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ABSTRACT 

Nigeria has an estimated population of about 170 million people but the number of mental health 

professionals is very small, with about 150 psychiatrists. This roughly translates to a 

psychiatrist:population ratio of more than 1:1 million people. The National Mental Health Policy 

of 1991 recognized this deficiency and recommended the integration of mental health into 

primary health care (PHC) delivery system. After more than two decades, this policy has yet to 

be implemented. This study aimed to map out the organizational structure of the mental health 

systems in Nigeria, and to explore the challenges and barriers preventing the successful 

integration of mental health into primary health care, from the perspective of the primary health 

care workers. 

A mixed methods exploratory sequential study design was employed, which entails the use of 

sequential timing in the combined methods of data collection. A combination of qualitative and 

quantitative approaches in sequence, were utilized to understand the problems of mental health 

services integration into PHC in Nigeria. The initial qualitative phase utilized free listing 

interviews with 30 PHC workers, followed by two focus group discussions with primary care 

workers from two Local Government Areas (LGA) of Oyo State to gain useful insight into the 

local perspectives of PHC workers about the challenges and barriers preventing successful 

integration of mental health care services into PHC. Subsequently, 4 key informant interviews 

with PHC co-ordinators and mental health experts were carried out. 

The findings from the qualitative study were utilized to develop a quantitative study 

questionnaire to understand the opinions of a larger and more representative sample of PHC staff 

in two more LGAs of Oyo State, as well as 2 LGAs from Osun State.  
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The common barriers identified from this study include stigma and misconceptions about mental 

illness, inadequate training of PHC staff about mental health, low government priority, fear of 

aggression and violence by the PHC staff, as well as non-availability of medications. 

Recommendations for overcoming these challenges include improved and sustained efforts at 

mental health advocacy to gain governmental attention and support, organized training and re-

training for primary care staff, establishment of referral and supportive networks with 

neighbouring tertiary facilities and community engagement to improve service utilization and 

rehabilitation of mentally ill persons. 

These findings provide useful insight into the barriers to the successful integration of mental 

health into PHC, while recommending a holistic and comprehensive approach. This information 

can guide future attempts to implement the integration of mental health into primary care in 

Nigeria. 
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RESUMO 

A Nigéria tem uma população estimada em cerca de 170 milhões de pessoas. O número de 

profissionais de saúde mental é muito diminuto, contando apenas com 150 psiquiatras o que 

perfaz aproximadamente um rácio de psiquiatra: população de mais de 1:1 milhão de pessoas. O 

Plano Nacional de Saúde Mental de 1991 reconheceu esta insuficiência e recomendou a 

integração dos serviços de saúde mental nos cuidados de saúde primários (CSP). Depois de mais 

de duas décadas, essa política não foi ainda implementada. Este estudo teve como objetivos 

mapear a estrutura organizacional dos serviços de saúde mental da Nigéria, e explorar os 

desafios e barreiras que impedem a integração bem-sucedida dos serviços de saúde mental nos 

cuidados de saúde primários, isto segundo a perspectiva dos profissionais dos cuidados de saúde 

primários.  

Com este objetivo, desenvolveu-se um estudo exploratório sequencial e utilizou-se um modelo 

misto para a recolha de dados. A aplicação em simultâneo de abordagens qualitativas e 

quantitativas permitiram compreender os problemas relacionados com a integração dos serviços 

de saúde mental nos CSP na Nigéria.  

No estudo qualitativo inicial, foram realizadas entrevistas com listagens abertas a 30 

profissionais dos CSP, seguidas de dois grupos focais com profissionais dos CSP de duas zonas 

governamentais do estado de Oyo de forma a obter uma visão global das perspectivas destes 

profissionais locais sobre os desafios e barreiras que impedem uma integração bem-sucedida dos 

serviços de saúde mental nos CSP. Subsequentemente, foram realizadas entrevistas com quatro 

pessoas-chave, especificamente coordenadores e especialistas em saúde mental.  
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Os resultados do estudo qualitativo foram utilizados para desenvolver um questionário para 

análise quantitativa das opiniões de uma amostra maior e mais representativa dos profissionais 

dos CSP do Estado de Oyo, bem como de duas zonas governamentais locais do Estado de Osun.  

A  s barreiras mais comummente identificadas a partir deste estudo incluem o estigma e os 

preconceitos sobre a doença mental, a formação inadequada dos profissionais dos CPS sobre 

saúde mental, a perceção pela equipa dos CSP de baixa prioridade de ação do Governo, o medo 

da agressão e violência pela equipa dos CSP, bem como a falta de disponibilidade de fármacos. 

As recomendações para superar estes desafios incluem a melhoria sustentada dos esforços da 

advocacia à saúde mental que vise uma maior valorização e apoio governamental, a formação e 

treino organizados dos profissionais dos cuidados primários, a criação de redes de referência e de 

apoio com instituições terciárias adjacentes, e o engajamento da comunidade para melhorar o 

acesso aos serviços e à reabilitação, pelas pessoas com doença mental. 

Estes resultados fornecem indicações úteis sobre a perceção das barreiras  para a integração bem-

sucedida dos serviços de saúde mental nos CSP,  enquanto se recomenda uma abordagem 

holística e abrangente. Esta informação pode orientar as futuras tentativas de implementação da 

integração dos serviços de saúde mental nos cuidados primários na Nigéria. 
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RESUMEN 

Nigeria tiene una población estimada de unos 170 millones de personas, pero el número de 

profesionales de salud mental es muy pequeño, con cerca de 150 psiquiatras. Esto se traduce en 

aproximadamente una tasa de psiquiatras: habitantes de 1: 1 millón de personas. La Política 

Nacional de Salud Mental de 1991 reconoció esta deficiencia y recomendó la integración de la 

salud mental en la atención primaria (APS). Después de más de dos décadas, esta política aún no 

se ha implementado. Este estudio tuvo como objetivo trazar la estructura organizativa de los 

sistemas de salud mental en Nigeria, y explorar los retos y las barreras que impiden el éxito de la 

integración de la salud mental en la atención primaria de la salud, desde la perspectiva de los 

trabajadores de atención primaria de la salud. 

Para ello se empleo un diseño de métodos mixtos un estudio secuencial exploratorio, lo que 

conlleva el uso de la sincronización secuencial en los métodos combinados de recopilación de 

datos. Se utilizo una combinación de enfoques cualitativos y cuantitativos en secuencia, para 

entender los problemas de la integración de los servicios de salud mental en la atención primaria 

de salud en Nigeria. La fase cualitativa inicial utilizo entrevistas con preguntas abiertas a 30 

trabajadores de APS, seguida de dos grupos de discusión con los trabajadores de atención 

primaria de dos áreas del gobierno local (LGA) del estado de Oyo para obtener información útil 

sobre las perspectivas locales de trabajadores de APS sobre los retos y barreras que evitan una 

exitosa integración de los servicios de salud mental en la APS. Posteriormente se llevaron a 

cabo,  4 entrevistas a informantes clave con coordinadores de APS  y expertos en salud mental. 

Se utilizaron los resultados del estudio cualitativo para desarrollar un cuestionario para un 

estudio cuantitativo para entender las opiniones de una muestra mayor y más representativa del 
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personal de APS en dos zonas mas del gobierno local del estado de Oyo, así como 2 LGA del 

estado de Osun. 

Las barreras comunes identificadas en este estudio incluyen el estigma y los conceptos erróneos 

acerca de la enfermedad mental, la formación inadecuada del personal de APS sobre la salud 

mental, la baja prioridad del gobierno, el miedo a la agresión y la violencia por parte del personal 

de atención primaria de salud, así como la falta de disponibilidad de medicamentos. Las 

recomendaciones para superar estos desafíos incluyen la mejora y esfuerzos sostenidos en 

defensa de la salud mental para lograr la atención y el apoyo del, organizar capacitaciones y re-

capacitaciones para el personal de atención primaria, el establecimiento de redes de referencia y 

apoyo, con instalaciones terciarias vecinales, y participación de la comunidad para mejorar la 

utilización de los servicios y la rehabilitación de las personas con enfermedades mentales. 

Estos resultados proporcionan información útil sobre las barreras para el éxito de la integración 

de la salud mental en la atención primaria de salud, al tiempo de recomendar un enfoque 

holístico e integral. Esta información puede guiar futuros intentos de poner en práctica la 

integración de la salud mental en la atención primaria en Nigeria. 
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CHAPTER ONE 

INTRODUCTION 

1.0 Introduction  

This chapter provides an overview and an introduction to the thesis topic. Background 

information about the factors relevant in this thesis about the integration of mental health into 

primary health care, such as the global burden of disease, the mental health workforce gap – 

especially in low and middle income countries like Nigeria, the calls for task-sharing, and the 

challenges preventing the successful integration into primary care, will be summarized. The aim 

of the thesis is described, and the research questions and consequent objectives of the thesis are 

also outlined. 

Mental, neurological and substance use (MNS) disorders are increasingly recognized as 

responsible for a significant proportion of the global burden of disease, accounting for about 

14% of the total disease burden (Murray & Lopez, 1996). This global burden of MNS disorders 

imposes a heavy toll on low and middle income countries (LMICs), where the health systems are 

weak, funding and government priority for mental health is very low or non-existent, and stigma 

and supernatural ideas about the causation of mental illness are widespread.  

Furthermore, mental health professionals are in very short supply in these countries, with the 

majority of the available ones more likely to be concentrated in the tertiary facilities within the 

big cities. This unequal geographical distribution of the scarce mental health professionals 

further reduces access to appropriate mental health care services even within individual 

countries.  
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The culmination of these factors result in a huge treatment gap, whereby only a small fraction of 

those in need of treatment for MNS disorders receive appropriate care. While the treatment gap 

occurs globally in both developed and developing countries, it is especially wide in LMICs 

(Demytterae et al., 2004). In Nigeria, only about one in five of those with serious mental 

illnesses in the preceding twelve months received any care at all (Gureje et al., 2006).  

Increasing concern by researchers and the global mental health community has led to calls for 

the scaling up of mental health services and the reduction of the huge treatment gap particularly 

in LMICs (Prince et al., 2007; Saxena et al., 2007; Patel et al., 2007; Jacob et al., 2007; Saraceno 

et al., 2007; Chisholm et al., 2007; and Whiteford et al., 2013). Furthermore, there is compelling 

evidence to show that cost-effective treatment interventions which can be implemented by non-

specialists are readily available (Chisholm et al., 2005; Gureje et al., 2007). Thus, while 

acknowledging the reality of insufficient mental health personnel in these countries, current 

evidence supports the adoption of a task-sharing approach as a pragmatic and feasible means of 

successfully scaling up mental health care services (Thornicroft & Tansella, 2004).  

The World Health Organization (WHO) has taken this call a step further, with the launching of 

the mental health action gap programme (mhGAP) in 2008, and the subsequent development of 

the mhGAP Intervention Guide (mhGAP-IG) manual. The mhGAP programme was launched to 

drive the process of scaling up mental health services and reducing the treatment gap, especially 

in LMICs. The mhGAP-IG was developed as a practical manual for training non-specialist health 

workers to identify and offer basic interventions for priority mental health conditions in these 

countries. 
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Primary health care was identified very early as a pivotal target of efforts to scale up mental 

health services (WHO, 1975). Thus the integration of mental health into primary health care has 

been a long term goal, as a vehicle to scale up mental health care services and reduce the 

treatment gap. 

In Nigeria, the country’s first mental health policy of 1991 recognized this reality and 

recommended the integration of mental health into primary care, which was subsequently 

adopted by the Federal Ministry of Health (FMoH). However, after more than two decades, that 

policy has remained a mere recommendation on paper with very little evidence of its 

implementation. 

