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Abstract 
Background: Depression is common psychiatric disorder among general outpatients. Prevalence 
of depression and associated factors among this population has been studied in some parts of Ni-
geria. However, few if any were conducted in the most populous geopolitical zone of Nigeria. Ma-
terials & Method: This study determines the prevalence of depression and associated factors 
among general outpatients. It was a descriptive cross-sectional study. 402 of the 410 participants 
recruited for the study completed the study. Diagnosis of depression was confirmed using SCAN 
(Schedule for Clinical Assessment in Neuropsychiatry) ver. 2.1. Severity of depression was rated 
using HDRS (Hamilton Depression Rating Scale). Result: Two hundred were subsequently diag-
nosed depressed using SCAN out of 213 who scored HADS cutoff point, given the prevalence of 
49.8%. The prevalence of subtypes of depression was: Mild 26.9%, moderate 20.4% and severe 
2.5%. A statistically significant association was found between depression and some socio-demo- 
graphic factors which include age (p = 0.001, X2 = 11.46), gender (p = 0.001, X2 = 20.58)), marital 
status (p = 0.001, X2 = 11.16), educational status (p = 0.001, X2 = 10.8) and chronic medical condi-
tions (p = 0.001, X2 = 11.77). Depressed outpatient is more likely to be over 40 yrs, female, mar-
ried, having low level of education and suffering from chronic medical condition(s). However, 
there was no significant association between depression and employment status, family history of 
mental illness and substance use in this study. Conclusion: This study found high prevalence of 
depression among general outpatients. It is associated with age, marital status educational level 
and chronic medical conditions. General practitioners should lookout for depression especially 
among patients with the associated socio-demographic factors. Some easy-to-use screening tools 
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like PHQ-2 should be included in the routine assessment of outpatients in Family Medicine de-
partments. Task-sharing strategy as enshrined in mental health gap (mhGAP) document should be 
implemented to improve detection of depression at primary care level. 
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1. Introduction 
Depression occupies the 8th place among the causes of DALYs [1] in low income countries, due to preponder-
ance of (group I) communicable, maternal, peri-natal and nutritional conditions. However, it is projected to in-
crease by 66% by the year 2030, constituting a greater burden of disease than maternal, communicable, nutri-
tional and peri-natal conditions in these countries [2] which include Nigeria. Despite this huge burden now and 
the projected burden in future, depression is under-detected and under-treated by General Practitioners (GPs) 
that are expected to do so for up to 90% of depressed patients in this population [3]. Depression among general 
outpatients has been studied by many researchers in Nigeria [4]-[6] and other parts of the world [7]. Some re-
ported prevalence only along with other psychiatric morbidities [6] [8] and others included its associated factors 
[9]. The prevalence rates range from 11.7% to 34.4% in private general medical practice in Nigeria [3]. How-
ever, a recent study by Afolabi et al. in 2008 conducted at the family practice clinic of the Obafemi Awolowo 
University Teaching Hospital Complex (OAUTHC) where they used Zung’s Self Rating Depression Scale on a 
sample of two hundred and fifty patients reported higher prevalence of 59.6% [9]. Ihezue and Kumaraswamy of 
university of Nigeria Teaching Hospital, Enugu, used Zung’s self rating Depression scale among 132 first time 
attendees of general outpatient clinic reported 14% score within the range of mild depression while 11% ob-
tained scores within the range of moderate depression [6]. Another by study reported a much higher prevalence 
of 77% with mild, moderate and severe subtypes of depression of 62%, 14% and 1% respectively [10]. All these 
studies share methodological similarities, but the prevalence distinctively differs. Perhaps the use of screening 
instruments alone without unstructured, semi-structured or structured clinical psychiatric examination might ac-
count for the differences. This study set out to determine the prevalence of depression and its associated factors 
among general outpatients in Kano, North-western Nigeria.  

1.1. Depression, Socio-Demographics and Chronic Medical Conditions 
Socio-demographics have been found to be associated with depression. These include Gender [11] [12], Em-
ployment [13], Education [4] [14], and Age [15]. Many studies have also reported increased prevalence of de-
pression among patients with chronic medical conditions like Diabetes, Hypertension, Asthma, Sickle cell dis-
ease, Cardiac diseases, Chronic Respiratory Diseases, and Rheumatoid arthritis [16].  

