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ABSTRACT  
 
Quality of life (QOL) has become increasingly recognized as an important 
outcome measure in treatment studies and health service research. Although it 
might be reasonable to hypothesize that severity of ill-health is likely to be 
predictive of poor subjective QOL, the contribution of gender and other socio-
demographic factors in such relationship has been noted but more remains to be 
explained. The study aimed to determine the quality of life and socio-
demographic correlates of respondents using single substance versus multiple 
substance users. This cross-sectional descriptive study assessed 190 clients who 
consented to be studied. Each of the recruited respondents completed a socio-
demographic and WHOQOL-BREF questionnaire. All respondents also completed 
an interview session with the Composite International Diagnostic Interview 
(CIDI). The data was analyzed using the Statistical Package for Social Sciences 
Version 20.0. A significant association was found between Islamic religion and 
male respondents’ abusing multiple substances in their overall quality of life (p = 
0.018), psychological (p = 0.005) and social relationship (p = 0.025) domains of 
WHOQOL-BREF. Lower quality of life was also found in female respondents’ 
abusing multiple substances in their physical health (p = 0.048) and 
environmental health (p = 0.036) domains of WHOQOL-BREF. In conclusion, a 
significant association was found between the quality of life and socio-
demographic variables especially with multiple substance users. 
 
Keywords: Quality of life, rehabilitation center, demographic factors, correlates, 
cross-sectional.  

 
 
INTRODUCTION 
 
The field of quality of life (QOL) measurement has been 
evolving as a formal discipline with structured theoretical 
foundations and a specific methodology for over 30 years 
(Aaronson et al., 2002). Quality of life has become 
increasingly recognized as an important outcome measure 
in treatment studies and health service research 
(Aaronson et al., 2002). In the area of substance abuse, the 
concept was applied to evaluate functioning, well-being 
and life satisfaction (Laudet, 2011). Ideally, the objective of 
evaluating QOL among drug-dependent individuals should 
not be only to evaluate patients with regard to presence or 

absence of symptoms or adverse reaction to treatment, but 
also to focus on how drug-dependent individuals 
experience their daily lives (Laudet, 2011). 

Quality of life (QOL) research is rare in most of sub-
Saharan Africa. In the developed Western societies, 
features of the mental state such as symptoms of poor 
mental health and symptom severity are used to make 
inferences about patients’ subjective well-being and QOL 
(Gurland and Katz, 1997; Naumann and Byrne, 2004). 
Consideration of QOL issues is important because it allows 
for a more comprehensive view  of  the   patients’  life.  The  
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definitions of QOL vary a lot but the World Health 
Organization (WHO) defines it as “individuals’ perception 
of their position in life in the context of the culture and 
value systems in which they live and in relation to their 
goals, expectations, standards and concerns” (The 
WHOQOL Group, 1995; Slevin et al., 1988). This definition 
reflects the view that QOL refers to a subjective evaluation 
which is embedded in a cultural, social and environmental 
context. Since this definition focuses on respondents’ 
“perceived” quality of life, it is not expected to provide a 
means of QOL measurement (Laudet, 2011). 

Socio-demographic variables have been studied most as 
predictors of QOL in substance use disorder (SUD) 
population. Findings are inconsistent and difficult to 
interpret due to differences in methodologies, instruments, 
domains and population (Morgan et al., 2004). Over all 
however, younger age, higher education, male gender, and 
being employed are consistently associated with better 
functioning on all HRQOL dimensions when other 
covariates are held constant (Foster et al., 2000; Donovan 
et al., 2005; Youseef et al., 2005). 

