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Oman’s development over the past four decades has been striking. Together with consistent economic growth, Oman has seen 

consumption inequality fall from 2006 to 2011, a remarkable achievement in the region. Since 1990, the country has achieved 

one	of	the	world’s	fastest	rates	of	reduction	in	under-five	mortality	rate.	Oman	has	also	made	significant	strides	in	education	and	

women’s empowerment. To develop further, Oman will need to enhance its human capital, ensure that the economy generates 

high productivity jobs that attract young educated Omanis, and address the challenges related to environmental sustainability. 

Executive Summary
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Since Oman started to modernize 

its services, maternal and child health 

have received priority attention, and 

the outcomes today show the success 

that these programmes have achieved. 

The Sultanate received the UN Award 

for Public Service for the sixth time – 

the 2014 award was to the Ministry of 

Health for its Omani Nurse-Midwife 

Project in the category of Promoting 

Gender Responsive Delivery of Public 

Services. 

Oman has already achieved Millen-

nium Development Goal (MDG) 4 on 

reducing child mortality. Dramatic im-

provements in health services have led 

to a drop in infectious childhood dis-

eases, although diarrhoea rates are still 

an issue in certain regions of the coun-

try. Congenital abnormalities and the 

events surrounding childbirth have be-

come the main contributors to young 

child deaths. 

In nutrition, Oman has achieved 

the MDG 1 target on halving the un-

derweight prevalence rate amongst 

children	 under	 five	 years	 old.	 Stunting	

in young children is now at low prev-

alence levels, but wasting is still above 

the	 threshold	 defined	 as	“acceptable”	

by WHO. Even at low levels, however, 

the impact of stunting and wasting on 

young children are serious and need at-

tention. The relatively high level of wast-

ing, for a country of Oman’s high-in-

come status, indicates that hygiene and 

diarrhoea may still be problems among 

certain vulnerable populations. Infant 

and young child feeding practices are 

suboptimal. Both stunting and wast-

ing	 amongst	 children	 under	 five	 years	

of age show marked disparities by re-

gion,	 with	 differences	 up	 to	 five-fold	

for stunting and four-fold for wasting. 

Oman’s	 wheat	 flour	 fortification	 pro-

gramme has reduced anaemia and spina 

bifida	rates	significantly;	however,	anae-

mia still affects at least half the young 

children in the country, with differences 

up to seven times across regions. Oman 

still needs to achieve sustained and uni-

versal coverage by iodized salt. 

In maternal health, Oman has 

achieved universal coverage of antena-

tal care and institutional delivery ser-

vices, while Health Ministry statistics 

in 2012 showed that all women having 

given birth attended postnatal clinics at 

least once after delivery. Despite these 

high coverage rates, Oman’s maternal 

mortality ratio is still higher than that 

of other Gulf countries, indicating is-

sues with the quality of services and 

the level of health awareness amongst 

women. Maternal nutrition needs more 

attention, as highlighted by the rising 

trend in low birthweight rate and the 

still	 significant	 proportion	 of	 anaemia	

amongst pregnant women. There is 

also an unmet need for family planning 

amongst women – a little over half the 

married women in 2008 wished to use 

Health and 
nutrition

7
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ty. However, Oman’s pre-primary enrol-

ment	figures	lag	behind	those	of	some	

other countries in the region. Poorer 

children, especially in rural areas, still 

lack access to adequate ECE services, 

since most services are in cities and 

are operated by private sector entities. 

Data on the quality of existing services 

are limited. The coverage of integrated 

ECD services (which integrates ECE 

with nutrition and health interventions) 

is unknown. ECD and ECE services are 

all the more important since children in 

Oman start school relatively late. 

Increased public investment in ECD 

will be needed, since the pace of expan-

sion, the access for low-income families 

and the necessary convergence with 

health and nutrition interventions are 

beyond the scope of the private sector 

alone. A systematic and comprehensive 

analysis is needed to assess gaps in ear-

ly childhood services and interventions. 

Following this, national standards for in-

tegrated ECD will need to be adopted 

and enforced. A national ECD strategy 

and a central coordination body are 

necessary to better focus and coor-

dinate ECD work across the different 

ministries. 

The Ministry of Social Development 

has also worked hard to prepare a Na-

tional Strategy for Childhood in order 

to evaluate the services provided for 

children and assessing the challenges 

and needs in the various sectors of ed-

ucation, health, social services, culture 

and child protection. Additionally, the 

Ministry of Education has developed 

standards for Early Childhood Devel-

opment	 that	 are	 in	 the	 final	 stages	 of	

review and endorsement

Education
In primary education, Oman has 

achieved near-universal coverage with 

a steady increase in enrolment over 

the past two decades. The progress in 

secondary education is also impressive, 

although higher grades require further 

improvement. Oman has achieved 

universal literacy rates amongst young 

people in the age group 15-24 years. 

Student-class ratios and student-teacher 

ratios across all regions show that 

Oman’s school system and infrastructure 

have the capacity to absorb additional 

students, although there are still second-

shift schools. Private school enrolment 

is growing each year. While there are 

still	significant	proportions	of	over-aged	

students, the government’s efforts to 

enrol children at the appropriate age 

are showing progress. Furthermore, 

survival rates to grade 6 have increased 

significantly.	 Recent	 years	 have	 seen	

a decline in dropout rates, although 

these	rates	are	still	significant	in	higher	

grades. Analysis of regional and other 

disparities in education is constrained 

by	 the	 unavailability	 of	 sufficiently	

disaggregated data.

Oman as a whole has achieved gen-

der parity for both primary and sec-

ondary education. Indeed, the gender 

parity index increases in favour of girls 

as children progress from grades 1 to 

12. National assessments show better 

promotion rates for girls. International 

assessments show that female students 

in Oman perform consistently better 

than do male students in reading, sci-

ence and mathematics. Literacy rates in 

the younger groups do not show any 

gender	gap;	however,	older	age	groups	

contraceptives, but were not able to do 

so for cultural or other reasons. 

Overall, reducing maternal mor-

tality further and reducing the rate of 

disability and congenital abnormalities 

amongst children will require enhanc-

ing the quality of health services and 

improving mothers’ nutritional status, 

health knowledge and awareness. A 

holistic approach is needed to tackle 

the remaining areas of young child un-

dernutrition in a convergent approach 

with early childhood programmes (see 

below). Better data on disparities and 

on behaviour and knowledge of com-

munities are also needed. Legislative 

frameworks need to be better moni-

tored and enforced, especially with re-

gard to universal salt iodization and the 

marketing of breast-milk substitutes. 

Women and children are two ben-

eficiary	groups	that	received	the	most	

attention in the Sultanate since the be-

ginning	 of	 reforms,	 which	 is	 reflected	

in the number of programs targeting 

them. It is also apparent in the positive 

results achieved, where the Sultanate 

was awarded the United Nations prize 

for public service six times in a row, and 

the	2014	first	prize	for	eliminating	gen-

der disparities in the provision of public 

services.

Early childhood 
development 
(ECD)

Early childhood education (ECE) ser-

vices have expanded rapidly in recent 

years and enrolment in pre-primary 

programmes has achieved gender pari-
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show a prominent gender gap, with sig-

nificantly	 higher	male	 literacy	 rates.	

Overall, learning outcomes are still 

inadequate, as shown by both national 

and international assessments. To match 

its impressive achievements in univer-

salizing access to education, Oman will 

need to emphasize education quality 

and improve teaching-learning out-

comes through various means, such 

as enhancing the pedagogical capaci-

ty of teachers and increasing the pool 

of	 qualified	 Omani	 teachers.	 Further-

more, the education system will need 

to improve the employability of young 

Omanis in the evolving labour market 

and equip them with skills appropriate 

for the new knowledge economy. At 

the same time, the job market needs 

to	have	sufficient	opportunities	that	at-

tract well-educated young people. Stud-

ies will need to identify the root causes 

of the low performance of boys and the 

interventions required. Education man-

agement information systems will need 

strengthening to produce robust and 

disaggregated data by region, sub-region 

and socio-economic group. 

Care and
protection

The 2010 census found the prev-

alence of disability amongst children 

below the age of 15 to be around 1%, 

representing some 7,400 children. 

Oman has a range of specialized and 

mainstream services for children with 

disabilities. The majority of children 

with disabilities have access to health, 

education and care services. Most ser-

vices delivered by NGOs, however, are 

limited to the major cities and are of 

variable quality. The major constraint 

to expansion beyond the major cities is 

the high cost of specialized services for 

children with disabilities. 

The breakdown of causes show that 

child disability can be prevented or re-

duced. In addition to services for the 

early detection of disability amongst 

children, the Ministry of Health pro-

vides genetic testing and health screen-

ing services for couples, since Oman 

has a high rate of consanguineous 

marriages. However, such services are 

poorly utilized. Families, therefore, 

need to be more aware of the causes, 

prevention and treatment of child dis-

ability. As costs are the main barrier to 

expansion of specialized services into 

areas outside the main cities, it will be 

necessary to strengthen the capacity of 

mainstream health and education ser-

vices to prevent, identify and take re-

ferral or remedial action. Longer-term 

human resources planning is needed 

to address the acute shortage of quali-

fied	teachers	for	inclusive	programmes,	

which is the result of the success and 

rapid expansion of these programmes. 

A comprehensive and longitudinal data 

system on child disability and related 

services would strengthen coordina-

tion and identify gaps.

HIV prevalence in Oman is still low, 

but its incidence is increasing, with the 

share of girls and women in reported 

HIV cases on the rise. Children and 

young people constitute one-quarter of 

cases ever reported. The government 

has strong blood safety policies and ef-

fective	 programmes	 for	 the	 identifica-

tion, prevention and treatment of HIV 

and sexually transmitted infections. The 

government provides free testing of 

HIV viral load and CD4 across Oman 

as well as free antiretroviral drugs. 

Oman is likely to achieve the goal of 

every child born free of HIV, because 

of its highly successful programme for 

prevention of mother to child trans-

mission, which offers a model for oth-

er countries. This success is based on 

HIV testing and counselling services for 

all pregnant women, the integration of 

HIV testing and counselling into ante-

natal care services that have near-uni-

versal coverage, a strong referral sys-

tem from primary health facilities to 

the antiretroviral treatment centres, 

and trained obstetricians and paedia-

tricians who manage the treatment and 

care of HIV-positive mother and child. 

The greatest challenge to controlling 

the spread of HIV in Oman is the low 

knowledge of HIV amongst the general 

population and the stigma associated 

with HIV. There also needs to be sys-

tematic data collection among the most 

at risk populations (MARPs). The HIV 

data is largely based on mass screening 

among blood donors, antenatal care cli-

ents, premarital and pre-employment 

screening, in which the MARPs are gen-

erally under-represented.

The report examines a number 

of lifestyle issues amongst the young. 

Oman has amongst the world’s lowest 

tobacco use rate among adolescents, 

but has higher rates of obesity than 

many OECD countries. Oman has es-

tablished a multi-sectoral approach to 

dealing with substance abuse, providing 

treatment and other services to regis-

tered drug users. 
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A	significant	proportion	of	 children	

and young people are exposed to vi-

olence at school, or from within the 

community and family. The Ministry of 

Health has established a reporting and 

referral system that reaches down to 

community level, but this is under-uti-

lized. The 2014 Child Law makes re-

porting on violence against children 

mandatory and facilitates the removal 

of children from situations of violence. 

Telephone hotline services facilitate re-

porting;	cases	are	then	investigated	and	

dealt with by a multi-disciplinary task 

force. Radio and television broadcasts 

have tried to educate parents on the 

harm done by violence against children. 

Overall, Oman has many of the com-

ponents for a good child protection 

system already in place, notably legisla-

tive reform and high-level commitment, 

which	 are	 reflected	 in	 the	2014	Child	

Law, amongst others. Oman has also 

developed a system of care for children 

without primary caregivers, providing 

them with a family-like environment, 

whether through foster families or 

through child-care centers that apply 

the SOS Children’s Village system. The 

SOS system ensures that each child be-

longs to a family where he/she is raised 

with love, respect and a feeling of safe-

ty and emotional stability. SOS families 

are headed by a professionally trained 

care-giver/mother, who creates emo-

tionally stable relationships in a nurtur-

ing and secure home. Within SOS fam-

ilies, children live together as natural 

brothers and sisters.
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1.1 Background

1. The Sultanate of Oman is strategically located, 

close to the vital sea routes for crude oil and 

other trade. With a total area of 309,500 km² and 

a 3,165 km-long coastline,1 the Sultanate has borders 

with the United Arab Emirates (UAE) on its north-

west, Saudi Arabia on its west, Yemen to its southwest 

and overlooks the Sea of Oman to the north and the 

Arabian Sea to the east and south. Administratively, 

the country comprises 11 governorates,a subdivided 

into 61 Wilayats, which are further composed of Ni-

yabats. There are 11 governorates in all (Table 1.1).2 

Batinah Plain on the coast is the principal agricultural 

area. Mountain ranges occupy about 15 percent of the 

country. The majority of Oman’s land area compris-

es desert, sand and gravel plains, including the Rub’ al 

Khali, also known as the Empty Quarter or the Great 

Sandy Desert.3

2. Oman is performing well on key human devel-

opment indicators. Oman’s Human Development 

Index (HDI) ranked Oman at 84 amongst 182 coun-

tries in 2012,4 placing the Sultanate amongst the high 

human development countries.5 The United Nations’ 

2013 estimates for the infant mortality rate (IMR) and 

under-five	mortality	rate	 (U5MR)	 for	Oman	 in	2012	

were respectively 12 and 10 per 1,000 live births,6 a 

fraction of the MENA regional averages (36 and 28 

per 1,000 live births respectively, 2011),7 and of the 

same order as estimates for the United States and 

some other OECD countries. Oman has also made 

remarkable progress in adult literacy, from 33 percent 

in 19708 to 87 percent in 2011, ten percentage points 

higher than the regional average for the Middle East 

and North Africa (MENA) region.9

a. Royal Decree 2011\114
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Governorates
Educational and 
Health 
Governorates

Population 
density 2012

Expatriates 
(% of total 
population) 

2012

Omanis (% of 
total popula-
tion) 2012

Total popula-
tion 2012

Infant mortal-
ity rate 2008 

(IMR)

Under-five	
mortality 
rate 2008 
(U5MR)

Muscat Muscat 280.3 60.2% 39.8% 1,093,360 9.9 19.1

Dhofar Dhofar 3.5 49.3% 50.7% 346,046 11.7 12.2

Ad Dakhliyah Ad Dakhliyah 11.5 21.8% 78.2% 368,027 9.5 11.5

Ash Sharqiyah

North Ash 
Sharqiyah

6.7

34.1% 65.9% 220,661 10.5 15.9

South Ash 
Sharqiyah

31.0% 69.0% 243,534 9.6 16.6

Al Batinah

North Bati-
nah

25.8

30.9% 69.1% 598,206 15.9 24.9

South Batinah 22.4% 77.6% 323,124 5.5 6.1

Adh Dhahirah * Adh Dhahirah 

3.9

25.5% 74.5% 170,584

9.9 21.9

Al Buraymi Al Buraymi 48.6% 51.4% 89,564

Musandam Musandam 19 31.4% 68.6% 34,148 7.2 11.2

Al Wusta Al Wusta 0.5 44.1% 55.9% 36,391 10.4 18.5

Not stated** 100.0% 0.0% 99,356

National Total 11.7 42.2% 57.8% 3,623,001 8.74 14.8

Table 1.1

Overview: administrative units, population and child survival indicators

* Includes Al Buraymi Governorate. 

**	“Not	stated”	means	the	portion	of	population	on	which	information	on	residence	was	not	registered/obtained/stated.

Sources: 2012 population data are for mid-2012, from Statistical Yearbook 2013, National Centre for Statistics and Information (NCSI). IMR and U5MR are from the 

National Reproductive Health Survey (2008), Ministry of Health (MoH). Regional IMR and U5MR are for the ten years preceding the survey, national level IMR and U5MR 

are for the five years preceding the survey. 
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Figure 1.1
Oman’s GDP structure, 2012

3. Oman offers a unique policy model in the MENA re-

gion. The country has taken bold measures that promote 

greater openness and dialogue, a pro-employment policy, 

greater access to land ownership, affordable consumer 

goods, and universal health and education services, all 

of which make for good living conditions.10 The 

model has its share of challenges, mainly 

because the rapid pace of moderniza-

tion and growth has stretched its 

human resource base thin. There is 

thus a need to improve produc-

tivity and competitiveness, and 

address skill shortages.

1.2 Demographic context

4. Oman has a young population. Some 14 per cent of 

Omani nationals in 2012 were under 5 years old, and 

56 per cent were under 24 years of age.11 Some 55 per 

cent of all Omani females are of reproductive age (15-

49 years).12 The total fertility rate has decreased from 

6.9 in 1993 to 3.7 in 2012.13 One factor contributing 

to this trend is the rise in the singulate mean age at 

first	marriage	 for	women	 from	20.7	 in	1993	to	26.8	

years in 2008.14 The decreasing fertility trend is seen in 

the upward movement of bulge of the population pyr-

amid for Omani nationals: the bulge between ages 20 

to 34 years (Figure 1.1) has moved up from younger 

age groups in earlier years. 

5. The demographic profile of Omanis is markedly 

different from that of non-Omanis living in the 

country. Around 42 per cent of the population living 

in Oman are non-Omanis (up from previous years). 

The non-Omani population consists largely of male ex-

patriate workers in the 25–39 year age group, mostly 

single or with families outside of Oman. The non-Om-

ani population has a much lower proportion of young 

people than the Omani population: in 2012, only 18 

percent of non-Omanis were under 24 years of age, 

compared to 56 percent of Omanis (Figure 1.1).15 

Source: National Center for Statistics and Information (NCSI), Oman, Provided from 
Statistical Yearbook 2013.
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1.3 Economic context and employment

6. Oman’s economic transformation over the past 

four decades has been striking. Under the leader-

ship of His Majesty Sultan Qaboos bin Said, Oman’s 

development plans, including the current eighth Five-

Year Development Plan 2011–2015, have dramati-

cally transformed the economy. With a gross nation-

al income (GNI) per capita of US$ 19,110 in 2010, 

Oman	is	classified	by	the	World	Bank	as	a	high-income	

country.16 From 2000-2010, GDP growth averaged 5 

percent per year.16,17 Although the Omani economy is 

still vulnerable to any downturn in domestic oil pro-

duction,	 diversification	 and	 prudent	 macroeconomic	

management have helped to balance certain external 

shocks,	such	as	the	global	financial	crisis	in	2008,	and	

maintained	fiscal	 space	 for	social	development.	Thus,	

Oman’s national development plans have increasingly 

focused on social issues.

7. To wean the economy from oil receipts, the 

Government is pursuing a diversified economy 

through industrialization and privatization. The 

plan is to reduce the current reliance on the oil sector, 

which was nearly half of the gross domestic product 

(GDP) in 201219 (Figure 1.2), to 10 percent of GDP 

by 2020.20	The	 current	 five-year	 plan	 continues	 the	

focus	 on	 economic	 diversification	 and	 education,	 as	

well as on attracting national and foreign investment, 

upgrading the legislation to this end, and enhancing 

the role of the private sector. The construction sec-

tor and gas-based industries drive most of the non-oil 

GDP growth (3 per cent in 2009), and these are to be 

supported	 by	 the	 expansion	 of	 ports,	 diversification	

into manufacturing and the development of tourism 

infrastructure. Oman’s rapid growth and increase in 

private consumption have put pressure on prices. To 

keep	inflation	low,	the	Government	controls	the	pric-

es of a range of core goods and services through an 

extensive	subsidy	system	and	directly	influences	prices	
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Figure 1.2
Population pyramid, Oman, mid-2012.

Source: Statistical Yearbook 2013, NCSI, Royal Sultanate of Oman
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through state-owned enterprises and utilities, includ-

ing for electricity and water. The Omani riyal’s peg to 

the dollar has helped to limit the impact of imported 

inflation.21 

8. Achieving international competitiveness will re-

quire further development of Oman’s human capi-

tal, and creation of a knowledge economy.a 22,23, Both 

of these are high priorities on the country’s develop-

ment agenda, given that the oil reserves may decline 

over time. The focus on human capital development is 

shown by the priority for education (Figures 1.3 and 

1.4). Making an effective transition to a knowledge 

economy will require enhancing the four pillars of the 

knowledge economy: (a) an economic and institution-

al regime with an improved business environment, (b) 

high quality education and training systems, (c) innova-

tion and (d) information and communication technol-

ogies. These will require a shift towards more private 

sector jobs to nurture new industries, products and 

firms;	appropriate	policies	and	investments	as	part	of	

national development plans and the transformation of 

Oman’s outstanding social and environmental issues 

into pull factors for research, technical advance, inno-

vation, and enterprise development.24

9. The “Omanization” policy, pursued since 1988, 

aims to reduce unemployment amongst Omanis 

and limit dependence on foreign labour. To this 

end, Omanization attempts to increase the proportion 

of Omanis in the labour market to replace expatriate 

labour, with emphasis on increasing female participa-

tion.25 The policy has made progress in the public sec-

tor but less so in the private sector (Figure 1.5). Some 

89 per cent of public sector employees in 2010 were 

Omani nationals, up from 69 percent in 1995. Public 

sector jobs are in high demand as they offer better 

working	conditions	and	pension	benefits	after	the	end	

of service, which provides social security. The inability 

of the public sector to absorb Oman’s labour supply 

further has led to a problem of unemployment, espe-

cially amongst young people.26 In the private sector, 

Omanis held 26 per cent of jobs in 2010,27 up from 

15 percent in 2009.28 On the other hand, Omanization 

in the private sector has made more progress with 

women: Omani women hold 70 per cent of the pri-

vate sector jobs. Expatriates (mostly South Asians) still 

account for around 53 per cent of the labour force 

of 1.2 million (2010) although they constitute 42 per 

cent of the total population.29

10. Men make up most of Oman’s labour force. Figure 

1.6 shows the relative proportions of male, female, 

Omani and expatriates in the country’s labour force 

(or economically active population). Expatriate men 

account for 45 per cent of the labour force, whilst 

Omani men account for 35 per cent. Omani women 

account for only 13 per cent of the total labour force. 

11. Labour force participation rates30 (LFPR) are rela-

tively low for Omani men and women (Figure 1.7). 

In the age group 15-64, the LFPR in Oman was 49 

per cent in 2010,31 whereas the same indicator val-

ues for other countries in the Gulf range from 69 to 

85 per cent (2009).32 Oman’s increasing secondary 

and tertiary enrolment rates explain in part why the 

LFPR is lower for the younger age groups. A low LFPR 

does not necessarily indicate a high level of unemploy-

ment, since the labour force counts both employed 

and unemployed as part of the force. Only small pro-

portions of Omani women participate in the labour 

force after the age of 30, probably because of family 

and child-rearing duties. Chapter 3 analyzes gender in 

employment further.

12. The main economic and social challenge facing 

Oman is the unemployment among young Omani 

nationals (Figure 1.8). Whilst the total unemployment 

Figure 1.5
Omanization: % of Omani and expatriates employed by sector 
and sex, 2010.

a. A Knowledge Economy is one in which knowledge is acquired, created, disseminated, and applied to enhance economic development (OECD, 1996; World Bank, 
2007).
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Source: 2010 Census, NCSI 

rate33 is 24 per cent of the Omani labour force,a the 

youth unemployment rate amongst Omanis (ages 15-

24 years)34 is around 53 per cent of the youth labour 

force and is higher amongst young females compared 

to young males (69 and 46 per cent respectively). The 

overall unemployment rate is higher amongst 

Omani women of all ages (39 per cent) 

than that amongst Omani men (19 

per	cent)	(Figure	1.8).	Significant	

numbers of young Omanis 

enter the labour market 

each year: 2010 census 

data show that an 

estimated 173,000 

young Omani na-

tionals (of which 

32 per cent are 

females) entered 

the labour mar-

ket between the 

ages of 15 and 

24	 years;	 only	

half this number 

found work. Ad-

dressing high unem-

ployment in educated 

individuals will require 

the Omani economy to 

generate high productivity 

jobs with attractive wages. 

Female unemployment needs 

special attention. The 2009 House-

hold Expenditure and Income Survey35 

showed that educated people are more likely 

to be unemployed: 64 and 16 per cent of unemployed 

7%
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Figure 1.6
Labor force composition, 2010

a. This translates to a low employment-to-population ratio (35 per cent) because of the low LFPR.
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Figure 1.8
Labour statistics amongst Omani adults and youth, 2010

Omanis in 2009 were educated respectively at sec-

ondary level and higher. Promoting entrepreneurship 

and private sector jobs amongst young Omanis will 

be critical to Oman’s long-term economic health.36

13. The Government has introduced a number of meas-

ures to promote entrepreneurship, business and job 

opportunities. These include: (i) the Al Rafd Fund, es-

tablished by Royal Decree No 6/2013 to empower 

rural women as well as female and male entrepre-

neurs, business owners, job-seekers, families on social 

security	 and	 craftsmen;	 (ii)	 the	 Public	Authority	 for	

small and medium enterprise development, estab-

lished by Royal Decree No 36/2013 to generate fresh 

job	opportunities	and	economic	growth;	(iii)	the	Na-

tional Business Centre to help Omani entrepreneurs 

in developing successful enterprises and (iv) the Pub-

lic Authority for Manpower Register, established by 

Royal Decree No 98/2011, which is in charge of a 

national labour database covering both government 

and private sector, as well as a database on Omani 

job seekers.
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14. The primary purpose of this Situation Analysis is 

to enhance all stakeholders’ knowledge and un-

derstanding of children’s and women’s rights in 

Oman. It aims to alert decision makers and other 

stakeholders on possible emerging issues. Second, 

it aims to contribute to the national evidence base 

for planning and monitoring and to identify areas for 

further research. Third, the Situation Analysis aims to 

feed into the new Five-Year Development Plan (2017-

2020) of the Government of Oman, as well as the pro-

gramme of cooperation between the Government of 

Oman and UNICEF (2017 - 2020) and the accompa-

nying Mid-Term Review (MTR) process. 

15. The Analysis attempts to apply the Human Rights 

Based Approach to Programming (HRBAP) and 

the UNICEF framework for analyzing inequities 

and bottlenecks. The HRBAP and the Equity-Fo-

cused Approach complement each other, but cannot 

be applied without contextualization. To ensure ana-

lytical rigour, both approaches must also make a dis-

tinction	 between	“manifestations”	 and	“causes”	 (im-

mediate, underlying, structural/basic), which make up 

the UNICEF nutrition conceptual framework.37 The 

following	 paragraphs	 describe,	 first,	 the	 principles	 of	

the approaches and second, the challenges in applying 

the approaches.

The principles of the approaches

16. The normative framework is provided by the 

national development priorities of Oman and 

its international commitments. These include the 

Convention on the Rights of the Child (CRC), the 

Convention on the Elimination of All Forms of Dis-

crimination Against Women (CEDAW), the Millenni-

um Declaration,38 the Millennium Development Goals 

(MDGs) and other international development goals. 

All these should inform the recommendations and 

programming decisions at a later stage.

17. Using HRBAP involves using the human rights lens. 

In other words, the Guiding Principles of the CRC and 

CEDAW, as well as the Fundamental CRC principles 

and other human rights instruments (such as Humani-

tarian Principles) are used to examine the issues. If the 

data then allows, the HRBAP approach is integrateda 

with a causal analysis, role-pattern analysis and capacity 

analysis.39 HRBAP does not necessarily involve using 

language	such	as	“duty	bearers”	and	“rights	holders”	

which do not translate easily into another culture or 

language	 and	 is	 difficult	 for	 national	 and	other	part-

ners. The approach involves both assessment and anal-

ysis: the two stages are not necessarily separate. 

18. The UNICEF framework for analyzing inequities 

and bottlenecks examines issues from the view-

point of services (supply, demand and quality) and 

enabling environment (Table 2.1). The premise of the 

approach is that inequities arise when certain popula-

tion groups are unjustly deprived of basic resources 

that are available to other groups. These basic resourc-

es may include income, services or knowledge. 

19. Comparison of HRBAP and the equity analysis 

framework shows convergence and overlaps. For 

example, a causal analysis of malnutrition will yield 

many causes at different levels such as poor feeding 

practices, lack of education in the mother, cultural 

beliefs, poor environmental sanitation and hygiene 

and so on. Additional analysis using HRBAP using the 

Principles of Universality and Non-Discrimination, for 

example, will focus on groups whose rights are not re-

alized. Equity analysis will identify and analyse the ineq-

uities and their determinants. A role-pattern analysis 

of child health in HRBAP (analysing the role of health 

service providers and communities) would yield the 

same	 answers	 as	 an	 Equity	Analysis	 of	“Supply”	 and	

“Demand.”	An	 approach	 integrating	 the	 two	 would,	

therefore, need to avoid repetition. 

a. The causal analysis, role-pattern analysis and capacity analysis have to be integrated, or there will be repetition. 



25

Situation Analysis of Children and Women in the Sultanate of Oman

Government of the Sultanate of Oman and UNICEF

A  Rights-based Equity-Focused

Challenges in applying the ap-
proaches

20. Applying the HRBAP and the equity approach requires 

flexibility,	an	integrated	perspective	and,	above	all,	dis-

aggregated data. Additionally, a proper role and capaci-

ty analysis in the HRBAP requires qualitative data from 

all stakeholders, from decision makers to communi-

ties.	 In	the	equity	approach,	sufficiently	disaggregated	

data are required to analyze trends and patterns in 

terms of equity determinants (demand, supply, quality 

and enabling environment). 

21. In Oman, it was not possible to fully apply the equity 

and HRBAP approaches due to data constraints. Some 

sectors did not have data disaggregated by geograph-

ic area, while data disaggregated by socio-economic 

group were largely unavailable for many sectors. This 

Situation Analysis is, therefore, an initial attempt to 

bring the various approaches and available data to-

gether and identify the gaps. A more detailed analy-

sis will be possible when disaggregated data from the 

2014 Multiple Indicator Cluster Survey and qualitative 

data from other studies are available. 

22. In most sections in this Report the analysis applies to 

Omani children but the aggregate service data may in-

clude some non-Omani children and women. Infectious 

diseases, for example, are recorded and monitored in 

Omanis and non-Omanis alike. Similarly the doctor 

to population ratio includes Omanis and non-Oman-

is but in employment, Omanis are distinguished from 

non-Omanis as necessary. In surveys such as those on 

undernutrition and behaviour, the analysis relates to 

Omanis, since the sampling frameworks seem to be 

constructed to exclude non-Omanis. Statistics on ex-

patriates are not always available or consistent, since 

expatriate families come and go. In any case, the ex-

patriate	 population,	 although	 significant,	 comprises	

largely working age males. In 2012, expatriate children 

accounted for less than 3 percent of the total popu-

lation and less than 11 per cent of Oman’s population 

below the age of 20.

Key determinants of barriers and bottlenecks, leading to inequities

Determinants Description 

Enabling
Environment

Social Norms Widely followed social rules of behaviour

Legislation/Policy Adequacy of laws and policies and implementation bottlenecks

Budget/expenditure Allocation & disbursement of required resources 

Management /Coordination Roles and Accountability/ Coordination/ Partnership

Supply
Availability of essential commodities/inputs Essential commodities/ inputs required to deliver a service or adopt a 

practice

Access to adequately staffed services, facili-
ties and information Physical access (services, facilities/information)

Demand

Financial access Direct	and	indirect	costs	for	services/	practices;	socio-economic	level	of	
household

Social and cultural practices and beliefs Individual/ community beliefs, awareness, behaviours, practices, attitudes

Continuity of use Completion/ continuity in service, practice

Quality Quality Adherence to required quality standards (national or international norms)

Source: UNICEF (2012): Guidance on Conducting a Situation Analysis of Children’s and Women’s Rights. New York: United Nations Children’s Fund.40

Table 2.1
UNICEF’s equity-based approach.
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3.1 Trends and outcomes

23. The statistics underscore Oman’s remarkable pro-

gress just over four decades. In 1971, adult life ex-

pectancy	was	51	years	and	one	in	every	five	children	

was	 likely	to	die	before	the	fifth	birthday.41 By 2011, 

life expectancy had increased to 76 years, while 99 

out of every 100 children could expect to live beyond 

the	fifth	birthday.42 Over 98 per cent of children are 

immunized today, in contrast to 20 per cent in the 

1980s,	and	the	last	virologically-confirmed	polio	case	

was reported in December 1993.43 In 1971, only 5 per 

cent of boys and 1 per cent of girls were enrolled in 

school.44 Today, both girls and boys enjoy universal pri-

Source: UN Inter-agency Group for Child Mortality Estimation (UNICEF, WHO, World Bank, UN DESA Population Division)

mary	 education;	 secondary	 net	 enrolment	 rates	 are	

88	per	cent	for	girls	and	80	per	cent	for	boys;45 and 

98 per cent of youth in the age group 15 to 24 years 

are literate.46 a From an under-developed nation with 

almost no basic services in 1971, Oman has become a 

modern welfare state with infrastructure and services 

serving the needs of its children, women and men. A 

well developed health care system provides preventive 

and curative services free of charge to all Omani cit-

izens. Public schools offer free education at all levels, 

including for expatriate children, together with free 

school transportation.
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Figure 3.1
a. Under-five mortality trends, 1975-2010    b. Under-five mortality trends, 1995-2010

More developed regions comprise Europe, Northern America, Australia/New Zealand and Japan. 

a. See also Figure 7.4
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24. Oman is amongst the world’s top performers in re-

ducing child mortality. In this respect, it has overtaken 

other countries in the region that have higher GNI per 

capita, all the while maintaining consistent GDP growth 

(Figures 3.1 (a), 3.1 (b), 3.2 and 3.3). Oman ranks third 

amongst 195 countries and territories in terms of the 

reduction	rate	in	under-five	mortality	since	1990.a Oman 

has	reduced	its	under-five	mortality	rate	by	82	per	cent	

since 1990, well above that required by the international 

target for MDG 4 (Figure 3.4). Oman has also reduced its 

total fertility rate (TFR) at an average annual rate of 5.5 

per cent over the period 1990-2011, making it one of the 

world’s top countries in this respect (Figure 3.5).b

Figure 3.2
GNI per capita, 2011

Figure 3.3
Average annual growth rate in GDP per capita, 1990 to 2011
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Figure 3.4
Total under-five mortality reduction since 1990 
(1990-2011)
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Figure 3.5

Average annual reduction rate in Total Fertility Rate 

(1990-2011)

Source: World Bank estimates. Gross national income per capita in current US$, 
World Bank Atlas method. 

