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Abstract
Background
Depression is a leading cause of disability and has been projected to become the 2nd most burdensome disease by the year 2020; depression has also been found to be the strongest single risk factor for attempted or completed suicides. Adolescent-onset mood disorders are frequently unrecognized or misdiagnosed and often go untreated. While there is a growing literature on the mental health literacy of adults, there has not been a parallel interest in the mental health literacy of young people in Nigeria.

Methods
The study was a cross-sectional descriptive survey conducted among students of a Federal Government College (high school) in south-east Nigeria. All consenting students in the senior secondary classes (grades 10–12) were recruited, making a total of 285 participants. The participants were presented with the ‘friend in need’ questionnaire designed to elicit the participants’ recognition of the disorder depicted in two vignettes and their recommendation about the appropriate source of help-seeking. One vignette was of a clinically depressed case while the other vignette was about a girl undergoing normal life crisis.

Results
Out of the 285 students recruited into the study, 277 questionnaires were adequately completed indicating a response rate of 97.2%. A total of 4.8% (n = 13) participants correctly identified and labelled the depression vignette. Only four respondents (1.5%) recommended professional help from a Psychiatrist or Psychologist. Insomnia was the most identified symptom of distress for depression (17.1%). Females demonstrated higher mental health literacy, in terms of their ability to correctly label the depression vignettes, their expression of greater concern over a depressed peer than males, their expectation that depression requires a longer recovery than normal teenage problems and in their ability to identify individual symptoms of depression. Family and friends were the most recommended source of help.

Conclusion
Mental health literacy was abysmally low amongst the adolescents surveyed. There’s an urgent need to increase mental health awareness in Nigeria.
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Background
The burden of depression and other mental health conditions is on the rise globally; depression is a leading cause of disability and has been projected to become the 2nd most burdensome disease by the year 2020 [1]. Untreated mood disorders may result in a variety of negative consequences, the most serious of which is suicide. Indeed, depression has been found to be the strongest single risk factor for attempted or completed suicides [2]. Suicide is the second leading cause of death in 15–29-year-olds [1] and was the leading cause of injury mortality in 2009 for all age groups combined [3].
Adolescent-onset mood disorders are frequently unrecognized or misdiagnosed and often go untreated [3]. In general, there appears to be an inverse relationship between age at diagnosis and treatment initiation for these mood disorders. For instance, a study carried out by Olfson et al. showed that individuals in the United States and Canada who develop mood disorders during adulthood are nearly 14 times more likely to receive treatment within the year of onset as compared to those who develop mood disorders in childhood [4]. Adolescents with higher levels of depressive symptoms tend to have lower academic performance, have higher rates of absenteeism, and express lower levels of desire to further their education [5]. It has been argued that depression may be both a catalyst and a consequence for these academic challenges [6]. A study on Australian adolescents’ knowledge and beliefs about depression revealed that adolescents expressed a strong preference for ‘talking to a friend’ as the most helpful coping strategy if personally depressed [7]. Early identification and treatment of mood disorders are essential. Studies in the US and Brazil have shown that early initiation of treatment leads to decreased morbidity and mortality, including the reduction in suicidal thoughts and behaviors [8, 9].
Studies in Nigeria have shown high levels of ignorance about mental illness and negative attitudes towards individuals with mental disorders [10–12]. Mental illness is often perceived to be a spiritual attack and consequently, traditional healers and religious leaders are usually the first point of consultation [11, 13–15]. While there is a growing literature on the mental health literacy of adults, there has not been a parallel interest in the mental health literacy of young people in Nigeria. The vignette style of questionnaire, requiring subjects to articulate their own beliefs and knowledge provides an alternate method to investigate mental health literacy that taps more directly into declarative knowledge [16]. The study aimed to assess the knowledge of depression and help-seeking behaviors among adolescent secondary school students in Nigeria by comparing a depression vignette with another vignette of a non-clinically depressed teenager.

