13.2
112 12.5
87 9.7
38 4.2
38 4.2
28 31
26 2.9
35 3.9

“Including tic disorder, stuttering, selective mutism, adjustment disorder, V-code diagnoses, avoidant
personality traits, conduct disorder, oppositional defiant disorder, sexual abuse or conversion disorder.
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problems such as acute infections
with fever, self-inflicted injuries, drug-
induced acute medical conditions (e.g.
low blood pressure, dystonia etc.) Out-
come was classified in the patients’ files
as good or bad, stable or unstable, mod-
erate improvement or no improvement,
and controlled versus uncontrolled. A
stable outcome at the last follow-up
consultation was reported in 738
(82.1%) of medical files and unstable
outcome in 161 (17.9%).

Table 4 shows the linear regression
analysis of outcome (stable/unstable)
according to various sociodemographic
and clinical variables. There was no sig-
nificant association of outcome with
age, sex, nationality (Saudi/non-Saudi),
educational level or residence (urban/
rural). Family variables such as parental
consanguinity, birth order, number of
siblings and family history of psychi-
atric illness, were also not significant.
Comorbidities (psychiatric or physical)
also had not association. Only mater-
nal perinatal complications and poly-
psychopathological symptoms had a
significant association with outcome.
Patients with complications were nearly
3 times more likely to have an unstable
course than their counterparts without
perinatal complications (OR 2.84, 95%
Cl: 1.94-4.14). Patients with a high
number of any symptoms (> 6 symp-
toms) were more than twice as likely to
have a poor outcome compared with
patients having fewer symptoms (OR
2.64,95% CI: 1.59-4.43).

Discussion

This hospital-based study has given a

broad view of the complex nature of
mental health problems, service utiliza-
tion and outcome measures in child
and adolescent psychiatric clinics in
Saudi Arabia. This study revealed the
general sociodemographic profile of
the children diagnosed with psychiatric
disorders in the selected clinics. There
was a nearly equal distribution of the
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Table 4 Prescription of psychotropic drugs and psychotherapy for children and
adolescents attending child psychiatric clinics (n = 899)

Treatment prescribed No. %
Psychotropic drugs’ (at index evaluation)
1drug 583 64.9
2 drugs 158 17.6
3 drugs 34 3.8
Psychotropic drugs’ (at current/last evaluation)
1drug® 584 65.0
2 drugs® 272 30.3
3 drugs? 12 12.5
4 drugs® 23 2.6
Psychotherapy/ (at index evaluation)
Yes 496 55.2
Psychotherapy/ (at current/last evaluation)
Yes 492 54.7

“Including antipsychotic, anticholinergic, antidepressant plus selective serotonin reuptake inhibitor,
psychostimulant derivative, mood stabilizer, antiepileptic, benzodiazepine or hypnotic types.

bAs above.

‘Including carbamazepine, valproic acid, risperidone, imipramine or anticholinergic type.
“Including benzodiazepine, valproic acid or anticholinergic type.

¢Including anticholinergic type.

JIncluding counselling, reassurance, behaviour therapy, family therapy, psychoeducation, social support,
speech therapy, play therapy, rehabilitation programme, and cognitive-behaviour therapy.

sexes, albeit with a slight preponderance
of males, a low level of education in
two-thirds of patients, and a majority
living in urban areas. Another survey
of inpatient child and adolescent psy-
chiatric referrals in a teaching hospital
in Saudi Arabia revealed that most of
them were less than 12 years and fe-
males outnumbered males [17] and in
an epidemiological study of secondary-
school children (aged 18-20 years)
depression was more common among
girls compared with boys [19].

The sources of incoming referral,
almost all from public health settings
(92.8%), and the types of outgoing
referrals (internal and external con-
sultations) and purposes of referrals,
especially diagnostic and management,
were consistent with other studies in
this country [17-19].

According to this study a variety of
psychopathological symptoms were
recorded which clustered into: inatten-
tion, hyperactivity and impulsivity; de-
layed milestones, poor scholastic skills,
delayed speech and incontinence; anxi-
ety- and low mood; poor eye contact,

social isolation and communication/
speech difficulties; seizures; school re-
fusal; and stereotyped behaviour. The
most frequently noted principal diag-
noses were mental retardation, ADHD,
anxiety disorder, autistic spectrum
disorder, seizures, depressive disorder,
school refusal, enuresis/encopresis and
psychosis; this diagnostic trend is more
or less consistent with other hospital
studies in Saudi Arabia [17-19].In a
community survey of 4-year-olds in the
United States, similar symptom and
diagnostic patterns—ADHD, anxi-
ety disorders, depressive disorders and
oppositional defiant disorder—were

found [11].

