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Introduction
Mental health includes the emotional, psychological and social well-being of an individual. It 
affects how the individual thinks, feels and acts. It is a state of well-being in which the individual 
realises his or her own abilities, copes with the normal stresses of life, works productively and 
fruitfully and is able to make a contribution to his or her community.1 Mental health also includes 
the ability to enjoy life – to attain balance between life’s activities and efforts made to achieve 
psychological resilience.

Mental disorders constitute a major cause of disabilities globally, accounting for 7.4% of disability-
adjusted life years (DALYs) and 22.7% of all years lived with disability (YLD), according to the 
Lancet study on Global Burden of Disease Study (2010).2,3

In the United States, nearly one in five adults aged 18 years and above has a mental illness, and an 
estimated 5.2% of the adult population suffers from serious mental illness (SMI).4 In England, one in 
six adults meets the criteria for a common mental disorder.5 In Nigeria, 12.1% of adults have a 
lifetime rate of at least one Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition 
(DSM-IV) disorder, and 5.8% have a 12-month history of mental disorders.6 These estimates draw 
attention to the public health importance of mental disorders. However, whilst more than 80.0% of 
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and the role of traditional beliefs in their management.
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Methods: This was a cross-sectional study with a total of 295 rural women recruited through 
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to collect data. Summary and inferential statistics were measured using Epi Info version 7. The 
level of significance was predetermined at 5%.
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towards mental health and illness. About 45% reported that mental illness should first be 
treated in ‘the traditional way’, whilst 47% felt that there was no need for collaboration between 
orthodox and unorthodox healthcare for mental illness. Sociodemographic variables were 
significantly associated with knowledge (educational level p = 0.001) and attitude (marital 
status p = 0.001 and ethnicity p = 0.001).

Conclusion: Respondents had poor knowledge of and attitude towards mental health, and 
traditional beliefs played a role in their perception and management of mental illness. We 
recommend community-based health education programmes to improve knowledge and 
help-seeking for mental illness amongst rural women. 
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the world’s population live in low- and middle-income 
countries (LMICs) like Nigeria, less than 10% of the affected 
population have access to appropriate mental health treatment 
and care.7 The causes of mental illnesses are complex in 
general, and they vary depending on the particular disorder 
and the affected individual. In most cases, the cause may be 
unknown but various factors such as biological, psychological 
and environmental factors may play a role. Therefore, the 
development of mental disorders is usually attributed to 
several factors, rather than just one factor.

Studies have shown that there is relatively poor knowledge 
about mental health and its associated illnesses.8,9 The ability 
to recognise mental disorders is a precursor for proper health-
seeking. It is suggested that knowledge of causes, prevention, 
efficient treatment, early recognition, help-seeking and 
employment are significant in lessening the stigma and 
improving attitudes and behaviours related to mental health, 
hence reducing morbidity and mortality.10,11,12 The stigma 
attached to mental illnesses (especially those rooted in 
traditional beliefs) prevents affected individuals from coming 
forward and seeking or receiving the adequate care that they 
need out of fear of rejection – even by relatives, who may 
hide them so as to avoid the so-called ‘embarrassment’ or 
abandon them altogether.13,14 Therefore, improving public 
knowledge about mental health and illness will foster social 
inclusion of victims.

A study on social distance towards people with 
mental  illness in southwestern Nigeria reported that of 
2078 respondents who participated in the study, the level 
of social distance was seen to increase with the level of 
intimacy required in the relationship, with 14.5, 24.6 and 
60.9% of respondents categorised as having low, moderate 
and high levels of social distance towards the mentally 
ill, respectively.15 Another community-based study in 
Nigeria also reported the presence of negative attitudes 
towards mentally ill persons (MIPs).16 This strengthens 
the evidence of a high level of social distance and 
stigmatisation of the mentally ill in the country.

Globally, the attitude towards mental illness assumes a 
similar pattern. Studies carried out in Europe and America 
have also documented a negative attitude towards mental 
health issues, even amongst mental health professionals.17,18 
These poor attitudes amongst lay people and mental 
health professionals entrench stigma and discrimination 
and form an important obstacle to accessing care and 
treatment opportunities across different countries and 
cultures.19

Across Africa, beliefs in supernatural causes of mental 
illnesses are widely held.20 Traditional beliefs in supernatural 
causes and remedies of mental illnesses influence people’s 
knowledge and attitudes. Many traditional belief systems in 
Africa attribute mental health problems to the influence of 
ancestors or bewitchment, and traditional healers are 
therefore viewed as the experts in these matters. These 
traditional healers are consulted as either the first step in the 

pathway to biomedical mental healthcare or the sole 
providers of mental healthcare.7,16,21

The poor knowledge and attitude towards mental illness 
exhibited by the families and caregivers of MIPs and society 
in general leads to poor care-seeking behaviour for those 
affected.22 This course of action, in more cases than not, 
further worsens their conditions instead of making them 
better.23 Consequently, in many cases, they present to 
healthcare facilities only when they are too far gone and their 
mental health too far deteriorated, with nothing much to be 
done to salvage the situation.

Stigma against MIPs is higher in rural areas.24 Women also 
usually bear a disproportionate burden of caregiving but 
have lower mental health literacy.25 This study assessed the 
knowledge, perceptions and attitudes of rural women 
towards mental illness. In addition, we sought to elucidate 
the role of traditional beliefs in mental health and illness 
from them. By so doing, we are optimistic about increasing 
the awareness of mental health and illness as well as 
detecting areas where interventions can be put in place 
through education and other public health measures to 
reduce the burden and exclusion associated with the 
disease.