Several challenges have been adduced for this failure to implement this policy directive in 

Nigeria. These include inadequate planning for implementation, poor training of primary care 

workers on mental health, absence of linkages between primary care workers and mental health 

professionals, low government priority and funding for mental health services (Saraceno et al., 

2007).  

However, the views and perspectives of the frontline primary health care workers who are 

expected to receive task-sharing trainings, such as with the mhGAP-IG, and deliver mental 

health care services in primary care within the Nigerian health care system has yet to be 

systematically sought and understood. This study therefore aimed to explore the challenges and 

barriers preventing the successful integration of mental health into primary health care in 

Nigeria, from the perspective of the primary health care workers. 

1.1 Research questions: 
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1.   How are the services for mental health care organized in Nigeria, and what is the role of 

the primary health care system within this framework? 

2.  What are the views of primary care workers, with regards to the barriers and challenges 

preventing the successful integration of mental health into primary care in Nigeria?  

 3.   What recommendations and strategies may be useful for subsequent efforts to implement 

mental health integration into primary care? 

1.2 The objectives were: 

1. To map out the organization of mental health care services in Nigeria 

2. To identify the barriers preventing the integration of mental health into primary care from 

primary care workers 

3. To offer recommended strategies for successful integration of mental health into primary 

care in Nigeria.  
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CHAPTER TWO 

LITERATURE REVIEW 

2.0 Introduction 

This chapter provides background information and rationale for the thesis research. It discusses 

the concepts of the burden of mental disorders, mental disorders in primary care, the task sharing 

approach for scaling up services, the mhGAP programme of the WHO, and previous efforts to 

integrate mental health into primary health care in other LMICs especially from Africa. It also 

discusses the Nigerian mental health care system and on-going efforts to integrate into primary 

health care. The identified challenges and barriers from the experiences of other LMICs are also 

presented. 

 

2.1  Burden of mental disorders 

The burden of mental disorders globally is high, with the WHO estimating that 450 million 

people suffer from these disorders, and that in the course of a lifetime, one in every four persons 
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will be affected by a mental disorder. Mental and neurological disorders account for 14% of the 

global burden of disease and contribute 28% of the burden of disease attributed to non-

communicable diseases (Whiteford et al., 2013). The prevalence of mental disorders is projected 

to rise even further in the coming years, with estimates indicating that depression, for example, 

will become the second leading cause of disease burden globally by 2030 (Mathers & Loncar, 

2006). Community surveys from Nigeria, show lifetime prevalence of mental disorders ranging 

from 12.1% to 26.2%; a clear indication of the severity of the problem for the country and all 

stakeholders in the health care sector (Gureje et al., 2006).   

The burden of mental and neurological conditions is disproportionately high on the most 

disadvantaged and poorly resourced regions of the world. About 70% of the global burden of 

mental disorders is located in LMICs, whereas high income countries possess nearly 90% of the 

global mental health resources (WHO, 2005).   

 

Furthermore, LMICs including Nigeria, suffer from a double burden of increasing levels of non-

communicable diseases – such as mental disorders and diabetes, superimposed on the pre-

existing and endemic problems of communicable diseases such as malaria, HIV/AIDS and 

tuberculosis, amongst others (Frenk, 2009; Omigbodun, 2001). This double burden adds a further 

layer of complexity to the already weak health systems of these countries (Bruckner et al., 2010). 

Additionally, the WHO World Mental Health Surveys revealed that there is a huge treatment gap 

with only about one in five of those with severe mental conditions having received any treatment 

in the preceding 12 months prior to the survey; thus suggesting a treatment gap of about 80% in 

Nigeria. It also revealed that between 76.3% and 85.4% of people with mental illnesses in 

LMICs did not receive any treatment in the preceding year (Demyttenaere et al., 2004).  
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The existence of a treatment gap for persons with mental illness is not peculiar to developing 

countries like Nigeria alone, but is also a feature of many developed countries, albeit to a lesser 

extent. The treatment gap for the mentally ill in the United States of America and Europe have 

been reported as 67% and 74% respectively; while by comparison, only about 8% of people with 

type 2 diabetes mellitus did not receive any care in Europe (Alonso et al., 2007). The possible 

explanation for this discrepancy when compared to physical disorders such as diabetes, is the 

stigma and low priority afforded mental disorders by policy makers in most countries. 

The treatment gap in LMICs is due to a myriad of factors. First, there are insufficient numbers of 

mental health professionals in LMICs, with estimates indicating that one high income country, 

the United States of America, has more psychiatrists than China, India and all the countries of 

the African continent combined (Patel & Thornicroft 2009). The mental health personnel gap 

was computed for 58 LMICs by Bruckner et al., (2010) and it revealed that all the low income 

countries and 59% of the middle income countries experienced a needs-based shortage that 

hampers the provision of effective coverage for mental health conditions. The actual estimated 

numbers of mental health professionals required to bridge this gap (focusing only on the initial 

eight priority conditions of the mhGAP programme) was about 239,000 full time staff. This 

bleak human resources picture is further worsened by the increasing trend of professional health 

worker migration from LMICs countries to higher income countries (Bruckner et al., 2010).  

Second, there is very low level of government interest and funding support for mental health 

(WHO, 2011). Third, the few available mental health professionals tend to be clustered in 
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cosmopolitan cities where the poor and those who reside in rural areas cannot readily access their 

services, without incurring significant costs for transportation and out of pocket payments. 

Increasing appreciation of these high levels of unmet needs for mental health services, and the 

unavailability of the human and material resources to address these inequalities, especially in 

LMICs, led to calls by the global mental health community to draw attention to these concerns. 

These calls were published as a series of Lancet articles (Prince et al., 2007; Saxena et al., 2007; 

Patel et al., 2007; Jacob et al., 2007; Saraceno et al., 2007; and Chisholm et al., 2007). These 

were subsequently followed up by another series of articles in PLOS Medicine to demonstrate 

that effective and affordable packages of evidence-based treatment options were available even 

in low and middle income countries (Patel & Thornicroft, 2009; Patel et al., 2009; Mbuba & 

Newton, 2009; Mari et al., 2009; Prince et al., 2009; Benegal et al., 2009 and Flisher et al., 

2010). 

The WHO also launched the mhGAP to push for the scaling up of mental health care services in 

low and middle income countries to address these huge gaps in treatment (WHO, 2008). 

Furthermore, the WHO convened an international panel of experts to prepare an intervention 

manual that could be practically utilized to train non-specialists in LMICs to identify and provide 

evidence-based interventions for priority mental, neurological and substance use disorders 

(WHO, 2010). The criteria for selecting priority conditions included evidence of disability and 

burden (morbidity and mortality), results in high economic costs, and has available options for 

cost effective pharmacological and psychosocial interventions. These developments have 

provided clear evidence as well as the necessary tools for scaling up mental health services in 

LMICs, even in the face of insufficient numbers of mental health professionals.   
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2.2  Organization of Mental Health Services 

The WHO recommends the optimal mix of services whereby the majority of mental health care 

services are delivered through primary care, with secondary and tertiary facilities providing a 

supportive and supervisory role, while also serving as referral hubs (Funk et al., 2004). This 

model is particularly considered as being very useful for LAMICs where there is a dearth of 

mental health professionals (Thornicroft & Tansella, 2004; WHO, 2008b).  

A number of studies have sought to assess the role of communities in the provision of mental 

health interventions to overcome the shortage of skilled professionals in LMIC. A growing body 

of data now demonstrates that affordable and clinically effective interventions can be provided 

by mobilizing members of the community, and redistributing tasks among the members of the 

healthcare teams - a process termed ‘task sharing’.  

 

Task sharing involves the transfer of specific tasks from highly qualified health workers to health 

workers that have received less training and have fewer qualifications, in order to make more 

efficient use of the available resources for health in LMIC (WHO, 2008b).  Studies indicate that 

this approach can show benefits in the management of childhood illnesses (Patel et al., 2009); 

improving outcomes from malaria and acute respiratory infections, and in facilitating the 

delivery of HIV services (WHO, 2008b). This approach has also been successfully utilized in 

reducing maternal mortality through the utilization of traditional birth attendants and midwives. 

 

The task-sharing approach, via the integration of mental health into PHC has also been 

demonstrated to result in pragmatic and successful outcomes in several trials and within LMICs.  
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Treatment strategies that deploy task sharing to community health workers usually involve a 

‘stepped’ programme of delivery. Such programmes involve the provision of evidence-based 

treatments such as psycho-education, interpersonal therapy and/or pharmaceutical drugs by a 

health counsellor or a primary care health professional, in collaboration with a mental health 

specialist. Thus, members of the community can act as health counsellors and patients are only 

referred to specialists as the final option in a package of care.  

 

Such an approach has had substantial benefits in treating depression in India and Chile. One 

study demonstrated that 70% of a group of patients treated for depression using a stepped care 

programme in Santiago, Chile, recovered, compared to 30% of a patient group treated as usual, 

at an increased cost of just 216 additional Chilean pesos per depression-free day. As a result, 

stepped care has been integrated into primary care systems for the treatment of depression in 

Chile (Araya et al., 2003). Another example is from the MANAS trial, a stepped care programme 

for the identification and treatment of common mental disorders in Goa, India; using lay 

counsellors within primary care settings which clearly demonstrated effectiveness by way of 

improved clinical outcomes (Patel et al., 2010).  

 

In scaling up community-based approaches such as these, the role of the few available mental 

health specialists necessarily becomes redefined, as mental health services also undergo 

reformation (Saraceno et al., 2007). A greater role for training and supervision of community 

health workers will be required from the specialists, with a reduced focus from one-on-one 

clinical activity. Such approaches can be the best strategy to overcome the shortage of trained 

mental health professionals and yet shows clear promise in reducing the treatment gap in LMIC.  
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2.3  Primary health care system 

The historical origins of primary health care have been traced to the Dawson report of 1920 in 

the United Kingdom, which conceptualized health facilities into primary, secondary and tertiary 

(Frenk 2009). This description went through a lot of changes over time, but culminated in the 

1978 Alma Ata declaration which clearly recognized primary care as a vehicle for achieving its 

lofty goal of “Health for All by the year 2000”. Neither this goal nor the subsequent drive for the 

attainment of the Millennium Development Goals (MDGs) were attained (Frenk, 2009; 

Beaglehole et al., 2008; Walley et al., 2008).  Primary care services are considered to be the 

closest to the community and therefore should be readily accessible, affordable and acceptable to 

the community (WHO, 2008b). 

 

Furthermore, there is evidence that several primary care based, health care initiatives in LMICs 

over the past three decades in the aftermath of the Alma Ata declaration, have resulted in 

improved access to care, at reasonably affordable cost. They have also resulted in reduced 

maternal and child mortalities (Kruk et al., 2011). 

 

2.3.1 Mental disorders in Primary Care 

Clients presenting at primary care facilities globally have been shown to have a high prevalence 

of mental disorders which are frequently not recognized and therefore goes untreated. The 

prevalence of mental disorders among patients presenting at primary care facilities have been 

shown to range from 10% to 60% (Olafsdottir et al., 2001; Norton et al., 2004; Danaci et al., 

2002; Ormel et al., 1994; and Birchall et al., 2000).  The commonest mental disorders at PHC 
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levels include depression, generalized anxiety disorder, harmful alcohol use and dependence and 

somatization disorder (Olfson et al., 2000; Ansseau et al., 2005; Rucci et al., 2003). 

 

Studies from Nigeria indicate that about one in every five young person presenting at a primary 

care facility in Ibadan, will have a diagnosable mental health condition
 
(Gureje et al., 1994) 

while postnatal depression occurred in 19% of primary care attendees at Ilorin (Abiodun 2006). 

