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‘Flying Coffins’ and Neglected Neuropsychiatric
Syndromes in Oman

*Aziz Al-Naamani, Samir Al-Adawi

IMPROVING HEALTH SERVICES TO TRAUMATIC 
brain injury (TBI) patients and their families is 
paramount for the social and economical future of 

any country. The consequences of TBI are varied, but
nevertheless devastating, both to the individual and to 
society in general. Recently there has been tremendous 
improvement in emergency care, acute medical man-
agement and modern neurosurgical interventions in 
Oman. One obvious omission from this development is 
neuropsychiatric intervention and rehabilitation using 
a multidisciplinary approach, including speech ther-
apy and other outreach services, to integrate victims 
of brain injury back into the community. As in other 
countries, survivors of TBI are left with irreversible 
and debilitating neuropsychiatric complications. These

complications are critical for the quality of life of both 
patients and their relatives.1  

Studies have shown that the most important factors 
predicting the post-rehabilitation adjustment, in addi-
tion to the severity of the brain damage, are psychoso-
cial complications such as the nature of emotional and 
behavioural disturbances, the nature and responses of 
the family and the extent to which the patient has full 
insight into their functional impairment.2 

In psychiatric parlance, these sequels of TBI 
amounts to the loss of of functions that are an integral 
part of one’s selfhood and, because of their isomorphic 
and protean signs and symptoms, they are generally ne-
glected in algorithms of healthcare. Utilizing the reha-
bilitation process is important for these patients since 
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In addition to raising awareness, this article is a tribute to our colleagues who were killed or maimed in road   
accidents. In the recent past, we have lost Dr. Andzrjez Krolikowski of our Obstetrics & Gynecology Department 

and more recently Mr. Yusuf Zahran Al-Waili, Pharmacy Department, Sultan Qaboos University Hospital.

“It began with three young friends taking what they thought was
A life time ride on a night of fun

The engine roared on speed, but slippery road waited
Lost control and crashed

Two out of three died
As the one who drove remained alive in a vegetable state

He wished he could bring his friends back
In misery of this loss their families were wrecked

As he remained in vegetable state
Agonized with memories”
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minor gains in function can help alleviate the signifi-
cant life alterations felt by their families.  Lower scores 
in indices of quality of life commonly found in such 
patients tend to increase the cost of their care. The aim
of this paper is to highlight some of these subtle and 
yet debilitating impairments that have negative effects
on a meaningful existence.  The causative factors of
TBI in Oman will be considered, with particular atten-
tion to road traffic accidents (RTAs).

T H E  M A G N I T U D E  O F  T H E 
P R O B L E M

Each year at least 10 million people worldwide sustain 
TBI and it is becoming increasingly clear that TBI is a 
leading cause of death and disability.3 Most disheart-
ening, TBI impacts individuals who are at their most 
productive in their respective society, namely, those 
who are under 45 years of age.4 If one considers that 
this age group is at risk, then the situation in Oman is 
likely to be critical, as 88.6% of the Omani population 
are within this age group.5 

Each year 300-400 per 100,000 people in Oman in-
cur TBI. This amounts to approximately 17 to 23 per-
sons per day sustaining TBI.6 In a survey conducted 
by Ministry of Health,7 out of 17,791 individuals sur-
veyed, 116 of them reported to have suffered ‘serious
accidents’ in the preceding years. Interestingly, 60.8% 
of the reported accidents were due to transport and 

traffic accidents. Approximately 11% of those injured
had been admitted in hospital “for long time” and at 
least 1.2% of them were living with varying degrees of 
disabling conditions that manifest as physical handi-
cap. Little has been reported on their emotional, cog-
nitive and behavioural functioning.  

Converging views strongly suggest that RTAs are 
the main source of TBIs, estimated to cause between 
42.1% and 95% of TBI in Oman.8 This statistic trans-
lates into a major cause of personal suffering for pa-
tients and their families and a loss of productivity for 
the nation. As the brain is one of the organs that is com-
promised with all the adverse consequences in term 
of personality change, reduced self-care and overall 
diminution of quality of life, the family members who 
are responsible for their injured relative’s care tend to 
be in an ‘emotional paradox’ when the life of a previ-
ously healthy individual is irrevocably altered.9 While 
the disabled person may not even realize anything has 
happened to him or her, the family may go through the 
burden and distress of ‘burying’ the person they previ-
ously knew and trying to develop a relationship with a 
new and less affable stranger.10 

With the increasing rates of RTAs and vehicle own-
ership, this situation is predicted to become worse in 
the coming years. Each day 140,000 people are injured 
and 3,000 die from RTAs world wide.11 RTAs are the 
second leading cause of death among adults aged 15 
to 44 years old. RTAs was the eighth leading cause 
of disability-adjusted life years’ loss (DALYs) in 2000 
and will become the third leading cause of DALYs by 
20203 [Table 1], obviously outstripping the current ‘en-
emies of health’ such as communicable diseases and 
malnutrition.12 