Source: World Bank estimates. Source: UNICEF. State of the World›s Children 2013.

a.	 San	Marino	 and	 the	Maldives	 showed	 the	 greatest	 amounts	of	 under-five	mortality	 rate	 reduction	during	 the	period	 in	 question	 (85 and 90 per cent 

respectively of 1990 levels). 1990 is the baseline year for the Millennium Development Goals (MDGs).

b. Only the Maldives was faster in reducing TFR.
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3.2  Enabling environment
25. Oman administers a system of Sharia law, as well 

as compatible Omani laws. Legislation is prom-
ulgated by Royal Decree. Pursuant to these Royal 
Decrees are Ministerial Decisions and Executive Reg-
ulations issued by the Government. The Omani Basic 
Statute of the State, of a constitutional nature, was 
promulgated in 1996 by Royal Decree 101 and states 
that Islam is the religion of the State and Islamic Sha-
ria is the basis of legislation. A Personal Status Law 
was introduced by Royal Decree 32 in 1997, which 
addresses some aspects of family law, including mar-
riage contracts, divorce, the rights and obligations of 
spouses, maintenance obligations, the nursing of chil-
dren, guardianship and inheritance provisions. 

26. The Basic Statute seeks to accommodate the 
mixed diversities that exist in Oman. It prohibits 
discrimination	between	citizens	on	the	basis	of	“gen-
der, origin, colour, language, religion, sect, domicile, 
or	social	status.”	There	are	no	formal	restrictions	for	
either males or females in education, jobs or public 
services. To ensure equal justice for women, the gov-
ernment passed a law in 2008 stipulating equal consid-
eration for the legal testimonies of men and women.47 
Article 35 of the Basic Statute grants personal and 
property protection to foreigners with legal residency 
in Oman.48 In 2008, Oman established a new National 
Human Rights Commission.

27. The recent adoption of Oman’s Child Law on 19 
May 2014 protects children further. The Child Law 
was promulgated with Royal Decree No. 22/2014. The 
Law covers a wide range of issues, ranging from child 
survival, health and education to protection and rec-
reation issues. 

28. Oman provides its citizens with extensive social 
services and social assistance. Free health care, 
education, social protection and social security pro-
grammes have contributed to mitigating poverty. The 
Government’s anti-poverty measures include social 
security programmes that provide allowances and 
other assistance for vulnerable groups such as or-
phans, widows, and divorced, unmarried or abandoned 
women, and families without an able breadwinner. The 
Government also provides assistance such as train-
ing and other measures to promote employment for 
those from these vulnerable groups and for job seek-
ers.49 Those with special needs, such as children with 
disability, are provided with services and programmes 
(Chapter 8). Pensions and social insurance have ex-

panded to include both public and private sector em-
ployees. Nationals employed in the private sector are 
guaranteed a minimum monthly wage.50

29. Despite the remarkable progress, developing the 
full potential of Oman’s children and young people 
still faces challenges. The later sections of this Situa-
tion Analysis reviews some of these challenges, notably 
in the areas of early childhood development (ECD), 
nutrition, child health, education, and protection and 
care for children and youth. One cross-cutting issue 
is the effective implementation of existing legislation, 
which requires evidence-based planning, monitoring 
and evaluation for quality control, and the strengthen-
ing of capacity, especially at regional and wilayat levels. 
Initiatives already being taken in this direction include 
capacity building for establishing a social observatory 
and disability observatory, the strengthening of data 
systems, and the implementation of various data col-
lection initiatives, such as the Multiple Indicator Clus-
ter Survey (MICS).51

30. Certain issues highlighted by international bodies 
are sensitive. Oman has committed to several inter-
national human rights treaties and conventions (Table 
2.1). As part of the reporting process for the Conven-
tion on the Rights of the Child (CRC), the UN CRC 
Committee issued its Concluding Observations on 
Oman’s second periodic report.52 The Government 
has addressed some of these issues. Others remain, 
due to their divergence from Omani law or from soci-
etal beliefs and practices. The Committee commended 
government efforts to break the silence around sensi-
tive issues, and urged action on the remaining issues.53 

31. In 2011, Oman repealed all but one of its reser-
vations to the CRC. Formerly, Oman’s reservations 
on CRC in 1996 had related to all provisions not in 
accordance with Oman’s Islamic sharia and legislation, 
notably on adoption (Article 21), public safety (Arti-
cle 9, paragraph 4), nationality (Article 7) and religion 
(Articles 14 and 30). Revoking the reservation on par-
agraph 4 of Article 9 allows the state to share informa-
tion on family members with the child (or vice versa) 
in the context of a separation between the parent and 
child by the state, such as detention, imprisonment or 
deportation. Lifting the reservation to Article 30 al-
lows children from religious minorities to profess and 
practice their respective religions. The remaining res-
ervation54 is on Article 14, which accords a child the 
right to choose his or her religion.
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3.3 Gender equality

32. Some reservations still remain on CEDAW. 
Oman’s reservations on CEDAW at the time of ac-
cession relate to those provisions not in accordance 
with the country’s Islamic sharia and legislation, spe-
cifically	Articles	9,	15	and	16.	These	Articles	relate	to	
the rights of women and men with respect to their 
children’s nationality, movement of persons and free-
dom to choose their residence and domicile, and the 
adoption of children. In 2011, the UN Committee on 
the Elimination of Discrimination Against Women not-
ed Oman’s positive record in adhering to international 
human rights conventions and its willingness to reform 
its domestic legislation in accordance with its interna-
tional law obligations.55 

33. Oman has made significant progress in women’s 

empowerment and gender equality. Omani wom-

en	have	taken	significant	roles	 in	nation	building	and	

sustainable development.a The Sultanate is currently 

preparing	a	national	strategy	that	reflects	the	efforts	

made by the government to enhance the role of wom-

en in society. The strategy aims at ensuring the active 

and full involvement of women in socioeconomic de-

velopment process as well as the enhanced partici-

pation and better representation of women in deci-

sion-making process. In 2008, the government revised 

laws to provide women with the same rights as men 

in obtaining government loans and acquiring govern-

ment land.56 The UN Committee on the Elimination 

of Discrimination Against Women also welcomed the 

promulgation of the Royal Decree 55/2010 supporting 

women’s rights in the private sphere of family rela-

tions and marriage by preventing guardians from ob-

structing women’s decision to marry and their choice 

of husbands. The UN Committee also welcomed the 

Human	Trafficking	Act	promulgated	by	Royal	Decree	

No.	126/2008	to	combat	trafficking	in	human	beings,	

which was in accordance with the Palermo Protocol.57 

Additionally, after amendment of the Omani Passport 

Law, a woman now has the right to have a passport 

without approval from her husband, unlike in previous 

times. Indeed, the Basic Statutes of the State ensures 

freedom of residence and travel for all citizens.

a. The Omani Woman Symposium, 17-19 October 2009. The Symposium also emphasized the importance of the gender perspective in the policy and deci-
sion-making process.

34. In education, female enrolment has achieved parity 

with, and even overtaken male enrolment (Figure 3.6). 

Despite	 the	 fluctuations	 in	 the	 trends	 (especially	 at	

tertiary level, which indicate that data quality could be 

an issue), the data show that since 1990, the ratio of 

female to male enrolment has increased and remained 

high at all three levels of primary, secondary and ter-

tiary education. The narrowing of the gender gap was 

slower at the secondary level than that at the primary 

level. On the other hand, the proportion of females 

enrolled in tertiary education generally exceeds the 

corresponding proportion of males. 

35. The Government promotes women’s participation 

in public service. In 2010, 24 per cent of all public sec-

tor jobs were held by women,58 and this proportion 

has increased to 44 per cent in 2013 of total govern-

ment jobs, according to Omani Government sources. 

A four-phase training programme was implemented in 

2012–2014 to develop women trainers in the areas 

of legal, social and political empowerment for Oma-

ni women, with a view to training female government 

employees in all governorates. The women trainers 

have begun training others, and the programme con-

tinued in 2014 and 2015 in its second phase to include 

19	trainees	in	the	same	field,	and	this	is	expected	to	

continue in the years to come.
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Figure 3.6
Ratio of female to male enrollment at each level of education

Note: These are not enroment rates, which are given in Chapter 7. Source: UNESCO Institute of Statistics 

Source: 2010 Census, NCSI. Note the significant number of workers, mainly male, 
who are not classified into any of these categories. These account for %16 of the 
total.
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Percentage of employed Omani, female and male, in each 
occupation, 2010

Scientific,	technical	&	human	subject	technicians
Clerical occupations
Services occupations

Sales occupations
Industrial,	chemical	and	food	industries

Administrative	directors,	managers	&	working	investors
Agriculture,	stock-breeding,	aviculture	&	hunting

Principal	&	auxiliary	engineering
Not	classified

TOTAL
Scientific,	technical	&	human	matters	specialists

10
0%

80
%

60
%

40
%

20
%0%

Figure 3.7
Numbers of employed Omanis by occupation and sex, 2010

Figure 3.9
 Numbers of women & men in each category of employment,
2010

Figure 3.10
Numbers of employed Omanis by occupation and sex, 2010
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women. In 2012, nine women were elected as council 
members in municipal council elections.

37. The Government is committed to equipping wom-
en with skills for running successfully in Shura elec-
tions. For the term 2011-2015, the Ministry of Social 
Development held training courses for the female can-
didates for Shura Council to build their capacities in 
the election process. Training courses were held over 
two stages: stage one on communication skills was 
held from 30/4/2011 until 4/5/2011, and stage two on 
media skills was held from 14/5/2011 until 18/5/2011. 
Voluntary lectures on the political empowerment of 
Omani women were also held. Furthermore, several 

Figure 3.11
Worst & best states for women in the Arab region: actual scores derived from polls

Figure 3.12
Worst & best states for women in the Arab region: ranking of 22 Arab states
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Note: * Overall, Oman ranks 2 out of 22 Arab States. Number 1 is best, number 22 is worst. Source: Thomson Reuters (2013)

36. The role of women in politics has increased. Oman 
gave women the right to vote and to stand for election 
in	 1994,	 the	 first	 Gulf	 Cooperation	 Council	 (GCC)	
state to do so. In 1995, women participated as can-
didates representing Muscat in the elections for the 
Shura Council (the Lower House of Parliament). Two 
women were elected and proved their capability. In 
1997, the government publicized this experience 
amongst all the governorates to promote women as 
candidates for the Shura Council. Oman is seeing a 
sharp increase in female voters, from 11 per cent of 
total voters in the elections for the term 1997-2000 
to 44 per cent in the elections for the term 2011-
2015, indicating an increasing political awareness of 
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partner in these endeavours. Many Omani women are 
running their own businesses from their homes. As 
mentioned in Chapter 1, the low LFPR amongst wom-
en	may	reflect	the	desire	of	the	women	themselves	to	
prioritize family and child rearing. The Sultanate has 
also worked towards establishing mechanisms to sup-
port the economic participation of women, such as:

1.  “Alrafd” Fund which was created by Royal De-
cree No. 6/2013. The Fund was established with an 
initial capital of 70 million Omani Rials in order to 
enable and support young male and female entre-
preneurs looking for jobs, rural women, those de-
pending on social security, as well as professionals 
and artisans of both sexes, in addition to existing 
small and medium-sized business owners.

2. The General Authority for the Development 
of Small and Medium Enterprises: Established 
by Royal Decree 36/2013, the Authority aims to 
strengthen the role of small and medium enterpris-
es that can offer a variety of job opportunities for 
Omani youth of both sexes.

3. National Business Centre: This was established 
in 2012 to be the leading platform to support 
pioneers of Omani business from both sexes in 
the development of successful business ventures. 
The centre is considered to be part of an overall 
government strategy to support small and medi-
um-sized Omani businesses which would contrib-
ute to advancing the Omani economy and create 
new job opportunities in the Omani market.

40. Omani women are expanding to technical and 
specialist areas (Figure 3.7). Women comprise 43 
to 50 per cent of those employed in industries and 
as	 specialists	 and	 technicians	 (figure	 3.8).	 In	 clerical	
and sales jobs, men account for 72 to 74 per cent of 
employment. The greatest numbers of women work 
as paid employees in the public and private sector 
(Figures 3.9 and 3.10). Women represent 22 per cent 
of all those in employment. They account for 22 per 
cent of paid employees, 12 per cent of employers, 27 
per cent of own account workers, and 61 per cent of 
unpaid workers. The female unpaid workers, however, 
represent less than 1 per cent of all Omani women in 
employment. 

41. Oman is amongst the countries leading the Arab 
region in the realization of women’s rights. A 2013 
poll of gender experts showed that Oman ranked sec-

measures were implemented to encourage women’s 
political participation, including: facilitating women’s 
access to polling stations in various states and prov-
inces during the seventh session of the Shura Council 
elections;	advertising	the	agenda	of	each	 female	can-
didate	 in	 newspapers;	 as	 well	 as	 a	 panel	 discussion	
on the important role of Omani women in the Shura 
Council,	during	the	Scientific	Forum	on	Empowerment	
and Social Responsibility in October 2011. In Octo-
ber	2013	the	Scientific	Forum	addressed	the	role	that	
women play in the education of their families during a 
panel discussion on the municipal councils specializing 
in service delivery and development, the importance 
of the participation of Omani women as members in 
these councils, and the challenges they face. In addi-
tion, a number of training programmes in the areas of 
strategic planning and effective management were or-
ganized for females in positions of leadership between 
2010-2013;	120	female	leaders	attended	each	of	these	
programmes and 60 volunteers participated in a train-
ing programme on legal awareness. 

38. Efforts are being made to improve women’s legal 
literacy. As many women are unaware of their ba-
sic rights under Omani Law, the Ministry of Nation-
al Economy and the Ministry of Social Development 
have made efforts to educate and sensitize women 
in this respect.59 In an effort to enhance legal literacy 
amongst all individuals in Omani society, and in par-
ticular women, the Ministry of Social Development is-
sued explanatory notes on local laws related to family 
and women, published books, and held workshops and 
seminars for around 5,000 participants from different 
governorates. 

39. The participation of Omani women in different 
economic sectors is a significant contribution to 
society. The Government has encouraged this trend 
and continues to stimulate women’s participation in 
the economic development process by providing var-
ious kinds of support and encouragement, such as 
training, counselling, capital and marketing support.60 
The role of Omani women is also visible at the en-
terprise level, particularly in the textile and garment 
factories, where the majority of women workers are 
concentrated. The presence of women in workers’ un-
ions	is	expected	to	be	influential	in	the	development	
of the workers’ unions’ movement in the Sultanate.61 
Efforts are underway to create new job opportunities 
for women in tourism and private education, and in-
crease the number of training programmes for girls. 
The Chamber of Commerce and Industry is an active 
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3.4 Environment 

3.5 Disparities and vulnera-
bilities

ond in the region.62 The poll covered six categories 
based on key CEDAW Articles. The experts were se-
lected from local, national, regional and international 
humanitarian, development and human rights organi-
zations, academia, media, health care systems, refugee 
shelters, women’s shelters, legal advisers and activists, 
with a strong preference for female respondents. Ex-
amination of both Oman’s actual score accorded by 
these gender experts (Figure 3.11) and its ranking rel-
ative to other countries (Figure 3.12) provides a fuller 
picture. According to the standards used in the poll, 
the Arab region as a whole lags behind in preventing 
violence against women and performs best in the area 
defined	as	“women	in	society.”	Oman	performs	best	in	
the areas of women in economy and women in poli-
tics,	and	has	a	relatively	weak	performance	in	“Women	
in	the	family”	and	“Violence	against	women,”	accord-
ing to the poll. 

42. Oman faces challenges related to environmental is-
sues. Oman’s carbon footprint is amongst the highest 
in the world, due largely to consumer subsidies, the 
dependence	on	 private	 cars,	 and	 inefficiencies	 in	 the	
use of water and energy, including in agricultural activi-
ties.63 Other challenges include rising soil salinity, beach 
pollution from oil spills, limited natural freshwater re-
sources and periodic droughts. Irrigation-intensive 
agriculture along the fertile coastal region of Batinah 
often leads to saline intrusion into aquifers, while over-
grazing	and	desertification	are	growing	problems	in	the	
south. The Government of the Sultanate of Oman has 
prioritized environmental issues on its national agenda, 
not only because these issues are already affecting chil-
dren’s lives, but also have an impact on the quality of 
life for Oman’s future generations.

44. Consumption inequality shows subnational disparities 

but less so than some other countries in the region. 

Oman’s Gini index67 was 30.7 per cent in 2010/11.68 

This is similar to that for Egypt (30.8 per cent in 2008) 

but is generally lower than the Gini index in other 

countries in the region with available data, meaning 

that inequality in Oman is less.a Consumption data in-

dicate the disparities between the governorates: Mus-

cat’s per capita consumption is one and a half times 

the national average and about twice that of Dhofar 

and Al Batinah (Figure 3.13). The magnitude of inequal-

43. Oman leads the Gulf region in environmental pol-
icy and legislation. Oman is party64 to several inter-
national environmental conventions treaties and pro-
tocols,65	which	are	subsequently	reflected	 in	primary	
legislation (Royal Decrees) and secondary legislation 
(Ministerial	Decrees).	The	first	 country	 in	 the	 region	
with a comprehensive environment law, Oman has a 
national integrated environmental policy with high-lev-
el, cross-cutting bodies under the direct control of the 
Government. The Ministry of Environment and Climate 
Affairs authorizes and regulates activities that may 
damage the environment. Oman’s environmental law 
covers the most important areas (such as environmen-
tal	permits;	the	“polluter	pays”	principle;	environmental	
impact statements). The standards required by the leg-
islation are high in many cases, and there are potentially 
heavy sanctions for breach of the legislation.66 Further 
legislation will be needed to regulate new activities, 
with the growing focus on renewable energy technolo-
gies and carbon reduction.

Figure 3.14
Percentage share of total consumption by quintile and governorate, Omani households, 2010/11
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2014



35

Situation Analysis of Children and Women in the Sultanate of Oman

Government of the Sultanate of Oman and UNICEF

A  Rights-based Equity-Focused

ity varies by region: the gap between rich and poor is 

greatest in Musandam and Muscat, and narrowest in 

Dhofar. In Musandam, the richest quintile accounts for 

nearly half that region’s consumption, whilst in Dho-

far, the richest quintile accounts for only one-third of 

the region’s consumption. At the national level, in the 

period 2010-2011, the richest quintile accounted for 

45 per cent of the country’s consumption whilst the 

poorest quintile accounted for 6 per cent of consump-

tion (Figure 3.14).

45. Remarkably, consumption inequality in Oman de-

creased from 2006 to 2011. Some other countries in 

the region show a rise in inequality, whilst others that 

show a decline in inequality have not matched that 

of	Oman.	Over	 just	 five	 years,	 Gini	 index	 in	Oman	

has dropped 7.3 percentage points (Figure 3.15). The 

decline in equality varies among governorates. Musan-

dam’s Gini index has declined by just one percentage 

point, whilst Gini index in Al Batinah and Dhofar de-

creased by 9.3 and 8.8 percentage points respective-

ly (Figure 3.16). The decline in inequality is also sup-

ported by the pattern of consumption across wealth 

quintiles. In 2006/2007, the richest quintile accounted 

for 54 per cent of the country’s consumption whilst 

the poorest quintile accounted for 5 per cent of con-

sumption. Five years on, the gap had narrowed by 9.5 

percentage points, due to gains in the consumption 

shares of the second, third and fourth quintiles and a 

corresponding drop in the consumption share of the 

richest quintile (Figure 3.17).
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Figure 3.13
Average monthly per capita consumption in Omani house-
holds for food and non-food items by region, 2010/11

Figure 3.15
Evolution of Gini indices over time, Omani households
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Gini indices by region, 2006/07-2010/11, Omani households
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Abbreviation Treaty [1] Date of ratification or 
accession69

CRC Convention on the Rights of the Child Accession: 09 Dec 1996

CERD
International Convention on the Elimination of All Forms of Racial Discrimina-
tion

Accession: 02 Jan 2003

CRC-OP-AC
Optional Protocol to the Convention on the Rights of the Child on the involve-
ment	of	children	in	armed	conflict

Accession: 17 Sep 2004

CRC-OP-SC
Optional Protocol to the Convention on the Rights of the Child on the sale of 
children child prostitution and child pornography

Accession: 17 Sep 2004

CEDAW Convention on the Elimination of All Forms of Discrimination against Women Accession: 07 Feb 2006

CRPD Convention on the Rights of Persons with Disabilities
Signature: 17 Mar 2008
Ratification:	06	Jan	2009

ILO Conventions[2]

C029 Forced Labour Convention, 1930 (No. 29) 30 Oct 1998 In Force

C105 Abolition of Forced Labour Convention, 1957 (No. 105) 21 Jul 2005 In Force

C138 Minimum	Age	Convention,	1973	(No.	138)	Minimum	age	specified:	15	years	 21 Jul 2005 In Force

C182 Worst Forms of Child Labour Convention, 1999 (No. 182) 11 Jun 2001 In Force

Sources: [1] UN-OHCHR, 2014. [2] ILO, 2014. 

Table 3.1
Status of the Sultanate of Oman on UN Human Rights Treaties & Labour Conventions

Source: Household Expenditure and Income Surveys, 2006-2011, NCSI

Figure 3.17
Percentage share of total consumption by quintile, Omani households, 2006/07-2010/11
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4Maternal and child 
health
4.1 Trends and outcomes

4.2 Enabling environment

4.3 Key determinants of equity

4.4 Challenges and opportunities

Since Oman started to modernize its services, maternal and child health have received priority attention, and the outcomes today 

show the success that these programmes have achieved. The Sultanate received the UN Award for Public Service for the sixth 

time – the 2014 award was to the Ministry of Health for its Omani Nurse-Midwife Project in the category of Promoting Gender 

Responsive Delivery of Public Services. 
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4.1 Trends and outcomes
46. Oman’s progress in reducing infant and child mor-

tality has been remarkable (Figure 4.1). Having cut 

its	1990	under-five	deaths	by	 two-thirds	since	a	 few	

years ago, Oman has achieved the internationally set 

target of MDG 4a on reducing child mortality (Fig-

ure 4.2). As the country continues moving towards a 

higher level of development, child deaths from infec-

tions and malnutrition have declined. Consequently, 

the share of deaths due to neonatal causes has in-

creased	 within	 overall	 under-five	 mortality.	 Oman’s	

under	five,	infant	and	neonatal	mortality	rates	are	now	

approaching those of the United Kingdom, a country 

representative of the OECD average in this respect 

(Figure 4.3). Ministry of Health statistics show that in 

1995, neonatal mortality accounted for 55 per cent of 

Oman’s	under-five	mortality;	by	2012,	this	proportion	

had increased to 60 per cent. In the UK, the share is 

around 63 per cent. 
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National estimates of Oman’s under-five, infant and neonatal 
mortality rates, 1972-2012 

Figure 4.3
The composition of under-five mortality, Oman (1995-2012) 
and an OECD country (2011)

Figure 4.2
National estimates of Oman›s under-five, infant and neonatal 
mortality rates, 1990-2012
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47. The proportions of the different causes of young 

child death have changed over the past ten years 

or so70 (Figure 4.4 and Table 4.1). The neonatal deaths 

are caused mainly by congenital abnormalities and by 

the events surrounding childbirth and birth complica-

tions.	After	the	first	month,	the	main	causes	of	young	

child deaths in Oman are pneumonia and injury, fol-

lowed by smaller proportions of infectious diseases. 

The main trends over the 2000-2010 period show a 

decrease in neonatal deaths due to pre-term birth 

complications, birth asphyxia, sepsis, most likely due to 

an improved quality of maternal and child health ser-

vices, whilst the relative share of neonatal deaths due 

to congenital abnormalities has increased. In the older 

age group (1 to 59 months), the share of infectious 

diseases such as diarrhoea, pneumonia and meningitis 

have declined over the 2000-2010 period, whilst the 

share of other conditions has consequently increased. 

The Ministry of Health reports71 show that these oth-

er conditions include congenital abnormalities, septi-

caemia and diseases of the circulatory system. 

48. Reducing child deaths further will require atten-

tion to the neonatal period and to congenital caus-

es and injuries. As in other countries that have made 

the epidemiologic transition, the share of deaths due 

to causes other than infections have risen, such as in-

jury. In the age group 15-24 years, all forms of injuries 

including intracranial injuries account for over 40 per 

cent of death. Neoplasm and leukaemia, cardiac dys-

rhythmias and congenital anomalies of heart and cir-

culatory	system	remain	significant	throughout	as	con-

tributors	 to	deaths	of	 children	older	 than	five	years	

(Table 4.2). At the same time, as later sections show, 

some parts of Oman are still challenged by infectious 

diseases such as diarrhoea. 

49. Oman’s steady progress towards institutional de-

livery care has led to a steady decline in maternal 

mortality ratio (MMR) (Figure 4.5). International es-

timates of Oman’s MMR72 are now at the same level 

for the industrialized CEE/NIS countries and some 

OECD countries. Nonetheless, this is still higher than 

that of other GCC countries: Qatar (7 per 100,000 

live births), Saudi Arabia (24 per 100,000 live births) 

and the United Arab Emirates (12 per 100,000 live 

births). Since Oman has near universal coverage by 

maternal health services, the difference is likely to be 

in the quality of maternal health services and maternal 

nutrition.

Figure 4.4
Main causes of neonatal & under-5 mortality in Oman, 2000 
and 2010
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* Formerly referred to as “birth asphyxia.” See Table 4.1 for details.

Source: WHO calculations from Ministries of Health reports. http://cherg.org/pro-
jects/underlying_causes.html
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2000 2010 2000 2010

Causes of death
Age 0-27
days

Age 0-27
days

Age 1-59
months

Age 1-59
months

Pneumonia 0.40% 0.00% 19.44% 10.12%

Preterm birth complications 48.85% 43.00%

Intrapartum related events* 16.31% 11.40%

Sepsis/ meningitis/ tetanus 7.59% 5.86%

Other conditions 3.28% 10.50%

Congenital abnormalities 23.57% 29.24%

Diarrhoea 0.00% 0.00% 5.20% 2.13%

Measles 0.01% 0.00%

Injury 25.19% 15,28%

Malaria 0.00% 0.00%

AIDS 0.37% 0.71%

Meningitis 1.94% 1.06%

Other conditions 47.85% 70.70%

Total 100% 100% 100% 100%

* Formerly referred to as “Birth asphyxia.” 
Source: Child Health Epidemiology Reference Group. http://cherg.org/projects/underlying_causes.html 

Table 4.1
WHO classification of the cause of young child deaths in Oman
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Trends in maternal mortality

Figure 4.6
Ministry of Health expenditure per capita 

Source: International estimates developed by WHO, UNICEF, UNFPA and the 
World Bank. National estimates from Ministry of Health in Statistical Year Book 
2013, NCSI, Issue 41 and earlier years in Health Annual Reports 

Source: Annual Health Report, 2012, Ministry of Health. 
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Causes of death, ages 5 - 14 years Percentage of total deaths

Injuries & Poisoning 20.7%

Neoplasm & Leukaemia 10.3%

Congenital anomalies of heart and circulatory system 8.6%

Pneumonia 6.9%

Septicaemia 5.2%

Cerebral palsy & other paralytic syndromes 5.2%

Cardiac dysrhythmias 5.2%

Intracranial Haemorrhage 3.4%

Causes of death, ages 15 to 24 years

All Injuries other than Intracranial Injury & Burns 24.6%

Intracranial injury 16.9%

Neoplasm & Leukaemia 14.8%

Cardiac dysrhythmias 4.9%

Septicaemia 3.5%

Intracranial Haemorrhage 3.5%

Pneumonia 3.5%

HIV 2.8%

Source: Annual Health Report, 2012, Oman 
Note: The statistics above represent only the leading causes of hospital mortality and not all causes of death in each age group. Therefore, the percentages do not add 
up to 100 per cent.

Table 4.2
Ministry of Health classification of the cause of death amongst children and young people, age 5-24 years, 2012
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4.2.  Enabling environment
50. The health expenditure patterns reflect the Oma-

ni Government’s strong commitment to improv-
ing the health of its people. The Ministry of Health’s 
spending per capita has steadily risen (Figure 4.6). In the 
earlier decades, the health spending on development 
saw a large increase as the health system infrastruc-
ture and services had to be developed. Concurrently, 
recurrent spending in health rose with the education, 
training and recruitment of large numbers of health 
system personnel, and this recurrent spending is still 
rising today. The development expenditure declined 
in the 1990s relative to overall health spending and 
has remained well below recurrent expenditure to-
day (Figure 4.7). Overall, however, the Health Minis-
try’s expenditure has increased in absolute amounts 
over the years. Figure 4.8 shows that as the country’s 
GDP per capita rose steadily, the proportion of GDP 
per capita allocated to health has also kept pace by 
increasing yearly. The total expenditure on health as 
a proportion of GDP was 2.3 per cent in 2011,73 still 
some way from that of the OECD countries (average 
9.3 per cent of GDP in 2011).74

51. The Ministry of Health is responsible for provision, 
coordination and stewardship of the health sector. 
The Ministry of Health ensures the overall develop-
ment of the health sector. In keeping with this role, 
the Ministry of Health acts as the principal architect 
of health system design and takes responsibility for 
achieving inter-sectoral coordination. It develops poli-
cies and programmes for the health sector and imple-
ments these in coordination with all relevant minis-
tries and institutions under the government as well as 
in the private sector. The Ministry of Health also advo-
cates to all other entities for policies and programmes 
favourable to the health sector, and advocates against 
policies that may adversely affect people’s health.75

52. Oman’s three-tier health system provides primary, 
secondary and tertiary care through a network of 
linked health facilities. The local primary health care 
(PHC) centre serves the inhabitants of surrounding 
villages;	 the	Wilayat	 hospitals	 provide	 both	 primary	
and secondary health care to inhabitants of its Wilayat 
as	well	as	those	of	nearby	Wilayat;	the	regional	hospi-
tal provides secondary and tertiary care to people in 
the region of its location. The goal is to have at least 
one PHC centre for every 10,000 population and en-
sure access to preventive and curative health care for 
the entire population of Oman.76

53. The 2014 Child Law addresses the right to health 
and promotes a range of preventive and curative 
measures for child health. The government is re-
quired to ensure the highest level of free healthcare 
for the child. The following are mentioned in the Child 
Law as priorities: reducing infant and child mortality, 
fighting	disease	and	malnutrition,	ensuring	early	detec-
tion of disabilities and addressing these appropriate-
ly, promoting antenatal, delivery and postnatal health 
care for mothers, providing health information to all 
sectors of society, parents and children, and protect-
ing children from accidents and the hazards of envi-
ronmental pollution. The 2014 Child Law also forbids 
customary practices that harm children and bans toys 
with hazardous materials.

