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Executive Summary

The SA Consult International Limited was appointed by the Department of Narcotics Control
(DNC) under the Director General of Security Services Division, Ministry of Home Affairs
(MoHA) commissioned to conduct a study titled "Cause and victim of drug addiction and way
forward for establishment of adequate treatment and rehabilitation facilities at private sector
in Bangladesh". The main objective of the study was to figure out actual victims and
underlying causes of drug addiction based on types of narcotics drug in Bangladesh and
also to find out the availability and potentiality to have appropriate services in the privately
owned treatment and rehabilitation center in Bangladesh. The study was designed to collect
information from drug users, treatment and rehabilitation center in private sector and law
enforcing agencies in selected 8 Districts town and 8 Divisional city. With a statistically valid
sample frame, a field level survey was conducted covering 2500 drug users, 25 drug private
drug treatment centers and officials of law enforcing agencies at 32 bordering areas in
Bangladesh.

Methodology: The study methodology adopted valid approaches for exploring both
gquantitative and qualitative information to properly analyze relevant issues for formulating
appropriate recommendations in line with the study objective. For collecting quantitative
information a field survey was conducted on sample number of respondents (2500) in 8
selected districts of drug prevalence under the 8 administrative divisions. The qualitative
study mainly focused on identifying the reasons for drug addiction, understanding the
demand and supply side of drugs, detecting illicit drug trafficking roots in the country and
way forward. Focus Group Discussion (FGD) and In-depth interview with each categories of
drug user were conducted to have an in-depth understaning of the impacts of drug usage,
demand-supply aspects possible mitigation apparoach, etc.

Survey Findings:

Socio-demographic Information: According to the survey data, people of age groups from
up to 30 years comprises 58.87% drug abusing population in Bangladesh. The average age
is 30.4 years, of which, Rajshahi division has the highest age-group of 37.4 years and
Mymensingh has the youngest age group of 26.5years. Four in five (82.7%) drug users are
not currently going to school, while rest of them was found attending school during the
survey period. Data reveals that the highest percentage of addicted population is illiterate,
less educated and not having education over ten class. It is also observed that most of the
parents are less educated, 27.7% mothers whohave never been to school.

Majority drug users (48.1%) are currently married. Data reveals that higher respondents’
income derives out of business, while 1% involves in drug trafficking. The average monthly
income level of the drug users is Tk. 17,622.88, as against the average monthly expenditure
of Tk 8,578.00 on drug use. Less than half of the drug users are passing most of their time
with friends and by themselves (living alone).

Drug use Related Information: The average age of the current drug users when they
started smoking cigarette/tobaccos for the first time is16.37 years, whereas 45.6%
respondents started smoking cigarette or using tobacco at an early age of life, however,
below age 15 years. Influence of friends (55.2%) is one of the leading cause. Curiosity
stands in the 2" position i.e. 25.1%. Other reasons include availability of tobacco. The daily
average frequency of intaking cigarettes by a drug-user is 14.10 times a day. The average
age when a current drug user started taking drugs is 21 years. More than half of them
started drug use before and up to age of 20 years and average length of drug use around 10
years. Influence of peer/friends (57.4%) is the leading pull factor, while curiosity stands for
the 2" leading cause. Other reasons include availability of drugs and depression.

Types of drug use are usually depends on availability, accessibility and affordability of drug
in the community and society. Canabis is the most popular drug among the drug users, while
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Yaba is another very preferred fashionable and widely used drug. Nevertheless, other used
drugs are Phensedyl, Heroin and TD/Lubo/Bonojesic (injecting drug) etc.Two in three
(71.9%) respondents used two and more type of drugs, however, drug-user average intakes
drug 2.44 times daily.

Underlying causes:In the category of “Family Problems", neglectful parenting (28.4%) is a
prime reason for initiation of drug. Financial poor family condition stands is the 2™ position
i.e. 23.5%. Others underlying causes include parental counterbalance and family cann’t bear
educational expences. In the category of " Social Problem", peer or classmate pressure
(80%) is one of the leading causes. Express themselves among the others are the 2™
position i.e. 18.3%. Other reasons under social problems include face booking on long time
and lack of capacity to arrange a job. In the category of " Personal Problem",
depression(60.5%) is the foremost causes. Relationship breakdown (33.6%) is the next
important causes. Rest of underlying causes includes "suppressing sadness", “become
healthy /strong" and “seek happyness”as reasons for drug-use.Long duration of ejakulation
is one of the important reasons among the young and married couple to start drug.

Source of getting drugs: Drug addicted friends are the main source of getting drugs,
another sources include drug traders, suppliers, Tokai, and domestic helpers.Three in four
drug users received drug through trader's home or his instructed location, 63.3%from drug
peddler provides home delivery upon a phone call, while 60.4% respondents mentioned of
local slum.

By and large, motor vehcile drivers/helpers being directly linked to drug use, whereas, other
groups include uunemployment youth, students and politically influential person/mastan/big
brother's being directly linked to drug use.

Financial damage is the foremost consequence (74.2%) after used drugs, and 2nd leading
64.7% on cranky mood. Other consequence include sleeping problems, fatigueness,
depression, sickness, decreased working capacity and worries/fear as consequences of
drug-use. It should be noted that 29.0% respondents reported on poor performance in study/
workplace. Data shows that better half drug come from India and lesser half come from
Myanmer.

Drug Prevention Program: Drug users were asked regarding young people more involve
in the drug. More than two-thirds (89.8%) respondents replied in the affirmatively while
10.2% replied negatively. “Create good rapport between parents and children”, is suggested
by highest number of drug users. Other suggestion include “parents being well informed on
children’s friends”, “publicity at the national level for raising awareness”, “religious and moral
education”, “extra curricular activities” and “incorporate the topic on drugs and it's
consequence in school syllabus”. One in four respondents also suggested to “arranging

treatment for drug users”.

According to data. Local goons/terrorists/big brother is the leading personnel who involve in
drug trading. The rest of personnel who involve in drug trade are politically influential
persons/public representatives, unemployed youth, socially influencial person and student
involved on drug trade/smagulling.

Treatment and rehabilitation: One in three got admitted to a drug rehabilitation center for
treatment, of which 65.2%replied “parents’ wish”, 29.8% mentioned voluntarily got admitted
in the rehabilitation center. A minimum number of respondents said friend advice and social
pressure influence them to get admission in rehabilitation center.

Present drug prevention program by law enforcing agencies: Survey data reveals that
maximum number of respondents said it is a “Good initiative and should be continued”. The
other respondents shared include “Decreasing drug paddler/smuggler” “Create drug
scarcities in the market”, and “Criminals gone to hide/safe place”. It should be noticed that
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around one-fourth of the respondents mentioned that “law enforcing agencies didn’t find out
the main criminals/big brother who involve in drug paddling/smuggling.

“Increase public awareness” suggested by majority (78.2%) of the respondents. Other
suggestions include “Conduct raid regularly”, “Should more stick on the issue”, “Killing of drug
peddler by shoot out” a public opinion, “ensure punishment’. A significant number of
respondents (23.4%) shared “Ensure treatment and rehabilitation of drug users” and “Law

enforcing agencies should be honest of on this regards”.

Economical & Social impacts: The average cost of drugs per person was from Tk. 324.0
to Tk.619.76 per day or from Tk.118, 260.00 to Tk. 226,212.4.00 per year. The economic
impact of drug abuse included cost of drug itself, health care expenditure, lost productivity,
and other impacts on society such as crimes and accidents. The patterns and cost of drug
abuse were investigated among 2500 drug abusers, of them some were admitted to a drug
dependence treatment in eight divisional cities including Cox’s bazar and Shatkhirs. The loss
of trust in family and society, conflict, fear, crime’, sickness/mental disorders, financial
problems/ money lost’, ‘propensity to stealing/robbery/hijacking, dropout from education, etc.
are the gift of the drug use.

In view of the foregoing, for overcoming drug problems and challenges, the major
recommendations include the following:

= Controlling supply of drugs by giving the prime attention to Mymenmar and Indian
boarder where trafficking routes are active and drug mobility is highest;

= Advocacy with the ministry of education for inclusion of the underlying causes and
consequence of drug use in the text books;

= |nitiating school and community based campaign program to prevent young
community particularly students from being involved with drugs;

= Developing sensitization plan for the parents to make them responsive and develop
friendly relation with their children particularly adolescent;

= Reviewing, updating and amendment of DNC policy and ensuring accountability of
law enforcing agencies;

= Developing an effective network with private sector treatment and rehabilitation
center lead by DNC, however, make them accountable to DNC;

» Framing up a standard operation procedure (SOP) manual for all treatment center
flagship by DNC and providing training to them for delivering quality treatment
services;

= Capacity building initiative should be ensured by DNC to the private treatment
centers and arrange oversee visit in foreign country to exchange knowledge and
transfer skills which will help to provide effective treatment to the drug users;

» Provide financial facilities to the private treatment centers specially who are providing
treatment to the poor, children and street drug users, which will motivate them and
make them proactive in this regards;

= Regularly visiting private treatment center, organizing and conducting meeting with
them, and providing specific feedback for further development of plan of action;



CHAPTER-1
INTRODUCTION

1.1 Introduction:

Worldwide Bangladesh has eared fame for remarkable economic growth (persistently
toward 7% growth in GDP over the recent years), export, infrastructure development, and
progress in human index. Yet the country’s around one-fourth population lives below the
national poverty line and hundreds of thousands of potential hands are searching jobs.
Poverty, unemployment and frustration fuel many high-risk behavior patterns including
consumption and retailing of ‘drug’ (narcotics or drug substances banned or strictly
restricted for certain medicinal purposes) that finally devastatingly affects the people in
particularly the youth or young adults, causing them to be persistently addicted. And in
reference to this Bangladesh is not an exception, unfortunately.

