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ABSTRACT 

Background: Children with recognized, diagnosable mental disorders are in addition prone 

to emotional and behavioral disorders. Among these children, a ‘dysregulation phenotype’ 

may be an indicator of overall psychopathology, symptom severity and functional 

impairment. These children are almost invariably accompanied by caregivers (usually 

mothers) who may also have mental health problems, notably depression. The relationship 

between child and maternal psychopathology and functioning has however not been 

extensively researched in low and middle income countries.  

Objectives: The study aimed to investigate the relationship (if any) between maternal 

depression and child psychopathology among attendees at a specialist child and adolescent 

mental health facility. 

Methods: Mothers [n=100] of children receiving care at the Child and Adolescent clinic of 

the Neuropsychiatric Hospital, Aro Abeokuta Nigeria took part in the study. To each 

consenting mother was administered a sociodemographic questionnaire, the Medical 

Outcomes Survey Short Form (SF12), the Patient Health Questionnaire (PHQ) and the 

Strengths and Difficulties Questionnaire (SDQ). The sociodemographic and clinical details of 

the child were obtained from the case records, and each child was also rated on the Children’s 

Global Assessment Scale (CGAS). Data analysis was done with SPSS version 16.  

Results: the mean ages of the mothers and children were 40.4 years (SD 4.7) and 11.6 years 

(SD 4.1), respectively. Majority of the mothers were married (85%), Yoruba (91%) and 

employed (95%). Among the children, 63% had a main diagnosis of seizure disorder, while 

40% had a comorbid diagnosis. Among the mothers, 23% had major depressive disorder. On 

the SF12, 42% and 26% of the mothers scored below the cut-off point for the Physical and 

Mental component respectively. A significant positive correlation was found between scores 

on the PHQ and the SF12 Physical (r=0.700, p<0.001) and Mental (r=0.752, p<0.001) 

components respectively. A quarter (25%) of the children had abnormal total SDQ scores. 

Mothers whose children had comorbid neuropsychiatric illnesses had poorer mental 

functioning (p=0.025). Mothers’ PHQ scores correlated with SDQ scores in all domains, 

while maternal SF12 scores correlated with the child’s conduct problem scores. Finally, child 

CGAS scores positively correlated with SDQ scores in all domains.  

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UNIVERSITY O
F IB

ADAN LI
BRARY



xii 

 

Conclusion: The study showed notable rates of depressive illness and functional impairment 

among mothers of children with neuropsychiatric disorders. Marked rates of emotional and 

behavioural disorders were also found among the children. Associations were found between 

maternal psychopathology and impairment and child psychopathology and functioning. 

Recommendations following from the study are that mothers of children with 

neuropsychiatric disorders should be routinely screened for depressive illness and functional 

impairment, and an integrative approach to maternal and child mental health care should be 

adopted.  

Key Words: depression, mothers, psychopathology, child 

Word count: 429 words 
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CHAPTER ONE 

INTRODUCTION 

1.1. Background 

Child and adolescent mental health services typically attend to children with developmental 

disorders (such as autism and attention deficit/hyperactivity disorder), intellectual disability, 

childhood onset psychosis, depression and anxiety disorders. Children with recognized, 

diagnosable mental disorders are in addition prone to emotional and behavioral disorders 

(Totsika et al, 2011; Alimovic, 2013; Maskey et al, 2013). Among these children, a 

‘dysregulation phenotype’ may be an indicator of overall psychopathology, symptom severity 

and functional impairment (Carballo et al, 2014). These children are almost invariably 

accompanied by caregivers (usually mothers) who may also have mental health problems. A 

variety of studies have highlighted the psychological distress and morbidity associated with 

caring for children with mental disorders (Herring et al, 2006; Rimehaug et al, 2011; Huang 

et al, 2014) Caregiving is associated with more depressive symptoms, as reported among 

Latina mothers of children with developmental disabilities by Magana and Smith (2006).   

 

According to the World Health Organisation, maternal mental health is ‘‘a state of well-being 

in which a mother realizes her own abilities, can cope with the normal stresses of life, can 

work productively and fruitfully, and is able to make a contribution to her community’’ 

(Herrman and Swartz, 2007). Illnesses such as mood disorders, which are a threat to women 

in general (Burt and Quezada, 2009), exert an even greater toll on mothers especially in low 

and middle income countries (Engle, 2009; Hanlon, 2013).   

 

The impact of maternal depression on the physical health of the child has been well 

documented, especially in Low and Middle Income Countries (Patel et al, 2004; Engle, 2009;  

Black et al, 2009; Adewuya et al, 2008; Surkan et al, 2014). Studies conducted mainly 

among mothers with depression have also sought to demonstrate an association between 

maternal mental health and the mental health of the child (Wan and Green, 2009; Boyd et al, 

2011; Gray et al, 2011; Gupta and Ford-Jones, 2014; Breaux et al, 2014). A series of reports 

from the Sequenced Treatment Alternatives to Relieve Depression (STAR*D) study provide 

a narrative of the impact of maternal depression on the psychological welfare of the child 
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(Pilowsky et al, 2006; Weissman et al, 2006; Pilowsky et al, 2008; Wickramaratne et al, 

2011). The study findings are however not equivocal, and the contribution from Africa 

remains low.  

1.2. Justification and Relevance of the Study 

A search of the research and policy literature reveals that while attention is often focused on 

perinatal depression, the period between births of successive children represents a time when 

women remain at risk for a depressive disorder (Feinberg et al, 2006). The pediatric visit 

therefore provides a special opportunity for the identification and management of maternal 

depression, as even mothers who pay less attention to their health and may not attend their 

own medical appointments are likely to accompany their child to pediatric visits (Feinberg et 

al, 2006).  

 

Within the context of the Grand Challenges in Global Mental Health, Rahman et al (2013) 

have proposed that integrating maternal mental health care into existing maternal and child 

health (MCH) platforms will help advance both maternal and child health status. For mothers 

of children with mental health disorders, the child visit offers a model and platform for 

identification of and intervention in maternal depression. The potential benefit of this study is 

that it offers an opportunity to test this model of identification of depression among 

caregiving mothers at the same time that they present with their children for treatment. The 

study also explores the question of association between maternal and child mental health. 

Besides adding to existing data, the present study will provide evidence-based information 

for planning policy and intervention for caregiving mothers. Specifically, the study will 

provide preliminary insight into the possibility of leveraging care for caregiving mothers on 

the same platform where their children are receiving care.   

 

1.3. Study Aim and Objectives 

The study aimed to investigate the relationship (if any) between maternal depression and 

child psychopathology among attendees at a specialist child and adolescent mental health 

facility. The specific objectives are as follows: 

1. To determine the prevalence of depressive disorders among mothers of children 

receiving treatment at a specialist mental health facility in Abeokuta, Nigeria.  
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2. To identify factors associated with depressive disorders among mothers of the 

children.  

3. To compare the functional health status of depressed and non-depressed mothers.  

4. To compare emotional/behavioral problems among children of depressed and non-

depressed mothers at a specialist child mental health facility in Abeokuta, Nigeria.  

5. To compare level of functioning of children of depressed and non-depressed mothers 

at a specialist child mental health facility in Abeokuta, Nigeria. 

1.4. Null Hypothesis 

1.  There is no significant difference in functional health status of depressed and non-

depressed     mothers.           

2. There is no significant difference in emotional/behavioral problems among children of 

depressed and non-depressed mothers.  

3. There is no significant difference in level of functioning of children of depressed and non-

depressed mothers. 

1.5. Outcome Measures 

1. Depressive disorders among mothers of children presenting at a mental health facility. 

2.  Emotional and behavioural problems among children receiving mental health care. 

3. Functional health status of mothers and their children. 

4. Relationship between maternal depression and child psychopathology.   
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CHAPTER TWO 

LITERATURE REVIEW 

2.1. Emotional and Behavioral Disorders among Children with Mental Disorders 

Children with recognized, diagnosable mental disorders are in addition prone to emotional 

and behavioral disorders. Presentation of children and adolescents to mental health services is 

frequently complicated by comorbid and severe affective and behavioral dysregulation 

(Carballo et al, 2014). Totsika et al (2011) reported a cross-sectional comparison of child 

behavioral and emotional problems and maternal mental health measures among 18,415 

children (aged 5-16 years), of which 47 had autism spectrum disorder (ASD), 51 had autism 

spectrum disorder with intellectual disability (ID), 590 had only intellectual disability, and 

the rest had neither. The highest prevalence of behavioral and emotional problems was found 

among children with autism spectrum disorder (with or without intellectual disability). After 

controlling for age, gender, adversity, maternal mental health, the presence of ASD and ID 

significantly and independently increased the odds for hyperactivity, symptoms, conduct and 

emotional problems.  

A comparison of children aged 4-11 years with intellectual disability and/or visual 

impairment with children with typical development was reported by Alimovic (2013). 

Children with ID and visual impairment had more emotional and behavioral problems than 

children with single impairment or typical development. Children with special needs also had 

more emotional and behavioral problems.  

In a study of 863 children with ASD, Maskey et al (2013) utilized the population-based 

database of children with ASD living in the North East of England. High rates of 

emotional/behavioral problems were reported (more than half had 4 or more problems) 

including sleep, toileting and eating problems, hyperactivity, self-injury and sensory 

difficulties. These were greater in children with lower language level and in special 

schooling, whereas anxiety, tantrums and aggression towards others were frequent regardless 

of age, ability or schooling.  

Gau et al (2010) studied a clinic sample of 268 Taiwanese children and 137 community-

based children with ADHD, along with 268 school controls, aged 6-15 years. Children with 

ADHD scored higher on wide-ranging emotional and behavioral problems, and had more 

impairments in the school, peer, family, and leisure time domains than school controls.  
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Among patients with high-functioning autism spectrum disorder (HFASD) and attention 

deficit/hyperactivity disorder (ADHD), Lizuka et al (2010) reported that HFASD children 

were scored significantly higher by parents on emotional symptoms and peer problems than a 

community sample, while teachers scored ADHD children significantly higher on 

hyperactivity/inattention and conduct problems, but HFASD children higher on peer 

problems.    

Child mental health services often have to manage children with epilepsy, either occurring 

alone or comorbidly with other mental health disorders. In a study by Dafoulis and Kalyva 

(2012), parents of 106 children with idiopathic epilepsy and 305 healthy controls aged 6-9 

years completed the Vanderbilt ADHD Diagnostic Parent Rating Scale and the Strengths and 

Difficulties Questionnaire. The 106 children with idiopathic epilepsy were further assessed 

with the KSADS-PL. Parents of children with idiopathic epilepsy reported more 

hyperactivity, emotional and conduct problems than the parents of healthy controls, as well as 

less prosocial behavior. Seizure frequency was associated with behavior problems. Similar 

findings have been reported by Lagunju et al (2012), who screened 84 Nigerian children with 

epilepsy (aged over 5 years) with the Rutter A2 scale. Behavioral problems were found in 

46.6% of subjects. Presence of associated learning difficulties and being diagnosed with 

epilepsy within 6 months of the onset of the first epileptic seizure independently predicted 

psychopathology.   

