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ABSTRACT

The present study was designed to investigate the Subjective Well-being
(SWB) of the drug addicts and non-addicts in Bangladesh. A total of
seven hundred and sixteen male adult respondents were used as subjects
in the present study. Half of them (n = 358) were addicts and rest half
(n = 358) were non-addicts. DSM-IV suggested criteria of addiction were
followed in selecting the addict respondents. Among the addicts one
hundred and ninety six were hospitalized and the remaining one hundred
sixty two were non-hospitalized. Their age ranged from 20 to 48. Ninety
of them were married and two hundred sixty eight were unmarried. The

duration of their addiction was one year to twenty-three years.

A purposive sampling technique was followed in selecting the addict
respondents. The non-addict respondents were selected employing
matched pair techhique. Each of them was selected matching with one of
the addict respondents in respect to their age, sex, occupation, family
income, educational level, marital status and residential background. All
the respondents (addicts and non-addicts) were selected from different

parts of the country.

A Bangla adaptation of the short version of the Subjective Well-being
(SWB) Questionnaire of Nagpal and Sell (1985) was administered to
measure the Subjective Well-being status of both the addict and non-

addict respondents. The Questionnaire measures eight dimensions of
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well-being. These were Subjective Well-being Positive ~Affect,
Subjective Well-being Negative Affect, Mental Mastery, Rootedness &
Belongingness, Structural and Cohesive aspects, Density of Social
network, Security in Health and Socio-economic crisis, and Expectation-
achievement harmony. Comparisons were made between the addict and
non-addict respondents on overall SWB, as well as on each of the eight
dimensions separately. The data were also analyzed in order to study the
effect of types of addiction, duration of addiction, and SES of the addict
respondents. The data were analyzed employing t- test, ANOVA and

Person’s product moment method of correlation coeflicient.

Four hypotheses were considered in this study: (1) The Subjective Well-
being of the drug addict respondents will be poorer than that of the non-
addict respondents. (2) The Subjective Well-being of the addict
respondents varies in degrees as a result of types of addiction. (3) The
Subjective Well-being of the addict respondents decreases as a result of
increase iﬁ their duration of addiction. (4) The Subjective Well-being of
the addict respondents is negatively related to their socio-economic

status.

The results reveal the following findings; (1) Subjective Well-being
(SWB) of the addict respondents was significantly poorer than, that of the
non-addict respondents. (2) Poly drug addiction further degenerates the
Structural & cohesive aspect and Security in Health & Socio-economic

crisis phenomenon of SWB than mono drug and mixed drug addiction.
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(3) There is no significant effect of duration of addiction on the
degeneration of the overall SWB. But duration of addiction has further
effect on the degeneration of the SWB in Rootedness & Belongingness,
and Expectation-achievement harmony. On the other hand the Negative
Affect of the well-being was found to increase with the increase of
duration of addiction. (4) The Subjective Well-being is negatively related
to the socio-economic status of the addict respondents. It has been found
that the SWB of the individual of the upper socio-economic class is more
affected than that of the individual of lower socio-economic class by drug
addiction. Finally, these findings suggest that drug addiction degenerates

Subjective Well-being of the individual.
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Chapter-1

INTRODUCTION

Every probable substance on the carth has been ingested by someone
somewhere, at some time. Curious and adventuresome, humans have
learned that a variety of substances are edible and nutritious when they
are prepared in certain ways, and have developed a long list of
acceptable foods and delicacies. Humans have likewise stumbled upon
substances that have interesting effects — medicinal or pleasurable — on
the brain and the rest of the body; we may swallow an aspirin to quict
a headache, an antibiotic to fight an infection, or a tranquilizer to calm
us down. We may drink tea or coffee to get going in the morning or

smoke cigarettes to soothe our nerves.

Many of the substances that humans have come across harm the body
or adversely affect behavior or mood. Misuse of some of those
substances has become of socicty’s most disabling and expensive
problems. Drugs that are normally used [or medication are the most

common substance abused by the people.

Use of drugs in some form or other was widely practiced in the world
from the very beginning of civilization. During early stage of
civilization drugs were primarily used by physicians for medication,
by holy men for helping them in their deeper thinking of the divine or

by people generally hoping to regain their lost health, and so on. Its
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use was very limited till the end of the nineteenth century'. The use of
drugs has become now very common in the twenty first century. But
here, we are not concerned with the use ol drugs; we are concerned
here with the abuse of drugs. Abuse of drugs has reached such a peak
recently that it has become a terrible danger to mankind all over the

world.

According to a statistics of UNDCP? report, published by Oxford
University Press in 1997, the total number of prohibited drug users in
the world in 1990s was 445.6 million (drug wise estimated number of
drug abusers are shown in table-1.1 below). But in recent year, the
total number of drug abusers is estimated at some 200 million’ people,
equivalent to 3.4% of the global population. Only four categories (i.e.
Heroin and other opiate-type substances, Cocaine, Cannabis, and
ATS) ol drug abusers were considered in this estimation.
Hallucinogens and Sedative-type substances were excluded, which
was more than 252 million in 1997’s UNDCP report. Drug wise
estimated number of drug abusers is shown in table-1.2 and a
comparative bar-graphs between 1990°s and recent estimation arc

shown in figure-1.3.

Actually drug abusers change drugs [rom time (o time due to

unavailability of specilic drug or any other causes, and [requently take

' UNAB (United Nations Association of Bangladesh), (1989). ‘UN Against Drug Abuse’,
published by Syed Ahmad Hossain, Dhaka, Bangladesh: UNAB, p.1.

* UNDCP (United Nations International Drug Control Programme). (1997). World Drug
Report. Oxford University Press Inc., New York. P. 32.

' UNODC (United Nations Office on Drugs and Crime). (2003). Global Illicit Drug
Trends. United Nations, New York. p. 101
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more than one substance. So, it should be noted that the total number
and/or drug wise abusers is always inconclusive. However, the trends
of drug users are gradually increasing. So, at present a few million

more have no doubt been added to the previous number.

Table 1.1. Drug wise estimated number of drug addicts in the world

in 1990s.

Category of drugs Estimated total (million % of total
people) population

Heroin and  other 8.0 0.14

opiate-type substances

Cocaine 13.3 0.23

Cannabis 1412 245

Hallucinogens 25.5 0.44

ATS 30.2 0.52

Sedative-type 2274 3.92

substances

Figure- 1.1. Pie chart of the drug wise estimated drug addicts in the
world in 1990s.

Estimated total (million people)

ElHeroin and other opiate-
type substances

BCocaine

OCannabis

OHallucinogens

BATS

B Sedative-type substances
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Table 1.2. Drug wise estimated number of drug addicts in the world
in 2000-2001s.

Category of drugs Estimated total (million % of total
pRipie) population

Heroin and other 149 0.3

opiate-type

substances

Cocaine 14.1 0.2

Cannabis 162.8 27

ATS 42.0 (34.3 Amphetamines & 08& 0.2
7.7 Ecstasy) respectively

Figure- 1.2. Pie chart of the drug wise estimated drug addicts in the
world in 2000-2001s.

Estimated total (million people) @ Heroin and other]

opiate-type |
substances

i Cocaine
O Cannabis

OATS
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Figure- 1.3. A comparative bar-graph of the estimated drug abusers
in the world in 1990s and 2000-2001s.

180 . Estimated total (million people) " l
160 -
140 -
120 p————
100 1 1990s
80 | @ 2000-2001
60
40 -
20 _
T 88 £ 2 2
S5 eE 8 Q =
Ec eS8 3 g
§°3%8 = 4]
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Based on UNDCP estimates®, the annual global prevalence rate of
illicit drug consumption was likely to be 4.3% of the world population
aging 15 and above. On the other hand the new estimates are slightly
higher than those of the last year and the rate is 4.7% (UNODC -

2003). However, it is observed that the prevalence rate is increasing.

The most widely abused drug is cannabis, which is consumed by about

2.5% of the world population. This equals about 140 million’ people

* UNDCP (United Nations International Drug Control Programme). (2000). World Drug Report.
Cited in UNODC (United Nations Office on Drugs and Crime). (2003). Global Hlicit Drug
Trends. United Nations, New York. p. 101

’ UNDCP (United Nations International Drug Control Programme). (1997). World Drug Report
Oxford University Press Inc., New York. P. 31.
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in the world in the 1990s. But this number increased at about 160

million” in 2000-2001.

From a health perspective, it can be argued that the most serious drug
of abuse is heroin. In most countries heroin is the leading drug
responsible for abuse related mortality and emergency room episodes.
Statistics suggest that about 9.5 million” people or 0.16% of the global

population abused with heroin during 2000-2001.

On the other hand, the abuse ol cocaine is more widespread in terms
of the total number of consumers. Statistics suggest that at least 14.1
million® people (0.2% of the global population) abused with cocaine.
Mainly cocaine abusers are concentrated in North / South America,

Europe and Alrica.

In recent years, the most pronounced increase in drug abuse has been
reported [or synthetic drugs. This rise includes the abuse of ATS
(amphetamine-type stimulants). Some 34.3 million” people (0.6% of
the global population) consume ATS worldwide. The most widespread
substance of abuse within the ATS is methamphetamine, with high
levels reported from North America, as well as from a number of
countries in the I'ar East and South-liast Asia regions. In many Asian
countries methamphetamine is the most, or second most, abused

substance after cannabis. In Lurope, the most common ATS is

¢ UNODC (United Nations Office on Drugs and Crime). (2003). Global Illicit Drug
Trends. United Nations, New York. p. 101

" Ibid, p. 10]

* Ibid, p. 101

" Ibid, p. 101
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amphetamine. Abuse of methcathinone is spreading in the countries of
the former Soviet Union, particularly in the Russian Federation and
the countries of Central Asia. But Sedative type substances, such as
barbiturates, benzodiazepines and methaqualone and hallucinogens,
such as LSD (lysergic acid diethylamide) is of particular concerns in

the countries of Southern Alrica.

Drug abusers are found everywhere in the world, in all strata of the
society, in all countries, highly developed or developing. For this, drug

abuse has now become a regional as well as international problem

In our country also, the drug abuse is now recognized as one of the
most serious social problems. In fact there is no available and
authentic data about drug addiction in Bangladesh. In a report
(although it is not any recent data) of the Narcotics Department of
Bangladesh government, it has been pointed out that 65 thousand
Bangladeshi young are addicted to ganja (/ndian hemp) (Asgar, A,
1990). At present, however, a [ew thousands more have been added to
this number. In another statement released by the ministry of home
affairs, it has been pointed out that 1.5 to 2 million'’ young
Bangladeshis are addicted to phensydil (a derivative of opium).
According to another unofficial information of Narcotics control
department of Bangladesh, the total number of drug dependent is 5 to

5.5 million, but estimation of UNODC Dhaka office the number is

' The Daily Ittefaq, Reg. No. DA 84, 50" year, 48" issue, Dhaka, Sunday, 10 February
2002. :
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2 million'". As far as we know from Internet sources 2.5 million'
people are addicted to different drugs. This number is constantly
increasing everyday. In general, drug addicts are found almost in all
urban areas. Presumably, Dhaka, the capital city, alone accounts more
than 40% of the total addicts. The rural areas are being gradually
infected. However, it is obvious that a large number of young

Bangladeshi people are addicted to different drugs.

Till the end of the nineteenth century, drug addicts were limited within
a specific geographical and social boundary. But recently it has spread
over the world and societies. Two reasons may be attributed to this
pervasive spread of drug abuse. First, the radical expansion and
development in the field of chemistry and chemical technology, which
has made the mass production of drugs, are quite simple. It is now
possible to produce very potent and powerful drugs in a small and
gecret labbratory with the help of highly modern appliances. Secondly,
improved communication system has been gradually making the world
smaller. As a result, it has become quite easy to send or smuggle the
drugs produced in one country to other countries thousands of miles

away.

It is too obvious to mention that the evil consequences of drug abuse
or the harmful effects of addiction are manifold. The common harmful
effects of drug addiction include early dropping out from school,

inability to obtain or hold a job, disruption or severing of family ties,

"' Prothom-alo, Reg No. DA 1880, 6" year, Dhaka, Wednesday, issue-62, p. 17.

" hitp://www.ahsania.org search terms: drug addiction Bangladesh. search date: March
20, 2003
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conflict with the law, malnutrition, high risk of infection and
infectious disorders through use of unsterile syringes, needles elc.,
increased éxposure to veneral diseases, initiation of psychotic
episodes, and shortening of life span through physical neglect,
accidental overdose, or suicide. However these effects vary with the

kinds ol drug used, the amount of dose

, the individual characteristics of the addicts etc. More over the evil
effects of drug addiction not only cause harm to the addicts but also to
their families by taking a heavy toll on family income, by misusing
the resources by the addicts, and also total society is ultimately

aftected.

Thus it is needless to say that drug addiction affects adversely, in
various ways, the personal and social life of an individual. It poses a
serious threat to one’s health condition, strains family relationship and
creates economic burden for the family. We also find that many
serious anti—sobial, illegal and immoral activities are actually the
offshoots of drug addiction. Thus drug addiction is a root cause for

many social vices.

The present researcher is, of course, interested in finding out if drug
addiction has any effect on the Subjective Well-being of the addicts.
We already know that the Subjective Well-being of an individual does
not depend on any objective external condition. Even an individual,
living under extremely adverse conditions, may enjoy a high level of
Subjective Well-being il only s/he feels that s/he is pulling well — that

s’he is Irce [rom any tension, any lceling of uncasiness or any worries
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and anxieties. It is purely a subjective feeling that s/he is keeping well.
Such subjective feeling of well-being not only enables an individual to
make satisfactory adjustment with the environment, but also helps him
to develop fully his/her inner potentialities. Each person, as we know,
is endowed with some special potential creativity which, when
properly developed, not only helps the individual to obtain personal
gains, but also enables them to contribute something positively to
social progress and prosperity. Thus Subjective Well-being is
undoubtedly an essential pre-condition for proper development and

utilization of human resources.

Now the present researcher intends to find out if drug addiction is
related, in any way, with Subjective Well-being of the addicts. But
before proceeding further we need here to clarily our concepts of drug
addiction and Subjective Well-being. Thus the next sections of this
chapter are devoted to discussion of the nature, and problems related

with, drug addiction and Subjective Well-being.

jshahi University L1b4 2.
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I.1. THE CONCEPTS OF ADDICTION AND CLASSIFICATION
OF DRUGS:
There is no general agreement about the meaning of the term
‘addiction’. Medical men emphasize on its physical aspects,
sociologist emphasize on its social aspects and psychologists on its
behavioral and psychic aspects. Nevertheless, the term is so widely
used that it is unlikely to be rejected. Because of the dilficulty in
definition, there is now a growing tendency to use the term drug

dependence instead of drug addiction.

It is pertinent here to consider the definition given by World Health
Organization (WHO), about dr'ug, drug dependence and other related
terms. According to WHO’s definition, drug is any natural or synthetic
substance that when taken into the living organism may modily one or
more of its function." In fact, in this definition, the term ‘drug’ covers
a wide range of substances. But in case of drug addiction or
dependence, it includes such substances that produce cuphoria or some

pleasurable psycho-motor changes within the user.

Drug abuse is one of the important terms in the ficld of drug addiction.
This term refers to the persistent or sporadic excessive use of drugs
inconsistent  with or unrelated to acceptable medical norm and
practice. Also, drug dependence is another important term, and this
term refers to a state, psychic and sometimes physical, resulting from
the interaction between a living organism and a drug, characterized by
behavioral and other responses that always included a compulsion to

take the drug on a continuous or periodic basis in order to experience

¥ Denis Leigh, C. M. B. Pare and John Mark (1977). ‘A Concise Encyclopedia of
Psychiatry, England: MTP  Press Ltd., 05-08.
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its psychic elfects and sometimes to avoid the discomfort of its

absence.

Drug tolerance actually refers to the process of developing body
resistance to specific drugs for its continuous use. As a result, the
abuser of the drug is compelled to increase gradually the dosage of
drugs in order to obtain the desired ellect of the drug or the state of

euphoria. So, this may eventually lead to latal consequences.

It is pertinent here to discuss the criteria of addiction to clarily the
diagnostic character of the drug addicts. According to the
recommendation of DSM-1V (APA, 1994) the following criteria arc

considered in selecting an individual as a drug addict:

A maladaptive pattern of substance use, leading to clinically
significant impairment or distress, as manifested by three (or more)
of the following, occurring at any time in the same 12-months

period:
I. Tolerance, as delined by either of the following:

a. A need for markedly increased amounts of the substance to

achieve intoxication or desired effect.

b. Markedly diminished effect with continued use of the same

amount of the substance.

2. Withdrawal, as manifested by either of the following:
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a. The characteristic withdrawal syndrome for the substance
(criteria sets for the withdrawal are listed separately for
specific substances)

b. The same (or a closely related) substance is taken to relive

or avoid withdrawal symptoms.

3. The substance is oflen taken in larger amounts or over a longer

period than is intended.

4. There is a persistent desire or unsuccessful efforts to cut down

or control substance use.

5. A great deal of time is spent in activities necessary to obtain
the substance (lor example, visiting multiple doctors or
driving long distances), use the substance (for example, chain-
smoking), or recover {rom its effccts.

6. lmportant social, occupational, or recreational activities are

given up or reduced because of substance use.

7. The substance use is continued despite knowledge of having a
persistent or recurrent physical or psychological problem that
is likely to have been caused or exacerbated by the substance

(lor example, current cocaine use despile recogﬁition of
cocaine-induced depression, or continued drinking despite
recognition that an ulcer was made worse by alcohol

consumption).

In respect of dependence and tolerance, there are some distinctive

characteristics of the diflerent mind-altering drugs. [t appears pertinent
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here to discuss briefly some characteristic features of the different

mind-altering drugs lor our better understanding.

