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Abstract

This Study surveyed bank workers in Ilorin
township with the aim of identifying possible Psychiat-
ric disorders and the inherent associated factors in the
banking sector using a 30-item general Health Question-
naire ( GHQ-30 ), a socio-demographic questionnaire,
the Present State Examination ( PSE ) Schedule, and the
International Classification of Diseases, the 10™ edition (
ICD-10 ). Data were analysed using Epi info version 6.0.
Frequency distribution, cross tabulation, and chi square
figures were obtained. The level of statistical signifi-
cance was set at 5%.

Four hundred and thirty out of 563 subjects re-
sponded to the questionnaires satisfactorily ( 76% re-
sponse rate ). The “GHQ-positive” respondents ( i.e.
score of >4 and classified as having psychiatric morbid-
ity ) were interviewed and assigned into clinical psychi-
atric syndromes. 57 ( 13% ) of the respondents had psy-
chiatric diagnoses comprising anxiety ( 19 or 4.4% ),
depression ( 16 or 3.7% ), neurasthenia ( 16 or 3.7% ),
insomnia ( 5 or 1.2% ), and mixed anxiety and depres-
sion (1 or 0.2% ). There was significant association be-
tween psychiatric syndromes and number of children,
social club, Bank ownership, work experience, extra
hours, and clinical syndrome of anxiety disorder was
most significantly diagnosed. These presuppose the
needs for introduction of preventive measures, and iden-
tification and management of occupationally-related
mental ill-health in service organization like the banking
sector.
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Introduction

A sound mental health should permit the optimal
development ( physical, intellectual and emotional ) of
the individual, so far as this is compatible with that of
other individuals. The objectives of mental health prac-
tice as set out by the Nigeria Mental Health Programme
"include: (i) enhancement of the use of mental health
principles to promote social health and related functions
like socio-economic development, national productivity
and overall quality of life of all Nigerians; and ( ii) re-
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duction of mental health harmful effects and conse-
quences resulting from broken homes, delinquency, drug
/ alcohol abuse or dependence, socio-cultural and eco-
nomic changes taking place in Nigeria on individuals,
families and communities.

Social and psychological factors like socio-
political tumoil, insecure employment or non-conducive
work environment, have been identified as possible
causes of mental ill-health *® and some mental health
indicators had consistently given a prevalence of 10-
18% of milder but distressing forms of mental disorders
( neuroses, depression, and psychosomatic disorders ) .
Some research reports have implicated occupational and
life stresses or changes as capable of precipitating a wide
variety of physical and psychological disorders ( neuro-
ses, schizophrenia, depression, suicide attempt ) as well
as untreated symptoms in the community >*'°. These
may be possible with the rapid technological changes
which could lower the quantity and intensity of the
physical energy spent on work but raise the mental bur-
dens, which may influence workers’ attitudes and behav-
iour "' Such life changes or events include exit / en-
trances ( e.g. marriages ), desirability or undesirability of
commonly shared values ( e.g. engagement ), and the
individual’s area of activity e.g. change in work condi-
tions.

Studies in the developing countries have re-
ported measurable health problems in the industrial sec-
tors such as anxiety, sleep disturbances, somatic com-
plaints, psychoses, reduced mental capacity, alcohol and
drug abuse *'*'*. Durosaro " in his study of relation-
ship between stressors and mental health of School ad-
ministrators in 7 states of Nigeria ( including Ilorin town
) found that family problems, work pressure, job insecu-
rity among others, were associated with mental ill-
health. Similarly, Shankar et al * in a study in Lagos
among employees of an aluminium manufacturing Com-
pany using GHQ-30, found significantly high associa-
tion between mental health problems ( e.g. anxiety, in-
somnia, depression, somatization disorders ) and job
tension, job insecurity or interpersonal rewards. Haruna
et al '* in a study among 180 employees of a paint fac-
tory also in Lagos, reported highest psychiatric morbid-
ity ( 80% ) among factory workers and least morbidity (
36.7% ) among administrators. He went further to iden-
tify psychiatric syndromes of agoraphobia, dysthymia,
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generalized anxiety, and neurasthenia. Several other
studies have reported varying association between men-
tal disorders and job factors such as job tenure, remu-
nerations, promotion, poor conditions of service, age, or
marital status '*'>. None of these studies had however
focused on the Banking sector which by virtue of its
possible inherent delicate nature might be hazardous to
the mental health of these workers. Similarly, the
changes in socio-political and economic environment of
Nigerians consequent upon different policies of different
Governments that possibly demanded adjustment and
adaptation might be stressful and thus resulting in psy-
chological breakdown.

