
BackgroundBackground Large-scale communityLarge-scale community

studies ofthe prevalence ofmentalstudies ofthe prevalence ofmental

disorders using standardised assessmentdisordersusing standardised assessment

tools are rare in sub-Saharan Africa.tools are rare in sub-Saharan Africa.

AimsAims To conduct such a study.To conduct such a study.

MethodMethod Multistage stratified clusteredMultistage stratified clustered

sampling of households intheYoruba-sampling of households intheYoruba-

speakingparts of Nigeria.Face-to-facespeakingparts of Nigeria.Face-to-face

interviewsused theWorld Mental Healthinterviewsused theWorld Mental Health

version ofthe Composite Internationalversion ofthe Composite International

Diagnostic Interview (WMH^CIDI).Diagnostic Interview (WMH^CIDI).

ResultsResults Ofthe 4984 peopleOfthe 4984 people

interviewed (response rate 79.9%),12.1%interviewed (response rate 79.9%),12.1%

had a lifetimerate of at leastone DSM^IVhad a lifetimerate of at leastone DSM^IV

disorder and 5.8% had12-monthdisorder and 5.8% had12-month

disorders.Anxietydisorderswere thedisorders.Anxietydisorderswere the

mostcommon (5.7% lifetime, 4.1%mostcommon (5.7% lifetime, 4.1%

12-monthrates) but virtuallyno12-monthrates) but virtuallyno

generalised anxietyor post-traumaticgeneralised anxietyor post-traumatic

stress disorder were identified.Ofthestress disorderwere identified.Ofthe

23%whohadseriouslydisablingdisorders,23%whohadseriouslydisablingdisorders,

only about 8% hadreceived treatment inonly about 8% hadreceived treatment in

the preceding12 months.Treatmentwasthe preceding12 months.Treatmentwas

mostlyprovidedbygeneralmedicalmostlyprovidedbygeneralmedical

practitioners; only a fewwere treatedpractitioners; only a fewwere treated

byalternative practitioners such asby alternative practitioners such as

traditionalhealers.traditionalhealers.

ConclusionsConclusions The observed lowratesThe observed lowrates

seemto reflectdemographic andseemto reflectdemographic and

ascertainment factors.Therewas a largeascertainment factors.Therewas a large

burden of unmetneed forcare amongburden of unmetneed for care among

peoplewith serious disorders.peoplewith serious disorders.
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The emergence of fully structured diagnos-The emergence of fully structured diagnos-

tic interviews that do not require highlytic interviews that do not require highly

trained clinicians for their administrationtrained clinicians for their administration

has made large-scale and replicable epide-has made large-scale and replicable epide-

miological studies of mental disordersmiological studies of mental disorders

possible. Even with this development,possible. Even with this development,

such studies in developing countries aresuch studies in developing countries are

hampered by lack of resources and arehampered by lack of resources and are

particularly rare in Africa (Gureje & Alem,particularly rare in Africa (Gureje & Alem,

2000; Ayonrinde2000; Ayonrinde et alet al, 2004). Large-scale, 2004). Large-scale

surveys are expensive to mount and de-surveys are expensive to mount and de-

mand considerable expertise. Such exper-mand considerable expertise. Such exper-

tise and the necessary funding are nottise and the necessary funding are not

always available in research centres inalways available in research centres in

Africa (Alem & Kebede, 2003).Africa (Alem & Kebede, 2003).

There is a wide variation in the ratesThere is a wide variation in the rates

reported for both lifetime and 12-monthreported for both lifetime and 12-month

disorders across studies. For example, adisorders across studies. For example, a

12-month rate of 30% was reported for12-month rate of 30% was reported for

the USA, 23% for Australia and 9.6% forthe USA, 23% for Australia and 9.6% for

western Europe, even when broadly identi-western Europe, even when broadly identi-

cal ascertainment tools had been usedcal ascertainment tools had been used

(Kessler(Kessler et alet al, 1994; Andrews, 1994; Andrews et alet al, 2001;, 2001;

AlonsoAlonso et alet al, 2004). Although surveys, 2004). Although surveys

examining prevalence of disorders areexamining prevalence of disorders are

important, information on met and unmetimportant, information on met and unmet

need for treatment is also required, givenneed for treatment is also required, given

that having a diagnosable mental disorderthat having a diagnosable mental disorder

is not synonymous with need (Spitzer, 1998;is not synonymous with need (Spitzer, 1998;

RegierRegier et alet al, 2000) and that the rates of met, 2000) and that the rates of met

need also vary widely (Bijlneed also vary widely (Bijl et alet al, 2003)., 2003).

Here we present the results of the firstHere we present the results of the first

large-large-scale community study of mentalscale community study of mental

disorders in sub-Saharan Africa in whichdisorders in sub-Saharan Africa in which

face-to-face interviews were conducted toface-to-face interviews were conducted to

generate estimates of lifetime and 12-monthgenerate estimates of lifetime and 12-month

DSM–IV disorders (American PsychiatricDSM–IV disorders (American Psychiatric

Association, 1994). We present data onAssociation, 1994). We present data on

prevalence, socio-demographic correlatesprevalence, socio-demographic correlates

and service use.and service use.

METHODMETHOD

SampleSample

The Nigerian Survey of Mental Health andThe Nigerian Survey of Mental Health and

Well-Being (NSMHW) is a community-Well-Being (NSMHW) is a community-

based survey of the prevalence, impactbased survey of the prevalence, impact

and antecedents of mental disorders whichand antecedents of mental disorders which

was conducted between 2001 and 2003. Itwas conducted between 2001 and 2003. It

used a four-stage area probability samplingused a four-stage area probability sampling

of households to select respondents aged 18of households to select respondents aged 18

years and over. The survey was conductedyears and over. The survey was conducted

mainly in the Yoruba-speaking areas ofmainly in the Yoruba-speaking areas of

Nigeria, consisting of eight states in theNigeria, consisting of eight states in the

south-western and north-central regionssouth-western and north-central regions

(Lagos, Ogun, Osun, Oyo, Ondo, Ekiti,(Lagos, Ogun, Osun, Oyo, Ondo, Ekiti,

Kogi and Kwara). These states account forKogi and Kwara). These states account for

about 22% of the Nigerian populationabout 22% of the Nigerian population

(about 25 million persons). This report(about 25 million persons). This report

does not include the results of a much smal-does not include the results of a much smal-

ler component of the NSMHW conductedler component of the NSMHW conducted

in the Hausa, Ibo and Efik languages.in the Hausa, Ibo and Efik languages.

In the first stage of the sampling, usingIn the first stage of the sampling, using

an ordered list of all primary sampling unitsan ordered list of all primary sampling units

stratified on the basis of states and size, 40stratified on the basis of states and size, 40

primary sampling units were systematicallyprimary sampling units were systematically

selected with probability proportional toselected with probability proportional to

size. Each unit was a local governmentsize. Each unit was a local government

area, a geographic unit with a definedarea, a geographic unit with a defined

administrative and political structure. Inadministrative and political structure. In

the second stage, four enumeration areasthe second stage, four enumeration areas

were systematically selected from each pri-were systematically selected from each pri-

mary sampling unit. Enumeration areasmary sampling unit. Enumeration areas

are geographic subunits of local govern-are geographic subunits of local govern-

ment areas and consist of between 50–70ment areas and consist of between 50–70

housing units. They are a creation of thehousing units. They are a creation of the

National Population Commission and areNational Population Commission and are

used by the Commission in the conduct ofused by the Commission in the conduct of

national censuses.national censuses.