 

2.3.2  Inter-relationship of physical and mental disorders 

There is growing evidence that physical and mental health of persons is directly related and 

interwoven (Prince et al., 2007). Individuals with depression and anxiety for example may 

engage in psychoactive substance use to improve their mood, and they may also be less likely to 

comply with treatment regimens for disease conditions such as HIV/AIDS, cancer, and stroke – 

on account of feelings of apathy and low energy. The consequence of these behaviours however, 

would be a worsening of physical health or increased risk of developing physical complications. 

Similarly, complications of treatment for mental disorders such as schizophrenia may also 

predispose to physical problems such as weight gain and metabolic syndrome. 

The converse is also true that the presence of many severe, chronic and life-changing physical 

disorders may also predispose some individuals to develop mental disorders. Conditions such as 

stroke, HIV/AIDS infection, cancers, amongst others, may increase the risk of developing a 

mental disorder
 
(Collins et al., 2006).  

Even more importantly, several clients may present at the primary care level with somatizing 

symptoms, resulting in unnecessary investigations and a significant number of medically 
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unexplained symptoms, including pain, chronic fatigue, headaches or ‘heat in the body’, and 

crawling sensations, amongst others (Abas & Broadhead, 1997; Ivbijaro et al., 2005). 

 

2.3.3  Integration of mental health into primary care  

In the aftermath of the Global Burden of Disease Study and the new information about the 

contribution of mental, neurological and substance use disorders (MNS) to the global disease 

burden, the world health report of the WHO in 2001, was titled “Mental Health: New 

Understanding, New Hope” (WHO, 2001; Chatterjee et al., 2008). One of the salient 

recommendations from this report was that mental health care services is best provided, at the 

level of the primary care system, in order to enhance community acceptance, improve access and 

reduce sundry costs such as for transportation (WHO, 2001). 

A WHO (2008b) report, itemized the seven best reasons for integrating mental health into 

primary care, as follows. First, consideration of the huge burden of MNS disorders which needs 

to be addressed. Second, the mental and physical relationships are intertwined. Third, the 

existing huge treatment gap for MNS disorders, which borders on equity and justice. Fourth, 

provision of services at the PHC level improves accessibility and brings the services closer to the 

community. Fifth, the use of primary care to deliver mental health services would enhance 

respect for human rights and prevent violations. Sixth, services at the PHC level eliminates 

extraneous expenses and is therefore more affordable and cost-effective. Seventh, it expands the 

scope of services to include prevention, advocacy, health promotion and overall good outcomes. 
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This recommendation has resonated globally with several studies demonstrating its feasibility 

and potential usefulness. Several LMICs have mental health policies which recommend the 

integration of mental health into primary care, but implementation has remained a challenge 

(Petersen et al., 2011; Saraceno et al., 2007). 

 Several studies have evaluated the successful integration of mental health into primary care in 

LMICs with some degree of success. Jenkins et al., (2010) demonstrated that PHC workers 

gained knowledge about mental disorders following a 5 days training.  Furthermore, a cascade 

training methodology was deployed in Russia, whereby three cohorts were trained in the 

recognition and treatment of common mental disorders. The first 2 cohorts were taught by UK-

based trainers, while cohort 3 was trained by Russian trainers selected from cohorts 1 and 2. 

There was no discernible reduction in knowledge between cohorts 2 and the first 2 cohorts 

(Jenkins 2007). 

A review of the integration of mental health into primary care in the three African countries of 

Ghana, South Africa and Uganda also advanced the utilization of a task-sharing approach, while 

identifying problems such as insufficient numbers of mental health professionals, poor funding 

and inadequate access to psychotropic medications (Bhana et al., 2010). A community mental 

health outreach and awareness programme in South Eastern Nigeria was also implemented by 

training village health workers to reduce stigma and promote referrals to clinics. They reported a 

clear increase in service utilization rates for mental disorders over the four year duration of the 

project (Eaton & Agomoh, 2008). 

The situation of mental health services in the 5 Anglophone countries of West Africa (including 

Nigeria) also noted the common problems of low government funding, insufficient human 
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resources, widespread stigma and negative attitudes (Esan et al., 2014). Another study by 

Omigbodun (2001) also identified the lack of mental health services and insufficient training of 

primary care workers about mental health in Nigeria. The author therefore recommended the 

integration of mental health into primary care with supportive supervision using a mixed 

enhancement linkage model. 

However, utilization of these models can only work well if the task sharing approach is tempered 

by the realization that there is a need for mental health specialists to conduct trainings and 

provide supportive supervision, as well as referral pathways (Petersen et al., 2011). 

 

2.4 Overview of Nigeria 

Nigeria is the most populous country in Africa, with a population of 170 million people; nearly 

half (44%) are aged 0-14 years, while 5% are 60 years and older (WHO, 2005). The country has 

a rich cultural diversity with over 250 different ethnicities and languages; the largest groups 

being the Hausa in the North, Yoruba in the Southwest, Igbo in the South East and the Ijaws in 

the Niger Delta. The northern parts of the country are predominantly populated by the 

Hausa/Fulani, usually of the Islamic faith while the southern parts are predominantly Yorubas 

and Ibos, with Christianity as the most common religious denomination. A significant number 

still adhere to traditional religious beliefs. 

English is the official language of government and communication. The country is classified in 

the low-income group, according to the 2004 criteria of the World Bank. The proportion of 

health budget to GDP is 3.4%; and while there is no definite budget line for mental health, an 
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estimated 3.3% of the health budget is allocated to mental health hospitals (WHO, 2006). The 

literacy rates for men and women are 74.4% and 59.4% respectively. Life expectancy at birth is 

48 years for males and 49.6 years for females (WHO, 2005).  

  

2.5 Mental health care services in Nigeria 

The country runs a federal system of government, with a central government and 36 state 

governments, each of which is further divided into local government areas (LGAs). The federal 

ministry of health (FMoH), at the national level, is responsible for the funding, supervision and 

running of the tertiary health care facilities which includes University Teaching Hospitals, 

Federal Medical Centres, and Specialist stand-alone Neuro-Psychiatric Facilities. A few state 

governments also own Universities and therefore, also run and manage University Teaching 

Hospitals.  

In each of the 36 states, the state ministry of health (MoH) oversees health matters and the 

running of secondary level health care facilities, known as General Hospitals, 6 of which have 

Psychiatric Units. Primary Health Care (PHC) is organized and supervised at the level of LGAs. 

There is no clear delineation of catchment areas or referral pathways and therefore, it is more 

often the case that each level of care functions more or less, with minimal interactions with the 

other levels of care (Omigbodun 2001). 

The available number of mental health professionals in the country, is grossly inadequate to 

serve the needs of the nation’s population, with an estimated 170 psychiatrists in the country. 

This translates to a psychiatrist to population ratio of 1 per 1 million persons. The majority of the 
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psychiatrists are also disproportionately located in the southern parts of the country and in the 

large urban cities, usually working in tertiary facilities (Gureje, 2003).  

 

2.5.1  Integration of MH into primary care in Nigeria 

The first mental health policy document for Nigeria, was drawn up in 1991, and correctly 

identified the deficiency in the available numbers of mental health professionals, as well as the 

challenges with providing effective mental health services coverage for the population. It 

therefore recommended the policy thrust of integrating mental health into primary care, 

facilitated by the training of primary care health workers about mental health conditions. The 

training aims to cover the recognition and management of basic mental health conditions while 

referring more complex or severe cases for specialist attention as the most pragmatic approach 

for scaling up mental health care services in the country. Basic psychotropic medications 

(chlorpromazine, haloperidol, amitriptyline, benzhexol, carbamazepine and phenobarbitone) 

were also included in the essential national drug formulary (FMoH 1991a; FMoH 1991b). 

However, more than two decades after this policy came into effect; it has not been implemented 

despite demonstrated evidence of the feasibility and cost-effectiveness of this policy directive 

(Odejide et al., 2002). While several explanations may be postulated for this failing, the 

perspectives of primary health care workers, who constitute the frontline army directly involved 

in the day-to-day implementation efforts, appears to have been conspicuously neglected up until 

now. Most commentaries have been essentially anecdotal and personal opinions of expert mental 

health professionals, typifying a top-down approach, rather than a systematic approach aimed at 
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providing insight into the problems and identifying mistakes that have hampered the successful 

implementation of this policy (Saraceno et al., 2007). Another study evaluated the views of 

mental health professionals towards integration the integration of mental health into primary care 

in Africa (Alem et al., 2008). A few studies from other African countries have explored the 

perspectives of primary care workers, such as from Ethiopia (Abera et al., 2014); and from 

Uganda and South Africa (Petersen et al., 2011). However, the perspectives of primary care 

workers in Nigeria has yet to be explored, especially in the light of the abysmal failure of the 

previous policy to successfully integrate mental health into primary care.   

 

 

2.5.2  mhGAP Programme in Nigeria 

The mhGAP-IG is a WHO manual developed for use by non-specialists in LMICs to aid their 

detection and management of MNS conditions. In line with the recognition that non-specialist 

health workers working in primary care are not homogenous in terms of experience and 

qualifications across LMICs, the recommendation is that each country or region that plans to 

utilize the mhGAP-IG should perform a contextualization exercise to adapt it for the specific 

needs of the given environmental context. 

Nigeria has performed this contextualization process and a country specific adapted version has 

been produced (Abdulmalik et al., 2013). This version has thereafter been field tested and 

utilized to train PHC workers in Osun State, one of the 36 states of the country. A cascade 

training model was utilized, along with the provision of a supported supervision and referral 
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network by the mental health professionals in the neighboring tertiary facility over a period of 18 

months. A refresher top – up training was also provided after 9 months. The results have 

indicated good knowledge uptake immediately after the mhGAP-IG trainings, as well as 

persistently higher levels of knowledge after 9 months (higher than baseline), even though there 

was some knowledge decay, which was improved with the refresher training (Gureje et al., 

2015). 

The positive impact of this contextualization exercise as well as the pilot implementation of the 

mhGAP-IG training to scale up mental health services in Osun state of Nigeria, has convinced 

the FMoH to agree in principle, to adopt the national roll-out of mhGAP-IG trainings for PHC 

workers to acquire knowledge and skills in mental health as a means of scaling up mental health 

services and reducing the treatment gap. 

Furthermore, the National Primary Health Care Development Agency (NPHCDA), which is the 

government agency responsible for the training, regulation and supervision of primary health 

care across the country is also planning to review the training curriculum of future PHC workers 

with a view to improving the mental health components using the Nigerian version of the 

mhGAP-IG. 

There are also increasing pockets of independent activity across the country to implement 

integration of mental health into primary care through community outreach interventions that 

utilize the mhGAP-IG for training the PHC staff. Notable examples include the Aro 

Neuropsychiatric Hospital’s community outreach program in Abeokuta, Ogun State (Adebowale 

et al., 2014); as well as the Comprehensive Community Mental Health Programme (CCMHP) in 

Benue State, that is supported by the Christian Blind Mission (CBM) Australia. 
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It is therefore important that these interesting times when there appears to be some political will 

for change, as well as concerted efforts to generate and implement evidence for the integration of 

mental health into primary care in Nigeria, is fully utilized for evidence-based scaling up of 

mental health services. It is in this context that this study aims to provide useful information 

about the barriers that prevent the successful integration of mental health into primary care from 

the perspectives of the frontline primary health care workers.  

 

 

 

 

CHAPTER THREE 

METHODOLOGY 

3.1 Study design 

A two stage study which combined both qualitative and quantitative approaches, to understand 

the problems of integrating mental health services into PHC in Nigeria, was conducted using a 

bottom-up approach. An initial qualitative study was conducted to gain useful insight into the 

local perspectives of PHC workers about the challenges and barriers preventing successful 

integration of mental health care services into PHC. These findings were then utilized in the 

quantitative phase, to expand and modify an existing questionnaire previously utilized by 



38 

 

Omigbodun (2001) to gather quantitative data from a larger and more representative sample of 

PHC workers.  