Methods
The study was a cross-sectional descriptive survey conducted among secondary (high) school students in south-east Nigeria. Participants were students from a Federal Government college in south-east Nigeria. Being a Federal unity college, students were from diverse backgrounds and ethnic groups. Before commencement of the study, ethical approval was obtained from the Educational Divisional Authority in charge of the school. The students were educated about the study and information communicated to their parents/guardians through letters in order to obtain consent of parents or guardians for the students to participate in the study. All consenting students in the senior secondary classes (grades 10–12) were recruited, making a total of 285 participants. The participants were presented a questionnaire which contained the friend in need vignettes adapted from a similar study by Burns and Rapee [16].
In one of the vignettes, there was strong evidence that the focus character had significant signs of depression, having at least five symptoms of a Major Depressive Episode, as described in the Diagnostic and Statistical Manual of Mental Disorders—Fourth Edition [17]. The other vignette detailed a young girl going through normal life crisis which followed being ‘dropped’ by her boyfriend. While this vignette presented signs of sadness and distress, there was no evidence of clinically significant depression. A copy of the questionnaire is included in Additional file 1: Appendix S1. The vignettes were followed by open ended questions designed to elicit the participants’ recognition of the disorder problems depicted in the vignettes and their recommendations on appropriate source of help. The age and gender of the participants were also elicited.

Data analysis
Data were collated and analyzed with IBM Statistical Products and Service Solutions (SPSS) for Windows, Version 20.0. Descriptive statistics such as frequencies, percentages or mean values were computed for relevant socio-demographic characteristics, knowledge of depression items, and recommended sources of help. Chi Square tests were performed to find associations between independent and the dependent variables with significance set at < 0.05. The open ended responses were categorized based on similarity of thematic content and frequencies/percentages reported (Table 1).Table 1Number of participants who labelled characters as ‘‘depressed’’


	Vignette character
	Total
N (%)
	Male
N (%)
	Female
N (%)
	X2
	p value

	Obinna (depressed)
	13 (4.8)
	4 (2.8)
	9 (6.8)
	2.64
	0.116

	Adaeze (non depressed)
	4 (1.5)
	1 (0.7)
	3 (2.2)
	1.03
	0.310






Results
Out of the 285 students recruited into the study, 277 questionnaires were adequately completed indicating a response rate of 97.2%. Half (49.8%, n = 143) of the participants were males while the rest were females. Students were aged between 12 and 18 years of age, with a modal age of 14 years. Respondents were asked for each vignette ‘what do you think is the matter’ with each character. Responses were coded according to the presence of identified key words. Responses were coded as ‘‘Depressed’’ in the presence of the words ‘depressed/depression’. The absence of any such words was coded as ‘‘Non-Depressed’’. A total of 4.8% (n = 13) participants correctly identified and labelled the depression vignette.
Participants indicated their degree of worry for each vignette character according to a five-point scale, ranging from 1 (‘‘not at all worried’’) to 4 (‘‘extremely worried’’). Overall, adolescents showed greater concern for the character in the ‘depressed’ vignette and girls showed more overall concern than did boys. Data are presented in Table 2.Table 2Mean scores for degree of concern by vignette type across males and females


	Degree of worry
	Mean
	Standard deviation
	95% confidence interval

	Lower
	Upper

	Depressed

	 Total
	3.49
	0.72
	3.39
	3.58

	 Male
	3.33
	0.79
	3.19
	3.47

	 Female
	3.63
	0.62
	3.52
	3.73

	Non-depressed

	 Total
	2.47
	1.04
	2.34
	2.60

	 Male
	2.19
	1.03
	2.02
	2.37

	 Female
	2.71
	0.97
	2.53
	2.88





For each vignette, respondents were asked how long they thought it would take for each character to ‘get better’ using a four-point scale from 1 (‘‘a few days’’) to 4 (‘‘more than a few months’’). Overall, the adolescents felt that the character in the ‘depressed’ vignette would take longer to get better and more girls than boys reported that the depressed character would take longer to get better. Data are presented in Table 3.Table 3Mean scores reflecting the estimated time for recovery by vignette type across males and females