Tanabe et al (2013) screened 83 4-16 year old Japanese children with epilepsy using the 

Japanese version of the Strengths and Difficulties Questionnaire. The authors reported a 

significant proportion with hyperactivity, peer problems and conduct problems. Early onset 

was a risk factor for poor SDQ scores. Similarly, Tsai et al (2013) studied 61 Taiwanese 

children with epilepsy, aged 6-16 years, and 122 age-, sex- and parental education-matched 

controls. They found that children with epilepsy had more severe ADHD-related symptoms 

and a wider range of emotional/behavioral problems than controls. A history of 

developmental delay predicted ADHD-related symptoms and internalizing and externalizing 

problems. Among children with epilepsy, longer duration of treatment with antiepileptic 

drugs predicted externalizing problems, and an earlier onset of epilepsy predicted inattention 

and hyperactivity/impulsivity. 

Following from these studies, the ‘dysregulation phenotype’ may be an indicator of overall 

psychopathology, symptom severity and functional impairment, as postulated by Carballo et 
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al (2014), who studied a clinic sample of 623 consecutively referred children and adolescents 

(4-17 year olds). Of these, 28.1% met the Strengths and Difficulties Questionnaire 

dysregulation profile criteria. These had significantly higher scores on internalizing and 

externalizing psychopathology, problems with peers and overall problems as well as 

significantly lower scores on prosocial behavior. They also had greater psychological 

comorbidity, worse family functioning, increased symptom severity and lower scores on 

psychosocial functioning.  

 

 

2.2. Parenting Children with Mental Disorders 

Child and adolescent mental health services typically attend to children with developmental 

disorders (such as autism and attention deficit/hyperactivity disorder), intellectual disability, 

and childhood onset psychosis, depression and anxiety disorders. These children are almost 

invariably accompanied by caregivers (usually mothers) who may also have mental health 

problems. The first challenge is often that of coming to terms with the child’s diagnosis. 

According to Kearney et al (2011), maternal resolution of the child’s diagnosis leads to 

sensitive caregiving and healthy attachment, with failure to resolve being associated with 

maternal distress, high caregiver burden, and the quality of marital and social support.  

Herring et al (2006) studied 123 children with ASD and ID, aged 20 – 51 months, referred to 

a developmental assessment clinic. They found that initial and follow up measures of child 

behavior and emotional problems, parent mental health problems, parent stress and family 

functioning were significantly correlated, providing some evidence of stability over time. 

Child emotional and behavioral problems contributed significantly more to mother stress, 

parent mental health problems, and perceived family dysfunction than child diagnosis. 

Compared with mothers, all fathers reported significantly less stress in relation to parenting 

their child (Herring et al, 2006). 

Rimehaug et al (2011) examined changes in distress symptoms and parenting dimensions 

among 102 parents with children in psychiatric services. These were parents whose children 

had learning/developmental problems and attention disorders. One in ten parents experienced 

the parenting role as burdensome because of the child’s mental health problems. Some 

suffered from self-blaming and emotional distress, which increased with the severity and 
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duration of problems and with the presence of externalizing problems. The authors noted that 

child and maternal mental health problems were bidirectional.  

In a similar vein, Huang et al (2014) interviewed caregivers of children with autism with the 

Childhood Autism Rating Scale, the Strengths and Difficulties Questionnaire, and the 

Parenting Stress Index Short Form. Caregivers of children with mild/moderate autistic 

behavior problems perceived lower parenting stress than those with no or severe problems. 

Prosocial behaviors and conduct problems predicted stress in the parent-child relationship 

and child-related stress respectively.  

Caregiving is associated with more depressive symptoms, as reported by Magana and Smith 

(2006) among Latina mothers of children with developmental disabilities. Woodman et al 

(2013) noted that parents of children with developmental disabilities face greater caregiving 

demands than other parents. The authors, in a study of 92 mothers and their adolescents with 

developmental disabilities, noted that certain strategies help to moderate the impact of 

adolescent behavior problems on maternal depressive symptoms; these include active 

coping/planning, positive reinterpretation/growth, and behavioural/mental disengagement.  

Lee (2013) observed that developmental disorders involve high levels of caregiving 

responsibilities. Mothers of children with developmental disorders experience high levels of 

maternal stress, and poor sleep and well-being. The mothers often had depressive symptoms, 

with child behavioral problems significantly associated with both maternal stress and 

developmental symptoms.  The authors observed a bidirectional relationship between 

maternal stress and depressive symptoms.  

Among mothers of children receiving care for attention deficit/hyperactivity disorder 

(ADHD), lifetime prevalence of major depressive disorder is over 50% (Chronis-Tuscano et 

al, 2013). Major depressive symptoms in them are associated with impaired parenting and 

predict adverse developmental and treatment outcomes for the children.  According to 

Laxman et al (2014), father literacy and responsive caregiving involvement were associated 

with lower levels of depressive symptoms for mothers of children with ASD.  

Mediation of the relationship between child illness and maternal wellbeing was studied by 

Jones et al (2014). Mothers of children with autism [n=71] reported on their own positive and 

negative psychological wellbeing and their children’s behavior problems. Psychological 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UNIVERSITY O
F IB

ADAN LI
BRARY



8 

 

acceptance was found to act as a mediator variable for maternal anxiety, depression, and 

stress. General mindfulness and mindful parenting had significant mediating effects for 

maternal anxiety, depression and stress.  

Postulates on biological mechanisms by which the strss of parenting a child with 

developmental disabilities can take its toll on parents’ physical and mental health were 

proferred by Seltzer et al (2009). These include variations in the FMR1 gene, FMRP, and 

FMR1 messenger RNA in mothers of children with Fragile X syndrome and the association 

of these measures with maternal depression and anxiety. Also implicated are profiles of 

cortisol expression in mothers of children with disabilities and the association of cortisol with 

daily measures of caregiving stress.  

However, Totsika et al (2011) studied a British-representative sample of 5 year old children 

with autism spectrum disorder and found that negative maternal outcomes (serious mental 

illness, psychological distress, and physical health limitations) were not consistently elevated 

in ASD.  

2.3. Maternal Depressive Disorders 

 According to the World Health Organisation (WHO), maternal mental health is ‘‘a state of 

well-being in which a mother realizes her own abilities, can cope with the normal stresses of 

life, can work productively and fruitfully, and is able to make a contribution to her 

community’’ (Herrman and Swartz, 2007). Among the threats to maternal mental health, 

particularly noteworthy are mood disorders, to which women are vulnerable at times of life 

cycle related hormonal challenge (e.g. the premenstruum, pregnancy, post-miscarriage, 

postpartum, and perimenopause). Neurobiological, genetic and psychosocial substrates 

underlie the increased vulnerability for depression in women (Burt and Quezada, 2009).  

 

Depression occurs twice as commonly in women as in men, has great economic impact, and 

often occurs comorbidly with other psychiatric and medical disorders (Taney, 2007). Even in 

developed countries such as the US, maternal depression is of great public health concern, 

affecting mothers, children, and families (Freed et al, 2012). Many mothers experience 

depression, with the exposure to maternal depression putting their children at increased risk 

for psychopathology and poor psychosocial development. Early recognition of maternal 
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depression is thus a critical step in promoting healthy development and preventing adverse 

outcomes in children and families (Freed et al, 2012).  

 

In Low and middle Income Countries (LMICs), the problems associated with maternal 

depression are even more enormous (Hanlon, 2013). Studies suggest that rates of maternal 

depression are as high as 15-28% in Africa and Asia (including 18.6% in Nigeria), 50% in 

Bangladesh, 28-57% in Pakistan, and 35-47% in Latin America (Engle, 2009; Abiodun et al, 

2006). Maternal depression in LMICs is linked to a variety of risk factors such as marital 

disharmony, young maternal age, birth of a child of the nonpreferred sex, and presence of 

stressors in the environment such as conflict, disasters, violence, migration, and high 

prevalence of HIV/AIDS (Engle, 2009).  

 

While perinatal depression is often the focus of attention, the period between births of 

successive children represents a time when women remain at risk for a depressive disorder 

(Feinberg et al, 2006). The pediatric visit provides a special opportunity for the identification 

and management of maternal depression, as mothers who do not attend their own medical 

appointments are likely to accompany their child to pediatric visits (Feinberg et al, 2006). 

This dovetails with the proposal by Rahman et al (2013) that integrating maternal mental 

health care into existing maternal and child health (MCH) platforms will help advance both 

maternal and child health status. Obstacles to such integration, according to Rahman et al 

(2013), include common misconceptions about maternal depression. These are in the form of 

myths about maternal mental health, such as beliefs that maternal depression is rare, not 

relevant to MCH programmes, can only be treated by specialists, or that its incorporation into 

MCH programmes is difficult.  

 

2.4. Impact of Maternal Depressive Disorders on Child Physical Health 

The impact of maternal depression on the physical health of the child has been well 

documented, especially in Low and Middle Income Countries (LMICs). In a review of 

evidence from South Asia, Patel et al (2004) observed that infants of mothers who were 

depressed showed poorer growth outcomes than infants whose mothers were not depressed. 

In countries such as India, Pakistan and Bangladesh, associations have been found between 
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maternal depression and lighter infant birth weight, poor infant growth, higher rates of 

diarrhea, shorter breast feeding duration, and slower development (Engle, 2009).  

In a study conducted in rural Bangladesh, Black et al (2009) measured growth among 221 

infants at 6 and 12 months. Infants of depressed mothers experienced poor linear growth; 

they were found to have 2.17 higher odds of being stunted than infants of mothers with few 

symptoms. Similar findings have been reported in Nigeria by Adewuya et al (2008).  

By way of testing whether the relationship between maternal depression and child growth is 

limited to developing countries, Surkan et al (2014) studied data from 6,550 singleton births 

in a US cohort. The authors found that children whose mothers reported postpartum 

depressive symptoms remained significantly shorter throughout the child’s first 6 years.   

Mechanisms which have been suggested for this association include the direct impact of 

depressive symptoms on parenting, negative life events and chronic psychosocial difficulties 

(Patel et al, 2004). Beyond these, Dang et al (2011) outlined the effects of maternal care on 

both defensive responses to stress and reproductive behavior in rat models, and explored the 

possible underlying epigenetic mechanisms for these effects.  

The reports have however not been equivocal. Surkan et al (2007) found social support to be 

a strong predictor of infant growth in Northeastern Brazil, but maternal depression was not.  