Methods
Study design
This cross-sectional study was carried out in Epe Local 
Government Area (LGA), one of the four LGAs in Lagos State.26

Study setting
Epe LGA has 146 towns and villages. As of the 2006 Census, 
the population of Epe was 181 734, spread over an area of 
1185 km.27 The population of residents in Epe LGA was 
projected at 429 706 in 2015, with women making up about 
half of the population.28 It is a traditional settlement of the 
Ijebu people, who are a subgroup of the Yorubas. Because of 
migration and commerce, other tribes can be found in Epe. 
The women in Epe usually engage in petty trading. There are 
17 primary health care centres (PHCs) and three secondary 
healthcare institutions in Epe LGA. Only a few of the PHCs 
offer mental health services.

Study population and sampling strategy
This study was conducted amongst adult women who were 
residents of Epe. Women who had been diagnosed with 
mental illness and women who were temporary visitors to 
the study area were excluded from the study. The sample size 
was calculated using the Cochran formula for descriptive 
studies29: 

n = z2pq/d2� [Eqn 1]

A sample size of 246 was estimated based on the following 
parameters: p = 0.20, representing the proportion of 
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respondents (20%) who would ‘definitely be disturbed about 
working on the same job with someone with mental illness’ 
in a previous study15; 95% confidence interval (CI) 
(corresponding to z = 1.96); and power of 80%. To increase 
precision and make up for incompletely filled questionnaires, 
nonresponses or cases of dropout, the sample was increased 
by 20%, thus giving a total of 295 participants.

A probability sampling in multiple (five) stages was 
employed for the study. Stage 1 was the selection of wards. 
Epe LGA has a total of 19 wards. The study was carried out 
in four of the wards selected by a simple random sampling 
method. The selected wards were Ajaganabe, Popo-Oba, 
Oke-Balogun and Odomola. In stage 2, five streets each 
were selected from three wards (streets in the fourth ward 
were not well defined) by simple random sampling to give 
a total of 15 streets out of a total of 40 streets in the three 
wards. In stage 3, houses were selected. A total of 73 
questionnaires were administered in each ward (295/4 = 
73). In the wards with well-defined streets, there were about 
25–28 houses on each of the selected streets. Houses were 
then selected by simple random sampling (ballot), that is, 14 
houses per street (73/5 = 14). In the ward in which the 
streets were not well defined, the first 73 houses meeting the 
inclusion criteria of being residential houses with at least 
one adult woman were selected. Houses were skipped if 
they were nonresidential, such as churches, mosques, shops 
and schools. In stage 4, households were selected. A 
household represents people who live together and eat 
from the same pot. Where there was more than one 
household in a house, one of them was selected by simple 
random sampling (ballot). In stage 5, respondents were 
selected. Where there was more than one eligible respondent 
in a household, one of them was selected by the simple 
random sampling (ballot) for interview.

Data collection
A pretested interviewer-administered questionnaire was 
used as the tool to generate quantitative data. Face validation 
was performed by experts at the University of Lagos to 
confirm that it captured the topic effectively, and a high face 
validity was found. Data collection was conducted by five 
interviewers, the principal researcher and four research 
assistants. A pretest was performed amongst 20 residents of 
Ikorodu LGA, which shares similar demographic and socio-
economic characteristics as the study area. This helped to 
eliminate ambiguous questions before actual data collection. 
The respondents were interviewed over a period of one 
month. They were interviewed in their homes for information 
on the following: sociodemography, basic information about 
mental health and illness such as causes, symptoms and 
treatment and caring for one’s mental health, amongst others. 
Next, they were questioned regarding their perceptions of 
and attitudes towards mental illness: ‘what would you do 
when someone starts showing signs of mental illness?’ Likert 
statements were used on their perceptions of mentally ill 
people, to which the respondents agreed or disagreed, such 
as ‘they could infect or affect me’, ‘they should be treated 

with caution’, ‘they are being treated unfairly’, and so on. 
Lastly, a series of statements on a Likert scale were used to 
assess respondents’ traditional beliefs regarding mental 
health and health-seeking for mental illness. Some of them 
are as follows: ‘mental illnesses are mainly caused owing to 
spiritual reasons’; ‘MIPs should first be treated by the 
traditional way’; ‘traditional medicine is more effective in 
treating MIPs than modern medicine’; ‘traditionalists and 
western doctors do not do the same job and should not work 
together’; and so on.

Data analysis
Data were analysed using the Epi Info Statistical Package 
version 7. From the questionnaire, eight questions assessed 
respondents’ knowledge of mental health, whilst 10 questions 
assessed their attitudes to and perceptions of mental health. 
To have an overall assessment of the level of knowledge and 
attitude, a scoring and grading system was used. A correct 
response to a knowledge question was scored 1, whilst a 
wrong response was scored 0. The minimum score for 
knowledge was 0 and the maximum score was 16 points. 
This was further graded as follows: 0–7 for poor knowledge 
and 8–16 for good knowledge. Attitudes and perceptions 
were assessed on a three-point Likert scale. This was scored 
by assigning 1 point for disagree, 2 points for neutral and 3 
points for agree. For the attitude scale, the minimum score 
was 10 points whilst the maximum was 30 points, and it was 
further graded as follows: 8–18 for poor attitude and 19–30 
for good attitude.

Data were summarised using means and standard deviations 
(s.d.). Chi-square was used to test for associations between 
categorical variables. Statistical significance was set at a 
p-value of 0.05.

Ethical considerations
Ethical approval (reference number ADM/DCST/HREC/
APP/064) was obtained from the Health Research Ethics 
Committee (HREC) of the Lagos University Teaching 
Hospital. Written informed consent was obtained from the 
participants prior to recruitment. Privacy and confidentiality 
were maintained, and the study participants had the 
option to withdraw from the study at any time should they 
wish so.

Results
A total of 253 questionnaires were adequately filled and 
analysed, and this was above the minimum calculated 
sample size of 246. 

