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INTRODUCTION�

Provision of healthcare is a demanding 
job that can impact the physical and mental 
well-being of the medical staff. One of the 
highest rates of drug abuse is among health-
care professionals.[1]

Drug abuse is the use of prescribed or over-
the-counter drugs in excessive amounts or for 
purposes other than those for which they are 
meant. The most common substances abused 
are alcohol, benzodiazepines, illicit drugs, opi-

ates, sleeping pills, and stimulants. Drug abuse 
may lead to physical, emotional, social, and 
job-related problems.[2]  

World Health Organization (WHO) estimat-
ed that 35 million persons are affected by drug 
use disorders, either harmful patterns of drug 
use or drug dependence. A part of these disor-
ders is due to the non-medical use of prescribed 
drugs such as synthetic opioid analgesics, anxi-
olytics, hypnotics or psychostimulants.[3]  

Worldwide, 1.4 million out of 11 million 
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who inject drugs live with HIV and 5.6 million 
with hepatitis C. More than 42 million years 
of healthy life, Disability-adjusted life years 
(DALYs), are lost due to drug abuse, making up 
about 1.3 % of the global burden of diseases. 
Half a million, 350 males and 150 females, die 
annually due to drug abuse. Recently, the COV-
ID-19 pandemic has been shown to increase 
the abuse of drugs due to worsening anxiety 
and stress.[4,5]

A stressful work environment makes 
healthcare providers vulnerable to drug abuse. 
About 8-15 % of doctors, nurses, and pharma-
cists abuse or misuse drugs in the workplace.
[6] Healthcare workers often explain turning 
to drugs as a self-medication strategy for the 
anxiety and stress mitigation associated with 
their job. Hospital workers have easy access 
to drugs, especially painkillers, making them 
more prone to abuse prescription drugs than 
illicit drugs or alcohol abuse.[7]  However, the 
American Addiction Centers has reported that 
many physicians diagnosed with substance de-
pendence have a history of prescription drug 
abuse.[8]  Studies have found that the rate of 
substance abuse is higher among workers in 
the stressful field of medicine, so the rate of 
drug abuse in emergency unit doctors is three 
times that found in the medical field on aver-
age.[7]

Drug abuse is a growing public health prob-
lem worldwide, including in the Arab countries. 
However, data describing drug abuse in Arab 
countries are still limited.[9] At a community lev-
el and according to the National Household Sur-
vey of Drug Abuse in Iraq conducted on 3200 
adults over 18 years in all Iraqi governorates in 
August 2015, 1.1 % abused anabolic steroids 
and 1 % benzodiazepines as a first rank. Ben-
zhexol and allermine are in the second rank, 
with 0.05% for each. For substance abuse, only 
one participant reported using injectable psy-
choactive substances (IPS), and 2% admitted 
that they know persons using IPS; Cannabis 
was the commonest IPS used in 0.2%, followed 
by Amphetamines and Opiates, 0.1% for each, 
and none of them were females.[10] 

Doctors and other healthcare professionals 
worldwide, even before the COVID-19 pan-

demic, work exhaustively; a study in Baghdad 
has shown that 56 % of physicians in 2019 
had burnout syndrome.[11] However, no data is 
present about drug abuse among them.

The objectives of this study is to estimate 
the prevalence and severity of drug-relat-
ed problems or abuse measured by the drug 
abuse screening test (DAST-20) among physi-
cians and pharmacists working at teaching and 
general Hospitals in Al-Karkh and Medical City 
Directorates in Baghdad and to determine the 
association of this severity with some sociode-
mographic features of the participants.

METHODS�

Setting and study design: A cross-section study 
with analytic elements was conducted in Bagh-
dad, the capital of Iraq and the second-larg-
est city in the Arab world after Cairo. In 2020, 
8500000 persons live in Baghdad, representing 
about 21.3% of the Iraqi population. [12,13] It is 
served by three health directorates: Al-Rasafa, 
Al-Karkh and Medical City. The study was con-
ducted from 1 July to 30 September 2023, and 
data was collected from August 7-23, 2023.