54. The School Health Programme aims to provide 
comprehensive healthcare for all students. The 
Programme, initiated in the late 1990s, covers physical, 
mental and social health needs. Additionally, to ensure 
that the school environment is satisfactory for chil-
dren, an environmental report is completed twice a 
year. In 2004, Oman launched the Health Promoting 
Schools initiative based on the WHO Global School 
Health Initiative.
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Health infrastructure and provision of health services by population, 1970-2012

Source: Annual Health Report, 2012, Ministry of Health (tables 3-1 for beds and 4-1 for health staff) 



43

Situation Analysis of Children and Women in the Sultanate of Oman

Government of the Sultanate of Oman and UNICEF

A  Rights-based Equity-Focused

Figure 4.10
Bed occupancy rate as % of total health facility beds

Figure 4.11
Health infrastructure and staff by region ranked by share of population, 2012
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55. In the water sector, several entities are responsi-
ble for service provision. The Public Authority for 
Electricity and Water (PAEW)a is responsible for dis-
tributing potable water to all households in Oman, 
except for those in Sohar City and the Dhofar Gov-
ernorate.77 PAEW is also responsible for ensuring 
high quality water services while protecting the water 
resource by reducing water losses and wastage. The 
results of water quality tests are reviewed regularly by 
the regional Water Quality Surveillance programmes, 
each of which is under the concerned Regional Wa-
ter Quality Section. The Surveillance & Public Health 
Sections have the responsibility to track the results 
of water quality monitoring. In Sohar, the Majis Indus-
trial Services Company, a government-owned entity, 
and	 the	 Sohar	 Development	 Office	 are	 responsible	
for providing various water services. In Dhofar Gov-
ernorate,	the	Office	of	the	Minister	of	State	and	Gov-
ernor of Dhofar, through the Directorate General of 
Water & Transport, is responsible for the operation 
and maintenance of desalination plants and establish-
ment of water networks.78 The Ministry of Regional 
Municipalities and Water Resources is responsible for 
the management of water resources, including preser-
vation and protection of these resources. The Ministry 
of Agriculture and Fisheries is in charge of irrigation.

56. Health spending led to a dramatic improvement 

in the provision of infrastructure and services (Fig-

ure 4.9). The growth in both public and private health 

facilities has kept pace with the growth in population, 

including the large expatriate population. The ratio of 

health care workers to the population has increased 

steadily. In 1975, there were 2 doctors and 5 nurs-

es for 10,000 people. Today, there are 20 doctors for 

every 10,000 people, 11.4 general physicians for every 

10,000 people, whereas there are 43.1 nurses for 

every 10,000 people as per data from 31 December 

2012. For comparison, the OECD average was 32 phy-

sicians and 90 nurses per 10,000 in 2011.b Despite a 

decline in the ratio of hospital beds to population over 

the	past	two	decades	(figure	4.9),	the	system	still	has	

excess capacity: the bed occupancy rate in the Minis-

try of Health hospitals has fallen in recent years from 

70 per cent in 1990 to 59 per cent in 2012 (Figure 

4.10). 

57. The distribution of health facilities and staff across 

governorates varies. Population density, distribution 

and geopolitical considerations all play a role. Musan-

dam’s population, cut off from the rest of Oman by the 

United Arab Emirates (UAE), is well-served.79 With 1 

per cent of the country’s population, Musandam has 

seven health facilities and the highest ratios of health 

staff to population.c Health services in regions of low 

population density need to serve a spread-out popula-

tion across vast distances. Al Wusta and Adh Dhahirah, 

with respectively 1 per cent and 4.7 per cent of the 

total population, have doctor-, nurse- and bed-to-pop-

ulation ratios higher than those in North Batinah, 

which has the second largest share of the country’s 

population. North Batinah’s doctor-to-population and 

nurse-to-population ratios are below that of the na-

tional average (Figure 4.11).80

58. The immunization coverage is now universal (Fig-

ure 4.12). Immunization indicates the extent and reach 

of the health care system, as well as its utilization and 

demand by families. The coverage of the Expanded 

Programme of Immunization (EPI) rose sharply from 

the 1980s. Oman has provided Hepatitis B vaccination 

for its infants since 1990. Later additions to the EPI 

included	 Haemophilus	 influenzae	 type	 B	 (Hib3)	 and	

the combined measles, mumps and rubella vaccines. 

These more recent vaccines have also rapidly reached 

a coverage of 99 per cent. The dropout rate is negligi-

ble:	the	difference	in	coverage	is	insignificant	between	

BCG and subsequent vaccinations to protect against 

other antigens.

4.3.1 Supply and quality of inputs and services
Health care services

a. The PAEW assumed the electricity and related water responsibilities of the Ministry of Housing, Electricity and Water, which became the Ministry of Housing. 

The PAEW was established by Royal Decree (92/2007) promulgated on 9 September 2007. The establishment of PAEW has enabled the privatization of 

utilities which was fully implemented in 2004 with Royal Decree 78/2004.

b. Although the average for OECD countries is 32 physicians and 90 nurses per 10,000 population in 2011, the individual countries vary: Japan and Poland have 

22 physicians per 10,000, the USA has 25 and the UK has 28. 

c. Musandam’s public health facilities include one governorate hospital, two local hospitals, one extended health centre and three health centres.

4.3 Key determinants of equity 
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Figure 4.15
Diarrhoeal disease rates by region, children under five years 
old as reported by MoH health facilities

Figure 4.14
ARI rates by region, children under five years old as reported 
by MoH health facilities

Figure 4.12
Immunization coverage in children one year of age

Figure 4.13
Diarrhoeal disease and acute respiratory infections: episodes per child under 5 years of age

19
80

19
78

19
76

19
74

19
72

19
70

19
82

19
84

19
86

19
88

19
90

19
92

19
94

19
96

19
98

20
00

20
02

20
04

20
06

20
08

20
10

20
12

100%

80%

60%

40%

20%

0%

%CG

Hepatitis % (H%V)

OPV3

DPT3

Measles

Hib3

Source: Annual Health Report, 2012, Ministry of Health. 

Source: Annual Health Report, 2012, Ministry of Health. 

Source: Annual Health Report, 2012, Ministry of Health. Source: Annual Health Report, 2012, Ministry of Health. 

19
90

19
92

19
94

19
96

19
98

20
00

20
02

20
04

20
06

20
08

20
10

20
12

19
91

19
93

19
95

19
97

19
99

20
01

20
03

20
05

20
07

20
09

20
11

3,0

2,5

2,0

1,5

1,0

0,5

0

Diarrhoeal diseases episodes per year per child under age 5ARI episodes per year per child under age 5

2,500

2,000

1,500

1,000

500

0

61
8

1,
68

1 2,
02

1

1,
56

4

1,
43

0

1,
41

2

1,
19

2 1,
59

4

97
1

1,
57

4

92
3 1,

21
9

M
us

ca
t

Dh
of

ar

M
us

an
da

m

Bu
ra

im
y

Da
kh

liy
ah

N
. B

at
in

ah

S.
 B

at
in

ah

N
. S

ha
rq

iya
h

S.
 S

ha
rq

iya
h

Dh
ah

ira
h

W
us

ta

N
AT

IO
N

AL

Pe
r 

10
00

ch
ild

re
n 

<
5

500
450
400
350
300
250
200
150
100
50
0

10
8

26
9

36
2

22
6 27

4

26
9

25
3

35
2

46
5

31
2

41
6

25
4

M
us

ca
t

Dh
of

ar

M
us

an
da

m

Bu
ra

im
y

Da
kh

liy
ah

N
. B

at
in

ah

S.
 B

at
in

ah

N
. S

ha
rq

iya
h

S.
 S

ha
rq

iya
h

Dh
ah

ira
h

W
us

ta

N
AT

IO
N

AL

Pe
r 

10
00

ch
ild

re
n 

<
5



46
Situation Analysis of Children and Women in the Sultanate of Oman

Government of the Sultanate of Oman and UNICEF

A  Rights-based Equity-Focused

59. Oman has seen a gradual decline in diarrhoeal 

diseases, but these are still an issue (Figures 4.13 

and 4.14). The downward trends in diarrhoeal diseases 

indicate a better and cleaner environment for young 

children.	The	 change	 also	 reflects	 better	 knowledge	

amongst caregivers and health service workers, all of 

which may be attributed to the overall socio-econom-

ic progress of the country. All these improvements 

have	contributed	to	the	decline	in	infant	and	under-five	

mortality rates mentioned earlier. Nonetheless, the di-

arrhoea incidence rate in 2012 was still around 254 

per	thousand	children	under	the	age	of	five	years.	This	

proportion is much higher in North Ash Sharqiyah, Al 

Wusta, Musandam and South Ash Sharqiyah, where the 

rates range from 352 to 465 (Figure 4.14). The facility 

data capture only reported incidences and may include 

children with multiple diarrhoea episodes. Household 

survey data will therefore show differences with facili-

ty data. Survey data from 200881 show that 9 per cent 

of	 children	 under	 age	 five	 suffered	 from	 diarrhoea	

in the two weeks preceding the survey. Diarrhoea is 

linked to water, hygiene, seasonal and food factors.

60. Acute Respiratory Infections (ARI) incidence has 

also declined over time (Figure 4.13). Still, survey 

data show that fever still accounts for most of the 

illnesses at household and community level, and affects 

at least one-third of children.82 The rates per 1,000 

children are highest in Musandam, Dhofar, South Ash 

Sharqiyah and Adh Dhahirah. Eight out of 11 governo-

rates have incidence rates above 1,000 per thousand 

children	under	age	five	(Figure	4.15),	indicating	multi-

ple episodes in a child.

61. Oman has steadily reduced Tuberculosis (TB) 

prevalence over the decades. By 2012, its preva-

lence rate was 18 per 100,000,83 lower than most oth-

er countries in the MENA region (Figure 4.16).a Still, 

some 470 people in Oman are newly infected each 

year. Although TB primarily affects adults, the disease 

nonetheless has a serious impact on children. First, 

they are exposed to infection by TB, which under-

mines their potential. Second, an adult with TB has an 

impact on the whole household, especially if he or she 

is the caregiver.

62. The coverage of antenatal health care services 

(ANC) is very high. At	 least	 four	out	of	five	regis-

tered pregnant women have ANC visits four or more 

times (Figures 4.17). Indeed, each pregnant woman has 

an average of 6 ANC visits (Figure 4.18). The propor-

tion who never received ANC services is less than one 

percent of registered pregnant women.84 Survey data 

confirm	 the	 remarkably	 high	 coverage	 indicated	 by	

institutional data: the survey showed that only 2 per 

Figure 4.16
TB prevalence, per 100,000 population

Figure 4.17
Antenatal health services coverage, as % of registered preg-
nant women
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cent of all pregnant women did not make or receive 

any ANC visit in 2008.85 Some 71 per cent of ANC 

visits were performed by doctors, 28 per cent by a 

nurse/midwife, and 1 per cent by an assistant nurse/

midwife.86 Nearly all (>99 per cent) pregnant women 

receiving ANC received the following services: meas-

urement of blood pressure, taking of blood and urine 

samples, and ultrasound scanning. Some 72 per cent of 

women were told in antenatal visits about pregnancy 

complications	(68	per	cent	of	“rich”	women	versus	78	

per	cent	of	“poor”	women).87

64. Oman has universal coverage of health facility de-

livery and skilled attendance at delivery. Survey 

data showed that except for just over one per cent 

of deliveries at home or outdoors, the rest took place 

in health facilities (Figure 4.20).89 Less than 1 per cent 

of deliveries were not attended by health personnel 

(Figure 4.21).

63. Oman’s women also enjoy universal coverage of 

postnatal care services (PNC). While some 87 per 

cent of registered pregnant womena received PNC 

services in 2012, Ministry of Health statistics for the 

same year show that all women who had live births 

attended a postnatal clinic at least once after deliv-

ery. Even the region with the lowest PNC coverage, 

Dhofar, had 60 per cent of registered pregnant women 

receiving PNC (Figure 4.19).88

Figure 4.18
Average number of ANC visits per registered pregnancy, MoH 
facilities only 

Figure 4.19
Ratio of postnatal care (PNC) visits to pregnant women regis-
tered at MoH health facilities,* by region

Figure 4.20
Place of delivery2004-2008

* The number of PNC visits divided by the number of registered pregnant women. 
This approximates the mean number of PNC visits made/received by women 
following delivery. Source: Annual Health Report, 2012, Ministry of Health.

Source: Reproductive Health Survey 2008, Ministry of Health. 
Source: Annual Health Report, 2012, Ministry of Health. 
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Water and sanitation

65. International estimates show that Oman has 

achieved near-universal access to improved wa-

ter sources and improved sanitation facilities. The 

WHO/UNICEF Joint Monitoring Programme90 (JMP) 

estimates show coverage levels of 93 per cent and 97 

per cent respectively for water and sanitation with 

even higher levels for urban areas. Rural areas lag be-

hind slightly in access to improved water sources (86 

per cent) but not in sanitation (95 per cent). These 

figures,	however,	are	only	used	for	international	com-

parisons.91

Public piped Public water point Private well
Well outside living quarters Falaj Mineral water (bottled)
Other sources

20,6�

34,7�

4�
6.5�

1�

32.3�

0.9�

Figure 4.22
% of occupied housing units by drinking water source

Figure 4.23
% of occupied housing units by water source for household use

Source: General Population, Housing & Establishments Census, 2010

Source: General Population, Housing & Establishments Census, 2010 
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66. Oman uses its own system for classifying water 

sources. As indicated by the 2010 census, these are: 

(i)	water	provided	through	the	public	pipe	system;	(ii)	

water	provided	at	public	water	points;	(iii)	water	from	

a	private	well;	(iv)	water	from	a	well	outside	the	living	

quarters (v) falaj92 and (vi) bottled water (but only for 

drinking, not for household use). Among these sourc-

es	(i)	and	(ii)	could	be	considered	“improved”	or	safe	

according	 to	 JMP	 definition,a because these sources 

are protected from outside contamination. Moreover, 

for these sources, the Government has an extensive 

system of water quality control (see below).The other 

sources, however, require a case-by-case approach to 

compare with the standard international terminolo-

gy. Sources that are protected (such as a protected 

well)	would	be	called	“improved,”	whereas	open	wells	

would be considered unimproved. Falaj would be con-

sidered	 surface	water	 if	 the	water	flows	 through	an	

open channel, and therefore, unsafe. In addition, the 

census makes a useful distinction between drinking 

water source and water sources for household use 

(Figures 4.22 and 4.23). 

67. A significant proportion of the population uses 

bottled water for drinking (Figure 4.22). However, 

international practice recommends considering the 

bottled water improved only if the household uses an 

improved source for cooking and personal hygiene 

(washing, bathing). In other words, the international 

system	classifies	the	access	to	improved	water	source	

by household use rather than drinking water alone, be-

cause the whole household environment is important 

for the population’s health. This analysis will therefore 

focus on the type of water for household use. 

68. Oman aims to have 90 per cent of its population of 

Oman connected to the water network by 2035. 

Oman has been experiencing in the last few years a 

rapid and continuous growth of water demand: an av-

erage of 15 per cent increase per year, as a result of its 

robust growth.93	Figure	4.23	indicates	coverage	figures	

by region in 2010. For household use, the piped net-

work reaches 57 per cent of occupied housing units 

(dwelling places or dwellings). If access to public wa-

ter points is also counted, then 77 per cent of dwell-

a. See explanation of JMP unsafe sources in endnote. 
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Figure 4.24
Regional Cumulative Compliance: Microbiology & Chemistry 
by parameter by September 2011 (Treated Water)

Figure 4.25
Number of water samples collected, 2011-2013

*Dakhliyah: Chemistry Data for August & September 2011. 
Source: Public Authority for Electricity & Water

Source: Public Authority for Electricity and Water 

ings are served by pipes in homes or by public water 

points. The coverage by the piped network is lower 

than the national average in Al Wusta, Ash Sharqiyah, 

Adh	Dhahirah,	Ad	Dakhliyah	and	Al	Batinah;	however,	

Al Wusta has a high proportion of households served 

by public water points. In the other four governorates 

(Ash Sharqiyah, Adh Dhahirah, Ad Dakhliyah and Al 

Batinah),	 a	 significant	 proportion	 of	 households	 are	

served by well water (from 21 per cent to 38 per cent 

of occupied housing units).

69. The diversity of water sources in Oman highlights 

the tremendous challenges. At one end, high quali-

ty water is produced by distillation or desalination. 

At the other end, water from rural wells undergo little 

or no treatment. Different means of water transport 

and storage add to the challenges of maintaining a high 

quality of water. Transmission systems can cover hun-

dreds of kilometres, distribution systems are extensive 

and are rapidly expanding in major cities. In remote 

areas, supplies to communities (often transient) are 

often via boats or tankers to remote desert, moun-

tainous or island locations. Small community well 

systems are often remote and untreated, with poor 

infrastructure.

70. Around 85 per cent of Oman’s tap water comes 

from sea water. Desalination plants are located 

throughout the country.94 Urban areas have been re-

ceiving desalinated water for some time. The remain-

der of the water comes from groundwater. Oman is 

more fortunate than other Gulf Cooperation Coun-

cil (GCC) countriesb because of its marginally higher 

rainfall, which replenishes its aquifers. The country is, 

however, having to address the challenges of over-ex-

traction of groundwater and sea water intrusion.95 

Oman is aware of the need for conserving and pro-

tecting its aquifers as alternative water reserves in the 

longer term.96

71. The Sultanate has invested heavily in water desali-

nation and treatment. Oman uses the reverse osmo-

sis process for desalination, as well as Multiple Stage 

Flash Distillation. After desalination, water is re-miner-

alized and chlorinated to produce drinking water that 

is ready for customers to use. The PAEW distributes 

water from its production plants through a vast supply 

network. Water is initially transported through large 

diameter pipes from the water production plants to 

reservoirs where the water is stored. It is then carried 

to customers through pumping stations and local net-

works of smaller pipes.97 

72. Oman has a comprehensive system of water treat-

ment and quality control for the public water sys-

tem. The guidelines for the water quality system con-
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form to WHO norms for water quality management 

and Water Safety Plans. The water quality surveillance 

system monitors several stages in the process of wa-

ter treatment or extraction to the delivery,98 such as 

raw water monitoring (i.e., water sources), treatment 

process monitoring, treated water monitoring, waste 

water discharge monitoring, water transport and dis-

tribution monitoring and water supply hygiene. The 

frequency	of	sampling	is	specified	by	type	of	asset	and	

by group of parameter.

73. Water quality data are used to identify issues and 

problems. Several	options	for	action	are	identified	in	

the guidelines on monitoring. Figure 4.24 shows the 

variation of water quality across governorates with 

regard to compliance with microbiological and chem-

ical parameters in September 2011. Poor compliance 

with parameters indicates weaknesses in operations, 

maintenance, sample collection and transportation. 

The data have helped to highlight a number of issues. 

One issue is remineralization at Sohar Water Treat-

ment Works in North Batinah, which needs to be ad-

dressed. In Musandam, the lack of robust disinfection 

processes	in	the	oilfield	areas	has	affected	the	quality	

of ground water. In Al Wusta, the low compliance with 

microbiological parameters has been linked to the 

reverse osmosis plants, despite the robust treatment 

process in these places.99

74. The number of samples collected has increased 

yearly to keep up with the expansion of water 

provision (Figure 4.25). Overall, Muscat has the best 

water quality (Figure 4.26). Musandam has the poorest 

quality of water. North and South Batinah and Al Wus-

ta also have poor water quality. In general, the results 

reflect	the	poor	compliance	of	these	same	governo-

rates with microbiological and chemical parameters 

(Figure 4.24). Dhofar is absent from these charts as 

PAEW is not responsible for water provision in that 

governorate.

75. Two-thirds of registered pregnant women register 

at health facilities from the first trimester. This is 

the	first	indicator	used	in	this	report	to	assess	aware-

ness and demand. This means one-third of registered 
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Figure 4.26
Percentage of water samples having passed water quality 
standards by Governorate, 2013

Figure 4.27
Pregnant women having registered at ANC health facilities in 
their first trimester, by region, 2012

Figure 4.28
Percentage of registered pregnant women having at least 1 
ANC visit in their last four weeks of pregnancy

Source: Public Authority for Electricity and Water 

Source: Annual Health Report, 2012, Ministry of Health. 

Source: Annual Health Report, 2012, Ministry of Health. 
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pregnant women register only in their second or third 

trimesters. This is somewhat lower than the 75 per 

cent estimate from 2008 survey data. Having early an-

tenatal visits makes it more likely to have better preg-

nancy and child nutrition outcomes, since problems 

are addressed early. Amongst these problems is stunt-

ing,	which	begins	with	deficiencies	 in	maternal	nutri-

tion that need to be addressed from the earliest days. 

By governorate, Muscat has a surprisingly low propor-

tion	who	registers	from	the	first	trimester.	In	North	

Ash Sharqiyah and Al Wusta, over 80 per cent of preg-

nant women do so (Figure 4.27).100 Disaggregated sur-

vey data show that 75 to 76 per cent of those with 

primary or secondary education register during the 

first	trimester,	as	opposed	to	66	per	cent	of	illiterate	

pregnant women who do so.101 

76. Oman monitors ANC services to ensure an ANC 

visit at least once during the last month of preg-

nancy. This is the second indicator used here to as-

sess awareness and demand. This proportion is low in 

Muscat and North Batinah: 49 and 25 per cent respec-

tively. It is much higher in the sparsely population gov-

ernorates (Al Wusta, 68 per cent and Dhofar 77 per 

cent) (Figure 4.28). The existence of a relatively strong 

private sector in Muscat and North Batinah could be 

an	explanation;a there may be gaps in some health data 

from private sector facilities.b

77. An increasing proportion of elective caesarean 

sections (C-Sections) indicate a lack of awareness 

about the serious health consequences for mothers 

and infants. C-Sections are performed in about 17 per 

cent of deliveries. Increasingly, the C-Sections are be-

ing performed on an elective basis as shown by the 

steady drop in ratio of elective C-Sections to emer-

gency C-Sections: in 1995, one elective C-Section was 

done for every six emergency C-Sections. By 2012, 

this ratio was one elective C-Section for every three 

emergency C-Sections. The highest rate of elective 

C-Sections as a proportion of total C-Sections was 

found in Dhofar, Muscat and Dhahirah (Figures 4.29 

and 4.30). WHO recommends that to improve mater-

nal and perinatal outcomes, caesarean section should 

be done only when there is a medical indication.102 

Overuse of caesarean delivery in low-risk women ex-

poses women and infants to potential harm with min-

imal	 likelihood	of	benefit.	Of	particular	consequence	

are downstream effects including childhood chronic 

illness and placental complications in subsequent preg-

nancies. With accumulating surgeries, life-threatening 

complications occur more frequently. WHO indicates 

that C-Section rates above a certain limit have not 

shown	additional	benefit	for	the	mother	or	the	child,	

and some studies have even shown that high CS rates 

could be linked to negative consequences in maternal 

and child health.103,104

Figure 4.30
Caesarian Section (CS) rates and type by region, MoH facilities

Figure 4.29
Caesarian Sections (CS) as a proportion of total deliveries 
and ratio between Emergency CS and Elective CS, 1990-2012, 
MoH facilities

Source: Annual Health Report, 2012, Ministry of Health.

Source: Annual Health Report, 2012, Ministry of Health. The Emergency CS/
Elective CS ratio is obtained by dividing the total number of emergency CS by the 
total number of elective CS. 
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78. The demand for and the use of contraceptives 

are closely linked to socio-cultural practices. Only 

24 per cent of married women used contraceptives 

in 2008 (Figure 4.31). Some 76 per cent of married 

women did not use any contraception at all.105 The 

Annual Health Report 2012 notes that total fertility 

rate had not fallen from 3.3 over the preceding three 

years. Survey data from 2008 show that about 44 per-

cent of Omani ever-married women had given birth to 

five	or	more	children,	with	poorer	women	having	on	

average a greater number of children. The total unmet 

need106 in Oman in 2008 was around 56 percent.107 

These comprised women who wished to use contra-

ceptives but for cultural or other reasons were not 

able	to	do	so.	This	is	a	relatively	high	proportion;	many	

poorer and less educated countries have lower unmet 

needs. The unmet need for child spacing (32 percent, 

those who wished to delay having a child or another 

child) in 2008 was higher than the unmet need for 

limiting the number of children (24 percent, those do 

not want any more children).108 The unmet need is 

strongly	 influenced	 by	 gender	 and	 behaviour	 norms	

and is therefore not as predictable as other indicators 

NOT USING AN<
CONTRACEPTION

USING CONTRACEPTION,
O) WHICH�

Other

Prolonged breastfeeding

Periodic abstinence

Withdrawal

Condom

Intra-uterine device (IUD)

Oral contraceptives

Vaginal methods

Male sterili]ation

)emale sterili]ation

InMection

TR
AD

IT
IO

NA
L

M
ET

HO
DS

M
OD

ER
N 

M
ET

HO
DS

�
0

�
10

�
20

�
30

�
40

�
50

�
60

�
70

�
80

75,7�

24.3�

0.5�

1.5�

2.0�

5.1�

2,6�

2,4�

3,2�

3,5�

3,5�

0�

0�

Figure 4.31
Contraceptive use rate, % of currently married Omani women 
aged 15 to 49 years old, 2008 

Figure 4.32
Birth interval by region, % of pregnant women registered

Figure 4.33
Birth intervals of registered pregnant women

Source: Reproductive Health Survey, 2008, MoH. 

Source: Annual Health Report, 2012, Ministry of Health 

Source: Annual Health Report, 2012, Ministry of Health. 
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in health, education and nutrition. Anecdotal reports 

mention that Omani women are afraid of the side-ef-

fects from contraceptives. Nationwide, one-quarter of 

pregnant women registered at health facilities have an 

interval of less than two years between the successive 

births, and this proportion is around a third in North 

Batinah and North Ash Sharqiyah (Figure 4.32). This 

proportion	 has	 not	 fallen	 significantly	 over	 the	 past	

decade (Figure 4.33).

79. Overall, women in Oman enjoy access to ma-

ternal health services at a high level of coverage, 

even in the most remote places. However, reducing 

the MMR and reducing the rate of disability amongst 

children will require enhancing the quality of health 

services, improving the nutritional status of women 

and improving the health knowledge and awareness 

of women. Such health knowledge is required even 

amongst women in Muscat. Chapter 8 deals further 

with inadequate health knowledge on the issue of con-

sanguineous unions.

80. Reducing maternal mortality further will also re-

quire satisfying the unmet need for family plan-

ning amongst women. By preventing high risk and 

unwanted pregnancies, family planning alone could cut 

maternal deaths by almost a third.109 In Oman, the to-

tal fertility rate has not fallen over the preceding three 

years. Around 76 per cent of married women did not 

use any contraception in 2008, but over half of these 

reported wishing to do so. The total unmet need to 

contraceptives is rather high. 

81. Overall, previous sections show that the dispari-

ties in health are significant amongst governorates, 

as shown by the range of each indicator. Table 4.2 

shows the ranking of the different governorates with 

“1”	 indicating	 the	 best	 (most	 healthy)	 situation	 for	

children	and	women	and	“11”	or	“9”	represents	 the	

worst situation (water coverage is reported only for 

9 governorates, as in the census). For comparison, the 

relative ranking of the governorates by consumption 

and expenditure (in per capita terms) is indicated. 

82. Behaviour and knowledge play a role as important 

as that of wealth or infrastructure. For example, the 

wealthier governorates (i.e., highest per capita con-

sumption) do not necessarily have the best indicators 

for health. Musandam, the second wealthiest in per 

capita terms, has a high coverage for piped water, but 

has poor rankings in childhood diseases. Other dispar-

ities are discussed in the nutrition chapter. Overall, this 

emphasizes the importance of knowledge and behav-

ioural data in any future data collection efforts. 

83. The limitations of such rankings highlight the need 

for knowledge or behavioural data at household 

level. The rankings using institutional data suffer from 

some drawbacks. First, diarrhoeal disease and ARI 

rates are those reported to health facilities and it can-

not	 be	 assumed	 that	 the	 statistics	 reflect	 the	 actual	

prevalence of these childhood diseases in the commu-

nity.	The	reported	cases	may	also	reflect	greater	health	

seeking behaviour by care-givers, which in turn is in-

fluenced	by	education	and	knowledge.	Second,	the	in-

dicators on antenatal and postnatal care could be the 

result of either better monitoring by the health servic-

es or greater awareness amongst pregnant women, or 

both. It is not possible to tell which. The forthcoming 

MICS	should	help	to	fill	in	some	of	these	data	gaps	in	

the household, knowledge and behavioural aspects of 

health. 

4.4 Challenges and opportunities
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Indicator (institutional data only)

M
us

ca
t

D
ho

fa
r

M
us

an
da

m

A
l B

ur
ay

m
i

A
d 

D
ak

h-

liy
ah

N
or

th
 

Ba
tin

ah

So
ut

h 

Ba
tin

ah

So
ut

h 
A

sh
 

Sh
ar

qi
ya

h

N
or

th
 A

sh
 

Sh
ar

qi
ya

h

A
dh

 D
ha

-

hi
ra

h

A
l W

us
ta

ARI rates per 1000 children 
under age 5 [a]

1 10 11 7 6 5 4 9 3 8 2

Diarrhoeal disease per 1000 
children under age 5 [a]

1 5 9 2 6 4 3 8 11 7 10

Coverage by public piped net-
work [b]

2 4 1 3 6 5 8 7 9

Percentage of registered preg-
nant women having registered in 
the	first	trimester	[a]

7 11 6 9 8 3 5 4 1 10 2

Percentage registered pregnant 
women having at least 1 ANC 
visit in their last four weeks of 
pregnancy [a]

10 4 2 6 5 11 1 3 8 7 9

Ratio of PNC visits to registered 
pregnant women [a]

4 11 3 10 8 5 7 6 1 2 9

Nurses per 10,000 population 
[a]

2 6 3 7 8 10 11 9 5 4 1

Doctors per 10,000 population 
[a]

2 10 1 3 4 11 6 8 9 5 7

Average Omani monthly per 
capita consumption [c](1= high-
est;	8=	lowest)

1 8 2 4 7 6 3 5

Sources: [a] Annual Health Report, 2012, Ministry of Health; [b] Census 2010, NCSI; [c] Household Expenditure and Income Surveys-2006-2011, NCSI

Table 4.3
Ranking of governorates by selected health indicators

 For health indicators, a ranking of 1 indicates the best situation (i.e., best for child health), a ranking of 11 or 9 indicates the worst situation for the given indicator.
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84. Oman has made dramatic progress in reducing 

stunting in young children (Figure 5.1). Stunting 

rates declined from 26 per cent in 1991 to 13 per 

cent in 1999 and around 10 per cent in 2009. Over the 

same period, underweight prevalence also came down, 

reaching 9 per cent in 2009, meaning that Oman had 

achieved the MDG 1 target on underweight prevalence 

six years before the target date of 2015. The reduction 

in underweight would have been faster if wasting had 

seen similar progress, since underweight is a compos-

ite indicator of wasting and stunting.110 Wasting rates 

have not improved much since the early 1990s, when 

it was nearly 9 per cent. The 2009 survey111 showed 

wasting prevalence of around 7 per cent.a Figure 5.2 

shows these malnutrition indicators disaggregated by 

sex and by severity. Comparing these with the WHO 

cut-off values in child nutrition indicators for public 

health	 significance	 (Table	5.1),	Oman’s	wasting	 levels	

amongst	 children	 are	 defined	 as	“poor”,	whilst	 both	

underweight and stunting are at low prevalence. 

85. Even at low levels, however, the impacts of stunt-

ing and wasting are serious. Studies show that stunt-

ing in young children is closely associated with poor 

educational performance, reduced years of schooling 

and lower incomes as adults. Children affected by 

stunting are more likely to grow into adults who are 

less educated, poorer, less healthy and more prone to 

non-communicable diseases. Stunting is, therefore, a 

widely accepted predictor of the poor quality of hu-

man capital of a nation and child growth is recognized 

as an important indicator of nutritional status and 

health in populations.112 Wasting impairs the function-

ing of the immune system and can lead to an increased 

risk for death. Low birth weight, underweight status113 

and	micronutrient	deficiencies,	particularly	in	vitamin	

A and zinc, are underlying causes of child death. Glob-

ally, 14 per cent of child deaths are attributed to stunt-

ing and underweight status. Three-quarters of children 

who die from causes related to malnutrition show 

little or no outward sign. This means that malnutri-

Services data unless otherwise stated are assumed to in-
clude non-Omanis as well. 

5.1.1 National trends

5.1 Trends and outcomes
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Figure 5.1
Prevalence of stunting, underweight and wasting in children 
under the age of 5 years (2006 WHO standards* )

Figure 5.2
Percentage of children under age 5 affected by stunting, under-
weight and wasting by sex, 2009(2006 WHO standards* )

* Expressed in percent below minus 2 standard deviation units from the median 
of the 2006 WHO standards. Source: World Health Organization, Global Data-
base on Child Growth and Malnutrition. Survey data from earlier years have been 
recalculated according to 2006 WHO standards.

 * Expressed in percent below minus 2 standard deviation units from the median 
of the 2006 WHO standards.
Source: Second National Health Survey for Protein Energy Malnutrition in Children 
below Five Years of Age 2009
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the 2006 WHO standards, which is now universally used. Accordingly, trends cannot be compared over time without recalculating the earlier survey results 
according to the new WHO standards. The WHO global database, used for these trends, has done this recalculation of the indicators according to the WHO 
standards. 
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tion is often not recognized, not understood or not 

addressed, because the child is thought to be receiving 

sufficient	food.	The	economic	costs	of	undernutrition,	

in	 terms	of	 lost	 national	 productivity,	 are	 significant,	

ranging from 2 to 3 per cent of a country’s GDP. 114

86. Stunting and wasting at different ages show differ-

ences that reflect the health risks at various ages 

(Figures 5.3 to 5.6).

