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ABSTRACT

The study examined the influence of socio-economic factors (marital status,
occupation and religious affiliation) on the prevalence of depression. It also investigated
patients’ perception and knowledge of the illness and identified the coping mechanisms
adopted by adult patients with depression at the Obafemi Awolowo University Teaching
Hospitals Complex (OAUTHC). This was with a view to exploring the socio-cultural context
of depressive disorders in the study area.

Data were obtained from primary and secondary sources. A Case-Control design was
adopted. The study population consisted of two categories of adult patients (18-60years):
those with primary depressive conditions and those without depression seeking treatment
over a 5 year period (2002-2007) at the OAUTHC. Based on the hospital records, 110 adult
patients with depression and 309 adult patients without depressive conditions met the
inclusion criteria. All the 110 adult patients with depression were selected for the Case
Group, while an equal number of 110 adult patients were selected for the Control Group
using a simple random sampling technique. A total of 220 copies of questionnaire were
administered on the two categories of adult patients. In-depth interviews were held with 14
psychiatric caregivers (3 Doctors and 11 Nurses) in the hospitals. Also, case files of patients
with depression were consulted for relevant secondary information. Data were analysed using
descriptive and inferential statistics.

The results showed that there were more young adults (18-40 years) in the Case
Group (71.8%) than the Control Group (51.3%). Also 58.6% of married female adults were
in the Case Group compared to the Control Group (41.4%); however, no significant

relationship was found between marital status and depression (y*= 0.05, P >0.05).
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There were more Christians (76.9%) than Muslims (23.1%) in both Groups. No significant
relationship was found between occupational status and depression (y* = 7.9, P > 0.05).
Patients’ perception and knowledge of depression revealed a multi-causal orientation.
Among the Case Group, 79.5% linked depression to negative life events, genetics (40%), and
unhealthy life style (39.8%), while 43.6% of the Control Group associated depression with
negative life events and unhealthy life style (52.6%). Also 70 % of the Case Group disagreed
that there was a cure for depression, while 51.3% of the Control Group felt otherwise. On
drug use, 65% of the Case Group considered it as burdensome; only 42.3% of those in the
Control Group shared a similar view. Religion was a common coping measure among
respondents in both Groups. However, a significant relationship was found between the age
of respondents in both groups and their decisions to seek God’s help (x> = 11.5, P < 0 .05),
and a similar significant relationship was also observed in their attitudes to prayers
(=112, P<0.05).

The study concluded that more young adults and married females had been diagnosed
with depression at the Teaching Hospital. Also, depression aetiology from patients’ view was
multi-causal and more old adults had preference for religious measures in coping with

depression than the young adults.

13



CHAPTER ONE
INTRODUCTION
1.1 Background to the Study

Depression, a health-related problem has been with human beings for several centuries.
No human society is immune to depression. It affects all age categories and gender. The
concept of depression has attracted different definitions and interpretations among health
professionals. From the professional perspective, depression is a condition characterizing an
individual, it encompasses a set of experiences which include the following symptoms:
feelings of sadness, dejection, hopelessness or despair, coupled with extremely pessimistic
thoughts about one’s self, situation and future prospects; lack of interest or pleasure in
activities usually engaged in, along with social withdrawal; various bodily complaints
including aches and pains, difficulty in sleeping, fatigue, loss of appetite(or sometimes
overeating);and in some cases suicidal thoughts or actions(Stoppard,2000). By inference,
depression causes a lot of personal suffering, impairs the quality of life and causes disability
(Kivela & Pahkala, 2001; Wells,Stewart,Hays, et al., 1989); and can occur as a single episode
in a life time, or as one of many episodes, or as part of an alternation with mania (American
Psychiatric Association, 1994).

Globally, depression has been ranked fifth among women and seventh among men as a
cause of morbidity (World Development Report, 1993). Among developing nations in
particular, depression has been proposed to be the leading cause of disease burden (Murray &
Lopez, 1997). An earlier estimate by Murray and Lopez (1996) has also shown that by the
year 2020, depression will not only be a global phenomenon, but will be the second most
important cause of disability after Ischaemic heart disease. Thus, the continuous changes in

socio-economic and political arrangements coupled with the effects of globalisation may
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have consistently placed many adults in developing nations at a higher risk of suffering a
major depression-not just sadness, but a paralysing listlessness, dejection, self-pity and an
overwhelming hopelessness-over the course of a life span than those in developed nations
(Bhugra & Mastrogianni, 2004; Meertens, Scheepers & Tax, 2003). Against this backdrop,
many adults in developing nations are faced with the added social challenges of meeting their
social responsibilities in the face of insufficient resources. The constant struggle among
adults, in particular, in meeting societal demands may have further exposed them to various
stressors and depressive symptoms. Bhugra and Mastrogianni, (ibid) identified depression as
the most frequent cause of morbidity in adults and represent a significant public health
problem. Available statistical evidence on Nigeria and Senegal, by age group, showed a
prevalence of depression in adults within ages 30-44 years and 45-59years accounting for a
rate of 21.2 and 20.0(males), 34.0 and 32.0(females) per 1000 population respectively. Next
group in prevalence rate comprised adults within the age range of 60-69years accounting for
16.1 per 1000 population (Global Burden of Disease Project, 2000).

Although one may want to argue that there are other health-related problems facing
developing nations alongside depression, but the disturbing part of this problem is the
inadequacy of modern health care facilities in Nigeria to cope effectively with the problem.
For instance, many sufferers do not know the limits of their pain threshold, hence they
believe they are still coping well, when in actual fact, they have reached their limits. A lot of
them end up slumping while still working. On the contrary, in the developed nations where
modern health care facilities are readily affordable, available and more accessible, over-
diagnosis of depression has been identified as a critical problem (BBC News Report on
Depression, 2005).While depression has been recognized and is being addressed in many

developed nations, serious efforts have not been made among developing nations toward
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increasing accessibility, acceptability and affordability of modern health care services among
their populace. For instance, recent efforts by the Nigerian government have been in the
direction of refinancing health care cost through the introduction of health insurance schemes
which may further widen the existing gap between the poor and the rich, the urban and rural
dwellers, in terms of access to quality health care services.

Harpham(1994) opined that many developing countries are showing trends towards
urbanized living with population shifts from rural settings to the non-existing “bright city
lights”. Presently many developing nations have started manifesting rapid urbanization and
industrialization which have facilitated general overcrowding, slums, large scale
unemployment, lack of opportunity for creative living and the additional effects of the
widespread ethnic and religious conflicts with their own attendant problems (such as loss of
lives and properties among others). All these have worsened the general living conditions of
adults. However, Seligman (1991) posited that both urbanization and industrialization are not
the only explanatory variables responsible for the elevated levels of depression especially in
the West, but that depression has partly increased due to breakdown in social relationships.
The series of social, economic and political changes witnessed in the recent past in Nigeria
may have increased the incidence (the number of persons contracting a disease during a
given point in time per 1,000 population) and prevalence (the number of persons who have a
particular disease at a given point in time per 1,000 population) of depression among the
different age cohorts and different social categories in the society. Presently, many Nigerians
have lost their means of livelihood, loved ones and breadwinners in incidents such as
communal crisis (for instance, the recent communal clashes between the Ifes and
Modakekes), and the thoughts of starting from the beginning have frustrated some

completely. Of particular importance to this study is the prevalence of depression among

16



adults, some of whom are retired from active service forcefully or voluntarily and whose
pensions are irregular. Some of these retirees have collapsed and died out of frustration, some
are on the verge of committing suicide due to lack of means of livelihood. The young and old
aged adults are not left out. Many adults in these social categories are repeatedly being
confronted with challenges arising from events such as unemployment, retrenchments, high
cost of living, job insecurity, and threats to lives and properties through burglary, and armed
robbery among others. To compound their problems, these sets of adults are constantly
saddled with responsibilities especially towards their immediate and extended families, with
less social support from the government.

Culturally, the way people experience and react to life events and depressive symptoms
have been found to vary from one geographical location to another. With regards to cultural
variations in experiences and reactions, Desjarlais, Eisenberg, Good, et.al (1995), argued that
cultural background among other variables is likely to determine whether depression will be
experienced and expressed in psychological and emotional terms, or in physical terms; yet in
Nigeria, many empirical studies have not been undertaken in this regard. How long are
developing cultures going to fold arms and flounder in the burden of disease and its
antecedent impacts on the general society? Prevention of the problem of depression seems to
be a better alternative. However, this alternative may remain an illusion until a socio-cultural
understanding and analysis of the problem is undertaken. Thus, the existence of culture
specific experiences and reactions to different types of stressors will require a socio-cultural
perspective. This study attempts at providing a socio-cultural explanation outside the
dominating biomedical interpretations available in the literature. Are there variations in
depression rates among adult patients (young and old aged)? Are there any significant

variations in socio-economic and demographic characteristics and the adult patients’
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experiences and reactions to life events and depressive symptoms? Are clinically defined
depressive symptoms acceptable to them? What are the available social support and level of
utilization among adults who are experiencing depression and receiving treatments at the
Obafemi Awolowo University Teaching Hospitals Complex, Osun State? The above issues

among other relevant ones were the focus of this thesis.

1.2 Statement of the Problem

Depression has been rated as one of the leading causes of morbidity and mortality in many
developing nations, Nigeria inclusive (Murray & Lopez, 1997). This health related problem
has not only won a global presence, but as earlier stated, it will be the second most important
cause of disability after Ischaemic heart disease by the year 2020 (Global Burden of Disease
Study project, 2000). Although depression affects all age categories, however, available
statistical data on Nigeria indicated a high prevalence of the problem among adults (males
and females) between ages 15-69. Paradoxically, majority of this social category also
constitute a large proportion of the labour force whose health and that of the other members
of the larger society generally influence the living standards of both households and
countries. In the same vein, health expenses at times can easily become burdensome for
households (Wagstaff & van Doorslaer, 2003) and ill health could also have an indirect
influence on labour and income through productivity and work hours (Bell, Devarajan, &
Gersbach, 2003). Although the need to understand and provide solutions to the increasing
prevalence of depression among adults in Nigeria remains critical, there is still the paucity of
empirical studies on the problem. The need for a socio-cultural analysis of the problem at this
juncture cannot be overemphasised. Hence, this study aims at providing a socio-cultural

understanding of the problem of depression among adults in Ile-Ife, Nigeria.
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1.3 Research Questions
The following research questions are then designed to capture the issues raised in this study:
(1). Are there peculiarities in the socio-economic and demographic characteristics of adults
experiencing depressive symptoms? Are there more females than males among those
suffering from depression?
(i1). What occupational categories are predominant among adults experiencing depression?
(ii1). How are the causes of depression perceived and interpreted by both the young and old
adults?
(iv). Are there more married adults experiencing depressive symptoms than others?

(v). What coping strategies are employed by adults experiencing depressive symptoms?

1.4 Objectives of the Study
The general objective of this study is to produce a sociological analysis of adult with
depression at the Obafemi Awolowo University Teaching Hospitals Complex (Ile-Ife and
Ilesa), Osun State. The specific objectives are as follows:

(1) examine the influence of socio-economic factors (gender, age, marital status, occupation,

and religious affiliations) on the prevalence of depression,
(i1) investigate the patients’ perception and knowledge of the illness; and
(ii1) identify the coping mechanisms of adults experiencing depression in the study

population.
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1.5 Significance of the Study

The study is being undertaken to contribute to the available body of knowledge on
depression as a health related problem. The study will shed light on the categories of people
who experience depression (whether more females than males, more Christians than
Moslems or otherwise, more of the married or single adults or more of the younger than the
older ones among others). Such information is necessary in order to effectively curb the
incidence and prevalence of depression, especially as it will hopefully inform the designing
of appropriate intervention protocol targeting different groups. Furthermore, since
experiences, reactions/expressions of life events and depressive symptoms are culture bound,
it is hoped that a documentation of adults’ experiences will enrich our knowledge on
depression by providing a socio-cultural framework for conceptualising and researching on
depression; this will further move us closer to achieving a culturally defined solution and the
much desired preventive measures to the problem of depression that will be readily
acceptable to all groups.

In effect, this study will provide a baseline data that may assist policy makers, family
therapists, and marriage counsellors, researchers among other stakeholders in coming up with
initiatives that are rooted in the people’s culture, thereby making treatment, diagnosis and

care more participatory, compatible with peoples’ style and sustainable.

1.6 Operational Definitions of Terms
The following terms are defined as follows:
Caregivers: are those classified in this study as doctors, nurses, and social workers

responsible for meeting the health needs of the depressed respondents.
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Depression: is a common mental disorder that presents with altered/low mood, loss of
interest or pleasure, feelings of guilt or low self-worth, disturbed sleep or appetite, low
energy, and poor concentration. These problems can become chronic or recurrent and lead to
substantial impairments in an individual's ability to take care of his or her everyday
responsibilities (WHO, 2006).

Incidence: This is the number of persons becoming depressive during a given time period
per 1,000 population at risk.

Life Events: these are events obtainable in individual’s interaction with others on a day-to-
day basis and could also vary across gender and age.

Prevalence: this is the number of persons who have depression at a given point in time per
1,000 population.

Old Adults: they are defined in this study as those within the age group of 41-60 years.
Quality of marriage: it is a multidimensional concept, however, in this study it is based on
couple’s perception of their marriage as satisfactory or not, even in the face of stress and
inherent conflicts in marriage.

Significant others: these are people perceived by the adults as important to them or their
lives.

Stressors: These are negative events that could be found in any social interaction. Common
examples are marital stressors including losses related to the destruction of the family, loss of
home, unemployment, marital and family discord, disruption of peer.

Young Adults: for this study are individuals from within the age group of 18 -40 years.
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CHAPTER TWO

REVIEW OF LITERATURE

Several studies from different paradigms on depressive disorder have produced a rich
body of knowledge on this problem. However, in this chapter, attention is focused on
available relevant literature on the problem of depressive disorders among adults by laying
emphasis on the predisposing factors responsible for the problem among adults. Hence, for a
more focused review, the discussions will be based around the following sub themes:

e The Concept of Depression

e Aectiology of Depression

e Marriage and Depression

e Social Stressors, Moderators and depressive symptoms

e Illness behaviour and the process of recovery

2.1 The Concept of Depression

There are cultural and gender variations in the interpretation of depression. Depression as
an illness could occur as a primary psychiatric condition or a secondary condition to a
physical illness. When it is a primary condition, it is either unipolar or bipolar. Depression
has acquired descriptions which range from normal unhappiness, through persistent and
pervasive ways of feeling and thinking, to psychosis (Hale, 1997). The existing diversities in

the meaning of the concept have made it difficult to provide a uniform definition.
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However, Hamilton (1989) from the biomedical orientation broadly described depression in
the following ways:
{a} a particular mood associated with a reaction to a (real or potential) loss or failure.
Depression of this kind is a normal human reaction clearly related to the events that have
produced it, not only in time but also in intensity.
{b} Depression is also used to refer to a pathological mood present in many mental disorders
and even as a corollary of somatic disease. The simplest distinction between normal and
abnormal depressed mood is that the latter is unrelated to external events or out of proportion
to them.
{c} Depression is also used to signify a syndrome, that is a collection of symptoms that
constitute a coherent pattern, sometimes called depressive disorder. It has an identifiable,
usually recurrent course, and distinct intervals between each phase. It is known to have a
genetic component and there is reasonably good evidence of an underlying biochemical
disturbance. The descriptions (b & c¢) above contain the basic behavioural features that
constitute the predominant biomedical definitions of depressive disorder. Thus many of the
clinically diagnosed depressive patients are usually expected to have displayed some of these
features at different degrees before wearing the label of depressive disorder. It is assumed
that many of the patients in this study have one time or the other displayed some of these
behavioural parameters at various degrees in their interactions with the caregivers; a
necessary condition to gaining the label depressed.

A closer look at the above interpretations (a, b and c) points to both biological and
psychological dimensions as the predominant views of what depression is. However, a niche
for the importance of social factors in the aetiology of depression was presented in Brown

and Harris’s (1978) study of the social origins of depression. They argued clearly that
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adverse life event and other stress-inducing occurrences, when combined with conditionally
generated vulnerability, increased the chances of clinical depression (both reactive and
endogenous) (cited in Oxford Dictionary of Sociology (1998). The diversity enshrined in
interpreting and describing depression as a behavioural disorder has posed series of
challenges to researchers, practitioners and other stakeholders in mental health. To overcome
some of these constraints using an objective and common framework, the World Health
Organisation and the American Psychiatric Association among other institutions have so far

produced various typologies at different historical epoch.

2.1. 2 Classification of Depression

The international classification of diseases (ICD) formed by World Health organization
(WHO) is used as a standardized basis for the categorisation of diseases. Earlier, it did not
have a separate section for mental disorders. In the sixth revision (WHO, 1948), however,
chapter V was devoted to psychiatric disorders. Parallel to ICD, a diagnostic system in the
field of psychiatry was developed by the American Psychiatric Association (APA), called the

Diagnostic and Statistical Manual of Mental Disorders (DSM).

2.1.3 Diagnostic Statistical Manual of Mental Disorders
The first version was published in 1952 (APA, 1952) following ICD-6. The second
version of DSM (APA, 1968) was published simultaneously with ICD-8 (WHO, 1967).
Later, DSM -III (APA, 1980) and ICD-9 (WHO, 1977) were published concurrently and in a
manner that allowed cross-reference.
DSM-III integrated three methodological innovations: the sorting of mental disorders

according to joint descriptive clinical features; the use of specific diagnostic criteria; and the
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multi-axial system (Skodol & Spitzer, 1982). It was meant to be impartial in its views in
terms of aetiology and it was to be useable across different theoretical orientations. This,
however, influenced the classification of disorders based on the quantity and sternness of
symptoms rather than on aetiology.

