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Abstract

Many characteristics of those entering alcohol treatment in Saudi Arabia remain unknown.
Above all, their psychosocial characteristics and their patterns of drinking. In order to
provide adequate and effective treatment and prevention intervention, it is necessary,
before anything else, to elicit the facts about those with alcohol problems. As part of
solving the mystery of alcohol problems in Saudi Arabia, the main objective of this
research is to draw a general profile and investigate the patterns of drinking of hospitalised

problem drinkers in Saudi Arabia.

To achieve this goal, 136 hospitalised patients and 11 therapists were interviewed. The
interviewed patients consisted almost entirely of male patients who, at the time of data
collection, were hospitalised for having an alcohol problem in four of Saudi Arabia’s
treatment hospitals (Al-Amal hospitals in Riyadh, Jeddah, Dammam, and Qaseem). Two
instruments were implemented for use with the patients. The first was a comprehensive
instrument devised by the researcher to elicit information regarding the psychosocial
profile of hospitalised problem drinkers. The second was the Alcohol Use Disorders
Identification Test (AUDIT), which was used to identify problem drinking as well the
frequency and the quantity of drinking. The therapists, however, were selected from Al-
Amal hospital in Riyadh. Unlike the patients’ interviews, the therapists’ interviews were
semi-structured and were aimed at eliciting more information regarding problem drinking

and its treatment from the therapist’s point of view.

The results showed that a typical profile of a hospitalised Saudi problem drinker is that he
is most likely to be of younger age (20-35 years old), married, of little education (high
school or less), on a low income (less than 3000SR), and unemployed. In addition, if
currently or previously employed, the hospitalised Saudi problem drinker is likely to hold
aﬁ administrative post, live in a city, occupy a house which is owned by others and shared

with seven people or more.

The parents of a typical hospitalised Saudi problem drinker are most likely not living
together, as a result of either separation, divorce or the death of one or both of them. The
parents are most likely to be illiterate, and have a history of remarriage. Furthermore, if
married or previously married, the hospitalised Saudi problem drinker is most likely to

have an uneducated housewife and more than three children.



Contrary to the drinking practices in many countries where alcohol is allowed, araq and
cologne are the most common types of alcohol consumed by hospitalised problem
drinkers. Although it is forbidden, alcohol is easily accessible, especially in the form of
cologne. Alcohol drinking mostly takes place in hidden places, at home, in private resorts
or outside the city. Many hospitalised problem drinkers restrict the time of their drinking to
weekends. Another finding of this research shows that about a quarter of the patients are
not really alcohol dependants. Most hospitalised problem drinkers, including those with
high alcohol dependence, abstain during the holy month of Ramadan. The majority of

hospitalised problem drinkers are smokers (cigarettes and shisha), and users of illegal

drugs (hashish is the commonest).

The interviews with therapists confirmed many of the research findings produced by
investigations of the patients. Also, they provided many suggestions regarding the
improvement of treatment and prevention of alcohol problems in Saudi Arabia. The

implications of the research findings are discussed in depth in the last chapter.
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Intfroduction

In Saudi Arabia, the consumption of alcohol has unique characteristics. Unlike in many
other countries, drinking alcohol is socially unacceptable, and religiously and legally
prohibited. Individuals who drink alcohol or unlawfully use drugs or other substances are
subject to imprisonment and social stigmatisation. Surprisingly to many, even with such
stiff punishment, alcohol consumption is increasing (Al-Rwaibikh, 2000; Al-Baz, 1999;
Ministry of Interior Statistical Books, 1985-1995). Many interrelated factors have led to

this situation.

The first factor is the decrease in religious affiliation among some people, especially
youngsters (Al-Khalidi, 1983). The second is the fast economic growth that the country is
witnessing, which in turn has led to dramatic changes in many aspects of people’s lives
(Al-Baz, 1999). Al-Khudiri & Al-Suaidan (1994) have indicated that having more money
has made some people look for more leisure activities such as drinking alcohol. The
relative absence of parents’ guidance and supervision is the third factor, as some parents
are busy either doing extra work or entertaining themselves (Al-Aubaidi, 1990; Al-Khalidi,
1983).

The fourth factor is the increasing number of people who travel to countries where alcohol
is legally sold and its consumption is acceptable. Such exposure serves as an introduction
to alcohol consumption and an encouragement to use it in Saudi Arabia. Some studies
indicate that some Saudis travel abroad mainly to drink (Al-Bar, 1986; Al-Khudiri & Al-
Suaidan, 1994).

The foreign media, especially as a result of the communication revolution that the world is
experiencing, have had an impact on various aspects of the lives of young Saudis,
including their alcohol consumption (International Islamic Conference for the Prevention
of Intoxicants and Drugs, 1982). A movie star who drinks while having a good time, and
the advertising of alcohol on satellite television (Al-Dossari, 1983) are examples of such

influence.

The sixth factor is the presence in Saudi Arabia of a non-Saudi labour force and various
foreign political organisations, which together constitute more than a quarter of the

population (Ministry of Information, 21 July 2001). Some of these expatriates come from



societies where alcohol is consumed, and therefore bring the habit of alcohol use along
with them (Al-Baz, 1999). Through the process of mutual cultural influence a situation
arises in which alcohol consumption for some Saudis becomes the basis of friendship with
non-Saudis (Al-Dossari, 1983). The last but not least factor is the influence of drinkers on
non-drinking friends through the process of imitation. Many problem drinkers have
mentioned that they have been introduced to alcohol by a friend (Al-Anazi, 1999).
Individual personality, lack of constructive leisure places and activities (Al-Aubaidi,
1990), curiosity, family problems, life stress (Al-Qahtani, 1990), economic status, and
adventurousness (International Islamic Conference for the Prevention of Intoxicants and
Drugs, 1982) are all additional factors that may contribute to the use and abuse of alcohol

and drugs.

The growing number of alcohol drinkers has resulted in a large increase in alcohol-related
problems, including problem drinking (Al-Mutairi, 1996). The government has adopted
several approaches to deal with the problem. One of these approaches was to provide
treatment for those troubled by alcohol or other illicit drugs (Sidi, March,1987). So, about
fifteen years ago, the government began to provide services for such people within the

context of the healthcare system.

Since the royal decree to establish organised services for such patients was issued, four
treatment facilities (hospitals located in western, central and eastern province of Saudi
Arabia) have been developed and are now operational (Al-Munief, 1992). Services are
provided for adult Saudi males, both inpatients and outpatients. Unfortunately, services for
adolescent and female problem drinkers are not provided. It is falsely assumed that these
sections of the population do not have drinking problems; or, because of the social stigma
associated with alcohol and other drugs, providing services for them means admitting the
wide prevalence of the problem. However, female problem drinkers have a better chance
of getting treatment than adolescents, for while they can receive treatment in mental health
hospitals under a socially acceptable diagnosis, adolescent problem drinkers are still

completely deprived of treatment. Clearly, there are still some gaps in services.

A variety of treatment approaches and modalities have been utilised since the inception of
these services. The treatment outcome, however, has been limited. Provision of additional
services, and modifications and adaptations of existing ones are needed in the present

system. However, alcohol and drugs use and abuse cannot be clearly understood aside



from its social and cultural context (Gomberg, White, & Carpenter, 1985) and without
identifying who are the users and abusers (Weiss & Moore, 1994). To be most effective,
clinical staff and treatment programmes must draw heavily upon social and cultural aspects
of Saudi society. To assist in this, a scientific study and analysis of the recipients of

treatment services are urgently needed.

With regard to alcohol in Saudi Arabia, very few studies have been conducted. Even fewer
studies have been devoted to alcohol alone, since most of the existing studies combine

alcohol with other drugs. By doing so, they lack depth and detail in their findings.

While occasional or moderate consumption of alcohol is not viewed as a problem in
western and other cultures, it is in Saudi Arabia. The consumption of alcohol is part of
religious practice in some cultures (Akel, July, 1976), but not in Saudi Arabia. Alcohol has
long been viewed as a part of people’s life in many cultures. In Mexico and Central and
South America, for example, it may be acceptable and even “macho” to drink heavily
(Avis, 1993). However, alcohol consumption remains one of the most serious legal,

religious, and social offences in the Kingdom of Saudi Arabia (Al-Muateq, 1985).

It is important to consider a society’s understanding of its problems. How a society views
alcohol and the individuals that drink it has a direct bearing on how it deals with related
issues. Its attitude to alcohol is reflected in the policies that regulate drinking, the kinds of
prevention and treatment approaches that are undertaken to deal with it, and the extent of

alcohol’s availability and accessibility.

The collection of data on problem drinking is one of many requirements for a
comprehensive understanding of alcohol-related problems in their broader social context.
Identifying the demographic characteristics as well as the drinking-related problems of
hospitalised Saudi problem drinkers is essential for the development of effective treatment
and prevention programmes. Such information would provide greater insight into the
design, development and implementation of more socially and culturally adapted

prevention and treatment programmes.



Definition of terms:

Some of the terms used in this study are widely used. However, for the purpose of this

study, a more specific definition is given to each of the following terms:

Problem drinker:

Fitzgerald & Mulford (1981) defined problem drinkers as those “persons who repeatedly
drink beverage alcohol to the extent it adversely effects their life, their health, domestic
relations, job performance or relations with the law”, Similarly, the Royal College of
Physicians (1991) defined the problem drinker as “an individual whose physical, mental, or
social well-being has been harmed as a consequence of their drinking”. Further, Rush &
Brennan (1990) indicate that problem drinking occurs “if the use of alcohol interferes with
the person’s physical, psychological or social well-being or achievement of need
satisfaction, or that of significant others, to the extent that it is identified by the person, his
health care attendant or others as a problem.” In simpler terms, McNeill (1998) defines

problem drinking as “any drinking which causes problems to the drinker or others”.

However, Booth, Ross, & Rost (1999) adopt more concrete terminology to define problem
drinkers as “currently drinking individuals meeting DSM-IV criteria for 1-year alcohol
misuse or dependence (recent alcohol disorder), as well as currently drinking individuals

who were at risk for meeting diagnostic criteria in the next year.”

The reliance on adverse consequences of drinking to define problem drinkers has been
challenged by some researchers, DeCourville & Sadava (1997) argue that the definition of
problem drinking should include criteria that refer to both consumption and consequences.
Donovan, Jessor, & Jessor (1983) define young adult problem drinkers as “drinkers who,
in 1979, had been drunk 6 or more times in the past 6 months, or who had experienced 3 or
more of 9 negative consequences due to drinking in the past 6 months.” Negative
consequences include interpersonal problems (criticism from friends, family concerned
about the individual’s drinking), job-related problems (missing work, calling in sick, or
being told one’s drinking was creating problems at work), trouble with police, financial
problems, accidents at home or at work, problems with one’s spouse or the person one is

living with, and driving under the influence of alcohol.



Using a relatively modest measure, Chick & Chick (1992) suggest that having a drinking
problem means that the unpleasant side to one’s drinking is beginning in some way to
effect his/her life; or that the person is becoming dependent on alcohol. They argue that an

individual can be alcohol-dependent without having any other problems.

However, Velleman (1992) mentions that “if someone’s drinking causes problems for him
or her, or for someone else, in any area of their lives, then that drinking is problematic”.
The author argues that whether or not someone has a drinking problem is not determined
by fixed quantities of alcohol, or fixed timings, but instead is a matter of negotiation by the

individual with him or herself, family, friends, the workplace, and society as a whole.

