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 Introduction
Gaza Strip is one of the war area and conflict for the last 4 decades. Palestinian children exposed to repeated incursions of the border areas with many causalities in children and their families. Last war on Gaza was one of the last and not least types of collective trauma of a nation. 

At the end of December 2008, two days after the ending of the truce in the area, the Israeli occupying forces conducted sudden and intensive air strikes on the entire Gaza Strip. These attacks destroyed most of the Gaza security offices including police stations. As a result, immediately, more than 230 Palestinians were killed and at least 770 were injured including 100 in critical condition.  This military operation continued for 23 days. As a result, 1420 Palestinians, including 446 children and 110 women and 108 elderly, were killed and 5320 others, including 1855 children and 795 women, were injured. This doesn’t mean that the rest of the fatalities and injuries were engaged in hostilities, or that they are not innocent civilians. A large number of men and male youth were killed in their homes, in the presence of their families. Its phases resulted in a mass destruction of private properties. At least 4000 houses were totally destroyed and other 16000 houses were partially damaged (Humanitarian Duty Report, 2008).

Many studies conducted in the areas of war and conflict found high rate of PTSD, depression, and anxiety among children living in such areas. Previous studies conducted in the Palestinian area showed the rate of Post traumatic stress reactions ranged from 40% to 71%, and anxiety rates ranged from 21% to 69.9% in children and adolescents (Thabet et al, 1998; Thabet et al, 2001, Elbedour et al, 2007; Thabet et al, 2008 in Press). However no new studies have been conducted to evaluate the effect of both Israeli aggression and factional fighting between the Palestinian factions in the Gaza Strip on the well-being on Palestinian children.  
A number of clinically based studies have reported on a high rate of comorbidity associated problems in attention-deficit hyperactivity disorder (ADHD) (e.g. Barkley, 1996; Kaplan, Wilson, Dewey, & Crawford, 1998). The most common types of comorbidities reported have been oppositional defiant disorder, conduct disorder, affective and anxiety disorders, and specific learning disorders including reading disability and developmental coordination disorder (DCD).Comorbidity in child psychiatry is one of the debate issues, it is important to consider findings on the comorbidity of different psychiatric disorders in children victims of war and conflict.  
Also, comorbidity of  PTSD and depression among children exposed to trauma from war  an  other sources of  life threat and adversities, in the absence of the confounding (social adversity)  factors  faced  by children in war zones and refugees  (e.g. Yule and Udwin, 1991; Goenjian et al., 1995; Bolton, O’Ryan, Udwin, Boyle and Yule, 2000; Carrion, Weems, Ray and Reiss, 2002).  Epidemiological studies conducted in various countries have revealed prevalence rates of ADHD ranging from 4% to 12% in the general population of children between the ages of 6 and 12 (10.3% when using DSM III-R diagnostic criteria), with a higher frequency among boys than girls (Brown et al., 2001). Oppositional Defiant Disorder is the most common comorbid condition associated with ADHD both in the outpatient clinical setting and in the general population (August, Realmuto, Joyce, & Hektner, 1999; Biederman et al., 1996; Jensen et al., 2001; Rohde et al., 1999; Wilens et al., 2002).  
Gillberg (1983), reporting results from a Swedish general population study performed