All the selected enumeration areas wereAll the selected enumeration areas were

visited by research interviewers prior to thevisited by research interviewers prior to the

interview phase of the survey and enumera-interview phase of the survey and enumera-

tion and listing of all the household unitstion and listing of all the household units

contained therein was conducted. Thesecontained therein was conducted. These

lists were entered into a centralised com-lists were entered into a centralised com-

puter data-file, thus creating a sample inputer data-file, thus creating a sample in

which the probability of any individualwhich the probability of any individual

household being selected to participate inhousehold being selected to participate in

the survey was equal for every householdthe survey was equal for every household

within an enumeration area. In the finalwithin an enumeration area. In the final

stage of the selection, which was conductedstage of the selection, which was conducted

during the interview phase of the survey,during the interview phase of the survey,

interviewers obtained a full listing of allinterviewers obtained a full listing of all

residents in the household from an infor-residents in the household from an infor-

mant. After identifying household residentsmant. After identifying household residents

who were aged 18 years or over and werewho were aged 18 years or over and were

fluent in the language of the studyfluent in the language of the study

(Yoruba), a probability procedure was used(Yoruba), a probability procedure was used

to select one respondent to be interviewed.to select one respondent to be interviewed.

The Kish table selection method was usedThe Kish table selection method was used

to select one eligible person as the respon-to select one eligible person as the respon-

dent. Only one such person was selecteddent. Only one such person was selected

per household, except for a random 25%per household, except for a random 25%

of households in which a secondary respon-of households in which a secondary respon-

dent, a spouse of the primary respondentdent, a spouse of the primary respondent

who had been interviewed, was alsowho had been interviewed, was also

selected for a study of assortative mating.selected for a study of assortative mating.

When the primary respondent was eitherWhen the primary respondent was either
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unavailable following repeated calls (upunavailable following repeated calls (up

to five calls were made) or refused toto five calls were made) or refused to

participate, no replacement was madeparticipate, no replacement was made

within the household. On the basis of thiswithin the household. On the basis of this

selection procedure, face-to-face interviewsselection procedure, face-to-face interviews

were conducted with 4984 respondentswere conducted with 4984 respondents

between February and November 2002.between February and November 2002.

The response rate was 79.9%. RespondentsThe response rate was 79.9%. Respondents

were informed about the study and pro-were informed about the study and pro-

vided consent, mostly verbal but sometimesvided consent, mostly verbal but sometimes

signed, before interviews were conducted.signed, before interviews were conducted.

The survey was approved by the UniversityThe survey was approved by the University

of Ibadan and University College Hospital,of Ibadan and University College Hospital,

Ibadan joint ethics review board.Ibadan joint ethics review board.

MeasuresMeasures

Diagnostic assessment was made with theDiagnostic assessment was made with the

use of the World Health Organization’suse of the World Health Organization’s

World Mental Health (WMH) SurveyWorld Mental Health (WMH) Survey

Initiative version of the Composite Interna-Initiative version of the Composite Interna-

tional Diagnostic interview (CIDI; Kesslertional Diagnostic interview (CIDI; Kessler

& Ustun, 2004). The CIDI is a fully& Ustun, 2004). The CIDI is a fully

structured diagnostic interview that is lay-structured diagnostic interview that is lay-

administered and can generate diagnosesadministered and can generate diagnoses

according to both the ICD–10 (Worldaccording to both the ICD–10 (World

Health Organization, 1992) and DSM–IVHealth Organization, 1992) and DSM–IV

criteria. We have used earlier versions ofcriteria. We have used earlier versions of

the CIDI extensively in Yoruba (Gurejethe CIDI extensively in Yoruba (Gureje etet

alal, 1992, 1995). The Yoruba version of, 1992, 1995). The Yoruba version of

the WMH–CIDI used in this survey wasthe WMH–CIDI used in this survey was

derived, as in earlier versions, using stand-derived, as in earlier versions, using stand-

ard protocols of iterative back translationard protocols of iterative back translation

conducted by panels of bilingual experts.conducted by panels of bilingual experts.

The WMH–CIDI primarily ascertains life-The WMH–CIDI primarily ascertains life-

time disorders. For respondents withtime disorders. For respondents with

lifetime occurrence of a disorder, follow-lifetime occurrence of a disorder, follow-

up questions allow a determination ofup questions allow a determination of

whether they have also experienced suchwhether they have also experienced such

disorders in the prior 12 months. Specifi-disorders in the prior 12 months. Specifi-

cally, we considered the occurrence ofcally, we considered the occurrence of

anxiety disorders (panic disorder, general-anxiety disorders (panic disorder, general-

ised anxiety disorder, agoraphobia withoutised anxiety disorder, agoraphobia without

panic disorder, specific phobia, socialpanic disorder, specific phobia, social

phobia, post-traumatic stress disorder,phobia, post-traumatic stress disorder,

obsessive–compulsive disorder), mood dis-obsessive–compulsive disorder), mood dis-

orders (major depressive disorder, dysthy-orders (major depressive disorder, dysthy-

mia, bipolar disorder) and substance usemia, bipolar disorder) and substance use

disorders (alcohol and drug abuse anddisorders (alcohol and drug abuse and

dependence). The DSM–IV organic exclu-dependence). The DSM–IV organic exclu-

sion rules were applied to all diagnosession rules were applied to all diagnoses

and so were hierarchy rules, except in theand so were hierarchy rules, except in the

case of substance use disorders, where mis-case of substance use disorders, where mis-

use is defined with or without dependence.use is defined with or without dependence.

SeveritySeverity

Ratings of severity associated with eachRatings of severity associated with each

disorder experienced in the prior 12 monthsdisorder experienced in the prior 12 months

were made. This was done by askingwere made. This was done by asking

respondents to focus on the month in therespondents to focus on the month in the

past year when the symptoms of the disor-past year when the symptoms of the disor-

der were most persistent and severe and toder were most persistent and severe and to

rate the disability associated with the disor-rate the disability associated with the disor-

der during that month using an expandedder during that month using an expanded

version of the Sheehan Disability Scalesversion of the Sheehan Disability Scales

(SDS; Sheehan(SDS; Sheehan et alet al, 1996). Four areas, 1996). Four areas

of functioning (work performance, house-of functioning (work performance, house-

hold maintenance, social life and intimatehold maintenance, social life and intimate

relationship) are assessed by the SDS on arelationship) are assessed by the SDS on a

0–10 visual analogue scale which also0–10 visual analogue scale which also

incorporates the verbal descriptors ‘none’incorporates the verbal descriptors ‘none’

(0), ‘mild’ (1–3), ‘moderate’ (4–6), ‘severe’(0), ‘mild’ (1–3), ‘moderate’ (4–6), ‘severe’

(7–9) and ‘very severe’ (10). The design of(7–9) and ‘very severe’ (10). The design of

the SDS, incorporating as it does boththe SDS, incorporating as it does both

visual and verbal dimensions for rating, isvisual and verbal dimensions for rating, is

particularly useful in a study such as ours,particularly useful in a study such as ours,

comprising a large number of respondentscomprising a large number of respondents

with no formal education. Respondentswith no formal education. Respondents

with any 12-month disorders were cate-with any 12-month disorders were cate-

gorised as having severe or moderategorised as having severe or moderate

disorder if they had a moderate or higherdisorder if they had a moderate or higher

rating on the SDS. All other cases of 12-rating on the SDS. All other cases of 12-

month disorders were rated as mild.month disorders were rated as mild.

Training and quality controlTraining and quality control

The interviews were conducted by 24The interviews were conducted by 24

trained interviewers, all of whom had attrained interviewers, all of whom had at

least a high-school education. Many hadleast a high-school education. Many had

been involved in field surveys and werebeen involved in field surveys and were

experienced at conducting face-to-faceexperienced at conducting face-to-face

interviews. Interviewers received a 2-weekinterviews. Interviewers received a 2-week

training consisting of an initial 6-day train-training consisting of an initial 6-day train-

ing by O.G., followed by a further 2 days ofing by O.G., followed by a further 2 days of

debriefing and review after each inter-debriefing and review after each inter-

viewer had conducted two pilot interviewsviewer had conducted two pilot interviews

in the field. Six supervisors, all of whomin the field. Six supervisors, all of whom

underwent the same level of training, mon-underwent the same level of training, mon-

itored the day-to-day implementation of theitored the day-to-day implementation of the

survey.survey.