Gender differences appear to contribute little in terms of 
QOL (Ginieri-Coccossis et al., 2009; Misanjo et al., 2006). 
For instance, using alcohol abuse as indicator of poor QOL, 
gender difference did not significantly impact upon any of 
the 12-week outcome measures in a study of inpatients at 
a voluntary sectio of alcohol detoxification unit in South 
London. In the same way, there was no significant 
difference in relapse rates or time taken to relapse 
between men and women. The only significant total 
sample change was a reduction in the amount of alcohol 
consumed in a typical week (Ginieri-Coccossis et al., 2009). 
The same study goes on to observe that women scored 
poorly on QOL measures yet, they are more socially 
advantaged than the men, albeit not to a statistically 
significant level, which seems difficult to reconcile.  
 
 
MATERIALS AND METHODS 
 
Study design and location 
 
This was a cross-sectional, descriptive study conducted in 
two stages among 190 clients at the Substance Abuse 
Treatment and Rehabilitation Center Jos, Plateau state 
Nigeria. 
 
 
Data collection 
 
In the first stage, every respondent was given a 
questionnaire booklet containing socio-demographic and 
WHOQOL-BREF questionnaires, an instrument that was 
validated among various population and used in Nigeria 
(WHOQOL Group, 1998). The second stage consisted of the 
application of the substance use disorder module of CIDI. 
The instrument was validated by researchers in different 

countries including Nigeria (Gureje et al., 2006; Armiya’u 
et al., 2013). 
 
 
Instruments 
 
Socio-demographic questionnaire  
 
The socio-demographic questionnaire was designed by the 
authors to elicit information from the respondents on 
variables such as age, gender, marital status, and highest 
level of education among others. 
 
 
World health organization quality of life – BREF 
(WHOQOL-BREF) 
 
This instrument was used to collect data on the objective 
quality of life of all consenting respondents. It is a short 
version of the self-report questionnaire (WHOQOL – 100) 
designed by the WHO to measure individual’s perception 
of their position in life in the context of the culture and 
value systems in which they live and in relation to their 
goals, expectations, standards and concerns (WHOQOL 
Group, 1998). 
 
 
Composite International Diagnostic Interview (CIDI) 
 
The substance section was administered to all the clients 
who consented to participate in the study and fulfilled the 
inclusion criteria. CIDI is a comprehensive, fully 
standardized interview that can be used to assess mental 
disorder and provide diagnosis according to the definition 
and criteria of the tenth revision of the International 
Classification of Diseases (ICD10) and the fourth edition of 
the Diagnostic and Statistical Manual of mental disorder 
(DSM IV) American Psychiatric Association (World Health 
Organization, 1998; American Psychiatric Association, 
2002). 
 
 
Statistical analysis 
 
Data was analyzed using the Statistical Package for Social 
Sciences (SPSS) version 20.0. The frequency distribution of 
these variables, means and standard deviation were 
calculated and a probability of 5% was regarded as 
statistically significant. 
 
 
RESULTS  
 
Respondents  were aged between 13 and 55 years with a 
mean age of 27.5±8.3 years, with more than half of the 
Respondents  being young adults between the ages of 20 to 
29 years. Majority of the subjects  155(82%)  were   never    
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Table 1: Socio-demographic characteristics of respondents. 
 

Demographic variables Frequency (N = 190) Percentage (%) 

Age group (years)   

10-19 35 18.4 

20-29 98 51.6 

30-39 45 23.7 

40-49 8 4.2 

50-59 4 2.1 

 

Marital status   

Married 23 12.1 

Separated 12 6.3 

Never married 155 81.6 

 

Educational status   

Non formal 5 2.6 

Primary 15 7.9 

Secondary 57 30.0 

Tertiary 113 59.5 

 

Employment status   

Unemployed 43 22.6 

Employed 59 31.1 

Student 77 40.5 

Others 11 5.8 

 
 
 
married,  with a hundred and thirteen (59%) had some 
form of tertiary education. A quarter of the respondents 
were students at the time of the study (Table 1). 
 
 
Substances of use 
 
Majority of the respondents abused single substance, 120 
(63%) (Figure 1). No statistically significant difference was 
found on the WHOQOL-BREF Scale between single and 
multiple users (Table 2).  