The impact of these changes on an average bank
worker in Ilorin community was the focus of this study.
It was against this backdrop that research in the area of
occupational mental health especially as it affected bank
workers in the community is considered worthwhile be-
cause of its possible consequences on the health of the
individual worker, the community, and the nation in
general ( by way of the national productivity ). The
methodological differences in these studies however pre-
cluded any direct comparison as non of them involved
clinical interview using PSE and ICD-10 criteria or in-
volving similar occupational sector.

This study is an improvement over ( and an ad-
dition to ) the previous ones by using the banking sector
and also combining screening and interview methods
with the aim of identifying and categorizing possible
psychiatric disorders among this group of workers and to
determine possible associated factors.

Method:
The study was conducted among bank workers in Ilorin
metropolis. Ilorin town was upgraded from provincial
headquarter to a State Capital following the creation of
Kwara State in 1967 '°. The town covers a land-mass of
about 690km’ in area and is made up of three Local
Government Areas ( West, East, and South ). It is peo-
pled almost exclusively by Yorubas '7 ( 1991 Census ).
Banking industry is one of the major industries
in the town and there were thirteen commercial banks
and the apex bank, the Central Bank of Nigeria ( CBN ).
The strength of the banking staff of these banks ranged
from 20-200, the highest being found in the CBN. A
breakdown of the staff strength of the banks are as fol-
lows: Central Bank of Nigeria (180 workers), Societe
Generale Bank ( Nig. ) Ltd. ( 28 workers ), Wema Bank
( 20 workers ), Trade Bank ( 50 workers ), First Bank (
30 workers ), Habib Bank ( 15 workers ), Savannah
Bank ( 30 workers), Afribank ( 30 workers ), Bank of
the North ( 80 workers ), and Union Bank ( 100 workers
). Each 4 day, an average bank worker worked long
hours, in addition to some occasional weekend banking.
The inclusion criterion for participation in the study was
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that the subject must be a bank worker. These are staff
involved with the day to day banking activities and com-
prise senior, middle, and junior cadres. In the senior
cadre are senior managers, managers, deputy managers,
assistant managers and accountants; in the middle cadres
are the officers, which include banking officers, and as-
sistant banking officers. The junior cadres are the super-
visors, cashiers, and clerks. Other bank workers are the
non-banking ( or auxiliary ) staff comprising stenogra-
phers, secretaries, drivers, messangers, cleaners, and the
securities. The criterion for exclusion was previous his-
tory of psychiatric illness.

Subjects were initially approached for
their consent and invited to participate in the study in
which their state of health and social well-being vis-a-
vis their working conditions would be assessed for prob-
able health intervention, if need be. Everybody was en-
thusiastic to participate, because for them, it provided an
easy avenue for getting medical advice on work-related
health problems, personal problems, and possibly an
avenue to express opinions about non-conducive work
conditions. However, some could not go beyond the first
stage of the study as they refused to return their ques-
tionnaires. It was revealed that some of these latter
group suspected that the data were being collected in
collaboration with their employers to identify disgrun-
tled workers for possible reprisal. They held onto this
despite the verbal and written assurance of absolute con-
fidentiality given by the researcher. This was demon-
strated by attaching envelopes bearing the address of the
researcher to every questionnaire booklet. Five hundred
and sixty-three banking staff comprising all the three
cadres were served with these questionnaires.

The study was conducted in 2 stages. The first
stage involved screening of participants for psychiatric
morbidity using the 30-item version of the General
Health Questionnaire ( GHQ-30 ) and the socio-
demographic questionnaire while the second stage in-
volved clinical interviews of a proportion of participants
( GHQ-positive ) using the Present State Examination (
PSE ) schedule and using criteria based on International
Classification of Diseases, the 10™ edition ( ICD-10 ),
with the aim of making clinical diagnosis, if any.
Questionnaires: Each participant was given a question-
naire booklet which assessed:

Socio-demographic characteristics: this was constructed
by the researcher and field-tested for content relevance,
and questionnaire applicability, in a neighbouring town
of Offa where appreciable number of banks existed.
Some adjustments were made to the questionnaire based
on the responses from the subjects and field experiences.
Variables assessed by this questionnaire included age,
marital status, pre- and post-employment educational
qualifications, household number, family types, job
characteristics like cadre, financial and professional re-
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munerations, spouse perception of job; social recrea-
tional activities, religious activities, and interpersonal
relationship at work.