more than 20 years ago, found a very high rate of comorbid psychiatric disorders in children with the combination of attention deficit disorder (ADD)  and motor perception dysfunction (roughly equivalent to Requests for reprints to. In a community study, 64% of children with this combination of problems, referred to in Scandinavia as deficits in attention, motor control, and perception (DAMP), had at least one comorbid psychiatric diagnosis. The most common diagnoses in that study were depression, conduct disorder, and autistic-type symptoms. The high incidence of comorbidity that we found between ADHD and ODD has been well established in studies conducted both in the general population and patients consulting child and adolescent psychiatric clinics (August, Realmuto, Joyce, & Hektner, 1999; Biederman, Newcom, & Sprich, 1991; Bird et al., 1988; Costello et al., 1996; Michanie et al., 1993; Pelham et al., 1992; Szatmari et al., 1989; Wilens et al., 2002). 
The prevalence of ADHD is thought to be between 3% and 7% of school-age children. The disorder is more often diagnosed in boys than in girls, but this difference varies depending on the subtype of the disorder; the gender ratio is more equal for the Predominantly Inattentive Type of ADHD (American Psychiatric Association, 2000). Bener et al (2006) in study to identify Attention Deficit Hyperactivity Disorders among primary school children in the State of Qatar found the prevalence of ADHD symptoms among the studied participants by sociodemographic characteristics and school performance. The data revealed that 112 boys (14.1%) and 33 girls (4.4%) scored above the cut-off for ADHD symptoms, thus giving an overall prevalence of 9.4%
Michanie et al (2007) in study  to assess the prevalence of DSM III-R symptoms of attention deficit hyperactivity disorder (ADHD) and oppositional defiant disorder (ODD) in 300 outpatient pediatric population; to compare oppositional behavior and grade retention rates. The results showed that 9% had positive scores consistent with ADHD  and 8% had positive scores of ODD. No gender differences were found among the positive scores for either disorder. Positive scores for the ODD scale were found in 5.5%

of the non-ADHD group, as compared to 33.3%  in the positive-ADHD group.
The aim of the study was to investigate the effect of trauma on Palestinian children mental health problems such as PTSD, ADHD, ODD, and CD and comorbidity between the different psychiatric disorders.
Method

Participants and  procedure  

The participants were 410 Palestinian children, 224 were boys (54.6%) and 186 girls were girls living in Gaza Strip. They were 8-18 years old (M = 12.93+ 3.87), and there were no gender differences according to age (F(1,384) = 0.42, p = ns.). The original sample consisted of 410 children and no drop out during the interviews in their homes.

The sample was randomly selected from the population census representing the five areas of the Gaza Strip. In selecting the children each area was divided into blocks and from each block one street was chosen, and from each street every 10th home was approached for the data collection. The field work was conducted by professionals who had experiences in working with children and families. They were 5 mental health workers. They were trained for research and data collection, and they visited the families according to prepared lists of number of children selected to the study. The field workers presented an information letter to the parents, and if agreed, they obtained a written permission for their children’s participation. Children were interviewed individually in their homes and each interview lasted approximately 30 minutes. The interviewers informed children that there were no right or wrong answers, provided guidance in  filling-up the scales. Children and parents were also informed that that they were free to withdraw from the study at any time. The data collection was done between May and June 2009.

Instruments  

· Sociodemographic information  was collected from parents and information about traumatic events, mental health and resilience from children themselves. 
· Traumatic experiences was collected using  War on Gaza Traumatic Events Checklist was used, describing the most common traumatic experiences adolescents could have faced in the Gaza Strip during the last war on Gaza, including shelling of their area of residence, internal displacement. The checklist was revised from a version used in earlier research, adapted for the nature of traumatic events occurring during the current period.  The checklist consisted of 25 items with answer with Yes (1) and no (0). The scoring of the scale is considered by summing all the answers.  The internal consistency of the scale calculated using Cronbach’s alpha, was (=0.80 and split half was 0.68.

· Posttraumatic stress symptoms. The UCLA Posttraumatic Stress Disorder Index for DSM–IV (UCLA–PTSD-Index; Pynoos, Rodriquez et al., 1998)
The scale comprises 22 self-report items based on DSM–IV P PTSD symptom criteria: reexperiencing symptoms (e.g., “I act or feel like it is happening all over again”), avoidance symptoms (e.g., “I have trouble remembering important parts of what happened”), and hyperarousal symptoms (e.g., “I watch out for danger or things I’m afraid of”). Children were asked to indicate the frequency of symptoms experienced on a 5-point Likert scale ranging from 0 (never) to 4 (most of the time). A PTSD symptom severity scale was computed as the sum of the responses to the 20 (of 22) items and categorical prevalence score according to Rodriguez et al. (1999). Total scores have a possible range of 0 to 88. Cronbach’s alpha for our sample was .86. A clinical cutoff score, based on the total score of 17 items that correspond with the DSM–IV PTSD symptom criteria, was used to estimate the percentage of children presenting with clinically significant scores. A score of 38 or higher for single incident traumatic events has been associated with PTSD (Steinberg et al., 2004). The UCLA PTSD Index has been widely used among children and adolescents in the Middle East 


