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Preface by Principal investigator for NIMH Team

Substance use is a major public health problem in the world today. Economic and social impact
of substance use are huge. Substance abuse is a type of common mental morbidity which is
defined as chronic organic brain disorder. Due to multiple reasons these disorders are often
hidden by individuals and the society and consequently people with substance use remain out of
treatment and lead a poor quality of life. Mental health service facilities including substance
abuse are limited and treatment gap is very high in Bangladesh. Information on mental illness in
general are somewhat available in the country. But information on substance use are required
for proper planning of total mental health services.

Narcotics Controll Act, Bangladesh is in place in the country. National Mental health Policy has
been drafted and is under consideration of the Government. Development of Strategic Plan for
mental health including substance abuse is in progress. Substance use, mental health and
suicide and are in Sustainable Development Goals (SDGs) of United Nations and Bangladesh
has adopted programs to achieve the goals.

For further strengthening of mental health programs including program on substance use with
evidence-based data Ministry of Health & Family Welfare (MOH&FW) commissioned National
Institute of Mental Health (NIMH), Dhaka to undertake a survey among nationally representative
population of the country.

NIMH, Dhaka in support of NCDC of DGHS under MOH&FW undertook a collaborative initiative
with Bangladesh Beureau of Statistics (BBS) to collect information on substance use involving all
eight divisions of the country. A team of investigators from NIMH including mental health and
public health professionals worked with NCDC and Bangladesh Bureau of Statistics (BBS).

Results of the survey are presented here in a report form. Methodology described and followed
will help to understand findings of the survey and guide future researchers to work in this field.
This national scientific work has enhanced capacity of NIMH to take further initiative in this
regard. Findings of the survey will be used by the government and concerned sections to
strengthen current services on substance abuse and develop evidence based strategic plan in
the country.

The NIMH Team expresses its sincere gratitude to all individuals, sectors and people of
Bangladesh for their involvement and participation in the survey.

Our efforts will be successful if the leadership in mental health in Bangladesh uses the survey

data for development of related services in the country.

Professor Dr Md. Faruq Alam
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Summary

Substance abuse and mental disorders exert detrimental effects on individuals, families,
communities and health services. The prevalence of substance abuse is on rising trend in
the country. This two stage nationwide multicentric community based survey was conducted
by National Institute of Mental Health, Dhaka during the period of September 2017 to July
2018 to determine the prevalence of substance use, its risk factors and associated mental
disorders among people in Bangladesh. A scientific committee consisting of senior
psychiatrists and biostatician supervised and monitored the study. Departments of
psychiatry at divisional medical college locally coordinated the respective part of the study.
The quantative study was cross sectional in nature with some qualitative parts specially to
look for risk factors. In the first stage 19800 respondents in 140 clusters aged between 7
years and above were approached by the trained data collectors with standard printed
questinnaires to collect information. Among them 19692 respondents were finally
interviewed. Diagnoses of substance use and mental disorders were made in the second
stage of interview by research psychiatrists following DSM 5 diagnostic criteria of mental
disorders. Prevalence of substance use was found 3.3%, 1.5% and 0.2 % among population
18 years and above, 12 to 17 years and 7 to 11 years respectively. Prevalence of substance
use was 4.8% among male and 0.6% among female. Most frequently used substances
include cannabis in 42.70%, alcohol in 27.5%, amphetamine (yaba) in 15.20%, opioid in
5.3% and sleeping pills in 3.4% users. Among professions of substance users 6.7% were
labor, 5.7% unemployed, 4.3% bussiness man, 3.8% farmer and 3.5% service
holdersExtremes of social classes were found as increased users of substances such as
people with low income 3.2% and people with high income 3.8% using as against 2.6% in
middle income group. Results of qualitative research shows risk factors of substance uses
are curiosity, bad company, easy availabilty of substances, lack of supervision of guardians
and defective parenting. Prevalence of mental disorders was found 13.7% among
population 18 years and above and 17.3% below 18 years of age. Division wise prevalence
of adult mental disorders were 15.5% in Rajshahi, 14.8% in Rangpur, 14.7% in Khulna,
14.2% in Dhaka, 13.8% in Chittagong, 13.6% in Sylhet, and 13.0% in Barishal. Among total
diagnosis of mental disorders Depressive Disorder were 24.8%, Somatic Symptom
Disorder 15.9%, Generalized Anxiety Disorder 13.9%, Neurodevelopmental Disorders were
10.5%, Schizophrenia Spectrum and Other Psychotic Disorders 4.7%, Conduct Disorder
4.7%, Bipolar and Related Disorders 3.7%, Obsessive Compulsive Disorder 3.1%,
Conversion Disorder 1.8%, Eneuresis 1.3% and Dementia 1%. Data of this community
survey will be used for planning of mental health services in Bangladesh.



Introduction

Though history of substance use is very old in human history, it has become a serious
national and global problem in recent times and is affected by psychosocial, economic,
individual, familial and family factors'2. Substance abuse usually applies to the using of any
psychoactive substance, licit, illicit or medically prescribed drugs?® but smoking and alcohol
intake are also related with the abusing phenomenon. Behavior with substance intake is
also a major medical, psychological and social problems specially in view of the increasing
incidence and availability of drugs Substance abuse affects multiple areas of functioning
and comorbid diagnosis occur frequently inpatients with substance use disorders. Moreover
substance use and mental disorders exert detrimental effects on individuals, families,
communities and health services. Substance use itself is a mental disorder, it is sometimes
caused by mental disorders and it frequently leads to mental disorders. Comorbidity of

substance abuse with mental disorders is also very frequent.

Detection, prevention and treatment of both substance abuse and mental disorders are
important not only to relieve current distress but also to improve adult functioning and

prevent the perpetuation of disadvantage into the next generation.

Drug abuse is a multidimensional phenomenon in which physicians, sociologists,
psychologists, legalists and other experts deal with different aspects of the problem# .
Acknowledgement of risk and protective factors as well as their interrelations enables
definement of risk groups and development of prevention programs. Development of

evidence based model of planning requires data in country’s sociocultural context.

No previous nation wide studies with large and representative samples of the population in
whole of Bangladesh was so far conducted. Survey with representative samples addressing
all types of drug use including profiles of associated factors is needed to provide empirical
data upon which policy reponse to drug problems can be based. Proper strategies and
planning can be developed to address the issues by understanding the magnitude and

pattern of substance use among population in the country.



Objectives
General objective:
To determine the prevalence of substance use and its associated factors among people in

Bangladesh.

Specificific objectives:
e To find out prevalence of substance use in Bangladesh
e To identify type of substance use in the country
e To identify factors associated with substance use in Bangladesh
e To determine the prevalence of pmental disordes in the country
e To identify common types of mental disorders

e To find out the socio-demographic and psychosocial correlates of substance use.