	Recovery time
	Mean
	Standard deviation
	95% confidence interval

	Lower
	Upper

	Depressed

	 Total
	3.24
	0.85
	3.15
	3.34

	 Male
	3.24
	0.87
	3.09
	3.39

	 Female
	3.33
	0.77
	3.19
	3.46

	Non-depressed

	 Total
	2.63
	0.91
	2.53
	2.74

	 Male
	2.70
	0.93
	2.55
	2.86

	 Female
	2.57
	0.88
	2.42
	2.72





For each of the vignettes, participants were asked to note what parts of the vignette gave them the strongest hints of emotional distress for each character. The ‘depression’ vignette gave clear reference to five of the nine symptoms of Major Depressive Episode from the DSM-IV. Insomnia was the most identified symptom of distress for depression (17.1%). Results of which symptoms were reported in the ‘depression’ vignette are listed in Table 4.Table 4Identified symptoms of distress for the depression vignettes vignette by sex


	Identified symptom
	Total
N (%)
	Male
N (%)
	Female
N (%)
	X2
	p value

	Fatigue
	27 (9.8)
	9 (6.3)
	18 (13.6)
	4.18*
	0.041

	Insomnia
	47 (17.1)
	23 (16.1)
	24 (18.2)
	0.21
	0.644

	Decreased appetite/weight loss
	13 (4.7)
	8 (5.6)
	5 (3.8)
	0.49
	0.339

	Diminished ability to think
	37 (13.5)
	14 (9.8)
	23 (17.6)
	3.53*
	0.044

	Diminished interest in activities
	23 (8.4)
	12 (4.4)
	11 (4.0)
	0.003
	0.566


* Chi square significant at p < 0.05




Participants were asked to respond to the question ‘‘Do you think (name) needs help from another person to cope with his/her problem?’’ For the depressed scenario, 94.8% (n = 272) respondents answered in the affirmative while 76.3% (n = 219) gave the same response for the non-depressed scenario. If they answered affirmatively they were also asked to state whose help was needed. The ‘‘Counsellor’’ category included mention of the terms ‘counsellor’, ‘counselling’ and ‘school counsellor’. ‘Friend’ and ‘classmate’ were combined into the ‘Friends’’ category. The ‘‘Family’’ category included the responses of ‘family’, ‘parents’, ‘Elders’ and ‘siblings/brother/sister’. The use of the more specific terms ‘Psychologist’ or ‘Psychiatrist’ were afforded their own categories and this was identified on four occasions. Respondents identified the category family as the most common type of help they thought was required for the characters in the depressed vignettes, followed by friend(s) and then Counsellors (Table 5).Table 5Recommended source of help for ‘depressed’ vignette


