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Abstract
Background
Primary care clinics are the ideal setting to treat individuals with Substance Use
Disorders (SUD). However, in most societies including the United Arab Emirates
(UAE), the level and type of treatment provided by physicians in primary care is
unknown. This study aims to assess the attitudes and beliefs of primary care
physicians towards the treatment of patients with SUD.
Methods
A cross-sectional electronic survey was distributed to 231 physicians across 35
primary healthcare clinics in the Emirate of Abu Dhabi. The survey questionnaire
captured data on four main areas including demographic and practice
characteristics of the physicians, practice patterns of the physicians, training, and
attitudes towards drug dependency treatment.
Results
The response rate was 46%. There were more females (59%) and the mean
(standard deviation) age of participants was 46.4 (9.5) years. Only 8.7% of physicians treated people with SUDs. Most of the physicians (93.2%) did not have
specialised training in treating SUDs. A total 66% of physicians were interested
in obtaining further training in screening and management of SUDs.
Conclusion
This study identifies the need to implement training for physicians in diagnosing
and further managing patients with addiction.
Keywords: Substance Use Disorders, primary care, screening, counselling,
continuing medical education
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Introduction
Alcohol and other substances liable to be misused, such as cocaine, opioid, and
cannabis are a global public health problem associated with various adverse
societal, personal, economic and health consequences, including significant
rates of morbidity and mortality.
According to estimates of the United Nations Office on Drugs and Crime
(UNODC), in 2010 the number of ’problem drug users’ (those using illicit
substances) was between 15.5 and 38.6 million.1 Globally, alcohol use is the third
leading risk factor leading to disease and the eighth leading cause of death. Deaths
related to substance misuse were 7.6 million in 2009 (illicit drugs 0.245 million,
alcohol 2.3 million, tobacco 5.1 million).2
This paper is focused on SUDs concerning drugs and alcohol and excludes the
misuse of tobacco.
An increasing body of evidence now supports the effectiveness of delivering brief
interventions in primary care to reduce the use of alcohol3-5 and other drugs.3, 4
Nevertheless, many studies have revealed that Family Physicians (FP) lack
awareness and knowledge about alcohol and substance use in the primary care
setting.6
Studies in the UK and the USA demonstrate that the attitude of the wider
population of general practitioners to treating drug users is primarily negative.7-10
In the Emirate of Abu Dhabi (EAD), Primary Healthcare Services (PHC) are
delivered in an outpatient care setting. They are regulated by the Ambulatory
Health Services which comes under an Abu Dhabi Health Services Company
called SEHA, established to manage public hospitals and clinics in the Emirate of
Abu Dhabi. There is a total of 40 PHCs distributed in different regions of Abu
Dhabi.11
Despite the increase in drug and alcohol abuse in the UAE12, the extent and nature
of the FPs involvement in the treatment of substance mis-users and their attitudes
and beliefs are unknown. There is a need to identify trends in the primary care
management of patients facing drug and/or alcohol problems in the UAE, in order
to get the educational needs they may require to further develop community services for drug and alcohol users.
The aim of the study was is to assess the attitudes, current levels of involvement
of FPs regarding treatment of patients with SUDs and identifying their associated
training needs. The results of the study are expected to provide baseline data prior
to implementation of a formal screening and treatment programme in the UAE.
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Methods
This was a cross-sectional self-completed electronic survey. The setting was
governmental primary healthcare facilities in the Emirate of Abu Dhabi excluding dental healthcare services, maternal and child healthcare services, urgent care,
occupational health and screening services, home healthcare and private sector
clinics (n=35). The participants were the FPs based in these settings (n=231).
The sample frame was all eligible PHC facilities in the EAD. The questionnaire
was sent to the lead physicians who then distributed it to all the FPs in each
centre.
The questionnaire was based on a validated instrument developed and used by
some of the authors to assess the attitudes of Scottish general practitioners in 2000
and 2008.9,13 The local research team adapted the tool to suit the UAE culture. The
final questionnaire captured data on four main areas: demographics and
practice characteristics of the FPs, practice patterns of the FPs, training and attitudes towards drug dependency treatment within the general practice. The survey
was formatted with fixed choice options with an ’other’ option and Likert scales.