Quality control was implemented atQuality control was implemented at

various levels. A supervisor was responsiblevarious levels. A supervisor was responsible

for the work of four interviewers andfor the work of four interviewers and

checked every questionnaire returned bychecked every questionnaire returned by

those interviewers for completeness andthose interviewers for completeness and

consistency. He or she made random fieldconsistency. He or she made random field

checks on at least 10% of each inter-checks on at least 10% of each inter-

viewer’s prospective respondents (more atviewer’s prospective respondents (more at

the beginning of the survey) to ensure thethe beginning of the survey) to ensure the

correct implementation of the protocolcorrect implementation of the protocol

and full adherence to the interview format.and full adherence to the interview format.

Special emphasis was placed on the detec-Special emphasis was placed on the detec-

tion of systematic errors or bias in thetion of systematic errors or bias in the

administration of the interview. Eachadministration of the interview. Each

supervisor made regular returns to thesupervisor made regular returns to the

project coordinator who, along with theproject coordinator who, along with the

principal investigator, also conductedprincipal investigator, also conducted

random checks on respondents in the field.random checks on respondents in the field.

During the fieldwork, regular debriefingDuring the fieldwork, regular debriefing

sessions were held when all interviewerssessions were held when all interviewers

and supervisors returned to the central of-and supervisors returned to the central of-

fice for review of experience and discussionfice for review of experience and discussion

of difficulties. Following data collection, anof difficulties. Following data collection, an

extensive data-cleaning process was con-extensive data-cleaning process was con-

ducted to identify and rectify inconsisten-ducted to identify and rectify inconsisten-

cies in dating, missing values, etc.cies in dating, missing values, etc.

Data analysisData analysis

In order to take account of the stratified,In order to take account of the stratified,

multistage sampling procedure and themultistage sampling procedure and the

associated clustering, weights were derivedassociated clustering, weights were derived

and applied to the rates presented in thisand applied to the rates presented in this

report. The first weighting adjusted forreport. The first weighting adjusted for

the probability of selection within house-the probability of selection within house-

holds and for non-response. Also, post-holds and for non-response. Also, post-

stratification adjustments to the target gen-stratification adjustments to the target gen-

der and age range were made to adjust forder and age range were made to adjust for

differences between the sample and thedifferences between the sample and the

total Nigerian population (according tototal Nigerian population (according to

2000 United Nations projections). The2000 United Nations projections). The

weight so derived, the ‘part 1 weight’, wasweight so derived, the ‘part 1 weight’, was

normalised to reset the sum of weights backnormalised to reset the sum of weights back

to the original sample size of 4984. A sec-to the original sample size of 4984. A sec-

ond weight, the ‘part 2 weight’, was alsoond weight, the ‘part 2 weight’, was also

derived and applied to a probability sub-derived and applied to a probability sub-

sample of the survey sample who com-sample of the survey sample who com-

pleted the long form of the interview (partpleted the long form of the interview (part

2;2; nn¼1682). The part 2 weight is a product1682). The part 2 weight is a product

of the part 1 weight as well as the empiricalof the part 1 weight as well as the empirical

probability of selection into the group withprobability of selection into the group with

the long interview. This probability variedthe long interview. This probability varied

according to the presence or absence of se-according to the presence or absence of se-

lected diagnostic symptoms. Thus, all parti-lected diagnostic symptoms. Thus, all parti-

cipants who endorsed a set of diagnosticcipants who endorsed a set of diagnostic

symptoms in part 1 of the interview weresymptoms in part 1 of the interview were

selected into part 2 with certainty (i.e. aselected into part 2 with certainty (i.e. a

probability of 1.0). All others were ran-probability of 1.0). All others were ran-

domly selected into part 2 with a constantdomly selected into part 2 with a constant

probability of 25%. The weight was thenprobability of 25%. The weight was then

normalised to reset the sum of weights backnormalised to reset the sum of weights back

to the sample size of 1682.to the sample size of 1682.

The analysis took account of the com-The analysis took account of the com-

plex sample design and weighting. Thus,plex sample design and weighting. Thus,

we used the Taylor series linearisationwe used the Taylor series linearisation

method implemented with the SUDAANmethod implemented with the SUDAAN

statistical package to estimate standardstatistical package to estimate standard

errors for proportions (SUDAAN versionerrors for proportions (SUDAAN version

8.0.1). Demographic correlates were8.0.1). Demographic correlates were

explored with logistic regression analysisexplored with logistic regression analysis

(Hosmer & Lemeshow, 2000) and the esti-(Hosmer & Lemeshow, 2000) and the esti-

mates of standard errors of the odds ratiomates of standard errors of the odds ratio

obtained were made using SUDAAN. Allobtained were made using SUDAAN. All

of the confidence intervals reported areof the confidence intervals reported are

adjusted for design effects.adjusted for design effects.

In this study we examined the associa-In this study we examined the associa-

tion between disorders and receipt oftion between disorders and receipt of

treatment on the one hand with socio-treatment on the one hand with socio-

demographic variables of age, gender,demographic variables of age, gender,

education and per capita income on theeducation and per capita income on the
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other. Per capita income was calculated byother. Per capita income was calculated by

dividing household income by the numberdividing household income by the number

of people in the household. Respondents’of people in the household. Respondents’

per capita income was categorised by relat-per capita income was categorised by relat-

ing each respondent’s income to the medianing each respondent’s income to the median

per capita income of the entire sample.per capita income of the entire sample.

Thus, an income was rated low if its ratioThus, an income was rated low if its ratio

to the median was 0.5 or less, low-averageto the median was 0.5 or less, low-average

if the ratio was 0.5–1.0, high-average if itif the ratio was 0.5–1.0, high-average if it

was 1.0–2.0 and high if it was over 2.0. Re-was 1.0–2.0 and high if it was over 2.0. Re-

sidence was classified as rural (fewer thansidence was classified as rural (fewer than

12 000 households), semi-urban (12 000–12 000 households), semi-urban (12 000–

20 000 households) or urban (more than20 000 households) or urban (more than

20 00020 000 households). Service providers werehouseholds). Service providers were

groupedgrouped into ‘general medical’ (essentiallyinto ‘general medical’ (essentially

general practitioners but also non-mental-general practitioners but also non-mental-

health specialists), ‘mental health’ (includ-health specialists), ‘mental health’ (includ-

ing psychologists, social workers, psychi-ing psychologists, social workers, psychi-

atric nurses), ‘healthcare’ (general nurses,atric nurses), ‘healthcare’ (general nurses,

counsellors and other trained health work-counsellors and other trained health work-

ers) and ‘non-health’ (mostly alternativeers) and ‘non-health’ (mostly alternative

or traditional health workers).or traditional health workers).

RESULTSRESULTS

Sample characteristicsSample characteristics

Table 1 presents the age and gender distri-Table 1 presents the age and gender distri-

butions of the sample. It was composed ofbutions of the sample. It was composed of

about 52% women and there was aabout 52% women and there was a

predominance of people aged less than 35predominance of people aged less than 35

years (about 55%). These weighted figuresyears (about 55%). These weighted figures

are close to the Nigerian national profileare close to the Nigerian national profile

as indicated by the United Nations 2000as indicated by the United Nations 2000

projections (the last national census inprojections (the last national census in

Nigeria was held in 1991).Nigeria was held in 1991).