 

2.5. Impact of Maternal Depressive Disorders on Child Mental Health 

Studies conducted mainly among mothers with depression demonstrate an association 

between insecure/disorganized attachments and severe maternal psychopathology, whether 

current or chronic (Wan and Green, 2009). According to Gupta and Ford-Jones (2014), 

frequent and positive early daily interactions are crucial for optimal child development. The 

negative effects of maternal depression may include her perception of the child, the child’s 

cognitive development and future antisocial behavior (Gupta and Ford-Jones, 2014). 

The longitudinal relationship between behavior and emotional disturbance in young people 

with intellectual disability and maternal mental health was studied by Gray et al (2011). The 

authors followed an epidemiological cohort of children and adolescents over 11 years with 

four waves of data collection, complete data being available on 238 mothers and their 
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children. High levels of mental health problems were reported, which were stable over time. 

Higher scores on behavior and emotional problems were associated with high rates of 

maternal mental health problems.  

Boyd et al (2011) investigated 63 African American mothers with a past year diagnosis of a 

depressive disorder, and one of their children (ages 7-14). Of the offspring, 25.4% and 20.6% 

exhibited externalizing and internalizing symptoms in the clinical range, respectively. Breaux 

et al (2014) equally studied the role of parent psychopathology in the development of 

preschool children with behavior problems. They found that every dimension of parental 

psychopathology when children were 3 years old was associated with their reports of 

children’s externalizing and internalizing problems 3 years later. Their findings suggested 

that most types of parental self-reported psychopathology symptoms may play a role in the 

prognosis of behavioral, social and emotional outcomes of preschoolers.  

A series of reports from the STAR*D study provide a sequential and elegant narrative of the 

impact of maternal depression on the psychological welfare of the child. First, Pilowsky et al 

(2006) assessed the current and lifetime prevalence of psychiatric disorders among children 

of currently depressed mothers. They also assessed the association of clinical features of 

maternal depression (severity, chronicity and clinical features) with child psychopathology. 

The mothers were selected from the STAR*D (Sequenced Treatment Alternatives to Relieve 

Depression) multisite trial, which was designed to compare the effectiveness and 

acceptability of different treatment options for outpatients with non-psychotic major 

depressive disorder. The authors reported that about a third (34%) of children of currently 

depressed mothers had a current psychiatric disorder, including disruptive behavior (22%), 

anxiety (20%), and depressive disorders (19%). Atypical depressive features in the mother 

were associated with a three-fold increase in the odds of having a child with depressive or 

anxiety disorder. A history of maternal suicide attempts and the presence comorbid panic 

disorder with agoraphobia were associated with a three-fold increase and an eight-fold 

increase in the odds of depressive disorders in the offspring, respectively.  

That left the question of how much of this had to do with nature (genetics) or nurture. In 

exploring this problem, in a second paper by Weissman et al (2006), the authors sought to 

determine whether effective treatment with medication of women with major depression is 

associated with reduction of symptoms and diagnoses in their children. 151 mother-child 
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pairs in 8 primary care and 11 psychiatric outpatient centres in the United States were 

assessed. The mothers were part of the STAR*D study. The children were aged 7-17 years, 

with diagnoses based on the Kiddie Schedule for Affective Disorders and Schizophrenia; 

child symptoms based on the Child Behaviour Checklist; and child functioning based on the 

Children’s Global Assessment Scale. The mothers were grouped as remitted or not remitted 

based on a cut off score of 7 on the Hamilton Rating Scale for Depression. The authors 

reported that remission of maternal depression after three months of medication was 

significantly associated with reductions in the children’s diagnoses and symptoms, whereas 

mothers who remained depressed may increase the rates of their children’s disorders.  

A third paper in the series (Pilowsky et al, 2008) examined the changes in psychiatric 

symptoms and global functioning in children of depressed women one year following the 

initiation of treatment for maternal major depressive disorder. The study showed that during 

the year following the initiation of treatment for maternal depression, maternal depression 

severity and children’s psychiatric symptoms continued to decrease over time.  Decreases in 

the number of children's psychiatric symptoms were significantly associated with decreases 

in maternal depression severity. When children's outcomes were examined separately, a 

statistically significant decrease in symptoms was evident in the offspring of women who 

remitted early (i.e., within the first 3 months after the initiation of treatment for maternal 

depression) or late (i.e., over the 1-year follow-up interval) but not in the offspring of 

nonremitting women. 

Finally, Wickramaratne et al (2011) examined changes in psychiatric symptoms, behavioral 

problems, and functioning among children of depressed mothers during the first year after the 

mothers’ remission from depression. The children were assessed at baseline and at three-

month intervals for 1 year after their mothers’ remission or for 2 years if the mothers did not 

remit. The authors compared children of early remitters (0-3months, n=36), late remitters (3-

12 months, n=28) and non-remitters (n=16). They reported that following remission of 

maternal depression, children of early remitting mothers showed significant improvement on 

all outcomes. Externalising behavioural problems decreased in children of early and late 

remitting mothers but increased in children of non-remitting mothers. Psychiatric symptoms 

decreased significantly only in children of mothers who remitted, and functioning improved 

only in children of early remitting mothers. These studies support the importance of vigorous 

treatment for depressed mothers in specialized clinics, primary care or the community. 
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However, Ordway (2011) has observed that mothers with depressive symptoms more 

frequently report behavioral problems among their children than non-depressed mothers, 

calling into question the suitability of depressed mothers as informants. The author therefore 

suggested incorporating multiple informants, identifying the characteristics of maternal 

depression, and adopting advanced statistical methodology.  

Studies addressing maternal and child mental health are rare in Africa due to shortage of 

shortage of researchers, heavy patient load, lack of funding, poor data collection and 

difficulty following up patients and their mothers.   
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CHAPTER THREE 

METHODOLOGY 

3.1. Study location 

The study was conducted at the Child and Adolescent Clinic of the Neuropsychiatric 

Hospital, Aro, Abeokuta. Established in 1944, the Neuropsychiatric Hospital, Aro, Abeokuta 

caters to the mental health needs of residents of Ogun State and its environs. The institution is 

world famous and is a World Health Organisation collaborating centre for training and 

research in mental health. The Hospital has 500 beds and runs specialty services spanning 

child and adolescent psychiatry, geriatric psychiatry, forensic psychiatry, drug and addiction 

psychiatry, and community psychiatry.  

The Child and Adolescent clinic became functional in 2007 and is run by the Child and 

Adolescent Unit of the Hospital which is headed by three Consultant Psychiatrists. Resident 

doctors rotate through the unit, with a locum consultant neurologist seeing patients at the 

clinic once a week. There is a full complement of twenty multidisciplinary staff comprising 

doctors, nurses, occupational therapists, speech and language therapists, and pharmacists, 

with access to social workers, psychologists and physiotherapists. Clinics are run twice a 

week, with an average of 25 children seen at each clinic. A brief review of the records 

showed that 90% of carers are mothers, and as much as 60% of children seen have epilepsy, 

either occurring alone or comorbidly with another disorder. Other commonly seen disorders 

include intellectual disability, autism spectrum disorders, attention deficit hyperactivity 

disorder, mood disorders, and early onset psychosis. 

 

3.2. Study design 

The study design was cross-sectional. The study involved mothers whose children were 

receiving specialist mental health care.  The mothers provided information on their own 

health as well as emotional/behavioral problems in their children.  

 3.3. Study population 

The study population comprised mothers of children receiving treatment at the Child and 

Adolescent Unit, Neuropsychiatric Hospital, Aro Abeokuta, Ogun State, Nigeria.   

Inclusion Citeria: 1. Mothers whose children have illness of longer than 6 months’ duration 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UNIVERSITY O
F IB

ADAN LI
BRARY



15 

 

2. Mothers must be primary caregivers (meaning those who are living with the child 

receiving treatment, are financially responsible for the care of the child, and are called 

upon in emergencies involving the child).  

Excusion criteria: 1. Mothers with prior lifetime history of mental illness. 

2. Mothers who reported having a family history of mental illness.  

 

3.4.Sample size calculation 

This was derived from the sample size calculation for proportions:  

               n = Z2p(100-p) 

                           d2 

Where Z = 1.96; p = prevalence of depression among mothers of children with psychiatric 

illness = 50% (Chronis-Tuscano et al, 2013).  d = absolute sampling error = 10 

This therefore gives 

                       n = 1.962 x 50 x 50 

                                     100    = 96 

This was rounded up to a minimum sample size of 100 participants.  

    

3.5.Sampling technique 

Mothers for recruitment into the study were selected by a systematic random technique. To 

achieve a total sample size of a minimum of 100 subjects, an average clinic attendance of 20 

subjects per clinic day was utilized.  

The sampling fraction per clinic, to obtain 10 mothers per clinic, was 

          10/20    =    ½     =    1/k       

Where k = 2 = sampling interval.  

 

For every clinic day, a random start was picked by a simple ballot from the first two children 

presenting at the clinic. Thereafter, alternate children accompanied by the mother was picked. 

Those who were not accompanied by their mothers, or for whom consent was not obtained, 

were replaced by the next suitable mother. This process gave ten mothers to be interviewed 

per clinic, or twenty per week, over a period of five weeks.   
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3.6. Study Instruments 

Five instruments were used to collect data (see Appendix 3). These were:  

1. A questionnaire containing socio-demographic details of the mother and child, as well as 

relevant clinical details of the child such as diagnoses and duration of illness. (Appendix 

3a) 

2. Patient Health Questionnaire, PHQ-9 (all mothers): this was used to make diagnosis of 

depression among the mothers. It is a nine-item self-administered questionnaire by 

Kroenke et al (2001) which has been validated for use in Nigerian populations for 

screening and diagnosis of depressive disorders (Adewuya et al, 2006). (Appendix 3b)  

3. Strengths and Difficulties Questionnaire, SDQ (all children): The SDQ is a brief 

screening tool by Goodman et al (1997) for behavioral problems in children and 

adolescents. SDQ contains twenty-five item questions and five clinical sub-scales of; 

Emotional Symptoms, Conduct Problems, Hyperactivity, Peer Problems and Pro-social 

Behavior. The SDQ has been used in Nigeria by Bakare et al (2010). (Appendix 3c) 

4. Medical Outcomes Survey (Short Form), SF-12 (all mothers): this is a self-

administered questionnaire (Ware et al, 1997) which assesses functional status in physical 

and mental domains. The 12-item version is a derivative of the longer 36 item version. 

The Medical Outcomes Survey has been used in Africa by Arogundade et al (2004) who 

reported good psychometric properties. (Appendix 3d)  

5. Children’s Global Assessment Scale, CGAS (all children) This tool by Schaffer et al 

(1983) provides a clinician rating of functioning in the child and adolescent population. It 

has been found to have good reliability and validity (Rey et al, 1995). (Appendix 3e) 

3.7. Translation of Instruments: The PHQ and the SDQ are available in Yoruba version. 

The SF12 was back-translated into Yoruba. The Yoruba versions were required given that the 

population in the study location is predominantly Yoruba, and not all were fluent in English.   