Although Bangladesh is neither a producer nor a suppler country of any narcotics drug, but
the number of drug abuse and addiction is gradually increasing day by day, turning into a
grave situation. While the location of the country, in between the golden triangle and
golden crescent, is a factor for trafficking of illicit drugs, the weak law enforcing surveillance
has been a blessing to supply of heroin and opium. Drug addiction is now prevalent
everywhere in Bangladesh; in the house, streets, in the workplace, parks, slums, markets
and even in educational institutions both in rural and urban areas. According to a report by
the World Health Organization (WHO), majority drug users in Bangladesh range from 15 to
30 years old and are predominantly men. The exact number of drug users, however, is
hard to pin down, but it is estimated that there are over 6 million people in the country who
abuse and/or are dependent upon illicit drugs.However, the National Institute of Mental
Health (NIMH), in a program held last June, stated that more than 7 million people suffer
from drug addiction in Bangladesh, of whom 25% are below 15 years.

The drug users in Bangladesh use both soft drug and hard drug of different categories
such as Phensidyl (codeine base), Yaba (combination of methamphetamine and caffeine),
Heroin, Pathedyne, Cocaine, Opium, Canabis, Alcohol, sedatives, etc. Although the drug
trade is strongly rooted at Dhaka but is vibrantly penetrating into other cities/towns and
gradually dispersing into the rural areas. Effects of drug abuse know no bound. There are
physical, psychological, familial, social, economic and National effects. Drug addiction is
causing disintegration of family ties, harming normal family lives, enhancing drop-out rate
from school/college or university, increasing jobless hands and creating social unrests
through increasing anti-social activities.

In the back drop of the situation, the nation needs to undertake measures to effectively
encounter this detrimental situation. Any further delay may push the national sufferings to a
point beyond repair and restoration. Undertaking effective treatment needs identifying and
analyzing issues like cause of addiction, profiles of victins and adequacy of treatment
services/facilities available. Only then it is possible to establish of adequate treatment and
rehabilitation facilities at private sector in Bangladesh.



1.2 Rationale of the Study

Drug use is causing manifold harms such as family ineptitude, parental neglect, parent-
child conflict, spouse strife, indiscipline, isolation, lack of emotional support, rejection of
love, over protection, unemployment, repeated failure, personality conflict or mal
adjustment. Drug has been depressing millions of potential youth, paralyzing their potential
efficacy, and killing their future and dreams. Eventually it is snatching away potential
productive contributions to national economy, pluralizing jobless hands, increasing national
health care expenses, hiking crime rate and national security cost. Taking all in views, the
government of Bangladesh has adopted the principle of ‘zero tolerance’ to overcome the
curse as of this evil situation thorough an effective exit.

Bangladesh is a member of the United Nations Office on Drugs and Crime (UNODC),
where the Department of Narcotics Control (DNC) is the focal point. DNC is aware of the
prevailing adverse situation and committed to address the crisis efficiently with an effective
strategy guided plan or holistic solution. Establishing adequate treatment and rehabilitation
facilities, as a part of this holistic approach, first and foremost needs to understand:

= actual victim scenario (categories of victims by type of drugs/narcotics and
geography and impact due sufferings);

» underlying causes of drug use and addiction;

» Drug supply chain;

= Availability and effectiveness of treatment/ healthcare services and facilities; and

= Opportunity or potentiality of having proper services through privately owned
treatment and rehabilitation centers or related service providers in Bangladesh.

The department has already conducted a Baseline study on drug addiction in Bangladesh
in the last year. In consideration of the above and continuity of the baseline study (already
done by DNC), the department has taken up initiative for a research work to highlight the
type of victims of drug abuse, causes of drug addiction, ideal treatment of drug addicts in
the area of private initiative as well as to show the realization of the real truth to the mass
people by making research activities more dynamic and improved. The study initiative is a
timely taken and justified step of the department.

1.3 Broad Objective of the Study

The objective of the study is to figure out actual victims and underlying causes of drug
addiction based on types of narcotics drug in Bangladesh and also to find out the
availability and potentiality of having proper services in the privately owned treatment and
rehabilitation center in Bangladesh.

1.4 Broad areas of study

The study will have to do cover collection of data and cases from all the administrative
divisions in Bangladesh. The sampling methods should address the geographical and
societal diversity, such as rural areas, small & big town, municipalities, university, collage,
high school, floating population, slum, labour colonies, middle class, elite groups etc in
order to make the research more effective. In addition, district-wise demand and supply



mapping of the medical and rehabilitation services at private level for drug addiction has to
be sketched-out.

For finding out the major victim and causes of drug addiction including drug smuggler,
suppliers, different varieties of drugs etc. seven cities of the country, port areas, different
gambling places, including major drug trafficking routes and entries in the country, hill tract
areas, tea garden labors, particularly Bangladesh-Myanmar border inlets have to be visited
and to be talked with different stakeholders, law-enforcing agencies, Government officials
etc. on the relevant issues. At least one in-depth interview with each categories of drug
user has to be conducted to the demand side of the substances.

15 Common terms used in this study

Drugs mean-narcotics drug i.e. Yaba tablet, Phensedyle, alcohol, heroin, marijuana/
Canabis/Canabis, vang, afim, choros, cocaine, morphine, TD/Bono/Lubo (buprenorphine/
injecting drugs), Pathidine, Sedative/Sleeping pill, Rectified Spirit, Po Chu-i/Tari and
Glue/Dandy etc.

Addiction means the condition of being an addict. An addict is a person who is unable to
stop taking drugs.

Frustration means the feeling of being frustrated. Indicators of frustration include failure in
love, family conflict, lack of life security, pressure of poverty, feeling of loneliness, financial
loss, inability of marriage, unemployment etc.

Meanwhile, parental drug addiction means a father or mother or both are addicted to
drugs. Peer Group is a group of people of the same age or social status (Oxford dictionary
6th edition, p-973). Indicators of peer group include friends, classmates, colleagues,
business partners etc.

Drug Treatment and Rehabilitation center: Legal permission received from the proper
authority. Provide treatemt to the drug users in exchange of money.

1.6 Recent Trends and Patterns of Drug Abuse

The country's drug culture is growing. Until the 1980s, few drugs were consumed in
Bangladesh except for cannabis. This was a traditional, even spiritual practice that saw
government-registered shops selling pot over the counter. After banning on cannabis in the
1988, heroin flooded the drug market. As a result of the cannabis ban, Bangladesh is
replaced cannabis with heroin and, latterly, yaba. Heroin is still very cheap and low-class
drug which is prevalent in Bangladesh. Conversely, Yaba is expensive and it is considered
as higher-class.

Yaba & Heroin is usually smoked by the drug abusers. A codeine-mixed cough syrup
called Phensedyl, Codilab, ESkuf, Nelco, Codocof, Parvo-cof, Ikon-XP etc. is swallowed.
Traditional smoking of cannabis associated with smoked forms of tobacco is still prevailing.
Buprenorphine is abused in Bangladesh through intravenous injection.



The trend of drug consumption is higher in youth and adolescents. Students are mostly
falling victims to drug abuse, which eventually lowers their standards of education and
attendance at schools and colleges. Influence of friends or peer pressure is the most
leading primary causes of drug abuse. Easy access to drugs, Psychological disorder or
mental stress due to family problems, the disintegration of the old joint family system,
absence of parental love and care in modern families ,decline of old religious and moral
values etc lead to a rise in the number of drug addicts. Less educated and the youth are
the major victim of drugs in Bangladesh. Women and children are also becoming victim of
trafficking, peddling and consuming drugs. Geographical location, close proximity of drug
producing zones, in-transit use of the country for international drug trafficking, vast
development and use of internet and IT, lack of-social awareness etc. as cause of the
increase of drug.

The majority of the slum dwellers are unemployed. Many of these slums are being used by
the drug traffickers. These slums are treated as major drug storage and selling points. Drug
traffickers engage youths, including women and street children from these economically
disadvantaged groups as drug peddlers.

1.7 Effects of some preferred drugs in physical and mental health
Phensidyl: Phensidyl is the combination of codeine and chlorpheniramine.

Codeine: Common effects include drowsiness andconstipation. Less common are
euphoria, itching, nausea,vomiting, dry mouth, miosis, orthostatic hypotension,urinary
retention, depression, and pardoxical coughing.Rare adverse effects include anaphylaxis,
seizure, andrespiratory depression’.Chronic use of codeine can cause physical
dependence.When physical dependence has developed, withdrawalsymptoms may occur if
a person suddenly stops themedication. Withdrawal symptoms: drug craving, runnynose,
yawning, sweating, insomnia, weakness, stomachcramps, nausea, vomiting, diarrhea,
muscle spasms,chills, irritability, and pain. To minimize withdrawalsymptoms, long-term
users should gradually reduce theircodeine medication under the supervision of a
healthcareprofessional®.

Yaba: Yaba is a combination of methamphetamine 30% and caffeine 70%.

Psychological effects of methamphetamine includeeuphoria, anxiety, increased libido,
alertness, concentration,increased energy, increased self-esteem, self-
confidence,sociability, irritability, aggressiveness, psychosomaticdisorders, psychomotor
agitation,dermatillomania(compulsive skin picking), hair pulling,delusions of grandiosity,
hallucinations, excessive feelingsof power and invincibility, repetitive and
obsessivebehaviors, paranoia, and - with chronic use and/or highdoses - amphetamine
psychosis®,*.

"Codeine - adverse effects".Medscape reference -Drugs, Diseases & Procedures. WebMD LLC.. Retrieved 27
Sep 2012.

2 Alberta Health Services; AADAC (April 16, 2007). "The ABCs - Codeine and Other Opioid Painkillers". Alberta

Alcohol and Drug Abuse Commission. Retrieved Sep 12 2008 \Pseudoephedrine:

% "Erowid Methamphetamine Vault: Effects”. Erowid.org. Retrieved 2011-01-09

4"Amphetamines: Drug Use and Dependence | Merck Manual Professional”. Merck.com. Retrieved 2011-01-09.