Studies have shown that there is no one strategy 
to reduce the rising tide of morbidity and mortality 
from RTAs. It appears that a myriad of socio-cultural 
factors contribute to RTAs 13, each one often having it 
own individual set of factors. There is cross-national
disparity in the occurrence of RTAs with developing 
countries suffering under the heaviest burden. In gen-
eral, the majority of the accidents in developing coun-
tries affect non-drivers such as passengers and other
road users. However, this view does not hold for Oman 
and her neighbouring countries. Previous studies have 
shown that the mortality from RTAs in Gulf countries 
is higher than that in developing countries with simi-
lar car ownership ratios [Table 2].14 The effect of RTAs
appears to be evenly distributed for both drivers and 

1998 - Disease or Injury 2020 - Disease or Injury

1. Lower respiratory infec-
tions

1.  Ischaemic heart disease

2.  HIV/AIDS 2.  Unipolar major depres-
sion

3.  Perinatal compromising 
conditions

3.  Road Traffic Injuries

4.  Diarrhoeal diseases 4.  Cerebrovascular disease

5.  Unipolar major depres-
sion

5.  Chronic obstructive pul-
monary disease

6.  Ischaemic heart disease 6.  Lower respiratory infec-
tions

7.  Cerebrovascular disease 7.  Tuberculosis

8.  Malaria 8.  War

9.  ROAD TRAFFIC INJURIES 9.  Diarrhoeal diseases

10. Chronic obstructive pul-
monary disease

10.  HIV/AIDS

Table 1: Causes of death and disability 1998-2020

Adapted from: Murray CJL, Lopez AD, eds. The global burden of
disease: a comprehensive assessment of mortality and disability 
from diseases, injuries, and risk factors in 1990 and projected to 
2020. Boston, MA, Harvard School of Public Health, 1996.
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non-drivers. The majority of non-drivers are children. 
If we compare the situation to industrialized coun-
tries, then the extent of the problem becomes even 
more obvious. The number of fatalities per hundred
thousand vehicles in Oman is nearly four times greater 
than that of UK.  In real terms, Oman’s mortality for 
road crashes was 28 per 100,000 of the population by 
the end of 2005, which far exceeds the global average 
of 19 per 100,000. Mortality and morbidity from RTAs 
in Oman continue to increase annually. The situation
is so serious that some commentators have dubbed 
motor vehicle ‘flying coffins’15  and resultant death as 
“vehicular manslaughter”.11 Studies from the United 
Arab Emirates suggests that approximately 62% of 
RTAs leading to fatalities are due to “carelessness” 
and “excessive speed”.14  In Oman, a study has shown 
that children are generally either left unrestrained in 
a car without a seatbelt or incompliant to local traffic
regulations.13 

In addition to the huge human and social cost of 
these injuries, the related economic cost is also sub-
stantial. It has been estimated that just acute in-pa-
tient medical care costs the Oman national coffers
approximately 3.3 million Omani riyals a years (c. US 
$8.5 million). If we add the cost of the services and 
support these patients need in the community, the fig-
ure would be much higher. Furthermore, this cost is 
only for the moderate and severe cases of injury, which 
are brought to medical attention. There is also the yet
to be calculated the cost of ‘doctor shopping’ where 
distressed family venture abroad in a bid to find a cure
for their loved ones.

There is a bright spot in this gloomy situation. In

some countries, due to the improvement of road safety 
and emergency care, the mortality from RTAs has ac-
tually decreased as shown in Table 3. Although some 
critics would point out that the decrease in mortality 
has paradoxically resulted in some victims surviving 
to live with more severe and debilitating, disability 
prevention is still infinitely superior to rehabilitation.
Oman has been instrumental in advocating road safe-
ty within the United Nations which has culminated 
in a campaign for “Global Road Safety - A Shared 
Responsibility”.16 In 2006, there was also indication 
that the number of RTA had reached asymptote.17 This
resulted in a lower death rate, but still means that an 
unacceptably high number of people are surviving 
with more or less severe sequelae of RTAs. It is pos-
sible that decrease in mortality may be partly due to 
recently improved critical care services as well as vigi-
lant surveillance on the highways to curb speeding. 