• Stunting is due to the cumulative effects of undernu-

trition, especially in mothers, and infections before and 

after birth. Stunting begins in utero and already affects 

one in ten children (11 per cent boys, 6 per cent girls) 

between	birth	and	five	months.	Stunting	is	 less	prev-

alent in the age group between 6 to 11 months but 

thereafter goes up, and remains fairly high. Internation-

al research shows that by the time the child is two 

years old, it is too late to reverse the damage from 

stunting.115 

• Wasting indicates acute weight loss, which is usually 

the	result	of	insufficient	food	intake	or	repeated	infec-

tious diseases, especially diarrhoea. The onset of wast-

ing is also early, its prevalence being highest in children 

 * Expressed in percent below minus 2 standard deviation units from the median 
of the 2006 WHO standards. 
Source: Second National Health Survey for Protein Energy Malnutrition in Children 
below Five Years of Age 2009 

Indicator
Prevalence cut-off values for public 
health	significance

Underweight 
(low weight for age)

< 10%: Low prevalence

10-19%: Medium prevalence

20-29%: High prevalence

> 30%: Very high prevalence

Stunting
(low height for age)

< 20%: Low prevalence

20-29%: Medium prevalence

30-39%: High prevalence

> 40%: Very high prevalence

Wasting
(low weight for height)

< 5%: Acceptable

5-9%: Poor

10-14%: Serious

> 15%: Critical

Source: WHO. 2010b. Nutrition Landscape Information System (NLIS) Country 
Profile Indicators: Interpretation Guide. Geneva

Table 5.1
Cut-off values in child nutrition indicators for public health 
significanceweight and wasting by sex, 2009(2006 WHO stan-
dards* )

Figure 5.3
Percentage of children under age 5 affected by stunting, by age 
group, 2009(2006 WHO standards* )
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Figure 5.4
Percentage of children under age 5 affected by wasting, by age 
group, 2009(2006 WHO standards*)

* Expressed in percent below minus 2 standard deviation units from the median 
of the 2006 WHO standards.
Source: Second National Health Survey for Protein Energy Malnutrition in Children 
below Five Years of Age 2009 
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under the age of one year because these youngest age 

groups are most vulnerable to risks posed by inap-

propriate feeding and infections. Wasting declines be-

tween the age of one to two years and rises slightly 

thereafter (Figure 5.6). 

• The underweight prevalence trend is a mix between 

wasting and stunting, and is highest in the older age 

groups (Figure 5.6).
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Figure 5.5
Percentage of children under age 5 affected by underweight, 
by age group, 2009(2006 WHO standards*)

Figure 5.7
Percentage of children under age 5 affected by stunting by region and sex, 2009(2006 WHO standards* )

Figure 5.6
Percentage of children under age 5 affected by stunting, 
underweight and wasting by age group, 2009(2006 WHO 
standards*)

* Expressed in percent below minus 2 standard deviation units from the median 
of the 2006 WHO standards.
Source: Second National Health Survey for Protein Energy Malnutrition in Children 
below Five Years of Age 2009

* Expressed in percent below minus 2 standard deviation units from the median of the 2006 WHO standards.
Source: Second National Health Survey for Protein Energy Malnutrition in Children below Five Years of Age 2009. Dhofar sample incomplete. AdDhahira results represent 
both AdDhahira and AlBuraymi. 

* Expressed in percent below minus 2 standard deviation units from the median 
of the 2006 WHO standards.
Source: Second National Health Survey for Protein Energy Malnutrition in Children 
below Five Years of Age 2009
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Figure 5.8
Percentage of children under age 5 affected by wasting by region and sex, 2009(2006 WHO standards* )

Figure 5.9
Percentage of children under age 5 affected by underweight by region and sex, 2009(2006 WHO standards* )

 * Expressed in percent below minus 2 standard deviation units from the median of the 2006 WHO standards. 
Source: Second National Health Survey for Protein Energy Malnutrition in Children below Five Years of Age 2009. Dhofar sample incomplete. AdDhahira results represent 
both AdDhahira and AlBuraymi.

Muscat Musandam Dakhliyah N. Batinah S. Batinah S. Sharqiyah N. Sharqiyah Dhahira Wusta

16%

14%

12%

10%

8%

6%

4%

2%

0%

TotalFemalesMales

87. Boys suffer slightly higher levels of stunting than 

do girls (Figures 5.3 to 5.5). Studies elsewhere in the 

world have reported on the same phenomenon, noting 

that boys seem to be more vulnerable to health and 

nutrition risks than girls in the same age groups.116,117

5.1.2 Inequities

88. The disparities vary by governorate, with differ-

ences up to five-fold for stunting.a Muscat’s children 

usually have much better nutritional status than those 

from other governorates.

• Muscat has the lowest stunting rates whilst Musan-

dam, North Ash Sharqiyah and Al Wusta have stunting 

rates	that	are	three	to	five	times	higher.	In	Al	Wusta,	

one	in	four	boys	and	one	in	five	girls	are	affected	by	

stunting (Figure 5.7).

• North Ash Sharqiyah, Dakhliyah and Musandam have 

wasting rates that are respectively 3 times, 3.1 times 

and 4.2 times that of Muscat (Figure 5.8). Musandam 

shows abnormally high wasting rates among boys, due 

to the component of severe wasting amongst boys 

(5.2 per cent compared to less than 2 per cent for 

other governorates). Severe wasting is associated with 

decreased food intake and diarrhoeal disease. It is 

notable that North Ash Sharqiyah, Al Wusta and Mu-

sandam have the highest diarrhoea rates amongst the 

governorates (Figure 4.14, Chapter 4).

Muscat Musandam Dakhliyah N. Batinah S. Batinah S. Sharqiyah N. Sharqiyah Dhahira Wusta
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a. The PEM survey did not complete the sample for Dhofar. Adh Dhahirah was divided administratively into two health regions after the study was designed 

and implemented (Adh Dhahirah and Al Buraymi). Therefore, Adh Dhahirah results are representative of these two governorates before they separated. 
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• North Ash Sharqiyah and South Ash Sharqiyah have 

the	 highest	 rates	 of	 underweight;	 the	 former	 has	

four times the underweight prevalence rate of that in 

Muscat. Al Wusta has an abnormally high rate of un-

derweight amongst girls, in contrast to other gover-

norates where boys have a higher underweight rate 

(Figure 5.9).

89. Overweight and obesity prevalence rates in chil-

dren and young people increase after the age of 

five years. Before this age, the prevalence rate of 

overweight and obesity is between 1 to 4 per cent, 

with generally higher values before the age of 2 years 

(although	there	are	unexplained	fluctuations)	(Figure	

5.10). The overweight/obesity rates then increase in 

the school-aged population and keep on increasing 

with age into the adult population (Figure 5.11). Obe-

sity amongst young people is not only related to life-

style issues, but is also associated with stunting as a 

child. Studies show that nutritionally stunted children 

are at increased risk of obesity.118 

Figure 5.10
Percentage of children under age 5 affected by overweight & 
obesity, by age group, 2009*

Figure 5.12
Percentage of children under age 5 who are overweight and obese, by region and sex, 2009

Figure 5.11
Overweight and obesity prevalence by age group

* Overweight and obesity were considered at +2 and +3 Z-scores, respectively for 
Body Mass Index for Age (BMIA). Overweight and obesity calculated with weight 
for height do not show signficant differences from those calculated with BMIA. 
Source: Second National Health Survey for Protein Energy Malnutrition in Children 
below Five Years of Age 2009.

Overweight and obesity were defined as +2 and +3 Z-scores, respectively for BMIA. Second National Health Survey for Protein Energy Malnutrition in Children below Five 
Years of Age 2009. Dhofar sample incomplete. AdDhahira results represent both AdDhahira and AlBuraymi.

Sources: World Health Survey 2008, Ministry of Health, for adults > 18 years. 
Annual Health Report, 2012, Ministry of Health, for adults >40 years and for all 
students.
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90. The governorates most affected by obesity and 

overweight are also those most affected by stunt-

ing.a Al Wusta and Musandam have much higher pro-

portions of overweight and obese children than the 

other governorates (Figure 5.12): 8 and 9 per cent 

respectively, compared to below 2 per cent for South 

Ash Sharqiyah, Dakhliyah, Adh Dhahirahb and South 

Batinah. Thus, Musandam and Al Wusta are the top 

two provinces in overweight and obesity amongst chil-

dren as well as being amongst the three governorates 

with highest levels of stunting (Figure 5.7). The two 

are not unrelated, as mentioned above.119 Childhood 

nutritional stunting is associated with impaired fat ox-

idation, a factor that predicted obesity in other at-risk 

populations.	This	 finding	 may	 help	 explain	 increases	

in body fatness and the prevalence of obesity among 

stunted adults and adolescents in poorer populations 

elsewhere in the world.120 Obesity is further discussed 

in Chapter 8 as a lifestyle issue.

infants and young children, their families and for health 

workers. It gives legislative effect to parts of the Inter-

national Code of Marketing of Breast-Milk Substitutes. 

A	revision	is	in	process,	with	the	inclusion	of	“growing	

up	milks,”	and	“feeding	bottles,	teats	and	pacifiers”	to	

ensure that these products are not encouraged.122 As 

of 3 August 2014, the revision was still pending ap-

proval. 

• The Omani Food-Based Dietary Guidelines provide 

the framework for older children and adults. 

• The 2014 Child Law forbids advertising of food prod-

ucts detrimental to young child nutrition.

93. Low exclusive breastfeeding rates and the rela-

tively high wasting prevalence require rigorous 

implementation of the regulatory framework on 

breastfeeding. In particular, the marketing of breast-

milk substitutes needs stronger monitoring and 

enforcement of sanctions. The increase in women 

working outside the home (Chapter 3) adds another 

dimension. The 2014 Child Law prescribes paid ma-

ternity leave for female employees of both public and 

private sector. However, the Committee on the Rights 

of the Child (2006) highlighted the shortening of ma-

ternity leave in the public sector from 60 to 45 days 

and the abolishment of breastfeeding hour for work-

ing mothers. More measures may be needed to make 

legislation conducive to breastfeeding.123

94. The fortification of wheat flour with iron and folate 

has improved maternal nutrition. Oman Flour Mills 

began	successfully	 fortifying	flour	with	 iron	and	 folic	

acid	in	October	1996,	making	Oman	the	first	country	

worldwide	to	achieve	national-scale	flour	fortification	

with folic acid.124	The	 fortification	 of	 wheat	 flour	 is	

now	mandatory	in	Oman,	whilst	rice	and	maize	flour	

are	 not	 fortified.	The	programme’s	 impact	 is	 further	

discussed in section 5.3.1.

95. Oman’s 1996 legislation on universal salt iodiza-

tion has been effective but requires monitoring.125 

This is discussed in section 5.3.1.

91. Nutrition falls under the Directorate-General of 

Health Affairs. Chapter 4 on child health already cov-

ered the budget, expenditure and health planning and 

policy issues. This section will deal with the enabling 

environment formed by the legislation/policy frame-

work relating to nutrition. Social norms are discussed 

in the section on Demand. 

92. Oman has developed a sound legislative and pol-

icy framework for infant and young child feeding 

(IYCF). 

• Oman had a Breastfeeding Policy from 2007. The up-

dated National Policy on Infant and Young Child Feed-

ing adopted in 2011 is generally in line with WHO/

UNICEF recommendations for breastfeeding. Fur-

thermore, the 2011 policy contains useful points in 

addition to the WHO-UNICEF recommended best 

practices.121 

• Ministerial Decision No. 55/98 regulating the Market-

ing of Breastmilk Substitutes provides protection for 

5.2 Enabling environment 

a. The PEM survey did not complete the sample for Dhofar. Adh Dhahirah was divided administratively into two health regions after the study was designed 

and implemented (Adh Dhahirah and Al Buraymi). Therefore, Adh Dhahirah results are representative of these two governorates before they separated. 

b. The results for Adh Dhahirah includes Al Buraymi as stated above. 
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5.3.1 Supply and quality of inputs and services 
96. The nutrition outcomes in children are influenced 

by a broad range of factors.126 The three immediate 
determinants of optimum foetal and child nutrition are 
feeding and care practices, food and nutrient intake, 
and a low burden of infectious diseases. Underlying 
determinants that affect these include the mother’s 
health and nutrition, the mother’s education, food 
availability and use, a hygienic environment, and health 
care services.127 Of particular importance are the 
ability and reach of health staff to provide counselling 
on IYCF, including breastfeeding. Many determinants 
of malnutrition lie outside the health sector, such as 
the mother’s education, food availability, household 
income and the nature of the mother’s work. This 
section analyses the factors on which there are data. 
Further analyses and cross correlations will require 
robust data disaggregated by governorate. 

97. The mother’s health and nutrition status before 
and during pregnancy is key in combatting child 
undernutrition. The mother’s health and nutritional 
status before and during pregnancy determines the 
child’s birthweight128 and other nutritional status in-
dicators.	After	birth,	the	stunting	is	due	to	diets	defi-
cient in micronutrients, poor IYCF practices, frequent 
illnesses and infections, and poor hygiene conditions. 
The process of becoming a stunted child begins in ute-
ro, and continues up to two years of age,129 that is, the 
first	1,000	days	of	life.	After	this	age,	some	catching-up	
might take place, but it is too late to undo the damage 
of the early years. The impact of stunting continues 
into adulthood.130 

Figure 5.13
Proportion of registered pregnant women who are anaemic
obese, by region and sex, 2009

Figure 5.14
Percentage of registered pregnant women affected by anaemia 
by region, 2012

Figure 5.15
Percentage of children under age 5 affected by anaemia, by 
level of severity, 2009*

Figure 5.16
Percentage of children under age 5 affected by anaemia, by age 
group, 2009*

Source: Annual Health Report, 2012, Ministry of Health. Anaemia prevalence 
based on haemoglobin levels (see text)

Source: Annual Health Report, 2012, Ministry of Health. Anaemia prevalence 
based on haemoglobin levels (see text)

* Children with hemoglobin levels below 11g/dl were labeled anaemic; those with 
levels below 7g/dl were labeled severely anaemic.
Source: Second National Health Survey for Protein Energy Malnutrition in Children 
below Five Years of Age 2009

 * Children with hemoglobin levels below 11g/dl were labeled anemic and those 
with levels below 7g/dl were labeled severely anemic. Source: Second National 
Health Survey for Protein Energy Malnutrition in Children below Five Years of Age 
2009
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98. Health facility data from 2012 show that some 27 
per cent of pregnant women suffer from anaemia. 
This has improved from 37 per cent in 2000 (Figure 
5.13).	This	 is	most	 likely	due	to	Oman’s	flour	 fortifi-
cation programme (see below). Amongst the gover-
norates, Musandam has the highest rates of maternal 
anaemia (33 per cent) followed by North Batinah, 
South Batinah and Muscat (28 per cent), all above the 

national average (Figure 5.14).a

99. Anaemia affects half or more of all children of all 

age groups.b WHO	has	set	standards	for	the	classifi-

cation of anaemia into high, moderate and low anae-

mia.	However,	WHO	warns	that	“mild”	is	a	misnomer:	

iron	deficiency	is	already	advanced	by	the	time	anae-

mia	is	detected,	and	the	deficiency	has	consequences	

even when no anaemia is clinically apparent.131 Accord-

ingly, all children with anaemia, whether mild, severe 

or moderate, need attention. The rate for anaemia is 

higher between birth and age one (over 60 per cent) 

and declines slightly amongst young children over the 

age of two years. Still, around half the children under 

five	years	of	age	are	affected	by	anaemia	(Figures	5.15	

and 5.16), a high level of prevalence.  Amongst children 

under	five	years	of	age,	South	Sharqiyah,	North	Bati-

nah and Muscat have the lowest prevalence of anae-

mia, while Musandam, Dakhliyah and South Batinah 

all have rates above 60 per cent (Figure 5.17). Recent 

institutional	data	confirm	the	high	prevalence	of	anae-

mia at nine and 18 months of age (Figure 5.18) (al-

though health facility data are not strictly comparable 

with survey data).

* Children with haemoglobin levels below 11g/dl were labeled anaemic and those with levels below 7g/dl were labeled severely anaemic.
Source: Second National Health Survey for Protein Energy Malnutrition in Children below Five Years of Age , 2009 . Dhofar sample incomplete. Ad Dhahira results repre-
sent both Ad Dhahira and Al Buraymi.

Source: Annual Health Report, 2012, Ministry of Health. Anaemia prevalence based on haemoglobin levels (see text) 

Figure 5.17
Percentage of children under age 5 affected by anaemia by region and sex, 2009*

Figure 5.18
Anaemia prevalence rates amongst children on the Child Health Care Registry, MoH facilities, 2012
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a.	The	definition	of	anaemia	is	haemoglobin	values	below	12	g/dl	for	women	and	below	13	g/dl)	for	men.	2012	Annual	Health	Report,	2012,	Appendix.

b.	A	child	is	considered	anaemic	if	his/her	haemoglobin	value	is	below	11	g/dl	and	severely	anaemic	if	below	7	g/dl.	Mild	anaemia is	defined	as:	9-11 g/dl	(2009	

PEM survey)
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100. Oman’s fortification of wheat flour with iron and 

folate is a major contributor to decreased anae-

mia in pregnant women and reduced spina bifida 

rates. Between	 1991	 and	 1996,	Oman’s	 spina	 bifida	

incidence	fluctuated	from	2.34	to	4.03	per	1,000	deliv-

eries.	Following	the	flour	fortification	programme	that	

began	in	1996,	spina	bifida	incidence	fell	sharply,	reach-

ing 0.29 per 1000 deliveries by 2006.132 In contrast, an 

earlier nationwide iron and folate supplementation for 

pregnant	women,	beginning	with	their	first	visit	to	the	

health centre, did not have an impact on spina bifida.133

This	 was	 because	 preventing	 spina	 bifida	 and	 other	

neural tube defects requires adequate folate during 

the periconceptiona period.134	Such	targeting	is	difficult	

to achieve in supplementation programmes, due to 

operational challenges in identifying the pre-pregnan-

cy period (e.g., in unplanned pregnancies) and ensuring 

continuous	compliance.	On	the	other	hand,	 fortifica-

tion provides a cost-effective and blanket intervention 

that ensures adequate consumption of folate on a daily 

basis for women before and during pregnancy.135 

101. As well as iron deficiency, inherited disorders of 

haemoglobin and iron deficiency have been iden-

tified as causes of anaemia in Oman.136 A National 

Genetic Blood Disorders Survey in 1996137 estimated 

that the contribution of genetic disorders to anaemia 

(defined	 as	blood	haemoglobin	 concentration	below	

normal) was 25.5 per cent. Other more recent studies 

also	confirm	genetic	disorders	such	as	alpha-thalassae-

mia,	highly	prevalent	in	Oman,	as	significant	contribu-

tors to anaemia.138 

Figure 5.19
Low birthweight* rate per 1000 live births

Figure 5.21
Percentage of under-five children reached by selected infant 
and young child feeding practices, 2009

Figure 5.20
Low birth-weight rate* in MoH hospitals and health centres in 
different governorates, 2012

*Defined as the % of liveborn infants who weigh less than 2,500 grams at birth. 
Source: Annual Health Report, 2012, Ministry of Health.

*Defined as the % of liveborn infants who weigh less than 2,500 grams at birth. 
Source: Annual Health Report, 2012, Ministry of Health. 
Note: The governorates host the health facilities where deliveries take place. 
However, these may or may not be where the mothers live.

 Source: Second National Health Survey for Protein Energy Malnutrition in 
Children below Five Years of Age 2009. The key to the abbreviated interventions is 
given below.
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a. Periconception: the time period around conception, around the time of getting pregnant. 
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Figure 5.22
Low birth-weight rate* in MoH hospitals and health centres in different governorates, 2012

*Before 2010, exclusive breastfeeding status was recorded at 5 months. 

Source: Annual Health Report, 2012, Ministry of Health. 

KEY TO INDICATORS

BF<1 hour birth % children < 2 years having received breastfeeding within 1 hour of birth

EBF<6 months % children <6 months given exclusive breastfeeding

BF predominant %	children	<6	months	breastfed	but	with	other	fluids,	e.g.,	water	and	formula

Continued BF, 1 yr % children who continue to be breastfed at 1 year of age

Continued BF, 2 yrs % children who continue to be breastfed at 2 years of age

Age-appropriate IYCF % children having received age-appropriate infant and young child feeding 
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IronRichFoods %children	aged	6-23	months	consuming	iron-rich	or	iron-fortified	products	
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102. Oman’s low birth-weight rate seems to be in-
creasing, which is a worrying trend. Low birth-
weight is a contributing factor to infant mortality. In 
2012, one in ten infants born alive in Oman had a body 
weight lower than 2.5 kilogrammes (Figure 5.19). Low 
birth-weight may be the result of the mother’s poor 
nutritional	status,	including	folate	deficiency,	her	infec-
tions during pregnancy, exposure to tobacco smoke 
(including environmental tobacco exposure), and con-
genital or chromosomal abnormalities in the foetus. 
Figure 5.20 shows the variation in low birth-weight 
rate in different health facilities across. 

103. Oman has brought iodine deficiency disorders 
(IDDs) under control, but the legislation needs 
enforcement and monitoring. Following a decree on 
the iodization of salt for human consumption in 1995 
by the Minister of Commerce and Industry, surveys in 
1996, 1997 and 2000 indicated an increase in house-
hold consumption of iodized salt, from 35 per cent in 
1996 and 65 per cent in 1997 to 68.5 per cent in 2000. 
The studies also indicated an increase in the availabil-
ity of iodized salt in local shops (85 per cent of local 
shops in 1998). A 2004 survey139 found that 16.8 per 
cent	 of	Omani	 non-pregnant	women	were	 deficient	
in urinary iodine (UI) below 100 µg/L) and that dif-
ferent	 socio-economic	 groups	 showed	no	 significant	
differences in their UI levels which were well above 
the international UI cut-off of 100 µg/L. However, only 
59 per cent of households had adequately iodized salt 
(≥15ppm) available during that survey. Other studies 
noted that the availability of iodized salt was still an 
issue in some parts of the country and that non-io-
dized salt still entered Oman from neighbouring coun-
tries.140 Monitoring the salt iodization coverage will be 
essential for Oman to achieve truly universal coverage 
by iodized salt and maintain this status.141 More recent 
data are also needed. 

104. Vitamin A deficiency control programmes have 
been effective. In 2011, health facilities detected 
198 cases (or 0.3 per cent of outpatients) with 
clinical Vitamin A deficiency, mostly in Dhofar 
and North Batinah. By 2012, the number of cases 
had dropped to 4.142 The Ministry of Health initiated 
the Vitamin A supplementation programme in 1994 
as part of EPI. The Vitamin A supplement programme 
covered 98 per cent of children under two years of 

age and 95 per cent of mothers in 2009.143 Addition-
ally,	 a	programme	 for	 the	 fortification	of	cooking	oil	
with Vitamin A has been in place since 2010.144

5.3.2 Demand and socio-cultural practices 
105. The nutrition of young children is sensitive to a 

wide variety of cultural norms and practices. Those 
in Oman with an impact on young children’s nutritional 
status include multiple and too closely spaced births 
(Chapter 4), which are associated with poor maternal 
health and inadequacy of care, the early introduction 
of water, herbs, teas and formula for infants, thus pre-
venting exclusive breastfeeding, and misconceptions 
that link pregnancy to child diarrhoea in the breastfed 
child (thus shortening the period of continued breast-
feeding).145 Whilst Oman’s younger women have a high 
literacy rate, older women have lower levels of edu-
cation and literacy (Chapter 3), and are less likely to 
adopt appropriate child care and feeding practices. The 
relatively high level of wasting (for a country of Oman’s 
high income status) indicates that diarrhoea may still 
be a problem among certain vulnerable populations.

106. IYCF practices are suboptimal (Figures 5.21, 
5.22). These are key determinants of nutritional 
status in young children. Survey data146 from 2009 
recorded the decline in exclusive breastfeeding: whilst 
83 per cent of women breastfed their infants within 
one hour of birth, the exclusive breastfeeding rate was 
low (16 per cent of children under six months of age). 
78 per cent of mothers continued breastfeeding up 
to one year of age, but thereafter, continued breast-
feeding to the age of two yearsa dropped to around 44 
per cent. Age-appropriate IYCF was quite rare (less 
than 10 per cent of young children) although timelyb 
complementary feeding was common (84 per cent). 
The majority of children in the age group 6-23 months 
enjoyed	adequate	dietary	diversification	(67	per	cent),	
had the minimum recommended meal frequency (83 
per	cent),	and	consumed	meats,	poultry,	fish	or	eggs,	
iron-rich	 or	 iron-fortified	 products	 (80	 per	 cent).	
However,	a	significant	proportion	of	children	did	not	
receive	these	benefits.	Around	half	the	children	under	
two years of age consumed junk food and 41 per cent 
of the same age group received bottle-feeding. The 
survey found that the sex of a child did not make a 

a. Continued breastfeeding up to two years of age is in line with WHO and UNICEF recommendations.

b. Meaning that at six to eight months, infants are introduced to solid, semi-solid or soft foods
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significant	difference	to	feeding	practices	(Figure	5.21).	
More recent facility dataa 147 confirm	the	low	propor-
tions of children who were exclusively breastfed be-
low the age of six months: not only has the proportion 
of newborns receiving only breastmilk decreased by 
three percentage points from 2005 to 2012, but also 
only 9 per cent of six months old children were exclu-
sively breastfed (Figure 5.22)

107. Every governorate shows low rates of exclusive 
breastfeeding and age-appropriate IYCF (Figure 
5.23).	A	significant	proportion	of	infants	below	age	2	
years receive bottle-feeding (24 per cent to 68 per 
cent);	this	proportion	is	highest	in	Muscat.	Muscat	also	
has one of the lowest proportions of children who 
benefit	 from	 adequate	 dietary	 diversification.	 Junk	

food use is highest in Adh Dhahirah and South Batinah.

5.3.3 Patterns of inequity
108. The magnitude of disparity across governorates 

varies by indicator (Figure 5.24). The greatest dispar-
ities are seen in anaemia amongst children: the levels 
vary across governorates by 4 times to 7 times re-
spectively for children under 5 years old and children 
at 9 months. Anaemia in pregnant women varies less 
across governorates, whilst the disparities in wasting 
and low birth-weight are the smallest. The interpreta-
tion of disparities must go together with a review of 
the actual prevalence. For instance, wasting and low 
birth-weight rates show less disparity between gover-
norates, because most governorates need improving 
in these two areas. Figure 5.24 should therefore be 
examined together with Figure 5.25, which shows the 
variation by governorates. Here, the governorates are 
ranked according to health facility data on anaemia at 
9 months.b Muscat has the lowest stunting, wasting 
and diarrhoea rates. Anaemia levels are generally high. 
Attempts to relate these to data on health services 
and piped water access were not fruitful. 

109. Disparity mapping is key for studies and inter-
ventions. The region where an indicator shows the 
greatest disparity (e.g., childhood anaemia, Figure 5.24) 
needs	targeted	specific	interventions	for	that	indicator.	
This should be in addition to the national programme, 
and not replacing it. For example, nation-wide actions 
to address anaemia amongst young children are surely 
needed, but at the same time, South Batinah, Adh Dha-
hirah and Ad Dakhliyah need special attention, such as 
studies to determine why the levels of childhood anae-
mia	are	so	much	higher.	Currently	there	is	insufficient	
information to answer such questions. 

Figure 5.23
Percentage of under-five children reached by selected infant 
and young child feeding practices, 2009

Source: Second National Health Survey for Protein Energy Malnutrition in Children 
below Five Years of Age 2009. The key to the abbreviated interventions is given 
below.
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KEY TO INDICATORS:
% Pregnant w/ Anaemia: Percentage of registered pregnant women affected by anaemia (Figure 5.14)

% 9 months w/Anaemia: Percentage of children on the Child Health Care Registry affected by anaemia (Figure 5.18)

% U5 a/Anaemia: Percentage	of	children	under	the	age	of	five	years	affected	by	anaemia	(Figure	5.17)

% U5 stunting: Percentage	of	children	under	the	age	of	five	years	affected	by	moderate	and	severe	stunting	(Figure	5.7)

% U5 wasting: Percentage	of	children	under	the	age	of	five	years	affected	by	moderate	and	severe	wasting	(Figure	5.8)

% U5 Diarrhoea rates: Reported	diarrhoeal	disease	cases	per	100	children	under	the	age	of	five	years	(Figure	4.14	x	1/10)

a. Facility data are not strictly comparable with survey data because of the different way in which these were collected, different denominators, etc. Nonethe-

less, in the absence of more updated comprehensive data, facility data may be used as indicative measures. 

b. It is recognized that health facility data are different from household survey data. However, the 2009 Second National Health Survey for Protein Energy 

Malnutrition in Children below Five Years of Age did not have all the regions. 
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 Source: 2012 Annual Health Report, MoH and Second National Health Survey for Protein Energy Malnutrition in Children below Five Years of Age 2009. The 2009 survey 
does not report on Dhofar and Buraimy.

Figure 5.25
Situation of children and women by key nutrition indicators and region, 2009-2012 (ranked by anaemia at 9 months)
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110. The importance of young child nutrition to a 

country’s human capital cannot be overestimated. 

The Copenhagen Consensus 2012 Expert Panel of 

world renowned economists found that every dollar 

invested in reducing undernutrition resulted in a $30 

return on investment in terms of increased health, 

schooling and productivity. They agreed that address-

ing malnutrition should be the top priority for poli-

cy-makers & philanthropists.148

111. In Oman, stunting, anaemia, and the increasing 

low birth-weight rate need special attention. To-

gether, these indicate that maternal nutrition needs 

to be urgently addressed. Studies are needed to de-

termine why childhood anaemia is so much higher in 

some regions and why the low birth-weight rate has 

increased over the past two decades, despite steady 

improvement in other social indicators. 

112. A holistic approach is needed to tackle the re-

maining areas of undernutrition, including micro-

nutrient deficiencies, in a convergent approach 

with early childhood programmes (Chapter 6). The 

guidelines from the global Scaling Up Nutrition (SUN) 

movement provide a useful reference framework.149 

The SUN road map focuses amongst others on (a) the 

scaling-up of 13 direct nutrition interventions focused 

on	 the	first	1,000	days	of	 life	 (Box	5.1),	 and	 (b)	 the	

promotion of broader multi-sectoral approaches to 

nutrition, such as nutrition-sensitive interventions in 

agriculture, food security, social protection, education, 

water, sanitation and public health.

5.4.  Challenges and opportu-
nities

Figure 5.24
Disparities in selected nutrition and health indicators across 
regions, 2009-2012

 Source: 2012 Annual Health Report, MoH and Second National Health Survey 
for Protein Energy Malnutrition in Children below Five Years of Age 2009.
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113. There is a need for recent and disaggregated 

household data. Nutrition and care practices are 

not easily measured by health facilities, because fam-

ilies who bring children to health facilities to measure 

their nutritional status are already self-selected – in 

other words, they are not a representative sample of 

the population. In particular, they are not the most vul-

nerable, because their parents already know enough 

and have the means to bring them to the health facil-

ities. Additionally, the data needs to be disaggregated 

not only by region, but also by other factors such as 

mothers’ education, household poverty quintiles, type 

of water used and so on. 

114. Oman has a sound legislative framework for im-

proving nutrition; however, the implementation 

needs to be better monitored and enforced. One 

example is the progress towards universal salt iodiza-

tion. Another is the regulatory framework on breast-

feeding. Both need stronger monitoring and enforce-

ment.

The following are 13 direct nutrition interventions endorsed by SUN. Most of them are relevant to Oman except for interven-

tion	9.	Oman	is	already	implementing	many	of	the	interventions	on	the	supply	side;	e.g.,	vitamin	A	supplementation	and	flour	

fortification	with	folate	and	iron.	However,	Oman	may	wish	to	consider	strengthening	and	expanding	demand-side	interventions,	

notably those to address behaviour change.

Breastfeeding

Complementary feeding for infants after the age of six months

Improved hygiene practices including hand washing

Vitamin A supplementation of children under 5 years old

Therapeutic zinc supplements for diarrhoea management 

Multiple micronutrient powders

De-worming drugs for children and pregnant women

Iron-folic acid supplements for pregnant women to prevent and treat anaemia

Iodized oil capsules, where iodized salt is unavailable

Salt iodization

	 Iron	fortification	of	staple	food

Prevention or treatment for moderate undernutrition

	 Treatment	of	severe	undernutrition	(“severe	acute	malnutrition”)	with	ready-to-use	therapeutic	foods	(RUTF).

