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Abstract 

Background: Substance abuse affects all aspects of a person‟s life. Substance 

related problems are gradually becoming a burning issue in Bangladesh.  

Objectives of the study: The objectives of the study were to see the socio-

demographic characteristics, association between socio-demographic factors 

and quality of life QOL, and the effects of substance abuse on different 

domains of QOL of the abuser. 

Methodology: Cross sectional study design was selected to conduct this study 

on 101 substance abusers from APoN Gaon by using World Health 

Organization Quality of Life (WHOQOL-Bref). 

Result & discussion: This study encompasses that, QOL has a significant 

association with age (P>0.025), marital status (P>0.039), pre-morbid 

occupation (P>0.006), frequency to use substances (P>0.000), and ways to 

collect money to use substances (P>0.005). This result showed that 25-35 olds 

users‟ physical and social health is better than others. Similarly, ≥36 year‟s 

older user‟s psychological and environmental health is better than others. Male 

user‟s physical and environmental health is better than females. Female user‟s 

psychological and social health is better than males. Higher educated users 

QOL is better than illiterate and others. Town living users QOL is better than 

village living users. Married user‟s physical health, unmarried users‟ 

psychological and environmental health and users who lived together had 

higher scores in social relationship of QOL. Student and unemployed users 

QOL scores are lower than employed, businessman and housewife. Users 

whose monthly income >50000 taka had higher scores in all domains of QOL. 

Poly-SUs and daily users QOL scores lower than others. In addition, users 

those collected money by stealing and drugs business had lower scores in QOL 

than others.  

Conclusion: Substance abuse and QOL is interlinked. The findings of this 

study would help to determine the disease burden and consequence to use 

substance. Therefore the study would provide feedback to the family, 

community and finally to the policymakers. 

Key words: Substance abuse, Quality of life, Substance abuse and effects on 

QOL 
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CHAPTER 1 

INTRODUCTION 
 

Substance abuse is a major public health and socioeconomic problem across the world 

(Odejide, 2006). It affects all aspects of a person‟s life and creates problems in 

physical, psychological, environmental health and social relationships. Roy et 

al.(2010) in Bangladesh showed that the most common problems which contribute to 

a decreased quality of life (QOL) are the Physical problems among the users. All 

areas of life, work/study, housework, marriage, finance and others, as well as 

emotional and legal problems, are also common for both men and women who use 

substances (users) (Srivastava et al. 2009). Worldwide, 5.4% of the total burden of 

diseases occurs due to alcohol use; illicit substances and tobacco use is responsible for 

3.7% of the global burden of disease (WHO, 2014). Global Burden of Disease 

analysis (Murray and Lopez, 1996) reports that the prevalence of alcohol use 

disorders in adults to be around 1.7% globally. The rates are 2.8% for men and 0.5% 

for women. Moreover, those the number of people who are dependent on 

psychoactive substances including alcohol, drugs and tobacco, is also increasing. This 

ultimately diverts a person from normal activity and causes behavioral, cognitive and 

physiological disturbance (Srivastava et al.2009). 

It has been proposed that (Grand and Pickring, 1996) abuse or dependence on 

substances increases depressive disorder. Users have a higher level of ill health and 

physical impairments than the general population, which affects physical and 

psychosocial functioning as it relates to an individual‟s QOL (Srivastava et al. 2009). 

Users have less energy, disturbed sleep, are less able to perform ADLs, and have 

reduced capacity for work. Bangladesh is a developing country. Most people live in 

poverty. Substance abuse, like in other countries, is common. Here, there are not only 

male users but female user rates are increasing day by day. For a developing nation 

this has an equal impact on males and females. Day by day our working age group is 

being destroyed by addiction. If proper steps are not taken our country will be greatly 

hampered. 
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Although our country has many drug rehabilitation centers there is a lack of proper 

awareness among the people how to rehabilitate an addict and help make them 

independent and productive. Occupational Therapy (OT) has an important role to 

rehabilitate the substance abuser and provide intervention for making a person 

independent in day to day life (Davis, 2006). 

 

To rehabilitate an addict and create a good QOL, their physical, psychological, 

environmental health and social relationships need to improve. This study aims firstly 

to provide basic information about the effects of substance abuse. Secondly it aims to 

identify what problems face the user and the harmful effects of substance abuse on 

their QOL. This will help to plan and provide effective treatment. Finally, it will 

discuss the responsibility of an OT.  

1.1. Background  

Substance abuse is increasing day by day in South Asian countries like Bangladesh. 

10% of outpatients are visiting different healthcare centers due to substance related 

complications in Bangladesh (Akther, 2012). The United Nations, 2002 estimates that 

over 1 million people are addicted to drugs in Bangladesh. The Begum report of 1991 

and the DNC Report of 1995 show that the majority of users are male between 13 and 

30 years old, most of them college or university students and some of them are 

unemployed and dismissed from their jobs. Those who abuse substances are diverted 

from attendance at schools and colleges. Akther, 2012 study shows that among the 

addicted 79.4% users are male and 20.6% are female. 

The problems of everyday life (work/study, housework, marriage, friendship and 

finance) increase when misusing substances and relationship problems can develop, 

which impair a persons‟ QOL (Dietze et al.2011). More alarming and shocking is the 

criminal activities undertaken to get the drugs among users in Bangladesh. Loss of the 

ability to concentrate, loss of interest in work, increase in sexual demand, street 

robbery or hijacking and violence are common among the drug abusers (Begum, 

1999). 

The GBD project (Murray and Lopez, 1996) estimated alcohol to be responsible for 

1.5% of all deaths and 3.5% of the total disability in life.  Nowadays, 1 in 3 adults or 

1.2 billion people worldwide are smoking and it is expected that it will be raised more 
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than 1.6 billion by 2025. In Asia in 1990, 1.1 million deaths occurred due to tobacco 

use, and it is estimated that 4.2 million will die by 2020. In the whole world, 

prevalence of drug abuse and dependence ranges from 0.4% to 4%. The prevalence of 

heroin and cocaine use is 0.25% (Srivastava et al.2009). 

 

A study by Mueller et al. (2009) showed that the main illicit substances used in 

Bangladesh are cannabis, heroin, Yaba, injecting drugs, cough syrup and opium 

poppy. Among the 20,000 IDUs (intravenous drug users) in Bangladesh 

buprenorphine is the most commonly injected drug due to its relatively easy 

availability and the low cost of syringes (Johnson, Spitzer and William, 1995). Young 

people depend on illicit substances for pleasure and to become socially active. Drug 

use causes different neurological and cardiovascular problems, and the most 

productive age groups can deviate from their roles. But this is now becoming an 

alarming issue in Bangladesh because HIV infection rates among IDUs in Bangladesh 

increased dramatically from 1.4% in 2000 to 4% in 2002, and remained at 4% until 

2004 (Michael et al, 2008). Another study Jagero and Mbulwa (2012) estimated that 

7% of IDUs in central Bangladesh were infected with HIV which also has harmful 

effects on all domains of QOL of an individual. 

Treatment and rehabilitation programs need to start as soon as possible to prevent the 

relapse of addiction in Bangladesh, but it is still neglected. Nowadays, different 

therapeutic techniques need to be adopted for proper rehabilitation. Moreover, there is 

a lack of research in Bangladesh to explore the effects on QOL among users. During 

her 3
rd

 year placement, the researcher met with a large number of users, both male and 

female who were receiving rehabilitation from Apon Gaon. She saw that most of the 

males and females were in the productive age group. It is a matter of astonishment 

that these people are removed from their day to day activities and that they are leading 

a poor and unhealthy life. She was interested to find out the effects of substance abuse 

on the QOL of the users. 
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1.2. Significance of the study 

The researcher explains broadly the problems that face the substance abusers in their 

QOL. People who abuse substances (users) mostly experience bad effects in their 

physical health. In addition to these physical changes, most people also experience 

bad effects on their psychological health, environmental health and social 

relationships. This is a more serious issue in our society and culture. Many people in 

our society tend to hide this issue. Moreover, most of the family members do not take 

this issue seriously. That is why in the acute stage the patient does not get enough 

treatment.  Family members or carers feel uncomfortable or shy about having a 

substance abuser in their family, and do not explore appropriate treatment. The result 

of this study can be helpful for the carer and the patient to understand the harmful 

effects of substance abuse on QOL, and also can raise awareness among the newly 

engaged substance abusers and their carers.  

OT is a new profession in Bangladesh. Most of the general population of Bangladesh 

has lack of knowledge about OT. In many instances the medical professionals also do 

not have enough knowledge regarding OT. Occupational Therapists (OTs) play an 

important role in rehabilitating substance users (SU). They use counseling (individual 

and family), group therapy, cognitive behavioral therapy, relaxation techniques, life 

skills training for improving the QOL of the abuser (Arbesman, and Logsdon, 2011; 

Dobkin et al. 2002). There is a lack of research about the effects of substance abuse 

on QOL of users in Bangladesh. This study will help as a guideline to identify the 

user‟s problems in their QOL by abusing substances, and create awareness amongst 

the general public about the bad effects of substance abuse. The result of this study 

will also help OTs to provide more effective treatment for users.  Ultimately, the 

country will greatly benefit from this research. 

This study is very important for other health professionals. The focus is on improving 

QOL for people who abuse substances in their everyday life. It may assist in the 

development of other professionals such as doctors, social workers, psychiatrists, 

psychologists, counselors, and the staff of addiction rehabilitation centers to improve 

their knowledge of this topic.  

The Schuckit, study of 2009 reported that the physiological consequences, persistent 

impairment of QOL, and ability to function, are the major problems among substance 
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abusers. OTs is interested in a client‟s performance and their main focus of treatment 

is to improve a person‟s functional ability. If this study helps OTs to develop their 

knowledge about the effects of substance abuse on QOL, then they will be able to 

develop skills in rehabilitation for their client. Patients may benefit from this type of 

OT intervention. The researcher is very interested in this area. It is hoped that further 

resources are developed in this area after completing this study. Users and their 

carers, health professionals as well as OTs, will have more knowledge about the 

effects on QOL of the users. 

Finally from this study, patients themselves may benefit from a more holistic 

rehabilitation from a practitioner who has gained in knowledge. 

 

1.3. Aim of the study 

The aim of this study is to find out the effects of substance abuse on a person‟s quality 

of life. 

1.4. Objectives of the study  

 To identify the socio-demographic characteristics of the substance abusers 

 To identify the association between socio-demographic factor and overall 

quality of life (QOL) among SU 

 To identify the effects of substance abuse on physical health, psychological 

health, social relationship, and environmental health of the user. 
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CHAPTER 2 

LITERATURE REVIEW 
2.1. Abuse 

Abuse is a recurring pattern of alcohol or other drug use which substantially impairs a 

person‟s functioning in one or more important life areas such as familial, vocational 

or employment, psychological, legal, social or physical. Any use of a toxic substance 

by a youth is considered abuse (David, 2012). 