3.8. Ethical considerations  

Ethical approval for the study from which this data was extracted was obtained from the 

Health Research Ethics Committee of the Neuropsychiatric Hospital, Aro Abeokuta (see 

Appendix 1). All mothers for recruitment into the study were required to sign a consent form 

after the nature, purpose and scope of the study had been explained to them. Assent was also 

obtained from the children as appropriate.  
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Confidentiality of Data: strict confidentiality was maintained with respect to handling of data. 

Information provided was available only to investigators. All participants were assigned 

serial numbers which was the only identifying feature on the questionnaire. Direct 

information was kept separate from the questionnaires themselves.   

Beneficence to Participants: counseling was offered to mothers as required, and those found 

to require structured therapy were referred to the psychology unit. Medication was offered to 

mothers with severe symptoms.  

Non-maleficence to Participants: No risks were envisaged in the conduct of the study, which 

is non-invasive. The questionnaires used in the study did not contain any parts that may be 

deemed psychologically harmful to participants. The study was incorporated into the routine 

clinic visit and as such did not involve additional cost or time spent.   

Voluntariness: Participants were informed explicitly about the voluntary nature of the study, 

and that refusal to participate would not in any way compromise the quality of care received 

by their children. This and other ethical information was contained in the informed consent 

form (see Appendix 2).  

3.9. Study Procedure 

Participants were recruited between March and April 2015 from among mothers of children 

presenting at the child and adolescent clinic. On the designated clinic days, mothers to be 

recruited into the study were picked from the pool presenting each clinic day. They were 

approached on the morning of the clinic while waiting for their children to be seen. Those 

who provided consent were recruited. All mothers were given the pro forma, PHQ-9, SF-12 

and SDQ to fill while awaiting consultation. Mothers who were unable to read or write had 

the questionnaire read to them by the investigator. Thereafter the child was seen for normal 

consultation with the mother. During consultation, the child was scored on the CGAS by the 

investigator. To avoid bias, the child was rated before the questionnaires filled by the mother 

were reviewed.    

 

3.10. Data Management 

A spreadsheet was used for initial data recording from the various instruments.  The 

prevalence of depression and socio-demographic variables was presented using descriptive 
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statistical measures such as means (with standard deviations) and frequency tables. On the 

PHQ, a score of 5 and above (out of a total of 27) was considered as screen positive for 

depression, while a score of 10 and above was considered diagnostic for Major Depressive 

Disorder (MDD). For the SF12, Physical Component Summary (PCS) and Mental 

Component Summary (MCS) scores, ranging from 0 to 100, were also computed as described 

in the instrument manual, with prescribed cut-off points (50 and 42 for the PCS and MCS 

respectively). Scorers were classified as ‘High’ or ‘Low’ depending on whether they scored 

above or below the cut-off point.  The relationship between maternal depression and 

functional status, and child emotional/behavioral problems, was tested using chi squares, t 

tests, ANOVA and correlations as appropriate. Scores for emotional/behavioral problems 

among the children, assessed by the SDQ, were computed as total scores and subscale scores 

for emotional, conduct problems, hyperactivity, peer problems and prosocial subscales. The 

25 items in the SDQ are divided into these 5 subscales with 5 items each. Items in each 

subscale are scored (0-10) after which the scores are categorized as normal, borderline or 

abnormal. A total score (0-40) is also generated from four out of the five subscales (excluding 

the prosocial subscale). However, inferential analysis for SDQ scores was done using raw 

scores (quantitative variables).   Tests were two-tailed, with level of significance set at p < 

0.05. Statistical analysis was done using version 16 of SPSS.  
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CHAPTER FOUR 

RESULTS 

4.1.1 Sociodemographic Profile of the Mothers  

In all, 100 mothers of 100 children were approached for the study, and all agreed to 

participate in the study. The mean age of the mothers was 40.4 years (SD 6.14), ranging from 

27 to 55 years. Other socio-demographic characteristics of the mothers are presented in table 

1. Majority of the mothers were married (85%), Yoruba (91%) and employed (95%). Among 

the mothers, 5 were Ibo while 4 were from other tribes (one Hausa, one Urhobo, one Edo and 

one Igbira).  

4.1.2 Sociodemographic and Clinical Profile of the Children 

The mean age of the children was 11.6 years (SD 4.1), and ranged from 4 to 17 years. The 

median duration of illness for the children was 5 years (interquartile range 7 years), while 

median duration of treatment was 1 year (interquartile range 1.5years). The age and gender 

distribution, educational status and diagnoses of the children are presented in Table 2. Among 

the children, there was a male predominance. More than 60% had a main diagnosis of seizure 

disorder, while 40% had a comorbid disorder in addition to the main diagnosis.  With respect 

to the clinician rating of functioning, the median score on the CGAS was 65, with 46% 

scoring below the median.  
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Table 1. Socio-demographic profile of the mothers. 

Variable                                                  Frequency, n                  % 

Age 

   26-35 years                                                 28                          28% 

   36-45 years                                                 55                          55% 

   46-55 years                                                 17                          17% 

Marital Status 

   Single                                                          3                            3% 

   Married                                                      85                          85% 

   Divorced/separated                                    7                            7% 

   Widowed                                                    5                            5% 

Ethnicity 

   Yoruba                                                      91                          91% 

   Ibo                                                             5                            5% 

   Others                                                       4                            4% 

Religion 

   Christianity                                             65                           65% 

   Islam                                                       35                           35% 

Highest Education 

   No formal                                               6                             6% 

   Primary                                                 35                            35% 

   Secondary                                             43                            43% 

   Tertiary                                                 16                            16% 

Employment status 

   Employed                                             95                             95% 

   Unemployed                                         5                              5% 
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Table 2. Sociodemographic and clinical profile of the children 

Variable                                             Frequency, n                     % 

Age 

0-9 years                                              77                               77% 

10-17 years                                           23                               23% 

Gender 

Male                                                    53                               53% 

Female                                                47                               47% 

Level of Education 

No formal                                           11                               11% 

Nursery/primary                                 53                               53% 

Secondary                                          34                               34% 

Vocational/Special                             2                                 2% 

Main Diagnosis 

Seizure disorder                                63                               63% 

Intellectual disability                        26                               26% 

Autism                                               3                                3% 

ADHD                                               2                                2% 

Psychosis                                          6                                 6% 

Comorbid diagnosis 

Seizure disorder                               17                              42.5% 

Intellectual disability                       13                               32.5% 

ADHD                                               2                                5% 

Psychosis                                           6                                15% 

Conduct disorder                               1                                2.5% 

Specific developmental disorder       1                                2.5% 

4.2. Depressive Symptoms and Major Depressive Disorder among the Mothers  
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Among the mothers, 41% screened positive for depressive symptoms, while 23% met the cut-

off for a major depressive disorder.  

4.3. Functional Status (Physical and Mental) of the Mothers  

Scores on the SF 12 were computed to give a Physical Component  Summary (PCS) and a 

Mental Component Summary (MCS). Of the mothers, 42% scored below the cut-off for the 

PCS while 26% scored below the cut-off for the MCS.  

A significant positive correlation was found between severity of depressive symptoms (as 

assessed by scores on the PHQ) and the functional status of the mothers (as assessed by the 

SF12) in both the physical (r = 0.700, p<0.001) and mental (r = 0.752, p<0.001) components.  

4.4. Emotional and Behavioural Problems Among the Children  

The performance of the children on the SDQ is presented in Table 3. Overall, a quarter (25%) 

of the children had scores in the abnormal range. Over half were rated abnormal in the 

prosocial subscale, while abnormal scores in the hyperactivity and conduct problems 

subscales were found in 38% and 21% respectively.  However, only 5% and 1% of the 

children respectively were rated abnormal on the peer problems and emotional subscales.   
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Table 3. Performance of the children on different subscales of the SDQ.  

Variable                                                         Frequency, n               % 

Emotional subscale 

   Normal                                                            96                          96% 

   Borderline                                                        3                           3% 

   Abnormal                                                         1                           1% 

Hyperactivity subscale 

   Normal                                                            56                         56% 

   Borderline                                                        6                           6% 

   Abnormal                                                        38                         38% 

Peer Problems Subscale 

   Normal                                                            85                         85% 

   Borderline                                                       10                         10% 

   Abnormal                                                         5                          5% 

Conduct Problems Subscale 

   Normal                                                            67                         67% 

   Borderline                                                       12                         12% 

   Abnormal                                                        21                         21% 

Prosocial Subscale 

   Normal                                                            18                         18% 

   Borderline                                                       28                         28% 

   Abnormal                                                        54                         54% 

Total Score 

   Normal                                                            65                        65% 

   Borderline                                                       10                        10% 

   Abnormal                                                        25                        25% 
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4.5. Relationship between Maternal Depressive Illness and Other Mother and Child 

Variables 

Associations between diagnosis of Major Depressive Disorder and various maternal and child 

variables are shown in Tables 4and 5. Children of mothers with major depressive disorder 

had significantly longer duration of illness. A significantly larger proportion of non-married 

mothers were found to have major depressive disorder. Mothers of children with seizure 

disorder were significantly less likely to be depressed compared to mothers of children with 

intellectual disability or other disorders. Finally, children of mothers with depression had 

significantly lower clinician rating of functioning on the CGAS.  

 

4.6. Relationship Between Maternal Functional Status and Other Mother and Child 

Variables 

Tables 6 to 9 present associations between various maternal and child variables and scores on 

the Physical Component Summary and the Mental Component Summary respectively. 

Significantly more mothers with low PCS and MCS scores had children with comorbidity, 

while children of mothers with low PCS scores had below median scores on the CGAS.  
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Table 4. Relationship between mothers’ diagnosis of Major Depressive Disorder (MDD) and 

maternal variables.  

Variable                                    MDD                No MDD             Difference        

Age of Mother 

   26-35 years                            4(14.3%)          24(85.7%)           χ2 = 4.415, df=2 

  36-45 years                             12(21.8%)        43(78.2%)           p=0.110 

  45-55 years                             7(41.2%)          10(58.8%) 

Marital Status of Mother 

   Married                                16(18.8%)          69(81.2%)           χ2 = 5.581, df=1 

   Not Married                         7(46.7%)            8(53.3%)             p=0.040* 

Maternal Education 

   Primary/less                         9(22%)               32(78%)             χ2 = 0.744, df=2 

   Secondary                            9(20.9%)            34(79.1%)          p=0.730 

   Tertiary                                5(31.2%)            11(68.8%) 

 

*P<0.05 
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Table 5. Relationship between mothers’ diagnosis of Major Depressive Disorder (MDD) and 

child variables.  

