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Abstract
Background: In developing countries with shortage of
mental health professionals, paramedics are trained in the
delivery of mental health services. Knowledge of the
experience of the trained health workers is useful in
evaluating output of service and restructuring training
package. This study was undertaken to determine the
experience of trained primary health care (PHC) workers in
mental health service delivery across Ogun State South west
Nigeria.

Methods: Aro Primary Care Mental Health Program
(APCMHP) was developed for the training of 80 PHC
workers across the state using adapted mhGAP intervention
guide to assess and treat/ refer five priority conditions:
Psychosis, Depression, Epilepsy, Alcohol & Substance Abuse
and Other Significant Emotional Complaint (OSEC). Data was
collected on their experience 12 months after
commencement of service delivery. Descriptive statistics
were used and appropriate ethical approval was obtained.

Results: Out of the 80 PHC workers, attrition of 25 (31.3%)
was recorded in 12 months period. 54 valid questionnaires
were analyzed. There were 52 (96.3%) females and 90.7%
were nurses. The mean (SD) age was 42.4 (16.3) years. A
total of 473 patients were seen with diagnostic breakdown
as follows: Psychosis (45.9%), Epilepsy (38.3%), Depression
(10.1%), OSEC (3.2%) and Alcohol & Substance Abuse
(2.5%). Diagnostic and treatment difficulty was reported for
the following: Psychosis (23.1%), Depression (22.0%),
Epilepsy (3.7%), OSEC (52.2 %) and Alcohol & Substance
Abuse (57.1%). Personal fulfillment in mental service
delivery was reported by 88.5%, while 94.3% reported that
the program was helpful to the community. Good attitude
of clients and relatives towards the program was identified
by 86.8% of the PHC workers.

Conclusion: Our study revealed a high personal fulfillment
of the trained PHC workers in mental health service

delivery. There is need for re-training of the PHC workers
towards effective service delivery.
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Introduction
Mental, neurological and substance use disorders account for

14% of the global burden of disease [1]. Low and medium
income countries (LIMC) account for about 75% of this burden
[2]. Despite evidence demonstrating that therapeutically safe,
effective and affordable treatment is available, the proportion of
the mentally ill who receive optimal treatment is alarmingly low
[3]. The treatment gap range from 35-50% in High Income
Countries (HIC) and 75-90% in LMIC [4]. The problem is further
compounded by the gross shortage of human and financial
resources especially in developing countries [5].

Nigeria, an LMIC, with an estimated population of about 180
million people, has a lifetime prevalence of mental disorders
ranging from 12.1-20% [6,7]. Studies in Nigeria have found that
only around 10% of those with MNS disorders receive any
treatment within the previous 12 months [2]. Mental health
services in Nigeria are widely underfunded. There is no specific
allocation for mental health care in the national health budget.
Mental health services are largely provided through eight
specialists psychiatric unevenly distributed across the nation [8].
In terms of human personnel, there are less than 180
psychiatrists in the country (around 1 per 1 million population),
around 5 psychiatric nurses per 100,000 population and only
very few other mental and neurological health professionals like
clinical psychologists, social workers, and occupational therapists
[9].

To tackle the challenge and assist LMICs, such as Nigeria, in
their effort to scale up mental health services the World Health
Organization (WHO) launched the mental health Gap Action
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Programme (mhGAP) in 2008 [10]. The programmed aimed at
narrowing the treatment gap by providing evidence based
interventions for the most burdensome MNS conditions
(depression, psychosis, dementia, epilepsy, child and adolescent
behavioral and developmental disorders, alcohol use disorders,
drug use disorders, and suicide). To achieve a wider coverage of
the programme, the WHO has strongly recommended the
integration of mental health care into primary health care
services [2]. Integration of mental health care into primary care
enables the largest number of people to gain faster and easier
access to mental health care services, and can reduce stigma,
improve social integration and improve human resources for
mental services [11,12]. The structure of the primary health care
(PHC) system in Nigeria provides a good platform for the delivery
of mental health services in the community [13].

