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Abstract

Background
Mental health service utilization remains suboptimal in low- and middle-income countries, where structural and
socio-cultural barriers coexist. However, the relative influence of these barriers on continued utilization among
patients already engaged in care remains insufficiently understood. This study identified the determinants of mental
health service utilization among psychiatric outpatients attending tertiary neuropsychiatric institutions in Southwest
Nigeria.

Methods
A cross-sectional mixed-methods study was conducted among 271 psychiatric outpatients selected through
systematic sampling from two tertiary neuropsychiatric hospitals. Data were collected using a structured
interviewer-administered questionnaire and analyzed using descriptive statistics, chi-square tests, and multivariable
logistic regression. Qualitative responses were subjected to thematic analysis to complement the quantitative
findings.

Results
Financial barriers were the most frequently reported challenge (57.6%), followed by geographic barriers (36.2%) and
waiting-time constraints (32.1%). Most respondents reported awareness of mental health services (82.3%) and
intended to seek care (82.3%), although 27.3% endorsed supernatural explanations for mental illness. Rural
residence was significantly associated with greater access-related barriers (χ² = 9.58, p = 0.048). Community
judgement (χ² = 20.03, p = 0.010) and supernatural beliefs (χ² = 16.90, p = 0.031) were significantly associated with
service utilization. In multivariable analysis, supernatural belief remained the only independent predictor of
utilization (AOR = 0.39, 95% CI: 0.17–0.86, p = 0.020), whereas socioeconomic status, knowledge, stigma,
institutional factors, and geographic accessibility were not independently associated with continued service
utilization. Qualitative findings reinforced the influence of financial constraints, long travel distances, prolonged
waiting times, stigma, and preference for spiritual or traditional healing pathways.

Conclusion
Continued mental health service utilization was influenced more by culturally embedded belief systems than by
structural barriers alone. Strengthening culturally responsive interventions alongside improvements in affordability,
accessibility, and community engagement may enhance sustained utilization of mental health services in resource-
constrained settings.

INTRODUCTION
The use of mental health services remains critically insufficient worldwide (1), and the gap between those who need
care and those who actually receive it is widest in low- and middle-income countries (LMICs), where structural
limitations and socio-cultural influences often coexist. In these settings, people frequently face barriers that extend
beyond the availability of treatment, making access to care both complex and unequal. At the health-system level,
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evidence shows that economic capacity and political commitment strongly influence the strength and
responsiveness of mental health services (2), thereby sustaining marked differences in access and outcomes
across countries.

Understanding why people use or fail to use mental health services therefore requires looking beyond the health
system itself. The Andersen Behavioral Model of Health Service Use3 and the Theory of Planned Behavior (4)
together explain that service utilization is shaped by the interaction of predisposing, enabling, and need-related
factors. In practice, this means that an individual's knowledge, beliefs, and attitudes, together with social influences
such as stigma and the availability, affordability, and quality of care, all contribute to the decision to seek treatment.
In mental health, these influences are further shaped by culturally rooted explanations of illness, which affect how
symptoms are interpreted and whether individuals choose biomedical or non-medical forms of care. People enter
the mental health system with their own values, belief systems, and cultural backgrounds, and these factors
influence both how they present their symptoms and what they expect from treatment (5). Consequently, utilization
depends not only on service availability but also on whether the health system provides care that aligns with
patients' beliefs and expectations.

Research across LMICs has consistently shown that structural barriers remain major obstacles to mental health
service utilization. High treatment costs, limited insurance coverage, and substantial out-of-pocket payments
continue to widen the treatment gap (1),(2),(6). These financial challenges are often reinforced by broader health-
system weaknesses, including inadequate workforce incentives and limited opportunities for professional
development, which may reduce both service availability and quality (7). Geographic access presents another
challenge, particularly for rural populations where mental health services are concentrated in urban tertiary facilities
(8). Alongside these structural barriers, stigma continues to discourage help-seeking because many individuals fear
discrimination and social exclusion (1),(2),(6),(9). Its effects extend beyond public attitudes, reducing self-esteem
and limiting social opportunities that support continued treatment (10-12). Even among groups with a high risk of
mental health problems, such as first responders, stigma may delay care-seeking (13). Cultural beliefs also play an
important role, as supernatural or spiritual explanations for mental illness often encourage individuals to seek help
from traditional or faith-based providers rather than formal mental health services (5),(14),(15).