A wide variety of drugs has been discovered in nature or created
synthetically in the laboratory that have the power to blur conscious
awarencss, shut of the demands and pressure of reality, increase
cnergy, alleviate anxicty, and open the door to strange new
expericnees. These mind-altering or addictive drugs are usually

classified into four main categorics given below:
Depressant:

Depressants are substances that slow the activity of the central nervous
system. In sufficient doscs they reduce tension and inhibitions and
impair judgment, motor activity, and concentration. The three most
widely used groups of depressants are alcohol, sedative-hypnotics and

oploids.

Alcohol: All alcoholic beverages contain ethyl alcohol. This chemical
compound is rapidly absorbed into the blood through the Ilining of
stomach and the intestine, and it immediately begins to take effect.
The ethyl alcohol 1s carried in the bloodstream to the central nervous
system (the brain and the spinal cord), where it acts to depress, or
slow, 1U’s functioning by binding Lo a varicty ol neurons. Particularly,
the alcohol binds to receptors on the neurons that normally received
the neurotransmitter GABA (gama-aminobutyric acid) (Gordis, 1991).
GABA gives an inhibitory message-a message Lo stop [iring- when it
is reccived at receptors. Thus it plays a key role in reducing anxicty.

When alcohol is received at reeeptors that usually receive GABA, it
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apparently helps GABA to operate more effectively in shutting down

the neurons. As a result, it helps calm and relax the drinker.

Alcohol is actually one ol the most dangerous drugs in legal context. It
develops tolerance, physical and psychic dependence and withdrawal
effects to the abusers. A small percent of alcohol abuser experience
particular dramatic withdrawal reaction called alcohol withdrawal

delirium, which is one kind of visual hallucinations.

Sedative-Hypnotic Drugs: Sedative-hypnotic drugs produce feeling of
relaxation and drowsiness. In low dosages they have a calming and/or
sedative effects, and at higher ones, they are sleep inducers or
hypnotics. These types of drugs are also referred to as an anxiolytic
(anxiety reducing) drugs. In this type the primary drug is barbiturates

and benzodiazepines.

Barbiturates: In low doses barbiturates reduce a person’s level of
excitement by binding to neuron receptors that normally receive the
inhibitory neurotransmitter GABA and increasing GABA’s synaptic
activity at those receptors (I'rey et al., 1995; Morgan & London,
1995). But, at high doses they also depress the reticular formation,
which is responsible for keeping people awake, thus causing the
person to get sleepy. At still higher doses, they depress spinal reflexes
and muscles. At too high a level, they cause respiratory lailure and
low blood pressure and can Icad to coma and decath. Barbiturates have
tolerance, physical as well as psychic dependence and withdrawal

effects.
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Benzodiazepines: Benzodiazepines are the most popular sedative-

hypnotic drugs. Most common drugs in this calegories arc Xanax,
Valium, Librium etc. Like alcohol and barbiturates, they calm people
by binding to neuron receptors that normally receive the inhibitory
neurotransmitter GABA and by increasing GABA’s synaptic activity
at those receptors. They can relieve anxiety without making people as
drowsy as other kinds of sedative-hypnotics. They are less likely to
depress respiratory functioning, so they are less likely to cause death
by overdose (Nishino ct al., 1995). But in case of high enough doses
the drugs can cause intoxication and even lead to abusec or dependence
(Ashton, H. 1995; Cornish et al., 1995; Palacios & Cortés, 1995).

Benzodiazepines have little adverse elfect like Barbiturates.

Opioids: Opioids include opium and its derivatives, such as heroin,
morphine, and codeine. All these various opioids drugs are
collectively known as narcotics. Llach has its own potency, speed ol
action, and tolerance level. Morphine and Codeine have become the
primary medical narcotics, usually prescribed to relieve pain. Heroin

has remained illegal in almost all countries over the world.

Narcotics may be smoked, inhaled, injected by needle just beneath the
skin, or injected directly into the bloodstream. An injection quickly
brings on a rush- a spasm ol warmth and ecstasy that is sometimes
compared with orgasm. The briel spasm is [ollowed by several hours
of pleasant feeling called a high or nod. During a high, the drug user
feels relaxed and euphoric, and unconcerned about food, sex, or other

biological needs.
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Heroin and other opioids create these effects by depressing the central
nervous system, particularly the centers that generate emotion. The
drugs are received at brain receptor sites that ordinarily receive
endorphins-neurotransmitters that help relive pain and reduce
emotional tension (Snyder, 1991; 1986; Trujillo & Akil, 1991). When
neurons at these receptor sites receive opioids, they fire and produce
pleasurable and calming feeling just as they would do if they were
receiving endorphins. Tolerance, physical & psychic dependence and

withdrawal eflects are present in the opioids.
Stimulants:

Stimulants are substances that increase the activity of the central
nervous system, resulting in increased blood pressure and heart rate
and in an intensification of behavior, thought processes, and alertness.
'The major troublesome are cocaine and amphetamines. The two more
widely used stimulants are cafleine and nicotine, but their use is legal

all over the world.

Cocaine: Cocaine is a powerlul natural stimulant. It brings on a
cuphoric rush of well-being and conlidence. At high enough dose, the
rush can be almost organic, like that produced by heroin. Initially
cocaine stimulates the higher centers of the central nervous system and
users feel exited, energetic, talkative, and even ecuphoric. As more is
‘taken, cocaine stimulates other centers ol the central nervous system
producing a faster pulse, higher blood pressure, faster and deeper
breathing. It apparently produces these effects by increasing supplies

of the neurotransmitter dopamine at key neurons throughout the brain.
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It prevents the neurons that release dopamine [rom reabsorbing it, as
they normally would do. So, excessive amounts ol dopamine travel to
receiving neurons throughout the central nervous system  and
overstimulate them. In addition, it appears to facilitate the release of
the neurotransmitters norepinephrine and serotonin in certain areas of

the brain (Volkow et el., 1977; Bicgon et al., 1995; Meyer, 1995).

Il a high dose ol cocaine is taken, the stimulation of the central
nervous system will result in poor muscle coordination, grandiosity,
declining judgment, anger, aggression, compulsive behavior, anxiety,
and confusion — all symptoms of cocaine intoxication. Some people
experience hallucinations or delusions, or both, which is known as
cocaine-induced psychotic disorder (Rosse et al.,, 1993; Yudolsky,
Silver & llales, 1993). According to earlier information only psychic
dependence is present in cocaine. But, current information shows that
the physical dependence may also develop in cocaine abuse (APA,

1994).

Amphetamines: The amphetamines arc manulactured in the
laboratory. These are taken in pill or capsule form and some abusers
inject it intravenously for a quicker and more powerful impact. Like
cocaine it increases energy and alertness and réduce appetite in low
dose, produce a rush, intoxication. Amphetamines produce psychosis
in high dose and cause an emotional letdown. Like cocaine,
amphetamines stimulate the central nervous system by increasing the
release of the neurotransmitters dopamine, norcpinephrine, and

serotonin [rom neurons throughout the brain (Fawcett & Busch, 1995;
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Nestler et al., 1995). Amphetamines have tolerance and psychic

dependence, physical dependence is not known.
Hallucinogens:

Hallucinogens are also relerred to as psychedelic drugs. Drugs of
these group change primarily sensory perception, including
intensification of perception, produce illusion and  visual
hallucinations, euphoria and mood changes. The well-known drugs of
this group are LSD (lysergic acid dicthylamide), mescaline,
psilocybin, MDMA (“ccstasy”), DOM, DMT, and morning glory
seeds (Strassman, 1995). Many of these substances come from plants
or animals, and others are laboratory-produced rearrangements of

natural psychedelics.

LSD is one of the most famous and powerful hallucinogens. Within
two hours of being swallowed, it brings on a state ol hallucinogen
intoxication, some time called hallucinosis, marked by a general
intensilication of perceptions, particularly visual perceptions, along
with maladaptive psychological changes and physical symptoms.
Under the influence of LLSD the abuser may hallucinate, seeing people,

object, or geometric forms that are not actually present.

LSD can also cause emotional changes, ranging [rom ecuphoria to
anxiety or depression. The perception of time may slow down
dramatically. Long-forgotten thoughts and feclings may resurface.
Physical symptoms can include dilation of the pupils, sweating,

palpitations, blurred vision, tremors, and loss of coordination. All
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these effects take place while the user is fully awake and alert, and

wear ofl in about six hours.

It seems that LSD produces these symptoms by interfering with
neurons that use the neurotransmitter serotonin (Jacobs, 1994; 1984).
These neurons are ordinarily involved in the brain’s transmission of
visual information and emotional experiences thus LSD’s interference
produces a range of visual and emotional symptoms. Ordinarily when
serotonin-containing neurons are activated, they release serotonin,
whose action helps the brain filter incoming sensory message. Without
the action of serotonin, the brain would be flooded by perceptual and
emotional input — particularly visual input — and people would
experience more sensation, see more details, distort visual images, and
even see things not actually there. This is the very effect created by
LSD, which apparently binds to the surface of serotonin-containing
neurons and essentially prevents them from releasing serotonin

(Jacobs, 1984).

LSD wusers develop minimal tolerance and do not experience
withdrawal when they stop using the drugs; it poses distinct dangers
for both one-time and long-term users. First, LSD is so remarkable
potent that any dose, no matter how small, is likely to elicit powerful
perceptual, emotional, and behavioral reactions. Sometimes these
reactions are extremely unpleasant. Reports of LSD users who injure
themselves or commit suicide or murder usually involve a severe

panic reaction of this kind.
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Another danger is the extended impact that LSD has on some people.
They may develop patterns ol hallucinations and delusions
(hallucinogen-induced ~ psychotic ~ disorder), extreme guilt and
depression  (hallucinogen-induced mood  disorder), or severe
fearfulness, tension, or restlessness (hallucinogen-induced anxiety
disorder). Many [ear that they have destroyed their brains and driven

themselves crazy, and worry that they will never return to normal.

Finally, about a quarter of LSD users experience lingering eflects
called a hallucinogen persisting perception disorder, or simply
Slashbacks sensory and emotional changes that recur long after the
LSD has left the body (APA, 1994). Flashbacks may occur days or

even months after the LSD experience.
Cannabis:

Cannabis sativa (hemp or Indian hemp) is an annual herb plant grows
in warm climates throughout the world. The drugs produced [rom
varieties ol hemp are collectively called cannabis. The most powerful
ol them is hashish, ganja (drugs ol intermediate strength; Indian
hemp), marijuana (weaker in strength) ete. Each of these drugs is
found in various strengths because the potency of a cannabis drug is
greatly alfected by the climate in which the plant is grown, the way it

was prepared, and the manner and duration of its storage.

Several hundreds of active components are present in cannabis; one
active component tetraliydrocannabinol (THC) is mostly responsible
for its elfects. Cannabis is smoked. At low doses it typically produces

feelings of joy and relaxation and may lead people to become either
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contemplative or talkative. Some cannabis smokers feel anxious,
suspicious, apprehensive, or irritated, especially if they have been in a
bad mood or are smoking in an upsctting environment. Many smokers
report sharpened perceptions and great preoccupation with the
intensified sounds and sights around them. Time seems to slow down;

distances and sizes seem greater than they actually are.

The physical changes induced by cannabis include reddening of the
eyes (the blood vessel in the conjunctiva become engorged), a [ast
heartbeat, an increase in blood pressure and appetite, dryness in the

mouth, and dizziness. Some people become drowsy.

In high doses, cannabis produces distortions, alterations of body
image, and hallucinations (Mathew et al, 1993). Smokers may
become confused or impulsive; some panic and fear that they are
losing their minds. Some smokers develop delusions that other people

are trying to hurt them.

Marijuana Abuse and Dependence: Until the early 1970s, the use of
the weak form of cannabis, marijuana, rarely led to a pattern of abuse
or dependence. But, in the recent days, many people, including large
number ol high school students, are caught in a pattern of marijuana
abuse — getting high on marijuana regularly and finding their social
and occupational or academic lives significantly aflected by their
heavy use of it. Many chronic users also become physically dependent
on marijuana. They develop a tolerance for it and may experience flu

like withdrawal symptoms when they try to stop smoking, including
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hot flashes, loss of appelite, runny nose, sweating, diarrhea and

hiccups (Ray and Ksir, 1993; Jones & Benowitz, 1976).

Marijuana is smoked. It develops some significant problems and
dangers. It occasionally elicits panic reactions similar to the ones
caused by hallucinogens (Ray and Ksir, 1993). People with emotional
problems are thought to be more vulnerable to such reactions.
Typically the panic reaction ends in three to six hours, along with

other effects of marijuana.

Marijuana appears to interfere high cognitive functioning (Pope
&Yurgelum-Todd, 1996; Coambs & McAndrews, 1994; Varma et al,
1988). People on marijuana often fail to remember information,
especially recently acquired information, no matter how hard they try
to concentrate. Heavy marijuana smokers are operating at a

considerable disadvantage at school and in the workplace.

There are indications that chronic marijuana smoking may also lead to
long-term problems. It may contribute to lung disease. Studies have
indicated that marijuana smoking reduces one’s ability to expel air
from the lungs even more than tobacco smoking does. One marijuana
cigarette is equivalent to al least sixteen tobacco cigarettes in this
regard. Research indicates that marijuana smoke contains significantly
more tar and benzopyrene than tobacco smoke. Both of these

substances have been linked to cancer (Ray & Ksir, 1993).

Another concern is the effect of chronic marijuana smoking on human
reproduction. Studies since the late 1970s have discovered lower

sperm counts and reduced spermatozoa activity in men who are
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chronic smokers of marijuana, and abnormal ovulation has been found
in women (Nahas, 1984; Hembree, Nahas & Huang, 1979). Finally
research has suggested that THC (tetrahydrocannabinol) slows the
functioning of the immune system, although the suppression is mild

and temporary (Hollister, 1986).
Combinations of substances (Polysubstance):

There are some people, who take single drug-at a time, and some
others take more than one drug at a time and the drugs interact with
each other. Because of this difference, researchers have had to study
the ways in which drugs interact with one another. When different
drugs are in the body at the same time, they may also potentiate, or
enhance, each other’s effects. The combined impact, called a
synergistic effect, is often greater than sum of the effects of each drug
taken alone: a small dose of one drug mixed with a small dose of

another can produce an enormous change in body chemistry.

One synergistic effect occurs when two or more drugs have similar
actions. For instance, benzodiazepines, barbiturates and opioids — all
depressants — may severely depress the central nervous system when
mixed (Miller & Gold, 1990). Combining them, even in small doses,
can lead to extreme intoxication, coma, and even death (Nishino et al.,

1995).

A different kind of synergistic effect results when drugs have opposite
(antagonistic) actions (Braun, 1996). For example, stimulants interfere
with the lever’s usual disposal of barbiturates and alcohol. Thus the

people who combine barbiturates or alcohol with cocaine or
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amphetamines may build up toxic, even lethal levels of the depressant

drugs in their system.

1.2. DRUG ADDICTION IN BANGLADESH:

It is pertinent here to mention the types of drugs, which are widely

used by the addicts of Bangladesh.

As mentioned earlier, a large number of young people are addicted to
different kinds of drugs. Those people are addicted with a wide variety
of drugs. But most of them are addicted to some specific, common

and available drugs. Those are:

1.2.a. Phensedyl: Phensedyl is generally used as a cough medicine
containing codeine phosphate, a derivative of opium. Phensedyl is
legally prohibited in Bangladesh because of the addictive properties of
codeine and it is smuggled into Bangladesh. It has strong smell.
Phensedyl users usually drink it. It is sometimes called “dail” or

“fancy” in Bangladesh.

1.2.b. Pethidine: It is a synthetic narcotic gencrally used as a

painkiller. It is usually injected.

1.2.c. Morphine: Morphine is a derivative of opium. It has been used
as a painkiller. It is available in solution for injection, or as tablets and

suppositories.
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1.2.d. Heroin: Heroin is a powerful drug made from opium. It is

smoked, inhaled and may also be injected by the drug abuser.

1.2.e. Cannabis: Cannabis relers to the preparations from the plant
Cannabis sativa. The active ingredient of Cannabis is THC
(tetrahydrocannabinol), a mind-altering drug that affects moods and

sensations. The common and widely used cannabis in Bangladesh are:

1.2.e.l. Marijuana: Locally known as Ganja, the leaves and flowering
tops of the cannabis plant (Cannabis sativa). It has a sharp smell and

is usually smoked.

1.2.e.1l. Hashish: It is manufactured from the resin of the cannabis
plant. It is sometimes called charas. It is usually smoked or eaten.
Hashish is not usually available in Bangladesh. But, still a few number

of drug abusers use it.

1.2.e.111. Bhang: It comes from the leaf of another type of cannabis
plant (Cannabis sp.). 1t is an annual herb plant. These plants are
generally observed by the roadside of the rural areas in Bangladesh. It
is usually smoked. But some people drink its extracts with milk or

sugar syrup (sarbat).

1.2.1. Tranquillizers and Sedative-Hypnotics: A large number of
drug abusers in Bangladesh are also abused with “Tranquillizers and
Sedative-Hypnotics’. Those drugs are geﬁerally prescribed by the
physicians in Bangladesh for the reliel of anxiety, tension,

nervousness and sleep disorder, etc.



28

Introduction

1.2.g. Alcohol and alcoholic beverage: A large number of drug
abusers in Bangladesh are also consume alcohol and “Tari® (a local
alcoholic beverage made by palm and date juice through fermentation)
and dilferent types of spirit. These are generally known as ‘mod” or
‘bangla mod’. Urban drunkards generally consume alcohol and other
alcoholic beverage. On the other hand rural and/or sub-urban

drunkards consume mainly ‘bangla mod” or “tari’.

There are three types of addicts in Bangladesh. These are:
a. Mono drug abusers,
b. Poly drug abusers, and
¢. Multiple (mixed) drug abusers.

a. Mono drug abusers: Addicts in this category totally depend on a
specific or single drug and they never take other than that specific

drug.

b. Poly drug abusers: Addicts in this category generally depend on

more than one drug and they take more than one drug at a time.