By distinguishing problem drinking from dependency, Payne, Hahn, & Pinger (1991)
define problem drinking as “any drinking pattern that produces problems in a person’s
life.” Problem drinking may be for some a precursor to the development of alcoholism.
The authors add that problem drinkers are not so dependent on alcohol that they suffer
withdrawal if they are deprived of alcohol. While a problem drinker may drink
occasionally, alcoholics must consume alcohol to maintain homeostasis and to avoid toxic

withdrawal effects.

Moreover, Payne et al. (1991) attempt to identify a problem drinker as anyone who has one

or more of the following characteristics:

]

Must drink in order to function or cope with life.
e Frequently drinks to a state of intoxication, by his/her definition or that of another.
e Goes to work intoxicated.

e Is intoxicated and drives a car.

e Sustains bodily injury requiring medical attention as a consequence of an intoxicated

state.

e Does something under the influence of alcohol he/she contends he/she would never do

without alcohol.



e May experience one of the following signs: the need to drink before facing certain
situations, frequent drinking sprees, a steady increase in intake, early morning drinking,

and the occurrence of blackout.

For the purpose of this research, problem drinkers are individuals who have developed
some kind of life troubles as a consequence of their drinking and who as a result seek some
kind of alcohol treatment/rehabilitation. Treatment may be sought voluntarily (self-
referral), or through referral by the legal system or significant others, e.g. family members

and friends.

Alcohol:

Generally, alcohol is “the name for a whole class of chemicals that have an oxygen atom
and a hydrogen atom connected together at one or more locations on the molecule”
(Columbia Electronic Encyclopaedia, 17 July 2001). Moreover, Payne et al. (1991) define
alcohol as “any substance that contains the clear fluid of ethyl, grain, or ethanol that can be

produced through the process of fermentation and/or distillation of yeast cells.”

Kinney & Leaton (1991) indicated that alcohol is a term used to refer to a family of
substances that contain ethanol alcohol, ethyl alcohol, or grain alcohol. All types of alcohol
have a grouping of carbon, hydrogen, and oxygen atoms. However, they differ only in the
number of carbon atoms and associated hydrogen atoms. Each alcohol is named according

to the number of carbon atoms it has. Ethanol has two.

Further, Kinney & Leaton (1991) mention that there are other kinds of alcohol: wood
alcohol (methyl alcohol), with one carbon atom, and rubbing alcohol (isopropyl), with
three carbon atoms. The authors claim that with their chemical make-up, these other

"alcohols" cause big problems if taken into the body.

Moreover, according to the Columbia Electronic Encyclopaedia (17 July 2001) methanol,
or methyl alcohol, or wood alcohol, CH30H, a colourless, flammable liquid that is
miscible with water in all proportions is a monohydric alcohol. It melts at —97.8°C and
boils at 67°C. It reacts with certain acids to form methyl esters. Methanol is a fatal poison.
Small internal doses, continued inhalation of the vapor, or prolonged exposure of the skin
to the liquid may cause blindness. As a result, commercial use of methanol has sometimes

been prohibited. Methanol is used as a solvent for varnishes and lacquers, as an antifreeze,



and as a gasoline extender in the production of gasohol. Large amounts of it are used in the
synthesis of formaldehyde. Because of its poisonous properties, methanol is also used as a
denaturant for ethanol. Methanol is often called wood alcohol because it was once

produced chiefly as a by-product of the destructive distillation of wood.

In this research the term alcohol refers to any substance that contains any type of alcohol
(i.e. ethyl, isopropyl, methyl), of which a large amount, if consumed, causes intoxication,

whether or not it is produced for the purpose of human consumption.



Chapter 1. Alcohol in Islam

Introduction

The Arabic word khamar is used to name any material that causes intoxication regardless
of its type and source. During the pre-Islamic age people of the Arabic Peninsula used to
love drinking alcohol. They almost worshiped alcohol. There were more than a hundred
Arabic names for it. Even the word alcohol is Arabic in origin (Crawford, 1985). However,
when Islam came into existence fourteen centuries ago, drastic and profound changes
occurred in all aspects of people’s lives. One of these dramatic changes concerned the use
of alcohol. In accordance with the teaching of Islam and its prohibition of alcohol, new
Muslims immediately gave up alcoholic drinking. The process by which Islam was able to
change people’s behaviour in relation to alcohol is similar to one of the successful
approaches to the treatment of alcoholism used in the present time. This chapter tells the

story of alcohol use in Islam.

Sources of Islamic Law

Muslims derive their laws from two major sources: the Holy Quraan and the Sunna. The
Holy Quraan is defined as ‘the book containing the speech of God revealed to Prophet
Muhammad in Arabic and transmitted to us by continuous testimony’ (Kamali, 1991). It
provides information and instructions which Muslims are obliged to follow. The Sunna, the
second source of law, is defined as ‘all that is narrated about the Prophet Muhammad, his
acts, his sayings and whatever he has tacitly approved, plus all the reports which describe
his physical attributes and character’ (Kamali, 1991). In addition to providing new
instructions and laws, much of the Sunna provides clarification and interpretation of what
the Quraan has revealed. Neither the Quraan nor Sunna is limited to merely providing
instructions and laws for they also provide meaningful stories (Maher, 1975) about

previous Prophets and nations, and give explanations for various phenomena.

The Quraan and Sunna are not the only sources of laws for Muslims. There are also ijma
(the consensus of the population regarding a regulation) and gias (the analogy of a subject

to a regulation that has been revealed by the Quraan or Sunna) (Lampton, 1991).



Alcohol in the pre-Islamic period

Before the emergence of Islam, the life patterns of the people of the Arabian Peninsula
were completely different. The age in which they were living is called Jahiliah, which
means the age of ignorance. People of that time used to lead a life that was full of
hardships and wrong-doings, at least from a human rights point of view. For example,
women were given little respect, and were not allowed to inherit after the death of their
husbands or relatives. Some tribes even used to bury their new-born babies if they were
girls (Badri, 1976). It was the belief that girls only brought shame and stigma to the family
(Al-Bar, 1986). One would expect that mothers of those buried babies would have suffered
a great deal for the loss of their children, and that their suffering would have impacted
heavily on family relations. In addition, people of that era would always have suffered
from a lack of all forms of security. Wars among tribes were the norm. Some wars lasted
for forty years for no plausible reason (Al-Bar, 1986). Revenge, tribal honour and self-
esteem were the ideals for which a pre-Islamic Arab would do anything (Badri, 1976). The
fear of being killed injured or captured in one of those wars was constant for men and

women, adults and children.

The lack of religious belief for some and the worship of idols for others contributed to the
lack of inner security those people felt (Badri, 1976). Caliph Omar used to make fun of
himself by saying, ‘During Jahiliah 1 would make an idol out of dates, then worship it for

days. When I felt hungry I ate an arm or a head of that idol.’

In regard to alcohol, no people loved the consumption of alcohol like the Arabs (Hazri,
1993). Owing to the quality of their life and their lack of security, their tendency to
consume alcohol was very strong (Kamali, 1991). Badri (1976) has indicated that alcohol
probably served a much greater psychological necessity for the Arabs than it did for any
other people. During the pre-Islamic period, Arabs were in love with alcohol. This can be
seen in their language, which had more than a hundred names for alcohol, in their poetry,

and in the records of their drinking parties (Badri, 1976; Mansoor, 1986).

Alcohol drinking was associated with machismo, courage and leisure (Hazri, 1993). It was
even associated with generosity. Hosts had to present alcohol along with food as an
expression of warm feelings towards their guests (Al-Bar, 1986). Furthermore, alcohol was
strongly believed to be healthy, and on many occasions was prescribed as a medicine
(Hazri, 1993). Al-Muateq (1985) indicated that in the time of the Prophet Muhammad



there was a woman who made wine as a cure for her ill daughter just as she had done

before Islam. But Prophet Muhammad forbade her from doing so, saying:

Allah does not put your cure in anything that is ~aram [forbidden].

Alcohol drinking used to take place almost everywhere: at home, at poetry clubs, and
inside bars that were open most of the time. Red flags, called Ghaia (goal), were hung to
distinguish bars from other places (Al-Bar, 1986). Alcohol used to be made out of dates,
grapes, corn, honey, yeast or wheat (Al-Muateq, 1985).

The association of alcohol drinking with many social, personal and cultural situations often
resulted in heavy drinking. As (Al-Bar, 1986) puts it:

Being alcoholic was not strange, given the hardship and social conditions at
that time. However, what was strange (even a miracle) was how Islam
managed to change people’s drinking habits along with their other behaviour.

Even in the early stages of Islam, people continued the practice of drinking alcohol. It was
not until later, when Islam gradually began applying restrictive measures on alcohol

consumption, that the practice stopped.

Prohibition of alcohol (treatment approach)

For people who are used to consuming alcohol, it is quite hard to give up the habit of
drinking. It is even harder for those who are alcohol dependent. When Islam prohibited
alcohol consumption, the practice did not end at once. Taking into consideration the
people’s craving for drink, and the situations that were associated with drinking, the

prohibition of alcohol had to be gradually enforced (Kamali, 1991).

Some Islamic scholars have explained why in the case of alcohol consumption Islam took a
gradualist approach, which it did not apply to other commands, like that relating to prayer,
for example. Since alcohol had its social and cultural roots in people’s lives it was very

hard simply to ask them to stop drinking straightaway. lisha, wife of Prophet Muhammad,

said on this matter;

In the beginning of Islam, the first thing to be revealed concerned belief, and
heaven and hell. When people began to comprehend Islam, what was halal
(lawtul) and haram (prohibited) was gradually revealed. If Islam had started by



asking people not to drink or not to commit adultery, people would have
refused (Al-Bar, 1986).

Islamic scholar Syad Khotp points out (Hazri, 1993) that if prohibitions or commands
concerned a matter of belief, Islam asked people to follow at once. However, when the
matter related to traditions, social values, or complex social situations, Islam prepared the
ground gradually to make change easier. So, as the consumption of alcohol was socially
and culturally rooted in people’s lives, successful modification of this behaviour needed a

gradualist strategy. Such a strategy was implemented as follows:

Stage one

Islam began by attracting people’s attention towards alcohol with this Quraanic verse:

And of the fruits of the palms and the grapes — you obtain from them
intoxication and goodly provision; most surely there is a sign in this for a
people who ponder (Quraan: 16:76).

Stage two

The Quraan began to adopt a more direct approach to the issue of alcohol by raising
people’s awareness of its benefits and harms. The following Quraanic passage gives this

moral advice (Kamali, 1991):

They ask you about intoxicants and games of chance. Say: In both of them
there is a great sin and means of profit for men, and their sin is greater than
their profit. And they ask you as to what they should spend. Say: What you can
spare. Thus does Allah make clear to you the communications, that you may
ponder (Quraan: 2:219).

As a result of this verse people began seriously to question alcohol. Some Muslims began
discussing the benefits of alcohol: was it good for health, was there any virtue in the state
of being drunk, or did alcohol only benefit those earning money from trading it (Ibn
Tymmiah, 1985). Some traders changed from alcohol to another kind of merchandise.

Others stopped drinking it even though it had not been banned yet (Al-Bar, 1986).

* All the Quraanic verse translations are taken from the Shaker translation of the Holy Quraan.



Stage three

This stage began by breaking up the habit of drinking. The Quraan instructed people in the

following verse not to come to prayers while intoxicated:

O you who believe! do not go near prayer when you are intoxicated until you
know (well) what you say (Quraan: 4:43).