The survey was piloted in seven PHC clinics where the IRB approval was first
obtained across the Abu Dhabi region. The total number of FPs was 70, and 38
responded. After minor changes the final version of the questionnaire was
distributed to the remaining 28 PHCs in the EAD.
The survey was sent via email to the lead physician in each clinic, who in turn
forwarded it to all FPs within their clinic. Three electronic reminders were sent at
four weekly intervals by the team to the lead physician. Response was either by
return of the completed electronic questionnaire or hard copy to the lead
physician, who collated and returned them to the National Rehabilitation Centre.
All data was entered into an access database then exported to SPSS for storing,
data cleaning and statistical analysis. Descriptive statistics [frequencies, mean
(standard deviation, SD), median (interquartile range, IQR) or % (n)] of data are
presented. All data entry corrections, including missing values, incorrect or out of
range (outliers) values or responses that were inconsistent with other responses in
the database were reviewed by a statistician. Percentages relate to the total number
who answered the questions, and not the total sample.
The study protocol was approved by four Institutional Review Boards/ Human
Research Ethics Committees: SKMC (reference number REC-19.01.2012 [RS195] On 19 January 2012), United Arab Emirates University- Faculty of Medicine
and Health Sciences (12/13CRD164 on 3 May 2012), AHS (same as United Arab
Emirates University on 17 May, 2012), and Al Gharbia Hospitals (by reference
number AGH-IREC-012-02 on 15 October, 2012).
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Results
Response rate and demography
The questionnaire was completed by 106 FPs. The overall response was 46%
(106/231); 18 of 28 sites (64%) did not return any questionnaires. The mean age
of responders was 46.4 years (standard deviation (SD) 9.5), 90% (60/67) had been
born outside the UAE, and 54% (57/106) were working in Abu Dhabi. The
majority of respondents were female (59%; 62/105)). On average, respondents
had 19.2 years (SD 9.4) of experience each (> 20 years’ experience: 40%; 20-30
years: 33%; and> 30 years: 19%). The median (IQR) number of patients seen per
week by the PHC was 140 (100-176) (Table 1).
Table 1. Demography of Respondents
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Practice patterns of the family physicians
Only 8.7% (9/104) of responders were currently treated people with SUD. There
were only 55 responses to the question about perceived comfort level in treating
SUDs. Around 58% (32/55) of these reported a neutral comfort level, 25.5%
(14/55) felt very or somewhat uncomfortable and 16.4% (9/55) felt very or
somewhat comfortable. Of the 34 responses to the question on the most
commonly seen SUD, drug and alcohol use was reported by 47% (16/34),
tramadol 15% (5/34), benzodiazepine 12% (4/34), others included
antihistamines, gabapentin, opiates, and artane 26% (9/34).
With regard to use of guidelines in treating SUD patients, 60% (58/96) did not
refer to any clinical guidelines. Of those using guidelines (38/96), nine indicated
brief interventions, eight indicated the use of psychotherapy, five indicated using
medication management and 32 referred patients to specialist treatment. More
than half of those who responded (52%, or 55/106), did not provide any kind of
treatment options. Out of the 82 family physicians who responded to a question
on urine testing, 64.6% (53/82) never carried out urine testing and only a small
proportion (18.3% or 15/82)) carried out urine tests upon request for the purpose
of pre-employment, pre-university enrolment, etc. A total 75% (64/106) of
responders carried out HIV screening, 65.6% (42/64) carried out hepatitis B
screening and 60.9% (39/64) carried out hepatitis C screening. The majority of
family physicians offered hepatitis B vaccination for their patients (82.5% or
47/57) and only 14.5% (8/55) offered hepatitis A vaccination (Table 2).