¢. Multiple (mixed) drug abusers: Addicts in this category generally
depend on more than one drug. But they never take more than one

drug at a time or in single seating.
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1.3. THEORIES OF ADDICTION:

One common question may arise why people become addicted to
drugs or why they become dependent on various substances? Clinical
theorists have proposed socio-cultural, psychological, and biological
explanations for addiction or dependence on drugs. These

explanations are discussed below:
1.3.1. The Socio-cultural View:

Socio-cultural theorists propose that the people most likely to develop
substance abuse or dependence live in stressful socio-economic
circumstances. And in fact epidemiological studies have found that
g.eographicai regions with higher levels of unemployment have higher
rates of alcoholism (Linsky, Strauss & Colby, 1985). Similarly,
hunting societies, in which pe‘ople presumably experience greater
danger, uncertainty, and tension, have more alcohol problems than
agrarian societies (Bacon, 1973; Horton, 1943); city dwellers have
higher alcoholism rates than residents ol small towns and rural areas
(Cisin & Calahan, 1970); and lower socio-economic classes have
higher substance abuse rates than other classes (Smith, North &
Spitznagel, 1993; Beauvais, 1992). Studies have similarly found
higher rates of heroin addiction among people who live in stressful

environment (Grinspoon & Bakaler, 1986).

Socio-cultural theorists also propose that substance abuse is more
likely to emerge in families and social environment that value, or at
least tolerate, drug taking. Researchers have found that drinking

problem is more common among (eenagers whose parents and peers
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drink, as well as among teenagers whose family environment 1s
stressful and unsupportive (Shucksmith, Glendinning & Hendry, 1997,
Oostveen, Knibbe, & de Varies, 1996; Wills et al., 1996; Farrell,
Barnes, & Benerjee, 1995).

The socio-cultural explanations of substance abuse and detpendence
have received support of epidemiological studies. As with socio-
cultural explanations of other problems, however, the.y fail to explain
why only some people subjected to unfavorable social conditions
develop substance related problems. Psychological (psychodynamic
and behavioral) and biological explanations have tried to prove more

insight into this issue.
1.3.2. The Psychological View:
The psychological views are divided into two ideas given below:

1.3.2.a. The Psychodynamic View: Psychodynamic theorists believe
that people who ultimately abuse substanccs have inordinate
dependency needs traceable to their early years (Shedler & Block,
1990; Ward, 1985; Abadi, 1984). They theorize that when parents fail
to satisfy a child’s need for nurturance, the child is likely to go
through life depending too much on others for help and comfort, in an
effort to find the nurturance he or she did not receive as a child. If this
search for external sources of support includes experimentation with a
drug, the person is likely to develop a dependent relationship with the

substance.
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Some psychodynamic theorists also believe that certain people
develop a “substance use personality” that makes them particularly
vulnerable to drugs. Personality inventorics and patient interviews
have indicated that people who abuse or depend on drugs tend to be
more dependent, antisocial, impulsive, novelty-seeking, and
depressive than other people (Masse & Tremblay, 1997; Calsyn et al.,

1996; McMahan & Richards, 1995).

1.3.2.b. The Behavioral View: According to operant conditioning
theorists, the temporary reduction of tension, raising of spirits, sense
of well-being, or other positive effects produced by a drug has a
reinforcing effect and increase the likelihood that the user will seek
this reaction again (Cooney et al., 1997; Carey & Carey, 1995; Hughes
et al., 1995). In support of this theory, studies have found that many
subjects do in fact drink more alcohol or seek heroin when they feel
tense (Cooney et al., 1997; Shaham, Rajabi, & Stewart, 1996; Stewart,
Zeitlin, & Somoluk, 1996; Cooper, 1994). .

Solomon, R. L., (1980) suggests that the brain is structured in such a
way that pleasurable emotions, such as drug-induced euphoria,
inevitably lead to opponent processes- negative alterellects- that leave
the person feeling worse than usual. People who continue to use
pleasure-giving drugs inevitably develop opponent altereffects, such
as cravings for more of the drugs, withdrawal responses, and an
increasing need for the drug. He also argued that, the opponent
processes eventually dominate and suppress the pleasure-giving
processes, and avoidance of the negative aftereflects replaces pursuit

of pleasure as the individual’s primary motivation for taking drugs.



Introduction 32

Although a highly regarded theory, the opponent-process explanation

has not received systematic research support (Peele, 1989).

Other behaviorists have proposed that classical conditioning may also
contribute to certain aspects of drug abuse and dependence
(Remington, Roberts, & Glautier, 1997; Zack & Vogel-Sprott, 1995,
Childress et al., 1993, 1988, 1984). Objects present at the time drugs
are taken may act as classically conditioned stimuli and come to elicit
some of the same pleasure brought on by the drugs themselves. Just
the sight of hypodermic needle or a regular supplier, for example, has
been known to comfort people who abuse heroin or amphetamines,
and to relive their withdrawal symptoms (Meyer, 1995; Childress et
al.,, 1993,1988, 1984). Some investigators argued that withdrawal
response could be classically conditioned (Meyer, 1995; Childress et
al., 1993, 1988, 1984; O'Brien et al., 1975). So, when the withdrawal
symptoms appear, the dependent persons intend to take drugs to

relieve their withdrawal effects.
1.3.3. The Biological View:

In recent years many studies have indicated that drug abuse may be
related largely to biological process. These suspicions have been
bolstered by research focusing on genetic predispositions and bio-

chemical processes.

1.3.3.a. Genetic Factors: For years researchers have conducted animal

breeding experiments that implicate genetic predispositions in the
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development of drug dependence (Kurtz et al., 1996; Azar, 1995;
George, 1990). In one line of research, investigators have selected
animals that preler alcohol to other beverages, mated them to one
another, and found that their offspring display the same preference

(Melo et al., 1996).

Similarly, research with human (wins has suggested that people may
inherit a predisposition to substance abuse and dependence (Kendler et
al., 1994, 1992; Goodwin, 1984, 1976; Vaillant, 1983). In a classic
study, an alcohol-abuse concordance rate of 54 percent was found in a
group of identical twins, i.e. in 54 percent of the cases in which one
identical twin abused alcohol; the other twin also abused alcohol. In
contrast, a group of fraternal twin had a concordance rate of only 28

percent (Kaij, 1960).

A stronger indication that genetics may play a role in drug abuse and
dependence has come from studies that examine the alcoholism rate of
people who were adopted shortly after  birth (Cadoret, 1995;
Goldstein, 1994; Goodwin et al., 1973). These studies compare
adoptees whose biological parents are dependent on alcohol to
adoptees whose biological parents are not. By adulthood those whose
biological parents are dependent on alcohol typically show
significantly higher rates of alcohol abuse than those with
nonalcoholic  biological parents. This information suggests that

predisposition to alcoholism may be inherited.

Finally by using “gene mapping” strategies, some investigators have

found direct links between abnormal genes and substance-related
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disorders (Chen et al., 1996; Melo et al., 1996; Hill et al., 1995). One
line of investigation has found that an abnormal ’I‘orm of the so-called
dopamine-2 (D2) receptor gene is present in as many as 69 percent of
subjects with alcohol dependence and 51 percent of subjects with
cocaine dependence, but in less than 20 percent of nondependent
subjects (Lawford ¢t al., 1997, Blum & Noble, 1993; Blum et al,,
1991). Still other studies have implicated other dopamine-linked genes
in substance-related disorders (Nash, 1997). Debate on this issue is
very heated (Gejman et al., 1994; Arinami et al., 1993; Turner et al.,
1992), but these studies seem to provide strong evidence that genes
play at least some role in the development of alcoholism, cocaine

dependence, and other substance related disorders.

1.3.3.b. Biochemical Factors: During the past few decades,
investigators have pieced together a general biological understanding
of drug tolerance and withdrawal symptoms (Wise, 1996). It is seen
that when a particular drug is ingested, it increases the activity of
certain neurotransmitters—neurotransmitters that normally act to
sedate, alleviate pain, lilt mood, or increase alertness. When people
keep taking the drug, the brain apparently makes an adjustment and
reduces its own production of the neurotransmitters (Goldstein, 1994).
Because the drug acts to stimulate neurotransmitter activity, action by
the brain is less necessary. As the drug intake is increased, the body’s
production ofi the corresponding neurotransmitters may continue to
decrease, leaving the person in need of more and more of the drug to
achieve its initial effects. In short, drug users build tolerance for the
drug. They become increasingly reliant on a drug rather than on their

own mechanisms, and they must continue to ingest it in order to feel
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reasonably calm, comfortable, happy, or alert. 1r they suddenly stop
taking the drug, for a time their supply of neurotransmitters will be
deficient, and they will feel terrible, and their withdrawal symptoms
will continue until the brain resumes its normal production of the

necessary neurotransmitters.

Which neurotransmitters are suppressed depend on the drug in use. A
chronic and excessive use of alcohol or benzodiazepines may lower
the brain’s production of the inhibitory neurotransmitter GABA
(Gama-aminobutyric acid), a chronic use of opioids may reduce the
brain’s own production of endorphins; and a chronic use of cocaine or
amphetamines may lower the brain’s own production of dopamine
(Fowler, Volkow, & Wolf, 1995). In addition, researchers appear very
close to identifying a neurotransmitter that function as the body’s
natural equivalent of THC (Tetrahydrocannabinol); excessive use of
marijuana may reduce its production of this neurotransmitter (Biegon

& Kerman, 1995; Fackelman, 1993; Nye et al., 1589, 1988, 1985).

This model helps explain why people who chronically take substances
experience tolerance and withdrawal reactions. But why they turn to
drugs in the first place? For years, biological researchers deferred to
their psychological and sociological colleagues on this question, but
brain-imaging technology has recently guided them to a biological
explanation that is creating an enormous_ stir in the clinical field
(Volkow et al., 1997; Bardo, Donohew, & Harrington, 1996; Biegon
& Volkow, 1995). The explanation is also highly compatible with the

psychological and sociological propositions.
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As we have noted, behavioral and socio-cultural theorists believe that
people take drugs because the substances bring pleasure or relieve
tension. But why are drugs so rewarding? A recent (lurry ol biological
research suggests that many, perhaps all, drugs eventually activate a
single reward center, or “pleasure pathway”, in the brain (Volkow et
al., 1997). This reward center apparently extends from the brain’s
ventral tegmental area in the midbrain, to the nucleus accubens and
on to the frontal cortex (Korenman & Barchas, 1993). The key
neurotransmitter in this pleasure pathway is dopamine. When
dopamine is activated here, a person experiences pleasure. Music may
activate dopamine in the reward center. So may a hug or a word of

praise. And so may drugs.

Some d-rugs apparently activate the reward center directly. Cocaine,
amphetamines, and caffeine stimulate dopamine activity. Other drugs
seem to activate it in roundabout ways. Research suggests that the
biochemical activities triggered by alcohol, opioids, marijuana, and
nicotine set in motion chemical events that eventually stimulate
dopamine activity in the pleasure center (Volkow et al., 1997,

Goldstein, 1994; Koob, 1992).

Such findings lead some theorists to suspect that people who abuse
drugs suffer from reward-deficiency syndrome: their reward centers
are not readily activated by the usual events in their lives (Nash,
1997). So, they turn to drugs to stimulate their reward centers,
particularly during times of stress. Abnormal gene, such as the
abnormal D2 (dopamine-2) receptor gene, has already been s.uggestcd

as a possible source for such deficiencies (Lawford et al., 1997).
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Although these ideas have produced great enthusiasm among
biological theorists and researchers, they are at the earliest stages of
investigation and analysis, and indeed Dbiological investigators
themselves differ greatly on how to interpret the various findings.
Nevertheless, this explanation of why drugs are so appealing and so
habit-forming is gaining more and more recruits. This theory is very

likely to receive growing attention in the coming years.
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1.4. THE CONCEPT OF SUBJECTIVE WELL-BEING:

Subjective well-being (SWB) is a growing ficld of psychology that
attempts to understand people’s evaluations of their lives. These
evaluations may be primarily cognitive (e.g., life satisfaction or
marital satisfaction) or may consist of the frequency with which
people experience pleasant emotions (e. g., joy, as measured by the
experience sampling technique) and unpleasant emotions (€. g.
depression). Researchers in the ficld strive to understand not just
undesirable clinical states, but also differences between people in
positive levels of long-term well-being. Several social psychological
concepts tap aspects of the quality of life indirectly, such as self-
esteem, depression, locus of control, or alienation, but only life
satisfaction and happiness have a “bottom-line” finality in terms of
consequences for the individual. It is clear, however, that perceived
happiness and satisfaction are closely related to these other concepts

(Robinson, 1969).

Subjective well-being can be simply defined as the individual’s
current evaluation of his/her happiness. Such an evaluation is often
expressed in affective terms; when asked about subjective well-being,
participants will say, “l feel good” (Sehwartz & Strack, 1999).
Subjective well-being is thus, at least in part, a proxy for a global

affective evaluation.

Psychologists often use the term SWIB to refer to happiness. There are
many diflerent definitions of happiness. For instance, Mullis (1990)

states that SWB is related to personal goals, life expectations and the
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means to attain them. Diener and Diener (1996) define happiness as
the cognoscitive and affective evaluation by the individual of his/her
life. The cognoscitive evaluation relers to long-run lile objectives
satisfaction, while the allective cvaluation is associated with daily

emotions experienced by the individuals (Venhoveen, 1994).

Subjective well-being (SWI) refers to how people evaluate their lives,
and includes variables such as life satisfaction and marital satisfaction,
lack of depression and anxictly, and positive moods and emotions. The
idea of SWB or happiness has intrigued thinkers of millennia,
although 1t is only in recent years that it has been measured and
studied in a systematic way. A person’s evaluation of his/her life may
be in the form of cognitions (e.g., when a person gives conscious
evaluative judgment about his/her satisfaction with life as a whole, or
evaluative judgment about specific aspects of his life such as
recreation). However, an evaluation of one’s life also may be in the
form of affect (people experiencing pleasant or unpleasant moods and
emotions in reaction to their lives). Thus, a person is said to have high
SWB if s/he experiences life satisfaction and frequent joy, and only
infrequently experience unpleasant emotions such as sadness and
anger. On the other hand, a person is said to have low SWB if s/he is
dissatisfied with life, experiences little joy and affection, and
frequently feels negative emotions such as anger or anxiety. The
cognitive and affective components of SWB are highly interrelated,
and only recently are we beginning to understand the relations

between various types of SWB.
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Most people evaluate what is happening to them as their good or bad,
so they are normally able to offer judgments about their lives.
Furthermore, people virtually always experience moods and emotions,
which have a hedonic component that is pleasant, signaling a positive
reaction, or unpleasant, signaling a negative reaction. Thus, people
have a level of SWB even il they don’t often consciously think about
it, and the psychological system offers virtually a constant evaluation

of what is happening to the person.

There are three cardinal characteristics in the study of SWB (Diener,
1984). First, the field covers the entire range of well-being from
agony to ecstasy. It doesn’t focus only on undesirable states such as
depression or hopelessness. Instead, individual differences in levels of
positive well-being are also considered important. Thus, the field of
SWB includes the undesirable states that are treated by clinical
psychologists, but is not limited to the study of these undesirable
states. In other words, the field is concerned not just with the causes of
depression and anxiety, but also with the factors that differentiate
slightly happy people from moderately happy and extremely happy

people.

Second, SWB is defined in terms of the internal experience of the
respondent.  An external [rame of reference is not imposed when
assessing SWB. Although many criteria of mental health are dictated
from outside by rescarchers and practitioners (e.g., maturity,
autonomy, realism), SWB is measured from the individual’s own
perspective. I[f'a woman thinks her life is going well, then it is going

well within this [ramework. Again, this characteristic focus on the
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respondent’s point of view dilferentiates the field of SWB from
traditional clinical psychology. In the other field, weight is given to
people’s own perceptions of their lives, but oftentimes people are seen
to have a problem even if they themselves do not realize it. In the field
of SWB, a person’s beliefs about his or her own well-being are of
paramount importance. Naturally, this approach has both advantages
and disadvantages. Although it gives ultimate authority to our
respondents, it also means that SWB can’t be a consummate definition
of mental health because people may be disordered even if they are
happy. Thus, a psychologist will usually consider measures in-addition

to SWB in evaluating a person’s mental health.

Finally, SWB is the field that focuses on long-term states, not just
momentary moods. Although a person’s moods are likely to fluctuate
with each new event, the SWB researcher is most interested in the
person’s moods over time. Often, what leads to happiness at the

moment may not be the same as what produces long-term SWB.
l.4.a. Components of subjective well-being :
There are three primary components of SWB. These are:

e Salisfaction
e Pleasant affect, and

* Low level of unpleasant affect.

Subjective well-being is structured such that these three components
[rom a global factor of interrelated variables. Fach of the three major

facets of SWB can in turn be broken into subdivisions. Global
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satisfaction can be divided into satisfaction with the various domains
of life such as recreation, love, marriage, {riendship, and so forth, and
these domains can in tern be divided into [acets. Pleasant affect can be
divided into specific emotions such as joy, affection, and pride.
Finally, unpleasant affect can be separated into specific emotions and
moods such as shame, guilt, sadness, anger, and anxiety. Each of the
subdivisions of affect can also be subdivided even further. Subjective
well-being can be assessed at the most global level, or at progressively

narrower levels, depending on one’s purposes.
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1.5. THEORIES OF SUBJECTIVE WELL-BEING :

1.5.1. Economic theory and well-being

According to the economic definition of well-being, higher levels of
income are associated with higher levels of well-being. As income
increases a greater number of needs are satislied (due to an increase in

consumption) and a higher standard of well-being is attained.