Psychiatric morbidity assessment with the 30-item ver-

about 30 minutes and about 3 subjects were interviewed
each day.

International Classification of Diseases, 10" edition (
ICD-10 ): The subjects were assigned into different psy-

sion of the General Health Questionnaire ( GHQ-30 ):
this is a self-administered screening instrument
designed to detect current diagnosable psychiatric mor-
bidity in a community sample, clinical setting and occu-
pational setting **'®%°_ It is designed to cover 4 identifi-
able elements of distress ( depression, anxiety, social
impairment and hypochondriasis). Thirty symptoms are
rated according to whether they have been experienced
“‘not at all’’, “‘the same as usual’’, ‘‘rather more than
usual’’, or ‘‘much more than usual’’ in the past few
months ( 6 months for this study ). ‘GHQ Scoring
method ( 0-0-1-1 ) was adopted and each item was
scored 0 (not at all or the same as usual ) or 1 ( rather or
much more than usual ), giving a maximum score of 30.
Subjects that scored >4 were considered to have psychi-
atric morbidity in accordance with the previous studies
validating this instrument in this environment *'°. Each
questionnaire booklet was numbered serially ( 001-1000
), and the name of every subject and the bank was writ-
ten against the corresponding number on the question-
naire booklet in a ‘‘tracer sheet’’. This was to facilitate
contact tracing of subjects during the second stage.
Clinical Interview: Subjects that were identified as
possible ‘cases’ from the screening stage ( i.e. subjects
with score of >4 ) participated in this stage. Among the
430 subjects that completed the first ( screening ) stage,
77 scored >4, and were enlisted for the second stage of
the study. Using the ‘tracer sheet’, the subjects with
scores of >4 were traced to their various banks and re-
cruited into the second stage of the study. The conduct
of the second stage was smooth and was guided by the
use of the following standardized diagnostic instru-
ments:
Present State Examination ( PSE ): This instrument con-
sists of 140 items which systematically cover all the
phenomena likely to be relevant when conducting a
mental state examination *' and had been used previ-
ously in both local and
International studies *'**?°. Despite the fact that the
subjects were interviewed at work, the researcher en-
joyed their cooperation perhaps because the subjects
were of reasonably high educational background which
enhanced a good rapport. It was thus possible to apply
the full PSE. The interview was conducted during the
hours of lunch breaks and every subject was interviewed
one after the other. The interview process began with
exchange of pleasantries, expression of gratitude for co-
operating with the researcher thus far as well as seeking
further cooperation, re-introducing the purpose of the
interview stage, and further reassuring them of absolute
confidentiality. On the average, each interview took
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chiatric diagnostic entities if any, based on the criteria of
ICD-10 ? as previously used in both local and interna-
tional studies '*?*?** % The GHQ-30 was scored us-
ing GHQ scoring method. Subjects who scored >4 were
regarded as possible cases of psychiatric morbidity and
therefore regarded as ‘GHQ-positive’. The data of the
total number of respondents and the variables were en-
tered into the computer. All the data were analyzed us-
ing a statistical computer software, Epi info version 6 *'.
Frequency distribution, cross tabulation, and chi square
figure ( with Yates correction where applicable ) were
obtained from the analysis. The level of statistical sig-
nificance was set at 5%, and where an expected cell
value was <5, Fisher’s exact 2-tailed p-value was used.
Missing data were not considered in cross tabulating for
the purpose of deriving the x* or Fisher’s p value.

Results

Four hundred and thirty subjects out of 563 that
were recruited returned their questionnaires, giving a
response rate of 76%. The non-response of the remain-
ing 103 ( 24% ) subjects could have been due to: (1)
loss to retrenchment of some of the subjects after recruit-
ment into the study, and ( ii ) fear of reprisal from their
employers. Seventy-seven ( 18% ) of the 430 respon-
dents scored >4 on GHQ with range of scores between 4
and 20, and were thus considered as ‘GHQ-positive’
while 353 ( 82% ) scored <4 with range of score be-
tween 0 and 3, and were considered as ‘GHQ-negative’.