This mixed methods approach was adopted, utilizing open-ended questions, probes and 

encouragement of responses during the qualitative phase, in a bid to avoid the pitfall of 

developing a questionnaire for the quantitative phase that may not fully capture the range of 

pertinent issues, from the perspective of the primary care workers themselves. Thus, it aimed to 

ensure that the quantitative phase did not reflect only the questions deemed pertinent by the 

researcher, from a review of the literature, but built upon the findings of the initial qualitative 

phase.   

3.1.1. The Exploratory sequential design methodology 

This variant of the mixed methods design was utilized in this study. It entails the use of 

sequential timing in the combined methods of data collection. It begins with the initial collection 

and analysis of qualitative data, and from the exploratory results emanating therefrom, a second, 

quantitative phase to test or generalize the initial findings is performed. The researcher is 

required to interpret how the quantitative results build on the initial qualitative results. It is best 

utilized, to explore areas where the views are either unclear or unknown (Creswell, 2008). The 

steps toward successfully conducting an exploratory sequential design are illustrated in Figure 1 

below. 

 

Figure 1: Basic steps towards implementing exploratory sequential design. 
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The primary purpose of the exploratory design is to generalize qualitative findings based on a 

few individuals from the first phase to a larger sample gathered during the second phase. This 

design is particularly useful to identify important variables to study quantitatively when the 

variables are unknown or to explore a phenomenon in depth and measure the prevalence of its 

dimensions (Creswell, 2008). 

However, the method also comes with some challenges, such as a requirement for a considerable 

amount of time to implement and interpret the findings adequately. It also difficult to specify the 

procedures of the quantitative phase at the beginning of the study, as this will likely evolve 

during the study. Lastly, it can also be challenging as it requires some degree of expertise with 

both qualitative and quantitative research methods. 

 

STEP 1: Design and implement the qualitative strands

STEP 2: Utilize strategies to build on the qualitative results

STEP 3: Design and implement the quantitative strands

STEP 4: Interpret the connected resuts                                                    
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3.2  Phase I: Qualitative Survey 

3.2.1  Study setting:  

The qualitative survey was conducted among a convenience sample of PHC workers in Oyo 

State, South West Nigeria. This state was selected on account of its previous track record of pilot 

mental health engagements with the PHC system more than a decade ago (Omigbodun, 2001; 

Odejide et al., 2002). Even though these efforts were not sustained, the experiences gained, 

should provide a valuable source of information. Furthermore, some of the key informants with 

expertise in this area can also be readily identified in the University of Ibadan, located in the 

state capital of Oyo state, thus also justifying the use of Oyo state as a convenient study site for 

the qualitative phase. 

3.2.2. Study Procedure:   

The qualitative survey utilized the following techniques. 

a. Free listing. This method employed the use of broad and open-ended questions that 

aimed to elicit as many responses as possible, all of which were recorded verbatim, in the 

form of a list (Weller & Romney, 1988). Further explanations were requested for each 

item on the list, in order to ensure a comprehensive description and understanding. The 

snowball technique will also be utilized to identify anyone who may also be 

knowledgeable about any of the items raised in the list. A convenience sample of 30 PHC 

workers were recruited from two randomly selected Local Government Areas (LGA) of 

Oyo State, and were interviewed using this approach. A composite list of the identified 

barriers was subsequently drawn up as a list. Saturation tends to occur, whereby further 
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interviews do not result in new additions after 20 – 40 interviews, and thus, a sample size 

of 30 was utilized here. This methodology is now widely used to easily gain new insights 

into various health care issues (Schrauf & Sanchez, 2008; Fiks et al., 2011). 

b. Focus Group Discussion (FGD). The researcher served as a moderator, while a research 

assistant served as a note taker for the sessions. A different set of PHC workers from the 

same LGAs were invited to discuss specific questions and items, starting from those 

items already identified from the free listing exercise. The FGD was conducted with two 

groups comprising of 8-10 participants each, and all discussions were tape recorded to 

ensure that accurate and verbatim accounts are documented. The respondents were 

invited with attention paid towards ensuring diversity and representativeness for the 

various cadres of PHC workers (Community Health Extension Workers [CHEWs], and 

Community Health Officers [CHOs] and Nurses) for both the free listing and FGD 

exercises. The findings were analyzed to identify and sort the responses into common 

themes, which were subsequently compiled on cards. Thereafter, a response frequency 

analysis was conducted to determine the most frequently identified themes.  

c. Key informant interviews. A set of in-depth key informant interviews with identified 

experts and stakeholders who can provide useful insight into the challenges and barriers 

preventing the successful integration of mental health services into PHC in Nigeria were 

conducted. The respondents were identified from the preceding interactions and relevant 

evaluation of the organizational structure of the PHC system, as well as previous 

pertinent research work in the area. A total of 5 key informants were invited to be 

interviewed. The interviews began with an introduction and a listing of the identified 
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barriers from the free listing and focus group discussions. Thereafter, they were asked to 

discuss their insight into the issues. Each interview was subsequently reviewed, and the 

relevant information about each barrier was extracted and summarized on cards.  

 

3.3.  Phase II: Quantitative survey. 

The quantitative phase was conducted in a convenience sample of two out of the 36 states of 

Nigeria, with Oyo and Osun states of South West Nigeria being selected. The study in Oyo state 

was designed to ensure that the two previously utilized LGAs in the initial qualitative phase were 

excluded from the pool of eligible LGAs for the quantitative survey. It was initially proposed to 

utilize one state each from the northern and southern parts of the country to ensure 

representativeness, especially on account of the cultural and regional diversity of the country. 

However, this was not feasible at the time of data collection, on account of security concerns in 

the northern parts of the country. Thus, two states from the South West of the country were 

selected for the quantitative phase.  

3.3.1. Study instrument:  

The questionnaire that was utilized for this stage was modified from a previously utilized 

questionnaire for PHC workers in South West Nigeria by Omigbodun (2001), which served as a 

template. The findings from the phase I survey were also reviewed and used to expand the 

questionnaire for the quantitative phase to ensure comprehensiveness. The questionnaire was 

subsequently deployed in a pretest with 8 PHC workers from a randomly selected PHC unit, for 

acceptability and easy comprehension (simplifying the language as much as possible). Further 
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refinements were subsequently effected, following the pretesting exercise. The language of 

instruction in the course of the training of PHC workers in Nigeria is English and the 

questionnaire utilized was in English, so there was no need for translation and back-translation of 

the instrument.  

Study questionnaire: This had three sections, as follows: 

a). Section I, which covered the socio demographic details of the respondents, such 

as gender, age, professional cadre, and years of work experience. 

  b) Section II, had items related to attitudes towards the mentally ill, as well as 

previous training on mental health (if any). 

c). Section III, comprised of items derived from the initial qualitative study, in 

addition to the Omigbodun questionnaire.  

 

 

 

3.3.2.  Study setting:  

The quantitative survey was conducted in the two states of Oyo and Osun, which are located in 

South West Nigeria respectively. The total number of LGAs in Oyo and Osun states were 33 and 

30 LGAs respectively. 
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3.3.3.  Sampling procedures:  

One local government area (LGA) was randomly selected in Oyo and Osun states, and all the 

available (not on leave or away for a training course) PHC workers in that LGA who consented 

to participate were recruited to complete the questionnaire. The study aimed to recruit at least 

100 respondents from each state to make up a total study sample size of 200 PHC workers. 

 

3.4  Ethical consideration:  

Ethical clearance and permission was sought and obtained from the Ethics and Research Board 

of the Oyo State Ministry of health (MoH) prior to the commencement of this study. In addition, 

an information sheet explaining the objectives of the study was provided for respondents and 

their written informed consent obtained, prior to their recruitment into the study. It was clearly 

explained that despite the official permission from the State MoH, there was no compulsion to 

participate and no untoward measures will be taken against those who refused participation. The 

anonymity of the respondents was also guaranteed by not using any identifying markers such as 

names or staff numbers, in order to increase their confidence to answer the items as honestly as 

possible.  

 

3.5.  Data collection:  
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The questionnaires were completed as self-report, by the respondents; while the researcher and a 

team of assistants, co-ordinated and were at hand to readily provide any explanation or 

clarification that may arise in the course of completing the survey. 

 

3.6  Data analysis: 

The data obtained was entered and analyzed using the Statistical Package for Social Sciences, 

version 16.0 software (SPSS-16).  Frequencies and cross-tabulation of variables were generated 

to check for data entry errors and missing values. 

Continuous variables were appraised using measures of central tendency while frequency 

distribution and charts were also generated. The data is presented using descriptive statistical 

methods. 

 

 

 

 

CHAPTER FOUR 

RESULTS 

4.0       Introduction 
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This chapter presents the results of the project under the following sections. Section I presents 

the organizational hierarchy and human resources of the mental health care system in Nigeria. 

Section II presents the results of the qualitative studies while Section III covers the quantitative 

results from this study. 

4.1  Section I: Organizational and professional qualifications of the PHC staff 

The organizational structure and professional qualifications of the available human resources at 

the PHC clinics are presented here.  

4.1.1.     Organization of the mental health care facilities in Nigeria 

The mental health care system of the country is organized across the three tiers of the federal, 

state and local government area levels, into tertiary, secondary and primary care facilities 

respectively. Mental health care service in Nigeria is predominantly via the public sector with 

only a few private facilities. Mental health professionals are available in the tertiary facilities but 

are missing or at best, are negligible at the secondary levels, but are completely absent at the 

primary care units. See Table 1. 

 

 

 

Table 1: Organization of mental health care facilities in Nigeria. Source: MHLAP (2012) 

 

Level Type of Facility Government 

level 

Total number offering mental health 
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responsible services. 

Tertiary University Teaching 

Hospital and Federal 

Medical Centers 

Federal 20 

Federal 

Neuropsychiatric 

Hospitals 

Federal 8 

State Neuropsychiatric 

Hospitals 

State 2 

Secondary General Hospitals State 20  

Primary Primary Health Care 

(PHC) Clinics 

LGA Between 10 – 30 PHC clinics are 

located in each of the 774 LGAs. Only 

pockets (estimated to be less than 30 

clinics across the country) offer some 

mental health services, as part of 

ongoing research projects, rather than 

routine care. 

 

 

 

 

 

4.1.2. The hierarchy and organization of primary health care at the state level.  

The hierarchical organization of the primary care system in each of the 36 states of Nigeria are 

similar and presented in Table 2. 



48 

 

 

Table 2: Hierarchy and organization of primary health care at the State level. 

 

TIER HEAD OFFICIAL 

QUALIFICATION 

RESPONSIBILITIES 

State Director Senior Civil Servant 

on Grade level 15 

Heads Directorate of 

Primary Health Clinic 

Local Government 

Area (LGA) 

Primary Health 

Coordinator 

Medical Officer of 

Health (medical 

doctor)∗ 

Supervises all the PHCs in 

the LGA 

Primary Health 

Clinic(PHC) 

In-Charge Nurse/Community 

Health Worker 

(CHO) 

Oversees the administrative 

and clinical operations of 

the Clinic 

∗∗∗∗In LGAs where there are no doctors, the most senior nurse or Community Health officer (CHO) serves 

as the PHC Co-ordinator 

 

4.1.3.  Professional cadre of staff at the PHC unit 

The professional cadre of staff manning each PHC and their length of training exposure is 

presented in Figure 1. It ranges from the Health Assistant to the Nurses/Midwives who will 

usually serve as the Officer –in –Charge. If a Nurse is unavailable, the most senior CHO takes 

over the leadership. 

