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Introduction

Psychiatric disorders are a major burden of disease worldwide,
often treated by non-psychiatrist health workers in general
health facilities. In general health facilities, once patients are seen
by non-psychiatric health workers, referral to psychiatrists or
other mental health professionals is imperceptible.1-3 This arises
in most circumstances for reasons that include: greater patient
comfort with non-psychiatric workers in general health facilities;
the desire to avoid being labeled mentally ill; and a long waiting
period for a psychiatric consultation. It is therefore important to
acknowledge that non-psychiatric health workers in general

medical facilities play a pivotal role in the diagnosis and
management of patients with mental illness.1-4 

However, although non-psychiatric workers in general
medical facilities may acknowledge responsibility for this pivotal
role in these interventions, they may miss diagnoses of mental
illnesses due to lack of knowledge and time when evaluating
patients presenting with psychiatric symptoms.5 Missing a
diagnosis of mental disorder within a general health facility has
been associated with negative stereotypes and stigmatizing
attitudes reported among hospital staff who have sufficient
knowledge about schizophrenia and depression.6-7 One of the
strongest stereotype beliefs of the general public towards
psychiatric patients holds that psychiatric patients have a
tendency to cause injury or harm to others and to property.8-11

This is mainly towards psychiatric patients who are (so-called)
“wandering psychotics” and are viewed as worthless, dirty,
senseless, dangerous and unpredictable.8-11 As indicated by
Muga and Jenkins8, even if primary health care workers are
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capable of handling psychiatric problems, they prefer such
patients to be managed by specialist mental health institutions.
The negative stereotyped mindset of society towards people
with mental illness leads to behaviours that worsen the burden of
illness of the sick person. The burden of illness as stated by the
World Health Organisation (WHO) ranges from the economic
difficulties faced by the mentally ill person and his/her family
(discrimination against carrying out any livelihood activities) to
emotional reactions to the illness, the stress of coping with
disturbed behaviour, the disruption of household routine and
restriction from participating in social activities.12

In many African societies, psychiatric illness is believed to
be either an outcome of a familial defect or the 'handiwork of
evil machinations' (demons, evil spirits).11 These negative
beliefs result in psychiatric patients being seen as outcasts
and people who should be quarantined.11 Another common
societal belief is that psychiatric patients are responsible for
their illness, especially when it is an alcohol and/or substance-
related problem. This stigmatization denies psychiatric
patients the empathy and understanding traditionally bestowed
on the sick in the African society.10-11 Stigma signifies a mark
indicating that someone is of a lesser value than others, and
this attitude also abounds among health workers in most
cultures.13,14 Having knowledge of mental illness does not
always reduce the stigmatizing attitudes of primary health care
workers.7 Prejudice towards people with mental illness has
been shown to correlate with societal ignorance that such
persons are dangerous and unpredictable, less competent and
unable to live productive lives. This in turn increases stigma
towards persons with mental disorders despite increased
knowledge in mental health recognition, diagnosis and
management by health workers.13

Stigmatising attitudes towards people with mental illness is
also common among all classes of people in Europe and
America.15-17 Expressed negative opinions towards consumers of

mental health services still occur – possibly due to the majority
of the non-psychiatric health workers lacking the understanding
of biological and environmental factors that cause mental
illnesses.15 These studies have also shown differences in the
nature and extent of stigma attached to the various psychiatric
illnesses by the different cadres of medical health workers.15-22 

This study therefore aimed to determine the knowledge of
and attitude towards mental illness among hospital staff in
general medical facilities. This information would be useful in the
formulation of policy for training, management and service
delivery on mental health issues in general medical facilities and
add to the global data on the same subject. 

Methods

Study design

This was a cross-sectional survey conducted in ten health
facilities which were selected to represent all levels of health
provision from primary health care to the national level as
described in Table I. The survey also represented different
economic environments within which the facilities are located
(industrial, agricultural, pastoralists, rural and urban) as well as
the different cadres of medical personnel. In recognition of the
need to serve its people in their communities as well as the
need for early intervention and follow-up services, the
government of Kenya instituted different health care facility
levels and the kind of staff to be deployed.23 The health
facilities representing the above spectrum were selected for
this survey on the basis of their proximity (within a 200
kilometre radius) to Nairobi, the capital city of Kenya. Data was
collected by interviewing medical personnel in the selected
general medical facilities using an in-depth 76 item structured
questionnaire adapted from Mayou and Smith.24 This is a
questionnaire which has been used to assess how hospital
doctors manage psychological problems.25 This interview
schedule focused on medical workers’ assessment of

