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DEFINITION OF TERMS 

DSM-IV: Diagnostic and Statistical Manual of Mental Disorders fourth edition 

Mini plus: Mini-International Neuropsychiatric Interview is a short structured diagnostic 

interview for diagnosis of DSM-IV and ICD-10 psychiatric disorders. The Mini-International 

Neuropsychiatric Interview (M.I.N.I.): the development and validation of a structured 

diagnostic psychiatric interview for DSM-IV and ICD-10. (Sheehan et al., 1998) 

Schizophrenia: Is a psychotic disorder characterized by a disturbance of thinking, 

perception, and emotions characterized by hallucinations, disorganized speech, grossly 

disorganized or catatonic behavior, with the ability to cause lifelong disabilities (APA, 2008). 

Schizophreniform disorder: Is a mental disorder characterized by a disturbance of thinking, 

perception and is similar to schizophrenia except duration which in most cases is usually at 

least between one to 6 months (APA, 2008). 

Delusional disorder: Is a mental disorder condition with manifestations of non-bizarre 

delusions lasting for at least a month (APA, 2008) 

Brief psychotic disorder: Disorder characterized by sudden onset of, hallucinations, 

disorganized speech or catatonic behavior lasting for a day or more, but no longer than one 

month. (APA, 2008). 

Bipolar disorder: Is a type of psychosis with one or more manic or mixed episodes, 

accompanied by depressive episodes characterized by mood-congruent psychotic symptoms 

mostly leading to hospitalizations for treatment (APA, 2008). 

Substance-induced psychotic disorder: These are diseases resulting from the abuse of 

substances such as alcohol and are characterized by hallucinations due to the direct 

physiological effects of a substance (APA, 2008). 

Psychiatric disorder due to the general medical condition: These are mental disorders 

which result from direct physiological effects of a medical condition such as temporal lobe 

epilepsy, brain and central nervous system infections (APA, 2008). 
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ABSTRACT 

Background: Mental health is an essential and integral component of health. Sierra Leone, 

which emerged from decade-long civil war and recently suffered from the worst outbreak of 

Ebola virus, left many citizens of the nation mentally traumatized with high incidences of 

undiagnosed mental disorders. Timely and accurate diagnosis of mental health problems is 

essential in the management of these diseases. The pattern of psychiatric conditions in the 

hospital is not well known with little available data derived from WHO estimates.  

Aim:  The study was designed to determine the pattern of psychiatric morbidities and gaps in 

diagnosis among patients at the Sierra Leone Psychiatric Hospital, Freetown. 

Study Design: The study employed a hospital based descriptive cross-sectional survey. 

Method: 385 patients were screened for eligibility and approached for informed 

consent/assent.  Patients working diagnosis was abstracted from patient charts and 

interviewed using M.I.N.I. Plus and researcher designed socio-demographic questionnaire. 

Comparisons made between working and M.I.N.I. Plus diagnosis.  

Results: A total of 385 patients interviewed. Over two-thirds (66%) were males and 34% 

females. The majority was in the 15 to 19 years (19%) and 20 to 24 years (20%) age groups 

with 41% had Family History of Mental Illness and 45% on their first admission. Drug 

Induced Psychosis, SUD, and Psychotic disorder were mainly the diagnosis on patient's 

charts with a substantial proportion (17.7%) undefined. M.I.N.I. Plus diagnosed all patients 

with the psychotic disorder the most common (74%), followed by Alcohol used disorder 

(AUD), Substance used disorder (SUD) and Post-traumatic stress disorder (PTSD). It was 

observed that 91% had more than one psychiatric morbidities and variation between 

diagnosis in patient's charts and diagnosis by MINI Plus with 23.1% SUD, 22.8% psychotic 

disorder, 9.5% major depression, 3.8% AUD and 0.5% of mania accurately diagnosed. 

Conclusion: The M.I.N.I. Plus revealed different types and patterns of psychiatric 

morbidities, comorbidities with a majority having more than psychiatric morbidities and 

observed significant discrepancies between working and M.I.N.I. Plus diagnosis with a 

majority of patients inaccurately diagnosed and substantial proportion with an undefined 

diagnosis.  

Recommendations: These results call for the training of all mental health workers on the 

routine use of screening and diagnostic tools to help in improving patient management. 
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CHAPTER ONE 

1.0 INTRODUCTION 

Mental health is an essential and integral component of health as defined by the World Health 

Organization (WHO) and is an issue of major concern in both the developed and developing 

countries with a lifetime risk of more than 25% for any psychiatric disorder (WHO, 2011). 

Most people are either directly or indirectly affected by mental illness, and about 14 % of 

global burden of disease is attributed to mental illness, a proportion that is projected to rise in 

many African countries (WHO, 2011). 

Proper and accurate diagnosis of mental illness with the ability to recognize specific disorders 

and comorbidities by health practitioners is essential in the management of ailment. 

Availability of specific prevalence rates of various forms of mental illness is important for 

planning mental health programs, where poor management would lead to both physical and 

psychological deterioration of mental condition (Jorm et al., 1997). 

The mean age of onset for most mental disorders was estimated at 14 years. With the 

advancing age, it has been observed that most onsets of psychiatric ailments are comorbid, 

with a 50.8% chance at the age of over 70 years as compared with comorbidities of 46.4% for 

mean lifetime prevalence (Kessler et al., 2005). 

Various studies conducted have given variations of mental disorders. In Europe 100 million 

people are estimated to suffer from anxiety and depressive disorders at any one time with 

over 21 million people expected to suffer from alcohol use disorders, 4 million from 

schizophrenia; 4 million from bipolar affective disorder; and 4 million from panic disorders 

(Alonso et al., 2014). 

In America, lifetime prevalence estimates have been documented with anxiety disorders at 

28.8%; mood disorders at 20.8%; impulse-control disorders at 24.8%; substance use disorders 

at 14.6%; unspecified disorder at 46.4% (Kessler et al., 2005).  

Many of African states continue to experience civil strife which has significantly contributed 

to some form of mental disorder with Post Traumatic Stress disorder accounting for more 

than a third of mental disorders of 1.5 million refugees in Africa (WHO, 2005). 

Sierra Leone, coming from a decade civil war, shares same challenges as most other 

developing nations in the management of mental patients. It estimated that of 715,000 people 
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suffering from mental disorders only about 2,000 received treatment within the country’s 

limited resources for mental health care service. The rate of relapse among treated individuals 

further worsened by limited in scope and trained personnel (Alemu et al., 2012). 

The country has one mental referral hospital and only one non-resident psychiatrist. It suffers 

from an acute shortage of adequately trained mental health care workers.With limited human 

resource for mental health, most patients are attended to by non-formal health care providers 

who are unable to manage psychiatric cases, referring the patients to formal mental health 

institutions when their conditions deteriorate (P. Alonso et al., 2012). 

This study aimed to determine the pattern of psychiatric morbidities and gaps in diagnosis in 

patients at the Sierra Leone psychiatric hospital, their social demographic characteristics and 

sources of referral to inform practice and policy on psychiatric care at the national referral 

hospital with the aim of increasing capacity building and resources for mental health. 

1.1 Problem Statement   

There is a lifetime risk of more than 25% for any psychiatric disorder both in the developed 

and developing World (WHO, 2005). In Sierra Leone, neuropsychiatric disorders are 

estimated to contribute to 4.1% of the global burden of disease (WHO, 2011). 

There is only one mental hospital serving a population of 6.5 million Sierra Leoneans (WHO, 

2012). In 2012, it was estimated that over 715,000 people were suffering from mental 

disorders, and only 2,000 receiving treatment within the country’s limited resources for 

mental health care service worsened by limited trained personnel (Alemu et al., 2012). 

Sierra Leone, a post-conflict country is still facing scars of the 11year civil war. Coupled with 

the recent outbreak of Ebola virus disease there will presumably be an increase in use of 

specialized services to manage psychiatric patients, hence, the nation will experience 

challenges in the management of mentally ill patients.  

1.2 Study Rationale 

Without well-defined, documented and known patterns of psychiatric morbidities, 

comorbidities, social demographic information of psychiatric patients presenting for care in 

Sierra Leone (WHO 2008), little information on psychiatric disorders patterns, precursors of 

mental illness and patient characteristics is available for use in management, decision, and 

policy formulation for health purposes at the SLPH.  
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Sierra Leone from a post-conflict era and with the advent of the recent Ebola outbreak which 

further weakened the fragile societal social structures and health systems, this study will, 

therefore, focus to determine the pattern of psychiatric morbidities and gap in diagnosis at 

Sierra Leone mental hospital which derives its patients from the whole country.  

Findings from this study will inform mental health care practitioners and policy makers on 

patterns and trends of psychiatric morbidities and comorbidities with inferred causative 

factors of mental disorders across cultural dimensions as observed at the Sierra Leone 

psychiatric hospital with the aim of designing facility and society based approaches for 

management of mental illness in Sierra Leone. 

These study findings will further inform on adequate priority investments in mental health 

services in Sierra Leone, particularly in the post-war conflict and Ebola epidemic both at the 

national level and at the peripheral primary units of health care level in Sierra Leone. The 

results of this study will also serve as a reference for further studies conducted at the 

SLPH.1.3  

1.3 Research Question 

What is the parttern of psychiatric morbidity and gaps in diagnosis among patients at the 

Sierra Leone Psychiatric hospital? 

1.4 Research Objectives 

1.4.1 Broad Objective 

The primary purpose of this study will be to determine the pattern of psychiatric morbidities 

and the gaps in diagnosis among patients at the Sierra Leone Psychiatric Hospital in Freetown 

Sierra Leone. 

1.4.2 Specific Objectives 

1. To determine the type and patterns of specific psychiatric disorders among patients at 

Sierra Leone Psychiatric Hospital. 

2. To determine the patterns of co-morbidities of psychiatric disorders among patients at 

the Sierra Leone psychiatric Hospital.  

3. To determine the gaps in diagnosis between working diagnosis and diagnosis based 

on MINI Plus 
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4. To determine the sources of referral ofpsychiatric patients to the Sierra Leone 

Psychiatric Hospital. 

5. To determine patient socio-demographic characteristics associated with psychiatric 

morbidities at the Sierra Leone Psychiatric Hospital. 

1.5 Hypothesis 

This study is a baseline cross-sectional descriptive study which is not hypothetically oriented 

thus no theory formulated 
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Figure 1: Mental Health Diagnosis and Referral Conceptual framework 
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CHAPTER TWO 

2.0 LITERATURE REVIEW 

2.1 Types and patterns of specific psychiatric disorders 

There are different types of psychiatric disorders, and their classification currently based on 

two widely use systems of classification, the International Classification of Diseases (ICD), 

produced by the WHO and the Diagnostic and Statistical Manual of Mental Disorders (DSM) 

generated by the American Psychiatric Association (APA, 2008). 

Timely and accurate diagnosis of psychiatric cases is important in establishing the pattern of 

various psychiatric morbidities and comorbidities which form an integral component in the 

management of psychiatric patients. The model of psychiatric disorders focuses on 

distributions of mental illnesses by age, gender, region, marital status, ethnicity and 

occupational status (Woodward, 1999). 

Mental disorders account for 13% of the total global burden of disease. In 2010 global mental 

health predicted high prevalence and disabilities from mental health problems as well as from 

substance use disorders accounted for 183·9 million of all DALYs worldwide (WHO, 2012) 

with the highest proportion of total DALYs occurring in people aged 10–29 years. (Harvey et 

al., 2013). 