The prevalence of psychiatric
(40.5%) and physical (29.9%) co-
morbidities among the studied patients
was considerably higher than that re-
ported in an epidemiological survey
of a child and adolescent population
elsewhere (overall co-morbidity rate of
6.4%) [ 11], which would be expected in
a community survey. But these higher
prevalence figures agree with the rate of
comorbid disorders reported in a study

of adults referred patients to psychiatric
hospitals in Saudi Arabia (38% physi-
cal comorbidity rate) [20]. Evidently
adult psychopathology may mirror the
pattern of childhood psychopathology.
The importance of this observation is
that children and adolescents need
comprehensive assessment in order not
only to make the principal diagnosis
but also to determine other comorbid
psychiatric and physical disorders and
their possible underlying causative fac-
tors. Treatment plans should address all
recognized risk factors and disorders at
their earliest stages in order to improve
the overall outcome of patients.

The prescribing pattern of medica-
tions and non-drug interventions and
utilization of other services is consistent
with the relevant literature [17,21]. In
studies of adults attending psychiat-
ric treatment services in Saudi Arabia
similar patterns of prescribing, which
corresponded with the diagnostic
categories, were reported [22,23]. The
rate of polypharmacy, however, was
higher in adult patients with mental
disorders (85%) in another study [23]
compared with that for children and
adolescents in the present study (21.4%
at the index evaluation). Prescribing of
psychotherapy (alone or in combina-
tion with drug treatment), especially
counselling, supportive therapy, fam-
ily therapy, play therapy behavioural
modification and psychoeducation, to
children and adolescents with mental
health problems is standard practice
[24]. From our research it was difficult
to comment on whether the prescribing
of psychotropic drugs and psychothera-
pies was rational and unassociated with
adverse effects. However, the finding
that a stable outcome was recorded for
more than 80% of studied patients is a
reflection of the likelihood that the drug
and non-drug interventions prescribed
were appropriate.

There is considerable evidence
about biological and psychosocial risk
factors that may have an etiological role
in mental disorders not only in children
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butalso in adults. These include parental
consanguinity, family history of mental
disorders, large number of siblings, or-
der of the child among siblings, parental
marital problems, maternal multiparity,
maternal perinatal problems, dysfunc-
tional families, multiple marriages and
parental relationship problems, finan-
cial difhiculties, domestic violence and
childabuse [14,25-28]. Although in the
current study psychiatric and physical
comorbidities were noted in a high pro-
portion of cases (as mentioned above)
and a family history of similar or dissimi-
lar psychiatric disorder was reported
in nearly one-third of children, among
the factors studied only perinatal com-
plications and number of symptoms
were significantly associated with un-
stable outcome. It is recommended that
perinatal services need to be improved
further to reduce future complications
including development of comorbid
conditions

There were some limitations of the
current study including the retrospective
study design. However, it should be not-
ed that there was no selection bias as all
files recorded in the computer list were
audited. Other strengths of the study in-
cluded the selection of child psychiatric
clinics with good data documentation
by psychiatrists, multiple sources of re-
corded data and recent data notation.
Nevertheless we suggest that the find-
ings should be interpreted cautiously
and it should be noted that data from a
hospital-based study are not generaliz-
able to the general child and adolescent
population. Therefore a cross-sectional
study using structured diagnostic sched-
ule should be conducted to assess the
child and adolescent mental health ser-
vices in Saudi Arabia more comprehen-
sively. Future research should also focus
on the prevalence of specific childhood
and adolescent mental disorders in the
community nationwide.

Eastern Mediterranean Health Journal
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In summary, this retrospective
study provided a broad idea of pattern
of sociodemographic profile, risk fac-
tors (especially perinatal complications
and multiple symptoms), psychopath-
ological symptoms and diagnoses, co-
morbid conditions, drug and non-drug
prescribing and service utilization by
child and adolescent patients consult-
ing child psychiatric clinics in Saudi
Arabia.
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Maternal, child and adolescent mental health: challenges and strategic directions for the Eastern

Mediterranean Region

Maternal, child and adolescent mental disorders constitute a public health problem. The estimated prevalence of
15%-36% for maternal mental disorders and 10%-36% for child and adolescent mental disorders in the WHO Eastern
Mediterranean Region is significantly higher than the estimates for developed countries. Mental disorders among
mothers, children and adolescents are inextricably linked, at the causal as well as at the intervention level, making it
imperative to address the issue in an integrated manner. Maternal, child and adolescent mental health: challenges and strategic
directions for the Eastern Mediterranean Region provides an overview of the situation globally and regionally, identifies

the major challenges and suggests strategic directions and actions to promote maternal, child and adolescent mental
health in the Region. The strategic directions outlined were endorsed by the WHO Regional Committee for the Eastern
Mediterranean in 2010. The publication is aimed at policy-makers, health system managers, mental health professionals
and others interested in mental health in general, and maternal, child and adolescent mental health issues in particular.
It will help countries in developing national strategies and action plans based on evidence and in charting progress in

provision of integrated mental health services for maternal, child and adolescents. In turn, this will help in achievement

of the Millennium Development Goals.

This full text of this publication can be accessed online at: http://wwwemrowho.int/dsaf/dsal214.pdf
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