1.5.1.a. Theories about subjective well-being and economic
variables

The relationship between subjective well-being (SWB) and economic
status (income levels) has been explored theoretically and empirically
in the field of psychology. The following are some of the theories that

discuss this relationship.
1.5.1.b. Relative Theory

Easterlin (1974) sustains that the impact of income on SWB depends
on standards that change over time according to the individual’s
expectations and social comparisons. Thus, [actors such as the
relationship between the present and former economic situation and
the individual’s wealth in relation to that of reference individuals
could influence a person’s happiness regardless ol his/her income

level (Diener and Diener, 1996).
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1.5.1.c. Absolute Theory

Veenhoven (1988, 1991) assumes a relationship between basic needs
satisfaction and SWB. People with higher income levels easily satisfy
their basic needs (food, housing, health etc.) and, therefore, attain a

higher SWB.
1.5.1.d. Adaptation Theory

Brickman ¢t al. (1978) focus on the emotional capabilities of
individuals to adapt to positive and negative events. Thus, individuals
with higher adaptation capabilitics tend to be happier (even in

situations of low income level).
1.5.1.e. Aspiration Theory

According to this theory the degree of satislaction/dissatisfaction
experienced by a person is related to the ratio of his/her satisfied
desires to his/her total desires. Individuals who believe that their
desires are fully satisfied tend to be happier than individuals who think
they have unsatisficd desires, regardless ol their income levels. This
approach to the concept of happiness takes into consideration not only
the degree of satisfaction neceds (which is presumably related to
income) but also the individual’s total desires (which arc also

presumably related to income).
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1.5.2. Cognitive theories

Cognitive theories of well-being and ill-being within the behavioral
sciences were developed in the last decades. I'or example, the
attribution theory of depression is well-known. Depressed individuals
are more likely'to believe that negative events are caused by global
and stable causes, such that negative events are very likely to continue
to happen to them. Beck (1967) popularized the idea that depressed
people think about the world in sell-defeating ways. In the area of
SWB, researchers [ind that one can dampen or amplily one’s emotions
by what one thinks, and thereby experience more or less intense

emotions (Larsen, Diener,& Croponzano, 1987).
1.5.3. Theories of coping

Theories of coping are based on the idea that in order to cope with
problems, happy people initiate thoughts and behaviors that are
adaptive and helpful, whereas on average unhappy people cope in
more destructive ways. For example, happy people are more likely to
see the bright side of alTairs, pray, directly struggle with problems, and
seek help from others, whereas unhappy people are more likely to
engage in fantasy, blame others and themselves, and avoid working on
problems (McCrae & Costa, 1986). What is not yet known is whether

these coping styles are the cause or eflect o SWIB.

People might increase their SWB by the control of their thoughts. For
example, perhaps SWB can be increased by believing in a larger
meaning or force in the universe. Support for this proposition comes

from findings showing that on the average religious people are happier
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than nonreligious people (e. g., Ellison, 1991; Myers, 1992; Pollner,
1989). Further, SWB is higher if a person concentrates on allainable
goals, and does not focus attention exclusively on distant, difficult
goals (Emmons, 1986, 1992). Finally, one can heighten SWB by being
optimistic about one’s future (Scheier & Carver, 1993). It is not
known whether these cognitive factors correlate with SWB because of
the influence of some third variable such as temperament, or whether

the cognitions have an independent long-term influence on SWB.
1.5.4. Context Theories of SWB

Some theorists such as Veenhoven (1991) maintain that SWB is
caused by the satisfaction of basic, universal human needs. [le
maintains, for example, that people can only be happy il needs such as
hunger, warmth, and thirst are fullilled. In contrast, context theories
emphasize that the factors that influence SWB are variable across both
time and individuals, and that how good or bad lile evenls are
considered to be is based on the circumstances in which people live.
The relevant context varies in different theorics. In adaptation
theories, for example, the relevant context is the person’s past life,
whereas in social comparison models the context is considered to be
social others of whom the target individual is aware. Other contexts
that could influence SWB are the person’s ideas, and imagining
counterfactual alternative situations. Finally, in goal approach, the
context is believed to be the person’s conscious aims. In each of the
context models, whether something is good or bad, aﬁd how good or
bad it is, is thought to be based on changeable factors rather than on

biological universals.
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1.5.5 Social Comparison theory

Richard Lasterlin (1974) proposed that nations do not difler in SWB
because people within nations compare only to each other on attributes
such as income. Therefore, although richer people within a nation are
likely to be happier than poorer people in that country, nations ought
not differ in SWB. Furthermore, based on the imposed social
comparisons approach, the average person in any nation ought to be
neutral in SWB because about hall of the people will be above average
and about hall will be below average. Research demonstrates,
however, that most people have SWB above neutral (Diener & C.
Diener, 1996). In the U. S. A., for example, about 85% of people
report a positive level of SWB. In some domains such as family life,
even higher percentages report satisfaction. For global SWB,
investigators have replicated the “most people arc of happy clfect”
using measures other than global self-reports (¢. g., memory measures,
experience sampling and informant reports). More surprising is the
fact that even disadvantaged persons such as disabled and chronically
mentally ill individuals also report SWB above the neutral point.
Representative surveys conducted in industrialized nations reveal the
same pattern, with most socictics falling in the slightly to moderately
happy range. We do not yet know why most respondents report
positive SWB — whether this is because most people live in generally
positive life circumstances or whether most people have a biological
set-point that returns them to pleasant affect. Nevertheless, these data
seem to cast doubt on Lasterlin’s thesis. Another damaging piece of

evidence is that nations do difler in predictable ways in SWB.
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Other evidence also casts serious doubt on imposed social comparison
approaches to SWB. They show that people with  similar
characteristics who live around fortunate or unfortunate others do not
differ as predicted by the idea of imposed social comparisons. Ior
example, people with similar incomes who live either in wealthier or
in poorer neighborhoods do not differ in the way predicted by the idea
of imposed social comparison (Dicner, Sandvik, Scidlitz, & Dicner,
1993). People who had a moderate income, for instance, were about
equally happy whether they lived either in a poorer or wealthier
neighborhood area. Social comparison does not automatically produce
happiness when one is around others who are inferior on some
characteristics. Instead, {he data support a coping model of social
comparison in which people selectively choose ‘others with whom to
compare (Taylor, Wood, & Lichtman, 1983; Will, 1981; Wood,
Taylor, & Lichtman, 1985). In some cases, people even create an
imaginary person with whom to compare in order to achieve their
objectives. The coping idea is that people can look to others to help
motivate them, to boost their moods, and to gain specilic knowledge.
People can increase their SWB by attending to others who are either
superior or inferior to them. Thus, the idea that SWB is usually
influenced by whether we are better off than those who are

immediately around us seems oversimplified.
1.5.6. Telic ( endpoint) Theories

Telic or endpoint theories posit that subjective well-being is gained
when goals and needs are reached (Diener, 1984). Thus the causes of

SWB are not universal, but differ depending on people’s values and



Introduction . 49

desires. Different aspects ol goals are related to different components
of SWB. For example, individuals high in SWB perceived their goals
as more important and as higher in their probability ol success
(Erﬁmons, 1986), whereas those low in SWB perceived more conflict
between their goals (Emmons & King, 1988). Carver and Scheier
(1990) further postulated that progress towards goals at a rate higher
than the standard leads to positive allect, whereas progress at a rate
lower than the standard leads to negative affect. Consistent with
Carver and Scheier’s hypothesis, Brunstein (1993) found in a
longitudinal study that perceived progress toward goals caused
positive changes in SWB rather than vice versa. Brunstein (1993)
further found that a higher level of commitment, along with a sense of

progress, contributed to higher SWB.

The success ol people in meeting their goals also depends on their
strategies and situational affordances (Cantor, 1994; Cantor, Norem,
Niedenthal, Langston, & Brower, 1987; Norem, & Cantor, 1986;
Spencer & Norem, 1996). Norem and lllingworth (1993), for instance,
found that individuals high in delensive pessimism performed a
cognitive task better under” a deliberation  condition, whereas
individuals high in strategic optimism performed the task better under
a distraction condition. Cantor and Harlow (1994) further
demonstrated that the congruence between life task pursuit and social
context (¢. g., the pursuit the academic success on weekdays as
opposed Iriday night) was related to positive emotional experiences.
These [indings, therelore, illuminate the importance of flexible life

task pursuit in attaining needs and goals. In the telic approach, SWB
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ought to follow from people using strategies that are compatible with

their personality and their environment in pursuing their goals.

According to telic theories, to the extent that people have different
goals, the causes of SWB ought to differ. There are now studies that
find variations between people in terms of what co-varies with SWB.
For example, exact resources (e¢.g., money and social skills) that most
strongly predict SWB for an individual are likely to be those that are
required to gain his or her specific aims (Diener & [Fujita, 19935). Il a
person does not value athletic achievement and has no athletic goals,
athletic ability is unlikely to be related to her SWB. It is noteworthy
that the analysis of goals as mediators in the relation between
resources and SWB highlights idiographic ways in which ecach

individual attains (or attempt to attain) SWB.

An individual’s life las]{ or goals are influenced by developmental
phases, cultural goals, and individual needs (Cantor & Kihlstrom,
1989). In the USA, academic success intimacy is representative life
task among college students, whereas social participation is a
prototypical life task among retires (Cantor & Harlow, 1994). Most
relevant SWB research is that a shift in life tasks is accompanied by
changes in the dominant predictors of SWB. Specially, for college
students, satisfaction with grades and satisfaction with romantic
relationship were strong predictors of overall life satisfaction
(Emmons & Diener, 1985). On the other hand, work satisfaction was a
major predictor among working adults, and social participation was a
significant predictor of overall lilc satislaction of retires (Harlow &

Cantor, 1996). As such, although the level of lile satislaction is [airly
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stable (e. g., Magnus, Diener, Fujita, & Pavot, 1993), factors
predicting SWB may change over time. Therefore, it is important to
examine shilts in correlates ol SWB across lile span (o understand

processes of SWB.

Although the above telic approaches treat different goals as equivalent
in terms ol their ability to produce SWB, it is possible that the content
of goals dillers in terms ol eflicacy in producing SWB. In other
words, some types ol goals may be more benelicial than others.
Veenhoven (1991) proposed that aims related o universal human
needs are those that produce long-term SWB. According to this
approach, people cannot be happy when experiencing chronic hunger,
danger, or isolation. In this view, some goal strivings and success may
not produce SWB because they are based on superficial desires that
are not based on intrinsic human needs. In contrasi, obtaining food and
other biological needs is more likely to be productive of SWB,

according to Veenhoven.

According to this approaches, there arc scveral things that can
interlere with SWB. First, individuals may desire goals that bring
short-term happiness but have long-term consequences that are
deleterious o happiness because they interfere with other goals.
Second, people’s goals and desires may be in conllict, and thus it is
impossible to satisly them [ully. Because their needs or desires might
be unconscious, it would be difficult to identify and integrate them if
they were in conflict. Third, individuals could be deprived of

happiness because they had no goals or desires. Finally, people may
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be unable to gain their goals because ol poor conditions or skills, or

because the goals are so high.

Considering all these theories, it is mentionable that each of these
theories has definitely some merits as well as some demerits. But in
the context of present study, it appears that the theories related to
cconomic variables will be more applicable here. All these economic
theories of well-being mainly focus on financial conditions of the
individuals. The financial conditions directly influence the ability to
purchase, and that is essential for fullilling the basic needs of the
individual. On the other hand, if the basic needs are unfulfilled the
SWB is affected and the individual fail to attain high level of
Subjective Well-being. We know that the addicted persons always
have financial stringency, as they are in constant need of money to
purchase drugs. So, they often (ailed to fulfill their needs, and thus
their well-being status becomes alfected. If this study reveals a
significantly poorer Subjective Well-being of the: addicts, then this
will definitely support these economic theories of the Subjective Well-
being and thus the findings may be explained in terms of these

theories.
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1.6. REVIEW OF LITERATURE

The purpose of this section is to provide an overview of the literature
relating drug addiction and subjective well-being. The total discussion
is discussed in three steps. First, focus was given on some empirical
‘studies investigating the general feature of drug addiction. Second,
some  sclected  studies were  discussed on personal and  socio-
demographic variables that influences subjective well-being of a
person. IFinally, the findings ol the studies were discussed which were
conducted so far to investigate the relationship between drug addiction

and subjective well-being.

It is obvious from the foregoing discussion that drug addiction may
lead to manifold serious psychological, physical and social problems.
Many research studies have demonstrated the harmlul effects of drugs
on human body and mind. Miller, L. (1985) has demonstrated the
presence ol neuro-psychological impairment in chronic abusers of
central nervous system depressant, including alcohol, opiates and
possible cocaine. Volfuena, A; Hernandez del Rio, M. J. and Garcia
‘Olmos, A. M. (1985) have suggested that, cannabis derivatives may
produce intellectual deterioration. Another research findings indicate
that, the drug dependent persi)ns exhibited more antisocial behavior
(Chaleby, Kutaiba, 1986). Washtom, Arnolds M; Gold, Marks and
Pottash, A. Carter (1984) have shown that a high incidence of
dysfunctional cocaine use is associated with numerous physical,
psychological and social problems. These included chronic fatigue,
health delerioration, insomnia, headaches, loss of sexual desire,

depression, irritability, memory or concentration problems, paranoid
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feelings, impaired job functioning, impaired relationship with others,

depletion of finances, brain seizures, elc.

It is also evident that, some psychiatric disorders are often associated
with the abuse of certain drugs. For example, the amphetamines can
produce a toxic psychosis (Ellinwood, E. and Cohen, S. 1972;

Connell, P. H. 1958; Bonhoff, G. and Lewrenz, H. 1954).

Many research studies have been conducted to identify empirically the
causal factors of addiction. Some researchers have emphasized on age
as the most significant factor associated with drug addiction. The drug
addicts were found more or less to be young in age (Fraser and
Leigton, 1984; Ghodse, et al. 1987, Georg, 1988; Feroze, 1988;
Mustafa, 1989; Begum, H. A., 1991; Azam, G. 1995; Karna, 1998).
The surveys conducted by O’Rourke and Taylor (1987) in Scotland
Southern General hospital; Pronsiri et al., (1977) in Thailand and
Ghodse et al., (1987) in London, showed that majority of the addicts
were younger people. In Scotland 51 percent ol the addicts were
below 24 years, in Thailand 64 percent were below 30 years, and also
in London 57 percent of the addicts were below 30 years of age.
Prashant (1987) studied 68 hospitalized addicts and found that 72
percent of them belonged to the age group of 20 to 30 years.

In Bangladesh, similar observations were made. In a survey,
conducted by Firoze (1988), it was observed that 89 percent of addicts
are below 30 years of age. In another observation on 100 addicts,

Mustafa et al., (1989) found that 94 percent are below 30 years. Banu,
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A. (2003) showed in her study that most of the Bangladeshi addicts
belong to the age range of 26 to 30 years. In a cross-cultural study
conducted by WHO (1980) it was found that 46 percent of the
Mexican addicts are below 19 years and 83 percent of the Pakistani
addicts are below 30 years of age. It was found that most of the
cocaine dependent in the United States of America is teenagers or

young adults.

The above-mentioned studies clearly indicate that younger people
mostly become the victims of drug addiction. Although Edward
(1979) and Hendermarch (1972) found that drug addiction may occur
at any stage in life, particularly among those who were sulfering from
identity crisis. But we know that the period of adolescence is the most
crucial period when identity crisis reaches its peak point and this
condition may persist in early adulthood also. So it may be said that,
this period of life plays a significant role in the initiation of drug

addiction.

Like age, occupation and occupational satisfaction are also considered
to be a significant factor associated with drug addiction. A cross-
cultural study, published by WHO in 1980, showed that 89 percent of
Pakistani addicts and 57 percent addicts in Bangkok were employed.
In Bangladesh Sobhan (1989) have shown that 49 percent of the
addicts were businessman. But a higher rate of unemployment was
found among the addicts in Burma, Indonesia and Mexico. Edward

(1979) mentioned that majority of addicts were unemployed. Although
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evidence is not conclusive, it appears that unemployment seems to run

along with drug addiction in at least some areas of the world.

Like age and occupation, education was found to differ among the
addicts observed in different cultures. Proshant, S. (1987) in India
found that 81 percent of the addicts were illiterate while in Bangladesh
Feroze (1988) found that 86 percent of the hospitalized addicts were
educated. Mustafa et al, (1989) also observed that 92 percent of the
hospitalized addicts had read up to grade ecight. Many other

phenomenons of the addicts were found.

Some of the home and family environmental [‘a;:lors were also found
related to drug addiction. In this regard, Smart and Fejer (1978), Baer
and Carrado (1974) have emphasized the role of interpersonal
relationship and interaction between the family members and addicted
person. Chein, 1. (1964) contrasted the family background of addicts
and non-addicts. Addicts were found to be more emotionally
disturbed; they had poor [ather-son relationship and instability in
families. I'razier (1962) mentioned that addicted persons take drugs
for instant pleasure or euphoria and get reliel [rom pressure of
different problems including family discord. In a study Begum, H. A.,
& Rahman, T. (1991) showed that, parental attitudes and purposes in
life are important variables associated with drug addiction. It was also
found that the addicts’ parents particularly [athers, were significantly
less affectionate, less permissive, and more rejecting than their
counterparts. Spencer & Navaratnam (1981) found similar findings in

their studies.
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As mentioned earlier, curiosity is one of the most common causal
factors of drug addiction. There arc a number of rescarches, which
support that curiosity was the most common reason for starting the use
of drugs (A National report [rom Thailand in 1987; Spencer and
Navaratnam, 1981). Peer groups and friends are the main sources of
arousing this curiosity. They not only induct him as drug user, but they
also serve as the constants of drugs (Chee, 1973). When a person starts
using drugs, he quickly comes in contact with other drug user friends,
or he or she may select [riends who are drug users. This situation
usually creates a reciprocal encouraging effect upon cach other

(Sadava, 1973 and .]thnson, 1973).