In the above verse, the Quraan restricted alcohol consumption to certain times. Given that
Muslims should pray five times a day, and that prayer for Muslims is a must, there was no
chance to drink except in the evening when they had only eight hours maximum (there are
between two and eight hours between each prayer in 24 hours). So, even if they were to
drink, they had to do so in a way that allowed them to become sober before prayer time. In
other words, they had to consume alcohol in smaller quantities and in a shorter time. While

some people stopped drinking others began to control their drinking behaviour. However,
alcohol had not yet been banned (Zahrani, 1989).

Stage four

This stage saw the total prohibition of alcohol consumption according to the Quraanic

verses which read:

O you who believe! Intoxicants and games of chance and (sacrificing to) stones
set up and (dividing by) arrows are only an uncleanness, the Shaitan’s (Devil’s)
work; shun it therefore that you may be successful. The Shaitan only desires to
cause enmity and hatred to spring in your midst by means of intoxicants and
games of chance, and to keep you off from the remembrance of Allah and from
prayer. Will you then desist? (Quraan: 5:90-91).

Badri (1976) has related that when some Muslims heard the above verses, they replied:
‘We have desisted, O Lord! We have desisted’. At the same time some Muslims who were
drinking, as soon as they heard someone announcing, ‘kamar has indeed been prohibited,’
poured the remaining drinks upon the ground and broke the big clay pots in which other
drinks were being fermented (Badri, 1976). Although it is not well documented, some

scholars believe that the took around twenty three years between the first stage and the
final one (Al-Bar, 1986).



Punishment

When alcohol drinking became unlawful, there had to be some sort of punishment for
violating the prohibition. Before discussing such punishment, it should be mentioned that
one of the main objectives of Islamic laws is to protect five values, which are called the

five principles (Fied, 1984; Kamali, 1991):

1. Religion

2. The life of individuals

3. The mind
4. Lineage
5. Property

One of the Islamic laws meant to protect the mind was the banning of alcohol. It is not
only the consumption of alcohol that is prohibited, but all activities that are involved with
or lead to alcohol consumption (Eied, 1984; Maher, 1975). A detailed discussion about

what is forbidden in Islam with regard to alcohol will follow later.

In Islamic law there are two kinds of punishment for drinking alcohol. First, by drinking
alcohol the individual is committing the sin of violating Allah’s commands, which would
result in facing punishment in the hereafter. Allah promises such punishment only for those
who disobey him and continue drinking alcohol until they die. Such punishment would

include but is not limited to the deprivation of alcohol in the hereafter (Al-Muateq, 1985).

However, forgiveness is available for renouncing and repenting the drinking of alcohol
before death, in which case punishment in the hereafter is avoided. If an individual is
caught and punished by a temporal authority during his life, punishment in the hereafter is
likewise avoided (Eied, 1984). It is reported that while a man was being sentenced for

drinking, another cursed him for his persistent behaviour. Prophet Muhammad, then, said:

Do not curse him because God and his Prophet love him’ (Al-Muateq, 1985).



The second kind of punishment is delivered during a person’s lifetime and takes the form

of physical punishment. According to Islamic law, an individual who is caught drinking
alcohol should be flogged with 40-80 lashes (Eied, 1984; Imam, 1984; Kamali, 1991,
Maher, 1975). The number of lashes depends on the individual’s repetition of the offence

and the opinion of the Islamic judge. During the time of the Prophet Muhammad, alcohol
drinkers were punished with only 40 lashes (Eied, 1984; Maher, 1975).

Punishment applied to alcohol drinkers is called sadd (Kamali, 1991; Lampton, 1991). For
hadd to be executed, the following conditions should be met (Al-Shazili, 1984):

1.

At the time of the violation, the alcohol drinker should be adult and known to be sane.

So if a child or an insane adult drinks alcohol, no punishment is applied.

Drinking should be intentional. This means that if an individual is forced to drink, or

does not know that he/she is drinking alcohol, punishment is not applied.

Drinking should not be as the result of necessity. For example, in a case of severe thirst
where there is nothing to drink but alcohol, punishment is excluded. The Quraanic
verse reads: ‘But whoever is driven to necessity, not desiring nor exceeding the limit,

then surely your Lord is Forgiving, Merciful’ (Quraan: 6:145).

Drinkers should be aware of the prohibition against alcohol drinking. However, some
Muslim scholars have excluded this condition for the punishment of alcohol drinkers
(Imam, 1984).

One last thing concerning the punishment of alcohol consumption relates to the
committing of another crime while intoxicated. If an individual commits a crime while
intoxicated, say homicide for example, he/she will be dealt with as if not intoxicated at
the time of the act. This means an individual would get the deserved punishment
regardless of any consideration of being under the influence of alcohol. However, if the
individual is forced to drink or does not know the nature of what has been consumed,

exemption from punishment may be granted (Al-Shazili, 1984).



What is prohibited?

As mentioned earlier, prohibition applies not only to the act of drinking alcohol but also to
any kind of behaviour that has to do with alcohol consumption. All activities pertaining to
alcoholic beverages are forbidden in Islam. Such activities include drinking, selling,
producing, serving, carrying, receiving or buying it. The Prophet cursed ten categories of

people in relation to alcohol by saying:

Truly, Allah has cursed khamr [alcohol] and has cursed the one who brews it,
the one for whom it is brewed, the one who drinks it, the one who serves it, the
one who carries it, the one for whom it is carried, the one who sells it, the one
who earns from the sale of it, the one who buys it, and the one for whom it is
bought (Al-Shazili, 1984).

Prohibition of alcohol applies to any pattern of consumption, regardless of the quantity or
quality of alcohol being consumed. A small amount of alcohol is treated the same as a
large amount. Some Islamic scholars like Al-Bar (1986) point out that, given the nature of
alcohol and its effects on the body, a small amount may lead to a large one and so on, and
at worst it may cause addiction. When asked about the prohibition of drinking a small

amount of alcohol, the Prophet Muhammad replied:

Of that which intoxicates in a large amount, a small amount is haram
[forbidden] (Al-Shazili, 1984).

And on another occasion he said:

If a bucketful intoxicates, a sip of it is haram [forbidden] (Eied, 1984).

In addition, all types of beverages that contain alcohol are forbidden (Khater, 1984). The
definition of khamr includes not only wine but any substance which intoxicates, in
whatever form or under whatever name it may appear. Thus, for example, beer and similar
drinks are prohibited. Prophet Muhammad was once asked about certain drinks made from
honey, corn, or barley by the process of fermenting them until they became alcoholic. The

Prophet replied succinctly:

All intoxicants are khamr, and all types of khamr are haram [forbidden] (Al-
Muateq, 1985).



Prohibition includes giving or receiving alcohol as a gift. It is reported (Khater, 1984) that
a man brought a cask of wine to the Prophet Muhammad as a gift. The Prophet informed
him that Allah had prohibited it:

Shall I not sell it?’ asked the man. ‘The One Who prohibited drinking it has
also prohibited selling it,” replied the Prophet. ‘Shall I not give it to a Jew as a
gift?’ asked the man. ‘The One who has prohibited it has also prohibited that it
be given as a gift to the Jew,” said the Prophet. ‘Then what shall I do with it?”
asked the man. ‘Pour it on the ground,’ the Prophet replied (Khater, 1984).

However, alcohol usage for purposes other than consumption is not prohibited (Hazri,
1993). The use of alcohol for cleaning or as a deterrent is lawful, for example. It can even
be consumed if it is used as a medication. Some Muslim scholars have denied this as a
result of the Prophet Muhammad saying, when asked about the use of alcohol as a

medication:

It is not a medicine but a disease’ (Shwkani, 1973).

He also said:

Allah has sent down the disease and the cure, and for every disease there is a
cure. So take medicine but do not use anything that is prohibited as medicine’
(Al-Muateq, 1985).

Advocates of the use of alcohol as a medication base their arguments on an Islamic
principle according to which ‘necessity permits prohibitions’ (Al-Shazili, 1984). Therefore,
if an individual is very ill or at risk and there is nothing that can rescue him/her but

alcohol, prohibition does not apply in this case. The Quraanic verse supporting this reads:

But whoever is driven to necessity, not desiring nor exceeding the limit, then
surely your Lord is Forgiving, Merciful’ (Quraan: 6:145).

Why the consumption of alcohol is prohibited in
Islam

Although Muslims should not search into the wisdom behind God’s commands, especially
if such search takes the form of questioning God, many Islamic scholars have considered
the effects of alcohol drinking. As mentioned earlier, one of Islam’s objectives is the

protection of life, mind, property, lineage and religion. These five elements are called the



five necessities, and it is believed that drinking alcohol leads to the violation of ail of them
(Al-Shazili, 1984; Khater, 1984; Maher, 1975).

Caliph Ali Ibn Abi Talib, one of the companions of the Prophet Muhammad, said once,
‘When a person gets drunk, he raves, and when he raves, he accuses falsely’ (Al-Muateq,
1985). Drinking alcohol may result in being drunk. Drunkenness then may lead to
homicide, suicide, adultery, rape, stealing, neglecting religious practices, and/or

committing other unlawful behaviour (Al-Shazili, 1984; Eied, 1984).
When God prohibited the consumption of alcohol, he stated in the Quraan why he did so:

O you who believe! Truly, intoxicants and gambling and divination by arrows
are an abomination of Satan's doing: avoid it in order that you may be
successful. Assuredly Satan desires to sow enmity and hatred among you with
intoxicants and gambling, and to hinder you from the remembrance of Allah
(God) and from salat (prayer). Will you not then desist? (Quraan: 5:90-91).

In these two verses God advises people that one of the ways of making a success of life is
to avoid alcohol. The negative effects of alcohol at individual, family and societal levels

has recently been confirmed by many studies on alcohol (Hazri, 1993).

In addition, alcohol may stand in the way of a person’s success not only in life but also in
the hereafter, for alcohol leads to a neglect of religious obligations and remembrance of

God.

Discussion

The remainder of this chapter will be devoted to discussing whether the Islamic laws
pertaining to alcohol consumption were effective during the early stages of Islam?
Although there are few records on this subject, some have argued that alcohol consumption
was reduced to a minimal level (Khater, 1984; Maher, 1975). Al-Bar (1986) believes that
the Muslims’ response to the alcohol prohibition was genuine and rapid, and that the whole
of Islamic society was soon freed from its slavery to alcohol. Further, he states that the

reason behind such a response ‘was the strong belief Muslims of early stages were holding.
Belief makes miracles’ (Al-Bar, 1986).

Many factors have contributed to such success. First, Islam paved the way for an alcohol-

free society through changing people’s beliefs, attitudes, norms and views in many aspects



of their lives. Badri (1976) has indicated that instead of attacking alcohol consumption,
Islam first attacked the deep-rooted false beliefs and values upon which they were really
based. Idolatry, tribalism, and the ancient Arab morality were the real sources of the illness

of which gambling, adultery, and alcoholism were simply symptoms (Badri, 1976).

Secondly, after spending thirteen years establishing the new faith (Badri, 1976), Islam
adopted a gradual approach to changing people’s attitudes towards alcohol consumption.

This approach took three additional years to be effective.

A third factor was the elimination of the means by which alcohol could be obtained. This
included a prohibition of drinking, selling, producing and serving any beverages that

contained alcohol.

Strong personal and social attitudes towards alcohol were a fourth factor. People at that
time are believed to have had negative attitudes towards alcohol as a result of the strong
belief they held. Since the consumption of alcohol was in conflict with their faith, believers
chose to demonise alcohol for the sake of their faith. The strong faith of early Muslims
enabled them to do whatever was necessary to please God and his Prophet. Quitting
alcohol was not the only thing early Muslims achieved, for they also performed many
harder things only for the sake of God (Al-Bar, 1986).