Global coverage and data for mental health are inadequate because mental disorders remains 

a low priority (Amanda et al., 2013) with the general assumption of the lifetime prevalence of 

schizophrenia at less than 1% throughout the world. 

Few general population studies of psychotic disorders conducted with schizophrenia and 

bipolar I disorders being the most common psychotic disorders in England often with the 

ability to cause lifelong disability and increased physical morbidity with shortened life 

expectancy. In a prospective cohort study in Zurich, Switzerland from a population of 1979, 

it was observed that the weighted prevalence rates of psychiatric disorder were 48.6% with 

no significant gender differences (Angst et al., 2005). 

Similarly, in population studies conducted in metropolitan China the lifetime prevalence of 

any DSM-IV psychotic disorder was 7.0% with major depressive disorders at 2% %. (Kessler 

et al., 2006). 

In a household survey of 4351 adults in South Africa and by use of (CIDI) to generate 

diagnoses. It was observed that lifetime prevalence of anxiety disorders to be 15.8%, mood 

disorders 9.8%, and any disease 30.3% (Dan J. Stein et al., 2008). 
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In a household survey study conducted in Yoruba speaking parts of Nigeria by the use of 

CIDI among the 4984 respondents, 12.1% had a lifetime rate of at least one DSM–IV 

disorder and 5.8% with anxiety disorders at 5.7% (Gureje et al., 2006). 

Data from WHO and Ministry of Health and Sanitation showed that more than 100,000 Sierra 

Leoneans of over 12 years of age were severely depressed with an additional 50,000 to be 

psychotic and another 200,000 reporting some form of substance abuse (MHLAP, 2012). 

In Sierra Leone, there is limited information on the prevalence of mental illness to inform on 

mental health practice. In a 2002 post-conflict study conducted by Ministry of Health, 

psychiatric prevalence rates were higher than the global prevalence of 3%. With 2% for 

psychosis at 2%, 4% for severe depression; 4% for severe substance abuse; 1% for mental 

retardation and 1% for epilepsy (WHO, 2012). 

In a cross-sectional descriptive study conducted at the King George Hospital, Andhra 

Medical College Visakhapatnam in India and diagnosis guidelines done as per ICD-10 among 

78 patients it was observed that of the 23% of the patients were diagnosed with psychosis (G. 

Kumar, et al. 2015).  

In a study to determine the underlying Diagnostic and Statistical Manual of Mental Disorders 

- Fourth Edition (DSM-IV) disorders among 138 patients with a working diagnosis of 

“psychosis” at Mathari Psychiatric Hospital in Kenya. It was found that schizophrenic 

disorders were at 52.9% and Bipolar disorders at 47.8% (Ndetei et al., 2007).   

In a study to describe the results of a free outpatient mental health program delivered by non-

specialist health workers in Makeni, Sierra Leone through assessment of 549 patients, 53.7% 

(n=295) were diagnosed as suffering from psychotic disorders (P. Alonso et al., 2014) 

2.1.1 Schizophrenia 

Schizophrenia is a severe form of a psychiatric disorder characterized by a disturbance of 

thinking, perception, and emotions, disorganized speech, grossly disorganized or catatonic 

behavior. This disorder affects 0.7% of the world’s population with the ability to cause 

lifelong disabilities with onset in young adults. Schizophrenia has been found to be higher in 

men compared with women in the ratio of 1:4 (Aleman et al., 2003). 

Schizophrenia caused a high degree of disability accounting for 1.1% of total DALYs, 2.8% 

of YLDs and listed as the 8th leading cause of DALYs worldwide among persons of 15-44 

years. (WHO, 2005). 
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In a cross-sectional study conducted in Kenya among inpatients admitted at the national 

referral hospital by use of DSM-IV, it was observed that 51% of the cases diagnosed were 

schizophrenia with tactile hallucinations reported at 2.8% of the cases (D. N’detei et al., 

2008). 

In a study conducted in seven West African countries, among 1080 respondents who met the 

criteria for one of DSM-IV hallucinations associated with schizophrenia were 90.8%, 53.9% 

for Ghana and 50.8% for Nigeria. (Neely Myers, 2011). 

2.1.2 Depression 

Depression is an emotional expression of a state of ego-helplessness and ego-powerlessness 

to live up to certain firmly maintained narcissistic aspirations with a result in elation and 

feeling of helplessness. (APA, 2012)  

Depression is often comorbid with other chronic diseases and accounts for 40·5% of DALYs 

caused by mental health (WHO, 2012). Physical chronic illnesses, as well as socioeconomic 

factors, are the major contributing factors to depression 

In a WHO Study conducted in 60 countries among adults aged 18 years and older by use of 

ICD-10 criteria prevalence, it was observed that an average of between 9·3% and 23·0% of 

participants with one or more chronic physical disease was in comorbidity with depression 

(Moussavi et al., 2007). 

In a community-based study on the prevalence of the post-war depressive disorder in Rwanda 

and from a random sample of respondents by use of Hopkins symptom checklist, of the three 

hundred and sixty-eight respondents 15.5% had major depression. (Hebertson et al., 2013) 

In Sierra Leone a study by P. Alonso et al. (2011) in identification and treatment of mental 

disorders it reported that depressive mood accounted for 15.8% of the 549 patients with cases 

which included low mood, hopelessness, helplessness, worthlessness, loss of energy, and loss 

of interest in pleasurable activities. 

2.1.3 Post-traumatic Stress Disorder 

Post-traumatic stress disorder is a disabling condition characterized by flashbacks and 

nightmares, avoidance and numbing, and hyper-vigilance caused by an external, traumatic 

event. ICD-10 describes a traumatic stressor as: ‘a stressful event or situation of either brief 

or long duration) of an exceptionally threatening or catastrophic nature, which is likely to 

cause pervasive distress in almost anyone. (Bebbington et al., 2011). 
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Weich et al. (2007) in an adult psychiatric morbidity survey in England observed that third 

(33.3%) of people reported having experienced a traumatic event since the age of 16. The 

experience of trauma in adulthood was higher in men (35.2%) than women (31.5%). 

In a cross-sectional descriptive study in Kenya, to establish the prevalence of PTSD among 

one hundred and eighty-one Mau Mau survivors using the SCID and the IES-R, it was 

observed by DSM-IV-TR diagnosis that PTSD accounted for 65.7% cases among the 

survivors who associated with higher IES-R scores and older age, lower income. (Atwoli et 

al., 2006). 

A survey study conducted in Liberia by the American Medical Association among the 

general population it was reported that 44% of adults exhibited symptoms of PTSD with the 

likelihood of mental care as only 15% of patients in the country accessed mental health care 

(M. Dovi, 2013). Whereas, in a study by Okulate et al. (2006) in Nigeria on hospitalized 

military men the prevalence rate for PTSD was found to be 22%.  

A study by Betancourt et al., (2013) on the risk and protective factors associated with PTSD 

symptom change among 243 former child soldiers in Sierra Leone. It noted that symptoms of 

PTSD significantly related to war experiences (P<0.01) and post-conflict family abuse 

(P<0.001) with worsening symptoms of PTSD related to the death of a parent (P<0.05). 

2.1.4 Anxiety disorders 

Anxiety is normal human emotion, and a disease occurs when the condition impedes personal 

ability to lead a normal life. Anxiety consists of wide range of different mental conditions as 

defined by DSM-IV, ICD-10 ranging from panic disorders, and generalized anxiety disorders 

including phobias and social phobia and agoraphobia. 

Global burden of stress is not well known. In a study by Baxter et al. (2014) by use of 

Bayesian regression, it was observed that anxiety was the sixth leading cause of YLDS both 

low, middle.  High-Income Countries were accounting for 390 DALYS per 100,000 persons 

in 2010 with an onset at 15-24 years with females accounting for 65%. 

Panic disorders are characterized panic attacks with spontaneous occurrence associated with 

subsequent enduring expectations and is estimated to have 3-5% world monthly prevalence 

(Andin et al., 2005). 

Herman et al. 2009 in a population-based study of common mental disorders by use of CIDI 

from a sample of 4351 South African adults. The lifetime prevalence of any disorder was at 

30% with anxiety disorders at 15.8%. Of the various forms of disorders panic disorders were 
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at 1.2%, agoraphobia and panic disorder at 9.8% social phobia at 2.8%, generalized anxiety 

disorder at 2.7% and any anxiety disorder at 15.8%. 

Gureje et al. (2006) in a large-scale community study of household face to face interview by 

use of WHM- CIDI among 4984 respondents, anxiety observed as the most common disorder 

at 5.7% lifetime prevalence and 4.1% for 12-month prevalence. 

In a cross-sectional study by Betancourt et al. (2011) in Sierra Leone on war-affected youth 

and 260 former child soldiers, it was observed that females demonstrated significantly higher 

scores of depression and anxiety than boys 80% vs. 52% of males. 

2.1.5 Substance Use Disorder 

Substance-induced psychotic disorders are hallucinations or delusions that are judged to be 

due to the direct physiological effects of a substance through drug of abuse, medication, or a 

toxin exposure (J. Peralla, 2013). 

Substance use disorders accounted for 17·4% of all DALYs in 2010 globally and the leading 

cause of YLDs with reported 10·9%, from illicit drug use disorders and 9·6% from alcohol 

use disorders (WHO, 2010).  

In a population survey study in South Africa, it was observed that lifetime prevalence of 

substance use disorders among adults was (13.4%) with the median age among adults at 21 

across all ethnic groups (Dan J. Stein et al., 2009).  

In yet another study by Agbahowe et al. (1998) on psychiatric morbidities among convicted 

inmates in Nigeria, it was noted that twenty-five inmates had past histories of drug 

abuse before incarceration, including cannabis (11%) and alcohol (13%).  

Data from the Ministry of Health and WHO showed that more than 100,000 Sierra Leoneans 

over 12 years of age were severely depressed with an additional 50,000 psychotics, and 

200,000 reported some form of substance abuse out of a population slightly above six 

million. 

Similar studies have revealed that there is a high rate of both production and consumption of 

alcohol and illicit drugs in Sierra Leone among the young population with an estimated 90% 

of admissions to the Sierra Leone psychiatric hospital being drug-related (WHO, 2012). 

A survey conducted in some communities and prisons in Sierra Leone revealed that 79% of 

the respondents used cannabis, 28% used cocaine, 26% used heroin and some used multiple 

drugs (Mh LAP 2012).  
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Another study conducted in Makeni Sierra Leone from a total of 549 patients it was reported 

that 33.1% had drug use disorder with the most abused drug being nicotine, alcohol or 

cannabis (P. Alonso et al., 2011). 

In a WHO Country Cooperation Strategy, 2008–2013 survey conducted in some communities 

and prisons in Sierra Leone revealed that 79% of the respondents used cannabis, 28% used 

cocaine, 26% used heroin and some used multiple drugs. The study further showed that some 

children aged 7-8 years were also taking drugs. Substances that are not under international 

control such as alcohol, tobacco, sedatives and hard drinks are also widely used. 

2.2 Patterns of co-morbidities of psychiatric disorders 

Psychiatric comorbidity refers to cases in which a distinct additional clinical entity’ occurred 

during the clinical course of a patient having an index disease. It also involves cases in which 

a patient receives both a psychiatric and a general medical diagnosis and also cases in which 

a patient receives two or more psychiatric diagnoses (Feinstein, 1970). 

In a cross-sectional psychiatric epidemiological study in Europe by use of Composite 

International Diagnostic Interview (WMH-CIDI) on 21 425 respondents, there were 

associations between anxiety and mood disorders and between phobia and alcohol abuse (J. 

Alonso et al., 2004). 