 

2.2. Substance Abuse 

Substance abuse means using psychoactive substances in a way that may cause 

physical, psychological, economic, legal, or social harm to users themselves or to 

people directly or indirectly associated with them (Falls, 2014). 

The DSM-IV definition is as follows:  

“A maladaptive pattern of substance use leading to clinically significant impairment 

or distress, as manifested by one (or more) of the following, occurring within a 12-

month period: Recurrent substance use resulting in a failure to fulfill major role 

obligations at work, school, or home (e.g., repeated absences or poor work 

performance related to substance use; substance-related absences, suspensions or 

expulsions from school; neglect of children or household)” (Medicine Net, 2015). 

Criminal activity or antisocial behavior is common with drug abusers. In addition 

physical , social and psychological harm is also possible. Moreover, day by day the 

personality of the abuser changes (Karrow, Verthein, and Krausz, 2008). A study by 

Bolyn, 2010 found that  health problems, social problems, morbidity, injuries, 

unprotected sex, violence, deaths, motor vehicle accidents, homicides, suicides, 

physical dependence and psychological addiction, are the common symptoms of the 

abuser. 

 

2.3. Substance use disorder 

It has been discussed that substance abuse and dependence both are accordingly called 

substance use disorder. Physical reactions like arrhythmia, nausea, paranoia, poor 

decision making like unsafe sex, risk of injury or death and driving related accidents 

are the main effect of abusing substance (WHO, 2014). Not only the user but also 

file:///C:\Users\Nazmun%20Nahar%20Naz\Desktop\New%20folder\cause%20def%20difference\Substance%20use%20and%20abuse.htm
http://en.wikipedia.org/wiki/Social_problems
http://en.wikipedia.org/wiki/Morbidity
http://en.wikipedia.org/wiki/Injuries
http://en.wikipedia.org/wiki/Unprotected_sex
http://en.wikipedia.org/wiki/Violence
http://en.wikipedia.org/wiki/Deaths
http://en.wikipedia.org/wiki/Motor_vehicle_accidents
http://en.wikipedia.org/wiki/Homicides
http://en.wikipedia.org/wiki/Suicides
http://en.wikipedia.org/wiki/Physical_dependence
http://en.wikipedia.org/wiki/Substance_dependence
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their family members and fellow workers experience the negative effects of substance 

abuse. The user can fail to perform responsibilities and can be involved in 

interpersonal conflicts. Social, financial and legal problems, neurological 

impairments, cancer, cardiovascular disease, liver disease and reproductive disorders 

are rising day by day amongst users (Marged, 2014).    

2.4. Quality of Life (QOL) 

The WHO defines QOL as “an individual’s perception of their position in life in the 

context of the culture and value systems in which they live, and in relation to their 

goals, expectations, standards and concerns” (WHO, 2014). 

Individual and societies general wellbeing is known as QOL. It has some context like 

international development, healthcare, politics and employment. It is consists of some 

component like wealth and employment, healthy environment, physical and mental 

health, education, recreation, leisure time and social relationships (Gregory et 

al.2009). 

2.5. Physical Health 

Health is the overall condition of a living organism at a given time. It is the soundness 

of the body, freedom from disease or abnormality, and the condition of optimal well-

being. It is when the body is functioning as it was designed to function (Nordfjaern, 

2011). 

“Physical health as a state of physical well-being in which an individual is 

mechanically fit to perform their daily activities and duties without any problem” 

(WHO, 2014). 

 

2.6. Psychological health:  

“Mental health is defined as a state of well-being in which every individual realizes 

his or her own potential, can cope with the normal stresses of life, can work 

productively and fruitfully, and is able to make a contribution to her or his 

community” (WHO, 2014). 

 

 

 

http://en.wikipedia.org/wiki/Derek_Gregory
http://en.wikipedia.org/wiki/Derek_Gregory
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2.7. Environmental health 

Environmental health comprises those aspects of human health, including QOL, that 

are determined by physical, chemical, biological, social and psychosocial factors in 

the environment. It also refers to the theory and practice of assessing, correcting, 

controlling and preventing those factors in the environment that can potentially affect 

adversely the health of present and future generations (WHO, 2000).  

 

2.8. Social relationship 

In social science, a social relation or social interaction is any relationship between two 

or more individuals. Social relations derived from individual agency form the basis of 

social structure and the basic object for analysis by social scientists (Social relation, 

2012). 

2.9. Causes for abusing substance 

The bio-psychosocial approach systematically considers biological, psychological, 

and social factors and their complex interactions are responsible for abusing 

substance. 

 

Fig 1: Bio-psychosocial model. 

(Source: http://www.google.com/imgres?imgurl=http://www.physio-

pedia.com/images/thumb/c/cb/Biopsychosocial-model-of-health.PNG/400px-

Biopsychosocial-model-of-health.PNG&imgrefurl=http://www.physio-

pedia.com/Biopsychosocial_Model&h=206&w=244&tbnid=8TbJvOOiO4LhqM:&zo

om=1&tbnh=155&tbnw=184&usg=__8BnDH1tjZVclFZGXrxQT-

XJWTtE=&docid=kbSIqx_DNK0zcM&itg=1) 
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1. Biological reason 

Hereditary factors also influence substance abuse. The genes that people are born with 

and combination of environmental influence are also responsible for abusing 

substances. Gender, ethnicity and the presence of other mental disorders can also 

influence substance abuse (Substance abuse & mental health, 2010). There has a 

strong tendency for the children to become alcoholics or addicts if their parents 

abused substance (Alcohol rehab, 2014). 

 

2. Psychological reason 

2.1. Addictive personality 

Although some users for presenting an addictive personality, not all users share these 

characteristics. The addictive personality includes traits such as impulsiveness, easily 

stressed, anxiety, history of antisocial behavior, low confidence and self esteem, 

depression, jealousy and insecurity in relationships, attention seeking behavior etc 

(Alcohol rehab, 2014). 

 

2.2. Mental health problems 

Depression or anxiety can influence substance use to help cope with these feelings. 

Those who are unable to cope with stress, anxiety and sadness have high risk to 

become addicted. Substances can increase the symptoms of depression and anxiety. 

Many times people develop depression because of substance abuse (Bolyn, 2010). 

 

2.3. Low self esteem 

People who have low self esteem and self confidence are abusing substance more than 

confident people (Bolyn, 2010). Many people abuse substances to impress their peers 

or obtain social status. Young people with low confidence are more likely to abuse 

substance in order to get acceptance from others (Alcohol rehab, 2014). 

 

2.4. Traumatic experience in childhood 

Majority of individuals abusing substance during adulthood suffered from abuse or 

neglect during childhood. Children‟s parents who were users also have a higher risk 

of becoming addicted. Most of teens start to abuse drugs in order to escape from 

emotional pain (Drug abuse, 2012). People, who were sexually abused, robbed at 
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gunpoint or experienced a plane crash might develop substance abuse problems 

(Bolyn, 2010). 

 

2.5. Curiosity 

Often people first use substance for curiosity. Abusing substance begins after getting 

euphoric effects. This is common among teens and young adults (Merkanges, Dierker, 

and Fenton, 2014). People are abusing substance for creating a recreational mood. 

One day they become dependent on substance and they have no awareness about the 

bad effects of substance. Some people are abusing substances to fit with their peers, 

enhance energy or improve their athletic performance. Others use to relieve anxiety, 

depress or stressful situations (Drug abuse, 2012). 

3. Social reason 

3.1. Social support 

Humans learn by observing others activities. Most teenagers used substance following 

peer pressure to fit with their peers. Social learning theory suggested that substance 

abuse is a learned behavior. If the individual notices that abusing substance seems to 

bring other people enjoyment, it will encourage them to do the same (Alcohol rehab, 

2014). 

 

3.2. Environment 

The environment can also be responsible. Family and friends, socioeconomic status, 

QOL stress and parental involvement, chaotic home environment can influence 

someone beginning to abuse substances (Substance abuse & mental health, 2014). 

Some people who grew up in dysfunctional households and impoverished 

neighborhoods, also have a higher risk to abuse substances. TV and movies are also 

play role to influence the substance (Alcohol rehab, 2014). 

 

3.3. Poor socialization 

Child‟s socialization outside the family may also increased the risk of substance 

abuse. Aggressive or shy behavior in the classroom, poor social coping skills, poor 

school performance, and association with deviant peer group or isolating oneself from 

peers altogether, perception of approval of drug use behavior (Edwards, 2014). 
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3.4. Family factor 

Family history factors that influence a child‟s early development have been shown to 

be related to an increased risk of drug abuse. Chaotic home environment, ineffective 

parenting, lack of nurturing and parental attachment, parental drug use or addiction 

are also influence to abuse substance (Edwards, 2014). The American Academy of 

Child and Adolescent Psychiatry report that teens are come from family who abused 

substance are at risk for abusing drugs or alcohol (Bolyn, 2010). 

 

2.9.1. Risk factors for abusing substance 

A large number of factors are responsible for abusing substance. Herein are selected 

some factors which are responsible to abuse substance. 

 

1. Physical and sexual abuse 

According to the Centers for Disease Control and Prevention 2010, the definition of 

physical child abuse is, any act that causes a child to experience physical harm that is 

not accidental. There has a lot of evidence that higher level of illicit drug use, 

including cocaine, heroin and barbiturate has an association with physical and sexual 

abuse, Mayo clinic (2004) stated that Post traumatic stress disorder (PTSD) also has 

an association with substance abuse. Being a victim of physical or sexual assault 

increases the risk of an adolescent turning to substance abuse. NIH (2003) reported 

that childhood abuse and neglect is linked with adolescent substance abuse. Studies 

also report that 16-29% of maltreated children abused substances. 

 

2. Emotional abuse 

According to the Colorado Department of Public Health an Environment, emotional 

abuse is a situation whereby intellectual or psychological functioning or development 

is hindered. From different study it was found that witnessing violence creates great 

stress and has a risk to abuse substance (Mayo Clinic, 2014). 

 

3. Neglect 

Child neglect includes any situation where a child‟s caregiver does not provide 

adequate living necessities including protection, clothing, health care and food. From 

different study found that, childhood neglect has an association with substance abuse 

(Whitesel et al.2013). 
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4. Deviant peer relationship 

Influence of peers also the reason to abuse substance. Research has shown that there 

has an association between deviant peer relationship and substance abuse. According 

to Medicine net, 2014 some children have negative parent child relationship, has a 

great risk to make friendships with deviant peers. Peer pressure and perceived 

popularity has an association with substance abuse (Alcohol rehabe, 2014). Some 

adolescents believe that popularity within a peer group increases with the abuse of 

substance (Medicine net, 2014). 