Although these determinants are well recognized, an important question remains unanswered. Much of the existing
literature focuses on barriers that prevent people from entering care, yet far less attention has been given to the
factors that influence continued utilization once patients have already accessed services. Structural barriers are
often assumed to predict utilization, but this assumption has rarely been tested among people who are already
receiving treatment. Emerging evidence suggests that some individuals continue using mental health services
despite financial hardship, long travel distances, or stigma, indicating that these barriers may be necessary but not
sufficient to explain utilization behavior. Likewise, while policy initiatives such as integrating mental health into
primary healthcare have improved access in Nigeria (16), it remains uncertain whether these improvements lead to
sustained service utilization. The relative influence of cultural beliefs compared with structural constraints is also
poorly understood, and quantitative findings are seldom integrated with qualitative evidence to explain how reported
barriers shape actual patterns of service use, particularly in tertiary mental health settings where patients have
already overcome the initial challenge of access (17). This knowledge gap is especially relevant in Nigeria, where
mental health services are highly centralized and coexist with pluralistic systems of care, yet most studies have
concentrated on community-level barriers or intentions to seek care (17) rather than on the determinants of
sustained engagement with formal mental health services.

Purpose of the study
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Against this background, this study examined the barriers to mental health service utilisation among patients
attending two federal neuropsychiatric hospitals in South-West Nigeria, whose large, diverse catchment populations
make their utilisation patterns of substantial policy relevance. It had four objectives. The first was to identify and
categorise the major barriers to mental health service utilisation as perceived by patients attending these
institutions. The second was to examine the relationship between patients' sociodemographic characteristics and
their patterns of service utilisation. The third was to assess the influence of institutional factors, including
affordability, waiting time, staff attitudes, and the physical environment, on utilisation patterns. The fourth was to
evaluate the role of cultural beliefs, social norms, and stigma in patients' decisions to seek and continue with mental
health services. It was hypothesized that culturally rooted beliefs, alongside structural and individual-level factors,
play an important role in shaping patterns of mental health service utilization. The findings are intended to inform
policy and programmatic responses aimed at improving access to, and retention within, tertiary mental health care
in Nigeria and comparable settings.

METHODS
Study design

A descriptive, cross-sectional design with both quantitative and qualitative components was adopted, so that
several dimensions of the problem could be captured in one contact with each participant and repeat visits avoided.

Study area

The study was conducted at two federal tertiary neuropsychiatric institutions in South-West Nigeria: Federal
Neuropsychiatric Hospital, Aro, Abeokuta (Ogun State), established in 1954, and Federal Neuropsychiatric Hospital,
Yaba, Lagos (Lagos State), established in 1907. Both were purposively selected as the zone’s premier referral
centres for complex psychiatric cases and for their contrasting settings — semi-urban Aro and densely urban Yaba.
Data were collected during routine outpatient clinic days between August and December 2025.

Study participants

Participants were adult outpatients of the two facilities, with primary caregivers included where relevant. To be
eligible, a person had to be at least 18, to have attended the clinic regularly for two months or more, to be clinically
stable and able to give informed consent, and to communicate in English, Yoruba, or Pidgin. Those in acute crisis
needing emergency care, those who spoke none of the three study languages, and those who declined or later
withdrew were not enrolled.

Sample size determination

The minimum sample size was determined using Cochran's (1963) formula for cross-sectional studies:

n = (Z² × p(1 − p)) / d²

In this expression n is the required minimum sample, Z the standard normal deviate at the 95% confidence level
(1.96), p the assumed prevalence of the characteristic of interest (0.8, taken from earlier Nigerian reports of high
barrier prevalence), and d the tolerated margin of error (0.05). Entering these values gives:

n = ((1.96)² × 0.8 × 0.2) / (0.05)² = 0.6147 / 0.0025 ≈ 246 participants
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Inflating this by 10% to allow for non-response and incomplete returns (24.6 ≈ 25) produced a target of 271, divided
almost evenly between the sites (135 at Aro, 136 at Yaba).

Sampling Technique

A two-stage sampling procedure was employed. First, purposive sampling was used to select the study sites based
on predefined criteria including service capacity and geographic representation. Second, systematic sampling was
applied within each facility. Eligible patients were assigned sequential numbers from clinic registers, and a sampling
interval (k = 3) was determined by dividing average daily patient attendance (50) by required daily sample size (20).
Every third eligible patient was recruited until daily quotas were met.