(Abdeen, Qasrawi, Nabil, & Shaheen, 2008; Pat-Horenczyk, R. et al., 2008; Weisenberg, Schwarzwald, Waysman, & Klingman, 1993) ADDIN EN.CITE .  The original English version of the PTSD scale had Cronbach’s of .90, and good to excellent test–retest reliability (Steinberg, Brymer, Decker, & Pynoos, 2004). The reliability the Arabic version of this study using  Cronbach’s    = .83 and  split half  = .81.
·   Attention Deficit Hyperactivity disorder was collected using Structured Clinical Interview of mothers and fathers for DSM-IV diagnosis of ADHD (APA, 1994), Arabic version (Thabet et al, 2006)

This interview consisted of 18 items questionnaire, based on DSM-IV diagnostic criteria for ADHD in children. Children scored six and above in inattentive nine items are considered as inattentive; the scoring is 0=no and 1=yes, children reported 6 and more in hyperactivity-impulsive 9 items are considered hyperactive-impulsive. The combined type is rate by summing both inattentive and hyperactive-impulsive scores. This scale was validated by The Arabic version of this scale was used in which the translation and back translation had been conducted and the Arabic Version was send to panel of expert for validity. The five experts agreed on all items and no changes were done. In study by (Thabet et al, 2006), for parents scale, internal consistency of the scale, calculated using Cronbach’s Alpha was also high (0.84); the split half reliability of the scale was (0.79). While, for teachers, internal consistency of the scale, calculated using Cronbach’s Alpha was (0.87); the split half reliability of the scale was (0.84) (Thabet et al, 2006). For this study, internal consistency of scale for parents form, using  Cronbach’s Alpha was 0.89 and split half was 0.76. While Cronbach’s Alpha for the children scale was 0.89 and split half was 0.77.
· Conduct disorder was measured using Conduct Disorder CD questionnaire DSM-IV diagnosis of ADHD (APA, 1994). This scale consisted of 15 items, based on DSM-IV diagnostic criteria for CD in children. Children scored 3 symptoms and above are considered as a case of conduct disorder. The Arabic version of this scale was used in which the translation and back translation had experts agreed on all items and no changes were done. In this study for parents scale, internal consistency of the scale, calculated using Cronbach’s Alpha was high (0.83); the split half reliability of the scale was (0.58). While, for students, internal consistency of the scale, calculated using Cronbach’s Alpha was (0.84); the split half reliability of the scale was (0.61).
Oppositional defiant disorder was measured using Oppositional defiant disorder questionnaire DSM-IV diagnosis of ADHD (APA, 1994). This scale consisted of 9 items, based on DSM-IV diagnostic criteria for children. Children scored 3 symptoms and above are considered as a case of Oppositional defiant conduct disorder. The Arabic version of this scale was used in which the translation and back translation had been conducted and the Arabic Version was send to panel of experts for validity. The five experts agreed on all items and no changes were done. In this study for parents scale, internal consistency of the scale, calculated using Cronbach’s Alpha was high (0.79); the split half reliability of the scale was (0.75). While, for students, internal consistency of the scale, calculated using Cronbach’s Alpha was (0.80); the split half reliability of the scale was (0.74).
Results
Sociodemographic characteristic of the study

The sample responded to the interview were 410 participants with response rate of 100%, it consisted of 224 males (54.6%) and 186 girls (45.4%). The age ranged from 8-18 years with mean age was 12.93 years (SD =3.87).  According to place of residence 21% of children were from North Gaza, 28.8% were from Gaza, 14.4% were from Middle area, 18.3% were from Khan Younis, and 17.% were from Rafah area (south of Gaza). According to type of residence, 43.5% of children live in cities, 12.5% live in villages, and 44% live in camps. According to number of siblings, 13.6% of families had less than 4 children, 61.4% had 5-7 children, and 25% had 8 and more siblings. In looking for the family monthly income, 60.9% of the families monthly income was less than 350 US $ per month, 30.4% earned 351-700 US $, and only 8.7% earned more than 701 US $.
Table 1