About half of the respondents were less than 35 years of age 
(52.18%), with a mean age of 37.11 years and an s.d. of ± 13.84 
years. Married respondents, Muslims, those belonging to the 
Yoruba tribe and respondents with at least a secondary school 
certificate constituted about 65.61, 50.59, 67.98 and 69.96%, 
respectively (Table 1).
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About two-fifths of respondents did not know the meaning 
of mental illness (41.90%), and the majority could identify 
the causes of mental illness (90.90%), of which 60.87% 
identified personal factors such as stress, worry, loss of a 
loved one and substance abuse as causes. The majority of 
respondents knew the symptoms of mental illnesses 
(93.66%), of which 78.90% mostly knew unusual behaviour 
(Table 2).

Most of the respondents (65.61%) agreed that ‘mental health 
is important’; 39.13% admitted that they would not relate 
with an MIP, whilst almost half of the respondents (47.82%) 
reported that they would keep their distance from such a 
person (Table 3).

Most respondents (63.24%) believed that evil spirits could 
cause mental illnesses; 60.87% believed that curses from 
supernatural beings (gods) could lead to mental illnesses, 
whilst 41.91% believed that the influence of one’s ancestors, 
regarding past sins, could lead to mental health problems. 
However, 46.64% of the respondents disagreed that the 
head of the household should be the one making decisions 
regarding mental health for the rest of the household. Over 
one-third of the respondents (36.50%) believed that persons 
suffering from mental illness should be hidden. About 
45.00% believed that the ‘traditional’ way is in fact the first 
path that should be taken in the treatment of people with 
mental illness, whilst about one-third agreed that 
traditionalists were better than western doctors in the 
treatment of mental illness. Similarly, 34.47% of participants 
agreed with the statement that ‘traditional medicine is more 
effective for treating mental illness than modern medicine’. 
More than one-third (35.79%) reported that they shouldn’t 

be associating with mentally ill people. Almost half (47.31%) 
felt that there was no need for collaboration between 
medical doctors and traditionalists with regard to mental 
health (Table 4).

There was a statistically significant association (p < 0.001) 
between educational level and knowledge about mental 
illness, as those with tertiary education had better knowledge.

Married respondents had more negative attitudes towards 
mental illness, whilst those who were not of the Yoruba 
ethnic group had more positive attitudes, and these 
differences were statistically significant (p < 0.001 and 
p < 0.001, respectively) (Table 5).

TABLE 1: Sociodemographic characteristics of the respondents.
Variables Frequency (n = 253) %

Age (years)†
˂ 35 132 52.18
35–55 90 35.57
˃ 55 31 12.25
Marital status
Single 66 26.09
Ever married 187 73.91
Religion
Christianity 123 48.62
Islam 128 50.59
Others 2 0.79
Educational qualification 
No formal education 30 11.86
Primary school 46 18.18
Secondary school 94 37.15
Tertiary 83 32.81
Ethnicity
Yoruba 172 67.98
Hausa 10 3.95
Igbo 32 12.65
Other 39 15.42
Employment status
Employed 185 73.12
Unemployed 68 26.88

†, Mean ± s.d. = 37.11 ± 13.84.

TABLE 2: Respondents’ knowledge of mental health and illness.
Statement (n = 253) Frequency %

Meaning of mental health
Being mentally sound 76 30.04
The absence of mental illnesses 37 14.62
Both 34 13.44
I don’t know 106 41.90
Causes of mental illnesses†
Biological factors 114 49.57
Personal factors 154 60.87
Spiritual factors 118 51.30
I don’t know 22 8.70
Others 1 0.40
Symptoms of mental illnesses†
Withdrawal 44 18.57
Worry 35 14.77
Changes in weight or appetite 29 12.24
Depression 48 20.25
Emotional outbursts 49 20.68
Strange thinking 86 36.29
Difficulty sleeping 39 16.46
Unusual behaviour 187 78.90
Aggression 64 27.00
I don’t know 14 5.53
Others 2 0.79
Meaning of mental healthcare†
Prevention of mental health problems 92 55.09
Treatment of mental health problems 110 65.87
Observing mental hygiene 69 41.32
I don’t know 86 33.99
Knows places to receive mental healthcare 130 51.38
Places to receive mental healthcare† (n = 130)
Mental healthcare centres 51 39.23
Hospital 82 63.08
Home 6 2.37
I don’t know 3 1.19
Others 2 0.79
Treatment of mental illness†
Use of drugs 47 20.17
Seeing any doctor 47 20.17
Seeing a psychiatrist 40 15.81
Seeing a spiritualist 156 66.95
There is no treatment 5 2.10
I don’t know 20 7.91
Overall knowledge
Good 89 35.18
Poor 164 64.82

†, Multiple responses.
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Discussion
Overall, the majority of respondents had poor knowledge of 
and negative attitude towards mental health. They also 
mostly agreed that traditional beliefs, spiritual factors such 
as curses, karma and witchcraft had a significant role to play 
in mental health and illness.

Our respondents mostly attributed mental illness to personal 
and spiritual factors, with unusual behaviour being the most 
common symptom mentioned. The majority of them 
described mental healthcare as treatment of mental illnesses. 
This portrays a deficit in knowledge, implying that most 
would present only when a problem arose. Many rural 
residents in Africa also viewed mental disorders as 
originating from personal factors such as alcoholism, the 
spiritual realm (such as bewitchment),30 stress, poverty and 
God’s punishment.24 Urban residents in Yaoundé, Cameroon 
equally had poor knowledge of the causes of mental illnesses 
and only about half could properly identify the signs and 
symptoms associated with it.31

Many women knew health facilities as the place to receive 
mental healthcare, but then went on to say that consulting 
spiritualist was the main method of treatment. 
Cameroonians were also reported to have a poor 
knowledge of treatment of mental illness.31 In Zanzibar, 
community members (90.72%) knew health facilities as 
places of help-seeking, in addition to traditional (53.98%) 
and religious (31.12%) healers.30 Healthcare professionals 
have lamented poor community awareness of mental 
disorders and societal beliefs in traditional healers and 

TABLE 3: Respondents’ attitude towards mental health.
Statement (n = 253) Agree (n) % Neutral 