Long term Methamphetamine use has a high association with depression and suicide as
well as serious heart disease, amphetamine psychosis, anxiety, and violent behaviors.
Methamphetamine also has a very high addiction risk®>. Methamphetamine is not directly
neurotoxic but long-termuse can have neurotoxic side-effects. Its use is associatedwith an
increased risk of Parkinson's disease due to the factthat uncontrolled dopamine release is
neurotoxic®,’.Long-term dopamine upregulation occurring as a result of Methamphetamine
abuse can cause neurotoxicity, which isbelieved to be responsible for causing persisting
cognitivedeficits, such as memory loss, impaired attention, anddecreased executive
function. Similar to the neurotoxic effects on the dopamine system, methamphetamine can
alsoresult in neurotoxicity to the serotonin system®. Over 20% of people addicted to
methamphetamine develop along-lasting psychosis resembling schizophrenia after
stopping methamphetamine. The condition persists forlonger than 6 months and is often
treatment resistant’.

Withdrawal symptoms of methamphetamine primarilyconsist of fatigue, depression, and
increased appetite.Symptoms may last for days with occasional use and weeksor months
with chronic use, with severity dependent on thelength of time and the amount of
methamphetamine  used.Withdrawal = symptoms may also include anxiety,
irritability,headaches, agitation, restlessness, excessive sleeping, vividor lucid dreams,
deep REM sleep, and suicidal ideation™®.

Caffeine overdose can result in a state of central nervoussystem over-stimulation called
caffeine intoxication (DSM-IV 305.90)*, or colloquially the "caffeine jitters".The symptoms
of caffeine intoxication are comparable tothe symptoms of overdoses of other stimulants:
they mayinclude restlessness, fidgeting, anxiety, excitement,insomnia, flushing of the face,
increased urination,gastrointestinal disturbance, muscle twitching, a ramblingflow of
thought and speech, irritability, irregular or rapidheartbeat, and psychomotor agitation?. In
cases of muchlarger overdoses, mania, depression, lapses in judgment,disorientation, dis-
inhibition, delusions, hallucinations, orpsychosis may occur, and rhabdomyolysis
(breakdown ofskeletal muscle tissue) can be provoked™,'*.Extremeoverdose can result in
death™,*.

Withdrawal symptoms - including headache, irritability,inability to concentrate, drowsiness,
insomnia, and pain inthe stomach, upper body, and joints - may appear within 12to 24

5Darke, S.; Kaye, S.; McKetin, R.; Duflou, J. "Major physical and psychological harms of methamphetamineuse". Drug Alcohol Rev
2008;27:253-62. doi:10.1080/09595230801923702. PMID 18368606..

®a b Cruickshank, CC.; Dyer, KR. "A review of the clinical pharmacology of methamphetamine.”. Addiction
2009;104:1085-99.doi:10.1111/j.1360-0443.2009.02564.x. PMID 19426289.

7Thrash, B.; Thiruchelvan, K.; Ahuja, M.; Suppiramaniam, V.; Dhanasekaran, M. "Methamphetamine-inducedneurotoxicity: the road to
Parkinson's disease" (PDF). Pharmacol Rep 2009;61:966-77. PMID 20081231.

8Krasnova, I.N.; Cadet, J.L. "Methamphetamine toxicity and messengers of death". Brain Res Rev2009;60:379-407. doi:10.1016/j.

brainresrev.2009.03.002.PMC 2731235.PMID 19328213.

° Barr, AM.; Panenka, WJ.; MacEwan, GW.; Thornton, AE.; Lang, DJ.; Honer, WG.; Lecomte, T. "The need for speed: an update on
methamphetamine addiction". J PsychiatryNeurosci 2006;31:301-13. PMC 1557685.PMID16951733.

10 McGregor C, Srisurapanont M, Jittiwutikarn J, Laobhripatr S, Wongtan T, White JM (September 2005). "The nature, time course and
severity of methamphetaminewithdrawal". Addiction 2005;100:1320-9.d0i:10.1111/j.1360-0443.2005.01160.x. PMID 16128721.
American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders (4th ed.). American Psychiatric Association. ISBN 0-
89042-062-9.1994

12"Caffeine (Systemic)". MedlinePlus. 2000-05-25.Archived from the original on 2007-02-23. Retrieved2009-08-03.

13 "Caffeine overdose". MedlinePlus. 2006-04-04. Retrieved2009-08-03.

* verkhratsky, A. "Physiology and Pathophysiology of theCalcium Store in the Endoplasmic Reticulum of

Neurons". Physiological Reviews 2005;85:571-2.doi:10.1152/physrev.00004.2004.

15 Holmgren P, Nordén-Pettersson L, Ahlner J. "Caffeinefatalities - four case reports”. Forensic Sciencelnternational 2004;139:71-3.
doi:10.1016/j.forsciint.2003.09.019. PMID 14687776.

16 Alstott RL, Miller AJ, Forney RB. "Report of a humanfatality due to caffeine". Journal of Forensic Sciencel973;18



hours after discontinuation of caffeine intake, peak atroughly 48 hours, and usually last
from 2 to 9 days'’.

Heroin: In our country, heroin is mostly smoked within aluminumfoil or cigarette paper, but
in other countries this is injected.Heroin causes constipation®. Suppression of variouscell-
mediated immune pathways leading to opportunisticinfections®®,%,*. Intravenous use with
non-sterile needles andsyringes or other related equipment may lead totransmission of
infections like: HIV and hepatitis, the riskof contracting bacterial or fungal endocarditis.
Physicaldependence can result from prolonged use of all opioids, resulting in withdrawal
symptoms on cessation of use. ltdecreases kidney function®® .Skin-popping more
oftenresults in abscesses, and direct injection more often leads tofatal overdose29. A small
percentage of heroin smokers, andoccasionally IV users, may develop symptoms of toxic

leukoencephalopathy?®®. Symptoms include slurredspeech and difficulty walking.

Pathedine: Usual dose can cause nhausea, vomiting, sedation, dizziness,diaphoresis,
urinary retention and constipation. Over dosage can cause muscle flaccidity, respiratory
depression, obtundedness, cold and clammy skin, hypotension andcoma. Convulsive
seizures sometimes observed in patientsreceiving parenteral pethidine on a chronic basis
have beenattributed to accumulation in plasma of the metabolitenorpethidine
(normeperidine). Fatalities have occurredfollowing either oral or intravenous
pethidineoverdosage®,*.

Alcohol: Binge drinking: In the USA, binge drinking is defined as consuming morethan five
units in men and four units in women. It increaseschances for vandalism, fights, violent
behaviors, injuries, drunk driving, trouble with police, negative health, social, economic, or
legal consequences to occur. Binge drinkingis also associated with neurocognitive deficits
of frontal lobe processing and impaired working memory as well asdelayed auditory and
verbal memory deficits?®. Binge drinking combined with the stress of returning to work is
acontributing factor to Monday deaths from heart attacks®.The chances of becoming
dependent are increased greatly inmen who have 15 or more drinks each week or women
whohave 12 or more drinks each week. This is known as alcoholdependency?®.

Cannabis:
Acute adverse effects:®
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Anxiety and panic, especially in naive users. Psychotic symptoms (at high doses) . Road
crashes if a person drives while intoxicated

Chronic adverse effects: Cannabis dependence syndrome (in around one in ten users).
Chronic bronchitis and impaired respiratory function inregular smokers. Psychotic
symptoms and disorders in heavy users, especially those with a history of psychotic
symptoms or afamily history of these disorders .Impaired educational attainment in
adolescents who areregular users .Subtle cognitive impairment in those who are daily
usersfor 10 years or more

Possible adverse effects of regular cannabis use withunknown causal relation:

» Respiratory cancers

= Behavioral disorders in children whose mothersusedcannabis while pregnant
= Depressive disorders, mania, and suicide

= Use of other illicit drugs by adolescents

Drug addiction is beings on rapid erosion of educational andcultural, moral and family
values. The addicts lose theirprofessional and educational capabilities, self-dignity, and get
involved in serious or petty criminal activities. The sole aim in life of an addict becomes the
procurement and use ofdrugs.Time is ripe for leaders at the highest level to wake up to
thedanger posed to healthy existence of society as more andmore new addicts join the
ranks of the hardcore ones. Thisslide must be arrested at all costs. The Drugs and
NarcoticsDepartment was created nearly two decades ago, especiallyto counter the
production and availability of addictivedrugs. But it has done little over the years to attain its
given objectives. The corruption, allegedly, runs high in it.Political commitment is required
to combat the illicitdrug-traffickers who are sucking the blood of innocentyouths and
becoming rich very quickly through smugglingof drug.Preventive education against drug
abuse is essential.Enforcement of laws by the law enforcing agency is neededto curb drug
trafficking. The whole community shouldparticipate in awareness raising program andpeer-
counseling is important to change the negativebehavior of the youth. If we fail to control of
this problem itwill destroy the whole civilization.

1.8 Literature Review

There is no certain agreement about the causes of drug abuse because the causes of drug
use are frequent and varied. They comprise individual and family characteristics, social and
environmental factors®.0One of the individual factors is low self-confidence; some
teenagers and young persons have a negative attitude toward their abilities, and consider
themselves worthless, in spite of their high capability. They feel failure and
frustration.®'Parental factors are basically the relationship patterns which exist between
parents and children. Parental factors exert significant influence on the overall
development of the child. Parents" use of drugs has been identified as relevant to
adolescent addictive behavior®®. The peer group establishes the norms, standard of
thought and behavior to be pursued by its members. Consequently, the peer group may
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exert a big influence on adolescents® substance or process addiction. Also adolescents*
addictive behavior brings acknowledgement and respect from peers. Adolescents,
especially those who are socially weak,may choose drug abuse as a means to integrate
themselves into a peer group, and thereby increase self-esteem and decrease anxiety*. In
recent years, the problem of drug addiction as a social problem has gradually increased. It
has created many problems within the family, society and country, all over the world. If we
are unable to stop the abuse of drugs all over the world, societies will be paralyzed, and
the next generation will be gradually crippled, and experience unusual diseases™.