Muslim respondents abusing multiple substances 
showed lower overall quality of life (p = 0.018), so also on 
their psychological health (p = 0.005) and social 
relationship (p = 0.025) domains of WHOQOL-BREF scale 
(Tables 3, 5 and 6). Lower quality of life was also found on 
physical health domain (p = 0.029) of Muslim respondents 
with secondary school education (p = 0.031) abusing 
multiple substances (Table 4). The female respondents 
abusing multiple substances were found to have low 
quality of life in their physical health (p = 0.048) and 
environment health (p = 0.036) domain of WHOQOL-BREF 
(Tables 4 and 7). 

The study generally found low quality of life among 
respondents abusing multiple substances as compared to 
those abusing single substance, with both gender abusing 

multiple substances having lower quality of life in their 
physical health domains of WHOQOL-BREF.  
 
 
DISCUSSION 
 
Health related quality of life is a client’s perception of how 
his or her personal health affects physical, psychological 
and social functioning and describes their satisfaction with 
life in general. Substance use disorder is characteristically 
chronic and relapsing in nature and like every chronic 
illness causes severe distress in subjective reports of 
quality of life (Donovan et al., 2005). This is no way 
different with our finding in this study. Previous studies 
posit that greater number of drugs abused and severity of 
abuse are associated with poorer functioning in virtually 
all domains of QOL (McKenna et al., 1996; Volk et al., 
1997). This was replicated in our finding of generally 
poorer quality of life among those abusing multiple 
substances than those abusing single substance. 

Younger age, higher education, male gender and having 
employment correlated to better functioning on QOL score 
in our study. This is very similar to reports from earlier 
studies (Foster et al., 2000; Donovan et al., 2005; Youseef 
et al., 2005). Being older was associated with lower 
physical   quality   of   life  though  not  significant  from our  
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Figure 1: Pie chart showing distribution of substance use by respondents. 

 
 

Table 2: Comparison between socio-demographic variables and mean scores of the all the domains of WHOQOL-
BREF between multiple and single substance users. 

 

Domain 
Multiple substance 

(n=70) 

Single substance 

(n=120) 
t-test Df P 

Overall quality of life (Q1) 3.77±1.02 3.64±0.95 0.882 188 0.379 

Overall satisfaction with health (Q2) 3.73±1.08 3.63±1.06 0.646 188 0.519 

Domain 1  (Physical health) 13.75±2.36 13.40±2.20 1.035 188 0.302 

Domain 2  (Psychological) 14.10±2.65 13.88±2.47 0.556 188 0.579 

Domain 3 (Social relationship) 14.29±3.52 14.06±3.25 0.457 188 0.648 

Domain 4 (Environmental) 13.31±2.98 13.23±2.59 0.199 188 0.842 

 
 
study. This is not unexpected due to the low level of 
physical activity among them and a higher possibility of 
various comorbidities. Males who abused single substance 
had lower quality of life on physical health domain as 
compared to the female from the study. Circumstances 
surrounding the use and abuse of alcohol and other drugs 
vary a great deal between genders. For males, the common 
reasons for abusers are to work more, have good sex or to 
have a good time, while for females, the most common 
motive for abuse is to escape the emotional distress caused 
by sexual abuse or occurrence of victimization (Brecht et 
al., 2004). The family and society often put more pressure 
on substance abusing females to get treatment than they 
do for males, so usually females enter treatment sooner 

after onset of abuse than males (Brecht et al., 2004). 
Substance abusing females experience more physical 
effects on their heart and blood vessels and are more likely 
to go to emergency room or die from the effects of over 
dose of certain drugs (National Institute of Drug Abuse, 
2015). These are likely reasons for their low quality of life 
in the physical health domain. 