Methodology

Project management

National Institute of Mental Health (NIMH), Dhaka, a government institute carried out this
multicentric community based study throughout the whole country. Investigators, a scientific
committee consisting of senior psychiatrists and a biostatician supervised and monitored
the study. Divisional Coordinators in Barishal, Chittagong, Dhaka, Khulna, Rajshahi, Sylhet

and Rangpur locally coordinated the respective parts of the study.

Study design
This quantitative study was descriptive cross-sectional in nature with some qualitative part
(Focuss Group Discussion) specially to look for associated factors. The study was

conducted in two stages in both urban and rural communities of Bangladesh.

Study period
The study was carried out during the period September 2017 to June 2018. Details of the

activities is furnished in flow chart given at the end of methodology section.



Study Sites

This study was carried out in seven divisions of Bangladesh: Barishal, Chittagong, Dhaka,
Khulna, Rajshahi, Sylhet and Rangpur. A total of 140 cluster sites were selected randomly
with probability proportionate to size (PPS) of population in all seven divisions. Statistically,
it is recommended that to avoid excessive loss of precision due to clustering, about 50 to

100 clusters need to be selected for community study.

Cluster is a group of people living in a specific area under study. As population of the study
was not taken from all mauzas of the rural area and all mahallas of urban area some mauzas
and mahallas were selected randomly as clusters. In each division the whole population
was stratified in rural and urban areas. In urban areas Mahallas and in rural areas Mauzas
were selected randomly as primary sampling unit (PSU) Each PSU was considered as a
cluster which is again synonymous with a selected mahalla or mauza. Thus number of
PSUs selected in each division were equal to the allotted number of clusters. The allotted

numbers of clusters in each division with PPS are given below.

Table 1: Allotted number of clusters in each division®.

Division Population size Allotted
cluster

Rajshahi 1,84,84,858 18

Khulna 1,56,87,759 15

Barishal 83,25,666 8

Dhaka 4,74,24,418 46

Sylhet 99,10,219 10

Chittagong 2,84,23,019 28

Rangpur 1,57,87,758 15

14,40,43,697 140

Then each randomly chosen Mahalla or Mauza (cluster or PSU) was divided arbitrarily into
segments. One forty two (142) samples in one segment were calculated by dividing the total
4



sample size 19800 by 140 clusters. The number of segments for each Mahalla or Mauza
(cluster or PSU)were determined by dividing the total population of the Mahalla or Mauza
by142. Then one segment containing 142 population from each chosen Mahalla or Mauza
(cluster or PSU) was selected randomly for interview. It may be mentioned that no chosen
segment had population less than 142. The total number of segments considered for

interview of samples were equal to total number of clusters or PSUs.

Study Population

All males and females aged 07 years and above living in the selected segments of Mahalla
or Mauza (cluster or PSU) during study period were included in the study population. Those,
who or whose guardian refused to be included in research and those suffering from severe
physical ailments were excluded. People living in residential structures like hostels or

dormitories were not included in the survey.

Samples and Sampling

Cluster sampling technique was used in this study. As mentioned before, 140 clusters were
selected randomly throughout the country and samples collected from each cluster (PSU)
were 142. Earlier studies in the community of Bangladesh among adult and child population
showed prevalence figures of substance abuse 0.6%° and 0.8%’ respectively. The
geometric mean is 0.7%. Assuming the figures applicable to this study we applied it along
with other statistics given below into the following formula. As the prevalence of substance
use in the community is relatively less value of degree of error or degree of precision (d)
was considered as 0.002 to increase the precision or accuaracy. We calculated the sample
size for the first stage of the study following the power formula for the purpose. The required

sample size was 19800 caculated as follows:

n = zA{p(1-p)f = 19800
d2



When
z = 1.96 (Standard normal variant value for 95% confidence)
p = 0.007 (Expected prevalence or proportion of the disorder)
1-p= 1-.007=.993
f = 3 = design effect
d = 0.002

Appointment and training

Twenty (20) data collectors and 20 research psychiatrists were selected for the field work.
Among 20 data collectors 10 were male and 10 female. Data collectors had minimum
educational qualification HSC. Research psychiatrists were psychiatrists having MBBS
degree and a postgraduate degree or at least two years training in psychiatry. Data
collectors were recruited through advertisement in the national Daily News Paper. Initially
609 applications were received for appointment. After proper scrutiny through a committee
265 applications were found valid according to the requirements published in the
advertisement. Final selection was made by the investigators through an interview in
National Institute of Mental Health, Dhaka. Persons having experience in medical field
research were given preference Advertisement in a national daily news paper was also
floated for appointment of an Admin Assistant. Among 129 applications for the post 80
were found valid and one was finally appointed through interview by the investigators. One
MLSS was also appointed through same procedure of appointment. Research psychiatrists
were appointed by investigators in consultation with Head of the Department of Psychiatry
in Divisional Medical Colleges. A biostatician having exposure in medical survey was also

appointed for the study.

Psychiatrists working as head of the department of psychiatry in divisional medical colleges
worked as divisional coordinators. Data collectors, research psychiatrists and divisional
coordinators were trained and oriented on data collection, monitoring and diagnostic

procedure of the survey for 2 days in NIMH.



The biostatician was involved with the survey activities including development of protocol,
training, data entry, data analysis, report writing and dissemination of the results. Three
coordination meetings with Line Director, Program Manager and Deputy Program Manager
of NCDC of DGHS, Divisional coordinators and research psychiatrists were held

periodically.

Data Collection Technique and Procedure
Before actual data collection a pilot study was conducted among 30 urban and 30
community people living outside of the study area. Then necessary modifications were

made in the protocol and questionnaires depending on the findings of the pilot study.

During the first month, the study sites and study population were selected. Discussions on
the subject were held with local people, community leaders and local health care providers
for exchange of views about the research topics. This informal discussion helped in creating
an environment that facilitated subsequent data collection.

Data collectors and research psychiatrists were distributed in their working area depending
on the total number of samples to be interviewed by all of them. Each data collector
approached to interview total 990 samples (19800 + 20 = 990) during data collection period.
Number of samples to be interviewed daily by each data collector were on average 11. Data
collection forms were numbered and 20% of samples were monitored randomly by
divisional coordinators for improving data collection and data quality. Five percent (5%) of
total samples were monitored randomly by the principal and co-investigators for improving
data quality. After monitoring, steps were taken for required correction. Data collectors
collected data by face to face interviewing and sometimes by passive observation through

house to house survey in each cluster.

Data were collected in two stages. In the first stage, all of 142 rspondents from a randomly
selected segment of a cluster were interviewed through household to household visit. The
final sampling unit was household in the study area. Information of children and people not
able to give information were collected from both sample cases and one of their parents or

guardians as required.