After DSM-111, three revisions have been published: DSM-111-R (APA, 1987), DSM-IV
(APA, 1994) and DSM-W-TR (APA, 2000). Depression has been broadly classified into two
types based on the above classifications: unipolar and bipolar and as such, research efforts
and treatment regimes have also toed this broad categorisation. One of the main features of
the syndrome of unipolar depression is a cluster of signs and symptoms, including depressed
mood, loss of interest, disturbances in sleep, appetite, and psychomotor activity, including a
lack of energy, difficulty in concentrating, and thoughts of worthlessness or guilt (Kaelber,
Moul & Farmer, 1995). It has been further classified into three mood disorders: Major
depressive (MDD), dysthymic disorders, and depressive disorders not otherwise specified
(APA, 1994). On the other hand, Bellenir (2002) described bipolar disorder as a recurrent
mood disorder featuring one or more episodes of mania or mixed episodes of mania and
depression. Bipolar disorder (also known as bipolar affective disorder and, manic depression)
is distinct from major depressive disorder by virtue of a history of manic or hypomanic
(milder and not psychotic) episodes. Other notable differences concern the nature of
depression in bipolar disorder. Its depressive episodes are basically connected with an earlier
age at onset, a greater likelihood of reversed vegetative symptoms, more frequent episodes or
recurrences, and a higher familial prevalence. It also differs from other non-bipolar disorder
in the therapeutic effect of lithium salts. Bipolar disorder has in recent times been shown to
be treatable by means of in-depth family therapy (Miklowitz, 2000; Miklowitz & Hooley,

1998). In this particular study, attention will be on the incidence and prevalence of both
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depressive disorders as observed from available clinical records of adults seeking treatment
at the Obafemi Awolowo University Teaching Hospitals Complex. The reason for this
decision is influenced by available statistics indicating a high incidence and prevalence of

these depressive disorders among adults (15-69years) in Nigeria (See table 1, p.21).

2.2. Aetiology of Depression

The search for the causes of depression, like any other phenomenon has produced various
theories and explanations in the fields of psychiatry, psychology, neurosciences, sociology
and other related disciplines. These different schools of thought (cognitively oriented,
psychoanalytic, and existentialist among others) have developed their own approaches to the
phenomenon as well as specific methods of treatment. The aetiology of depression in
adulthood is however understood to be multi-faceted in nature. It is therefore significant to
note the different factors that are of importance in the aetiology of depression in adulthood,
as they may be playing different roles in preceding, precipitating and maintaining depression
and in preventing recovery from it. While this study may not be able to do justice to all these,
the social processes facilitating depression among adults were examined. There is need to
examine some other models that have contributed in enriching our understanding of the
phenomenon of depression as a health related problem. This is necessary, since no model is
self-sufficient in presenting a complete reality of any phenomenon. Hence, the biological,

psychosocial and the social models are briefly discussed.

2.2.1 Biological models of depression
The biological model is built on the notion that the brain which controls every part of the

body could also serve as the explanatory variable in the aetiology of depression.
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Achievements from genetics and biochemistry may have motivated proponents of this model
to concentrate more on understanding the brain and hormonal changes in particular as they
relate to depression. The brain controls our conscious behaviour (walking and thinking) and
our involuntary behaviour (heartbeat and breathing).The brain also regulates our emotions,
memory, self-awareness and thought processes (Bellenir, 2002).

Though the essential causes of depression are not explicit in this model, there are clues
suggesting that various systems in the brain may cause depression or be affected by it. For
instance, major depression is characterized by excessive sleep. So it is possible that the brain
stem, responsible for sleep, plays a role in depression. This has been applied in explaining
postpartum depression (a range of physical, emotional, and behavioural changes that many
new mothers experience following the delivery of their babies) and adjustment problems
among menopausal women. Despite the success recorded in using this model to answer some
of the questions raised by depressive symptoms’ association with biological changes in the
body system, postpartum depression still remains a complex mixture of biological, emotional

and behavioural changes. The exact cause of this condition is still unknown (Bellenir, 2002).

2.2.2 Psychosocial models of depression.

A central assumption in these models is the role of stress in the predisposition of
individuals to depression. The social (“stress”) component in psychosocial models has its
origins in formulations linking onset of depression with exposure to events of unfavourable
or undesirable consequences for an individual, particularly events involving loss or failure.
Such events, because of their negative implications for individual’s adaptation, have been
termed “stressful life events”. The form of psychosocial model that has attracted most

consideration lately is one labelled as “diathesis-stress”. According to the diathesis-stress
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approach, if an individual with certain psychological uniqueness(e.g. traits, attitudes among
others) conceptualized as the “diathesis”, experiences a stressful life event(the “stress”
component) which in some way matches or is congruent with the psychological diathesis,

that individual is likely to become depressed( Stoppard,2000).

2.2.3 Social models of depression

Social models staunchly centre on those features of the social environment that may make
some individuals more prone to depression. Apostles of these models have pointed to the
significance of social structural factors (such as poverty, living conditions, employment
status), interpersonal relationship (for “social support”), and other sources of adversity
arising within the framework of people’s everyday lives in understanding depression.
Proponents of the paradigm have also acknowledged the diversity in the nature of these
factors, how they are perceived (by individuals and groups) and how they are reacted to
across cultures.

Two broad streams can be discerned in the attempt to expand social models of
depression. The first, illustrated in Brown and Harris (1978) focused on women, with an
exception that the causal processes identified will have general applicability. The social
causal model developed by Brown and Harris (ibid) overlaps to some extent with
psychological models as contained in the emphasis placed on the role of stressful life events
in explaining depression. They attempted to overcome the supposed limitations of the life
stress approach by considering the meaning of events in the context of people’s lives. They
did this by addressing the meaning of events, not merely their occurrence. Hence, this social
model offers one avenue for explaining depression in women. An application of this model in

an African context could also be found in Broadhead and Abas’s (1998) approach of
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capturing the relationship between life events and depressive symptoms experiences of
selected urban women in Zimbabwe. While depression has remained a public health problem
between men and women, little effort has been made at capturing some peculiar experiences
of men within the adulthood processes and the associated depressive symptoms. In this study,
it is also assumed that the social model when employed will provide more meaningful
understanding of the factors associated with depression among male and female adults in
Osun State, Nigeria.

A second similar broad stream is the feminist approach. Writers such as McGrath, Keita,
Strickland, and Russo (1990), have demonstrated the richness of the feminist approach in
understanding depression among women using feminist theories and methodologies. These
efforts among others have further attracted attention to social factors that are precise to
women’s lives (mostly found in network of social relationships e.g. marriage) and which may

explain the predominance of women among the depressed (Stoppard, 2000).

2.3 Marriage and Depression

Current knowledge has shown the complex nature of aetiology of depression. From the
models discussed above, depression can be caused by several factors including interpersonal
relationships. Interpersonal relationships are the relationship between individuals and the
reactions and emotions of each individual expressed directly and discreetly to each other.
Interpersonal relationships could occur either in the private or public sphere of life. The
search for explanations within the dynamics of social relations have revealed an association
between increased prevalence of life stress before the onset of major depression (e.g., Brown,
Harris & Hepworth, 1995; Depue & Monroe, 1991; Monroe, 2001). Similar studies have

reported that more life events are connected with lower marital adjustment (Gotlib &
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Whiffen, 1989). Some other studies have linked onset or exacerbation of depressive
symptoms to ones’ own life events (Brown & Harris, 1978; Brown, et al 1995). Among the
Yoruba in Nigeria, for example, the importance placed on children and fertility in marriages
is so high that it reflects in their daily lives (e.g. proverbs, songs, lyrics and greetings). For
instance an adage says, “Omo ni ere aiye” meaning - Children are of great value as they are
seen and appreciated as the gains of living. While a stressor such as infertility may threaten
the marriage quality, many western researchers did not emphasize such an influence in their
studies. Thus, the socio-cultural context of adults is assumed in this study to be critical to
understanding the outcomes of adults’ perceptions and reactions to negative events in any
interpersonal relationships and depressive disorder.

Hence, currently there is still a gap in the knowledge with regard to studies exploring the
socio- cultural context of depressive disorders among Nigerians. Some of the recent studies
on the problem of depression have reflected only a portion of the problem (e.g. Alarape,
Okurame & Odum, 2001; Ukpong & Owolabi, 2004). Moreover, these studies were not
aimed at understanding the social milieu producing or facilitating depression among adult
individuals in general. Although the studies have enriched the existing pool of knowledge on
depression, they have neglected the much needed understanding of the dynamics of social
positions men occupy and the social responsibilities they have to deal with as adults could
expose them to depressive symptoms. A good example of such is the social expectations
imposed on adult men as “breadwinners”. The social interpretation of this concept places
higher financial responsibilities on men than women. Thus, responsible married men are
expected to make conscious efforts towards fulfilling their social obligations. Negligence or
failure could at times cause either psychological or social consequences or at times both. For

instance, Christian male adults are bound by the Biblical injunction which states that “...he
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who cannot feed his family is worse than an infidel” (The Holy Bible, I Timothy 5:8). Some
men thus feel very committed, but recent happenings in the economy (such as the increasing
rate of unemployment, underemployment, low remuneration system especially in the public
sector, retrenchment exercises, non-payment of pensioners, increasing cost of living in the
face of depressed economy) have made it almost impossible for them to cope. Some might be
made to consider options such as suicide, alcoholism, taking of hard drugs, marital violence
among others, as escape routes. In Nwosu and Odesanmi’s (2001) study on suicide, a review
of autopsy records revealed that the rate of completed suicide among Nigerians was 0.4 per
100,000 populations with a male to female ratio of 3.6 to 1. Although this study did not
include the causes of such deaths, the social expectations’ and the dilemma of meeting social
obligations could be contributory. One may want to infer that the challenges being
experienced by many Nigerian adults, among other factors, may have constantly placed adult
males and females at various states of depressive experiences.

While depression is an age long problem, a recent statistical estimate of depression among
other health problems across the world categorised Nigeria and Senegal examples of
countries with a high prevalence among individuals between age 15-69years (See Table 1,
p.21). Moreover, as earlier stated adults within age 30-44years and 45 to 59years accounts
for 21.2 and 20.0 per 1000 population respectively. Since these adults also constitute
majority of the labour force, the need for a more focused understanding of this problem in
Africa, Nigeria in particular becomes very pertinent. While some of the predisposing factors
responsible for depressive disorder remain relevant to the understanding and solving of the
associated implications, the process of recovery could be influenced by the illness behaviour
of the sufferers. This behaviour is also situated within the socio-cultural milieu in which the

disorder occurs.
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Tablel: Showing a Sub- region Prevalence of ICD-10 depressive episodes (Rates per 1000 population) in Nigeria and Senegal

Region
and

sub region

Mortality

Gender

Total
population

(million)

Prevalence by age group

Adult

Child

Africa

0-4

5-14

15-29

30-44

45-59

60-69

70-79

80+

AfrD (e.g.
Nigeria,

Senegal)

High

High

Male

147.1

0.0

11.0

13.1

21.2

20.0

16.1

6.5

4.9

(Source: Global Burden of Disease, 2000).

2.4. Effects of Depression on Married Adults

Efforts to explore the social dynamics of depression among married adults have shown
that living with a depressed person can be burdensome, and this may explain the greater
distress in the marriages with a depressed spouse (Benazon & Coyne, 2000). From the same
perspective, Dudek, Zieba, Jawor, et.al, (2001) found that female spouses of depressed
patients report more depressive symptomatology and distorted thinking patterns than did a
control sample. Furthermore, gender analysis of perception showed that the female spouses
perceived the quality of their marital relationships to be poorer than the male spouses. In a
series of studies with community dwelling older couples, Tower and Kasl (1995, 1996a,
1996b) found that depressive symptoms in one spouse influenced depressive symptoms in the
other. When the couple reported being close, the depressive symptoms were found to
moderate the interaction effect more than if the couple were not close. The husbands were

found to have fewer depressive symptoms, while their wives reported no need for emotional
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support. Wives, conversely, had greater number of symptoms, while their husbands reported
that they had "no one" available for support. Wives who felt closer to their husbands had
fewer depressive symptoms, but for men, closeness was associated with greater number of

symptoms.

Clear boundaries have not been achieved as Husbands' and wives' responses to their
spouses’ symptomatic behaviours and dysfunctions appear to be cyclic (Lewinsohn, 1969;
Lewinsohn & Shaffer, 1971). This means that sometimes the depressed spouse's behaviour
brings out empathy. Expressed negative emotion from family members has been associated
with depressive episodes. These may not be the cause of the depression, but could perhaps be
a response to it (Hayhurst, Cooper, Paykel, Vearnals, & Ramana, 1997). Possibly
contributing to the cyclic nature of the partners' marital interaction is the depressed spouse's
response to the other's assistance. Since depression appears to be chronic, rather than acute,
family members will be living with the disability for many years (Coyne & Benazon, 2001).
Obviously, depression, like marital distress, needs to be considered more like diabetes or
asthma than like appendicitis. Therefore, the patient and other family members will need to
understand its complex aetiology and learn skills to help them adapt over the patient's
lifetime. However, as pointed out by Coyne and Benazon (ibid), 80% to 85% of patient’s life
will be more-or-less symptom free. Coyne and Benazon (ibid) states further that most
individuals in the general population with mild symptoms do not progress to a full episode of
depression. This may be compounded further in a developing population were underreporting
and poor diagnosis of depressive symptoms are challenges to contend with in the face of

acute unequal distribution of modern medical facilities and limited number of psychiatrists.
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Some of the interpersonal and social problems, which are likely to confront individuals
with depression and their spouses, have been reviewed by Joiner (2001) and Katz (2001).
According to Joiner (ibid), researchers and theorists have found that some depressed
individuals are given to behaviours that produce interpersonal stress and burden in other
family members. Factors that could lead to stress for other family members include, for
example their excessive and frequent reassurance seeking, seeking self-verifying or self-
confirming feedback, which for many depressed individuals is seeking negative feedback ,
expressing a negative view of themselves, the world, and the future, which produces a
pervasive sense of hopelessness; feelings of lack of social support from significant others;
and a tendency toward shyness, which makes them more vulnerable for depression(Katz,

ibid).

2.5 Stressors, Moderators and Depressive Symptoms

In the literature, certain variables have been reported as mediators in the interaction
between life events and depression. Whisman (2001) has called for a search for factors that
serve to moderate and or mediate the impact of both depression and distress on the lives of
adults. Moderators are variables that influence who is at risk for depression in a distressed
interpersonal relationship and who is not. In other words, moderators help us to understand
which specific individuals are at risk in a web of social relations. The literature suggests that
life events may be related to individual and marital outcomes through moderated or mediated
relationships. Since life events occur in the framework of ongoing marital relationships, they
produce conditions that the couple must bargain with as a unit. Variability between couples
in the behaviour that spouses demonstrate during problem solving might moderate the

relationship between life events and adjustments. Many life stressors stem from relationships,
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whether in a dating relationship or married relationship. Such problems leading to distress
may result from difficulties in communication, parenting, sexual intimacy, finances,
immaturity among others (Monroe, 2001). Hence, moderator models assume that fairly stable
attribute “affects the direction and /or strength of the relation” between a predictor variable
and an outcome variable (Baron & Kenny, 1986).

Effective communication has been acknowledged as one of the moderating variables.
How couples communicate and solve problems may be a critical component of spouses’
adaptation to stressors taking into consideration the fact that life events can create new
sources of marital conflict or worsen existing conflicts (Christensen & Pasch, 1993).
Similarly, Monroe (2001), in a study among newly married couples argued that the
newlywed phase may be a critical transition if patterns established in this period set couples
on a particular trajectory toward marital success or failure. Newlyweds also may be more
vulnerable to stressors during the early stages of marriage because their conflict resolution
skills are more likely to be less developed compared to older couples. This potential
susceptibility may be compounded by increased exposure to potentially stressful life events
(relocation, completing formal education, or starting a new job) that are often encountered
during the early stages of the marriage. The skills that couples use to solve marital problems
are considered to be integral in adapting to stressors because external stressors create
problems with which couples must contend. An acknowledgement of the roles of in-laws and
relatives need to be considered as critical variables in the communication process and
problem resolution of marital processes in a setting like Nigeria.

Reactions from significant others (in-laws and relatives in particular) to certain marital
events such as infertility and infidelity in marriages is very common in many Nigerian

families. Again, when such problems arise, women are often the focus. Some marriages have

35



collapsed simply on the basis of suspicion of the wife’s infidelity either by the significant
others or by such women’s husbands. In contrast, attitude towards infidelity is rather
different if the husbands were to be the accused, though, there seems to be variation across
the three main Nigerian ethnic groups (Hausa, Igbo and Yoruba). However, the patriarchal
nature of the Nigerian society favours men when they are the ‘accused’. They tend to enjoy
some levels of social support, even when infidelity occurs during the period of dating before
the actual marriage. Reactions and interference from the significant others during periods of
negative marital events in relatives’ or friends’ marriages may be functional or dysfunctional
in some cases to the much needed social support and the expected moderating roles of the
significant others. The significant others’ role in marriage becomes obvious in a culture like
the Yoruba where marriage is often seen as a family affair and not just a relationship between
the couples alone. This is usually displayed when couples are confronted with both negative
and positive marital events and even before such couples are joined as husband and wife. For
instance, during the mate selection process, engagement and dowry payments, families’ and
relatives’ opinions and influence are prominent. It would be necessary to note that effective
communication between couples and their significant others could also minimise the level of
destructive interference that significant others could have on marital satisfaction; however
the validity of this factor needs to be explored in relation to the mediating roles of the
significant others regardless of whether or not negative marital events are present.

Marital interaction consists of two individuals interacting in a relationship that they and
others define as a marriage. Individuals also have the ability to behave, and as such their
individual characteristics and vulnerabilities play a part in marital interaction. Biophysical
characteristics, such as biological sex are almost generally employed as a marker in cultural

institutions to define gender roles (Acker, 1992). Gender roles may play a part in marital
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distress and co-occurring depression. Gender appears to be a multidimensional social
construct of biological and behavioural variables that functionally control some aspects of the
couple's marital relations (Kiecolt-Glaser & Newton, 2001). Therefore, gender issues become
relevant in a study on marriage and depression. For example, it is well known that women are
twice as likely to suffer from unipolar depression as are men (Whisman, 2001). As a result,
more wives are depressed than husbands. However, this does not mean that marriage causes
depression in women. The relationship appears to be bi-directional; martial distress enhances
depressive symptoms, and depression increases marital distress (Fincham & Beach, 1999).