(n)
% Disagree 

(n)
%

Mental health is important 166 65.61 79 31.23 8 3.16

I can keep relationships 
with the mentally ill 

64 25.30 90 35.57 99 39.13

They are not dangerous 18 7.11 182 71.94 53 20.95

They can be trusted 26 10.28 26 10.28 201 79.44

They are stable and 
predictable

11 4.35 9 3.56 233 92.09

They are easy to cope with 10 3.95 63 24.90 180 71.15

They cannot affect or 
infect me

102 40.32 79 31.23 72 28.46

They are being treated 
unfairly

58 22.92 121 47.83 74 29.25

They should be treated 
like normal people

36 14.23 49 19.37 168 66.40

What to do if someone 
shows signs of mental 
illnesses

I would keep my distance 121 47.82 - - - -

I would seek help 93 41.70 - - - -

I would ignore 5 2.24 - - - -

I would wait a while for 
improvement

35 15.70 - - - -

I don’t know 30 11.86 - - - -

Overall grade of attitude

Positive 67 26.48 - - - -

Negative 186 73.52 - - - -

TABLE 4: The role of traditional beliefs in mental health.
Statement Agree 

(n)
% Neutral 

(n)
% Disagree 

(n)
%

Evil spirits cause mental illness 160 63.24 45 17.79 48 18.97

Supernatural curses can cause 
mental illnesses

154 60.87 54 21.34 45 17.79

Ancestral influences as a 
result of past sins can cause 
mental illnesses

106 41.91 77 30.38 70 27.71

The head of the household 
should make decisions 
regarding mental health

75 29.74 60 23.72 118 46.64

Mentally ill people should be 
hidden

92 36.50 79 31.06 82 32.44

Mentally ill people should be 
killed

26 10.28 64 25.51 16 64.21

Mentally ill people should first 
be treated in the ‘traditional’ 
way

113 44.61 60 23.72 80 31.77

Traditionalists are better at 
treating mentally ill people 
than western doctors

80 31.77 94 37.14 79 31.09

Traditional medicine is more 
effective in treating mental 
illnesses than modern 
medicine

87 34.47 91 35.79 75 29.74

Tradition demands that I 
should not associate myself 
with mentally ill people 

91 35.79 94 37.17 68 27.04

Regarding mental health, 
traditionalists and western 
doctors do not do the same 
job, and therefore, no need 
for collaboration

120 47.31 89 35.12 44 17.57

TABLE 5a: Sociodemographic factors associated with knowledge.
Variable Poor  

knowledge (n)
% Good 

knowledge (n)
% χ2 p

Age (years)
˂ 35 92 69.70 40 30.30 - -
35–55 53 58.89 37 41.11 - -
< 55 19 61.29 12 38.71 2.94 0.231
Religion
Christians 86 69.92 37 30.08 - -
Non-Christians 78 60.00 52 40.00 2.73 0.099
Educational level
No formal education 24 80.00 6 20.00 - -
Primary school 40 86.96 6 13.04 - -
Secondary school 65 64.15 29 30.85 - -
Tertiary institution 35 42.17 48 57.83 32.37 < 0.001
Ethnicity
Yoruba 112 65.12 60 34.88 - -
Non-Yoruba 52 64.20 29 35.80 0.02 0.886 

TABLE 5b: Sociodemographic factors associated with attitude.
Variable Negative 

attitude (n)
% Positive 

attitude (n)
% χ2 p

Marital status
Single 41 62.12 25 37.88 - -
Married 135 81.33 31 18.67 - -
Divorced/widowed 10 47.62 11 52.38 16.84 0.001
Religion
Christians 90 73.17 33 26.83 - -
Non-Christians 96 73.85 34 26.15 0.01 0.903
Educational level
No formal education 20 66.67 10 33.33 - -
Primary school 42 91.30 4 8.70 - -
Secondary school 70 74.47 24 25.53 - -
Tertiary institution 54 65.06 29 34.94 11.29 0.103
Ethnicity
Yoruba 139 80.81 33 19.19 - -
Non-Yoruba 47 58.02 34 41.98 14.69 0.001
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prayers as major barriers to appropriate help seeking for 
mental illness.32 Thus, there needs to be increased 
awareness about mental health and illness, as well as 
appropriate treatment. Higher educational attainment was 
significantly associated with good knowledge. In addition, 
younger respondents (< 35 years) had better knowledge, 
but the difference was not statistically significant. In 
Cameroon, younger respondents had significantly better 
knowledge,31 and also in Scotland, it was shown that youth 
tended to have a good knowledge of mental health and 
how to go about helping people with mental illnesses.33 
Higher education comes with more exposure to information, 
and these days the youth are more enlightened and educated 
as they have better, easier and faster access to information, 
especially with the advent of the Internet, social media and 
the like. Thus, education of the girl-child cannot be over-
emphasised.

A majority of the respondents reported that they would 
keep their distance from an MIP. Many could not keep 
relationships with MIPs, nor did they agree that they 
should be treated like normal people. Almost 70% of 
respondents in Ilorin (Southwest Nigeria) would not mind 
talking to an MIP, yet two-thirds of them opined that MIPs 
should not be treated the same way as ‘healthy’ people.32 
Similar attitudes were also reported by other researchers 
in Southwest Nigeria15,34 and other parts of Africa.24,31 This 
reflects the very high level of stigmatisation against MIPs 
in society. Marital status and ethnicity were factors that 
significantly influenced attitudes to mental illness, where 
widowed or divorced women and those of non-Yoruba 
tribes had more positive attitudes to mental health and 
illness. Cultural variations may account for these 
differences, and again, those who are divorced may have 
experienced some stigma – hence their positive attitude is 
a sign of empathy. In Ethiopia, marital status (never 
married), ethnicity (Oromo) and residence (rural), in 
addition to educational status (illiterate), were positively 
associated with stigma against MIPs.24 In rural Istanbul, 
Turkey, women with higher educational and economic 
backgrounds had more negative attitudes to mental illness, 
whilst younger and married women had significantly 
more positive attitude.35