Men and women scores in their overall QOL tilted 
towards poorer ratings. Females abusing multiple 
substances had lower mean scores than the male 
counterparts in the physical and environmental domains 
of QOL. This possibly is due to low level of physical 
activities of the female gender that participated in the 
study.  Males’   in  the   study   participated   more   than the  
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Table 3: Comparison between sociodemographic variables and mean scores of the overall quality of life domain of 

WHOQOL-BREF in multiple and single substance users. 

 

Variables 
Multiple users Single users F df P 

Mean ± SD Mean ± SD    

Gender      

Male 3.77±1.05 3.60±0.94 
1.260 1.186 0.263 

Female 3.75±0.50 4.29±0.95 

 

Age group      

10-19 3.62±1.26 3.41±1.26 

0.222 4.180 0.926 

20-29 3.77±1.09 3.65±0.89 

30-39 3.92±0.52 3.88±0.82 

40-49 4.00±0.00 3.43±0.79 

50-59 4.00±0.00 3.00±1.00 

 

Religion      

Islam 2.86±1.07 3.73±0.88 
5.738 1.186 0.018* 

Christianity 3.87±0.98 3.63±0.96 

 

Marital status      

Married 3.90±0.57 3.31±0.75 

0.874 2.184 0.411 Separated 3.00±0.00 3.45±1.21 

Never married 3.76±1.09 3.71±0.94 

 

Educational level      

Non formal 4.00±0.00 3.50±1.29 

0.997 3.182 0.395 
Primary 3.80±1.10 3.40±0.97 

Secondary 3.27±1.24 3.51±1.07 

Tertiary 4.02±0.811 3.75±0.87 

 

Employment status      

Unemployed 3.75±1.18 3.59±1.04 

0.263 3.182 0.852 
Employed 3.59±1.18 3.62±0.79 

Students 4.00±0.73 3.72±0.99 

Others 3.40±1.14 3.33±1.21 
 

*significant value; df = degree of freedom; F = 2-way Anova and statistically significant at p<0.05. 

 
 
 
females in physical exercises at the rehabilitation center 
studied. Women are also more sensitive to the 
consumption and long term effects of alcohol and drugs 
than men. From absorption to metabolic processes, 
women display more difficulty in physically managing the 
consequences of abuse (Substance Abuse and Mental 
Health Services Administration, 2009). In general with 
higher levels of alcohol and drugs in the system for longer 
periods of time, women are more susceptible to alcohol 

and drugs related diseases and organ damage. This is 
another probable reason for the low quality of life in 
physical health of female multiple substance users in this 
study. 

Islamic religion was significantly associated with poorer 
mean scores in overall health related quality of life in the 
study. This is similar to the report of Igbal et al. (2016) 
that found impaired health related quality of life 
particularly   among   Muslims   that    went    beyond     that  
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Table 4: Comparison between sociodemographic variables and mean scores of the physical health domain of 

WHOQOL-BREF in multiple and single substance users. 

 

Variables 
Multiple users Single users 

 

F Df P 
Mean ± SD Mean ± SD 

Gender      

Male 13.82±2.36 13.30±2.20 
3.967 1.186 0.048* 

Female 13.75±2.33 14.94±1.60 

 

Age group   

 

   

10-19 14.20±1.99 13.12±2.56 

1.816 4.180 0.128 

20-29 13.17±2.30 13.51±2.39 

30-39 15.15±2.50 13.47±1.78 

40-49 16.00±0.00 13.88±0.92 

50-59 13.71±0.00 11.43±2.06 

 

Religion   

 

   

Islam 11.76±2.31 13.52±2.34 
4.746 1.186 0.031* 

Christianity 13.97±2.27 13.38±2.19 

 

Marital status   

 

   

Married 14.29±1.57 13.05±1.83 

0.581 2.184 0.560 Separated 12.57±0.00 13.30±1.56 

Never married 13.68±2.48 13.45±2.32 

 

Educational level   

 

   

Non formal 12.57±0.00 13.86±0.55 

3.081 3.182 0.029* 
Primary 15.20±1.60 12.97±1.91 

Secondary 12.52±2.47 13.52±2.64 

Tertiary 14.24±2.15 13.37±2.08 

 

Employment status   

 

   

Unemployed 13.18±1.91 12.91±2.64 

0.297 3.182 0.827 
Employed 13.84±2.88 13.08±1.37 

Students 13.97±2.26 13.92±2.44 

Others 13.94±1.92 13.14±1.62 
 

*significant value; df = degree of freedom; F = 2-way Anova and statistically significant at p<0.05. 