Marriage is known to insulate both women and men from depression (Horwitz, White, &
Howell-White, 1996). Waite and Gallagher (2000) reported on a study that controlled for
race, education, family structure, income, and living arrangements, and found that married
people, whether with or without children at home, were less depressed and were emotionally
healthier than comparable singles. Marriage has been shown to be related to greater
psychological well-being, physical health, and longevity (Coyne & Benazon, 2001).
However, if marriage insulates both men and women from depression why then are more
women depressed than men? One explanation may be that both marital distress and
depression affect women differently than men as recent findings suggest that the relationship
between marital distress and depression may follow a different path for men and for women.
Fincham, and Beach, (1999) found that husbands' depression predicted marital distress both
at the time and in the next 18 months. For wives, the causal paths were the other way round,
marital distress predicted wives current and future depressive symptoms.

Physiological factors may play a part in the differing rates of depression between men and
women. In a report, Kiecolt-Glaser (2002) stated that during discussions between husbands

and wives, the wives' immune systems were consistently elevated above those of their
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spouses and these results continued throughout a 24-hour period in which the couples
remained in close proximity. Similarly, Kiecolt-Glaser and Newton (2001) reported that there
are correlations between self-rated health and reports of marital quality and cohesion. In
addition, there are correlations between self-rated health and reports of partner behaviours
that were perceived as unsupportive and punishing. Gender parity was found for most of the
self-rated marriage-- health studies. However, two studies reported stronger links for women
(Levenson, Carstensen, & Gottman, 1993; Levenstein, Kaplan, & Smith, Levenstein, 1995).
Taken together, these studies suggest that marital distress affects both spouses but may have
greater impacts on women.

Some have argued that male and female power differences may account for differential
rates of depression between men and women (Whisman, 2001). Recently, it has been
suggested that gender serves an institutional function (Acker, 1992), which maintains gender
differences. Halloran (1998), for example, has proposed that inequity in marital power may
be another variable that directly relates to depression and marital stress. In the study, he
reviewed several works that partially support unequal power in marriage being associated
with both depression and marital distress. Since the support is only partial, power differences
in marriage do not appear to be universally causative for distress or for depression. From the
foregoing, there is, at present, no conclusive support for the theory that marital stress follows
different paths from marital satisfaction/dissatisfaction to depression for men and women, but

central to the different pathways is the process of recovery from illness.

2.6. Illness Behaviour and the Process of Recovery
Illness behaviour creates a useful way of understanding and describing the many

psychosocial influences that affect how people monitor their bodies, define and interpret their
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symptoms, come to view themselves as sick and disabled, take remedial action, and use lay
and professional sources of help (Mechanic, 1978). The concept draws on psychological
theories of perception, cognition, and meaning attribution and on theories of social
relationships. Illness behaviour is best conceptualized as a process. It is usually a
bidirectional interaction between four elements—symptom perception, symptom
interpretation, symptom expression, and coping behaviours. An overview of these four
elements becomes relevant to this study as patients are assumed to have witnessed at least
one of these stages before being taken to the hospital for care; hence a brief look at the

process is undertaken.

2.6.1 Symptom Perception

The process of illness behaviour most times begins when a noticeable change in bodily
function is interpreted as a symptom of ill health. Symptoms are necessarily experienced
against the background of a particular individual's ordinary functioning. For a change in
functioning to be interpreted as a symptom it must have evoked concern that the alteration is
somehow not normal and is not readily accounted for except in the framework of illness.
Such interpretation affect our perceptions such that the processes of perceiving and assigning
meaning to symptoms become intertwined with values and beliefs and influence each other
(Cassell, 1985). However, the degree of awareness of one's own health problem may vary
from one culture to another and may include a near denial of the presence to an almost total
preoccupation with it, and the reasons for attending to a health problem may vary, but one of
the most powerful influences on the way in which symptoms are perceived and the amount of

attention paid to them is the meaning attributed to those symptoms.

39



2.6.2 Meaning Attribution

Meaning attribution about the cause and likely outcome of symptoms is influenced by a
host of psychosocial and cultural factors as well as by a person's prior experience with
illness. Assigning meaning to symptoms can be a conscious process that helps people
structure the experience or it may occur outside of awareness. A person's report of symptoms
inevitably represents the nature and significance of the experience to that person. A person's
appraisal of meaning may be as important to symptom formation as the disturbances in
functioning for which the meaning is invoked (Cassell, 1985).

The meanings given by a patient to an event has effect on the symptoms and illness
behaviour and help to order experience in several ways (Taylor, 1983). First, meaning is
associated with a sense of coherence or purpose for life events. Patients seek to comprehend
why a health problem has occurred and what impact it has had and will have in the future.
Causal attributions are formed by patients to account for current unfortunate circumstances.
These formulations shape the meaning of the situation and can open or close options for
actively dealing with it or the feelings it evokes. Second, the ability to assign meaning to an
illness or to symptoms has been found to enhance some patients' sense of self-mastery over a
problem or crisis (Lewis, 1982). In contrast, it has been observed that those patients who
believe they have little or no control over their health and well-being work less effectively
with health care providers to achieve rehabilitation (Pilowsky, 1984).

Finally, the personal meaning of an illness or symptom may affect self- esteem either
positively or negatively. Personal meanings are likely to be influenced by the shared
meanings of the group to which the individual belongs. Some studies of various
socioeconomic, cultural, and religious groups reveal that the meanings associated with illness

tend to vary by group membership (e.g. McKinlay, 1975; Meertens, Scheepers, & Tax,
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2003). The interpretation of symptoms and the meaning assigned to them may have a
profound influence on coping responses. The way people perceive a change in their physical
functioning (whether or not is due to sickness), will obviously influence their help-seeking

behaviours (Moses, Ngugi, Bradley, et al, 1994).

2.6.3. Help-Seeking Behaviour and Other Coping Responses

Like all the other aspects of illness behaviour, coping with depressive symptoms or any
other illness is determined by many factors and varies from person to person (Turner &
Lloyd, 1999; Turner, Wheaton, & lloyd, 1995; Wheaton, 1994). Coping responses may be
more or less adaptive and more or less consciously motivated. Although some people may
deny their symptoms (Carver, Scheier, & Weintraub, 1989), others may exaggerate them.
The abnormal functioning that occurs in chronic illness leads inevitably to compensatory
behaviour that may have positive or negative effects on subsequent symptoms and functional
levels. Illness behaviour and suffering can exist in the absence of a diagnosable disease.
Effective treatment of patients with chronic disease requires that health care professionals
view illness broadly and not only in terms of a narrow disease model. Some proportion of
people with chronic pain use alternative care systems either in lieu of or as adjuncts to the
traditional medical care system. Some alternative practices have developed as a reaction to
what a number of people perceive to be shortcomings in traditional medical care (Weiss &
Lonnquist, 2006). The holistic health care and self-care movements are examples of such
alternative approaches, and both of them receive considerable support from some physicians
for much of their work and for their basic philosophies (Inglis & West, 1983). More recent
research suggests that religious and folk practices may be effective insofar as they take into

account essential psychosocial factors, such as patients' explanatory models of illness, that
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are often neglected by conventional medicine (Kleinman & Sung, 1979). In addition, these
modes may help alter the meaning of illness in such a way as to allow a different and
healthier response (Csordas, 1983; Bourguignon, 1976; Frank, 1973).

The above explanations and some of the studies have confirmed the relevance of
understudying and incorporating patients’ views in consulting and treatment. To a large
extent and to the best of the researcher knowledge, studies focussing especially on patients’
perception of mood disorders and their illness behaviour are scarce especially in the Nigerian
context. Hence, this study will contribute in this regard by exploring the knowledge and
perception of depression among adult patients with depression in a Nigerian tertiary hospital.
While the study may not account for the various stages involved and the pathways common
among this group of respondents in seeking cure, it will however, explore the aetiology of

depression from the patients’ and health care givers’ perspectives.
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CHAPTER THREE

THEORETICAL FRAMEWORK

The study is anchored on two theoretical approaches, one micro and the other macro in
orientations. The Social Stressor model was used in explaining interpersonal relationships as
related to depressive symptoms at the micro level while the political economy theory was
used in projecting the social context in which the social interactions and depression among

adults are produced.

3.1 Social Stressor Model

From the literature, many studies have emphasised the usefulness of the social stressor
framework in explaining the link between life events and depression among different social
categories (e.g. Broadhead & Abas, 1998; Brown, Harris & Hepworth, 1995; Hegarty, Gunn,
Chrondros, & Small, 2004; Kendler, Hettema, Butera, Gardner, & Prescott, 2003; Monroe,
2001; Nazroo, Edwards & Brown, 1998; Turner & Lloyd, 2004). Individual responses to
stress are diverse and vary in both primary and secondary effects which form the biological
pathways along which a person’s experiences, living and working conditions, interpersonal
relations, life style, diet, personality traits, and general socioeconomic status can affect the
body (Health and Behaviour, 2001:40). However notable contributions from Morton
Lieberman, (1982), Pearlin and Aneshensel, (1986) have enriched the sociological value of
social stress models in understanding health-related problems including depression. Although
stress is a broad intellectual concept, the Social Stressor model highlights the importance of

using sociological perspective to understand the following areas:

43



The nature and dynamics of how social forces and circumstances (life events) create
stressful situations (e.g., depressive symptoms among adults).

How the perception or appraisal of stressors affects the manner in which they are handled
How the appraisal of stressors affects the enactment of social roles (and strain created in
these roles).

How social resources influence the likelihood of stressful circumstances occurring, the
appraisal of these circumstances, the extent to which role enactment is problematic, the
ability of individuals to cope, the coping mechanisms they adopt, and the extent to which

the stressful circumstances result in negative stress outcomes.
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Figure 2. A model of the Stress Process

Discrete Life Events/ Chronic Strains
Life Changes (Stressor)

(Stressor) \ /
Perception
(Appraisal)
Social
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(emotional)

(cognitive)
(materials)
Coping (Mediator)

Techniques
(psychological resources)
(cognitive techniques)
(behavioural techniques)

(Mediator)

Stress Outcomes
(physical morbidity)
(psychological morbidity)
(Mortality)
(Adapted from Weiss and Lonnquist, 2006)

3.1.2 Discrete Life Events

Life events are significant specific events or experiences that interrupt an individual’s
usual activities and require some change. A number of life events could be anticipated (e.g.,
Marriage, divorce, gaining employment, forming a business, retirement, beginning or ending
of a child’s education.) and unanticipated life events (e.g., death of a loved one, a sudden
failure, sudden loss of a job, and learning of a terminal illness).Efforts by researchers to
determine the effects of these specific life events on stress levels have resulted in the use of
three kinds of techniques: (1) studies of the psychiatric effects of specific events such as

reactions to combat natural and human disasters,(2) comparison of the number and types of
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life events experienced by the psychiatric patient prior to their hospital admission to those for
a non-patient control group, and (3) general population surveys examining the relationship
between life events, stress, and illness (Weiss & Lonnquist,2006). A basic notion emphasized
in many of these studies is that all life changes are potentially harmful because of the
readjustment required, a submission questioned by Pearlin (1989).There are some life
changes that may not be negatively interpreted by individuals depending on their paradigm
or cultural background. How do experiencing undesirable life events impact health,
negatively or positively? Researchers have reported relationship between adverse life events
and certain depressive disorders (Dohrenwend, 2000).

However, the effects may not last for a long period of time. A critical mediator in this
relationship is a certain social resource which when available could lighten the burden of
reacting to undesirable life events and when not available, may predispose adults in such
social circumstances to depressive disorder. For instance, interpersonal relationship such as
marriage is seen as a critical variable that could produce resources for adults in order to
minimize or eliminate depression and replace with good psychological well-being. However,
recent findings on marriage and depression have revealed that the marital quality (a product
of multiple variables including social resources) rather than marital status alone moderates
the rate at which married individuals, the single or divorced experience depressive symptoms
(e.g. Cano, Weisberg & Gallagher, 2000).

Thus, it is assumed in this study that marital status alone will not be a sufficient immunity
to depressive disorder. Adults (males and females) are constantly entangled in a network of
relationships that could predispose them if care is not taken to depressive disorders. Some
studies on marital processes have shown that married adults experiencing satisfaction in their

marriages are more likely to enjoy the associated benefits of marriage. While those
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experiencing negative marital impacts are more likely to exhibit depressive symptoms. As
earlier indicated, a small body of recent work has demonstrated a plausible relationship
between marital stressors and a wide range of negative consequences including depressive
symptoms, diagnoses of major depression, and additional marital stressors such as separation.
By inference, this implies that marital stressors may increase one’s risk of marital dissolution
as it is hard to forgive or trust a spouse who has initiated stressors such as infidelity or a first
incidence of violence into a relationship built on emotions and trust (Cano, Christian-
Herman, O ‘Leary, & Avery-Leaf, 2002; Cano, & O ‘Leary, 2000; Cano, & O ‘Leary, 2002;
Christian- Herman, O’Leary, & Avery-Leaf, 2001; Cano, O ‘Leary, & Heinz, 2004). Are all
life events and their interpretations the same among individuals across cultures? As earlier
discussed, findings have confirmed variations among different social categories and cultures.

Moving beyond households, while some adults have gained one form of employment or
another, several individuals in Nigeria over the recent past have lost their jobs or businesses
due to various reforms such as the current economic reforms which started with the inception
of the Obasanjo’s administration. A major criticism against the administration’s economic
reforms is its lack of “human face”. Thus many observers have stressed that the reform has
not minimised the effects of the hardships (loss of jobs, premature retirements, and
increasing cost of living in the face of dwindling social resource) on individuals and

households.
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3.1.3 Chronic Strains

These represent the second major type of stressor. Pearlin (1989) explains chronic strains
as the relatively enduring problems, conflicts and threats that many people face in their daily
lives. The most predominant bases for these types of stressors are family problems with
spouse, in-laws, parents, or children; love or sex problems, problems in any locality that
involve competition. Are married adults (both males and females) the same in terms of
exposure to the inherent risks in an interpersonal relationship such as marriage? It is assumed
in this study that there would be some forms of negative life events and different meanings
attached to such events that could have predisposed adults in this study to depressive
symptoms. Pearlin (ibid) recommended that emphasis be placed on problems that originate
within the boundaries/boarders of major social roles and role sets. Taking such stance is
presumed to be important in exploring the enduring nature of relationships that exist in role
sets. In addition, they tend to be particularly relevant in that relationships and strains that
develop are likely to be of great significance to the individual. Are adult men and women in
Osun State placed on the same role sets? Adult males are distinct from their female
counterparts in role sets.

Gender and cultural variations put both males and females in different positions which
influence their perceptions, reactions and interpretations of various social and individual
challenges. For instance, married adults (males and females) experiencing infertility
(depending on other factors such as education, income, religion and age of the couples), may
be more predisposed to depression especially the females in a culture like the Yoruba, where
the value placed on children in marriage commands strong social significance. In a culture

such as this, married couples(especially the females) having infertility problems will not only

48



contest with the psychological disappointments of not meeting the social goal of procreation
in marriage, but may also face series of opposition from the significant others.  In contrast,
married male adults in the same cultural setting may have to struggle more with the
challenges of meeting the economic needs of their households and those of relatives than the
issue of infertility; and failure at achieving this could at times create dissatisfaction and stress
for such men. There are other life events apart from the above that could be classified as
chronic strains. The above scenario only illustrates likely gender reactions and interpretations
of the concepts of “motherhood” and “breadwinner” which may possess a fruitful framework
in explaining the prevailing gender differences in depressive symptomatology among adults

in Nigeria.

3.1.4 Coping and Social Support

Many adults develop a repertoire of personal responses that can be activated when certain
negative life events arise. This repertoire consists of responses which are acquired through
socialization experiences and evolve over time as particular techniques work or fail to work
to mediate stress. In this study, coping is defined as things adults people do to prevent, avoid,
or control emotional or life distress. Pearlin and Schooler( 1978) further described coping to
include efforts geared at : (i) reducing or modifying the negative life situation so that it will
not be a progressing problem; (ii) controlling the meaning of the problem, by “cognitively
neutralizing” the situation; and (iii) controlling the stress created by the situation.

Furthermore, adults sometimes rely on their significant others when faced with some
negative life events. Social resources are assumed to be available to adults when faced with
such events. These resources could be in form of emotional support or material support

(Weiss & Lonnquist 2006). Two primary models have been developed to explain the effects
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of social support on stress and stress outcomes. These are the main effect and the buffering
effect models of social support (Weiss & Lonnquist, ibid). The main effect model asserts that
social support contributes directly to well-being and positive health and that these beneficial
effects occur even in the absence of stress. The general sense of well-being that social
support provides, includes, the feelings of being accepted, the understanding that others care
and are reachable, and the level of comfort within one’s social environment which may
contribute to inner feelings of satisfaction and other outer expressions of good health. The
second model, the buffering effect asserts that the social support acts as a buffer which tends
to lessen the likelihood of negative stress outcomes occurring as a response to high stress
levels. The support offered by others according to this model, provides some sense of
security and confidence that assures one that the stressful circumstances can be handled and
that even the specific assistance in handling the situation will be available (Weiss &

Lonnquist, ibid).