Figure 2: the hierarchical order of the professional cadres in a primary care unit in 

Nigeria (ascending from left to the right). 
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Key:  

JCHEW – Junior Community Health Extension Worker 

CHEW – Community Health Extension Worker 

CHO – Community Health Officer 

 

 

4.2.   Section II: Qualitative results 

Health 
Attendant

Qualification

• 1 year 
training at a 
School of 
Health 
Technology

• Graduates 
with a 
Health 
Assistance 
Certificate

JCHEWs

Qualification

• 2 years 
training at a 
School of 
Health 
Technology 
(SOH) + 
Internship

CHEWs 

Qualification

• JCHEW       + 
Additional 2 
years 
training 
from SOH

CHO

Qualification

• CHEW        +                 
1 or 2 years 
additional 
training 
from SOH

Nurse

Qualification

• School of 
Nursing and 
/or 
Midwifery
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The findings from the qualitative interviews are presented under free listing, focus group 

discussions and key informant interview results. 

4.2.1 Free listing 

4.2.1.1. Demographic profile of free listing respondents. 

A total of 30 free listing interviews were conducted with 29 female respondents (96.7%), while 

their professional cadre reflected that there were 20 CHEWs, 7 CHOs (23.3%) and 3 nurses 

(10%). The mean age of the respondents was 40.4 years (SD=10); and the mean number of years 

in service was 15.8 years (SD=10.1). 

4.2.1.2. Free listing results 

The frequencies of the responses to the six questions on the free listing are presented in Table 3 

below. Only items with a minimum frequency of 20% (n=6) are presented in the table. The most 

frequently reported cause of mental illness was negative life events (86.7%); while their views 

about mental illness reflected that such patients should be referred to tertiary facilities. The 

second most endorsed view was that mental illness is a spiritual problem (36.7%). The most 

commonly reported barrier, endorsed by all respondents, was the pervasive stigma and 

misconceptions about mental illness - among health workers and the larger community. 
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Table 3: Free listing responses to questions about mental illness and primary care    (N=30) 

Commonest 
causes of 

MI 

n (%) Views 
about MI 

in your 
communit

y 

n (%) Common 
types of MI 

encountered 
in your 

practice 

n (%) What do 
you do 

for such 
patients 

n (%) Where 
should 

they be 
treated 

 

n (%) What challenges 
makes it difficult 

to see them in the 
PHC 

n (%) 

Negative life 

events    

26 (86.7) Refer to 

bigger 

hospitals 

14 

(46.7)  

Psychosis 30 

(100) 

Refer to 

bigger 

hospitals 

23 

(76.7) 

Tertiary 

level 

30 

(100) 

Stigma and 

misconceptions 

17 

(56.7) 

Drug abuse 

and 

alcoholism 

24 (80) It is a 

spiritual 

problem 

11 

(36.7) 

Neurosis 27 (90) Encourag

e and 

counsel 

them 

7 

(23.3) 

Secondary 

level 

14 

(46.7) 

Insufficient but 

overworked staff 

14 

(46.7) 

Psychologic

al problems 

17 (56.7) Drug abuse 

and 

alcoholism 

is 

responsible 

9 (30) Drug 

intoxication 

and 

alcoholism 

13 

(43.3) 

Provide 

them with 

education 

about 

getting 

help 

6 (20) Primary 

care level 

14 

(46.7) 

Non-availability of 

drugs 

13 

(43.3) 

Accidents 

and head 

injury 

14 (46.7) It is a big 

problem 

6 (20) Epilepsy 9 (30)     Lack of training 

and knowledge 

about MI 

12 

(40) 

Unemploym

ent 

14(46.7)         Fear of aggression 

and violence 

10 

(33.3) 

Brain 

disease 

12 (40)           

Spiritual/evil 

spirits 

7 (23.3)           

Key: MI= Mental illness; PHC= Primary health care
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4.2.2  Focus group discussions 

Two focus group discussions were held with 8 and 9 participants respectively, and a total of 17 

respondents. Group 1 comprised of 2 CHOs and 6 CHEWs, while Group 2 had 2 nurses and 7 

CHEWs. 

The identified challenges were stigma, fear of violence and aggression, insufficient training in 

mental health, low government priority, understaffing, PHC co-ordinators (medical officers of 

health) may not be comfortable with mental disorders, and widespread beliefs about the 

supernatural causes of mental illness. Some quotes from the respondents are presented in Figure 

3. 

Suggested ways to overcome these barriers include the recruitment of more primary care staff – 

as they are currently overwhelmed; organize trainings and re-trainings on mental health; 

government should demonstrate interest and commitment; improve drug supplies; engage in 

public enlightenment campaigns; and community engagement activities to counteract stigma and 

promote rehabilitation in the community. Other suggestions were provision of incentives for 

staff; government should offer free treatment for the mentally ill; and apply sanctions to the 

spiritual/traditional healers who often violate the human rights of the mentally ill through 

beatings, starvation and chaining. 

 

 

 

 



 

Figure 3: Quotes on salient themes from the focus group discussions

            Key: LGA= Local Government Area; PHC= Primary Health Care; TB=Tuberculosis

R=Respondent 

Low 
Government 

priority

•R8: 
there should be training. What they are teaching us in school is not enough.”

Insufficient 
training in 

MH

•R9: 

and there’s no security people to be on watch, so there’s nothing we can do for 
them.”

Fear

•R1: “Many of them will not like to come to the clinic, but will decide to stay at home, 
so that their secret of mental illness will not be exposed. That is the number one 
problem …..the shame.”

•R9: “In my former station, instead of bringing an ill person to the PHC, they preferred 
to take him somewhere else because they believed that the people in the 
neighbourhood will hear that: “Omo lagbaja ya were” (Mr. so and so, of so and so 
family has run mad). So they took that person far away, to a Babalawo (traditional 
healer) to be kept there.”

Stigma

• R15: “The people in the community suffering from mental illnesses go more to 
the traditional healers than the PHC Centers. These healers have more 
patients than us.”

Traditional 
healers

Inadequate 
staffing

themes from the focus group discussions 

LGA= Local Government Area; PHC= Primary Health Care; TB=Tuberculosis

•R4: “The government is not supporting the LGAs and PHC, such as they are 
doing for TB, Malaria and immunizations, which are treated as priority. But 
for mental health, they (State government) are not doing anything.”

•R13: “Our government don’t care. I don’t think we’ve heard anything about 
this mental illness…they don’t have interest in it”

: “We only have little knowledge about Mental Health, that’s why we said 
there should be training. What they are teaching us in school is not enough.”

R9: “You know sometimes, these mentally disordered people, they can go wild 
and there’s no security people to be on watch, so there’s nothing we can do for 
them.”

“Many of them will not like to come to the clinic, but will decide to stay at home, 
so that their secret of mental illness will not be exposed. That is the number one 
problem …..the shame.”

“In my former station, instead of bringing an ill person to the PHC, they preferred 
to take him somewhere else because they believed that the people in the 
neighbourhood will hear that: “Omo lagbaja ya were” (Mr. so and so, of so and so 
family has run mad). So they took that person far away, to a Babalawo (traditional 
healer) to be kept there.”

“The people in the community suffering from mental illnesses go more to 
the traditional healers than the PHC Centers. These healers have more 
patients than us.”

• R3: “We have only one doctor in the entirety of the LGA. Some LGAs 
can have about 30 primary care clinics, some others 12, it varies. How 
can one doctor visit all the PHCs, is it possible? They cannot be in two 
places at a time.”
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LGA= Local Government Area; PHC= Primary Health Care; TB=Tuberculosis; 

“The government is not supporting the LGAs and PHC, such as they are 
doing for TB, Malaria and immunizations, which are treated as priority. But 
for mental health, they (State government) are not doing anything.”

“Our government don’t care. I don’t think we’ve heard anything about 
this mental illness…they don’t have interest in it”

“We only have little knowledge about Mental Health, that’s why we said 
there should be training. What they are teaching us in school is not enough.”

“You know sometimes, these mentally disordered people, they can go wild 
and there’s no security people to be on watch, so there’s nothing we can do for 

“Many of them will not like to come to the clinic, but will decide to stay at home, 
so that their secret of mental illness will not be exposed. That is the number one 

“In my former station, instead of bringing an ill person to the PHC, they preferred 
to take him somewhere else because they believed that the people in the 
neighbourhood will hear that: “Omo lagbaja ya were” (Mr. so and so, of so and so 
family has run mad). So they took that person far away, to a Babalawo (traditional 

“The people in the community suffering from mental illnesses go more to 
the traditional healers than the PHC Centers. These healers have more 

“We have only one doctor in the entirety of the LGA. Some LGAs 
can have about 30 primary care clinics, some others 12, it varies. How 
can one doctor visit all the PHCs, is it possible? They cannot be in two 
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4.2.3.  Key informant interview results 

Four key informant interviews were conducted with two supervisory PHC co-ordinators (medical 

officers of health) and two psychiatrists with extensive research and practical involvement with 

the PHC system. A fifth PHC co-ordinator who was invited to participate, was initially 

unavailable and then subsequently declined participation. 

The respondents addressed the major themes emanating from the free listing and focus group 

discussions under the headings of:  a) Government issues b) PHC Staff related issues and c) 

Community issues. There was also allowance for any other issues, as well as an opportunity to 

seek their recommendations. 

The highlights of these in-depth interviews, are presented in Box 1 below. 

Box 1: Barriers identified from the Key Informant Interviews  

GOVERNMENT 

� There is poor governmental support, focus is more on communicable diseases. 

� PHC were established by the government primarily for treating infectious conditions 

such as Malaria, etc. Therefore, HIV, TB and Malaria are accorded higher priority. 

� Poorly equipped clinics, and a lack of space is not unique to the PHC level, but is also 

present at other levels of health care services.   

� Mental health public awareness campaigns are non-existent. 

� The government concentrates on areas where there are available funds from a donor 

agency.  

“Half of such efforts would have achieved more for mental illness which is not 

contagious” (R2). 

PHC STAFF 

� There are too few hands and they are often overburdened with work. 

� Misconceptions about mental illness are widespread among PHC staff. The commonest 

manifestation is the high level of fear concerning the dangerousness of the mentally ill.  

� The PHC workers are deficient in their knowledge about mental illness.  

“There are no in-service (on the job) training for mental health at all levels, unlike 

malaria” (R1).  

“Anecdotally, I know that up to 80% are willing to see patients with mental illness if 

they could be trained” (R3). 
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� There are no systematic referral networks in the state, and the PHC staff may 

sometimes direct mentally ill persons to traditional and spiritual healers. 

� Unhealthy professional rivalry (across cadres) and unwillingness to learn from mental 

health professionals may hinder integration efforts. 

� Mental health professionals are sometimes also antagonistic towards task sharing, on 

account of fears that the trainees may claim to have become experts. Furthermore, 

these professionals are also insufficient, so they are careful not to burn themselves out 

or create more demand than they can satisfy. 

COMMUNITY 

� Misconceptions about mental illness: evil or spiritual attack, being consequences of 

evil actions such as money rituals. 

� High level of stigmatization and discrimination, thus driving it underground instead of 

seeking for treatment. 

� Media portrayals are also negative and often imply that it’s not a condition to be 

treated in hospitals – by affirming spiritual theories of causation. 

RECOMMENDATIONS 

� Donor agencies should be attracted to invest in mental health. Once funds are 

available, the government will be compelled to sit up and engage. 

� Education about mental illness should start right from primary school, with monitoring 

of children’s developmental trajectory and problems. 

� Advocacy to the government and the policy makers about the burden of mental illness 

so as to prevent social vices such as drug abuse, crime and violence. 

� Ensure sustained grass-root mental health advocacy to change the community’s 

perception. 

� Address the issue of stigma in order to improve access to mental health services. 

� Training and re-training for the PHC staffs; their opinion is well respected within the 

communities where they live and practice. Thus they can be powerful agents for 

scaling up mental health care services. 