Household or participants refusing to participate in the survey or people not available for
interview during at least 2 visits were excluded. In each of these cases replacement was
made from next household. If next one was missed then the household or case/s was/were
considered as dropped out. A total of 19800 respondents from 140 clusters were

approached by data collectors for interview.

SRQ and RQC questionnaires were pretested, adapted and used in national survey on
mental health® and community survey on child mental disorders including substance abuse
respectively’. These questionnaires were applied among study population. Other
guestionnaires used in the survey were pretested and necessary modifications were done

before applying on final samples.

All respondents were classified on the basis of answers / scores in the screening
guestionnaires. Positive answers in SRQ with a cut off score 6 for the first 20 questions and
one positive answer for last 4 questions, one positive answer in RQC and one positive
answer in screening WHO ASSIST questionnaire for substance use were considered as

positive.

A total of 19800 respondents were approached for interview in first stage in order to identify
‘probable cases’ and ‘probable noncases’ along with factors associated with substance use

and socidemographic correlates.

In the second stage of study systemic random sampling technique was adopted for screen
negative cases. The sampling interval was 4 for screen negative cases. When search for
‘true cases’ was made, all screen positive and every fourth screen negative respondents
were interviewed by research psychiatrists to find out the true cases of substance use and
associated mental disorders. If 4th respondent of screen negative cases was not found the
3rd or 5th respondent was included for interview. If any of the screen positive cases or 3
or 5" respondent in the screen negative cases was not available for interview even after
recall for twice then the case was assumed as dropped out. Research psychiatrists

remained blind about the result of screening instruments to reduce the risk of bias. Data



collectors guided them to interview the cases. Diagnosis of substance use and psychiatric

disorders were confirmed following DSM 5 criteria for the purpose.

As a part of small qualitative assessment regarding factors associated with substance use
five Focussed Group Discussions (FGDs) were conducted. FGDs were homogenious in
nature and participants were from patients with substance use disorder, guardians of
patients with substance use disorder, psychiatrists, resident physicians in psychiatry and
clinical phychologists. Patterns and categories of data related to key issues were examined

and data were divided into categories. The categories of data were described as required.

Instruments used in the survey

A. Questionnaires used in the first stage:
I. Sociodemographic and Related Questionnaire for associated factors of
substance use

ii. Screening questionnaires
a. The Alcohol, Smoking and Substance Involvement Screening Test
(ASSIST)®
b. Self Reporting Questionnaire (SRQ)? .
C. Reporting Questionnaire for Children (RQC)™.

Sociodemographic and Related Questionnaire for associated factors of substance
use

This questionnaire was developed based on sociodemographic information used in different
studies in Bangladesh and information for different assiciated factors demonstrated in
relevant studies and literature. The questionnaire was pretested and adapted for use in the

survey.

The Alcohol, Smoking and Substance Involvement Screening Test (ASSIST)&.
This is a brief screening questionnaire to find out about people’s use of psychoactive
substances. It was developed by World Health Organization (WHO) and international team

of substance use researchers as a simple method of screening hazardous, harmful use of
9



alcohol, tobacco and other psychoactive substances. The questionnaire covers tobacco,
alcohol, cannabis, cocaine, amphetamine, sedatives, hallucinogens, inhalants, opioids and
other drugs.. The ASSIST is especially designed for use by helath care workers in a range
of health care settings. It may also be useful for professionals who work with people with

high risk of problems related to substance use.

Self Reported Questionnaire (SRQ)°.

SRQ, a psychiatric case finding instrument, was developed by WHO for use in primary care
setting. It is applicable for both health care facilities as well as residents in communities.
SRQ consists of 24 questions, 20 of them are related to non-psychotic disorders and the
remaining four to screen psychotic ones. The question in SRQ only asks for “yes” or’ no’
answers. The respondent is considered to be potential psychiatric case if the ‘yes’ answer
for the first 20 questions reaches or exceeds a fixed value the cut-off point or if at least one
‘yes’ answer given for the last four questions. SRQ has been selected as a case finding
instrument in this study because it was developed for developing countries and has been
validated in several developing countries including neighbouring India. This instrument was
also used in Bangladesh in different studies including national survey on mental health in
2005°,

Reporting Questionnaire for Children (RQC)?°.

The pre-tested Bengali version of RQC will be applied for screening of probable case and
probable non-case in children 5 years to 17 years of age. It consists of 10 questions. It was
developed by WHO and has been validated in several developing and developed countries.

This instrument was also used in child mental health survey in Bangladesh in 2009”.

B. Diagnostic instrument used in the second stage

DSM 5 ( Diagnostic and Statistical Manual 5)**.

DSM-5 has been designed by American Psychiatric Association for diagnosis of mental
disorders and substance use and relared disorders. It has wide international acceptance
and has been used in many international studies for diagnoses of mental disorders and

substance use including studies in Bangladesh.

10



Data analysis

A biostatician employed for the study was involved with data analysis. Analysis of data was
an ongoing process with data collection; because, the overlapping of data collection and
analysis was found to improve both the quality of data collected and the quality of analysis.
Data collected from each respondent were checked to ensure the completeness of its
contents. Each time, data were examined for conformity and contrast with initial ideas
gathered from previous respondents. Data were checked for consistencies as well as for
completeness. After proper editing data were coded; subsequently data were entered in the
computer for summarization. Descriptive statistics of the collected data was done using
standard statistical parameters. SPSS programme was used to summarize and to analyze
the data. Tabular and Graphical matrix were used to describe data. Associations between
variables were tested as required. Statistical test/s were applied to examine the significance
of differences in distributions of substance use in the background of different socio-

demographic and related factors.

Ethical consideration

Ethical clearance was taken from Bangladesh Medical Research Council (BMRC).
Research objectives and procedure were explained to every study individual and their
parents / guardians. Informed written consents were obtained from all individuals / parents
/ informants in the study area before interview as required. In order to document the
consent, Bengali version of consent form was read out in presence of witness, who along
with the respondent later signed the consent form. llliterate respondents, however, were
asked to put their thumb impression in front of the witnesses. All respondents had the liberty
to leave the study at any stage. They were also free to refuse to answer any question.
Confidentiality was maintained at every stage of data collection for every individual.
Interviews were conducted at times and locations suitable to the study individuals and
privacy was maintained during assessment.

After finishing data collection, each questionnaire was identified by code number and names
in the questionnaires was erased. The final report did not contain the names. It may be
mentioned that there was no intervention in the survey. This study was beneficial to the

community.

11



Dissemination of results
Findings of the study were sent to the NCDC wing of DGHS under Ministry of Health &
Family Welfare in the form of a report. The results of the study were presented in a workshop
organized in NIMH, Dhaka in presence of participants from all the related sectors including
NGOs and policy makers.

12



Results

A. General characteristics of the respondents
Population characteristics described below show the factors associated with the use
of substances in Bangladesh. The survey was conducted in seven divisions of
Bangladesh representing different regions of the country. In the first stage 19800
repondents in 140 clusters were approached by the trained data collectors to collect

information. Among them 19692 respondents were finally interviewed.