In developing countries as Nigeria, with shortage of
professionals, paramedics (nurses and community health
workers) often deliver health services in primary health centers.
Often these workers have little or no formal training in the
delivery of mental health care. The process of integrating mental
health care into primary health care requires training of PHC
workers in detection, diagnosis, treatment and timely referral of
individuals with mental disorders. The adequately trained PHC
worker is well positioned to deliver mental health services in the
local community [14]. This study was undertaken to determine
the experiences of trained Primary Health Care workers in
mental health service delivery across Ogun state, South-West,
Nigeria. This knowledge is useful in evaluating output of service
and restructuring the training package.

Objectives
The objectives of the study were to describe the socio-

demographic profile of PHC workers in Ogun state, South-West,
Nigeria, to determine the caseload of patients with mental
illness seen over a 12-month period and to document the
experience of the trained PHC workers in mental health service
delivery.

Materials and Methods
Ogun State is located in the South-West of Nigeria with a total

land area of 16,409.26 square kilometers and an estimated
population of about 4 million [15]. The state comprises of 20
local government areas, grouped into four zones: Egba, Yewa,
Remo and Ijebu with five local government areas in each zone.
There are more than 300 PHC facilities in Ogun State, with
primary care manpower ranging from 4 to 20 at each facility
[14]. In 2011, the Neuropsychiatric Hospital Aro, Nigeria (the
only tertiary psychiatric facility in the state) embarked on
primary care mental health services in selected primary health
care centers across the state [16].

Four PHC workers were selected for mental health training
from each of the 20 local government areas making a total of 80
PHC workers. Forty health centers were selected for mental
health service delivery. Seventy (87.5%) of the workers were
nurses while 10 (12.5%) were community health workers. The

selection was based on the health workers’ interest in delivery
of mental health services in their practice.

Training materials were based on the WHO’s mental health
Gap Action Programme (mhGAP) intervention Guide (2008),
which was adapted to suit local circumstances [10]. The mhGAP
Document was developed by WHO in line with ICD categories.
The scope of the training was to assess and treat five priority
psychiatric disorders including Psychosis, Depression, Other
Significant Emotional Complaints (OSEC), Epilepsy and Alcohol &
Substance abuse. The OSEC is the abbreviation for Other
Significant Emotional Complaints and the disorders under OSEC
are Anxiety disorders, Somatoform disorders, mild depression,
post-traumatic stress disorders, acute stress reaction,
adjustment disorders and medically unexplained symptoms. A
preliminary survey during the pilot phase of the project found
that the 5 conditions were prevalent in Ogun state.

A 3-day training course was developed to equip the 80
primary care workers with knowledge and skills to diagnose,
treat and/or refer people with the five priority disorders. The
planning and implementation of the training course was done in
collaboration with the University of Manchester/Lancashire Care
NHS Foundation Trust UK, under a British Council’s Health-Link
Scheme. The training was delivered by faculty members from
Neuropsychiatric Hospital, Aro and Lancashire Care Trust using
didactic and participatory methods including lectures, video
demonstrations, role plays, exercises and discussions. Four, 2-
day training sessions were carried out in locations within the
four socio-political zones of Ogun State with 20 PHC workers in
each zone, following a one-day plenary introductory lecture on
classification, causes and treatment approaches in mental
disorders at the Neuropsychiatric hospital Aro Abeokuta. The
training was conducted between September and October, 2011.
Written support materials, including assessment flow charts,
case record and follow-up sheets were developed for the
primary care workers to guide their practice and keep record of
their practice. Essential psychotropic drugs were provided at the
selected health and a drug revolving fund set-up. The
programme received wide support from the relevant
stakeholders (traditional rulers, religious and community
leaders, non-governmental organizations and officials of the
state ministry of health). A framework was put in place to
support and supervise the trained primary care worker. This is
done through regular visits and telephone support by psychiatric
nurse supervisors. Follow-ups and referral for psychiatric
consultant review was also put in place to facilitate the
sustainability of the project.

Twelve months after commencement of mental health service
delivery in the PHC facilities, data was collected on the
experiences (patients’ caseload, difficulties in making a diagnosis
and offering treatment, field experiences and service
perception) of the trained primary health care worker. Data
were collected using semi-structured questionnaire by the
authors which contains two sections; A (Socio-demographic
characteristics of the patients and section B which elicits
information on mental health conditions presenting at the
health centers, psychotropic medications supply, use of flow
chart, use of record sheets, problems with case diagnosing, case
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referral, follow up, helpfulness of the program, personal
fulfillment in participating in the program and level of support
towards the program. See Appendix 1 for details of the
Questionnaire. Data were analyzed using SPSS version 20 [17].
Results were presented using descriptive statistics, frequencies
and percentages. Ethical approval was granted by the Hospital
Research Ethics Committee, and consent of the PHC workers was
obtained for the study.