Sociodemographic characteristic of the study sample 
	
	No.
	%

	Sex

	Boys
	224
	54.6

	Girls
	186
	45.4

	Address
	 
	 

	North Gaza 
	86
	21

	Gaza 
	118
	28.8

	Middle area
	59
	14.4

	Khan Younis
	75
	18.3

	Rafah area
	72
	17.6

	Place of residence 

	City
	238
	58

	Village
	76
	18.5

	Camp
	96
	23.4

	 of siblings Number 

	Less than 4
	115
	28

	5-7 children
	190
	46.3

	8 and above
	104
	25.4

	Monthly family income 

	Less than 300 US $
	253
	61.7

	From 301-650 US $
	102
	24.9

	More than 651 US $
	55
	13.4

	Paternal education  

	Secondary and below
	287
	70

	Above secondary
	123
	30

	Father work  

	Unemployed
	114
	27.8

	Simple worker
	71
	17.3

	Skilled  worker
	27
	6.6

	Skilled  worker
	135
	32.9

	Merchant
	30
	7.3

	Others 
	33
	8

	Maternal education

	Secondary and below
	347
	84.6

	Above secondary
	63
	15.3

	Maternal work 

	Housewives
	378
	92.2

	Simple worker
	6
	1.5

	Employee
	19
	4.6


Types of traumatic events

Palestinians children investigated 6 months after war on Gaza still reported traumatic experiences: 94.6% heard the sonic sounds of the jetfighters, , 91.7%,  heard shelling of the area by artillery, 92% watched mutilated bodies in TV, 80% were deprived from water or electricity during the war,  and 50.7% of children said they left home form more safe place. 
Table 2