Ethical consideration: The Central ethical com-
mittee at the Ministry of Health has approved 
the study proposal. We took the agreement 
of Al-Karkh and Medical City Directorates of 
Health to conduct the study. The aims of the 
study were explained to all participants, and we 
stressed that participation is voluntary without 
any consequences and that the answer sheet is 
anonymous, confidential, and will not be used 
except for this research.

Study population: The targeted population of 
this study was doctors of all ranks (juniors, sen-
ior house residents, and specialists) and phar-
macists who work at the teaching and general 
hospitals of  Baghdad Al-Karkh and Medical 
City health directorates. The total number of 
the targeted population was 3875, according 
to the records of these two health directorates. 
[14,15] Those who were working at tertiary cen-
tres were excluded from the study.

Study sample size and sampling methods: 

Muntather Sa’ad Jaber, May Abdullah Mohammed, Luma Tareq Mohammed
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Sample size at 95% confidence interval, 5% 
margin of error, a desired precision of 5%, and a 
probability assumed to be 50% (unknown prev-
alence) was measured in the equation:

 Sample size= Z2 × (p) × (1-p) / d2. 
Where: Z = Z value (1.96 for 95% confidence 
level), p = percentage picking a choice, d = mar-
gin of error (set at 5%). So, the minimum sam-
ple size required is: 

Sample Size =1.96 2 × (0.50) × (1-0.50)/0.05 2 
= 385 

Adjustment of a sample size to non-response 
bias, which is considered as 20%: Non-re-
sponse bias = 1- (non-response rate anticipat-
ed) = 1 - 20/100 = 0.8. 
The final sample size = the effective sample size / 
non-response bias = 385 / 0.8= 481.[16] 
Sampling: we selected the sample by a multi-
stage stratified sampling. The total number of 
hospitals in Al-Karkh Directorate is 14, and 12 
in the Medical City Directorate. From these 
hospitals, we chose all general and teaching 
hospitals, which were eight from Al-Karkh and 
two from the Medical City directorates.[17]  

Then, stratification was according to the 
weight of gender in the first stratum and the 
weight of job title in the second stratum. The 
stratification technique was used to eliminate 
confounders in the design phase. Using the 
concerned formulae, the sample sizes for Al-
Karkh Directorate were 391: 174 males (112 
physicians and 62 pharmacists) and 217 fe-
males (102 physicians and 115 pharmacists). 
On the other hand, the sample sizes for the 
Medical City Directorate were 90: 40 males 
(32 physicians and eight pharmacists) and 50 
females ( 30 physicians and 20 pharmacists). 
Physicians were further stratified into special-
ists, senior residents, and Junior residents. The 

sampling technique within each stratum was 
done by simple random sampling. 

Variables:

A. Dependent Variables:  Drug abuse is de-
fined by the World Health Organization (WHO) 
as “The use of a substance for a purpose not 
consistent with legal or medical guidelines, as 
in the non-medical use of prescription medica-
tions. It includes the following:
•	 Use of illicit drugs.
•	 Misuse of prescription drugs, over-the-

counter drugs and solvents.
•	 Misuse of alcohol. [18,19]

B. Independent Variables are shown in detail 

Prevalence of drug-related problems or abuse among physicians and pharmacists

Table 1 | Definition of the demographic features of the sample.

Variable Categories

1. Age  ≤ 40 Year

> 40 Years

2. Gender Male

Female

3. Job title Specialist

Senior Resident

Junior Resident

Pharmacist

4. Directorate Al-Karkh

Medical City

5. Qualification Bachelor

Higher diploma

Master

Board or PhD

6. Work experience in years ≤ 5 

6-15 

> 15 

7. Crowd Index * No Overcrowding  ≥211

No Overcrowding <2

Socioeconomic status (SE) was measured indirectly by the crowding index, 
the number of people in a dwelling divided by the number of rooms

Table 2 | The cutoff and placement criteria of the DAST-20 questionnaire.