13



Table 2 : Sociodemographic characteristics of the respondents (n=19692)

Characteristics Category Number Percent
(%)
Age < 18 Years 3031 15.4%
18 Years and Above 16661 84.6%
Sex Male 9295 47.2%
Female 10397 52.8%
Religion Islam 16521 83.9%
Hindu 2842 14.4%
Christian 29 0.1%
Buddhist 300 1.5%
Education llliterate 4705 23.9%
Institutional education 14058 71.4%
Non-institutional education 908 4.6%
Others 21 0.1%
Occupation Unemployed 1099 31.7%
Businessman 2792 14.2%
Farmer 2274 11.5%
Services 1575 8.0%
Housewife 6246 31.7%
Domestic worker 125 0.6%
Labor 1859 9.4%
Student 3394 17.2%
Others 328 1.7%
Marital status Married 14810 75.2%
Not married 4882 24.8%

14




Types of family Extended family 8352 42.4%
Nuclear family 11340 57.6%
Both alive 11690 59.4%
Father died 3482 17.7%
Parents alive or not Mother died 495 2. 5%
Both died 4025 20.4%
Relation with family | Good 11482 58.3%
members
Very good 5903 30.0%
Average 2213 11.2%
Bad 77 0.4%
Very bad 17 0.1%
Presence of physical | Yes 1755 8.9%
illness
No / Don't know 17937 91.1%

Majority of the respondents were Muslim (83.9%) followed by Hindu (14.4%), Buddist
(1.5%) and Christian (0.1%). Among respondents 23.9% were illiterate. Among 19692
sample cases 16661 (84.6%) were above 18 years and 3031 (15.4%) were 7 years to 17
years of age. Majority of the study population were housewife (31.7%) and unemployed
(31.7%). Nuclear type of family was 57.6%. Married people included 75.2% of samples.

Physical illness was present in 8.9% cases.

15




Figure 1: Distribution of respondents according to sex (n=19692)

47.20%

m Male

52.80%
W Female

Female (52.80%) outnumbered male (47.20%) among the respondents.

B. Results on substance use Substance use and prevalences

Figure 2: Prevalence of substance use in total population irrespective of age groups
(n=19692)

’ 2.9%

M Yes = No

97.10%,

Prevalence of substance use among population 7 years and above was found to be 2.9%.

16



Figure 3: Prevalence of substance use among respondents aged 18 years and above
(n=16661)

3.30%

mYes ®m No

96.70%

Prevalence of substance use was found 3.3% among adult population of the country.

Table 3: Prevalance of substance use in different age groups of respondents
(n=19692)

Characteristics  Category Substance use
Yes No
Age groups in | 7-12 0.2% 99.8%
years
13-17 1.5% 98.5%
18-30 3.3% 96.7%
31-50 3.2% 96.8%
51 and above 3.3% 96.7%

Respondents aged between 18 years to 30 years (3.3%), 51 years and above (3.3%) and

31 years to 50 years (3.2%) were the most frequent users of substances.

17



Table 4: Prevalence of substance use among adult population 18 years and above in
different divisions (n=19692)

Division Prevalence (%)
Dhaka 3.2%
Chittagong 3.6%
Sylhet 2.6%
Khulna 1.6%
Rajshahi 1.7%
Rangpur 3.7%
Barisal 2.0%

Khulna, Rajshahi and Sylhet divisions had 1.6%, 1.7% and 2.6% prevalence of substance
use respectively which are lower than that of other divisions where as Rangpur (3.7%),

Chittagong (3.6%) and Dhaka (3.2%) divisions had the higher prevalence of substance use.

18



Figure 4: Proportion of different types of substances used by the respondents taking

substance (n=562)

Canabis

Alcohol

Amphetamine (Yaba)
Phensidyle / Opoid
Sedative
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Non alcohol

Inhalant

0 5 10 15 20 25 30 35 40 45 50

Among the using substances Cannabis (42.7%) was most frequently used by the people
followed by alcohol (27.5%), amphetamine (yaba) (15.2%), opioid (5.4%) and sedatives
(3.4%).

Figure 5: Prevalence of smoking, intake of gul or other related substances (n=19692)

W Yes, 45.30%

® No, 54.70%

About forty five percent (45.30%) of the respondents were smoking or using Ghul and other

related substances.
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Substance use and sociodemographic characteristics

Table 5 : Distribution of

respondents according

sociodemograpic criteria (n=19692)

Characteristi

Cs

Sex

Religion

Marital
status

Education

Type of
family

Monthly
Expenditure

Category

Male

Female

Islam
Hindu

Christian

Buddhism

Yes
No

llliterate

Institutional
education
Others
Non-instutional
education

Extended family

Nuclear family

Up to Tk.7500

Tk. 7501-Tk15000
Tk. 15000+

Substance use

Yes No
4.8% 95.2%
0.6% 99.4%
15.0% 85.0%
2.4% 97.6%
4.1% 95.9%
0.0% 100.0%
3.3% 96.7%
2.7% 97.3%
4.8% 95.2%
2.0% 98.0%
2.7% 97.3%
3.0% 97.0%
3.2% 96.8%
2.6% 97.4%
3.8% 96.2%
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to substance use and

Statistic

x2 = 308.550, p =

.000 df =1,

X2 = 187.993,
p=.000, df=3

x2 = 7.315
p =.063

Fisher's Exact Test =
0.260

x2 = 14.745
p =.001
d=2



Occupation  Unemployed 5.7% 94.3% x2=398.851

Businessman 4.3% 95.7% p =.000
Farmer 3.8% 96.2% d=8
Service 3.5% 96.5%

Housewife 0.7% 99.3%

Domestic worker  2.4% 97.6%

Labor 6.7% 93.3%

Student 1.0% 99.0%

Others 11.3% 88.7%

Prevalence of substance use was more among male (4.6% ) than female ( 0.6%), more
among illiterate ( 3.3%), more in nuclear family (3.3%) than extended family (2,7%) and

more among unemployed (5.7%) people than other professionals.