Variable                                             MDD                No MDD             Difference       

                                                           n=23(%)           n=77(%)  

Age of Child 

  0-9 years                                          18(23.4%)         59(76.6%)           χ2 = 0.027, df=1     

  10-17 years                                       5(21.7%)           18(78.3%)           p=0.558 

 

Duration of Illness, Mean(SD)         7.9(4.9)              5.5(4.6)                t=-2.09, p=0.039* 

 

Child Education 

   No/Special                                       4(30.8%)            9(69.2%)             χ2 = 3.708, df=2 

   Nursery/Primary                             15(28.3%)          38(71.7%)           p=0.160 

   Secondary/more                              4(11.8%)            7(63.6%)        

Main Diagnosis 

   Seizure Disorder                              9(14.3%)             54(85.7%)          χ2 = 7.32, df=2 

   Intellectual disability                      10(38.5%)          16(61.5%)           p=0.020* 

   Other                                                4(36.4%)            7(63.6%)  

Comorbidity 

   Present                                             11(27.5%)           29(72.5%)          χ2 = 0.762, df=1 

   Absent                                              12(20%)              48(80%)            p=0.469 

CGAS Score 

   Below Median                                 30(65.2%)           16(34.8%)           χ2 = 6.678, df=1 

   Median and Above                          47(87.0%)           7(13.0%)             p=0.016* 

*P<0.05 
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Table 6. Relationship between mothers’ scores on the Physical Component Summary (PCS) 

of SF12 and maternal variables.  

Variable                                    Low PCS           High PCS           Difference       

                                                   n=42(%)           n=58(%) 

Age of Mother 

  26-35 years                            11(39.3%)           17(60.7%)          χ2 = 0.264, df=2 

  36-45 years                            23(41.8%)           32(58.2%)          p=0.924 

  45-55 years                            8(47.1%)             9(52.9%)  

Marital Status of Mother 

   Married                                  36(42.4%)          49(57.6%)        χ2 = 0.029, df=1 

   Not Married                           6(40%)               9(60%)             p=0.865 

Maternal Education 

   Primary/less                          15(36.6%)          26(63.4%)         χ2 = 1.452, df=2 

   Secondary                             21(48.8%)          22(51.2%)         p=0.521 

   Tertiary                                 6(37.5%)            10(62.5%) 
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Table 7. Relationship between scores on the Physical Component Summary (PCS) of SF12 

and child variables.  

Variable                                            Low PCS           High PCS           Difference     

                                                           n=42(%)            n=58(%)   

Age of Child 

   4-9 years                                        32(41.6%)           45(58.4%)         χ2 = 0.027, df=1 

  10-17 years                                     10(43.5%)           13(56.5%)         p=0.528 

 

Duration of Illness, Mean(SD)       6.7(4.7)               5.6(4.7)            t=1.133, p=0.260 

 

Child Education 

   No/Special                                     5(38.5%)             8(61.5%)          χ2 = 5.985, df=2 

   Nursery/Primary                            28(52.8%)           25(47.2%)         p=0.050 

   Secondary/more                             9(26.5%)            25(73.5%)    

Main Diagnosis 

   Seizure Disorder                            22(34.9%)            41(65.1%)        χ2 = 0.762, df=1 

   Intellectual disability                     13(50%)               13(50%)            p=0.118 

   Other                                              7(63.6%)              4(36.4%)  

Comorbidity 

   Present                                           23(57.5%)            17(42.5%)         χ2 = 0.762, df=1 

   Absent                                           19(31.7%)             41(68.3%)        p=0.013* 

 

CGAS Score 

   Below Median                               27(58.7%)             19(41.3%)         χ2 = 9.748, df=1 

   Median and Above                        15(27.8%)             39(72.2%)        p=0.002* 

*P<0.05 

 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UNIVERSITY O
F IB

ADAN LI
BRARY



29 

 

Table 8. Relationship between scores on the Mental Component Summary (MCS) of SF12 

and maternal variables.  

Variable                                   Low MCS           High MCS       Difference       

                                                 n=26(%)              n=74(%) 

Age of Mother(SD)      

   26-35 years                          8(28.6%)              20(71.4%)        χ2 = 0.359, df=2 

  36-45 years                           13(23.6%)            42(76.4%)         p=0.860 

  45-55 years                           5(29.4%)               12(70.6%)     

Marital Status of Mother 

   Married                                24(28.2%)             61(71.8%)       χ2 = 1.472, df=1 

   Not Married                         2(13.3%)               13(86.7%)       p=0.342 

Maternal Education 

   Primary/less                         6(14.6%)               35(85.4%)       χ2 = 4.746, df=2 

   Secondary                            15(34.9%)             28(65.1%)        p=0.086 

   Tertiary                                5(31.2%)               11(68.8%) 
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Table 9. Relationship between scores on the Mental Component Summary (MCS) of SF12 

and child variables.  

Variable                                                 Low MCS              High MCS       Difference   

                                                               n=26(%)                  n=74(%) 

Age of Child 

  4-9 years                                              18(23.4%)              59(76.6%)        χ2 = 1.198, df=1       

 10-17 years                                            8(34.8%)                15(65.2%)        p=0.289  

 

Duration of Illness, Mean(SD)            6.2(4.4)                   6.1(4.9)           t=0.092, p=0.927 

 

Child Education 

   No/Special                                          3(23.1%)               10(76.9%)        χ2 = 0.312, df=2 

   Nursery/Primary                                15(28.3%)             38(71.7%)        p=0.948 

   Secondary/more                                 8(23.5%)                25(76.5%)      

Main Diagnosis 

   Seizure Disorder                               14(22.2%)              49(77.8%)        χ2 = 5.242, df=2 

   Intellectual disability                        6(23.1%)                 5(45.5%)          p=0.099 

   Other                                                 6(54.5%)               5(45.5%)          

Comorbidity 

   Present                                             16(40%)                24(60%)             χ2 = 6.791, df=1 

   Absent                                             10(16.7%)             50(83.3%)          p=0.011* 

 

CGAS Score 

   Below Median                                  16(34.8%)            30(65.2%)          χ2 = 3.415, df=1 

   Median and Above                            10(18.5%)            44(81.5%)         p=0.072 

*P<0.05 

 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UNIVERSITY O
F IB

ADAN LI
BRARY



31 

 

4.7. Relationship Between Emotional/Behavioural Problems in the Children and Other 

Mother and Child Variables 

Maternal age showed no correlation with the child’s emotional (r=0.145, p=0.150), conduct 

(r=0.069, p=0.496), hyperactivity (r=0.189, p=0.060), peer problem (r=0.099, p=0.326), 

prosocial (r=0.116, p=0.252) and total (r=0.018, p=0.286) scores. While no correlation was 

found between child’s age and emotional (r=0.001, p=0.990), conduct (r=0.032, p=0.749), 

peer problem (r=0.142, p=0.159) and prosocial (r=0.142, p= 0.158) scores, a significant 

correlation was found between child’s age and hyperactivity (r=-0.407, p<0.001) as well as 

total (r=-0.240, p=0.016) scores. Similarly, a significant correlation was found between 

duration of child’s illness and hyperactivity (r=0.279, p=0.005) and total (r=0.238, p=0.017) 

scores. 

Tables 10 to 15 show associations between the SDQ subscale and total scores with other 

mother and child variables. Children of mothers with tertiary education had higher mean 

hyperactivity scores. Children with no formal or special education had significantly higher 

scores in all domains except emotional problems. Children with seizure disorder also showed 

significantly different mean scores in all except the emotional domain, while presence of a 

comorbidity was associated with significantly different total and domain scores in all except 

the emotional problems domain.  

PHQ scores of the mothers correlated with SDQ scores in the emotional (r=0.327, p=0.001), 

conduct (r=0.364, p<0.001), hyperactivity (r=0.446, p<0.001), peer problems (r=0.373, 

p<0.001) and prosocial (r=-0.330, p=0.001) domains, as well as total scores (r=0.512, 

p<0.001). Maternal PCS (r=0.370, p=0.012) and MCS (r=0.321, p=0.032) scores correlated 

with the children’s conduct problem scores. Finally, child CGAS scores correlated with SDQ 

scores in the emotional (r=0.334, p=0.001), conduct (r=-0.0.346, p<0.001), hyperactivity (r=-

0.726, p<0.001), peer problems (r=-0.680, p<0.001) and prosocial (r=0.499, p<0.001) 

domains, as well as total scores (r=-0.736, p<0.001).   
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Table 10. Relationship between child Emotional subscale scores and mother/child variables. 

Variable                                  Frequency, n                     Mean(SD)                    Difference 

Mother’s Marital Status    

   Married                                    85                                    2.5(1.6)                t=-0.213, p=0.831                     

   Not Married                            15                                     2.6(1.5) 

Maternal Education 

   Primary/less                            41                                     2.3(1.4)                 F=5.14, p=0.008* 

   Secondary                               43                                     2.3(1.5)  

   Tertiary                                   16                                    3.6(1.8) 

Child Education 

   No/Special                             13                                      3.2(1.4)                  F=2.414, p=0.095  

   Nursery/Primary                    53                                     2.6(1.3) 

   Secondary/More                    34                                     2.1(1.9) 

Diagnosis 

   Seizure Disorder                   63                                     2.3(1.6)                    F=2.534, p=0.085 

   Intellectual Disability           26                                      3.0(1.6) 

   Other                                    11                                      3.0(1.4) 

Comorbidity 

   Present                                 40                                       3.1(1.5)                     t=2.861, p=0.005* 

   Absent                                  60                                       2.2(1.5) 

 

*P<0.05 
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Table 11. Relationship between child Conduct subscale scores and mother/child variables. 

Variable                                  Frequency, n                       Mean(SD)                    Difference 

Mother’s Marital Status 

   Married                                   85                                     2.6(2.1)                       t=-1.738, p=0.085 

   Not Married                            15                                     3.7(2.8) 

Maternal Education 

   Primary/less                           41                                     2.9(2.3)                           F=0.179, p=0.837 

   Secondary                              43                                     2.9(2.2) 

   Tertiary                                  16                                     2.5(2.5) 

Child Education 

   No/Special                            13                                     3.2(1.3)                           F=2.078, p=0.131 

   Nursery/Primary                   53                                     3.1(2.4) 

   Secondary/More                   34                                      2.2(2.2) 

Diagnosis 

   Seizure Disorder                   63                                     2.5(2.3)                           F=1.778, p=0.174 

   Intellectual Disability           26                                     3.3(2.0) 

   Other                                    11                                      3.5(2.5) 

Comorbidity 

   Present                                 40                                      3.7(2.2)                           t=3.283, p=0.001* 

   Absent                                 60                                       2.2(2.1) 

 

*P<0.05 
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Table 12. Relationship between child Hyperactivity subscale scores and mother/child variables. 