DAST-20 Degree ASAM* levels Action

0 None Monitor

1-5 Low I Brief Counseling

6-10 Intermediate (likely meets DSM criteria) I or II Outpatient (intensive)

11-15 Substantial II or III Intensive

16-20 Severe III or IV Intensive

*American Society of Addiction Medicine Placement Criteria
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in table 1

Research Tool: We designed a questionnaire to 
collect the data. It consists of three parts. The 
first one included demographic features. The 
second was the  Drug Abuse Screening Test 
Questionnaire (DAST-20),[20] composed of 20 
items, each answered by yes or no and given 
one or zero for the calculation. This question-
naire is a validated and reliable screening test 
designed to quantitatively index the degree 
related to drug abuse, like prescription drugs, 
over-the-counter drugs (OTC), and illicit drugs, 
but not alcohol abuse. The third part included 
some explanations of the terms that may be 
ambiguous.

Cutoff of the questionnaire:[21] Table 2 shows 
the level of drug-related problems; the higher 
the score is, the more the risk.   

Data collection was done by face-to-face, 
self-administered questionnaires to explain the 
purpose and answer participants’ questions si-
multaneously. Questionnaire filling took about 
10-15 minutes on average. 

Statistical analysis: We used Statistical Pack-
age for Social Sciences (SPSS) version 25 soft-
ware for data entry and statistical analysis. 
Data were shown in tables as frequencies and 
percentages. We used chi-square to test the 
statistical significance and standardize resid-
ual (SR) in analysis. The standardized residual 
makes it easy to see which cells contribute the 
most to the value.[22] The P-value is considered 
significant if it is ≤ 0.05, and ≤ 0.001 is consid-
ered highly significant. 

RESULTS�

The response rate was 82.5% (397 out of 
481), 177 (86.3%) for pharmacists and 220 
(79.7%) for physicians. The demographic char-
acteristics of the sample are shown in table 3.

The highest rate of drug abuse was in a low 
category, followed by none and intermediate 
use, 55.2%, 39.3%, and 5%, respectively, table 
4. 

Years of experience and job titles show a 

statistically significant association with the de-
gree of having drug-related problems or abuse; 
the p-values were 0.004 and 0.012 for each, 
table 5. 

To identify which cells are contributing the 
most to the value of chi-square, we use stand-
ardized residual tables 6, 7: Low and intermedi-
ate levels of drug-related problems are asso-
ciated with years of experience ≤5 years and 
being a pharmacist.

DISCUSSION�

Abusing prescribed, OTC, and other drugs 
carries numerous health problems.[23] This 
study showed that a drug-non-abusing group 
was 126 (39.3%), and a low drug-abusing group 

Table 3 |  Demographic characteristics of the sample

Variable Frequency No. %

Gender Male 175 44.1

Female 221 55.7

Age ≤40 313 78.8

>40 84 21.2

Directorate AlKarkh 327 82.4

Medical City 69 17.4

Qualification Bachelor 273 68.8

Diploma 17 4.3

Master 11 2.8

Board 96 24.2

Years of experience ≤5 190 47.9

6-15 118 29.7

>15 88 22.2

Job title Specialist 107 27.0

Senior Resident 94 23.7

Junior Resident 19 4.8

Pharmacist 176 44.3

Crowd Index Not crowded 291 73.3

Crowded 106 26.7

Table 4 | Levels of drug related problem or abuse of the participants.

Number  %

None 156 39.3

Low 219 55.2

Intermediate 20 5.0

Substantial 2 0.5

Severe 0 0

Total 397 100.0

Muntather Sa’ad Jaber, May Abdullah Mohammed, Luma Tareq Mohammed
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was 219 (55.2%). A low score does not neces-
sarily mean that the person is free of drug-re-
lated problems,[21] it may be the beginning of 
them because simple actions may become ha-
bitual more quickly in the behavioural theory.
[24]  Firstly, the habit formation of abusing drugs 
may be affected by the culture of a community 
that pays little or no attention to the occasional 
use of drugs improperly. Such culture believes 
that “take a pill for what ails you”. The percep-
tion of the idea that prescription drugs are less 
harmful than illicit, might play a role.[25] Sec-
ondly, habit building is recently considered to 
be as important as or even having more effect 
than motivational directed behaviour.[26]