Table 2. Practice patterns of family physicians
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Training
The majority of the FPs (93.2% or 96/103) did not have any specialised
training in treating drug and alcohol abusers (Table 3). A total 66% (50/76)
would have liked to have had further training in screening and the management
of substance abuse. The most popular and common training topics among FPs
were drug dependency screening, treatment, and management in primary care,
which was 54.5% (24/44).
Table 3. Family physicians’ specialised training/ expertise in addiction
management
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FPs’ attitudes toward drug dependency
Around 50% (47/98) of those who responded believed that prescribing
controlled drugs was part of a family physician’s job and more than 50%
(53/103) believed that drug users who visited the clinic would not discourage
other patients.
A total 70% (73/104) thought that drug users should be seen centrally by
specialist services and around 50% (49/101) reported that they were less
confident in the success of treating poly-drug users.
With regard to access to healthcare services by drug user patients, 74.5%
(67/102) believed that ’treating drug abusers in primary care’ should not affect
a patient’s access to healthcare services’. Also, 86.3% (88/103) agreed that ’a
holistic approach is essential to ensure success of a care plan’ (Table 4).
Table 4. Attitude of FPs towards drug dependency treatment in
general practice
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Discussion
Results exhibit the low level (less than 10%) of current involvement by family
physicians in the management of SUDs. Most of those who responded felt neutral
in their ’comfort level’ about managing this group, 1/4th reported feeling
uncomfortable, but around 1/8th felt comfortable in dealing with SUDs. This
could be due to lack of knowledge or training in this field or lack of experience.
More than 90% of family physicians had no specialised training in SUDs and a
large number required further training.
There was evidence of gaps between attitude and practice. Although the majority
of those who responded believed that prescribing controlled drugs was part of
general medical practice and drug users visiting the clinic would not affect other
patients’ access, 70% believed treatment should be provided centrally by specialists.
This is similar to findings in other parts of the world14,15 and could be
attributed partially to a lack of confidence in the success of treating poly-drug
users, a lack of guidelines or potential stigmatisation of this patient group.
Use of clinical guidelines in clinical practice of primary care is minimal. One
important reason for this is that mental health problems including substance use
ranks low in the priority list of general practice. The top priorities are for other
medical illnesses like diabetes, hypertension, etc. Furthermore, guidelines alone
will not influence the pattern of clinical practice; it has to be accompanied with
training in order to be publicised.16 Stigma and cultural factors could also
contribute to not addressing these issues in general practice. This has been
shown to exist in primary care in other countries17 and requires further probing
in the Arab and UAE contexts.
Involvement of FPs in treating drug and alcohol users in PHC in EAD is low
(8.7%) compared to the Scottish study (43.7%).13 In another study conducted in
Sri Lanka, the majority of GPs did not feel confident of their ability to detect
(60%) or manage (55.2%) alcohol misuse.18 In the PHC, the screening rate for
HIV (75%, n=64), hepatitis B (65%, n=64) and hepatitis C (60.9%, n=64) was
relatively similar to the Scottish study which indicated that GPs routinely
provided screening for HIV (70.1%), hepatitis B (76.4%), and hepatitis C
(70.1%). Regarding vaccination, Abu Dhabi FPs offered hepatitis B vaccination
for 82.5% (n=57), a figure that was higher than for Scottish GPs (60.6%). The
case was opposite for hepatitis C, where only 14.5% of the 55 responding Abu
Dhabi FPs offered vaccination, while 48.5% of Scottish GPs offered vaccination.13
Around 33% (32/96) of FPs in Abu Dhabi referred patients to specialists. In
contrast, 16.3% of GPs in Scotland said patients were seen by specialist service
nurses in practice.13 In another study, 19.1% always referred the patient to a
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physician, 17% to a psychiatrist, and 13.3% to a centre dealing with alcohol
related problems.18 The most commonly seen substance misuse in Abu Dhabi
was alcohol, followed by tramadol and benzodiazepine. Others included
antihistamines, gabapentin, opiates, and artane. These different patterns of
SUDs reflect the legal status of drugs in different countries. The Scottish survey
did not include alcohol misuse as it is a legal drug in Scotland, albeit one
associated with considerable harm. In Scotland, a majority of GPs who saw