	Help source
	Total
N (%)
	Male
N (%)
	Female
N (%)
	X2
	p value

	Hospital/med practitioners
	20 (7.3)
	7 (5.0)
	13 (9.7)
	2.28
	0.131

	Counsellor
	66 (24.0)
	34 (24.1)
	32 (23.9)
	0.02
	0.964

	Family
	89 (32.4)
	45 (31.9)
	44 (32.8)
	0.27
	0.870

	Friends
	80 (29.1)
	29 (20.6)
	51 (38.1)
	10.19*
	0.001

	Teacher
	29 (10.5)
	9 (6.4)
	20 (14.9)
	5.32*
	0.021

	Psychologist/Psychiatrist
	4 (1.5)
	1 (0.7)
	3 (2.2)
	1.12
	0.292

	Pastor
	5 (1.8)
	4 (2.9)
	1 (0.7)
	1.703
	0.192

	God
	15 (5.4)
	10 (7.0)
	5 (3.7)
	1.44
	0.231


* Chi square significant at p < 0.05





Discussion
The current study aimed to assess the mental health literacy of secondary school students with specific focus on their knowledge of depression. The use of a vignette-based questionnaire was employed which required respondents to generate their own thoughts and beliefs, rather than to select answers from a pool. The findings of the research revealed an abysmally low knowledge of depression in relation to their ability to correctly label depression and to identify the key symptoms. Only about one in twenty adolescents (4.8%, n = 13) surveyed could correctly label the vignette. Some insight into the factors behind this low level of recognition may be gained by examining the alternative labels that were commonly used by the adolescents surveyed. The most common labels for the depressed vignette were ‘Emotional stress’ (31%), ‘Emotional problem’ (23%) and ‘Worry’ (17.5%). This corroborates findings from previous studies where depression vignettes were mislabeled as ‘emotional problem’ and ‘stress’ [12, 18]. It may be argued that these labels are the literal translation of depression in the native languages of some of these respondents, however, English is the language of learning in Nigeria and it is strongly believed that students at the senior secondary school level have developed a wide range of vocabulary in the language. Furthermore, while these alternative labels may be indicative of some level recognition and knowledge of depression, research has shown that such level of knowledge does not evoke appropriate help seeking behavior, and does not constitute mental health literacy [19]. Other participants (11.1%) associated the situation described in the vignette with “Malaria”. This demonstrates an inability to take account of the full range of signs and symptoms, overvaluing the sign of fatigue and the symptom of loss of appetite, and possibly leading to inappropriate help seeking. This is not surprising since the study site is in a Malaria endemic region where symptoms of most other ailments overlap with the prodromal symptoms of the disease. The identification rate in this study is less than findings reported from a similar study carried out in Western Nigeria [12]; this rate is also in sharp contrast to findings from similar surveys in developed countries where identification rates were as high as 75% [18, 20]. This is a pointer to the urgent need for increased mental health awareness among Nigerian adolescents. The ability of adolescents to ‘label’ depression has been linked to their urgency for seeking help and who they seek help from. It also affects the way in which a person presents their symptoms to a doctor which in turn has been shown to influence the accuracy of a diagnosis [16].
On the other hand, the fact that almost all (94%) of the adolescents surveyed reported that the ‘depressed’ case needed to get help from another person indicated that they had some level of knowledge of the severity of symptoms portrayed. However, 76.3% reported that the ‘non-depressed’ case who had broken up with her boyfriend also needed help from someone, indicating some lack of discrimination between ‘‘normal’’ reactions of dysphoria and symptoms of clinically significant depression. In our study, females demonstrated higher mental health literacy, than males in terms of their ability to correctly label the depression vignettes, their expression of greater concern over a depressed peer, their expectation that depression requires a longer period of recovery than normal teenage problems and their ability to identify individual symptoms of depression. This result is consistent with results of previous studies where females had a higher mental literacy [21, 22]. It has been postulated that this could be due to females having more experience of mental health problems, especially depression which has been found to be twice as prevalent in girls as in boys [23, 24].
The most important reason to raise adolescent mental health literacy is to increase the likelihood that young people can access the most appropriate help when needed. The most common source of recommended help in this study was from Family. This is consistent with findings from similar studies carried out in other parts of the world [19, 25]. This is particularly so in this study since in African settings, parents and elders are usually the first point call in such cases. Hence, mental awareness campaigns can be targeted at this group as they wield considerable influence over adolescents and ultimately make decisions on whether to seek professional help or not. The second most common recommended source of help was Friends. This finding reinforces the importance of mental health literacy for all adolescents. Peer groups have become an increasingly influential source of support across adolescence and a more formal system of training adolescents to identify mental health problems among their peers would be beneficial in this setting. Psychoeducation may also be incorporated in the school curriculum as a way of improving mental health literacy [26]. Mental health literacy is particularly important during adolescence and early adulthood. This is the peak period for the onset of mental disorders. Half of the people who will suffer from a mental disorder have their first episode before 18 years of age [27].
Even though the school used in this study had a Guidance and Counselling unit made up of about seven counsellors, counsellors were only recommended by about a quarter of the study sample. This finding may reflect the restricted access and lack of familiarity that adolescents in most Nigerian schools have to school counsellors. Hence, school counsellors in Nigeria should be trained to be able to recognize symptoms of mental illness among students and make appropriate referrals. About 15% of the adolescents surveyed suggested God as a source of help for the ‘depressed’ case. This corroborates the fact that in Nigeria, mental disorders are usually attributed to supernatural forces and spiritual healers are preferred over medical advice [28]. It was appalling that only four respondents recommended professional help from a Psychiatrist or Psychologists. However, this finding was not surprising as less than 5% of the respondents could recognize depression and knowledge of depression has been linked to help-seeking behaviors [29]. Furthermore, the shortage of Psychiatrists and Psychologists in Africa and Nigeria particularly, may have also influenced the recommendation of these professionals. It has been estimated that there are less than 150 Psychiatrists in Nigeria which has a population of about 180 million [30]. This severe shortage limits the accessibility to mental healthcare, especially among high school students. Effective strategies and creative policies need to be put in place to increase the number of mental healthcare professionals in the country.
A number of limitations are acknowledged for this study. This research has relied on the use of brief written case vignettes. The extent to which such data can be translated into what actually is likely to happen in the real world is unclear. The gender of the vignette characters may have influenced respondents’ view as dominant gender role ideologies have been shown to shape attitudes towards mental health [31, 32]. The questionnaire was administered in English, this may have an effect on ability to correctly label the vignettes since all the respondents were non-native speakers of English. Due to paucity of funds, only one Federal Government college could be used for the study. However, generalizability of findings may still hold because of the diversity of backgrounds and ethnicities amongst students in Federal Government colleges.