Variable                                   Frequency, n               Mean(SD)                    Difference 

Mother’s Marital Status 

   Married                                   85                              5.2(3.1)                        t=-0.942, p=0.349 

   Not Married                            15                              6.1(3.6)  

Maternal Education 

   Primary/less                           41                              5.1(3.1)                         F=0.222, p=0.802 

   Secondary                              43                              5.6(3.1) 

   Tertiary                                  16                              5.4(3.8) 

Child Education 

   No/Special                             13                              8.3(2.0)                         F=39.604, p<0.001* 

   Nursery/Primary                    53                             6.5(2.7) 

   Secondary/More                    34                             2.5(1.9) 

Diagnosis 

   Seizure Disorder                    63                             4.1(2.7)                        F=19.284, p<0.001* 

   Intellectual Disability            26                             8.1(2.4) 

   Other                                      11                            5.8(3.6) 

Comorbidity 

   Present                                  40                             7.7(2.6)                        t=7.247, p<0.001* 

   Absent                                   60                            3.8(2.6) 

 

*P<0.05 
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Table 13. Relationship between child Peer Problem subscale scores and mother/child variables. 

Variable                                   Frequency, n                Mean(SD)                    Difference 

Mother’s Marital Status 

   Married                                    85                                2.4(2.4)                         t=0.154, p=0.878 

   Not Married                             15                                2.3(2.3)  

Maternal Education 

   Primary/less                            41                                  2.1(2.1)                         F=0.752, p=0.474 

   Secondary                               43                                 2.7(2.5) 

   Tertiary                                  16                                  2.3(2.5) 

Child Education 

   No/Special                             13                                   4.8(2.0)                          F=10.898, p<0.001* 

   Nursery/Primary                    53                                   2.4(2.4)                   

   Secondary/More                    34                                   1.6(1.7) 

Diagnosis    

   Seizure Disorder                    63                                  1.2(1.4)                         F=40.569, p<0.001* 

   Intellectual Disability            26                                  4.2(2.1) 

   Other                                      11                                 5.0(2.5) 

Comorbidity 

   Present                                  40                                   4.1(2.3)                         t=6.857, p<0.001* 

   Absent                                   60                                  1.3(1.7) 

 

*P<0.05 
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Table 14. Relationship between child Prosocial subscale scores and mother/child variables. 

Variable                                  Frequency, n                 Mean(SD)                    Difference 

Mother’s Marital Status 

   Married                                   85                                 5.5(2.6)                         t=0.169, p=0.866 

   Not Married                            15                                 5.4(2.0) 

Maternal Education 

   Primary/less                           41                                  5.5(2.1)                          F=0.307, p=0.736 

   Secondary                              43                                  5.4(2.7) 

   Tertiary                                  16                                  5.9(2.9) 

Child Education 

   No/Special                             13                                  3.8(1.5)                          F=4.785, p=0.010* 

   Nursery/Primary                    53                                 5.5(2.7) 

   Secondary/More                    34                                 6.2(2.2) 

Diagnosis 

   Seizure Disorder                    63                                 6.3(2.1)                          F=12.738, p<0.001* 

   Intellectual Disability            26                                  4.7(2.3) 

   Other                                      11                                 3.0(2.9) 

Comorbidity 

   Present                                 40                                    4.0(2.4)                           t=-5.927, p<0.001* 

   Absent                                  60                                    6.5(1.9) 

 

   *P<0.05 

 

 

 

 

 

 

 

 

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

UNIVERSITY O
F IB

ADAN LI
BRARY



37 

 

Table 15. Relationship between child Total SDQ scores and mother/child variables. 

Variable                                     Frequency, n                   Mean(SD)                    Difference 

Mother’s Marital Status 

   Married                                     85                                  12.8(7.1)                       t=-0.966, p=0.336 

   Not Married                              15                                  14.7(7.2) 

Maternal Education 

   Primary/less                              41                                  12.4(7.0)                      F=0.382, p=0.683 

   Secondary                                 43                                  13.5(7.0) 

   Tertiary                                     16                                  13.9(7.8) 

Child Education 

   No/Special                                13                                  19.5(4.4)                      F=18.823, p<0.001* 

   Nursery/Primary                       53                                  14.5(6.8) 

   Secondary/More                       34                                  8.4(2.3) 

Diagnosis 

   Seizure Disorder                      63                                  10.1(6.0)                       F=21.501, p<0.001* 

   Intellectual Disability              26                                  18.5(5.0) 

   Other                                        11                                  17.4(7.9) 

Comorbidity 

   Present                                      40                                 18.4(6.0)                      F=7.735, p<0.001* 

   Absent                                       60                                 9.6(5.4) 

 

*P<0.05 
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4.8. Regression Models for Maternal Depression and Functioning 

A significant association was found between maternal depression and the mothers’ marital 

status, the main diagnosis of the child, the duration of illness of the child, and the child’s 

level of functioning as assessed by the CGAS. To check the effect of confounding, these were 

entered into logistic regression with mother’s age, employment status, ethnicity, as well as 

the child’s age, gender, and presence of comorbidity as covariates. As shown in Table 16, a 

significant difference remained with marital status and duration of illness in the child 

(maternal age and age of the child contributed significantly to the two models respectively), 

but not with main diagnosis of the child or the child’s level of functioning.   

Similarly, presence of comorbidity in the child and level of functioning of the child, which 

showed a significant association with the mother’s physical functioning, were entered into 

logistic regression. As shown in Table 17,  these variables remained significantly associated 

with mother’s physical health.  

Finally, presence of comorbidity in the child and level of functioning of the child were found 

to be associated with the mental functioning, which were entered into logistic regression with 

other variables as covariates.  Neither of these variables remained significantly associated 

with mother’s mental functioning (Table 18).  
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Table 16. Logistic regression* for depressive disorder variables 

Variable                                                  p value                                              OR(95% CI)  

Marital Status 

         Not Married                                   0.004**                              0.142(0.037-0.546) 

         Married                                                                                                  Ref 

 Maternal Age                                        0.025**                               1.136(1.016-1.271) 

 

Main Diagnosis 

         Epilepsy                                        0.171                                    0.162(0.012-2.202) 

         Others                                                                                                     Ref 

 

Duration of Illness                               0.039**                                1.165(1.007-1.346) 

Age of Child                                          0.017**                                0.795(0.659-0.960) 

 

Child Level of Functioning           

       Median and Above                         0.054                                     0.334(0.109-1.019)                 

       Below Median                                                                                           Ref 

* Covariates: maternal age, employment status, ethnicity, age of child, sex of child.  

**p<0.05 
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Table 17. Logistic regression* for mothers’ physical functioning 

Variable                                                       p value                                       OR(95% CI)  

Comorbidity in Child 

         Present                                                0.038**                             0.375(0.148-0.949) 

        Absent                                                                                                           Ref        

Child Level of Functioning 

        Median and Above                              0.016**                            3.061(1.235-7.586) 

        Below Median                                                                                                Ref 

 

* Covariates: maternal age, employment status, ethnicity, age of child, sex of child.  

**p<0.05 
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Table 18. Logistic regression* for mother’s mental functioning 

Variable                                          Wald              p value                                       OR(95% CI)  

Comorbidity in Child  

         Present                                  3.263              0.071                                0.38(0.133-1.086) 

        Absent                                                                                                          Ref        

Child Level of Functioning 

       Median and Above                 0.604              0.437                                 1.504(0.537-

4.212) 

       Below Median                                                                                               Ref 

 

  

* Covariates: maternal age, employment status, ethnicity, age of child, sex of child.  
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CHAPTER FIVE 

DISCUSSION, CONCLUSION AND RECOMMENDATIONS 

The study examined the relationship between depressive illness among mothers of children 

with neuropsychiatric disorders, and the presence of emotional and behavioural disorders 

among the children. In addition, the study also assessed mothers and their children for 

functional status. Scores for depression among mothers was found to be associated with 

several domains of emotional and behavioural disorders among the children. Depression was 

also found to be associated with the functional status of mothers and their children.  

5.1. Sociodemographic and Clinical Profile of the Mothers and Children 

The mothers in the study were predominantly married Yoruba women engaged in some 

occupation or the other – this appears to be the typical profile of caregiving mothers in 

Southwestern Nigeria (Babalola et al, 2014). A larger proportion of the children in the study 

were male, which is in keeping with several reports of neuropsychiatric disorders in Nigeria. 

Adewuya and Oseni (2005) and Babalola et al (2014) reported a male proportion of 58.8% 

and 51.1% respectively among Nigerian children with epilepsy, while Baki et al (2004) and 

Hirfanoglu et al (2008) reported male proportions of 57.1% and 56.8% respectively among 

Turkish children with epilepsy. Added to this is the general male predominance among 

children with neurodevelopmental disorders (Suren et al, 2012). In a culture which in spite of 

the influence of Western values still prioritises the male child, a neuropsychiatric disorder 

could be a potential source of parental stress.  

With respect to the main diagnoses of the children, over 60% of the children had seizure 

disorder. This is a finding which was reported by Ogun et al (2009) at a similar facility in 

Lagos, Nigeria. While it could be argued that childhood epilepsy should be treated by 

paediatric neurologists, this subspecialty is thin on the ground, with only one paediatric 

neurology facility in Abeokuta and two in Lagos. The pathway to care of most of the children 

presenting at the child and adolescent unit of a specialist psychiatric facility often takes them 

through traditional and spiritual healers rather than orthodox care centres (Ogun et al, 2009). 

The preference for a dedicated facility, rather than the pediatric neurology units which are 

embedded in paediatric services within a busy general medical facility, is also given as a 

recurrent reason by mothers for this preference. In addition, many children present with 

neuropsychiatric disorders with epilepsy as a comorbidity. In this study, nearly a fifth of 
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children presented with epilepsy as a comorbid disorder.  The general cultural belief that 

epilepsy is a disease of the brain may also be responsible for the choice of treatment facility. 

In recognition of the foregoing, community-based treatment approaches such as the mental 

health Gap Action Programme  (mhGAP) have incorporated epilepsy as a priority condition.  

Besides epilepsy, a quarter of the children seen had intellectual disability as their main 

diagnosis, while about 5% had neurodevelopmental disorders such as autism and ADHD. In 

addition, one in 20 of the children seen had psychosis as the main diagnosis. This is worth 

bearing in mind given the prevailing belief that psychosis is a rare finding among children.  

About 40% of the children had a comorbid neuropsychiatric disorder in addition to their main 

diagnosis. Given that these were diagnoses which were arrived at following clinical 

assessment, without formal assessment for other diagnosis, it is possible that the proportion 

would be even larger. This reiterates the belief that among children with neuropsychiatric 

disorders, comorbidity is the rule rather than the exception.  

5.2. Prevalence of Depression among Mothers   

Using the PHQ, 41% of mothers screened positive for depression, while 23% met the criteria 

for a major depressive disorder. These figures are higher than the 18.6% prevalence among a 

community sample of Nigerian mothers (Abiodun et al, 2006), though lower than the finding 

of about 50%  depression  among caregiving mothers of children with mental health problems 

by Chronis-Tuscano et al (2006) and Babalola et al (2014) in the United States and Nigeria, 

respectively. The difference in prevalence may be explained by the fact that these other 

studies examined lifetime prevalence rather than current prevalence as assessed in this study. 