Personality pattern is also supposed to be a factor, which influence a
person to start the habit of drug intake. Rosenberg, C. M. (1968) has
shown that personality disorder and deprived background are (wo
clinical features that have been closely associated with addiction.
Henderson and Gillespie (1978) have shown that psychologically
unstable and poorly adjusted persons in the society were found to be

more susceptible to become dependent on drugs.

James (1971) found that anxiety, depression and personality disorder
were associated with drug dependence. Some researchers also report
contradictory results. Gendreau, Paul and Gendreau, L. P. (1970)
made a comparison of the MMPI results of addict and non-addict
groups and found no significant difTerence in the personality make up
of the two groups. But using Bell Adjustment Inventory, it has been

shown in a cross-cultural study that the drug addicts are poorer in all
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modes of personality adjustment (Ahmed, H. and Ramalingum, S.
1983). Broota, K. D. and Singh, S. (1986) explored the relationship
between drug abuse and adjustment problems and other socio-
psychological variables among 120 male university students, who
were habitual users, occasional users, non-users, or principled non-
users of drugs. Habitual users had higher scores on a measure of

adjustment problems.

Many research studies have been conducted to study the impact of
drug addiction on personal value system and purpose in life of the
addicts. Jacobson, G. R., Ritter, D. P., & Mueller, L. (1977) conducted
a study on 57 alcoholics (49 males and 8 females) in a 30 day inpatient
treatment program. Purpose In Life test (PIL) and Allport-Vernon-
Lindzey Study of Values (AVL) were administered shortly alter
admission to the hospital and again just before discharge. Significant
increases in PIL scores were found in second administration. And no
significant dissimilarities between alcoholics and non-alcoholics on
the AVL scores were observed. Consistent finding with the study of
Jacobson, et al’s (1977) study was observed in Waisberg, J. L. &
Porter, J. E. (1994). Those rescarchers conducted a study on 131
inpatient treatment program and they observed that PIL scores belore
treatment were signiﬁcantiy below the normal range and the mean PIL
scores at the end of inpatient treatment were within the normal range.
So, the researchers argued that, alcoholics have a lower sense of

purpose in lile than non-alcoholics.
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In a study with 40 addicts and equal number of matched non-addicts
of Rajshahi University Islam, K. (2002) found very controversial
results. In this study the addict respondents exhibit higher values in
Theoretical, Aesthetic, and Political scales of AVL. On the other hand,
lower values in Social and Religious scales ol AVL were observed.

But no significant difference was found in Economic scale.

Drug addiction not only affects the Psychological phenomenon of the
addicts and his/her family, but also alfects some social phenomena
that are related to the well-being of the addicted persons or the
members of the family. Many investigators have conducted research
on such social phenomenon. Azam, A. (1995) found that families
belonging to drug addicts experience diversified problems such as
economic hardship, discord among the spouses or members,
separation and divorce, death of the addicts and family insecurity,
degradation of family prestige and honour, problem of marriage, etc.
Gupta, S. P. (1985) reported that the alcoholic women are often related
to specific life events of situation such as death of husband, divorce,
lailure in love, marital disharmony, unhappy home and alcoholic
husband. Frazier (1962) argued that addicts take drugs for instant
pleasure and reliel from pressure of dillerent problems including
family discord. Among many ol these problems absence of father or

mother or both are potential variables causing drug addiction.

Sharma (1983) has presented in his article the socio-cconomic aspects
of drug use mainly alcohol consumption. He has cited that drugs

destroy sound health and ruin the family. It is dishcartening to note
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that the substantial portion of [amily income of addicts, even those
who are living below poverty line, drain through consumption of
drugs. lle also argued that addiction has the uglicst elfeet on the
unfortunate ones who are not only indigent but are also victims of
mental poverty. Sanchez and Johnson (1987) examined the
relationship between drug addiction and criminality and found that
various crimes were common among the drug uscrs, cespecially

cocaine/heroin users.

Economic condition is almost inseparable [rom occupational status
that is related to standard of living and fullilling basic needs. Research
evidence showed that addiction is associated with economic
strength/status of the family of the addicted person. Feroze (1988)
- reported that most of the addicts of IPGMR came {rom lower and

middle-income groups. Choudhury et al (1981) lound that drug

addiction was conlined mostly to the lower income group. Bul some
researchers have found that majority of the addicts came from middle

class families (Qureshi, 1989; Karna, 1988).

[ere, we discuss some sclected studies on SWIB related to personal
and socio-economic variables. Income ol a person is important that
influence his/her subjective well-being. There is a convincing amount
of evidence that shows a positive relationship between income and
Subjective well-being within countries (Larson, 1978; Mullis, 1990;
Venhoveen, 1988, 1991). This relationship exists even when other
variables such as cducation are controlled. As might be expected,

satislaction with income is also related to happiness (Braun, 1977
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Campbell et al, 1976). In addition to those studies reviewed by
Larson, many others have [ound objective income to be related to
SWB (Alston, Lowe, & Wrigley, 1974; Andrews & Withey, 1976,
Bortner & Hultsch, 1970; FFreudiger, 1980; Mancini & Orthner, 1980,
Riddick, 1980). Although the effect of income 1s often small when
other factors are controlled. Easterlin (1974) reviewed 30 cross-
sectional studies conducted within countrics. In every study, wealthier
persons were happier than poorer persons in that country, and this

ellect was olten strong.

Studies have been conducted to investigate the ellect of age,

education, employment and marital status on subjective well-being:

Age. Early studies found that young people were happier than older
people (Bradburn & Caplovitz, 1965; Gurin, Veroll, & Feld, 1960;
Wessman, 1957). But, in relatively recent years, however, a number of
researchers have found virtually no age effects (Alston et al., 1974;
Andrews & Withey, 1976; Camcron. 1975; Sauecr, 1977). But
opposite result was found in Braun’s (1977) study, and he mentioned
that younger respondents reported stronger levels of both positive and
negative allects, but that older respondents reported greater level of

overall happiness.

Education. Campbell’s (1981) data suggest that cducation had an
influence on subjective well-being. Bradburn (1969) found that
respondent’s educational level was significantly associated with

positive allect but not with ncgative alfeets. Contradictory findings
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were found in some studies. The effects of education on SWB do not
appear to be strong (Palmore, 1979; Palmore & Luikart, 1972) and
scem to interact with other variables such as income (Bradburn &
Caplovitz, 1965). Several studies have lound that there is no
significant effect when other lactors are controlled (Clemente &
Sauer, 1976a; Spreitzer & Snyder, 1974, Toseland & Rasch, 1978-
1980).

However, Campbell’s (1981) analysis suggests that although
education may serve as a resource for the person, it may also raise

aspirations and alert the person to alternative types of life.

Employment. An active research area in the analysis of SWB is
employment. Campbell et al (1976) found that unemployed people
were the unhappiest group, cven when income differences were
controlled. This suggests that unemployment has a devastating impact
on the SWB for many persons that go beyond the obvious financial

difficulties.

Marital status. Although several studies have failed to find statistically
significant c¢llects on SWIB for marriage (Bortner & [Hultsch, 1970;
Sauer, 1977; Spreitzer & Synder, 1974; Toscland & Rasch, 1978-
1980), virtually all relationships are positive (Larson, 1978). A
number ol large-scale studies indicate Lhe.u married persons report
better SWB than any category ol unmarried persons (Denicr et al.,

1999; Andrews & Withey, 1976; Glenn, 1975). Glenn & Weaver
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(1979) found that marriage was strongest predictor of SWB even when

education, income, and occupational status were controlled.

Very recently some research studies have been conducted  to
investigate the effect of drug addiction on subjective well-being. But
the study is not still adequate. In a study Sylvia Kairouz and Lise
Dubé (2000) found that subjective well-being was positively related o
the length of abstention of drugs. They also found that non-abstinent
alcoholics report lower SWIB than the abstinent counterpart and non-
alcoholic respondents report higher SWB than both the abstinent and
non-abstinent respondents. So, the rescarchers argued that, drug
addiction is negatively influencing the subjective well-being of the

addicted persons.

Bhojak, M. M. Krishnan, S. Nathwat, S. S. and Ali, Juzer (1997) have
suggested that drug addicts have poorer quality of life and poorer
subjective well-being than their normal counterparts, although the
difference was not statistically significant. Graham, Kathryn and
Gillis, Kelly (1999) conducted another research and found that drug
use was the main factor associated with poorer psychological well-
being. But positive relation between drug or alcohol abuse and poorer
physical and emotional well-being was not observed in the study of

Sell & Robinson (1998) with Oxford undergraduates.

The review of the literature reveals that only a few numbers of studies
have been conducted so far to investigate the relationship between the

Subjective Well-being and drug addiction. The [indings of those



Introduction 64

studies, however, provide some inconclusive results. For example, the
findings of the study of Sylvia Kairouz and Lisc Dub¢ (2000) and
Graham, Kathryn and Gillis, Kelly (1999) have showed that drug
addiction is negdtively influencing the Subjective Well-being. But Sell
& Robinson (1998) did not find such influence in their study. On the
other hand, there are some limitations of the study of Bhojak, M. M.
Krishnan, S. Nathwat, S. S. and Ali, Juzer (1997). In that study the
non-addict respondents were sclected only on the basis of their age.
But some personal variables like occupation, education, income, and
residential background etc. may also play significant roles on
Subjective Well-being, but these lactors were not controlled in their

study.

Therelore, in order to draw any clear-cut conclusion, a further study is
nceded o investigate the relationship between the Subjective Well-
being and drug addiction. Moreover, it is mentionable that no study
has been conducted so far in Bangladesh to investigate this
relationship. In this present investigation, the author intends to
conduct an investigation on Subjective Well-being and drug addiction

in Bangladesh.
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1.7. AIM, OBJECTIVES AND HYPOTHESIS OF THE STUDY:

Natural observation and past research findings indicate that subjective
well-being of the addict respondents affected and differs in
comparison to non-addict respondents. Hence the researcher intends to
investigate SWB status that exists among the drug addict respondents
and compares those with the SWB status of the non-addict
respondents. The researcher also intends to investigate the effects of
some specific conditions of the addict respondents on their SWB

status also.

Thus the specific objectives of the present study may be stated as

follows:

1. To investigate and compare the overall subjective well-being
status of the drug addict and non-addict respondents.

2. To investigate and compare the different dimensions of
subjective well-being status of the drug addict and non-
addict respondents.

3. To investigate and compare the effect of addiction type on
subjective well-being of the addict respondents.

4. To examine whether there is any variation in subjective well-
being of the drug addict respondents as a result of duration
ol'addiction.

5. To examine whether there is any variation in subjective well-
being of the drug addict respondents as a [unction of socio-

economic status.
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Considering the above, it is assumed that the subjective well-being is
associated with drug addiction. Hence the following four hypotheses

are formulated for this empirical study:

Hypothesis I: The Subjective Well-being of the drug addict
respondents will be poorer than that of the

non-addict respondents.

Hypothesis [l : The Subjective Well-being of the addict
respondents varies in degrees as a result of

types of addiction.

Hypothesis 111 : The Subjective Well-being of the addict
respondents decreases as a result of

increase in their duration of addiction.

Hypothesis IV: The Subjective Well-being of the addict
respondents is negatively related to their

socio-economic status.
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1.8. SIGNIFICANCE OF THE PRESENT STUDY:

As mentioned earlier, the magnitude ol drug abuse and its horrifying
effects during the later decades of the twentieth century has made the
conscious people extremely worried. Family and.social life are under
serious threat due to this rapid expansion of drug abuse. A large
number of young people have become so much crippled by addiction
that they completely fail to contribute anything better for the society
as well as for themselves and their family. The fatal addiction to drugs
not only destroys their potentialities and creativity, but also allures
them to enter into the dark alleys of crime. As they are in constant
need of money for purchasing drugs, they are being compelled to
adopt criminal means of earning money. Drug addiction is
undoubtedly a social vice that cripples the individual and destroys
his/her productive life, ruins their family socially and economically. It

also paves the way for the occurrence of various social crimes.

SWRB status of a person indicates his/her overall mental peace and
mental health status. Mental peace or mental health of a person is
directly related to his/her adjustment as well as productive life. Here,
in the present study it is intended to investigate the clear picture of
SWB of the drug addict respondents that may be associated with their

addiction to drugs.

It is assumed that many significant features will be revealed through
this study, which may be helpful to device appropriate measures to
eradicate this vice from the society. The findings will be of help to

rehabilitate the addicted persons in the main steam of the society.
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Though there is a National Drug Policy in Bangladesh, it is
mentionable that it is not adequate to prevent drug addiction from the
society. Secondly, the policy is practically of no help to the affected
people. Bangladesh is in urgent need to amend its Drug Policy. The
findings of this study will facilitate the concerned policy makers to re-
think in the amendment of the existing Laws and Drug Policy in the
country. Thus, the present study bears much important applied

significance.
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METHODS

2.1. RESPONDENTS:

A total of seven hundred and sixteen male' adult respondents were
used as subjects in the present study. Half ol them (n=358) were

addicts and remaining hall (n=358) were non-addicts.

Among the addicts one hundred and ninety six were hospitalized.
They were selected from different hospitals and clinics of Dhaka and
Rajshshi city. The rest one hundred sixty-two were non-hospitalized.
They were selected from different parts of the country. In selecting the
non-hospitalized addicts each of them were interviewed in order to be
sure about their addiction. Each of the six administrative areas of
Bangladesh (i.e. Dhaka, Rajshshi, Chittagong, Khulna, Sylhet and
Barishal) was considered as a unit in selecting the addict respondents.
DSM-1V suggested criteria of addiction were followed in selecting

both the hospitalized and non-hospitalized addict respondents.

Among the addict respondents ninety were married and two hundred
sixty eight were unmarried. The duration of addiction was one year to
twenty-three years. Their age ranged from twenty to forty eight years.
The break up of the distribution of addict respondents according to

addiction type, education, employment status, monthly family income,

"It was not possible to include female addict respondents on account of general difficulty
in contracting female addicts and obtaining permission from the concerned authorities of
the hospitals and clinics, and sometimes non-cooperation on the part of the female
addicts.
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and permanent residential background etc. are given in the tables 2.1.a

to 2.1.g below.

The non-addict respondents were selected following the matched pair
technique. Each of them was selected matching with one of the addict
respondents in respect to their age, sex, occupation, lamily income,
educational level, marital status and residential background. The non-
addict respondents were also collected from different administrative
units of the country. While sclecting the non-addict respondents each
of them was interviewed in order to ascertain that he was not addicted

to any drug at any stage of lile.
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Table-2.1.a: Break up of the distribution of hospitalized respondents
(addicts) according to hospitals & clinics with location.

Name Location Frequency | Percent | Remarks
APON Dhaka city 70 35.71
BARACA Savar, Dhaka 45 22.96
CREA Dhaka city 41 20.92
USHA Dhaka city 06 3.06
MUKTI Dhaka city 07 3.57
DIP Dhaka city 04 2.04
NIRAMOYA Dhaka city 13 6.63
Rajshahi  Mental | Rajshahi city 10 5.10
Health Clinic

Total 196 99.99

Figure- 2.1: Pie chart of the distribution of addict respondents

according to the hospitals and clinics.

MAPON Dhaka city
EIBARACA Savar, Dhaka
LICREA Dhaka city

O USHA Dhaka city

B MUKTI Dhaka city
@DIP Dhaka city
ENIRAMOYA Dhaka city

1 Rajshahi mental health
clinic Rajshahicity |
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Table- 2.1.b: Break up of the division wise distribution of addict

respondents.
Division Frequency Percent Remarks

Rajshahi 124 34.6
Dhaka 165 46.1
Khulna 39 10.9
Chittagong 19 5.3
Barisal 06 1.7
Sylhet 05 1.4

Total 358 100

Figure- 2.2: Pie chart of the division wise distribution of addict
respondents.

'@ Rajshahi

m Dhaka

O Khulna
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Table- 2.1.¢: Break up of the distribution of addict respondents
according to their occupation.

Employment type Frequency Percent Remarks
Unemployed 68 19
Nonskilled 91 254
Student 160 47
Skilled 39 10.9
Total 358 100

Figure- 2.3: Pie chart of the occupation wise distribution of addict
respondents.

Unemployed
m Nonskilled
O Student

o Skilled
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Table- 2.1.d: Break up of the distribution of addict respondents

according to their educational level.

Level of Frequency Percent Remarks

education ;

lliterate 8 22 " |
Up to primary 18 5.0
Primary to SSC 130 36.3
Undergraduate 103 288
Graduate 99 217
Total 358 100

Figure- 2.4: Pie chart of the educational level of addict respondents.

Frequency

llliterate

B Up to primary
O Primary to SSC
O Undergraduate
B Graduate
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Table- 2.1.e: Break up of the distribution of addict respondents
according to their monthly family income.

Level of income | Frequency | Percent Remarks
Up to 6000 93 26
6001-15000 135 317
15000 to above 130 363
Totals 358 100

Figure-2.5: Pie chart of the income wise distribution of addict
respondents.

Frequency

'mUp to 6000
@m6001-15000
015000 to above
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Table- 2.1.f: Break up of the distribution of addict respondents
according to their permanent residence.

Residential status | Frequency Percent
Rural 82 229 |
Urban 266 74.3
Industrial 10 2.8
Total 358 100

Figure- 2.6: Pie chart of the permanent residential background of
addict respondents.

@ Rural
m Urban
[ Industrial
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Table- 2.1.g: Break up of the distribution of addict respondents

according to their addiction type.

Type of Frequency Percent Remarks
addiction
Mono 99 207
Poly 192 53.6
Mixed 67 18.7
Total 358 100

Figure- 2.7: Pie chart of the addict respondents according to their
addiction type.
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2.2. MATERIALS USED FOR COLLECTING DATA:

In this study the data collection was done using the following two

materials:
a. An Information Blank, and

b. The Bangla version of the Subjective Well-being Questionnaire.
These two materials were presented together in the form of a booklet.