Prevalence of disordersPrevalence of disorders

Table 2 shows that 12.1% of the sampleTable 2 shows that 12.1% of the sample

had had at least one lifetime DSM–IV dis-had had at least one lifetime DSM–IV dis-

order and that 5.6% had experienced atorder and that 5.6% had experienced at

least one of the disorders in the prior 12least one of the disorders in the prior 12

months. Specific phobia was the most com-months. Specific phobia was the most com-

mon disorder, occurring in 5.4% ever inmon disorder, occurring in 5.4% ever in

lifetime and in 3.5% in the prior 12 monthslifetime and in 3.5% in the prior 12 months

(Table 2). The rates for the other anxiety(Table 2). The rates for the other anxiety

disorders were substantially lower. In thisdisorders were substantially lower. In this

sample generalised anxiety disorder andsample generalised anxiety disorder and

post-traumatic stress disorder (PTSD) aspost-traumatic stress disorder (PTSD) as

identified by the WMH–CIDI, were virtuallyidentified by the WMH–CIDI, were virtually

absent. Lifetime prevalence of major deabsent. Lifetime prevalence of major depres-pres-

sive disorder was 3.3% while that ofsive disorder was 3.3% while that of

alcohol abuse was 2.8%. Differences inalcohol abuse was 2.8%. Differences in

the lifetime rates of the disorder groupsthe lifetime rates of the disorder groups

were generally less remarkable than thosewere generally less remarkable than those

in the 12-month rates. For example, thein the 12-month rates. For example, the

ratio of the lifetime rates of mood disordersratio of the lifetime rates of mood disorders

to anxiety disorders was 1:1.4 whereas itto anxiety disorders was 1:1.4 whereas it

was 1:3.2 for the 12-month rates. Mostwas 1:3.2 for the 12-month rates. Most

(94.4%) of those with 12-month disorders(94.4%) of those with 12-month disorders

had only one disorder. Two 12-monthhad only one disorder. Two 12-month

disorders were identified in 0.3% of thedisorders were identified in 0.3% of the

sample, and three disorders in 0.1%.sample, and three disorders in 0.1%.

Most of the disorders were mild (77.1%).Most of the disorders were mild (77.1%).

However, this broad characterisation hidesHowever, this broad characterisation hides

differences in the proportions of seriousdifferences in the proportions of serious

cases within disorders. For example, thecases within disorders. For example, the

few cases of obsessive–compulsive disorderfew cases of obsessive–compulsive disorder

identified were serious, whereas only a fewidentified were serious, whereas only a few

of those with specific phobia had disablingof those with specific phobia had disabling

conditions. Predictably, a much higher pro-conditions. Predictably, a much higher pro-

portion of people with two disorders (53%)portion of people with two disorders (53%)

and three disorders (76%) were rated asand three disorders (76%) were rated as

having a serious disorder.having a serious disorder.

TreatmentTreatment

Treatment for mental health problems inTreatment for mental health problems in

the previous 12 months was reported bythe previous 12 months was reported by

about 1.2% of the sample. Table 3 showsabout 1.2% of the sample. Table 3 shows

that less than 10% of those with disorders,that less than 10% of those with disorders,

irrespective of whether the disorder wasirrespective of whether the disorder was

serious or mild, had received any form ofserious or mild, had received any form of

treatment for mental disorders any time intreatment for mental disorders any time in

the 12-month period. Most were receivingthe 12-month period. Most were receiving

treatment from general practitioners andtreatment from general practitioners and

from non-mental-health specialists. Onlyfrom non-mental-health specialists. Only

about 0.6% of those with seriousabout 0.6% of those with serious

disorders had received treatment in a spe-disorders had received treatment in a spe-

cialist setting; conversely, almost 2% hadcialist setting; conversely, almost 2% had

been in the care of alternative or traditionalbeen in the care of alternative or traditional

practitioners. Among those with no DSM–practitioners. Among those with no DSM–

IV disorder (many of whom mightIV disorder (many of whom might

nevertheless have had symptoms of psycho-nevertheless have had symptoms of psycho-

logical distress), 0.7% were in treatment.logical distress), 0.7% were in treatment.

Of these, a substantial proportion (0.4%)Of these, a substantial proportion (0.4%)

were receiving treatment from alternativewere receiving treatment from alternative

or traditional health practitioners.or traditional health practitioners.

Correlates of lifetime andCorrelates of lifetime and
12-month disorders12-month disorders

There were only a few socio-demographicThere were only a few socio-demographic

predictors of disorders. Women were lesspredictors of disorders. Women were less

likely to have a lifetime disorder thanlikely to have a lifetime disorder than

men, but this was not the case for 12-men, but this was not the case for 12-

month disorders (Table 4). When groupsmonth disorders (Table 4). When groups

of disorders were examined (not in theof disorders were examined (not in the

table), women were significantly less likelytable), women were significantly less likely

to have either a lifetime or a 12-monthto have either a lifetime or a 12-month

diagnosis of a substance use disorder, butdiagnosis of a substance use disorder, but

were not different from men in regardwere not different from men in regard

to the other disorder groups. In par-to the other disorder groups. In par-

ticular, neither the risk of lifetime disorderticular, neither the risk of lifetime disorder

(OR(OR¼1.2, 95% CI 0.9–1.7) or risk of1.2, 95% CI 0.9–1.7) or risk of

12-month12-month disorder (ORdisorder (OR¼0.9, 95% CI0.9, 95% CI

0.3–2.6) was significantly higher for0.3–2.6) was significantly higher for

women than for men. Income waswomen than for men. Income was

related to the probability of having arelated to the probability of having a

disorder, especially a lifetime disorder.disorder, especially a lifetime disorder.

Surprisingly, compared with participantsSurprisingly, compared with participants

in the highest income level those in the low-in the highest income level those in the low-

er income groups were less likely to have aer income groups were less likely to have a

disorder. Participants living in semi-urbandisorder. Participants living in semi-urban

areas (but not those in rural areas) wereareas (but not those in rural areas) were

significantly less likely than those in urbansignificantly less likely than those in urban
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Table 1Table 1 Demographic distribution of the sample comparedwith the population on post-stratificationDemographic distribution of the sample comparedwith the population on post-stratification

variablesvariables

Part 1Part 1 Part 2Part 2 CensusCensus11

UnweightedUnweighted WeightedWeighted UnweightedUnweighted WeightedWeighted

%% %% %% %%

%%

Age, yearsAge, years

18^2418^24 16.716.7 27.027.0 14.914.9 27.027.0 27.027.0

25^2925^29 14.914.9 15.215.2 14.614.6 15.215.2 15.215.2

30^3430^34 13.013.0 13.113.1 13.613.6 13.113.1 13.113.1

35^3935^39 10.310.3 10.410.4 11.411.4 10.410.4 10.410.4

40^4440^44 8.68.6 8.08.0 8.98.9 8.08.0 8.08.0

45^4945^49 5.85.8 6.06.0 5.85.8 6.06.0 6.06.0

50^5450^54 7.17.1 5.85.8 7.07.0 5.85.8 5.85.8

55^5955^59 4.14.1 4.74.7 4.24.2 4.84.8 4.84.8

60^6460^64 6.36.3 3.73.7 7.17.1 3.73.7 3.73.7

65^6965^69 3.63.6 2.72.7 4.04.0 2.72.7 2.72.7

70^7470^74 4.34.3 1.61.6 4.14.1 1.61.6 1.81.8

75+75+ 5.45.4 1.81.8 4.54.5 1.81.8 1.71.7

GenderGender

MaleMale 45.845.8 48.848.8 46.146.1 49.049.0 49.049.0

FemaleFemale 54.254.2 51.251.2 53.953.9 51.051.0 51.051.0

1. United Nations 2000 projections from the1991Nigerian national census.1. United Nations 2000 projections from the1991Nigerian national census.

https://doi.org/10.1192/bjp.188.5.465 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.188.5.465


GUREJE E T ALGUREJE ET AL

areas to have lifetime and 12-monthareas to have lifetime and 12-month

disorders.disorders.