3.2 Political Economy theory

Adults in this study are assumed to also have within their disposal some levels of social
resources. Although the degree of these social resources may vary from one interpersonal
relationship to the other, it could also vary on the basis of gender. However, it is expected
that the quality of these resources play vital roles in adults’ predisposition and experiences of
depression in their different social interactions. How do adults who are experiencing
depression perceive their health related problem? Do their roles within and outside homes
conflict and do these in anyway contribute to their exposure to stressors? The social stressors
will thus be further conceptualised within the political economy framework. The theory

explains the impacts of the political and economic sectors on adults. The political Economy
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approach seeks explanations for social phenomena primarily at the level of the web of
political and economic relations in which individuals and groups are enmeshed. Classical
Political Economy theories have been influenced greatly by works of individuals such as
Adam Smith, Thomas Malthus, David Ricardo, Karl Marx, W.S Jevons, Carl Menger, and
J.B. Clark (Duncan, 1999). Although political economy is built on orderly and rigorous
concepts and theories, they play a very different intellectual role from the concepts and
theories of the physical and biological sciences. This may be attributed to the complexity of
human social interaction and the difficulty we have in confronting our own social existence
objectively. Hence, to have a ‘grand unified’ theory of political economy may not be
plausible and no attempt of such is made in this study. However, each of the conflicting
theories of political economy explains part of the truth, but each contains its own limitations.
Despite this disparity, it may not be an overemphasis that the central theme in political
economy analysis is the critical roles of politics and economy in defining, shaping and
directing other ‘structures’ and obtainable social relations or interactions in the lager society.
However, a major part of our discussion here will be based on Karl Marx’s work. Marx
opined that in the social production of life, human beings enter into finite relations that are
requisite and independent of their will and the relations of production that correspond to a
definite stage of development of their material productive forces. The sum total of these
relations constitutes the economic structure of society, the real foundation, on which
correspond definite forms of social consciousness. The production of material life, conditions
the social, political and intellectual life processes in general. It is not the consciousness of
men on material that determine their being; on the contrary, it is their social being that
determines their consciousness. At a certain stage of their development, the material

productive forces of society come in conflict with the existing relations of production, or-
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what is but a legal expression for the same thing with the property relation within which they
have been at work, hitherto. From forms of development of the productive forces these
relations turn into their fetters (Duncan, 1999). This understanding further influenced Marx’s
submission that it was difficult for an individual to act socially except through the web of
existing social institutions and relationships. Many interpersonal relationships operate within
a network of social institutions created and regulated by the society. As such, individuals are
expected to also possess certain social resources or requirements which most times are class
based in order to be able to perform the responsibilities ascribed to their various positions in
life. The males’ roles for instance differ from that of the females’. This again placed both
adult men and women on different axis in the prevailing production spectrum and their
experiences of social stressors and depressive symptoms.

In the final analysis, the dynamics of politics (pursuit of power, acquisition of power,
consolidation and use of power) and economics (the pursuit of wealth, its consolidation and
its cruise use) remain crucial to our understanding and exploration of depression among
adults. The two factors (politics and economy) are inseparable entity in social analysis and
the reactions or relationships that would emerge from any social system. Both variables
shape developments in many spheres of the human society, including the interpersonal
relationships of adults with other members of the society. The prevailing gross
socioeconomic inequity leading to mass poverty, illness, illiteracy among other social
problems are interconnected with the political economy. Though, past and present Nigerian
governments have made and are making frantic efforts at refocusing the Nigerian economy
through various policies, the impact of such policies and the cumulative impact of past
government policies such as the Structural Adjustment Programme (implemented by the

military administration of Ibrahim Babangida) have also resulted in loss of jobs, forceful
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retirements, unpaid benefits or gratuities, and loss of properties in some locations. While one
may not out rightly condemn some of these policies due to the perceived long term benefits
when sensibly and duly implemented, the immediate effects on people are crippling. As such,
the effects of politics and the economy on adults could be disastrous, especially in situations
where social supports and other cushioning factors that could have lessened its impacts are
absent. There is no doubt that life stressors could be traced to the dynamics of political
economy, for when there is political unrest/instability productivity is affected, income is
reduced, savings are eroded and chaos and violence are easily triggered within the homes.
This culminates into stressors that will eventually enhance the experiencing of depressive

symptoms. The theories thus provided appropriate anchor for the present study.

3.5 Hypotheses
The major assumption is that there are social stressors which predispose adults to
depressive states. Therefore, the following hypotheses were tested:
(1) A higher proportion of younger adults are more likely to be depressed than older adults;
(i) Adults on a higher socio-economic level (education and occupation) will suffer more
depressive symptoms than those on a lower rung of the socio-economic ladder;
(ii1)) Depression will be more pronounced among married than unmarried adults; and
(iv) Older adults will adopt more positive coping mechanisms to depression than younger

adults.
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CHAPTER FOUR

RESEARCH METHODOLOGY

This Chapter is focused on the methods and techniques of data collection employed in
generating relevant data. The chapter is organized and discussed under the following sub-
headings: the description of the location of the study, the study population, techniques of data

collection, procedure for data analysis and the problems encountered.

4.1 Location of the Study

The study was carried out in Osun State of Nigeria. The state occupies a land mass of
approximately 8,602 square kilometres and was carved out of the old Oyo State on August
27, 1991.The State is bounded on the West by Oyo State, Ondo and Ekiti States in the East,
Kwara State in the North and Ogun State in the South. The Main Towns are: Ejigbo, Ila-
Orangun, Ile-Ife, Ilesha, Ikirun, Iwo and Oshogbo. Based on the 1991 Census, Osun State
had a population of 2,158,143 in the following distribution: 1,043,126males and 1,115,017
females (National Population Census, 1991).

The State has a teaching hospital under the auspices of Obafemi Awolowo University.
This Teaching Hospital provides tertiary health care services to Osun, Ekiti, Ondo and
neighbouring States in south-western Nigeria with catchments of over 10 million people
(Ukpong & Owolabi, 2004).

The Obafemi Awolowo University Teaching Hospitals Complex (OAUTHC) comprises
of three Hospitals and three (3) auxiliary health centres, namely: Ife State Hospital(ISH)
situated along Ilesa road at the North Eastern section of Ile-Ife town. It has a bed space of

362; second is the Wesley Guild Hospital (WGH) located at Ilesa, it has about 204 bed
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spaces and lastly, a Dental Hospital located within the College of Health Sciences, Obafemi
Awolowo University Campus, Ile-Ife. There are also the Rural Comprehensive Health Centre
(RCHC) located at Imesi-Ile, the urban Comprehensive Health Centre, Eleyele, Ile-Ife, and
the Multipurpose Comprehensive Health, located at Ilesa.

It is important to note that the OAUTHC has psychiatric units only in the teaching
hospital complex in Ile-Ife and at the Wesley Guild Hospital, Ilesa. Patients from within
Osun and neighbouring States are regularly referred from hospitals within the State or
outside to either the Psychiatric units in Wesley Guild Hospital or the one at the Teaching

Hospital Complex, Ile-Ife for medical consultation and treatment.

4.2 Research Design

A Case-Control Research Strategy was adopted for this study. Here the odd of
exposure to risk factors among the patients who have depression (Cases) is compared
with the odd of exposure among those without depression. This type of research design
provides an insight into what factors have contributed to the depression in the study
group, for it would provide an exposure to the predisposing factors or variables available
in the lives of adults experiencing depressive symptoms vis —a-vis those adults that are
not diagnosed with depressive symptoms. Here the history of the adults in the 2 groups
was compared to ascertain what risk factors are more prevalent in the lives of those who
end up suffering from depression compared to the other group, the control group. In order
to control for confounding variables, the 2 groups were matched. (In this case, the case
and control groups were similar in age (adults’ 18-60years) and the period during which
they visited the hospital. Emphasis was placed on anonymity of subjects and

confidentiality of information obtained. Since the study dealt with a sensitive issue and
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since information was obtained from patients’ files, an ethical clearance was obtained
from the University Research Ethics Committee. (Copy of the ethical clearance certificate
is attached in the appendix).

See the diagram below. Figure 4

Diagram of Case Control Study

d
<

Looking backwards (retrospective study)

Risk factor present
P Case
A Depressed
Risk factor absent
v
Compare
Risk factor present
Control

A

Non-depressed

Risk factor absent

(Adapted from Holland, et al, 1985)
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4.3 The Study Population

This study was conducted on a population of adults that were diagnosed and treated or
being currently treated for depression (Cases) and those treated for other chronic disease
(Control) at the Obafemi Awolowo University Teaching Hospitals Complex, from January
2002 to January, 2007. The target population consisted of adults (18-60years) patients seen at
the Obafemi Awolowo University Teaching Hospitals over a 5 year period (2002-2007),
including those who had depression and those who did not. Specifically, those without
depression were recruited from adults with the following chronic disease conditions: asthma,
diabetes mellitus, heart problem, hypertension, and stroke. The study population was selected

from this.

4.4 Sampling Procedure and Sample Size

The hospital register was used as the sampling frame of patients seen at the hospital over a
Syear period (2002 -2007). Based on the records, 110 adults (18-60years) were clinically
diagnosed with depression. As such all the cases of depression based on the above criteria
were recruited as the Case group. Some Medical Students in the psychiatric units were
voluntarily co-opted in the selection of cases. This is to ensure a valid selection of cases
diagnosed to be depressive. Similar criteria were used in recruiting adults (18-60years)
diagnosed with other chronic non-communicable diseases (asthma, diabetes mellitus, heart
problem, hypertension, and stroke) as the control. For every case, a control patient was also
selected. There were 309 such eligible control and 110 of these were selected using simple

random sampling technique.
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Selected patients with depression and other disease conditions were categorised into two
groups as young (18-40years) and old adults (41-60 years) as defined in this study. In total,
220 adult patients based on the above criteria were selected.

Finally, all healthcare givers (Nurses and Doctors) at the psychiatric units of the teaching
hospitals were considered for the in-depth interviews. However, only 14 informants (10
Nurses and 4 Doctors) eventually participated in the in-depth interviews as others were not

available after series of repeated visits.

4.5 Pre-Test

A pre-test of the survey instrument was carried out among 10 outpatients suffering from
other mood disorders apart from primary depressive condition. This was done with the
assistance of a psychiatrist at the psychiatric out-patient unit of the Obafemi Awolowo
University Teaching Hospitals. Friday, which was one of the patients’ clinic days, was
selected. Information gathered through this exercise was used in improving the questionnaire.
Some questions were reviewed to enhance clarity, while some were dropped. This helped to
standardize the instruments to enhance reliability. For the qualitative data, informal interview
based on the research objectives was held by the researcher with a consultant at the unit
which led to the addition of some questions in the in-depth interview guide and the need to

drop some questions. These steps were considered relevant to ensure the validity of the data.
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4.6 Techniques of Data Collection

Both quantitative and qualitative data collection instruments were used. Both primary and
secondary sources of data were explored. An interviewer administered structured
questionnaire was administered to the selected respondents. Selected respondents were
contacted either at their homes based on addresses collected from the registers or when they
came for clinical appointments. This was necessary as there may be some patients within the
period that may have stopped visiting the hospital for medical check ups or consultations.

Patients’ case notes were also consulted as a secondary source of data. Lastly, a
qualitative instrument of data collection (In-depth Interview) was employed in producing
qualitative data. These in-depth interviews were conducted among hospital staff (the
Psychiatric nurses and doctors). Also, case studies of some patients with depression were
undertaken. Such data were obtained from the case files. Finally, a triangulation of methods
and data generated through the quantitative and qualitative techniques was done to further

enhance the validity of the data.

4.7 Data Processing/Analysis

Quantitative data generated through the interviewer administered questionnaire were
processed and analysed with the aid of two computer statistical analysis soft ware: Epi-info 6
and Statistical Package for Social Science (SPSS) version 13. The Data entry was done using
Epi-Info 6 in order to minimize data entry errors and to make provisions for checks.
Thereafter, the data were exported to SPSS for analysis. Descriptive and inferential statistical

analyses were employed in testing and interpreting the relationships among the variables.

59



On the other hand, the content analysis of the qualitative data gathered through the In-
depth Interviews was processed and analysed thematically using ZY index. Finally,

quantitative and qualitative data generated were triangulated.

4.8 Problems Encountered

The major problems encountered have to do with accessing the contact addresses of
selected patients that have stopped coming for their clinical appointments; and getting those
still coming for check ups to participate in the study. About 10 percent of the addresses
extracted from the patient’s files were not accessible and in some cases the researcher was
told the respondents have relocated to an unknown destination. However, the researcher was
able to overcome this through persistence and support of one of the social workers in the
psychiatric unit. The other problem of getting patients to participate was less cumbersome.
This was easily overcome through the support of some of the psychiatrists attending to the
patients, but this was after they had been assured of anonymity and confidentiality. Most
times, researcher would sit close to the consultation room and interact with patients as soon
as they were through with the psychiatrist.

Another difficulty was more of timing and scheduling appointments with the psychiatrists
for in-depth interviews. Securing interviews with psychiatrist nurses was relatively easier
compared with the doctors. In fact, it took the researcher over three months to secure four in-
depth interviews with the doctors. This is understandable since doctors’ work under pressure,
especially at a teaching hospital where they are expected to consult as well as teach their
students. Again, the numerical strength of doctors at the psychiatric unit (as in similar units)

was very low when their ratio is compared to that of psychiatric nurses.
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Selection of patients’ case files was less stressful as medical students who volunteered to
assist in this regard were very supportive. Lastly, retrieval and consultation of patients’ files

was much easier due to the filling system in operation at the hospital’s library.
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CHAPTER FIVE

DATA ANALYSIS, RESEARCH FINDINGS AND DISCUSSION.

The previous chapter focused on the methodology, procedures adopted in selecting the
samples and the field work that led to the production of relevant data. In this section, both
quantitative and qualitative data gathered among the various respondents (Depressed adults
patients; non-depressed patients) and the informants (healthcare givers) as well as the
secondary data generated through the depressed patients’ case files were presented, analysed
and discussed. The analysis was based on a total of 156 respondents instead of the earlier
projections of 220 respondents. Response rate was 71 percent among the Cases. The reasons
for the non-response rate are due to lack of access to some Cases’ contact addresses, which
represented about 10 percent, change in contact address without any alternative(15%) and a
few respondents who declined participation. As such, only 78 Controls were also considered.

The analysis and discussions were organised under the following sub-themes: socio-
demographic and economic characteristics of respondents, respondents’ perception and
knowledge of their illness, the coping strategies employed by the respondents and testing

of relevant hypotheses.
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5.1: Socio-Demographic and Economic Characteristics of Survey Respondents.

Table 5.1: Percentage Distribution of Respondents by Socio-demographic and

Economic Characteristics.

Variable Case Control Total
(N=178) (N=78) N=156
Sex
Male 30(38.5%) 44(56.4%) 74(100%)
Female 48(61.5%) 34(43.6%) 82(52.6%)
Age
18-22 years 7(9.0%) 5(6.4%) 12(7.7%)
23-27 years 9(11.5%) 2(2.6%) 11(7.1%)
28-32 years 21(26.9%) 13(16.7%) 34(21.8%)
33-37 years 7(9.0%) 5(6.4%) 12(7.7%)
38-42 years 13(16.7%) 7(9.0%) 20(12.8%)
43-47 years 11(14.1%) 17(21.8%) 28(17.9)
48-52 years 5(6.4%) 4(5.1%) 9(5.8%)
53-60 years 7(9.0%) 23(29.5%) 30(19.2%)
Mean 39.87 years
Standard deviation 12.04years
Educational level of respondents
None 3(3.8%) - 3(1.9%)
Primary 7(9.0%) 12(15.4%) 19(12.2%)
Secondary 26(33.3%) 25(32.1%) 51(32.7%)
Post secondary 42(53.8%) 41(52.6%) 83(53.2%)
Religion
Christianity 64(82.1%) 56(71.8%) 120(76.9%)
Islam 14(17.9%) 22(28.2%) 36(23.1%)

Source: Field Survey, 2007
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Table 5.1: Percentage Distribution of Respondents by Socio-demographic and

Economic Characteristics

Variable Case Control Total
(N=78) (N=78) (N=156)

Marital status

Single 21(26.9%) 17(21.8%) 38(24.4%)

Married 56(71.8%) 60(76.9%) 116(74.4%)

Divorced 1(1.3%) - 1(.6%)

Widowed/widower - 1(1.3%) 1(.6%)

Type of marriage

Monogamy 46(59.0%) 54(69.2%) 100(64.1%)

Polygyny 11(14.1%) 7(9.0%) 18(11.5%)

Occupational status before ill health

Civil servant 14(17.9%) 18(23.1%) 32(20.5%)
Clergy 1(1.3%) 1(1.3%) 2(1.3%)
Farming 1(1.3%) 1(1.3%) 2(1.3%)
Retiree 1(1.3%) 4(5.1%) 5(3.2%)
Self employed 5(6.4%) 8(10.3%) 13(8.3%)
Student 17(21.8%) 12(15.4%) 29(18.6%)
Teaching 24(30.8%) 14(17.9%) 38(24.4%)
Trading 13(16.7%) 19(24.4%) 32(20.5%)
Unemployed 2(2.6%) 1(1.3%) 3(1.9%)

Source: Filed Survey 2007.
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Table 5.1 above presents the socio-demographic and economic characteristics of the
respondents. The study covers a total of 156 respondents with a total of 30 males and 44
females in the Case group, while 44 and 34 males and females respectively are in the
Control. About 56 percent of the Cases and 32 percent of the Controls are between the ages
of 18-37 years, while those within the age bracket of 38-60 years account for about 36
percent of the Cases and about 51 percent of the Controls. Similar proportions of the Cases
(53.8%) and the Control (52.6%) had post secondary education. This shows an encouraging
increase in the desire for post secondary education in the locality. In contrast, about 7 percent
of Cases and 12 percent of Controls had primary education. The desire for education among
the respondents in both groups seem high as only less than 2 percent of the Cases had no
formal education, while none was recorded among the Controls. It is note worthy that the
two towns (Ile-Ife and Ilesa) in which the Teaching hospital is located also has two public
higher Institutions namely: Obafemi Awolowo University and the Osun State College of
Education respectively.

Christianity is the dominant religion of the respondents. Majority of the Cases (82.1%)
and Controls (71.8 %) indicated Christianity as their religion, while 17.9 percent of the Cases
and about 28 percent of the Controls indicted Islam. No respondent in the two groups
indicted Traditional religion, but this does not imply the non-existence of traditional religion
in the locality. Christianity and Islam have gained some level of prominence in the locality.
This is obvious going by the number of physical structures advertising their presence. In
contrast, traditional religion in practise lacks such formal organisation, but the religion still
commands critical influence in the belief system of people in the study locality especially
when it involves health related cases that are chronic or terminal. It is not surprising that

none of the respondents mentioned being affiliated with the traditional religion especially in
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Ile-Ife where we are told that an Orisa is worshipped every day of the 364 days of every
normal year. But as observed in previous studies, people may not want to publicly admit to
practising the traditional religion. Even those who patronise the practitioners or priests do so
either in the dead of night or under cover. They pack their cars in a different place and walk
to the priests (Akintude, 1982; Odebiyi, 1980). On marital status, 71.8 percent of the Cases
and 76.9 percent of the Controls are married, while about 26.9 percent of the Cases and 21.8
percent of Controls are single. Only less than 1 percent of the Cases are divorced and only 1

percent of the Controls are widowed.