Results
Of the 80 trained PHC workers, 55 (68.8%) continue to deliver

mental health services in primary care 12 months after the
commencement of the project. The Attrition rate was 31.2% i.e.
25 of the trained PHC workers resigned retired, or were
transferred out of the designated primary health center. Fifty
four (54) valid questionnaires were analyzed. The socio-
demographic profile showed that the majority of the workers
were females (96.3%). The mean (SD) age was 42.4 (16.3) years.
Over 90% of the workers were nurses (Table 1).

Table1 Socio-demographic characteristics of PHC workers N=54.

Characteristics Proportion (%)

Gender
Male 3.7

Female 96.3

Education

Diploma 27.8

B. Sc 13-0

Registered Nurse & Midwife 59.2

Marital Status

Single 7.4

Married 88.9

Divorced/Widowed 3.7

Marital Status

Nurse 90.7

Community Health
Extension Worker 9.3

Four Hundred and seventy three patients were seen during
the 12 months period of which 217 (45.9%) had psychosis. This
was closely followed by epilepsy (38.2%), depression (10.1%),
OSEC (3.2%) and alcohol/substance abuse (2.5%) (Figure 1).

Figure 1 Caseload of patients seen in a 12-month period.

With regards to their experiences in making a diagnosis and
carrying out treatment interventions, the workers reported that

epilepsy was the easiest to diagnose and the least difficult to
treat. Only 3.7% of the PHC workers expressed difficulties in
diagnosing and treating epilepsy. Although about 1 of every 4
PHC workers expressed difficulty in diagnosing psychosis and
depression, fewer workers had challenges offering treatment
once diagnosis was made. More than half of the trained workers
had difficulties diagnosing OSEC and offering treatment
interventions. Offering treatment for alcohol and substance
abuse posed the greatest difficulties (57.1%) for the PHC workers
(Table 2).

Table 2 Reported experience of the trained PHC workers N=54.

Diagnosis Difficulty in making
Diagnosis (%)

Diagnosis in Treatment
Intervention (%)

Psychosis 23.1 13.5

Epilepsy 3.7 3.7

Depression 22 19.1

OSEC 52.2 50

Alcohol & substance
abuse 38.6 57.1

The over-whelming majority of the trained workers reported a
high service perception and positive field experiences. Seventy-
five percent reported good support from their community, and a
good public awareness of their services. Over 88% reported a
high personal fulfillment and good support from other non-
trained PHC workers, while 98% said they received good support
from the Aro Supervisory team Table 3.

Table 3 On the field experience of trained PHC workers and
service perception N=54.

Characteristics Proportion (%)

High personal fulfillment of PHC workers 88.5

Good support from other workers 88.7

Good support from community 75.5

Good support from Aro supervisory team 98.1

Helpfulness of service to community 94.3

Good attitude of service users & relatives 86.8

Good public awareness of service 75.6

Discussion
In this study, most of the PHC workers were females and

nurses. These profiles are similar to findings from previous
studies [18,19]. In low and medium income countries with
shortage of material, financial and human resources, such as
Nigeria, primary health care services are primarily provided by
paramedics [12]. However, in more developed settings, as in the
United Kingdom, qualified medical personnel’s usually lead the
primary mental health care team [12].

Majority of the health workers had had previous exposure to
mental health courses during their training and had come in
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contact with mentally ill patients during their practice but most
of the cases they saw then were advised and were sent back
home. The choice to participate was based on voluntariness and
interest in mental health service delivery.

In our previous publication on evaluation of mental training
course for the primary health care workers involved in mental
health service delivery, a pre and post test showed that mental
health training course for PHC workers resulted in improved
knowledge and expected mental health practice with greater
effects on case management than case recognition [14].

A high attrition rate of 31.2% was reported in this study. This
is quite common among mental health workers and has been
previously documented in Nepal, India [20,21]. The high attrition
rate thwarts training initiatives since the proportion of
remaining staff dwindles over time and frustrates the
development of services [20,22].