N E U R O P S Y C H I A T R I C  S E Q U E L A E 
O F  T B I

In addition to the various physical complications of 
TBI triggered by RTAs, there are significant numbers
of survivors of RTAs who are marked with cognitive, 
behavioural and emotional impairment.18 Despite be-
ing isomorphic complaints, these neuropsychiatric im-
pairments have been estimated to affect 0.7% to 44% of
the survivors of RTAs depending on various factors in-
cluding diagnostic criteria used, survey methodology 
and astuteness of the health-care provider. Cognitive 
and emotional impairment from RTAs tends to lead to 
poor impulse control whereby a premorbidly healthy 
individual may indulge into high risk taking. One im-

Country and year United States 
2000

UK  
2000

United Arab 
Emirates 

2000

Oman 
2000

Qatar 
2000

Mortality from RTA 41,471 3,409 673 492 85

Registered vehicles 217,028,000 28,890,000 575,929 477,948 303,245

Fatality per 100,000 vehicles 19.1 11.8 116.8 102.9 28

Fatality rate per 100,000 
Population 15.1 5.7 21.6 20.5 14.7

Population per vehicle 1.3 2.1 5.4 5 1.9

Table 2: Statistical comparison of fatalites due to road traffic accidents (RTA) in United Kingdom, 
United States, United Arab Emirates, Oman and Qatar

Adapted from: Bener A, Crundall D. Road traffic accidents in the United Arab Emirates compared to Western countries. Advances in
Transportation Studies an international Journal Section 2005; A 6: 5-12.
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plication of this is that the adverse effect of RTAs may
beget cognitive impairment that compromise ones 
social and occupational competencies. It has been 
empirically demonstrated that some of these victims 
may succumb to drug and alcohol abuse in order to 
‘medicate’ themselves against the effects of the unre-
mitting afflictive emotions triggered by the injury.19 
These substances interact with the culprit’s underly-
ing brain damage to further undermine much needed 
neuroplasticity and functional recovery.20

In addition to ‘classical’ psychiatric disorders such 
as those shown in Table 4, one of the commonest and 
least well-studied complications of TBI is apathy or 
sometime called abulia.21 Apathy has been defined as
lack of motivation that is not attributable to a dimin-
ished level of consciousness, cognitive impairment or 
emotional distress.22 Motivation in TBI patients is es-
sential for physical rehabilitation and for improving 
their quality of life. Studies have shown that apathy 
is associated with several adverse outcomes includ-
ing reduced functional level, decreased response to 
treatment, poor illness outcome, caregiver distress 
and chronicity.23 It has been estimated that approxi-
mately 18% to 90% of the survivors of TBI in Oman 
are marked with poverty of action24 and other negative 
feature that are important indicators of a poor quality 
of life.

World Health Organization statistics indicates that 
depression was the fifth leading cause of disability at
the turn of this century. Depression has been predi-
cated to become the second leading cause of disability 
by 20203 [Table 1]. It has been reported that up to 77% 
of TBI patients suffer from poor outputs and self-di-
rectedness after TBI. This may reflect the failure of the
verbal regulation of behaviour and the spontaneous 
use of language to formulate strategic action plans; 

hence the survivor will become reactive rather than 
proactive, this suggesting the presence of a major de-
pressive disorder.25 In a study in Oman, 63% of Omani 
TBI patients had such a temperament.26   The presence
of depression is likely to have a negative effect on one’s
cognitive functioning in addition to impaired motiva-
tion and afflictive emotions. Early diagnosis and treat-
ment of depression is important in order to improve 
the quality of life of these patients.  As depressive syn-
dromes have no universal phonotypical presentation, 
studies are needed to explore how depression in TBI is 
manifested in the Omani population. 

Conceptually related to impaired motivation, an-
other widely neglected sequel of TBI is fatigue. Fatigue 
is defined as the awareness of a decreased capacity for
physical and/or mental activity due to an imbalance 
in the availability, utilization, and/or restoration of 
resources needed to perform activity.27 Studies have 
found the incidence of fatigue in TBI patients to range 
from 32.4% to 73%.28 Among Omani patients with TBI, 
unreported data have found that 81% were marked 
with unremitting fatigue that results in in a poor qual-
ity of life. Clinicians tend to perceived fatigue as poor 
compliance or outright laziness.  Most discouraging, 
fatigue in TBI is a chronic problem and not easily ame-
nable to therapeutic interventions. In a sample of in-
dividuals with TBI living in the community, 68% were 
noted to be suffering from fatigue two years post-inju-
ry and 73% of patients with TBI had fatigue five years
post-injury.29  The majority of these patients were in-
ept in their social and daily living activities.