In psychology, ‘habits’ are defined as actions 
that are triggered automatically in response 
to contextual cues that have been associated 
with their performance, e.g., putting on a seat-
belt (action) after getting into the car (contex-
tual cue). Habit-formation advice, paired with 
a ‘small changes’ approach, has been tested as 
a behaviour-change strategy (low drug abuse 
rate).[27] Habit-formation is a way to promote 
long-term behaviour change. [28] Habits de-
velop unconsciously from internal or external 
stress. These tend to be negative or maladap-
tive habits.[29]

Intermediate consumer and substantial 
drug abuse rates were 5% and 0.5%, respec-

Table 5 |  The association between demographic criteria and the levels of drug abuse.

Variable

Level of drug abuse

P valueNone Low Intermediate Substantial

No. % No. % No. % No. %

Gender Male 70 44.9 93 42.5 11 55 1 50 0.827

Female 85 54.5 126 57.5 9 45 1 50

Age ≤40 120 76.9 175 79.9 16 80 2 100 0.790

>40 36 23.1 44 20.1 4 20 0 100

Directorate AlKarkh 123 78.8 184 84.0 19 95 1 50 0.373

MedicalCity 33 21.2 34 15.5 1 5 1 50

Qualification Bacholar 93 59.6 161 73.5 17 85 2 100 0.141

Diploma 7 4.5 10 4.6 0 0 0 0

Master 5 3.2 6 2.7 0 0 0 0

Board 51 32.7 42 19.2 3 15 0 0

Work Experience (Yr) ≤5 57 36.5 118 53.9 15 75 0 0 0.004

6-15 60 38.5 53 24.2 3 15 2 100

>15 39 25.0 47 21.5 2 10 0 0

Job title Specialist 53 34.0 51 23.3 3 15 0 0 0.012

Senior Resident 47 30.1 44 20.1 3 15 0 0

Junior Resident 8 5.1 11 5 0 0 0 0

Pharmacist 48 30.8 112 51.1 14 70 2 100

Crowd Index Not crowded 109 69.9 165 75.3 16 80 1 50 0.490

Crowded 47 30.1 54 24.7 4 20 1 50

Table 7 | The distribution of standardized residual between years 
of experience and the levels of drug problems or abuse.

Levels
Years of experience group

≤5 6-15 >15

None -3.6 3.1 1.1

Low 2.7 -2.7 - 0.4

Intermediate 2.5 -1.5 - 1.3

Substantial -1.4 2.2 -0.8

Table 6 | The distribution of adjusted rate between job title and the levels of drug 
problems or abuse.

Levels Job title

Specialist Senior Resident Junior Resident Pharmacist

None 2.5 2.4 0.3 -4.4

Low -1.8 -1.9 0.2 3.0

Intermediate -1.2 -0.9 -1.0 2.4

Substantial -0.9 -0.8 -0.3 1.6

Prevalence of drug-related problems or abuse among physicians and pharmacists
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tively. Although these figures might represent a 
small proportion, but they are still not zero and 
they reflect a sustained habit. This proves the 
inclination from low to intermediate and even 
more progressive habit was available.  Further-
more, other reasons for drug abuse are present 
but in top are stress, burnout syndrome, chron-
ic fatigue and self-medication for pain, and to 
increase work performance. [8]

According to the demand–control–support 
(DCS) model, high-stress work—such as high 
job demands, low job control, and low social 
support at work—may trigger employee health 
problems. Coping with work stress requires an 
employee to exert continuous effort and apply 
relevant skills and performance; this may push 
them to practice drug taking, e.g., painkillers, 
either in low or intermediate patterns.[28] 

A survey of 55 doctors in 2013 in the USA 
on substance misuse found that 69% of doc-
tors misuse prescription drugs at least once 
during their careers. The three main reasons 
are high levels of stress along with physical and 
mental pain. Overall, drug abuse in doctors and 
drug-addicted nurses is five times higher than 
in the general public.[29] 

The years of experience equal to or less 
than five years were significantly associated 
with a low and intermediate rate of drug abuse, 
SR 2.7, 2.5 respectively, and p-value of 0.004. 
On the other hand, the pharmacists showed a 
significant association with low and intermedi-
ate rate levels of drug abuse, SR 3, 2.4 respec-
tively, and p-value 0.012.  