DISCUSSIONDISCUSSION

In considering the findings reported here,In considering the findings reported here,

several general caveats are important toseveral general caveats are important to

note. It is possible that the rates reportednote. It is possible that the rates reported

here underestimate the occurrence ofhere underestimate the occurrence of

mental disorders in the community for amental disorders in the community for a

number of reasons. First, in a setting wherenumber of reasons. First, in a setting where

mental illness is still highly stigmatisedmental illness is still highly stigmatised

(Gureje(Gureje et alet al, 2005), symptoms of such ill-, 2005), symptoms of such ill-

ness might be embarrassing and so moreness might be embarrassing and so more

likely to be denied. Second, respondentslikely to be denied. Second, respondents

might find health assessment by laymight find health assessment by lay

interviewers novel and feel less inclined tointerviewers novel and feel less inclined to

disclose their symptoms. Third, we havedisclose their symptoms. Third, we have

focused on categorical DSM–IV disorders;focused on categorical DSM–IV disorders;

however, there is evidence from previoushowever, there is evidence from previous

studies by us that people who do not meetstudies by us that people who do not meet

the full criteria to receive a categoricalthe full criteria to receive a categorical

diagnosis but who might have some psy-diagnosis but who might have some psy-

chological symptoms might neverthelesschological symptoms might nevertheless

have associated disabilities that are similarhave associated disabilities that are similar

to those with categorical diagnoses (Gureje,to those with categorical diagnoses (Gureje,

2000). Finally, this report does not include2000). Finally, this report does not include

data on non-affective psychoses, becausedata on non-affective psychoses, because

the WMH–CIDI has only screening ques-the WMH–CIDI has only screening ques-

tions for psychosis, which do not permittions for psychosis, which do not permit

diagnostic assignment. Even though peoplediagnostic assignment. Even though people

with non-affective psychoses might other-with non-affective psychoses might other-

wise have been captured as meeting the cri-wise have been captured as meeting the cri-

teria for one of the assessed disorders, someteria for one of the assessed disorders, some

might still have been missed.might still have been missed.

PrevalencePrevalence

Having considered some general limita-Having considered some general limita-

tions, the findings suggest that about 1 intions, the findings suggest that about 1 in

17 respondents had a DSM disorder in the17 respondents had a DSM disorder in the

previous 12 months whereas about 1 in 8previous 12 months whereas about 1 in 8

had had a lifetime disorder. As in other set-had had a lifetime disorder. As in other set-

tings (Kesslertings (Kessler et alet al, 1994; Andrews, 1994; Andrews et alet al,,

2001), anxiety disorders were the most fre-2001), anxiety disorders were the most fre-

quent, occurring in 4.1% of the sample inquent, occurring in 4.1% of the sample in

the previous 12 months and 5.7% in thethe previous 12 months and 5.7% in the

lifetime. Substance use disorders were sur-lifetime. Substance use disorders were sur-

prisingly relatively common: the 12-monthprisingly relatively common: the 12-month

rate of 0.5% for alcohol abuse is close torate of 0.5% for alcohol abuse is close to

that of 0.7% for alcohol abuse reportedthat of 0.7% for alcohol abuse reported

for six European countries (Alonsofor six European countries (Alonso et alet al,,

2004). The overall rates of 12.1% for life-2004). The overall rates of 12.1% for life-

time disorder and 5.8% for 12-month dis-time disorder and 5.8% for 12-month dis-

order are lower than the respective ratesorder are lower than the respective rates

of 25.0% and 9.6% reported for the sixof 25.0% and 9.6% reported for the six

European countries in which identical as-European countries in which identical as-

certainment procedures were used (Alonsocertainment procedures were used (Alonso

et alet al, 2004) and considerably lower than, 2004) and considerably lower than

those reported in previous studies using ear-those reported in previous studies using ear-

lier versions of the CIDI (Kesslerlier versions of the CIDI (Kessler et alet al,,

1994; Bijl1994; Bijl et alet al, 1998; Andrews, 1998; Andrews et alet al, 2001)., 2001).

Why are the rates low?Why are the rates low?

Although some of the variation in rates mayAlthough some of the variation in rates may

in part be due to the use of different ver-in part be due to the use of different ver-

sions of the ascertainment tool, there maysions of the ascertainment tool, there may

be other more fundamental differences atbe other more fundamental differences at

play. First, significant variations may existplay. First, significant variations may exist

in the true rates of mental disorders acrossin the true rates of mental disorders across

cultures, just as is true for physical dis-cultures, just as is true for physical dis-

orders. Significantly lower rates of disorderorders. Significantly lower rates of disorder

may reflect both a differential age at onsetmay reflect both a differential age at onset

and the age structure of the population. Ifand the age structure of the population. If

a substantial proportion of the sample isa substantial proportion of the sample is

yet to live through the median age at onsetyet to live through the median age at onset
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Table 2Table 2 Prevalence of lifetime and12-month DSM^IVdisordersPrevalence of lifetime and12-month DSM^IVdisorders

DisorderDisorder11 LifetimeLifetime

% (s.e.)% (s.e.)

12-month12-month

% (s.e.)% (s.e.)

Anxiety disordersAnxiety disorders

Panic disorderPanic disorder 0.2 (0.1)0.2 (0.1) 0.1 (0.0)0.1 (0.0)

Generalised anxiety disorderGeneralised anxiety disorder 0.1 (0.0)0.1 (0.0) 0.0 (0.0)0.0 (0.0)

Specific phobiaSpecific phobia 5.4 (0.7)5.4 (0.7) 3.5 (0.5)3.5 (0.5)

Social phobiaSocial phobia 0.3 (0.3)0.3 (0.3) 0.3 (0.3)0.3 (0.3)

Agoraphobia without panicAgoraphobia without panic 0.4 (0.3)0.4 (0.3) 0.2 (0.1)0.2 (0.1)

Post-traumatic stress disorderPost-traumatic stress disorder22 0.0 (0.0)0.0 (0.0) 0.0 (0.0)0.0 (0.0)

Obsessive^compulsive disorderObsessive^compulsive disorder 0.1 (0.1)0.1 (0.1) 0.1 (0.1)0.1 (0.1)

Any anxiety disorderAny anxiety disorder33 5.7 (0.7)5.7 (0.7) 4.1 (0.6)4.1 (0.6)

Mood disordersMood disorders

Major depressive disorderMajor depressive disorder 3.3 (0.3)3.3 (0.3) 1.0 (0.1)1.0 (0.1)

Minor depressive disorderMinor depressive disorder 0.8 (0.2)0.8 (0.2) 0.2 (0.1)0.2 (0.1)

DysthymiaDysthymia 0.2 (0.1)0.2 (0.1) 0.1 (0.0)0.1 (0.0)

Bipolar disorder (I, II)Bipolar disorder (I, II) 0.0 (0.0)0.0 (0.0) 0.0 (0.0)0.0 (0.0)

Anymood disorderAnymood disorder 4.1 (0.4)4.1 (0.4) 1.3 (0.2)1.3 (0.2)

Substance use disordersSubstance use disorders

Alcohol abuseAlcohol abuse 2.8 (0.5)2.8 (0.5) 0.5 (0.2)0.5 (0.2)

Alcohol dependenceAlcohol dependence 0.2 (0.1)0.2 (0.1) 0.1 (0.0)0.1 (0.0)

Drug abuseDrug abuse22 1.0 (0.3)1.0 (0.3) 0.2 (0.1)0.2 (0.1)

Drug dependenceDrug dependence33 0.0 (0.0)0.0 (0.0) 0.0 (0.0)0.0 (0.0)

Any substance use disorderAny substance use disorder22 3.9 (0.5)3.9 (0.5) 0.8 (0.2)0.8 (0.2)

Any disorderAny disorder

AnyAny 12.1 (1.0)12.1 (1.0) 5.8 (0.7)5.8 (0.7)

1. Diagnosed with theWorld Mental Health Survey Initiative version of the Composite International Diagnostic1. Diagnosed with theWorld Mental Health Survey Initiative version of the Composite International Diagnostic
Interview.Interview.
2. Part 2 sample.2. Part 2 sample.
3. Part 2 sample.No adjustment ismade for the fact that one ormore disorders in the category were not assessed for3. Part 2 sample.No adjustment ismade for the fact that one ormore disorders in the category were not assessed for
all part 2 respondents.all part 2 respondents.

Table 3Table 3 Association of12-month disorder severity with treatment typeAssociation of12-month disorder severity with treatment type

TreatmentTreatment SeveritySeverity Any treatmentAny treatment

SeriousSerious MildMild NoneNone

% (s.e.)% (s.e.) % (s.e.)% (s.e.) % (s.e.)% (s.e.)