Personal information blank

This part of the instrument contained different personal maters of the
respondents and their addiction related information: such as, age, sex,
education, occupation, family income etc. and also the types of drug
and amount of drugs consumed by the addicts, duration of addiction,

type of addiction etc. (vide Appendix- A).

Subjective Well-being Questionnaire:

A Bangla adaptation of the short version of Nagpal and Sell (1985)
Subjective  Well-being Questionnaire was used to measure the
Subjective Well-being of the respondents. The authors identified eight

theoretical areas of concern by using factor analysis. These were:

1). Subjective well-being — positive affect:

Here, items were included on specific life concerns such as health,
education, work, standard of living, family and friends, as well as
some items reflecting the perception of well-being in an overall

perspective.,
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2). Subjective well-being — negative affect:

Most of the items here were inverses of the questions relating to
positive affect. Some items rellected the most frequently reported
complaints in ‘psychological cases’. These intended to elicit the
respondent’s general unhappiness and his/her worries or regrets about

particular life concerns.

3). Mental mastery over self and environment:
Here it was assumed that a respondent’s feeling of his/her
performance in matters requiring the exercise of mental mastery may

also be an important area.

4). Rootedness, belongingness:
It was hypothesized here that the perception of sharing values, beliefs,
and qualities of inner life may also form a special dimension of well-

being.

5). Structural and cohesive aspects of the family:
The structural aspects of family life and democratic [unctioning in the
family are related to each other and have a substantial impact on well-

being.

6). Density of the social network:
[tems in this area were meant to elicit information on perceived well-

being from the social networks other than the family group.
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7). Security in health and socio-economic crisis:

The questions in this area were meant to cover the respondent’s

feelings of security in the case of various crisis situations.

8). Expectation-achievement harmony:
Items in this area were meant to explore an area of well-being thought
of as particularly important, viz., the extent to which long-term

expectations in life had been met by actual achievements.

The questionnaire consists of 82 items covering the above-mentioned
areas. Thus it measures eight dimensions of Subjective well-being.
(Dimension wise item arrangement and total items of each of the eight
dimensions have been shown in appendix-D). The aim of these
questions was to evoke patterns of emotional evﬁ[uation. In contrast,
the questions relating to negative alfect elicited the respondent’s
unhappiness or worry or regret about a particular life concern. In
general, the questions were structured in-a manner to permit three
response categories, sometimes four. The scale represents very
positive affirmation (e. g., very happy); positive feelings (e. g., quite
happy); neutral or negative assertion (e. g., not so happy); and in some
cases not applicable. Similarly, the response calegories on the
negative questions like worry over some things very much, to some
extent, not so much were meant to cover a very bad feeling up to a
neutral or positive [eelings. Thus, the respodse scales were drafted to
discriminate between the moments of positive or of negative feelings
about the concern in question, the end point in each case being a state

without feelings. One copy each for Bangla and English versions of
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the questionnaire are enclosed with the thesis as appendix-B and

appendix-C respectively.

2.3 SCORING OF THE SUBJECTIVE WELL-BEING
QUESTIONNAIRE:

The different categories of responses were scored according to the

following manner—

Response categories Score

1) Very good, Very happy, Very much, Most of the times ' 1
Quite deeply, Quite often, Yes

2) Quite good, Quite happy, To some extent, No 2

3) Not so good, Not so much, Not so happy, Hardly ever, 3

Rarely/Never
4). Not applicable 4

Items of the questionnaire were scored 1, 2, 3, or 4 according to
response categories indicated by the respondents in the test booklet.
The response categories of 76 items were 1 to 3 and 6 items were
I'to 4. So, the maximum possible score for a respondent is 252 and
the minimum is 82. The middle score point of the scale is 167.
(Possible score range and middle point of each of the eight
dimensions have been shown in appendix-D). A respondent’s total
score is the sum of the numerical values of responses to all items.
High total scores indicate poor subjective well-being and low total

scores indicate better subjective well-being.



Methods 83

2.4 SOME INFORMATION ABOUT THE BANGLA VERSION
OF THE SUBJECTIVE WELL-BEING QUESTIONNAIRE:

Bangla version of the Subjective Well-being Questionnaire of Nagpal
and Sell (1985) was developed by Hamida Akter Begum® (1990). In
developing the Bangla version of the questionnaire, each item was
translated and adapted in Bangla and was judged by three
psychologists and an English language expert of the Dhaka University
independently. The final form of the questionnaire was adopted on the
basis of agreement of all the judges. This Bangla version of the
subjective well-being questionnaire was earlier used in different
studies (Mahmuda, A., 1998 ; Begum, H. A., and Mahmuda, A. 1999)

in Bangladesh before using it in the present study. -

2.5. INTERVIEWERS/RESEARCH TEAM:

The researcher himself and ten students of M.Sc. final year in
Psychology of Rajshahi University were interviewers. All the students
were male and were properly trained in social-clinical research. They
were also given requisite training for the present research. The
researcher collected data from all the hospitalized addicts. But data
from non-hospitalized addicts collected ecither by the researcher
himself or with the help of his team member/s. On the other hand data
from non-addict respondents collected jointly by the researcher and

his team members.

? Professor Hamida Akter Begum, author of the Bangla version of the Subjective
Well-being Questionnaire of Nagpall and Sell (1985) provides a copy to the
present author personally for use in the present study. She also provides some
information regarding Bangla version.
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2.6. PROCEDURE:

In the initial phase of data collection, the researcher first went to the
clinics and hospitals (mentioned earlier), and necessary permission
was taken from the concerned authority for collecting data. After
securing permission, the researcher then met the respondents and had
an informal talk with them in order to ensure a good rapport. When
the researcher met them, they (respondents) were in stable mental and

physical condition as described by the attending physicians.

After establishment of rapport, the purpose of visit was briefly
explained to them and they were requested to fill up a personal data
sheet that includes some personal information about the subjects (A
specimen of personal data sheet is attached with the thesis as
Appendix-A). When the personal data sheet was filled up, the booklet
of the Bangla version of the subjective well-being questionnaire was
given to them. As the subjective well-being questionnaire is self-
administering, no specific instruction was given to the literate
respondents. The respondent went through the instruction given on
the front page of the booklet. The instruction given on the {ront page

was as follows:

“People are different. They live in a variety of situations
and they don’t [eel the same way about lile and the world
around them. From a practical viewpdint, it is important to
know how different persons [eel with regard to their day-
to-day concerns such as their health, family, work, etc.
Such knowledge is necessary if an improvement in the

quality of life of people is to be brought about.
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This is a questionnaire on how you feel about some
aspects of your life and about your life as a whole. Each
question may be answered by any one ol the given
categories by putting a circle O around the number which
seems to represent your feelings best. For example, in the
first question if you leel your general health is very good
and you [eel physically [it, please put a circle around the
response ‘very good” @. At times you may find that your
feelings is not represented perfectly by any one of the
given response categories. In such cases, just choose the

one closest to that you think.

You may [ind that some questions appear repetitive.
Nonetheless, please answer them all. You don’t need to

have your answers agree with each other.

This questionnaire may appear rather long to you. But if
you work as fast as you comfortably can, you will find

that 1t does not really take very long to fill in.

All information given by you will be (reated as
conlidential and will be used only for research purposes.

Thank you™

Alter the respondents had completed their task according to the
instructions, the questionnaire booklets were collected [rom the

respondents.
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For the illiterate respondents, the researcher read and explained the
instructions given on the front page of the questionnaire booklet, and
then he read aloud but slowly each item of the booklet and marked the

answer in accordance with the opinion given by the respondents.

Data was collected from 90 hospitalized drug addicts from different
hospitals and clinics in twelve group sessions. The number of subjects
in each group varied from six to ten respondents. For the rest of the

hospitalized drug addicts, data was collected in individual session.

In case of non-hospitalized drug addicts all data was collected in

individual session.

Subjects of the non-addict respondents, were selected, as mentioned
earlier, on the basis of matched pair technique, i. e., for each addict
subject, a non-addict counterpart resembling in ége, sex, education,
occupation, marital status, monthly family income and location of
permanent residence was selected. For this purpose, the researcher
and/or his team member interviewed a large number of non-addicts in
order to collect their personal bio-data. On the basis of the personal
bio-data the researcher made the [inal selection ol subjects for the

non-addicl respondents.

Bangla version of the Subjective Well-being Questionnaire (Nagpal
and Sell, 1985) was administered on the non-addict respondents in the
same manner. But this time, data [rom all respondents were collected

in individual session.
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2.7. DURATION OF THE STUDY AND TIME OF RESPONSES:

It took ncarly cighteen months to complete the data collection [rom
both the addict and non-addict respondents. One and hall hours to two
hours were needed to complete the questionnaire booklet for the
addict respondents. But in case ol non-addict respondents, on the

average one hour was needed to complete their task.

2.8. DESIGN OF THE STUDY:

The study was designed to conduct an investigation of the Subjective
well-being ol drug addict and non-addict respondents in Bangladesh.
Thus the independent variables were drug addiction, types of
addiction, duration of addiction, and SES of the addict respondents.

The dependent variable was Subjective well-being of the respondents.

A Bangla version of Subjective Well-being Questionnaire of Nagpal
and Sell (1985) was administered on a group of addict and also a
group ol non-addict respondents. The addict and non-addict
respondents were matched in respect of their age, sex, occupation,
monthly family income, educational level, marital status and

residential background considering the matched pair technique.

Overall Subjective Well-being and cach of the cight dimensions of
Subjective Well-being were considered separately in this study.
Comparison was made between addict and non-addict respondents on
overall Subjective Well-being as well as on cach of these cight
dimensions of Subjective Well-being score. * t * test was employed

for this purpose.
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In order to analyze the relationship between types of addiction and
Subjective Well-being of the addict respondents, the respondents were
divided into three categories i. ¢., Mono, Poly and Mixed type of
addiction (nature of all these threc types were delined earlier in
chapter one). Comparison was made between these three categories

employing one-way analysis of variance (ANOVA) and ‘t test.

The relationship between duration of addiction and Subjective Well-
being was also analyzed employing Pearson’s product moment

correlation coefficient.

Again, in order to investigate/analyze the relationship between socio-
economic status and Subjective Well-being ol the addicts the
correlation coefficient between the SES score and Subjective Well-

being score was computed.

2.9. ASSESSMENT OF SES OF THE ADDICT RESPONDENTS
FROM THEIR PERSONAL INFORMATION:

After completion of data collection (rom the drug addict respondents,
their socio-economic status score was assessed on the basis of the
following three criteria from their personal information blank. These
criteria were education, occupation and monthly family income of the

respondents.

Education:
Various numerical weights were assigned to respondents’ five levels

of education, i.., illiterate respondents reccived a weight of 1;

2
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respondents having up to primary education 2; from VI to SSC 3;

undergraduate 4 and graduate 5.

Occupation:

Occupations of the respondents’ were divided into four categories and
| to 4 numerical weights were assigned. For instance - respondents
having no job were given weight of 1; in casc of non-skilled
respondents (such as-rickshaw-pullers, day labours, small shop
kippers, farmars, etc.) were given weight of 2; students 3 and skilled
(such as medical men, engineer, service holders, etc.) respondents

were given 4.

Monthly family income:

Three numerical weights were assigned to respondent’s dillerent level
of family income; for instance — respondents whose family income fell
below taka six thousands were assigned a weight of 1; for 6,001/= to

15,000/= 2 and above 15,000/= were 3.

Finally, the weighted SES scores ol each respondent on each of these
three criteria were summed up. The calculated SES scores of the
respondents ranged from 3 to 12. SES of the respondents was not
distributed in any specilic calegories. High total score indicates high

SES and low total score indicates low SEES.

The distribution of addict respondents according to their SES scores is

shown in the table:
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Table 2.1.h. Frequency distribution of addict respondents according to

their SES scores:

SES Scores Frequency Percent Remarks

3 0 0
4 7 2
5 15 42
6 38 10.6
7 43 12
8 81 22,6
9 79 22.1
10 65 182
11 21 5.9
12 9 25

Total 358 100

Figure- 2.8: Pie chart of the addict respondents according to their

SES scores.
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RESULTS

The present chapter gives the analysis of the results. The methods of

analysis and the interpretation of the findings are described in detail.

Bangla version of the Subjective Well-being Questionnaire of Nagpal
& Sell (1985) was administered on 358 addict and equal number of
non-addict respondents. The questionnaire measures eight dimensions
of SWB separately. The overall Subjective Well-being can also be
measured. Each respondent was asked to read the instructions given
on the front page of the questionnaire and to express his opinion on a
three or four point scale. The score of each respondent on each of the
eight dimensions as well as overall score was compulted separately by
using SPSS 10 version. Raw data of the respondents and their personal

information are enclosed here in appendix-E.

In order to obtain the elfects of independent variable comparisons
were made between the addict and non-addict respondents on mean
overall SWB score as well as on scores obtained on each of the eight
dimensions. T test was employed for this purposes. The results have
been presented in table — 3.1. The mean SWB score of the addict and

non-addict respondents have also been plotted in Figure — 3.1,
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Table-3.1: Mean, Standard deviations, t-ratios and level of
significance for SWB of the drug addict and non-addict

respondents.
Mean Std. ‘t” ratio Level of
Deviation significance.
SWB addicts 186.52 [4.4] 22.45 0.001
(Overall) non-
.| addicts 166.41 10.53
SWB Positive addicts 38.53 4.95 25.70 0.001
Affect non-
addiclts 29.71 4.38
SWB Negative addicts | 41.41 0.53 -11.02 0.001
Affect non-
addicts 46.63 6.27
Mental Mastery addicts 29.90 3.46 10.16 0.001
non-
o addicts | 27.40 3.09 —
Rootedness & addicts 15.66 2.70 19.15 0.001
Belongingness e
addiots [2.45 .90
Structural and addicts [15.14 2.55 21.78 0.001
Cohesive aspects
non- 11.57 1084
addicts
Density of Social addicts 1513 ZiB3 113,39 0.001
network non-
addicts 13.39 2.47
Security in Health | addicts [1.24 2.09 12.82 0.001
and Socio- non-
economic crisis addicts 9.56 .58
Expectation- addicts 19.47 2.42 20.34 0.001
achievement non-
harmony addicts 15.60 2.00

(df =n+ny-2=714)

The table shows that in case of overall SWB, (first row of the table-
3.1) the mean scores of the addict and non-addict respondents were
186.52 and 166.41 respectively. The mean dillerence between the

scores of the two groups was significant at 0.001 level (t-ratio 22.45;
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df- 714). These results suggest that overall SWB ol the addict

respondents was poorer than that ol the non-addict respondents.

While considering the dillerent dimensions of the SWB, it was found
that the mean differences in all the eight dimensions of the SWB of

the addict and non-addict respondents were significant at 0.001 level.

The table also show that, in case of SWB positive affect, the mean
scores of the addict and non-addict respondents were 38.53 and 29.71
respectively (t-ratio 25.70; df-714), and the mean difference was
significant at 0.001 level, which indicate that SWB positive alfect of
the addict respondents was significantly poorer than that of the non-

addict respondents.

On the other hand, in casc of SWIB ncgative affcct, it was [ound that
(third row of the table-3.1) the mean scores of the addict and non-
addict respondents were 41.41 and 46.63 respectively (t-ratio —11.02;
df-714), and the mean dillerence was significant at 0.001 level. These
results indicate that the SWB negative allect of the addict respondents

was significantly higher than that of the non-addict respondents.

It can be seen [rom the fourth row of the table- 3.1 that in case of
mental mastery the mean scores of the addict and non-addict
respondents were 29.90 and 27.46 1‘cspcclivc'ly (t-ratio 10.16; df-714),
and the mean difference was significant at 0.001 level, i.c. mental
mastery ol the addict respondents were signilicantly poorer than that

ol the non-addict respondents.
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In case of rootedness & belongingness, it was found as shown in the
fifth row of the above table, the mean scores of the addict and non-
addict respondents were 15.66 and 12.45 respectively ((-ratio 19.15;
di=714), and the mean diflerence was signilicant at 0.001 level, Le.
rootedness & belongingness phenomenon of the addict respondents

were significantly poorer than that of the non-addict respondents.

It can be seen in table 3.1 (sixth row of the table-3.1) that in case of
structural and cohesive aspects of SWB, the mean scores of the addict
and non-addict respondents were 15.14 and 11.57 respectively. The
mean diflerence was signilicant at 0.001 level (t-ratio 21.78; df-714),
which suggest that structural and cohesive aspects ol SWB of the
addict respondents were significantly poorer than that of the non-

addict respondents.

The table again (seventh row of the table-3.1) shows that in case of
- density of social network phenomenon of SWB, the mean scores of
the addict and non-addict respondents were 15.13 and 13.39
respectively (t-ratio 10.16; dI-714), and the mean dillerence was
significant at 0.001 level. That is, density of social network of the
addict respondents was signilicantly poorer than that ol the non-addict

respondents.

Table -3.1 also show that in case of sccua"ily in health and socio-
economic crisis (eighth row of the table-3.1) the mean scores of the
addict and non-addict respondents were 11.24 and 9.56 respectively (t-
ratio 12.82; df-714), and the mean dilference was significant at 0.001

level. These findings indicate that security in health and socio-



Results 96

economic crisis of the addict respondents was signilicantly poorer

than that of the non-addict respondents.

Lastly, in case ol expectation and achicvement harmony, (ninth row ol
the table-3.1) the mean scores of the addict and non-addict
respondents were 19.47 and 15.60 respectively (t-ratio 20.34; df-714),
and the mean dilference was signilicant at 0.001 level. That is,
expectation and achievement harmony of the addict respondents was

significantly poorer than that ol the non-addict respondents.