1.1.1. Gender and Depression 
Most studies found clear gender differences in the prevalence of depressive disorders. Bebbington and Nolen- 
Hoesksema in two separate studies reported that women have a prevalence rate for depression up to twice that of 
men [11] [12]. This is true whether depression is indexed as a diagnosed mental disorder or as subclinical 
symptoms. The reason for this gender differences is not entirely clear [17]. However researchers believed could 
be accounted by such factors like trauma, victimization (sexual abuse), role overload (caring for children and 
elderly), poverty etc. [11]. Even when women and men are confronted with similar stressors, women may be 
more vulnerable than men to developing depression [11]. Women’s greater reactivity to stress compared to men 
has been attributed to gender differences in biological responses, self-concept, and coping styles [11]. 

1.1.2. Employment Status and Depression 
The association of depression and employment status has been reported in several studies. For instance, Comino 
et al. in a study among patients attending general practice in Australia reported that unemployed patients have 
an increased risk of developing depressive symptoms [13]. Similarly, Andersen et al. reported significant asso-
ciation between depression and unemployment [18]. However, in Nigeria Afolabi et al. found no significant re-
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lationship between depression and unemployment among general outpatients [9]. 

1.1.3. Education and Depression 
Depression has a significant association with level of education. Some studies from Nigeria and other countries 
reported higher risk of depression among individuals with low level of education [4]. Ihezue and kumaraswamy 
[6], as well as Okulate [4] found that majority of depressed patients in Nigeria had low level of education. Simi-
lar findings were reported by Barkow et al. in an international prospective study (involving 15 countries of risk 
factors for depression in primary care) [14]. However, converse finding of more depressed among those with 
high level of education was reported in a community study in Canada [19]. Though the data was collected using 
unequal sampling probabilities.  

1.1.4. Age and Depression 
Depression is seen more commonly among younger than older patients [15]. Studies suggested a bimodal dis-
tribution of age of onset of depression [15]. Seventy percent of adults have their onset of depression before the 
age of 35 years and 25% after the age of 50 years [15]. The lowest predicted point was said to be at about 45 
years of age. The higher incidence of depression in the young suggests that depression is due to large disparity 
between the perception of functional status and expectations [15]. However; despite the bimodal distribution the 
peaks are not equal. Depression is more among those who are aged 18 to 44 years than those over the age of 45 
years [15]. Even though loneliness, diminished health and strength, and death of friends might be expected to 
lead to higher depression rates in the elderly [15]. Blanchflower et al. also reported that typical individual’s 
happiness reached its minimum at about age 44 years [20]. 

1.1.5. Marital Status and Depression 
Recent findings by Ifabumuyi who conducted a study at the Ahmadu Bello University Teaching Hospital, Zaria 
(very close to and share demographic similarities to Kano) on demographic characteristics of depressives in 
Northern Nigeria where he found that Depression was diagnosed more frequently in married women than single 
women [21]. Similarly, Brown et al. also reported that the beneficial effect of marriage was mainly to males 
than females [22]. 

1.1.6. Family History of Mental Illness and Depression 
Ohaeri and Otote reported a study in Nigeria that family history of mental illness was associated with depression 
and significantly more common in psychotic or severe depression than in mild to moderate depression [23]. 
However factors such as that concealment of positive family history of mental illness was to avoid the disad-
vantage it confers in marriage and relationships may be considered in interpreting this finding [24]. 

1.1.7. Chronic Medical Conditions (CMC) and Depression 
Chronic medical conditions and depressive disorders frequently co-occur. David et al. in a review article on the 
epidemiology, risk and treatment evidence of depression, anxiety and their relationship with chronic disease that 
depression is more common in all disease (CMC) groups than the general population [16]. Recent large world-
wide population-based study found that people with chronic physical conditions were significantly more likely 
to have depression than were those without chronic conditions [25] Anderson et al. reported that the presence of 
diabetes double the odds of co-morbid depression, with diabetic women having significantly higher prevalence 
than diabetic men [18]. Similarly, findings from was Jos, Northern Nigeria by Agbir et al. showed that depres-
sion is a common psychiatric disorder among diabetic subjects with female-to-male ratio of 3:1 [26]. Studies on 
relationship between depression and hypertension showed a two-way association of hypertension being risk to 
development of depression and vice versa [27]. Hypertension is said to pose a risk for depression via some 
medication use to control the blood pressure such as beta blockers, methyldopa and diuretic [27]. While depres-
sion predispose to hypertension via natural dysregulation, hormonal dysregulation and life style changes [27]. 
Research has shown that individuals with asthma are more likely to be depressed than those without asthma [28]. 
Similar association was reported between depression and cardiovascular diseases with reported prevalence of 
major depression of between 17% and 27% in hospitalized patients [29]. 