Table 6 : Prevalence of substance use depending on living background (n=19692)

Urban-Rural Prevalence (%)
Urban 3.4%
Rural 2.7%

Urban people (3.4%) were using substances more frequently than rural people (2.7%).
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Table 7 : Distribution of respondents using specific substance in different divisions
(n=562)

Dhaka Chittag Sylhet Khuln Rajshahi Rangpur Barisal

ong a
Canabis 53.1% 40.7% 33.3% 68.6% 55.0% 73.1% 91.3%
Alcohol 25.6% 60.0% 25.6% 25.7% 45.0% 28.2% 0.0%

Amphetamin 23.7% 15.0% 23.1% 5.7% 20.0% 19.2% 13.0%

e
Opoid 15.9% 0.7% 7.7%  0.0% 2.5% 0.0% 0.0%
Sedatives 39% 2.9% 7.7% 0.0% 0.0% 11.5% 0.0%
Inhalant 1.9%  0.0% 51% 0.0% 2.5% 0.0% 0.0%
Non Alcohol 5.8%  0.0% 0.0% 29% 0.0% 0.0% 0.0%
Unspecified 9.7%  0.0% 0.0% 0.0% 0.0% 1.3% 0.0%
Substance

used

Phensidyle 0.0%  0.0% 26% 0.0% 0.0% 0.0% 0.0%

Division wise use of specific substance shows Cannabis is most frequently used in Barishal
(91.3%) followed by Rangpur (73.1%), Khulna (68.6%), Rajshahi (55%) and Dhaka
(53.1%). Alcohol is mostly used in Chittagong division (60.0%) followed by Rajshahi division
(45.0%). Use of Amhetamine is 23.7% and Opioid 15.9% in Dhaka division.

22



Substance use and parental factors

Table 8 : Distribution of respondents according to substance use and parental

occupation and education (n=19692)

Occupation of father Substance use Statistic
Yes No

Unemployed 3.6% 96.4% X = 22.960

Businessman 25% 97.5% P =.001

Farmer 26% 97.4% d=6

Service 3.8% 96.2%

Labor 3.5% 96.5%

Others 51% 94.9%

Dead 1.2% 98.8%

Education of father and mother

Father llliterate 3.2% 96.8% x? = 15.968
Institutional education 2.6% 97.4% d=3
Non-instutional education 1.7% 98.3% p=.001
Others 16.7% 83.3%
llliterate 3.2% 96.8% x2 =18.410

Mother Institutional education 2.4% 97.6% d=3
Non-instutional education 1.3% 98.7% p=.000
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Table 9 : Distribution of respondents according to substance use and parents alive
or not (n=19692)

Characteristics Category Substance use Statistic
Yes No
Parents alive or not Both alive | 2.2% 97.8% x2=41.892
Father died | 3.9% 96.1% d=3
Mother died | 3.8% 96.2% p =.000
Both died 3.6% 96.4%

Table 10: Distribution of respondents according to substance use and current marital

situation of parents(n=19692)

Characteristics Category Substance use Statistic
Yes No
Current marital Living together | 2.2% 97.8% x2=6.950
situation of parents Living separate | 2.2% 97.8% d=3
Divorced 2.7% 97.3% p=.074
Father / mother | 8.8% 91.2%
married again

Table 11: Distribution of respondents according to substance use and parental
relationship (n=19692)

Characteristics Category Substance use Statistic
Yes No
Parental relationship | Good 2.7% 97.3% x?=19.852
Very good 2.6% 97.4% d=4
Average 2.7% 97.3% p =.001
Bad 9.3% 90.7%
Very bad 9.4% 90.6%

Bad parental relationship was more prevalent among individuals taking substances.
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Substance use and family facotrs

Table 12: Distribution of respondents according to substance use and family criteria
(n =19692)

Substance use Statistic
Yes No
Relation with Good 2.7% 97.3% a
family member Very good 2.9% 97.1%  x*=66.726
Average 2.7% 97.3% d=4
Bad 18.2% grew P 0%
Very bad 5.9% 94.1%
Using substance by Yes 5.2% 94.8% x? =19.852
family members No 2.0% 98.0% d=4
Don't know 2.5% 97.5%  p=.001
Presence of Yes 4.8% 95.2% x2 = 25.949
physical iliness No/Don'tknow 2.7% 97.3% d=1
p =.000
Family history of Yes 3.7% 96.3% Fisher's exact
psychiatric illness  No 2.8% 97.2% test =.090
Type of psychiatric Major 4.9% 95.1% Fisher's Exact
illness Minor 3.2% 96.8% Test =.180

Bad relation with family members and family history of substance use was more among

substance users.
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Table 13: Distribution of respondents according to substance use and parenting style

(n =19692)
Types of parenting Substance use Statistic
Yes No

Parenting  Excessive controlling 1.2% 98.8% x? =1.970

style Excessive permissive 2.2% 97.8% d=3
attitude p=.579
Balanced 1.8% 98.2%
Neglect 2.7% 97.3%

Parental neglect (2.7%) and excessive permissive attitude (2.2%) was more common

among substance users.

Figure 7: Parenting styles among the parents of the respondents aged 7 to 17 years

(n=3031)

0,
8.30% 10.60%

79.90%

Excessive controlling Excessive permissive in between control and
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Parenting style in between excessive controlling and excessive permisiveness among

parents of children was 79.9%.

Substance use and school criteria

Table 14 : Distribution of respondents according to substances use and school

criteria  (n=19692)

Substance use Statistic

Yes No
History of school Yes 2.4% 97.6% Fisher's Exact Test=.031
truancy No 1.4% 98.6%
Forensic history Yes 7.6% 92.4% Fisher's Exact Test=000

No 2.6% 97.4% Fisher's Exact Test=.318

Social adjustment in  Yes 1.6% 98.4%
childhood No 1.2% 98.8%

Hisory of school truancy (2.4%) and forensic history (7.65% ) were more prevalent among

substance users.

Substance use and opinions on different factors related to use of substance
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Table 15 : Distribution of respondents using substances according to opinion on

habit of substance use (n=562)

Habit Opinion Statistics
No Yes
Opinion on habit of Bad habit 2.7% 97.3% x? = 84.070
substance use Good habit 95.9% 4.1% d=2
Bad but also has good 85.5% 14.5% p =.000
effect

Substance use as a bad habit was opined by 97.3% of all respondents and a good
proportion (14.5%) of substance users opined that substance use is bad but there are some

good effects.

Table 16: Opinion of all respondents on habit and ability of quitting of substance use
(n=19692)

Opinion on substance Opinions Number %

use

Quitting substance Easily quittable 9495 48.22
Not easily quittable 10197 51.78

About 51.78% respondents said that substance use is not easily equitable.
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Table 17: Distribution of respondents using substances according to opinion on

reasons of substance use (n=562)

Opinion
Reasons for taking Availability 96.8%
substance Unemployment 94.3%
Excess curiosity 95.0%
Pressure of friends 92.9%
Familial disharmony 93.7%
Failure in love 89.8%

*Multiple responses were there

Multiple reasons for intake of substances were described by respondents and among them
most common reason described was availability of substances (96.8%) followed by excess
curiosity (95.0%), unemployment (94.3%), family disharmony (93.7%), pressure of friends
(92.9%) and failure in love (89.8%).