Conclusion
Mental health literacy amongst Nigerian adolescents surveyed in this study was abysmally low. Family and Friends were the most recommended source of help. This group of people can be targets of interventions to increase mental health awareness. Schools are important settings for such intervention programs, because it is where teenagers and young people spend most of their time. These programs should also target teachers and school counsellors who work with adolescents and young people. They spend much time with young people and should therefore be able to recognize the first signs and symptoms and give first aid and support. Increasing mental health literacy about depression can increase help-seeking behaviors, facilitate first aid given to others and reduce the delay between the first signs and symptoms and seeking help from a professional.

Authors’ contributions
DA and OA wrote the proposal and protocol. CA and EA analyzed the data set. CA and DA drafted the manuscript. All authors read and approved the final manuscript.
Acknowledgements
The authors wish to acknowledge the Principal and staff of Federal Government College, Nise for their help and support in the research.

Competing interests
The authors declare that they have no competing interests.

Availability of data and materials
The data set used and analyzed during the current study are available from the corresponding author on reasonable request.

Consent for publication
Not applicable.

Ethics approval and consent to participate
Before commencement of the study, ethical approval was obtained from the Educational Divisional Authority in charge of the school. The students were educated about the study and information communicated to their parents/guardians through letters in order to obtain consent of parents or guardians for the students to participate in the study.

Funding
Not applicable.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
World Health Organization. The global burden of disease: estimates for 2000–2012. http://​www.​who.​int/​mediacentre/​factsheets/​fs369/​en/​. Accessed Aug 2017.

2.
Beautrais AL, Joyce PR, Mulder RT. Risk factors for serious suicide attempts among youths aged 13 through 24 years. J Am Acad Child Adolesc Psychiatry. 1996;35:1174–82. https://​doi.​org/​10.​1097/​00004583-199609000-00015.CrossrefPubMed

3.
Rockett IRH, Regier MD, Kapusta ND, Coben JH, Miller TR, Hanzlick RL, et al. Leading causes of unintentional and intentional injury mortality: United States, 2000–2009. Am J Public Health. 2012;102:e84–92. https://​doi.​org/​10.​2105/​AJPH.​2012.​300960.CrossrefPubMedPubMedCentral

4.
Olfson M, Kessler RC, Berglund PA, Lin E. Psychiatric disorder onset and first treatment contact in the United States and Ontario. Am J Psychiatry. 1998;155:1415–22. https://​doi.​org/​10.​1176/​ajp.​155.​10.​1415.CrossrefPubMed

5.
Jones RC. The effects of depressed mood on academic outcomes in adolescents and young adults. Doctoral dissertation. 2009. http://​scholarcommons.​usf.​edu/​(AAI3347344).