1.1.8. Substance Use and Depression 
Many studies reported that substance use coexists with a high frequency of cases of depressive disorders like 



A. S. Salihu, O. Udofia 
 

 
231 

that of Currie et al. conducted in Canada [30]. Kelder et al. too reported that the symptoms of depression were 
strongly and positively related to substance use in non-whites in particular [32]. However, Aiyelero et al. in 
ABUTH Zaria found very low history of substance use among depressed patient [32], though their finding could 
be attributed to the fact that the use of alcohol is prohibited in Islam which the predominant religion practice by 
majority of the people who reside in the area where the study was conducted. 

2. Material and Method  
The study was conducted at Aminu Kano Teaching Hospital (AKTH). It is located in Kano North-Western, Ni-
geria. The Department of Family Medicine which is located in accessible part of the hospital is the first-port-of- 
call for non-emergency cases before referral to specialist clinics. This is a descriptive cross-sectional study. The 
study sample size was calculated based on the objective of determining the prevalence of depression among 
general outpatients using the formula 2 2N z pq E=  [33], Where N = minimum sample size, Z = 1.96 (stan-
dard normal deviate for 95% confidence interval level), p = proportion of population with condition studied 
(59.6%) [9], q = complementary probability = (100 − P) = (100 − 59.6) = 40.4, E=precision required (tolerable 
sampling error) = 5%, Therefore, N = 1.962 × 59.6 (100 − 59.6)/52 = 369.998, approximately = 370. Given attri-
tion rate of 10% = 370 + 10/100(370) = 407 ≈ 410.  

2.1. Ethical Consideration 
An approval for the study was obtained from the research ethics committee of the AKTH, Kano State Nigeria.  

2.2. Inclusion/Exclusion Criteria 
Participation was entirely voluntary. Newly registered Patients on self-initiated visit who are 18 yrs and above, 
who gave consent and can read and write English or Hausa. Those receiving treatment for any psychiatric dis-
order, declined to give consent, too ill to take part and cannot read and write English or Hausa were excluded. 

2.3. Declaration of Interest 
The study was sponsored by the Aminu Kano Teaching Hospital as part of the mandatory residency training 
dissertation sponsorship. 

2.4. Sampling 
The sample was drawn using systematic random sampling method from all the patients who attended the general 
outpatient clinic for the first time, who met inclusion criteria and accepted to take part in the study. The list of all 
the newly registered patients formed the sampling frame. The study commenced from 1st September to begin-
ning 1st November 2011.  

2.5. Procedure 
A pre-tested questionnaire (English/Hausa) containing socio-demographic information about the patient incor-
porated to HADS (hospital anxiety and depression rating scale (English/Hausa) was used to screen for depres-
sion. The Hamilton Depression Scale (HDS or HAMD or HDRS) was used to measure the severity of depressive 
symptoms in those confirmed to be depressed. A Schedule for Clinical Assessment in Neuropsychiatry (SCAN) 
version 2.1 was used to confirm the diagnosis of depression. A specially designed form containing four items 
asking the consulting physician to state the patient’s presenting complaints, the medical diagnoses if any, symp-
toms of mental illness and the psychiatric diagnoses if present was also used. Four hundred and ten patients were 
selected from newly registered patients on self initiated visit attending out-patients clinic for the first time during 
the study period of eight weeks. All patients attending the clinic who were aged 18 years and above, who satis-
fied the inclusion criteria of this study were invited to participate. The SCAN interview was conducted by the 
researcher. Diagnoses generated by the SCAN software. Data was analyzed using the Statistical Package for So-
cial sciences (SPSS) software for windows version 16. Proportions, percentages and ratios were determined as 
applicable. Classification into depressed and non-depressed categories was done based on SCAN interview re-
sult. Grading into mild, moderate and severe depression was additionally based on Hamilton depression rating 
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scale (HDRS). 