About 59 percent of the Cases and 69 percent of the Controls had monogamous families,
while slightly above 14 percent of Cases and only 9 percent of the Controls practice
polygyny. Since the practice of polygny has been associated with stress (Gage-Brandon,
1992). It is not surprising that polygyny is more prevalent among the Cases (14.1%) than the
Control group (9.0%). Occupation has essentially been seen not only as a determinant of
income, but as an indicator of social class and access to social resources and information
associated with class (Pebley & Goldman, 1995). Occupation-wise, teaching is the
predominant occupation (24.4%) among the two groups. Among the Cases, 30 percent were
Teachers, while 17 percent were Teachers in the Control group. In contrast, more Civil
Servants (23.1%) were found among the Controls than the Cases (17.9%). It is obvious that
about 45 percent of the respondents in both groups are employees. The preponderance of
teaching occupation may not be unconnected with cultural expectations and economic
realities. Teaching may also have become a viable option as there are both public and private
schools in the locality to meet the yearnings of the people for western education, with public

schools having a larger number of teachers. In addition, the presence of Osun State College
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of Education in Ilesa may have also contributed to the increase in the numbers of teachers in
the locality.

Trading accounted for about 24.4 percent and 16.7 percent of the occupation of
respondents in the Control and Cases’ respectively. However, more students were found

among the Cases (21.8%) than among the Control (15.4%).

5.2  In-depth Interviews with Health Caregivers

Table 5. 2: Socio-demographic characteristics of Health Caregivers (Psychiatrists)

Variable Doctors Nurses Total
Sex

Female 1 2 3
Male 3 8 11
Age

Mean 39.25years | 51.lyears
Marital Status

Married 3 9
Single/Unmarried 1 1

Religion

Christianity 3 9

Islam 1 1

Source: Field Survey 2007

Table 5.2 presents the socio-demographic characteristics of the informants in the in-depth
interviews. The interviews were held with health caregivers at the psychiatric units. It is
obvious that there are more nurses than the number of doctors in the psychiatric units. And
majority of the psychiatrics nurses are males. Even among the psychiatrists interviewed only

one was a female. The mean age of the respondents show that majority of the nurses are in
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their fifties, while the mean of the doctors was about 40years. Majority of the respondents

are married and by religious affiliation more than 95 percent are Christians.

5.3 Respondents’ marital status, gender and health problem

Table 5.3: Percentage Distribution of Respondents by health problem, gender and

marital status

Variable Case Control Total
Married Male 22 (37.9%) 36 (62.1%) 58 (100%)
34 (58.6%) 24 (41.4%) 58 (100%)
Female
56 (48.3%) 60 (51.7%) 116 (100%)
Total
Single/Unmarried Male 8 (50.0%) 8 (50.0%) 16 (100%)
14 (58.3%) 10 (41.7%) 24 (100%)
Female
22 (55.0%) 18 (45.0%) 40 (100%)
Total

Source: Filed Survey 2007

From table 5.3 above, a total of 56 of the Cases and 60 of Controls were married. 22
respondents in the Cases and 18 in the Controls were either single or unmarried. On marital
status and gender, 62.1percent of the Controls were males and are married, while 41.4
percent were females and are married. Among the Cases, 37.9 percent were males and are
married. It is important to note that more than half of the Cases (58.6%) were females and
more than two thirds of the females were married. Generally, many of the Cases were
married (71.8%) and out of this figure, more than half were females. This is worthy of note
since earlier studies (Ogedengebe, 1986, Murray & Lopez, 1996) had noted high incidence of

depression among females than males, and among married females than females who are
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singles. It is again in line with other studies on the prevalence of depression among married
females than married males (Brown & Harris, 1978; Murray & Lopez, 1996). Though, it may

be difficult to generalize across board, as depression aetiology confirms multiple factors.

5.4 Respondents’ perception and knowledge of depression.

Table 5.4.1: Percentage Distribution of Respondents’ perception and knowledge of

depression.

Variable Strongly Moderately Neither |Moderately | Strongly Total

Agree agree agree disagree disagree
Nor
disagree

Depression is as a result of a biological abnormality

Case 10(12.8%) 22 (28.2%) | 12(15.4%) | 27(34.6%) 7(9.0%) (78)100%
Control 5(6.4%) 6(7.7%) 3(3.8%) 35(44.9%) | 29(37.2%) | (78)100%
Stress or negative life experiences causes depression

Case 30(38.5%) 32(41.0%) 7(9.0%) 8(10.3%) 1(1.3%) (78)100%
Control 7(9.0%) 27(34.6%) 12(15.4%) | 14(17.9%) | 18(23.1%) | (78)100%

Loss of touch with ones spiritual core or faith in God could cause depression.

Case 3(3.8%) 24(30.8%) 26(33.3%) | 24(30.8%) 1(1.3%) |78(100.0%)
Control 2(2.6%) 7(9.0%) 2(15.4%) | 37(47.4%) | 20(25.6%) |78(100.0%)

Source: Filed Survey 2007.
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Table 5.4.1: Percentage Distribution of Respondents’ perception and knowledge of depression.

Variable Strongly Moderately Neither |Moderately |Strongly Total
agree agree agree nor disagree disagree
disagree

Depression could be the result of an unhealthy lifestyle

Case 13(16.7%) 18(23.1%) 17(21.8%) | 27(34.6%) 3(3.8%) 78(100.0%)

Control - 30(38.5%) 1(14.1%) | 29(37.2%) | 8(10.3%) 78(100.0%)
I do not have any idea about the cause(s) of depression

Case 5(6.4%) 57(73.1%) 7(9.0%) 8(10.3%) 1(1.3%) 78(100.0%)

Control 6(7.7%) 32(41.0%) 18(23.1%) | 8(10.3%) | 14(17.9%) | 78(100.0%)

There is a cure for depression

Case 9(11.5%) 492.6%) | 12(154%) | 6(62.8%) | 2(7.7%) | 78(100.0%)

Control 8(10.3%) 32(41.0%) | 20(25.6%) | 11(14.1%) | 7(9.0%) | 78(100.0%)

I think depression is better treated in the hospitals

Case 1(1.3%) 24(30.8%) | 46(39.0%) | 5(64%) | 2(2.6%) | 78(100.0%)

Control 6(7.7%) 35(44.9%) | 31(39.7%) | 3(3.8%) | 3(3.8%) | 78(100.0%)

Depression is better treated through traditional medicine

Case 3(3.8%) 8(10.3%) | 46(59.0%) | 19(24.4%) | 2(2.6%) | 78(100.0%)

Control 1(1.3%) 5(64%) | 35(44.9%) | 24(30.8%) | 13(16.7%) | 78(100.0%)

Source: Filed Survey 2007.

Table 5.4.1 above reveals the views of the Cases and Controls in relation to their
perception of the nature of depression and how informed they are in terms of having
adequate knowledge. To understand respondents’ views in this regard, six questions were

asked using a Likert scale of 5 point as the highest. Respondents’ views were scaled from
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strongly agree to strongly disagree. In order to gain insight into respondents’ perception of
predisposition to depression on genetic basis, the statement ‘Depression is as a result of a
biological abnormality’ was asked. On the average, about 40 percent of the Cases considered
their problems as biologically determined. Among the Controls, less than one third perceived
a link between depression and biological abnormality. Although it is obvious that there are
no consensus among the two groups on the biological determinant of depression; there is still
a level of acceptance among them that biological factors could be responsible for the health
problem. The severity and relapses of the health problem among the Cases may have made
some of them to be sceptical about the link between their health problem and family
background as some of them may prefer to externalise the cause rather than see it as an
internally related problem such as being biologically determined or connected to family
background.

Generally, there is an attitude of unwillingness of Cases to associate their health problem
with either their genetic or family background which may be associated with the social
stigma associated with psychotic disorders in the locality. Presently there is still a level of
stigmatisation ascribed to individuals who have one time or the other suffered a mental
disorder. This is similar to findings from other studies (Ogedengbe, 1986). Hence, the family
histories of intending couples are still being ascertained to rule out such stigmatising ailments
as depression, insanities and among others. (Fadipe, 1970). The degree of adherence to such
practise may have diminished compared to what was obtainable 37 years ago, yet it is still
relevant in today’s’ marriages among the Yoruba’s.

While it may be difficult attributing psychotic disorders totally to family background or
biological factors, there is some level of evidence to support this assumption even among

health care givers and significant others. For instance in the in-depth- interview held with the
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Psychiatric Nurses and Doctors in the psychiatric units, there was a consensus among the
informants in their perception of depression. Most of them agreed that there were some links
between depression and biological or family background. While there are few studies on
perceptions of the causes of depression in a depressed population, a study although from a
different culture confirmed that depressed patients hold more biological beliefs than non-
depressed patients (Kuyan, Brewin, Power & Furnham, 1992). Below is an extract from the
interviews:

Extract 1: in-depth interview with a Psychiatrist at Wesley Guild Ilesa

“...some individual are biologically predisposed to depression, any little negative life event

1

could trigger it on in them...’

Also supporting this assumption is the case study presented below of a depressed adult
patient.

Case 1: Extract from a patient’s case file

Adegbola(pseudo name) was a 22year old female student of a Polytechnic in the south
western part of Nigeria. She was in her second year of her National Diploma in Laboratory
Technology when she was presented for clinical investigation. From the history given by her
mother, it was revealed that the patient’s elder sister was presently on treatment for a mental
disorder also at a Teaching hospital in south western Nigeria and in fact Adegbola’s

problem started shortly after she paid the elder sister a visit at the hospital.
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In the light of the above case, a respondent with such family background may likely
attribute the cause of the health problem to factors within the family or genetic make up.
Probing further on respondents’ perception and knowledge of the health problem, they were
asked if a stress or negative life experience could be responsible for the health problem.
Among the Controls, close to average(43.6%) strongly and moderately agreed that stress or
negative life experiences could be responsible for the health problem. This implies that more
than one third of the Control strongly and moderately agreed with the notion. However,
among the Cases, over 75 percent moderately and strongly agreed that stress or negative life
events influenced their present health status. The variation in the perception and knowledge
of respondents on the influence of stress or negative life experiences seems to be in
consonance with evidence from the literature. Although such evidence had clearly linked
depression with negative life events or stressors (Brown & Harris, 1978; Broadhead, & Abas,
1998), there are times the sufferers seem to believe differently. Their perception differs from
what professionals and caregivers perceived to be responsible for their problems. This is

corroborated by some findings from the In-depth Interview (see extract below)

Extract 2: from in-depth interview with a Male Psvchiatric Nurse at Wesley Guild Ilesa

... Many a time depressed patients may not want to agree that they are depressed and when
they do, they are likely to see it as a normal way of life. Again, while those responding to
treatment may reason and agree with their caregivers on what may be responsible for their

problems and why they have to be in the hospital, there are still times they will not.

Moving from the physical dimension to the spiritual level, respondents were asked if they

perceived the problem to be associated with “Loss of touch with ones spiritual core or faith in
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God could cause depression”. About 34.6 percent of the Cases did see their problem as being
associated with losing touch with their spiritual core or faith in God. Again less than one
quarter (11.6%) of the Controls moderately and strongly disagreed with the statement as
regards this health problem. The Cases toed different paths, about one third of them strongly
and moderately agreed with the statement, while similar proportion neither agreed nor
disagreed.

Evidence from the literature has shown that unhealthy lifestyle such as substance abuse
could be responsible for psychotic disorder including depressive disorder. As such
respondents were also asked if they perceive unhealthy lifestyle to be responsible for the
health problem. Among the Controls, a fairly high proportion moderately agreed (38.5%) and
a similar proportion also moderately disagreed (37.2%) that the problem could have resulted
from unhealthy lifestyle. To the Cases, 39.8 percent strongly and moderately agreed that
there was an association between unhealthy life style and their health problem, while less
than average in the group also neither agreed nor disagreed. Respondents were asked further
questions on what they considered to be unhealthy lifestyle. As indicated in table 5.4.2
below, four types of unhealthy life styles were suggested as contributory factors to this ill-
health. From table 5.4.2 below, it seems to an extent that a significant proportion of the

respondents consider unhealthy lifestyles as likely influence on psychotic disorders.
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Table 5.4.2: Percentage Distribution of Respondents’ by what they considered as

unhealthy life style

What they considered to be Case Control Total
unhealthy life style

Alcoholic 21.8% 26.9% 38(100%)
Lack of exercise 32.1% 24.4% 44(100%)
Poor diet 25.6% 25.6% 40(100%)
Substance abuse 20.5% 23.1% 34(100%)
Total 78(50.0%) 78(50.0%) 156(100%)

Source: Field Survey, 2007.

Since it may be possible for some of the respondents to be sceptical in agreeing with
clinical explanations for this health problem, they were asked to rate the statement ‘I do not
have any idea about the cause(s) of depression ’. Among the Cases, majority (79.5%)
moderately and strongly agreed that they had no idea on what could have caused their health
problem. Similarly, about 48.8 percent of the Control group also strongly and moderately
agreed that they had no idea on what could be responsible for depression. There seems to be
low level of awareness among the Cases about the predisposing factors to psychotic
disorders, despite efforts at popularising the aetiology of depression and other psychotic
disorders by healthcare givers and other stakeholders.

Furthermore, to explore respondents’ views with respect to patients’ chances of
recovering from the health problem, they were asked if they perceive a solution to
depression. In reacting to this, close to two thirds of the Controls strongly and moderately
agreed that there is a cure for the health problem. On the other hand, more than two thirds of
the Cases moderately and strongly disagreed that there is a cure for their health problem. It is

not too surprising that some of the Cases (78.5%) seeking treatments through the orthodox
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medicine still felt unsure of solution to their health problems. From the patients’ case files, it
was observed that many of the Cases were brought to the hospitals by their significant others
which may be against the patients will at times.

Respondents were also asked questions relating to their perception of the plausibility of
getting a solution to the health problem through orthodox medicine. This question is
considered to be relevant if they were to be free in making a choice of healing treatment. In
view of this, they were asked if they thought the health problem is better treated in the
hospitals. About 52.6 percent of the Controls moderately agreed, while close to 40 percent of
them neither agreed nor disagreed that the health problem could be better treated in the
hospital. Among the Cases, a high proportion neither agreed nor disagreed (59.0%) with the
statement. Going by these responses, there are signals that an appreciable number of the
Cases lack sufficient hope of regaining back their health by seeking treatments at the
hospitals. What about seeking for cure through another means such as traditional medicine?
Some studies have shown increasing patronage of traditional medicine and reasons for this
have been associated with some socio-cultural factors (Owunmi, 1994). Respondents were
also asked if they thought depression could be better treated through traditional medicine.
Among the Controls, over two thirds percent neither agreed nor disagreed that this health
problem could be a better treated through traditional medicine and about 50 percent felt
otherwise, as they strongly and moderately agreed with the statement.

Similarly over 50 percent of the Cases neither agreed nor disagreed with the idea, whereas
less than one quarter strongly and moderately agreed that their health could be better treated
through alternative medicine. Therefore it appears there is complexity in the choices of the
Cases about the choice of treatment that would better meet their demands. Although this

study did not investigate respondents’ views on the non-socio-cultural factors that could be
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responsible for their views, it appears that some are satisfied and hopeful of regaining their

health through either of the healing systems (modern or traditional).
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5.5. Coping Strategies of Respondents

Table 5.5.1: Percentage Distribution of Respondents by Compliance to drug use/

appointments/check ups as coping strategy.

Variable Strongly |Moderately Neither |Moderately | Strongly Total
agree agree agree disagree disagree
Nor
disagree
I do not like using traditional medicine
Case 3(3.8%) 21(26.9%) | 10(12.8%) | 34(43.6%) | 10(12.8%) | 78(100.0%)
Control - 21(26.9%) | 11(14.1%) | 26(33.3%) | 20(25.6%) | 78(100.0%)
I do not like using orthodox/ western medicine
Case 2(2.6%) 15(19.2%) | 8(10.3%) | 36(46.2%) | 17(21.8%) | 78(100.0%)
Control - 2(2.6%) 7(9.0%) 35(44.9%) | 34(43.6%) | 78(100.0%)
I have used traditional medicine shortly before coming to the hospital
Case - 29(37.2%) | 9(11.5%) | 30(38.5%) | 10(12.8%) | 78(100.0%)
Control 3(3.8%) 30(38.5%) | 14(17.9%) | 22(28.2%) | 9(11.5%) | 78(100.0%)

Source: Filed Survey 2007.
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Table 5.5.1: Percentage Distribution of Respondents by Compliance to drug use/

appointments/check ups as coping strategy.

Variable Strongly | Moderately Neither | Moderately Strongly Total
agree agree agree disagree disagree
Nor
disagree
I am currently using both orthodox and traditional medicine
Case 2(1.3%) 13(16.7%) 15(19.2%) | 36(46.2%) 12(15.4%) [78(100.0%)
Control - 13(16.7%) 16(51.6%) | 24(30.8%) | 25(32.1%) [78(100.0%)
I try to use my drugs regularly
Case 11(14.1%) 55(70.5%) 6(7.7%) 6(7.7%) - 78(100.0%)
Control 13(16.7%) | 48(61.5%) 15(19.2%) - 2(2.6%)  [78(100.0%)
I make efforts to come for check up /appointment when due
Case 5(6.4%) 62(79.5%) 6(7.7%) 3(3.8%) 2(2.6%) (78(100.0%)
Control 16(20.5%) 39(50.0%) 14(17.9%) 4(5.1%) 5(6.4%) [78(100.0%)
I think it is too stressful using some of the drugs
Case 5(6.4%) 50(64.1%) 11(36.7%) 8(10.3%) 4(5.1%) [78(100.0%)
Control 7(9.0%) 26(33.3%) 19(24.4%) | 9(11.5%) 17(21.8%) [78(100.0%)

Source: Filed Survey 2007.
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Table 5.5.1: Percentage Distribution of Respondents by Compliance to drug usage/
appointments/check ups as coping strategy.