Healthcare providers with five years or less 
of work experience face many difficulties. A 
new work life with high social expectations, 
less ability to overcome problems, less training, 
less financial income, and less practice with 
patient, work, and organization problems put 
more stress and pressure on them. In relation 
to the “more drug abuse pattern was recorded 
in ≤5 years of experience group”, a notice arises 
that the specialist group recorded as none drug 
abuse category, SR 2.5, in the privilege of more 
experience and more stable financial income. 
Most specialities may be qualified in our coun-
try after at least five years.  

In contrast to this study concerning special-
ists, a literature review was conducted in the 
USA in 2014 about substance use among phy-
sicians and medical students using resources 
available at the National Institutes of Health, 
including the National Institutes of Health Li-
brary and the National Library of Medicine has 
found that physicians abuse drugs, both con-
trolled substances and illicit drugs, at similar 
rates to the general population. However, phy-
sicians abuse prescription drugs at higher rates. 

Misuse of medications may begin as 
self-treatment with prescription drugs. Spe-
cialists abusing drugs within their specialities 
e.g., anesthesiologists most commonly abuse 
opioids, whereas psychiatrists and emergency 
physicians abuse benzodiazepines.[1]   

The current study results are similar to the 
Standard Insurance Company (Portland, Ore-
gon) study that was conducted as two surveys 
about behavioural health in the workplace, 
each with more than 1,425 US workers. The 
first was completed in late 2019, and a fol-
low-up was completed in late 2020 during 
the COVID-19 pandemic. More workers suf-
fer from drug abuse in addition to addiction. 
Younger, less experienced workers, who are of 
more debt and have lower wages, were more 
susceptible.[30]  

A significant association was presented be-
tween being a pharmacist and low and interme-
diate levels of drug abuse in rank. Non-prescrip-
tion medicines, also called over-the-counter 
(OTC) medication, are accessible by customers, 
while prescription medications are only reacha-
ble by employees. In general, many reasons for 
drug abuse are shared between physicians and 
pharmacists.[31] The latter group might have 
higher access to pharmaceuticals and proximity 
to areas producing these medications.[8]   

According to the American Addiction 
Center in 2023, pharmacy professionals are at 
an increased risk of substance use disorders, 
and multiple studies reveal some alarming sta-
tistics, including:

• 46% of pharmacists have used controlled 
substances without a prescription.

• 88% of pharmacy practitioners in one 

Muntather Sa’ad Jaber, May Abdullah Mohammed, Luma Tareq Mohammed
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study who admitted using non-prescription 
drugs began using them in college.[32] 
Limitation and strength of study: The cross-sec-
tional study design cannot state a cause-effect 
association. Since the content of the DAST 
questionnaire items is obvious, clients may fake 
results. Nonetheless, the DAST is brief and in-
expensive to administer. It provides a quanti-
tative index of the extent of problems related 
to drug abuse. Thus, one may move beyond 
identifying a drug problem and obtain a reliable 
estimate of the degree of problem severity. Al-
though it is a challenge to ask the items in this 
questionnaire to anyone in our conservative 
society that has a strict culture that considers 
drug abuse (illicit section) as a taboo, but build-
ing data and knowledge is important for health 
policy planning. 

 

CONCLUSION�

 More than half of the participants in this 
study have low levels of drug-related problems 
or abuse. Despite its low rate, it might progress 
from instant habit to long term behaviour that 
carries many adverse health effects mainly 
physical and mental. Having a work experience 
of five years or less and being a pharmacist are 
more prone to have low or intermediate levels 
of drug-related problems or abuse.

REFERENCES�
1.	 Dumitrascu C I, Mannes P Z, Gamble L J, Selzer J A. Substance 

Use Among Physicians and Medical Students. MSRJ, 1 January  
2014;3 (Winter):26-35.www.msrj.org.