3. Result  
Four hundred and ten (410) patients were selected for the study. However, 402 (98.1%) of them finally partici-
pated. Table 1 shows that the mean age of the patients is 36.8 yrs (range 18 to 64, sd 11.6). About one quarter 
(24.1%) of them each were either not more than 25 years old or were above the age of 45 years. The gender dis-
tribution shows that more than half of the participants were females (56.2%) while males constituted 43.8%. The 
majority of the subjects (80.4%) either had secondary education (185, 46.1%) tertiary education (138, 34.3%), 
while only 19.6% of them had primary education. Most of the participants were married (230, 57.2%). About  
30% (119, 29.6%) were single while the others were Separated (3.5%), Widowed (3.2%) or Divorced (6.5%). 
Two-thirds (269, 66.9%) of the participants were unemployed while the remaining one-third (133, 33.1%) were 
employed. majority of the participants had no family history of mental illness (313, 92.8%). Only 29 (7.2%) re-
ported positive family history of mental illness. More than three-quarters of the participants a positive history of 
chronic medical condition (313, 77.9%) while only 22.1% of them had no history of chronic medical condition. 
Figure 1 shows One third of the participants suffered from hypertension. This was followed by participants with 
diabetes (18%), cardiac disease (9%), asthma (6%), sickle cell disease and other respiratory conditions 4% each. 
Table 2 show that out of a total study population of four hundred and two participants, 200 (49.8%) had a de-
pressive disorder. Depression was more common among participants who were more than 45 yo (60.2%, p = 
0.001), females (59.7%, p = 0.001), married (60%, p = 0.001), those with primary and/or secondary education 
(55.7%, p = 0.001) and those with chronic medical conditions (54.3%, p = 0.001). 

4. Discussion  
This study found the prevalence of 49.8% which is higher than the prevalence of 25% and 38.5% reported in an  
 

 
Figure 1. Pie chart illustrating chronic medical conditions reported by the participants (n =313).   

 
Table 1. Distribution of participants by age and gender.                                                

 N % 

Age group   

≤45 305 75.9 

>45 97 24.1 

Gender   

Male 176 43.8 

Female 226 56.2 

Total 402 100.0 

Mean age = 36.8 yrs, SD = 11.6, range = 18 - 64. 
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Table 2. Association between depression and socio-demographics of the participants (N = 402).                              

Sociodemographic factors Depressed n (%) Non-depressed n (%) χ2 p value 

Age     

≤45 110 (43.3) 144 (56.2) 
11.46* 0.001 

>45 90 (60.2) 58 (39.2) 

Gender     

Male 65 (36.9) 111 (63.1) 
20.58* 0.001 

Female 135 (59.7) 91 (40.3) 

Marital status     

Married 131 (60.0) 99 (43.0) 
11.16* 0.001 

Unmarried 69 (40.1) 103 (59.9) 

Educational status     

1 ry & 2 ry level 147 (55.7) 117 (44.3) 
10.8* 0.001 

Tertiary level 53 (38.4) 85 (61.6) 

Employment status     

Employed 60 (45.1) 73 (54.9) 
1.71** 0.200 

Unemployed 140 (52.0) 129 (48.0) 

Family History (FH)     

Positive FH 17 (58.6) 12 (41.4) 
0.98** 0.320 

Negative FH 183 (49.1) 190 (50.9) 

Substance use     

Never use 188 (49.2) 194 (50.8) 
0.88** 0.350 

Use substance 12 (60.0) 8 (40.0) 

Chr. Med. conditions     

None 30 (33.7) 59 (66.3) 
11.77* 0.001 

Present 170 (54.3) 143 (45.7) 
*significant, **not significant. 
 