The preference for traditional means as the first choice of 
treatment is not surprising for a number of reasons. The 
respondents believed in the ‘demonic’ (supernatural) origin 
of mental illness causation and hence that traditional 
treatment should be the mainstay. Again, the rural location of 
the study may have also contributed to this preference. The 
preference for traditional treatment is common in rural 
areas,30 or a combination of traditional and Western 
methods.24,36 The choice of treatment can depend on the 
severity, and the fees paid to spiritual healers may be up to 
120 times more than hospital or clinic fees.36 Mentally ill 
persons are usually subjected to harmful treatments in these 
unorthodox centres, where they may be kept in chains, forced 
into seclusion and made to suffer sexual abuse and other 
forms of exploitation.37,38 Studies have reported a huge gap in 

the treatment of mental disorders in rural areas and included 
poverty and stigma as part of the issues that act as barriers to 
appropriate treatment for MIPs.32,39 Another Indian study 
reported orthodox healthcare as the first choice for mental 
illness.40 This study was a facility-based study, which could 
have introduced some bias. The respondents also largely 
disapproved of orthodox and unorthodox collaboration in 
the management of mental illness. As revealed in a study, 
orthodox medicine has fallen below expectations of patients 
and their caregivers, and both groups of practitioners also 
expressed reservations regarding collaboration.41

In general, observations from this study align with those of 
recent scoping reviews of the knowledge and attitude 
towards mental illness in Nigeria.42,43 The reviews covered 
institutional and community levels in different parts of the 
country. They showed that Nigerians commonly ascribed 
mental illness to supernatural causes, expressed stigmatising 
attitudes towards victims and preferred unorthodox 
healthcare for management, implying that little has changed 
over time.

Our findings have shown that poor knowledge, poor 
attitudes towards mental health and the high perception of 
strong links between traditional belief and mental illness will 
impact prevention and control efforts. These are points for 
intervention to increase community awareness, reduce 
stigma and improve health-seeking behaviour. With the 
recent inclusion of mental health in the primary health care 
system in the country, rural communities should be 
empowered with necessary information on mental health, as 
their involvement is considered vital in strengthening the 
services, as well as other health system reforms for improved 
appropriateness and quality of service.44,45

Strengths and limitations of the study
This study was conducted with robust methodology in a 
rural setting where there is usually a dearth of data, especially 
in the context of LMICs such as Nigeria. It was done amongst 
women who disproportionately bear the burden of care as 
the caregivers for MIPs. It also highlights the stigmatisation 
faced by MIPs in communities.

Whilst this study brings to fore the influence of long-held 
traditional beliefs with regard to mental illness care and 
treatment, respondents mostly responded to questions 
with reference to ‘overt’ mental illness, whilst there are 
many individuals with ‘covert’ illnesses. A study that 
includes other segments of population, especially men, 
may reveal other unique perspectives in the study area. 
Because of the nature of the topic, qualitative data 
collection may have been valuable in exploring other 
traditional and cultural aspects of attitude and practices 
regarding mental illness. Despite these shortcomings, our 
study has contributed to the body of knowledge on this 
topical issue and the findings should spur stakeholders 
into committed actions.

http://www.phcfm.org
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Conclusion
Respondents in this study had poor knowledge of mental 
health and stigmatising attitudes towards people with mental 
illness. Traditional beliefs played a significant role in their 
perception of mental health and its health-seeking behaviour. 
Knowledge was significantly associated with educational 
qualifications and attitude with the marital status and 
ethnicities of the respondents. Community-based health 
education programmes involving custodians of tradition and 
caregivers should be organised to improve knowledge, dispel 
myths, reduce stigmatisation and improve health-seeking 
behaviour for mental illness amongst women in rural 
communities.

Acknowledgements
Authors wish to appreciate the dedication of the research 
assistants during the study and also thank the respondents 
for their time.

Competing interests
The authors declare that they have no financial or personal 
relationships that may have inappropriately influenced them 
in writing this article.

Author’s contributions
I.P.O. contributed towards the concept, design of study, 
literature review, analysis and interpretation of data, drafting 
of the article and revising it critically for important intellectual 
content. D.V.O. contributed towards the concept, design of 
study, literature review, acquisition, analysis and interpretation 
of data and revising the article critically for important 
intellectual content. C.O. contributed to the literature review, 
analysis and interpretation of data, drafting of the article and 
revising it critically for important intellectual content. O.A.O. 
contributed to the interpretation of data, drafting of the article 
and revising it critically for important intellectual content. All 
authors have read and approved the final draft and are 
responsible for their contributions.

Funding information
This research received no specific grant from any funding 
agency in the public, commercial or not-for-profit sectors.

Data availability
The data supporting the findings of this study are available 
upon request from the corresponding author [I.P.O.]. The data 
are not publicly available because the information supplied 
could compromise the privacy of research participants.

Disclaimer
The views and opinions expressed in this article are those of 
the authors and do not necessarily reflect the official policy or 
position of any affiliated agency of the authors.

References
1.	 World Health Organization. Promoting mental health: Concepts, emerging 

evidence, practice: A report of the world health organization, department of 
mental health and substance abuse in collaboration with the Victorian health 
promotion foundation and the University of Melbourne [homepage on the 
Internet]. In: Herrman H, Saxena S, Moodie R, editors. Geneva: WHO; 2005 [cited 
2018 Sep 11]. Available from: https://apps.who.int/iris/bitstream/
handle/10665/43286/9241562943_eng.pdf;jsessionid=51706C3ED773ADF7F3C3
88C680235432?sequence=1

2.	 Murray CJ, Vos T, Lozano R, Naghavi M, Flaxman AD, Ezzati M. Disability-adjusted 
life years (DALYs) for 291 diseases and injuries in 21 regions, 1990–2010: A 
systematic analysis for the global burden of disease study 2010. Lancet. 
2012;380(9859):2197–2223. https://doi.org/10.1016/S0140-6736(12)61690-0

3.	 Vos T, Flaxman AD, Naghavi M, et al. Years lived with disability (YLDs) for 1160 
sequelae of 289 diseases and injuries 1990–2010: A systematic analysis for the 
global burden of disease study 2010. Lancet. 2012;380(9859):2163–2196.