As shown in table 1, 57 of these 77 respondents
that were GHQ-positive were diagnosed as having psy-
chiatric syndromes and these comprised anxiety ( 19 or
4.4% ), depression (16 or 3.7% ), neurasthenia ( 16 or
3.7% ), insomnia ( 5 or 1.2% ), and mixed anxiety and
depression ( 1 or 0.2% ).

Table 1: Psychiatric syndromes (ICD-10 Diagnosis)

Diagneses Frequency %%
Anxiety 19 4.4
Depression 16 37
MNeurasthenia 16 37
Ihsomnia ] 1.2
Wlized Anwsiety-depression 1 0z
Total 57 122

Table 2 shows the socio-demographic factors
among the respondents and it indicates that, though sta-
tistically insignificant, more respondents in the age
group 30-39years were observed to have clinical psychi-
atric syndromes with anxiety disorder accounting for 12
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Table 2: Variable distribution (Socio-demographic factors)
among respondents diagnosed as neurasthenia, anxiety and
depression.

Table 3: Variable distribution (Work factors) among respon-
dents diagnosed as neurasthenia, anxiety and depression.

Variables Neuras- | Anxiety |Depres-
thenia N,=19 sion
N;=16 ng(%) N3=16
n1(%0) n3(%o)

i. Ages

<30 years (N=46) 12.2) 3(6.5)  |3(6.5)

30-39(N=234) 10(4.3)  |12(5.2) [933.8)

40-49(N=80) 1(1.3) 4(5) 4(5)

>50 years (N=42) 4(9.5) - -

X? 5.38 251 2.75

P-value 0.14 0.47 043

Ii. Gender

Male (N=294) 15(5.1)  |12(4.1) |134.4)

Female (N=123) 1(0.8) 6(4.9) |3(2.4)

x? 3.24(yates) |0.13 0.46(yates)

P-value 0.07 0.72 0.5

Tii. Number of Children:

0 children (N=48) 12) 3(6) 5(10)

1-5 children (N=328) |14(4.3) |13(4) 11(3.4)

>5 children (N=36) 1(2.8) 1(2.8) -

X? 0.66 0.73 7.19

P-value 0.72 0.69 0.03

Iv. Social club:

H = Total amber of respondents expected for each variable item
My =Total number of respondents expected for neurasthenia
Ha=Total number of respondents expected for anxiety

Hsz = Total number of respondents expected for depression
ny=Humber of respondents ohserved for neurasthenia

ng = Number of tesponderts obeerved for anxiety

nz = Number of responderts observed for depression

( 5.1% ), depression 9 ( 3.8% ), and neurasthenia 10 (
4.3% ). Most respondents, also not statistically signifi-
cant though, were males with majority being diagnosed
to have neurasthenia ( 15 or 5.1% ). Respondents that
had between 1-5 children were however significantly
diagnosed to have clinical psychiatric syndromes of neu-
rasthenia (14 or 4.3% ), anxiety ( 13 or 4.0% ), and de-
pression ( 11 or 3.4%); x* = 7.19, p<0.03. Similarly, sig-
nificantly most of the respondents did not belong to so-
cial club and were diagnosed to have anxiety disorder (
13 or 7.7%, x’=6.64, p<0.01).

Table 3 shows the work factors among the re-
spondents and concerning their work experience in bank,
significantly most respondents had worked in the indus-
try for < 10years and were significantly diagnosed to be
having anxiety disorder ( 13 or 7.1% , x*=5.96, p<0.01 ).
Similarly, respondents in the employment of privately-
owned banks were significantly most diagnosed to be
having clinical syndrome of anxiety ( 15 or 6.8%,

Variables Neuras- | Anxiety |Depres-
thenia N,=19 sion
N;=16 nz(%) N3=16
ny(%) n3(%0)

i. Work experience:

<10 years (N=182) 6(3.3) 13(7.1) |9(4.9)

> 10 years (N=229) 10(4.4) 5(2.2) 7(3.1)

X? 0.31 5.96 0.97

P-value 0.58 0.01 0.32

Ownership:

Federal (N=170) 6(3.5) 3(1.8) 6(3.5)

State (N=38) - 1(2.6) -

Private (N=220) 10(4.5) 15(6.8) 10(4.5)

X? 1.89 6.09 1.89

P-value 0.39 0.05 0.39

Workload

Heave (N=315) 15(4.8) 16(5.1) 13(4.1)

Light (N=6) - 2(33.3) 1(16.7)

Appropriate (N=86) 1(1.2) - 2(2.3)

X? - - -

P-value - - -

Overtime

Working Extra hours (N=384) | 15(3.9) 14(3.6) 13(3.4)

No Extra hours (N=22) 1(4.5) 5(22.7) 2(9.1)

x? } 12.98 Yates | -

P-value 00003

Desirability of overtime:

Desirable (N=93) 2(2.2) 2(2.2) -

Not Desirable (N=289) 14(4.8) 11(3.8) 14(4.8)

X 0.69(Yates) |0.19 Yates | 3.41yates

P-value 0.41 0.66 0.06
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x*=6.09, p<0.05 ) compared with those who were in the
employment of Federal government-owned, or State-
owned banks.