Types of traumatic events
	Types of traumatic events
	No.
	%

	1. Heard the  sonic sounds of the jetfighters
	388
	94.6

	2. Heard shelling of the area by artillery
	376
	91.7

	3. Watched mutilated bodies in TV
	337
	92

	4. Deprivation from water, food, or electricity during the war home
	328
	80

	5. Shot by bullets, rocket, or bombs
	292
	71.2

	6. Forced to leave your home during the war
	208
	50.7

	7. Heard killing of  non relative
	185
	45.1

	8. Threaten by shooting
	178
	43.4

	9. Witnessed firing by tanks and heavy artillery at neighbors homes
	159
	29.8

	10. Detained  for hours during the war
	125
	30.5

	11. Witnessed of a friend home demolition
	122
	29.8

	12. Destruction of  personal belongings during incursion
	101
	24.6

	13. Witnessed  killing of non relative
	82
	20

	14. Witnessed firing by tanks and heavy artillery at own home
	75
	18.3

	15. Witnessed shooting of a friend
	74
	18

	16. Witnessed killing of a relative
	66
	16.1

	17. Witnessed shooting of  a  relative
	59
	14.4

	18. Heard  killing  of a relative
	49
	12

	19. Beaten  and humiliation by the army during the war
	44
	10.7

	20. Exposure to burn by bombs and phosphorous bombs
	43
	10.5

	21. Witnessed  shelling and destruction of own home
	42
	10.2

	22. Witnessed  assassination of people by rockets
	42
	10.2

	23. Threaten with  being killed
	42
	10.3

	24. Physical injury due to bombardment of  own home
	35
	8.5

	25. Threatened with death by being used as human shield by the army to move from one home to home
	28
	6.8


Sex differences in traumatic events

Children reported from no events to 24 traumatic events, mean traumatic events was 8.48 (SD = 3.96). The results showed that mean traumatic events reported by males was 8.69 (SD =3.92) compared to mean in female = 8.22 (SD = 4.00). No significant differences between males and females in reporting traumatic events (t= 1.18, p = 0.23).
Using Pearson correlation test, the study showed that there were statistically significant correlation between total traumatic events and total PTSD according to UCLA (r = 0.29, p = 0.001).
Prevalence of PTSD
The results showed that mean PTS reactions was (20 items of the 22) 28.50 (SD =13.37), intrusion symptoms mean was 9.0 (SD = 4.77), avoidance mean was 7.33 (SD = 4.55), and hyperarousal mean was 8.7 (SD = 4.5). 
In order to find the differences in PTS reactions according to other sociodemographic variables, t independent test and one way ANOVA was done. 
The results showed that there was no difference between boys and girls in total PTSD reactions and other subscale (t=0.53. p = ns.). 
The results showed that children coming from families with less educated fathers (secondary and less) had more PTSD than more educated fathers (mean = 26.67 vs  21.26) (t = 4.47, p = 0.001). However, no statistically significant differences in mother level of education and total PTSD.

One way ANOVA was performed to assess the differences between different levels of family monthly income and PTSD. Post hoc test showed that children coming from families with family monthly income of  less than 300 US $ showed more PTSD than the other two groups (F = 5.09, = 0.007).
Using DSM-IV criteria for PTSD, 25.1% showed no psychological reactions, 25.9% of children reported one criteria, 39.3% of children reported partial PTSD and 9.8% of children reported full criteria for PTSD.

Table 3 
Means and Stand Deviations of UCLA PTSD scale
	 
	Mean
	Std. Deviation

	Total UCLA PTSD scores  
	28.50
	13.37

	Intrusion subscale
	9.00
	4.77

	Avoidance subscale
	7.33
	4.55

	Hyperarousal subscale
	8.72
	4.52


Prevalence of   ADHD according to parents and children
Prevalence of ADHD according to parents

The results showed 31.3% of children met the DSM-IV criteria for inattentive type 36.3% of children was impulsive, and 29% met criteria for combined type.

Prevalence of combined ADHD according to children
The results showed 28.8% of children met the DSM-IV criteria for inattentive type 37.3% of children was impulsive, and 28.3 % met criteria for combined type. No significant sex differences in total scores of combined type and hyperactivity by parents and children themselves. However, boys reported significantly more attention deficit disorder more than girls themselves (t = 2.3, p = 0.01).
Table 4
Prevalence of ADHD according to parents and children

	
	Yes
	No

	
	No.
	%
	No.
	%

	Inattention by parents
	128
	31.3
	281
	68.7

	Hyperactivity-impulsivity by parent
	148
	36.3
	260
	63.7

	ADHD  by parents
	119
	29.0
	291
	71.0

	Inattention by child
	118
	28.8
	292
	71.2

	Hyperactivity-impulsivity by child
	153
	37.3
	257
	62.7

	ADHD  by child
	118
	28.3
	294
	71.7


Prevalence of conduct and oppositional defiant disorder
Mean and standard deviations of the conduct disorder

Using DSM-IV diagnostic criteria of CD and ODD, the study showed that 38.1% of parents reported conduct disorder in their children and 46.3% reported ODD.  While 39.3% of children themselves reported conduct disorder and 44% of them reported ODD. 
In order to investigate the sex differences in conduct and oppositional defiant disorder scores, a t independent test was done. The results showed that boys significantly scored more conduct disorder than girls according to parents ( t = 4.80, p = 0.001) and also themselves (t = 3.2, p = 0.01). However, no statistically significant differences between boys and girls in ODD according to either the child or the parents. 
Table 5
Prevalence of conduct and Oppositional defiant disorders

	Behavioural disorders
	No
	Yes

	
	No.
	%
	No.
	%

	Conduct disorder-Parents
	249
	61.9
	153
	38.1

	ODD-Parents
	216
	53.7
	186
	46.3

	Conduct disorder-Children
	238
	60.1
	158
	39.3

	ODD-children
	227
	56
	178
	44


Comorbidity of PTSD and ADHD according to parents
The study showed that 21 children (5.1%) had comorbidity of PTSD and attention deficit disorder ((2 = 10.1, p < 0.01), 18 children (4.4%) had comorbity of PTSD and impulsivity-hyperactivity ((2  = 2.3, p < Ns), and 18 children (4.4%) had ADH/D combined type ((2  = 5.4, p < 0.01) . Also 4.6% of children had comorbidity of conduct and PTSD ((2 = 1.77, p < 0.01) and 6.1% had comorbidity of  ODD  and PTSD ((2  = 4.3, p < 0.01). 
Table 6
Comorbidity of PTSD and ADHD according to parents
	Comorbidity of PTSD and ADHD according to parents 
	No PTSD
	