Data Collection Instruments

A semi-structured questionnaire consisting of eight sections: Sociodemographic characteristics, Knowledge and
awareness, Attitudes and beliefs, Cultural and social influences, Institutional barriers, Social support and norms,
perceived behavioral control and Service utilization patterns was used to collect the data; the instrument included
adapted validated scales contextualized to Nigeria through literature review and expert consultation. Questionnaire
is provided as Supplementary Material S2.

Reliability and validity of the research instrument

Content and face validity were assessed by the project supervisor and senior faculty at the Department of Health
Policy and Management, University of Ibadan. A pilot study (7 August 2025) with 30 participants (~10% of the
planned sample) assessed feasibility and reliability; completion took 30–35 minutes, one item was minimally
rephrased, and internal consistency was acceptable (Cronbach’s α ≥ 0.82).

Measurement of Variables

Mental health service utilization was defined as a binary outcome based on appointment attendance and
medication adherence, categorized as adequate (≥80%) or inadequate (<80%). A secondary outcome, barrier score,
was constructed as a composite index of institutional, cultural, social, and economic factors and classified into
tertiles (low, moderate, high).

Explanatory variables included key domains: socioeconomic status (income level), geographic accessibility
(residence and perceived ease of access), stigma (high vs low), knowledge of mental health (good vs poor), cultural
beliefs (endorsement of supernatural causes), and institutional factors (affordability, waiting time, staff attitude, and
hospital environment). All variables were operationalized as binary indicators.

Full variable definitions, coding schemes, and measurement details are provided in the Supplementary Material S1.

Potential Confounders and Effect Modifiers 

Age, sex, education, employment status, and distance to facility were considered potential confounders. These
variables were controlled in multivariable regression models.

Data Collection and Management

Face-to-face interviewer-administered surveys were conducted in outpatient clinics. After eligibility screening,
participants received study information and provided written informed consent. Interviews were conducted in
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English, Yoruba, or Pidgin English. Trained research assistants read questions verbatim and recorded responses.
Completed questionnaires were checked immediately for completeness and stored securely.

Five trained research assistants (health sciences background) underwent a structured three-hour training covering
study objectives, standardized interviewing, ethical considerations, and distress management. Competency was
verified through role-play and pilot interviews.

Data were anonymized using unique identification codes. Paper questionnaires were first inputted into Kobotool
before stored in locked cabinets, while electronic data were encrypted and password-protected. Missing data below
10% were handled using mean (continuous) or mode (categorical) imputation. Cases with >10% missing data were
excluded.

Data Analysis

Data analysis was conducted using IBM SPSS Statistics version 26.0 (IBM Corp., Armonk, NY, USA). Descriptive
statistics, bivariate analysis and multivariable analysis were conducted.

All variables were entered simultaneously into the model. Statistical significance was set at p < 0.05.

Qualitative responses were analyzed using thematic content analysis. Codes were developed inductively, grouped
into themes, and aligned with the conceptual framework. Discrepancies were resolved through consensus.

Bias and Confounding Control

Selection bias was minimized using systematic sampling. Information bias was reduced through standardized
interviewer training and validated instruments. Confounding was addressed through multivariable logistic
regression adjustment.

Eligibility Criteria

Inclusion Criteria: Adults aged ≥18 years, attending clinic for at least two months, mentally stable and capable of
informed consent and able to communicate in English, Yoruba, or Pidgin

Exclusion Criteria: Patients with acute psychiatric emergencies, communication barriers and refusal or withdrawal
of consent

Ethical Considerations

Before any data were gathered, the study received ethical approval from the Research Ethics Committees of Federal
Neuropsychiatric Hospital, Aro (PROO22/25) and Federal Neuropsychiatric Hospital, Yaba
(FNPHY/HREC/2025/001/07/45). Every participant gave written informed consent beforehand, having received a
written information sheet and a verbal explanation in their preferred language, an opportunity to ask questions, and
confirmation that participation was voluntary. Confidentiality was protected through unique identification codes,
restricted access, locked and encrypted storage, and aggregate reporting; research assistants signed confidentiality
agreements. The study involved no invasive procedures, and any participant who became distressed was referred to
on-site clinical staff.

