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CHAPTER 2 

 

Chapter 2: Paper 1 

Characteristics of National Rehabilitation 
Center (NRC) Patients in the UAE, a 10-
year review (2002-2011) 

 

Abstract 

Data extracted from case notes of all NRC patients from February 2002 to August 2011were 

analyzed to obtain a descriptive profile and changes in trends during this period.  The data were 

extracted manually using a template and entered into a spreadsheet for analysis.  During the period 

under consideration only male patients were admitted to the NRC. Data were available on 591 

patients to be included in the study.  The results showed that the average age of the patients was 

32.4 years, 42% were married, 44% were single and 13% were divorced.  A very high percentage, 

60%, was unemployed and 32% were employed or were students.  Fifty-one percent% had not 

completed their secondary education, 33% had completed secondary education and 16% had post-

secondary education.  The main substance of abuse was alcohol (41%), followed by heroin (16%), 

marijuana (11%), Benzodiazepines (6%), inhalants (2%), amphetamines (2%). Other substances 

(20%) included prescription drugs, including.  Painkillers such as Tramadol, Methadone, and 

codeine, sedatives such as Xanax and Valium, and substances such as Kemadrine, Artane and Khat 

amounted to 20%. Fifteen-percent of all patients tested positive for Hepatitis C, 2% positive for 



 

2 
 

CHAPTER 2 

Hepatitis B and there we no reports of HIV.  The presence of co-morbid psychiatric illnesses 

ranged from 9% to 25% depending on the substance of abuse.    

The changes in trends in the main drugs of abuse as well as other analysis of patterns of use are 

reported.  Comparisons of the findings with other studies in the region, implications of the findings, 

the limitations of the study, as well as areas for future research are discussed.   

 

Introduction & problem statement 

 

Studying the characteristics of a clinical population is often the only way to obtain information on 

a health problem, particularly a hidden problem such as substance misuse.  A household survey is 

one method for collecting epidemiological data on substance misuse but because of the difficulties 

in carrying out such surveys in cultures such as Arab societies, data on clinical populations are 

used instead to characterize the magnitude of the problem and identify high-risk groups. The few 

studies on the characteristics of substance users in the Middle East and Arabic countries have 

mostly been carried out using clinical populations.   

The United Arab Emirates (UAE) comprises seven Emirates with a total population estimated at 

8,264,070 as recorded by Population Statistics, of which only 11.4% are Emirati citizens and 

88.6% are expatriates (Population Estimates 2006-2010). The Emirate of Abu Dhabi is the largest, 

with a total population of 2,422,400 as reported by the Health Authority - Abu Dhabi (HAAD) 

(Health Statistics 2011). 
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Literature review  

Data in general on substance abuse from the United Arab Emirates (UAE) region is limited.  In 

2015 the National Rehabilitation Centre (NRC) conducted a cohort study (n=250) about the pattern 

of substance use disorder (SUD) in the United Arab Emirates. In the cohort studied, SUD 

correlated with smoking and marital status. Poly-substance users formed the majority of the cohort 

(84.4 %) with various combinations of substances identified across different age groups. Opioid 

and alcohol were the most common substances used. The use of pharmaceutical opioids, primarily 

Tramadol (67.2 % of opioid users), was higher among the youngest age group studied (<30 years 

old), while older opioid users (≥30 years old) commonly used illicit opioids (Heroin). The use of 

prescribed medication for non-medical use also included Pregabalin (mean of 8.3 capsules ± 0.5 

per day), Procyclidin (6.1 tablets + 0.6 per day) and Carisoprodol (4.2 tablets ± 0.4 per day) and 

was again highest in the age group below 30 years (Alblooshi, 2015). 

Other limited studies from the UAE which dealt with Substance Use Disorders (SUDs), suggested 

that dramatic social changes could be contributing factors for the increase in drug abuse amongst 

the Emirati population. Substance Use Disorders (SUDs) are known to cause significant mortality 

and morbidity. Proper data about drug abuse in the UAE and the extent and magnitude of health 

effects are not available (Younis, 1995). 

 

Previous studies in the UAE using clinical populations (Younis and Saad, 1995) found that of 747 

patients admitted to a psychiatric unit over a two-year period, 71 (9.5%) were admitted for a 

substance use disorder.  Of these admissions, 16 (22%) used alcohol alone, 19 (26%) used heroin, 

2 (2.8%) sniffed glue, 2 (2.8%) used hashish, 2 (2.8%) used prescribed psychotropic medication, 
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and 30 (42%) were poly-drug users.  Amin’s study using data derived from a psychiatric practice 

in the UAE showed that heroin abuse was more common than alcohol abuse (Amin, 1996).  

Abou Saleh et al. (2001) conducted a household survey in the same city (Al Ain) and reported a 

prevalence of substance use or abuse among men of approximately 9%. No females were 

diagnosed with substance abuse.  This study does not describe other characteristics of the 

respondents.   

Amir (2001) found that about 42.3% of users in the UAE are addicted to more than one substance. 

A report by AlMarri from one of the UAE psychiatric hospitals stated that within a two-year period 

(1990-1991), 9.5% of its patients were admitted for SUD (AlMarri, 2009). 

Amir (2001) compared patterns of substance use in the Kingdom of Saudi Arabia (KSA) and UAE 

with the rationale that the two countries were very similar in many ways (culture, race, language 

and religion). The study compared 120 male patients receiving treatment at a hospital in the KSA 

with 79 male patients receiving treatment for substance misuse in a correctional institution in UAE. 

Contrary to the similarity assumption, the researchers found marked differences.  Age of onset of 

substance misuse problems was significantly lower in the UAE, 18.7 years compared to 22.5 years.  