Figure 8: Sources of money for taking substance (n=562)

60.3%
32.9%
5.9%
0.9%
' V- 4
Pocket money Family Friends Illegal work

Pocket money (60.3%) and family (38.9%) were the commonest sources of money for using

substance.
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Table 18: Causes of substance use according to opinion of participants in Focused

Group Discussions (FGDs)

Factors as causes of substance use Frequency of | Percentage
response

Peer Pressure 28 25.45
Curiosity 13 11.82
Availability of Drugs 9 8.18
Lack of supervision by guardians 6 5.45
Bad parenting 5 455
Lack of Social support to adjust in the recovery | 4 3.64
stage

Lack of family bonding 4 3.64
Failure of law and order 4 3.64
Mental lliness 4 3.64
To get relief from the boredom of drive in life 4 3.64
Availability of money 3 2.73
Relationship Issues 3 2.73
Social media addiction 3 2.73
Negative effect of media 3 2.73
Unemployment 3 2.73
Deteriorating social values 3 2.73
Lack of recreational facility 2 1.82
Women empowerment 2 1.82
To increase sexual abilities 2 1.82
Learned behavior 1 0.91
To cool the brain 1 0.91
Restlessness due to withdrawal 1 0.91
Familial disharmony 1 0.91
Relation with business of substance 1 0.91
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C) Results on Mental Disorders

Prevalence and sociodemographic characteristics of mental disorders
Figure 9: Prevalence of mental disorders below 18 years and above 18 years of age
(n=19692)

20
17.3%
15 -
13.7%
10 -
5 |
0 1 I T
< 18 years 18 years and
above

Prevalence of mental disorders was found 13.7% among adult population 18 years and

above and 17.3% among children 7 years to 17 years.

Table 19: Division wise prevalence of mental disorders (n=19692)

Categories Mental disorder Statistic
Yes No

Dhaka 14.2% 85.8% X2 =6.7592

Chittagong 13.8% 86.2% d=6

Sylhet 13.6% 86.4% p=.344

Khulna 14.7% 85.3%

Rajshahi 15.5% 84.5%

Rangpur 14.8% 85.2%

Barisal 13.0% 87.0%

Highest prevalence of mental disorders was reported in Rajshahi division (15.5%) followed
by Rangpur (14.8%), Khulna (14.7%), Dhaka (14.2%), Chittagong (13.8%), Sylhet (13.6%)
and Barishal division (13.0%).
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Table 20: Distribution of mental disorders according to sociodemograpic criteria
(n=19692)

Characteristics Categories Mental disorder Statistic
Yes No

Age <18 Years 17.3% 82.7% Fisher's Exact
18 Years and 13.7% 86.3% Test=.000
above

Sex Female 18.9% 81.1% Fisher's Exact
Male 10.3% 89.7% Test=.000

Urban-Rural Urban 13.2% 86.8% Fisher's Exact
Rural 14.6% 85.4% Test=.015

Types of family Extended family  14.1% 85.9% Fisher's Exact
Nuclear family 14.4% 85.6% Test=.263

Marital status  Yes 14.3% 85.7% Fisher's Exact
No 14.3% 85.7% Test=.943

Religion Islam 13.9% 86.1% x2 = 27.6082
Hindu 17.0% 83.0% d=3
Christian 6.9% 93.1% p =.000
Buddhism 8.7% 91.3%
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llliterate 17.9% 82.1%
Education Institutional education 12.8% 87.2%
L . 81.4%
Non-institutional education 18.6%
Unemployed 24.8% 75.2%
Businessman 7.9% 92.1%
Farmer 8.3% 91.7%
Service 7.9% 92.1%
Occupation Housewife 19.5% 80.5%
Domestic worker 25.6% 74.4%
Labor 11.4% 88.6%
Student 14.3% 85.7%
Others 18.9% 81.1%
] Extended family 14.1% 85.9%
Type of family :
Nuclear family 14.4% 85.6%
) Yes 14.3% 85.7%
Marital status
No 14.3% 85.7%

Prevalence of mental disorders were found higher among female (18.9%) than male
(10.3%), among rural (14.6%) than urban (13.2%) among Hindu (17.0%) than other
religious groups and more among illiterate (17.9%), unemployed (24.8%), house wife
(19.5%) and domestic workers (25.6%).

Table 21: Prevalence of mental disorder according to age group (n=19692)

Age group in years Mental disorders
Yes (%) No (%)
7-12 18.5 81.5
13-17 16.0 84.0
18-22 10.4 89.6
23-27 11.8 88.2
28-32 12.4 87.6
33-37 12.7 87.3
38-42 11.6 88.4
43-47 14.5 85.5
48-52 14.7 85.3
53 and above 22.9 77.1

Hihest prevalence of mental disorders was found in age group 53 years and above (22.9%)

followed by 7years to12 years (18.5%) and 13 years to 17 years (16.0%).
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Table 22: Types and percentages of specific mental disorders among the

respondents diagnosed with mental disorder (n=2807)

Types of mental disorders Percentages (%)
Neurodevelopmental disorders 10.5%
Enuresis (307.6) 1.3%
Bipolar and Related Disorders 3.7%
Schizophrenia Spectrum and Other psychotic Disorders | 4.7%
Depressive Disorders 24.8%
Delusional Disorder (297.1) 1.0%
Dementia 1.0%
Conduct Disorder (312.81) 4.7%
Generalized Anxiety Disorder (300.02) 13.9%
Somatic Symptom Disorder (300.82) 15.9%
Adjustment Disorder (309.0) 1.2%
Premature Ejaculation (302.75) 1.4%
Obsessive Compulsive Disorder (300.3) 3.1%
Antisocial Personality Disorder (301.7) 1.0%
Conversion Disorder (300.11) 1.8%
Erectile Dysfunction (302.72) 1.8%
Panic Disorder (300.01) 2.8%
Insomnia Disorder (780.52) 2.6%
Specific/Social Phobia (300.29/300.23) 0.9%
Borderline Personality Disorder (301.83) 0.8%
Acute Stress Disorder (308.3) 0.8%
Others 1.0%
Total 100%

Major depressive disorder (24.8%) was the commonest diagnosis among the respondents
diagnosed with mental disorders followed by somatic symptoms disorder (15.9%), anxiety

disorders (13.9%), neurodevelopmental disorders (10.5%) and conduct disorder (4.7%).
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Discussion

It is widely accepted sociodemographic criteria are contextually related to the prevalence of
substance use and mental disorders. Some other culture specific factors are also frequently
associated with the disorders. Mental disorders are frequent comorbidities with substance
use. Undrestanding of the association of the factors in the study population are helpful for
interpretation of the study results on substance use and mental disorders. A questionnaire
containing sociodemographic and other related factors was used to look for associated
factors with substance use and some of them are likely to play major risk for substance use.
The survey was conducted among population of whole of Bangladesh. This nationwide
multicentric community based survey was conducted by National Institute of Mental Health,
Dhaka during the period of September 2017 to July 2018 to determine the prevalence of
substance use and factors associated with it among people in Bangladesh. Multistage
probability sampling technique was used to ensure less chance of bias in selection of
sample. Thus it can be concluded that national representation of population was ensured

in this study and generalization of study findings was valid and acceptable.