It was also found that a great majority of the addicts were unemployed, students, and the
female addicts were estimated to be about 10%. Findings on how the subjects developed
their habits indicated that 50% first took drugs through drug user friends and under
pressure, 20% out of frustration and 15% out of curiosity. The study reports that the highest
incidence of addiction occurred between 23-26 years old*®. Abuse of drugs has potential
threats on personal and social health. The issues that usually follow drug addiction can be
identified as loss of interest in work, indifference to family responsibility, loss of ability to
concentrate, which may impair family relations, increase in sexual demand or misbehavior,
violence or social nuisance and boosting up of uncounted criminal offences as
mentioned®. Drug addiction does not harm individual addicts only; it affects their families
and the society as a whole. Due to drug addiction, criminal activities are increasing at an
alarming rate all over the country, especially in urban areas like Dhaka, Chattogram,
Rajshahi, Khulna, Barishal and Sylhet.

Hossain and Mamun,® found in their study that 67.30% of respondents became addicted
because of the influence of their peer groups, 57.69% respondents mentioned that curiosity
is the second reason for being addicts. From the study it is quite evident that frustration
(16.54%), unemployment (5.77%), failure in love (11.54%) and family conflict (20.19%)
were also influential causes of drug addiction. Hug and Enamul® found in their study that
50% of addicts took their first drug through drug user friends and under pressure, 20% out
of frustration and 15% out of curiosity.

Uddin, Md. Jalal®® says that failure in love, disappointment family disorder and social and
family related matters are highly responsible for addiction. Shakil, Anmed Saluddin* found
in his study that failure in love (15%), smartness (32.5%), fashion (25%) and redeem
themselves of sorrow (27.5%) were the causes of drug addiction. Saha, Sudir Kumar* saw
that environmental influence, frustration, ignorance, curiosity, recreation, failure in love,
influence of peer group and sorrow were the causes of drug addiction.Shawkatuzzaman,
Syed*? saw geographical location, pressure of peer group, curiosity, frustration, ignorance
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etc. as the causes of drug addiction. Begum, HamidaAkhtar*® found in her study that
pressure of peer group (73.55%), frustration (18.62%) etc. were the causes of drug
addiction. Mannan, Bashira [20 found in her study that disorganization of the family (35%),
influence of peer group (35%) and affluence of money (20%) were the causes of drug
addiction. Sarker and Hossain (1999: 212) found in their study that curiosity (70%) was one
of the causes of drug addiction. Hossain, Md. Anwar* says that disorganization of the
family, influence of peer group, influence of slum, poverty etc. were the causes of drug
addiction.

Ying-chichchuang et al* found in his study that influence of peer drinking was the cause of

adolescent drinking. Mariam, lobidze®® saw that in Asian Countries, Juvenile crime and
delinquency were largely urban phenomena. Statistically, as is true elsewhere, young
people constituted the most criminally active segment of the population. The most
noticeable trends in the region were the rise in the number of violent acts committed by
young people, the increase in drug-related offences, and the marked growth in female
juvenile delinquency. The financial crisis that hit some countries in East and South-East
Asia in the late 1990s created economic stagnation and contraction, leading to large-scale
youth unemployment. For millions of young people, this meant a loss of identity and the
opportunity for self-actualization. Some countries are facing great difficulty because they
are located near or within the ,Golden Crescent or the ,Golden Triangle®, two major
narcotics-producing areas of Asia. Traffickers actively involve adolescents and youth in
serving this industry, and many of them become addicted to drugs because of their low
prices and easy availability. A study reveals that 65% of the addicts started first with
liqueur, hemp, tended to take heroin and pathdine. It is also found that a great majority of
the addicts were unemployed, 25% were students, and the female addicts were estimated
to be about 10%. Findings about how the subjects developed the habit indicated that 50%
first took drugs through drug user friends and under pressure, 20% out of frustration and
15% out of curiosity.

The highest incidence of addiction occurred between 23-26 years of age the study
reports*’, whereas other study found 18-27 years®. The World Health Organization (WHO)
says that in the world 50 crore people are drug addicted. The pressure, frustration and
anxiety created in the minds of people because of crossing from a feudal society to a
modern society were the causes of drug addiction.”® Chain found in his study that the
causes of drug addiction were family conflict, indifference of parents to the children, high
ambition and frustration.*® Ying-chihchuang et al®* found that in urban white middle-SES
neighborhoods (types 2) perceived parental drinking was positively associated with
adolescent drinking.
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CHAPTER-2
METHODOLOGY

2.1 Study Area

The survey was conducted in the high prevalence drug users’ area in Bangladesh,
covering 8 adminstrative districts under the 8 divisions which were selected as per the drug
domains of prevalence.

2.2 The Approaches
The survey approachesundertaken for this survey include the followings:

i) Desk review of the relevant documents: it includes review of drugs related available
study reports and documents prepared to identify and understand increasing complexity of
interrelated actual victim scenario (categories of victims by type of drugs/narcotics and
geography and impact due sufferings), underlying causes of drug use and addiction, drug
supply chain, availability and effectiveness of treatment/ healthcare services and facilities,
and opportunity or potentiality of having proper services through privately owned treatment
and rehabilitation centers or related service providers in Bangladesh. Apart from providing
a broader conceptual clarity, challenges and lessons, the review was helpful in developing
the survey tools and instruments suitable for each type of target population, and paved up
way towards providing constructive recommendations for strengthening and enhancing the
national responses and way forward.

ii) Cross sectional and descriptive survey: A cross-sectional, descriptive survey was
conducted that aimed at assessing/determining the underlying causes of drug addiction
based on types of narcotics drug in Bangladesh.

iii) Development of data collection tools: The initially developed data collection tools
were pre-tested at field level (mock test) for necessary correction and adjustment and were
finalized based after sharing with DNC Technical team.

The study gathered data applying both quantitative and qualitative techniques. Whie the
gualitative data was collected from law enforcing agencies as well as from the central level
program personnel of DNC to get insights about the supply chain of the drug, the
guantitative data were collected from the drug user only., .

2.3 Sample design

2.3.1 Selection of districts

Utmost importance was given to ensure representation of districts and drug users

population from each of the eight divisions in Bangladesh. The points mentioned below
were considerd in selecting the citites or districts: were considered:
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a) The eight divisional cities have been chosen following the prevalence of drug users,
through discussion with DNC and secondary documents from DNC and daily
newspapers;

b) Selected eight district, each from eight division based on prevalence of drug users;

c) The calculated sample size that could be achieved by selecting a particular district
based on number of cases filed by DNC;

d) The total sample size that could be manageable in stipulated time of the survey.

2.3.2 Sampling Method & Sample Size

The sampling addressed the geographical and societal diversity, such as rural areas, small
& big town, large cities, university, collage, high school, floating population spots like bus or
rail stations/launch terminals, slums, labor colonies, clubs of middle class and elite groups
etc. in order to make the research more effective. For having better idea on major victims
of drug addiction, different varieties of drugs, drug smuggler, suppliers, etc. port areas,
major drug trafficking routes and entries in the country, hill tract areas, tea garden labors,
particularly Bangladesh-Myanmar border inlets were visited. Different stakeholders, law-
enforcing agencies, Government officials etc. on the relevant places were interacted.

Drug users, drug traffickers, and treatment providers were reported to have been within
loop of drug use. So snowball sampling or networking technique was applied for
interviewing them. The technique lies in that initially data collected from the few identified
respondents of the target population are used for identifying and locating the others. .

Calculation of Sample Size for drug users

Z°p (1-p)

n=—_ Design effect
d2

Where, n = the desired sample size; z = The standard normal deviate = 1.96 at 5%
level which corresponds to 95% confidence level;
p = the proportion in the target population estimated to have a particular characteristic. If
there is no reasonable estimate, then use 50 percent (.50).
g=1.0 - p.
d = degree of accuracy desired, usually set at .05 or occasionally at .03.

Using the above formula, n = 1067x2
n=2134

Additionally, 10% of the 2134 data that means 213

n=2347

So, we have considered the round 2500 no of population as sample size

Note: There is, however, no available data regarding the prevalence of drug use in
Bangladesh. So, number of cases given an idea about the prevalence of drug users across
the divisions and the country as well. Division wise sample sized distributed based on
number of cases filed by the DNC in last one year.
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2.3.3 Samples of qualitative study

For the qualitative survey, in-depth interview and FGD were conducted with law enforcing
agencies, civil society to understand the drug smuggler, suppliers, and different varieties of
drugs etc. Separate qualitative data collection tools were used for capturing qualitative
information about the reasons for drug use and types of drug etc. On the other hand KiIl
was conducted with management and health service providers in private treatment and
rehabilitation centers.

2.4 Development of survey tools
Quantitative tools

Separate semi-structured questionnaires were prepared for male and female drug users.
The questionnaires included information on socio-demographic characteristics and
marriage, age of first drug use, source of drug purchase, who involve in drug use,
consequence of drug use. Questionnaires were pre-tested for the groups in some field
sites among drug users, who were not the final but psudo respondents of the category, by
the Field Research officers and Field Supervisors for checking inconsistency and lack of
information in the questionnaire. During pre-testing of the questionnaire some of the key
areas that were observed were in consistency with the sequence of questions, language
used, probing technique, appropriate skips in the questionnaire, etc. The pre-testing results
were reviewed among the teams and the questionnaires were modified incorporating the
suggestions given in the project staff meetings and based on the results of pre-testing in
the field. Then the questionnaires were shared and finalized in consultation with DNC. Al
the questionnaires were developed first in Bangla and translated into English and
interviewers were trained thoroughly on the guestionnaires. The final questionnaires were
printed after getting approval of DNC.

Qualitative tools

Guidelines for FGDs, IDIs and KlIs were developed following a participatory method by the
research team. Some selected researchers having previous experience of qualitative data
collection were involved in the process of development of the guidelines. The guidelines
were also field tested by the study team in some selected drug using spots and finalized.

The tools developed for qualitative data are:
e Guidelines for key informant interview with the DNC and Law enforcing agencies
(Police);
e Guidelines for in-depth interview with the key populations and service providers in
private treatment centers;
¢ FGD guidelines for conducting FGD with key populations;

A group of facilitators and note takers having previous experience of conducting FGDs/KII
were trained on the guidelines and procedures of conducting FGDs/KIl. An FGD was
conducted by two persons, one moderator and one note taker cum audio recorder. The
FGDs findings were compiled and summarized according to the type of drug use.
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The Klls were conducted by senior team members of the research team using
checklist/talking points and also depending on situation by a trained and experienced data
collector who can record interview by audio recorder. These were compiled with respect to
individual category of personnel and were analyzed.