In a face-to-face household survey in the United States by use of CIDI, it was observed that 

lifetime psychiatric cases 72.1% had comorbid disorders, with MDD (Ronald C et al., 2003)  

In a similar study in 12-month face survey among 43,000 adults in the United States by use of 

l3 DSM-IV, major depressive disorder (MDD) was 5.28% at 95% CI. Both current and 

lifetime MDD significantly associated with other specific psychiatric disorders, notably 

substance dependence, panic and generalized anxiety disorder, and several personality 

disorders (Hasin Ds et al., 2005). 

In South Africa, in a prospective descriptive study conducted to examine the prevalence of 

substance use disorder among 298 adult psychiatric inpatients at Stikland Hospital in the 

Western Cape, co-morbid substance abuse disorder was diagnosed in 51% of patients 

(Pienaar et al., 2009). 

In a clinical epidemiology study on patients admitted at the Mathari Hospital by the use of 

SCID-1, the number of DSM-IV diagnosis exceed the total number of patients indicating high 

co-morbidity of psychiatric disorders (Ndetei et al., 2008). 
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In Nigeria, Y. Armiya’u (2013) conducted a study in Jos prison by use of CIDI. Depression, 

and generalized anxiety disorder found in 48.7% among subjects who reported substance 

abuse which was found similar to study conducted in South Africa in which substance use 

disorder and depression with anxiety disorder found in 42.0% and 23.3% of the subjects 

respectively  

2.3 Gaps in diagnosis of mental disorders 

Mental health literacy has the knowledge and ability to identify a mental disorder correctly by 

medical professionals on risk factors and causes of mental illness (Soo Gim Yeo et al., 2001) 

especially in the identification of vignettes of depression, schizophrenia, and mania which 

determines the subsequent preferred treatment. 

Recognition of mental illness is an important determinant of treatment seeking behavior with 

failure to identify comorbidities in psychiatric care attributed to lack of knowledge by health 

care workers on the different types and subtypes of mental illnesses (P. Alonso et al., 2011). 

In a study conducted in Singapore psychiatric hospital by two groups of trained nurses, it was 

observed that the groups were less accurate in diagnosing depression and mania (Soo Gim 

Yeo et al., 2001). 

In a study by G. Kumar et al. (2007) among the inpatients referred for psychiatric 

consultation from other departments of King George Hospital over a period of one year. It 

observed that 48.72% of the 78 cases did not have a working diagnosis. 

In a South Africa study conducted in the Western Province, it was found that over 94% of 

nurses and social workers were not able to correctly diagnose and manage disorders 

associated with schizophrenia (P. Alonso et al., 2004). 

In a retrospective review of the clinical charts in Kenya, among 240 bipolar outpatients with 

psychotic symptoms. More than half of the patients (61.5%) received a different diagnosis at 

first contact with a higher number of manic recurrences (F=5.25, p=0.023), and depressive 

recurrences (F=7.13, p=0.008) (Ndetei et al., 2008). 

In a similar cross-sectional study carried out at Mathari Mental Hospital in Kenya (Ndetei et 

al., 2008) established that DSM-IV result showed that 33.3% had multiple traumatic events, 

yet only 7.4 initially diagnosed with PTSD. 

2.4 Diagnostic tools in Psychiatry 

Diagnostic tools are instruments used by mental health care professionals for understanding 

and describing clinical syndromes.  
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Psychiatric diagnoses are categorized by Diagnostic Statistical Manual (DSM) with various 

editions I to V (DSM I-V) which cover all mental health disorders for both adults and 

children listing causes of the disorders regarding onset, gender, and prognosis. DSM provided 

a standardized classification for diagnosis of mental health disorders and linked to 

International Classification of Disease (ICD) (APA, 2000).  

DSM has been used to measure reliability and a standard cut-off score of 5 for classification 

and 4 for accuracy (Kessler et al., 1998). 

The World Mental Health WMH-CIDI is a fully structured interview used by trained mental 

health professional or interviewer for assessment of mental disorders as per the ICD and 

DSM definitions allowing for measurement of prevalence, severity, burden of disease and 

gaps in treatment outcomes. The accuracy of CIDI ranges from low of 93% for major 

depressive episodes to 99% for generalized anxiety disorders (Kessler et al., 1998). 

The Mini international neuropsychiatric interview (Mini Plus) is a short structured interview 

which enables researchers to make a diagnosis according to DSM-IV and ICD 10 used for 

short time administration of between 15-20 minutes. It is widely used, though accuracy, and 

clinical utility in the diagnosis of cognitive ailments is not entirely known. The tool offers 

modest accuracy with the best value for ruling out a diagnosis of dementia in primary care. A 

meta-analysis study of 34 dementias and five cognitive impairments, the mini plus, had a 

pooled sensitivity of 79.8% specificity of 81.3%, positive predictive value of 86.3% and a 

negative predictive value of 73% (Sheehan et al., 1998). 

2.5 Source of referral for psychiatric patients 

These are requests made by a person, organization other parties or patients to a health care 

provider of the facility to provide health service (Miller-Keane, 1997). 

2.5.1 Cultural and faith healers 

Cultural and religious beliefs significantly contribute in furnishing mental health need. Many 

mentally ill patients are not taken to seek medical attention. In Oman, a study conducted 

among adolescents and youth using DSM-IV classification for a mental disorder. Lifetime 

cases of making treatment contacts were 5.2% with males significantly associated with less 

likelihood of making treatment contact when suffering Bipolar Disorder (p = 0.000) with 

Females 13.5 times more likely to avail treatment (Al Riyami et al., 2009). 

In a European study on 21425 non-institutionalized individuals aged 18 years and over on 

patterns of use of mental health services, it observed 6.4% consulted formal health services in 
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the previous 12 months. With the conclusion that the use of health services is limited to 

individuals with mental disorders (J. Alonso et al., 2004). 

In India a study in a private psychiatric hospital in North India on socio-demographic of 

patients who sought the psychiatric consultation of the 2880 respondents admitted at the 

hospital, a majority of the patients 88% had visited faith healers with only 2.12% of the 

patients reporting improvement after receiving treatment from a faith healer. (Bathla et al., 

2015). In another study in India by Mishra et al. (2011) of two hundred new patients visiting 

an outpatient psychiatric service at a tertiary care hospital interviewed, it was reported that 

Psychiatrists were the first choice in point care at 45% of the cases followed by no psychiatric 

physicians and religious faith healers. 

D. Bhugra (2003) conducted a study to determine experiences of spiritual healing among 198 

psychiatric patients attending a hospital in Tamil Nadu, South India. 45% of respondents had 

sought between 1 and 15 sessions from either Hindu, Muslim or Christian healers. Majority 

91% had discontinued such treatment at the time of their hospital attendance. 

In South Africa, a similar study was conducted on 3651 patients who had visited traditional 

and faith healers. They reported to had spent more time and resources consulting a traditional 

healer than Western conventional health practitioner. The mean duration of 43 minutes for a 

consultation with a traditional healer, and 32 minutes for a Western medical practitioner and 

average costs of R321 and R318 for consulting a traditional healer and Western health 

practitioner per year respectively. (Katherine Sorsdahl et al., 2009). 

In a prospective study conducted at Muhimbili National Hospital in Tanzania to examine the 

medical referral patterns among 11,412 patients, 72.5% were self-referrals with those 

formally referred from other health services with 96.3% citing lack of expertise and 

equipment (Simba et al., 2008). A Clinical Interview Schedule to determine the prevalence of 

mental disorders in 178 patients from Primary Health Clinics and 176 from Traditional 

Healers Centers in Tanzania, it was observed that the prevalence of common mental disorders 

among traditional healers’ centers was at 48% double that of primary health centers at 24%. 

(M. Charua et al., 2003). 

OA Abiodun (1995) observed that over 95% of 238 patients who were interviewed in a study 

to determine the source of referral in a Nigeria study to have at one point contacted traditional 

and or religious healers on the onset of their mental illness. 

In Sierra Leone, a survey study conducted among 389 psychiatric patients (70.8%) reported 

having visited a traditional healer before contacting the mental health program. The 
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percentage was significantly higher among women at 77.1% than men χ²=8.2, p<0.01 (P. 

Alonso et al., 2004) Similarly, Gesler and Nahim (1984) found that 35.5% of inpatients and 

65.2% of outpatients attending the Kissy Mental Hospital had previously contacted a 

traditional healer. 

2.5.2 Department of Medicine and other hospitals  

In a cross-sectional descriptive study, conducted at King George Hospital, Andhra Medical 

College Visakhapatnam from a total of 78 patients was referred for psychiatric consultation. 

It was observed that majority of the psychiatric referrals (84%) were from the department of 

medicine (G. Kumar et al., 2015) 

2.5.3 Police referrals 

A study conducted in California USA Watson et al. (1993), on the appropriateness of police 

referrals to psychiatric emergency services observed that 186 of patients referred by police 

and hospitalized were more dangerous to others and more likely to have a criminal record. 

Currier (2003) conducted a study on 379 patients in the psychiatric emergency service to 

determine patient sources. It observed that 26% of the patients were brought by police under 

mental health arrest the rest of the 74 percent referred by other health care providers, the 

patients themselves, or other sources.  

2.5.4 Homeless persons and street urchins 

Studies conducted have established have a high prevalence of mental disorders among 

homeless individuals and street urchin with severe cases of substance use. In a study carried 

out among urban homeless populations in urban Brazilian cities about 50% had one form of 

mental disorders and were refered by others to psychiatric hospital (Lovisi et al., 2003). 

2.5.5 Family/ Relative referrals 

In a study conducted among 238 patients who attended mental health services in Ilorin, 

Nigeria to determine the routes they took to psychiatric care, family members played 

important roles in patients' decisions about the type of practitioner to consult (Abiodun, 

1995). 
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2.5.6 Prisons and jails 

In a study of 193 prisoners in Durban South Africa, it was observed that 23.3% of inmates 

diagnosed with current psychotic, bipolar, depressive and anxiety disorders not treated in 

prison but referrals preferred to psychiatric hospitals (Naidoo & Mkize, 2012). 

In a comparative study among prisoners in Nigeria prison who made up more than 35% of the 

source of referral, it was observed that that over one-third of inmates sampled had a mental 

disorder (Agbahowe et al., 1998). 

2.6. Socio-demographic characteristics associated with psychiatric morbidities 

Studies dating have shown that mental conditions in the general population were related to 

age, level of income, unemployment, educational underachievement, cultural aspects and 

marital status (Agerbo, 2002). 

2.6.1. Age 

Global burden of disease (2010) indicates that many older adults are at risk of developing 

mental disorders, neurological disorders or substance use problems as well as physical illness 

or disability with Over 20% of adults aged 60 and over suffer from a mental or neurological 

disorder. 

The first onset of many mental disorders usually occurs in childhood or adolescence in 

population-based epidemiologic studies to estimate the rates and patterns of major depression 

and bipolar disorder based on cross-national epidemiologic surveys it observed that the mean 

onset age ranging from 24.8-34.8 years with rates of major depression higher in women than 

in men. (Weissman et al., 1996). 

In Canada, community health study by use of CIDI observed that the peak of lifetime 

prevalence of major depressive episode was between 15 to 25 years. With the prevalence of 

major depressions more in women than in men and was not related to the level of education. 

But medical condition, unemployment income and marital status (Moussavi et al., 2007) 

A study by Kramer et al. (1985) in the USA in an extensive analysis of the prevalence of 

morbidities by age observed that mental morbidities among older and younger groups 

differed within different types of conditions. Among the older group of 65 to 74 years, 

alcohol use disorder was 2.1% and 6.5% among those below 64 years. 