Table I: Description of the different types of medical staff in the study population

Medical staff Qualifications Where found

Doctors 
Specialists (Consultants) Post-graduate specialisation in different disciplines Some hospitals, mainly tertiary, provincial and

some district hospitals
Medical Officers of Health Registered doctors Any hospital
Registrars (residents) Post-graduate students, specialising in different areas of medicine Tertiary level/teaching hospitals
Interns Have just completed qualification course (MB.Ch.B). Provincial hospitals 

Serving in hospitals to gain mandatory experience

Clinical officers Post-secondary school diploma graduates of clinical medicine Health centres and other levels of hospitals 

Nurses Enrolled (lowest level) All general hospitals
Diploma (post-secondary school)
BSc. Graduates (degree qualification)

Other professionals University or post-secondary school diploma graduates in pharmacy, All general hospitals
dentistry, occupational therapy, rehabilitation, physiotherapy and 
laboratory medicine

Students 
University students Studying medicine, pharmacy, dentistry and pharmacy at degree level Tertiary level hospitals
Diploma students Studying for various disciplines Tertiary level, provincial and district hospitals
Administrators Diploma or graduate administration on top of basic medical qualification All level 
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psychological problems, their attitudes towards psychosocial
care in managing these problems, referral to psychiatrists and
treatment. It is a self-rated questionnaire for the medical
workers to rate subjectively what they know about mental
illness (including: the number of patients they see and refer for
psychiatric evaluation on suspicion that they have mental
disorder; their attitudes on who should and where to manage
mental disorders; their behaviour towards mental illness; their
KAP; and stigmatization of depression.) Socio-demographic
data were collected via a self-report instrument for the
following variables: age, gender, medical qualifications, year
of attaining basic medical qualifications, employment status,
and deployment location (Table I). 

Ethical issues

This study was approved by the Kenyatta National Hospital
Ethics and Research Committee. Informed consent was
obtained from all the staff who participated in the study with
the right to withdraw at any point during the study. No invasive
procedures were used and no incentives were offered for
participation. The participants received an explanation that the
study results would be of benefit to the general practice of
medicine. Confidentiality of results was assured.

Subjects

All the staff members that were in the different health facilities
and on duty during the study period were recruited into the
study. The different cadres of staff in the medical facilities that
were recruited into this study included doctors, clinical
officers, nurses and professionals in pharmacy, dentistry,
occupational therapy, rehabilitation, physiotherapy and
laboratory medicine, students and administrators (Table I). 

Instrument and procedures

The instrument was self-administered and consisted of three
sections. Part I which had eleven items, elicited information

about socio-demographic characteristics, professional
qualifications, experience and status. Part II was intended to
gauge: a) staff awareness level of possibility for mental
illness in those patients they saw; b) the general exposure
of the staff to psychiatric training and their expressed need
for such exposure. This included a sub-section (with a ‘yes’
or ‘no’ response format) on the felt need for continuing
medical education (CME). Part III inquired about staff
attitude to mental illness and implied stigma in relation to
depression. The items in this section were worded as
statements and the responses were coded on a five-point
scale with ‘1’ for ‘strongly agree’ and ‘5’ for ‘strongly
disagree.’ 

The questionnaires were distributed to all the staff while
they were at their workstations and were to be completed
during their free time. The completed questionnaires were
then placed in a central location for collection by one
person who had been allocated the duty of following up this
exercise. All the questionnaires were then forwarded to the
research office. 

Data analysis

The data was managed and analysed using SPSS version
11.5. Descriptive data was summarized using simple
percentages, range and measures of central tendency
(mean median and mode). The responses from the five-
point scale were collapsed into three categories
representing negative (if they were scored on the negative
side of the midpoint), neutral and positive views.