Respondent/participants of Klls and FGDs were selected based on source of different
information channel and willingness to participate. Homogeneity of the FGD participants
was considered and ensured during their selection.

For each of the instruments (both quantitative and qualitative) instruction manuals were
developed for the data collectors. Monitoring guidelines were developed for the
supervisors to maintain quality of data collection through supervision and monitoring by
gualified, trained supervision and monitoring teams. The manuals included interview and
data collection techniques, interview methods, instructions on filling up the data collection
tools, monitoring, quality checking, data editing etc.

2.5 Duration of the survey
1 month took to conduct the survey
2.6 Ethical assurance for the protection of human rights

Verbal consent in Bangla was taken from the respondents who are >=18years. For those
who are <18 years, written assent was recorded from guardians, who identified the
participants. Before starting interview, the objective of the survey and the risk and benefits
in participating in the survey were read out for each respondent/guide.The name and
address of the respondents were not recorded any where in the questionnaire.
Furthermore, privacy during the interview process was safeguarded. The interview was
held under the conditions wherein the respondents were at comfortable inresponding.

2.7 Trainings of the study team
Orientation of the Key Personnel

The Key personnel were oriented on their own responsibilities, prerogatives and their
mutual and interacting responsibilities including the survey objectives and the related
issues. They reviewed the proposal and related literatures based on which the survey was
carried out. Based on their responsibility, they reviewed and translated the questionnaires
as a team under the direction of the team leader. They also were around during the
finalization of these instruments.

Training of data collection team

The main objective was to provide a deeper understanding of principles, methods and
techniques of collecting data (more quantitative and qualitative) from the fields. This
comprehensive training course aimed at building the capacities of the enumerators and
field supervisors to engage in collecting primary data from the multistage of 8 divisions
throughout the country. It is to be mentioned here that primary data (quantitative) would be
collected from the drug dependents, end users, patients admitted into the rehabilitation
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center/treatment centers, carriers, and peddlers. On the other hand, qualitative data would
be collected from the law enforcment agencies (police) and the high officials of the
Department of Narcotics Control (DNC) in 8 divisions. However, in total, 34 persons (26
Enumerators and 8 Field Supervisors) joined the course.

In the inception stage of the course the Chief Guest and the Chairman of the training
session delivered their short lectures and gave some valuable suggestions as well to
enrich the study. Any way, the course was held from 7 to 9 June 2018 and consisted of 10
sections following the lectures method and the language was in Bangla. A detailed
program is presented in table 1 on the following page. The course was divided into 4
sections which are the following:

= Section A: Discussion of the draft survey questionnaire consists of socio-economic
information of the respondents, drug receiving and consuming information, prevention
of drug dependency role of the law enforcement agency and others ( different types of
drugs, its usages and prices)

= Section B: Discussion of the draft qualitative questionnaire (KIl guideline and checklist
for observing the treatment and facilities of rehabilitation centers)

= Section C: Selection of survey area, sampling methods & techniques and monitoring
methods

= Section D: Field testing and finalizing the data collection instruments

Lectures were presented with aid of multimedia presentations (Microsoft PowerPoint). All
theoretical background of the training course was compiled in a comprehensive manual
which was handed out to all participants (available in Bangla). Every day the training
session was started at 9 am and ended at 3 pm. On the 3" day, in the morning of June 9,
all enumerators were group formed into 8 groups headed by one filed supervisors in each
group went out to the neighbouring field to test the data collection tools and came back to
the conference room of the SA Consult International Ltd. Then debriefing session was
organized and some changes were found in the data collection tools. After that the data
collection tools were modified and edited for final version.

At the end of the course, all participants filled out a course evaluation sheet, the analysis of
which affirmed the success of the course in having given the basis for the understanding of
the study and a broad overview of survey and study methods.

2.8 Preparation of data collection plan

A data collection plan with the name of place and date was prepared for each team and
was finalized in consultation with DNC. The data collection team was provided with the
datacollection schedules, locations, questionnaires, tools and other necessary materials
tocollect data from the field. Data collection was started on 28 June 2018 and completedin
30 August 2018. An introductory letter obtained from DNC authority to the relevant officials
e.g., division and district level DNC officials and law enforcing agencies and also SCI who
have been working with male and female drug users for getting their unreserved support in
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conducting the survey. Fieldmonitoring plan of the key professionals was prepared and
implemented during datacollection period.

2.9 Quality control and data management

Data quality was ensured in two stages: at the field level during data collection and at
thecentral level where data editing, entry and cleaning were done. At the field level, all
collecteddata were checked and verified by the interviewers and their respective group
supervisors’ aswell as the Research Officers. The field supervisors check and interview
required number ofquestionnaires at the field level just after completing an interview for
examininginconsistencies or missing information in the questionnaire. This helped in filling
up anymissing information and removing any inconsistencies in data in the questionnaire.
The datacollector also checked at the end of an interview if there is any question left to be
asked.

At the central level, the data management staff again checked for any inconsistencies
ormissing information in the questionnaire and coded the open ended questions including
the Union,Upazilas, Districts and Divisions.

For the quantitative data, separate databases were constructed in CSPro. A single
database was constructed for drug users. The databases were constructed introducing
range andlogical checks for minimizing data entry error.

The inconsistent variables were printed, checked with relevant questionnaire andedited in
the databases. The final CSPro databases was transferred to SPSSversion 20 where data
cleaning was also done by using the logical checks and when anyinconsistency was found
in data. Thus the final database of was prepared for analysis.

2.10 Data analysis

CS Pro and SPSS version 20.0 were used to analyze the quantitative data. The primary
data tables generated for all major indicators as its measurements and are annexed to the
main report. However, the secondary analysis was undertaken for selected indicators and
presented in text tables after in-depth analysis through checking the relevant interrelated
data/information.
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CHAPTER-3
FINDINGS OF THE SURVEY

3.1 Drug Users’ Socio-Economic and demographic Features

The section 3.1 of this chapter (3) presents background information of the surveyed drug
users, which among others include demographic features, education, marital status,
income of drug users and their families, living arrangement, peer group issues. A total
number of 2500 drug users were interviwed in the quantitative survey from 8 division and
distribution of data; Dhaka-690, Chattrogram-549, Rajshahi-403, Khulna-292, Rongpur-
235, Mymensingh-143, Sylhet-135 and Barisal-53. Next to demogrfaphic and societal
features, the chapter also looks into drug use pattern and extent of drug use across in the
country.

3.1.1 Age composition of drug users:

The drug users in Bangaldesh fall under the age group closely in between 18 and 44. The
majority drug-users are young; their ages average to 30.4 years. While Rajshahi division
has the oldest drrug users of average age 37.4 years, Mymensingh was found to be a
place with youngest drug-user having average age group of 26.5years. More than half of
the total drug users fall below 30 years of age.

A person under the age of 18 is considered as a child. Dhaka is then the division having
highest percent of child drug users (10.7%) followed by Mymensing (10.4%, Barishal
(9.8%), and Chattragram (8.0%). Khulna has the highest percentage of respondents
(37.4%) in that age-group.lt is to be noted that one in fourteen or 7% respondents belong
to the age group of 18 years and less. Khulna division appears to be very fine, for having
no children or 44 or over aged drug user. For more informationTable 3.1 can be checked.

Table 3.1: Percentage distribution of the respondents regarding age distribution by

Dividions

Indicators Name of the Divisions

All

Age Dhaka [Mymen- |Barishal |Khulna |Rajshahi |Rangpur | Sylhet |[Chatta- |Divisions
singh gram

218 years 10.5 10.4 9.1 0.0 4.5 1.3 5.7 8.0 6.8
19-23 years 18.9 27.6 22.6 5.2 6.9 9.1 20.0 12.7 15.3
24-28 years 31.1 34.0 29.6 23.7 19.0 23.9 32.2 21.1 26.7
29-33 years 21.3 12.4 26.1 374 8.3 23.0 23.0 13.3 20.0
34-38 years 10.0 8.8 10.4 24.1 13.8 20.9 10.9 12.4 13.4
39-43 years 6.5 3.6 1.7 9.6 10.3 10.9 6.1 10.7 7.7
44+ years 1.6 3.2 A4 0.0 37.2 10.9 2.2 21.8 10.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Average 27.6 26.5 26.7 31.3 374 32.8 28.1 32.8 30.4

3.1.2 Currently attending school/campus:

Table 3.2 reveals that the majority of the respondents or drug users (82.7%) are educated,

while only 17.3% of the respondents were found having no education, during the period
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of the survey.

A little over half (52.4%) of the respondents who participated in the survey, were currently
studying at degree and above level. However, this figure largegly varies by divisions. In
Chattogram division, 70.6% respondents are studying degree and above, which is followed
by 61.0% in Rangpur, and then by others with more gaps. Interestingly, Khulna division is a
division where no drug user was found among the higher quaified persons of degree and
above . But Khulna is the top ranker in terms of HSC level drug uers (87.5%). The most
vulnerable information is that some every third HSC level students (34.9%) are drug users
in our country.

An interesting finding coming out of the table is that, who never attended schools are the
top minority (7.9%), while one complted lower class (up to SSC level) education formed the
majority (65%). The respondents who completed higher level of education were also
comparatively fewer.