 
 
 
experienced by non-Muslim patients. Muslim respondents 
abusing multiple substances had lower overall quality of 
life and more specifically in the social relationship, 
physical and psychological health domains than the non-
Muslims counterparts in the study. This was more striking 
in scores with respect to physical health domain among 
those whose highest level of education was secondary 
level of education. This could be explained by the fact that 

religion is an important part of their lives and respondents 
engage in various religious practices (prayer, scripture 
reading, listening or watching religious programs) and 
belong to religious denominations that prohibit the use of 
alcohol and other drugs (Black and Jenkinson, 2009).  

The Islamic faith believes that altering the mind or the 
body with chemicals or intoxicants of any type is not 
conducive to being a  good Muslim and in some cases strict  
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Table 5: Comparison between sociodemographic variables and mean scores of the psychological health domain of 

WHOQOL-BREF in multiple and single substance users. 

 

Variables 
Multiple users Single users 

 

F Df P 
Mean ± SD Mean ± SD 

Gender      

Male 14.14±2.70 13.78±2.45 
2.448 1.186 0.119 

Female 14.10±2.64 15.52±2.27 

 

Age group   

 

   

10-19 14.15±2.68 14.00±2.26 

0.273 4.180 0.895 

20-29 13.89±2.80 13.82±2.60 

30-39 14.67±2.38 14.08±2.52 

40-49 14.67±0.00 14.00±1.81 

50-59 14.67±0.00 11.78±2.69 

 

Religion       

Islam 11.24±2.05 14.09±2.60 
 8.047 1.186 0.005* 

Christianity 14.41±2.52 13.85±2.46 

 

Marital status       

Married 13.27±2.46 12.82±2.21 

 0.815 2.184 0.444 Separated 10.67±0.00 13.76±2.35 

Never married 14.29±2.65 14.04±2.50 

 

Educational level   

 

   

Non formal 12.00±0.00 13.50±3.90 

2.049 3.182 0.109 
Primary 13.07±3.85 12.87±1.83 

Secondary 12.85±2.50 13.94±2.58 

Tertiary 14.92±2.31 14.02±2.42 

 

Employment status   

 

   

Unemployed 13.79±2.63 13.88±2.60 

0.464 3.182 0.708 
Employed 13.94±3.21 13.50±2.10 

Students 14.62±2.23 14.13±2.64 

Others 12.93±2.09 14.22±2.75 
 

*significant value; df = degree of freedom; F = 2-way Anova and statistically significant at p<0.05. 

 
 
 
penalties are laid out for those who use drugs and alcohol 
(Ali, 2014). Intoxication with drugs or alcohol is prohibited 
in Islam and such individuals are subjected to corporal 
punishment (Ali, 2014). The Quran clearly mentioned that 
using intoxicants is sinful and forbidden (Ali, 2014). This 
might be a reason for their lower overall quality of life 
because they have a problem which they know goes 
contrary to the tenets of Islam. Further work in this area 
will help elucidate possible explanations for this finding. 

Conclusion  
 
Gender difference occurred over a wide range of factors 
with clear dominance of substance use noted among the 
male sample, who were mostly students with secondary 
school education and practicing Islamic religion. 
Significant association was found between the quality of 
life and socio-demographic variables especially with 
multiple substance users.  
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Table 6: Comparison between sociodemographic variables and mean scores of the social relationship domain of 
WHOQOL-BREF in multiple and single substance users. 