Results

Socio-demographic characteristics and professional

background (Table II)

The overall response rate on the variables of age, gender
and professional qualification was 97.0% (n=644) among
respondents who filled out the socio-demographic

Table II: Age, gender and qualification of medical staff (%) (N=684)

Variables All sites KNH Embu Kiambu Kikuyu Kajiado Kibera Makindu Naivasha Magadi Karuri

Age (years) 648 299 64 93 29 54 2 75 23 4 5
19-29 31.3 23.2 48.4 40.9 55.3 31.5 50.0 12.0 13.0 75.0 100
30-39 41.0 45.5 18.8 36.9 37.9 48.1 0 44.0 43.5 0 0
40-49 21.6 23.4 28.1 14.0 6.8 20.4 50.0 32.0 34.8 0 0
50-59 6.2 7.9 4.7 8.6 0 0 0 12.0 8.7 25.0 0

Gender 659 301 64 96 31 56 2 78 22 4 5
Male 39.9 45.4 31.3 38.5 35.5 35.7 50.0 42.3 31.8 100 40.0
Female 60.1 54.6 68.7 61.5 64.5 64.3 50.0 57.7 68.2 0 60.0

Basic qualifications 684 318 66 98 32 55 3 78 25 4 5
Nursing 47.8 40.7 37.9 53.1 56.3 58.2 33.3 57.7 64.0 25.0 20.0
Medical degree 18.1 35.0 4.5 10.2 12.5 0 0 3.8 12.0 0 0
Clinical officer 5.1 1.1 1.5 17.3 3.1 3.6 33.3 3.8 20 0 0
Student 9.5 5.7 39.4 7.1 18.8 9.1 0 0 0 25.0 60.0
Others 19.5 17.5 16.6 12.1 9.4 21.8 33.3 34.2 4.0 25.0 20.0

N values for each of the sites are indicated in bold type
Chi-square tests done been doctors and nurses in study population because of their sufficient numbers are the main health service providers in these facilities
Chi square of 103.3, degree of freedom of 1 and p value of 0.001 among nurses and doctors on exploration of gender
Chi square of 90.428, degree of freedom of 3 and p value of 0.124 between age on exploration of gender



ORIGINAL Afr J Psychiatry 2011;14:225-235

African Journal of Psychiatry • July 2011 228

variables fully. However, the response varied across the
completed study instruments giving slight variations across
the study variables. The mean age of the staff was 34.6
years (range, 19-59, median 34, mode 30). Overall, 60.1%
(n=411) of the respondents were female but at the Magadi
site (Table II), all the respondents were males. Nurses
constituted nearly half (47.8%, n=327) of the total sample
and the remainder was made up of doctors (18.1%, n=124),
clinical officers (5.1%), students (9.5%) and other
professionals (19.5%). There was a significant statistical
difference between nurses and doctors in the study
population, most nurses were females (n=327) compared to
doctors who most were males (n=89). However there was
no age difference between doctors or nurses across the
study population (p=0.124).

Rates of suspicion of mental illness and referring patients

to mental health specialist (Table III)

Out of a total of 684 staff recruited in this study, 569 (83%)
responded to the question on suspecting significant
psychiatric component, 575 (84.1%) to the question on mild
psychiatric component, and 472 (69%) referred patient to a
mental health care specialist (responded respectively to the

question on suspecting significant psychiatric component,
mild psychiatric component and referring patients to
mental health specialist out of every 100 patients treated for
physical illness). The proportions of staff who thought more
than 10 out 100 patients they saw had a significant
psychiatric illness was 33.4%, while 50.4% thought that
more than 10 out 100 patients had a mild psychiatric
component, with only 17.3% of the staff referring more than
10 out of 100 patients they saw to mental health specialist.
The highest rate of suspicion was reported at the KNH and
the Embu Provincial Hospital (these were the only facilities
with resident psychiatrists). Kiambu, Kajiado, Makindu and
Naivasha (district and sub-district hospitals) had resident
psychiatric nurses while the other facilities included in the
study had no personnel trained in mental health services
provision. The same patterns were reflected in the
proportion of patients referred for psychiatric assessment
in the same facilities. Overall, there was a significant
statistical difference between the number of patients
referred to mental health specialists for evaluation or
treatment among staff and on suspicion that the patients
could be having severe or mild psychiatric symptoms
(p=0.001). 