The percentage of heroin users was higher in KSA (85% compared to 64%). A much larger 

percentage of users in UAE used opium (44%) compared to KSA (0.8%). In all other substance 

groups, the UAE sample reported significantly higher rates of use: hashish (87% in UAE compared 

to 25% in KSA), alcohol (55% in UAE compared to 31% in KSA), solvents (3.8% in UAE 

compared to 1.7% in KSA), sedatives (46.8% in UAE compared to 1.7% in KSA), stimulants (19% 

in UAE compared to 8.3% in KSA) and cocaine (20% in UAE compared to 0.8% in KSA).  The 

poly-substance use pattern was also significantly higher in the UAE compared to KSA (85% 

compared to 35%).   
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Abu Madini compared data on drug treatment services in Saudi Arabia, from 1986 to1996, which 

showed a 25% increase in the mean number of drugs abused per individual (from 1.3 to 1.6) in 

that decade (Abu Madini, 2008). There was also a shift from alcohol as the sole substance of abuse 

to amphetamine-type stimulants in the form of fenethylline (captagon), with increasing numbers 

of instances of confiscations by enforcement authorities being reported by UNODC World Drug 

Report (UNODC, 2008). In Kuwait the number of patients admitted for addiction treatment in a 

treatment setting increased from 386 in 1997 to 779 in 1999.  Also in Kuwait, Chaleby (1986) 

found a correlation between those who abused both types of substances (Alcohol and 

amphetamines) and more severe psychopathological illnesses. Those who primarily abused drugs 

were younger, mainly single, had higher levels of education, and exhibited more antisocial 

behavior. The alcoholics were older, had a higher divorce rate than the younger patients, and 

demonstrated organic illness with their psychiatric disorder (Chaleby, 1986). On the other hand, 

Dabas conducted a study to examine the factors associated with immediate relapse among Bahraini 

heroin abusers. The findings suggest that the treatment and rehabilitation unit in Bahrain should 

address issues of after-care after discharge to prevent relapse. (Dabas, 2001) 

A study from Lebanon (Karam, 2010) provided rapid situation assessment of the use of multiple 

substances in diverse segments of the Lebanese population. The study indicated a growing trend 

for substance use problems in early adolescence that warrants close monitoring. But Hadidi in 

Jordan, in a study of trends in drug abuse associated fatalities between years 2000 and 2004, 

revealed that only 44 cases (0.76%) out of the 5789 total autopsies were attributed to drug abuse. 

The age of death among these 44 ranged from 20 to 60 years (mean+/-S.D. =32.7+/-7.2). More 

than 80% of cases were males. The reported abused substances single or in combination, were 

alcohol in 56.8%, morphine 36.4%, heroin 15.9%, benzodiazepines and cocaine 11.4%. (Hadidi, 

http://www.ncbi.nlm.nih.gov/pubmed?term=Hadidi%20MS%5BAuthor%5D&cauthor=true&cauthor_uid=19217732
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2009). In Egypt, cannabis was reported as the preferred drug of choice, followed by alcohol 

(Hassan, 2009).   

In Iran, 2006, the recent rise of heroin injection is strongly associated with HIV risk. Sharing 

injection instruments is a common and complex behavior among Iranian IDUs (Razzaghi, 2006). 

In summary, the above literature review demonstrates that most of the available studies dealt with 

substance abusers in treatment or were conducted in selected population groups. Evidence for 

effectiveness of treatment, relapse rates, circumstances of use, and the quality of life of abusers 

are almost completely missing from the available literature in this region. Despite these limitations, 

available studies suggest an existing problem of substance use in the region which is likely to be 

on the increase. 

Study site 

The National Rehabilitation Center (NRC) is the major center in the United Arab Emirates (UAE) 

treating Emirati patients with substance use disorders (SUD). It was established in 2002 to serve 

and provide a potential path to treatment and recovery for all drug addicts. 

NRC endeavors to develop its services to better cater for the community needs following the latest 

scientific methods of drug addiction treatment. It has also opened a new unit for female addicts in 

December 2016. 

NRC pays much heed to education as a preemptive tool; it launched several initiatives to educate 

the community on drug detriments and preventive measures. Recently, NRC has established a 

specialized institute to train and educate people working in addiction and clinical practices and it 

has held some specialized training courses. NRC also conducted several academic addiction-

http://www.ncbi.nlm.nih.gov/pubmed?term=Razzaghi%20EM%5BAuthor%5D&cauthor=true&cauthor_uid=16545137
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related research and studies presented at local and international conferences. Finally, NRC 

conducts national surveys to collect data on drug addiction, the findings of which are usually used 

to derive recommendations to minimize drug impacts in UAE. 

Services delivered by NRC include treatment and rehabilitation services. Patients are seen at the 

NRC for treatment either voluntarily (self-referrals) or involuntarily following a requirement by 

the court system, police, families or an employer. Patients undergo an initial assessment by a team 

of professionals comprising of social workers, psychologists and psychiatrists for admission. A 

brief admission of up to two weeks could form part of the initial assessment. Based on the initial 

assessment patients are either admitted to the NRC as in-patients or referred to other centers if they 

have an exclusionary medical or psychiatric condition, or given advice and counseling but not 

admitted for inpatient service. Inpatient treatment was the only treatment setting available at the 

NRC until 2009 when the outpatient clinic opened. Since the opening of the outpatient services at 

the NRC, patients who do not need inpatient treatment are seen in the outpatient clinic. 

Upon admission, all NRC inpatients have an in-depth psychiatric assessment, psychological tests, 

medical examination and social assessments and a comprehensive diagnosis, which helps medical 

personnel to prepare a treatment plan specific for each patient. During the inpatient stay, the 

treatment plan could include detoxification, medications and behavioral therapy in the form of 

individual or group therapy. Patients also undergo urine drug screening on a regular basis to ensure 

compliance. Upon completion of in-patient treatment patients are discharged to outpatient 

treatment, a halfway house to continue their treatment, discharged home, or returned to jail.  

 Currently, the NRC has an operational Research section along with an authorized Research Ethics 

Committee. The Research section seeks to: (1) provide evidence-based data that would be used to 
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improve the public health of UAE nationals; (2) disseminate academic knowledge through its 

participation in events and gatherings in UAE and abroad; and (3) catalyze addiction-based 

researches in collaboration with academic and public health organizations in UAE. 