Social attitudes affected the way people behaved towards individuals who consumed
alcohol. Such individuals were less respected by others and subject to social disapproval.
For example, many court cases have been reported in which Muslim judges rejected an
alcohol drinker as a reliable witness. Some scholars like Ibn Tyammiah (1985) states that

greeting people who drank in public was forbidden.

Fifthly, laws were enacted to punish those who drank alcohol. In addition to the promised
punishment in the hereafter, physical punishment in the form of flogging was prescribed
for the drinker of alcohol. Knowing of such punishment made people think twice before
breaking the law.

The sixth factor was the enforcement of laws. During the early stages of Islam, enforcing
as well as enacting laws in relation to alcohol contributed to minimising alcohol drinking

and its associated problems. It has been reported that, after the death of the Prophet



Muhammad, Caliph Omar bin Al-Khattab raised the punishment for drinking alcohol to its
maximum and used to flog alcohol drinkers with 80 strokes instead of 40 (Maher, 1975).

From the preceding discussion we can see that various interrelated factors including laws
formed a package for dealing with the problem of alcohol. Having said that, it should be
noted that, in spite of all the measures that were taken, alcohol drinking and its related
problems continued to exist in the early Islamic stages. Yet, they were maintained at a
minimum level. Total elimination of the problem is practically impossible to achieve even
in societies where consumption of alcohol is considered to be a deviant behaviour. Alcohol
consumption existed in the past and exists in the present and will continue as long as there
are living human beings. All a society can do is alleviate the problem by keeping the

consumption of alcohol to a minimum level.

Contemporary Islamic world

Given the above discussion about the early stages of Islam, one needs to think about the
laws relating to alcohol in the Islamic world of today. There are more than one billion
Muslims who  constitute today’s Islamic population. They are divided among countries
with different types of governments. Some countries are ruled by Islamic governments and
others by non-Islamic governments. These differences affecf the laws and attitudes
regarding alcohol. Even among Islamic states, laws and views in relation to alcohol vary

from one country to another.

While some Islamic countries, like Saudi Arabia and Pakistan, continue applying Islamic
laws concerning the drinking of alcohol, others have made slight changes to these laws (for
example, by imposing imprisonment instead of physical punishment). Other Islamic
countries, like Libya and Iran, have adopted very drastic laws. In Libya punishments for

the consumption of alcohol are prescribed as follows (Cortan & Mallat, 1996):

One.

Two.  If a person who is not a Muslim consumes alcoholic drinks in a public
or open place or is found apparently drunk in such a place, he shall be
punished by life imprisonment.

Three. Drinking, possession, serving and offering alcoholic drinks is
punishable by imprisonment for a period exceeding three years up to fifteen
years and a fine of between LD 1,000 and LD 5,000.



Other Islamic governments, like those of Egypt, Bahrain and the United Arab Emirates,
permit drinking and all associated activities with alcohol. In 1979 Egypt enacted a law
restricting alcohol consumption to non-Egyptians. A week later, this law was modified to
permit Egyptians to drink (Hazri, 1993). In addition to allowing alcohol consumption,
countries like Tunisia, Irag, and Morocco produce alcoholic drinks for use both at home

and abroad.

Some countries have returned to applying Islamic laws, including those which deal with
alcohol. Sudan for example began applying Islamic alcohol laws during the rule of
President Numari in 1984 (Al-Bar, 1986). On the other hand, although claiming Islamic
laws, in 1980 Yemen opened its first brewery for the production of beer for local

consumption.

So we can see variations between Muslim countries in enacting and enforcing Islamic laws
relating to alcohol. An assessment of the prevalence of alcohol-related problems would
have to be made in each of these countries individually. However, the increasing use and
abuse of alcohol along with other drugs is receiving more attention from the authorities,

institutions and people of the Islamic world as a whole.

Owing to its sensitivity, work on alcohol epidemiology has not yet been published in most
of the Islamic countries. However, although much research has been conducted into the
effects of alcohol, few have addressed the extent of the problem. Politicians, health
doctors, sociologists, social workers, columnists and many others discuss and warn about

the problem but never discuss its extent.

Conclusion

The subject of alcohol has continued to draw the attention of various parties. Public health
“practitioners, politicians, researchers, preventionists, alcohol producers, sellers, consumers,
alcohol dependents and their families, and even ordinary people are all interested in one
way or another with alcohol. The more the subject of alcohol is addressed the more
controversial it becomes. In addition, the interests of different parties are sometimes

strongly opposed.

Governments all over the world are devoting much effort, time and money to studying,

planning, and issuing laws and policies in an attempt to solve or at least to alleviate the



problems generated by alcohol (Hazri, 1993; Subhi, 1979). These laws and policies range
from regulating alcohol consumption to designing prevention and treatment programmes
and service. It seems that most societies are now adopting a control drinking approach,
which aims to apply on the macro level of laws and policies a method that is used to treat

alcohol dependency.

Alcohol-related problems are far beyond expectations. They are of all sorts and intensities
and affect people in various different ways. Alcohol consumption is a primary or
secondary factor in many work-related accidents, suicides, homicides, violent crimes and
motor vehicle accidents (Watkins, Eisele, & Matthews, 2000). Expenditure incurred in
dealing with alcohol-involved problems also far exceeds expectations. The United
Kingdom loses nearly £3 billion a year as a result of alcohol-related problems, while the

profits of alcohol industry is only £1.7 billion (Hazri, 1993).

According to Glucksman (1994), alcohol is thought to contribute to 50,000 deaths per year
and up to 500,000 hospital admissions annually in the UK. Thus, up to 40 percent of all
hospitalisation relates directly or indirectly to alcohol. Moreover, in 1995, a total of 6,507
deaths and 82,014 admissions to hospital were attributed to alcohol in Canada (Single,
Rehm, Robson, & Truong, 2000). In Taiwan, drinking has been found to be one of the
main causes of unnatural deaths (Wang & Chou, 1997). Two of five unnatural deaths are

associated with alcohol in Sweden (Sjogren, Eriksson, & Ahlm, 2000).

Alcohol is also associated with crimes and violence. In China, for example, Zhang, Welte,
Wieczorek, & Messner (2000) have found that alcohol is more likely to be involved with
violent crime than with property crime. Violent crimes include assaults to strangers and
domestic violence. In a study conducted to explore facial injuries in the UK, Hutchison,
Magennis, Shepherd, & Brown (1998) have found that eleven percent of all falls were
associated with alcohol consumption, and that 24 percent of facial injuries were caused by

assaults which took place in the streets outside public drinking establishments.

Ernst, Weiss, Nick, Casalletto, & Garza (2000) have pointed out that alcohol use is
strongly correlated with domestic violence. Incidents of physical violence between partners
are more likely to happen when alcohol is involved (Leadley, Clark, & Caetano, 2000).

Hutchison et al. (1998) point out that more women than men are assaulted at home.



As far as the problem of drinking and driving is concerned, about 40 percent of all fatal
traffic accidents in Canada and the US in 1986-1987 were alcohol-related (Naranjo &
Bremner, 1993). The authors have pointed out that similar statistics have been reported in
the UK and Europe (e.g. Sweden). According to Margolis, Foss, & Tolbert (2000),
between 1991 and 1996 a total of 3310 child deaths involved alcohol-related crashes in the
US. Furthermore, in 1988-1996, an estimated 149,000 child passengers were non-fatally

injured in crashes involving a drinking driver (Quinlan, Brewer, Sleet, & Dellinger, 2000).

Aside from domestic violence, alcohol is also a contributing factor in family problems.
Studying 147 teenagers, Cavanaugh & Henneberger (1996) found that 22 percent believed
that a family member had a problem with alcohol or other drugs. Also it has been found
that divorce and separation are associated with increased anxiety and depression, and

increased risk of alcohol abuse (Richards, Hardy, & Wadsworth, 1997).

With regard to alcohol and productivity, the absentee rate in alcoholics is 3.8 to 8.3 times
greater than that for non-alcoholic workers (Watkins et al., 2000). Naranjo & Bremner

(1993) have pointed out that at least 22 percent of work-related accidents may have

involved alcohol use.

Rutherford (1997) has pointed out that in the UK around one in five male patients admitted
to general medical wards have an alcohol problem and each year over one thousand
children are admitted to hospital for acute intoxication. In the United States, $120 billion
hospital admissions were linked to the abuse of alcohol in Hazri (1993). The social costs
are uncountable. Grief, anxiety, depression, and emotional distress that result from alcohol-
related events, such as deaths, violence, crime, family disputes, rape, and child abuse,
cannot be estimated in terms of money. In Great Britain an estimated £33 million are spent
on alcoholic drinks per day. Moreover, there are 40,000 alcohol-related deaths each year in
the UK (Rutherford, 1997).

Having given such facts, one would ask about the benefits of alcohol. Is it worth it? If
alcohol is believed to have some benefits (such as relaxation, pleasure and release of
tensions), is it worth taking the risks for such benefits? The answer to this question is
debatable and depends upon how the costs and benefits are viewed and weighed.
Analysing these is beyond the scope of this chapter. For some societies, the consumption
of alcohol is a question of ‘to be or not to be’. It is part of their lives and rooted in their

cultures. Elimination of alcohol consumption in such societies would be hard to achieve



R

and would cost a lot of effort, time and money. The failure of the United States during the
period 1920-1933 is an example of such experience (Mansoor, 1989). Instead of a total
prohibition, therefore, prevention and treatment measures may be more effective in

reducing the risks associated with alcohol consumption.

However, given the tremendous problems associated with alcohol as compared to its
benefits, continuity of prohibition might be appropriate in societies where alcohol is
already banned, although some small problems may arise as a result of such a prohibition.
Efforts should be concentrated on the enforcement of banning laws and on the design of
prevention and treatment programmes and services for those who disobey these laws and

become problem drinkers.

Summary

This chapter has been devoted to a discussion of alcohol in Islam. As one might expect, the
chapter has been primarily descriptive, though it has included some analysis. In addressing
this subject, a brief background about the sources of Islamic law has been provided;
Islamic laws in relation to alcohol have been detailed; the reasons for and nature of the
Islamic prohibition have been discussed; and the prevalence of alcohol-related problems
during the early stages of Islam have been presented. Finally, a discussion regarding Islam
and alcohol has been provided in the conclusion of this chapter. As alcohol in Islam is

discussed in this chapter, alcohol in Saudi Arabia is the subject of the next chapter.



Chapter 2. Alcohol in Saudi Arabia

Introduction

Before Islam, a very prestigious and beautiful lady invited a priest to her palace
in order to help her with a problem that she was facing. The priest came to the
house, but as soon as he had entered the door the servants locked it behind him.
When he came face to face with the woman, she told him that she had lied to
him and that she wanted him for a different reason. Issuing a threat, she told
him that he had to choose one of three things: drink alcohol, sleep with her, or
kill a man who was standing nearby. The priest, after great hesitation, chose to
drink, thinking that drinking was the lightest of the three sins. He became
drunk. She then asked him to sleep with her, and he did. Then she asked him to
kill the man, and he did that too. (Al-Bar, 1986)

This story (narrated from Prophet Mohammed) along with other stories of the same kind
are told to almost every child in Saudi Arabia. Families, teachers and religious men
repeatedly teach children how alcohol is evil and therefore should be avoided. In spite of
strong policies and laws and the stigma attached to alcohol, the consumption of alcohol

continues, and the problems resulting from it are increasing.