Table III: Rates of suspicion of mental illness and referring patients to mental health specialist 

For every 100 patients, All sites KNH Embu Kiambu Kikuyu Kajiado Kibera Makindu Naivasha Magadi Karuri X2 P=
number of patients 
suspected to have 
a mental illness

Proportion of staff suspecting significant psychiatric component out of every 100 patients treated for physical illness (%)

569 262 54 85 21 51 3 63 21 4 5 2.508 53 P=0.001
Df 726

0-2 22.2 18.3 16.7 36.5 33.3 29.4 33.3 14.3 4.8 50.0 60.0
3-5 18.5 18.7 18.5 17.6 28.6 17.6 33.3 14.3 14.3 25.0 40.0
6-10 26.0 26.7 24.1 20.0 19.0 21.6 33.3 33.3 47.6 25.0 0
11+ 33.4 36.3 40.8 26.0 19.1 31.4 0 38.2 33.4 0 0

Proportion of staff suspecting a mild psychiatric component out of every 100 patients treated for physical illness (%)

575 262 54 89 23 51 3 63 21 4 5 . 3.119 P=0.001
Df 588

0-2 18.6 16.8 14.8 24.7 3.4 29.4 33.3 9.6 4.8 50.0 20.0
3-5 13.7 11.8 20.4 16.9 4.3 17.6 0 9.5 9.5 25.0 60.0
6-10 17.2 13.4 14.8 28.1 17.4 19.6 0 14.3 28.6 25.0 20.0
11-20 22.4 24.8 22.2 16.9 21.7 7.8 66.7 28.6 38.1 0 0
21+ 28.0 33.2 27.9 13.4 26.0 25.4 0 38.1 19.1 0 0

Proportion of staff referring patients to mental health specialists out of every 100 patients attended to by the staff (%)

472 228 45 41 23 48 1 60 18 3 5 1.347 P=0.000
Df 504

0-2 42.8 34.7 35.6 51.2 60.8 58.4 100.0 50.0 33.3 66.7 100
3-5 19.1 21.5 13.3 19.5 21.7 25.0 0 5.0 33.3 33.3 0
6-10 21.0 24.6 20.0 19.5 8.7 12.5 0 25.0 16.7 0 0
11+ 17.3 19.2 31.1 9.6 8.6 4.2 0 20.0 16.7 0 0

N values for all sites are indicated in bold type
N values for each of the sites are indicated in bold type
Chi square tests done between nurses and doctors who are the main service providers in the general health facilities and numbers (N) are sufficient for
statistical testing 
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Attitudes of staff on who should and where to manage

mental illness (Table IV)

These were measured on eight dimensions. The average
response rate to the questions among respondents who
completed the instrument was 92.4% (n=632) across all the
items. Dimensions (i) and (ii) mirrored each other: 17.9%
(n=122) of the staff thought that mental illness could be
managed only by a psychiatrist, while 89.1% (n=609)
thought that non-psychiatric doctors had an important role
to play (Table 3; i-ii). Overall there was no statistically
significant difference among respondents on these two
items (p=0.099 & p=0.159 respectively). Twice as many
nurses as doctors reported that mental illness could only be
managed in a psychiatric hospital 

(Table IV; iii), giving a statistically significant difference
(p=0.013). Similar proportions of doctors, nurses and other
professionals felt that mental illnesses can be successfully
managed in general hospitals (Table IV; iv) and at
outpatient facilities (Table IV; v) respectively with no

statistically significant difference (p=0.11 & p=0.175
respectively). On average, one-third of all staff reported that
mental illnesses could be successfully managed at home by
families (Table IV; vi), however there was no statistical
significant difference among the staff cadre (nurses and
doctors, p=0.125). 

Stigma of staff towards managing mental illness and

depression (Table V)

A much smaller proportion (1.7%) of the staff felt that
mental illness was a problem for the relatives while 2.6% of
medical staff thought mental illness was best managed by a
witchdoctor (Table V; a1-ii). However there was no
significant statistical difference between the staff cadres
who said mental illness was a problem of the relatives
(p=0.384) and those who said mental illness was best
treated by a witchdoctor (p=0.126).

Similar proportions of doctors and nurses stigmatised
persons with depression while majority of clinical officers,

Table IV: Attitudes of staff on who should and where to manage mental illness (%)