4.	 U.S. Department of Health & Human Services. Substance abuse and mental health 
services administration: 2019 national survey of drug use and health (NSDUH) 
releases [homepage on the Internet]. [cited 2021 May 24]. Available from https://
www.samhsa.gov/data/report/2019-nsduh-detailed-tables

5.	 McManus S, Bebbington P, Jenkins R, Brugha T. (eds.) (2016). Mental health and 
wellbeing in England: Adult psychiatric morbidity survey [homepage on the 
Internet] 2014 [cited 2021 May 24]. Available from: https://webarchive.
nationalarchives.gov.uk/20180328140249/http://digital.nhs.uk/catalogue/
PUB21748

6.	 Gureje O, Lasebikan VO, Kola L, Makanjuola VA. Lifetime and 12-month prevalence 
of mental disorders in the Nigerian survey of mental health and well-being. Br J 
Psychiatry. 2006;188(5):465–471. https://doi.org/10.1192/bjp.188.5.465

7.	 Sweetland AC, Oquendo MA, Sidat M, Santos PF, Sten H. Vermund, CS. Closing the 
mental health gap in low-income settings by building research capacity: 
Perspectives from Mozambique. Ann Glob Health. 2014;80(2):126–133. https://
doi.org/10.1016/j.aogh.2014.04.014

8. Jorm AF, Korten AE, Jacomb PA, Christensen H, Rodgers B, Pollitt P. ‘Mental health 
literacy’: A survey of the public’s ability to recognise mental disorders and their 
beliefs about the effectiveness of treatment. Med J Aust. 1997;166(4):182–186. 
https://doi.org/10.5694/j.1326-5377.1997.tb140071.x

9.	 Yin H, Wardenaar KJ, Xu G, Tian H, Schoevers RA. Mental health stigma and mental 
health knowledge in Chinese population: A cross-sectional study. BMC Psychiatry. 
2020;20(1):323. https://doi.org/10.1186/s12888-020-02705-x

10.	 Evans-Lacko S, Little K, Meltzer H, Rhydderch D, Henderson C, Thornicroft G. 
Development and psychometric properties of the mental health knowledge 
schedule. Can J Psychiatry. 2010;55(7):440–448. https://doi.org/10.1177/​070674​
371005500707

11.	 Griffiths KM, Christensen H, Jorm AF. Predictors of depression stigma. BMC 
Psychiatry. 2008;8:25.

12.	 Kelly CM, Jorm AF, Wright A. Improving mental health literacy as a strategy 
to  facilitate early intervention for mental disorders. Med J Aust. 
2007;187(S7):S26–S30.

13.	 Nadeen E, Lange JM, Edge D, Fongwa, M, Belin T, Miranda J. Does stigma keep 
poor young immigrants and U.S- Born black and Latina women from seeking 
healthcare? Psychiatr Serv. 2007;58(12):1547–1554. https://doi.org/10.1176/
ps.2007.58.12.1547

14.	 Hinshaw SP. The stigmatization of mental illness in children and parents: 
Developmental issues, family concerns, and research needs. J Child 
Psychol  Psychiatry. 2005;46(7):714–734. https://doi.org/10.1111/​j.1469-7610.​
2005.01456.x

15.	 Adewuya AO, Makanjuola RO. Social distance towards people with mental illness 
in Southwestern Nigeria. Aust N Z J Psychiatry. 2008;42(5):389–395. https://doi.
org/10.1080/00048670801961115

16.	 Audu IA, Idris SH, Olisah VO, Sheikh TL. Stigmatization of people with mental 
illness among inhabitants of a rural community in northern Nigerian. Int J Soc 
Psychiatry. 2013;59(1):55–60. https://doi.org/10.1177/0020764011423180

17.	 Brener L, Rose G, Von Hippel C, Wilson H. Implicit attitudes, emotions and helping 
intentions of mental health workers toward their clients. J Nerv Ment Dis. 
2013;201(6): 460–463. https://doi.org/10.1097/NMD.0b013e318294744a

18.	 Hansson L, Jormfeldt H, Svedberg P, Svensson B. Mental health professionals’ 
attitudes towards people with mental illness: Do they differ from attitudes held by 
people with mental illness? Int J Soc Psychiatry. 2013;59(1):48–54. https://doi.
org/10.1177/0020764011423176

19.	 Brouwers EP, Mathijssen J, Van Bortel T, et al. Research discrimination in the 
workplace, reported by people with major depressive disorder: A cross-sectional 
study in 35 countries. BMJ Open. 2016;6(2):e009961. https://doi.org/10.1136/
bmjopen-2015-009961

20.	 Adewuya A, Makanjuola R. Lay beliefs concerning causes of mental illness in 
Nigeria; pattern and correlates. Soc Psychiatry Psychiatr Epidemiol. 
2008;43(4):336–341. https://doi.org/10.1007/s00127-007-0305-x

21.	 Uwakwe R, Otakpor A. Public mental health – Using the mental health gap action 
program to put all hands to the pumps. Front Public Health. 2014;2:33. https://
doi.org/10.3389/fpubh.2014.00033

22.	 Sorsdahl KR, Flisher AJ, Wilson Z, Stein DJ. Explanatory models of mental disorders 
and treatment practices among traditional healers in Mpumulanga, South Africa. 
Afr J Psychiatry. 2010;13(4):284–290. https://doi.org/10.4314/ajpsy.v13i4.61878