Nutrition counselling of pregnant women and mothers of young children is necessary for interventions 1, 2 and 3, as well as for ensuring compliance with other 
interventions. 
Adapted from: Scaling Up Nutrition (SUN), 2011. http://scalingupnutrition.org/wp-content/uploads/2013/05/SUN_Framework.pdf 
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Box 5.1
The SUN interventions
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115. Society benefits from investment in early child-

hood development (ECD). Investing in ECD enhanc-

es the cognitive development of children, increases 

their readiness for school, and improves school at-

tendance and performance150 in primary and sec-

ondary education, leading to a higher quality of the 

country’s workforce. Investments in sound ECD pro-

grammes also make sense economically: the bene-

fits	to	society	outweigh	the	costs	from	five	to	seven	

times.151,152 ECD’s link with future productivity and re-

duced health costs make it a recognized factor in eco-

nomic growth.153 Furthermore, the children in greatest 

need	benefit	the	most,	showing	the	greatest	response	

to ECD programmes. Whilst the earliest interventions 

(from prenatal and antenatal care, birth and up to the 

age of two years) have the greatest impact on the 

child,154 interventions for psychological development 

after this critical period are also effective.155 

116. Making a distinction between ECE (early child-

hood education) and ECD is important. The former 

leaves out the health, nutrition and physical growth 

components and has only the components of psycho-

logical, educative and psychosocial interventions and 

parental/caregiver education. To be of maximum ben-

efit	to	the	child,	ECD	interventions	should	be	an	 in-

tegrated mix of psychological, psychosocial, health and 

nutrition interventions.156 

117. Truly integrated ECD is difficult to implement at 

the operational level. This is because in many coun-

tries, different ministries are responsible for the differ-

ent sectors that make up ECD and the interventions 

may not converge on the same children and even the 

same communities. Additionally, ECD is time-intensive 

and therefore resource-intensive. Like nutrition and 

growth counselling, it requires the service provider 

to give individual attention to each child. This is why 

many	countries	with	limited	resources	find	it	difficult	

to expand ECD on a nation-wide scale. The key is 

to start with an already successful nationwide com-

munity-based programme and insert the additional 

components needed.157 Integrated ECD also requires 

a strong central coordination body able to enforce 

national ECD norms on a variety of actors, many of 

them from the private sector. International evidence 

shows that the outcomes of good ECD programmes 

are worth the extra expense and care.158, 159, 160
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118. ECE is the fastest growing component of the ed-

ucation sector (Figure 6.1). Oman has encouraged 

ECE expansion through private-sector programmes 

and more recently, in the public sector. In 2012, 58,500 

children were attending pre-primary programmes 

(public and private).161 The average annual growth rate 

of ECE enrolment was 9.3 per cent over the period 

1990 to 2012.163, 164 The private sector dominates the 

provision of ECE services.165 Recent years have seen 

some expansion by government programmes and by 

non-profit	 institutions.

119. Oman’s pre-primary enrolment rate has rapidly 

improved but still needs to catch up with those 

of some countries in the region. According to the 

Ministry of Education, Oman’s gross enrolment ratio 

at pre-primary level was 54 percent in 2011 and 47.4 

percent in 2012. a This is lower than ECE enrolment 

rates in some countries of the region.166

120. Children of low-income families, especially in ru-

ral areas, still lack access to adequate ECE servic-

es. The majority of pre-primary enrolment takes place 

in urban areas. For example, a 2012 study showed 94 

nursery centres in the Sultanate Oman (including for 

non-Omani children). Of these, 50 centres were in 

Muscat.167 Whilst the number of private kindergartens 

(Figure 6.2) is increasing at a fast pace across Oman, 

including several in rural areas,168 lower income fam-

ilies are not able to access their services, as these 

private kindergartens are fee-based. The Ministry of 

Education has introduced a pilot programme that 

trains	and	supervises	“preparation	class”	teachers	to	

prepare young children for a successful transition to 

school. Most of these teachers are volunteers from 

local communities who have completed grade 12, but 

could	not	enter	higher	education	or	find	paid	employ-

ment.	Retaining	these	teachers	is	difficult	because	they	

do	not	have	regular	salaries	and	receive	only	small	fi-

nancial incentives from the Ministry of Education. The 

programme was limited to 58 schools and 1,173 chil-

dren in 2008-09.169

6.1. Trends and outcomes
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Figure 6.1
Pre-Primary Enrolment Ratio (%)

Figure 6.2
Distribution of Private Kindergarten students by region and 
sex, 2012/13

Source: UNESCO Institute for Statistics

Source: The Annual Educational Statistics Book, 2012/13, MoE. Does not include 
all pre-primary, but only private kindergartens registered with MoE.
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121. The lack of equal opportunity in ECE provision 

needs to be addressed. The rapid expansion of pri-

vate ECD facilities could widen educational dispar-

ities between the higher and lower-income families. 

Private kindergartens, mostly in urban areas, are well 

equipped with facilities and resources, with teachers 

holding	formal	qualifications	for	pre-primary	teaching	

and having undergone Ministry of Education training 

programmes. Such opportunities are lacking in disad-

vantaged rural areas. Children whose parents cannot 

afford private preschools start their basic education 

without	an	ECD	or	ECE	programme;	yet	 these	chil-

dren	in	greatest	need	would	have	benefited	the	most	

from ECD programmes.170

122. A set of principles govern pre-primary education 

in Oman. Pre-primary education aims to promote 

balanced development, strengthen Islamic principles, 

instil pride in nationality and language, foster positive 

attitudes and a cooperative outlook, promote knowl-

edge and participation in national social events, pro-

vide children with a developmentally appropriate cur-

riculum to promote their emerging skills, and prepare 

children for school.171 The pre-primary level of educa-

tion, mapped as ISCEDa 0 level by UNESCO,172 has an 

official	entry	age	of	4	years	and	lasts	2	years,	until	the	

child turns 6 years old, upon which he/she enters the 

first	stage	of	basic	education.

6.2 Enabling environment

Table 6.1
Types of ECE services provided in Oman

ECE/ Pre-primary 
services

Remarks Age group Curriculum by: Fees

Oversight by Ministry of Awqaf and Religious Affairs (MARA)

Qur'anic schools or 
Madrassas

Public. Established and 
administered by MARA

3 – 6 years MARA No

Oversight by the Ministry of Social Development (MoSD)

Private Nurseries

Private. Ministerial decision 
No. 121/2012 applies. 
Owned /operated by 
private sector. Some are 
internationally accredited.

Variable Own Yes

Child Growth 
Houses 

Voluntary, for rural children 3½ to 5½ years Own Small fee

Children’s Corner

Voluntary. Supervised 
by the Omani Women’s 
Associations in cities and 
Wilayat centres

3½ to 5½ years MoSD Small fee

Oversight by the Ministry of Education (MoE)

Private sector kin-
dergartens

Private, but under the 
administrative and technical 
supervision of MoE. 

3-6 years &
4-6 years

MoE Yes

Preparation Classes 
in public schools 

Public, attached to public 
schools

5 years old MoE No

Qur›anic schools or 
Madrassas

Private 3½ to 5½ years MARA + special Yes

Royal Oman Police 
kindergartens

Public. Only children of 
those working for Royal 
Oman Police

4 years MoE & own Small fee

Royal Armed Forces 
of Oman

Public. Only children of 
those working for Royal 
Armed Forces

3½ to 5½ years MoE Small fee

Adapted from Ministry of Education and World Bank (2012) and information from MoSD (2014) 

a.	International	Standard	Classification	of	Education
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123. Oman’s ECE services vary widely in institutional 
set-up and requirements (Table 6.1). There is insuf-
ficient	data	to	judge	the	extent	to	which	the	services	
also	fulfil	the	requirements	for	integrated	ECD.	Many	
of the ECE programmes, although provided by private 
entities, are still under the direct supervision of the 
Ministry of Education and the Ministry of Social De-
velopment (kindergartens and pre-kindergartens re-
spectively). The Ministry of Awqaf and Religious Affairs 
(MARA) supervises the Qur’anic schools or Madrassas 
for young children. The different types of pre-primary 
services cover different age groups of children, which 
need to be taken into account in calculating gross and 
net enrolment ratios for these services. 

124. The government is prioritizing ECE. The Gov-
ernment has put in place measures to encourage and 
coordinate the private sector’s contribution to ECE 
expansion through appropriate policies and regula-
tions. At the same time, the Government is making its 
own efforts to ensure greater ECE access and higher 
quality. A legislative framework and various decreesa 

have been put in place to regulate the nursery and 
kindergarten programmes services provided to young 
children. For example, the Ministry of Social Devel-
opment Decree 212/2012 sets out the rules and reg-
ulations for nurseries in Oman. The government has 
also implemented a yearlong national awareness pro-
gramme advocating ECE enrolment. In-service teacher 
training programmes contribute to capacity building of 
ECE professionals. The Sultan Qaboos University and 
Nizwa University now offer a four-year degree course 
in ECE. Quality improvement is being implemented 
through the development, regulation, implementation, 
and evaluation of nursery and kindergarten curricula 
and manuals. An early childhood education supervi-
sory team at the Ministry of Education coordinates 
activities in this area.173 The 2014 Child Law further 
regulates nursery services, stipulating that these must 
follow the standards set by the Ministry of Social De-
velopment. It also stipulates that authorities provide 
such services for young children of female prisoners 
in every central prison.

6.3.1 Supply and quality of services 
125. An evaluation of the Ministry of Education’s kin-

dergarten curriculum was generally positive.174 The 
evaluation found that kindergarten classes using the 

Ministry of Education’s developed curriculum had a 
better quality learning environment than that of kin-
dergartens not yet using the developed curriculum. 
The	evaluation	found	no	significant	relation	between	
teachers’	qualifications	and	the	quality	of	the	kinder-
garten classroom environment. Instead, it found that 
teachers’ years of experience had a positive impact on 
the quality of the learning environment. The evaluation 
identified	 a	 number	 of	 strengths	 and	weaknesses	 in	
the curriculum and recommended the implementa-
tion of the curriculum in all kindergartens, and the en-
hancement of teacher skills though intensive training 
programs

126. Information is limited on the quality of services 
provided by kindergartens. The Ministry of Educa-
tion provides kindergarten teachers with in-service 
training programs focused on pedagogy and interactive 
learning, which follow the principles of the child-cen-
tred approach.175 Teachers are also trained on young 
children’s characteristics, abilities, needs, individual dif-
ferences, and approaches to learning. The kindergarten 
curriculum was evaluated in 2008.

127. The pre-primary pupil-teacher ratio appears to 
be higher than that in primary school (Figure 6.3). 
However, it is unclear whether the UNESCO data is 
representative of all types of pre-primary in the coun-
try, given the many different types run by different in-
stitutions. The smaller the class, the more interactions 
the child will have with the teacher, enhancing the 
quality of learning. 

6.3 Key determinants of equity

Figure 6.3
Pupil-Teacher Ratio

Source: Pre-primary ratios from UNESCO Institute for Statistics. Primary ratios 
from MoE Educational Indicators 2010/11 and 2011/12 for more recent years 
and from UNESCO Institute for Statistics for 1990-2003
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128. The nursery curricula developed by the Ministry 
of Social Development176 are comprehensive. The 
nursery manual, for example, emphasizes the impor-
tance	 of	 a	 flexible	 approach,	 and	 the	 importance	 of	
offering children a variety of activities that promote 
their skills, meet their needs, and take into account 
the individual differences among children. The curricu-
lum includes items designed to develop children’s con-
fidence,	 independence,	 language	 abilities,	 social	 skills,	
large and small motor muscle coordination, problem 
solving and relationship skills. It also includes instruc-
tions to teachers for identifying developmental char-
acteristics of children at different ages with indicators 
and warning signs. The manual covers health issues and 
guidelines for responding to injuries and accidents. 

129. An evaluation in 2009 found the content and 
quality of services in nurseries variable. The sample 
comprised 20 nurseries distributed amongst Muscat 
and other governorates.177 The evaluation included, 
among	 others,	 the	 qualifications	 of	 administrative	
and teaching staff, the availability of developmentally 
appropriate equipment, the quality of early childhood 
programmes, the level of family involvement and the 
health and nutrition aspect of the nurseries. The eval-
uation results show that over half the teachers and 
caregivers held a high school degree. The programmes 
varied: some promoted memorization and play, others 
used	various	teaching	strategies	and	field	trips.	Some	
nurseries provided assessment reports to families on 
their children’s developmental abilities. Parental in-
volvement and follow-up varied. The 2009 evaluation 
identified	 areas	 for	 improvement	 in	 terms	 of	 facili-
ties, caregivers’ capacities and accreditation of nurs-
ery programmes. The evaluation recommended the 
provision of ECD programmes that would promote 
children’s development, improving caregiver capacities 
by using employment standards and in-service training 
programs, and working with public and private univer-
sities to develop ECD specialties. 

130. Oman is taking steps to improve the nurseries 
and raise the capacity of nursery caregivers. The 
efforts aim to improve the institutional mechanisms 
for nurseries, upgrade human resources and develop 
a	 scientific	 evidence	base	 for	 further	 improvements.	
To this end, a project is underway in collaboration 
with the Arab Gulf Programme for Development (AG-
FUND) and Sultan Qaboos University with a view to 
conduct a further situation analysis of nurseries. 

131. ECD and ECE services are particularly impor-
tant since children in Oman start school relatively 
late. To enter public schools, children have to be at 
least 5 years and 9 months old by the end of Sep-
tember each year. This is later than the norm in most 
high-income countries and again, highlights the need 
for laying a good ECD/ECE foundation. A World Bank 
report178 on Oman noted that the growth of private 
preschools	benefited	mainly	 the	well-off	 families	and	
that	 the	 expansion	 of	 publically	 financed	 preschool	
education was one of the most promising ways to en-
hance educational outcomes, particularly for the most 
disadvantaged and least educated sections of society. 
The report recommended expansion of public servic-
es in areas of poor educational performance, either 
by attaching preschool classes to existing schools, or 
by	using	a	voucher	scheme	to	finance	participation	in	
private preschool education at agreed rates.179

6.3.2 Demand 
132. The rapid growth in ECE enrolment shows 

a strong demand. Oman has seen a 46 per cent 
increase in the numbers of children enrolled in 
pre-primary education from 2007 to 2012.180 The 
government’s awareness-raising and advocacy pro-
grammes on ECE have contributed to the rise in 
enrolment. The awareness raising was conducted 
in collaboration with UNICEF-Oman, and included 
a year-long national campaign starting in November 
2008 to increase the awareness of the importance of 
pre-school education. An assessment of the 2008 cam-
paign was generally positive and attributed a rise in 
parents’ awareness181 to the campaign.

Figure 6.4
Gender Parity Index (GPI), pre-primary enrolment

Source: UNESCO Institute for Statistics
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133. Gender parity in pre-primary enrolment has 
steadily increased. There is now little difference be-
tween the enrolment of girls and that of boys (Figure 
6.4).

134. Supply cannot currently keep up with the de-
mand. Challenges remain in providing services for 
the Omani children of kindergarten age not attend-
ing these programmes. This is due in large part to the 
location of most kindergartens, which are clustered 
in	the	capital,	as	well	as	the	financial	inaccessibility	of	
private kindergartens for low-income families. The as-
sessment of the 2008 campaign highlighted the need 
to expand early childhood education services to in-
clude low-income families and families with children 
having special needs.

135. Tackling the remaining challenges in ECD will re-
quire political commitment.

136. First, increased public investment in ECD will 
be needed, not just in ECE. Government leadership 
and involvement are essential for ensuring ECD pro-
vision on a large scale, while maintaining quality and 
ensuring access by low-income families.182 The pace of 
expansion, the access required for these families and 
above all, the necessary convergence with health and 
nutrition interventions are beyond the scope of the 
private sector alone. In particular, the development 
and	recruitment	of	qualified	ECD	teachers	to	work	in	
poorer	areas	will	require	significant	investment	by	the	
government. Additionally, holistic ECD services will 
require health and nutrition interventions. A national 
ECD strategy is, therefore, required to provide focus 
and link up the ECD work of various ministries, such 
as the Ministry of Social Development, the Ministry 
of Education and the Ministry of Health. An expert is 
currently working on a study on investment in early 
childhood in the Sultanate.

137. Second, public ECE services should be expanded 
through existing mechanisms. The Ministry of Ed-
ucation’s programme for preparation classes at basic 
education schools could be expanded, particularly in 
rural areas. This will allow expanding school readiness 
programmes for pre-school children into the poor-
er areas. Although nurseries and kindergartens are 
increasing in number, most of the programmes are 

owned	and	run	by	the	private	sector,	making	it	difficult	
for underprivileged children to gain access, especially 
since many programmes are located in the capital. 

138. Third, the quality of services, teacher efficiency, 
and the learning environment is variable and will 
need improvement. Overall,	 the	 qualifications	 and	
competencies of early childhood teachers need to be 
strengthened. Many teachers are high school gradu-
ates and lack the proper pre-service training experi-
ence needed to implement developmentally appropri-
ate care and education strategies. Consistent norms 
and standards are needed across the different types 
of preschool programmes.183 With regard to kinder-
gartens, the main challenge will be the application of 
pedagogical teaching strategies that are appropriate 
for working with very young children. 

139. Fourth, a systematic and evidence-based ap-
proach is needed to assess gaps in early childhood 
services. The Ministry of Social Development is cur-
rently developing the national strategy for childhood, 
which will assess the services provided to children, 
identify the challenges and needs in education, health, 
and child protection as well as in the social and cultur-
al areas. Any comprehensive situation analysis should 
link up with previous and ongoing research. It should 
cover the delivery of services, the effectiveness, con-
vergence and quality of psychosocial, health and nu-
trition interventions, the workforce skills and training 
needs,	information	systems,	curricula,	pedagogy,	financ-
ing, governance and the policy legislation framework. 
The health and nutrition components should be in line 
with those in the First 1,000 days approach (Chapter 
5, Box 5.1). 

140. Following this comprehensive analysis, nation-
al standards for integrated ECD will need to be 
adopted and enforced. The Ministry of Education is 
preparing a manual on development standards for ear-
ly	childhood,	which	is	being	revised	and	pending	final	
approval. The standards should pay special attention to 
quality concerns in early childhood programmes with 
regards to the infrastructure, educational materials, 
and the nutrition, education and care of young chil-
dren. The Government may wish to develop a national 
rating scale and indicators for rating ECE/ECD facili-
ties in terms of a developmentally appropriate learning 
environment, the professional competency of teachers 
and caregivers, and parental education programmes. 
The national strategy will need to take all the new 
findings	and	standards	into	account.

6.4 Challenges and opportunities
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7.1 Trends and outcomes
Table 7.1
Mapping of Oman’s education system and the correspondence with ISCED

Age Grade
Basic Education System 
(BE)

General Education System 
(GE)

ISCED Level (UNESCO)

Birth

Private nurseries & day care centres (See Table 6.1)

PrePrimary (ISCED 0)

1

2

3

4
Kindergarten Kindergarten

5

6 1

Basic Education Cycle 1

General

Primary
(ISCED 1)

7 2

8 3

9 4

10 5

Basic Education Cycle 2

11 6

12 7

Lower Secondary
(ISCED 2)

13 8

14 9

15 10

16 11
Post-Basic Education Post-Basic

Upper Secondary
(ISCED 3)17 12

18 Tertiary

Sources: National system from Ministry of Education, Oman. ISCED system from Oman ISCED mapping by UNESCO, School Year reference 2009. Available from: 
http://www.uis.unesco.org/Education/ISCEDMappings/Pages/default.aspx

141. Oman has invested in a modern education sys-

tem, carrying out the necessary reforms. From 

900 students in 1970, school enrolment now covers 

nearly 600,000 students in 2012/13 (Figure 7.1).184 The 

growth has mainly been achieved by the accelerated 

provision of public schools, classrooms and teachers. 

To improve learning outcomes, the government re-

structured the education system in 1998/99, replacing 

the earlier General Education (GE) structure with the 

new Basic Education (BE) structure. The country is still 

going through the transition from GE to BE, with some 

schools still in the GE system. In 2007/2008, following 

the Ministerial Decree (No. 59/2006), Oman initiated 

the post-basic education system, comprising grades 11 

and 12. Table 7.1 shows the relationship between the 

GE, BE, post-basic systems and the UNESCO Inter-

national	Standard	Classification	of	Education	(ISCED).	

The continuing reforms aim to further strengthen 

the development of skills for employment and career 

planning, adopt internationally recognized curricula 

and student assessment systems, and promote stu-

dent-centred learning.

142. Oman has achieved near-universal primary ed-

ucation with steadily increasing enrolment rates 

over the past two decades. Oman has shown re-

markably steady progress in increasing access to pri-

mary education over the past two decades or so. Its 

net enrolment rate (NER) has overtaken that of some 

other countries in the region (Figure 7.2) and primary 

education coverage is now near universal. Both prima-

ry adjusted net enrolment rate (ANER)185 and NER 

increased by approximately 29 percentage points from 

1990 to 2012. 
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NATIONALFemaleMale
Age group in years

10
-1

4

15
-1

9

20
-2

4

25
-2

9

30
-3

4

35
-3

9

40
-4

4
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-4

9
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-5

4
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-5

9
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-6

4

65
-6

9
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4
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-7
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Figure 7.1
Student numbers by sex, public & private schools, 2012

Figure 7.3
Literacy rates by age group, 2010

Figure 7.2
Net enrolment ratio, primary

143. The progress in secondary education is also 

impressive. In 1993, only about half the children 

of secondary school age (ISCED 2 and ISCED 3) 

were enrolled in Oman’s secondary school system. 

By 2012, the secondary NER had increased by more 

than 34 percentage points. UNESCO data show that 

although Oman had started out with NER well below 

that of some countries in the region, it has caught up 

over	the	past	five	years	or	so.

144. Oman has achieved universal literacy rates 

amongst young people in the age group 15-24 

years (Figure 7.3). Ninety-nine per cent of this age 

group are literate. With the steady increase of second-

ary enrolment rates, Oman is seeing a rising propor-

tion of literacy in the younger age groups. Those in 

the older age groups represent previous generations 

when Oman’s population was not so educated. Even 

amongst young people, the 15-19 years old age group 

(literacy rate 99.1 per cent) is more literate than 

the 20-24 year old age group (literacy rate 98.7 per 

cent).186 

Female students in private schools
36,046

Female students in public schools
255,996

Total Public Schools
43,336

Male students in public schools
257,671

44%

43%

7%
6%

Source: MoE: Annual Educational Statistics Book 2012-13

Source: MoE: Educational Indicators 2010-2011 based on 2010 census

Source: UNESCO Institute for Statistics
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Figure 7.4
Public expenditure on education as % of GDP

Figure 7.5
Percentage distribution of public current expenditure on 
education by level

Figure 7.6
Public expenditure per pupil as a % of GDP per capita, primary

Source: UNESCO Institute of Statistics. Note: the trends in the earlier part of the 
1990s for Kuwait probably reflect the Gulf War and its aftermath.

Source: UNESCO Institute of Statistics
Source: UNESCO Institute of Statistics

145. Education expenditure patterns reflect the gov-

ernment’s commitment to education. As men-

tioned in Chapter 1, public spending on education 

increased from 11 per cent of total government ex-

penditure in the 1990s187 to 30 per cent in 2006, 21 

per cent in 2012 and 17.1 per cent in 2013188 (Figure 

1.2). In 2009, recurrent expenditure on education ac-

counted for 37 percent of all civil ministries’ recurrent 

expenditure or 18 percent of total government recur-

rent expenditure.189 International estimates show that 

as a percentage of GDP, Oman’s public expenditure 

on education compares favourably with that of other 

countries in the region (Figure 7.4),190 although still 

below the OECD average of 6.3 per cent (2010).191 

Oman’s education spending has increased from 1990, 

in contrast to declining trends in some other coun-

tries over the same period. 

146. With the achievement of universal primary educa-

tion, Oman now prioritizes secondary education 

within its public spending on education (Figure 7.5). 

The share of public current expenditure on education 

allocated to the primary level has dropped to around 

33 per cent of the total public current expenditure on 

education, from between 38 and 50 per cent in the peri-

od 1998-2005.192 The government spends around 14 per 

cent and 16 per cent of GDP per capita for each pupil 

at the primary and secondary levels respectively. Fig-

ures 7.6 and 7.7 show the equivalent spending by other 

countries, using UNESCO statistics for comparison.193 

7.2 Enabling environment
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Figure 7.7
Public expenditure per pupil as a % of GDP per capita, second-
ary

Figure 7.8
Percentage regional share of total student population, public 
and private schools, compared against percentage regional 
share of total population, 2012/13

Figure 7.9
Students per class in public schools by region: average, maxi-
mum & minimum, grades 1-12, 2011/12

Source: UNESCO Institute of Statistics

Source: MoE, 2012-13 Annual Educational Statistics Book

Note: Calculated for three education levels in both BE and GE systems: Grades 
1-4, 5-10 & 11-12 (BE cycle 1, BE cycle 2 & Post-Basic). Maximum limit specified 
by MoE (dashed horizontal lines) is 35 per class except for BE Cycle 1, which is 
30. Source: MoE, Educational Indicators 2011/12

7.3.1 Supply and quality of inputs and services

Access and availability 

148. The school system and infrastructure have the 

capacity to absorb additional students, although 

there are still second shift schools. This is shown 

by the distribution of student population, student-class 

ratios and student-teacher ratios across all governo-

rates. Even the public schools in the more densely 

populated governorates with the largest student pop-

ulations (Muscat and North Batinah, Figure 7.8) have 

an average student-class ratio that is below the max-

imum limit set by the Ministry of Education (Figure 

147. The proportion of government education spend-

ing that goes to staff remuneration in Oman is 

high. Recent reports show that staff costs accounted 

for over 90 per cent of recurrent education expendi-

tures in Oman.194 This leaves little left for non-salary 

recurrent expenditure, such as for teaching materials, 

which affect the quality of education. The numbers of 

teachers and administrators have also increased over 

time, although the number of classes and students have 

remained stable. The OECD average for staff compen-

sation as a percentage of all current expenditure in 

2010 was just below 80 per cent.195 

7.9). This is 35 students per class for all grades, except 

grades 1 to 4 in the BE system, for which the limit has 

been set at 30 students per class. In 2011/12, Dhofar, 

Al Wusta and Musandam had the lowest student-class 

ratios,	 reflecting	 the	 sparsely	 populated	 nature	 of	

these governorates. On the other hand, in 2011/12, 8 

per cent of public schools had second shift classes.196

7.3 Key determinants of equity
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149. Student teacher ratios have fallen from 13 to 10 

over the past five years. All governorates show a 

slight decrease in this ratio over the period 2007/08 

to 2011/12 (Figure 7.10). In 2011/12, Al Wusta, Dho-

far and Musandam showed the lowest ratios (5, 7, 7 

respectively), being governorates where the popula-

tion is sparsely distributed. The recruitment of more 

teachers has contributed to the decrease in the stu-

dent teacher ratio.197

152. Oman has achieved universal access to primary 

education and significant progress in secondary 

education (Figure 7.11). The ANER shows that in the 

school year 2011/12, 98 per cent of children of ages 

6 to 11 years were enrolled in school in grades 1 to 

6 or higher. Amongst children of age 12-14 years, 95 

per cent were enrolled, and in the age group 15 to 

17 years, the ANER was 85 per cent. Thus, from age 

12 on, around 5 to 15 per cent of children are either 

over-age, or not in school.202

150. Private school enrolment is growing each year. 

Almost half of all students in Oman’s private schools 

are enrolled in Muscat (Figure 7.8). In 2012, students 

enrolled in private schools represented 13.4 per cent 

of all students in Oman (Figure 7.1),198 an increase 

from 12.1 per cent in 2011.199

151. The non-Omani students in public schools en-

joy the same educational opportunities that are 

offered free of charge to Omani citizens.200 In 

2011/12, non-Omanis represented 2.1 per cent of all 

public school students (4 per cent in Muscat public 

schools) and 10 per cent of all private school students. 

These proportions vary across governorates.201
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Figure 7.10
Student-teacher ratio in public schools, all grades

Figure 7.11
Adjusted net enrolment ratios, grades 1-12, public & private 
schools

Source: MoE: Educational Indicators 2010/11 and 2011/12

Source: Educational Indicators 2011/12 & MoE data for this report
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Figure 7.12
Adjusted net & gross enrolment ratios, grades 1-6, public & 
private schools

Figure 7.14
Net, adjusted net & gross enrolment ratios, grades 10-12, 
public & private schools

Figure 7.13
Net, adjusted net & gross enrolment ratios, grades 7-9, public 
& private schools

Source: MoE: Educational Indicators 2010/11, 2011/12

Source: Educational Indicators 2010/11, 2011/12 & MoE data for this report

Source: MoE: Educational Indicators 2010/11, 2011/12

Age of entry

153. The differences between gross enrolment ratio 
(GER), ANER and NER have decreased, showing a 
reduction in late entrants (Figures 7.12, 7.13, 7.14). 
In 1990, Oman’s primary ANER and GER showed a 15 
percentage points difference. This difference decreased 
to 4 percentage points in 2006/07 and by 2011/12, to 3 
percentage points for grades 1 to 6. This improvement 
may be attributed to the government’s efforts to en-
rol children at the correct age in school (see below). 
In older age groups, the difference between GER and 
ANER/NER	has	decreased	but	remains	significant.203

154. The government’s efforts to enrol children at the 
appropriate age are showing results. In 2006, the 
Ministry of Education reduced primary school admis-
sion age from 6 years to 5 years 10 months in govern-
ment schools, and 5 years 6 months in private schools. 
This resulted in the narrowing of differences between 
GER and NER. The positive impact of this policy has 

not yet reached older ages, where the improvement is 
less marked. For example, available data show a differ-
ence between GER and NER of 17 percentage points 
for grades 7-9 (2010) and 18 percentage points for 
grades	10-12	(2012),	indicating	the	significant	propor-
tion of over-aged children in these older classes.204 A 
review of the age structure of students by grade (Fig-
ure 7.15) shows that as the grades progress upwards, 
the proportion of children who are of the appropri-
ate age for that grade declines from 89 per cent in 
grade 1 to around 56 per cent in grades 11 and 12, 
meaning that some 44 per cent of students in the two 
top classes are over-aged. In this respect, the new BE 
system	is	more	efficient	than	the	older	GE	system:	an	
average 66 per cent of students in grades 5 to 10 are 
of the appropriate age for their class in the GE system, 
compared to an average 72 per cent of students in 
the same grades in the BE system (Figures 7.16 and 
7.17).205 

155. Late enrolment at school appears to be a major 
cause of the high proportion of over-aged students. 
Repetition (section 7.3.2) also contributes to the phe-
nomenon, but the proportions of over-aged children 
are too high for repetition alone, and are probably due 
to late enrolment from grade 1. The differences be-
tween the ANER and NER (e.g., 12 and 8 percentage 
points respectively in grades 7-9 and 10-12) show the 
presence of under-aged children. Underage children 
are less common than are overage children, meaning 
that many more parents enrol their children in grade 1 
late, rather than early. Grade 1 enrolment rates show 
a slight narrowing of the gap between GER and ANER 

over	the	past	five	years	(Figure	7.18).206 
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Figure 7.15
Proportion of students who are at the appropriate age for their class in public schools, BE and GE systems, 2011/12

Figure 7.16
Student distribution by age and grade in public schools, Basic and Post-Basic Education, 2011/12 

Figure 7.17
Student distribution by age and grade in public schools, General and Post-Basic Education, 2011/12

Source: MoE: Educational Indicators 2011/12

Source: MoE: Educational Indicators 2011/12

Source: MoE: Educational Indicators 2011/12
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Figure 7.18
Grade 1 enrolment rates, public & private schools

Figure 7.19
Gender parity indices calculated with GER, grades 1-12, public 
& private schools

Figure 7.20
Gender parity index for Grade 1, calculated with GER

Source: MoE: Educational Indicators 2010/11 and 2011/12

Source: MoE: Educational Indicators 2010/11, 2011/12

Source: MoE: Educational Indicators 2010/11, 2011/12 

Disparities in access 

156. A comprehensive analysis of disparities in edu-

cation is constrained by the unavailability of suf-

ficiently disaggregated data. Disaggregated data is 

needed not only by governorate on enrolment, sur-

vival, transition rates, performance and other learning 

outcomes, but also by other socio-economic group-

ings. The main barrier is the uncertainty in the popu-

lation denominators by governorate and the scarcity 

of household survey data that can be used to examine 

linkages between education and various socio-eco-

nomic factors.
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157. Oman has achieved gender parity for both pri-

mary and secondary education. The gender parity 

index (GPI)a lies between 0.99 and 1.0 for grades 1 to 

10 (Figure 7.19). The GPI for grade 1 also shows no 

disparity (Figure 7.20).207 

158. Disaggregating literacy rates by sex and age 

group shows a prominent gender gap in older 

age groups (Figure 7.3). From the age of 35 years, 

when the proportion of literate men is ten percentage 

points higher than the proportion of literate women, 

the gender gap reaches its maximum (a difference 

of 44 percentage points in favour of men) in the age 

group of 50-54 years. In the reproductive age group 

(15-49 years), younger women have a high rate of lit-

eracy, but 13 to 51 per cent of the older women (35 

to 49 years) are still illiterate.208 

a.	By	definition,	the	GPI	is	calculated	with	GER.
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7.3.2 Demand and internal efficiency 

159. Survival rates to grade 6 have increased from 

1990 to 2010 by nearly 35 percentage points. 