All staff Clinical officers Doctors Nurses Other professionals Students X2 P=

(i) Mental illness can only be managed by a psychiatrist 7.815 0.099
Df 4

620 29 119 298 122 52
17.9 6.9 14.3 22.5 15.6 11.5

(ii) Non-psychiatric doctors have an important role to play 6.596 0.159
Df 4

661 33 121 310 133 64
89.1 100 82.6 90.3 89.5 89.1

(iii) Mental illness can only be managed in a psychiatric hospital 19.425 .013
Df 3

n= 647 31 120 310 128 58
Yes 22.1 6.5 12.5 25.8 23.4 27.6

(iv) Mental illness can be successfully managed in general hospitals 11.03 0.110
Df 4

n= 647 31 122 307 126 61
Yes 73.8 96.8 76.2 72.0 74.6 62.3

(v) Mental illness can be successfully managed in outpatient facilities of general hospitals 11.419 0.175
Df 4

n= 642 34 118 309 126 55
Yes 60.1 70.6 68.6 61.5 56.3 36.4

(vi) Mental illness can be successfully managed at home by families 12.367 0.125
Df 3

n= 623 29 118 302 119 55
Yes 37.6 31.0 49.2 34.1 38.7 32.7

N values for each of the sites are indicated in bold type
Chi square tests done between nurses and doctors who are the main service providers in the general health facilities and numbers (N) are sufficient for
statistical testing 
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nurses and students were uncertain. The same patterns were
reported on the dimension asking about general views on
people with depression (Table V; b). Medical and nursing
students as well as administrators and para-medicals
stigmatised patients with depression (p=0.001) and also had
negative attitudes towards patients with depression compared
with qualified doctors and nurses (p=0.001). The proportion of
younger doctors who stigmatised patients with depression was
lower than that of older doctors. Younger nurses tended to
stigmatise patients with depression more than older nurses
and younger doctors (Table V; c i-ii). However there was no
significant statistical difference where age was considered. 

Knowledge, Attitude and Practice (KAP) on mental illness

(Table VI)

The response rate to questions for the section on KAP on
mental illness (i-vi in Table VI) was 92.7%. Fifty percent of the
doctors were aware of mental illness (Table VI; i), with a
significant statistical difference (p=0.001) between the staff
cadre. Similar proportions of doctors and nurses reported that
they felt responsible for following up common types of
psychological disorders (Table VI; ii), there was no statistical
significant difference between the staff cadre (p=0.120). More
doctors (Table VI; iii), assessed patients despite greater time
constraints than any other staff cadre, with a significant

Table V: Stigma of staff towards managing mental illness

All staff Clinical officers Doctors Nurses Other professionals Students X2 (df=4) P=

(4a i) Mental illness is best managed by witchdoctors

n= 608 28 115 291 123 51 7.88 0.126
Yes 2.6 3.6 5.2 3.1 0 0

(4a ii) Mental illness is a problem only for the relatives

n= 606 28 115 289 123 51 4.093 0.394
Yes 1.7 0 3.5 2.1 0 0

(4b) Stigmatization of Depression
(i) Stigma toward persons with depression

Stigmatise 0 3.4 0 2.5 9.2 7.5 332.5 =0.001
Uncertain 58.3 33.1 84.6 77.2 59.6 75.5
Do not stigmatise 16.6 61.9 15.4 19.3 24.8 9.4

(ii) General views on people with depression

Stigmatise 0 0 0 0 14.7 0 335 0.001
Uncertain 50.0 23.7 88.5 57.0 62.4 60.4
Do not stigmatise 0 55.1 8.0 12.7 13.8 0

(4c) Stigmatisation by 
(i) Persons with depression

Doctors Nurses

Age in years** ≤30 31-40 >40 ≤30 31-40 >40

Stigmatise 2.0 4.5 5.0 5.8 1.6 1.2 7.67 0.104
Uncertain 31.4 38.6 20.0 69.8 81.4 78.6
Don’t stigmatise 64.7 56.8 75.0 22.1 17.1 15.5

(ii) General views on people with depression

Stigmatise 15.7 29.5 5.0 54.7 24.8 26.2 0.086
Uncertain 23.5 22.7 25.0 39.5 60.5 64.3 8.149
Don’t stigmatise 58.8 47.7 70.0 5.8 2.3 6.0

*On some items, percentages do not add up to 100% because of missing responses of age (not everybody gave their age).
**Medical students graduate as doctors when they are aged between 23 and 25 years whilst on average, nurses graduate 1-2 years earlier. Doctors who
specialise normally complete their postgraduate studies when they are in the 31-40-year age range, depending on the mandatory minimum services they
must render before they are allowed to specialise.
N values for each of the sites are indicated in bold type
Chi square tests done between nurses and doctors who are the main service providers in the general health facilities and numbers (N) are sufficient for
statistical testing 
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statistical difference (p=0.001) between the staff cadre. More
than half of the doctors and 47.2% of the students were aware
of treatment (of mental disorders) in the general hospital
facilities (Table VI; iv), with a significant statistical difference
(p=0.001) between the staff cadre. Among all the staff, more
doctors and nurses compared to other staff cadre responded
positively to having knowledge on psychiatry in general (Table
VI; v), with a significant statistical difference (p=0.001)
between the staff cadre. 