Like most other countries in the world, Saudi Arabia is experiencing rapid changes in
various aspects of its people’s lives. One of these changes, despite the conservative nature
of Saudi society, is an increasing exposure to alcohol and drugs. In this chapter, the
problem of alcohol in Saudi Arabia is discussed; some statistics relating to the prevalence
of alcohol are summarized; the policies and laws pertaining to the manufacture and
consumption of alcohol are explained; and some official and non-official views regarding
alcohol are reported. Finally, efforts made by the government to tackle alcohol problems,

and the actions needed in future, are also discussed.

The prevalence of alcohol in Saudi Arabia

It is worthwhile to mention that in Saudi Arabia, alcohol is viewed and treated in many
ways like any other illegal drug. It is therefore no surprise that Saudi Arabia is one of few
countries where the drinking, selling, dealing and manufacturing of alcohol is prohibited

and where offenders are subjected to legal punishment and social stigma.

Religious and social values in Saudi Arabia, along with the legal system, would seem to

have an effect on the level of alcohol consumption, which is much lower than in countries



I

where alcohol is allowed (Al-Damigh, 1997). However, no society is completely protected
from alcohol and drugs and their related problems (Al-Taweel, 1996), even in countries

such as Saudi Arabia where alcohol and other drugs are prohibited.

Obtaining accurate and systematic statistics about alcohol and drugs is hard to achieve
anywhere (Ismaeal, 1984) but particularly so in Saudi Arabia. It is hard to gauge even the
extent of the alcohol problem in Saudi Arabia. Part of the problem is that the statistics are
simply not there. In Arab countries there is a general lack of accurate information systems.
As Hajar (1991) put it, “unfortunately, the base line (epidemiological studies) for planning
and proceedings with relation to addiction is not well developed in the Arab world”.
Another problem is that, even if the statistical figures exist, they may not be available to
anyone who wants to see them, owing to the sensitivity of the subject matter, and a fear of

public criticism (Al-Najar, 1998).

It is worth mentioning that no single epidemiological study into alcohol use has been
conducted in Saudi Arabia. This is hardly surprising, given that epidemiological studies
into subjects of much less sensitivity and importance have not yet been undertaken. In
consequence, researchers, writers and health professionals have to rely on their own

observations in discussing issues relating to alcohol (e.g. Al-Baz, 1999; Al-Dossari, 1983).

Alcohol-related studies in Saudi Arabia consequently suffer from a lack of statistical data
that are necessary for an understanding of the dimension of the problem. With no reliable
database about the prevalence of alcohol and drug use and abuse, it is impossible to plan
effectively for the prevention and treatment of addiction (Hajar, 1991). Furthermore, of the
few alcohol-related studies that have been accomplished, no single study has provided data
on the size of the alcohol problem in Saudi Arabia. Instead, most researchers rely on non-
Saudi, even non-Arab, statistical figures as a basis for their research. Al-Bar (1986), for
example, devotes a complete chapter of his book to discussing the prevalence of alcohol in
Europe and the United States, while Al-Taweel (1996), Al-Khudiri & Al-Suaidan (1994)
and Al-Najar (1998) all use statistics on alcoholics in the United States to show how risky

alcohol consumption can be.

Some (e.g. Yousef, 1997) have indicated the growing problem of alcohol and drugs abuse
by reference to the numbers of people charged by the police with drinking, selling, or
manufacturing alcohol. Other researchers (e.g. Farook, 1983; Mahmood, 1993) describe

the extent of alcohol problems in Saudi Arabia by means of general statements rather than



statistical figures. Hence they merely state that alcohol consumption and the consequences

of drinking in Saudi Arabia have reached dangerous levels.

Briefly, the lack of alcohol epidemiological studies in Saudi Arabia can be accounted for
as follows:
1. Epidemiological studies in almost every social aspect, not only that of alcohol
consumption, have not yet been developed.
2. Alcohol is one of many topics that are very sensitive in Saudi society.
3. Alcohol problems have not received as much attention by the media as other illegal
drugs have (Al-Damigh, 1997).
4. The use of alcohol is a new phenomenon in the Islamic world, and especially in
Saudi Arabia. Consequently, a well-developed research foundation on alcohol has
not been established yet (Al-Khalidi, 1983).
Conducting research on the epidemiology of alcohol is a very large task that involves
money, time, effort and approvals. Such a task cannot be carried out by an individual

researcher.

Given the problematic issue of alcohol consumption in Saudi Arabia, the size and
seriousness of the problem are addressed here using two methods. First, I present some
statistical figures indicative of the extent of the problem, even though these cannot give an
accurate picture. Second, I examine what has already been said or written on the subject by

others.

One indicator is the growing number of admissions in three of Al-Amal hospitals of
individuals receiving treatment for substance abuse (Table 1, Ministry of Interior Statistical
Books, 1990-1994). Although such figures do not show the number of admissions by the
type of abused substance, alcohol abuse is known to be the primary form of abuse that is

treated in Al-Amal hospitals (Al-Bawardy, 1998; Al-Nahedh, 1999).



Table 1. Number of admitted patients in three of Al-Amal hospitals between 1¢89-1993.
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Number of admissions
Year 1989 1990 1991 1992 1993 Total
Hospital
Riyadh 3728 4024 5638 6290 6281 25961
Dammam 2563 3036 3147 3415 2394 14555
Jeddah’ - 3972 8212 12229 24413
Total 6291 7060 12757 17917 20904 64929

Table 1 shows that the number of admissions in Al-Amal hospitals, with the possible
exception of Dammam, increased dramatically between 1989 and 1993. It also shows that
Jeddah has the highest number of admissions for all years except for the year 1991. In
1993 for example, Jeddah had twice as many as Riyadh, and four times as many as

Dammam.

Al-Riyadh Daily Newspaper (13 August 2000) reported that Al-Amal Hospital in Riyadh
was witnessing increasing numbers of patients seeking treatment. The newspaper indicated
that the demand for treatment was so high that many patients had to be put on a waiting
list. The report added that many patients on the waiting list had complained to the
newspaper, expressing their desperate need for treatment. It was the first time that so
sensitive a report had been publicised in the country, and was perhaps an indication of a

growing trend towards the public discussion of sensitive social and health issues.

It should be borne in mind, however, that an increasing number of patients seeking
treatment is not necessarily an indication of an increase of the percentage of substance
dependence. There could be other reasons to account for it, including the following:

1. Since it was established 15 years ago, Al-Amal hospital in Riyadh has had a full
capacity of 280 beds. The population of Riyadh city back then was around 1.5
million but by 1999 had increased to 3.5 million (Ministry of Information, 21 July
2001). It is therefore not surprising that the pressure on the hospital has increased to
the point where it cannot serve the number of patients.

2. It is possible that the number of patients who voluntarily seek treatment has

increased as a result of their growing awareness of the need for treatment and or the

availability of treatment.

* Number of admissions for Jeddah for 1989 and 1990 were not available since the hospital started only
in 1990.



3. When the authorities intensify their efforts to fight alcohol and drugs, the dealers in
alcohol and drugs decrease their activities, causing a shortage in supplies. When

there is such a shortage, a demand for treatment increases.

According to the Ministry of Interior Statistical Books (1985, 1990, 1995, 1999), the
number of alcohol-related crimes (Table 2) revealed a tendency of growing numbers of
people to be involved with alcohol. Such involvement ranges from drinking to
manufacturing, possessing and selling alcohol. Comparing the figures for the years 1995 to
1999, Table 3 shows that although the number of incidents decreased for the manufacture,
possession and sale of alcohol in 1999, the number of individuals involved in those
incidents increased. In addition, the figures indicate that the numbers of both alcohol-
related crime incidents and individuals involved in those incidents had increased
considerably by 1999.

Table 2. Number of alcohol-related incidents discovered by police In selected years Number
of alcohol-related incidents discovered by police in selected years

Year Number of
incidents
1983 3023
1988 4627
1990 5063
1995 4999
1999 5309

Table 3. Numbers of alcohol-related incidents and individuals convicted in such incidents

presented by the type of crime in the years 1995 and 1999

1995 1999
Incidents People Incidents People
involved involved

Drinking 4318 5093 4786 5611

Manufacturing 232 551 127 278

Possessing 449 698 396 653
and selling

Total 4999 6342 5309 6542

Moreover, according to the General Presidency of Religious Enforcement Council’s
Statistical Report (1999), the numbers of incidents involving alcohol discovered by the
Religious Enforcement officers almost doubled between 1991 and 1999 (Table 4). It is
worth mentioning, however, that the function of the Religious Enforcement is to ensure the

compliance of people with the instructions of Islam, and report non-compliant behavior to
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the police. The police, in turn, according to the criminal evidence, would reject the case or
proceed with conviction procedures. The numbers presented by the Statistical Report of the
General Presidency Religious Enforcement Council might therefore be different from the

numbers presented by the Statistical Book of the Ministry of Interior.

Table 4. Number of alcohol-related incidents discovered by the Religious Enforcement
Council, 1991-1999

Year Number of
incidents
1991 1890
1992 1120
1993 2411
1994 2562
1995 2939
1996 1312
1997 2112
1998 2898
1999 2901

As to other indications of alcohol use in Saudi Arabia, Al-Turki (1989) reported that in
1985- in the Riyadh region alone, police confiscated 1271 bottles of Araq (a Middle
Eastern alcoholic beverage) and Cologne, 56 barrels of alcohol and twelve alcohol-
manufacturing kits. In addition, two local alcohol factories were discovered by the
authorities in late July and the beginning of August 2000. The Saudi daily newspaper
Economics (23 July 2000) reported that the Saudi Security Authorities had found a secret
factory for processing and bottling alcohol in Jeddah. The paper explained that the factory
had been erected in a villa and that the police had received complaints from neighbours

about the bad smell from the place.

When the policemen broke in they arrested one Saudi man and three Ethiopians (one man
and two women) who were manufacturing alcohol. The policemen found 1,750 Araq
bottles and 7,920 litres of Araq in barrels. The suspects admitted manufacturing and

distributing of these alcoholic beverages.

The second factory, according to 4! Riyadh Daily Newspaper (11 August 2000), was
discovered in a flat in Al-Baha City, in the south region of Saudi Arabia. The factory was
totally managed by non-Saudis who were occupying the flat. The authorities found 1,068
litres of fermented substance in plastic barrels ready to be distilled and 134 litres of Araq

ready for marketing.
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The Saudi Bureau of Drug Prevention and Control reported that they discovered 5,173 kg
of illegal drugs in 1983. This amount increased two years later to reach 6,083 kg (Taleb,
1994). Although, the amount of confiscated alcoholic beverages was not mentioned, it
would be assumed that the amount of alcohol was even larger since the punishment for
dealing in or smuggling alcohol is less than for any other drugs (Al-Khudiri & Al-Suaidan,
1994).

Further evidence of the increasing alcohol and drugs problem in Saudi Arabia is to be
found in the concerns that have been expressed by religious and political leaders, health
professionals, researchers and journalists. The Presidency of the Council of Ministers
(1982) recognised the increasing problem of addiction, and issued a bill requiring an
assessment of the need for addiction treatment facilities. The King of Saudi Arabia, Fahd
bin Abdulaziz, at the Second Islamic Conference in Islamabad (1--3 June 1989), indicated
that “all kinds of drugs, of whatever type, class or name, have become a very dangerous
disease that the world has to face" (Al-Khudiri & Al-Suaidan, 1994). Prince Naif bin
Abdulaziz, the Minister of Interior, has described addiction as a “devil affecting every
Saudi family” (4l-Amal Magazine, November 1995), where clearly he is referring to the

extended family or the family in its larger context.