Table 3.2: Percentage distribution of drug users on education status by Divisions

Indicators Name of the Divisions
All
Education Dhaka [Mymen- |Barishal |Khulna [Rajshahi |[Rangpur | Sylhet |Chatta- |Divisions
status singh gram
Yes 21.6 18.4 28.7 3.0 13.1 17.8 13.0 18.9 17.3
No 78.4 81.6 71.3 97.0 86.9 82.2 87.0 81.1 82.7
Denominator is who currently in education
Up to Class 7.6 17.4 18.2 12.5 15.8 9.8 13.3 12.9 12.7
10
HSC 31.9 39.1 45.5 87.5 36.8 29.3 60.0 16.5 34.9
Degreeand | o | 435 | 364 0.0 47.4 61.0 267 | 706 |524
above
Denominator is who ever attained school
) 26.7 17.2 19.5 18.7 44.0 1.1 30.0 34.9 25.7
JSC 25.8 24.1 15.9 43.5 15.9 14.3 17.5 20.6 23.1
S.S.C 10.0 25.1 12.2 27.5 7.1 23.3 10.0 15.9 15.8
H.S.C 26.7 25.6 26.2 8.8 11.9 33.9 5.0 13.5 18.7
BA/Masters 8.4 5.9 23.2 .8 12.7 24.9 3.0 2.2 8.8
Neverbeen |, ¢ 2.0 3.0 8 8.3 2.6 345 | 129 7.9
to school
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

3.1.3 Educational status of Fathers of drug users

The survey data furnished below reveals that the higher educateded fathers have
comparatively lower addicted son or daughter. Around one-fourth (25.9%) respondents
said that their fathers have PSC equivalent level education of which Khulna tops for having
the highest share (33.7%), followed by Sylhet (30.9%) and Chattogram (30.4%)
respectively. Out of the total respondents some 14.7% reported that their fathers have
BA/Master's degree; among them Barishal constitutes the highest percentage (26.5%),
followed by Dhaka (23.3%) and Rajshahi (14.5%) respectively. Overall, some 16.4%
respondents shared that their fathers have never been to school, and among them Sylhet
has the highest share (39.1%), followed by Chattogram (27.8%) and others.

17



Table 3.3: Percentage distribution of the respondents regarding educational status
of fathers of drug users by Divisions

Indicators Name of the Divisions
All
Education Dhaka [Mymen- |Barishal |Khulna |Rajshahi |[Rangpur | Sylhet |Chatta- |Divisions
level singh gram

PEC 24.5 25.2 12.2 33.7 29.3 16.5 30.9 30.4 25.9
JSC 12.9 16.4 13.9 20.4 19.3 21.7 10.9 9.6 14.9
S.S.C 14.7 14.4 13.0 10.0 6.9 20.9 8.3 8.7 12.0
H.S.C 18.5 22.4 24.3 17.4 4.1 16.1 4.3 111 14.8
BA/Masters 23.3 16.4 26.5 5.9 14.5 8.3 2.2 12.4 14.7
Never beento | ¢ , 4.4 9.6 11.9 | 203 16.5 391 |27.8 |16.4
school
Dont know 0.0 .8 4 a 55 0.0 4.3 0.0 1.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

3.1.4 Educational status of Mothers of drug users

The tbale data say, more the mothers are educated fewer the children addicted. Most of
the respondents reported that their mothers have Class PSC (29.0%) among which Khulna
tops the list (37.8%) among the 8 division, followed by Rangpur (37.0%) and Rajshahi
(34.8%) respectively. Among the respondents, only 4.1% had mothers with BA/Master’s
degree, in realtion to which Dhaka is ahead of all for highest percntage (10.7%), followed
by Barishal (7.0%) and Mymensingh (4.0%) respectively. However, a little over one-fourth
(27.7%) respondents reported that their mothers had never been to school; Sylhet is the
top ranker in this repect for highest percentage (48.3%) closely followed by Chattogram
(43.1%).

Table 3.4: Percentage distribution regarding educational status of Mothers of drug
users by Divisions

Indicators Name of the Divisions
All
Education Dhaka [Mymen- |Barishal |Khulna |Rajshahi |[Rangpur | Sylhet |[Chatta- |Divisions
status singh gram

PEC 22.0 31.2 22.6 37.8 34.8 37.0 33.9 24.2 29.0
JSC 16.2 14.0 19.1 15.2 13.8 22.2 9.1 7.1 14.1
S.S.C 16.4 18.4 20.9 14.8 9.0 13.0 4.3 15.8 14.4
H.S.C 15.1 22.8 13.9 0.4 6.2 4.8 1.3 8.0 9.6
BA/Masters 10.7 4.0 7.0 0.7 2.1 0.9 0.0 1.8 4.1
Neverbeento | g ¢ 8.8 16.5 311 29.0 222 483 | 431 27.7
school
Don’t know .8 0.0 0.0 5.2 0.0 3.0 0.0 1.0 .8
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

3.1.5 Marital Status of the drug users

Over half of the people who participated in the survey is married, 5.4% separated, 4.7%
divorced, and 3.2% is widow. Barishal division has the highest percentage of separated
respondents at 10.4%, followed by Chattogram (9.1%). The rest (38.6%) of the
respondents were never been married. The survey has found Mymensingh division having
the highest percentage of unmarried respondents (56.8%), followed by Barishal (46.1%)
and Dhaka (45.5%) respectively.
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Table 3.5: Percentage distribution of respondents regarding marital status by

Divisions
Indicators Name of the Divisions
All

Marital Dhaka [Mymen- |Barishal |Khulna |Rajshahi |[Rangpur | Sylhet |Chattog |Divisions

status singh ram
Never 455 | 568 |46.1 233 | 245 35.7 383 |364 |386
married
Currently 35.3 37.2 40.9 63.0 64.1 62.6 52.6 44.2 48.1
married
Separated 4.2 4.4 104 4.8 5.9 .9 1.7 9.1 5.4
Divorced 9.6 .8 1.7 7.0 3.1 4 7.0 29 4.7
Widow/widow | 5.5 .8 .9 1.9 2.4 4 4 7.3 3.2
ed
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

3.1.6 Occupational status/Main source of income of drug users

A one-third (30.7%) of the respondents reported that their main source of income derives
from business, and this is accounted for the majority of the respondents. However,
Respondents of Khulna division constitute the highest percentage (44.1%) who generate
income from business, followed by Mymensingh(38.4%) and Rajshahi (38.3%)respectively.
It should be noted that 1% respondents admitted that they  were involved in drug-
trafficking/career; with respect to that Sylhet has the highest drug traffickers/carriers
(3.0%), followed by Chattogram (2.7%). Nevertheless, 1.2% of the respondents are
involved in drug trade, of which, Barishal constitutes the highest percentage (4.3%)
followed by Khulna (2.6%). The survey results also showed that 8.3% respondents
reported that they had no source of income.

Table 3.6: Percentage distribution of the respondents regarding main source of
income by Divisions

Indicators Name of the Divisions
Ocupation Dhaka Mymen- |Barishal |Khulna [Rajshahi [Rangpur | Sylhet |Chatta- All
singh gram |Divisions

Service 5.3 9.2 15.2 6.7 11.4 25.2 13.5 10.7 11.0
Business 22.4 38.4 33.9 44.1 38.3 32.2 26.1 23.6 30.7
Agriculture 0.7 2.4 0.4 0.0 2.1 0.4 1.7 0.0 0.9
Day laboer 4.5 24 3.0 8.5 15.2 16.1 13.0 8.7 8.4
Rickshawivan/ |15, | 145 10.0 22.2 17.6 6.5 135 | 16.0 14.9
car driver
Car/tempo 4.9 8.8 5.2 10.4 4.8 3.5 3.9 2.2 5.2
helper
Unemployed- 8.5 19.6 18.7 0.0 45 11.3 3.9 4.7 8.3
Tutoring 20.2 4.4 7.4 1.1 3.1 4.3 10.9 14.7 10.1
Drug wrafficker/ |, 4 0.0 0.9 0.4 0.7 0.0 3.0 2.7 1.0
career
Drug trade 0.7 0.8 4.3 2.6 0.0 0.4 0.4 1.1 1.2
Others(Graze
Misteri, 15.6 2.8 0.9 4.1 2.4 0.0 10.0 15.8 8.3
Technicianetc)
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
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3.1.7 Monthly income of drug users

The survey data furnished below indicates that, by and large, it is the low income people
having monthly income less than tk 15,000 per month are the majority (53%) among the
drug users. This is supportive of poverty-drug relationship concept.The survey has
etimated the average monthly income of the respondents at Tk. 17,622.88. However,
respondents in Dhaka division generate the highest level of monthly income of Tk.
21,033.27, followed by the incomes of the respondents in Chattogram and Mymensingh
which amount to Tk. 20,822.44 and Tk. 19,052.0 respectively per month.

One-fifth of the respondents'monthly income level are around tk. 10,000 per month. The
findings indicate that roughly a third of the respondents'(31.7%) income level ranges in
between Tk.15,001 to Tk. 20,000 per month. With regard to this income range, Dhaka
division (39.7%) leads all the division followed by Mymensingh (38.4%); and Khulna
(20.0%) and Sylhet division (20%) (Sylhet data were collected from the tea garden
workers and their salary was very poor) are the back benchers. The higest income
generating group (i.e. income level of Tk. 30,001or above) is only 6.2% of the total
repondents, in which, Dhaka division is on the top (10.4%) closedly followed by
Chattogram (9.3%) and Mymensingh (8.4%) respectively.