 

5. Bullying 

Bullying as a series of interactions whereby a group or individual verbally or 

physically assaults a victim who is perceived to be weaker (National library of 

medicine, 2012). Being a victim of bullying has an association with alcohol use 

(Whiteselet al.2013). 

 

6. ADHD& depression 

Several studies have indicated that childhood ADHD leads to increased risk of 

developing substance use disorder during adolescence or adulthood. There also some 

indication that depressed adolescents may be at higher risk for developing a substance 

use disorder (Whitesel et al.2013).   

2.9.2. Substance abuse and Quality of life 

QOL is related to one of the basic human desires, which is to live well and feel good 

(Moreira et al. 2013). Substance misuse refers to alcohol or drug use that disrupts the 

social norms. Behavioral, cognitive and physiological disturbances occur due to 

repeated and excessive alcohol or other drug use, which ultimately influence social 

functioning and affects QOL (Ezzati et al.2003). 

 

Poly-SUs have a poorer QOL than those with only one substance abuse especially in 

physical and psychological domain, which elevated symptomatology and distress and 

lower QOL (Bizzarri et al.2005). Silva-Lima et al.2007 study reported that, there has 

a negative relationship between substance abuse and QOL. Alcohol Use Disorders 

Identification Test (AUDIT) – positive (38 score) reported a poorer QOL and more 
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physical and psychological problems affected the role functioning on an individual 

with substance abuse. Moreover, emotional health and self perceived general health 

also affected (Senbanjo, Wolff, and Marshall, 2007). Another study in Finland found 

that QOL is lower among the smoker, compared with someone who has never 

smoked. Impairment showed more among the female smoker than the male smoker 

(Swann et al.2008). 

 

In 2011 another study in Australia found that people who abuse substances experience 

negative effects on work, study or employment, housework, marriage or intimate 

relationships, social life, physical health and finances (Dietze et al.2011).  

 

A recent study showed that, there is a relationship between significant life events, 

contemporary psychological distress and interpersonal problems among patients with 

substance disorders (Nordfjaern, Hole, and Rundmo, 2010). Interpersonal problems 

may increase psychological distress and reduce the QOL among users (Ventegodt and 

Merrick, 2003; Mueller et al.2009). There is a study into interpersonal problems of 

users, which suggested that substance use relates to social isolation, lower 

interpersonal competence, boredom, a lack of occupational activities and poor 

socialization which affect all domains of QOL (Mueser, Drake, and Wallach, 1998). 

 

2.9.3. Common abusing drugs in Bangladesh 

 Cannabis - Marijuana, gaze, chaurosh, hashish. 

  Opioids – phensydil, heroin, morphin, pethedine. 

 Benodiazipines– diazepam, nitrazipam, clonazepam etc. 

 Alcohol. 

 Cocaine intake is not common in Bangladesh. Taking substance in 

combination is the commonest form of intake (Substance abuse & mental 

health, 2010). 
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2.9.4. Using substance and their effects 

Roy et al., 2010 study found that the number of users of illicit drugs in the United 

States ages 12 and over to be about 24 million. In addition, the survey estimated that 

6.8% of Americans abuse or are dependent on alcohol (down from 7.7% in 2002), and 

22% of Americans smoke cigarettes (down from 26% in 2002). Many substances can 

bring on withdrawal, an effect caused by cessation or reduction in the amount of the 

substance used. Withdrawal can range from mild anxiety to seizures and 

hallucinations. Drug overdose may also cause death (Whitesel et al.2013). 

 

1. CNS stimulants: (e.g. caffeine, nicotine, amphetamine, cocaine)  

Short term physical effects include increased heart rate, increased respiration; 

metabolism etc. amphetamines can also cause psychosis.  

 Long term effects like birth complications or associated physical health effects e.g. 

high BP, heart disease, insomnia. Nicotine can cause respiratory problems (Substance 

Abuse & mental health, 2010).     

 

2. CNS depressants: (e.g. alcohol, benzodiazepines)  

Effects include drowsiness, impaired thinking skills, slurred speech, and decreased 

muscle control and coordination, heart enlargement and cancer of the esophagus, 

pancreas, and stomach. Alcohol is not widely available in Bangladesh; locally made 

wine is used by the general population. Withdrawal symptoms include anxiety, 

irregular heartbeat, tremor, seizures, and hallucinations. In its severest form, 

withdrawal combined with malnutrition can lead to a life-threatening condition called 

delirium tremens (DTs).Officials associate alcohol abuse with nearly half of all fatal 

motor vehicle accidents. In 1992, the total economic cost of alcohol abuse was 

estimated at 150 billion (Substance Abuse & mental health, 2010).    

 

3. Cannabis: (marijuana, hash)  

 Short term effects include drowsiness, euphoria, red eyes, and a change in 

personality, possible anxiety/ paranoia. Long term effects may include lung problems, 

difficulty in memory and attention, increased dependence on others and mental health 

problems, including schizophrenia (Substance Abuse & mental health , 2014).     

 



15 
 

4. Opiates: (heroine, brown sugar)  

It can disturb perception and judgment; therefore the person may not feel like they are 

affected. It can lead to addiction. Effects of heroin include drowsiness, pleasure, and 

slowed breathing. Withdrawal can be intense and can include vomiting, abdominal 

cramps, diarrhea, confusion, aches, and sweating. Overdose may result in death from 

respiratory arrest (stopping breathing). Because heroin is usually injected, often with 

dirty needles, use of the drug can trigger other health complications (Substance Abuse 

& mental health, 2010).    

 

5. Tobacco 

Hazards include heart disease, lung cancer and emphysema, peptic ulcers, and stroke. 

Withdrawal symptoms of smoking include anxiety, hunger, sleep disturbances, and 

depression. Nearly a half million deaths occurred due to tobacco use each year. 

Tobacco use costs the nation an estimated 100 billion a year, mainly in direct and 

indirect health care costs (Substance Abuse & mental health, 2010).    

 

6. Cocaine: (also known as crack, coke, snow, rock)  

Cocaine use has gone down in the last few years; from 2007 to 2012, the number of 

current users in the U.S. ages 12 or older dropped from 2.1 million to 1.7 million. 

Desired effects include pleasure and increased alertness. Short-term effects also 

include paranoia, constriction of blood vessels leading to heart damage or stroke, 

irregular heartbeat, and death. Severe depression and reduced energy often 

accompany withdrawal. Both short- and long-term use of cocaine has been associated 

with damage to the heart, the brain, the lung, and the kidneys (Substance Abuse & 

mental health, 2010). 

 

7. Methamphetamines: (also known as meth, crank, ice, speed, crystal)  

Methamphetamine is a powerful stimulant that increases alertness, decreases appetite, 

and gives a sensation of pleasure. The drug can be injected, snorted, smoked, or eaten.  

It shares many of the same toxic effects as cocaine-heart attacks, dangerously high 

blood pressure, and stroke. Withdrawal often causes depression, abdominal cramps, 

and increased appetite. Other long-term effects include paranoia, hallucinations, 

weight loss, destruction of teeth, and heart damage (Substance Abuse & mental 

health, 2010).  
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8. Poly-substance abuse 

Poly-substance abuse is defined as the use of three or more groups of addictive 

substances over a period of 12 months. It is an attempt to enhance the effect of a 

single drug to create a more intense high. Adult poly-substance abuse is often 

associated with other mental health conditions. Homelessness, personality disorders, 

and psychiatric disorders such as major depression, psychosis, and bipolar disorder 

are common. Older people have more medical conditions that often require 

prescriptions such as Alzheimer‟s disease; the tendency to, sometime accidentally, 

overmedicate (taking more of a drug, forgetting when and if medication was already 

taken) increases the likelihood of poly-substance abuse. Combined with alcohol, the 

results can be devastating, even fatal (Drug and Substance Abuse, 2012).  

 

2.9.5. Substance abuse and effects on daily function 

Various health problems also have an association with substance abuse which can also 

divert a person from normal roles.  Most adolescent users have poor educational 

performance, as well as impaired coordination and memory (United Nations, 2002). 

Moreover, mothers who abuse drugs during pregnancy risk giving birth to a disabled 

child. Pediatric complications, prematurity, abruption of placenta, low birth weight 

and neglect of the child and family responsibilities are common amongst women users 

(Sania, 2010). 

 

The drug user can be unable to become relaxed or have fun without taking drugs. 

They may also show sudden changes in work or school attendance and quality of 

work or grades. They may frequently borrowing money and stealing things from 

employer, home or school. There may be a deterioration of physical appearance and 

grooming, such as wearing sunglasses or long sleeve shirts frequently or at 

inappropriate time, and they may express feelings of depression and hopelessness 

(Gordon and Gunnell, 2014). 

Most drug users become unemployed and financial sources are stopped. Sexual 

relationship also affected. There has a risk of transmission of HIV and other blood 

born disease to the abuser‟s partner (David de la, 2014). Domestic violence, physical 

and emotional distress in the family is also common; this is why social relationships 

may be broken up.  Family members and relatives feel reluctant to support the user 

http://www.promises.com/depression-anxiety.php
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and they lose their social support. In most cases, society neglects the abuser and their 

family; users can become totally dependent on their family and lose capacity to do 

ADLs and other functional activities. They also can suffer mental health disorders and 

may become unable to cope with daily life. Abuser totally deviates from meaningful 

life and have a poor satisfaction and self esteem. Day by day they gave up all 

meaningful activity as a result of addiction and become burden for the society and 

family (Substance abuse & Mental health, 2010). 
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CHAPTER 3 

METHODOLOGY 

 

3.1. Study design 

Cross sectional study design 

The researcher used quantitative method for this study. This method aims to show 

causal explanations and relationships between variables (Bailey, 1997). The study is a 

cross sectional study which was conducted over a short period of time to identify the 

effects of substance abuse on QOL. Levin (2006) stated that cross-sectional studies 

provide a „snapshot‟ of the characteristics associated with subjects, at a specific point 

in time and only one group can be used. Mann, 2003 and Levin, 2006 both have 

mentioned in their study, as there is no follow up in cross sectional study, less 

resources are required to run the study. So the researcher used this design to provide a 

„snapshot‟ of the effects of substance abuse on QOL of users who were admitted at 

least 4 months ago at Ashukti Ponorbation Nibas (APoN). 

 

3.2. Sample selection 

The participants of the study were males and females who are undergoing 

rehabilitation at Addiction Rehabilitation Residence (APoN). Participants are selected 

according to inclusion criteria and excluded from the study according to exclusion 

criteria. 

Inclusion criteria 

 Those who are medically stable and were not perceived to be under the 

influence of substances (Moreira et al.2013). 

 Adult men and women whose ages range between 18 to ≥36 years. According 

to Moreira et al.2013 – the age range of young adults is 18 to 24 years old, and 

adults are 25 to 60 years old.  

 Additionally those who agreed to participate in the study after informed 

consent. 