Female survival rates have caught up with and over-

taken male survival rates (Figures 7. 21, 7.22).209 The 

gender parity for survival rates (calculated by dividing 

female survival rate by male survival rate) was 1.01 in 

2011/12. In other words, for every 100 boys that stay 

on until grade 6, 101 girls stay on until the same grade. 

Data on survival rates by governorate or for older 

classes were not available. Along with other indicators, 

intake	(previous	section),	survival	and	retention	reflect	

demand.	These	are	also	influenced	by	the	internal	ef-
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Figure 7.21
Survival rates to grade 6, female and male 1990-2011

Figure 7.22
Survival rates to grade 6, female and male 1990-2011

Source: Before 2005: UNESCO Institute for Statistics. 2006 to 2012: MoE Educa-
tional Indicators 2010-2011 and 2011-12

Source: Before 2005: UNESCO Institute for Statistics. 2006 to 2012: MoE Educa-
tional Indicators 2010-2011 and 2011-12
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Figure 7.23
Repetition rates by educational level and sex, public & private schools

Source: MoE: Educational Indicators 2010/11, 2011/12

ficiency	of	the	system,	indicated	by	various	indicators	

such as repetition and promotion. 

160. There is little or no repetition in lower grades, 

but in higher grades, repetition rates are signifi-

cantly higher. This is because the standards for pass-

ing examinations are stricter for older classes.210 Over 

a six-year period, repetition rates ranged from 2.2 per 

cent to 4.1 per cent in grades 5 to 10, and from 1.6 

per cent to 3.9 per cent in grades 11 to 12, with no 

significant	pattern.	Girls	repeat	less	than	boys	and	this	

gender difference is more marked in the older classes, 

especially in grades 11 and 12 (Figure 7.23).211
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161. Whilst dropout rates increase with grade, but 

have declined sharply in the past few years to be-

low 2 per cent (Figure 7.24). Dropout rates are under 

1 per cent from grades 1 to 4, but start increasing in 

grades 5 to 10 and are higher in grades 11 and 12.212 A 

study213	identified	numerous	reasons	for	dropping	out:	

violence from teachers, including humiliation, physical 

and verbal abuse, sexual harassment by the teacher, 

poor teaching methods, disinterest of teachers and 

lack	of	encouragement,	inflexibility	of	teachers	in	re-

fusing students’ requests to pray, favouritism shown 

by	teachers,	economic	difficulties	 in	the	 family,	social	

problems in the family, such as divorce, desertion and 

polygamy, drug abuse, early marriage, especially in no-

madic areas (although the law in Oman states 18 as 

the minimum age of marriage), pressures for the child 

to work and discrimination against dark-skinned chil-

dren.

162. Overall, the promotion rates214 decline slightly 

from primary to grade 12. Nearly all children are 

promoted from grade 1 to grade 4. Around 96 per 

cent of children from grade 4 are promoted to grade 

5 and promotion rates in grades 11 to 12 are 94 per 

cent on average. The average promotion rate for the 

whole system was 97 per cent in 2010/11.215 As men-
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tioned under repetition, older grades have stricter cri-

teria for examinations and promotion. (Figure 7.25). 

163. Girls have a higher promotion rate than boys do 

(Figure 7.25). The gender parity calculated with pro-

motion rates is 1.00 for grades 1 to 4 (meaning parity). 

In grades 5 to 10, gender parity is 1.01, meaning that 

101 girls are promoted for every 100 boys. Subse-

quently, in the transition from grade 10 to 11, 107 girls 

are promoted for every 100 boys. For the whole cycle, 

the gender parity calculated with promotion rates is 

1.01.

7.3.3 Quality and learning outcomes

164. Oman’s education reforms include the introduc-

tion and expansion of a child-centred approach in 

teaching and learning. The approach emphasizes life 

skills and real-life applications in the curriculum, the 

implementation of continuous assessment and a re-

duction of class size. A school-based management pro-

cess has been implemented, and a program to evaluate 

overall school performance has been in operation for 

some years. The Ministry of Education has also raised 

the	initial	teacher	qualification	standard	and	increased	

the	official	number	of	instruction	days.	
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in remote places: in 2012/13, 37 per cent of teachers in 

Al Wusta and 33 per cent of teachers in Dhofar were 

expatriates.219

167. Learning outcomes were found inadequate, as 

measured against various assessments. Oman has 

so far participated in three rounds of international as-

sessments. These were of grade 4 students assessed by 

the 2011 PIRLS220 (Progress in International Reading 

Literacy	Study);	grade	8	students	assessed	by	the	2007	

TIMSS;	and	grades	4	and	8	students	assessed	by	 the	

2011 TIMSS (Trends in International Mathematics and 

Science Study).221 

168. The PIRLS reading assessment shows low scores 

for Grade 4 students from Oman. The scores fall 

in the lower half of the global ranking (Figure 7.26). 

At subnational level, children who are from urban ar-

eas and children belonging to richer households score 

better, perhaps because they have better access to 

good schools and their parents are likely to be bet-

ter educated than in rural areas. Across all socio-eco-

nomic groups, girls’ reading performance in grade 4 is 

consistently better than that of boys (Figure 7.27).222

169. In TIMSS assessments for mathematics and sci-

ence, Omani students scored below average. 

Furthermore, the performance has not substantially 

improved from 2007 to 2011 assessments and has de-

clined or remained stagnant (Figure 7.28). Omani stu-

dents did better in science compared to mathematics. 

In the 2011 assessment of Grade 8 students for math-

Figure 7.26
Score for Omani students compared to top and bottom rank-
ing countries in international PIRLS assessment, 2011, grade 4 
reading

Source: International Association for the Evaluation of Educational Achievement 
(IEA), Progress in International Reading Literacy Study (PIRLS), 2011.
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165. The Ministry of Education is increasing the pool of 

qualified	Omani	 teachers.	The	Omanization	 policy	 is	

crucial for long term sustainability of education sec-

tor improvements. Good progress has been made in 

recruiting and training Omani teachers. By 2012/13, 

87 per cent percent of teachers (93 per cent of fe-

male teachers and 76 per cent of male teachers) were 

Omani.216	The	 level	of	 teacher	qualifications	has	also	

improved: in 2012, some 83 percent of teachers had 

a	degree-level	qualification,	up	from	only	8	percent	in	

1972.217 

166. The remote governorates have a greater proportion 

of teachers who are less experienced, as teachers 

posted to those places tend to transfer out more 

quickly. For example, in 2009, 59 percent of teachers 

in Al Wusta and 42 percent of teachers in Dhofar had 

less than 5 years’ experience compared with 26 per-

cent nationally.218	Expatriate	teachers	fill	the	vacancies	



89

Situation Analysis of Children and Women in the Sultanate of Oman

Government of the Sultanate of Oman and UNICEF

A  Rights-based Equity-Focused

ematics,	Omani	 students	 scored	 in	 the	 bottom	 fifth	

of participating countries. Within Oman itself, chil-

dren from the richer quintiles generally scored high-

er than did those from the poorer quintiles, but not 

always. For example, both girls and boys from quintile 

4 scored higher in Grade 4 mathematics and science 

than	those	in	quintile	5;	boys	in	quintile	2	in	Grade	8	

science outscored those in quintiles 3 and 4 (Figures 

7.29 and 7.30).223

170. National assessments also indicate learning 

achievement below expectations. The Ministry of 

Education conducts sample-based national assess-

ments of grades 4, 7 and 10. Assessment results gen-

erally indicate low student achievement. The grade 7 

assessment in 2006/07, for instance, found that most 

students did not reach the standard expected by the 

Ministry of Education.224 The grade 10 assessment of 

national learning performance in 2012/2013225 showed 

that amongst Omani nationals, 94 per cent of girls and 

90 per cent of boys from grade 10 were transferred to 

the next stage. Performance was marginally better in 

the BE system compared to the GE system by 1-2 per-

cent. In some governorates (South Sharqiyah, Al Wusta 

and Al Buraymi) transfer rates were much lower, espe-

cially amongst boys (Figure 7.31).a

171. There are significant gender differences in per-

formance. In TIMSS, girls scored consistently higher 

than did boys (Figures 7.29 and 7.30) across all so-

cio-economic groups, in both science and in mathe-

matics. In 45 countries and territories participating in 

the grade 4 level PIRLS 2011, Oman had the second 

largest gender difference in favour of girls,b whilst in 

the 57 countries and territories participating in the 

grade 4 level TIMSS 2011, Oman again had the sec-

ond largest gender difference in favour of girls.c In the 

grade 10 national assessments in 2012/13, girls out-

performed boys by 3 to 4 percentage points (Figure 

7.31).

Figure 7.28
Average scores for Omani students compared to top and bottom ranking countries in international TIMSS assessments, 2007-
2011

Figure 7.27
Omani students’ PIRLS scores for grade 4 reading, by resi-
dence, sex and wealth quintiles, 2011

Source: International Association for the Evaluation of Educational Achievement (IEA), Trends in International Mathematics and Science Study (TIMSS), 2007, 2011

Source: International Association for the Evaluation of Educational Achievement 
(IEA), Progress in International Reading Literacy Study (PIRLS)

100%

80%

60%

40%

20%

0%

Q
ui

nt
ile

 5

Q
ui

nt
ile

 4

Q
ui

nt
ile

 3

Q
ui

nt
ile

 2

Q
ui

nt
ile

 1

U
rb

an

R
ur

al

N
at

io
na

l

650
600
550
500
450
400
350
300
250
200

Grade 8 ScienceGrade 4 ScienceGrade 8 Science Grade 8 MathGrade 4 MathGrade 8 Math

201120112011201120072007

Bottom score Oman Top score

TIMSS scale 
average = 500

a. Ministry of Education data provided for this report.

b. Next only to Saudi Arabia.

c. Next only to Kuwait



90
Situation Analysis of Children and Women in the Sultanate of Oman

Government of the Sultanate of Oman and UNICEF

A  Rights-based Equity-Focused

Figure 7.29
Omani students’ TIMSS scores for Grades 4 and 8 Mathemat-
ics by sex & wealth quintile, 2011

Figure 7.31
Percentage of Omani children having passed the grade 10 national assessment by region, by BE and GE schools and by sex, public 
schools, 2012/13

Figure 7.30
Omani students’ TIMSS scores for Grades 4 and 8 Science by 
sex & wealth quintile, 2011

Source: International Association for the Evaluation of Educational Achievement 
(IEA), Trends in International Mathematics and Science Study (TIMSS), 2011

Note: does not include expatriate children. Source: Ministry of Education data provided for this report. Information was unavailable on the composition of denominator 
(e.g., dropouts, etc.). This may explain why the percentage of children who passed and were promoted exceeded 100% for GE schools in Wusta.

Source: International Association for the Evaluation of Educational Achievement 
(IEA), Trends in International Mathematics and Science Study (TIMSS), 2011
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172. Oman has made tremendous achievements in its 

drive to universalize education and expand edu-

cation infrastructure. The country now needs to in-

crease attention to the qualitative aspects of the edu-

cation system and identify the most vulnerable groups 

and the actions required. Hence the need for more 

disaggregated data and qualitative data. 

173. A priority task will be to ensure the employa-

bility of young Omanis in the new knowledge 

economy. At the same time, the job market needs to 

have	sufficient	opportunities	to	attract	well-educated	

young	people.	A	significant	concern	 is	 that	there	are	

more highly skilled Omani youth than there are jobs, 

resulting in a loss of investment as Omani talent seeks 

better opportunities elsewhere. Many programmes 

have been put in place for training young people in 

line with labour market needs. The Ministry of Educa-

tion has established Career Guidance Centres to pro-

vide advice to young people on job availability, and to 

match them with training opportunities and learning 

programmes. A small but increasing number of basic 

education graduates have entered technical education 

and vocational training programmes. In 2012, UNES-

CO estimated that 16 per cent of young people were 

enrolled in tertiary education (23 per cent of young 

women and 12 per cent of young men).226 While girls 

outnumber and outperform boys in the education 

system, female workers are underrepresented in the 

labour	market	 (see	Chapters	 1	 and	 3).	One-fifth	 of	

job seekers, particularly females, stated that they were 

not willing to accept work in the private sector due to 

unsuitable working conditions.227

174. Interventions will need to identify and address 

the root causes for the low performance of boys. 

Not enough is known about this. Special studies will 

be needed on parents’ expectations and attitudes and 

on the motivation, learning and lifestyles of both boys 

and girls. Taking a positive deviance approach by deter-

mining the factors leading to higher performance of 

certain groups could be helpful. 

175. The capacity of the education management in-

formation system needs strengthening. In particu-

lar, the system needs to be able to produce regionally 

disaggregated data on enrolment, survival and other 

indicators as well as data disaggregated by socio-eco-

nomic	factors.	This	will	 then	provide	a	firm	basis	 for	

targeted plans and actions to address the system’s in-

efficiencies	and	identify	various	subnational	disparities.	

176. The teaching-learning outcomes need to im-

prove. The results of international and national 

assessments should be used to improve the quali-

ty of the system. Studies that aim to increase reten-

tion are also relevant in improving learning outcomes. 

These studies suggest that improving the pedagogical 

capacity of teachers is a priority. Studies elsewhere 

emphasize the importance of the way the teachers 

teach in class: such as the need to give feedback to 

students on their homework and test results, and go 

through the solutions together with the students in 

class. Pre-service and in-service training will need to 

prioritize teacher quality. One report mentions that 

teacher	trainers	do	not	have	sufficient	classroom	ex-

perience or practical teaching skills and that in-service 

training should be more practical and responsive to 

teachers’ needs.228 The reporting and administrative 

requirements for teachers need to be lightened. Hu-

man resource planning and training need to focus on 

ensuring adequate numbers and capacities of Omani 

teaching staff. 

177. The 2014 Child Law has made education manda-

tory until completion of the elementary level. This 

will help in addressing child protection and lifestyle is-

sues discussed in Chapter 8.

7.4 Challenges and opportunities
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8.1 Children with disabilities

8.1.1 Trends and outcomes

178. The prevalence of disability in the Omani popu-

lation is around 3 per cent. The 2010 census229 re-

ported a prevalence of 3.2 per cent (3.4 per cent for 

males, 3 per cent for females) for the entire Omani 

population, of which 27.1 per cent were children and 

young people of ages 0- 24 years (Figure 8.1). The prev-

alence of disability amongst children aged 0-14 years 

is lower, at around 1 per cent. Disability is consistently 

higher in males than in females, in both numbers and 

prevalence (Figure 8.2). Altogether, the 2010 census 

identified	 around	 62,500	 people	with	 some	 form	of	

disability, of which some 7,400 are children below age 

15 years.a

179. Disability prevalence rates should not be compared 

across countries.230 The differences in disability prev-

alence between various countries (Table 8.1) are due 

to the differences in the concepts and methods used 

to identify persons with disabilities. Even within the 

OECD, different systems are used.231	Identification	and	

reporting systems in the OECD countries are also 

more developed and consequently are able to iden-

tify a greater proportion of people with mild forms 

of disability. There is an issue of culture: certain coun-

tries may have more families who do not want to ad-

mit to outsiders that they have disability in the family, 

especially since census questions are not directed at 

every member of a given household. As Oman moves 

towards a more regular and comprehensive informa-

tion system on people with disabilities, the prevalence 

reported in the census could increase.

Figure 8.1
Age structure of population with disability, 2010

Table 8.1
Prevalence of disability in various countries

Figure 8.2
population with disability by age and sex, 2010

Source: population & housing Census 2010

Source: population & housing Census 2010
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Total population Children age 0-14 years

Female Male Total Female Male Total

Australia, 
1993, Survey

17.6% 18.4% 18.0% 5.6% 8.3% 7.0%

Brazil 1991 
Census

0.7% 1.1% 0.9% 0.4% 0.5% 0.4%

Canada, 1991, 
Survey

15.6% 15.4% 15.5% 6.0% 7.9% 6.9%

Germany 
1992, Survey

7.5% 9.4% 8.4% 0.8% 1.0% 0.9%

Oman, 2010 
Census

3.0% 3.4% 3.2% 1.0% 1.2% 1.1%

Sweden 1988 
Survey

13.4% 10.6% 12.1%

UK 1991 
Census*

12.6% 11.6% 12.2% 2.2% 2.7% 2.4%

US 1994 
Survey

15.7% 14.4% 15.0%

Source: UN Department of Economic and Social Affairs. Human functioning and 
disability. http://unstats.un.org/unsd/demographic/sconcerns/disability/disab2.asp 

a.	Census	figures	are	rounded	off	to	the	nearest	hundred.	
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180. The 2010 census employed a new measure of 

disability based on the principle of equal oppor-

tunity in exercising day-to-day functions.232 Ac-

cording to this principle, seven categories of disability 

were	 defined.	These	were	 disability	 related	 to	 sight,	

hearing, walking and climbing stairs, remembering or 

concentrating, taking care of oneself, communicating 

in normal language, and movement of the upper part 

of the body. The measure was based on the recom-

mendations of the Washington Group for Disability 

Statistics.233 For each of the seven dimensions, three 

degrees	of	difficulty	and	six	reasons	for	the	disability	

were asked.234 

Figure 8.3
Geographic distribution of people with disbility by region, 
number percentage, 2010

Source: population & housing Census 2010
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181. The geographic distribution of disability shows 

marked variation. The highest numbers are in Muscat 

and Al Batinah (Figure 8.3), as these two governorates 

not only have a high concentration of population, but 

also greater access to services required for testing, 

identification	 and	 care.	 Furthermore,	 rural	 families	

with disabled children are likely to bring or send their 

children	to	these	two	governorates	in	order	to	benefit	

from the services available in the cities. Other reasons 

will require further study. Musandam and Adh Dhahi-

rah respectively have a prevalence of two times and 

1.6 times the national average (6.1 and 4.8 per cent of 

each governorate’s respective population).

8.1.2 Enabling environment

182. Oman has put in place legal mechanisms as part 

of its commitment to international treaties on the 

rights of children with disabilities. Oman	 ratified	

the International Convention on the Rights of Persons 

with Disabilities in March 2008, and issued in April 

2008 the Law on the Welfare and Care of Persons 

with Disability (Royal Decree No. 63/2008). This Law 

provides a legal framework for the implementation of 

the 1996 Convention on the Rights of Persons with 

Disabilities and Article 42 of the Convention on the 

Rights of the Child. The Law sets out the rights of per-

sons with disabilities, including the right to preventive 

and rehabilitation health services (Article 5 and 6), the 

right to education according to persons’ abilities (Ar-

ticle 7), vocational rehabilitation (Article 8), the right 

to work with the full rights of able persons (Article 

9) and to participate in social, cultural and sports ac-

tivities (Article 11).235 Oman’s National Plan for the 

Care of Children with Disabilities is in progress,236 

having been developed to conform to the provisions 

of Oman’s legal framework. 

183. The Government’s policy is to support and em-

power persons with disabilities so that they can 

function as productive members of the society. 

The government provides social security support for 

children with disabilities who are without parents. 

For those with physical disabilities, the government 

makes prosthetic devices available for rehabilitation, 

provides	opportunities	 for	certified	vocational	 train-

ing, and provides assistance in job placement in the 

governmental and private sector. The government also 

recognizes	their	rights	to	benefit	from	public	services	

and participate in sports activities. 

184. The general institutional framework aims to 

provide holistic care for persons with disabilities. 

A National Committee for the Care of Persons with 

Disabilities has been established at a national level. The 

committee is headed by the Minister of Social Devel-

opment, and members include representatives of per-
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sons with disabilities. The Committee is responsible 

for identifying the needs of persons with disabilities 

and facilitating means to address these, as well as for 

raising community awareness in this respect.237 In early 

2014, the Cabinet made a decision to upgrade the dis-

ability unit at the Ministry of Social Development to a 

full-fledged	department.	This	decision	will	enhance	the	

ongoing work related to disability and contribute to 

more	effective	and	efficient	processes.

185. One major constraint is the high cost of special-

ized services for children with disabilities. Because 

of this, these services are largely centralized and pro-

vided in Muscat, with the exception of some institu-

tions, mentioned in paragraph 189. Nonetheless, the 

Omani Government has invested considerable re-

sources for children with disabilities: for example, the 

average cost per student enrolled in Oman’s Special 

Education is over RO 10,000 or 5.2 times greater 

the average cost per student in mainstream basic and 

general education (under RO 2,000). Whilst the cost 

of Special Education is known, other government ex-

penditures on the care and rehabilitation of children 

with	disabilities	are	difficult	to	estimate	as	the	budget	

is allocated to concerned ministries to cover all re-

lated activities for all age groups. Figure 8.4 compares 

the unit costs for Special Education and mainstream 

education. 

Special education

General education

Basic education

Grades 5-10

Grades 5-10

Grades 1-4
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Figure 8.4
Average cost per student in public education for the academic 
year 2012/13

Figure 8.5
Children and young people with disability by sex and cause of 
disability, 2010

Source: population & housing Census 2010 Source: population & housing Census 2010

8.1.3 Key determinants
Causes of disability 

186. The majority of children and young people with 

disability have been born with the condition (Fig-

ure 8.5). These are the causes related to congenital 

conditions in the child or mother, or to the pregnancy 

and delivery process. The next largest contributor to 

child disability is disease. Increasingly, as the child grows 

older, the share of disease, injury and other causes in-

crease at the expense of congenital and birth-related 

causes. The trend is not only due to more risk factors 

(such	as	traffic	accidents)	as	the	child	grows	older,	but	

also due to the fact that severely disabled children may 

die much earlier, thereby decreasing the share of con-

genital disability in the older age groups. At every age, 

the numbers of boys affected by congenital or related 

disability are higher than that of girls. Boys also suffer 

more	from	disability	related	to	disease	and	traffic	ac-

cidents, and this phenomenon may make it appear that 

boys are less affected by congenital causes in percent-

age terms. 

187. The breakdown of causes show that child disa-

bility can be prevented or reduced. Congenital dis-

ability can be reduced through genetic screening and 

other testing, whilst disability caused in the pregnancy 

and delivery process can be reduced through time-
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ly reporting by pregnant women for antenatal care 

visits and skilled handling by health care staff. Disa-

bility caused by disease, injury and accidents can all 

be reduced as many of the causes are preventable or 

treatable.

Supply: services, inputs and quality

188. Oman has a range of specialized and mainstream 

services for children with disabilities, according 

to age and special needs.238, 239, 240 Out of a total of 

some 7,400 children under age 15241 who have some 

form of disability, some live in residential institutions 

that care for them, others live at home with their par-

ents who are given support by a range of institutions 

described below. The exact numbers are not known 

at the time of this report but can be estimated as fol-

lows. Altogether, available sources indicate that some 

3,100 children and youth with disability are receiving 

care or education services (specialized or inclusive).242 

The remaining few thousand seem to be cared for by 

their families with support from the Ministry of Social 

Development and the special institutions mentioned 

below. This then accounts for the majority of children 

with disability.a Most children with disabilities, there-

fore, have access to care services, except in those 

cases where the parents do not wish to reveal the 

disability of their child. 

189. The specialized institutions are largely central-

ized in Muscat, largely because expansion is costly. 

Indicative costs for education have already been dis-

cussed above. The specialized institutions include the 

following:243 

• The Early Intervention Centre in Muscat for young chil-

dren with disability up to the age of 6 years. The centre 

provides a number of services among them are kinder-

garten programmes, psychotherapy and cognitive ther-

apy, and portage home visits to empower mothers to 

care for the disabled child. 

• The Association for the Care of Disabled Children, 

which has its base in Muscat in addition to six centres 

throughout the country, provides rehabilitation servic-

es to children with special needs between the age of 6 

and 13 years. 

• The Home for the Care of Disabled Children in Mus-

cat provides care and physical rehabilitation to children 

with disabilities between the age of 3 and 14 years on 

both residential and day care basis, as well as support to 

families that care for children with disabilities. 

• Al Khawd Training Centre for the Disabled provides 

educational programmes and vocational training to 

children and young people with motor disability and 

hearing impairment from the age of 16 years to prepare 

them for the demands of the labour market. 

• Al Wafa voluntary social centres, a social institution 

with 17 centres, deliver services to children with disa-

bilities under the supervision of the Ministry of Social 

Development in various regions of the country.

• In addition to these specialized centres, there are also 

schools that provide Special Education for children with 

disability. In 2012/13, the special schools (for children 

with hearing, sight and mental disabilities) had over 500 

children enrolled. Such schools have their own Special 

Education teachers.

190. Oman implements measures to foster integration 

of children with disability. The Ministry of Education 

implements inclusive education for disabled children 

who	are	able	to	fit	in	with	mainstream	students	in	nor-

mal schools. There are 199 inclusive schools across all 

governorates that have integrated children with lower 

levels of disability in some classes. In 2012/13 these 

inclusive schools had around a thousand children en-

rolled.b The Ministry of Health provides services for 

prevention and early detection of disability amongst 

children. These include premarital counselling and ge-

netic testing, and screening for birth defects, hypothy-

roidism, hearing and visual impairments. Despite the 

relevance of premarital counselling and genetic test-

ing to child disability, however, this service is poorly 

utilized.244 The Ministry of Health also provides reha-

bilitation services, primarily physiotherapy following 

acute conditions. One governmental centre in Muscat 

affiliated	to	the	Ministry	of	Social	Development	is	able	

to provide longer term rehabilitation. 

a.	Interviews	with	Government	officials	give	the	same	picture.

b. Figures of students have been rounded off. Annual Educational Statistics Book 2012/13



98
Situation Analysis of Children and Women in the Sultanate of Oman

Government of the Sultanate of Oman and UNICEF

A  Rights-based Equity-Focused

191. Recent measures in inclusive education have en-

hanced learning opportunities for children with 

disability. Inclusive schools have introduced stu-

dent-centred curricula and the use of modern edu-

cation technology to provide equal learning oppor-

tunities for children with disabilities. The Ministry of 

Education has also increased the number of school 

years for children with visual and hearing disabilities. 

The Ministry of Education has implemented training 

for existing teachers, recruited new teachers and re-

duced class size to improve the quality of education. 

Four types of inclusive programmes were introduced 

into Omani schools: (i) partial inclusion for children 

with hearing and cognitive disabilities from 2005/2006, 

(ii) full inclusion for children with physical disabilities 

and exceptionally, a number of children with visual 

and hearing disabilities who were previously integrat-

ed, (iii) a programme for students with speech and 

language disorders, from 2005/2006, and (iv) a pro-

gramme for students with special learning disabilities 

from 2000/2001. These inclusive programmes rapidly 

have expanded to accommodate children with differ-

ent types of disabilities. The main challenge in inclusive 

education and Special Education is that the number 

of trained and skilled teachers cannot keep up with 

the rapid expansion of education services for children 

with disability.245

192. Most services delivered by NGOs are limited to 

the major cities and are of variable quality.246 These 

services usually include training and education of chil-

dren with disabilities, support to and empowerment 

of families, provision of prosthetic devices, and efforts 

to raise community awareness. The services are pro-

vided by volunteers with limited training, which may 

adversely affect the quality and impact. The shortage 

of funds is a major issue for most non-governmental 

organizations. Only a few NGOs are able to provide 

long-term rehabilitation services.

Demand: knowledge, practices and beliefs

193. Less information is available on the demand side. 

Clearly, families need to be more aware of the issues 

related to disability, their causes, prevention, treatment 

and appropriate care. The public will need to be more 

informed on the rights of persons with disability as en-

shrined in the International Convention on the Rights 

of Persons with Disabilities. As in other countries, stig-

ma	and	discrimination	may	influence	behaviour	at	the	

household, community and school level, which in turn 

has an impact on inclusion. There is a need to improve 

both quantitative and qualitative data so that families 

and civil society can play a stronger role in addressing 

child disability.
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Figure 8.6
Consanguinity amongst ever married repondents, by educa-
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194. Oman has a high rate of marriages that are con-

sanguineous (Figures 8.6 and 8.7). Consanguinity is a 

major risk factor for congenital anomalies, which are 

a leading cause of infant death and disability.247 The 

Reproductive Health Survey found that only half of 

all marriages in 2008 were between two people who 

were not blood relations. Meanwhile, 21 per cent of 

unions were between the offspring of siblings (broth-

er/sister,	and	therefore	the	marriage	was	between	first	

cousins);	26	per	cent	were	between	the	offspring	of	

cousins and the remaining 3 per cent of marriages 

were between distant relations. Thus 47 per cent of 

marriages were unions between close relatives.248

195. The reasons for consanguinity in marriages are 

cultural and traditional. Some 58 per cent of re-

spondents reported that it was a good idea to 

marry within the family. Some 74 per cent stated 

that the reason for congenital abnormalities or ge-

netic disorders lies in marriage between relatives. 

Other reasons given by respondents for congenital 

abnormalities or genetic disorders include exposure 

to X-rays, German measles (rubella), certain medica-

tions,	pesticides,	smoking,	nutrient	deficiencies	 in	the	

diet, magic and an act of God. Some 58 per cent of 

respondents were able to state that the child had a 

high probability of suffering from genetic disorders if 

both parents were carriers of such disorders. Some 70 

per cent agreed with genetic testing before marriage. 

Amongst the public, the main sources of information 

on genetic disorders were TV/radio (26 per cent), 

school (23 per cent), health facilities (21 per cent), 

family and relatives (18 per cent) and newspapers and 

print media (10 per cent).249

196. The high rates of consanguinity in marriages 

extend across all strata of society. Oman’s young 

people take pride in following tradition. There are no 

large differences in opinion on this matter between 

the different socio-economic or age groups, whether 

between primary school leavers and educated profes-

sionals, or between young and old (Figure 8.6). Con-

sanguineous marriages are slightly more common in 

rural than in urban areas. Al Wusta, South Ash Sharqi-

yah and Adh Dhahirah have the highest rates of mar-

riage	between	first	cousins	(24	to	27	per	cent),	whilst	

South Ash Sharqiyah, Al Wusta and North Ash Sharqi-

yah have the highest rates of marriages between close 

relations (51 to 56 per cent, Figure 8.7).

8.1.4. Challenges and opportunities for action 

197. A major challenge will be to ensure regular and 

robust data for planning and monitoring pro-

grammes and plans for children with disability. The 

Ministry of Social Development and the National Cen-

tre for Statistics and Information are planning a na-

tional survey. It will be important to include means to 

collect behavioural and qualitative data, as well as data 

on the quality and sustainability of services received. 

Additionally, experience elsewhere underscores the 

usefulness of longitudinal tracking mechanisms for 

children with disability. Comprehensive and longitudi-

nal data are, therefore, needed on child disability and 

related services, preferably integrated in a single data-

base and available to the different Ministries and other 

relevant actors. 

198. Another challenge will be to enhance the coordi-

nation between the ministries and other actors, in-

cluding private entities, delivering services. Health 

care, long-term rehabilitation, education and training 

need to be coordinated and areas of limitation need 

to	be	identified.	It	will	be	particularly	important	to	co-

ordinate education and awareness raising efforts and 

orient	these	towards	specific	goals	and	targets	in	the	

National Plan. One report points out the inadequate 

coordination in the awareness raising area.250 Resolv-

ing the data issue mentioned above will go a long way 

towards enhancing coordination. 

199. Efforts need to be stepped up to strengthen the 

demand and utilization side. This will involve raising 

knowledge and awareness amongst communities. The 

Ministry of Health has made premarital counselling 

and	genetic	testing	available	and	accessible;	yet	these	

services are poorly utilized. Premarital counselling and 
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genetic testing, therefore, should become pre-req-

uisites for completing marriage procedures. Health 

education campaigns should include such preventive 

issues. Communities also need to be informed that 

developmental impairment or delay may appear when 

the child is older, even if the health services screening 

at a younger age does not reveal such delays. The 2014 

Child Law promotes health and genetic screening for 

couples	 before	 their	 marriage;	 however	 this	 is	 not	

mandatory. 

200. Effective information, education and commu-

nication strategies are needed. Such activities are 

essential to create a supportive environment for per-

sons with disabilities. Currently, most NGOs conduct 

public education activities, such as awareness raising 

campaigns and the distribution of printed materials. 

However, such public education efforts by NGOs are 

still limited in coverage and will need to focus more on 

achieving behaviour change.251 

201. Another challenge is the provision of services for 

those with disability in remote areas. There are no 

easy solutions to this, since costs are the main barri-

er to increasing such access, especially since certain 

rural areas have such widely dispersed populations. 

The earlier comparison of unit costs between normal 

education students and Special Education students in-

dicate the enormous amount of resources required 

to expand these and other specialized social services 

across the whole country. 