The fourth neglected negative outcome of TBI is
changes to individual cognition that are relevant to 
memory, attention, executive function and language. 
These deficits are so common that have been report-
ed in up to 66.7% of TBI patients.28 Impaired cogni-
tive functioning is likely to have a significant impact
on one’s social and occupational competency.  These
cognitive impairments sometime occur together with 
post-concussion symptoms that may manifest as irri-
tability, inattention and impaired vegetative function-
ing. These functions are critically important in day-to-
day life so the persistence of such deficits constitutes
an obstacle for long-term functional independence 
and quality of life. In the instance of sleep/wake cycles, 
various types of reduced quality of sleep have been de-
scribed in the literature, for example post-traumatic 
hypersomnia, post-traumatic narcolepsy and post-
traumatic insomnia.30 These conditions and their vari-

Country or area Change (%)
Canada -63%

Hong Kong -62%
Sweden -58%
France -42%

New Zealand -33%
USA -27%

Japan -24%

Table 3: Changes in road traffic fatality rates 
(deaths per 10,000 population), 1972-1998

Source: Modified from Kopits E, Cropper M. Traffic fatalities and
economic growth. Washington, DC, The World Bank, 2003 (Policy
Research Working Paper No. 3035)
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ants result in difficulty falling asleep, disturbed sleep,
nocturnal awakenings, early morning awakenings, 
sleeping too much or too little, non-refreshing sleep, 
daytime fatigue and excessive daytime sleepiness.  It 
is becoming increasingly evident that poor quality 
of sleep is an independent risk factor for heightened 
morbidity and mortality.30 To our knowledge, there are 
no studies in Oman that have examined post-concus-
sion symptoms in survivors of TBI. Such data would 
essential for charting the most productive ways to  
rehabilitate such patients.

The final neglected aftermath of TBI is a peculiar
disorder where a poor quality of life is aggravated by 
a denial of disabilities. In psychiatric literature, this 
condition is known as anosognosia. Damasio31 has 
stated that there are particular types of brain damaged 
patient who firmly believe that they are ‘fine’ despite
severe neurological and cognitive incapacities.  It has 
been reported that lack of insight reflects specific defi-
cits resulting from brain damage.32 Incidence of ano-
sognosia, as should be expected, would be difficult to
quantify, but it is well known that unawareness of loss 
of function is directly related to poor functional out-
come.  A similar generalization can be attributed to 
other neuropsychiatric complications following brain 
injury. In spite of their impact on the quality of life, 
neuropsychiatric complications are largely relegated 
to a category of ‘exotic’ conditions that bear little rel-
evance to health care needs in developing countries.  

C O N C L U S I O N

Despite these very well documented behavioural, 
emotional and cognitive complications of TBI, most 

patients with TBI worldwide, including Oman, do not 
receive any services helping them adjust to their newly 
acquired functional and cognitive limitation. When 
the past life of a productive member of the society is 
abruptly and irrevocably lost, the caregiver bears the 
brunt of such a predicament. Emotional, behavioural 
and cognitive consequences of TBI are not well under-
stood by family members and, for that matter, by many 
professionals either. It is not uncommon for clinicians 
to assume that these patients are exaggerating their 
symptoms or malingering.33 The family may find it
very difficult to accommodate the erratic and less like-
able survivor of the RTA. As a result, emotional or be-
havioural problems are seen as psychological and not 
attributed directly to the head injury.34  Unfortunately, 
this attitude can lead to delayed or wrong treatment of 
the problem. In Oman, centres to provide such serv-
ices are ostensibly absent.

It is noteworthy that TBI patients need psychiatric 
consultation because emotional, cognitive distresses 
and behavioural problems are responsible for at least 
as much disability as physical symptoms.1 Treatment 
of these complications should lead to decreased hand-
icap, improved quality of life and minimized negative 
societal impact. In addition to various neuropsychiat-
ric impairments, TBI patients also suffer from chal-
lenging social and economic consequences of their 
injuries. Studies have found that, on average, 15 years 
post injury 75% of head injury patients are not work-
ing and 66% need assistance with their activities of 
daily living.35 Studies examining the functional prog-
nosis of victims of TBI would be essential in planning 
future healthcare provision in Oman.36,37 

Disorder Cases sustained 
TBI 

Duration of 
follow-up in year Cases with PD % with disorder Relative risk

Depression 653 7.5 289 44% 7.5

Panic disorder 282 7.5 26 9.2% 5.8

Bipolar affective disorder 374 7.5 15 4.2% 5.3
Obsessive compulsive 
disorder 282 7.5 18 6.4% 2.6

Anxiety disorder 398 7.5 36 9.1% 2.3

Post-traumatic stress disorder 441 7.5 52 14.1% 1.8

Substance abuse 168 7.5 37 22% 1.3

Schizophrenia 302 4.9 2 0.7% 0.5

Table 4: Traumatic brain injury (TBI) and psychiatric disorders (PD)

Source: Van Reekum, R, Stuss DT, Ostrander L. Apathy: Why Care? J Neuropsychiatry Clin Neurosci 2005; 17:7-19.



While these victims are struggling with sequelae of 
RTAs, flying coffins are speeding round the country.
For the family or caregivers of these victims, the im-
pact of these moving coffins has resulted in irrevoca-
ble loss or handicap of their loved ones. For victims, it 
does not matter any more since the coffin has either
carried them to the next world or blighted their lives 
with neglected neuropsychiatric syndromes. In either 
case, the choices are stark.
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