23.	 Nortje G, Oladeji B, Gureje O, Seedat S. Effectiveness of traditional healers in 
treating mental disorders: A systematic review. Lancet Psychiatry. 
2016;3(2):154–170. https://doi.org/10.1016/S2215-0366(15)00515-5

http://www.phcfm.org
https://apps.who.int/iris/bitstream/handle/10665/43286/9241562943_eng.pdf;jsessionid=51706C3ED773ADF7F3C388C680235432?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/43286/9241562943_eng.pdf;jsessionid=51706C3ED773ADF7F3C388C680235432?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/43286/9241562943_eng.pdf;jsessionid=51706C3ED773ADF7F3C388C680235432?sequence=1
https://doi.org/10.1016/S0140-6736(12)61690-0
https://www.samhsa.gov/data/report/2019-nsduh-detailed-tables
https://www.samhsa.gov/data/report/2019-nsduh-detailed-tables
https://webarchive.nationalarchives.gov.uk/20180328140249/http
https://webarchive.nationalarchives.gov.uk/20180328140249/http
http://digital.nhs.uk/catalogue/PUB21748
http://digital.nhs.uk/catalogue/PUB21748
https://doi.org/10.1192/bjp.188.5.465
https://doi.org/10.1016/j.aogh.2014.04.014
https://doi.org/10.1016/j.aogh.2014.04.014
https://doi.org/10.5694/j.1326-5377.1997.tb140071.x
https://doi.org/10.1186/s12888-020-02705-x
https://doi.org/10.1177/​070674​371005500707
https://doi.org/10.1177/​070674​371005500707
https://doi.org/10.1176/ps.2007.58.12.1547
https://doi.org/10.1176/ps.2007.58.12.1547
https://doi.org/10.1111/​j.1469-7610.​2005.01456.x
https://doi.org/10.1111/​j.1469-7610.​2005.01456.x
https://doi.org/10.1080/00048670801961115
https://doi.org/10.1080/00048670801961115
https://doi.org/10.1177/0020764011423180
https://doi.org/10.1097/NMD.0b013e318294744a
https://doi.org/10.1177/0020764011423176
https://doi.org/10.1177/0020764011423176
https://doi.org/10.1136/bmjopen-2015-009961
https://doi.org/10.1136/bmjopen-2015-009961
https://doi.org/10.1007/s00127-007-0305-x
https://doi.org/10.3389/fpubh.2014.00033
https://doi.org/10.3389/fpubh.2014.00033
https://doi.org/10.4314/ajpsy.v13i4.61878
https://doi.org/10.1016/S2215-0366(15)00515-5


Page 8 of 8 Original Research

http://www.phcfm.org Open Access

24.	 Girma E, Tesfaye M, Froeschl G, Moller-Leimkuhler AM, Müller N, Dehning S. 
Public stigma against people with mental illness in the gilgel gibe field research 
center (GGFRC) in Southwest Ethiopia. PLoS One. 2013;8(12):e82116. https://doi.
org/10.1371/journal.pone.0082116

25.	 Uddin MN, Bhar S, Islam FMA. An assessment of awareness of mental health 
conditions and its association with socio-demographic characteristics: A cross-
sectional study in a rural district in Bangladesh. BMC Health Serv Res. 
2019;19(1):562. https://doi.org/10.1186/s12913-019-4385-6

26.	 Lagos State Government. Welcome to Lagos state, centre of excellence: An 
authoritative guide book on Lagos state of Nigeria. Volume 1. Lagos: International 
Business Links Ltd, 1998; p. 1–2.

27.	 Federal Republic of Nigeria. Final results of the 2006 national population 
commission (NPC) population & housing census of the federal republic of Nigeria: 
Official gazette no. 2 vol. 96 [homepage on the Internet]. Abuja; 2009 [cited 2009 
Feb 2]. Available from: https://gazettes.africa/archive/ng/2009/ng-government-
gazette-dated-2009-02-02-no-2.pdf

28.	 Lagos State Government. Vital data [homepage on the Internet]. No date [cited 
2020 Aug 29]. Available from: http://mepb.lagosstate.gov.ng/wpcontent/
uploads/sites/29/2020/08/Digest-of-Statistics-2018.pdf

29.	 Lwanga SK, Lemeshow S. Sample size determination in health studies: A practical 
manual. Geneva: World Health Organization [homepage on the Internet]. 1991 
[cited 2017 Sep 12]. Available from: http://www.who.int/iris/handle/10665/40062

30.	 Mirza I, Okitapoy MO, Jenkins R. Knowledge and practice of help-seeking for 
treatment of mental disorders in Pemba Island, Zanzibar. Trop Doct. 
2006;36(3):140–144. https://doi.org/10.1258/004947506777978190

31.	 Yongsi HBN. Knowledge and attitude towards mental health and mental illness 
among general public in Yaoundé. SAS J Med [serial online]. 2015 [cited 2021 May 
24];1(1):26–32. Available from: https://saspublishers.com/media/articles/
SASJM-1126-32.pdf

32.	 Issa BA, Yussuf AD, Musa IO, Parakoyi DB. Attitudes of relatives to patients with 
mental illness. Niger J Gen Pract. 2009;8(4):15–21.

33.	Myers F, Woodhouse A, Whitehead I, et al. Evaluation of ‘see me’ – The national 
Scottish campaign against the stigma and discrimination associated with 
mental ill-health [homepage on the Internet]. Edinburgh: The Scottish 
Government Social Research; 2009 [cited 2021 May 24]. Available from: www.
scotland.gov.uk/socialresearch.