Table 3.7: Percentage distribution of the respondents regarding the monthly income
by Divisions

Indicators Name of the Divisions

Monthly Dhaka Mymen- |Barishal |Khulna |Rajshahi [Rangpur | Sylhet |Chatta- All

Income singh gram |Divisions
=10000 15.8 15.8 30.6 32.2 28.1 17.8 64.6 11.3 24.5
11001-15000 20.6 22.2 32.7 47 314 31.7 15 28.6 28.5
15001-20000 39.7 38.4 25.8 20.4 21.8 41.3 20.0 37.9 31.7
20001-25000 4.2 10 7 0.4 9.7 5.3 0 9.1 5.5
25001-30000 9.3 5.2 0 0 2.1 1.7 0 3.8 3.6
30001+ 10.4 8.4 3.9 0 6.9 2.2 0.4 9.3 6.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Average 21033.2 | 19052. | 14811.3 |13377.7 | 18136.2 | 15902.1 |10522.6 |20822.4
. 17622.88
income 7 0 0 8 1 7 1 4

3.1.8 Main source of income of fathers of drug users

While drug users are looked who they are by fathers profession, the buinees people comes
first (28.1%); they are one in every 3.5. Mymensingh division had the highest percentage of
respondents (45.1%) whose father's main source of income is business followed by
Barishal(36.5%) and Rangpur (29.6%).. Servicemen (13.5%) and daily laboureres (11.3)
are repectively next rows of unlucky fathers of drug user offspring.
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3.8: Percentage distribution of drug users' fathers' occupational status by

Divisions
Indicators Name of the Divisions
All

Fathers’ Dhaka [Mymen- |Barishal |Khulna |Rajshahi |[Rangpur | Sylhet |Chatta- |Divisions
Occupation singh gram
Service 16.2 12.0 27.0 3.0 14.8 17.4 7.0 11.1 13.5
Business 20.9 45.2 36.5 27.4 23.4 29.6 28.3 25.8 28.1
Agriculture 3.3 9.2 6.5 8.1 15.9 1.7 7.0 2.7 6.2
Day labor 12.5 104 10.9 12.6 3.8 14.8 25.2 5.8 11.3
Rickshawlvan | =, 7 5.6 6.1 3.7 2.8 35 3.9 4.7 4.4
[car driver
Others
(Retired, 29.3 9.6 5.2 16.7 26.2 32.6 11.7 10.0 18.6
aging, etc)
Died 13.1 8.0 7.8 28.5 13.1 4 17.0 40.0 17.8
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

3.1.9 Main source of income of Mothers of drug users

This survey data go agianst a highly previaling perception that professionally busy mothers’
children are vulnerable to drug-usage as they are least cared of . The table-3.9 says the
reverse thing. Roughly three out of four (71.2%) respondents reported that their mothers
are home makers, and this accounted for the majority of the respondents.Overall, 6.5%
respondents said that service is the main source of their mothers' income.A one-fifth
(20.8%) respondents’mothersare retired, aging or died preceding the survey.

Table 3.9: Percentage distribution of drug users mothers on occupational status by

Divisions
Indicators Name of the Divisions
All
Mothers’ Dhaka |Mymen- |Barishal |Khulna |Rajshahi |[Rangpur | Sylhet |Chatta- [Divisions

occupation singh gram
Service 9.3 8.4 6.5 4.1 7.6 1.7 5.2 6.0 6.5
Business 4 1.6 A4 4.1 3.4 4 0.0 2.2 1.6
Home-maker | 64.2 83.2 86.5 68.1 66.6 83.0 70.9 64.0 71.2
Others(Aging, | 18.9 5.6 3.9 13.7 11.4 12.6 10.4 6.4 11.2
retired etc)
Died 7.3 1.2 2.6 10.0 11.0 2.2 13.5 21.3 9.6
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

3.1.10 Monthly Family income of drug users

The survey data indicates, more the econonomic affluency in a family- greater the
propensity is towrads drug additccion by the children/ adloscent. The average monthly
income of the respondents are Tk. 31,604.26/per month with the lower range being tk.
10,000-15,000 per month and that for the upper range tk. in excess of tk. 36,000. The table
3.10 says one fourth (25.3%) drug users belong to the families having the highest income
level in among the respondents

Respondents in Dhaka division generate the highest level of monthly income, which is Tk.
39,798, followed by respondents in Chattogram (Tk. 36,525) and Mymensingh (Tk.34,788)
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respectively. There is a huge variation across divisions country in terms of highest level
monthly income (Tk. 36,000 and above) For example, while they comprises 41.1% in
Chattogram division, by contrast they are only 1.7% in Sylhet division.

Table 3.10: Percentage distribution of the respondents regarding their family income

by Divisions
Indicators Name of the Divisions

Monthly Dhaka [Mymen- |Barishal |Khulna |Rajshahi [Rangpur | Sylhet [Chatta- All
family Incom singh gram |Divisions
10000-15000 | 11.3 11.2 11.7 315 36.7 12.2 44.3 10.2 19.4
16000-20000 | 16.4 13.6 15.2 30.4 19.0 15.2 27.0 14.7 18.4
21000-25000 | 6.0 13.2 10.0 19.6 10.7 17.4 17.0 11.8 12.2
26000-30000 | 17.5 22.4 25.7 11.1 12.8 17.0 8.3 13.1 15.8
31000-35000 | 16.2 7.2 5.7 3.3 5.2 15.2 1.7 9.1 9.0
36000+ 32.7 324 31.7 4.1 15.6 23.0 1.7 411 25.3
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Average 39797. | 34788. | 32847.8 | 20677. | 25415.5 | 31508.7 | 18404. | 36525. | 31604.26
income 82 00 3 78 2 2 57 11

3.1.11 Living arrangement of drug users

The survey reveals it that almot one in every two (51.7%) respondents are living with their
parents. In other words, the parents have least control on drug users sons/daughters. The
2" highest (23.8%) respondents said that they are living with their wife and children (see
Table 3.11).Overall, 7.5% respondents reported that theyare living in a Mess/Hostel (by
themselves/with friends). It is to be noted that 9% respondents are living in the slum/street,
among which Rajshahi division has the highest percentage (16.2%), followed by
Mymensingh, Khulna and Sylhet.

There is a significant difference in numbers between those who are living with mother only
(7.3%) and father only (0.3%). It indicates clearly that children who live with 'father only'
have far lower chance of getting into drugs than those who are living with 'mothers only'.
This finding, apparently, contradicts to common social hypothetical assumption or
previaling perception. Pleas see Fig-1 and Annex-Table 3.11.

Figure-1: Living arrangment of drug users
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3.1.12 Most of time spending by the drug users

Close to half of the respondents (46%) reported that they spend most of their time at work
place while 33.9% respondents said that they spend most of their time with their
friends/peers. Khulna has highest percentage (58.9%) respondents spending most of the
time with friends, followed by Rajshahi (44.5%) and Dhaka (32.9%). It is concerning that
only 2.9% of the total respondentsspend time in school/college/university campus and only
7.7% of the respondents spendmost of the time with their family.

Figure-2: Spend most of the time with whom
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Data shows that around half of the respondents spending most of their time at work place,
while one-third of the respondents passing their time with friends. Only 0.2% respondents
spend most of their time with relatives, followed by 2.9% at school campus.

Figure-3: Most of the time passing with
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3.2 Drug use related information:

The section (3.2) of this chapter 3)presents genesis and pattern of drug uage and drug
related other information of which include their age at early onset of cigarette/tobacco,
influencingfactors, frequency of smoking,duration age at the time of drug-use, types of
drug use, frequency of drug-intake cost for drugs, underlying causes of addiction, source of
drugs, people involved in drug abuse, consequence of drug use, source of supply of drug
and role of law enforcing agencies and information of drug treatment and rehabilitation.

3.2.1 Age at first smoking cigarette/tobacco

As is evident from Table 3.13, the average age of the surveyed population was 16.37 when
they started smoking tobacco.Data shows that 45.6%respondents started smoking
cigarette or using tobacco at an early age of life, below age 15 years. This is more or less
of similar across the divisions except for Sylhet where only 24.5% repondents started
smoking..

Table 3.13: Percentage distribution regarding age at first smoking cigarette/tobacco
by the drug users

Indicators Name of the Divisions
Age Dhaka [Mymen- |Barishal |Khulna |Rajshahi [Rangpur | Sylhet [Chatto- All
singh gram |Divisions

210 11.5 4.8 3.5 0.0 12.2 4 13.5 1.8 6.4
11-15 25.0 31.0 63.9 39.6 46.7 30.4 54.6 39.7 39.2
16-20 47.3 51.2 31.7 57.4 35.2 57.4 24.5 52.2 45.7
21-25 10.8 10.1 .9 1.9 5.2 11.3 6.1 5.6 6.9
26+ 5.3 2.8 0.0 1.1 T 4 1.3 v 1.9
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Average age | 17.7 17.02 14.68 16.50 15.37 17.39 14.90 16.81 16.37

3.2.2 Influence to intake cigarette at first time

Majority (55.2%) respondents reported that they had started smoking cigarette or
consuming tobacco first time by the influence of friends or peer-group. The percentage of
the respondents in this catagory is similar across all the divisions.One in four respondents
(25.1%) said that they had startedsmoking cigarette /tobaccoout of curiosity. A few (8.0%)
respondents reported that availability of cigarette/tobacco is a contributing factor for their
smoking or tobacco consumption habit.
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Table 3.14: Percentage distribution regarding to influence to intake cigarette/tobacco
at first time by drug users

Indicators Name of the Divisions
Influencing Dhaka |[Mymen- |Barishal |Khulna |Rajshahi |Rangpur | Sylhet |Chatto- All
factors singh gram |Divisions
Friend/class 587 | 59.2 60.0 55.6 51.0 48.3 539 | 53.1 55.2
mate
Watched
father 6.2 5.2 5.7 3.3 38 5.7 6.1 5.1 5.2

smoking/che
wing tobacco

Social 0.0 0.0 17 0.0 2.4 6.5 48 2 15
availability of

cigarettes/tob 7.3 6.4 6.1 3.3 21.7 5.7 7.4 6.0 8.0
accos

Out of

Lo 233 | 25.2 19.1 34.8 19.7 27.0 230 | 282 25.1
curiosity

Nobody 45 4.0 7.4 3.0 1.4 7.0 4.8 73 5.0
influenced

Total 1000 | 1000 |100.0 |100.0 |100.0 |100.0 |100.0 | 100.0 | 100.0

3.2.3 Frequency of smoking cigarette per day

The survey reaveals that a respondent, on average, smokes cigarettes 14.10 times a day.
The alarming finding is that the respondents’ age-group 10 or below smoke 27.8 times a
day.

Chattogram has the frequency (18.46 times), followed by Dhaka (16.02 times a day) and
Rajshahi (14.29 times a day). Majority (36.8%) of the respondents smoke cigarettes at
least ten times a day.

There is a variation in the percentage of respondents across divisions in this age group.
For example, in Khulna this age-group of respondents smokes 56.3 times a day and in
Mymensingh, they smoke 10.0% times a day. Respondents in the age-group of 26 and
above reported that their daily smoking frequency is 6.2 times, among which, respondents
in Chattogramsmoke 13.6 times a day whereas respondents in Dhaka smoke 10.2 times a
day.