Psychiatric comorbidities existed in general populations (J. Alonso et al., 2004) and 

associated with gender age and occupation. Younger people were at greater risk for 

comorbidity of alcohol disorder with mood, anxiety disorders or both. 
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War-related violence, as well as cultural practices such as genital mutilation in many 

resource-deprived countries in Africa, expose minors to more posttraumatic stress disorders 

depression and trauma (Benjet Corina, 2010). 

In South Africa, through a household survey by use of (CIDI) to generate diagnoses among 

4351 adult respondents; it observed that the median age at onset of substance use disorder 

was earlier than the average for anxiety disorders or mood disorders (Stein et al., 2008). 

In a descriptive analysis study at the Amuel Psychiatric Hospital in Ethiopia, it was observed 

that nearly three-quarters were men, and aged 30 years and younger (A. Fekadu, 2007) 

A study by Hugh C, (2001) conducted in two communities aged 65 and over among Yoruba 

in Ibadan Nigeria and African Americans in Indianapolis it observed that the prevalence rates 

of dementia and Alzheimer's disease increased consistently with advancing age in both study 

groups.  

P. Alonso et al. (2014) study, to describe the results of a free outpatient mental health 

program delivered by non-specialist health workers in Makeni, Sierra Leone; observed the 

mean age at onset of the mental disorder in years was at 24.3 for males and 31.5 for females.  

2.6.2. Gender 

Sex has been shown to be a determinant feature in different kinds of mental health where men 

and women experience different types of mental disorders with the ladies exceeding men in 

internalizing disorders such as depression and anxiety while men exhibit more externalizing 

disorders such as substance abuse (Rosenfield, 2012). 

In a cohort-country survey among 72 933 studies to evaluate variation in gender differences 

in lifetime mental illness across cohorts in 15 countries, it was observed that women had 

more anxiety and mood disorders than men, and men had more externalizing and substance 

disorders than women (Kessler et al., 2009). 

Bebbington et al. (2011) in an adult household psychiatric morbidity survey in England 

observed that women were more likely than men to have a mental disorder at 19.7% and 

12.5% respectively with the rates more pronounced in women among 45-54-year-olds and 

men at 25-54-year-olds. 

Lépine, et al. (2010) in a transversal survey carried out between 2001 and 2003 of non-

institutionalized subjects aged 18 or over in the general population of six European countries 

using the WMH-CIDI observed that the comorbidity of mood and anxiety disorders was more 

frequent in women, younger subjects and those living alone. 
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P. Alonso et al. (2004) in a study of psychiatric patients in Makeni Sierra Leone of on the 

primary psychiatric diagnoses observed that psychotic and substance use disorders were 

significantly more common among men, whereas women presented significantly higher rates 

of affective episodes and dementia. 

2.6.3 Level of Education 

Access to education is an essential building block for human and economic development. 

Globally, only 5% of children with physical or mental disabilities complete primary school 

with the situation being worse in developing countries where 98% of children with 

disabilities not enrolled in school, and 99% of girls with disabilities are illiterate (Richler, 

2004). 

 Kua et al. (2007) among 100 Chinese psychiatric patients in a psychiatric unit in Singapore it 

was patients reported that their illnesses were due to spirit possession but not related to an 

educational status where sex and educational status not associated with the tendency to seek 

help from the traditional healer. 

Ndetei et al. (2009) in a cross-sectional survey conducted in 10 health facilities in Kenya 

among admitted psychiatry patients, observed that 31.6% of psychiatric patients had attained 

primary level education with only 4.8%   having acquired a university education.  

In Sierra Leone in 2010, the percentage of illiterate persons of above 15 years old among 

males was between 48.3 and 71.1 (WHO, 2012). 

P. Alonso et al. (2004), describe the results of a free outpatient mental health program 

delivered by non-specialist health workers in Makeni among 549 patients. It observed 14.3% 

of patients had no education, a majority of the patients had at least primary and secondary 

education with 26.6% and 62% of men attaining primary and secondary schooling 

respectively while 26.1% and 42.7% of female achieving primary and high school 

respectively. 

2.6.4 Economic aspects 

Unemployment is one of the most important causes of social exclusion among adults of 

working age often associated with low income, social isolation, and low self-esteem. 

There is a documented relationship between unemployment and poor health. The unemployed 

in the United States of America tend to have higher levels of impaired mental health with 

higher levels of depression being as a direct result of unemployment (Pharr et al., 2012). 
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The meta-analysis effect of unemployment on mental health in a cross-sectional study by 

Moser et al. (2009) unemployed persons showed more distress than employed individuals 

with the average number of persons with psychological problems among the unemployed at 

34%, compared to 16% among employed individuals. 

The level of youth unemployment in Sierra Leone was estimated at 46%, being among the 

highest in the West African sub-region. People living in poverty may have fewer educational 

and employment opportunities and may be exposed to adverse living conditions, thus placing 

them at higher risk of psychological stress (WHO, 2012). 

2.6.5 Social cultural 

Culture is a set of norms, meanings, and values or reference points utilized by members of a 

particular society to construct their unique view of the world and ascertain their identity. 

Which contains some variables such as language, traditions, values, religious beliefs, moral 

thoughts and practices, gender and sexual orientation, and socio-economic status (Alarcon et 

al., 2009). 

Many communities’ belief that evil spirits cause most mental illnesses and as such require 

spiritual intervention. A qualitative survey in Malaysia it found that psychiatric patients who 

believed in supernatural causes were more likely to make use of traditional healers and were 

less willing to comply with medication (Al Riyami et al., 2009). 

Cross-cultural and geographical variation has been shown to have relation with depressive 

disorders, Copeland et al. (1999) from thirty-four comparative studies conducted it observed 

that major depression was relatively rare among the elderly with a prevalence of 1.8% and 

depression high among women and older people living under adverse socio-economic 

circumstances. 
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CHAPTER THREE 

3.0 METHODOLOGY 

3.1 Study design 

The study was a hospital based cross-sectional descriptive design to determine the pattern of 

psychiatric morbidity and gaps in diagnosis among patients at the Sierra Leone Psychiatric 

Hospital. 

3.2 Study Site description 

The study was conducted at the Sierra Leone Psychiatric Hospital, formerly Kissy mental 

hospital in Freetown.  It is Sierra Leone’s only premier psychiatric hospital since 1820, which 

also serves as a training center for medical, clinical and nursing officer interns.   

The facility is a 400 bed capacity with ten wards (three female and seven male wards) and 

offers both inpatient and outpatient services for the mentally challenged with an average 

annual patient turnover of 1,184 (Hospital Management Records, 2015).     

Services provided at the hospital are based on the medical care model which does not include 

services such as rehabilitation and occupational therapy. The hospital serves a total of 155 

inpatients and over 400 outpatients at any one give time and admit patients aged 15 years and 

above. 

3.4 Study population  

The study population was patients receiving psychiatric care in Sierra Leone. 

3.5 Target or sample population 

The target population consisted of both in and outpatients receiving care at the Sierra Leone 

Psychiatric Hospital. 

3.6 Eligibility criteria 

3.6.1 Inclusion Criteria 

Psychiatric in and outpatients aged 15 years and above- the lowest age of admission. 

Patients who communicated in English 

Patients who gave informed consent 

Patients under 18years who gave assent and whose parents/guardians gave consent 
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3.6.2 Exclusion criteria 

Patients below the age of 15 years 

Refusal to participate in the study. 

Patients unable to communicate 

3.7 Sample size and sample determination 

The study sample was drawn from the target population which comprised of 385 study 

subjects as derived from (Fishers et al., 1998) in sample size determination as shown below 

 
 

Where; 

n = desired sample size 

Z = Standard normal distribution set at 1.96 which correspond with 95% confidence level. 

P = estimated proportion of an attribute that is present in the population (0.05) 

d= desired level of precision at 0.05 or 5% 

Substituting in the formula, 

n = 385 

3.8 Sampling method 

Inpatients admitted during the study period were recruited through convinence sampling and 

outpatients on follow-up at the clinic were recruited through a systematic random sampling of 

every 2nd patient in the outpatient clinic queue. Recruitment continued until the desired 

sample size achieved. 

3.9 Data collection 

Data was collected using clinician-administered interview 

3.10 Data collection instruments 

3.10.1 Researcher designed sociodemographic questionnaire 

This questionnaire was used for collection of data on the different variables under study 

which included age, sex, education, occupation, nationality, income, duration of illness, 

duration of admission, the source of referral, past psychiatric history and family history. 

n 
Z2	x	P	(1-P)	

d2 
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3.10.2 Mini International Neuropsychiatric Interview (M.I.N.I.) Plus 

Primary data for the study used a short diagnostic structured interview (DSI) called Mini plus 

(Appendix 3) for the collection of quantitative data on type and prevalence of psychiatric 

disorders. The MINI-International Neuropsychiatric Interview (M.I.N.I. (-Plus)), is a 

structured diagnostic interview tool. It was developed to assess the diagnoses of psychiatric 

patients according to DSM-IV and ICD-10 criteria in less time than other diagnostic 

interviews such as the Structured Clinical Interview for DSM-IV Disorders (SCID), the 

Composite International Diagnostic Interview (CIDI) or the Schedules for Clinical 

Assessment in Neuropsychiatry (SCAN) tend to take. The good psychometric characteristics 

of the MINI (-Plus) make it an excellent choice for research purposes. Because of its brevity 

(20-30 minutes) the interview seems to be especially convenient for diagnosing psychiatric 

patients in everyday clinical practice. It demonstrates excellent sensitivity, specificity, 

validity and reliability in the assessment of mental disorders (D.V. Sheehan et al., 1998). It 

picks disorders in DSM IV and ICD 10 as shown in Appendix 3. 

3.11 Recruitment procedures 

Recruitment of study participants was from two different populations in and outpatients 

seeking psychiatric care at the Sierra Leone Psychiatric Hospital, who met the inclusion 

criteria. All consenting inpatients meeting inclusion criteria were recruited from the 

admission wards as well as consenting outpatients on follow-up who visited the Sierra Leone 

Psychiatric Hospital on Mondays, Wednesdays, and Fridays using a systematic sampling 

method where every second patient selected for the interview. 

The purpose of the study explained to participants by the researcher. 

Study participants willing to take part in the study were given a consent document to read, 

comment or allowed to asked question after which they proceeded to voluntarily signed the 

informed consent or assent form. Those that declined to sign the consent/assent form were 

excluded from the study and asked to continue treatment at the Sierra Leone Psychiatric 

Hospital. Also, those that opted to withdraw after signing the consent/assent form continued 

to have access to treatment at the hospital.  

The researcher proceeded to administer the questionnaire and screened the participants using 

the MINI plus assessment tool. 
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3.12 Data collection procedures 

Data collection for this study commenced in December 2015 and ended in March 2016. A 

total of 10 participants were interviewed and screened for psychiatric morbidity per day. The 

staff at the Sierra Leone Psychiatric Hospital informed of the study and its purpose. 

The researcher administered a researcher designed questionnaires to obtain sociodemographic 

characteristics and the Mini plus to screened for psychiatric morbidities among patients. 

Hospital files were used to obtained patients’ diagnoses to determined any discrepancies with 

diagnosis using the MINI plus screening tool.  

Serial numbers were used to protect patients’ identity. Before the end of every interview 

completeness of the questionnaires was assayed after which patients were thank and the 

interview terminated. 