Majority of the respondents that reported heavy
workloads were observed to have clinical psychiatric
syndromes but this was not statistically significant.
However, respondents who reported working extra hours
were observed to have clinical psychiatric syndromes
and most were significantly diagnosed to have anxiety
disorder ( x’=12.98, p<0.0003 ). Majority of the respon-
dents who felt overtime was not desirable were observed
to have clinical psychiatric syndromes though not statis-
tically significant.

Discussion:

In the previous studies among industrial popula-
tions, several psychiatric syndromes have been identi-
fied. For instance, Shankar et al *in their study of em-
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ployees of a group of companies in Lagos, Nigeria, iden-
tified syndromes of anxiety, fatigue, depression, and in-
somnia. In a similar study by Haruna et al "> among
workers of a paint factory also in Lagos, Nigeria, syn-
dromes of agoraphobia, dysthymia, anxiety, and neuras-
thenia were identified. Several authors have also identi-
fied other psychiatric syndromes such as drinking-
related problems, violence, social dysfunctions, sub-
stance abuse, and psychosomatic disorders among vari-
ous occupational settings ****. In a study of senior health
service staff in Lincoln by Caplan **, higher levels of
anxiety and depression were reported among doctors and
managers.

The current finding of less severe forms of psy-
chiatric disorders in the banking industry further gave
credence to the view that milder forms of psychiatric
disorders exist in the community *and especially in the
occupational settings but usually escape discovery as
majority of the affected individuals might have failed to
present to the mental health specialists. This perhaps
might be because such individuals did not regard them-
selves as being ill. It could also be due to non-
recognition by private doctors or the fear of the social
stigma associated with any disorder that might suggest
mental illness. The observed significant association of
clinical psychiatric syndrome with extra work hours was
in agreement with the findings of Ezoe et al *° and Ma-
ruyama et al *® who reported significant association be-
tween long working hours and the development of psy-
chiatric disorders among Japanese factory workers.

Psychiatric syndromes and the associated fac-
tors ( Tables 2 & 3):

Anxiety: The association of work factors and
anxiety disorder in this group of workers may not be too
surprising because workers with few years of work ex-
perience might have been too anxious about promotion,
achievement and recognition. Coupled with the contin-
ual restructuring especially in the privately-owned
banks, such workers might even be more anxious as a
result of impending job loss. This finding again may
explain why some of the respondents did not belong to
social clubs as it might have been difficult to engage
themselves in any social activities to minimize tension
emanating from their work.

Depression: In a study of risk factors for depres-
sion by Salokangas et al *’, negative life events, poor
marital or other inter-personal relationships, poor socio-
economic and work situations were implicated. The sig-
nificant association between clinical psychiatric syn-
dromes and having 1-5 children appeared to be in conso-
nance with previous studies. Expectedly, respondents
who had more children were very likely to have more
clinical syndromes as this could amount to more role
demands. The increased morbidity of psychiatric illness
consequent upon the rearing of children had been ob-
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served in previous studies. According to Brown et al **,
presence of 3 or more children in working class mothers
make them more vulnerable to developing depression
especially in the presence of an event or difficulty.

Neurasthenia: Haruna et al "> had observed this
syndrome among workers of a paint factory in Nigeria
and reported significant association between this syn-
drome and psychological complaints. The finding of
high incidence in the middle age was partially in conso-
nant with literature documentation. Significantly more
male than female respondents were observed to have the
diagnosis but this may be particularly difficult to explain
because no mention had been made about the gender
distribution pattern of this disorder in the few available
studies.