� Advocacy needs to be improved – including targeted efforts at popular channels of the 

mass media; while content should be monitored and engaged with. 
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4.3   Qualitative results guiding the development of the study questionnaire 

The barriers and challenges identified from the qualitative studies were listed and compared to 

the pre-existing 7 item questionnaire (Omigbodun, 2001). The questionnaire was then expanded 

to cover all the relevant themes into a 38 item structured questionnaire. The areas covered by the 

pre-existing exploratory questionnaire and the areas incorporated into this study questionnaire 

are presented in Table 4 below. 

 

Table 4: Incorporation of items emerging from the qualitative phase into the study 

questionnaire. 

No Pre-existing items Additional items incorporated from Qualitative Phase 

1 Basic training exposure to 

mental health 

Post basic training exposure to MH 

2 Currently treats mental 

health conditions 

Knowledge about causes of mental illness 

3 Knowledge about MH 

promotion 

Perception of governmental health priority conditions 

4 Knowledge about MH 

prevention 

Influence of case workload on the feasibility of offering 

treatment for MH conditions 

5 Knowledge about MH 

treatment 

Fears about violence and aggressive behaviours 

6 Knowledge about existence 

of MH policy 

Inadequate staffing requirements 

7 Presence of supervision for 

MH conditions 

Influence of stigma on service utilization 

8  Influence of community knowledge and awareness about 

mental illness  

9  Availability of psychotropic medications 

10  Referral pathways for patients with mental illness 

11  Knowledge of the presence of MH in the standing orders 

12  Willingness to receive additional training in MH 

13  Willingness to care for patients with mental illness 

14  Perception and awareness about MH advocacy efforts 

15  Awareness about role of MH in other areas of health such 

as antenatal care and HIV/AIDS 
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4.4 Section III: Quantitative results 

A total of 200 primary health care clinical staff were recruited to complete the study 

questionnaire (150 from Oyo State and 50 from Osun State). The response rate was 96.5% as 193 

respondents returned completed questionnaires. Five of these were discarded due to incomplete 

responses, leaving 188 questionnaires for analysis. 

4.4.1. Socio-demographic profile 

The respondents were predominantly females (84%), with a mean age of 37.51 years (SD=9.88), 

and average number of years in service was 13.01 (SD=8.83). See Table 5 below. 

Table 5: Socio-demographic variables of the respondents 

No Variable n  (%) 

1 Gender: 

Male 

Female 

 

30 (16) 

158 (84) 

2 Cadre: 

JCHEW 

CHEW 

CHO 

Nurse/Midwife 

 

36 (19.1) 

61 (32.4) 

48 (25.5) 

43 (22.9) 

3 Marital status: 

Single 

Married 

Separated/divorced 

Widowed/widower 

 

56 (29.8) 

126 (67) 

2  (1.1) 

4  (2.1) 

4 Religion: 

Islam 

Christianity 

Traditional religion 

 

66 (35.1) 

69 (36.7) 

53 (28.2) 

5 Family member with history of Mental illness: 

Yes 

No 

 

53 (28.2) 

135 (71.8) 
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 4.4.2. Knowledge and skills about mental illness among primary care workers 

The respondents identified causes of mental illnesses, perceived knowledge and competence to 

provide interventions, as well as awareness about its inclusion in the standing orders and the 

national mental health policy. The results are presented in Table 6 below. 

 

Table 6: Knowledge about the causes and policy recommendation of integrating mental 

health into primary care 

Variable Yes/Agree 

n (%) 

No/Disagree 

n (%) 

Causes of mental illness: 

            Drug abuse 

            Medical (brain) disorder 

            Runs in families 

            Spiritual attack 

            God’s punishment 

 

181 (96.3) 

177 (94.1) 

139 (73.9) 

103 (54.8) 

34 (18.1) 

 

7 (3.7) 

11 (5.9) 

49 (26.1) 

85 (45.2) 

154 (81.9) 

I don’t have sufficient knowledge to treat mental disorders 124 (66) 64 (34) 

I have sufficient knowledge to participate in the following: 

            Mental health promotion 

            Mental health prevention 

            Mental health treatment 

            Mental health rehabilitation 

 

87 (46.3) 

121 (64.4) 

52 (27.7) 

53 (28.2) 

 

101 (53.7) 

67 (35.6) 

136 (72.3) 

135 (71.8) 

Mental health is included in the ‘Standing Orders’ 104 (55.3) 55 (29.3) 

Integration of mental health into primary care is endorsed by the 

National Mental Health Policy 

135 (71.8) 37 (19.7) 

∗The numbers do not add up to 100% for some rows, as a small fraction of the respondents may 

have indicated ‘don’t know’ which was not presented here. 
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4.4.3. Attitudes of primary care workers towards mental illness and caring for them in 

primary care 

The respondents endorsed a desire for additional trainings in mental health (84.6%) but affirmed 

the negative role of stigma which hinders access to care (56.4%) for the mentally ill. The slight 

majority also did not consider primary care to be the ideal setting for the treatment of mental 

disorders (54.3%). Other details are presented in Table 7 below. 

 

Table 7: Attitudes and perceptions of primary care workers towards mental illness  

Variable Yes/Agree 

n (%) 

No/Disagree 

n (%) 

I have the confidence to treat the following conditions: 

            Psychosis 

            Depression 

            Alcohol and drug abuse 

            Epilepsy 

            Childhood mental illness 

            Attempted suicide 

 

51 (27.1) 

147 (75) 

113 (60.1) 

  74 (39.4 

  56 (29.8) 

   75 (39.9) 

 

137 (72.9) 

  47 (25) 

  75 (39.9) 

 114 (60.6) 

 132 (70.2) 

 113 (60.1) 

Mental disorders should not be treated in primary care 102 (54.3)    85 (45.2) 

Mental illness is not a priority condition in my community 109 (58) 71 (37.8) 

I would like to have additional training in mental health 159 (84.6) 27 (14.4) 

I would be happy and willing to treat patients with mental illness  85 (45.2) 93 (49.5) 

Persons with mental illness are unlikely to come to clinic due to 

shame, ignorance and stigma 

106 (56.4) 82 (43.6) 
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4.4.4. Current challenges and barriers that hinder the integration of mental health into 

primary care 

The current practices and other challenges with respect to government neglect, community 

awareness and clinic difficulties, all of which culminate in preventing the successful integration 

of mental health into primary care are presented in Table 8 below. 

 

Table 8: Current challenges and barriers to integration of mental health into primary care 

    

                   Variable 

Yes/Agree 

     n (%) 

No/Disagree 

    n (%) 

I have had additional trainings on the following conditions: 

            Two or more (excluding mental illness) 

            Maternal and Child Health 

            Immunization 

            HIV/AIDS 

            Mental illness 

 

116 (61.7) 

  23 (12.2) 

  21 (11.2) 

  16 (8.5) 

  12 (6.4 

 

NA 

What do you do for patients who present with mental illness? 

            Counselling 

            Prescribe medications 

            Admit for treatment 

            Refer for spiritual healing 

            Refer to traditional healers 

            Refer to the Medical Officer (PHC Supervisor) 

            Refer to see a psychiatrist 

           Turn away as we can’t help them 

 

160 (85.1) 

 46 (24.5) 

  26 (13.8) 

  13 (6.9) 

    6 (3.2) 

 112 (59.6) 

159 (84.6) 

    4 (2.1) 

 

 28 (14.9) 

141 (75) 

162 (86.2) 

175 (93.1) 

182 (96.8) 

  76 (40.4) 

  29 (15.4) 

 184 (97.9) 

What conditions takes up your time in clinic routinely: 

           Two or more conditions (excluding mental illness) 

           Pregnancy related (antenatal) care 

           Children’s immunization 

 

88 (46.8) 

22 (11.7) 

51 (27.1) 

 

NA 
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           Other physical complaints 

           Mental disorders 

18 (9.6) 

  9 (4.8)  

 

What conditions are accorded high priority by government ∗: 

         Malaria 

         Antenatal care 

          HIV/AIDS 

          Immunization 

          Tuberculosis 

 

 

36 (19.1) 

27 (14.2) 

27 (14.2) 

25 (13.2) 

10 (5.3) 

 

 

NA 

Mental health is not a priority for the government 93 (49.4) 92 (48.9) 

 

Table 8 continued: Current challenges and barriers to integration of mental health into 

primary care 

    

                   Variable 

Yes/Agree 

     n (%) 

No/Disagree 

    n (%) 

Current workload will not permit taking on responsibility for 

mental disorders 

55 (29.3) 125 (66.5) 

Fear that mental illness may result in violence and attacks 74 (39.4) 111 (59) 

We lack sufficient manpower to handle more responsibilities 132 (70.2) 53 (28.2) 

We do not have access to psychotropic medications 153 (81.4) 32 (17) 

Supported supervision mechanisms are in place 83 (44.1) 86 (45.7) 

Space constraints exist in our clinics 134 (71.3) 48 (25.5) 

Referral pathways are clearly established 43 (22.9) 129 (68.6) 

Families of those with mental illness prefer to seek care at 

traditional and spiritual healing homes 

139 (73.9) 42 (22.3) 

I am aware of mental health advocacy and enlightenment efforts 42 (22.3) 139 (73.9) 

∗∗∗∗Only the topmost 5 conditions were selected. 
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CHAPTER FIVE 

DISCUSSION 

5.0 Introduction 

This study evaluated the barriers and challenges preventing the successful integration of mental 

health into primary care in Nigeria. The findings from the mixed methods study design is 

discussed here in the context of previous studies from other low and middle income countries, 

and particularly from other African countries. The strengths, limitations and implications of the 

study findings for policy, practice and future research is also presented. 

5.1.   Thesis findings in context 

The respondents were predominantly female and the professional cadre of the primary health 

care staff (Community Health Officers, Community Health Extension Workers and Nurses), 

which is similar to what has been reported from previous work in other African Countries 

(Jenkins et al., 2010; Bhana et al., 2010) and from Nigeria too (Omigbodun, 2001).  

The absence and relative scarcity of mental health professionals at the primary care level in 

Nigeria, compares poorly with other Middle income African Countries such as South Africa, 

which boasts of an extensive network of mental health counsellors and psychologists involved 

with the primary health care system (Petersen et al., 2011). 

Organization of Mental Health Services 

The spread of tertiary facilities offering mental health care services across the country, either as 

University Teaching Hospitals, Federal Medical Centers or as Neuropsychiatric Hospitals 
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provide a potential hub for linking the neighbouring secondary and primary care facilities with 

the tertiary facility at the center. The tertiary facilities can provide the requisite expertise by 

serving as trainers, supervisors as well as back-up referral system for more complicated cases of 

mental disorders. This approach has already been implemented in Osun state (Gureje et al., 

2015) with good results, indicating increased knowledge uptake by the PHC staff, effective and 

efficient referral network system and improved service utilization. 

Knowledge and competence about mental disorders 

The knowledge of the PHC staff about the etiology of mental illness was generally good, as the 

majority correctly identified drug abuse and alcoholism (96.3%), brain disorder (94.1%), and the 

increased familial risk (73.9%) as risk factors. It is, however, reflective of the widespread 

supernatural beliefs about the causation of mental illness, that even among the PHC health 

workers, as high as nearly 6 in ten (54.8%) of the respondents indicated that it may be caused by 

spiritual or evil attacks. A smaller fraction (18.1%) further endorsed the belief that mental illness 

may occur as a result of God’s punishment. 