In the first stage, 19800 respondents in 140 clusters aged 7 years and above were
approached by the trained data collectors for collecting information. Finally 19692
individuals (99.45%) were interviewed. Majority of the missed respondents in the first stage
stage of interview was mainly because of refusal of guardians and respondents to take part
in the study, absence of samples in the house and houses found under lock. Recalls for
three consequtive times were made as required to reduce non response. There were 4970
screen positive cases (25.24%) and 14722 screen negative cases (74.76%). All screen
positive cases and every fourth screen negative case were approached by research
psychiatrists for diagnosis. But among screen positive cases 4667 and screen negative
cases 3250 individuals could be interviewed in the second stage of interview. So, total
number of samples interviewed in the second stage by research psychiatrists were 7917.
Drop out in the second stage of interview was mainly due to absence of respondents in the
house who were initially interviewed, denial to be interviewed, fleeing out of home because
of shyness, fear of being exposed and caught in legal system. It was well realized that data
in relation to substance use was either not available or difficult to capture. Recalls for three

times were also made in the second stage also. Psychiatric interview in the second stage
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of interview was conducted within two weeks of the completion of first screening stage of

interview.

Psychoactive substance use has detrimental effects on individuals and society and is of
important public health concern in Bangladesh. Varieties of illegal drugs are available in
Bangldesh. Major causes of easy availability of abusing substances in the country may be
due to its geographical proximity to opium producing regions of South East and South West
Asia (Golden Triangle and Golden Crescent respectively), long border with India facilitating
trafficking of drugs, illicit internal cultivation of poppy and cannabis, emerging threat of
synthetic and semisynthetic drugs and availability of prescription drugs without prescription.
Frequent drug seizures by the Narcotics Controll Department and department of Police and
Border Guard Bangladesh is just tip of the iceberg. The current pattern and trends of
substance use demonstrated in this survey provides an understanding of the severity and

importance of the issue in the community.

Individuals aged 18 years and above (84.6%) formed the predominant age group in the
study which is in consistent with the survey findings of BBS where major bulk of the
population in the country is above 18 years®. In this survey majority (52.80%) of the
respondents were females. Usually community survey records a higher representation of
females because of their increased availabilty at homes during interview. Earning members
of the family in Bangladesh are usually male and they remain outside of home at day time

which was the usual time of collection of data.

Diagnoses of substance use, adult and child mental disorders were made in the second
stage of interview by research psychiatrists following diagnostic criteria of DSM 5%, DSM 5
is a globally accepted valid instrument for diagnosis of mental disorders including substance
use specially when it is applied by expert clinicians. Research psychiatrists employed for
this survey were experienced and they were intensively trained specially on application of
DSM 5 in the field survey. DSM 5 was used in different studies in Bangladesh including
national survey on mental health in 20058 and child mental health survey in 20097.

36



The Alcohol, Smoking and Substance Involvement Screening Test (ASSIST)® designed by
WHO used in this survey included questions for screening of Alcohol and Smoking also.
Prevalence of smoking in population was calaculated separately but information on Alcohol
was included within substance use. Substance use disorders in this survey included alcohol,
stimulants such as amphetamine and cocaine, cannabinoids, opioids, solvents,

hallucinogens, sedatives and hypnotics.

Prevalence of substance abuse among adults in 2005° and among children in 20097 were
0.6% and 0.78% respectively. The findings of this survey show current prevalence of
substance use as 3.3%, 1.5% and 0.2 % among population 18 years and above, 12 to 17
years and 7 to 11 years respectively which indicate increasing trend of substance use in
the country. Changing societal values added by urbanization, industrialization and
unemployment may be driving people to use abusing substances. The problem is more
common in younger male population. Adults and older group of people are not also immune
to substance abuse. Substance abuse, though a male phenomenon, is also observed
among females. Prevalence of substance use among females has been consistently found
less around the globe'? and this study also showed lower prevalence among female (0.6%)
as opposed to 4.8% in male. Sex may effect the attitude of the people in general which may
also inluence the attitude of male in taking substance. Moreover, attitude to substance
abuse is influenced by sex differences because of male vulnerability to multiple
environmental risk factors of substance abuse!®. Males are also more exposed to the

availability of substances in the community,

Most frequently used substances include cannabis (42.70%) followed by alcohol (27.5%),
amphetamine (yaba) 15.20%, opioid (5.4%) and sleeping pills (3.4%). Cocaine and
halliginogens were not found among abusers. Alcohol intake among muslims are very
limited possibly because of strict religious restriction. This survey had sample cases from
Chittagong Hill Tracts and from special groups of population like Fisher’'s village where
alcohol intake is a part of religious and cultural practice. This may explain the prevalence of
alcohol in second position in a country where majority of the population are Muslims.
However, possibility of increasing use of alcohol among general muslim population in

Bangladesh should be taken carefully. Recent evidences show that prevalences of alcohol
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consumption and substance use specially new drugs such as ecstacy is increasing in
university students of Iran'*15, a country officially declared an Islamic Republic and where
religios rules / laws are practiced strictly. Amphetamine is widely prevalent in Myanmer and
Thailand. Common border of Bangladesh with Myanmer and recent influx of Rohingya
refugees in Cox’s Bazar have created increased threat of availability of amphetamine in the

name of Yaba in the country.

Smoking including use of ghul and other related substances was reported by 45.30% of
respondents which is consistent with findings of The Global Adult Tobacco Survey (GATTS)
conducted by WHO. 16

Division wise use of specific substance shows Cannabis is most frequently used in Barishal
(91.3%) where as Alcohol is mostly used in Chittagong division (60.0%). Use of
Amhetamine and Opioid are more frequent in Dhaka division. Variation in the use of
different types of substances in different divisions is difficult to be explained. Availability of
substances in different areas of the country may play as dominant factor in the variation of
types of substance being used. Amphetamine is also used by the young and adult male for
enhancement of sexual function and increase of general drive and motivation. Withdrawal

of amphetamine intake causes low drive, lethargy, dysthymia and somnolence.

Labourer (6.7%), unemployed (5.7%) and bussiness man (4.3%) group of people were
more frequent users of substances than farmer and service holders (p=.001). Extremes of
social classes were found as increased users of substances such as people with low income
(3.2%) and people with high income (3.8%) using as against 2.6% in middle income group.
People with illiteracy and nuclear family had higher frequency of substance use. Lower
education levels and low socioeconomic status may give rise to tendency to substance
intake and its perpetuation also'”18, llliteracy of father and mother, parental remarriage after
divorce and bad relationship among parents had association with higher frequency of
substance use in children and the association was statistically significant (P<.001). Bad
relationship with family members, history of substance intake by family members and
presence of physical illness in family members had association with substance use of the

respondents ( P<.001). Excessive permissive attitude of parents played role in the

38



substance use of children but the association was not significant. Forensic history of the

respondent was found significantly associated with the frequency of substance use.