 

Study objectives:  

The present study provides an Exploratory Data Analysis (EDA) of substance abusers (inpatients) 

seen at the NRC during the initial 10-years of operation period. It provides an opportunity to 

characterize substance abusers in Abu Dhabi, UAE, compare with previous studies, and explore 

trends over the study period. Our analyses will focus on the following aspects: 

(1) Socio-demographic characteristics of abusers; 

(2) Types and pattern of drug abuse; 

(3) Outcome of treatment; 

(4) Socioeconomic consequences of substance and alcohol abuse; and 

(5) Occurrence of relapse after treatment. 

Subjects and methods: 

Study type: A clinical case series. 

Study population: All 591 patients who visited the NRC for treatment for substance or alcohol 

use during the period February 2002 to August 2011 were included in the study. The NRC accepts 

only UAE nationals for treatment. Although nationals from all the UAE Emirates are eligible to 
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seek treatment at the NRC, most of the patients come from the Emirate of Abu Dhabi where the 

center is located. All patients treated at the center during the study period were male, as there were 

no facilities at the center to accommodate females at that time.   

Sources of data 

All data for the study were obtained from the medical records of patients admitted for treatment. 

A team of data collectors from the NRC and the United Arab Emirates University (UAEU), Al 

Ain, Abu Dhabi, was trained to abstract the medical records using a data form prepared specifically 

for the purpose of this study. The data form was prepared by senior researchers from the NRC and 

the departments of public health and psychiatry at the University. Data collectors were students 

from the medical school and researchers from NRC. Data collection was carried out under strict 

confidentiality and personal identifying information was not collected. This effort was carried out 

as a joint project between the NRC and the UAEU. The data covered patient records for the period 

February 2002 to August 2011.  

Every effort was made to obtain high quality data despite the difficulty of abstracting medical 

records that were not originally prepared for the purposes of this research. This was carried out 

through careful planning for the study and sufficient training for the data collection team. 

Data management and statistical analysis 

The data were initially checked for errors by performing range and logical checks on the data. 

Detected errors were corrected by returning to the data forms and/or the medical records as 

appropriate.  
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Frequencies and percentages of substance users by selected variables such as socio-demographic 

variables and type of drug abuse were obtained and tabulated. Time trends were assessed yearly. 

Bivariate analyses were performed with treatment outcome as the dependent variable and a number 

of variables as independent variables. Statistical significance was assessed using the chi-square 

test for categorical variables. If the chi-square test was not appropriate because of very small 

numbers in some of the cells, categories were collapsed to permit such analyses. Alternatively, for 

2x2 contingency tables, the Fisher’s exact test was used.  

 

Results 

 

1- Socio-demographic characteristics of patients 

 

 

Data were available for 834 patient encounters of either admission for treatment or assessment 

collected from 591 subjects between February 2002 and August 2011. Of the 591 subjects, 36% 

(n=209) were only assessed (which could vary from no admission to brief admission of up to 2 

weeks) while 64% (n=369) were admitted for treatment at NRC (some patients were admitted at 

the NRC more than once), and 13 cases were missing Table (1). 
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Table (1):  Date of Admission or assessment (years) of encounters seen at the NRC 

2002-2011 (Total)  

 

Date of Admission (years) 
Ever Admitted Total 

Assessed only Admitted 

 

2002 2 14 16 

2003 3 15 18 

2004 5 23 28 

2005 4 28 32 

2006 8 27 35 

2007 9 47 56 

2008 14 43 57 

2009 12 48 60 

2010 64 75 139 

2011 88 49 137 

Total 209 369 578 
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Socio-Demographic characteristics 

All of the subjects were Emirati males aged between 16 and 66 years, with an average age of 32.4 

years (SD= 9.6). Forty-two percent were married, 44% were single and 13% were divorced. Sixty-

seven percent of the patients resided in the Emirate of Abu Dhabi, 9.5% in Dubai and 11.2% in 

Sharjah. Sixty percent of patients were unemployed and 33.2% were either employed or students. 

About 51% did not reach secondary education, 33% had secondary education, and 16% had a post-

secondary education (Table 2). 

 

Table (2): Socio-Demographic characteristics of patients seen at the NRC, 2002-2011 

Characteristic                                                                          n=591,% 

    
 

Marital Status   

Single 254, 43.0% 

Married 243, 41.1 

Separated /Divorced/ Widowed 82, 14.2 

Missing 12, 2.0 

    

Residence   

Abu Dhabi 396, 67.0% 

Dubai 56, 9.5 

Sharjah 66, 11.2 

Ajman 27, 4.6 

RAK 12, 2.0 

Fujairah 8, 1.4 

Umm-Al-Quwain 5, 0.8 

Missing 21, 3.6 

    

Age   

< 20 53, 9.0% 

20 – 29 190, 32.1 

30 – 39 187, 31.6 

40 + 146, 25.3 

Missing 15, 2.5 
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Employment Status   
Employed/Student 191, 32.3% 

Unemployed 346, 58.5 

Retired 37, 6.3 

Missing 17, 2.9 

    

Education   
Primary School 125, 21.2% 

Middle School 158, 26.7 

Secondary School 182, 30.8 

Post-Secondary Undergraduate School 90, 15.2 

Missing                                                                                             36, 6.1 

 

2-Patterns of Drug Use 

The main reported substance of abuse was alcohol in 41% (n=233). Other abused substances 

include heroin 16.2% (n=93), marijuana 12% (n=68), benzodiazepines 6.3% (n=36), inhalants 

2.1% (n=12), amphetamines 2.8% (n=16), and other substances 20.1% (n=115) including 

prescription drugs, e.g., pain killers such as Tramadol, Methadone, Codeine, sedatives such as 

Xanax and Valium, and other poly-substances such as Kemadrine, Artane and Khat (Table 4). 

 

 

Table (3): Main drug of abuse by patients seen at the NRC, 2002-2011 

 

 

 

Main drug of abuse Count Percent 

Heroin 93 16.2 

Marijuana 68 11.9 

Benzodiazepines 36 6.3 

Amphetamines 16 2.8 

Alcohol 233 40.7 

Inhalants 12 2.1 

 Poly-substance 115 20.1 

Total 573 100.0 
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Among heroin users, heroin was injected intravenously in 53.3% (n=48), snorted in 32.2% (n=29), 

smoked in 6.7% (n=6), and inhaled in 7.8% (n=7) of the cases, while marijuana was smoked in 

95.6% (n=65) of the cases. Heroin, prescription drugs, and other drugs were more common among 

the younger subjects (16 to 36 years old) while alcohol was more common among the older (37 

years and above) Figure (1).  