RESULTS
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Respondents were predominantly young to middle-aged adults, with most aged 18–50 years, slightly more females
than males, and nearly half married. Over half had tertiary education, while a majority earned ≤ ₦100,000 monthly
and resided in urban areas. These characteristics defined the socioeconomic and demographic profile of the study
population (Table 1).

Most respondents demonstrated awareness of service availability and moderate knowledge of mental health
disorders. A notable proportion endorsed supernatural causation and institutionalization beliefs. Stigma-related
attitudes were prominent, including avoidance of discussing mental health and perceived community judgment.
Despite this, intention to seek care and confidence in accessing services remained high. Institutional perceptions
indicated concerns about affordability and waiting time, while staff attitude and hospital environment were largely
rated positively (Table 2) .

Socioeconomic status (income) showed no significant association with financial barriers, indicating uniform cost-
related challenges. Rural residence was significantly associated with greater waiting time and access barriers.
Educational level was not significantly associated with stigma, openness, or community perception. Institutional
factors (affordability, waiting time, staff attitude, and environment) were not significantly associated with utilization.
Among cultural variables, community judgment and supernatural beliefs showed significant associations with
utilization, while other stigma and social support variables were not significant (Table 3) .

Only supernatural belief remained a significant predictor of mental health service utilization, with reduced likelihood
of adequate utilization among those endorsing such beliefs. All other variables, including income, residence, stigma,
knowledge, institutional factors, and accessibility, were not statistically significant (Table 4) 

Qualitative Findings 

The Qualitative narratives provided contextual support for quantitative findings, particularly the significant
associations with geographic barriers (p = 0.048) and supernatural beliefs (p = 0.031). Financial constraints
emerged as the most dominant barrier, driven by high out-of-pocket costs and absence of insurance coverage: "The
cost of treatment and medications is too expensive. Sometimes I cannot afford the prescribed drugs and have to skip
doses." "Transportation fare from my area to the hospital is very costly." "I have to pay for consultation, laboratory tests,
and drugs all out of pocket. No insurance covers mental health."

Geographic barriers reflected long travel distances and centralized services: "I come from Badagry and it takes me
almost 3 hours to reach the hospital." "The facility is too far from where I live. There is no mental health service close to
my community."

System-level constraints included prolonged waiting times and overcrowding: "I wait for 3-4 hours every time before
seeing the doctor." "There are too many patients and not enough doctors. The facility is always overcrowded."

Stigma and discrimination influenced concealment: "People treat me differently when they learn I am receiving mental
health treatment." "I am afraid to tell anyone. The stigma and shame of being called 'mad' makes me hide my
treatment."

Family-related barriers highlighted preference for alternative care: "My family does not believe in mental illness. They
think I just need to pray more." "Family members prefer taking me to prayer houses and traditional healers instead of
supporting hospital treatment."
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Institutional issues included staff attitudes and medication shortages: "Some staff treat mental health patients with
disrespect and impatience." "Sometimes the medications I need are out of stock and I have to go to private pharmacy."

Overall, these themes demonstrated that barriers to mental health service utilization were multidimensional,
spanning economic, geographic, social, and health system domains. Financial and geographic constraints were the
most prominent, while institutional barriers were least reported. These qualitative findings aligned with quantitative
patterns, particularly the influence of geographic access and cultural factors on utilization (Table 5) .

DISCUSSION
This study examined the determinants of continued mental health service utilization among patients receiving
tertiary psychiatric care in Southwest Nigeria using a mixed-methods approach. The principal finding was that,
although financial, geographic, institutional, and stigma-related barriers were widely experienced, only culturally
rooted beliefs, particularly supernatural explanations of mental illness, independently predicted continued
utilization. This finding extends current understanding of mental health service utilization by demonstrating that
barriers influencing initial access may differ from those sustaining engagement after patients enter formal care. The
integration of quantitative and qualitative findings further showed that barriers operate simultaneously at individual,
interpersonal, community, and health-system levels, but differ in their relative influence on utilization behavior.