Questions from the standardized tool were read out in English up to a maximum of three 

times to the participant, and if they didn’t understand, the question was skipped. The process 

lasted for 30 minutes. There were eight (8) refusals. 
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Figure 2: Flowchart 
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3.13 Study quality assurance 

In this study data quality assurance was achieved by ensuring assessments done by the 

researcher himself. Double data entry was done to ensure the quality of data entered, and a 

qualified statistician was engaged to support the researcher analyzed the data.  

During collection and entry of data, a validation process to check on outliers, which were 

extreme values for a variable lying outside the statistical model and with the ability to tilt data 

findings identified and narratives given to explained occurrence of valid outliers. 

Entries checked for any missing values by sorting out data fields for discrepancies by editing, 

cleaning, verifying, cross-checking as well as double-checking of questionnaire codes. 

During data entry and digitization, data entry screens were set to pick out anomalies, choice 

list in the questionnaire and the Mini Plus limited the amount of data typed.  

Random samples of digital data were verified against the original data to check for 

completeness, this entailed use of a collaborator other than the principle investigator to enter 

the data. 

3.14 Data management and analysis 

Data was collected using a researcher-designed socio-demographic questionnaire and a 

standardized MINI plus diagnostic tool. 

There were quick checks of completed questionnaires to ensure the correct flow of data 

collection process. The initial set of data fed into data analysis tools for a quick preview of 

projected information. Data quality backchecks done on the research tools to authenticate that 

actual interview process was done by the investigator as well as for clarification of missing 

data from the respondent as appeared in the questionnaires.  

Data collected from questionnaires was coded. Entry and analysis of data were done using 

SPSS version 22 which further helped in detecting errors and anomalies and stored into a 

password protected Microsoft Access Database.  

Descriptive statistics was carried out for continuous variables and frequency tables generated 

for categorical variables. Inferential was at 95% confidence intervals to determine the 

statistical significance of the relations between the dependent variable and the independent 

variables. 

Information from questionnaires presented in tables and charts for interpretation and 

discussion. 
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3.15 Study finding dissemination plan 

Findings of this study shared with different structures which will facilitate wholly or in part 

of the survey undertakings, for mental health policy development in Kenya and Sierra Leone. 

The research report will be shared with the Department of the Psychiatry University of 

Nairobi, Ministry of Health and Sanitation Sierra Leone for policy framework of mental 

health. 

Findings of the study will also be share and publications made available to the University of 

Nairobi and the College of Medicine and Allied Health Sciences Library, University of Sierra 

Leone. 

Research report findings will be disseminated to the Ministry of Health and Sanitation 

through Sierra Leone Psychiatric Hospital for improvement of mental health services at the 

facility as well as to the community from which the health institution derives its patients. 

3.16 Ethical Considerations 

Approvals to undertake this study obtained from University of Nairobi/Kenyatta National 

Hospital Ethics Review Committee and the Sierra Leone Ethics and Scientific Research 

Committee as well an acknowledgment from Medical Superintendent Sierra Leone 

Psychiatric Hospital.  

All respondents voluntarily participated. Information regarding the purpose of study and 

nature of the survey given to participants before their involvement in the study. A written 

consent/assent was given and translated to the respondents who were encouraged to asked 

questions about the study. 

Respondents in the survey assured of the confidentiality of their information to the research 

as serial numbers were used on the questionnaires instead of names and coded hard copies of 

questionnaires and Mini Plus locked in cabinets which will only be accessible to the 

researcher. The information obtained will also be available to the supervisors via password 

protection.  

For completeness and accuracy of data collection, all questionnaires were checked to ensure 

all data had been collected and recorded accordingly. There were no voice or video recording 

of study participants.  

Only those who accepted to participate in the study willingly and met the inclusion criteria 

were interviewed and screened for psychiatric morbidities as per the ethical guidelines. Their 
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participation in the study was voluntary, and any information given was guarded as be private 

and confidential.  

The hospital staff informed about the research, dates for data collection communicated to 

them for their full cooperation and ethical standards maintained throughout the process. 

There was no financial inducement to any respondent and no discrimination of those 

interviewed. 

3.17 Potential benefits 

This study will fill the knowledge gap in psychiatric care by disseminating information on the 

prevalence of various psychiatric disorders at the National Mental referral hospital. These 

findings will further help in the formulation of policies in regards to psychiatric care in Sierra 

Leone and other countries with similar challenges. Participants in the study will benefit from 

improved clinical diagnosis of mental conditions. The study by employing the use of WHO 

certified Mini plus diagnostic tool, will be able to diagnose accurately presenting cases which 

will enable appropriate management of psychiatric conditions as observed in patients. 

3.18 Potential risks 

There will be no harmful physical effects on the participants but by use of research 

instruments, the study will have the potential to evoke emotions of participants by recalling 

traumatic experiences in the past during screening for mental disorders especially victims of 

the civil war and the Ebola outbreak. Participants will be assured of confidentiality and 

referred for counseling if needed. 

3.19 Study limitations 

The study design was a hospital based cross sectional limited itself to the representative 

sample of psychiatric patients at the SLPH, which didn’t represent the entire population of 

mental cases in Freetown Sierra Leone, as some of the psychiatric patients with different 

social demographic aspect would choose to seek treatment at privately owned facilities. This 

limitation led to selection bias in sampling.  

The study being a cross-sectional design, it was unable to address confounding factors that 

may cause/influence similar psychiatric disorder presentation e.g.  Organic disorders. 

This study involved administration of questionnaires. Some respondents didn’t respond to all 

questions, and about eight (8) respondents opted out of the study. Also, the illiteracy level in 

Sierra Leone limited this study and also pose the risk of selection bias. 
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CHAPTER FOUR 

4.0 RESULTS 

This chapter presents descriptive summary of findings relevant to the study objectives. It 

covers socio-demiographic characteristics, prevalence and types of psychiatric mobidity, 

psychiatric comorbidities among study participants, comparison between working and 

M.I.N.I. Plus diagnoses and participants source of referral. The results also attempt to explore 

socio-demiographic characteristic of participants in relation to specific psychiatric morbidity. 

These findings were obtained with the help of socio-demographic questionnaire and M.I.N.I. 

Plus. 

Table 1: Demographic characteristics of participants 

Variable Categories Frequency 
   N=385 

Percentage 
      (%) 

Gender Female 132 65.7 
Male 253 34.3 

Age 15-19 74 19.2 
20-24 79 20.5 
25-29 56 14.5 
30-34 60 15.6 
35-39 39 10.1 
40-44 42 10.9 
≥45 35 9.1 

Marital status Single 218 56.6 
Married 94 24.4 
Divorced 14 3.6 
Cohabiting 26 6.8 
Separated 16 4.2 
Widow/widower 17 4.4 

Level of education Never been to school 51 13.2 
Primary 134 34.8 
Secondary 145 37.7 
Tertiary 51 13.2 
Postgraduate 4 1.0 

Employment status Student 91 23.6 
Unemployed 79 20.5 
Informal 38 9.9 
Formal 54 14.0 
Business 95 24.7 
More than one category 28 7.3 

Monthly income (USD) < 50 247 64.2 
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50-150 81 21.0 
151-250 38 9.9 
25-350 10 2.6 
351-450 5 1.3 
451-550 2 0.5 
> 550 2 0.5 

Religion Christian 188 48.6 
Islam 197 51.4 

Province of Origin Eastern 115 29.9 
Northern 86 22.3 
Southern 55 14.3 
Western 129 33.5 

Note: This study interviewed 385 patients in a psychiatric hospital; 65.7% were males and 

almost evenly distributed across age groups with the majority in the 15 to 19 years (19.2%) 

and 20 to 24 years (20.5%) age groups. Primary and secondary level of education was more 

common in the patients reported by 34.8% and 37.7% respectively. Unemployment rate was 

at 20.5% while 9.9% and 14% were in informal and formal employment respectively. 

Majority (56.6%) were single and more than a half (51.4%) Muslims. The main sources of 

the patients were the Eastern (29.9%) and Western (33.5%) provinces. About two-thirds 

(64.2%) earned below 50USD.  

Table 2: Family history of mental illness and No. of admission 

 Variable  Frequency   % 

 Mental illness   

 Yes  158   41.0 

 No  227   59.0 

 Previous admissions   

 First  174   45.2 

 Second  121   31.4 

 Third  44   11.4 

 >3  46   11.9 

Mental illness in the family was reported among 41% of the patients. Majority (54.7%) of the 

participants had more than one admissions. 
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Table 3: Source of referral 

Source Frequency (N=385) Percentage (%) 

Medical doctor 9 2.3 

Faith healer 27 7.0 

Family 311 80.8 

Prison 35 9.1 

Local Chiefs 1 0.3 

Others (Police) 2 0.5 

Majority (80.8%) of participants were referred to the hospital by a family member. 

Table 4: Assigned working diagnosis 

Working diagnosis Frequency 

(N=385) 

Percentage (%) 

Alcohol used disorder (AUD) 13 3.4 

Substance used disorder (SUD) 63 16.4 

Post traumatic stress disorder (PTSD) 9 2.3 

Mania 14 3.6 

Major depression 10 2.6 

Psychotic disorder 101 26.2 

Not defined 68 17.7 

Delirium 2 0.5 

Epilepsy 2 0.5 

Drug induced psychosis (DIP) 103 26.8 

Note: Diagnosis in the file was mainly DIP reported in 26.8% of the patients. Other diagnoses 

which were common included SUD (16.4%) and Psychotic disorders (26.2%). A substantial 

proportion (17.7%) had undefined diagnosis in the files.  
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Figure 3: MINI Plus psychiatric disorders 

 

In figure 3, 74% of the patients had psychotic disorder, 60.8% were alcohol dependence or 

abuse, 44.9% were substance dependence or abuse and 42.9% had PTSD. Patients with major 

depressive episodes made up 10.9% of the population; 10.4% had hypomania/mania. Other 

psychiatric morbidities which were diagnosed in less than 10% of the patients were as shown 

in figure 5. 

Table 5: Psychiaric comorbidities 

Variable Frequency (N=385) Percentage (%) 

Disorders   

1 34 8.8 

2 91 23.6 

3 160 41.6 

4 100 26.0 

Majority (91.2%) of the patients had more than 1 diagnoses. Patients with a combination of 2 

disorders were 23.6%, 41.6% had 3 disorders and 26% had 4 disorders. 
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Figure 4: Pattern of psychiatric comorbidities 

 
In figure 4, PSTD, AUD and psychotic disorder was the most common psychiatric 

comorbidity at 8.8%.  
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Figure 5: Comparison between working and MINI plus diagnoses 

 

There was variation as MINI Plus diagnosis picked 23.1% SUD, 22.8% psychotic disorder, 

9.5% Major depression, 3.8% of AUD, 3.6% PTSD 0.5% of mania accurately diagnosed. 
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Table 6a: Sociodemographic factors associated with psychiatric morbidity 

Variable N Psychotic disorder Alcohol used disorder  Substance used disorder 

n (%) OR (95% CI) P value n (%) OR (95% CI) P value n (%) OR (95% CI) P value 

Age 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

≥45 

 

74 

79 

56 

60 

39 

42 

35 

 

51 (68.9) 

66 (83.5) 

35 (61.4) 

46 (76.7) 

32 (82.1) 

29 (70.7) 

26 (74.3) 

 

0.8 (0.3-1.9) 

1.8 (0.7-4.6) 

0.6 (0.2-1.4) 

1.1 (0.4-3.0) 

1.6 (0.5-4.8) 

0.8 (0.3-2.3) 

1.0 

 

0.566 

0.251 

0.207 

0.794 

0.420 

0.730 

 

40 (54.1) 

48 (60.8) 

40 (70.2) 

35 (58.3) 

24 (61.5) 

26 (63.4) 