Interestingly, the majority of the respondents honestly admitted that they lacked sufficient 

knowledge to offer mental health services (66%) but the vast majority appeared keen on 

receiving additional trainings in mental health (84.6%). They were, however, majorly in the 

know about the inclusion of mental disorders in their practice manual, known as the ‘Standing 

Orders’ (55.3%), as well as the national mental health policy which directs the integration of 

mental health into primary care. These findings compare favorably with previous reports from 

other African and LMIC countries (Jenkins et al., 2010; Bhana et al., 2010). 
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In terms of competence, the respondents endorsed counselling as the most frequently offered 

service to those with mental illness (85.1%) but were not as equally comfortable to prescribe 

medications (24.5%) or admit for treatment. Furthermore, while the other significant actions 

were to refer to a psychiatrist (84.6%) or to the Medical Officer (59.6%), it is still worrisome that 

about one in ten of the PHC workers would actually refer patients with mental illness to 

traditional/spiritual healers.  

While there has been a lot of interest and discussions about collaborating with traditional and 

spiritual healers over the past decades (Odejide et al., 1978; Asuni, 1979) in Nigeria and other 

climes (Kapur, 1979), it remains a knotty issue that needs to be approached with caution, on 

account of the charlatans, the secrecy surrounding their practices and the several reports of 

abusive practices that occur in the context of traditional and spiritual healing (Gureje, 2010). 

Barriers identified from the study 

The salient barriers highlighted by this study include fear of violence and aggression from 

patients, overwhelming stigma and ignorance which hinders access to service utilization, 

insufficient human resources, non-availability of medications and low levels of governmental 

interest in mental health. 

The widespread ignorance and misconceptions about mental illness, and the supernatural beliefs 

about the etiology of mental illness also lend itself to reduced service utilization, if left 

unaddressed. The PHC workers also lack training and re-training opportunities for mental health 

that needs to be also tackled. Lastly, some of the mental health professionals may also resist task 

sharing as a form of professional rivalry. 
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These issues are by no means new findings as some of them have been similarly highlighted by 

previous studies (Omigbodun, 2001; Saraceno et al., 2007; Bhana et al., 2010; Petersen et al., 

2011).  

Recommendations and suggestions 

The suggestions highlighted from the study findings include the need for sustained advocacy to 

and public awareness campaigns to counter stigma, ignorance and misconceptions about mental 

illness in the community. Engagements with the communities, utilizing the PHC staff is also a 

valuable suggestion that aims to leverage on the status of PHC staff within their respective 

communities as well as promote community rehabilitation.  

Provision of training and re-training opportunities for PHC staff will enhance and equip them 

with the expertise to successfully implement the policy thrust of integrating mental health into 

primary health care. This will also require the technical support and collaboration of mental 

health professionals and the tertiary facilities to provide back-up support, supervision and 

referral services. This approach was recommended by Omigbodun in 2001 and has been 

severally proven to be cost-effective and efficient (Jenkins, 2007; Araya et al., 2003; Patel et al., 

2010). 

Engagement with government and stakeholders to influence increased attention for mental 

disorders, thereby leading to increased funding and recruitment of staff, as well as drug supplies. 

The government should also be encouraged to provide free treatment for the mentally ill, as a 

way of encouraging service utilization and as a matter of equity. It should also be the role of the 

Government to ensure that the spiritual and traditional healers who engage in abusive practices 
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that violates human rights such as starvation, beatings and mutilations amongst others are made 

to face legal sanctions as a form of deterrent to discourage others from similar practices. 

 

5.2. Strengths and limitations of the study 

The major strengths of this study includes the utilization of a bottom-up approach to understand 

the perspectives and challenges from the primary care workers, who are actually at the front line 

of the implementation efforts. They are the intended recipients of task sharing through trainings 

and supported supervision. Thus it is important that their views and perspectives are understood. 

Another major strength of this study is the mixed methods study design which included a 

sequential exploratory sequence technique to approach the research questions. This approach 

lends itself to current approaches of implementation science, as it addresses in detail the practical 

challenges and difficulties which can then be subsequently tackled to ensure successful policy 

implementation. 

This study is limited by the convenience sampling methodology in selecting the study site states. 

Furthermore, the two selected states (Osun and Oyo) are both in the South West of Nigeria, and 

the findings may not be generalizable to the entire country. However, the relatively homogenous 

structure of the health systems across the country makes it possible to consider these study 

findings as providing useful insight into the situation nationally. 
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5.3 Implications for theory, clinical practice, policy and research 

This study has implications for the theory, practice, policy and research thrust of scaling up 

mental health services in LMICs. Firstly, it affirms the pragmatic usefulness of task-sharing as 

well as the receptiveness of the primary care staff to such interventions in this setting. 

Secondly, it buttresses the fact that there needs to be a strong connectivity and collaborative 

relationship between mental health professionals in tertiary facilities and the frontline primary 

care workers, for effective scaling up of mental health services to occur.  

Thirdly, policy directives and changes in clinical practice that are not strongly supported with 

effective public awareness campaigns and community mobilization to correct stigma and 

misconceptions and to enhance service utilization will amount to no more than a waste of 

resources and efforts. Lastly, efforts to integrate mental health into primary care should be 

comprehensive in approach to address the different levels of barriers and challenges, such as the 

governmental issues, community issues and the issues specific to the health care organizations. 

The ongoing efforts to implement and roll-out the country-specific mhGAP-IG across Nigeria, 

by the Federal Ministry of Health, should pay heed to the need for this comprehensive approach; 

rather than the currently narrow and focused approach on the technicalities of training PHC staff 

to use the manual. Failure to provide an enabling environment to improve access to and 

utilization of services, such as through ensuring the existence of supportive supervision 

networks, medication availability and public awareness campaigns to reduce stigma and 

misconceptions, while promoting service utilization will not augur well for the programme.  
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Future research efforts should evaluate the practical implementation steps towards piloting 

integration of mental health into primary care on a larger scale (level of LGAs or States) in order 

to evaluate its effectiveness and identify problems that may occur at the practical stages. 
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APPENDIX I 

BARRIERS PREVENTING THE SUCCESSFUL INTEGRATION OF MENTAL HEALTH SERVICES INTO 

PRIMARY HEALTH CARE IN NIGERIA: A MIXED METHODS APPROACH. 

 

Investigator: Dr. Jibril Abdulmalik, Department of Psychiatry, University College Hospital (UCH) 

Ibadan, Nigeria. 

 

INFORMED CONSENT FORM 

(FREE LISTING) 

 

PURPOSE AND BENEFIT: We would like to ask you about the challenges and barriers at the 

grassroots level which work against the successful integration of mental health into primary health 

care (PHC). This information will help us to better understand the challenges and barriers that are 

preventing the integration of mental health into primary health care in Nigeria. 

 

PROCEDURES: In this interview we will ask you to list different things you know about mental illness 

and the integration of mental health into primary health care in your community, and for people 

with mental health issues, how their experiences are dealt with, by the individuals, their families 

and the community.  

 

RISK, STRESS, OR DISCOMFORT: The information we require is not personal but we will make every 

effort to keep your responses confidential.  We will not record your name, and when taking notes, 

we will use codes so that nobody can link this information to you.   

Your participation in this research is entirely voluntary. It is your choice whether to participate or 

not. If you choose not to participate, this will have no effect on you or your work.  If you choose to 

participate, you can indicate by your written consent, signature or thumbprint below: 

 

Signature of Respondent:……………………………..                             Date………………………………………… 
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BARRIERS PREVENTING THE SUCCESSFUL INTEGRATION OF MENTAL HEALTH SERVICES INTO 

PRIMARY HEALTH CARE IN NIGERIA: A MIXED METHODS APPROACH. 

Investigator: Dr. Jibril Abdulmalik, Department of Psychiatry, University College Hospital (UCH) 

Ibadan, Nigeria. 

INFORMED CONSENT FORM 

(FOCUS GROUP DISCUSSION) 

 

PURPOSE AND BENEFIT: We would like to ask you to participate in a group discussion, where all the 

group members will talk about their opinion and experience of the challenges and barriers at the 

grassroots level which work against the successful integration of mental health into PHC in Nigeria. 

We will use this information to better understand the challenges and barriers that are preventing 

the integration of mental health into primary health care in Nigeria. 

 

PROCEDURES: In the group discussion, the researcher will serve as a moderator, while the FGD will 

be conducted with the group comprising of 8-10 participants each, and all discussions will be tape 

recorded to ensure that accurate and verbatim accounts are documented. No one else but the 

people who are taking part in the discussion and myself will be present during this discussion. The 

entire discussion will be tape-recorded, but no-one will be identified by name on the tape. The tape 

will be kept locked in a secure safe, and the information recorded will be kept confidentially, and 

no one else except [name of person(s)] will have access to the tapes. At the end of the study I and 

the other researchers will destroy the tapes. 

 

CONFIDENTIALITY: We will make every effort to keep your responses confidential. We will ask you 

and others in the group not to talk to people outside the group about what was said in the group. 

You should know, however, that we cannot stop or prevent participants who were in the group 

from sharing things that should be confidential.  We will not record your name and make sure that 

none of the information you give can be linked to you by others. If there is something you are not 

comfortable to share with the group, you may tell us privately after the group meeting. 

 

RISK, STRESS, OR DISCOMFORT: If you feel uncomfortable answering any questions, you may skip 

the question without answering.  If you wish to end the discussion at any time, you may do so. 

Your participation in this research is entirely voluntary. It is your choice whether to participate or 

not. If you choose not to participate, this will have no effect on you or your work in any way.  If you 

choose to participate, you can indicate by your written consent by signing below: 

 

Signature of Respondent:……………………………………………….                                     Date………………………. 
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BARRIERS PREVENTING THE SUCCESSFUL INTEGRATION OF MENTAL HEALTH SERVICES INTO 

PRIMARY HEALTH CARE IN NIGERIA: A MIXED METHODS APPROACH. 

 

Investigator: Dr. Jibril Abdulmalik, Department of Psychiatry, University College Hospital (UCH) 

Ibadan, Nigeria. 

 

INFORMED CONSENT FORM 

(KEY INFORMANT INTERVIEWS) 

 

PURPOSE AND BENEFIT: We would like to ask you about the challenges and barriers at the 

grassroots level which work against the successful integration of mental health into primary health 

care (PHC). This information will help us to better understand the challenges and barriers that are 

preventing the smooth and effective integration of mental health into primary health care in 

Nigeria. The interviews will not be of any direct benefit to you at this time.  

 

PROCEDURES: You have been identified as an expert with relevant experience of the primary health 

care system in Nigeria. In this interview I will therefore want you to share your experience and 

insight into the barriers preventing the successful integration of mental health into primary care in 

Nigeria. Furthermore, possible recommendations and suggestions for overcoming these barriers 

will also be very helpful.  

 

RISK, STRESS, OR DISCOMFORT: The information we require is not personal but we will make every 

effort to keep your responses confidential.  We will not record your name, and when taking notes, 

we will use codes so that nobody can link this information to you.   

Your participation in this research is entirely voluntary. It is your choice whether to participate or 

not. If you choose not to participate, this will have no effect on you or your work.  If you choose to 

participate, you can indicate your consent by signing below: 

 

Signature of Respondent:……………………………..                             Date………………………………………… 
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Title of Project: BARRIERS PREVENTING THE SUCCESSFUL INTEGRATION OF MENTAL HEALTH SERVICES 

INTO PRIMARY HEALTH CARE IN NIGERIA: A MIXED METHODS APPROACH. 

 

Investigator: Dr. Jibril Abdulmalik, Department of Psychiatry, University College Hospital (UCH) Ibadan, 

Nigeria; being the Project Dissertation, in part fulfilment of the requirements for the Masters in Mental 

Health Policy and Services. 

 

INFORMED CONSENT FORM (STUDY QUESTIONNAIRE) 

 

PURPOSE AND BENEFIT: We would like to ask you about your experiences working in the primary health care 

system. We are particularly interested in the mental health related aspects (if any), and understanding your 

personal views and opinions about the situation of things. There are no wrong or right answers but we 

simply want to learn from your experience.  