To reduce the attrition of trained PHC workers, it is
appropriate to train only primary care staffs who are interested
in mental health matters and who are likely to remain in their
posts for a long time. Tasks assigned should be limited, doable
and take consideration of local circumstances and the worker’s
additional and competing responsibilities for treating physical
disorders [22]. In addition to pre-service training, project
coordinators should organize regular in-service training to
reinforce and update knowledge and practice. Supervisors also
need to be trained and retrained, so that they have a good
understanding of their supervisory role and skills [23].

Four hundred and seventy three patients were diagnosed and
treated for mental and neurological disorders during the 12
months. Similar to this finding, an extensive body of
investigation has consistently reported that a significant number
of patients seen in primary health care present with medically
unexplained symptoms and comorbid mental illnesses [24-26]. A
high proportion of the patients (45.9%) in this study were
diagnosed as having psychosis, while only 10% had a depressive
disorder. This result is quite contrary to several other studies
that reported mild-moderate depression, dysthymia, anxiety,
somatoform and alcohol use disorders as the most common
disorders in primary mental health care delivery [25,27-29].

The high rate of psychosis may be partly explained by the
bridge in the pathway of presentation where acutely ill psychotic
patients present early on to the formal health sector, rather than
first presenting at an informal unorthodox setup. Prior to the
commencement of the project the supervisory specialist nurses
and trained PHC workers embarked on community
enlightenment and mental health advocacy. This may have led to
an increased awareness in the community of mental health
services in the designated primary health care centers.

The report of a lower rate of depression among patients seen
in this study may be explained culturally. Detecting mild-
moderate depression in primary care poses enormous
challenges since many patients may present with somatic
symptomatology such as headaches and body pains. This often
makes the use of western diagnostic classifications difficult [6].

In this study, 25% to over half of the trained PHC workers
reported difficulties in diagnosing depression and Other
Significant Emotional Complaints (OSEC). In addition, symptoms
may cross diagnostic boundaries (such as mood, anxiety and
somatoform disorders) [30].

Even-though the health workers received an interactive
course in mental health, a significant number reported
difficulties in diagnosing and offering treatment interventions.
For example, more than half of the trained workers had
difficulties diagnosing OSEC and offering treatment
interventions for alcohol and substance abuse. Though many
cases of depression are suitable for treatment, a systematic
review noted that only half of all cases of depression in primary
care setting are recognized [31].

Difficulties to diagnosing and treating mental disorders in
primary care includes: knowledge and skill deficit, stigma,
patient’s somatization, denial and limited time per patient. One
area of debate is that the current diagnostic criteria
(International Classification of Diseases-ICD; Diagnostic
Statistical Manual-DSM) were developed largely in psychiatric
settings, and may not readily apply to primary care and other
medical settings [32]. This is because symptomatic patients, with
varying degrees of impairment, but who fails to meet the full
diagnostic criteria for a particular mental disorder are frequently
encountered in primary care and may be inappropriately
diagnosed or treated. Increase public education, continuous
training of the heath care workers and supervisors are needed to
reduce these barriers [31].

The high perception of services and the positive field
experiences (such as community utilization of mental health
services) reported by the workers showed the feasibility of
training primary health care workers in the identification,
diagnosis and first line treatment of mental disorders. This
training which was done via a three day interactive course in
mental health, using specialist trainers, limited funding, an
advocacy and supervisory support network resulted in an
improved knowledge, attitude, practice, and transfer of skills.

Integrating mental health into primary health care remains
the most viable option in reducing the burden of mental illness
in the society. However, in Nigeria, this process is haphazard and
nationally uncoordinated [33]. To enable a national coverage, it
is recommended that the health ministries, departments and
agencies intensify efforts to train primary care workers in mental
health issues. This can be done through intersect oral
partnerships in the context of the nation’s general health or
mental health policy.

Limitation
The choice to participate was voluntary and was also based on

the interest of the PHC workers. However, the differential level
of interest could confound some of the findings of this study.
However, the purposeful selection of participants is required for
the success of the program.
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Conclusion
Our study revealed a high personal fulfillment of the trained

PHC workers in mental health service delivery. There is need for
re-training of the PHC workers towards effective service delivery.
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