202. Oman’s promotion of inclusive education as well 

as special education for children with disabilities 

is commendable. Inclusive education is able to build 

confidence	in	children	with	disabilities	as	well	as	teach	

normal children about disability and the needs of 

those with disabilities. Indeed, the rapid expansion of 

successful inclusive programmes has led to an acute 

shortage	of	qualified	teachers.	The	Ministry	of	Educa-

tion provided short in-service training in Special Ed-

ucation for those teachers already holding bachelor 

degrees in different specialties and also organized a 

number of training workshops. However, short train-

ing courses in Special Education for teachers new to 

such work may not be adequate to provide them with 

the	skills	and	confidence	to	deliver	quality	education	

for children with disabilities. Longer-term human re-

sources planning and management will be needed to 

address this issue.

8.2.1 Trends and outcomes 

203. HIV prevalence in Oman is still low but an in-

creasing threat to young people. Children and young 

people constitute one-quarter of cases ever reported 

(Figure 8.8). Transmission is largely through hetero-

sexual contact and homosexual/bisexual contact, with 

smaller proportions of mother-to-child transmission, 

and transmission via injecting drug use. Oman has had 

no transmission via blood transfusion since 1998. The 

mode of transmission is unknown in around 22 per 

cent of cases (Figure 8.9).252 The majority of HIV cases 

below the age of 15 years are due to vertical trans-

mission.253

204. In recent years, HIV incidence has increased, 

with the share of girls and women in reported 

HIV cases on the rise. At the end of 2013, a total 

8.2 HIV/AIDS
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Figure 8.8
Cumulative total (2,291 cases) of all HIV cases ever registered, 
1984-2012, by age group

Source: Annual health report, 2012, Ministry of health.

a. Of the cumulative total of 2,291 cases from 1984 to 2012, 846 have died, leaving 1,445 people living with HIV in 2012. 
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Figure 8.10
HIV cases registered each year by sex, 1984-2012 (Cumulative total 2,291 cases)

Figure 8.11
People living with HIV by region, % at end-2012 (Total 1,445 
living)

Source: Annual health report, 2012, Ministry of health.

Source: Annual health report, 2012, Ministry of health.
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of 1,511 people were registered and living with HIV, 

up from 1,445 cases living with HIV in 2012.a Females 

as a proportion of the cumulative total have gradually 

increased, from 19 per cent in 2000 to 30 per cent in 

2012 (Figure 8.10). The irregularity of the incidence 

trend is possibly due to stigma, which means that not 

all cases may be reported.

205. Muscat and North Batinah account for the larg-

est share of people currently living with HIV (Fig-

ure 8.11). These two governorates respectively make 

up 42 per cent and 23 per cent of the total number of 

cases. This is because Muscat and North Batinah also 

account for the largest share of the country’s popu-

lation at 30 per cent and 17 per cent respectively.254

Figure 8.9
Mode of transmission amongst people currently living with 
HIV at end-2013 (1,511 cases)

Note: There has been no transmission through blood transfusion since 1998.
The data cover only people who are still alive.
Source: Data provided by DCDSC, Ministry of health, April 2014 for this report
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8.2.2 Enabling environment

206. The Ministry of Health has implemented poli-

cies and services to limit the spread of HIV in the 

country. A technical committee for AIDS regulates 

and guides matters related to diagnosis and treat-

ment. The National Educational Committee for AIDS 

includes representatives from other ministries and 

relevant organizations in the country. The HIV/AIDS 

Control Section in the Ministry of Health is responsi-

ble for prevention and control measures to limit the 

spread of HIV, all of which are part of the National 

AIDS Programme (NAP). In 2007, Oman launched the 

National Strategy for HIV/AIDS (2008-2011) and in 

2009, the country initiated HIV testing and counselling 

services for all pregnant women. HIV-positive patients 

are treated at 15 different sites spread throughout 

Oman. Four of these sites are in Muscat.255 In addi-

tion to pregnant women, the government also pro-

vides health-related services to at risk populations, 

such as men having sex with men (MSM), sex workers, 

injecting drug users (IDUs) and patients with sexually 

transmitted infections (STIs). The government pro-

vides HIV-positive IDUs with counselling, monitoring 

and medical treatment, including anti-retroviral thera-

py (ART), as well as social assistance, de-addiction and 

rehabilitation services, needle and syringe exchange 

and condoms.256 

8.2.3 Key determinants

Supply, services and inputs

207. More information is needed on risky lifestyles, 

which fuel the epidemic. As in other countries, driv-

ing factors may also include domestic violence and the 

stigma associated with HIV testing and reporting. 

208. A range of measures have been put in place to 

control the HIV epidemic and to respond to the 

needs of people living with HIV. These include 

Oman’s strong blood safety policies, its information, 

education and communication activities, and effective 

programmes for prevention of HIV and sexually trans-

mitted infections (STIs), which involve prompt identi-

fication	of	people	with	STIs,	 initiation	of	appropriate	

therapy and measures for treatment.257 The Ministry 

of Health policy requires all people living with HIV 

to undertake HIV counselling at least once every 6 

months and to be assessed for their viral load and 

CD4 counts. At the end of 2012, 50 per cent and 59 

per cent respectively of all registered HIV-positive 

males and females living with HIV were on antiretro-

viral treatment (ART). In 2013, WHO raised the CD4 

threshold for ART from 350 to 500/mm3.258 Although 

this has raised ART costs for the country, Oman has 

kept to these new guidelines. 

209. Oman is likely to achieve the goal of every child 

born free of HIV and leads as a model for other 

countries in this respect. This is because Oman’s pri-

mary health care system offers optimal circumstances 

for HIV control (paragraph 210). Oman has integrated 

HIV testing and counselling as part of its ANC servic-

es. The near-universal coverage of ANC services offers 

the opportunity for early detection and prevention of 

vertical transmission of HIV to children. More than 90 

per cent of pregnant women attending ANC services 

have been tested for HIV since 1 July 2009.259 Oman 

has therefore successfully tackled the complex issues 

related to the coordination and the integration of 

MCH/ANC services with effective PMTCT strategies. 

Table 8.2 indicates the large scale of this undertaking.

Year Number of pregnant women tested for HIV at antenatal care sessions Pregnant women found HIV- positive %

2009 32000 9 0.03%

2010 67110 27 0.04%

2011 72253 25 0.03%

2012 78934 26 0.03%

2013 77926 29 0.04%

Source: Data provided by DCDSC, Ministry of Health, April 2014 for this report 

Table 8.2
Testing of pregnant women for HIV



10
3

Situation Analysis of Children and Women in the Sultanate of Oman

Government of the Sultanate of Oman and UNICEF

A  Rights-based Equity-Focused

210. The strength of Oman’s programme for preven-

tion of mother to child transmission (PMTCT) lies 

in eight factors. First, Oman has a strong primary 

health care system with universal coverage. Second, to 

obtain antenatal care services, Oman makes it manda-

tory for every pregnant woman to register at health 

facilities and receive an antenatal care card. Thus, the 

Ministry of Health has records of all pregnant women. 

In many other countries, the challenge lies in reaching 

pregnant women who have no idea they are HIV-pos-

itive and do not access any type of service. Oman has 

overcome this. Third, Oman’s antenatal care services 

already have programmes to screen pregnant women 

for other diseases, such as the venereal disease re-

search laboratory (VDRL) test. Fourth, once a preg-

nant woman is found to be sero-positive, a strong 

referral system from primary health facilities to ART 

treatment centres kicks in. Fifth, each of the 15 ART 

treatment centres across Oman provide free antiret-

roviral drugs (ARVs). Sixth, a trained obstetrician and 

paediatrician is put in charge to manage the treatment 

and care of HIV positive mother and child. Seventh, the 

government provides free testing of HIV viral load and 

CD4 all over Oman. Eighth, all district hospitals in the 

country provide HIV counselling and other support 

services for those who need these. All these offer les-

sons for other countries and show the way forward 

for quick decisive action.

211. Additionally, Oman has an extensive HIV screening 

programme.260 In 2011, a total of 883,696 people were 

tested for HIV: around 28 per cent were Omani na-

tionals, while 72 per cent were expatriates. In addition 

to pregnant Omani nationals who are tested in ante-

natal care services as mentioned above, other groups 

screened include patients with sexually transmitted 

infections and/or tuberculosis, blood donors, food han-

dlers, and groups in pre-employment screening.261 

Demand: awareness and practices

212. The stigma associated with HIV translates into 

lack of knowledge and awareness on the epidemic. 

Health centres and hospitals are the most common 

sources of information on HIV, as reported by peo-

ple living with HIV and their caregivers. Television was 

identified	as	the	next	source.	Physicians	and	counsel-

lors are the main source of information on ART ser-

vices.262 However, amongst the general population, 

knowledge of HIV is low. In 2001, one-third of ado-

lescents stated incorrect methods of infection of sex-

ually transmitted diseases, such as hand shaking.263 In 

2008, around one-quarter of young people at college 

believed that they could be infected with HIV from a 

mosquito	and	one-fifth	believed	that	they	could	be	in-

fected from sharing food.264 In 2012, most people living 

with AIDS reported not being comfortable with dis-

closure and stated that their neighbours knew nothing 

about their seropositive status.265

8.2.4 Challenges and opportunities for action 

213. The greatest barrier and challenge to controlling 

the spread of HIV in Oman is stigma and denial. 

The mainstream population, those not affected, need 

to be made aware that they are at risk. Clearly, some 

of the infections are being transmitted through spous-

al relations and by people who are usually not seen as 

“populations	at	 risk.”	The	perception	of	a	divide	be-

tween an at-risk population (e.g., sex workers, inject-

ing	drug	users)	and	the	“normal”	population,	“them”	

and	“us,”	fuels	the	epidemic.	Married	people	may	not	

want to admit to extramarital relations and MSM may 

not want to admit to lifestyle issues. Communication 

strategies will need to address such issues. 

214. There is no systematic data collection among 

the most-at-risk populations (MARPs).266 The HIV 

data is largely based on mass screening among blood 

donors, antenatal care clients, premarital and pre-em-

ployment screening, in which the MARPs are typical-

ly under-represented. Well-functioning voluntary and 

confidential	 testing	 (VCT)	 services	 are	 required	 to	

make it easy for persons at higher risk, such as MSM, 

sex	workers	and	injecting	drug	users,	to	have	a	confi-

dential HIV test.267 More data are needed on their HIV 

status, practices, backgrounds, movements, and vulner-

abilities, so that strategies can be effective in reaching 

them with preventive measures, testing, counselling 

and treatment, as appropriate.
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215. Young people are exposed to risks in daily life. 

These include teen pregnancies, drugs and substance 

abuse, HIV and other STIs, internet addiction, sexual 

exploitation and abuse, and inappropriate eating and 

living habits that lead to obesity and chronic non-com-

municable diseases. The following sections deal only 

with selected issues due to data constraints.

8.3.1 Trends and outcomes

216. Teenage pregnancies and adolescent births are 

seen in only a small proportion of the population. 

The 2003 census data revealed that 4 per cent of girls 

and 0.2 per cent of boys aged 15 to 19 years were 

married.a Of the total pregnancies in 2008, survey data 

showed that only 1.2 per cent had begun childbearing 

while in their teens (15-19 years).268 In 2012, facility 

data showed that the proportion of mothers who gave 

birth below the age of 19 was only around 2 per cent 

(Figure 8.12). 

217. Oman has higher rates of obesity than many 

OECD countries. 30 per cent of Omanis above age 

18 are overweight and 24 per cent are obese,269 whilst 

amongst adults above 40 years, over one-third is over-

weight and another third (34 per cent) is obese (Fig-

ure 5.11).270 This is higher than the OECD average, 

where obese adults (not just overweight) constitute 

23 per cent of the adult population. Obesity starts 

early. Rapid changes in dietary habits, lifestyles, and 

lack of physical activity mean that as the child grows 

older, he and she becomes overweight and perhaps 

obese. Obesity is documented in the Annual Health 

Reports of the Ministry of Health as well as in the 

World Health Survey.271 Obesity increases from grade 

1 through grade 7 and grade 10, where one in ten 

students are overweight (with their body mass index 

(BMI) above 25) and around 3 per cent are obese (BMI 

over 30).272 b 

218. Substance abuse is an issue amongst the young. 

The	substance	of	choice	appears	to	be	“two	or	more	

drugs”,	 followed	by	opiate	and	alcohol.	The	distribu-

tion of registered drug cases by year and age show 

8.3 Risky lifestyles

Figure 8.12
Registered live births amongst Omanis by mother’s age, 2012

Source: MoH and Royal Omani Police in: 2013 Statistical Year Book

40%

35%

30%

25%

20%

15%

10%

5%

0%

<
15

Age of mother, years

15
-1

9

20
-2

4

25
-2

9

30
-3

4

35
-3

9

40
-4

4

45
-4

9

+
50

٪٠
،٠١ ٪٢

،٠

٪٣
،٨

٢

٪٠
،٥

٠

٪٠
،٠٩

19
.5

4%

34
.4

6%

26
.1

6%

12
.4

1%

250

200

150

100

50

0

Age in Years

11
-2

0

21
-3

0

31
-4

0

41
-5

0

51
-6

0

61
+

2009 2010 2011

600

500

400

300

200

100

0

TotalMale Femal

20082007 2009 2010 2011 2012

1

326

364
421

503

509

2 6

Figure 8.13
Number of drug cases by age group and year of registration, 
2012

Figure 8.14
Drug cases by year of registration and sex, 2012

Source: Yearly Statistic Report for Narcotics and Psychotropic Substances, 2012

Source: Yearly Statistic Report for Narcotics and Psychotropic Substances, 2012

a.	As	the	census	generates	data	by	five-year	age	groups,	the	actual	proportion	of	marriages	before	the	age	of	18	years	was	not	available.
b.	WHO	defines	overweight	as	>	+2	SD	weight-for-height.
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that those between the ages of 21 to 30 years old are 

the most affected, although younger ages are also reg-

istered (Figure 8.13).273 The problem affects predom-

inantly boys and men (Figure 8.14). Whilst the total 

number of cases appear to be on the increase (Figure 

8.14), these are only the registered cases, which means 

that the apparent increase could also signal improved 

reporting and registration. The drug users are pre-

dominantly in Muscat (75 per cent) followed by North 

Batinah (11 per cent). Some 99 per cent of registered 

drug	users	are	Omani;	 the	remaining	drug	users	are	

expatriates largely from countries in the MENA region 

and from South Asia.274

219. Oman has amongst the world’s lowest tobacco 

use rates by the young. Of all countries in the world 

where WHO had data, Oman’s adolescents (13 to 15 

years of age) had amongst the lowest prevalence of 

tobacco use. Other countries in the Gulf region have 

a much higher prevalence (Figure 8.15). Oman’s prev-

alence is even lower than that in many OECD coun-

tries. The pattern continues into adulthood. Only 14.7 

per cent of men and 0.2 per cent of women in Oman 

smoke, compared to 31.9 per cent of men and 1.2 per 

cent of women in Qatar, and 21 per cent of men and 

20 per cent of women in the United Kingdom.275 

220. Other lifestyle issues, such as social pressures, 

depression, violence, and boredom drive risky be-

haviour amongst the young. These are, therefore, 

examined as key determinants in section 8.3.3. For 

instance, social pressures may cause stress, depres-

sion or low self-esteem. These, in turn, may increase 

a young person’s vulnerability to drug and substance 

abuse, internet addiction, and inappropriate eating and 

living habits. The issue of internet addiction requires 

more data. One study on Omani adolescents from 

high schools in Muscat, found that 18 per cent of re-

spondents used the internet for more than 4 hours 

daily	and	 that	some	made	“excessive	use”	of	 the	 in-

ternet.276 

8.3.2 Enabling environment

221. Oman has responded to health issues associated 

with obesity in its Eighth Five-year Plan for Health 

Development, National Strategic Plan (2011–

2015). In order to combat childhood obesity and the 

medical consequences of obesity in adulthood, the 

promotion of healthy lifestyles was designated as the 

central focus. 

222. Oman has established a multi-sectoral approach 

to dealing with substance abuse, given that the 

issue cuts across many sectors. The 1999 Law on 

the Control of Narcotics & Psychotropic substanc-

es provides the legal framework for the national re-

sponse to substance abuse. The National Committee 

for Narcotics & Psychotropic Affairs, headed by the 

Under-Secretary of the Ministry of Health, comprises 

the following ministries: Finance, Education, Religious 

Affairs, Justice, Social Development and Sports. The 

Committee is responsible for establishing policies for 

addressing the import, export and cultivation of nar-

cotic and psychotropic substances, for coordinating 

efforts	amongst	the	appropriate	official	and	non-offi-

cial authorities, and for implementing prevention and 

treatment plans for the control of substance abuse. 

Oman established the National Registry for Addiction 

in 2003 to collect data, record and observe all cases of 

addiction in Oman and perform data analysis. 

223. The 2014 Child Law recognizes the need for a healthy 

and safe lifestyle for the young. Children’s interest in 

various	fields	such	as	the	arts,	 literature,	knowledge,	

Figure 8.15
Tobacco use prevalence amongst 13-15 years old children, 
selected countries, 2009-2011

Source: Tobacco Free Initiative, WHO: most recent surveys of youth tobacco use in 
WHO Member States
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human	heritage	and	scientific	progress	are	to	be	pro-

moted. To this end, the government is required to 

establish libraries and special clubs for children in all 

provinces in Oman to support the social, psycholog-

ical, and cultural development of children. The Child 

Law also bans the selling of alcohol, tobacco, illegal 

drugs, and mind-altering drugs to children.

8.3.3 Key determinants

Determinants of risky lifestyles

224. Greater openness and exposure to international 

markets have driven many of the lifestyle changes 

amongst young Omanis. The rapid developments of 

the past four decades in Oman have had a positive 

impact on the opportunities and lives of young people. 

These positive changes have been accompanied by the 

availability of new products, the pressures from new 

markets and globalization, and the development of 

new interests amongst young people.277 For example, 

young people generally feel that smoking makes them 

look attractive.278 Marketing to make them consume 

more goods is part of the social pressures that young 

people face. For some, such social pressures make 

them anxious and uncertain over their future. Low 

self-esteem amongst some young people exacerbates 

these problems.279

225. With growing affluence has also come more lei-

sure time, boredom and the freedom to experi-

ment. A 2008 survey among college students found 

that about one-third spent over two hours every day 

watching TV or playing computer games.280 A 2001 

survey281 found over two-thirds of young people saying 

they were bored. A 2008 survey found that one-quar-

ter of both male and female college students had ex-

perimented with psychoactive (psychotropic) drugs.282 

226. Violence and problematic relationships may 

drive young people into depression or undermine 

their self-esteem. The next section deals further 

with violence. Apart from personal history and illness 

and stressful life events, key factors associated with 

depressive symptoms included physical punishment 

during childhood or adolescence, disruptions in the 

family and problematic relationships with parents, sib-

lings, peers and teachers.283 Some of the problems be-

tween young people and their parents may be rooted 

in	changing	values,	such	as	parents	being	“too	strict,”	

and also a lack of communication and dialogue be-

tween parent and child.284 

Substance abuse

227. Drug use cuts across education levels and em-

ployment status. Around half the registered drug us-

ers	have	only	primary	education;	however,	one-quarter	

have university education (Figure 8.16). In 2012, only 3 

per	cent	of	the	registered	users	were	students;	53	per	

cent were unemployed and 41 per cent were working. 

Well over half the drug users were young single males, 

although about a third are married. In such cases, drug 

use has serious implications for their children. Two-

thirds of the users came to register for themselves, 

17 per cent were brought by family and 7 per cent 

brought by the police. 

Figure 8.16
Registered drug users by education level 2012

Source: Yearly Statistics report for Narcotics and Psychotropic Substances, 2012
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228. Treatment and other services are provided to 

registered drug users. These services include nee-

dle and syringe exchange programmes, social assis-

tance, and de-addiction and rehabilitation services as 

needed. Oman has compulsory treatment for people 

with drug use disorders, while drug courts and pro-

grammes divert drug users from the criminal justice 

system towards treatment.285 

229. As expected, HIV prevalence amongst registered 

drug users is much higher than in the general pop-
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ulation. It was 4.4 per cent in 2010, 1.2 per cent in 

2011 and 1 per cent in 2012. Over the same period, 

the prevalence of Hepatitis B and C rose among the 

drug users. Overall, the number of registered drug cas-

es	 is	 too	 small	 to	 draw	 any	 firm	 conclusions	 about	

disease trends, especially as there may be drug users 

that have not registered.

Teenage pregnancy

230. Oman’s strong performance in girls’ education 

has clearly contributed to reducing teenage mar-

riages and pregnancies, which are detrimental to 

both maternal and child nutrition. Although facility 

data, census and survey data are not strictly compa-

rable, the available data supports the conclusion that 

teenage pregnancy does not seem to be an issue in 

present-day Oman.

Obesity

231. Childhood obesity is associated with a high-

er probability of obesity in adulthood. As men-

tioned in Chapter 5, obesity amongst young people 

is related not only to lifestyle issues but also to the 

increased risk of obesity from stunting when young. 

Studies show that nutritionally stunted children are 

at increased risk of obesity.286 In turn, this increases 

the likelihood of certain disabilities and diseases, such 

as diabetes and cardiovascular diseases. The risks for 

most non-communicable diseases resulting from obe-

sity depend partly on the age at onset and the dura-

tion of obesity. Obese children and adolescents are 

likely to suffer from both short-term and long-term 

health	 consequences.	The	 most	 significant	 of	 these	

are cardiovascular diseases, mainly heart disease and 

stroke, diabetes, musculoskeletal disorders, especial-

ly	 osteoarthritis;	 and	 cancers	 of	 the	 endometrium,	

breast and colon.287 

8.3.4 Challenges and opportunities for action

232.  A strategy for young people will need to pro-

mote wide interests and physical activity. This will 

foster a healthy lifestyle that equips them to deal bet-

ter with risks, including obesity. Young people who re-

ported having no hobbies were found more likely to 

be depressed.288 The same study289 found that physical 

activity	had	a	“buffering	effect	…	on	depressive	symp-

toms.”	In	2008,	43	per	cent	of	male	and	58	per	cent	

of female university students reported having only low 

physical activity, whilst a smaller proportion (26 per 

cent of young men and 6 per cent of young women) 

reported having high levels of physical activity.290 Those 

who	 lack	 interests	or	hobbies	or	find	 these	difficult	

to pursue may be more vulnerable to peer pressure 

and risky behaviour. Strategies for promoting positive 

and healthy lifestyles will need to include incentives for 

healthy competition and knowledge sharing amongst 

the young, as well as the education of parents on a 

range of issues, from obesity to violence and addiction.

233. An effective child protection system safeguards 

children against all forms of abuse, neglect, vio-

lence and exploitation. The causes of phenomena 

such as child abuse, child exploitation and neglect are 

inter-related at a deeper level. Recognizing these caus-

es and identifying the range of actions involved in pro-

tection will require a systems-based approach, rather 

than just an issue-based approach that focuses on cat-

egories of children who need special protection. The 

list of such children is extensive, and includes children 

with disability (section 8.1), those affected by violence, 

by	conflict	with	the	law,	by	lack	of	parental	care,	by	ad-

diction (section 8.3), by neglect and discrimination and 

so on. This section deals with systemic requirements 

as well as with the remaining groups of children in 

need of special protection. 

8.4.1 Trends and outcomes

234. Data are generally scarce on trends for children 

in need of special protection. Much of the available 

data are, instead, on institutions and services for these 

children. Although data on children with disability and 

those affected by HIV/AIDS are available, trend and 

outcome data on children without primary care-givers 

and	children	in	conflict	with	the	law	are	not	currently	

available. 

8.4 Child protection systems
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235. The 2003 and 2010 censuses did not report any 

evidence of child labour as defined by Oman, i.e., 

employment of children below the age of 15 years. 

In the age group 15 to 19 years old, the 2010 census 

recorded 3.2 per cent (5.2 per cent of males and 1.2 

per cent of females) who were employed. This propor-

tion has gone down from that in 2003, which had re-

corded 13.5 per cent of the same age group (15 to 19 

years) who were in employment. Clearly, the increas-

ing enrolment in secondary and higher education and 

the overall progress of the country have contributed 

to this. More teenagers are apparently staying on in 

school or engaged in pursuits other than employment. 

236. A significant proportion of children and young 

people are exposed to violence. The violence may 

be from peers in the form of bullying. A 2005 survey 

recorded the experience of being bullied in over one-

third of students. The bullying included physical pun-

ishment:	 around	 a	 fifth	 of	 boys	 and	 a	 tenth	 of	 girls	

reported being hit, kicked, pushed, shoved around or 

locked indoors.291 The violence may also be from with-

in the family. In a 2005 study, boys and girls reported 

being physically punished at home, to the point of in-

jury, at times requiring treatment in hospital.292 At a 

workshop with counterparts, experts stated that 90 

per cent of reported incidents of violence were con-

firmed,	 including	physical	and	sexual	abuse.293 

8.4.2 Enabling environment 

237. A child protection system requires an enabling 

environment, as well as services and other inputs 

(key determinants) of the equity approach. The 

requirements for an enabling environment for child 

protection are set out below, based on global expe-

rience:294, 295 

• Commitment, legal and policy framework: An effective 

child protection system requires government commit-

ment, a legislative and policy environment supportive 

to child protection and the means to implement these.

• A continuum of services: At national, societal and family 

levels, the systems need to have the required capaci-

ties and resources for delivering protection services in 

a continuum that ranges from promotion, prevention 

and	response.	It	is	not	sufficient	to	focus	solely	on	re-

sponse, since harm has already been done to the child 

by the time the system responds. 

• Attitudes, culture and customs are a key component of 

effective child protection systems. The ability to pro-

mote open discussion of issues is crucial, since only 

then will violations be reported and addressed. 

• Behaviour change: Effective systems must support ac-

tivities that change attitudes and behaviour, strengthen 

parenting skills, and sensitize communities on the neg-

ative impact of violence on children. 

• Participation: Effective child protection systems cannot 

be top-down: clearly, the degree to which children 

themselves have life skills and knowledge and are able 

to participate protects them from a wide range of 

threats. 

• Monitoring, reporting and oversight are essential ele-

ments for the government to ensure that children are 

protected.

238. Oman already has many of the components for 

a good child protection system in place, in par-

ticular, high level commitment. This is a sine qua 

non for the system’s effectiveness. Other components 

may need to be strengthened and assessed further in 

a	separate	exercise;	UNICEF	and	the	Government	al-

ready conducted an assessment of some components 

in 2010.296 

239. Oman has put in place laws and Royal Decrees in 

line with its ratification of the Convention on the 

Rights of the Child in 1996. Several ministries work 

individually and collectively to meet the child’s needs 

and create a protective environment. The Government 

of Oman has also established a National Committee 

to observe the implementation of the Convention on 

the Rights of the Child.297 The Ministry of Social Devel-

opment has issued Ministerial decision No. 330/2012, 

which established a shelter for women and child vic-

tims of abuse. 
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240. Oman’s 2014 Child Law covers a wide range of 

child protection issues. These include alternative 

care for children, child disability, violence against chil-

dren and psychological, physical and sexual abuse of 

children, exploitation of children, and temporary care 

where children at risk can be placed. The 2014 Child 

Law provides for the strengthening of structures to 

support child protection (paragraph 244) and commits 

the Government to use all available ways to rehabili-

tate child victims of violence, abuse and exploitation, 

and to work on re-integrating the child in the society. 

It	specifies	that	such	children	have	to	be	placed	 in	a	

temporary care facility, according to a decision from 

the Attorney General and based on a recommenda-

tion from a child protection worker. In the event that 

children have to be removed from their families or 

communities due to violence and lack of safety, child 

protection workers are tasked with monitoring the 

well-being of children, after the unsafe conditions have 

been removed and children released back to their 

families.

241. The 2014 Child Law now makes it mandatory 

for all individuals who have knowledge of violence, 

exploitation, abuse or any infringement of child 

rights to report these.	Doctors,	teachers	are	specifi-

cally mentioned in the Law as having a duty to report. 

This has addressed the gap in legislation in this area. 

Previously, some health care professionals took initia-

tives	themselves	to	involve	law	enforcement	officials	in	

serious and severe incidents.

242. The Sultanate has a system for caring for chil-

dren without primary caregivers. The 2014 Child 

Law promotes the right to decent alternative care 

for orphans or children without primary care givers. 

These may be children who are deprived of family care 

or children of unknown parents or unknown father. 

Care is provided to such children through the alter-

native family or child development centres, which are 

established along internationally recognized principles 

aiming to provide the child with a family environment 

offering love and emotional stability. In 2013, some 

334 children were placed in foster families across the 

country. The Ministry of Social Development monitors 

closely the psychological state and security of children 

rejected by foster families.

243. Oman’s minimum age of employment has been 

raised from 13 to 15 years by Royal Decree No. 

35/2003. Children between ages 15 and 18 are barred 

from working for more than six hours a day. Oman’s 

Labour Law further restricts children between ages 

15 and 18 from working on weekends and holidays or 

from working overtime. The 2014 Child Law reiterates 

that occupations harmful to the child’s health, safety or 

moral well being are prohibited. These occupations are 

to be determined by the Ministry of Manpower after 

coordinating with the concerned departments. The 

Child Law also reiterates that the Ministry of Man-

power can raise the 15 years’ age limit for certain oc-

cupations or industries according to their nature. The 

Child	Law	specifies	that	the	work	should	not	obstruct	

the child’s education.

8.4.3 Key determinants

244. Reporting and referral services for child victims 

of violence and abuse constitute one of the pillars 

of a child protection system. The National Commit-

tee on Family Affairs, founded by the Royal Decree No. 

12/2007, established in May 2009 a telephone service/

hotline for complaints and reports, which are then in-

vestigated and dealt with by a multi-disciplinary task 

force established in 2008 to investigate, manage and 

rehabilitate children victims of violence. Institutional 

mechanisms have been initiated for responding to vi-

olence against children. The 2014 Child Law has given 

the Ministry of Social Development the responsibili-

ty	of	 forming	“Child	Protection	Committees,”	which	

receive complaints and reports on violence, exploita-

tion or abuse of children and other violations of child 

rights. These Committees are tasked with protecting 

children and Committee members and have judicial 

and executive authority to apply the Child Law. 

245. Social cohesion and family networks play a key 

role in determining the welfare of the most vul-
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nerable children. Orphaned children are cared for by 

the remaining parent and members of the extended 

family, because of Oman’s social cohesion. The Minis-

try	of	Social	Development	provides	financial	support	

to orphaned children with limited resources and as-

sists orphaned children to pursue their education. 

Orphaned children are different from children of un-

known parentage, mainly because orphaned children 

already have family and identity, and therefore these 

have to be taken into consideration in their treatment. 

246. Birth registration and the support and care by 

foster families of children are important determi-

nants. Potential foster families are subjected to initial 

evaluation by the Ministry of Social Development as 

well as periodic and annual supervision to follow the 

status	of	the	child.	Affiliation	to	a	tribe	is	important	in	

Omani society. Therefore, the decision of the Council 

of Ministers at session 5/2013 to grant a tribal name to 

a child of unknown parentage or unknown father, to-

gether with Ministerial Decision No. 259/2013 amend-

ing some provisions of the executive regulations for 

the Civil Status Law, will contribute substantially to the 

social status of these children. The 2014 Child Law will 

also ensure all children are registered at birth, have a 

name and citizenship according to the rules and pro-

cedures indicated in the civil status law, making it more 

likely that all children are protected.

247. The Law on Juvenile Accountability (promulgat-

ed by Royal Decree 30/2008) has significantly ad-

vanced guarantees for juveniles. This	Law	defines	a	

juvenile as any male or female under eighteen years 

old. This Law is directed towards reform and rehabil-

itation and provides for the establishment of special 

departments for the care of and rehabilitation of delin-

quent juveniles: for example, the Juvenile Police Unit, 

the Juvenile Affairs Division, the Juvenile Guidance 

Centre and the Juvenile Reformatory. The penal law 

specifies	that	children	in	conflict	with	the	law	receive	

an age-appropriate treatment oriented towards reha-

bilitation. Further details are provided in Box 8.1. 

248. The juvenile is considered delinquent when he 

has committed an act punishable by the law be-

tween the ages of 9 and 18 years old. One of the 

measures and penalties shown in chapter II of the 

Juvenile Accountability Law will be taken against the 

juvenile. This means that no minor will be subject to 

imprisonment. Box 8.1 shows the measures to be tak-

en against the delinquent juvenile. It should be noted 

that the CRC recommends 12 years as the minimum 

age of criminal responsibility. 

249. Information on the capacities of institutions and 

service providers is inadequate. The Ministry of So-

cial Development prepares its social work strategy by 

using diagnostic reports on the quality of services in 

the different governorates, with the aim to improve 

and develop these services. The Ministry of Social De-

velopment and other concerned ministries will need 

to take the lead in any assessment of their capacities. 