Knowledge, Attitude and Practice (KAP) and stigma towards

Mental illness in general and depression amongst doctors

and nurses by age (Table VII) 

The proportion of doctors who reported that they were
knowledgeable about mental disorders (Table VII; a i) was
higher than that of nurses across all the age bands. The
proportion of doctors who were aware about mental disorders

increased with age but among the nurses, there was a slight
decrease in awareness with increase in age. More doctors
aged 40 years and above felt responsibility for people with
mental disorders compared (Table VII; a ii) to nurses whose
proportion decreased with increase in age. Compared with
the other age bands, a higher proportion of doctors and
nurses aged between 20 and 30 years were aware of the need
for assessment of psychological disorders (Table VII; a iii). The
proportion of younger doctors and nurses who reported as
having knowledge on treatments in general medical facilities
(Table VII; a iv) was greater than that of older doctors and
nurses. A smaller proportion of doctors who were aged
between 25-30 years compared to those aged more than 40
years reported awareness of knowledge in psychiatry in
general (Table VII; a v). Among the younger nurses (aged
between 20 and 30 years), the proportion of those who were
“unaware” related to knowledge in psychiatry was higher than

Table VI: KAP on mental illness in general and stigmatisation of depression in particular by general hospital staff 

Administrators Doctors Clinical officers Nurses Other professionals Students X2 (df=4) P=

N 12 118 26 316 109 53

(i) Knowledge about mental disorders

Aware 33.3 50.0 30.8 34.2 36.0 47.2 145.6 0.001
Uncertain 41.7 32.2 50.0 57.3 59.4 47.2
Unaware 25.0 18.0 11.5 8.5 4.7 5.6

(ii) Responsibility for following up common types of psychological disorders

Aware 25.0 61.0 46.2 64.6 56.6 64.2 116.3 0.120
Uncertain 50.0 31.4 42.3 31.3 33.0 32.1
Unaware 25.0 7.6 0 1.6 4.7 1.9

(iii) Assessment of psychological disorders and time as a constraint

Aware 8.3 28.0 7.7 15.2 18.3 18.9 172.9 0.001
Uncertain 58.3 21.2 76.9 67.1 69.7 69.8
Unaware 8.3 49.2 11.5 14.9 10.1 5.7

(iv) Knowledge on treatments in general hospital facilities

Aware 25.0 53.4 38.5 5.1 24.8 47.2 152.3 0.001
Uncertain 25.0 42.2 57.7 32.3 53.2 41.5
Unaware 25.0 3.4 0 54.4 17.4 1.9

(v) Knowledge on psychiatry in general

Aware 0 12.7 15.4 25.0 16.5 17.0 335.2 0.001
Uncertain 50.0 72.0 76.9 59.2 65.1 67.9
Unaware 25.0 14.4 3.8 11.7 11.0 5.7

(vi) General hospital staff attitudes toward mental health 

Positive 0 45.8 46.2 29.4 25.7 34.0 351.4 0.001
Uncertain 25.0 34.7 42.3 56.6 57.8 45.3
Negative 50.0 18.6 7.7 9.5 10.1 3.8

N values for each of the sites are indicated in bold type
Chi square tests done between nurses and doctors who are the main service providers in the general health facilities and numbers (N) are sufficient for
statistical testing 
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among older nurses (aged 40 years and above). The two
extremes of age bands for the doctors and nurses had more
positive attitude towards mental illness than the mid-band
(Table VII; a vi).

Correlation between Stigma, Attitudes and Knowledge

towards Mental Illness (Table VIII)

Higher scores indicating a positive attitude towards mental
illness significantly correlated (p<0.001) with higher scores
indicating less stigmatization of patients with mental illness
and also (p<0.001) increased knowledge on mental disorders.
Higher scores indicating positive attitudes significantly
correlated (p<0.001) with increased awareness that: patients
in general health facilities presenting with common mental

disorders were the staff’s responsibility (Knowledge 1) to
manage their common psychological problems; time constrain
should not be a limiting factor when assessing these patients
(Knowledge 2); these patients can be treated in general health
facilities (Knowledge 3); depression is the most common
disorder among patients with mental disorders; people with
depression cannot break down at any time, are not weak or
dangerous (Knowledge 4); and generally people with
depression are discriminated against by the general public
(Knowledge 5). However there were negative significant
correlations between: stigma towards people with mental
illness and knowledge 4 (p=0.047); knowledge 1 and
knowledge 4 (p<0.001); knowledge 2 and knowledge 4
(p=0.002); and knowledge 2 and knowledge 5 (p=0.002). 