 Those who are have been receiving rehabilitation for last 4 months at APoN.  
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Exclusion criteria 

 Those who have associate problem e.g. - brain injury or other cognition 

dysfunction because they may not have adequate cognitive capacity 

 Those who are in the acute phase and newly admitted to APoN for treatment 

 Those who have hearing and visual impairment 

3.3. Sample size 

The researcher took 101 patients of all users who met the inclusion criteria. At APON 

at least 300 male and 30 female are undergoing treatment. The researcher has taken a 

sample from them on the ratio of 10:1. Based on this ratio researcher will take 91 

male and 10 female patients. 

 

3.4. Sampling strategy 

 The study is a quantitative study. The researcher worked to identify the effects of 

substance abuse on a person‟s QOL. For this study the researcher collected data by 

using purposive sampling from the population who met the inclusion criteria. The 

sampling strategy was non random sampling and purposive sampling because 

researcher did not simply study whoever was available, but used judgment to select a 

sample (Frankel & Wallen, 2000). That means the sample was made up of 

participants who were able to give appropriate information to fulfill the research aims 

and objectives. Purposive sampling method is used to study the lived experience of a 

specific population. The purpose is to identify the effects of substance abuse on an 

individual‟s QOL. So, the researcher used these sampling strategies. 

 

3.5. Study setting 

 The study was set at APoN, which is a specialized rehabilitation center for users. In 

APoN both males and females receive rehabilitation services with at least 300 male 

patients, 30 to 50 females and more than 50 drug addicted children.  It is situated at 

Jailapara near the Basta Bazaar, Singairupazila under the Manikgong district. This is a 

nongovernment organization in Bangladesh. Here the users stay for at least for 6 

months and when a patient becomes physically ready they are moved on to a 

rehabilitation phase where they are being prepared to return community life. Different 

services such as medical, OT, psychotherapy, vocational training and other services 
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are provided to reintegrate the individual into society. The researcher selected this 

setting because it is a unique rehabilitation center where men, women and children 

receive services and this allowed the researcher to collect data from both male and 

female patients.  

 

3.6. Data collection tools 

For data collection investigator will use: 

 Standardized Bangla Questionnaire by using WHOQOL- Bref 

 Consent form 

 Paper, pen and pencil 

WHOQOL-Bref 

For identifying the effects of substance abuse on QOL a valid questionnaire called the 

World Health Organization Quality of Life (WHOQOL-Bref) was used. It is a 

questionnaire of 26 items distributed into four domains (physical, psychological, 

social relationships, and environment) and self-assessment, in which the answers are 

recorded in individual five-point scales. The researcher used this questionnaire in 

order to classify the individuals of the sample as having lower or higher QOL 

(Moreira et al. 2013). 

 

Development of demographic questionnaire 

The researcher developed a demographic questionnaire related to the research 

question by reviewing different literature related to QOL of users. This questionnaire 

helped to identify the demographic variables of patients such age, sex, marital status, 

and living area, level of education, pre-morbid occupation and drinking frequency 

(Dietze et al. 2011). 

 

Field test of the questionnaire 

A field test was conducted with 3 male and 1 female SU. Field test conducted to 

refine the question according to participant‟s perception. From the field test the 

researcher became aware of which parts the participants found difficult to understand. 

However, finally field test data was not analyzed. This helped the researcher to ensure 

that the data collection was going in the right way.  
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3.7. Data collection procedure 

Before collecting data the researcher took permission from the Head of APoN and 

took detailed information from the responsible person and the patients about 

appropriate times when patients were free from therapy and other personal work. The 

researcher explained the study‟s aim and purposes to participants before collecting 

data. They had the opportunity to ask questions related to the study and if they are 

interested to participate in the study they signed or gave a finger print to show their 

consent. For the participants who were unable to read the information sheet and 

consent form, the researcher read the information and consent form to them. Once 

consent was received the researcher collected data through structured questionnaires 

and closed questions. Interviews were face to face interview because as it provided 

the opportunity to observe facial expressions and this will helped the researcher to 

determine whether the participant understood the questions or not (Arsham, 2015 and 

Owens, 2002). Researcher went to each participants ward to interview them and 

collect the data. Each interview took approximately 10 minutes and each participant 

was asked questions in the same way to maintain consistency. As patient may not 

have understood that what he or she has to do, the researcher was present to assist 

with any questions.  

 

3.8. Ethical consideration 

The researcher took into account ethical considerations like:  

 Getting the permission to do this study from the academic institute before 

beginning the study  

 Taking informed consent from the participants.  

 

A written consent would be used take the permission of each participants of the study.  

 The researcher has insured that all participants are informed about their rights 

and reserves and about the aim and objectives of the study.  

 Researcher has ensured that the organization (APoN Gaon) was not hampered 

by the study.  

 The participant had the right to leave the study when he/she wants.  

 All kinds of confidentiality were strictly maintained.  
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 The researcher was eligible to do the study after knowing the academic and 

clinical rules of doing the study.  

 All rights of the participant were reserved and researcher was accountable to 

the participant to answer any type of study related question.  

 Researcher will maintain confidentiality about service information of the 

organization.  

 

3.9. Data analysis 

Researcher input the data in statistical package for social science (SPSS) software 

17.0 version and analyzed the data by selecting the frequency of the descriptive 

statistics and the central themes and standard deviation of the dispersion to show the 

percentage, mean and standard deviation of the dataset. To show association between 

QOL and demographic variables like gender, education level, income, age range, 

marital status and drinking frequency the chi-square test (x
2
) was selected. The 

researcher used statistical analysis to show the effects of substance abuse on QOL. 

And descriptive analysis was used to show the effects on QOL with demographic 

variables. Every questionnaire was rechecked for missing information or unclear 

information. The researcher put the name of the variables into SPSS and the types, 

values, decimal, label alignment and measurement level of data (Stemler, 2001). And 

finally researcher fulfilled the objectives and showed the result. 
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CHAPTER 4 

RESULT 

Results at a glance 

Aim Objectives Result 

To find 

out the 

effects of 

substance 

abuse on 

a person‟s 

quality of 

life. 

 

To identify the 

socio-

demographic 

characteristics of 

the substance 

abusers 

 

Out of 101 participants 38.6% was within 25-36 years older, 

90.1% was male, 36.6% had educational level H.S.C and 

above, 79.2% lived in town, 40.6% was unmarried, 32.7% 

involved in business, 32.7% had no income, 34.7% used dual 

type of substances, 78.2% used substances daily, and 29.7% 

collected money to abuse substances from business. 

To identify the 

association 

between socio-

demographic 

factor and overall 

quality of life 

(QOL) among SU 

 

 QOL and age range has significant association 

(P>0.025, χ
2
=17.509). In addition, marital status 

(P>0.039, χ
2
=21.908), pre-morbid occupation 

(P>0.006, χ
2
=39.200), frequency to abuse substances 

(P>0.000, χ
2
=28.491), and ways to collect money to 

abuse substances (P>0.005, χ
2
=34.051) all are highly 

associated with the overall QOL. 

 On the other hand, there is no association between 

overall QOL and gender (P<0.179, χ
2
=6.278), 

educational level (P<0.428, χ
2
=12.227), living place 

(P<0.523, χ
2
=3.215), monthly income (P<0.490, 

χ
2
=15.471), type of SU (P<0.688, χ

2
=9.179). In the 

present study the researcher did not find any 

association between the QOL and gender, because of 

selecting male and female sample in a ratio. 

To identify the 

effects of 

substance abuse 

on physical 

health, 

psychological 

health, social 

relationship, and 

environmental 

health of the user. 

 

This result showed that 25-35 olds users‟ physical and social 

health is better than others. Similarly, ≥36 year‟s older user‟s 

psychological and environmental health is better than others. 

Male user‟s physical and environmental health is better than 

females. Female user‟s psychological and social health is 

better than males. Higher educated users QOL is better than 

illiterate and others. Town living users QOL is better than 

village living users. Married user‟s physical health, unmarried 

users‟ psychological and environmental health and users who 

lived together had higher scores in social relationship of QOL. 

Student and unemployed users QOL scores are lower than 

employed, businessman and housewife. Users whose monthly 

income >50000 taka had higher scores in all domains of QOL. 

Poly-SUs and daily users QOL scores lower than others. In 

addition, users those collected money by stealing and drugs 

business had lower scores in QOL than others. 
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4.1. General socio-demographic characteristics of the participants  

In this study the researcher used many socio-demographic components these are age, 

gender, educational level, living place, marital status, pre-morbid occupation, monthly 

income, type of substance used, frequency to use substance, and ways to collect 

money to use substances. SUs aged between 18 to 53 years old, who were receiving 

inpatient services from APoN for the rehabilitation of their addiction were included in 

the study. The researcher categorized all the demographic characteristics. Out of 101 

participants, 37.6%(38) were within 18-24 years age range, 38.6%(39) participants 

were within 25-36 years and 23.8%(24) were within ≥36 years age range. 

Demographic criteria of SU participants are presented in table 1.  

Overall, the participants are male 90.1%(91) and female 9.9%(10) with a mean± SD 

age of (28.8±7.9) years. Most of participants 36.6%(37) had education H.S.C and 

above, 29.7%(30) were educated up to S.S.C, 28.7%(29) to primary school level and 

5%(5) were illiterate. In addition most of the participants lived in urban 79.2%(80) 

and a lesser number of people lived in rural areas 20.8%(21). 

 From 101 participants 36.6%(37) were married, 40.6%(41) were unmarried, 

12.9%(13) were divorced, and 9.9%(10) of the participants were lived together. Most 

of the participant 31.7%(33) were businessman, employed 28.7%(25), 15.8%(16) 

were students, 15.8%(16) were unemployed and only 1%(1) were housewives. In 

addition, 9.9%(10) participant‟s pre-morbid occupation was acting, working at 

garments factory, day laboring, driving, politics, electrician, doctor, cricketer, 

teaching and some of them engaged with media. Of the client‟s monthly income 

18.8%(19) had above 50000 taka, 21.8%(22) had a monthly income of 21000 to 

50000 taka, 7.9%(8) had 11000 to 20000 taka, 18.8%(19) had 1000 to 10000 taka and 

some of the participants 32.7%(33) had no income at all.  

With regards to substances, 28.7%(29) participants had only used one type of 

substance, 37.4%(35) participants had used two types of substances, 5%(5) used three 

types, and the largest number of participants were poly-SUs 31.7%(32). Additionally, 

78.2%(79) participants used substances daily, 6.9%(7) weekly and 14.9%(15) 

participants were used substances less than weekly. These participants‟ collected 

money to take substances by stealing 10.9%(11), business 29.7%(30), drugs business 
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7.9%(8), from family 15.8%(16) and in other ways 35.6%(36) like employee, from 

friends or relatives, collecting money from area, driving rickshaw or bus, begging, 

working in the media, arranging cocktail party, and taking loan from office etc. 