Pocket money (60.3%) was seen as the commonest source of money for substance use

followed by money from family (32.9%), friends and illegal works.

About 48.22% of the respondents using substances said that it was easily quitable where
as 51.78% of all survey respondents opined that it was not easily quitable. The variation in
the response on quiting of substances may be considered as an important factor for

motivation and treatment of substance use because relapse rate is practically very high.

Substance use is a complex phenomenon. There are several issuses that determine the
use of psychoactive substances in the community. Individuals taking substances opined
that availability of substances (96.8%) was the commonest cause of substance use followed
by excess curiosity (95%), pressure of friends (92.9%), unemployment (94.3%), familial
disharmony (93.7%) and failure in love (89.85) (p<.001). Results of qualitative part of the
research also showed peer pressure, curiosity and availability of drugs as the commonest
risk factor of substance use in Bangladesh. Other risk factors mentioned in Focus Group
Discussion (FGD) included bad company, lack of supervision of guardians, bad parenting,
lack of social support to adjust in the recovery stage, lack of family bonding, failure of law
and order situation, mental lliness, getting relief from the boredom of drive in life, availability
of money, relationship issues, social media addiction, negative effect of media,
unemployment, increasing sexual abilities, deteriorating social values, lack of recreational
facility, less empowerment of women, learned behavior, cooling the brain, restlessness due
to withdrawal, familial disharmony and relation with drug dealers. Above all, according to
different studies, personality traits have significant effects on substance abuse and related
psychiatric symptomatology®. But this study did not have scope to consider the issue of
personality. This is well recognized that people with antisocial personality are more

vulnerable to abue of substances.

Prevalence of mental disorders found in adult population (13.7%) and in child population
(17.3%) of the country is not markedy different from the figures found among adults (16.1%)

in 2005% and among children (18.05%) in20097. No significant differences among
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prevalences of adult mental disorders in different divisions of the country was found. Among
diagnosed mental disorders Major Depressive Disorder (24.8%), Somatic Symptom
Disorder (15.9%), Generalized Anxiety Disorder (13.9%,) and Neurodevelopmental
Disorders (10.55) were the most frequent diagnosis which are also in consistent with
findings of previois studies in the country®’. Among child mental disorders,
Neurodevelopmental Disorders (NDDs) were found to have a significant level of prevalence
which supports the ongoing government initiatives for addressing the issue of Autism and
other NDDS with priority approach. Many mental disorders are associated with an increased
risk of later substance use conditions?°. Study results show that secondary substance use
disorders might be reduced substantially through the prevention of primary mental

disorders?°,

The greater susceptibility of women to mental disorders may be attributed to a variety of
gender specific factors such as biological (neuroendocrine) vulnerability, specific life events
like pregnancy, menstruation and menopause and gender specific roles like mothering and
associated stress?:2223 The difference between mental morbidity among male and female
in the study may be further explained by male dominance in the society and high incidence
of domestic violence in the country. A study of rural households in the country found that
38% of women was beaten by their husbands?*.The problem may be higher in rural and
and urban slum areas. Female characteristics such as increased reporting by female may

be also an explanation.

There are some limitations of the survey. Drug abuse is highly stigmatized in the society of
Bangladesh with possible link with moral issues, crime and legal system. Collecting
information with self reporting questionnaire always carried the risk of underreporting of the
problems. There has been no study in Bangladesh to assess the extent of underreporting
in the study of substance use. More over, avoidance of the data enumerators and refusal
to give information by the possible users of substance (respondents) were not unlikely. Drug
abuse is a problem that is more common among male. As data collection time was
principally in day time data enumerators were likely to have missed some male respondents
with history of substance use. Telling a lie is also a common behavior of the individuals

using drugs. Tabular and graphical presentation of data and Chi Square analysis of the data
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showed association of factors with substance use in the country. Nevertheless, this is a
largest survey of its kind ever conducted on substance use among nationally representative
samples in Bangladesh. We are therefore confident that within the possible margins of error,
profile of substance use we have reported reflects the exact profile of substance users in

Bangladesh.

Individuals using substances and their families are stigmatized and discriminated in the
society. Both health and non-health aspects of one’s life get affected by substance use.
Delirium, accidents, sudden death, liver and kidney problems, tuberculosis and cancers are
among physical problems common in substance users. The impact on spouse, children and
other family members are significant. Drop out from academic institutions, unemployment,

involvement with illicit sex, arms and crime are also frequent.

Measures taken by the government to address the issue of substance use should be

supported by the evidences generated from this research.

Conclusion

In this first large scale survey on substance use in Bangladesh a significant proportion of
people were found to use substances, Cannabis was found to be the most commonly used
drug in the country followed by alcohol, amphetamine, opioid and sleeping pills. Males were
most likely to use substance than female. Laborer, illiterate, unemployed, business men,
individuals in extremes of social class were using substance more frequently. Availabily of
substances, curiosity and peer pressure were found most common reasons of substance
intake. Integrating all the findings of the survey with the findings from literature it may be
commented that substance use is a complex problem which can result from effects of
varioius interconnected factors. Findings of the survey could serve as empirical basis for

the re-evaluation of the drug prevention programs of the government.
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Appendices

1. Flow chart of activities

(Some modifications were done according to the necessity of the field)

Activities
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e Finalization and *
acceptance of survey
protocol
e Appointment of data ¢
collectors
e Orientation training of
data collectors,
research psychiatrist
e Co-ordination meeting . . *
involving LD, PM, DPM
of DGHS,investigators,
Divisional Co-
ordinators and
research psychiatrists
e Administrative contact | ¢ ¢
& contact with different
stakeholders in the
study sites
e Informal talk with ¢ ¢
community people
e Focus group interview
o Pre-testing of *
guestionnaire and pilot
study
e Finalizing research
tools
e Data collection . * *
e Data entry ] ¢ ] ¢
e Data analysis . . .
e Preparation of report .
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2. Questionnaire

Screen positive: In Question no.-------
Screen negative:

Prevalence and Risk Factors of Substance Use in Bangladesh

Questionnaire

National Institute of Mental Health & Hospital
Sher-e-Bangla Nagar, Dhaka-1207
Bangladesh
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Screening Questionnaire: 1
Prevalence and Risk Factors of Substance Use in Bangladesh
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Screening Questionnaire: 2

Prevalence and Risk Factors of Substance Use in

Bangladesh
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Questionnaire:3
Prevalence and Risk Factors of Substance Use in
Bangladesh
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Questionnaire:4
Prevalence and Risk Factors of Substance Use In
Bangladesh
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