The implication of this finding is that a considerable proportion of mothers of children with 

neuropsychiatric disorders have to cope with depression in addition to caring for their 

children.  

5.3. Functional Health of Mothers  

Nearly half and more than a quarter respectively of the mothers in the study scored below the 

cut-off point on the physical component summary and the mental health component summary 

of the SF12. This is similar to the finding by Allik et al (2006) that mothers of children with 

autism spectrum disorder had significantly lower SF12 scores than healthy control. In 

addition, Kuhlthau et al (2010) reported that parents of children with activity limitations 
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exhibited poorer quality of life as indicated by lower physical health scores, while Yamada et 

al (2012) found significantly lower mental component summary scores among caregiving 

mothers than normative population scores. These findings provide empirical evidence for the 

toll that caring for a child with neuropsychiatric disorder imposes on the mother’s physical 

and mental well-being.  

Scores on the physical and mental health domains were both found to correlate with scores on 

the measure of depression. As similarly reported by Rosenthal et al (2013), poor maternal 

health as assessed by the SF12 was associated with increased maternal depressive symptoms. 

The implication of these findings for prevention and treatment include a need to develop 

public health interventions (including universal and selective interventions) targeted at 

caregiving mothers.   

5.4. Emotional and Behavioural Problems among the Children 

A quarter of the children who took part in the study were found to have total scores for 

emotional and behavioural problems in the abnormal range. This is similar to the finding by 

Carballo et al (2014), who found that using the SDQ, 28.1% of children with 

neuropsychiatric disorders met criteria for a dysregulation profile. In Nigeria, Bakare et al 

(2010) also reported that among children with intellectual disability, 29.5% of them had 

scores on the SDQ in the abnormal range. Lagunju et al (2010) in a study among Nigerian 

children with epilepsy found a prevalence of behavioural and emotional disorders among 

46.6%. This study was however done with a different screening tool (the Rutter scale). 

Including the children with borderline scores in the present study would approximate the 

finding by Lagunju et al (2010).  

While Bakare et al (2010) found abnormal prosocial scores in 40.9% of children studied, in 

this study over half had prosocial problems. More similar findings were in the subscales of 

hyperactivity and conduct problems: 38% and 21%, respectively of the children in this study 

were found to have abnormal hyperactivity and conduct problems, while Bakare et al (2010) 

reported 36.4% and 27.3%, respectively.  

A convergence of these findings leads to the observation that among children with 

neuropsychiatric disorders, emotional and behavioural problems are quite marked, a finding 

also reported by Totsika et al (2011). However, peer problems and emotional problems were 
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reported by only 5% and 1%, respectively among the children. The unusually low proportion 

with emotional problems may reflect the fact that these are internalising symptoms which are 

better volunteered by the children themselves; the study however used a parent report 

version.  

5.5. Associations with Maternal Depression  

Maternal depression was found in this study to be associated with a longer mean duration of 

child’s illness.  This finding agrees with the report by Rimehaug et al (2011) that emotional 

distress in mothers was associated with increased duration of the child’s illness. It is 

conceivable that having to cope with a challenging neuropsychiatric illness in a child wears 

down the mother’s defences and exerts an emotional toll.  

Mothers who were not currently married (single, separated, divorced or widowed) were also 

more likely to be depressed. According to Laxman et al (2013), the presence of a literate 

father and responsive caregiving were associated with lower levels of depressive symptoms 

for mothers of children with an autism spectrum disorder. These resources are however not 

available to non-married mothers. The finding may also be linked, as previously postulated, 

to the lack of a confiding relationship which could be a risk factor for depression (Brown and 

Harris, 1978).  

A higher proportion of major depressive disorder (more than a third) was also found among 

mothers of children with intellectual disability, while less than 15% of mothers of children 

with seizure disorder had a major depressive disorder. Regression modeling revealed the 

likelihood of confounding in this association. Nevertheless, the finding may reflect the more 

severe and persistent symptomatology and the heavier demands that are associated with 

intellectual disability. However, several other studies have shown that the prevalence of 

depressive illness among mothers of children with epilepsy can be higher that the generality 

of mothers (Lee et al, 2002; Ferro and Speechley, 2009; Babalola et al, 2014). 

Lower scores on the CGAS, indicative of poorer functioning, was also found among children 

of depressed mothers. This association however did not persist following regression analysis. 

According to Rimehaug et al (2011), emotional distress among mothers increased with 

severity of child symptoms.  
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5.6. Associations with Functional Health Status of Mothers  

Mothers of children with comorbid neuropsychiatric conditions were found to have low 

scores on both the Physical Component Summary and the Mental Component Summary of 

the SF12. Regression analysis suggested the possibility of confounding for mental  but not 

physical  functioning. According to Bompori et al (2014), parents of children with epilepsy 

with comorbid neurodevelopmental problems fared worse on measures of functional health 

such as the SF12. This may be because children with more than one condition have more 

needs which may involve more demands on the mother, with a consequent greater 

impairment of her functional status.  

In the same vein, lower mean scores of the children on the CGAS correlated with lower 

scores of the mothers on both physical and mental health, an association which persisted 

following regression analysis with physical but not mental functioning. The CGAS is a 

clinician rating of impairment in the child. According to Dada et al (2011), higher caregiver 

burden was predicted by worse functioning in the child as assessed by both the clinician and 

the caregiver.  

5.7. Associations with Emotional and Behavioural Disorders in the Children   

Mothers with higher education were found in the study to score their children worse for 

emotional problems. It is possible that more educated mothers are more aware of their 

children’s emotions and better able to report on abnormalities. 

Children of younger age had higher total scores for emotional and behavioural problems. 

According to Tanabe (2013), age at onset correlated negatively with total scores, suggesting 

that early onset may be a risk factor for poor scores on the SDQ. This is in keeping with 

another finding of the study, which was that longer duration of illness was associated with 

higher scores on the SDQ. These findings suggest that younger children and those who are ill 

for longer may present with emotional and behavioural dysregulation over several domains.  

Younger children were also found to score worse on hyperactivity. Bakare et al (2010) 

reported that among 40 Nigerian children with intellectual disability, mean chronological age 

showed a negative correlation with mean hyperactivity that almost reached statistical 

significance (r=-0.28, p=0.06). Longer duration of illness was also found in this study to 

correlate with worse scores on hyperactivity. According to Tanabe et al (2013), longer 
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duration of autism spectrum disorder treatment was associated with externalising symptoms, 

and earlier onset of epilepsy predicted inattention and hyperactivity/impulsivity.    

Children without formal education, or who were in special schools, were found to have 

higher total SDQ scores than those in nursery/primary school, which was in turn higher than 

those in secondary school or higher. This also held true for the domains of hyperactivity, peer 

problems and prosocial behaviour. It is possible that children with fewer problems are able to 

advance further academically. 

With respect to main diagnosis, higher total SDQ scores were found among children with 

intellectual disability, followed by those with other disorders (psychosis and 

neurodevelopmental disorders), both being considerably higher than children with epilepsy. 

This also held true for the domain of hyperactivity. According to Alimovic (2013), 

hyperactivity was greater among children with intellectual disability. However, the finding is 

likely relative rather than absolute: Dafoulis and Kalyva (2012) reported that children with 

epilepsy scored higher on hyperactivity than healthy control.  

Children with other disorders had more peer problems than those with intellectual disability, 

followed by children with seizure disorders. According to Lizuka et al (2010), parents of 

children with neurodevelopmental disorders such as autism spectrum disorder scored them 

higher on peer problems. 

The presence of a comorbid neuropsychiatric condition was associated with higher SDQ 

scores. This held not only for total scores but also for all except the prosocial domain. 

According to Lagunju et al (2012), presence of comorbid learning difficulties among children 

with epilepsy was associated with more behavioural problems. With specific reference to 

hyperactivity, Alimovic (2013) reported higher scores among children with comorbid 

conditions. These reports suggest that comorbidity, which is a common finding among 

children with neuropsychiatric disorders, is associated with more emotional and behavioural 

dysregulation.  

Closely related to the foregoing is the finding in this study that lower CGAS scores (meaning 

poorer functioning as rated by the clinician) among the children correlated with higher total 

SDQ (implying worse behavioural problem) scores as well as with higher scores in the 

conduct, hyperactivity and peer problem domains. According to Carballo et al (2014), 
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increased symptom severity was associated with poorer child psychosocial functioning. 

Curiously however, the correlation between CGAS scores and Emotional and Prosocial 

Problems were both positive, implying greater problems among those with better functioning. 

A putative explanation may be that those who function better may be better able to 

communicate their feelings and to interact, in consequence of which problems in these areas 

may be more apparent. 

5.8. Maternal depression and Emotional/Behavioural Disorders in Children 

Maternal depression scores on the PHQ were found to correlate positively with total SDQ 

scores, as well as with scores in all domains. Herring et al (2006) observed that child 

emotional and behavioural problems contributed significantly to mother stress, while Gray et 

al (2011) reported that higher scores of children on emotional and behavioural problems was 

associated with high rates of maternal mental health problems.  

With respect to emotional problems, Rimehaug et al (2011) observed that maternal and child 

mental health problems were bidirectional. According to Boyd et al (2011), 20.6% of African 

American women with depression had internalizing (including emotional) symptoms. This 

may be accounted for by both genetic and environmental factors. 

Maternal emotional distress has also been reported to increase with child externalising 

symptoms (Rimehaug et al, 2011), while Boyd et al (2011) found that 25.4% of children of 

mothers with depressive illness had clinical-range externalising symptoms. These agree with 

the finding of child hyperactivity and conduct problem scores being correlated with scores for 

maternal depression in this study.  

Finally, peer problems and prosocial behaviour were also correlated with scores for 

depression. According to Huang et al (2014), prosocial behaviours predict the parent-child 

relationship. These findings suggest that children with neuropsychiatric disorders, who in 

addition have problems with social interaction, may constitute a source of distress for 

mothers who may then be vulnerable to depressive symptoms. On the whole, externalizing 

symptoms and problems with social interaction may be key features which characterize 

children with neuropsychiatric disorders whose mothers go on to develop depressive illness.   
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5.9. Strengths and Limitations of the Study 

This study provides information linking psychopathology and functional status of mothers 

and their children with neuropsychiatric disorders. The study was however limited by a cross-

sectional design, which makes difficult an inference of direction of causality. The question of 

whether maternal depressive illness precedes child psychopathology and functional 

impairment, or vice versa, or indeed whether the relationship is bidirectional, will require a 

longitudinal study design. Secondly, while the study was adequately powered, a study with a 

larger sample size would enable exploration of more variables in further statistical detail. 

Thirdly, while it was inevitable that a parental assessment be used especially for children 

with severe disabilities who were unable to volunteer information, future studies for instance 

of children with epilepsy may utilise self-report questionnaires to obtain information 

especially about internalising symptoms.  