Table 1: Participant’s demographic characteristics (N=101) 

Variables Frequency (n) % 

Age  

18-24 years 

25-35 years 

36 and above years 

 

Mean  ± SD 

 

38 

39 

24 

 

37.6% 

38.6% 

23.8% 

 

28.8±7.9 

Gender  

Male 

Female 

 

91 

10 

  

 

90.1% 

9.9% 

Education Level  

Primary 

Up to S.S.C 

H.S.C and above 

Illiterate 

 

 

29 

30 

37 

5 

 

 

28.7% 

29.7% 

36.6% 

5% 

Living place  

Village 

Town 

 

 

21 

80 

 

 

20.8% 

79.2% 
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Variables Frequency (n) % 

Marital status  

Married 

Unmarried 

Divorce 

Live together 

 

 

37 

41 

13 

10 

 

 

36.6% 

40.6% 

12.9% 

9.9% 

Pre-morbid occupation  

Employee 

Business 

Study 

Housewife 

Unemployed 

Others 

 

 

25 

33 

16 

1 

16 

10 

                    

 

24.7% 

32.7% 

15.8% 

1% 

15.8% 

9.9% 

Monthly income  

Not at all 

1000-10000 

11000-20000 

21000-50000 

More than 50000 

 

 

33 

19 

8 

22 

19 

                   

 

32.7% 

18.8% 

7.9% 

21.8% 

18.8% 

                 

Type of substance  

1 type of SU 

2 types of SU 

3 types of  SU 

Poly-SU 

 

 

29 

35 

5 

32 

 

 

28.7% 

34.7% 

5% 

31.7% 
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Variables Frequency (n) % 

Frequency to abuse 

substance  

Daily 

Weekly 

More than weekly 

 

 

79 

7 

15 

 

 

 

78.2% 

6.9% 

14.9% 

 

Collected money to abuse 

substances  

Stealing 

Business 

Drugs business 

From family 

Others 

 

 

 

11 

30 

8 

16 

36 

  

 

 

 

10.9% 

29.7% 

7.9% 

15.8% 

35.6% 

 

 

4.2 The association of quality of life with demographic factors such as age, sex, 

education level, living place, marital status, pre-morbid occupation, monthly 

income and sources, types of substance use, and frequency to use substances: 

The association between overall QOL and demographic factors is presented in table 2.  

There is a significant association (P>0.025) between QOL and age range of the people 

with SUs and x
2 

value is 17.509. In addition marital status (P>0.039) (χ
2
=21.908), pre-

morbid occupation (P>0.006) (χ
2
=39.200), frequency to abuse substances (P>0.000) 

(χ
2
=28.491), ways to collect money to abuse substances (P>0.005) (χ

2
=34.051) all are 

highly associated with the overall QOL. This may be because; these demographic 

factors have a greater impact on a person‟s QOL.   
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Table -2: Association between overall QOL and demographic factors: 

Demograp

hic  

Variables 

Overall QOL value 

Very poor 

(%) 

Poor  

(%) 

Neither 

Poor nor 

good (%) 

Good 

(%) 

Very 

good 

(%) 

Chi-

square 

(χ
2
) 

P-

Value 

Age 

18-24 years 

25-35 years 

36 years 

and above 

Total 

 

73.7 

56.4 

 

29.2 

 

56.4 

 

13.2 

25.6 

 

25.0 

 

20.8 

 

10.5 

12.8 

 

25.0 

 

14.9 

 

- 

5.1 

 

16.7 

 

5.9 

 

2.6 

- 

4.2 

 

2.0 

 

17.509 

 

.025 

Gender 

Male 

Female 

Total 

 

54.9 

70 

56.4 

 

20.9 

20 

20.8 

 

16.5 

 

- 

14.9 

 

6.6 

 

- 

5.9 

 

1.1 

 

10 

2 

 

 

6.278 

 

0.179 

Educationa

l level 

Primary 

Up to S.S.C 

H.S.C and 

above 

Illiterate  

Total 

 

 

62.1 

20.7 

17.2 

 

60 

56.4 

 

 

20.7 

16.7 

24.3 

 

20 

20.8 

 

 

17.2 

6.7 

18.9 

 

20 

14.9 

 

 

- 

3.3 

13.5 

 

- 

5.9 

 

 

 

- 

3.3 

2.7 

 

- 

2 

 

 

12.227 

 

 

0.428 

Living 

place 

Village 

Town  

Total 

 

 

66.6 

53.8 

56.4 

 

 

23.8 

20 

20.8 

 

 

9.5 

16.3 

14.9 

 

 

- 

7.5 

5.9 

 

 

 

- 

2.5 

2 

 

 

3.215 

 

 

0.523 
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Demograph

ic  

Variables 

Overall QOL value 

Very 

poor (%) 

Poor (%) Neither 

Poor nor 

good (%) 

Good 

(%) 

Very 

good 

(%) 

Chi-

square 

(χ
2
) 

P-

Value 

Marital 

status 

Married 

Unmarried 

Divorce 

Live 

together 

Total 

 

 

70.3 

41.5 

46.2 

80 

 

56.4 

 

 

5.4 

36.6 

15.4 

20 

 

20.8 

 

 

18.9 

14.6 

15.4 

- 

 

14.9 

 

 

2.7 

7.3 

15.4 

- 

 

5.9 

 

 

2.7 

- 

7.7 

- 

 

2 

 

 

21.908 

 

 

0.039 

Pre-morbid 

occupation 

Employee 

Business 

Study 

Housewife 

Unemployed 

Others 

Total 

 

 

56 

45.5 

75 

- 

75 

40 

56.4 

 

 

16 

15.2 

18.8 

100 

18.8 

50 

20.8 

 

 

8 

33.3 

6.3 

- 

6.3 

- 

14.9 

 

 

20 

3 

- 

- 

- 

- 

5.9 

 

 

- 

3 

- 

- 

- 

10 

2 

 

 

39.200 

 

 

.006 
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Demographic  

Variables 

Overall QOL value 

Very 

poor  (%) 

Poor  

 (%) 

Neither 

Poor nor 

good  (%) 

Good 

(%) 

Very 

good 

(%) 

Chi-

square 

(χ
2
) 

P-Value 

Monthly 

income 

Not at all 

1000-10000 

11000-20000 

21000-50000 

More than 

50000 

Total 

 

 

69.7 

52.6 

37.5 

50 

52.7 

 

56.4 

 

 

21.2 

26.3 

37.5 

18.2 

10.5 

 

20.8 

 

 

9.1 

15.8 

12.5 

18.2 

21.1 

 

14.9 

 

 

 

- 

- 

12.5 

13.6 

10.5 

 

5.9 

 

 

 

- 

5.3 

- 

- 

5.3 

 

2 

 

 

15.471 

 

 

0.490 

Type of 

substance 

1 type of SU. 

2 types of 

users. 

3 types of 

users. 

Poly-SUs. 

Total 

 

 

51.7 

51.4 

 

100 

 

59.4 

56.4 

 

 

27.6 

17.1 

 

- 

 

21.9 

20.8 

 

 

 

13.8 

22.9 

 

- 

 

9.4 

14.9 

 

 

3.4 

8.6 

 

- 

 

6.3 

5.9 

 

 

3.4 

- 

 

- 

 

3.1 

2 

 

 

9.179 

 

 

 

0.688 
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Demograph

ic  

Variables 

Overall QOL value 

Very 

poor (%) 

Poor (%) Neither 

Poor nor 

good (%) 

Good 

(%) 

Very 

good 

(%) 

Chi-

square 

(χ
2
)  

P-

Value 

Frequency 

to abuse 

substance 

Daily 

Weekly 

More than 

weekly 

Total  

 

 

 

65.8 

14.3 

26.7 

 

56.4 

 

 

 

16.5 

57.1 

26.7 

 

20.8 

 

 

 

11.4 

14.3 

33.3 

 

14.9 

 

 

 

6.3 

14.3 

- 

 

5.9 

 

 

 

- 

- 

13.3 

 

2 

 

 

 

28.491 

 

 

 

.000 

Collected 

money to 

abuse 

substance 

Stealing 

Business 

Drugs 

business 

From family 

Other ways 

Total  

 

 

 

 

 

81.8 

40 

62.5 

 

62.5 

58.3 

56.4 

 

 

 

 

18.2 

13.3 

25 

 

12.5 

30.6 

20.8 

 

 

 

 

- 

40 

- 

 

18.8 

- 

14.9 

 

 

 

 

- 

3.3 

12.5 

 

- 

11.1 

5.9 

 

 

 

 

- 

3.3 

- 

 

6.3 

- 

2 

 

 

 

 

 

34.051 

 

 

 

 

0.005 

 

On the other hand, there is no association between overall QOL and gender (P<0.179) 

(χ
2
=6.278), educational level (P<0.428) (χ

2
=12.227), living place (P<0.523) 

(χ
2
=3.215), monthly income (P<0.490) (χ

2
=15.471), type of SU (P<0.688) (χ

2
=9.179). 

In the present study the researcher did not find any association between the QOL and 

gender, because of selecting male and female sample in a ratio. Though these 

demographic factors has no association with overall QOL but from 100%(101) 

participants, majority 56.4%(57) has very poor QOL and this score is higher than 

poor, neither poor not good, good, and very good.  
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4.3. Effects of substance abuse on physical health, psychological 

health, social relationship, and environmental health of the user. 

Of the 101 subjects included in the study 90.1%(91) were male and 9.9%(10) were 

female. The general sample characteristics are summarized in Table-1. Among the 

users, 28.7%(29) used 1 type of substance, 74.7%(35) used 2 types of substances, 

5%(5) used 3 types of substances and 31.7%(32) used poly-substances.  

 

As for the domain scores on the WHOQOL-BREF, the researcher observed that 

different ages people‟s scores are different. At the same time the researcher also found 

that scores are different (higher or lower) on the basis of demographic factors in all 

domain of WHOQOL-BREF.  

 

Table-3 describes the mean values and standard deviation of the WHOQOL-BREF 

domains, classified by socioeconomic variables (gender, age, education, income, type 

of substance, frequency to use substance, ways to collect money to abuse substances). 