6.
Verboom CE, Sijtsema JJ, Verhulst FC, Penninx BW, Ormel J. Longitudinal associations between depressive problems, academic performance, and social functioning in adolescent boys and girls. Dev Psychol. 2014;50:247–57. https://​doi.​org/​10.​1037/​a0032547.CrossrefPubMed

7.
Gifford-May D. Adolescents’ knowledge and beliefs about depression, coping strategies and barriers to helpseeking: gender and ethnic differences. 2002 Unpublished Master’s Thesis, Macquarie University.

8.
Nery-Fernandes F, Quarantini LC, Guimarães JL, de Oliveira IR, Koenen KC, Kapczinski F, et al. Is there an association between suicide attempt and delay of initiation of mood stabilizers in bipolar I disorder? J Affect Disord. 2012;136:1082–7. https://​doi.​org/​10.​1016/​j.​jad.​2011.​10.​046.CrossrefPubMed

9.
Treatment of Adolescents with Depression Study (TADS). The treatment for adolescents with depression (TADS): outcomes over 1 year of naturalistic follow-up. Am J Psychiatry. 2009;166:1141–9. https://​doi.​org/​10.​1176/​appi.​ajp.​2009.​08111620.Crossref

10.
Gureje O, Lasebikan VO, EphraimOluwanuga O. Community study of knowledge and attitude to mental illness in Nigeria. Br J Psychiatry. 2005;186:436–41. https://​doi.​org/​10.​1192/​bjp.​186.​5.​436.CrossrefPubMed

11.
Dogra N, Omigbodun O, Adedokun T, Bella T, Ronzoni P, Adesokan A. Nigerian’s school children’s knowledge of and attitudes to mental health and illness. Clin Child Psychol Psychiatry. 2012;17(3):336–53. https://​doi.​org/​10.​1177/​1359104511410804​.CrossrefPubMed

12.
Adeosun II. Adolescent students’ knowledge of depression and appropriate help-seeking in Nigeria. Int Neuropsychiatr Dis J. 2016;6(3):1–6. https://​doi.​org/​10.​9734/​indj/​2016/​24002.Crossref

13.
Abiodun OA. Pathways to mental health care in Nigeria. Psychiatr Serv. 1995;46(8):823–6. https://​doi.​org/​10.​1176/​ps.​46.​8.​823.CrossrefPubMed

14.
Adebowale TO, Ogunlesi AO. Beliefs and knowledge about aetiology of mental illness among Nigerian psychiatric patients and their relatives. Afr J Med Sci. 1999;28:35–41.

15.
Kabir M, Iliyasu Z, Abubakar IS, Aliyu MH. Perception and beliefs about mental illness among adults in Karfi village, northern Nigeria. BMC Int Health Hum Rights. 2004;4:3. https://​doi.​org/​10.​1186/​1472-698x-4-3.CrossrefPubMedPubMedCentral

16.
Burns JR, Rapee RM. Adolescent mental health literacy: young people’s knowledge of depression and help seeking. J Adolesc. 2006;29:225–39. https://​doi.​org/​10.​1016/​j.​adolescence.​2005.​05.​004.CrossrefPubMed

17.
American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 4th ed. Washington, DC: American Psychiatric Association; 1994. https://​doi.​org/​10.​1017/​s003329170003576​5.