 

Figure (1): Main Drug of Abuse of patients seen at the NRC, 2002-2011 across Age groups 
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Abuse of alcohol, heroin, and marijuana had also increased over time, but at a lower rate than poly-

substance abuse (Figure 2). Poly-substance use (abuse of three or more substances simultaneously) 

had sharply increased since 2009 (Figure 2).  

 

 

Figure (2): Distribution of the main drug of abuse over time, NRC 2002-2011 
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As shown in table (4), that the usage of Benzodiazepines was decreasing over the time of admission 

although the number of the abusers of this kind of drug increased from the early admission years 

to more recently. However, Marijuana and the other drugs increased more in reported usage when 

comparing the early and later admission years. 

 

 

 

 

 

 

 

 

 

 

 

Table (4): Main Drug of Abuse over time of admission year, NRC 2002-2011  

 

  

                        Main Drug of Abuse Admission year (old/ recent) Total p-value 

2002-2007 2008-2011 
 

 

Heroin 32 60 92 <0.001 

Marijuana 23 43 66 0.038 

Benzodiazepines 7 27 34 0.211 

Amphetamines (Stimulants) 1 15 16 <0.001 

Alcohol 106 125 231 <0.001 

Inhalants 6 6 12 <0.001 

Psychoactive Polysubstance 5 110 115 <0.001 

                         Total 180 386 566  
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Table (5) summarizes the change in the trend of drug usage with two different time interval, the 

early and the recent admission years. The two main findings were the decrease in alcohol usage to 

almost half, and the tremendous increase to the doubling in the psychoactive polysubstance and 

prescription medications.   

 

3- Admissions and discontinuation of treatment after admission 

The type of admission was compared between voluntary and involuntary admissions upon 

readmission to the NRC. Ninety-one percent of those who were admitted on voluntary basis at first 

Table (5) Main Drug of Abuse admission year (old & recent), NRC 2002-2011 

 

 

Main Drug of Abuse 

Admission year (old 

recent) 

Total 

2002-2007 2008-2011 

 

Heroin 
Count 32 60 92 

% within admission year (old recent) 17.8% 15.5% 16.3% 

Marijuana 
Count 23 43 66 

% within admission year (old recent) 12.8% 11.1% 11.7% 

Benzodiazepines 
Count 7 27 34 

% within admission year (old recent) 3.9% 7.0% 6.0% 

Amphetamines 
Count 1 15 16 

% within admission year (old recent) 0.6% 3.9% 2.8% 

Alcohol 
Count 106 125 231 

% within admission year (old recent) 58.9% 32.4% 40.8% 

Inhalants 
Count 6 6 12 

% within admission year (old recent) 3.3% 1.6% 2.1% 

Psychoactive Polysubstance 
Count 5 110 115 

% within admission year (old recent) 2.8% 28.5% 20.3% 

         Total 
 Count 180 386 566 

% within admission year (old recent) 100.0% 100.0% 100.0% 
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episode were re-admitted voluntarily in the second admission episode whereas 71% of those who 

were admitted on an involuntary basis in the first episode were re-admitted on a voluntary basis in 

the second admission.  

Table (6) shows the treatment discontinuation rate by route of administration of substance use. The 

percentage of those who discontinued their treatment varied from about 21% to 33% depending 

on the route of administration of the main drug. Thirty-three percent (n=7) of those who inhaled 

their drugs discontinued their treatment, 26% (n=15) of intravenous drug users discontinued their 

treatment, and 20.7% (n=6) of those who snorted drugs discontinued their treatment. Roughly, 

about three fourths of patients had completed their treatment or were still on treatment (73.3%). 

 

Table (6):  Discontinuation of treatment by route of administration of main drug, NRC 

2002-2011 

 

Route of Administration 

Discharge plan 

 

 

Treatment completed/continued 

(count) 

(percent) 

Treatment 

discontinued 

(count) 

(percent)  

Oral 220 86   

71.9 28.1    
  

Smoked 45 12   

78.9 21.1      

Inhaled 14 7   

66.7 33.3   

IV 41 15   

71.3 267 
  

Snorted 23 6   

79.3 20.7   

Total 343 

73.1 

126 

26.9 
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The majority of substance abusers used the oral route (68.8%) followed by smoking (13.4%) and 

intravenous route (9%). Alcohol and benzodiazepines of course were exclusively abused orally. 

Heroin was most commonly taken intravenously (53.3%) or snorted (32.2%). Marijuana was 

smoked by most marijuana abusers (98.5%) (Table7).  

 

Table (7):  Main Drug of Abuse by Route of Administration, NRC 2002-2011 

 

Main Drug of Abuse 
Route of Administration Total 

Oral Smoked Inhaled IV Snorted 

 

Heroin Count 0(0.0%) 6(6.7%) 7(7.8%) 48(53%) 29(32.2%) 90 

      
 

Marijuana Count 0(0.0%) 65(98.5%) 1(1.5%) 0(0.0%) 0(0.0%) 

 

66 

      
 

Benzodiazepines Count 36(100.0%) 0(0.0%) 0(0.0%) 0(0.0%) 0(0.0%) 36 

      
 

Amphetamines Count 14(87.5%) 2(12.5%) 0(0.0%) 0(0.0%) 0(0.0%) 16 

      
 

Alcohol Count 229(100.0%) 0(0.0%) 0(0.0%) 

 

 

0(0.0%) 0(0.0%) 229 

      
 

Inhalants Count 0(0.0%) 0(0.0%) 11(91.7%) 0(0.0%) 1(8.3%) 12 

      
 

Poly-substance Count 105(96.3%) 2(1.8%) 0(0.0%) 2(1.8%) 0(0.0%) 109 

   
 

  
 

Total Count 384(68.8%) 

 

75(13.4%) 

 

19(3.4%) 

 

50(9.0%) 

 

30(5.4%) 

 

558 
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4- Co-Morbid Conditions 

 

a- Infections 

A total of 532 of the 591 patients were medically screened for Hepatitis B and 530 were screened 

for Hepatitis C. Among those screened, 3% (n=14) and 15% (n=80) patients were positive for 

Hepatitis B and Hepatitis C, respectively (Table 8 & 9). Amongst intravenous drug users, the 

prevalence of Hepatitis C was 44% compared to 11% amongst those who mainly inhaled drugs. 