patients with SUDs believed their patients were using recreational (62.1%) or
poly-drug (61.1%) and 20.5% considered some patients to be primary
psycho-stimulant users.13
Referral to clinical guidelines in treating SUD patients was similar between the
two studies in PHC 40% of FPs referred to clinical guidelines and in the
Scottish survey 37.1% referred to guidelines.13
Both the Abu Dhabi and Scottish surveys, expressed a positive overall attitude
among the responders. Exceptions were in the Abu Dhabi survey where 70% of
PHC FPs thought that drug users should be seen centrally by specialist services
and around 50% reported that they were less confident in the success of treating
poly-drug users. Furthermore, the Scottish study identified that more positive
attitudes were noted in those GPs currently treating drug misusers, GPs with
smaller list sizes and those with specific training for drug misuse.13Two studies
explored GPs’ attitudes toward alcohol. In the first study, GPs agreed that it was
legitimate for them to ask their patients about alcohol consumption and they
reported low levels of motivation (43%), self-esteem (53%) and satisfaction
(15%) arising from work with problem drinkers.16 Another study found mixed
attitudes among GPs towards patients who misused alcohol; 65% believed
treating alcohol mis-users was rewarding, 48% believed it was time consuming
and 54% saw alcohol misuse as presenting major problems.18
In EAD, the majority of the FPs did not have any specialised training in treating
SUDs. A total 66% would have liked to have had further training in screening
and in the management of substance abuse. The most common training topics
FPs expressed interest in were drug dependency screening, treatment, and
management in primary care. Similarly, a previous study revealed that only
10.5% had received some formal SUD training. Most GPs felt that training
workshops on management of alcohol misuse, and more support from social
services and organisations that specialise in managing alcohol-related problems
would benefit them and their patients.18 The Scottish study revealed that 38.7%
had specific training in drug dependency and 34% said that they would have
liked further training.13 And another study conducted in the UK indicated that
around half of the GPs had received less than four hours of post-graduate train92
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ing, continuing medical education or clinical supervision on alcohol and
alcohol related problems.16
This study helps managers, clinicians and policymakers to understanding
barriers to screening for substance disorders in primary healthcare settings.
Clear policy direction for screening for SUDs by FPs should be embedded in
the healthcare system. Education, training and a supportive work environment
need to be provided to ensure and enhance family physicians’ familiarity with
screening and building their clinical confidence in dealing with patients who
seek care. Improving knowledge, however, should not be restricted to primary
care physicians, but should extend to medical school curricula as well.
Further research to determine the prevalence of SUDs among primary care
patients in the UAE is required. Research on training and on different strategies
to engage physicians in the management of patients with substance disorders is
also crucial to test their effectiveness and seek possible ways for improvement.
Different tools have been used in different settings and different countries for
alcohol and drug screening. The most widely used tool internationally is probably
the Alcohol, Smoking and Substance Involvement Screening Test (ASSIST),
which is used as part of the Screening Brief Intervention Referral to Treatment
(SBIRT) programme which has proved to be effective in several countries
including Poland and the USA.19,20 The authors are planning to run a controlled
trial to test the effectiveness and applicability of this intervention for primary
care physicians in the UAE in collaboration with the Abu Dhabi Health Services
Company and Ambulatory Healthcare Services.
The study was the first survey of its kind in the UAE and provides baseline data
on the nature and extent of the involvement of family physicians in the
management of SUDs in the Emirate of Abu Dhabi and indeed the wider Middle
East region. The response rate was less than expected. Reasons for this need to
be explored but it may be that FPs in the UAE may not be as used to requests
to participate in health service studies as FPs in other countries due to a lack of
time or interest.
This study has identified the need for increased training for UAE family physicians in detecting and diagnosing SUDs in general practice, further managing
their patients’ addictions and referring them to specialist care when appropriate.
Various strategies should be considered to implement guidelines, and provide
training through arrangements with decision makers in primary care.
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