The researcher found that 18-24 year olds had lower scores in all domains physical 

(8.71 ± 2.9), psychological (6.92 ± 2.1) and environmental (11.55 ± 2.4) than 25-35 

year olds and ≥36 year olds except in the social domain (10.58 ± 3.9). Females‟ 

physical domain (8.88 ± 2.86) and environmental domain (12.25 ± 2.448) scores were 

lower than male participants (8.20±2.0), (12 ± 2.4). On the other hand, females‟ 

psychological (8.60 ± 3.1) and social domains scores (11.70 ± 3.5) were higher than 

males psychological (7.56 ± 2.7) and social (11.49± 3.1) domain. 
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Table -3:      WHOQOL-Bref mean scores for users, classified by domains: 

Demographic 

variables 

Domains 

Physical  

(Mean ±  SD 

Psychological  

 (Mean  ± SD) 

Social  

(Mean  ±  SD) 

Environmental 

(Mean ± SD) 

Age (N) 

18-24 years (38) 

25-35 years (39) 

36 and above (24) 

 

 

8.71±2.9 

8.90 ± 2.7 

 

8.83 ± 2.7 

 

 

6.92 ± 2.1 

8.05 ± 2.9 

 

8.21 ± 2.9 

 

 

11.55 ± 2.3 

12.05 ± 3.2 

 

10.58 ± 3.9 

 

 

11.55 ± 2.4 

12.62 ± 2.4 

 

12.67 ± 2.4 

Gender 

Male(91) 

Female (10) 

 

8.88 ± 2.9 

 

8.20 ± 2.04 

 

7.56 ± 2.7 

 

8.60 ± 3.1 

 

11.49 ± 3.1 

 

11.70 ± 3.5 

 

 

12.25 ± 2.4 

 

12 ± 2.4 

Educational level 

Primary (29) 

Up to S.S.C (30) 

H.S.C and above 

(37) 

Illiterate (5) 

 

8.17 ± 2.4 

 

8.07 ± 2.6 

 

9.84 ± 2.9 

 

 

9.40 ± 2.3 

 

7.28 ± 1.9 

 

7.17 ± 2.6 

 

8.54 ± 3.3 

 

 

6.40 ± +0.9 

 

11.97 ± 2.4 

 

11.47 ± 3.5 

 

11.46 ± 3.4 

 

 

9.60 ± 1.9 

 

11.07 ± 2.6 

 

12.30 ± 2.5 

 

13.11 ± 2.1 

 

 

12 ± 1.7 

Living place 

Village (21) 

Town (80) 

 

8.67 ± 2.3 

 

8.85 ± 2.9 

 

7.33 ± 1.8 

 

7.75 ± 2.9 

 

11.38 ± 3.5 

 

11.55 ± 3.04 

 

10.95 ± 2.7 

 

12.56 ± 2.3 

Marital status 

Married (37) 

Unmarried (41) 

Divorce (13) 

Live together (10) 

 

9.05 ± 2.847 

 

8.88 ± 2.7 

8.46 ± 2.9 

 

8.10 ± 2.3 

 

7.57 ± 2.7 

 

7.90 ± 2.7 

7.54 ± 2.5 

 

7.20 ± 3.2 

 

12 ± 2.0 

 

11.46 ± 3.4 

9.69 ± 4.3 

 

12.30 ± 3.2 

 

12 ± 2.3 

 

12.63 ± 2.6 

11.54 ± 2.7 

 

12.30 ± 2.1 

Pre-morbid 

occupation 

Employee (25) 

Business (33) 

Study (16) 

Housewife (1) 

Unemployed (16) 

Others (10) 

 

 

 

8.68 ± 3.1 

 

9.18 ± 2.4 

8.94 ± 3.2 

 

7 

8.50 ± 2.6 

 

8.40 ± 2.8 

 

 

 

7.48 ± 3.2 

 

8.03 ± 2.6 

7.06 ± 2.1 

 

13 

7.38 ± 2.6 

 

7.80 ± 2.9 

 

 

 

11.08 ± 2.7 

 

11.27 ± 3.8 

11.81 ± 2.7 

 

12 

11.31 ± 2.9 

 

13.20 ± 2.8 

 

 

 

12.20 ± 2.6 

12.79 ± 2.4 

 

11.69 ± 2.4 

 

11 

12.13 ± 2.1 

 

11.60 ± 2.8 
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Demographic 

variables 

 Domains 

Physical  

(Mean ±  SD) 

Psychological  

 (Mean  ± SD) 

 

Social  

(Mean  ±  SD) 

Environmental 

(Mean ± SD) 

Monthly income 

Not at all (33) 

1000-10000 (19) 

11000-20000 (8) 

21000-50000 (22) 

More than 50000 

(19) 

 

8.79 ± 2.9 

 

7.64 ± 1.7 

 

7.75 ± 3.4 

9.14 ± 2.0 

 

10.05 ± 3.4 

 

7.27 ± 2.2 

 

6.95 ± 21.5 

 

7.25 ± 2.9 

7.77 ± 2.8 

 

9.11 ± 3.5 

 

11.70 ± 2.5 

 

10.32 ± 3.1 

 

10.75 ± 3.2 

12.45 ± 2.7 

 

16.63 ± 4.2 

 

11.55 ± 2.5 

 

11.21 ± 2.2 

 

13.13 ± 3.1 

12.59 ± 1.6 

 

13.63 ± 2.3 

Type of 

substance 

1 type of SU (29) 

2 types of 

substance  users 

(35) 

3 types of users 

(5) 

Poly-SUs (32) 

 

 

 

9.79 ± 3.1 

 

8.63 ± 2.5 

 

 

 

7.80 ± 1.3 

 

 

8.28 ± 2.7 

 

 

 

8.14 ± 2.9 

 

7.46 ± 2.8 

 

 

 

7.60 ± 1.3 

 

 

7.47 ± 2.5 

 

 

 

12.41 ± 3.1 

 

11.54 ± 2.9 

 

 

 

11.20 ± 1.5 

 

 

10.72 ± 3.4 

 

 

 

12.28 ± 2.7 

 

12.20 ± 2.4 

 

 

 

11.60 ± 2.9 

 

 

12.31 ± 2.3 

Frequency to 

abuse substance 

Daily (79) 

Weekly (7) 

More than weekly 

(15) 

 

 

 

8.47 ± 2.5 

 

10 ± 3.8 

 

10.07 ± 3.1 

 

 

 

 

 

7.20 ± 2.3 

 

9.86 ± 4.3 

 

9.07 ± 3.3 

 

 

 

11.10 ± 3.1 

 

12.71 ± 1.6 

 

13.13 ± 3.2 

 

 

 

12.03 ± 2.4 

 

14.29 ± 2.1 

 

12.33 ± 2.5 

Collected money 

to abuse 

substance 

Stealing (11) 

Business (30) 

Drugs business 

(8) 

From family (16) 

Other ways (36 

 

 

 

 

8.18 ± 1.8 

 

9.43 ± 2.4 

 

7 ± 2.9 

 

8.69 ± 3.5 

 

8.94 ± 2.8 

 

 

 

 

7.18 ± 2.6 

 

8.23 ± 2.6 

 

6.75 ± 1.8 

 

7.25 ± 3.3 

 

7.72 ± 2.8 

 

 

 

 

10.64 ± 2.7 

 

11.93 ± 3.4 

 

9.50 ± 2.8 

 

12.69 ± 2.2 

 

11.36 ± 3.2 

 

 

 

 

10.55 ± 1.8 

 

13.13 ± 2.3 

 

11.38 ± 2.7 

 

11.75 ± 2.2 

 

12.39 ± 2.5 
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Those with an education level H.S.C and above had higher scores in domains such as 

physical (9.84±2.9), psychological (4.54±3.3), and environmental domain (13.11±2.1) 

compared to illiterate and other people. 

 Illiterate people‟s social domain scored higher (9.60±1.9) than others. From 101 

subjects 79.2%(80) lived in a town and only 20.8% (21) lived in a village area. From 

them, participants who lived in a town had higher scores in domains such as physical 

(8.85±2.9), psychological (7.75±2.9), social (11.55±3.048) and environmental 

(12.56±2.3) domains than those living in villages.  

 

In addition, married people had a higher score in the physical domain (9.05±2.8); 

unmarried participants had higher scores in the psychological (7.90±2.7) domain. 

Participants who lived together had higher scores in the social (12.30±3.2) and 

environmental (12.30±2.1) domain. Divorced participants had lower scores in 

psychological (7.54±2.5), social (9.69±4.3) and environmental (11.54±2.7) domains 

of QOL. 

Participants, whose pre-morbid occupation was business, had higher scores in 

physical (9.18±2.4) and environmental (12.79±2.4) domain than those occupations 

were employee, student, and unemployed. In addition, housewives had higher 

scores in social (12) and psychological (13) domains. In the contrary, housewife‟s 

physical (7), and environmental (11) domain scores; student‟s psychological 

(7.06±2.1) and employed users social (11.08±2.7) domain scores lower than others.

    

Participants those monthly income was more than 50000 taka had higher scores in  

domains such as physical (10.05±3.4), psychological (9.11±3.5), social (16.63±4.2), 

and environmental (13.63±2.3) domain compared to those who had no income and 

other people. On the other hand, users those monthly income was within 1000-10000 

taka had lower scores in physical (7.64±1.7), psychological (6.95±21.5), social 

(10.32±3.1), and environmental (11.21±2.2) domain.  

 

SUwho only used 1 substance had higher scores in physical (9.79±3.1), psychological 

(8.14±2.9), and social (12.41±3.1) domains of QOL. On the other hand poly-SUs had 

lower scores in all domains of QOL except environmental domain (12.31±2.3) scores.  
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In addition, daily SUs had lower scores in physical (8.47±2.5), psychological 

(7.20±2.3), social (11.10±3.1) and environmental (12.03±2.4) domains of QOL than 

weekly and more than weekly users of participants. Weekly SU had higher scores in 

physical (10.07±3.1) and social domain (13.13±3.2). Similarly, weekly user had 

higher scores in psychological (9.86±4.3) and environmental domain (14.29±2.1) than 

others. 

In this study, users who collected money to use substances from business had higher 

scores in physical (9.43±2.4), psychological (8.23±2.6), and environmental domain 

(13.13±2.3). Users who collected money from drugs business had lower scores in 

physical (7±2.9), psychological (6.75±1.8), and social (9.50±2.8) domains. Users who 

collected money from stealing had lower scores in environmental domain (10.55±1.8) 

of QOL than others. 
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CHAPTER 5                                                                                              

DISCUSSION 

 

5.1. Demographic characteristics 

The demographic findings of this study show that most of the participants are male 

(n=91) 90.1% and fewer are female (n=10) 9.9%, because the researcher selected 

participants in a ratio of residents of APoN (10:1, male: female). According to a UN 

survey 2002, reported on 65 lakh people in Bangladesh who were drug addicts. Of 

them 13% are female and rest (87%) are male. In addition, the Tasfaye‟s et al. study 

of 2014 explained that being male has a strong association with substance use. 

Akther, 2012 stated that males are more likely than females to abuse drugs. GBD, 

2000 reports that globally the substance use rates are 2.8% for men and 0.5% for 

women. Another study (Dietze et al.2011) has explained that men are typically 

drinking more than women, and younger people are typically drinking more and in a 

riskier fashion, than older people.  