% (s.e.)% (s.e.)

General medicalGeneral medical 6.1 (3.6)6.1 (3.6) 9.2 (3.0)9.2 (3.0) 0.3 (0.1)0.3 (0.1) 0.7 (0.2)0.7 (0.2)

Mental healthMental health 0.6 (0.6)0.6 (0.6) 0.0 (0.0)0.0 (0.0) 0.0 (0.0)0.0 (0.0) 0.0 (0.0)0.0 (0.0)

HealthcareHealthcare 6.7 (3.7)6.7 (3.7) 9.2 (3.0)9.2 (3.0) 0.3 (0.1)0.3 (0.1) 0.8 (0.2)0.8 (0.2)

Non-healthcareNon-healthcare11 1.6 (1.8)1.6 (1.8) 0.0 (0.0)0.0 (0.0) 0.4 (0.3)0.4 (0.3) 0.4 (0.2)0.4 (0.2)

Any treatmentAny treatment 8.3 (4.7)8.3 (4.7) 9.2 (3.0)9.2 (3.0) 0.7 (0.3)0.7 (0.3) 1.2 (0.2)1.2 (0.2)

No treatmentNo treatment 91.7 (4.7)91.7 (4.7) 90.8 (3.0)90.8 (3.0) 99.3 (0.3)99.3 (0.3) 98.8 (0.2)98.8 (0.2)

1. Mainly traditional medicine.1. Mainly traditionalmedicine.
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for a disorder, the rate of that disorder mayfor a disorder, the rate of that disorder may

be low. For example, the mean age of ourbe low. For example, the mean age of our

part 2 sample was 35 years (s.e.part 2 sample was 35 years (s.e.¼0.37).0.37).

However, using the actuarial method toHowever, using the actuarial method to

estimate age at onset (Halli & Rao,estimate age at onset (Halli & Rao,

1992), we found that the median age at on-1992), we found that the median age at on-

set for any mood disorder (i.e. the 50th per-set for any mood disorder (i.e. the 50th per-

centile on the age-at-onset distribution) incentile on the age-at-onset distribution) in

our sample was 45 years. This is consider-our sample was 45 years. This is consider-

ably higher than the age of 30 yearsably higher than the age of 30 years

reported by Kesslerreported by Kessler et alet al (2005) in their(2005) in their

US sample. Second, the ascertainment toolUS sample. Second, the ascertainment tool

may perform differently in different cul-may perform differently in different cul-

tural settings. Cultures may differ in thetural settings. Cultures may differ in the

likelihood that respondents in communitylikelihood that respondents in community

surveys will endorse sufficient symptomssurveys will endorse sufficient symptoms

to reach diagnostic thresholds. In thisto reach diagnostic thresholds. In this

regard, the near-absence of DSM–IVregard, the near-absence of DSM–IV

generalised anxiety disorder and PTSD isgeneralised anxiety disorder and PTSD is

striking. We examined the possibility thatstriking. We examined the possibility that

people with the former disorder might havepeople with the former disorder might have

been systematically missed in our sample asbeen systematically missed in our sample as

a result of ascertainment procedure. Thea result of ascertainment procedure. The

screening questions for generalised anxietyscreening questions for generalised anxiety

disorder in the WMH–CIDI ask whetherdisorder in the WMH–CIDI ask whether

respondents have ever had a period ofrespondents have ever had a period of

persistent worry, nervousness or anxiety.persistent worry, nervousness or anxiety.

Individuals who endorse any of theseIndividuals who endorse any of these

screens are referred to the specific sectionscreens are referred to the specific section

for generalised anxiety disorder, in whichfor generalised anxiety disorder, in which

they are asked to indicate their sources ofthey are asked to indicate their sources of

worry; if they indicate only one specificworry; if they indicate only one specific

source of worry, rather than several orsource of worry, rather than several or

unknown, they are skipped out of the sec-unknown, they are skipped out of the sec-

tion and assumed to be unlikely to havetion and assumed to be unlikely to have

the disorder. In our survey, 22% ofthe disorder. In our survey, 22% of

the part 1 sample endorsed one of thethe part 1 sample endorsed one of the

screening questions for generalised anxietyscreening questions for generalised anxiety

disorder; however, when taken to the speci-disorder; however, when taken to the speci-

fic section, 88% of those screening positivefic section, 88% of those screening positive

indicated only one source of worry andindicated only one source of worry and

were skipped out of the section. Most ofwere skipped out of the section. Most of

these identified ‘the economy’ or ‘personalthese identified ‘the economy’ or ‘personal

finances’ as their sole source of worry. Anfinances’ as their sole source of worry. An

indication that they were neverthelessindication that they were nevertheless

impaired (and might have been wronglyimpaired (and might have been wrongly

classified as non-cases) was provided byclassified as non-cases) was provided by

comparing them with those who had notcomparing them with those who had not

screened positive using an item in thescreened positive using an item in the

World Health Organization DisabilityWorld Health Organization Disability

Assessment Schedule (RehmAssessment Schedule (Rehm et alet al, 1999),, 1999),

which forms part of the WMH–CIDI.which forms part of the WMH–CIDI.

Those who had endorsed a generalisedThose who had endorsed a generalised

anxiety disorder screening question wereanxiety disorder screening question were

significantly more likely to report that insignificantly more likely to report that in

the month before interview ‘health-relatedthe month before interview ‘health-related

problems caused [them] difficulties eitherproblems caused [them] difficulties either

getting along with people, maintaining agetting along with people, maintaining a

normal social life, or participating in socialnormal social life, or participating in social

activities’ than those who had not endorsedactivities’ than those who had not endorsed

such a screening question, after controllingsuch a screening question, after controlling

for age, the presence of any current DSM–for age, the presence of any current DSM–

IV disorder and any self-reported medicalIV disorder and any self-reported medical

disorder (ORdisorder (OR¼3.5, 95% CI 1.2–10.2;3.5, 95% CI 1.2–10.2;

PP550.03). In this regard, the suggestion by0.03). In this regard, the suggestion by

Kessler (2000) that the DSM criterionKessler (2000) that the DSM criterion

ruling out generalised anxiety disorderruling out generalised anxiety disorder

if persistent worry could be regarded asif persistent worry could be regarded as

justified might make socio-economicallyjustified might make socio-economically

disadvantaged persons with chronic lifedisadvantaged persons with chronic life

situations unlikely to fulfil the criteria forsituations unlikely to fulfil the criteria for

this disorder seems plausible. Perhaps otherthis disorder seems plausible. Perhaps other

factors, including ethnicity, are involved asfactors, including ethnicity, are involved as

well, given the lower rates of disorderswell, given the lower rates of disorders

often observed among Black people com-often observed among Black people com-

pared with White people in populationpared with White people in population

surveys (Kesslersurveys (Kessler et alet al, 1994)., 1994).

Severity and service useSeverity and service use

Most of the disorders recorded in our sam-Most of the disorders recorded in our sam-

ple were mild. Indeed, just about 23% ofple were mild. Indeed, just about 23% of

the cases were of moderate or serious sever-the cases were of moderate or serious sever-

ity. This finding is consonant with those ofity. This finding is consonant with those of

others, which suggests that although mentalothers, which suggests that although mental

disorders are common in the community, adisorders are common in the community, a

large proportion of those with such dis-large proportion of those with such dis-

orders nevertheless manage to functionorders nevertheless manage to function

without considerable functional limitationswithout considerable functional limitations

(Bijl(Bijl et alet al, 1998; Narrow, 1998; Narrow et alet al, 2002; WHO, 2002; WHO

World Mental Health Survey Consortium,World Mental Health Survey Consortium,

2004). These findings support the con-2004). These findings support the con-

tention that prevalence studies in thetention that prevalence studies in the

community require complementary assess-community require complementary assess-

ment of severity in order to set the needment of severity in order to set the need

for care in context (Regierfor care in context (Regier et alet al, 2000)., 2000).