21 (60.0) 

 

0.8 (0.4-1.8) 

1.0 (0.5-2.3) 

1.6 (0.7-3.8) 

0.9 (0.4-2.2) 

1.1 (0.4-2.7) 

1.2 (0.5-2.9) 

1.0 

 

0.560 

0.939 

0.318 

0.873 

0.892 

0.760 

 

39 (52.7) 

43 (54.4) 

34 (59.6) 

23 (39.7) 

10 (25.6) 

18 (43.9) 

6 (17.1) 

 

5.4 (2.0-15) 

5.8 (2.2-16) 

7.2 (2.6-20) 

3.2 (1.1-8.9) 

1.7 (0.5-5.2) 

3.8 (1.3-11) 

1.0 

 

0.001 

<0.001 

<0.001 

0.027 

0.378 

0.015 

Marital status 

Married  

Single 

Divorced 

Cohabiting 

Separated 

Widowed  

 

94 

218 

14 

26 

16 

17 

 

65 (69.1) 

168 (77.1) 

13 (86.7) 

16 (64.0) 

10 (62.5) 

13 (76.5) 

 

1.0 

1.5 (0.9-2.6) 

2.9 (0.6-14) 

0.8 (0.3-2.0) 

0.7 (0.3-2.2) 

1.5 (0.4-4.8) 

 

 

0.141 

0.179 

0.624 

0.598 

0.545 

 

58 (61.7) 

130 (59.6) 

7 (46.7) 

17 (68.0) 

10 (62.5) 

12 (70.6) 

 

1.0 

0.9 (0.6-1.5) 

0.5 (0.2-1.6) 

1.3 (0.5-3.4) 

1.0 (0.4-3.1) 

1.5 (0.5-4.6) 

 

 

0.732 

0.275 

0.563 

0.952 

0.487 

 

39 (41.5) 

103 (47.7) 

5 (33.3) 

13 (52.0) 

6 (37.5) 

7 (41.2) 

 

1.0 

1.3 (0.8-2.1) 

0.7 (0.2-2.2) 

1.5 (0.6-3.7) 

0.9 (0.3-2.5) 

1.0 (0.4-2.8) 

 

 

0.315 

0.551 

0.348 

0.764 

0.981 

Occupation 

Student 

Unemployed 

Informal empl. 

Formal empl. 

Business 

More than one 

 

91 

79 

38 

54 

95 

28 

 

80 (77.7) 

62 (78.5) 

26 (68.4) 

37 (67.3) 

59 (72.0) 

21 (75.0) 

 

2.0 (0.9-4.6) 

1.0 

0.6 (0.2-1.4) 

0.6 (0.3-1.3) 

0.4 (0.2-0.8) 

0.8 (0.3-2.3) 

 

0.098 

 

0.237 

0.196 

0.019 

0.704 

 

60 (58.3) 

44 (55.7) 

19 (50.0) 

40 (72.7) 

57 (69.5) 

14 (50.0) 

 

1.5 (0.8-2.9) 

1.0 

0.8 (0.4-1.7) 

2.3 (1.1-4.8) 

1.2 (0.7-2.2) 

0.8 (0.3-1.9) 

 

0.172 

 

0.563 

0.031 

0.567 

0.603 

 

49 (47.6) 

36 (45.6) 

16 (42.1) 

28 (52.8) 

32 (39.0) 

12 (42.9) 

 

1.4 (0.8-2.6) 

1.0 

0.9 (0.4-1.9) 

1.3 (0.6-2.6) 

0.6 (0.3-1.1) 

0.9 (0.4-2.1) 

 

0.430 

 

0.724 

0.476 

0.110 

0.804 

Note: As compared to unemployed patients, those who were in formal employment were 

more likely to have AUD, OR 2.3 (95% CI 1.1-4.8), P = 0.031 (statistically significant). 

SUD was more likely among the younger patients as seen in 15-19 years [OR 5.4 (95% CI 

2.0-15.0)], 20-24 years [OR 5.8 (95% CI 2.2-16)], 25-29 years [OR 7.2 (95% CI 2.6-20.0)], 

30-34 years [OR 3.2 (95% CI 1.1-8.9)] and 40-49 years [OR 3.8 (95% CI 1.3-11.0)] age 

groups. Hawkers/Peddlers were less likely to have psychotic disorders compared to the 

unemployed, OR 0.4 (95% CI 0.2-0.8), P = 0.019 (statistically significant). 
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Table 6b: Sociodemographic factors associated with psychiatric morbiditiess 

Variable N PTSD Hypomania 

n (%) OR (95% CI) P value n (%) OR (95% CI) P value 

Age 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

≥45 

 

74 

79 

56 

60 

39 

42 

35 

 

29 (39.2) 

32 (40.5) 

26 (45.6) 

23 (38.3) 

20 (51.3) 

19 (46.3) 

16 (45.7) 

 

0.8 (0.3-1.7) 

0.8 (0.4-1.8) 

1.0 (0.4-2.3) 

0.7 (0.3-1.7) 

1.3 (0.5-3.1) 

1.0 (0.4-2.5) 

1.0 

 

0.519 

0.604 

0.993 

0.481 

0.633 

0.956 

 

10 (13.5) 

9 (11.4) 

6 (10.5) 

8 (13.3) 

3 (7.7) 

3 (7.3) 

1 (2.9) 

 

5.3 (0.7-43.3) 

3.3 (0.5-35.9) 

4.0 (0.5-34.7) 

5.2 (0.6-43.7) 

2.8 (0.3-28.6) 

2.7 (0.3-27.0) 

1.0 

 

0.119 

0.170 

0.209 

0.127 

0.377 

0.402 

Marital status 

Married  

Single 

Divorced 

Cohabiting 

Separated 

Widowed  

 

94 

218 

14 

26 

16 

17 

 

41 (43.6) 

86 (39.4) 

5 (33.3) 

17 (68.0) 

9 (56.3) 

7 (41.2) 

 

1.0 

0.8 (0.5-1.4) 

0.7 (0.2-2.0) 

2.8 (1.1-7.0) 

1.7 (0.6-4.8) 

0.9 (0.3-2.6) 

 

 

0.492 

0.456 

0.034 

0.351 

0.852 

 

10 (10.6) 

20 (9.2) 

1 (6.7) 

3 (12.0) 

1 (6.3) 

5 (29.4) 

 

1.0 

0.9 (0.4-1.9) 

0.6 (0.1-5.1) 

1.2 (0.3-4.5) 

0.6 (0.1-4.7) 

3.5 (1.0-12.0) 

 

 

0.688 

0.639 

0.846 

0.593 

0.046 

Occupation 

Student 

Unemployed 

Informal empl. 

Formal empl. 

Business 

More than one 

 

91 

79 

38 

54 

95 

28 

 

43 (41.7) 

25 (31.6) 

16 (42.1) 

25 (45.5) 

43 (52.4) 

13 (46.4) 

 

1.8 (1.0-3.3) 

1.0 

1.6 (0.7-3.5) 

1.9 (0.9-3.8) 

1.8 (1.0-3.3) 

1.9 (0.8-4.5) 

 

0.067 

 

0.267 

0.867 

0.067 

0.160 

 

11 (10.7) 

10 (12.7) 

3 (7.9) 

5 (9.1) 

8 (9.8) 

3 (10.7) 

 

0.9 (0.4-2.4) 

1.0 

0.6 (0.2-2.3) 

0.7 (0.2-2.2) 

0.6 (0.2-1.7) 

0.8 (0.2-3.3) 

 

0.910 

 

0.443 

0.543 

0.361 

0.787 

Note: As compared to the patients who were married, patients who were cohabiting were 

more likely to report PTSD (43.6% versus 68%respectively), OR 2.8 (95% CI 1.1-7.0), 

P=0.034 (statistically significant). Widowed patients were likely to be hypo/manic (29.6%) 

compared to those who were married (10.6%), OR 3.5 (95% CI 29.4%-10.6%), P=0.046 

(statistically significant). 
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CHAPTER FIVE 

5.0 DISCUSSION 

5.1 Socio-demographic characteristics of study population 

Male patients accounted for the majority of study participants in this study as was also 

reported in other similar previous studies (P. Alonso et al. 2014; Ndetei et al., 2008 &Fekadu 

et al., 2007) but in contrast to a Bebbington et al. (2011). There are more males with 

psychiatric disorders, and this could be attributed to their aggressive behaviour which cannot 

be tolerated in communities. Hence, easy identification and referral to prevent the destruction 

of properties and lives.  The fewer number of females as compared to males referred for 

psychiatric care would also imply that there more women in the community who have not 

been reached.  

This study finding observed that majority (70.8%) of patients were young adults. This result 

reflects the youthful population of Sierra Leone (DHS, 2013) and similar to previous studies 

(Ndetei et al.,2008 & Fekadu et al., 2007).  

In this study, SUD was more likely among the younger patients. This finding concurred to the 

narrative by Agerbo (2002) that was an association between psychiatric conditions and age. 

This finding could be as a result of hopelessness due to unemployment and victims of the 

eleven-year civil war where psychoactive drugs were the instruments for committing 

atrocities. 

This study observed that all participants subscribed to a religious belief with over half 

(51.4%) Muslims. This result was a reflection of the patterns within the general population 

(DHS, 2013)  

In this study majority (33.5%) of patients were from Western Area where the capital 

Freetown is situated which is similar to study conducted by Fekadu et al. (2007). This finding 

could possibly be as a result of increased migration from the provinces to the Capital, raising 

awareness of mental disorders in communities, cultural beliefs and easy accessibility to the 

psychiatric hospital. 

The study observed that 56.6% of patients were single, this was similar to study findings by 

Ndetei at al. (2008). It was noted in this study that, PTSD is associated to cohabiting. While 

this association is not clear, the research speculates that this may be associated to experiences 
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of domestic and sexual violence especially on suspicion of cheating. This finding was 

contrary to study carried out by Atwoli et al. (2006). This finding calls for further exploration 

on the subject.  

5.2 Types and pattern of specific psychiatric morbidities among patients at the SLPH  

The most prevalent psychiatric disorder among the study participants was psychotic disorder 

at 74.0% (n=285). This result is higher than findings from studies carried out by Ndetei et al. 

(2008) in Kenya, G. Kumar et al. (2015) in India and P. Alonso et al. (2014) in Sierra Leone. 

These differences could be attributed to the type of diagnostic tool used to conduct these 

studies and the targeted population. Also, it could be associated with challenges that are faced 

in a Sierra Leone compared to Kenya and India such as lack of awareness, limited trained 

mental health workers, lack of psychiatric care facilities, poverty leading to increased burden 

and demand in the SLPH. The researcher in this study considered both in and outpatients.  

Diagnosis based on the MINI plus recorded that 42.9% of the cases, were diagnosed with 

PTSD. This finding was noted to be similar to results obtained from a survey study conducted 

among the general population in Liberia by M. Dovi (2013). Although this study was a 

hospital-based, it contrasts with a cross-section descriptive study conducted by Atwoli et al. 

(2006) in Kenya among Mau Mau survivors using the SCID. However, it is to be noted that 

Atwoli conducted his study in the community decades after the traumatic events. The high 

levels of PTSD in this study can beattributed to the eleven-year civil war and the recent Ebola 

Virus Disease epidemic in Sierra Leone. In these traumatic events, Sierra Leoneans 

experienced very stressful events, which is likely to cause pervasive distress in almost anyone 

(Bebbington et al., 2007).  