The prevalence of Hepatitis B varied from 0% among those who snorted or took their drugs 

intravenously to 7% (n=7) among those who smoked their drug. HIV data were not available since 

HIV positivity is an exclusion criterion for NRC admittance.    

 

 Table (8): Prevalence of Hepatitis B among patients seen at NRC, 2002-2011 

 

                                                         Main Drug of Abuse Hepatitis B Total 

Yes No 

 

Heroin 

Count 0 91 91 

% within Main Drug of Abuse 0.0% 100.0% 100.0% 

Marijuana 

Count 4 59 63 

% within Main Drug of Abuse 6.3% 93.7% 100.0% 

Benzodiazepines 

Count 0 31 31 

% within Main Drug of Abuse 0.0% 100.0% 100.0% 

Amphetamines 

Count 0 16 16 

% within Main Drug of Abuse 0.0% 100.0% 100.0% 

Alcohol 

Count 7 196 203 

% within Main Drug of Abuse 3.4% 96.6% 100.0% 

Inhalants 

Count 1 10 11 

% within Main Drug of Abuse 9.1% 90.9% 100.0% 

Psychoactive Polysubstance 

Count 1 106 107 

% within Main Drug of Abuse 0.9% 99.1% 100.0% 
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                  Total 
Count 13 509 522 

% within Main Drug of Abuse 2.5% 97.5% 100.0% 

*p- value=0.08, not significant. 

 

Table (9): Prevalence of Hepatitis C among patients seen at NRC, 2002-2011 

 

 

Main Drug of Abuse Hepatitis C Total 

Yes No 

 

Heroin 
Count 34 57 91 

% within Main Drug of Abuse 37.4% 62.6% 100.0% 

Marijuana 
Count 9 54 63 

% within Main Drug of Abuse 14.3% 85.7% 100.0% 

Benzodiazepines 
Count 3 28 31 

% within Main Drug of Abuse 9.7% 90.3% 100.0% 

Amphetamines 
Count 0 16 16 

% within Main Drug of Abuse 0.0% 100.0% 100.0% 

Alcohol 
Count 22 180 202 

% within Main Drug of Abuse 10.9% 89.1% 100.0% 

Inhalants 
Count 0 11 11 

% within Main Drug of Abuse 0.0% 100.0% 100.0% 

Psychoactive Polysubstance 
Count 11 95 106 

% within Main Drug of Abuse 10.4% 89.6% 100.0% 

                   Total 
Count 79 441 520 

% within Main Drug of Abuse 15.2% 84.8% 100.0% 

*p- value<0.001, significant. 
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b- Psychiatric Disorders  

Psychiatric disorders were grouped under three prevalent categories such as anxiety disorders, 

mood disorders and other psychotic disorders (Table 7). The prevalence of co-morbid psychiatric 

conditions ranged from 9-25% depending on the substance of abuse. The highest prevalence of 

these psychiatric conditions was observed in 25% of patients with alcohol abuse, 16% in those 

with poly-substance abuse and 13% in Marijuana abusers. 
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Table (10): Distribution of psychiatric disorders among substance abusers, NRC, 2002-

2011  

 

Substance Related Disorders 

Psychiatric Disorder 

Total 

 

No Yes 
p-value 

Poly-substance Disorders No      

Percent 75.6 24.4 100 0.008 

Yes      

Percent 84.2 15.8 100  

Alcohol Only Disorders No      

Percent 83.3 16.7 100 0.014 

Yes      

Percent 75.4 24.6 100  

Opioid Only Disorders No      

Percent 81.1 18.9 100 0.445 

Yes      

Percent 100 0.0 100  

Marijuana  Only Disorders No      

Percent 81.4 18.6 100 0.490 

Yes      

Percent 86.7 13.3 100  

Inhalant Only Disorders No      

Percent 81.4 18.6 100 0.247 

Yes      

Percent 90.9 9.1 100  

Sedative Hypnotic or Anxiolytic Only 

Disorders 

No      

Percent 81.8 18.2 100 0.090 

Yes      

Percent 0.0 100 100  

Stimulant Only Related Disorders No      

Percent 81.5 18.5 100 0.719 

Yes      

Percent 88.9 11.1 100  

Other Substance Only Disorders No      

Percent 81.5 18.5 100 0.545 

Yes      

Percent 100 0.0 100  
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5- Voluntary versus Involuntary Patients 

Seventy-seven percent (n=607) of the patients were admitted voluntarily and 23% (n=182) were 

involuntary patients. 

The family history report indicated that at first admission 155 (30%) of patients were from families 

with a history of alcohol abuse and 84 (16%) were from a family with a history of drug abuse. 

Depending on the patient’s assessment and the treatment plan, the minimum recommended 

inpatient stays at the NRC ranged from 6-12 weeks.  

The age distribution, marital and employment status were similar for both voluntary and 

involuntary patients. The mean (standard deviation) age of voluntary and involuntary referrals 

were, 32.0 (9.5) years and 33.6 (10.3) years, respectively (p-value = 0.085). Similar profiles with 

respect to marital and employment status in the first episode were noted (p-values of = 0.902 and 

0.726, respectively).  

There were differences between these groups with respect to educational level with 67% of 

voluntary and 47% of involuntary admissions having intermediate or secondary education. 

However, only 14% of voluntary referrals had post-secondary education compared to 22% of 

involuntary patients (p=0.019). 