	PTSD
	
	(2

	
	No.
	%
	No.
	%
	

	ADD – Parents
	107
	26.2
	21
	5.1
	**10.1

	Hyper impulsivity – Parents
	130
	31.9
	18
	4.4
	//2.23

	Combined-Parents
	101
	24.6
	18
	4.4
	**5.4

	Conduct –Parents
	136
	33.2
	19
	4.6
	//1.77

	ODD – Parents
	167
	40.7
	25
	6.1
	**4.3


*p >0.05, ** p> 0.01, *** p>0.001 

Comorbidity of PTSD and ADHD according to children

The study showed that 15 children (3.7%) had comorbidity of PTSD and attention deficit disorder ((2  = 1.85, p < ns), 16 children (3.9%) had comorbity of PTSD and impulsivity-hyperactivity ((2  = 3.9, p < ns), and 22 children (5.4%) had ADH/D combined type ((2  = 5.9, p < 0.01) . Also 4.4% of children had comorbidity of conduct and PTSD( (2 = 0.44, p < ns) and 5.1% had comorbidity of ODD and PTSD ((2  = 1.1, p < ns).
Table 7

Comorbidity of PTSD and ADHD according to children
	Comorbidity of PTSD and ADHD according to children
	No PTSD
	
	PTSD
	
	Х2

	
	N
	%
	N
	%
	

	Combined-Children
	101
	24.6
	15
	3.7
	/1.85

	ADD -Children
	102
	24.9
	16
	3.9
	//2.7

	Hyper- impulsivity - children
	131
	32
	22
	5.4
	**5.9

	Conduct -Children
	146
	35.7
	18
	4.4
	//0.44

	ODD - Children
	162
	39.5
	21
	5.1
	//1.1


*p >0.05, ** p> 0.01, *** p>0.001
Comorbidity of ADHD, conduct and ODD

Discussion
This study was conducted after 6 months of exposure of traumatic events during the War on Gaza on January 2009 in which children and their families had been exposed to wide range of traumatic events. This study aimed to investigate the effect of war on children psychological wellbeing and comorbidity between PSTD and other behavioural problems such as AHDD, ODD, and CD. In this study still children reported high number of traumatic experiences, but less than the previous study two weeks after the war (Thabet et al, 2009 in Press). After 6 months of the end of war, children still reported commonly traumatic events such as hearing the sonic sounds of the jetfighters, hearing shelling of the area by artillery, watching mutilated bodies in TV, deprivation from water or electricity during the war, and leaving home form more safe place.  This is consistent with our previous studies in the area which showed similar types of traumatic events (Thabet et al, 2007, 2008).