8.4.4 Challenges and opportunities for action

250. Oman has progressed in its legislative reforms 

to protect children; however, some gaps still exist.298 

These include: the age of criminal responsibility, which 

is set at nine years, while the UN Committee on the 

Rights of the Child recommended raising this to an 

internationally acceptable level and the need to revise 

Article 38 of the criminal law to criminalize parental 

use of physical punishment. Other challenges include 

the need to have regular supervisory visits to places 

employing children below the age of 18 years to mon-

itor children’s wellbeing and employers’ compliance 

with Omani laws. 
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Box 8.1
Oman’s reforms in juvenile justice: the Juvenile Accountability Law

The Law was issued by Royal Decree No 30/2008 on 9 March 2008. 

Juvenile justice institutions: 

The Juvenile Police Unit is in charge of collecting evidence on juvenile cases. The Juvenile Affairs Division at the Ministry of Social Develop-

ment is responsible for reviewing and submitting reports on actual or potential juvenile delinquency cases, and is in charge of supervising 

and implementing the judicial examination, release from the police and post-release care. Juveniles at risk of delinquency, for whom an or-

der is issued, are placed at the Juvenile Guidance Centre, which is under the Juvenile Affairs Division at the Ministry of Social Development. 

The work of the Centre is governed by a bylaw issued by Ministerial Decree No 259/2013. The Juvenile Reformatory is under the Juvenile 

Affairs at the Ministry of Social Development. It provides accommodation, care and rehabilitation services for juvenile offenders who are 

placed there following a court order. The work of the Reformatory is governed by a bylaw issued by Ministerial Decree 126/2010. There is 

no independent and specialized court for juveniles in the Sultanate. Instead, each court is required to dedicate a circuit to consider juvenile 

cases, held with specialized judges. The Law stipulates that the trial of a juvenile shall be held in closed sessions in order to make sure that 

the future of the juvenile is not compromised. 

Juvenile Justice measures: 

The juvenile is considered delinquent when he is between 9 and 18 years old and has committed a crime or a misdemeanour. The Juvenile 

Accountability Law sets out the measures and penalties to be taken, with the aim of ensuring that the juvenile becomes a good member of 

society. Care arrangements (Article 15) include handing the juvenile over to one or both parents, a custodian, a family member or relative, 

alternative family, the Juvenile Guidance Centre or any approved juvenile care organization. It also includes issuing warnings, reprimanding 

or preventing the juvenile from having access to certain places or practising certain professions. Reform measures (Article 20) include 

placement in the Juvenile Reformatory, placement under probation, enrolment in vocational training, appropriate mandatory assignments 

and placement in a health institution.

Article No 27 of the Juvenile Delinquency Law states that if the juvenile delinquent who is under 16 years old committed a crime or 

multiple crimes or more than one crime for the same purpose (providing that they are correlated with each other and not divisible), he 

will	be	subject	to	one	or	more	measures,	as	shown	in	article	15	and	article	20.	Other	than	confiscation	and	closing	the	shop,	the	juvenile	

may not receive any other punishment or measure provided by any other law. Article 28 of the Law states that if the minor who is 16 

years old committed a crime punishable by prosecution or capital punishment, he/she will be subject to custody of not less than three 

years and not more than 10 years. If he/she commits a crime punishable by temporary or permanent punishment, he /she will be subject to 

not more than half of the maximum custody for the committed crime and by not less than three years custody for the crimes. The court 

may apply one of the measures shown in Article 20 – without prejudice to sub-penalties stipulated at the Omani Penal Code. The judge 

will	decide	the	period	of	custody,	depending	on	the	age	of	the	minor	and	the	specific	case.	The	judge	has	the	full	jurisdiction	to	issue	the	

suitable judgment. It should be noted that the custody punishment will be served by the juvenile delinquent at the Juvenile Reformatory 

and not in prison.

Source: Ministry of Social Development 
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251. A number of other areas offer opportunities for 

Oman to ensure a good child protection system. 

The	following	areas	were	identified	at	the	26-27	March	

2014 meeting held between the Government of Oman 

and UNICEF, preparatory to the MTR of the Cooper-

ation Programme between the Government of Oman 

and UNICEF (2012 – 2015). First, the legal/policy 

framework applying to children in need of protection 

and	or	in	conflict	with	the	law	should	be	strengthened	

in line with internationally proven approaches. Second, 

on service provision, the several promising initiatives 

that have already been launched by different Minis-

tries need to be scaled up and strengthened. Third, 

measures to raise community awareness on domes-

tic abuse will strengthen protection systems. Fourth, 

strengthening the capacities of child protection servic-

es, their staff and other stakeholders will be needed to 

ensure a good child protection system. 

252. Overall, there are challenges in the robustness 

and availability of child protection data. The census 

data on disabilities has the major limitation of being 

available only in certain years.299 An integrated man-

agement information system is needed for the entire 

child protection system. Such a system should report 

on all children with special protection needs and be 

able to do longitudinal tracking (see also section 8.1.4, 

paragraph 197). Information on behaviour also needs 

to be collected.



9Summary and 
conclusions

Oman’s development over the past four decades has been striking. From an under-developed nation with almost no basic ser-

vices, Oman has become a modern welfare state with good health care, universal primary education, high secondary enrolment 

rates	and	universal	literacy	rates	amongst	young	people.	The	country’s	progress	in	having	reduced	deaths	amongst	its	under-five	

children is one of the fastest in the world. Consumption inequality in Oman decreased from 2006 to 2011, a remarkable achieve-

ment	in	the	Middle	East	and	North	Africa	region.	Oman	has	also	made	significant	strides	in	women’s	empowerment	and	gender	

equality, especially in education. Within the Arab region, Oman is one of the leaders in realizing women’s rights. To develop fur-

ther, Oman will need to enhance its human capital, ensure that the economy generates high productivity jobs that attract young 

educated Omanis, and address the challenges related to environmental sustainability.
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Child health and nutrition

Child mortality and morbidity. Oman has already 
achieved the Millennium Development Goal (MDG) 4 on 
reducing child mortality. Dramatic improvements in health 
infrastructure and services – including universal immuniza-
tion coverage – have led to a drop in infectious childhood 
diseases, although diarrhoea rates are still an issue in cer-
tain parts of the country. Because of the decline in infec-
tions, congenital abnormalities and the events surrounding 
childbirth and birth complications have become the main 
contributing causes to young child deaths. 

Child undernutrition. Oman has also made dramatic pro-
gress in reducing child undernutrition, having achieved the 
MDG 1 target on cutting underweight prevalence by half. 
The	prevalence	of	stunting	in	young	children	is	now	“low.”	
However, even at low levels, the impacts of stunting and 
wasting in young children are serious. Furthermore, wast-
ing	is	still	above	the	threshold	defined	as	“acceptable”	by	
WHO. 

Micronutrient deficiencies. Oman’s	 wheat	 flour	 fortifi-
cation programme, launched in 1993, has reduced anaemia 
rates	and	spina	bifida	rates	significantly.	Even	so,	anaemia	
still affects at least half of Oman’s young children. Vitamin 
A	 deficiency	 control	 programmes	 have	 been	 effective,	
reaching a high coverage of children and mothers. Iodine 
deficiency	disorders	are	under	control,	but	the	legislation	
needs enforcement and monitoring, since Oman still needs 
to achieve sustained and universal coverage by iodized salt. 
The availability of iodized salt and non-iodized salt from 
neighbouring countries could still be an issue. 

Disparities. Both stunting and wasting show marked dis-
parities	by	governorate,	with	differences	up	to	five-fold	for	
stunting. Muscat has the lowest stunting rates whilst Musan-
dam, North Ash Sharqiyah and Al Wusta have stunting rates 
that	are	three	to	five	times	higher.	North	Ash	Sharqiyah,	
Ad Dakhliyah and Musandam have wasting rates that are 
three to four times that of Muscat. Anaemia amongst chil-
dren shows the greatest disparities: the levels vary across 
governorates by four times to seven times respectively for 
anaemia in children under 5 years old and children at 9 
months. Wasting and low birthweight rates, however, show 
less disparity between governorates, because most gover-
norates need improving in these two areas. 

Determinants of child health and nutrition include the 
mother’s health and nutrition status before and during 
pregnancy, the quality and availability of health services, 
infant and young child feeding (IYCF) practices, the young 
child’s environment, hygiene and caring practices, and the 
mother’s education and health-seeking behaviour: 

• Maternal health. Oman has universal coverage by ante-

natal and institutional delivery services. Furthermore, 
nine out of 10 registered pregnant women receive 
postnatal care services and all women with live births 
attended a postnatal clinic at least once after delivery. 
Such high coverage by maternal health services has led 
to a decline in Oman’s maternal mortality ratio, which 
however, is still higher than that of other GCC coun-
tries. Given Oman’s achievement of near universal 
coverage by maternal health services, the difference is 
likely to be in the quality of services and the level of 
health awareness amongst women. For example, one-
third of registered pregnant women register at health 
facilities only in their second or third trimesters, 
whilst over a third of registered pregnant women do 
not have an ANC visit in their last month of pregnancy, 
even though this is recommended practice in Oman. 
The available indicators show disparities in health 
seeking behaviour: for example, in Muscat and North 
Batinah, the proportion of registered pregnant women 
not having an ANC visit in her last month of pregnancy 
rises to one-half and three-quarters respectively. Addi-
tionally, the rising trend of elective caesarean sections 
(C-Sections) indicates a lack of awareness about the 
serious	health	consequences	for	mothers	and	infants;	
C-Sections	comprise	nearly	a	fifth	of	deliveries.	

• Reproductive Health. There is also an unmet need for 
family planning amongst women – a little over half the 
women in Oman in 2008 wanted to use contracep-
tives but for cultural or other reasons were not able 
to do so. 

• Maternal nutrition. One indicator of the mother’s nu-
tritional status is the rate of low birthweight. Oman’s 
low birthweight rate seems to be increasing, which is a 
worrying trend. Another indicator is anaemia. At least 
one in four infants are born to mothers with anaemia. 

• IYCF and caring practices. Infant and young child feeding 
(IYCF) practices are suboptimal. The early introduc-
tion of water, herbs, teas and formula for infants pre-
vents exclusive breastfeeding, and misconceptions that 
link pregnancy to child diarrhoea in the breastfed child 
shorten the period of continued breastfeeding. Young 
women below 35 years of age have a high literacy rate, 
but women in older age groups have lower levels of 
education and literacy, and may be less likely to adopt 
appropriate and hygienic child feeding practices. The 
quality of care is also affected negatively by mothers 
having multiple and too closely spaced births. 

• Hygiene and diarrhoea. The relatively high level of wast-
ing, for a country of Oman’s high-income status, indi-
cates that hygiene and diarrhoea may still be problems 
among certain vulnerable populations. Wasting and 
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stunting are known to be associated with decreased 
food intake and diarrhoeal disease. Thus, in Oman, the 
governorates with the highest diarrhoea rates (North 
Ash Sharqiyah, Wusta and Musandam) also show signif-
icant levels of child stunting (Musandam, North Ash 
Sharqiyah and al Wusta) and in some cases, wasting 
(North Sharqiyah and Musandam). 

• Water and sanitation. International estimates by the 
WHO/UNICEF Joint Monitoring Programme show 
high coverage by improved water sources and sani-
tation facilities, reaching well over 90 per cent of the 
population. Oman uses its own system for classify-
ing water sources, according to which three-fourths 
of the dwellings are served by the piped network 
or public water points. Oman’s public water system 
goes through a comprehensive quality control system 
that checks for compliance with microbiological and 
chemical parameters. Muscat has the best water qual-
ity whilst Musandam, North and South Batinah and Al 
Wusta have poor water quality. The diversity of water 
sources in Oman, including rural wells with little or no 
treatment, and the different means of water transport 
and storage are among the many challenges of main-
taining water quality. The Sultanate has invested heavily 
in water desalination and treatment: most of its piped 
water now come from seawater. 

Opportunities for action. (i) In Oman, stunting, anaemia, 
and the rising low birthweight rate need special action. A 
holistic approach is needed to tackle these remaining are-
as of undernutrition in a convergent approach with early 
childhood programmes. (ii) Disparity mapping and studies 
are	needed	for	a	number	of	issues;	for	example,	to	deter-
mine why childhood anaemia is so much higher in South 
Batinah	and	Dakhliyah.	Currently	there	is	insufficient	infor-
mation to answer such questions. (iii) The disparities also 
show that behaviour and knowledge are important - the 
wealthiest governorates do not necessarily have the best 
indicators. Therefore, future data collection efforts should 
include data on behaviour and knowledge of communi-
ties. (iv) Legislative frameworks need to be better mon-
itored and enforced, especially with regard to marketing 
of breast-milk substitutes and universal salt iodization. (v) 
Reducing maternal mortality further and reducing the rate 
of disability amongst children will require enhancing the 
quality of health services, improving the nutritional status 
of women and improving the health knowledge and aware-
ness of women. Such health knowledge is required even 
amongst families in Muscat. 

Early Childhood Development (ECD)

Enrolment in ECE. Early childhood education (ECE) is 
the fastest growing component of the education sector. 

ECE expansion has been mainly by the private sector, and 
more	recently,	by	government	and	non-profit	institutions.	
Gender parity in pre-primary/ECE enrolment has steadily 
increased and has achieved parity between the enrolment 
of girls and boys. Despite the progress in ECE, Oman’s 
pre-primary	 enrolment	 figures	 lag	 behind	 some	 other	
countries in the region. Children of low-income groups, 
especially in rural areas, still lack access to adequate ECE 
services. The majority of pre-primary enrolment is in urban 
areas.	Retaining	teachers	 in	rural	areas	 is	difficult.	

Quality and components of services. Oman’s ECE ser-
vices vary widely in institutional set-up and requirements. 
Information is limited on the quality of services but exist-
ing studies indicate the content and quality of services in 
nurseries to be variable. The extent to which the services 
for pre-primary children are integrated ECD services (in-
corporating growth, nutrition and health) is unclear. 

Government commitment. ECD and ECE services are 
particularly important since children in Oman start school 
relatively late. Therefore, the government is prioritizing 
ECE with measures to encourage and coordinate the pri-
vate sector’s contribution to ECE expansion through ap-
propriate policies and regulations. At the same time, the 
Government is making its own efforts to ensure greater 
access and higher quality. 

Demand. The rapid growth in ECE enrolment shows a 
strong demand, with supply lagging behind. Challenges re-
main	in	providing	for	the	significant	proportion	of	Omani	
children who are of kindergarten age but not attending 
pre-primary programmes. This is due in large part to the 
location	of	most	kindergartens,	as	well	as	the	financial	inac-
cessibility of private kindergartens for low-income families.

Opportunities for action. (i) Increased public investment 
in ECD will be needed, and not just ECE alone. Govern-
ment leadership and involvement are essential for ensur-
ing ECD provision on a large scale while still maintaining 
quality and ensuring access by low-income families. The 
pace of expansion, the access for the poorer segments of 
society and the necessary convergence with health and nu-
trition interventions are beyond the scope of the private 
sector	alone.	(ii)	Integrated	ECD	is	difficult	to	implement	
at the operational level, because of its cross-sectoral and 
time-intensive nature. Oman therefore needs to start with 
an already successful nationwide community-based pro-
gramme, incorporate the additional components needed, 
and establish a strong central coordination body to set and 
enforce national ECD norms on all partners. (iii) Special 
efforts are needed to improve the quality of ECD services, 
teacher	qualifications	and	competencies,	and	the	 learning	
environment for children. (iv) A systematic and compre-
hensive analysis is needed to assess gaps in early childhood 
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services and interventions. (v) Following this analysis, na-
tional standards for integrated ECD will need to be adopt-
ed and enforced. A national ECD strategy is required to 
provide focus for the ECD work being implemented by 
various ministries.

Education

Access. Oman has achieved near-universal primary edu-
cation with steadily increasing enrolment rates over the 
past two decades. The progress in secondary education is 
also impressive, although higher grades require further im-
provement. Oman has also achieved universal literacy rates 
amongst young people in the age group 15-24 years. The 
student-class ratios and student-teacher ratios across all 
governorates show that Oman’s school system and infra-
structure have the capacity to absorb additional students, 
although there are still second-shift schools. Student teach-
er	ratios	have	fallen	from	13	to	10	over	the	past	five	years,	
a decrease attributed to the recruitment of more teachers. 
Non-Omani students in public schools enjoy the same ed-
ucational opportunities that are offered free of charge to 
Omani citizens. Private school enrolment is growing each 
year.

Intake. The narrowing differences between GER and NER 
show that the government’s efforts to enrol children at 
the appropriate age are showing results, with the new BE 
system showing greater progress in this respect than the 
older GE system. Late enrolment at school appears to be a 
major cause of the high proportion of over-aged students. 

Demand and efficiency. Survival rates to grade 6 have in-
creased by nearly 35 percentage points from 1990 to 2010. 
Repetition has decreased for lower grades, but shows room 
for improvement in higher grades. Recent years have seen 
a decline in dropout rates, although there is still a trend of 
increasing dropout rates with grade. A study on retention 
has	identified	numerous	reasons	for	dropping	out,	ranging	
from the teacher’s behaviour to social problems. Overall, 
the promotion rates decline slightly, going from primary to 
grade 12. 

Disparities. Analysis of regional disparities in education is 
constrained	by	the	unavailability	of	sufficiently	disaggregat-
ed data. 

Quality and learning outcomes. National assessments indi-
cate learning performance below expectations. The grade 7 
assessment, for instance, found that most students did not 
reach the standard expected by the MoE. Various interna-
tional assessments (PIRLS and TIMSS) also found learning 
outcomes in Oman to be inadequate, compared to those 
in many other countries. Students from urban areas and 
those belonging to richer households had higher reading 
scores. Omani children from the richer quintiles generally 

scored higher in TIMSS than did those from the poorer 
quintiles, but not always. 

Gender parity. Oman as a whole has achieved gender 
parity for both primary and secondary education. Over-
all, the gender parity index increases in favour of girls as 
children progress from grades 1 to 12. Girls have a higher 
promotion rate than do boys. Literacy rates in the younger 
groups	do	not	 show	any	 gender	 gap;	however,	older	 age	
groups show a prominent gender gap, with male litera-
cy rates higher than female literacy rates by 20 or more 
percentage points. International assessments of learning 
outcomes	 show	 significant	 gender	 differences.	Across	 all	
socio-economic groups, girls perform consistently better 
than do boys in reading, science and mathematics. National 
assessments also show better promotion rates for girls. 

Opportunities for action. (i) To match its tremendous 
achievements in universalizing education, Oman will need 
to emphasize education quality. The teaching-learning out-
comes will need to improve, for example, by enhancing the 
pedagogical capacity of teachers, accelerating Oman’s on-
going expansion of a child-centred approach in teaching 
and	 learning,	 and	 increasing	 the	 pool	 of	 qualified	Omani	
teachers. (ii) The education system will need to improve 
the employability of young Omanis in the evolving labour 
market and equip them with skills appropriate for the new 
knowledge economy. At the same time, the job market 
needs	to	have	sufficient	opportunities	that	attract	well-ed-
ucated young people. (iii) Studies will need to identify the 
root causes for the low performance of boys and interven-
tions will be needed to address this issue. (iv) The capacity 
of the education management information system needs to 
be strengthened. In particular, the system needs to be able 
to produce robust data that are disaggregated regionally 
and by socio-economic group. 

Care and protection: children with disabilities

Trends. The prevalence of disability in the Omani popu-
lation is around 3 per cent. This prevalence is lower than 
estimates for OECD countries, probably due to differences 
in	classifying	disability,	weaknesses	in	identification	and	re-
porting systems, and families not wanting to admit having 
a disabled person in their household. The highest numbers 
of people with disability are in Muscat and Al Batinah, as 
these two governorates not only have a high concentration 
of population, but also greater access to services required 
for testing and care.

Institutional framework. Oman’s institutional framework 
for people with disability includes the 2008 Law on the 
Welfare and Care of Persons with Disability and the Na-
tional	Plan	for	the	Care	of	Children	with	Disabilities;	the	
latter is still being developed. The Government’s policy is 
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to support and empower persons with disabilities so that 
they can function as productive members of the society. 
The 2014 Child Law also promotes the rights of children 
with disabilities. 

Services. Oman has a range of specialized and mainstream 
services for children with disabilities, according to age and 
special needs. Most children with disabilities have access to 
care services, except in those cases where the parents do 
not wish to reveal the disability of their child. The Ministry 
of Health (MoH) provides rehabilitation services, primarily 
physiotherapy following acute conditions. The Education 
Ministry implements inclusive education for disabled chil-
dren	who	are	able	 to	fit	 in	with	mainstream	students	 in	
normal schools and special education for those not able to 
go to normal schools. Most services delivered by NGOs, 
however, are limited to the major cities and are of variable 
quality. One major constraint to expansion beyond the ma-
jor cities is the high cost of specialized services for children 
with disabilities. The average cost of educating a child with 
a	disability	is	more	than	five	times	that	of	a	non-disabled	
child. 

Prevention of disability. The majority of children and 
young people with disabilities have been born with the 
condition. The breakdown of causes show that child disa-
bility can be prevented or reduced. The Ministry of Health 
provides services such as premarital counselling, genetic 
testing and health screening of couples for prevention and 
early detection, especially since Oman has a high rate of 
marriages that are consanguineous. However, such servic-
es are poorly utilized. Families need to be more aware of 
the issues related to the causes of disability, its prevention, 
treatment and appropriate care at the family and commu-
nity level.

Opportunities for action. (i) Comprehensive and longitu-
dinal data are needed on child disability and on all services 
for children with disabilities, integrated in a single database 
and made available to all Ministries and organizations im-
plementing or overseeing the programmes. (ii) Coordina-
tion needs to be improved between the ministries and the 
various entities, including private entities, delivering servic-
es. (iii) Efforts are also needed to strengthen the demand 
and utilization side, with effective information, education 
and communication strategies. (iv) Costs are the main bar-
rier to having specialized services for children with disa-
bility in remote areas. Therefore, it will be important to 
strengthen and build up the mainstream health and edu-
cation	 services	 for	 prevention,	 identification	 and	 referral	
of disabilities with particular focus on these areas. (v) The 
rapid expansion of successful inclusive programmes has led 
to	an	acute	shortage	of	qualified	teachers.	Longer-term	hu-
man resources planning and management will be needed to 
address this issue. 

Care and protection: children affected by 
HIV/AIDS

HIV/AIDS trends. HIV prevalence in Oman is still low, 
but is an increasing threat to young people. Children and 
young people constitute one-quarter of cases ever report-
ed. HIV incidence is on the increase, with the share of girls 
and women in reported HIV cases on the rise. Muscat and 
North Batinah account for the largest share of people cur-
rently	living	with	HIV;	these	two	governorates	also	account	
for the largest share of the country’s population. 

Government response to HIV/AIDS. The government 
has strong blood safety policies and effective programmes 
for	the	identification,	prevention	and	treatment	of	HIV	and	
sexually transmitted infections (STIs). Oman has an exten-
sive HIV screening programme, which covers all pregnant 
women, patients with sexually transmitted infections and/
or tuberculosis, blood donors, food handlers, pre-marital 
and pre-employment screening. All district hospitals in the 
country provide HIV counselling and other support servic-
es. The government conducts information, education and 
communication activities. HIV-positive patients are treated 
at 15 different sites spread throughout Oman, including 
four in Muscat, which all provide free antiretroviral drugs 
(ARVs). The government provides free testing of HIV viral 
load and CD4 across Oman. 

Oman’s PMTCT programme. Oman is likely to achieve 
the goal of every child born free of HIV, because of its high-
ly successful programme for prevention of mother to child 
transmission (PMTCT). In 2009, Oman initiated HIV testing 
and counselling services for all pregnant women. Oman’s 
primary health care system offers optimal circumstances 
for HIV control. HIV testing and counselling have been 
integrated into ANC services, which have near-universal 
coverage. The ANC services thus become the means for 
early detection and prevention of HIV transmission to chil-
dren. Once a woman is found to be sero-positive, a strong 
referral system from primary health facilities to the ART 
treatment centres kicks in. Trained obstetricians and pae-
diatricians manage the treatment and care of HIV positive 
mother and child. 

Opportunities for action. (i) The greatest challenge to 
controlling the spread of HIV in Oman is the low knowl-
edge of HIV amongst the general population. Oman there-
fore needs to combat the stigma associated with HIV and 
the resulting lack of knowledge and awareness on the epi-
demic. (ii) There is no systematic data collection among the 
most at risk populations (MARPs). The HIV data is largely 
based on mass screening among blood donors, antenatal 
care clients, premarital and pre-employment screening, in 
which the MARPs are generally under-represented.
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Care and protection: young people and risky 
lifestyles

Obesity amongst children and youth. Obesity and over-
weight are associated with stunting in children. For exam-
ple, Wusta and Musandam have much higher proportions 
of overweight and obese children than other governorates 
in Oman, and are also amongst the three governorates 
with highest levels of stunting. Lifestyle issues may also 
play a role in obesity amongst Omani young people. Oman 
has higher rates of obesity than many OECD countries 
amongst its adults. 

Substance use and abuse. Oman has amongst the world’s 
lowest tobacco use rate among adolescents. The rates are 
below those of other countries in the region as well as 
those of many OECD countries. Available data on regis-
tered drug cases show that those between the ages of 21 
to 30 years old are the most affected, although younger 
ages are also registered. Oman has established a multi-sec-
toral approach to dealing with substance abuse. Treatment 
and a range of other services are provided to registered 
drug users. HIV prevalence amongst registered drug users 
is much higher than in the general population.

Underlying causes. Violence and problematic relation-
ships may drive young people into depression or under-
mine their self-esteem. Other lifestyle issues, such as social 
pressures, depression, violence and boredom drive risky 
behaviour amongst the young, such as experimenting with 
psychoactive drugs. Young people need to be encouraged 
to have wide interests and physical activity to promote a 
healthy lifestyle.

Care and protection: child protection systems

Rationale for the approach. An effective child protec-
tion system safeguards children against all forms of abuse, 
neglect, violence and exploitation. The causes of phenom-
ena such as child abuse, child exploitation and neglect are 
inter-related at a deeper level. Recognizing these causes 
and identifying the range of actions involved in protection 
will require a systems-based approach, rather than an is-
sue-based approach alone that focuses on categories of 
children. In other words, institutions and systems need to 
be strengthened to form a continuum of services for chil-
dren in need of special protection. 

Children subject to violence. A	 significant	 proportion	
of children and young people are exposed to violence at 
school, or from within the community and family. An esti-
mated	 one-fifth	 to	 one-third	 of	 schoolchildren	 reported	
being subjected to violence in one survey. Challenges in-
clude under-reporting on abuse cases, due to inadequate 
awareness amongst communities and a reluctance to inter-

vene within a family. The MoH has established a reporting 
and referral system that reaches down to the communi-
ty level, but this is under-utilized. The 2014 Child Law has 
made it mandatory for individuals such as health workers 
and teachers to report on violence, exploitation or abuse 
of children. It also facilitates the removal of children from 
situations of violence against them, and Ministerial decision 
No. 330/2012 makes provisions for a shelter for women 
and child victims of abuse. The National Committee on 
Family Affairs has established a telephone service/hotline 
for complaints and reports, which are then investigated 
and dealt with by a multi-disciplinary task force. Radio and 
television broadcasts have tried to educate parents on the 
harm done by violence against children. 

Children without primary care givers. Orphaned chil-
dren are cared for by the remaining family or members of 
the extended family, because of Oman’s social cohesion. 
Children of unknown parentage are looked after by the 
system. Over the years, the system of care has changed to 
provide the child with a family-like environment. Rejection 
of children by their foster families, for various reasons, is 
a risk. The change in the legislative framework (ministerial 
decree 2013/259) that grants a tribal name to a child of un-
known parentage or unknown father will contribute sub-
stantially	to	the	social	status	of	these	children,	as	affiliation	
to a tribe is important in Omani society. 

Children in contact with the law. Oman’s juvenile jus-
tice reform in 2008 was a major step forward, promoting 
approaches such as alternatives to detention. The age of 
criminal responsibility remains at 9 years, although if sen-
tenced, the child is not put in prison. It should be noted 
that the UN Committee on the Rights of the Child recom-
mends raising the minimum age of criminal responsibility 
to an internationally acceptable level. 

Opportunities for action. (i) Oman has many of the 
components for a good child protection system already in 
place, in particular, legislative reform and high-level com-
mitment. However, certain legislative and policy gaps will 
need to be addressed. (ii) The several promising initiatives 
already being implemented by different Ministries need to 
be scaled up and strengthened. In this regard, the capaci-
ties of institutions and service providers will need further 
strengthening. (iii) Measures to raise community awareness 
on domestic abuse will strengthen protection systems. (iv) 
Better information systems are needed for robust and 
comprehensive data on child protection. An integrated 
management information system is needed for the entire 
child protection system. Such a system should report on all 
children with special protection needs and be able to do 
longitudinal tracking.
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Acronyms

AGFUND  Arab Gulf Programme for Development

ANC  Antenatal care

ANER  Adjusted net enrolment ratio/rate

ART  Antiretroviral therapy

ARV  Antiretroviral (drugs)

BCG  Bacille Calmette–Guérin vaccine (against tuberculosis)

BE Basic  Education system of Oman

CD4  cluster of differentiation 4, or T-cells

CDC  Centers for Disease Control and Prevention, USA

CEDAW  Convention on the Elimination of All Forms of Discrimination Against Women

CERD  International Convention on the Elimination of All Forms of Racial Discrimination

CRC  Convention on the Rights of the Child

CRC-OP-AC	 Optional	Protocol	to	the	Convention	on	the	Rights	of	the	Child	on	the	involvement	of	children	in	armed	conflict

CRC-OP-SC Optional Protocol to the Convention on the Rights of the Child on the sale of children child prostitution and child pornography

CRPD  Convention on the Rights of Persons with Disabilities

DCDSC  Department of Communicable Disease Surveillance & Control, Ministry of Health

DESA  See UN-DESA

ECD  Early Childhood Development

ECE  Early childhood education

EESE  Enabling environment for sustainable enterprises

EFA  Education for All

EIB  European Investment Bank

EPI  Expanded Programme on Immunization

FAO  UN Food and Agricultural Organization

GCC  Gulf Cooperation Council

GE  General Education System of Oman

GER  Gross enrolment ratio

GNI  Gross national income
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GSHS  Global School-based Student Health Survey

GYTS  Global Youth Tobacco Survey

HDI  Human Development Index

Hib3	 	 Third	dose	of	Haemophilus	influenzae	type	B	vaccine

HIV/AIDS	 Human	immunodeficiency	virus/	acquired	immune	deficiency	syndrome

HRBAP  Human Rights Based Approach to Programming

IACAPAP International Association for Child and Adolescent Psychiatry and Allied Professions

IDD	 	 Iodine	deficiency	disorders

IDU  Injecting drug user

IEA  International Association for the Evaluation of Educational Achievement

ILO  International Labour Organization

IMR  Infant mortality rate

IPU  Inter-Parliamentary Union

ISCED	 	 International	Standard	Classification	of	Education	(UNESCO)

ISESCO	 	 Islamic	Educational,	Scientific,	and	Cultural	Organization

IYCF  Infant and young child feeding

JMP  Joint Monitoring Programme of UNICEF and WHO

KAP  Knowledge Attitude Practice

KAPB  Knowledge Attitude Practice and Beliefs

LFPR  Labour force participation rate

MARA  Ministry of Awqaf and Religious Affairs

MARP  Most at risk population

MARPOL International Convention for the Prevention of Pollution from Ships

MCH  Maternal and child health

MDG  Millennium Development Goal

MENA  Middle East and North Africa

MICS  Multi-Indicator Cluster Survey

MMR  Maternal Mortality ratio
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MoE  Ministry of Education

MoH  Ministry of Health

MoNE  Ministry of National Economy

MoSD  Ministry of Social Development

MSM  Men having sex with men

MTR  Mid-Term Review

NCHS  National Center for Health Statistics, CDC, USA

NCSI  National Centre for Statistics and Information

NER  Net enrolment rate

NLIS  Nutrition Landscape Information System

OECD  Organisation for Economic Co-operation and Development

PAEW  Public Authority for Electricity and Water

PEM  Protein energy malnutrition

PHC  Primary health care

PIRLS  Progress in International Reading Literacy Study

PMTCT  Prevention of mother to child transmission

RHS  National Reproductive Health Survey

RO  Rial Omani, the national currency unit

RUTF  Ready-to-use therapeutic foods

STI  Sexually transmitted infections

SUD  Substance use disorders

SUN  Scaling Up Nutrition initiative

TB  Tuberculosis

TFR  Total fertility rate

TIMSS  Trends in International Mathematics and Science Study

U5MR	 	 Under-five	mortality	rate
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UAE  United Arab Emirates

UN  United Nations

UN-DESA United Nations Department of Economic and Social Affairs

UNDP  United Nations Development Programme

UNESCO	 United	Nations	Educational,	Scientific	and	Cultural	Organization

UNFPA  United Nations Population Fund

UNICEF  United Nations Children’s Fund

UN-OHCHR	 United	Nations	Office	of	the	High	Commissioner	for	Human	Rights

VCT  Voluntary counselling and testing

VDRL  Venereal disease research laboratory test

WHO  World Health Organization

WHS  World Health Survey
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