Variable Strongly |Moderately | Neither Moderately |Strongly Total
agree agree agree disagree disagree
Nor
disagree
I think my situation will improve without using drugs
Case 6(7.7%) | 17(21.8%) | 26(32.1%) | 20(25.6%) 9(11.5%)  [78(100%)
Control - 3(3.8%) 25(32.1%) | 22(28.2%) | 28(35.6%) |78(100%)
I hate coming for check up/ appointments
Case 3(3.8%) | 37(47.4%) 10(12.8%) | 22(28.2%) 6(7.7%) 78(100%)
Control 4(5.1%) | 16(23.1%) 16(20.5%) | 20(25.6%) | 20(25.6%) [78(100%)

Source: Filed Survey 2007.

Recovery from illness involves a complex process of which certain roles are expected to
be played by the different actors involved in the healing process. One of such roles is the
social expectations on the patient to desire and seek recovery. This entails compliance by the
patient to the treatment regimes obtainable within the healing system where healing is sought
as well as the desire to get well. To appreciate compliance to treatment regimes, respondents
were asked questions related to their compliance to drug use and clinical
appointments/check-ups. Current evidence has shown a high level of patronage for traditional
medicine along side orthodox medicine (Boderker, 2000). However, respondents were asked
if they liked using traditional medicine or not. On the average, it appears that many of the
Controls have little reservations for traditional medicine as more than two thirds strongly and

moderately disagreed that they do not like using traditional medicine. The Cases share
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similar views with the Controls, as about the same proportion strongly disagreed (12.8%) and
moderately disagreed (43.6%) that they do not like using traditional medicine. On the
average, it appears there is no difference in the opinions of respondents in the two groups as a
high proportion of the Cases and Controls were in approval and use traditional medicine.

To corroborate the above findings, respondents were also asked if they do not like using
western or orthodox medicine. A high proportion (88.5%) of the Controls strongly and
moderately disagreed with the statement. There is no variation in the preference of the Cases
towards the use of western medicine. For instance, among the Cases, 46.2 percent moderately
disagreed, that they do not like using western medicine. Finally, there seems to be a similar
trend in the number of Cases and Controls who like using traditional medicine as well as
western medicine.

To further understand respondents’ recent use of traditional medicine, they were asked if
they had used traditional medicine shortly before visiting the hospitals. Among the Controls,
38.5 percent moderately agreed that they have used traditional medicine shortly before
coming to the hospitals. Similarly, the Cases also indicted that they used traditional medicine
shortly before visiting the hospitals as 37.2 percent moderately agreed. The use of traditional
medicine among the two groups before visiting the hospitals could be explained within the
socio-cultural context of illness behaviour. Hence from the above table 5.5.1, it is obvious
that many respondents from either group have tried alternative medicine before coming to the

hospitals.
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Substantiating this is an extract from the in-depth interviews with the health care givers.

Extracts 3: In-depth interview with a Male Psychiatrist at Ile-Ife

... to an extent some of the patients usually delay before seeking treatment at the hospitals
and when they finally do, quite a number of them do default which most times may be
attributed to the relapse of episodes. The reasons for such actions may, however, be complex
and require further research; but there are indications that many do visit other healing
centres before coming to the hospitals. Although there are exceptions but it appears to be

common among patients.

To understand patients’ views, respondents were asked if they are currently using
traditional medicine simultaneously with other medications being given at the hospitals.
Further questioning and probing showed that few Controls (16.7%) are currently using both
traditional and orthodox medicine. Similarly, less than one quarter of the Cases strongly and
moderately agreed that they are currently using both medicines. The above views appear
similar and it may not be far from the prohibition of use of non-orthodox medicine alongside
the orthodox while receiving treatments in a modern hospital.

As earlier stated, compliance to drugs and clinical appointments are critical to patient
recovery from ill health. As such to capture respondents’ attitude towards drug use and
compliance to clinical appointments they were asked “I try to use my drugs regularly”.
Among the Controls, overwhelming proportion reported regular drug use as 61.5 percent
moderately agreed that they use their drugs regularly. Among the Cases, their attitude was
indifferent as more than 70 percent also moderately agreed with the statement. It is evident

that few respondents from both groups did strongly and moderately agree that they do not use
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their drugs regularly. The reasons for the infrequent use of prescribed drugs may be found in
the side effects of some drugs and the lack of appreciable improvements as may be expected
by the patients after the use of some drugs. However, respondents were asked if they
considered the use of some of their drugs as a stressful obligation. A relatively high
percentage of the Controls strongly and moderately agreed (42.3%), while about 43.3 percent
moderately and strongly disagreed that using some drugs was too stressful. However among
the Cases, an appreciable percentage felt using some of their drugs was burdensome, as about
64 percent moderately agreed. The above findings show mixed feelings of respondents’
perception of whether or not their use of prescribed drugs was burdensome. Are there some
who are not favourably disposed to the use of drugs and who considered their problem as one
beyond drugs or do they actually believe their problems will improve without drugs? To
clarify this, respondents were asked if they thought their health condition would improve
without the use of drugs. Among the Controls, about 64 percent moderately and strongly
disagreed; while about 33 percent neither agreed nor disagreed. Among the Cases, a similar
proportion (32.1%) neither agreed nor disagreed and about 29 percent strongly and
moderately agreed. It is obvious that while some respondents may have lost interest or hope
in the efficacy of the drugs as an adequate measure in restoring back their health, some still
believed that their compliance to prescribed drugs through regular use could be of benefit to
their health. Earlier, Becker and Maiman (1975) argued that compliance of patients with
healthcare prescriptions may in part depend on social beliefs and the social milieu in which
care is given.

Moving away from drug compliance, respondents were asked if they hated coming for
clinical appointments when due. Among the Controls, about 26 percent strongly and

moderately agreed that they hated coming for clinical appointments, while about 23 percent
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moderately disagreed. Slight variations were observed among the Cases, as about 51.2

percent strongly and moderately agreed that they hate going for clinical checkups.

5.5.2 Coping Strategies of Respondents
Table 5.5.2: Percentage Distribution of Respondents and their views about the strategy for

seeking support for instrumental reasons.

Variable | Seeking support for instrumental reasons
Strongly | Moderately Neither Moderately Strongly Total
agree agree agree disagree disagree
Nor
disagree

I ask people who have had similar illness what they did

Case 2(2.6%) | 19(24.4%) 16(20.5%) 20(25.9%) 21(26.7%) | 78(100%)
Control 4(5.1%) | 38(48.7%) 14(17.9%) 7(9.0%) 15(19.2%) | 78(100.)
I try to get advice from someone about what to do to regain back my health

Case 2(2.6%) | 27(34.6%) 9(11.5%) 23(29.5%) 17(21.8%) | 78(100%)
Control 2(2.6%) | 45(57.7%) 14(17.9%) 15(19.2%) 2(2.6%) 78(100%)
I talk to someone to find out more about the illness

Case 2(2.6%) | 28(35.9%) 8(10.3%) 26(33.3%) 14(17.9%) | 78(100%)
Control 7(9.0%) | 46(59.0%) 15(19.2%) 7(9.0%) 3(3.8%) |78 (100%)

Source: Filed Survey 2007.
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5.5.2 Coping Strategies of Respondents

Table 5.5.2: Percentage Distribution of Respondents and their views about the strategy

for seeking support for instrumental reasons.

Variable Seeking support for instrumental reasons
Strongly [Moderately |Neither Moderately Strongly | Total
agree agree agree disagree disagree
Nor
disagree
I talk to someone who could do something concrete about the illness
Case - 42(53.8%) 5(6.4%) 15(19.2%) 16(20.5%) [78(100%)
Control 4(5.1%) | 47(60.3%) 16(20.5%) 3(3.8%) 8(10.3%) [78(100%)

Source: Filed Survey 2007.

Apart from drug use and compliance to clinical appointments, another important aspect in
the patients’ recovery process is the availability of social networks. Cockerham (2000)
defines social networks as the social relationships a person has during day-to-day interaction
that serve as the normal avenue for the exchange of opinion, information and affection. These
networks include their significant others, members of their immediate group, community
members as well as their healthcare givers. However, patients’ willingness to accept or reject
their network opinions, information and affection including advice from their caregivers
would have an impact on their recovery process from the illness. With this backdrop,
respondents were asked if they asked people who have had similar health problems what they
did in overcoming their problems. Among the Controls, about 49 percent moderately agreed
that they asked people who had similar health experiences what steps they took in resolving
their problems, and a lower proportion strongly disagreed (19.2%). In a different dimension,

the Cases also had a similar proportion that strongly and moderately disagreed (52.6%) that
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they asked those who had similar health experiences what they did in overcoming their
problems. The above findings indicate that quite a number of the Cases are not prone to
accepting information from those they knew and who have had similar health challenges like
theirs.

Subsequently, respondents were asked if they tried to get advice from someone about
what to do to regaining back their health. About 2.6 percent of the Controls strongly agreed
that they try to get advice from someone on what to do with regards to ill health. A higher
proportion moderately agreed (57.7%). Among the Cases, an appreciable proportion
moderately agreed (35.9%), but a similar proportion (33.3%) indicated that they moderately
disagreed. Generally, the level of sharing and seeking advice from others seems higher
among the Control than the Case group; a probable reason could be that they get advice from
their healthcare givers and other individuals than the Cases do.

Similarly, respondents were asked to voice their reaction to another statement: “I talk to
someone who could do something concrete about my problem”. About 60.3 percent of the
Controls moderately agreed they do, and about 3.8 percent moderately disagreed. Among the
Cases, 53.8 percent moderately agreed that they talk to someone who could do something
concrete about their health situation, and a fair proportion (39.7%) moderately disagreed.
Generally, it appears that more of the Cases do not like to share information on their health
status with others when compared with the Controls. This is also in consonance with the

behavioural traits of those with mood disorders.
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Findings from the in-depth interview with health care givers also confirmed this. See extract

below.

Extracts 4: In-depth interview with a Male Psychiatric Nurse at Ile-Ife

...Generally many depressed patients tend to see those around them including their health
givers as their enemies. This may however reduce as times goes on and as patients respond

progressively to treatment regimes.
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5.5.3 Coping Strategies of Respondents

Table 5.5.3: Percentage Distribution of Respondents and their adoption of positive

reinterpretation and growth as coping measures.

Variable Positive reinterpretation and growth
Strongly |Moderately | Neither |Moderately | Strongly Total
agree agree agree disagree disagree
Nor
disagree
When ill I look for something good in what is happening
Case
3(3.8%) 54(69.2%) | 13(16.7%) 4(5.1%) 4(5.1%) [78(100%)
Control 13(16.7%) | 49(62.8%) | 12(15.4%) 3(3.8%) 1(1.3%) [78(100%)
I try to see ill-health in a different light to make it seem positive
Case 17(21.8% 44(56.4%) | 12(15.4%) 3(3.8%) 2(2.6 %)
78(100%)
Control 13(16.7%) | 47(60.3%) | 11(14.1%) 4(5.1%) 3(3.8%) [78(100%)
I try to learn something from illness
Case 3(3.8%) 61(78.2%) 9(11.5%) 1(1.3%) 4(5.1%) [78(100%)
Control 14(17.9%) 51(65.4%) 9(11.5%) 4(5.1%) - 78(100%)
I try to grow as a person as a result of experiencing ill-health
Case 14(17.9% 51(65.4%) | 9(11.5%) 2(2.6%) 2(2.6%)  [78(100%)
Control 16(20.5%) 48(61.4) 8(10.3%) 6(7.7%) - 78(100%)

Source: Filed Survey 2007.

The table 5.5.3 above presents respondents interpretation of their health condition. These

interpretations are also embedded in patients’ social milieu within the larger society and the
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healing system. Respondents were asked to consider the statement “When ill I look for
something good in what is happening”. Among the Controls, about 1.3 percent strongly
agreed, and a higher proportion moderately agreed (62.8%). A similar upward trend was
observed among the Cases, only 5 percent strongly agreed, while a high proportion also
moderately agreed (69.2%). Again there is an indication here that some of the Controls and
the Cases considered their present condition “undesirable”. Probing further, respondents
were again asked how they perceive this statement “I try to see ill-health in a different light,

to make it seem positive”. This again generated responses similar to the above.
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5.5.4 Coping Strategies of Respondents

Table 5.5.4: Percentage Distribution of Respondents and their choice of religion as

coping strategy.
Variable Turn to religion
Strongly Moderately | Neither Moderately Strongly Total
agree agree agree disagree disagree
Nor
disagree
I seek God’s help
Case 2(2.6%) 24(30.8%) 5(6.4%) 21(26.9%) | 26(33.3%) | 78(100%)
Control 5(6.4%) 8(10.3%) 3(16.7%) | 27(34.6%) 25(32.1%) | 78(100%)
I put my trust in God
Case 4(5.1%) 19(24.4%) 7(9.0%) 23(29.5%) 25(32.1%) | 78(100%)
Control 18(23.1%) | 17(21.8 %) | 5(6.4%) 20(25.6%) 18(23.1%) | 78(100%)
I try to find comfort in my religion
Case 6(7.7%) 24(30.8%) 6(7.7%) 18(23.1%) 24(30.8%) | 78(100%)
Control 19(24.4%) | 20(25.6%) 7(9.0%) 13(16.7%) 19(24.4%) | 78(100%)
I pray more than usual
Case 8(10.3%) | 16(20.5%) 23(29.5%) | 20(25.6%) 11(14.1%) | 78(100%)
Control 15(19.2%) | 19(24.4%) 13(16.7%) | 23(29.5%) 8(10.3%) | 78(100%)

Source: Filed Survey 2007.
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The table 5.5.4 contains the distribution of respondents and their adoption of religion as a
coping measure for their health problem. Religious coping refers to the use of religious
beliefs or practices to cope with stressful life circumstances (Koenig, Cohen, Blazer, et al,
1992; Pargament, 1997). Examples of religious coping include prayer, seeking comfort from
one’s faith, and obtaining support from members of a church or Mosque. As earlier reported
information on respondents’ religious affiliation shows Christianity (82.1%) and 71.8 percent
as predominant religion among the Cases and Controls respectively, while 17.9 and 28.2
percent among the Cases and Control indicated Islam. Religion has a lot of influence on
individual’s perception and reaction to life events including health related problems such as
depression and chronic illnesses. This belief system also comes into play in patients’
reactions to treatment and their expectations of gaining recovery.

Hence, respondents were asked to respond to the statement ‘I seek God’s help’. About
66.7 percent of the Controls strongly and moderately disagreed that they sought God’s help
in their pursuit of recovery. A similar percent was also recorded among the Cases as 60.2
percent strongly and moderately disagreed that they sought God’s help in their predicament.
In contrast, 16.9 percent of the Controls moderately and strongly agreed, while about 34
percent of the Cases moderately and strongly agreed. There is an indication that more of the
Cases than the Control have belief in and sought God’s intervention in their search for
solutions to their health problems.

Seeking and believing in God for help also entails putting their trust in God’s ability to
meet such expectations. Among the Controls, about of 48.7 percent both strongly and
moderately disagreed and a similar percent also in this group strongly and moderately agreed

(44.9%) that their trust was in God. However, among the Cases, there was a percentage
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difference of 17.4 per cent as 61.6 per cent strongly and moderately disagreed that their trust
was in God.

For further clarification, respondents were asked if they found comfort in their religion
and their current prayer life. Going by the percentage distribution in the above table, it will
be observed that 50 percent of the Controls strongly and moderately agreed that they found
comfort in their religion. However, an appreciable proportion (41.1%) among this group also
indicated that they strongly and moderately disagreed that they found comfort in their
religion. In contrast, about 53.9 percent of the Cases strongly and moderately agreed that
they found comfort in their religion. Again a high proportion (53.9%), also indicted that they
moderately and strongly disagreed that they found comfort in their religion.

Furthermore, respondents’ were asked questions in order to better understand their
religious coping measures. As such they were asked if they pray more than usual ever since
the inception of their health problem. If there were delays in the expected healings or
recoveries are not forthcoming, this might have affected the prayer lives of such sufferers.
Among the Control, 43.6 percent strongly and moderately agreed that they pray more than
usual, while about 40 percent also moderately and strongly disagreed that they pray more
than usual as a result of their present health problem. The Cases were similar in their views,
30.8 percent strongly and moderately agreed that they now pray more than before, about 29
percent neither agreed nor disagreed, while about 40 percent moderately and strongly
disagreed with the statement that they now pray more than usual.

In the final analysis, it is worthy to note that despite the similarities adopted in ‘matching’
the Cases and the controls, certain differences were observed in respondents characteristics
that could have predisposed those in the Cases more to depression than those in the control

group. The age categories of the respondents show that 48.7 percent of the Controls are
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within the ages of 41-60years. This indicates that more than half of the Controls are likely to
be working, economically independent and as well have a high level of social supports from
their significant others such as their children, co-workers, relatives and among others. When
the proportion of Cases within the age category of 41-60years is compared, it was observed
that about 28.2 percent of them were in this age category. This implies a more proportion of
Cases within age 18-40years (71.8%) and a reversal of some of the social resources that
could minimise reactions to stressful life events when exposed to such events. It could be
possible that many of the old adult (41-60 years) in the control group enjoy more social
supports from their children, siblings and other significant others. Such social supports may
not be available at the same quality to the young adults (18-40years) in the Case group who
also accounted for the highest proportion of depressive cases.