The study showed that only 25% of Palestinian children showed no post traumatic stress reactions, 25.9% of children reported one criteria (B, or C, or D), 39.3% of children reported partial PTSD (B+C, or B+D, or C+D) and 9.8% of children reported full criteria for PTSD.  This result is consistent with our previous studies which showed that Palestinian children reported from 40% to 71% psychological reactions to traumatic experiences (Thabet et al, 2000, 2007, 2008, 2009 in press). However, this study showed that 9.8% of children diagnosed as PTSD. Previous studies in the area using UCLA showed that 48 children reported probable PTSD (12.4%) (Thabet et al, 2009b in press). 
Pat-Horenczyk  et al (2008) in a study aimed to assess the effects of the ongoing violence on the mental health of Palestinian and Israeli youths. The results showed that 459 (37.2%) of Palestinian students in the West Bank reported symptoms meeting the criteria for full PTSD. An additional 150 (12.1%) reported symptoms meeting the criteria for partial PTSD (i.e. exposure, functional impairment, and two out of the three clusters of re-experiencing, avoidance, and hyperarousal). There also was a main effect for gender, indicating that girls reported more severe PTSD than boys. Also, Abdeen et al (2008) in a study  of Palestinian students from both the West Bank  and Gaza showed that 36% of WB and 35% of GS participants reported symptoms meeting criteria for full PTSD according to DSM-IV-TR, and 12% of WB and 11% of GS reported symptoms meeting criteria for partial PTSD. In another study of the impact of siege on Palestinian children mental health and resilience (Thabet et al, 2009 in press), a sample of 386 children was selected from a community pole from the entire Gaza Strip. The study showed that 12.4% of children reported probable PTSD, 103 children were reported one Criteria (reexperiencing, or avoidance, or hyperarousal) (26.7%), 86 of children reported two criteria-Partial PTSD (22.3%), and 149 chidren had no PTSD symptoms (38.4%). No gender differences in PTSD.   
Our study revealed that 29% of children met criteria for combined type of ADHD  according to their parents compared to 28.3% rated by them. This rate of ADHD is higher that our found in our previous study (Thabet et al, 2006) of Palestinian children in Gaza Strip and West Bank which showed that 8.4% of children from Gaza fulfilled the full criteria of ADHD combined type compared to 2.7% from West Bank. Also, our study was inconsistent with Bener et al  (2006) in study aimed of this study is to identify Attention Deficit  Hyperactivity Disorders among primary school children in the State of  Qatar.  The data revealed that 112 boys (14.1%) and 33 girls (4.4%) scored above the cut-off for ADHD symptoms, thus giving an overall prevalence of 9.4%. A similar study was carried out in the United Arab Emirates, which revealed an overall prevalence rate of 14.9% (BuHaroon et al., 1999). Leung et al. (1996), in their study of hyperactivity in Chinese schoolboys, reported a prevalence rate of 8.9% for ADHD, which is very close to the rate found in Qatar (9.4%). In an epidemiological study (Rowland et al., 2001) conducted in North Carolina among elementary school children, it was noted that 12.7% of the children met study case criteria for ADHD, based on combined teacher and parent reports. In a recent review for 19 studies on ADHD, it was noted that the estimated prevalence rates ranged from 2% to 17% (Volkmar, 2003). Michanie et al (2007) in study showed that 9% had positive scores consistent with ADHD. These children had an oppositional behavior rate of 33.3% and a grade retention rate of 30.7%. Those who did not have positive scores for ADHD had a rate of 5.5% and 7.3%, respectively. The mean scores for the boys on the ADHD rating scale were 17.1; the girls had mean scores of 14.7. Also study of AL Sharbati et al (2008) in study of Omani boys shoed that with adequate cross-cultural validity, the prevalence rate of hyperactivity among boys in this study is 7.8%. Our study showed that only boys themselves reported more attention deficit problems than girls. This is inconsistent with other studies with suggested that boys with ADHD tend to have high risk of behavioral and conduct disorders, leading to impairment in social functioning (Al-Sharbati et al., 1998; Dalsgaard, Mortensen, Frydenberg, & Thomsen, 2002;  Eiraldi, Power, & Nezu, 1997;  Tercyak, Lerman, & Audrain, 2002).
Our explanation of high rate of ADHD in this sample reported by both children and their parents could be due to two major contributing factors, first presence of children in area of war and conflict make those children unable to develop psychologically and socially as normal children and others consider their misbehaviour as normal and within the norm of the society. 
Our study showed that 5.1% of children had comorbidity of PTSD and attention deficit disorder according to parents compared to 3.7% of children themselves, 4.4% had comorbidity of impulsivity-hyperactivity with PTSD according to parents compared to 3.9% by the children, and 4.4% had comorbidity of ADHD combined type and PTSD compared to 5.4% of children themselves, 4.6% had comorbidity of PTSD and conduct disorder rated by parents compared to 4.4% by the children themselves, and 6.1% of children rated by their parents as having comorbidity of PTSD and ODD compared to 5.1% of  children themselves.

Clinical implications and recommendations
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