5.10. Conclusions 

The study reported notable rates of depressive illness and functional impairment among 

mothers of children with neuropsychiatric disorders. Factors associated with maternal 

depressive illness included mother’s marital status and longer duration of child’s illness, 

while maternal functional impairment was associated with presence of comorbidity in the 

child and lower level of child functioning. Marked rates of emotional and behavioural 

disorders were also found among the children, with younger children, those with lower 

education, with a diagnosis of intellectual disability and a comorbid diagnosis having more 

psychopathology. Associations were found between maternal psychopathology and 

impairment and child psychopathology and functioning. 

5.11. Recommendations 

1. Mothers of children with neuropsychiatric disorders should be routinely screened for 

depressive illness and functional impairment. 

2. An integrative approach leveraging maternal mental health care on platforms for caring for 

children with neuropsychiatric disorders should be adopted.  

3. Further studies involving maternal and child interventions and integrated systems of care 

are required.  
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APPENDIX 2. CONSENT FORM 

INFORMED CONSENT FORM 

IRB Research Approval Number: PR004/15 

This approval will elapse on: 19th April 2016  

Title of the research: OPEN-LABEL TRIAL OF INTERPERSONAL COUNSELLING 

AMONG DEPRESSED MOTHERS OF CHILDREN ATTENDING A SPECIALIST 

MENTAL HEALTH FACILITY IN ABEOKUTA, NIGERIA (SUBTITLE: 

MATERNAL DEPRESSION AND CHILD PSYCHOPATHOLOGY AMONG 

ATTENDEES AT A SPECIALIST MENTAL HEALTH FACILITY IN ABEOKUTA, 

NIGERIA) 

Name and affiliation of researcher: This study is being conducted by Dr A.O. Okewole of 

the Neuropsychiatric Hospital, Aro Abeokuta.  

Sponsor: Self 

Purpose of research: to investigate the welfare of mothers and their children. 

Procedure of the research: Mothers who consent to participate will be given questionnaires 

to fill covering socio-demographic information, depressive disorders, and functional status 

for them and their children.   

Expected duration of research and participants’ involvement: 6 months (January – June 

2015) 

Risks: No risks are envisaged in the conduct of the study, which is non-invasive and limited 

to collection of verbal and written information. 

Costs to the participants, if any, of joining the research: The only cost to participants will 

be the time spent responding to the study questionnaire. 

Benefits: Mothers who take part in the study will be receiving an evidence-based 

psychological assessment at no additional cost.  

Due inducements: No inducements will be offered to participants.  

Confidentiality: strict confidentiality will be maintained with respect to handling of data. 

Information provided will be available only to investigators. 

Voluntariness/alternatives to participation: The study is voluntary and a refusal to 

participate will not affect the care of the child in any way.  
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Consequences of participants’ decision to withdraw from research and procedure for 

orderly termination of participation: Withdrawal from participation is the recognized right 

of the participant. Each withdrawing participant will be kindly requested to state this on the 

earlier signed consent form, briefly stating reason for withdrawal.   

What happens to research participants and communities when the research is over: 

mothers requiring further attention will be duly informed and this will be facilitated.   

Any apparent or potential conflict of interest: No conflict of interest is envisaged.  

Statement of person obtaining informed consent:  

I have fully explained this research to   

………………………………………………………………………………………. 

And have given sufficient information, including risks and benefits, to make an informed 

decision.  

DATE:  

SIGNATURE: 

NAME: 

Statement of person giving consent: 

I have read the description of the research or have had it translated into language I 

understand. I have also talked it over with the doctor to my satisfaction. I understand that my 

participation is voluntary. I know enough about the purpose, methods, risks and benefits of 

the research study to judge that I want to take part in it. I understand that I may freely stop 

being part of this study at any time. I have received a copy of this consent form and 

additional information sheet to keep for myself.  

DATE:  

SIGNATURE: 

NAME: 

WITNESS’ SIGNATURE: 

WITNESS’NAME:  

This research has been approved by the Ethics Committee of the Neuropsychiatric Hospital, 

Aro and the Chairman of this Committee can be contacted at DRT’s Office, Postgraduate 

Building, Neuropsychiatric Hospital, Aro.  

Email: hrec@neuroaro.com 
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In addition, if you have any question about your participation in this research, you can 

contact the Principal Investigator: 

Name: Dr A.O. Okewole 

Department: Clinical Services, Neuropsychiatric Hospital Aro 

Phone: 08065199190 

Email: niranokewole@yahoo.com 

 

PLEASE KEEP A COPY OF THE SIGNED INFORMED CONSENT.  
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APPENDIX 3. STUDY INSTRUMENTS 

APPENDIX 3A. SOCIO-DEMOGRAPHIC QUESTIONNAIRE 

Hello, my name is Dr Okewole, I am a Consultant Psychiatrist at the Child and Adolescent 

Unit of Neuropsychiatric Hospital Aro. I am doing a study on the welfare of mothers of 

children with mental health problems. The information provided will be kept confidential. 

Thank you for your co-operation. 

Please tick (√) where appropriate in the boxes provided. 

 

SOCIODEMOGRAPHIC DATA 

1. Serial Number   ………………………….. 

SECTION A: CAREGIVER INFORMATION 

    2. Age (in yrs) ...................... 

    3. Sex  i) male  (     )             ii) female (     ) 

      4. Marital status i) Single (never married)(      )  ii) Married (     ) 

             iii) Divorced/separated (     )             iv) Widowed (     ) 

     5. Tribe  i) Yoruba (     ) ii) Ibo (     )  iii) Hausa (     ) 

iv) Others (     )  specify…………… 

      6. Religion i) Christianity: Orthodox (     ) Pentecostal (     )    

            ii) Islam (     )  iii) Traditional religion (     ) iv) Others (     )  specify ……………  

7.Educational Status 

             i) No formal/ Primary uncompleted (     )    ii) Primary completed (    )       

             iii) Secondary uncompleted (     )  iv) Secondary completed (     )   

             v) Tertiary uncompleted (      ) vi) Tertiary completed (      ) 

             vii) Other (specify) .........................................       

8. Employment status 

i)Employed(       )   ii) Unemployed (     ) 
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9.  Occupation/previous occupation (if retired) 

Occupations of mothers based on the international standard classification of 

occupations. ISCO-88. Last updated December 2007. 

1. Managers 

2. Professionals 

3. Technicians and associate professionals 

4. Clerical support workers 

5. Service and sales workers 

6. Skilled agricultural, forestry and fishery workers 

7. Craft and related trade workers 

8. Plant and machine operators, and assemblers 

9. Elementary occupations 

0. Armed forces occupations 

10. Past history of mental illness 

          Yes (       )         No   (        )  

11. If yes, specify .......................................... 

 

SECTION B: PATIENT INFORMATION 

12.Age of patient (in yrs)  ........... 

 

13. Sex of patient    Male (     )    Female  (      ) 

 

14. Highest educational level  i) No formal (      ) ii)Nursery/primary (      )  iii) Secondary (     

) 

 

iv) Post-Secondary v) Vocational (       ) vi) Special (      ) 

 

15. Duration of illness (Yrs/mths/wks )  ....../......./ ........ 

 

16. Length of time in treatment     (Yrs/mths/wks )  ....../......./ ........ 

 

17. Main diagnosis……………………………………………………… 

 

18. Comorbid diagnosis………………………………………………… 
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SOCIO-DEMOGRAPHIC QUESTIONNAIRE (Yoruba) 

E ku dede iwo yi. Oruko mi ni Dokita Okewole, lati eka itoju awon omode ti ile iwosan Aro. 

Mo n se iwadi nipa ona titun ti a fi le gba awon iya ti omo won ni arun opolo ni iyanju. 

Gbogbo idahun yi yoo je afi pamo. E se pupo fun ifowo sowopo yin. 

Jowo fi amin (√) si ibi ti o ye ni awon apo ti a pese. 

 

SOCIODEMOGRAPHIC DATA 

1. Serial Number   ………………………….. 

SECTION A: CAREGIVER INFORMATION 

    2. Ọmọ ọdun melo ni yin? ...................... 

    3. Şe ọkunrin tabi obinrin? (i) Ọkunrin (   )  (ii) Obinrin (    ) 

     4. Bawo ni e se je pelu baba omo yin? i) E ko fe ara yin ri (   ) 

        ii) T’oko t’aya ni yin (   )  iii) E ti ko ara yin sile/e ko jo gbe mo (   )  

       iv) Opo ni yin (    ) 

     5. Eya won i yin?  i) Yoruba (     ) ii) Ibo (     )  iii) Hausa (     ) 

iv) Omiran (     )  se apejuwe…………… 

      6. Esin won i yin? i) Igbagbo (     ) ii) Imale (     )  iii) Ibile (     )  

7.Ibo ni e ka iwe de? 

             i) E o ka rara/ e ko ka Ile-Iwe Alakọbẹrẹ pari (     )    ii) Ile-Iwe Alakọbẹrẹ (    )       

             iii) E ko ka Ile iwe girama  pari (     )  iv) Ile iwe girama  (     )   

             v) Ile-iwe agba/Yunifasiti (      ) 

8. Nje e n se ise bi? 

i) Bẹẹni (       )   ii) Bẹẹkọ (     ) 

    

9. Iru ise won ni e n se?..........................  

9.  Occupation/previous occupation (if retired) 

Occupations of mothers based on the international standard classification of 

occupations. ISCO-88. Last updated December 2007. 

10. Managers 

11. Professionals 

12. Technicians and associate professionals 

13. Clerical support workers 

14. Service and sales workers 

15. Skilled agricultural, forestry and fishery workers 
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16. Craft and related trade workers 

17. Plant and machine operators, and assemblers 

18. Elementary occupations 

1. Armed forces occupations 

10. Nje e tin i abi a ti toju yin fun arun opolo ri?  

          Bẹẹni (       )         Beeko   (        )  

11. Ti o ba ri bee, iru ewo? .......................................... 

 

SECTION B: PATIENT INFORMATION 

12.Omo yin to odun melo?  ........... 

 

13. Şe ọkunrin ni tabi obinrin? (i) Ọkunrin (    )  (b) Obinrin (    ) 

 

14. Ibo ni omo yin ka iwe de?  i) Ko kawe rara (      ) ii) Ile-Iwe Alakọbẹrẹ (      )   

  iii) Ile iwe girama  (     ) iv) Ile-iwe agba/ Yunifasiti (    )  v) Ile iwe ekose (       )  

  vi) Ile iwe awon omo akanda (      ) 

 

15. Ati igba wo ni aisan omo yin ti bere? (Yrs/mths/wks )  ....../......./ ........ 

 

16. Ati igba won i omo yin ti n gba itoju? (Yrs/mths/wks )  ....../......./ ........ 

 

17. Main diagnosis……………………………………………………… 

 

18. Comorbid diagnosis……………………………………………… 
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