The author recognized the difficulty of making
any definitive inference from this study. Nevertheless,
the findings of the study may bear significant implica-
tions for banking staff and their employers as there had
been no study that primarily focused on this sector.
Thus, there are needs to initiate primary preventive
measures that would be geared towards mitigating those
psychosocial work-related factors that were identified as
being hazardous to workers mental health. These could
be attained through: ( i1 ) organization of semi-
nars/workshops for these group of workers, ( ii ) training
of the private medical retainers of the organization for
early identification and prompt management of cases in
order to improve the psychological health of the work-
ers, and ( iii ) incorporation of occupational mental
health practitioners into organizational health promotion
programmes.

Acknowledgement

The author wish to acknowledge the contributions of
Prof. M. L. Adelekan, retired Prof. of Psychiatry, Col-
lege of Medicine, University of Ilorin, and Dr. Adeyemi,
J. D., Associate Professor of Psychiatry, College of
Medicine, University of Lagos.

References

1. Gureje, O., Adewunmi, A. ( 1988 ) Life Events a
Schizophrenia in Nigerians. A controlled investi-
gation. British Journal of Psychiatry, 153, 367-375.
Shankar, J., Famuyiwa, O. O. ( 1991 ) Stress Among
factory Workers ina  Developing Country. Journal
of psychosomatic Research, 35 (2/3) 163-171.
Begley, T. M., Boyd, D. P. ( 1992 ) Work Stress and
Health Outcomes : The Managerial Issues, 4 ( 1)
Spr., 62-83.

Ajayi, K. ( 1997 ) Stress Management in Economic
Depression. Daily Sketch, Feb. 11-13, 18-20.
German, A. G. ( 1987 ) mental Health in Africa: The
Extent of Mental Health Problems in Africa today.
An Update of Epidemiological Knowledge. British



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

A.D. Yussuf /The Tropical Journal of Health Sciences Vol. 12 (2005).

Journal of Psychiatry, 151, 435-439.

Federal Ministry of Health ( 1991 ) Mental Health
Policy, 1-3.

Paykel, E. S., Cooper, Z., Ramana, R., Hayhurst, H.
( 1996 ) Life Events and Social Support and Marital
Relationships in the outcome of Severe Depression.
Psychological Medicine, 26, 121-133.

Paykel, E. S. ( 1994 ) Life Events, Social Support
and Depression. Acta Psychiatical Scandinavica,
377, 50-58.

Daniels, O. ( 1988 ) Cultural Influences and Psychi-
atric Disorders. Gower Academic Journals Ltd.,
ISSN 0951-7367, 212-216.

Ekpo, M., Morakinyo, O., Sijuwola, O. A., Odejide,
a. O. et al. ( 1996 ) In Mental Health Handbook for
Primary Health Care Workers, 7-11, ed. 1, Federal
Ministry of Health.

International Labour Organization/ world health Or-
ganization Report ( 1986 ) Psychosocial Factors at
Work: Recognition and Control. Occupational
Safety and Health Series, 56, 5-19.

Kaplan, H. 1., Sadock, V. A. ( 1995 ) Life Events
and Illness, Mood disorder, Anxiety disorder, and
Additional Conditions that may be a Focus of Clini-
cal Attention; In Comprehensive Textbook of Psy-
chiatry, 200-201, 516-572, 611-616, and 796-801,
ed. 7, Williams and Wilkins, Baltimore.

Durosaro, D. O. ( 1990 ) Calming the Storm:
Stresses and Relationship to Physical and Mental
Health of Nigerian School Administrators. Nigerian
Journal of Educational Foundation, 1 (2 ) 113-125.
Akinnawo, E. O. ( 1996 ) Mental Health Status of
Nigerian Army Officers: An exploratory study. Ife
Psychologia, 4 (1) 54-60.

Haruna, A. Y., Ohaeri, J. U, Lawal, R. A,
Suleiman, T. G., et al. ( 1998 ) Comparative Study
of Psychiatric Morbidity among Workers at a paint
factory in Nigeria. East African journal, 75 ( 1) 4-
10.

Jimoh, L. A. K. (1994 ) In Ilorin, the Journey so far,
332-337, Atoto Press Ltd., Ilorin.

Kwara State Ministry of Information and Culture (
1993 ) Kwara State of Nigeria Diary, 1-3.
Morakinyo, O. ( 1997 ) The Sensitivity and Validity
of Cornell Medical Index and General Health Ques-
tionnaire in an African Population. African journal
of Psychiatry, 1, 1-8.