In the preface of a book about alcohol addiction, Farook (1983) suggests that “in our
Islamic and Arab countries, we have reached the situation where drinking has to some
extent become socially acceptable” P. 3. Mahmood (1993) believes that alcohol and drugs
are one of the most serious problems that the Arab world, including Saudi Arabia, has to
face. Al-Bar (1986) mentions a report in the Saudi newspaper 4/-Maddina that nearly
50,000 Arabs come to London every year to get treatment for liver disease which is largely
the result of heavy drinking, especially of hard liquor such as whiskey. Another Saudi
newspaper, Al-Sharq Al-Awsat, reported that nearly one million Arab tourists visited

London in 1979, and most of those tourists don’t mind drinking alcohol (Al-Bar, 1986).

In an interview Dr. Al-Awaji, the former Deputy Minister of the Ministry of Interior, and
the current president of the International Council on Alcohol and Addictions (ICAA),
described alcohol and drug addiction as one of the nation’s main problems (4/-Amal

Magazine, August 1993). Al-Awaji strongly supported the initial establishment of
Alcoholics Anonymous (AA) in Saudi Arabia.



The Ministry of Interior Statistical Book (1992) indicated that crimes involving alcohol
(alcohol drinking, manufacturing and selling) composed 22 percent (5,063) of all reported
crimes (22,952) in 1990. This percentage increased to 27 percent (6,401 out of 23,488) in
1991. But it decreased again to 21.5 percent (5,294 out of 24,716) in 1992, Furthermore,
alcohol drinking, selling and manufacturing were at the top of the crime list, along with
theft, between 1980 and 1990 (Yousef, 1997). Also, it has been indicated that the highest
association be crimes is that between theft and alcohol drinking. In a study conducted on
employees of the Bureau of Drug Prevention and Control, 57 percent of the subjects

reported that there was a strong link between drinking and theft (Yousef, 1997).

With regard to the characteristics of alcohol users, Al-Bar (1986) points out that western
studies have indicated that addicts tend to be from the lower class, to be unemployed, and
to have mental and psychological problems. He alleges that in the Arab world, on the other
hand, most addicts received their education in the west, and are frequently politicians,
governors (leaders) or belong to the rich élite. Al-Bar does not mention on what basis he

arrives at such conclusion, however.

After studying the characteristics of alcohol and drug addicts in Riyadh Al-Amal, Al-Anazi
(1999) found that “alcoholics™ constituted 38 percent of the subjects studied. The author
also found that alcoholic patients were most likely to be single, unemployed, poorly
educated, and with low incomes. Al-Damigh’s (1997) study supported such findings. As
far as the age of alcohol users is concerned, studies reveal that alcohol drinking is prevalent
among young to middie aged men. Al-Damigh (1997) found that 47.2 percent of alcoholics
were between the ages of 26 and 33 years old. In opposition to this finding, Al-Anazi
(1999) found that 27.7 percent of alcoholics in the sample he studied were between 18 and
24 years old.

Furthermore, while the age of drug abusers in a study by Al-Anazi (1999) fell mainly
between 18 and 30 years old, alcoholics cover a much wider age range according to Al-
i)amigh (1997). However, both studies were carried out in Saudi addiction treatment
settings and therefore do not necessarily reflect the actual use of drugs and alcohol in Saudi
Arabia. Another study reveals that 83 percent of drug users are between 10 and 30 years
old (Mahmood, 1993).

As far as the socio-demographic data of those convicted of alcohol crimes is concerned,

data for the year 1995 and 1999 (Ministry of Interior Statistical Book, 1995 & 1999)




showed that the numbers of Saudis convicted of alcohol drinking were higher than non-
Saudis in both years (Table 5). However, whereas the number of Saudis convicted
increased, the number of non-Saudis decreased in 1999. The figures also showed that

alcohol manufacturing and dealing were dominated by non-Saudis.

Table 5. Numbers of people convicted of alcohol crimes by nationality, gender, and age in
1995 and 1999

Saudis Non- Males Females Adults Minors Total
Saudis

Drinking 1995 4146 947 5074 19 5090 3 5093
1999 4762 849 5603 8 2272 3339 5611

Manufacturing | 1995 108 443 510 41 550 1 551
1999 34 244 254 24 184 94 278

Possessing & | 1995 251 447 678 20 695 3 698
selling 1999 209 444 639 14 343 310 653

In addition, although the numbers of females was extremely low in all types of alcohol-
related crimes in 1995, it was even lower in 1999. With regard to the age, only three
teenagers were convicted of drinking in 1995, Surprisingly, the number of teenagers
convicted of drinking has increased very sharply to a figure that exceeded the numbers of
convicted adults in 1999. Such an increase is a worrying sign of potential drinking
problems among teenagers, especially when we discover that Cologne is their preferred
drink. Al-Turki (1989) gathered data on juvenile teenagers who had been convicted of
drinking and detained in the Juvenile Correction Center in Riyadh (Table 6). The data
showed that Cologne was the preferred drink in all the years presented. Moreover, alcohol
was the most prevalent drug among teenagers convicted of alcohol or drug taking in all the

years presented in Table 7.

Table 6. Number of teenagers’ drinking incidents as reported by the Juvenile Correction
Centre in the city of Riyadh, 1980-1984

Year Normal alcohol | Cologne Total
drinking drinking

1980 86 119 205

1981 57 98 155

1982 52 84 136

1983 25 54 79

1984 35 72 107




Table 7. Number of teenagers convicted of alcohol, solvent, and drug taking as reported by

Juvenile Correction Centre in the city of Riyadh, 1980-1984

Year Drinking Drugs Solvents sniffing Total
1980 205 23 10 238
1981 155 10 10 175
1982 136 15 17 168
1983 79 17 12 108
1984 107 12 12 131

With regard to the regional distribution of alcohol crimes, the Ministry of Interior
Statistical Book (1995) shows that overall the highest numbers of alcohol-related
convictions were in Riyadh, Makkah and the Eastern provinces (Table 8). The regional
distribution also revealed that the highest number of drinking convictions was in Riyadh
province. The highest number of cases of alcohol manufacturing was in Makkah province,

and the highest number of cases of alcohol possession and selling was in the Eastern

province.

Table 8. Number of alcohol crimes by the region and type of crime

Province Drinking Manufacturing Possessing & Total
selling

Riyadh 1568 53 86 1707

Eastern 1019 37 164 1220

Makkah 1095 77 161 1333
Aseer 85 7 0 92
Madinah 113 2 21 136
Qaseem 119 14 16 149
Jezan 58 4 0 62
Tubook 40 7 1 48
Northern 48 9 0 57
Najran 29 9 0 38
Hail 85 10 0 95
Bahah 20 0 0 20
Joaf 39 3 0 42
Total 4318 232 449 499

To conclude this section, the factors contributing to the use and abuse of alcohol and drugs
in Saudi Arabia, according to Al-Najar (1998), Al-Taweel (1996), Al-Nahedh (1999), and
Al-Khudiri & Al-Suaidan (1994) can be summarised as follows:

1. The economic crises during the 1980s have affected the economic and social status of
almost everyone in Saudi Arabia. As a result of these crises, some people tried to

escape of financial problems by drinking and using drugs.
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There is a lack of leisure places, in terms of both quantity and quality, where young
people can spend their spare time enjoyably in a constructive way. This may led some

people to spend their spare time destructively such as alcohol and drugs.

Because of limited educational, vocational and employment opportunities, many find

themselves with no job, or with low-income employment.

Due to the sudden economic, social and technological changes, society has become

more vulnerable to the use of alcohol and drugs.

For some people, large and quickly acquired incomes have facilitated their experience

of new things such as drugs and alcohol.

The shortage of appropriate and effective approaches to raising the awareness among

youth about drugs and alcohol.

With the increase of income, many have developed the habit of travelling abroad where

more freedom can be enjoyed, and new things can be experienced.

Some Saudis, who travel abroad to study and may have stayed for many years, have

brought home the habit using alcohol or drugs.

About 25 percent of the population are non-Saudis who have come either to work, or to
perform Haj or Umra. These populations represent different social and cultural
backgrounds, and some have brought with them their habits of drinking or drug using.

Some Saudi nationals must have been affected by these habits.

One of the most important factors is the weakening of religious beliefs and practices,

especially among youth.

Exposure of people, especially the youth, to all forms of the mass media, such as
television, the internet magazines in which alcohol and drugs could be presented as

something good.



Alcohol policies and laws: consuming, selling,
dealing, smuggling, and manufacturing

The judicial system in Saudi Arabia is based on Islamic Shari’a (law), and most laws and
policies relating to alcohol are derived from this. Islamic laws are applied to alcohol

consumption, selling, dealing, manufacturing and smuggling.

Mr Al-Herish (1999), an official employee of the Ministry of Interior, in a personal
interview about alcohol criminal procedures, pointed out that different security
departments (i.e. the police, the National Guard, and Religious Enforcement) had the
power of arrest for any alcohol-related crime. Then, the suspect has to be referred to a

police station immediately.

Al-Herish also mentioned that the suspect has to be questioned during the first 24 hours
after the arrest. The suspect may be kept in police custody no more than three days. During
that period a decision as to whether or not to press charges must be made. If a confession
or forensic evidence or both are obtained and recorded in the police station, the suspect is
referred to an Islamic court of law to verify the confession, or to present the forensic

evidence by the District Attorney, then returned to the police.

When asked if the suspect can be released on bail (Kafala), Al-Herish responded that only
in the case of drinking could this be granted. In this case close relatives must guarantee the
presence of the suspect whenever called by the judge or the police. The criminal charges

are then referred to the governor, who in turn refers them to the court.

However, Al-Herish maintained that the procedures would be the same for those arrested
on suspicion of alcohol manufacturing and dealing, except that suspects cannot be released

under any circumstances until a sentence is issued by the court and executed by the police.

In the case of alcohol smuggling, more government departments are involved, such as
Customs and the Border and Coastal Guards. Thus smuggling cases involve more

complicated criminal procedures.

With regard to alcohol addiction, Al-Herish explained that if an individual is caught for

drinking, and claims that he/she is an alcoholic, the suspect would then be referred to one



of Al-Amal hospitals for a laboratory test and interview. An assessment report must be

issued by the hospital and sent to the police.

The court usually takes the state of addiction into consideration when sentencing the
suspect. Nevertheless, the suspect must be punished according to Islamic law. In some
cases, the court may ask for the suspect to be placed in one of Al-Amal hospitals prior to

sentencing, Al-Herish concluded.

Forensic evidence required in cases involving alcohol-related
offences

With relation to conviction evidence, it is enough for the judge to convict a drinker if the
following evidence exists: 1) report of a smell of alcohol, or a smell of vomited alcohol, 2)
two witnesses who can swear that they saw the person drinking, or a self-confession (The

Presidency of Council of Ministers, 25 July 1977).

However, since the smell of alcohol might be confused with the smell of other substances
such as a medication, the law in Saudi Arabia has asked the judge to rely on a laboratory
blood test in order to convict the suspect (Ministry of Interior, 1989). Others have argued
that this evidence should not be sufficient alone and that there should be additional

evidence to support it (Zufair, 1995).

Due to recent technological developments in alcohol testing, alcohol criminal procedures
in Saudi Arabia have been modified to include the forensic evidence of blood testing. Al-

Ajrafi (1999) summarised the latest version of alcohol-conviction procedures as follows:

1. Report of alcohol smell, which must be prepared by the investigator, a member of the

religious authority, and the physician on duty.
2. Referral to the laboratory for a blood sample analysis.
3. Search of the suspect's criminal record.
4. Interrogation of the suspect, and obtaining a confession.