In this present study most participants (n=39) are aged between 25-35 years old, 38 

participants are aged between 18-24 years and 24 participants age ≥36 years. The 

mean ±SD of age range is (28.8±7.9). Other studies Kadri, Bhagyalaxmi, and Kedia, 

2003 have shown that in India, out of 560 subjects, 46% of users were in the age 

group of 26 to 35 years. The mean age of users was (32.8±6) years. Another study 

(Roy et all., 2010) in Bangladesh showed that out of 500 users, all of them between 

15 to 35 years old and the mean age was 28.4±6.7% years. 

This present study found that (32)31.7% participants were poly-SUs, (35)34.7% were 

dual SUs, and (29)28.7% participants were single SUs. A study by Akther (2012) 

found that out of 296 respondents, 16.9% subjects used multiple types of substances. 

A majority of them take drugs occasionally, 56% of them taking them once daily. The 

Bawan (2002) study in India found that out of 179 male SUs, 67% had been using 

drugs occasionally, 44% had been using drugs regularly. The majority was poly drug 

users and 45% of them were unemployed. Another study (Roy et al.2010) in 

Bangladesh showed that out of 500 users, 69.5% were poly-SUs and only 30.4% were 

taking single drugs. 
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 The researcher found that (16) 15.8% of participants using substances collected 

money from their family, (11)10.9% stealing from others, (8)7.9% from involvement 

in the drugs business and (36)35.6% from other ways like through employment, from 

friends or relatives, collecting money from area, driving rickshaws or buses, begging, 

working in the media, arranging cocktail parties, and taking loan from office. Another 

study Akther, 2012 found that 70% of abusers took money from their parents, 

followed by friends (8%) and relatives (4%) and 38% had some criminal association.    

Of the 101 substance abusers in the present study 28.7% were employed, 15.8% were 

students, and 8.9% participants were unemployed. In addition, (10)9.9% of the 

participant‟s pre-morbid occupations were acting, working in garment factories, day 

laboring, driving, politics, electrics, medicine, cricket, teaching and some of them 

were engaged with the media. Tesfaye. Derse, and Hambisa (2014), explained that 

college and university students are at the highest risk of substance abuse. Bawan, 

2002 found that out of 75 women in India 67% employed, 45% are commercial sex 

workers and 15% involved in peddling at the road side. Other studies, for example 

Kadri, Bhagyalaxmi, and Kedia, 2003, in India found out that out of 560 subjects 

26.8% were day laborers and 20.2% were private employees. 

 In the present study, the researcher found that (80)79.2% participants of SUs were 

from town and only (21)20.8% were from rural areas. Another study (Roy et al., 

2010) showed that out of 500 users in Bangladesh, there were 70.8% from urban 

backgrounds and only 29.2% were from rural backgrounds. 

The researcher found that out of (101)100% participants, (37)36.6% users were 

married, (41)40.6% were unmarried, (13)12.9% were divorced and 

(10)9.9%participants lived together. Moreira et al.2013 estimated that out of 195 

participants, 38% are married, 9% are divorced and 53% unmarried. Bawan‟s, 2002 

study on 75 women in India found that 31% of these women were single, 32% 

divorced and the majority lived with family members 

The current study found that (29)28.7% users education level was at primary level, 

30(29.9%) were up to S.S.C, (37)36.6% were H.S.C and above and (5)5% users were 

illiterate. Bawan‟s, 2002 study on 75 women in India found that half of them were 

illiterate. Another study; Kadri, Bhagyalaxmi, and Kedia, (2003) study showed that 

out of 560 subjects, most of the users were educated up to primary or secondary level. 
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5.2. Association of QOL with the demographic factors  

This study demonstrates that, abusing substance has a great impact on a person‟s 

QOL. American Psychiatric Association, 1994 explained that substance abuse affects 

nearly all areas of functioning. Other studies Donovan, 2005; Rudolf and Wahs, 2002; 

Smith and Larson, 2003 have shown that QOL is poorer among individuals who are 

substance dependent and treatment seekers. This study has found that there is a link 

between QOL and demographic characteristics. Paskulin, Vianna, and Molzahn, 2009 

explained that demographic variables such as age gender, marital status, educational 

level and economic level can interfere with the QOL of drug users.  

The researcher found that QOL has an association with age (P>0.025, χ
2
=17.509), 

marital status (P>0.039, χ
2
=21.908), pre-morbid occupation (P>0.008, χ

2
=38.411), 

and substance abuse frequency (P>0.000, χ
2
=28.491), and ways to get money 

(P>0.018, χ
2
=35.517). A study Barger, Donoho, and Wayment, 2011 study found that 

marital status has weak association with QOL but education and monthly income has 

a stronger association with QOL. Similarly Domingo-Salvany et al.2011 explain that 

the type of substance use has an association with the QOL, but researcher was not 

found any association with it (P<0.688, x
2
=9.179) within this study. In a study Castro 

et al., 2007 explained that smokers show greater impairment in QOL in most areas. 

Another study showed that males with more severe alcohol dependence have poorer 

quality of life than females (Silva-Lima et al., 2005). Dietze et al. 2011 explain that 

weekly or greater drinking frequency was associated with increased life area problems 

which also impacts on QOL. Moreover, this study also showed that gender has few 

significance associations with the QOL.  Although another study found an 

association, in the current study the researcher did not find any association with 

gender and QOL (P<0.179, χ
2
=6.278), because the ratio of residents of APoN selected 

was 10:1 (male: female). 
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5.3. Effects of substance abuse on physical health, psychological health, 

social relationship, and environmental health of the user 

Psychoactive SUs had lower scores for almost all domains and for the overall score on 

the WHOQOL-BREF. Zubaran, and Foresti, 2009; Ventegodt and Marrick, 2003 

study explained that there are a lack of studies on QOL of users of psychoactive 

substances. Bizzarri et al.2005 showed that users have poorer QOL in the physical, 

psychological and social domains than healthy participants. A study by Ezzati et 

al.2003 showed that using substances influences health and social functioning which 

affects QOL and its all domains.  

The current study findings demonstrate that 25-35 year olds user‟s physical health 

(8.90±2.7) and social relationships (12.05±3.2) are better than others. And ≥36 older 

people‟s psychological health (8.21±2.9) and environmental health (12.67±2.4) is 

better than that of users of other ages. Some studies explained that older age has a 

greater risk for a poorer QOL. Conversely, another study showed that older people‟s 

QOL scored better than others (Nussbaum and Sen, 1993). Dietze et al.2011 said that 

25-34 year old people face more problems in work than 18-24 year old drinkers. 

Moreover, physical and psychological problems are increased for younger people who 

drink. Lavikainen et al.2011 also explain that adolescents are more likely to 

experience physical harm than others. Another study Preau, Protopopescu, and Spire, 

2007 said that among the injecting drug users, QOL is better in the younger 

population, especially those who have a stable partner and those who do not have any 

financial problems. Domingo-Salvany et al.2011 explains that younger users had a 

worse QOL than others. 

The present study identifies that male user‟s physical health (8.88±2.9) and 

environmental health (12.25±2.4) is better than females. But female user‟s 

psychological (8.60±3.1) and social relationship (11.70±3.5) is better than males. 

Moreira et al.2013 study showed that women had lower levels of QOL in the four 

domains of WHOQOL-BREF than men. Similarly Kessler, McGonagle and Zhao, 

1994 discussed that women presented a poorer QOL in all domains. Paskulin, Vianna, 

and Molzahn, 2009 noted that female alcohol users have an impaired QOL. Srivastava 

et al.2009 showed that the health related QOL of smokers showed lower scores in all 

domains of QOL than non smokers and also explained that female smokers have a 
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poorer QOL compared to male smokers. Lavikainen et al. 2011 explained that girls 

experience more physical and social health problems than boys using alcohol. 

Current study findings demonstrate that H.S.C and above education level client‟s 

QOL and  domain scores such as physical (9.84±2.9), psychological (8.54±3.3), social 

(11.46±3.4), and environmental (13.11±2.1) is higher than illiterate physical 

(9.40±2.3), psychological (6.40±0.9), social (9.60±1.9), and environmental (12±1.7). 

Paskulin, 2009 study explained that users with higher education levels have a better 

QOL. Domingo-Salvany et al.2011 study explained that those with a lower level of 

education had a poorer QOL than others.  

The present study showed that users whose pre-morbid occupation was business had 

higher scores in physical (9.18±2.4) and environmental (12.79±2.4) domains of QOL. 

And users who were housewives had higher scores in social domain (12) and 

psychological domain (13) compared to those who were unemployed, students, and 

employees. Domingo-Salvany et al.2011 explain that the unemployed had a worse 

QOL than others. Moreira et al.2011 study showed that users who do not have 

satisfactory jobs are unlikely to present a good QOL. 

The current study found that poly-SUs have lower scores in physical (8.28±2.7), 

psychological (7.47±2.5), and social (10.72±3.4) except the environmental domain 

(12.31±2.3) of QOL. Another study Bizzarri et al. 2005; Astals et al.2008 showed that 

patients with dual SU have poorer QOL than those who only abuse one substance 

especially within physical and psychological domains.  

The present study identifies that user who use substances daily have lower scores in 

domains such as physical (8.47±2.5), psychological (7.20±2.3), social (11.10±3.1), 

and environmental (12.03±2.4) of QOL. Dietze et al.2011 study showed that daily or 

weekly drinkers have a poorer QOL than others. Another study (Moreira et al.2011) 

discussed that smokers have lower scores in social relationships and psychological 

domains of WHOQOL-BREF compared to non-smokers. This study also explained 

that daily users have lower scores in the physical, psychological, social and 

environmental domains. Domingo-Salvany et al.2011 explain that poly-SUs had a 

worse QOL than others.  
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The current study identifies that users living in urban areas have higher scores in 

physical (8.85±2.9), psychological (7.75±2.9), social (11.55±3.05), and environmental 

(12.56±2.3) domains of QOL than individuals living in rural areas physical (8.67±2.3), 

psychological (7.33±1.8), social (11.38±3.5), and environmental (10.95±2.7) domains. 

Dietze et al.2011 explained that drinking has more harmful physical and 

psychological consequences for those living in rural areas, compared to those living in 

towns. 

This study‟s findings also demonstrate that users who got money through stealing and 

drug related businesses had lower QOL scores than other groups. Srivastava et 

al.2009 study showed that adolescents who drank alcohol frequently were involved in 

different criminal activities like shoplifting, stealing and showed aggressive and 

violent behavior which also has an impact on QOL. 
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CHAPTER 6 

CONCLUSION 
6.1. Limitations 

The current study has some potential limitations that should be kept in mind when 

interpreting the results. Firstly the data was collected on QOL but the sample size of 

the research was small, this may affect the generalizability of the findings. Although, 

many studies found significant association with QOL and substance abuse, but it was 

difficult to find any significant relationships from this small sample size. In addition, 

there was not much research available regarding the effects of substance abuse on the 

QOL of the users in Bangladesh. A related article was found but it regarded different 

countries; and it important to remember that Bangladeshi culture and what QOL 

means to them is different to other countries.  