The qualitative findings confirmed that structural barriers remain important challenges for psychiatric patients.
Participants consistently reported transportation costs, consultation fees, long-term medication expenses, and
travel distances resulting from the concentration of specialist psychiatric services in urban centres. These findings
are consistent with previous reports identifying financial constraints as major barriers to mental healthcare access
in LMICs (6,)(18). Similar evidence from Pakistan, Rwanda, and other African settings has shown that direct
treatment costs, transport expenses, inadequate insurance coverage, and limited-service availability continue to
restrict access to mental healthcare (19)(20)(21)(22)(23). Likewise, studies from rural Nigeria reported that out-of-
pocket payments remain a major obstacle to seeking psychiatric care (24). McGinty et al. further argued that
persistent treatment gaps reflect both financial constraints and broader health-system implementation challenges
(25). However, unlike previous studies, structural barriers did not independently predict continued utilization in the
present study, suggesting that patients already engaged in care may develop coping mechanisms or prioritize
treatment despite financial and geographical difficulties. This finding supports the distinction between access and
utilization, reinforcing the argument that while service availability creates opportunities for care (8), sustained
utilization depends on additional enabling factors (26).

The most important contribution of this study was the identification of cultural beliefs as the only independent
predictor of continued mental health service utilization. Consistent with Kleinman's explanatory model (27),
participants' beliefs about the causes of mental illness continued to shape treatment decisions even after entering
formal psychiatric care. Family pressure to seek spiritual or traditional healing further illustrated the enduring
influence of cultural expectations throughout the treatment journey. This finding agrees with evidence that
supernatural interpretations of mental illness remain common across sub-Saharan Africa and are consistently
associated with preference for traditional and faith-based healing (28). Similar observations have been reported in
Nigeria, where cultural beliefs delay engagement with biomedical services (29), and in South Africa, where
traditional explanatory models continue to influence treatment preferences (30)(31). Comparable findings from
India further demonstrate that culturally determined beliefs shape pathways to psychiatric care (32). Collectively,
these studies suggest that cultural beliefs are not merely barriers to initial access but enduring determinants of
continued treatment behaviour.
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The finding that stigma did not independently predict continued service utilization adds an important perspective to
existing evidence. Although stigma was commonly reported through fear of discrimination, community judgement,
and reluctance to disclose mental illness, it did not significantly reduce utilization. This contrasts with studies
identifying stigma as a major barrier to help-seeking (12), with previous reports describing stigma as a significant
deterrent to accessing mental healthcare (10)(13). However, more recent evidence suggests that stigma may
influence disclosure and attitudes toward treatment more than continued service utilization once individuals
recognize the need for care (33)(34). Similarly, a recent systematic review concluded that stigma negatively affects
treatment experiences and recovery but does not necessarily prevent sustained engagement with psychiatric
services (35). The present findings therefore suggest that patients may continue treatment because of illness
severity or perceived therapeutic benefit while concealing their condition to avoid discrimination.

Institutional factors showed limited predictive influence, despite participants reporting challenges related to service
delivery. This differs from studies emphasizing service quality and provider attitudes as important determinants of
utilization (36). A likely explanation is that the study population comprised patients already receiving tertiary
psychiatric care, thereby reducing variation in institutional exposure. Consequently, institutional factors may be
more influential in facilitating entry into care than in determining continued utilization.

Strengths and Limitations
The mixed-methods design was a major strength, enabling integration of quantitative findings with patients lived
experiences and providing a more comprehensive understanding of service utilization. Multivariable analysis
strengthened the findings by accounting for potential confounders, while qualitative interviews explained the
observed relationships. However, the cross-sectional design limits causal inference, and restricting the study to
patients already attending tertiary facilities may have excluded individuals facing the greatest barriers to accessing
care. In addition, self-reported information on stigma and cultural beliefs may have been influenced by recall and
social desirability bias.

Implications and Recommendations
The findings indicate that improving mental health service utilization requires interventions that extend beyond
expanding services or reducing financial barriers. While structural reforms remain essential, culturally responsive
strategies that address prevailing beliefs about mental illness should be integrated into routine mental healthcare.
Community education, collaboration with traditional and religious leaders, culturally competent provider training,
expansion of financial protection mechanisms, and decentralization of mental health services are likely to improve
both access and sustained engagement. Future longitudinal and community-based studies should distinguish
determinants of initial access from those influencing continued utilization.