Our findings with regard to serviceOur findings with regard to service

utilisation are striking for the extent of un-utilisation are striking for the extent of un-

met need they show. If we regard the indexmet need they show. If we regard the index

for need of a service as the presence of notfor need of a service as the presence of not

just a disorder but of its associated disable-just a disorder but of its associated disable-

ment, people with serious disorders wouldment, people with serious disorders would

be classified as being particularly in needbe classified as being particularly in need

of service. However, even in this group,of service. However, even in this group,
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Table 4Table 4 Socio-demographic predictors of lifetime and12-month prevalencesSocio-demographic predictors of lifetime and12-month prevalences

Any lifetime disorderAny lifetime disorder Any12-month disorderAny12-month disorder

OROR (95% CI)(95% CI) OROR (95% CI)(95% CI)

GenderGender

MaleMale 1.01.0 1.01.0

FemaleFemale 0.7*0.7* (0.5^0.97)(0.5^0.97) 0.90.9 (0.6^1.4)(0.6^1.4)

Age, yearsAge, years

18^3418^34 1.01.0 1.01.0

35^4935^49 1.7*1.7* (1.0^2.7)(1.0^2.7) 1.21.2 (0.7^2.2)(0.7^2.2)

50^6450^64 2.2*2.2* (1.5^3.2)(1.5^3.2) 2.1*2.1* (1.3^3.4)(1.3^3.4)

65 and over65 and over 1.21.2 (0.7^1.9)(0.7^1.9) 0.80.8 (0.5^1.4)(0.5^1.4)

Family incomeFamily income

LowLow 0.7*0.7* (0.5^1.0)(0.5^1.0) 0.60.6 (0.2^1.4)(0.2^1.4)

Low-averageLow-average 0.80.8 (0.5^1.1)(0.5^1.1) 0.70.7 (0.4^1.2)(0.4^1.2)

High-averageHigh-average 0.6*0.6* (0.4^0.9)(0.4^0.9) 0.4*0.4* (0.2^0.7)(0.2^0.7)

HighHigh 1.01.0 1.01.0

Marital statusMarital status

Married/cohabitingMarried/cohabiting 1.01.0 1.01.0

Separated/widowed/divorcedSeparated/widowed/divorced 1.11.1 (0.7^1.8)(0.7^1.8) 1.21.2 (0.6^2.2)(0.6^2.2)

Never marriedNevermarried 0.70.7 (0.4^1.3)(0.4^1.3) 0.90.9 (0.5^1.7)(0.5^1.7)

Years of educationYears of education

No formal educationNo formal education 1.21.2 (0.7^2.0)(0.7^2.0) 1.71.7 (0.8^3.6)(0.8^3.6)

1^61^6 0.90.9 (0.5^1.8)(0.5^1.8) 1.41.4 (0.5^3.6)(0.5^3.6)

7^127^12 1.01.0 (0.6^1.6)(0.6^1.6) 1.51.5 (0.9^2.5)(0.9^2.5)

13 ormore13 or more 1.01.0 1.01.0

ResidenceResidence

UrbanUrban 1.01.0 1.01.0

Semi-urbanSemi-urban 0.8*0.8* (0.6^1.0)(0.6^1.0) 0.7*0.7* (0.5^0.9)(0.5^0.9)

RuralRural 0.90.9 (0.7^1.2)(0.7^1.2) 0.80.8 (0.6^1.1)(0.6^1.1)

**PP550.05, two-sided test.0.05, two-sided test.
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only about 1 in 11 had received any form ofonly about 1 in 11 had received any form of

service. It could be said that for many inservice. It could be said that for many in

this group specialist service might be thethis group specialist service might be the

best option for care, but less than 1% ofbest option for care, but less than 1% of

them reported being in specialist treatmentthem reported being in specialist treatment

in the previous 12 months. This findingin the previous 12 months. This finding

is hardly surprising, given that Nigeriais hardly surprising, given that Nigeria

has fewer than 100 psychiatrists for itshas fewer than 100 psychiatrists for its

population of about 114 million persons.population of about 114 million persons.

Also, a publicationAlso, a publication by the World Healthby the World Health

Organization (2001) shows that mentalOrganization (2001) shows that mental

health services are hampered by grosslyhealth services are hampered by grossly

inadequate personnel and facilities.inadequate personnel and facilities.

As well as participants with mild dis-As well as participants with mild dis-

orders, some with no DSM–IV disorderorders, some with no DSM–IV disorder

were also in receipt of treatment. It is poss-were also in receipt of treatment. It is poss-

ible that many of the latter were experien-ible that many of the latter were experien-

cing symptoms but did not reach thecing symptoms but did not reach the

diagnostic threshold for a DSM–IV disor-diagnostic threshold for a DSM–IV disor-

der. Does this constitute a waste of re-der. Does this constitute a waste of re-

sources, given the shortfall in service tosources, given the shortfall in service to

the more severe cases? Perhaps not. In athe more severe cases? Perhaps not. In a

previous study we have shown that peopleprevious study we have shown that people

with subclinical symptoms may neverthe-with subclinical symptoms may neverthe-

less be at elevated risk of poor health out-less be at elevated risk of poor health out-

comes 1 year later (Gureje, 2000); that is,comes 1 year later (Gureje, 2000); that is,

subclinical syndromes are often predictivesubclinical syndromes are often predictive

of disability at 12-month follow-up. In-of disability at 12-month follow-up. In-

deed, the observation that people who diddeed, the observation that people who did

not receive a DSM–IV diagnosis might havenot receive a DSM–IV diagnosis might have

been missed because of methodological fac-been missed because of methodological fac-

tors rather than an absence of impairmenttors rather than an absence of impairment

suggests that categorical diagnoses ascer-suggests that categorical diagnoses ascer-

tained in epidemiological surveys have theirtained in epidemiological surveys have their

limitations. In the context of our setting,limitations. In the context of our setting,

therefore, diversion of resources from mildtherefore, diversion of resources from mild

or subclinical cases to the more severe casesor subclinical cases to the more severe cases

is not the solution. Providing more serviceis not the solution. Providing more service

to everyone in need is likely to be a betterto everyone in need is likely to be a better

approach (Stein & Gureje, 2004). Thatapproach (Stein & Gureje, 2004). That

need may have to be determined by theneed may have to be determined by the

presence of symptoms and associatedpresence of symptoms and associated

impairment rather than by a categoricalimpairment rather than by a categorical

diagnosis. It is also clear that in a settingdiagnosis. It is also clear that in a setting

with few specialist, medical or nursingwith few specialist, medical or nursing

staff, service can only be realistically pro-staff, service can only be realistically pro-

vided to the many in need by primaryvided to the many in need by primary

healthcare workers with basic but relevanthealthcare workers with basic but relevant

training in the identification and treatmenttraining in the identification and treatment

of common mental disorders.of common mental disorders.

Surprisingly, only a small proportion ofSurprisingly, only a small proportion of

respondents had received any treatmentrespondents had received any treatment

from traditional healers. This observationfrom traditional healers. This observation

is likely to reflect the fact that the questionsis likely to reflect the fact that the questions

about service use were specifically relatedabout service use were specifically related

to the syndromes assessed in the interviews.to the syndromes assessed in the interviews.

It is not unlikely that even when traditionalIt is not unlikely that even when traditional

healers had been contacted, the presentinghealers had been contacted, the presenting

symptoms had been physical rather thansymptoms had been physical rather than

those elicited in the interview.those elicited in the interview.