5. Verification of the confession in front of the court.



6. Referral of the case to the court.

Types of punishments for alcohol-related offences

Many alcohol laws have been passed by the Office of the Head of Judges (Zufair, 1995)
after having been recommended by the Council of Senior Ulema (a higher council which
discuss any aspect of life and provides recommendations based on Islamic laws). Although
the Islamic punishment (had) for alcohol is 40-80 lashes, other types of punishments have
been introduced by the judicial system in Saudi Arabia. Imprisonment or increasing the
number of lashes are examples of such punishments. However, it has been argued that
these punishments are Islamic as well, and that they go under a type of punishment called
tasser (a type of punishment that is left to the court to decide, and can range from lashing

to execution).

The type and level of punishments for alcohol drinking varies according to the drinker’s
age (child or adult), mental status, intention, criminal record, repetition of drinking
convictions, and other circumstances, including the judge’s personality. However, a regular
punishment for alcohol drinking, as recommended by the Council of Senior Ulema, is 40—
80 of lashes, “as prescribed by the Islamic law” (Ministry of Justice, 1976; Zufair, 1995).
With regard to the number of lashes, Saudi law allows a maximum of 80 to be prescribed
(The Presidency of Council of Ministers, 25 July 1977), though this sentence is reserved
for those who drink for the first time (Ministry of Justice, 1976). Furthermore, the
Presidency of Religious Research (1977) has recommended that the 80 lashes must be

applied in a single session.

In cases of repeated drinking, the convicted drinker might be sentenced to imprisonment,
more lashes, or both, as well as the drinking punishment (had) (Ministry of Justice, 1976).
It is left to the judge to decide whether to impose a sentence of lashing or imprisonment
upon those who are repeatedly caught drinking (Presidency of Religious Research, 1977).
Under what is called tasser, the upper limit of the number of lashes or imprisonment is not
specified. For the individual repeatedly convicted of drinking, the level of punishment is
increased every time he/she gets caught. Although some Islamic scholars demand that a
drinker caught for the fourth time should be sentenced to death, this type of punishment
has not been applied in Saudi Arabia (Zufair, 1995).



Punishment is prescribed for alcohol use regardless of the amount taken. Zufair (1995)
claims to have witnessed many law cases concerned with alcohol drinking, in none of
which the judge asked about the amount of alcohol consumed. Furthermore, punishment
for drinking alcohol is not restricted to alcohol per se, but is extended to any drink or any
substance leading to intoxication,regardless of its shape, form, or the way it is used. For
example, in 1965 the punishment was applied to someone charged with drinking Cologne
(Zufair, 1995).

In addition, an alcohol drinker is held liable for any other wrongdoings he/she commits
while intoxicated. Consequently, the punishment for alcohol drinking is applied in addition
to the punishment that a drinker may earn for an offence committed while intoxicated,
whether a traffic offence or a criminal act (The Presidency of Council of Ministers, 25 July
1977).

With regard to the punishment of alcohol manufacturers and dealers, the Ministry of
Justice (3 March 1980) indicated that the punishment for such people is left for the judge to
decide under tasser had. This means the punishment may vary from one case to another
according to the drinker’s circumstancesi the judge, and the circumstances of the crime
itself. With alcohol smuggling, the punishment is similar to that of dealing and
manufacturing (Ministry of Justice, 3 March 1980).

People’s attitudes towards alcohol

According to the Ministry of Information (21 July 2001), the total population of Saudi
Arabia is 21.4 millions. About 25 percent of this population are non-Saudis (Al-Seriani,
1992). Although Islam is the only religion among Saudis (Ministry of Information, 21 July
2001), religious commitments or affiliations vary from one region to another, from one

family to another, and from one individual to another.

Saudi society is religious for many reasons. First, Saudi Arabia is the place where the
Prophet Mohammed was born, and where Islam was founded. Second, Saudi Arabia is the
place where the two most important Holy Mosques for all Moslems are located. For both
these reasons the country is considered a role model for all other Moslem countries.
Thirdly, in addition to encouraging people to follow the instructions of Islam, on which the
Saudi governing system is based, the government directly or indirectly enforces their

compliance as well. Consequently, Islamic beliefs and instructions have a strong effect in



shaping almost all aspects of people’s lives. One of these aspects is their attitude to
drinking alcohol . Hay, Kohli, & McKeganey (2001) have shown that attitudes towards

drinking are influenced by the strength of an individual’s religious or cultural beliefs.

That is not to say that nobody drinks in Saudi Arabia, rather that drinking alcohol, is
unacceptable on religious, cultural and legal grounds. In fact, owing to various factors
discussed earlier in this chapter, alcohol and drugs use and abuse are a problem that is
getting larger and larger (Al-Damigh, 1997). Even those who drink or use illegal drugs
know that what they are doing is prohibited by their religion, and that they should not do it
(Al-Turki, 1989).

Although no research has been conducted into Saudis’ thinking, beliefs and attitudes with
regard to alcohol, it can be confidently stated at the start of this discussion, that the Islamic
prohibition of alcohol is widely adopted by the majority of people. Indeed, the prohibition
of other drugs is based on the Islamic principle which outlaws alcohol and which says,
“every intoxicant is haram (prohibited)” (Zufair, 1995). This prohibition of alcohol is

rooted in the soul and mind of the people through a long process of socialisation.

In accordance with the Islamic view, Saudis tend to see alcohol as evil, and often associate
it with sin and criminal acts. Children are taught through family, school, religious scholars
and the mass media that alcohol is forbidden. Thus, for a typical Saudi family alcohol is
not a topic that can be discussed except with the assumption that it is forbidden. Even for
those families who have a drinking member, a father or son for example, the subject of
his/her drinking is hard to discuss openly. Also, a father who drinks usually tries not to
drink in front of his family. A son would try his best to keep his drinking secret from the
family. The secrecy, stigmatisation, and sensitivity of the subject of alcohol make

discussion of it difficult and the problem of addiction even harder to treat.

Almost all people who drink tend to conceal their drinking even from their close relatives.
It is enough for a wife, if she wants to get a divorce from her husband, to prove that he is a
drinker. Such a divorce plea would be strongly supported by the court (Al-Muateq, 1985).
A wife may spend many years with her husband not knowing of his drinking because he
may drink outside the house and stay the whole day out, or he may only practise his
drinking when he is abroad. Also, a drinking husband might find any excuse to conceal his
drinking from his wife, especially if she is ignorant about the signs of drinking. In some

cases, even if the wife knows about her husband’s drinking, she does not dare to discuss
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the problem with him for many reasons, such as the fear of stigma, family problems,

divorce, or because she does not want to believe it.

The parents or custodians of a girl usually investigate any man who wants to marry their
daughter. One of the very important things that parents usually investigate is whether the
person seeking their daughter’s hand is an alcohol or drug user. Consequently it is very
hard for a drinker to find a family that will allow him to marry their daughter. From my
own personal experience, I have known many fathers to come to Al-Amal hospitals in
order to find out whether the person seeking to marry their daughter has a history of

alcohol or drugs taking.

In general, people think of drinking as something that a good person would never do. A
drinker is also regarded as someone who cannot be trusted. In court, for example, the judge

rejects the testimony of a witness who happens to be a drinker (Al-Muateq, 1985).

While it is not acceptable for men to drink in Saudi Arabia, the stigma attached to women
who drink is even greater. Women with an alcohol problem often have painful experiences
as a result of the widespread disapproval of their drinking. Although alcohol problems
among Saudi women are not too apparent, they do exist (4l-dmal Magazine, August 1999),
and the stigma and disapproval associated with them have a profound effect in
complicating them further. These problems range from concealing an alcohol problem to

finding the appropriate facility for treatment, and getting access to and accepting treatment.

For the first time, in February 2000, Al-Amal hospital in Riyadh started a treatment
programme for women with alcohol and drugs problems (dAl-dmal Magazine, March
2000). The Minister of Interior commented that the launching of this programme did not
mean that we had a dangerous problem with women’s addiction, but rather that the facility
should be ready to provide a service for whoever needed it (4/-dmal Magazine, March
2000). The initiation of this programme was considered a major step forwards in the

treatment of a condition of such social sensitivity.

The use of alcohol by teenagers and young adults in Saudi Arabia represents a special
problem. More than half (60%) of those convicted of drinking alcohol in 1999 were minors
(Ministry of Interior Statistical Book, 1999). Although the young do not talk about the
subject publicly, among their peers they seem proud of the fact that they drink. Many of

them associate drinking with pleasure and having a good time. For some, drinking is often



linked with travelling abroad (Al-Khudiri & Al-Suaidan, 1994). Others travel abroad
mainly for the sake of drinking (Al-Bar, 1986). However, many have been introduced to
drinking inside the country. Some youngsters who do not drink nevertheless do not mind
going with friends to places where alcohol is consumed. Such acceptance may have an
impact on their own and their children’s attitude towards alcohol in the future, especially in
view of the fact that people under eighteen years old constitute more than 50 percent of the

country’s total population (Ministry of Information, 21 July 2001).

With regard to the types of alcoholic drinks consumed in Saudi Arabia, Araq, a locally
made alcohol, and Cologne are the most prevalent. Other types of alcoholic beverages are
of low use because they are hard to get and expensive to buy. Although Cologne drinking
is believed to be very harmful for the health (Kinney & Leaton, 1991), since it contains a
very high percentage of methyl alcohol, many use it as their drink of choice (Zufair, 1995).
This type of alcohol is consumed by teenagers especially (Al-Turki, 1989). Others may

only use it as a substitute for Aragq.

Tackling alcohol problems

In order to address its alcohol problems, Saudi Arabia has implemented various strategic
plans in the area of protection, prevention and treatment. These plans, according Al-
Khudiri & Al-Suaidan (1994), aim to be:

1. Comprehensive: most government and non-government agencies, directly or indirectly,

give some kind of effort to dealing with the problem of alcohol and drugs.
2. Integrated: every agency has a role to play in the war against alcohol and drugs.
3. Balanced: protection, prevention and treatment are given equal emphasis.

In the area of protection, the government has totally banned the consumption, selling,
dealing, manufacturing and smuggling of all types of drink that contain alcohol. In
addition, laws and policies relating to alcohol have been issued to enforce the ban. Severe
punishments await anyone who consumes, sells, deals, makes or smuggles alcohol. A
major effort is made to foil attempts to smuggle alcohol and drugs into the country. There

are also valuable rewards for any person or group which helps in discovering any selling,
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dealing or manufacturing of alcohol (The Presidency of Council of Ministers, 25 July
1977).

In pursuing a preventative approach, both government and non-government agencies are
paying much attention to increasing people’s awareness of the ethical, religious, and health
implications of taking alcohol and drugs. Politicians, health professionals, social workers,
religious leaders, teachers and others are playing an important role in such awareness
raising. The mass media are also being used. Moreover, professional and academic
seminars, workshops and conferences on the subject of alcohol risks are encouraged and

supported by all agencies.

With relation to treatment, the government has established four facilities that provide
treatment services to people with drinking problems (Al-Khudiri & Al-Suaidan, 1994).
They are located in the largest provinces in the country. The treatment of alcohol and drugs
is provided by those government facilities only, for no private health agency is allowed to
offer addiction treatment. This policy gives the government total control of the facilities,
but it unfortunately has two negative side effects. First, many treatment seekers may
dislike the services or approaches provided by Al-Amal hospitals. As a result some may
avoid seeking treatment, and others may undergo treatment but against their will, which
can have a negative impact on the treatment outcome. Second, because the hospitals are
public, certain people — the rich or famous, for example — may avoid seeking treatment
either because they do not want to be mixed with ordinary people, or because they do not

want to be seen as having a drinking problem.