This information will help us to better understand the challenges and barriers that are preventing the 

integration of mental health into primary health care in Nigeria. 

 

PROCEDURES: In this interview we will require you to read and complete a questionnaire that contains 

several questions which aims to understand your background and then to learn about your work in primary 

care and also to learn from your experiences with respect to mental illness in your clinic and within your 

community. Please respond as honestly as you can, about the actual situation of things as you know it. 

 

RISK, STRESS, OR DISCOMFORT: The information we require is not personal and we will make every effort to 

keep your responses confidential.  We will not record your name, or any other possible means of identifying 

you. Your participation in this research is entirely voluntary. It is your choice whether to participate or not. If 

you choose not to participate, this will have no effect on you or your work.  If you choose to participate, 

please indicate your written consent, by signing below: 

 

Signature of Respondent:……………………                             Date………………………… 
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APPENDIX II 

FREE LISTING QUESTIONNAIRE 

       SERIAL NO:………………………………………. 

Age:……………………………………………                                               Gender:………………………………………………. 

Cadre: ……………………………………….                                                Years in Service: ………………………………… 

Thank you for agreeing to respond to this brief interview. You are only required to simply list as many 

responses/answers as you can think of to the following questions. Detailed explanations are not 

necessary, in order not to take too much of your time. 

Question 1: What are the commonest causes of mental illnesses that you know? 

----------------------------------------------------------------             ----------------------------------------------------------- 

----------------------------------------------------------------             ----------------------------------------------------------- 

----------------------------------------------------------------             ----------------------------------------------------------- 

Question 2: What are your views concerning mental illnesses in your environment and your clinic? 

----------------------------------------------------------------             ----------------------------------------------------------- 

----------------------------------------------------------------             ----------------------------------------------------------- 

----------------------------------------------------------------             ----------------------------------------------------------- 

Question 3: What are the common types of mental illnesses that you have come across? 

----------------------------------------------------------------             ----------------------------------------------------------- 

----------------------------------------------------------------             ----------------------------------------------------------- 

----------------------------------------------------------------             ----------------------------------------------------------- 

Question 4: How do you handle patients who present at your clinic with mental illnesses? 

----------------------------------------------------------------             ----------------------------------------------------------- 

----------------------------------------------------------------             ----------------------------------------------------------- 

----------------------------------------------------------------             ----------------------------------------------------------- 

Question 5: At which health facilities should mental illnesses be treated (list in order of priority)? 

----------------------------------------------------------------             ----------------------------------------------------------- 

----------------------------------------------------------------             ----------------------------------------------------------- 

----------------------------------------------------------------             ----------------------------------------------------------- 

Question 6: What challenges (if any) makes it difficult to see patients with mental illness at the PHC 

Clinic? 

----------------------------------------------------------------             ----------------------------------------------------------- 

----------------------------------------------------------------             ----------------------------------------------------------- 

----------------------------------------------------------------             ----------------------------------------------------------- 
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APPENDIX III 

FOCUS GROUP DISCUSSION GUIDE 

Introduction: Mental illness is the 9
th

 pillar of PHC in Nigeria, but mental health services are generally not 

available at PHC level. We will be discussing your experience of working within the PHC system with a 

view to understanding how you tackle mental illness issues. I am particularly interested in understanding 

the challenges or difficulties (if any) which makes it difficult for most PHC clinics to offer mental health 

services. Please kindly share your experience and opinion freely on this questions. Thank you. 

 

Question 1: In your experience, are there challenges/barriers that makes it difficult to see 

individuals with mental illnesses at your PHC clinics? What are these challenges?  

- How well does your educational training prepare you to handle this type of cases?  

- Do you feel competent in terms of knowledge and skills, to see these patients?  

- How and/or why not? 

- What are the difficulties? 

� Does stigma play any role?  

� Availability of medications 

� Schedule of work duties (ANC, Immunization e.t.c) 

� Government priority at the LGA and State levels 

� Time? 

� Referrals? 

� Supported supervision or someone to call if uncertain what to do? 

� Anything else? 

Probe as may be necessary 

Question 2: Considering all the problems and challenges listed already, how can this situation 

be improved? What needs to be changed or done differently? 

- Change the curriculum of training in schools 

- Top-up training? 

- Government priority? 

- Employ more staff? 

- Supervision and supportive networks 

 

Probe for additional information and details of any suggestion made   
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APPENDIX IV 

KEY INFORMANT INTERVIEW (KII) GUIDE 
This study aims to understand the barriers preventing the successful integration of mental 
health into the primary health care system in Nigeria. The following barriers were identified 
from free-listing interviews and FGD with PHC workers. They are grouped roughly into 3 
sections: Governmental factors, issues specific to the PHC staff and lastly, community factors.  
Considering your expertise and years of experience working in this context, I would like to 
invite you to comment freely on these factors as well as any other barrier that may have been 
left out of this list. 

Government: 

- Ill-equipped and non-conducive clinic environment 
Explore current health care financing mechanisms for the different tiers of health care 
service delivery 

- Lack of government support for mental health, unlike reproductive programmes, 
malaria, HIV, immunization e.t.c 
Ongoing MH advocacy efforts? Federal? State? 

- Lack of facilities for managing restless and aggressive mentally ill patients at the 
clinics (no separate ward, no security men or extra hands). 

- Poor remuneration for the volume of work done. 
- Shortage of staffs (too few on a shift, such that they can’t afford to dedicate one 

person to be attending to a psychotic or restless patient for hours). 
- Non-availability of drugs and equipments (psychotropics, beds, generators, etc) 

PHC staff: 
- Social stigma 
- Misconceptions about the cause(s) of mental illness 
- Fear of being attacked by patients 
- Poor referral mechanisms and no ambulance services 

What referral mechanisms are currently in place if any? Are the staff aware? 
- Inadequate/lack of training at the School of Nursing/Hygiene on Mental illness; 

and complete absence of on-the-job refresher training for all primary health 
workers in all the communities…unlike what obtains for reproductive health and 
immunization programmes. 
Current training curriculum and duration? 

Community: 
- Poverty and cultural perceptions about mental illness in the community 
- Widespread ignorance about mental illness in the communities 

 

1. Outside of these issues, are there other barriers that you may wish to comment 
on? Sustainability issues? 
 

2. Looking ahead into the future, what pragmatic recommendations may help to 
overcome these barriers?   

- Role of professional organizations 
- Role of Tertiary Hospitals 
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APPENDIX V 

STUDY QUESTIONNAIRE 

Section I 

1. Age:....................................... 

2. Sex:  (   ) Male  (   ) Female 

3. Highest Educational Status: 

None ( )  Primary ( )     Secondary ( )    Post-secondary Certificate/diploma ( )   Post-secondary 

degree ( )     Masters ( )      

4. Marital status:  Single ( ) married (  ) separated / divorced (  ) widowed /   widower (  )     

5. Cadre:  JCHEW ( ) CHEW ( ) CHO ( ) Nurse/Midwife ( ) 

6. Health Care Facility Type: ………………………………………………………… 

7. Local Government Area:…………………………………………………………… 

8. State: ………………………………………………………………………………………. 

9. Number of years in service: …………………………………………….. 

10. Religion 

               (  ) Islam (  ) Christianity (  ) traditional religion/others (Specify) --------------------------- 

 

Section II 

11. Did you receive sufficient teachings in mental health during your training? Yes (  )  No (  ) 

12. Have you ever had a family member, close relation or neighbour with mental illness in the past?  

Yes (  )  No (  ) 

13. Do you feel confident to treat persons with the following mental disorders in your clinic?  

a). Psychosis       Yes (  )  No (  ) 

b). Depression       Yes (  )  No (  ) 

c). Alcohol and drug abuse       Yes (  )  No (  ) 

d). Epilepsy           Yes (  )  No (  ) 

e). Childhood mental disorders     Yes (  )  No (  ) 

f). Attempted suicide/suicidal behaviours   Yes (  )  No (  ) 

 

14. Which health condition(s) have you had additional trainings on? 

Maternal & Child Care ( ) HIV/AIDS ( ) Tuberculosis ( ) Mental illness ( ) Immunizations ( ) Two or 

more (excluding mental illness) (  ) Others (please specify)………………………….…………………… 

 

15. When you see patients with mental illness, what do you usually do for them? (tick as many as 

applies to you) 

       a). Counselling        Yes (  )  No (  ) 

b). Prescribe medications    Yes (  )  No (  ) 

c). Admit them for treatment     Yes (  )  No (  ) 

d). Refer for spiritual (church/mosque) healing   Yes (  )  No (  ) 
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e). Refer to traditional healers     Yes (  )  No (  ) 

f). Refer to Medical Officer in General Hospital    Yes (  )  No (  ) 

g). Refer to a Psychiatrist      Yes (  )  No (  ) 

h). Turn them away, because we cannot help them          Yes (  )  No (  ) 

 

16. In your opinion, what is/are the cause(s) of mental illnesses?  

a). Spiritual attack/from the devil Yes (  )   No (  ) 

b). Drug abuse      Yes (  )  No (  ) 

c). God’s punishment   Yes (  )  No (  ) 

d). Medical condition (brain disorder)      Yes (  )  No (  ) 

e). Runs in families     Yes (  )  No (  ) 

 

17. In your experience, what conditions take up the majority of your time in clinics?  

a). Pregnancy related care 

b). Children’s immunization and general health 

c). Other physical complaints such as malaria 

d). HIV/AIDS 

e). Other chronic medical conditions such as hypertension 

f). Mental disorders 

g). More than 2 conditions (excluding mental illness) 

 

18. I have sufficient knowledge/skills to provide counselling and interventions about 

a). Mental health promotion   Yes (  )  No (  ) 

b) Mental health prevention   Yes (  )  No (  ) 

c) Mental health treatments  Yes (  )  No (  ) 

d) Mental health rehabilitation   Yes (  )  No (  ) 

 

19. In your opinion, what two medical conditions have the GREATEST GOVERNMENT PRIORITY in 

your LGA? 

a)………………………………………....................    b). ………………………………………………………. 

 

Section III 

No Item Strongly 

disagree 

Disagree Don’t 

know 

Agree Strongly 

agree 

20 Mental health is not a priority for the 

government 

     

21 Persons with mental disorders should not be 

treated in primary care clinics 

     

22 Mental health problems is not a priority 

condition in my clinic/community 

     

23 I don’t have sufficient knowledge/skills to treat 

people with mental illness 
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24 My workload is too much and so I cannot also be 

treating people with mental disorders 

     

25 I am afraid that persons with mental illness may 

be violent and attack me 

     

26 We have enough staff in my clinic to offer mental 

health services 

     

27 We have medications to treat persons with 

mental disorders in my clinic 

     

28 There are mechanisms for support and 

supervision from Medical officers/Psychiatrists 

when seeing patients with mental health 

problems 

     

29 There is enough space/facilities for mental health 

counselling and treatment in my clinic 

     

30 Referral pathways are clearly established for 

persons with mental disorders 

     

31 Mental disorders are covered in the standing 

orders 

     

32 By National policy, mental health is a part of 

primary health care 

     

33 I would like to receive more training about 

mental disorders 

     

34 I am happy to see patients with mental disorders      

35 Persons with mental illness in my community will 

be ashamed and not come to clinic because of 

ignorance and stigma 

     

36 Families with mental illness will prefer to go to 

traditional/spiritual healers rather than come to 

the clinic or hospital 

     

37 I am not aware of any advocacy or public 

awareness campaign about mental illness, unlike 

other conditions such as malaria or HIV/AIDS 

     

38 Is mental health ever mentioned during other 

trainings such as antenatal care, HIV/AIDS e.t.c?  

     

 

 

 

 

 