Abiodun, O. A. ( 1994 ) A Validity Study of th Hos-
pital Anxiety and Depression Scale in General Hos-
pital Units and a Community Sample in Nigeria.
British Journal of Psychiatry, 165, 669-672.
Ramirez, A. J., Graham, J., Richards, M. A., Greg-
ory, W. M. ( 1996 ) Mental Health of Hospital Con-
sultants: the effects of stress and satisfaction at
work. The Lancet, 347, 724-728.

24

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

Thompson, C. ( 1989 ) In The Instruments of Psy-
chiatric Research, 69-71, John Wiley and Sons Ltd.,
Singapore.

Makanjuola, R. O. A. ( 1985 ) Recurrent Unipolar
Manic Disorder in the Yoruba Nigeria: Further evi-
dence. British Journal of Psychiatry, 147, 434-437.
Tress, K. H., Bellenis, J. M., Brownlow, G.,
Livingston, G. et al ( 1987 ) The Present State Ex-
amination change rating scale. British Journal of
Psychiatry, 150, 201-207.

Deshpande, S. N., Sundaram, K. R., Wig, N. N. (
1989 ) Psychiatric Disorders among Medical In-
patients in an Indian hospital. British Journal of Psy-
chiatry, 154, 504-509.

Kokkonen, J., Kokkonen, E. R. ( 1993 ) Prevalence
of Mental Disorders in Young Adults with Chronic
Physical Diseases since Childhood as identified by
the Present State Examination and the CATEGO
Programme. Acta Psychiatrica Scandinavica, 87,
239-243.

Adeyemi, J. D., Jegede, R. O. ( 1999 ) Correlates of
Psychiatric Morbidity and Case Identification: A
Primary care study. East African Medical Journal,
76, (2) 122-126.

Adeyemi, J. D., Jegede, R. O. ( 1994 ) Integrating
Psychiatry into Primary Care: an experimental
model. Social Psychiatry and Psychiatric Epidemiol-
ogy, 29, 277-281.

Mumford, D. B., Nasir, M., Jilani, F., Baig, I. M. (
1996 ) Stress and psychiatric Disorders in the Hindu
Kush. A Community Survey of Mountain Villages
in Chitrah, Pakistan. British Journal of Psychiatry,
168, 299-307.

Munk-Jorgensen, P., Fink, P., Brevik, J. 1., Dalgard,
0. S. et al ( 1997 ) Psychiatric Morbidity in Primary
Public health Care: a multicentre investigation. Part
II. Hidden morbidity and choice of treatment. Act
Psychiatrica Scandinavica, 95, 6-12.

Jegede, R. O., Baiyewu, O. ( 1989 ) A Study of
Chronic Neurotic Illness in Nigeria. African Journal
of Medicine and Medical Sciences, 18, 13-20.
Centre for Disease Control and Prevention ( CCD ) (
1994 ) Epi Info version 6.0, A Computer Software.
Catalano, R., Dooley, D., Novaco, R. W., Wilson,
G. et al ( 1993 ) Using ECA Survey data to examine
the effect of job lay-offs on violent behaviour. Hos-
pital and Community Psychiatry, 44, (9 ) 974-978.
Kawakami, N., Araki, S., Haratami, T., Hemi, T. (
1993 ) Relations of Work Stress to Alcohol Use and
Drinking Problems in Male and Female Employees
of a Computer Factory in Japan. Environmental Re-
search, 62 (2) 314-324.

Caplan, R. P. ( 1994 ) Stress, Anxiety, and Depres-
sion in Hospital Consultants, General Practitioners,
and Senior Health Service Managers. British Medi-



35.

36.

A.D. Yussuf /The Tropical Journal of Health Sciences Vol. 12 (2005).

cal Journal, (309 ) 1261-1263.

Ezoe, S., Morimoto, K. ( 1994 ) Behavioural Life
tyle and Mental Health Status of Japanese Factory
Workers. Preventive Medicine, 23 (1) 98-105.
Maruyama, S., Morimoto, K. ( 1996 ) Effects of
Long Working Hours on Lifestyle, Stress and Qual-
ity of Life among Intermediate Japanese Managers.
Scandinavian Journal of Work, Environment and

25

37.

38.

Health, 22 (5) 353-359.

Salokangas, R. K., Pontamen, O. ( 1998 ) Risk Fac-
tors for Depression in Primary Care. Findings of the
TADEP Project. Journal of Affective Disorders, 48 (
2-3) 171-180.

Brown, G. W., Harris, T., Copeland, J. R. ( 1977 )
Depression and Loss. British Journal of Psychiatry,
130, 1-8.