CONCLUSION
Using a mixed-methods approach, this study demonstrated that although financial, geographical, institutional, and
stigma-related barriers remain common among psychiatric patients in Southwest Nigeria, culturally rooted beliefs
were the strongest determinant of continued mental health service utilization. These findings suggest that
improving utilization requires culturally informed interventions alongside ongoing structural reforms to strengthen
equitable access, continuity of care, and long-term engagement with formal mental health services (Fig. 1).
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Table 1
Sociodemographic Characteristics of Respondents (N = 

271)

Variable / Category Frequency (n) Percentage (%)

Age Group    

18–30 years 112 41.33

31–50 years 106 39.11

51–70 years 48 17.71

70 + years 5 1.85

Sex    

Female 143 52.77

Male 128 47.23

Marital Status    

Married 123 45.39

Single 116 42.80

Widowed 22 8.12

Divorced/Separated 10 3.69

Educational Level    

Tertiary 137 50.55

Secondary 89 32.84

Primary 34 12.55

No formal education 11 4.06

Employment Status    

Self-employed 120 44.28

Employed 64 23.62

Unemployed 44 16.24

Retired 22 8.12

Student 21 7.75

Monthly Income (₦)    

< 50,000 84 31.00

50,000–100,000 85 31.37

100,000–300,000 74 27.31

300,000–500,000 21 7.75
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Variable / Category Frequency (n) Percentage (%)

500,000 and above 7 2.58

Place of Residence    

Urban 224 82.66

Rural 47 17.34

Religion    

Christianity 198 73.06

Islam 70 25.83

Traditional 3 1.11
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Table 2
Knowledge, Attitudes, and Perceptions Toward Mental Health (Collapsed

Responses) (N = 271)

Variable / Category Frequency (n) Percentage (%)

Knowledge and Awareness of Mental Health (N = 271)

Knowledge of where to access services    

Disagree 33 12.18

Neutral 15 5.54

Agree 223 82.29

Knowledge of mental health disorders    

Disagree 50 18.45

Neutral 64 23.62

Agree 157 57.93

Attitudes and Beliefs Toward Mental Health (N = 271)

Permanent institutionalization belief    

Disagree 172 63.47

Neutral 25 9.23

Agree 74 27.31

Supernatural causation belief    

Disagree 172 63.47

Neutral 25 9.23

Agree 74 27.31

Mental illness affects anyone    

Disagree 23 8.49

Neutral 18 6.64

Agree 230 84.87

Institutional and System Barriers (N = 271)

Affordability of services    

Disagree 149 54.98

Neutral 31 11.44

Agree 91 33.58

Waiting time reasonableness    

Disagree 115 42.44
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Variable / Category Frequency (n) Percentage (%)

Neutral 51 18.82

Agree 105 38.75

Staff attitude    

Disagree 24 8.86

Neutral 19 7.01

Agree 228 84.13

Hospital environment    

Disagree 62 22.88

Neutral 47 17.34

Agree 162 59.78

Cultural Influences and Stigma (N = 271)

Family shame    

Disagree 81 29.89

Neutral 55 20.30

Agree 135 49.81

Community judgement    

Disagree 53 19.56

Neutral 58 21.40

Agree 160 59.04

Avoid discussing mental health    

Disagree 35 12.92

Neutral 45 16.61

Agree 191 70.48

Social Support (N = 271)

Family support    

Disagree 95 35.06

Neutral 31 11.44

Agree 145 53.51

Peer encouragement    

Disagree 80 29.52

Neutral 36 13.28
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Variable / Category Frequency (n) Percentage (%)

Agree 155 57.20

Confidence in seeking care    

Disagree 63 23.25

Neutral 31 11.44

Agree 177 65.32

Perceived Behavioral Control (N = 271)

Intention to seek care    

Disagree 26 9.59

Neutral 22 8.12

Agree 223 82.29

Ease of access    

Disagree 73 26.94

Neutral 37 13.65

Agree 161 59.41
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Table 3
Summary of Significant and Non-Significant Bivariate Associations with Mental Health Service Utilization (N = 271)

Domain Independent
Variable

Outcome
Variable

χ² df p-
value

Significance Direction of
Association

Sociodemographic Place of
Residence

Access
Barriers
(Waiting
Time/Distance)

9.58 4 0.048 Significant Rural
residence
associated
with higher
reported
barriers