 

Variables 
Multiple users Single users 

 

 

F Df P 
Mean ± SD Mean ± SD 

Gender      

Male 14.28±3.57 13.98±3.30 
0.309 1.186 0.579 

Female 14.29±3.52 15.24±2.16 

 

Age group   

 

 

   

10-19 14.36±3.49 14.55±3.05 

0.483 4.180 0.748 

20-29 13.98±3.56 13.96±3.17 

30-39 15.11±3.83 14.02±3.73 

40-49 14.67±0.00 14.48±1.20 

50-59 16.00±0.00 11.56±4.29 

 

Religion   
 

 

   

Islam 12.00±2.67 15.02±3.00 
5.125 1.186 0.025* 

Christianity 14.54±3.53 13.92±3.27 

 

Marital status   
 

 

 

   

Married 14.53±3.04 14.36±2.56 

1.234 2.184 0.294 Separated 9.33±0.00 14.55±2.70 

Never married 14.33±3.58 13.96±3.40 

 

Educational level   

 

 

   

Non formal 13.33±0.00 16.00±2.43 

1.860 3.182 0.138 
Primary 14.40±4.94 14.93±2.42 

Secondary 12.30±3.29 13.45±3.52 

Tertiary 15.33±3.10 14.12±3.22 

 

Employment status   

 

   

Unemployed 14.17±2.96 12.20±3.67 

1.791 3.182 0.151 
Employed 14.42±3.90 14.20±3.15 

Students 14.37±3.74 14.69±2.78 

Others 13.60±3.04 16.22±2.30 
 

*significant value; df = degree of freedom; F = 2-way Anova and statistically significant at p<0.05. 

 
 

Table 7: Comparison between sociodemographic variables and mean scores of the environmental health domain of 
WHOQOL-BREF in multiple and single substance users. 

 

Variables 
Multiple users Single users 

 

 

F Df P 
Mean ± SD Mean ± SD 

Gender      

Male 13.37±2.98 13.08±2.55 
4.455 1.186 0.036* 

Female 13.31±2.98 15.64±2.06 

 

Age group   

 

 

   

10-19 13.73±2.96 12.77±2.20 

1.707 4.180 0.150 
20-29 12.86±3.10 13.59±2.85 

30-39 14.29±2.68 12.97±2.45 

40-49 13.0±0.00 13.93±1.13 
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Table 7: Cont. 

 

50-59 15.50±0.00 11.00±3.61     

 

Religion   
 

 

   

Islam 11.50±1.91 13.50±2.84 
3.084 1.186 0.081 

Christianity 13.51±3.02 13.19±2.56 

 

Marital status   

 

 

   

Married 12.70±2.34 12.38±2.11 

1.349 2.184 0.262 Separated 9.50±0.00 14.00±2.14 

Never married 13.47±3.07 13.25±2.68 

 

Educational level       

Non formal 11.00±0.00 11.50±1.47 
 

 

 

 

0.359 

 

3.182 

 

0.783 

Primary 13.90±3.29 12.50±2.88 

Secondary 12.23±2.87 12.50±2.38 

Tertiary 13.86±2.93 13.78±2.58 

 

Employment status   

 

   

Unemployed 12.91±2.92 12.31±3.13 

0.569 3.182 0.636 
Employed 13.00±3.24 12.97±2.01 

Students 13.61±2.99 13.97±2.51 

Others 14.30±2.33 12.67±2.60 
 

*significant value; df = degree of freedom; F = 2-way Anova and statistically significant at p<0.05. 

 
 
Limitation   
 
The cross-sectional nature of the study forestalls drawing 
conclusions of causation but the correlation found 
suggests emphasis in improving physical, psychological 
and social well-being in rehabilitation of clients. 
 
 
RECOMMENDATION  
 
The use of longitudinal studies is suggested to assess the 
overall effect on outcome of treatment of SUD patients. 
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