More facilities are needed in the area of treatment as well as in extended care. Also,
although Al-Amal hospital in Riyadh has just started a treatment programme for women
with alcohol problems (Al-Amal Magazine, March 2000), more facilities are urgently
needed to provide services to women and children with alcohol problems. Allowing the

health private sector to provide addiction treatment is needed as well.

Future needs

As discussed earlier in this chapter, alcohol consumption as well as its related problems are
increasing. In order to tackle these problems effectively, further steps need to be taken.

These steps are summarised as follows:
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1. Facilitating and funding alcohol epidemiological studies.
2. Establishing more effective laws and policies to prevent driving while drinking.

3. More effective laws and policies against Cologne drinking, owing to the serious harm

resulting from this.

4. Appropriate strategies for increasing people’s awareness of alcohol-related problems,

such as choosing the right target, place, and time.

5. Dispelling the ambiguity surrounding certain aspects of alcohol consumption, such as

whether an alcohol drinker should be considered a criminal or a patient.
6. Increasing treatment facilities.
7. Providing treatment services for women and children.

8. Allowing the private sector to provide alcohol treatment services.

Discussion

In Saudi Arabia, the subject of alcohol and its related problems receive less publicity than
the problems associated with other illegal drugs. One reason for this is that the media
continually discuss the dangers of drugs but give less attention to alcohol (Al-Damigh,
1997). Unlike other illegal drugs, alcohol is specifically prohibited in Islam. Although
other drugs are not mentioned by name in Islamic scripture, they are included in the
prohibition since Islam forbids the use or abuse of alcohol or any other intoxicating
substance, no matter what the name of that substance is. Because most illegal drugs have
been newly introduced to the country, they receive more attention from the media, the
government and researchers. In addition, the subject of illegal drugs is receiving more
attention from world governments, and national and international organizations. This
global attention has had an impact on the Saudi view of illegal drugs, but at the expense of

alcohol.

The legal, social and religious attitudes towards alcohol in Saudi Arabia (and in some other

countries where alcohol is prohibited) make it necessary to understand many aspects



relating to alcohol consumption in such an environment. Yet, in spite of countless research
studies on alcohol internationally, almost all of these studies have been carried out in
countries where alcohol is allowed, with the result that none has focused on the

implications of alcohol as an illegal substance.

While the studies of illegal drugs take into consideration the legal as well as the social,
religious and family implications of drug use, alcohol studies tend to concentrate on the
various types of alcohol consumption and the impact of excessive drinking on health,
family, jobs or the economy, rather than on any criminal aspects of drinking. For example,
a respondent might be asked if he/she had ever taken any kind of drug, or if he/she had
ever been convicted for drug taking, but this respondent would never be asked if he/she

ever been convicted of using alcohol.

It is the researcher’s contention that alcohol use in a country where it is illegal has a
different cultural and social meaning as well as a different effect on the body and mind
than in a country where alcohol is allowed. After studying Mormon and Fundamentalist
Christian populations, Linsky, Colby & Straus (1986) noticed that some alcohol-related
problems appeared to be a response to thg strong cultural disapproval of drinking. It has
been noticed that when they drink abroad many Saudis get drunk fast, and lose control of
their drinking, although no research has been carried out to support this observation. When
drinking takes place inside the country, on the other hand, alcohol users drink responsibly
and behave carefully. It seems that fear of getting caught and its consequences, such as

severe punishment and loss of job and reputation, impacts on the behaviour of drinkers.

Another of the researcher’s assumptions is that, because drinkers are afraid of being
caught, they take extra precautions, such as drinking in private or remote places, or staying
away for a whole night. Moreover, it is believed that the impact of alcohol on the drinker is
affected by many variables, such as the person’s weight, sex, fullness of stomach, the
amount of alcohol consumed, pattern of drinking, type of drink, drinking history, and the
state of mind at the time of drinking (Pandina & Schuele, 1983). Therefore, it would be no
surprise to find that alcohol functioned differently in Saudis who at the time of drinking
were afraid of being caught than it did on others who can drink at any time, in any place,

without fear of being seen or caught.

The various aspects of alcohol consumption in Saudi Arabia needs to be given more

attention by both professionals and researchers. The areas that still need to be studied



include alcohol epidemiology, vulnerable groups, the impact of alcohol on the mind,
people’s attitudes towards alcohol, the effects of alcohol, social, economic, and health

problems resulting from alcohol, and the treatment of problem drinkers.

More effort and more effective approaches need to be applied to the areas of prevention
and treatment. The use of appropriate strategies and the provision of accurate information
to specific groups are essential to successful prevention. Effective utilization of the media,
local leaders, and famous sportsmen should be achieved. Moreover, since Cologne

drinking is very dangerous to health, it should be given special consideration.

Treatment facilities for all categories of patients, especially women and children, should be
established and developed. There is a need to expand the existing treatment facilities to
increase the number of beds and to give easy access. Allowing the private sector to
participate in the provision of treatment would make treatment more accessible as well as

providing alternative approaches to treatment.

Now as alcohol in Saudi Arabia is discussed in this chapter, in the next chapter the
literature regarding alcohol use in Saudi Arabia, the Arabian Gulf, the Arabic world, and

globally will be reviewed.



“40

Chapter 3. Studying Alcohol Use

Introduction

Demographic and psychosocial characteristics of populations in relation to alcohol use
have been the subject of many clinical and theoretical research studies. Data in this area
have been established and documented for many nations, and are very useful to various
parties (such as health professionals, policy makers and researchers) who have an interest
in reducing the harms that result from alcohol consumption. Treatment plans and
programmes to reduce such harms would not be effective if they were not based on a sound

understanding of alcohol consumers themselves.

Furthermore, although the demographic and psychosocial characteristics are useful in
looking at alcohol problems on a macro level, they are even more useful in focusing
attention on certain groups (such as religious, social, ethnic, economic, working or
educational). After studying demographic characteristics among college students,
Weschler, Dowdall, Davenport, & Castillo (1995) suggested the need for early intervention
among high-school students as a way to prevent drinking problems in adulthood. Adams,
Yuan, Barboriak, & Rimm (1993) and others have studied alcohol-related hospitalisations

among elderly people using prior demographic data.

In this chapter, the literature related to the demographic and social characteristics, patterns
of drinking, health and risk behaviours of drinkers are reviewed. The chapter is divided
into three sections. The first is devoted to reviewing alcohol studies in Saudi Arabia. The
second is a literature review of alcohol studies in the Arabian Gulf States and some other
Arab countries. The third is a general review of studies of alcohol world-wide. This last
section is divided into sub-sections: alcohol public surveys, alcohol in ethnic groups,
alcohol in treatment, alcohol health risks, drunken driving, alcohol-related crime, and
alcohol and smoking. It should be noted, however, that throughout this literature review a

great emphasis is placed on demographic and social characteristics wherever applicable.

Alcohol studies in Saudi Arabia

Very few behavioural researches have been conducted with regard to alcohol use in Saudi
Arabia. Some studies, of a largely theoretical kind, have concentrated on alcohol and

Islam. Other studies have been of a purely medical and experimental nature involving
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alcohol. The reasons for the lack of field behavioural alcohol studies are discussed in

Chapter [No.3], ‘Alcohol in Saudi Arabia’.

One of the first alcohol studies was that of Al-Angari (1988), which was carried
out in two Al-Amal hospitals. The author attempts to investigate the relationship
between the Minnesota Multiphasic Personality Inventory (MMPI) profile of
alcoholic patients and the Michigan Alcohol Screening Test (MAST), and the
interactions between the MMPI and personal characteristics (age, marital status,

educational level and occupation).

A comparison is also made between the MMPI profile of alcoholic patients in Al-
Amal hospitals in Saudi Arabia and the MMPI profile of alcoholics in the United
States. 83 alcoholic patients in two addiction hospitals in Saudi Arabia
participated in this study, and three questionnaires were used to collect the data.
Key findings of this study were that Saudi alcoholics receiving treatment were most likely
to be 34 years old or younger (85%), unmarried (>65%), and poorly educated (62% had
reached intermediate level or lower), and about fifth of the subjects were unemployed. The
researcher also found that overall there was no significant correlation between the MMPI
profile and the personal characteristics (age, marital status, educational level and
occupation) of hospitalised Saudi alcoholics. Although one of the main hypotheses of the
study was to test personal characteristics against the MMPI, the researcher did not include
enough personal characteristics to be tested. Characteristics such as level of income, living
style, type of accommodation, number of people living with the subjects would have been

very beneficial in providing more reliable results.

In order to explore the social factors related to the relapse of drugs users and abusers after
receiving treatment, Al-Ryias (1995) surveyed 399 relapsed subjects in three Al-Amal
hospitals in Saudi Arabia. He also, surveyed 100 patients who stayed sober for three

months or more as a control group. 49 treatment members were included in the study.

When comparing the demographic characteristics of relapsed and unrelapsed alcoholics,
the author found that relapsed alcoholics were most likely to be younger, unmarried,
unemployed, living in urban areas, and with fewer years in education, and a lower monthly
income. He also found that the death of one or both parents was higher among relapsed
alcoholics. Having an alcohol user/abuser as a relative was higher among relapsed subjects.

Although the study provided more insights into the demographic characteristics of alcohol
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and drug users and abusers, it is not known how the control group (unrelapsed subjects)
was selected. It would have been more useful if the author had drawn an overall picture of

the demographic characteristics of both groups.

The demographic characteristics of 72 Saudi alcoholics in three alcohol treatment facilities
(Al-Amal hospitals) have also been described by Al-Damigh (1997). The author attempts
to explore the types of alcoholics in Saudi Arabia, using Jellinek’s (1976) alcoholism
classifications. An attempt is also made to compare the results of the study with 92
American alcoholics. The author found most of the subjects to be in middle age or younger
(>50%) and unemployed (56.9%). Given the fact that the aim of the study was to classify
the subjects according to Jellinek’s typology of alcoholics, it would have been more useful
had the researcher included more social characteristics and tested their relationship with

each of the classifications.

In a more recent study of 122 addicts in Riyadh Al-Amal Hospital, Al-Anazi (1999)
attempted to identify three dimensions of the alcoholic’s and drug addict’s personality
(social, religious, and moral). The author uses the casework approach to achieve the aim of
the study. The study concludes by summing up the characteristics of the addict. Of the 122
subjects, 47 were alcoholics. By focusing on the élcoholics’ demographic characteristics,
the researcher found that a large proportion of alcoholic subjects were in the age group 18—
31 (49%), living in urban areas (78.3%), unmarried (53.2%), poorly educated (more than
70% were below the intermediate level), living with one or both parents (53.2%), and
living with 4 people or more (90%). He also indicated that 40.4 'percent of alcoholic
subjects were unemployed and that more than half were earning an income lower than
SR3000 (around £ 600).

It is clear that the results of all these four Saudi studies (Table 9) of the characteristics of
drinkers are very similar, except as regards work status. Being young, unmarried, poorly
educated, unemployed, and urban resident were the most common characteristics of

hospitalised Saudi alcoholics.

Howei/er, several points are worth mentioning about these four studies. Two of them relate
mainly to the subject of alcohol, whereas in the other two alcohol is included as one among
other drugs being studied. In addition, none of the four studieé provided sufﬁciently
detailed information regarding the drinking problem of the hospitalised Saudi patients.

Information should have included a comprehensive profile of the drinker, patterns of



drinking, details about the onset of the problem, the drinker’s health status, harmful
practices and the consequences of the drinking problem. Finally, in none of the four studies
was the study population taken from all the treatment hospitals in Saudi Arabia. Therefore,
the generalisability