Sociodemographic Educational
Level

Community
Perception

13.3 12 0.348 Not
Significant

No
association

Sociodemographic Educational
Level

Family-Related
Stigma

11.08 12 0.522 Not
Significant

No
association

Sociodemographic Educational
Level

Openness to
Discuss MH

10.17 12 0.601 Not
Significant

No
association

Institutional Affordability Service
Utilisation
Level

1.05 2 0.591 Not
Significant

No
association

Institutional Waiting Time Service
Utilisation
Level

2.38 2 0.305 Not
Significant

No
association

Institutional Healthcare
Worker Attitude

Service
Utilisation
Level

4.21 2 0.122 Not
Significant

No
association

Institutional Hospital
Environment

Service
Utilisation
Level

0.44 2 0.801 Not
Significant

No
association

Sociocultural Family-Related
Stigma

Service
Utilisation
Level

4.86 8 0.772 Not
Significant

No
association

Sociocultural Community
Judgement

Service
Utilisation
Level

20.03 8 0.010 Significant Higher
utilisation
despite
perceived
negative
judgement

Sociocultural Silence Due to
Stigma

Service
Utilisation
Level

10.21 8 0.251 Not
Significant

No
association

Sociocultural Supernatural
Beliefs

Service
Utilisation
Level

16.9 8 0.031 Significant Belief
associated
with lower
utilisation

Sociocultural Family Support Service
Utilisation
Level

8.66 8 0.372 Not
Significant

No
association

Sociocultural Peer
Encouragement

Service
Utilisation

13.07 8 0.109 Not
Significant

No
association
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Domain Independent
Variable

Outcome
Variable

χ² df p-
value

Significance Direction of
Association

Level

Table 4
Multivariable Logistic Regression Analysis of Factors Associated with Mental Health Service Utilization (N = 271)

Variable
(Predictor)

Category/Factor Odds
Ratio
(AOR)

95% CI
(Lower –
Upper)

Coefficient
(β)

Std.
Error
(SE)

Z-
Statistic

p-value

Socioeconomic
Factor

Monthly Income 1.1402 0.6755–
1.9245

0.1312 0.2671 0.4913 0.6232

Geographic
Factor

Residence (Urban
vs Rural)

1.3803 0.7172–
2.6563

0.3223 0.3340 0.9649 0.3346

Cultural & Social
Influence

Stigma 1.5971 0.9112–
2.7992

0.4682 0.2863 1.6352 0.1020

Knowledge
Factor

Mental Health
Knowledge

1.2559 0.7526–
2.0958

0.2279 0.2613 0.8722 0.3831

Attitudinal
Factor

Supernatural
Beliefs

0.3861 0.1733–
0.8603

-0.9516 0.4087 -2.3282 0.0199*

Institutional
Barriers

Affordability 1.6353 0.8078–
3.3105

0.4919 0.3598 1.3669 0.1717

  Waiting Time 1.0003 0.5685–
1.7600

0.0003 0.2883 0.0009 0.9992

  Staff Attitude 0.9432 0.4849–
1.8349

-0.0584 0.3395 -0.1721 0.8634

  Hospital
Environment

0.8547 0.5006–
1.4591

-0.1570 0.2729 -0.5754 0.5650

Perceived
Behavioral
Factor

Accessibility
(Ease of Access)

1.0038 0.6026–
1.6723

0.0038 0.2604 0.0147 0.9883

Constant — — — -0.3606 0.5507 -0.6547 0.5127

Model Summary- Model Convergence: Achieved, Number of Iterations: 3, Final − 2 Log Likelihood: 363.6143

Cases Included in Analysis: 271. Note: AOR = Adjusted Odds Ratio, CI = Confidence Interval and Statistical
significance set at p < 0.05
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Table 5
Thematic Analysis- Major Barriers to mental health service utilization

Barrier Theme Number of Respondents % of Respondents Relative Distribution

Financial Barriers 156 57.6% 29.6%

Distance/Geography 98 36.2% 18.6%

Waiting Time/Overcrowding 87 32.1% 16.5%

Stigma/Discrimination 73 26.9% 13.8%

Lack of Family/Social Support 61 22.5% 11.6%

Institutional Barriers 52 19.2% 9.9%

Figures

Figure 1

Graphical Abstract of the Determinants of Mental Health Service Utilization Among Psychiatric patients in
Southwest Nigeria
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Footnote: Graphical abstract summarizing the study design, key findings, and public health implications of
determinants of mental health service utilization among psychiatric outpatients attending tertiary neuropsychiatric
institutions in Southwest Nigeria.
Abbreviations: AOR, Adjusted Odds Ratio; CI, Confidence Interval; χ², Chi-square statistic. Statistical significance was
set at p < 0.05.

Page 22/22