Prevalence of PTSD in this study was also higher than in studies by Okulate et al. (2006) in 

Nigeria of hospitalised military men with PTSD at 22%, and conclusions derived from an 

article review meta-regression study by Stein et al. (2008) with 30.6% PTSD. Findings 

variation could be attributed to the increased burden of patients at the SLPH where both civil, 

and military personnel are admitted.  

In this study, it was observed that major depressive episode accounted for 10% of all the 

cases assessed by used of MINI plus diagnostic tool. This is in agreement to a survey carried 

out by Moussavi et al. (2007), but contrasts studies done at Mathari hospital in Kenya by use 

of SCID-I, P by Ndetei et al (2008), Alonso et al (2011) in South Africa and Hebertson et al 
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(2013) in Rwanda, by use of Hopkins's symptom tool. They found higher prevalences. The 

findings of this study could be attributed to the study design (hospital-based study) as most 

patients are not referred to the hospital earlier for assessment unless when they become 

unbearable to their families and communities, and probably there was a higher prevalence in 

a post-war study due to the obvious stressors associated with war. 

It was observed in this study that 44.9% of the patients had a substance use disorder, and the 

commonly used psychoactive drugs were Cannabis, Brown Brown, Diezee (Diazepam), Blue 

boat (LSD), a mixture of alcohol and tramadol, Cocaine and heroine. This finding was noted 

to be much lower than a WHO Country survey conducted between 2008–2013 in some 

prisons in Sierra Leone with 79% substance abuse. However, the findings of this study are 

much higher than the study carried out by Agbahowe et al. among convicted inmates in 

Nigeria with Substance Use Disorder at 11%.  This lower prevalence in other communities 

could probably be that patients with SUD are only referred for psychiatric care when they 

became severely psychotic with behavioural symptoms such as aggression and violent with 

the destruction of lives and properties. This study result was similar to a study conducted at 

the Sierra Leone Psychiatric Hospital with an estimated 90% of admissions being drug 

related (WHO, 2012).  

It was observed in this study that general anxiety disorders accounted for 9.9% of cases 

assessed; this was noted to be similar to study conducted by G. Kumar et al. (2015). 

5.3 Patterns of co-morbidities of psychiatric disorders among patients at the SLPH. 

In this study, it was observed that 91% of patients exhibited more than one form of 

psychiatric disorder. It was also observed in this study that, AUD was comorbid with PTSD 

and psychotic disorder. The findings were in agreement with previous studies (Ronald et al., 

2003; Hasin et al., 2005 &Pienaar et al., 2009).  

Findings of the study also concurred to studies conducted in Nigeria by Y. Armiya'u et al. 

(2013) with the use of CIDI, and Ndetei et al. (2008) in Kenya Mathari Referral and Teaching 

Hospital by used of SCID-1 in which the no. of cases exceed the total no. of patients 

suggesting comorbidities. 
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5.4 Determination of gaps in diagnosis between working diagnosis and diagnosis based 

on MINI Plus 

This study observed that substantial proportion (17.7%) cases were not well defined during 

diagnosis by "working diagnosis." Although this finding was noted to be lower than an 

observation made in previous studies by G. Kumar et al. (2007) in India and P. Alonso et al. 

(2004)  in South Africa, they all agreed to the fact that health care providers were not able to 

correctly diagnose and manage disorders. Probably, a majority of past admissions at the 

SLPH are not done by Psychiatrists but by other allied mental health workers such as Mental 

Health Attendants. 

In this study, it was observed that there was a difference between working diagnosis and 

diagnosis by use of Mini Plus. Findings from this study were similar to findings from studies 

conducted in Kenya by Ndetei et al. (2007 & 2008). The bottom-line was that this study 

concurred to the fact that there is a knowledge gap in mental health care workers to assess 

psychiatric patients at the SLPH, which is essential for the management of these mental 

disorders.  

5.5 Sources of referral of psychiatric patients to the Sierra Leone Psychiatric Hospital. 

In this study 2.3% of referrals were from medical doctors, this was much lower than from a 

survey carried out by G. Kumar et al. (2015) in India from a total of 78 patients 84% referred 

from the department of medicine. 

It was observed in this study that 7% referrals were from faith healers. This finding was much 

lower compared to a survey conducted by P. Alonso et al. (2014) in Sierra Leone among 389 

psychiatric patients of whom 70.8% had reported having visited a traditional healer before 

contacting the mental health program. Similarly, the observation was lower than finding from 

a study by Gesler and Nahim (1984), which observed that 35.5% of inpatients and 65.2% of 

outpatients attending the Kissy Mental Hospital had previously contacted a traditional healer. 

Findings of the study were lower than observations made in a study in Nigeria by Abiodun 

(1995) which observed that over 95% of 238 patients have contacted traditional and or 

religious healers on the onset of their mental illness. 

A majority (80.8%) of the patients were referred to the SLPH by a family member.  This 

finding concurred to a survey carried out by Abiodun in Ilorin, which observed that family 
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members played a significant role in patients' decisions about the type of practitioner to 

consult. 

In this study, 0.5% of referrals were from the police. This finding contrasts to a study in the 

USA by Currier et al. (2003), which observed 26% of police referrals. 

This study established that 9.1% of referrals were from Prisons and jails, this was found to be 

lower than an observation made in a study by Naido and Mkize (2012) in South Africa.  

Similarly, the finding was much lower than results from a comparative study by Agbahowe et 

al. (1998) among prisoners in Nigeria prison. This difference in findings could be attributed 

to increased awareness of mental disorders and number of Forensic Psychiatrists in those 

countries with Sierra Leone having none. Hence, patients are referred appropriately and 

timely. 

These findings call for effective community awareness campaign in Sierra Leone on the need 

for timely referral of psychiatric patients for proper management. 
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CHAPTER SIX 

6.0 CONCLUSIONS, RECOMMENDATIONS AND STUDY LIMITATIONS 

6.1 Conclusion 

The MINI Plus revealed different types and patterns of psychiatric disorders, with the most 

common being a psychotic disorder of all the cases assessed.  

MINI Plus observed comorbid with majority having more than one comorbidities  

This study found significant discrepancies in diagnosis between working diagnosis and MINI 

Plus diagnosis as a majority of patients inaccurately diagnosed and substantial proportion 

with an undefined diagnosis. 

6.2 Recommendations 

An enhanced need for accurate clinical diagnosis through training of health care providers 

and increased recruitment of mental health care workers.  

The creation of algorithms on screening and assessment with the use of psychiatric diagnostic 

tool to improve clinical practice, management, and documentation.  

There should be strengthened community outreach referral mechanisms to identify patients, 

especially females through an awareness campaign. 

Establishment of psychiatric liaison consultation and community mental health services at the 

primary, secondary and tertiary levels of health care service. 

6.3 Study limitations 

The study design was a hospital based cross sectional limited itself to the representative 

sample of psychiatric patients at the SLPH, which didn’t represent the entire population of 

mental health patients in Freetown Sierra Leone, as some of the psychiatric patients with 

different social demographic aspect would choose to seek treatment at privately owned 

facilities. This limitation led to selection bias in sampling.  

The study being a cross-sectional design, it was unable to address confounding factors that 

may cause/influence similar psychiatric disorder presentation e.g.  Organic disorders. 
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APPENDIX 1 

INFORMATION AND CONSENT/ASSENT FORM FOR STUDY PARTICIPANTS 

FORM NUMBER_______________________________ 

DATE OF INTERVIEW ___________________________________ 

Title of Study: “The pattern of psychiatric morbidities and gaps in diagnosis among patients 

at the Sierra Leone Psychiatric Hospital, Freetown.” 

Investigator:  Dr. Abdul Jalloh 

University of Nairobi, School of Medicine 

Kenya 

Tel: 0735476973 

Email: abdulpjalloh@yahoo.co.uk 

Supervisors: Professor David M. Ndetei 

                     Dr. Muthoni Mathai 

Investigator’s Statement 

My name is Dr. Abdul Jalloh, and I am the principal investigator conducting the above study 

partly to fulfil requirements for my Masters in Psychiatry Degree at the University of 

Nairobi, Kenya.  

Purpose of the study  

You are invited to take part in this study whose purpose is to determine the pattern of 

psychiatric morbiditiesand the gaps in diagnosis among patients at the Sierra Leone 

Psychiatric Hospital in Freetown Sierra Leone. 

Procedures  

In the interview, I will ask you some questions, and you are free to answer or decline to 

answer any of the questions. The interview shall last for 30 minutes. I will ask you some 

personal questions. 

Who will participate in the study?  

Participants for the interview will be patients aged above 15 years admitted or receiving 

psychiatric care at Sierra Leone Psychiatric Hospital  

Possible Risks and discomforts 

By you participating in this research we do not expect that our questions some of which may 

personally affect your emotions to put you in any risk or cause you any discomfort. We shall 

kindly request you to respond honestly and to the best of your knowledge to questions clear 
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to you. You may choosed not to answer to any matter which may cause you discomfort or 

issues you do not well understand. 

Possible Benefits  

The information that you shall provide will help this institution and the country to know more 

about the patterns of various psychiatric disorders, gaps in diagnosis of the disorders, source 

of referral of psychiatric patients as well as sociodemographic characteristics associated with 

psychiatric patients. 

The information will assist in focusing on areas of improvement for the benefit of the 

community served by this facility and the country as a whole. 

You as a participating individual will not receive any monitory benefit by your participation. 

However, the results from this study which you will be part of will be used to formulate plans 

to improve on quality of service of mental health care for your benefit. 

Confidentiality  

This study will at all cost protect all the information you share with us. Your name will not be 

used in any report nor inform anyone about your participation in the study.  Your responses 

to questions in the interview will solely remain for the purpose of this study, and no one will 

be informed of them. Your responses will not be discussed nor reported to anyone. Your 

participation in this interview will not affect your relationship with staff or other persons in 

this hospital. You will be allowed to participate in the study by answering the questions on 

your volition, and any diagnosed mental disorder will be known to any participant, and 

necessary assistance rendered. 

Study Approval  

This study has been approved by the University of Nairobi/Kenyatta National 

HospitalResearch and Ethics Committee, the Sierra Leone Ethics and Scienctific Reseasrch 

Committee, the Medical Suprientendent of the hospital and is being carried out by Dr. Abdul 

Jalloh, who is a medical doctor and a student at the Department of Psychiatry University of 

Nairobi.  

Rights to Refuse 

Participation in this study is voluntary. You may prefer to participate or no participate in this 

interview. If you may decide not to participate, this will not be reported to anyone and this 

not affects your services at the Sierra Leone psychiatric hospital. 
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Compensation 

There will be no financial inducement to participant in this study. However, free treatment 

will be available for any diagnosed disorder in this study. 

Additional Information 

If you have any questions about the research or your participation in the study, you may 

contact the Investigator on the mobile number and email address given above. 

If you have any questions about your rights as a participant, you may contact following: 

Kenyatta National Hospital/U.O.N. Ethics & Research Committee 

P. O. Box: 20723 code 00202, KNH/UON-ERC 

Tel: 726300-9 

Fax: 725272.  

Email: uonknherc@uonbi.ac.ke 

University of Nairobi 

P. O. Box 19676 code 00202 

College of Health Sciences 

Tel:(254-020)-2726300 

Ext 44355.  

Sierra Leone Ethics and Scientific Review Committee 

Directorate of Training, Non-Communicable Diseases, and Research 

Ministry of Health and Sanitation 

Connaught Hospital, Freetown. 

Sierra Leone. 

Email: hgmorg2007@yahoo.com / williettav@yahoo.com 
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PARTICIPANT AGREEMENT 

I have read the study information / the study information known to me and willing to 

participate voluntary in the study. I shall take part and accord maximum cooperation for as 

long as the binding promise on my rights honored, failure to which I may discontinue the 

process at any point.          