18.
Loureiro LM, Jorm AF, Mendes AC, Santos JC, Ferreira RO, Pedreiro AT. Mental health literacy about depression: a survey of Portuguese youth. BMC Psychiatry. 2013;13:129. https://​doi.​org/​10.​1186/​1471-244x-13-129.CrossrefPubMedPubMedCentral

19.
Jorm AF, Wright A, Morgan AJ. Where to seek help for a mental disorder? National survey of the beliefs of Australian youth and their parents. Med J Aust. 2007;187:556–60.PubMed

20.
McCarthy J, Bruno M, Fernandes TE. Evaluating mental health literacy and adolescent depression: what do teenagers know? Prof Couns Res Pract. 2011;1(2):133–42. https://​doi.​org/​10.​15241/​jmm.​1.​2.​133.

21.
Furnham A, Annis J, Cleridou K. Gender differences in the mental health literacy of young people. Int J Adolesc Med Health. 2014;26(2):283–92. https://​doi.​org/​10.​1515/​ijamh-2013-0301.CrossrefPubMed

22.
Dogra N, Omigbodun O, Adetokun T, Bella T, Ronzoni P, Adesokan A. Nigerian secondary school children’s knowledge of and attitudes to mental health and illness. Clin Child Psychol Psychiatry. 2011;17(3):336–53. https://​doi.​org/​10.​1177/​1359104511410804​.CrossrefPubMed

23.
Chinawa JM, Manyike PC, Obu HA, Aronu AE, Odutola O, Chinawa AT. Depression among adolescents attending secondary schools in South East Nigeria. Ann Afr Med. 2015;14:46–51. http://​www.​annalsafrmed.​org/​text.​asp?​.

24.
Khasakhala LI, Ndetei DM, Mutiso V, Mbwayo AW, Mathai M. The prevalence of depressive symptoms among adolescents in Nairobi public secondary schools: association with perceived maladapative parental behaviour. Afr J Psychiatry. 2012;15:106–13.Crossref

25.
Wright A, Harris MG, Wiggers JH, Jorm AF, Cotton SM, Harrigan SM, McGorry PD. Recognition of depression and psychosis by young Australians and their beliefs about treatment. Med J Aust. 2005;183:18–23.PubMed

26.
Kelly CM, Mithen JM, Fischer JA, Kitchener BA, Jorm AF, Lowe A, Scanlan C. Youth mental health first aid: a description of the program and an initial evaluation. Int J Ment Health Syst. 2011;5(1):4. https://​doi.​org/​10.​1186/​1752-4458-5-4.CrossrefPubMedPubMedCentral

27.
Oakley Browne MA, Wells JE, Scott KM, McGee MA, New Zealand Mental Health Survey Research Team. Twelve-month and lifetime prevalences of mental disorders and treatment contact among Pacific people in Te Rau Hinengaro: the New Zealand Mental Health Survey. Aust N Z J Psychiatry. 2006;40:865–74.CrossrefPubMed

28.
Mubbashar MH, Farooq S. Mental health literacy in developing countries. Br J Psychiatry. 2001;179:75. https://​doi.​org/​10.​1192/​bjp.​179.​1.​75-a.CrossrefPubMed

29.
Jorm AF, Kelly CM, Wright A, Parslow RA, Harris MG, McGorry PD. Belief in dealing with depression alone: results from community surveys of adolescents and adults. J Affect Disord. 2006;96:59–65. https://​doi.​org/​10.​1016/​j.​jad.​2006.​05.​018.CrossrefPubMed

30.
Healthcare Information for all. World Health Day 2017: depression (2) mental health in Nigeria. http://​www.​hifa.​org/​dgroups-rss/​world-health-day-2017-depression-2-mental-health-nigeria. Accessed 12 Dec 2017.

31.
Courtenay WH. Constructions of masculinity and their influence on well-being. Soc Sci Med. 2000;50:1385–401.CrossrefPubMed

32.
Payne S, Swami V, Stanistreet D. The social construction of gender and its impact on suicidal behaviour. J Mens health Gender. 2008;5:23–35.Crossref




OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