Alcohol abuse in voluntary and involuntary admissions was 39% and 47%, respectively. Abuse of 

other psychoactive substances was much higher for voluntary than involuntary patients (24% and 

7%, respectively). On the other hand, the percentage of abusers of Marijuana among involuntary 

patients was approximately double that for voluntary patients (19% and 8%, respectively). 
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Figure (3): Relative distributions of main drugs of abuse by type of referral, NRC, 2002-2011

 

 

Results summary 

 

Data was collected from 591 subjects between February 2002 and August 2011, of them 38% were 

only assessed, while 62% were admitted for treatment.  The admission trends varied between the 

year 2002 and 2011, increased gradually in the year 2007, reaching its peak in 2010, and drop 

down again in 2011. Seventy-seven percent of the patients were admitted voluntarily and 23% 

were involuntary patients. 

All of the subjects in the study were Emirati males aged between 16 and 66 years, with an average 

age of 32.4 years. Majority 44% were single. Sixty-seven percent of the patients resided in the 
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Emirate of Abu Dhabi. About Sixty percent of patients were unemployed and 51% did not reach 

secondary education. 

The main reported substance of abuse was alcohol in 41% (which was more common among the 

subjects 37 years and above), followed by other substances 20.1%, including prescription drugs 

(which was more common among younger subjects aged between 16-36 years), and heroin 16.2% 

(53.3% injected intravenously). 

Regarding relapse, the only available recorded data as a possible indication of a patient’s relapse 

was the number of readmissions per patient. The NRC reports a reduction from a 60% relapse rate 

in 2003 to a 20% relapse rate in 2010. Half the patients who relapsed had an average duration to 

relapse of 159 days or more, and one quarter of the relapsed patients had an average duration to a 

relapse of 25 days. Oral route was associated with the highest relapse rate (29%), while, inhaling 

& snorting of substances were associated with the second highest rate of relapse (12.6%) and least 

relapse rate was seen with smoking (8.4%). However, the intravenous route showed 11% relapse 

rate. 

Of those drug abusers, who were screened, 3%, and 15% patients were positive for Hepatitis B 

and Hepatitis C, respectively, and HIV data were not available since HIV positivity is an exclusion 

criterion for NRC admittance. On the other hand, the prevalence of co-morbid psychiatric 

conditions ranged from 9-25% depending on the substance of abuse. The highest prevalence of 

these psychiatric conditions was observed in 25% of patients with alcohol abuse, 16% in those 

with poly-substance abuse and 13% in Marijuana abusers.      
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Discussion 

This was an exploratory analysis with the main goal of getting ideas of drug use patterns and trends 

during the 10-year period of the study in the UAE. In addition, the study provides information 

about some outcome measures to shed light on the effectiveness of the treatment programs at the 

NRC.  

The socio-demographics characteristics of our study population were similar to the majority of 

studies done in the nearby Arabian Gulf countries. A study compared patterns of substance abuse 

between 120 abusers from the Kingdom of Saudi Arabia (KSA) and 79 abusers from the UAE 

(Amir, 2001). All participants were males. Analysis of the data revealed some similarities 

including age, employment, and substances prevalent among poly-substance abusers. Differences 

in patterns of substance abuse included age at onset, prevalence of poly-substance abuse, and 

substances prevalent among single-substances abusers.  

The majority of our study population were young males aged between 20-39 years (63.7%). The 

highest proportion of them were single (43%), and about half of them (51%) did not reach 

secondary school. That was similar to the results that were found in Saudi Arabia (Abu Madini, 

2008), and in another study conducted in Bahrain that found that the mean age of the patients was 

32.7 years, the age at which drug abuse began ranged from 12 years to 31 years, and the age range 

of regular use was 15-37 years. More than half of the patients were single, unemployed, unskilled 

laborers with secondary-school education (Dabas, 2001).  

Our study results were similar to what was found in a study conducted in Kuwait; as drugs were 

more common among the younger subjects, alcohol was more common among older persons 

(Chaleby, 1986) 
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Information about the current status of alcohol and substance abuse in the Arabian Gulf region was 

reviewed by AlMarri & Oei, 2008. They reported lower consumption rates compared to western 

countries. 

A study from Egypt described client characteristics and needs, while pointing out gaps in treatment 

programs that need to be filled. Identifying common characteristics of treatment clients helps to 

better design assessment, treatment, and rehabilitation strategies. For two years, adult inpatient 

clients admitted to a private Egyptian hospital were systematically assessed for substance abuse 

(N=324). The clients were 91.4% male and 91.9% Muslim. Families supported 48.9% of the 

clients. Only 19.2% of the men and one woman were married. Cannabis (93.4%), alcohol (89.7%), 

psychotropic medications (80.9%), and heroin (78.4%) were the most common substances used 

recently. Anxiety (80.1%) and depression (77.4%) were common in the clients. The study 

highlights mental health problems and the family context of substance abuse treatment. It also 

underscores the few women receiving treatment and recommended improving access and reducing 

harm associated with substance use. 

The patterns of drug use have changed from mostly single substance abuse with alcohol, heroin 

and marijuana to prescription drug use and poly-substance abuse especially among those aged 16-

26 years. Hafeiz in Saudi Arabia observed a similar trend in two studies conducted where 27% 

reported abusing more than one drug in 1992 and 37% patients using a combination of drugs in a 

later study in 1995 (Hafeiz, 1995).  

The results of this study are consistent with these reports and also show a steady increase in the 

number of admissions for treatment of drug abuse along with an increase in poly-substance and 

prescription drug abuse particularly since 2009 when outpatient service were added. 
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Abuse of alcohol, heroin, and marijuana had increased over time, but at a lower rate than poly-

substance abuse. Poly substance use (abuse of three or more substances simultaneously) had 

sharply increased since 2009. This rise may partly be attributable to an increase in the number of 

treatment seekers. However, largely it is related to expansion of services around that time to 

include the start of operating the outpatient clinic late in 2009, followed by the full opening in 

April 2010 as well as the opening of a half-way house, along with increased awareness through 

media and several active health education campaigns. The other crucial factor was the use of the 

systematized diagnostic criteria (DSM IV / ICD) so that the poly substance dependence diagnosis 

was more obvious. A change in the management team also contributed to raising the standard of 

services and expanding the capacity of the NRC. 