Table 3.15: Percentage distribution of respondents regarding frequency of
cigarette/tobacco taken per day by Divisions

Indicators Name of the Divisions
Times Dhaka [Mymen- |Barishal |Khulna |Rajshahi [Rangpur | Sylhet |[Chatto- All
singh gram |Divisions

210 24.6 74.3 41.9 32.2 28.0 49.3 60.8 16.6 36.8
11-15 29.7 10.0 29.3 56.3 20.0 38.0 20.7 20.7 27.8
16-20 27.3 12.4 26.2 11.5 36.0 104 15.4 37.3 24.0
21-25 8.1 4 4 0.0 9.6 5 1.3 11.8 5.2
26+ 10.2 2.8 2.2 0.0 6.4 1.8 1.8 13.6 6.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Average 16.02 8.54 13.48 12.44 14.29 11.51 11.90 18.46 14.10

3.2.4 Duration of intake drugs

the respondents’ smoking duration of widely varies by age groups and divisions, satrting
from 1 to 16 years & above with the mean duration of 9.66 years. Rajshahi has the highest
mean (16.59) and Dhaka has the lowest mean (6.95). Majority of the respondents (27.0%)
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have been using drugs during 4 to 7 years, while 25.1% respondents have beenusing
drugs during 8 years to 11 years. Overall, 17.4% respondents reported on using drugs for
the longest duration which is 16 years and above. However, percentage in this catagory
varies significantly across divisions i.e. Rajshahi has highest percentage (55.2%), and,
conversely, Dhaka has the lowest percentage (5.3%).

Table 3.16 Percentage distribution of respondents regarding length of cigarette/
tobacco taken by Divisions

Indicators Name of the Divisions
Duration Dhaka |[Mymen- |Barishal |Khulna |Rajshahi |Rangpur | Sylhet |Chatto- All
singh gram |Divisions

>3 years 22.7 22.4 7.8 1.9 4.8 4.8 7.0 17.3 12.9
4-7  years 36.4 34.8 30.4 24.1 14.8 25.7 19.1 24.0 27.0
8-11 years 18.5 8.8 30.9 43.3 17.2 34.3 27.0 27.6 25.1
12-15 years 17.1 8.8 12.6 20.4 7.9 27.8 33.0 16.9 17.6
16+ years | 5.3 25.2 18.3 104 55.2 7.4 13.9 14.2 17.4
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Average 6.95 8.76 9.46 9.51 16.59 9.15 10.20 9.16 9.66

3.2.5 Age at first drug intake

Table 3.14, data reveals that the average age of initiation of drugs at age 21.04 years.
Majority (41.6%) respondents started taking drugs at anearly age, between 16 to 20 years
of age.There is a significant deviation of the percentage of the respondents across
divisions in this age-group. Rajshahi division has the highest percentage of respondents
(62.1%) and Chattogram has the lowest percentage of respondents (26.0%). A significant
number (17.4%) respondent reported on starting use of drug at the age of 26 years and
above, among which, Rangpur has the highest percentage (30.0%) and Barishal has the
lowest percentage (7.4%).

Table 3.17: Percentage distribution of the respondents regarding age at first drug
in take by Divisions

Indicators Name of the Divisions

Age Dhaka |Mymen- |Barishal |Khulna |Rajshahi |Rangpur | Sylhet | Chatto- All

singh gram | Divisions

210 3.6 4 0.0 0.0 0.0 0.0 3.0 v 1.2
11-15 12.0 10.0 19.1 4.8 9.3 2.2 37.0 9.8 12.4
16-20 38.0 49.6 52.2 44.8 62.1 34.8 39.1 26.0 41.6
21-25 31.8 27.2 21.3 29.6 15.2 33.0 13.0 35.8 27.3
26+ 14.5 12.8 7.4 20.7 13.4 30.0 7.8 27.8 17.4
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Average 20.62 20.55 18.98 21.85 20.36 23.80 17.67 23.12 21.04

3.2.6 Pull factor of first time drug intake

Majority drug users (57.4%) blamed peer pressure as the prime pull factor, while for a large
number (22.9%) curiosity was the for the first time drug intake. Depression that generally
comes out of frustration could influenc too few (2.5%) to initiate consuming drug, which
goes against the prevailing perception.

It is to be noted that multiple responses were given by the respondents for reasons behind
drug intake.
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Table 3.18: Percentage distribution of the respondents regarding influence to intake
drug by Divisions

Indicators Name of the Divisions
Influencial Dhaka |[Mymen- |Barishal |Khulna |Rajshahi [Rangpur | Sylhet [Chatto- All
person singh gram |Divisions

Friend/ 625 | 60.8 69.6 59.3 52.8 39.1 583 | 54.0 57.4
classmate
Out of 225 | 184 15.2 21.9 22.8 29.6 165 | 304 22.9
curiosity
Depression 2.5 3.6 3.9 0.0 1.0 4.8 5.2 1.1 25
Relatives 9 0.0 1.3 0.0 0.0 4 1.3 0.0 5
Watched
father drug 5 1.2 2.2 0.0 .3 2.2 2.2 0.0 .9
intake
gleab'"ty of | 109 | 160 7.8 18.9 23.1 23.9 165 | 14.4 15.8
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Data reveals that the respondents started tobacco at younger age but drug at
comparatively higher age. Majority (41.6 to 45.7%) of the respondents started drug and
tobacco at the age of 16-20 years. As compared to drug use, tobacco use starts much
earlier ages but it declines as progresses the age. However, beginning of drug use
continues even at late ages also.

Figure-4: Comparison between the age of first use tobacco and drugs
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3.2.7 Type of drug used by the respondents

Pattern and types of drug-use are common among drug users. Use of different type of
drugs, however, depends on the available of drugs and community perception. Majority of
drug users reported on usingCannabis, while Yabais another very popular fashionable and
widely used drug reported by respondents. A good number of respondents reported on
usingPhensedyl, Heroin and TD/Lubo/Bonojesic (injecting drug). A majority (68.2%)
respondents use Cannabis while 48.2%respondents use Yaba.A one-fourth of the
respondents admitted to use Phensedyl, followed by Heroin and TD/Lubo/Bonojesic
(injecting drug). It is importnt to note that Cannabis is the most consumed drug in
Barishaldivision(84.8% )followed by Khulna (81.1%) and Rangpur (80.4%) Yaba was most
preferred drug in Dhaka division (81.3%), followed by Chattogram division (65.1%) and

27




Mymensingh(54.9%). Heroin is the most favorite drug in Rajshahi (63.8%); followed by
Khulna division (45.6%), while Phensidyle is also the most consumed drug in Rangpur
division (53.0%) followed by Rajshahi division (50%).

Figure-5: Types of drug use by the respondents
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3.2.8q Use more than one drugs
3.2.8 Use more than one drugs by the respondents

The respondents were asked regarding to use more than one drug (except tobacco). Two
in three (71.9%) respondents reported used more than one type of drugs. By and large,
majority (35.2%) respondents used two types of drugs, followed by 23.7% respondents
used three types of drug and 13.1% respondents used 4 and more types of drug. It should
be noted that types of drug use is increasing, then, percentage of drug users is decreasing-
it is inverse relationship (when use more than one drug), please see Table-3.20.

Table 3.20: Percentage distribution of the respondents regarding use more
than one drug by Divisions

Indicators Name of the Divisions
All
Use different | Dhaka |[Mymen- |Barishal |Khulna |Rajshahi |Rangpur | Sylhet |Chatta- |Divisions
type of drug singh gram
1 type 19.6 41.2 29.6 25.2 9.0 21.3 44.8 39.3 28.1
2 types 32.9 30.0 37.0 44.4 25.9 33.0 33.0 42.7 35.2
3 types 35.8 12.8 23.9 26.7 25.9 21.7 17.8 15.6 23.7
4 and more 11.6 16.6 9.6 3.7 39.4 23.9 4.3 2.5 13.1
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

3.2.9 Frequency of intake drug per day

As can be seen from Table 3.18, a drug-user average intakes drug 2.44 times daily, of
which, Dhaka has the highest frequency (3.26 times), followed by Chattogram (2.51 times)
and Sylhet (2.41 times) respectively. A majority (63.4%) respondent have been taking drug
at least 1 to 2 times a day. The respondents who have taken drugs 3 to 4 times a day
constitute 27%, of which, Rajshahi division has the highest percentage (42.7%), followed
by Dhaka division (37.8%). Overall, 9.6% respondents reported on using drugs 5 and more
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times a day daily, of which, Dhaka constitutes the highest percentage (20%) and then
comes, Chattogram (15.2%).

Table 3.21: Percentage distribution of respondents regarding frequency of drug
intake by divisions

Indicators Name of the Divisions
All
Times Dhaka Mymen- |Barishal |Khulna |Rajshahi |[Rangpur | Sylhet |Chatto- |Divisions
singh gram
1 -2 time 42.2 72.4 93.2 76.0 52.9 71.0 66.2 63.0 63.4
3 -4 times 37.8 23.9 5.8 22.9 42.7 25.4 21.8 21.9 27.0
5 +times 20.0 3.7 1.0 1.1 4.3 3.6 12.0 15.2 9.6
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Average 3.26 2.02 1.46 2.28 2.34 2.17 2.41 2.51 2.44

3.2.10 Amount of Money Spend on Drugs in Every Month

Drug-users use most of their income on drugs. The very common notion among the drug
users is that they prefer to use the last taka on drugs rather than on food. The following
table shows that a drug-user spends Tk 8,578.0 on drugs, averagely. Respondents in
Dhaka division incur the highest expense of Tk.11,334.0 on drugs, followed by
respondents in Chattogram and Mymensingh.Majority drug users(27.0%) spend between
Tk.1001 to Tk.5000 on drugs, while 24.2% respondents reported on spending Tk.7001 to
Tk.10,000, of which,respondents in Khulna (43.0%) and Sylhet (4.8% )constitute the highest
and the lowest percentage respectively.By and large, 9.1% respondents spend Tk.
15,000and above on drugs.In the category of expenses of Tk. 15,000 and above, there is a
significant variation on percen