earlier studies conducted in Nigeria and China respectively [6] [7]. However, the prevalence of depression re-
ported in the present study is lower than the rate of 59.6% reported in a recent study by by Afolabi and his col-
leagues at OAUTHC, Ife [9]. It is also lower than the prevalence report in an earlier finding of 77% by Jegede 
among similar population of general outpatients at the UCH Ibadan [10]. These differences between the ob-
served prevalence in this study conducted in north-western Nigeria and the figures cited from more recent Ife 
and earlier Ibadan study all conducted in south-western Nigeria among general outpatients population could be 
accounted for variously by differences like variations in local rates of predisposing factors for depression in the 
various communities which were ethnically and culturally diverse, as suggested by Judd et al. [34] and the 
methodological differences in the study designs. These studies both used self rating instruments (Zung depres-
sion rating scale), in contrast to this study in which both self rating instrument (HADS) and interview schedule 
(SCAN) were used. While the prevalence in those studies could only be compared with the proportion picked by 
the screening instrument (HADS) used in this study, the second stage design of this study gave more or less the 
true prevalence of depression in the Kano patients. The findings of this study revealed that the prevalence of de-
pression among females was 33.7% compared to 16.2% among males, suggesting that depression was two times 
more common in females than males. Bebbington and Nolen-Hoeksema in two separate studies reported similar 
findings [11] [12]. The reason for this gender differences is not entirely clear [17]. Although most researchers 
today believe that it is a combination of several factors which include; the effects of oestrogen on stress hor-
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mone (cortisol), sexual assault as girls, chronic strains, higher poverty, and sexual harassment at work place, role 
overload and greater reactivity to stressors [11]. Also in this study, depression was more common among those 
over 45 years compared to those who were 45 years and below (p = 0.001). Over 60% of the participants above 
the age of 45 years were depressed. This is in agreement with recent findings of Blanchflower et al. who re-
ported that typical individual’s happiness reached its minimum at about age 44 years [20]. There was significant 
association between depression and marital status in this study (there were more married among the depressed 
than non-depressed (p = 0.001) patients. This is similar to the findings of Ifabumuyi who conducted a study 
(very close and share demographic similarities to Kano) at the Ahmadu Bello University Teaching Hospital, 
Zaria on demographic characteristics of depressives in Northern Nigeria where he found that Depression was 
diagnosed more frequently in married women than single women [21]. In addition Brown et al. also reported 
that the beneficial effect of marriage was mainly to males than females [22]. In this study, depression was found 
to be common among patients with lower level of education. Depression was found in 36.6% patients with low 
level of education (primary and secondary) compared to 13.2% who had depression among those with tertiary 
education. This agrees with other findings of Ihezue et al. [6] and Okulate et al. [4] who reported that majority 
of depressed patients in Nigeria had low level of education. The employment status of the studied patients was 
found not to have a significant relationship with depression in this study (p = 0.20). This finding was contrary to 
previous report of significant association between employment status and depression [13]. However, this might 
be due to high unemployment status among the study subjects in addition to the finding of more than two third 
of the depressed patients were females who constitute most of the unemployed participants in this study. There 
was no significant association between depression and family history of mental illness (p = 0.320). This could be 
explained by earlier findings of Ohaeri and Otote [23] that family history was significantly more common in 
psychotic or severe depression meaning that those with family history have more severe illness while consider-
ing that only few (5.5%) had severe depression, it was not surprising therefore there were few depressed patients 
with family history of mental illness. Another reason might be as Sale who worked in Kano for his part II dis-
sertation on depression among HIV/AIDS patients reported that concealment of positive family history of men-
tal illness was to avoid the disadvantage it confers in marriage and relationships, which might have played a role 
among these participants [24]. Substance use had no association with depression in this study (p = 0.35). This is 
contrary to many documented findings like that of Currie et al. who reported that substance use coexists with a 
high frequency of cases of depressive disorders in Canada [30]. Kelder et al. too reported that the symptoms of 
depression were strongly and positively related to substance use in non-whites in particular [31]. However, Ai-
yelero et al. in ABUTH Zaria found very low history of substance use among depressed patient [32]. This find-
ing could be attributed to the fact that the use of alcohol is prohibited in Islam which the religion practices by 
majority the people who reside in the area where the study was conducted. Depression was found to be common 
among those with chronic medical conditions (CMC) (such as hypertension, chronic respiratory disease(s), dia-
betes mellitus etc) (p = 0.001). One hundred and seventy (42.3%) depressed had one or more chronic medical 
condition(s). This was as reported by David et al. in a review article on the epidemiology, risk and treatment 
evidence of depression, anxiety and their relationship with chronic disease that depression is more common in 
all disease (CMC) groups than the general population [16]. 

5. Strength and Weakness 
This study used a combination of screening (HADS) and diagnostic instruments (SCAN). However, it is a cross 
sectional study and causal relationship cannot be attributed. 

6. Conclusion and Recommendations 
Prevalence of depression among general outpatients is very high therefore use of screening instrument like 
PHQ2 for depression at general outpatient department with the aim of improving its identification and treatment 
should be encouraged. Task-sharing strategy as enshrined in mental health gap (mhGAP) document should be 
implemented to improve detection of depression at primary care level. 
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