The sharp increase in poly-substance users could be due to many factors. One possibility is that 

the increase in capacity of the NRC that took place at the time, particularly the opening of the 

outpatient facility which attracted different populations of substance users.  Another is that this 

reflects a change in the trend of substance use in the UAE at the time.    

In Egypt, Cannabis (93.4%), alcohol (89.7%), psychotropic medications (80.9%), and heroin 

(78.4%) were the most common substances used recently (Hassan, 2009).   

In Jordan, a study of trends in drug abuse associated fatalities was conducted between years 2000 

and 2004. The study revealed that 44 cases (0.76%) out of the 5789 total autopsies were attributed 

to drug abuse. The age ranged from 20 to 60 years (mean+/-S.D. =32.7+/-7.2). More than 80% of 

cases were Jordanian males. The reported abused substances single or in combination, were 

alcohol in 56.8%, morphine 36.4%, heroin 15.9%, benzodiazepines and cocaine 11.4% (Hadidi, 

2009). 

http://www.ncbi.nlm.nih.gov/pubmed?term=Hadidi%20MS%5BAuthor%5D&cauthor=true&cauthor_uid=19217732
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A qualitative study from Southern Iran was conducted to explore the demographics of substance 

users in a rural area of Iran. Participants were primarily male (72/76), with a mean age of 28.4 

years. The most commonly used drug was opium, followed by heroin, prescription medications, 

buprenorphine, and hashish. (Jafari, 2008). 

Inpatient treatment was the main and only treatment available at the NRC between 2002 and 2009 

when the outpatient services were added. A total of 66% of the inpatients continued to receive 

treatment after being discharged as outpatients. This has probably contributed to the decrease in 

relapses noted during recent times. The overall retention rate would suggest good compliance with 

the short term and long-term treatments recommended. Measures of motivation, impulsivity 

control and satisfaction with treatment will help elucidate factors contributing to this compliance 

and retention in treatment.  

Involuntary admissions have remained steady for the last 10 years at around one quarter of the 

total admissions. However, involuntary patients have longer average stays than voluntary patients. 

The reason for the longer stay is that court ordered patients are usually sent to the NRC for inpatient 

treatment usually for six months’ duration. These court orders are non-negotiable, despite the fact 

that patients were considered as suitable candidates for a shorter duration of treatment or for 

outpatient treatment. These issues with the legal system in the UAE and courts handling drug abuse 

cases are being discussed to avoid such shortcomings.  

The 10-year relapse trends at the NRC have shown a marked drop from an initial 60% when it was 

first opened in 2002, to about 20% in 2010/2011. This decrease can possibly be due to patient 

specific treatment effects, as well as better treatment focusing on cognitive behavioral therapy and 

relapse prevention. Group therapy and support groups like Alcoholics Anonymous (AA) were also 
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recently introduced in the UAE and many patients have been encouraged to join these groups after 

being discharged or while enrolled for outpatient treatment.  

Data on re-admissions in NRC showed that 71% of the involuntary patients who were admitted 

for relapse sought subsequent treatment voluntarily. This could be a treatment effect from previous 

admissions, which has resulted in reduced criminal or anti-social activity or possibly because 

patients learned better ways to avoid the problem of being caught by authorities for drug abuse. 

In a study exploring relapse rates in Saudi Arabia, Al-Nahedh reported that 60% of his patients 

were admitted more than once mainly attributing it to social stress and unemployment (Al Nahedh, 

1999). Similarly, Rahim reports a hospital record of relapse rate of 59.7% with 90% occurring 

within the first 42 months of discharge (Rahim, 2005).  

In Bahrain, a study examined the factors associated with immediate relapse among Bahraini heroin 

abusers (Dabas, 2001).  Demographic characteristics and factors associated with immediate relapse 

to heroin use among 40 male Bahraini heroin abusers were studied one week after discharge from 

the Drug and Alcohol Rehabilitation Unit in Bahrain. The vast majority used heroin intravenously. 

Negative emotional states and drug-related cues were noted for the majority of the subjects as 

influential in their immediate relapse after discharge. Findings suggest that the treatment and 

rehabilitation unit in Bahrain should look into the issues of after-care. 

Co-morbid conditions in the present study were lower than reported internationally. This could be 

due to under diagnosis or incorrect reporting of facts. Measures to standardize and improve 

diagnosis of mental disorders like the use of the Mini International Neuropsychiatric Interview 

(MINI) are being introduced at the NRC.  
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Infectious disease rates of hepatitis C are somewhat on the low side due to lower rates of 

intravenous drug use, although the rate of Hepatitis C were higher among intravenous drug abuser 

44% but only 7% were found to be Hepatitis B. HIV data are not available since HIV positivity is 

an exclusion criterion for NRC admittance. The rate of prescription medication abuse is also on 

the low side, consistent with international trends. Moreover, there is a concern over diversion of 

Buprenorphine and more red tape as far as obtaining a license for the NRC to import and use such 

controlled medications.  

The prevalence of co-morbid psychiatric conditions in the study was observed in 25% of patients 

with alcohol abuse, 16% in those with poly-substance abuse and 13% in Marijuana abusers. In 

comparison to another study conducted in Kuwait, those who primarily abused drugs exhibited 

behavior that is more antisocial. The alcoholics were demonstrating organic illness with their 

psychiatric illness (Chaleby, 1986).  

Voluntary and involuntary admissions among the clients admitted in NRC showed that 77% were 

voluntary and 23% were involuntary. The age distribution, marital and employment status were 

similar for both voluntary and involuntary clients. There were differences between these groups 

with respect to education level; with 67% of voluntary patients have an intermediate or secondary 

education and only 47% for involuntary admissions, respectively. 

The family history report indicated that at first admission 30% of clients were from families with 

a history of alcohol abuse and 16%were from families with a history of drug abuse. In Iran, 

however, over 91% of the respondents reported a history of illicit drug use in at least 1 family 

member (Jafari, 2008).  
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Many studies worldwide confirmed that 50 percent Addiction is due to genetic predisposition and 

50 percent due to poor coping skills and those numbers were confirmed by other studies (Enoch 

& Goldman, 2001). 