I at this moment consent to take part in the study. 

Name of participant: __________________________________ 

Signature of participant: __________________________________ 

Date: _________________________________ 

Witnessed by- Person Obtaining Consent 

Name, please print: ______________________________________________ 

Signature of witness: __________________________________ 

Date: _________________________________ 

INVESTIGATOR DECLARATION 

I can confirm that I have explained the information in this study to the above participant and 

encouraged them to ask questions which I took time to answered satisfactory. I am convinced 

that the participant adequately understands the study and I will fully abide to the content of 

this consent. 

Name of Investigator: ______________________________________________ 

Signature: __________________________________ 

Date: _________________________________ 
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PEPA WE PIPUL GO SAYN FϽ SHO SE DεN DϽN GRI FϽ TEK PAT PAN DI STϽDI 

FϽm nϽmba............................ 

Det fϽ kwεstiϽn tεm........................................ 

Nem of stϽdi: Di kayn we tin kin bi to sik pipul we de na kres yad Ͻspitul εn di smϽl smϽl 

mistek dεn we kin de pan wetin de cϽz di sik 

Nem of pϽsin we de fen Ͻt: Dr. Abdul Jalloh 

          University of Nairobi, School of Medicine 

          Kenya 

          Tel: 0735476973 

          Email: abdulpjalloh@yahoo.co.uk 

SupavisϽ den: Professor David M. N’detei 

             Dr. Muthoni Maathai 

WϽd frϽm pϽsin we de fεn Ͻt 

Mi nem na Dr. Abdul Jalloh εn a de fen Ͻt bϽt dis stϽdi fϽ εp mi gεt mi sεkεn digri fϽ mεn 

krεs man dεm na di University of Nairobi, Kenya 

Wetin di stϽdi de bϽt 

Wi de ask yu fϽ tek pat pan dis stϽdi so dat wi go no Ͻl di kayn tin we kin bi to sik pipul den 

we de na kres yad Ͻspitul εn di smol smol mistεk dεn we kin de pan wetin de cϽz di sik 

Wetin di pϽsin we de tek pat pan di stϽdi fϽ du 

Insay di kwestion tem a go ask yu plεnti tin εn yu fϽ fil fri fϽ ansa Ͻ nϽ fϽ ansa di kwεstiϽn 

dem. Di kwεstiϽn tεm go de fϽ tati (30) minit. A go ask yu sϽm Ͻda pasϽnal kwεstiϽn den 

bak 

Udat go tek pat pan dis stϽdi 

Di wan den we go tek pat pan dis stϽdi go bi sik pipul dεn we ol from fiftin iya te go εn we 

admit Ͻ we dεn de mεn na di kres yad Ͻspitul na Salon 

Tin dεn we go mek di posin we de tek pat nϽ fil fri fϽ tok 

We yu de tek pat pan dis stodi so, wi nϽ de fos yu fϽ ansa kwεstiϽn we yu nϽ wan ansa Ͻ 

we go mek yu nϽ fil fri.  Wi de beg padin mek yu ansa tru εn fri wan to Ͻl di kwεstiϽn den 

we yu ebul ansa. If εni kwεstiϽn de we u nϽ Ͻndastand fayn, nϽtϽ bay fos fϽ ansa am. 

Wetin go apin we di stϽdi dϽn 

Wetin yu go tεl wi pan dis stodi go εp wi no bϽt di sik pipul dεn wahala dεn na di Ͻspitul εn 

aw wi go tray fϽ εp we go bεnifit di pipul we tap na di kϽmyuniti εn di kϽntri sεf. Yu we de 
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tek pat pan dis stodi nϽ go gεt mϽni bϽt yu go εp fϽ mek dεn fεn we fo bil pan di wok na di 

kres yad Ͻspitul we u sef go fil fayn biKϽs u tek pat. 

Tin dεn we u go tϽk insay dis stϽdi go bi fϽ wi yes nϽmϽ 

Dis stϽdi go kip Ͻl di tin dεn we yu gεt fϽ tεl wi. Wi nϽ go kϽl yu nem Ͻ tel pϽsin se yu tεk 

pat pan di stϽdi. Di ansa dεn we yu gi wi pan di stϽdi go bi fϽ di stϽdi nϽmϽ εn wi nϽ go 

tϽk am to nϽbϽdi. We yu de tek pat pan dis stϽdi so, i nϽ go ambϽg yu biznεs wit pipul den 

na di ospitul at Ͻl. 

Pipul we gri fϽ di StϽdi  

Di big alεjo dεn na di University of Nairobi, Kenyatta National Hospital, Research and Ethics 

Committee, Sierra Leone Ethics and Scientific research committee, di dϽkta na di stϽdi 

Ͻspitul dεn Ͻl dϽn gri fϽ mek dis stϽdi kεri Ͻn εn na Dr. Jalloh de du di stϽdi Ͻnda di 

Department of Psychiatry, University of Nairobi 

Rayt Ͻf di pϽsin we de tek pat pan di stϽdi 

FϽ gri f tϽ tek pat pan dis stϽdi lεf to yu. Yu kin gri fϽ tek pat Ͻ yu nϽ kin gri. If yu nϽ 

want fϽ tek pat nϽbϽdi nϽ go no se yu nϽ bin tek pat εn i nϽ go ambϽg yu biznεs na di kres 

yad Ͻspitul 

Wetin di pϽsin we de tek pat pan di stϽdi go gen 

Wi nϽ de gi mϽni fϽ dis stϽdi bϽt wi go mεn pϽsin we sik insay di stϽdi fϽ fri  

Ͻda tin dem 

If yu gεt εni kwεstiϽn bϽt di stϽdi Ͻ bϽt yu we de tek pat pan di stϽdi yu kin kϽl di nϽmba 

we de Ͻp. If yu gεt εni kwεstiϽn bϽt yu rayt as pϽsin we gεt fϽ tek pat pan dis stϽdi na fϽ 

sεn mεsej to dis adrεs: 

Kenyatta National Hospital/U.O.N Ethics & Research Committee 

P.O. Box 20723 code 00202, KNH/UON-ERC 

Sierra Leone Ethics and Scientific Review Committee 

Connaught Hospital, Freetown. 

Sierra Leone. 

Email: hgmorg2007@yahoo.com / williettav@yahoo.com 

WϽd frϽm di pϽsin we de tek pat pan dis stϽdi 

A dϽn rid wetin di stϽdi de bϽt/ dεn dϽn rid wetin di stϽdi de bϽt to mi εn a de gri fϽ tek 

pat pan di stϽdi. A go tek pat frϽm we di stϽdi bigin te i dϽn wans Ͻl wetin wi gri pan nϽ 

chenj, if i chenj a kin lεf di stϽdi εni tem. 
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A dϽn gri fϽ tek pat pan di stϽdi 

Nem of pϽsin we de tek pat......................................... 

Sayn................................................................... 

Det................................................................................ 

Witnεs bay- Di posin we de fεn Ͻt bϽt di stϽdi 

Nem............................... 

Witnεs fϽ sayn....................... 

Det................................................... 

WϽd frϽm di pϽsin we de fεn Ͻt  

A dϽn tek tεm εxplen to di pϽsin we gεt fϽ tek pat pan di stϽdi εn dϽn tεl am fo fil fri fϽ ask 

εni kayn kwεstiϽn. A biliv se dis pϽsin we gεt fϽ tek pat don Ͻndastand εn i go du Ͻl wetin i 

don gri fϽ du insay di stϽdi 

Nem Ͻf pϽsin we de fεn Ͻt....................... 

Sayn................................... 

Det............................. 
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APPENDIX 2 

SOCIO- DEMOGRAPHIC QUESTIONNAIRE  

TOPIC: THE PATTERN OF PSYCHIATRIC MORBIDITIES AND GAPS IN 

DIAGNOSIS AMONG PATIENTS AT THE SIERRA LEONE PSYCHIATRIC 

HOSPITAL, FREETOWN. 

(Instructions – Kindly put a tick at the text box as per your respective answer)  

Questionnaire Serial Number…………………………….. 

 

A.1. What is your gender?         Male                   Female  

A.2. What is your age in years as of last birthday?                                                 

15 – 20      

                                                               

21-25                                                            

 

26 – 30  

 

31-35         

 

36-40                                

 

41-44                                    

 

Above 45                                                            

 

A.3. What is your level of education?   

Never been to school        

Primary Education  

Secondary Education  

Tertiary Education          

Postgraduate Education                                          
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A.4. What is your occupation?  

Student  

Unemployed  

Informal employment 

Formal employment  

Business person   

More than one category  

No response                                                            

 

A.5. What is your marital status?  

Single  

Married  

Divorced  

Cohabiting  

Separated  

Widow / Widower  

No response                                        

 

A.6. What is your religion? 

Christian   

Islam                                                                     

If a Christian which denomination  

Catholic    

Methodist  

Seventh day Adventist  

Baptist  

Protestant  

Other (Specify) ………………………………………………….. 

No response  

A.7. Any history of mental illness in your family? 

Yes  

No                                 

A.8. Number of previous admissions?  
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Never admitted this being the first  

Second  

Third  

More than 3                                       

 

A.9. Which province are you from? 

Eastern Province     

Northern Province  

Southern Province 

Western Area                                    

A.10. What is your monthly income (in USD)? 

Below 50 USD  

50-150 USD  

151-250 USD  

251-350 USD  

351-450 USD  

451-550 USD  

Over 551 USD 

A.11. What is your source of referral?  

Medical Doctor  

Faith Healers  

Families  

Prisons/Police  

Local Chiefs                         

Traditional Healers  

Others (specify) ………………………………………………………………………………  

A.12. What is your assigned working diagnosis? 

…………………………………………………………………………………………………

…………………………………………………………………………………………………

………………………………………………………………………………………………… 
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APPENDIX 3 

MINI INTERNATIONAL NEUROPSYCHIATRIC INTERVIEW 
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!
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USA:!!D.!Sheehan1,!J.!Janavs,!K.!Harnett@Sheehan,!M.!Sheehan,!C.!Gray.!
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!
! EU:!!!Y.!Lecrubier2,!E.!Weiller,!T.!Hergueta,!C.!Allgulander,!N.!Kadri,!D.!Baldwin,!C.!Even.!
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working! in! nonprofit! or! publicly! owned! settings! (including! universities,! nonprofit! hospitals,! and!
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GOVERNMENT OF SIERRA LEONE 

MINISTRY OF HEALTH AND SANITATION 

SIERRA LEONE PSYCHIATRIC HOSPITAL 
(KISSY MENTAL HOSPITAL) 

       MOBILE:   232  76  612 636 
                  232  79 546 789  
                  232  30 150 883 

          email: atmuana@gmail.com 
 

20 November 2015 
 
TO: The Hospital Matron 
        Ward Supervisors 
        Ward In/Charges 
        Head, Medical Records Unit  
 
RE: CERTIFICATE OF CLEARANCE 
    This is to certify that Dr Abdul Jalloh from the University of Nairobi, 
School of Medicine has been cleared by my office to undertake Research 
activities in Psychiatry/Mental Health at the Sierra Leone Psychiatric 
Hospital with effect from 7 December 2015 – 7 March 2016. 
Kindly accord him the necessary support. 
Kindest Regards, 

 
 
 

Dr Andrew Muana, MD 
Medical Superintendent & Focal Point for MH and Substance Abuse, 
MOHS 
CC: Chief Medical Officer, MOHS 
       Director, Hospital and Laboratory Services, MOHS 
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