34.	 Adesanmi A, Esimai OA, Mapayi BM, Aloba OO. Public awareness and attitude 
towards depression: A community-based study among an adult population in Ile-
Ife south-western Nigeria. Community Ment Health J. 2018;54(6):866–874. 
https://doi.org/10.1007/s10597-017-0222-8

35.	 Gur K, Kucuk L. Females’ attitudes toward mental illness: A sample from rural 
Istanbul, Turkey. Iran Red Crescent Med J. 2016;18(5):e22267. https://doi.
org/10.5812/ircmj.22267

36.	 Wagenaar BH, Kohrt BA, Hagaman AK, McLean KE, Kaiser BN. Determinants of 
care seeking for mental health problems in rural Haiti: Culture, cost, or 
competency. Psychiatr Serv. 2013;64(4):366–372. https://doi.org/10.1176/appi.
ps.201200272

37.	 Asher L, Fekadu A, Teferra S, De Silva M, Pathare S, Hanlon C. ‘I cry every day and 
night, I have my son tied in chains’: Physical restraint of people with schizophrenia 
in community settings in Ethiopia. Glob Health. 2017;13:47. https://doi.
org/10.1186/s12992-017-0273-1

38.	 Ofori-Atta A, Attafuah J, Jack H, Baning F, Rosenheck R. Joining psychiatric care and 
faith healing in a prayer camp in Ghana: Randomised trial. Br J Psychiatry. 
2018;212(1):34–41. https://doi.org/10.1192/bjp.2017.12

39.	 Brenman NF, Luitel NP, Mall S, Jordans MJ. Demand and access to mental health 
services: A qualitative formative study in Nepal. BMC Int Health Hum Rights. 
2014;14(1):22. https://doi.org/10.1186/1472-698X-14-22

40.	 Nagpal SJ, Mishra N, Chadda RK, Sood M, Garg R. Changing trends of services used 
as first contact by patients with mental health problems. Natl Med J India. 
2011;24(3):148–150.

41.	 Nyame S, Adiibokah E, Mohammed Y, et al. Perceptions of Ghanaian traditional 
health practitioners, primary healthcare workers, service users and caregivers 
regarding collaboration for mental healthcare. BMC Health Serv Res. 
2021;21(1):375. https://doi.org/10.1186/s12913-021-06313-7

42.	Okpalauwaekwe U, Mela M, Oji C. Knowledge of and attitude to mental 
illnesses in Nigeria: A scoping review. Integr J Glob Health [serial online]. 
2017;1:1. Available from: http://www.imedpub.com/integrative-journal-of-
global-health/

43.	 Labinjo T, Serrant L, Ashmore R, Turner J. Perceptions, attitudes and cultural 
understandings of mental health in Nigeria: A scoping review of published 
literature. Ment Health Relig Cult. 2020;23(7):606–624. https://doi.org/10.1080/
13674676.2020.1726883

44.	 Abayneh S, Lempp H, Alem A, et al. Service user involvement in mental health 
system strengthening in a rural African setting: Qualitative study. BMC Psychiatry. 
2017;17(1):187. https://doi.org/10.1186/s12888-017-1352-9

45.	Petersen I, Van Rensburg A, Kigozi F, et al. Scaling up integrated primary mental 
health in six low- and middle-income countries: Obstacles, synergies and 
implications for systems reform. BJPsych Open. 2019;5(5):e69. https://doi.
org/10.1192/bjo.2019.7

http://www.phcfm.org
https://doi.org/10.1371/journal.pone.0082116
https://doi.org/10.1371/journal.pone.0082116
https://doi.org/10.1186/s12913-019-4385-6
https://gazettes.africa/archive/ng/2009/ng-government-gazette-dated-2009-02-02-no-2.pdf
https://gazettes.africa/archive/ng/2009/ng-government-gazette-dated-2009-02-02-no-2.pdf
http://mepb.lagosstate.gov.ng/wpcontent/uploads/sites/29/2020/08/Digest-of-Statistics-2018.pdf
http://mepb.lagosstate.gov.ng/wpcontent/uploads/sites/29/2020/08/Digest-of-Statistics-2018.pdf
http://www.who.int/iris/handle/10665/40062
https://doi.org/10.1258/004947506777978190
https://saspublishers.com/media/articles/SASJM-1126-32.pdf
https://saspublishers.com/media/articles/SASJM-1126-32.pdf
http://www.scotland.gov.uk/socialresearch
http://www.scotland.gov.uk/socialresearch
https://doi.org/10.1007/s10597-017-0222-8
https://doi.org/10.5812/ircmj.22267
https://doi.org/10.5812/ircmj.22267
https://doi.org/10.1176/appi.ps.201200272
https://doi.org/10.1176/appi.ps.201200272
https://doi.org/10.1186/s12992-017-0273-1
https://doi.org/10.1186/s12992-017-0273-1
https://doi.org/10.1192/bjp.2017.12
https://doi.org/10.1186/1472-698X-14-22
https://doi.org/10.1186/s12913-021-06313-7
http://www.imedpub.com/integrative-journal-of-global-health/
http://www.imedpub.com/integrative-journal-of-global-health/
https://doi.org/10.1080/13674676.2020.1726883
https://doi.org/10.1080/13674676.2020.1726883
https://doi.org/10.1186/s12888-017-1352-9
https://doi.org/10.1192/bjo.2019.7
https://doi.org/10.1192/bjo.2019.7

	Role of traditional beliefs in the knowledge and perceptions of mental health and illness amongst rural-dwelling women in western Nigeria
	Introduction
	Methods
	Study design
	Study setting
	Study population and sampling strategy
	Data collection
	Data analysis
	Ethical considerations

	Results
	Discussion
	Strengths and limitations of the study

	Conclusion
	Acknowledgements
	Competing interests 
	Author’s contributions 
	Funding information 
	Data availability 
	Disclaimer 

	References
	Tables
	TABLE 1: Sociodemographic characteristics of the respondents.
	TABLE 2: Respondents’ knowledge of mental health and illness.
	TABLE 3: Respondents’ attitude towards mental health.
	TABLE 4: The role of traditional beliefs in mental health.
	TABLE 5a: Sociodemographic factors associated with knowledge.
	TABLE 5b: Sociodemographic factors associated with attitude.