2.	 Drug abuse and addiction. Available from: https://www.addic-
tioncenter.com.

3.	 World Health Organization and United Nations Office on 
Drugs and Crime. International standards for the treatment 
of drug use disorders: revised edition incorporating results 
of field-testing. Printed in Switzerland, 2020. Available from: 
https://www.unodc.org/documents/drug-prevention-and-treatment/
UNODC-WHO_International_Standards_Treatment_Drug_Use_Disor-
ders_April_2020.pdf

4.	 World Health Organization. Drugs (psychoactive). Avail-
able from: https://www.who.int/health-topics/drugs-psychoac-
tive#tab=tab_2.

5.	 World Drug Report 2020, United Nations publication. Divi-
sion for Policy Analysis and Public Affairs United Nations Of-
fice on Drugs and Crime (UNODC). Vienna Austria. Available 
from: https://wdr.unodc.org/wdr2020/field/WDR20_Booklet_5_ar-
abic.pdf

6.	 Smith A M. Campbell D G. Strategies to Address Sub-
stance-Abusing and Substance-Impaired Healthcare Profes-
sionals. International Journal of Applied Management and Technol-
ogy. 2020;19(1):97–106.

7.	 Burke, Schultz, Harman & Jenkinson. Rates of Drug and Alco-
hol Use among Doctors and Nurses Could Affect Error Rate. 
Substance Use and Abuse - One of the Leading Causes for 
Medical Errors. Posted on November 27, 2018. Available 
from: https://www.burkeandschultz.com/rates-of-drug-and-alcohol-
use-among-doctors-and-nurses-could-affect-error-rate/.

8.	 Courtney Barber. Drug and Alcohol Rehab for Doctors. Amer-
ican Addiction Centers. 2023. Americanaddictioncenters.
org. Available from: https://americanaddictioncenters.org/health-
care-professionals/rehab-for-doctors. 

9.	 Alharbi F F, Alsubaie E G & Al-Surimi K. Substance Abuse in 
Arab World: Does It Matter and Where Are We? Handbook 
of Healthcare in the Arab World, 2021. Pages 2371 – 2398. 
Available from: https://link.springer.com/10.1007/978-3-030-
36811-1_179

10.	 Al-Hemiary NJ, Al-Diwan JK, Hasson AL, Rawson RA. Drug 
and alcohol use in Iraq: findings of the inaugural Iraqi Com-
munity Epidemiological Workgroup. Subst Use Misuse. 2014 
Nov;49(13):1759-63. doi: 10.3109/10826084.2014.913633. Epub 
2014 May 14. PMID: 24827867; PMCID: PMC4431571.

11.	 Mohammed M A, Ali M A K, Marzook A A, & Albayat M. 
Prevalence of Burnout Syndrome and its Association with 
Job Title and Violence among Physicians in Baghdad: A Tri-
angulated Methodology Study. AL-Kindy College Medical Jour-
nal, 2023;19(1):62–68. https://jkmc.uobaghdad.edu.iq/index.php/
MEDICAL/article/view/882.

12.	 Petersen, Andrew. "Baghdad (Madinat al-Salam)". Islamic Arts 
& Architecture. Archived from the original on 16 September 
2016. Retrieved 23 August 2016. Available from: https://web.
archive.org/web/20160916131027/http:/islamic-arts.org/2011/
baghdad-madinat-al-salam/

13.	 Central statistics Organization Iraq 2020. Estimation of Ira-
qi Population 2020. Available from: https://cosit.gov.iq/ar/pop-
main/manpower.

14.	 Al-Karkh Directorate/ Planning Department, MoH-Iraq, 
2023.

15.	 Medical City Directorate/ Planning Department, MoH-Iraq, 
2023.

16.	 Student Learning Centre. Sample size. Lincolin University. 
2006. [cited 2023 11 March]. Available from: https://library2.
lincoln.ac.nz/documents/Sample-size.pdf.

17.	 Directorate of Planning and Humen Resources Management/
MoH-Iraq. Guide for Health Institutions. https://www.mere-
fa2000.com/2023/01/2021.html.

18.	 World Health Organization. Definition of drug abuse. WHO 
Definition of Alcohol, Chemical, and Substance Abuse - Public 
Health.