It should be mentioned here that the non-addict respondents of the
study were in neutral position/condition of Subjective Well-being as
their mean score was 166.41, which is very close to the neutral point.
On the other hand the Subjective Well-being ol the addict respondents
was found in poorer condition. As their mean scorc is higher (mean
score is 186.52) than the score ol neutral point (neutral score point is

167) of the scale.
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In order to study the eflect of types of addiction on SWB the addict
respondents were classilied into three categories — Mono drug addict,
Poly drug addict and Mixed drug addict. Comparisons were made
between these three categorics ol addict respondents on the basis of
overall SWB score and scores obtained on cach of the eight
dimensions of SWB. One-way ANOVA was employed for these

purposes. The results have been reported in table-3.2.
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Table- 3. 2: ANOVA of SWB ol the addict respondents among,

dilferent types of addiction.

Source of variance Sum of df Mean F Level of
Squares Square Significa
i nce.
SwWB Between Groups 1015.15 2 507.57 | 2.46 0.087
(Overall) Within Groups 73142.16 | 355 | 2006.03
Total 74157.32 | 357
SWB Between Groups 45.51 % 22.75 925 0.398
Positive Affect  Within Groups 8735.51 | 355 | 24.60
Total 8781.02 | 357
SwB Between Groups 14.40 2 7.23 169 0.845
Negative Affect Within Groups 15232.68 | 355 | 42.90
Total 15247.15 | 357
Mental Mastery Between Groups 36.37 2 [R.18 | [.510 0.221
Within Groups 4259.20 | 355 [1.99
Total 4295.57 | 357
Rootedness & BetweenGroups 20.77 2 10.38 1.418 0.243
Belongingness Within Groups 2599.33 | 355 7.32
Total 2620.10 | 357
Structural and Between Groups 39.76 2 19.88 | 3.090 0.047
Cohesive aspects  Within Groups 2284.67 | 355 0.43
Total _ 2324.44 | 357
Density of Social — Between Groups 30.93 2 1546 | 2.814 0.061
Network Within Groups 1591.35 | 355 5.49
Total 1982.29 | 357
Security in health  Between Groups 29.62 2 [4.81 | 3.408 0.034
and Socio- Within Groups 154324 | 355 4.34
economic Crisis Total 1572.87 | 357
Expectation- Between Groups 8.01 2 4.01 680 0.507
achievement Within Groups 2093.20 | 355 5.89
harmony Total 2101.22 | 357

The table shows no signilicant eflects of types ol addiction on overall

SWDB ol the addict respondents. The results also indicate that there

was no significant effect ol types ol addiction on SWB Positive alfect,
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SWB  Negative affect, Mental Mastery, Rootedness and
Belongingness, Density  of  Social network and Expectation-

achievement harmony.

[However, the results indicate significant effect of types of addiction
on Structural & Cohesive aspects and  Security in health  and Socio-
economic Crisis. Comparisons were also made among the three types
of addiction on the basis of average scores obtained on Structural &
Cohesive aspects and — Security in health and Socio-economic Crisis
employing t tests. The results have been presented in table-3.3 and
table-3.4. The comparative mean scores among these three types of
addiction on Structural & Cohesive aspects and ~ Security in health
and Socio-economic Crisis of the addict and non-addict respondents

have also been shown in Figure 3.2 and Figure —3.3.

Table-3.3: Comparison between the different types ol addiction on

Structural and cohesive aspect.

Type of N Mean Std. af | T Level of
addiction Deviation Significance.
____compared - | |
Mono drug 09 14.62 |2.72 289 | -2.412 1 0.016
addicts 192 1540 | 2.55
Poly drug addicts
Poly drug addicts | 192 [5.40 | 2.55 257 | .693 0.489
Mixed drug 67 15.16 | 2.17
addicts
Mono drug 99 14.62 | 2.72 164 |-1.351 ] 0.178
addicts 67 15.16 | 2.17
Mixed drug
addicts
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Table-3.3, shows that mean score of Structural and Cohesive aspect
for mono drug addict respondents was lower than that for poly drug
addict respondents. The computed t-ratio of —2.41 was significant at
0.016 level. These results indicate that the Structural and Cohesive
aspect of poly drug addict respondents were significantly poorer than

that of the mono drug addict respondents.

But no significant differences were found between poly drug and
mixed drug addiction and also mono drug and mixed drug addiction of

the addict respondents.

15.6
15.4 4
15.2

15 4
14.8
14.6
14.4 4
14.2

14

B Mono drug
[ Poly drug
.| Mixed drug

Figure-3.2: A comparative bar-graphs among the different types of
addiction on Structural and cohesive aspect.
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Table-3.4: Comparison between different types of addiction of the

addict respondents on Security in Health and Socio-
cconomic crisis.

Type of N Mean Std. df t Level of
addiction Deviation Significance.
__compared | | - _
Mono drug 99 - 1091 |2.07 289 | -2.181 0.030
addicts
Poly drug 192 | 11.51 | 227
addicts
Poly drug 192 | V15T | 2.27 257 | 1.482 0.067
addicts
Mixed drug 67 10.97 | 1.41
addicts
Mono drug 99 10,91 |2.07 164 | -.175 0.861
addicts
Mixed drug 67 10.97 | 1.41
addicts

Table-3.4, also shows that the mean score of Security in Health and

Socio-economic crisis for mono drug addict respondents was lower

than that of the poly drug addict respondents. The computed t-ratio of

—2.81 is significant at 0.03 level. These results indicate that the

Security in Health and Socio-economic crisis of poly drug addiction of

the addict respondents were significantly poorer than that of the mono

drug addiction of the addict respondents.

But no significant differences were found between poly drug and

mixed drug addiction, and also between mono drug and mixed drug

addiction of the addict respondents.
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Figure-3.3: A comparative bar-graphs among the different types of
addiction on Security in Health and Socio-economic
crisis.

In order to investigate whether there is any significant relationship
between Subjective Well-being of the addict respondents and duration
of addiction the co-efficient of correlation between the SWB score and
duration of addiction was computed employing Pearson’s Product

moment method. The results have been presented in table —3.5.
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Table-3. 5: Correlation between duration of addiction and SWB
scores ol the addict respondents (N=358).

Arca of SWB r Level of
Significance.

SWB (Overall) = - | 025 0.640

| SWB Positive Affeet 094 0.076
SWB Negative Allect a JT5** 0.001
Mental Mastery 011 0.841
Rootedness & Belongingness J05* 0.047
Structural and Cohesive aspects 084 0.114
Density of Social network 037 0.488
Security in IHealth and Socio- 013 - 0.083

_economic crisis - e

| Expectation-achievement harmony J00** 0.002

Table shows that there was no significant correlation between duration

of addiction and overall SWB score of the addict respondents.

The results also show that the correlation between duration of
addiction and SWB Negative Affect of the addict respondents was -
0.175, which is significant at 0.001 level. Thus, this result indicates
that there is a negative relationship between duration of addiction and

. L Seore ;
SWB Negative affect of the addict respondents.

On the other hand, positive correlation was found in case of
Rootedness & Belongingness and [Expectation-achievement harmony.
In case of Rootedness & Belongingness the correlation coefficient (r)
is 0.105, which is significant at 0.04 level. This result suggests that
there is a positive relation between duration of addiction and

; SCOTE- ;
Rootedness & Belongingness status, ol the addict respondents.
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1

Again, in case ol Expectation-achievement harmony the ‘r’ value is
0.160, which is significant at 0.002 level. From these findings we may
conclude that there is a positive relation between duration of addiction
y ; ; SO¥E ;
and  Expectation-achievement  harmony status of the addict
N

respondents.

But no significant correlation was found in case of remaining five
dimensions of SWB. These dimensions are SWIB Positive Affect,
Mental Mastery, Structural and Cohesive aspects, Density of Social

network and Security in Health and Socio-economic crisis.

Table-3. 6: Corrclation between SWB scores and SES scores of the
addict respondents. (N=358)

| Area of SWB r _Level of Significance. |
SWIB (Overall) Jd13% 0.032
SWDB Positive Alfect JBRAN 0.004
[SWI Negative Alfeet | 047 0374
| Mental Mastery 060 0.257
Rootedness & Belongingness 045 0.391
Structural and Cohesive aspects JI2L* 0.020
Density ol Social network 057 0.280
Security in Health and Socio- 090 0.089
 economicerisis | ,
| Expectation-achievement harmony | 0T4_ e ETOR |

Correlation co-efficient (‘r’) was also computed between SWB scores
and SES scores of the addict respondents in order to study the effect of
SES on SWB. The findings have been presented in table 3.6. The table
shows that there is a significant relationship between overall SWB
scores and SES scores of the addict respondents. The computed “r’

value is 0,113, which is significant at 0.03 level ol signilicance. This
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finding indicates that there is a significant positive relationship
between overall SWB score and SIS score of the addict respondents,
which indicates the negative relationship between overall SWB and

SES of the addict respondents.

It can also be seen in the table that there is a significant relationship
between SEES scores and SWI Positive Affect score and also between
SES score and Structural and Cohesive aspects score. In case of SWB
Positive Affect the computed ‘r’ value is 0.153, which is significant at
0.004. From these results it may be argued that there is a significant
positive relation between SWIB Positive Affect score of the addict
respondents and their SES score, which indicates that the negative
relationship exist between SWB Positive Affect and SES of the addict

respondents.

In case of Structural and Cohesive aspects, the obtained ‘r’ value is
0.122, which is significant at 0.02 level. These results indicate the
significant positive relationship between Structural and Cohesive
aspects score and SES score of the addict respondents, which indicates
the negative relationship between Structural and Cohesive aspects of

well-being and SES of the addict respondents.

But, no significant relationship was found between SWB score and
SES score in case of SWB Negative Affect, Mental Mastery,
Rootedness & Belongingness, Density of Social network, Security in
[ealth & Socio- economic crisis, and Expectation-achievement

harmony.
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In short, the results of the study reveal the following significant
findings:
First, the drug addicts have significantly poorer Subjective Well-being

in comparison to the matched non-addicts.

Second, the drug addict respondents are confronted with significantly
poorer Subjective Well-being in all the dimensions of Subjective

Well-being except Subjective Well-being Negative Affect.

Third, the poly drug addict respondents have poorer well-being only
on Structural & cohesive aspects and Security in Health & Socio-

economic crisis than the other forms of addiction found in the addicts.

Forth, duration of addiction have no significant effects on overall
Subjective Well-being. Subjective Well-being of the addicts is found
degenerated regardless of duration of their addiction. In addition to
that, it was found that duration of addiction has only effects on
Rootedness & Belongingness and Lxpectation-achievement harmony

of SWB.

Finally, drug addict respondents with high SES scores are confronted
with significantly poorer Subjective Well-being (overall) as well as
SWB Positive Affect and Structural & Cohesive aspects in

comparison to low SES scores.
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Discussion &
Conclusion
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DISCUSSION AND CONCLUSION

The present study was designed to investigate the Subjective Well-
being (SWB) of the drug addict and non-addict respondents in
Bangladesh. Plan of analysis was designed to investigate the SWB
status of the drug addict respondents and compare that with a matched
group of non-addict respondents. Sccondly, Subjective Well-being of
the addict respondents was studied in the context of types of addiction,
duration of addiction and SES of the addict respondents. A Bangla
version of Subjective Well-being Questionnaire of Nagpal and Sell
(1985) was administered on drug addict and matched non-addict
respondents [or collecting data. Data were analyzed for overall SWB,

as well as [or each of the eight dimensions separately.

Five hypotheses were formulated to be examined in this study.

The first hypothesis of the study states that the Subjective Well-being
of the drug addict respondents will be poorer than that of the non-
addict respondents. Thus, it was expected that overall Subjective
Well-being (SWB) scores would be significantly higher for addict
respondents than that of the non-addict respondents. In the results of
the study the overall SWIB scores (186.52) is found to be significantly
higher for addict respondents than that (166.41) of the non-addict
respondents, which indicates that Subjective Well-being (SWB) of the
addict respondents is significantly poorer than that of the non-addict

respondents.
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It has also been found that the non-addict respondents of the study
were almost at neutral/middle position of Subjective Well-being scale.
On the other hand, the addict respondents were found to be above the
neutral/middle position of Subjective Well-being scale, which means
that their SWB was poorer in comparison to the non-addict
respondents. Thus, the obtained results fully confirm our first
hypothesis that the drug addict respondents possess poorer Subjective
Well-being than that of the non-addict respondents. So, it may be
concluded that the drug addiction leads to the degeneration of SWB of
the addict respondents and poorer SWB was found due to their

addiction.

Dimension wise analysis was also carried out. The results of the
comparison between the addict and non-addict respondents on seven
of the eight dimensions of Subjective Well-being are also consistent
with our expectation. The Subjective Well-being of the addict
respondents was significantly poorer than that of the non-addict
respondents in case of Positive Affect, Mental Mastery, Rootedness &
Belongingness, Structural and Cohesive aspects, Density of Social
network, Security in FHealth and Socio-economic crisis, and

[xpectation-achievement harmony.

The mean scores of the non-addict respondents were below the
neutral/middle point in each of the seven dimensions of SWB. On the
other hand, the mean scores of the addict respondents were found to
be higher than the neutral/middle points. These results provide further

support to the hypothesis.
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But in case of SWB Negative affect, we find the result completely in
the reverse direction. That is, the non-addict respondents have poorer
well-being of Negative affect in comparison to the addict respondents.
It is definitely a very peculiar and unexpected result. It should be
noted that both the addict and non-addict respondents exhibited poorer
latitude of SWB Negative aflect as the mean score of both the group
were found above the neutral/middle point. The neutral/middle score
point of the dimension is 39 and obtained mean score of the addict and
non-addict respondents were 41.41 and 46.63 respectively. Possible
causes of this finding can be explained in many ways. The drug
addicts had lost their sense of responsibility, due to the euphoric state
and adverse eifects of drugs, and they become frec from normal
worries and anxieties. In addition, during close interview the
researcher learnt that the addicted persons were neglected by the
family members. They had lost their involvement and interest about
family concern and they withdraw themselves from the family. So,
they were not concerned with the family and any kind of duty and
responsibility. That is why they were normally free from many kinds
of worries and anxieties. This may also be caused by some unknown
variables. So, further investigation is necessary for arriving at any

definite conclusion in this regard.

This finding is supported by the study of Sylvia Kairouz and Dubé
(2000) and Graham, Kathryn and Gillis, Kelly (1999). In their studies,
the SWB of non-alcoholic respondents was found to be higher than
both the abstinent and non-abstinent alcoholics (Sylvia Kairouz and
Dubé, 2000), and drug use was the main factor associated with the

poorer psychological well-being (Graham, Kathryn and Gillis, Kelly,
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Jul. 1999). Bhojak, M. M. et al (1997) also found poorer SWB of the
addict respondents than their normal counterparts, although, the
differences were statistically insignificant. However, in the Bhojak, M.
M. et al’s study the non-addict respondents were not properly matched
with addict respondents. The non-addict respondents were selected
only on the basis of their age. Here, we may argue that personal
variables like occupation (Campbell et al, 1976), education
(Campbell, 1981), income (Larson, 1978, Mullis, 1990; Veenhoven,
1988, 1991), and residential background etc. independently or
collectively may play significant roles in causing the differences to be
insignificant. However, these contributing factors were controlled with

possible highest exactness in the present study.

These findings appear to fit the theoretical model of economic
variables (theories) bf Subjective Well-being (i.e. Absolute theory,
Adaptation theory, Aspiration theory). These findings also appear to
fit the theoretical model of Theories of coping, Context theories, and
Telic or endpoint theories. As has been pointed out earlier the
Absolute theory (Veenhoven 1988, 1991) states that people with
higher income levels easily satisfy their basic needs (food, housing,
health etc.) and, therefore, attain a higher SWB. On the other hand the
Telic or endpoint theories posit that subjective well-being is gained
when goals and needs are reached (Diener, 1984).AAgain, the Context
theory of SWB states that SWB is caused by the satisfaction of basic,
universal human needs. For example, people can only be happy if
needs such as hunger, warmth, and thirst are fulfilled (Veenhoven,
1991). On the other hand the Aspiration theory suggests that the

degree of satisfaction or dissatisfaction experienced by a person is
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related to the ratio of his or her satisfied desires to his or her total
desires. Individuals who believe that their desires are fully satisfied
tend to be happier than individuals who think they have unsatisfied
desires. But as the drug addicts are in constant need of money for
purchasing drugs, they are always in financial crisis. During financial
stringency the drug addicts fail to fulfill their basic needs. So, they do

not attain a higher SWB, and their SWB status is degenerated.

Again, in Adaptation theory Brickman et al. (1978) pointed out that
individuals with higher adaptation capabilities tend to be happier. It
was found in many studies (Henderson & Gillespine, 1978; Ahmed,
H. and Ramalingum, S. 1983; Broota, K. D. and Singh, S. 1986) that
the emotional/adjustment capabilities of drug addicts are unstable
and/or in poorer conditions. They fail to adopt properly with life

conditions, and they become unhappy.

On the other hand the theories of Coping mention that the happy
people cope with their problems in constructive ways, initiate thoughts
and behaviour that are adaptive and helpful. But, the unhappy people
cope in destructive ways. It was observed in many studies that the
drug addicts have unsatisfied needs and desires due to their financial
crisis. They have lost of their sexual desire, suffer from malnutrition,
health deterioration (Washtom, et al, 1984; Sharma, 1983) etc. and so
they become most unhappy persons in the society. Therefore, they fail
to cope with their problems in constructive ways and in initiating
proper thoughts and bevaviour. Thus, they don’t attain a high standard

of Subjective Well-being.
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The second hypothesis of the study states that the Subjective Well-
being of the addict respondents varies in degrees as a result of types of
addiction. In order to analyze the relationship between Sub_jecti\;?
Well-being and types of addiction comparisons were made among
mono drug addicts, poly drug addicts and mixed drug addicts on their

obtained well-being scores employing ANOVA and ‘t’ test.