Socio-demographic predictorsSocio-demographic predictors
of prevalenceof prevalence

Other than the clear association of maleOther than the clear association of male

gender with substance use disorders andgender with substance use disorders and

the observation that women were less likelythe observation that women were less likely

than men to have a lifetime disorder, therethan men to have a lifetime disorder, there

was no striking gender difference in preva-was no striking gender difference in preva-

lence or disorder type. In particular, thelence or disorder type. In particular, the

common observation of an association ofcommon observation of an association of

female gender with mood disorders, parti-female gender with mood disorders, parti-

cularly with depression (Kessler, 2003),cularly with depression (Kessler, 2003),

was not found. In our earlier study in pri-was not found. In our earlier study in pri-

mary care, we also failed to find an associa-mary care, we also failed to find an associa-

tion between female gender and depressiontion between female gender and depression

in this cultural setting (Gurejein this cultural setting (Gureje et alet al, 1995)., 1995).

However, given the small numbers of casesHowever, given the small numbers of cases

in these observations, there is a need forin these observations, there is a need for

caution in drawing any conclusions. Still,caution in drawing any conclusions. Still,

this observation requires further explora-this observation requires further explora-

tion as it may throw light on culturaltion as it may throw light on cultural

differences between men and women indifferences between men and women in

the experience of putative depression-the experience of putative depression-

provoking environmental experiencesprovoking environmental experiences

(Kessler, 2003). The finding that people(Kessler, 2003). The finding that people

with lower income were less likely towith lower income were less likely to

have a disorder is unusual and may, athave a disorder is unusual and may, at

least in part, be related to a reducedleast in part, be related to a reduced

willingness to report psychological symp-willingness to report psychological symp-

toms. Our findings suggest a need for moretoms. Our findings suggest a need for more

studies examining the relationship betweenstudies examining the relationship between

poverty and common mental disorders inpoverty and common mental disorders in

low-income countries (Patel & Kleinman,low-income countries (Patel & Kleinman,

2003).2003).

Future researchFuture research

There is a need for a more detailed examin-There is a need for a more detailed examin-

ation of the factors that influence wideation of the factors that influence wide

variations in the rates of mental disordersvariations in the rates of mental disorders

across cultures. Factors due to the demo-across cultures. Factors due to the demo-

graphic and social attributes of studygraphic and social attributes of study

populations are particularly germane.populations are particularly germane.

Perhaps there is also an ethnic difference,Perhaps there is also an ethnic difference,

since the rates of both lifetime and 12-since the rates of both lifetime and 12-

month disorders are significantly lowermonth disorders are significantly lower

among Black than White populationsamong Black than White populations

(Kessler(Kessler et alet al, 1994, 2005). However, our, 1994, 2005). However, our

study has shown that even though mentalstudy has shown that even though mental

disorders commonly reported in otherdisorders commonly reported in other

cultural settings may present in our culture,cultural settings may present in our culture,

the rates of disorders ascertained bythe rates of disorders ascertained by

structured interviews may be influencedstructured interviews may be influenced

by various methodological factors. A muchby various methodological factors. A much

smaller but historically important studysmaller but historically important study

conducted by Leightonconducted by Leighton et alet al (1963) found(1963) found

no significant difference in the pattern ofno significant difference in the pattern of

psychopathology between Yoruba speakerspsychopathology between Yoruba speakers

in Nigeria and residents of Stirling Countyin Nigeria and residents of Stirling County

in the USA. In contrast to our findings, thatin the USA. In contrast to our findings, that

study found broadly similar rates in Nigeriastudy found broadly similar rates in Nigeria

and in the USA. However, the participantsand in the USA. However, the participants

had received detailed, semi-structuredhad received detailed, semi-structured

assessments conducted by experiencedassessments conducted by experienced

clinicians rather than lay-administeredclinicians rather than lay-administered

questionnaires. In essence, the questionquestionnaires. In essence, the question

about cultural variation in patterns is stillabout cultural variation in patterns is still

an open one, even though we now knowan open one, even though we now know

that documenting cultural similarities andthat documenting cultural similarities and

differences is important to attempts todifferences is important to attempts to

determine the global burden of mental dis-determine the global burden of mental dis-

orders (Ustunorders (Üstün et alet al, 2004). New enquiries, 2004). New enquiries

are also suggested by the observations thatare also suggested by the observations that

gender and income did not bear expectedgender and income did not bear expected

relationships with mental disorders in ourrelationships with mental disorders in our

sample. What social or cultural factorssample. What social or cultural factors

are at play here?are at play here?

This first large-scale study of mentalThis first large-scale study of mental

disorders in sub-Saharan Africa in whichdisorders in sub-Saharan Africa in which

a replicable procedure was used presentsa replicable procedure was used presents

unique opportunities for exploring cross-unique opportunities for exploring cross-

national variations in the occurrence ofnational variations in the occurrence of

mental disorders. The use of ascertainmentmental disorders. The use of ascertainment

tools with wide international applicationtools with wide international application

offers the possibility of cross-nationaloffers the possibility of cross-national

comparisons. One such opportunity hascomparisons. One such opportunity has

recently been seized in our cross-nationalrecently been seized in our cross-national

data on prevalence of broad diagnosticdata on prevalence of broad diagnostic

groupings in 16 countries (WHO Worldgroupings in 16 countries (WHO World

Mental Health Survey Consortium, 2004).Mental Health Survey Consortium, 2004).

It is, however, clear that caution should beIt is, however, clear that caution should be

exercised in interpreting the results of suchexercised in interpreting the results of such

comparisons. Rather, further explorationcomparisons. Rather, further exploration

of the data from these different countriesof the data from these different countries

may help throw some light on the reasonsmay help throw some light on the reasons

why rates of disorders vary widely acrosswhy rates of disorders vary widely across

countries. Such an exercise may also helpcountries. Such an exercise may also help

in the refinement of the criteria for mentalin the refinement of the criteria for mental

disorders as we prepare to revise currentdisorders as we prepare to revise current

versions of psychiatric classificatory sys-versions of psychiatric classificatory sys-

tems. Clinical re-interviews of respondentstems. Clinical re-interviews of respondents

to structured interviews asto structured interviews as well as focusedwell as focused

qualitative studies of the personal meaningsqualitative studies of the personal meanings

of symptoms of mental distress are alsoof symptoms of mental distress are also

required. We intend to conduct furtherrequired. We intend to conduct further

analyses specifically addressing theseanalyses specifically addressing these

methodological issues.methodological issues.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& Rates of DSM^IVdisorders as assessed by theWorldMental Health version of theRates of DSM^IVdisorders as assessedby theWorld Mental Health version of the
Composite International Diagnostic Interview (WMH^CIDI) aremuch lower thanComposite International Diagnostic Interview (WMH^CIDI) aremuch lower than
estimates from other population surveys. Estimates seem to reflect both theestimates from other population surveys. Estimates seem to reflect both the
demographic characteristics of the sample and socio-cultural influences on thedemographic characteristics of the sample and socio-cultural influences on the
performance of the ascertainment tool.performance of the ascertainment tool.

&& Only a small proportion of thosewith12-monthWMH^CIDIDSM^IVdisordersOnly a small proportion of thosewith12-monthWMH^CIDIDSM^IVdisorders
were inreceiptof anymental healthcare, suggesting a need for bothmore investmentwere in receiptof anymentalhealthcare, suggesting a need for bothmore investment
of resources in themental health services and its integration into an effective primaryof resources in themental health services and its integration into an effectiveprimary
healthcare system.healthcare system.

&& In this setting, structured interviews to derive categorical diagnoses should beIn this setting, structured interviews to derive categorical diagnoses should be
complementedwith assessment of symptoms and of disablement to providecomplementedwith assessment of symptoms and of disablement to provide
estimates of service need.estimates of service need.

LIMITATIONSLIMITATIONS

&& Cross-cultural comparisons of rates are limited by the possibility that theCross-cultural comparisons of rates are limited by the possibility that the
ascertainment tool performs differentially across cultures.ascertainment tool performs differentially across cultures.

&& Information on the clinical validity of theWMH^CIDI in the cultural setting is notInformation on the clinical validity of theWMH^CIDI in the cultural setting is not
available.available.

&& The cultural and socialmeanings of the assessed disorders are inadequatelyThe cultural and socialmeanings of the assessed disorders are inadequately
understood.understood.
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