19.	 Skinner H A. The Drug Abuse Screening Test. Addictive Be-
haviors, 1982;7:363-371. https://adai.uw.edu/instruments/pdf/
drug_abuse_screening_test_105.pdf

20.	 Yudko E, Lozhkina O, Fouts A. A comprehensive review of the 
psychometric properties of the Drug Abuse Screening Test. 
J Subst Abuse Treat. 2007 Mar;32(2):189-98. doi: 10.1016/j.
jsat.2006.08.002. Epub 2006 Nov 21. PMID: 17306727.

21.	 Drug Abuse Screening Test (DAST-20). Center for Addiction 
and Mental Health. A PAHO/ WHO contributing center. Fully 
affiliated by Toronto University. 

22.	 Standardized Residuals in Statistics: What are They? https://
www.statisticshowto.com/what-is-a-standardized-residuals/

Prevalence of drug-related problems or abuse among physicians and pharmacists



53

Ir
aq

i N
ew

 M
ed

ic
al

 J
ou

rn
al

  |
   J

an
ua

ry
 2

02
4 

 | 
 V

ol
um

e 
10

  |
  N

um
be

r 1
9

23.	 Drug abuse. Mayo Clinic. Prescription drug abuse - Symp-
toms and causes - Mayo Clinic. Available from: https://www.
mayoclinic.org/diseases-conditions/drug-addiction/symptoms-caus-
es/syc-20365112

24.	 Gardner B, Lally P, Wardle J. Making health habitual: the 
psychology of 'habit-formation' and general practice. Br 
J Gen Pract. 2012 Dec;62(605):664-6. doi: 10.3399/bjg-
p12X659466. PMID: 23211256; PMCID: PMC3505409.

25.	 Preventing and recognizing prescription drug abuse. National 
Institute on Drug Abuse. 2011. Available from: https://nida.nih.
gov/sites/default/files/rxreportfinalprint.pdf

26.	 Wendy Wood and Dennis Runger. Psychology of Habit. 
PS67CH11-Wood ARI 1 September 2015 12:57. Available 
from: https://dornsife.usc.edu/assets/sites/545/docs/Wendy_Wood_
Research_Articles/wood.runger.2016.pdf

27.	 Sjoerds Z, Luigjes J, van den Brink W, Denys D and Yücel M. 
The role of habits and motivation in human drug addiction: 
a reflection. Front. Psychiatry 2014;5:8. Available from: https://
www.frontiersin.org/articles/10.3389/fpsyt.2014.00008/full

28.	 Gaines J. How Are Habits Formed? The Psychology of Habit 
Formation. Posted on 23 March 2021. Positivepsychology.com.

29.	 American  Addiction Centers. Henson P. Statistics for Sub-
stance Abuse in Medical Professionals. 2022. Available from: 
https://americanaddictioncenters.org/addiction-statistics/medi-
cal-professionals

30.	 Bahavioral Health Impact Update. (Novombar 2020). 
The Standard. Available from: https://www.standard.com/
eforms/21962.pdf

31.	 Mason AN. Pharmacy Internal Controls: A Call for Great-
er Vigilance during the COVID-19 Pandemic. Pharmacy 
(Basel), 2020 Nov 15;8(4):216. https://pubmed.ncbi.nlm.nih.
gov/33203152/

32.	 American addiction center. Drug and Alcohol Rehab for 
Pharmacists. 2023. https://americanaddictioncenters.org/health-
care-professionals/rehab-for-pharmacists

Muntather Sa’ad Jaber, May Abdullah Mohammed, Luma Tareq Mohammed

Abbreviations list:  Corona Virus Disease (COVID-19), De-
mand–control–support (DCS), Disability-adjusted life years 
(DALYs), Drug abuse screening test (DAST-20), Human 
immunodeficiency virus (HIV), Injectable psychoactive sub-
stances (IPS), Over-the-counter drugs (OTC), Standardize 
residual (SR), Statistical Package for Social Sciences (SPSS), 
United States of America (USA), World Health Organization 
(WHO).

Conflict of interest: Authors have nothing to declare. 

Funding: Authors received no funds to complete this study.