In the results significant relationship between types of addiction and
SWB of the addict respondents was found only in two dimensions of
SWB. These dimensions are Structural and Cohesive aspects and
Security in health & Socio-economic Crisis. But no significant
relationship was found in all other dimensions of SWB as well as the

overall SWDB.

It was found that the Subjective Well-being of the poly drug addicts is
poorer than mono drug and mixed drug addicts in case of Structural
and Cohesive aspects of Subjective Well-being which suggest that the
poly drug addiction plays more influential role in ‘degenerating the

Structural and Cohesive aspects of Subjective Well-being.

The results also indicate that poly drug addiction plays more
influential role in degenerating the Security in Health and Socio-
economic crisis phenomenon of SWB than mono drug and mixed drug

addiction (see table- 3.2; 3.3 and 3.4).

[t can be mentioned here that poly drug addiction has combined
impact, called synergistic effect (greater than sum of the effects of
each drug taken alone) on the many other aspects of the addicted

persons. It can also produce an enormous change in body chemistry.
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Some common synergistic effects are severe depression of the central
nervous system (Miller & Gold, 1990), extreme intoxication, coma,

and even death (Nishino et al, 1995; Braun, 1996).

So, it can be suggested that the synergistic effects of poly drug
addiction damages many physical and psychological components of
the addicts, which may be responsible for further degeneration of
Structural and Cohesive aspects and Security in Health & Socio-
economic crisis phenomenon of SWB. Thus, the obtained results
support the second hypothesis that the Subjective Well-being of the

addict respondents varies in degrees as a result of types of addiction.

The third hypothesis of the study was that the Subjective Well-being
of the addict respondents decreases as a results of increase in their
duration of addiction. It was expected that there would exist a positive
correlation between the duration of addiction and SWB scores. It
means that if duration of addiction increases, then the Subjective
Well-being will decrease. From the results it was found that there was
no significant relationship between overall SWB of the addict
respondents and the duration of addiction. But significant positive
relationship was found to exist between SWIB scores and duration of
addiction only in two dimensions of SWB. These dimensions are
Rootedness & Belongingness, and Expectation-achievement harmony,
which indicate that when the duration of addiction increases, then
SWB decreases. On the other hand negative relationship was found
between duration of addiction and Subjective Well-being Negative

Affect scores.  Which suggest that SWB increases as a result of

increase in duration of addiction.
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These results suggest that there is no significant effect of duration of
addiction on the degeneration of the overall SWB. If a person once
addicted to drugs, his overall SWB is degenerated regardless of the
duration of addiction. In addition to that, duration of addiction has
further effect of the degeneration of the SWB in two dimensions (i.e.,
Rootedness &  Belongingness, and  Expectation-achievement
harmony). That is, Rootedness & Belongingness, and Expectation-
achievement harmony status of SWB decreases as a result of increase
in their duration of addiction. But in case of Negative Affect, the well-
being level increases as a result of increase in duration of addiction. Tt
is definitely a very peculiar, inconsistent and unexpected result. In this
regard, it can be mentioned that in case of negative affect another
inconsistency was found earlier, and the possible explanations were
given in the discussion of the first hypothesis. Thus these findings,
however, arc inconclusive and further investigation is necessary in this

regard.

The fourth and last hypothesis of the study was that the Subjective
Well-being of the addict respondents is negatively related to their

socio-economic status.

[t was expected that there would exist a significant negative
correlation between the SES scores and SWB scores of the drug
addicts. In the results, however, positive correlation was found
between overall SWB scores and SES scores, which suggest that
Subjective Well-being is negatively related to the socio-economic
status of the addict respondents. The results also show that there is a

positive relationship between SIS scores and Subjective Well-being
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scores in the dimension of positive affect and structural and cohesive
aspects ol Subjective Well-being, which suggest that there is a
negative relationship between SES and Subjective Well-being. These
results, however, disconfirm the fourth hypothesis of the study. That
is, Subjective Well-being found to be degenerated as a function of

increases of SES of the addicts.

In explaining these findings it can be argued that expectation of the
individual from higher socio-economic classes are generally higher in
their lives than that of individuals from lower socio-economic classes.
They are more concerned about their failures in life. IHence, failures
make the addicts of higher socio-economic classes unhappier than the

addicts of lower socio-economic classes.

The discussion may here, be summarized by pointing out the
following significant facts revealed by this investigation. According to
the results of the study, the addict respondents have significantly
poorer overall Subjective Well-being (SWB) than that of the non-
addicts. These poorer conditions of SWB are consequent events of
drug addiction. That is, drug addiction leads to the degeneration of
SWBRB, and these condition of SWB may cripple the individual for the

rest of his life,

The study also reveals that poly drug addiction further degenerates the
Structural & cohesive aspect and Security in llealth & Socio-
economic crisis phenomenon of SWB than mono drug and mixed drug
addiction. It has also been found that duration of addiction does not
play any significant role in degenerating the overall SWB. If a person

is once addicted to drugs, his overall SWI is degenerated regardless
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of the duration of addiction. But Rootedness & Belongingness, and
Expectation-achievement  harmony — of  well-being are  further
degenerated with the increases of duration of addiction. It also reveals
that the SWIB of the addict respondents of the upper socio-economic
conditions are more affected than the persons of lower socio-economic

classes.

Thus the alarming increase of drug addiction is really a serious threat
to the society. The nation must do something to eradicate this evil
from the society in order to save the productive people from meeting

their catastrophic end.
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Appendix-C |

English version of the Subjective Well-being questionnaire

INSTRUCTION

People are different. They live in a variety of situations and they don’t feel
the same way about life and the world around them. IFrom a practical viewpoint, it
is important to know how different persons feel with regard to their day-to-day
concerns such as their health, family, work, etc. Such knowledge is necessary if an
improvement in the quality of life of people is to be brought about.

This is a questionnaire on how you feel about some aspects ol your life and about
your life as a whole, Lach question may be answered by any one of the given
categories by putting a circle around the number which seems to represent your
feelings best. For example, in the first question if you feel your general health is
very good and you feel physically fit, please put a circle around the response ‘very
good’ 1. At times you may find that your feeling is not represented perfectly by
any one ol the given response categories. In such cases, just choose the one closest
to that you think.

You may find that some questions appear repetitive. Nonetheless, please
answer them all. You don’t need to have your answers agree with each other.

This questionnaire may appear rather long to you. But if you work as fast
as you comfortably can, you will find that it does not really take very long to fill
in.

All information given by you will be treated as confidential and will be
used only for rescarch purposes.

QUESTIONNAIRE I'TEMS

1. How do you feel about your general health and physical fitness?

Very good !
Quite good 2
Not so good 3
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2. How happy are you with the education you have received?

Very happy |
Quite happy 2
Not so happy 3
Not applicable 4

3. Do you feel confident that you will be helped out adequately by someone in
case you lose your job or your property?

Very much I
To some extent 2
Not s0o much 3

4. How do you feel about your family life?

Very good |
Quite good 2
Not so good 3

5. How do you feel about the relationship you and your family wife/husband

have?
Very good |
Quite good 2
Not so good 3
Not applicable 4

6. How do you feel about the relationship you and your children have?

Very good
Quite good
Not so good
Not applicable

W o —

7. How do you feel about the relationship you and your friends have?

Very good 1
Quite good 2
Not so good 3

8. Do you think other people around you like you?
Very much l

To some extent 2
Not so much 3
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9. Are you able to concentrate well on things you are doing?

Very much |
To some extent 2
Not so much 3

10. Are you able to remain calm and to control yourself even in critical situation?

Very much 1
To some extent 2
Not so much 3

[1. Do you feel you can manage situations even when they do not turn out as

expected?
Most of the time |
Sometime 2
Hardly ever 3

12. Do you have someone, e.g. family member, a friend or a neighbour, to whom
‘you can talk freely when you feel like it?

Very much |
To some extent 2
Not so much 3

13. Do you feel confident that relatives and/or friends will help you out if there is
an emergency?

Very much |
To some extent 2
Not so much 3

14. Do you sometimes experience moments of intense happiness almost like a
kind of ecstasy or bliss?

Quite often |
Sometimes 2
Hardly ever 3

15. Do you sometimes feel that you and the things around you belong very much
together and are integral parts of a common force?

Very much [
To some extent 2
Not so much 3
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16. Do you consider it a source ol confidence and strength fo. 1 that you are
not alone in what you are aiming for?

Very much |
To some extent 2
Not so much 3

17. Do you consider it a source of inner strength for you that you belong to a
bigger group of people (other than the family) with whom you share common
values, interests or beliefs?

Very much I
To some extent 2
Not so much 3

18. Do you sometimes experience a joyful feeling of being part of mankind as of
one large family?

Quite often I
Sometimes 2
Rarely/ never 3

19. How do you feel about the religious fulfillment in your life?

Quite deeply I
To some extent 2
Not so much 3

20. Do you feel you have control over your life the way you want to?

Most of the time
Sometime
Hardly ever

oo —

21. Do you feel confident that in case ol a crisis (any thing which substantially
upsets your life situation) you will be able to cope with it/face it boldly?

Quite deeply
To some extent
Not so much

o —

22. How do you feel about what you have accomplished in your life?

Very good
Quite good
. Not s0 good

L e
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23. On the whole, how happy are you with the things you have been doing in
recent years?
. Very happy
Quite happy
Not so happy

W) po —

24. Taking all things together how do you feel things are these days?

Very good 1
Quite good 2
Not so good 3

25. The way things are going now do you feel confident in coping with the
future?

Very much ]
To some extent 2
Not so much 3

26. Compared with the past, do you feel your present life is:
Very happy |
Quite happy 2
Not so happy 3

27. Compared with others, do you feel your life is:

Very happy 1
Quite happy 2
Not so happy 3

28. Do you feel your life is interesting?

Very much
To some extent 2
Not so much

29. Do you feel your life is enjoyable?

Very much

To some extent 2
Not so much

st
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30. Do you feel your life is worthwhile?

Very much
To some extent
Not so much

LEPS B N Y

31. In your Family, are husband and wife both earning members?

Yes l
No 2
Not applicable 3

32. In your family, is there a good agreement on how family income should be
spent?

Most of the time |
Sometimes 2
Hardly ever 3

33. Do you think that most of the members of your family feel closely attached to
each other?

Very much
To some cxlent
Not so much

GG N

34. When there is an important decision to be taken in your family, like choice of
a marriage partner, choice in education, business, etc., are other members
consulted by the head of the
Family?

Most of the time
Sometimes
Hardly ever

W o =

35. Do you consider your family a source of confidence for you in what you are

doing?
Very much |
To some extent 2
Not so much 3

36. Do you consider your family a source of help to you in finding solutions to
most of the problems you have?

Very much
To some extent 2
Not so much -3



Appendices 161

37. Do you think you would be looked after well by your family in case you were
seriously ill?

Very much I
To some extent 2
Not so much 3

38. Do you consider that the family would be fully supporting any member in
times of a crisis, e.g., if a family member becomes disabled with old age?

Very much |
To some extent 2
Not so much 3

39. Do you sometimes worry that there is nobody who would really help your
children if you were unable to do so or if you would be no more?

Very much !
To some extent 2
Not so much 3
Not applicable 4
40. Do you worry about your family life?
Most of the time |
Sometimes 2
Hardly ever 3

41. Do you sometimes worry about the relationship you and your wife/husband
have?

Very much I
To some extent 2
Not so much 3
Not applicable 4

42. Do you sometimes worry about the relationship you and your children have?

Very much

To some extent
Not so much
Not applicable

EE VST (G S
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43. Would you wish to have more [riends than you actually have?

Very much
To some extent
Not so much

w2 D —

44, Do you sometimes feel that you miss a real close [riend?
Very much

To some extent
Not so much

L2 o —

45. Is it a source of preoccupation for you that people around you do not like
you?

Very much
To some extent
Not so much

D —

46. Do you feel your friends/relatives would help you out if you were in need?

Very much
To some extent
Not so much

D —

47. Do you miss a person you can have full confidence in and with whom you can
talk about personal matters and problems?

Very much |
To some extent 2
3

Not so much

48. Do you feel part of a group of people who are mutually friendly and

supportive?
Very much !
To some extent 2
Not so much 3

49. If something were to happen to your family, do you think your neighbours
would provide help?

Very much
To some extent
Not so much

W N —
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50. Do you feel confident that relatives and/or friends will look after you if you
are severely ill or meet with an accident?

Very much I
To some extent 2
3

Not so much

51. Do you suffer from pains in various parts of your body?

Most of the time |
Sometimes 2
Hardly ever 3

52. Are you disturbed by palpitation/ a thumping heart?

Most of the time I
Sometimes 2
Hardly ever 3
53. Are you disturbed by a feelings of giddiness?
Most of the time I
Sometimes 2
Hardly ever 3
54. Do you feel you get tired too closely?
Most of the time |
Sometimes 2
Hardly ever 3
55. Are you troubled by disturbed sleep?
Most of the time |
Sometimes 2
Hardly ever 3

56. Do you sometimes worry about your health?

Very much I
To some extent 2
Not so much 3



Appendices 164

57. Do you find it difficult to relax when you want to?

Most of the time |
Sometimes 2
Hardly ever 3

58. Arc you disturbed by the fact that your mind gets distracted when you want to
do something or think ol’'something?

Very much I
To some extent 2
Not so much 3

59. Do you get easily upset il things don’t turn out as expected?

Very much I
To some extent 2
Not so much 3

60. Do you feel easily irritated, oo sensitive?

Very much I
To some extent 2
Not so much 3

61. Do you leel that minor things upsct you more than necessary?

Very much I
To some extent 2
Not so much 3

62. Do you consider it a problem for you that you sometimes lose your temper
over minor things?

Very much
To some extent
Not so much

W o —

63. Do you get easily upset il you are criticized?

Most of the time |
Sometimes 2
Hardly ever 3
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64. Do you feel disturbed by feelings of anxiety and tension?

Most of the time |
Sometimes 2
Hardly ever 3

65. Are you worried over the lack of conlidence you have in what you are doing?

Most of the time |
Sometimes 2
Hardly ever 3

66. Do you experience thal the circumstances ol your lile are beyond your
control?

Most of the lime j
Sometimes 2
Hardly ever 3

67. Do you sometimes worry about accomplishing so little of what you want to

accomplish?
Very much I
To some extent 2
Not so much 3

68. Do you worry about having less success in life than you thing you deserve?

Very much I
To some extent 2
Not so much 3

09. Do you sometimes [eel sad without reason?

Very much I
To some extent 2
Not so much 3

70. Do you sometimes worry over disharmony and conflicts between members of
your family?

Very much I
To some extent 2
Not so much 3
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71.

.

73

74.

75,

76.

i

78.

Do you worry about your future?

Very much |
To some extent 2
Not so much 3

Do you sometimes worry about your mental wellbeing?

Very much |
To some extent 2
Not so much 3

Do you feel your life is boring/uninteresting?

Very much i
To some extent 2
Not so much 3

Do you [ecl your life is miserable?

Most of the time ]
Sometimes 2
Hardly ever 3

Do you feel your life is useless?

Very much l
To some extent 2
Not so much 3

Do you feel you have most of the things you need?

Very much |
To some extent 2
Not so much 3

Do you think you have achieved the standard of living and the social status
that you had expected?

Very much l
To some exlent 2
Not so much 3

Do you normally accomplish whatl you want to?

Most of the time
Sometimes
Hardly ever

Lot —
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79. Do you think you have achieved what you had expected in terms of the
freedom to do what you want to do?

Very much
To some extent
Not so much

) ) —

80. How do you feel about the extent to which you have achieved success and are
getting ahead?

Very good I
Quite good 2
Not so good 3

81. Considering your life as a whole do you think it is the lile you want most to
live?

Very much I
To some extent 2
Not so much 3

82. Considering all the efforts you have made, do you think you should have
accomplished more in life?

Very much l
To some extent 2
Not so much 3
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ITEM DISTRIBUTION AND POSSIBLE SCORE RANGE

Number Score
Dimensions [tem number of | Minimum | Middle | Maximum
items
Subjective well- 1 24 5 6738
being — positive | 22 23 24 26 27 15 [5 31.5 48
alfect 28 29 30
Subjective well- “31(2) i; ii ig zé
. soalive % ks ko e - Y C
l)(,lllga—-i-‘[‘i;t%dllvt, 64 65 67 69 7 1Y 19 39 59
72 73 74 75
Mental mastery 9 10 11 20 21
over self and 25 57 58 59 00 [4 4 28 42
environment ol 02 03 606
Roolc.dncss, 14 15 16 17 I8 07 07 14 91
belongingness 19 48
Structural and
cohesive aspects of al 32ﬂ it & 07 07 14 21
ey 36 70
the family
Density of social | 12 13 43 44 40
o network 47 49 o W b H
Security in health
and socio- 3 37 38 39 50 05 05 10.5 16
economic crisis
xpectation —
acilicvcmcnt 68 6 22 78 12 08 08 16 24

héll’ll‘.{)l]y

80 81 82
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[. Serial No.
2. Age= Actual age

3 [= Male
2 = [Female

4. I=Unemployed
2=Nonskilled
3=Student
4=Skilled

D I=Illiterate
2=Up - primary
3=Primary to SSC
d=undergraguate
5= Graguate

0. = Married
2 = Unmarried

as. [=Illiterate
2=Up - primary
3=Primary to SSC
4=undergragualte
5= Graguale

Appendix-1s

[.egends

a0.

al.

a8,

a9,

al0,

all.

| =Non-skilled- Agri
2=Semi/Business
3=Skilled/Employment

[=Illiterate

2=Up - primary
3=Primary to SSC
d4=undergraguale
5= Graguate

[=Employed
2=Housewile

I=Up to 6000
2=6001-15000
3=15000+

I=Rural
2=Urban
3=Industrial

| =Rajshahi
2=Dhaka
3=Khulna
4=Chittagong
S=Barisal
6=Sylhet
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