6.2. Recommendation 

As this study has a small sample size, additional, larger studies are needed. More 

studies are needed to compare the QOL of the SU and non user. QOL of the carers of 

users also needs to be assessed. Further studies can be done to identify the possible 

factors which make a user to start to use substances. In addition, in-depth information 

could be collected on QOL by doing qualitative research. An experimental study 

could be done to see the effectiveness of OT to improve QOL for users. For 

preventing addiction the government should take proper steps in Bangladesh. Parents 

must be educated and advised to be a good role model for their children by not taking 

substances themselves, and also warning their children against substance abuse. 

Moreover, it is necessary for parents to provide proper support for children affected 

by substance abuse. Informing the public about substance abuse is important, the 

radio, TV, and local newspapers should be used to inform society about substance 

use. At the rehabilitation period, family counseling is important for SU. 
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6.3. Conclusion 

Nowadays, substance abuse is becoming a burning issue in a social, economical and 

medical perspective. Not only in Bangladesh but all over the world it has become a 

major problem.  

This study encompasses that the users those pre-morbid occupation was business, 

employee, and study, used more substances than others. Moreover, being younger, 

deviant peer relationship, curiosity, and family factors also have more risk of using 

substances. Parents and teachers need to provide proper support and advice to the 

younger children to stop them becoming users. Behavioral programs should be 

planned and be carried out to help affected youth to cease dealing with drugs.  

Using substances has harmful effects on physical health, psychological health, social 

relationships and the environmental health of an individual. Moreover different 

demographic factors also have impacts in all domains of QOL of a user. A proper 

rehabilitation service facilitates them to cope and recover from harmful effects as 

much as possible. It also helps them with successful community reintegration which is 

very important for a user. 

Substance abuse affects all areas of an individual‟s QOL. It affects an individual and 

their family physically, psychologically, socially and economically. It is necessary to 

focus on all domains of QOL during the rehabilitation period. The main aim is to help 

the users to adapt to a healthier lifestyle and improve their QOL. With other health 

professionals, skilled occupational therapists can help them (user) to cope with any 

situation that may arise, for example a stressful situation, and also help them to 

become a productive person in society and within their family. 

The researcher hopes, that if all professionals concentrate on all domains of QOL and 

provide holistic treatment focusing on it, this will help to improve QOL for people 

who abuse substances. 
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Appendix- 3: Consent Form (English) 

 

The researcher ----------------------------------------------------------------- is a B.Sc 

student of Occupational Therapy Department of Bangladesh Health Professions 

Institute (BHPI) want to conduct a research about the quality of life of the substance 

abuser among the man and women within age 18 to ≥36 years in APON GAON. The 

main aim of the study is to explore the effects of substance abuse on the quality of life 

of the user. 

Researcher will receive permission from participant to take part in the interview. 

Their information will not share with others. Participant of the study will not benefit 

or harm from this study. They are free to decline answering any question during 

interview. All the information that is collected from the interview would be kept 

safety and maintained confidentiality. Participants can withdraw from the study at any 

time.  

 

In this study I am…………………… a participant and I have been clearly informed 

about the purpose of the study . I am willing to participant in this study and I will 

have the right to refuse in taking part any time at any stage of the study. For this 

reason I will not to be bounded to answer to anybody. The researcher will be available 

to answer any study related question or inquiry to the participant. So with my best 

knowledge I agree to participant willingly with my full satisfaction in this study.  

 

(It will be read in front of the illiterate participant)  

 

Name & Signature / finger print of 

participant: Date:  

 

 

Name & Signature of Researcher: Date:  

 

 

Name & Signature of witness: Date:  
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Appendix-4: Consent Form (Bangla) 

 
GB M‡elYvwU AKz‡ckbvj †_ivcxi GKwU Ask Ges M‡elYvKvixi bvg bvRgyb bvnvi bvR| †m 

evsjv‡`k ‡nj&_ cÖ‡dkb&m BÝwUwUDU Gi we. Gm. wm. Bb AKz‡ckbvj ‡_ivcxi 4_© e‡l©i  

QvÎx| GB M‡elYvwUi  wk‡ivbvg n‡”Q  Ógv`‡K Avm³ nIqvi ci  GKRb gvby‡li Dci wK 

ai‡bi cÖfvi c‡oÓ GB M‡elYvi D‡Ïk¨ n‡”Q  evsYv‡`‡k †h mKj gvbyl  gv`K †meb Ki‡Q 

Zvi d‡j Zv‡`i  kvixwiK, gvbwmK, cvwicvwk¦©K  ¯^v‡¯’¨i Ges mvgvwRK m¤ú‡K©i  Dci wK 

ai‡bi  cÖfvi co‡Q Zv ‡ei Kiv| 

GB M‡elYv‡Z Avwg GKRb AskMªnbKvix Ges Avwg cwi¯‹vi fv‡e GB M‡elYvi D‡Ïk¨ 

m¤ú‡K© AeMZ| Avgvi †h ‡Kvb mgq GB M‡elYv †_‡K wb‡R‡K mwi‡q Avbvi AwaKvi Av‡Q| 

GRb¨ Avwg cÖ‡kœi DËi cÖ`vb Kivi Rb¨ Kv‡iv Kv‡Q `vqe× bv| GB M‡elYvwUi mv‡_ Avgvi 

†Kvb m¤ú„³Zv ‡bB Ges Avgvi wPwKrmvi mv‡_ eZ©gv‡b Ges fwel¨‡Z †Kvb fv‡e m¤ú„³ bv| 

Avwg AviI AeMZ AvwQ †h, GB K‡_vcK_b †_‡K †bIqv mg¯Í Z_¨vejx wbivc‡` Ges †Mvcb 

ivLv n‡e| Avgvi bvg Ges wVKvbv †Kvb fv‡e cÖKvk Kiv n‡e bv| ïaygvÎ M‡elYvKvix I Zvi 

mgš^qKvix GB ÿgZv iv‡Lb|  

Avwg GB M‡elYvKvix I Zvi  M‡elYv mgš^qKvixi mv‡_ GB M‡elYvi c×wZ m¤ú‡K© A_ev 

†h‡Kvb cÖ‡kœi DËi Rvbvi Rb¨ K_v ej‡Z cvie| 

Avwg Dc‡iv³ Z_¨¸‡jv fv‡jvfv‡e †R‡b wbR B”Qvq GB M‡elYvq AskMÖnb KiwQ| 

 

AskMÖnbKvixi  ¯^vÿi I ZvwiL         ........................................................... 

 

M‡el‡Ki ¯^vÿi I ZvwiL               ............................................................... 

 

¯^vÿ¨ cª`vbKvixi ¯^vÿi I ZvwiL      .................................................................. 
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APPENDIX-5 

WHOQOL- Bref permission for Bangla Questionnaire 
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APPENDIX-6 

Socio-demographic questionnaire 

Participant Code no: 

General questions  
Please read the explanation on the previous page before answering the questions 

below!  

 What is your age range? 

1. 18-24 years. 

2. 25-35 years. 

3. 36 and above. 

 

 

 What is your gender?  

1. Male. 

2. Female. 

 

 What is the highest education that you completed successfully? 

1. Primary. 

2. UP to S.S.C 

3. H.S.C and above 

4. Illiterate 

 

 Where you lived? 

1. Village. 

2. Town  

 

 What is your marital status?  

1. Married. 

2. Unmarried 

3. Divorce. 

4. Live together 

5. Widow.  

 

 What was your pre-morbid occupation? 

1. Employee. 

2. Business. 

3. Study. 

4. Housewife. 

5. Unemployed. 

6. Others. 

 



xx 
 

 What was your monthly income? 

1. Not at all 

2. 1000-10000 

3. 11000-20000 

4. 21000-50000 

5. More than 50000. 

 What types of substance you had taken? 

1. 1 type of SU. 

2. 2 types of SUs. 

3. 3 types of SUs. 

4. Poly-SUs. 

 What was the frequency to abuse substance? 

1. Daily.  

2. Weekly. 

3. More than weekly. 

 

 How you collected money to abuse substances? 

1. Stealing. 

2. Business. 

3. Drugs business. 

4. From family. 

5. Others. 
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APPENDIX-7 

WHOQOL- Bref questionnaire in English 
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APPENDIX- 8 

Socio-demographic questionnaire in Bangla 

Ask MÖnbKvixi †KvW b¤̂i: 

mvaviY cÖkœ 

wb‡¤œi cÖ‡kœi DËi †`qvi Av‡M, `qv K‡i c~e©eZx© c„ôvi weeiYx co–b| 

 Avcbvi eqm KZ? 

1| 18- 24 eQi 

2| 25-35 eQi 

3| 36 Ges 36 eQ‡ii Dc‡i| 

 Avcbvi wj½ wK? 

1| †Q‡j  

2| †g‡q 

 Avcbvi m‡ev©”P wkÿvMZ †hvM¨Zv wK? 

1| cªv_wgK 

2| gva¨wgK 

3| D”P gva¨wgK Ges Zvi Dc‡i| 

4| AwkwÿZ 

 Avcwb †Kv_vq evm K‡ib? 

1| MÖvg 

2| kni 

 Avcbvi •eevwnK Ae ’̄v wK? 

1| AweevwnZ 

2| weevwnZ 

3| weevn we‡”Q` 

4| mnevm 

5| weaev 

 Avcwb Av‡M wK KvR Ki‡Zb? 

1| PvKzwi 

2| e¨emv 

3| cov‡jLv 

4| M„wnbx 

5| †eKvi 

6| Ab¨vb¨ 

 

 



xxv 
 

 Avcbvi gvwmK Avq KZ UvKv wQj? 

1| †Kvb Avq †bB| 

2| 1000-10000 UvKv| 

3| 11000-20000 UvKv| 

4| 21000-50000 UvKv| 

5| 50000 UvKvi Dc‡i| 

 Avcwb wK ai‡bi gv`K †meb Ki‡Zb? 

1| GK ai‡bi gv`K| 

2| ỳB ai‡bi gv`K| 

3| wZb ai‡bi gv`K| 

4| wewfbœ ai‡bi gv`K| 

 Avcwb wKfv‡e gv`K †meb Ki‡Zb? 

1| cÖwZw`b 

2| mßv‡n 

3| mßv‡n GKvwaK evi| 

 Avcwb gv`K †me‡bi UvKv wKfv‡e msMÖn Ki‡Zb? 

1| Pzwi 

2| e¨emv 

3| gv`K e¨emv 

4| cwievi †_‡K 

5| Ab¨vb¨ 
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APPENDIX-9 

WHOQOL-Bref questionnaire in Bangla 
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