Additional information on the Cases occupational status before illness revealed that 30.8
percent were Teachers, 21.8 percent were students and 17.9 percent were Civil Servants.
When compared to the Control, there was a slight variation as traders accounted for about 25
percent; civil servants were about 24 percent and Teachers about 18 percent. Further
information on respondents’ perception on the influence of their life styles also indicated
some levels of difference. Respondents were asked what they considered as unhealthy life
style and the following responses were given: alcohol, lack of exercise, poor diet, and
substance abuse. Among the Controls, 26.9 percent felt there was a link between depression
and alcohol consumption, while about 21.8 per cent of those in the Case group also supported
a link between alcohol and their illness. Lack of exercise was acknowledged by 24.4 per cent
of the Controls, while about 32.1 per cent of those in the case group also perceived a link

between their illness and lack of exercise.
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Lastly, a higher proportion (23.1%) of the Controls perceived substance abuse to be
associated with this illness than the 20.5 percent in the Case group that perceived such
relationship. It appears that patients’ in the Control group perceived a level of responsibilities
patients should possess in safeguarding their health than those in the Case group. Based on
this, it is assumed that patients in the Control group might have developed such perception as
a result of accepting health caregivers’ explanations on the aetiology of depression and
therefore become more conscious of working towards good health condition than those in
those in the Case group who in this study revealed a mixed orientation on their illness

aetiology.
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5.6 Test of Hypotheses

This section is focused on the testing of the study hypotheses. The major assumption in
this study is that there are social stressors which predispose adults to depressive states.

Therefore, the following hypotheses were tested:

Hypothesis 1: A higher proportion of younger adults are more likely to be depressed than

older adults.

Table 5.6.1: Percentage distribution of respondents by age groups and nature of health

problem
Variable Case Control Total Sig. Test
18-40years 56(71.8%) 40(51.3%) 96(61.5%) | X*=6.933
P=0.008
22(28.2%) 38(48.7%) 60(38.5%)
40-60years
Total 78(100.0%) 78(100.0%) | 156(100.0%)

Source: Filed Survey 2007.

Information relating to respondents age and nature of health problem as depicted in table
5.6.1 above indicates about 71.8 percent of the Cases within the ages of 18-40 years(young
adults) account for well over two thirds (71.8%) of depression. Again, many respondents
within this age group are also married with dependants to cater for. Interestingly, this age
group also had a very high prevalence of depressive symptoms as earlier predicted.
Generally, it is important to note that many of those within the age category of 18-40 years

constitute a large proportion of the Nigerian youths, graduates who would be job seekers or
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be in the workforce and most of them could end up to be government employees. In recent
times, government and their employees have been on logger heads on the need to make
workers wages commensurate with the economic and social realities of the day. Furthermore,
among the Cases, old adults (41-60years) accounted for less than one third of the depressive
cases reported. In contrast to the Controls, (51.3%) of the adults(18-40 years) had other
health problems, while about 48.7 percent of the Controls were within the ages of 41-60
years. Although, young adults among the Controls also accounted for more than 50 percent
of other health problems reported ,but the difference between the young and the old adults in
the Control was minimal(3.6%) when compared to the difference(20.5%) observed between
the young and old adults in the Cases.

When one compares the above results, it becomes obvious that the largest proportion of
reported cases of depression at the teaching hospitals within the study period were found
among the young adults within the ages of 18-40 years who accounted for over two thirds of
the total number of cases sampled. Hence, an inference could be drawn based on the chi-
square value = 4.35 and P< .05 above, that many young adults would have more depressive
cases than old adults. The hypothesis that a higher proportion of young adults are more likely

to be depressed than older adults is thus accepted.
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Hypothesis 2: Adults on a higher socio-economic level (education and occupation) will

suffer more depressive symptoms than those on a lower rung of the socio-economic ladder.

Table 5.6.2: Percentage distribution of respondents by nature of health problem, level

of education and occupational status before ill health.

Variable Case Control Total Sig. Test
(N=78) (N=78) (N=156)

None/Low 10(12.8%) | 12(15.4%) | 22(14.1%) X =0.212
Level of Minimum/High | 66(84.6%) | 68(87.2%) 134(85.9%) | P=0.645
education
Occupation Civil servant 14(17.9%) 18(23.1%) 32(20.5%) X? =7.944
before ill health | Clergy 1(1.3%) 1(1.3%) 2(1.3%) P=10.439

Farming 1(1.3%) 1(1.3%) 2(1.3%)

Retiree 1(1.3%) 4(5.1%) 5(3.2%)

Self employed | 5(6.4%) 8(10.3%) 13(8.3%)

Student 17(21.8%) 12(15.4%) 29(18.6%)

Teaching 24(30.8%) 14(17.9%) 38(24.4%)

Trading 13(16.7%) 19(24.4%) 32(20.5%)

Unemployed 2(2.6%) 1(1.3%) 3(1.9%)

Source: Filed Survey 2007.
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Table 5.6.2 reveals that a high proportion of the Cases (84.6%) and Controls (87.2%)
posses minimum/high level of education. Only a small percent of Cases (12.8%) and
Controls (15.4%) had none/low education, indicating a low patronage of the hospital by less
educated adults. On the other hand, Cases (84.6%) and Controls (87.2%) with minimum/high
level of education may find it relatively easier seeking treatments at the Teaching hospitals
when confronted with health problems. However, it will be necessary to note that education
alone may not be sufficient to be the only factor influencing the choice of treatment. There
are other factors such as background of the patient, patient’s perception of the illness and the
social situation (DiMatteo & Friedman, 1982), in addition to other external factors such as
access to such facilities.

Occupational distribution of respondents also shows three occupations, teaching (30.8%),
Students (21.8%) and civil servants (17.9%) accounting for over one third of the health
problem reported among the Cases. Among the Controls, 24.4 percent were traders, about 23
percent were civil servants, 17.9 percent were teachers and 15.4 percent were students. As
earlier stated, many of the Cases (53.8%) and Controls (52.6%) had post secondary education
at one level or the other. Many of the Cases with post secondary education that are teachers
(30.8%) and civil servants (17.9%), are likely to be governments’ employees who
simultaneously are earning wages far below what could sustain them and their families. The
students who also constitute 21.8 percent of the Cases on their parts may be exposed to
different risk factors. Among the Controls Trading took the lead (24.4%) and was followed
by the civil service (23.1%). It is obvious that a slight variation was found in the proportion
of employees (48.7%) and students (21.8%) in the Cases than the Control group were

employees were 41.0 percent and students were 18.6 percent. As such more of the Cases may
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be having difficulty in meeting certain social obligations, but with little resources available to
them especially as their earning powers and other social resources may also be closely tied to
their occupational status before their ill-health.

From the foregoing, findings on occupational status and educational levels of respondents
show that some of the Cases than the Controls are into some occupations that may be
fetching them low social and economic resources. However, the Chi-Square values on level
of education and health problem at 0.05 level of significance indicates X’ =0.212, P>.05,
while occupational status before illness also shows x> =7.944, P>.05. These imply that no
statistical significant relationship exist between respondents socio-economic status

(education and occupation) and the prevalence of depression.

Hypothesis 3: Depression will be more pronounced among married than unmarried adults.

Table 5.6.3: Percentage distribution of Respondents by marital status and health

problem
Variable Case Control Total Sig.
Test
Married 56(71.8%) | 60(76.9%) 116 (74.4%) | Chi-
Marital square
status Single/Unmarried | 22 (28.2%) 18 (23.1%) 40 (25.6%) X? =053
P=.463
Total 78 (100.0%) | 78 (100.0%) | 156 (100.0%)

Source: Filed Survey 2007.

Marital status of respondents was also investigated to gain better understanding on their
socio-demographic characteristics. The above table shows that married (both males and

females) were more than two thirds (71.8%) of the Cases and the unmarried were about 27
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percent. There were about 76.9 percent of married adults among the Controls, while 23.1
percent were unmarried. Going by the earlier information on age groups of respondents it is
not a surprise that over 70 percent of the Cases are married.

However, it becomes obvious that many of the Cases who are married possessed either
post secondary or secondary education and were likely to be either teachers or civil servants.
The occupational status of the Cases before illness as well as other factors such as the quality
of marriage and quality of social networks of support, among other factors may have
precipitated depression among them than the Controls. Furthermore, Chi-square test also
confirms that there was no significant relationship between respondents’ marital status alone
and depression as the chi-square value X* = .057, P = 811 at 0.05 level of significance. It is
important to note that although there was no significant difference between marital status and
depression, however, married adults(71.8%) were predominant in the Cases and most of
them are also females(58.6%) compared to the Controls were more were married(76.9%), but
males were about 62.1 percent.

Findings from the in-depth-interviews also recorded that many psychiatrists who care for
these patients also perceive a high preponderance of depression among married adults

especially among females.

Extract 5:In-depth interview with a female Psychiatric at Ile-Ife

... Well it is obvious in recent times that many of the patients with depression are married
and many of them are usually females. Females by their biological make up have some
hormones that distinguish them from males...

...However, it should be pointed out that depression aetiology cannot be traced to a single

factor,; but marriage could serve as precipitating event or protective event depending on
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other factors (internal or external) acting on couple’s experiences in marriage. Generally,
some studies have confirmed a high prevalence among married females that have

experienced negative marital events two to three weeks before their first episode...

Hence, based on the above and the test of statistical significance, it may be difficult to
conclude that marital status of the Cases have made some of them to be more prone to
depression than the Controls. Furthermore, an explicit relation may be difficult to establish
between marriage and depression. Marriage at time could serve as precipitating factor in the
onset of abnormal behaviour or could also have cushioning effects to life stressors as well as
marital stressors at times (Cockerham, 2000). In Kessler, Price and Worthman (1985)
submissions, interpersonal conflict within a marriage can hardly be subsumed into a linear

phenomenon as it is often in a web, and swings back and forth between bliss and misery.
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Hypothesis 4: A higher proportion of the older adults will adopt religious coping

mechanisms to depression than younger adults.

Table 5.6.4: Percentage distribution of Younger and Older Depressed Respondents by

Religious coping measures

Variable Religious coping measures and depression
Strongly Moderately Neither Moderately | Strongly | Total Sig. Test
agree agree agree disagree disagree Chi-Square
Nor
disagree
I seek God’s hel
18-40 years 18(32.1%) | 23 (41.1%) 6(10.7%) |8(14.3%) 1(1.8%) 56(100%)
Case X’=6.5
P=.16
Control | 11(27.5%) | 10(25.0%) 5(12.5%)  |9(22.5%) 5(12.5%) | 40 (35.7%)
41-60 years 10(45.5%) | 11(50.0%) - - 1(4.5%) 22(100%)
Case X’=8.5
P=.07
Control | 7(18.4%) 9(23.7%) 7(18.4%) | 9(23.7%) 7(18.4%) | 38(100%)

Source: Field Survey, 2007
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Table 5.6.4: Percentage distribution of Younger and Older Depressed Respondents by

Religious coping measures

Variable Religious coping measures and depression
Strongly Moderately Neither Moderately | Strongly | Total Sig. Test
agree agree agree disagree disagree Chi-Square
Nor
disagree
I put my trust in God
18-40 years
5(8.9%) 14(25.0%) 4(7.1%) 19(33.9%) 14(25.0%) | 56(100%) X?=10.32
Case P=.03
13(32.5%) | 14(25.0%) 4(7.1%) 19(33.9%) 2(5.0%) 40(100%)
Control
41-60 years
Case | 2(9.1%) 5(22.7%) 4(18.2%) 4(18.2%) 7(31.8%) | 22(100%)
X*=2.38
Control 10(26.3%) | 7(18.4%) 5(13.2%) 8(21.1%) 8(21.1%) | 40(100%) P=.66
I try to find comfort in my religion
18-40 years 6(10.7%) 19(33.9%) 3(5.4%) 15(26.8%) 13(23.2%) | 56(100%) X*=11.46
Case P=.022
15(37.5%) | 14(35.0%) 4(10.0%) | 5(12.5%) 2(5.0%) 40(100%)
Control
41-60 years 3(13.6%) 5(22.7%) 4(18.2%) 3(13.6%) 7(31.8%) | 22(100%)
Case X’=11.46
9(23.7%) 9(23.7%) 4(10.50%) | 7(18.4%) 9(23.7%) | 38(100%) P=.08
Control
I pray more than usual
18-40 years 4(7.1%) 11(19.6%) 14(25.0%) | 19(33.9%) 8(14.3%) | 56(100%)
Case X’=4.83
P=30
9(22.5%) 7(17.5%) 9(22.5%) 11(27.5%) 4(10.0%) | 40(100%)
Control
41-60 years 4(18.2%) 5(22.7%) 9(40.9%) 1(4.5%) 3(13.6%) | 22(100%)
Case X’=11.18
6(15.8%) 12(31.6%) 4(10.5%) 12(31.6%) 4(10.5%) | 38(100%) P=.025
Control

Source: Filed Survey 2007.

103




Table 5.6.4 above shows the use of religion as coping measures as a general phenomenon
among the young and old adults in the Cases and Control group. All the respondents
indicated their religious affiliation. Respondents’ opinions in relation to religious coping
measures were asked. On the average, about 73.2 percent of young adults (18-40years) in the
Cases strongly and moderately agreed that they sought God’s help for their situation.
Similarly, more than 90 percent of the older adults (41-60years) in the same group also
indicted that they both strongly and moderately agreed with the statement ‘I seek God’s help
concerning my health situation’. Among the Controls, about 52.5 percent of young adults
(18-40years) moderately and strongly agreed that they sought God’s help for their situation.
Similarly, about 42.1 percent of the older adults (41-60years) in the same group also indicted
that they either strongly agreed or moderately agreed with the statement ‘I seek God’s help
concerning my health situation’. Responses of the Cases and Controls to the above statement
indicated an inclination to seeking God’s help among the old adults in the Cases than the old
adults in the Control group.

In further probing, respondents were asked to react to another statement, “I put my trust
in God”. Again, about 34 percent of young adults in the Cases strongly agreed and
moderately agreed that they do, while above 30 per cent of old adults also strongly agreed
and moderately agreed that their trust was in their God. Among the Controls, 57.5 of the
young adults (18-40years) strongly and moderately agreed that they put their trust in God
concerning their situation, while about 44 percent of the old adults in the same group said
they did. Respondents were further asked to consider if they found comfort in their religion.
In reaction to this, more than 40 percent of young adults among the Cases both strongly and

moderately agreed, while 32 percent of old adults within the group strongly agreed and
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moderately agreed with the statement. In contrast, a higher proportion (72.5%) of young
adults indicated that they strongly and moderately agreed with the statement, while about 56
percent of old adults within the group strongly and moderately agreed.

Finally, respondents were asked questions relating to their prayer life. This was
considered necessary to see if some of them are becoming weary due to delay in getting over
their health problems or fear of relapse. It is obvious that quite a number of the respondents
have perceived their prayer life to be diminishing. About 50 percent of the Cases that were
young regarded themselves as not praying hard, while close to 50 percent of old adults
among the Cases indicated that they were not praying more than usual. However, among the
Controls, about 50 percent of both the young and old adults agreed that they were praying
more than usual.

From the above findings, it is obvious among the Cases that a high proportion of the
young adults’ faith (58.9%) and prayer life (48.2%) may have become weakened when
compared to that of the young adults (18-40 years) in the Control. This may not be
unconnected with their previous experiences in search for solutions to their health problem.
Previous success or failure in their quest for recovery could have affected their faith in such
healing system including spiritual healing. The above findings are similar to Karp (1994)
findings among severely depressed individuals. He argued that depressed individuals sense
something wrong around them, but find it difficult to focus on what it is. They feel they must
distance themselves from other people. They may try to offset their symptoms with exercise,
meditation and different forms of spirituality. However, as soon as these efforts fail, a
reinterpretation of the cause of their depression is sought and a resultant diminished

optimism for cure.
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However, a slight variation could be observed, among the Cases as old adults sought
God’s help than the young adults and the significance test also indicted a statistical
relationship between the age of those in the study group and their decision to seek help from
God (X*=22.59, P< .05). A similar difference was also observed in their attitudes to prayers.
More old adults were observed to be significantly different(X* = 11.18, P < .025) from the
young adults in the search for solutions to their health problem. Based on the above two
findings, it may be statistically significant to conclude that there is a significant difference in
the degree of religious coping measures of both young and old adults; thus, the hypothesis
that more of the older adults will adopt religious coping mechanisms to depression than

younger adults would be accepted.

5.7 Discussion of the Major Findings

The study showed that among the Cases a higher proportion of the adults were within the
age group of 18-40 years (71.8%) than those within ages 41-60 years (28.2%). This finding is
similar to the WHO sub-regional prevalence by age group of depressive episodes on Nigeria
(see table 1, page 21). Unfortunately, adults within this social category also constitute a
major share of the nation’s labour force. However, factors such as high rate of
unemployment, poor remuneration of government employees in Nigeria among others factors
may have contributed to the sorrowful situation of young adults as they are socially expected
to fulfil certain obligations without the necessary resources.

Among the Cases there was younger married adult’s age 18-40 years (71.8%) compared
with the Control group (51.3%). Related studies have partially attributed the variation in
marital status, age and depression to how couples communicate and solve problems

(Christensen & Pasch, 1993). Monroe (2001), had earlier argued that the newlywed phase
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(where many of the married young adults fall into) may be more vulnerable to stressors
during the early stages of marriage because their conflict resolution skills are more likely to
be less developed compared to older couples.

The preponderance of depression among married adults in the study group (case) indicates
that many Nigerian families are going through tough times and there appears to be a
shrinking supply of the needed social support that could cushion the effects. The western
ideology of individualism rather than the collectivism noted among the Cases is increasing as
it shows in the preference for monogamous forms of marriage. Many of the Cases found it
difficult to believe those around them as many preferred ‘holding up’ to ‘opening up’.
Marital status alone might not be sufficient to immune individuals from depression. Some
studies have shown marital quality as an intervening factor: so it is not an issue of being
married or not but the quality of the marriage (e.g. Cano & O Leary, 2000; Cano, ‘Leary,
2000; Cano, & O‘Leary, 2002; Christian- Herman, et al, 2001; Cano, O ‘Leary, & Heinz,
2004; Cockerham, 2000; Kessler, Price & Worthman, 1985).

Again, it appears that civil servants, teachers and students are more in the study group
(cases) than the Control. This indicates that many civil servants especially teachers amongst
the Cases are going through hardships. Reasons for this may not be far from the poor
remuneration of teachers in Osun State and Nigeria in general. Furthermore, previous and
recent economic reforms may have impacted on some families negatively thereby
predisposing some to depressive symptoms. The students like their teachers may also be
going through series of hardships as poor funding of the Nigeria educational system has been
widely reported. Scholarships and bursaries have become scarce and many of the essential
materials to making learning more interesting are now luxury to students from poor

economic background. The dilemma of the Nigerian students does not just end within the
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four walls of the school. Those who succeed in graduating still have to conquer the fear of
unemployment in the absence of social security.