Children of addicts are 8 times more likely to develop an addiction. One study looked at 231 people 

who were diagnosed with drug or alcohol addiction, and compared them to 61 people who did not 

have an addiction. Then it looked at the first-degree relatives (parents, siblings, or children) of 

those people. It discovered that if a parent has a drug or alcohol addiction, the child had an 8 times 

greater chance of developing an addiction (Merikangas, 1998)  

 

In conclusion, the present study has provided a detailed description of patients seen at the NRC 

during the Centre’s first 10-years of operation. The information provided included socio-

demographic characteristics, trends overtime, substances abused, co-morbidities, and relapse rates 

after treatment. An increasing trend in substance abuse is likely with a more rapid increase in poly-

substance abuse. The younger age groups are the mostly affected by the problem of substance 

abuse and alcohol remains the main substance abused. These findings should be taken in to 

consideration by health care planners and all concerned parties in designing strategies to control 

and prevent this medical problem. Overall, the relapse rate was about 27% suggesting that patient 

management programs at the NRC are on the right track. The data provided by this study can be 

used as a baseline to monitor future trends and progress against the potentially growing substance 

abuse problem in the UAE.  
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Strengths and limitations 

 

The main strength of this study is that it analyzes the available dataset from the largest and only 

comprehensive treatment center in the UAE. It provides an indication of the size of the problem, 

the main drugs of abuse and the changing trends across a 10-year period.  It produced a profile of 

the clinical population that can be used as a baseline for future comparisons.  It also provided 

information on relapse rates that is useful to measure the effectiveness of the treatment program.  

One of the main limitations of this study is that it is a retrospective study, based on data extractions 

from case notes and not from a clinical information system.  Clinician documentation is subject to 

considerable variation and although there was a system to clarify ambiguous or contradictory 

entries, this method has many weaknesses.  The other main limitation that influences the 

generalizability of the findings is that the data is entirely based on male Emiratis.  Although it can 

be argued that this is a strong and representational dataset of Emirati males, the lack of female data 

and that 80% of the residents in the UAE are non-Emirati is a limitation in assessing the prevalence 

and incident rates of SUD in the UAE. 

 

Recommendations 

 

The study has demonstrated the need for prospective and systematic data collection as part of 

assessment and clinical record keeping. An electronic clinical information system should use the 

template that was used in data extraction of this study as its basis.  Such a clinical information 

system then could generate regular reports on changing trends that could help develop more 

responsive services for patients.  Such data would also be useful for policymakers to develop 
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appropriate policies to respond to this growing problem.   The observed increased trend in poly-

substance use, mainly the use of prescription drugs, indicates that there is a need to educate 

physicians about their prescription practices.  The results also show the need for a central database 

for prescriptions that could monitor prescribing trends.    

Policy Implications and Recommendations 

Despite the laws, religious prohibition and cultural unacceptability the results show that there is a 

substance misuse problem among the male Emirati population and is increasing. Although 

prevalence rates cannot be calculated from a clinical population alone and the rate is most likely 

to be lower than Western countries, there is still an indication of an increasing trend. It is 

recommended that policymakers look at the findings and shift emphasis from the current “war 

against drugs” approach to “prevention”.   The findings indicate a need for a stronger prevention 

approach.   

It is also recommended that there is a shift in the current policy towards “harm reduction”. The 

absence of harm-reduction services leads to negative health impacts. These include preventable 

HIV, hepatitis infections associated with injecting drug use, as well as overdose deaths. Even 

where services do exist, the criminalization of people who use drugs acts as a significant barrier 

for people accessing health care. 

 The trend seen of increase in poly-drug use and prescription medication shows the possibility of 

diversion of controlled medication and poor prescribing practices. A balance must be found 

between access to essential medicines such as opiates for pain relief and strict enforcement of the 

international drug control conventions, to prevent the diversion of controlled medicines to illicit 

markets. It is recommended that an expert panel be established to conduct a thorough and regular 
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review of areas where drug policy is positively or negatively impacting the population and achieve 

a balance. A central database for all prescriptions is also strongly recommended.  

Practice Implications and Recommendations 

Prevalence rates of alcohol and other drug use increase rapidly during the years from early to late 

adolescence, and typically peak during young adulthood. Therefore, a prevention program for 

adolescents must be developed and implemented in school, family, and community settings. 

We are in need to implement a drug abuse prevention program delivered to entire communities 

typically having multiple components. These often include a school-based component, family or 

parenting components, along with mass media campaigns, public policy initiatives, and other types 

of community organization and activities. These interventions require a significant amount of 

resources and coordination, given the broad scope of the activities involved. Those program 

components are often managed by a coalition of stakeholders including parents, educators, and 

community leaders. Some research has shown that community-based programs that deliver a 

coordinated, comprehensive message about prevention can be effective in preventing adolescent 

substance use. 

It is important that prevention efforts remain flexible and responsive to changing trends in use. For 

example, the abuse of prescription and over-the-counter medications among young adults is a 

growing problem that requires a coordinated and comprehensive response. This is especially true 

because these medications are often readily accessible to teenagers, from medicine cabinets at 

home, either from friends or relatives, or for purchase at the local pharmacy or through the internet. 

Multiple stakeholders can address the issue of ready access. Parents can limit access by 

safeguarding medications in a secure location, keeping an inventory of medications in the home, 
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and disposing of unused or old medications. Physicians can limit access by documenting and 

monitoring prescription histories and refill requests for all patients and ensuring that prescription 

pads are secured. Pharmacists can limit access by identifying and addressing the issue of forged 

prescriptions. Of course, in addition to reducing access, each of these stakeholders can play a key 

role in raising awareness of the dangers of abusing medications. 

As we move forward, it is important to address several factors that reduce the public health impact 

of effective prevention programming. It is clear that more research is needed to facilitate the wide 

dissemination of effective prevention programs into our schools, families, and communities. 
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