Further findings revealed mixed interpretations of depression aetiology among the Cases.
About 79.5 percent of the Cases indicated stressful life events, a similar proportion (79.5%)
reported they had no idea, 40 percent attributed their health problem to genetic inheritance,
and a similar proportion indicated unhealthy life style and perceived loss of spirituality (lack
of contact with God,) as the factors responsible for their problems. Compared to the Control,
about 43.6 percent attributed depression to stressful life event, while 38.5 considered the
health problem as a product of unhealthy life style and a high proportion (48.7%) strongly
and moderately agreed that they had no idea about the cause(s) of depression.

Finally the continuous relevance of patients’ religious affiliation was again obvious as
many of the Cases and Controls who adopted instrumental or social support measures still
clung to religion to make their measures effective. Relatively, old adults among the Cases
were found to be more inclined to religious measures as coping mechanisms than the young
adults in the group, while such difference could not be found among the old adults in the
Control group However, it was obvious that more of the young adults in the Case have lost
faith in God and pray less than before compared to the young adults in the Control group.
Religion is yet to be integrated into the care for mental health patients in many Nigerian
teaching hospitals. This may be associated with the kind of orientation modern psychiatrist
are given through training. While modern hospital system may not yield readily to
incorporating patients’ religious beliefs into their care, patients’ perspectives remain crucial
if effective care is seriously considered relevant. There is obviously a need for a more holistic
health care system (particularly in the area of mental health and depression) which will

emphasize patients’ religion in the care process.
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CHAPTER SIX

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

The last chapter presents the study findings based on the quantitative and qualitative
approaches adopted in generating the relevant data. Explanations on the research hypotheses
were presented which informed the acceptance or rejection of some hypotheses. This last
chapter, however, presented a summary of all the major findings, developed linkages
between findings and current thinking on depression among adults in an emerging economy
and the implications on health policy formulation. Recommendations are also provided in
this direction on ways to further meet the increasing health demands and needs of adults in

line with the increasing disease burden in Nigeria.

6.1 Summary

Modern health care delivery in Nigeria is fundamentally anchored on the western model
of health care delivery. While some levels of achievement may have been attained in meeting
the health needs of the Nigerian populace through this medical model, studies have shown
that there is still a gross inequality in access to qualitative health across the country. The
above background becomes worrisome when the increasing disease burden facing the
Nigerian populace is examined. The disease burden facing many African nations have not
only affected their economic growth and development, but has also incapacitated the
continent in the search for solutions to the lingering problem of poverty which could be
linked to poor health and low life expectancy. Depression has become prevalent in many

developing nations among other diseases and it has been predicted that it will be the second
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leading cause of morbidity and mortality globally by the year 2020(Global Burden of Disease
Study Project, 2000).

The major objective of this study was to undertake a sociological investigation of adult
patients with depression seeking treatment at the Obafemi Awolowo University Teaching
Hospitals complex. Based on the above objective and a search through the literature,
assumptions were made and hypotheses generated to examine the problem of depression
from the patients’ perspective, and that of the health care givers. Information was also
obtained from patients’ records. The assumptions are made with consideration to available
evidence on depression and adulthood in an emerging economy. In reviewing the literature,
adept attention was paid to the variations in the models on depression aetiology. The
increasing relevance of the psychosocial and social stressor models in the illness aetiology
was also described. These two models were used in describing depression aetiology,
moderating variables as well as explaining illness behaviour and the process of recovery into
sound health status.

The predispositions of patients to depression emanating from external factors such as
socio-economic and cultural factors were given consideration. The social stressor model as
well as the political economy theory were both integrated and employed in creating a
theoretical base for explaining and interpreting depressive symptoms among adults. The
assumptions of these two perspectives also influenced the primary thesis of this study, which
is patients suffering from depression are predisposed to such states by external variables such
as socio-cultural, economic and political and religious factors.

The methods of data collection included questionnaire, in-depth interviews and case notes
of clinically diagnosed depressed patients. The primary data was collected personally by the

researcher, assisted by four field assistants. The case notes of the Clinically Diagnosed
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depressed Patients case notes were selected with the assistance of medical students in their

clinical years.

6.2 Summary of the Major Findings

The study revealed that a higher preponderance of young adults (18-40 years) in the Case
group accounted for about 71.8 percent of the depressive conditions reported, while among
the Controls, young adults (18-40 years) accounted for about 51.3 percent of all other health
problems reported under the study period. There were more married females in the Case
group (58.6%) than in the Controls (41.4%). High proportions of the Cases (53.8%) and the
Control (52.6%) had post secondary education, while, about 7 percent of Cases and 12
percent of Controls had primary education. Majority of the Cases (82.1%) and Controls (71.8
%) indicated Christianity as their religion, while 17.9 percent of the Cases and about 28
percent of the Controls indicted Islam. About 59 percent of the Cases and 69 percent of the
Controls had monogamous families, while slightly above 14 percent of Cases and only 9
percent of the Controls practice polygyny. Occupation-wise, teaching was the predominant
occupation (24.4%) among the two groups. Among the Cases, 30 percent were Teachers,
while 17 percent were Teachers in the Control group. More Civil Servants (23.1%) were
found among the Controls than the Cases (17.9%). On the average, about 45 percent of the
respondents in both groups were employees.

Knowledge of the Cases on the aetiology and whether or not their health problem was
curable varied. About (79.5%) of the Cases strongly and moderately agreed that there was a
link between their illness and negative life events, while (43.6%) of the Controls also linked
depression to stressful or negative life events. A higher proportion (79.5%) of the Cases than

the Controls (48.7%) had no idea about the cause(s) of depression. Among the Cases (40%)
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linked depression to biological factors, (39.8%) to unhealthy life style, and (34.6%) to loss of
spiritual core, while (82.1%) of the Controls strongly and moderately disagreed that there
could be a genetic link and about (52.6%) associated depression with unhealthy lifestyle.
About 34.6 percent of the Cases viewed their health problem as being associated with losing
touch with their spiritual core or faith in God. Again less than one quarter (11.6%) of the
Controls moderately and strongly disagreed with the statement as regards this health
problem. Up to 70 percent of the Cases moderately and strongly disagreed that there was a
cure for their illness, while about 51.3 percent of the Controls felt otherwise. About 65
percent of the Cases considered drug use as burdensome; only (42.3%) of the Controls shared
a similar view. Furthermore, respondents’ views on chances of recovering from depression
revealed that close to two thirds of the Controls strongly and moderately agreed that there
was a cure for the health problem. On the other hand, more than two thirds of the Cases
moderately and strongly disagreed that there was a cure for their health problem. This
implies that about 78.5 percent of the Cases seeking treatments through orthodox medicine
still felt unsure of regaining their health, although observations from the patients’ case files
showed that many of the Cases were brought to the hospitals by their significant others which
may be against the patients’ will at times.

Further probing showed that about 52.6 percent of the Controls moderately agreed that
depression could be better treated in the hospital. Among the Cases, a high proportion neither
agreed nor disagreed (59.0%). Respondents were also asked if they thought depression could
be better treated through traditional medicine. Among the Controls, about 50 percent strongly
and moderately agreed with the statement. For the Cases, less than one quarter strongly and

moderately agreed that their health could be better treated through alternative medicine.
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Among the Controls, overwhelming proportion reported regular drug use as 61.5 percent
moderately agreed that they use their drugs regularly. Among the Cases, their attitude was
indifferent as more than 70 percent also moderately agreed with the statement. Some of the
respondents considered the use of some of their drugs as a stressful obligation. A relatively
high percentage of the Controls strongly and moderately agreed (42.3%), while about 43.3
percent moderately and strongly disagreed that using some drugs was too stressful. However
among the Cases, an appreciable percentage felt using some of their drugs were burdensome,
as about 64 percent moderately agreed. These findings showed mixed feelings of
respondents’ perception of whether or not their use of prescribed drugs was burdensome.
Further probing also showed that more of the Cases than the Controls have lost interest or
hope in the efficacy of the drugs as an adequate measure of regaining their health, some still
believed that their compliance to prescribed drugs through regular use could be of benefit to
their health. Other findings also showed that about 26 percent of the Controls strongly and
moderately agreed that they hated coming for clinical appointments. Slight variations were
observed among the Cases, as about 51.2 percent strongly and moderately agreed that they
hate going for clinical checkups. Findings on patients’ information seeking and sharing
indicated that quite a number of the Cases than the Controls were not prone to accepting
information from those they knew and who have had similar health challenges like theirs.

On religious coping measures, it was found that more of the Cases than the Control have
belief in and sought God’s intervention in their search for solutions to their health problems.
About 50 percent of the Controls strongly and moderately agreed that they found comfort in
their religion. In contrast, about 53.9 percent of the Cases strongly and moderately agreed
that they found comfort in their religion. Again a high proportion (53.9%), also indicted that

they moderately and strongly disagreed that they found comfort in their religion.
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6.3 Conclusion

From the foregoing, achieving leverage on the increasing disease burden especially the
problem of depression among adults at the hospital setting will require consideration for
patients’ perspectives on their depression. Patients’ perception of multi-causal factors
especially the role of negative life events ,unknown factors, biological, unhealthy life style
and loss of spiritual core as being responsible for their ill-health calls for a reconsideration of
depression treatment modalities. Reckoning and implementing the values which old adults
among the Cases have placed on religion may be achievable if incorporated into the
treatment process. Although incorporating religion into the overall care for the depressed
may be difficult to practise going by the secularity of the Nigerian populace, nevertheless,
this is a reality that has come to stay.

Furthermore, the perception of drug use as burdensome by some of the Cases may
influence negatively their compliance to drug treatment. In view of this, the use of multiple
treatment modalities especially psychotherapy may serve multi functions towards patients’
recovery. Similarly, the diminishing interest of the Cases in keeping to clinical appointments
may have further implications on the relapse of depression in some circumstances as

observed through the Cases medical records.

6.4 Policy Implications
Health care givers need to understand the complexity of the nature of depression as
experienced by individuals and those who work with them towards resolving patients’

concern. While prescription of drugs is relevant to gaining recovery, constant efforts should
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be made to interact with patients especially when they visit for check up so that their
experiences with some of the drugs can be aired.

Since drug treatment was frequently mentioned by the Cases and the Health Care givers
relevant in the effective treatment of depression coupled with the absence of social securities
for mood disordered patients, it may be paramount for the Government to subsidise the
essential drugs needed by those suffering from one psychotic disorder or the other.

There is also an urgent need to address the economic hardships which teachers, students
and civil servants are facing especially if the Nigerian government is serious about the health
related goals of the Millennium Development Goals and reducing disease burden in Nigeria.
Over the years most government policies including the ones affecting workers welfare have
been done without consideration for any input from those who the policy is meant for. A
good example is the incessant increase in premium spirit (petrol) price without adequate
consideration for the likely effects on individuals and households in terms of affordability
and access to quality health care service. Adequate funding of education is paramount.
Scholarships and more bursaries may be helpful in minimising the financial burden on
students. Although, this may not answer questions of substance abuse among students, it can
be catered for by providing functional counselling services for students at all levels.

Lastly Marriage counsellors also need to be better informed on what aspiring husbands
and wives should know about marriage. It is obvious that many marriages in Nigeria are
contracted accidentally by virtue of unwanted pregnancy or other factors, thus making many
young adults unprepared for marriage challenges; they thus easily fall prey to marital

stressors when these begin to emerge.

6.5 Recommendations for Further Research
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This study is focused on providing a sociological analysis of adult patients with
depression at the Obafemi Awolowo University Teaching Hospitals. The study has revealed
that more issues are still unclear. Obviously this study has some limitations such as sample
size, time frame, finance and the type of population studied, necessary issues on depression
and adulthood in an emerging economy cannot be covered by a single researcher.

In view of the above, there is need for further research based on a wider sample and
possibly in other cultures of the Federation as the demands or societal expectations on men
and women tend to vary across cultures. Such demands could put additional stress/burden on

men and women.
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APPENDIX 1

QUESTIONNAIRE

SOCIOLOGICAL ANALYSIS OF DEPRESSED PATIENTS IN OAUTCH, OSUN STATE,

NIGERIA.

Dear Respondents,

The researcher is a post-graduate student in the Department of Sociology/Anthropology. The study
is focused on understanding depression among married adults from a Sociological perspective. It
would be appreciated if you could spare some time. For emphasis, this research is been carried out
for academic purpose alone. All information given will be treated in strict confidence.

Thank you for your cooperation and participation.

Yours faithfully,
Agunbiade Ojo.
Please kindly respond to the below questions by ticking were applicable, were not kindly supply

further information.

SECTION A: Socio-Demographic and Economic Characteristics of Respondents.
1.Sex Male () .Female ()

2. Age of respondent.........................

3a.Level of Education: None () Primary () Secondary () Post Secondary ()

3b.No years spent in SChool.............oooiiiiiiiiiiiiiiiias

4a. Religion .Christianity () .Islam () .Traditional ( ) .Others please specify.............
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4b.Level of religiosity. Very Committed () Slightly Committed ( ) Committed ()
Not committed( )
5. Type of marriage. Monogamy( ) Polygyny ()
6. Occupation .Please specify.........c.coveiiiiiiiiiiiiiiiiienn,
7. What is your source of income? Please kindly specify................oooooiiiiiii .

8. What is the nature of your health problem? Please specify..............coooiiiiiiiniiiiiiin...

Section B: Perceptions on causes and treatment of depression. Using the scale below indicate

the extent to which you believe each of the following factors is responsible for causing depression.

Strongly | Agree | Strongly Disagree

agree disagree

9. Depression is as a result of a biological
abnormality(for example chemical or hormonal

imbalance)

10. Stress or negative life experiences may cause

depression.

11. Loss of touch with ones my spiritual core or

faith in God could cause depression.

12a. Depression could arise from unhealthy
lifestyle (for example, poor diet and lack of

exercise).

12b. Please kindly mention one unhealthy lifestyle you think affects ones health most. Please kindly

] 01102 1

132



13.1 do not have any idea about the cause(s) of

depression

14.There is a cure for depression

15.There is no cure for depression

16. Depression is better treated in the hospitals

17. Depression is better treated through traditional

medicine

18. 1 am currently using both orthodox and

traditional medicine

19.1 have used traditional medicine shortly before

coming to the hospital

20. I do not like using traditional medicine

21. I do not like using orthodox drugs
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Section C: Perceived Social Support scale-Friends and Family.

Directions: The Statements which follow refer to feelings and experiences which occur to most people
at one time or another in their relationship with FRIENDS, when thinking about friends; please do not
include family members. For each statement there are five possible answers (1 through 4) ranging from

“Strongly Agree” to “Disagree”. Please tick the answer you choose for each item.

Strongly | Agree Strongly | Disagree

Agree disagree

22. My friends give me the emotional moral support

need.

23. My friends are good at helping me solve problems

24. When I confide in friends, it makes me feel

uncomfortable.

25.1don’t have a relationship with a friend that is as

intimate as other people’s relationship with friends.

26. I do not have anybody I could call a friend.

134




Directions: The statements which follow refer to feelings and experiences which occur to most people at

one time or another in their relationship with FAMILIES. When thinking about family, please do not

friends. For each statement there are five possible answers (1 through 4) ranging from “Strongly Agree”

to “Strongly Disagree”. Please tick the answer you choose for each item.

Strongly

Agree

Disagree

Strongly

Disagree

Disagree

27. My family gives me the moral support I need.

28. My partner gives me the moral support I need.

29. My family gives me the financial support I

need.

30. My partner gives me the financial support I

need.

31. I do not enjoy enough support from my partner

like others do.

32. 1 do not enjoy support from my family like

others do.
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Coping Repertoires/Mechanisms. Using the scale below indicate the extent to which you believe each of

the following statements describe your coping measures

A. Compliance to drugs usage/appointments/check up

Strongly

Agree

Disagree

Strongly

Disagree

Disagree

33. I use my drugs regularly.

34. I make efforts to come for check up/appointment

when due.

35. I think is too stressful using some of the drugs.

36. I think my situation will improve without using drugs.

37. I hate coming for check up/appointments

B. Seeking support for instrumental

reasons

38 .I ask people who have had similar experiences

what they did

39. I try to get advice from someone about what to do

40. I talk to someone to find out more about the situation

41.1 talk to someone who could do something concrete

about the problem
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C. Positive reinterpretation and growth

Strongly

Agree

Disagree

Strongly

Disagree

Disagree

42. 1 look for something good in what is happening

43.1 try to see it in a different light, to make it seem

positive

44.1 Learn something from the experience

45.1 try to grow as a person as a result of the experience

D. Turn to religion

46. I seek God’s help

47.1 put my trust in God

48.1 try to find comfort in my religion

49.1 pray more than usual

50. Who would you say has been most supportive since this health problem started?

a. your spouse ()
b. brother/sister ()
c. mother ()

d. father ()

e. both parents ()

f. any other (Please kindly specify).........cooeviiiiiiiiiiiiiiiiiiie
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APPENDIX II

INTERVIEW GUIDE WITH HEALTHCARE GIVERS
Date of interview......ccccevveviiniiinnnnnen. Place of Interview.................. Time.......
Interviewer’s Name.......c.cceevveeinnnnnenn. Interviewee’s Name..............
Respondent’s identification number............
Sex 1. Male () 2.Female () Age at last birthday....................
Marital Status......ccooeeiiiiiiiiiiiiiiiiiiinnn,
Religious Affiliation........ccccovveviiiinniinnnnn.
Highest qualification.....................
Present position on the job..........ccoevuviennnnn.
1. In your opinion what is depression?
2. As a professional in mental health what factors do you think are responsible for depression
in married (i) men and (ii) women?
3. (I) How would you describe the social relationships of depressed patients?
4. Do you think there is a relationship between the number of years spent in marriage and
depression among married adults?
6. Do you think the quality of marriage has any relationship with marriage and depression?
7. What coping measures do you think people suffering from depression can adopt?
8. How would describe these measures with respect to recovering from depression?
9. Is depression curable?
10. How can the problem of depression be better managed?

11. What forms of therapies do you give to those suffering from depression?
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