Table VII: KAP on mental illness in general and stigmatization of depression in particular by doctors and nurses according to age (%)* 

Doctors Nurses

Age in years** ≤30 31-40 >40 ≤30 31-40 >40

n (%) 51 (44.4) 44 (38.3) 20 (17.4) 86 (28.8) 129 (43.1) 84 (28.1)

(a) KAP on Mental illness in General 
(i) Knowledge about mental disorders

Aware 45.1 47.7 70.0 38.4 31.0 34.5
Uncertain 31.4 36.4 20.0 50.0 59.7 57.1
Unaware 23.5 15.9 10.0 10.5 7.0 8.3

(ii) Responsibility for following up common types of psychological disorders

Aware 58.8 54.5 75.0 66.3 67.4 60.0
Uncertain 31.4 40.9 15.0 29.1 29.5 34.5
Unaware 9.8 4.5 10.0 3.5 0.8 1.2

(iii) Assessment of psychological disorders and time as a constraint

Aware 33.3 22.7 25.0 20.9 13.2 14.3
Uncertain 37.3 61.4 65.0 60.5 68.2 69.0
Unaware 29.4 11.4 10.0 11.6 14.7 14.3

(iv) Knowledge on treatments in general hospitals/facilities

Aware 50.9 56.8 50.0 46.5 24.0 28.6
Uncertain 41.2 38.6 45.0 39.5 61.2 59.5
Unaware 2.0 4.5 5.0 8.1 12.4 2.4

(v) Knowledge on psychiatry in general

Aware 9.8 9.1 25.0 32.6 18.6 25.0
Uncertain 76.5 72.7 65.0 51.2 59.7 61.9
Unaware 13.7 15.9 10.0 14.0 11.6 7.1

(vi) General hospital staff attitudes toward mental health

Positive 39.2 18.2 65.0 44.2 19.4 28.6
Uncertain 37.3 38.6 20.0 45.3 64.3 53.6
Negative 21.6 43.2 15.0 7.0 11.6 10.7

*On some items, percentages do not add up to 100% because of missing responses of age (not everybody gave their age).
**Medical students graduate as doctors when they are aged between 23 and 25 years whilst on average, nurses graduate 1-2 years earlier. Doctors who
specialise normally complete their postgraduate studies when they are in the 31-40-year age range, depending on the mandatory minimum services they
must render before they are allowed to specialise.
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Discussion

This study focused on levels and trends of knowledge, attitude
and practice (KAP) related to mental disorders amongst
different cadres of staff working in general medical facilities
with a view to suggest appropriate practices and policies.
This study was therefore important for developing countries
where there is scarcity of mental health workers; Kenya having
the best psychiatrist: population ratio26, cannot meet the
demands of mental health problems for its population.

The overall high response rates on nearly all the
variables implied that the study subjects were keen to
participate in the study, more so given that a self-
administered questionnaire was used and almost all the staff
approached participated in the study. This finding suggests
that the hospital staff were interested in mental illness as it
was the topic under study. The relatively young age of the

staff suggests that the study participants were professionals in
the early stages of their professional development, and it was
therefore appropriate to incorporate mental health precepts
into their professional development. The fact that there was no
statistical difference between professionals’ age, in
stigmatising patients with mental disorders, indicates that age
is not a significant predictor of a positive attitude towards
providing medical services to persons who have mental
illness. As for the nurses, there has not been a new curriculum
integrating mental health into their training and less
stigmatization by the older nurses may be as a result of more
clinical exposure and awareness in the course of their
practice and experience. 

There was no apparent gender disparity in the distribution
of hospital staff, although there were generally more females
than males. This was most likely accounted for by higher

Table VIII: Correlation between Stigma, Attitudes and Knowledge towards Mental Illness

Correlations Attitude Stigma Knowledge(K) K-i K-ii K-iii K-iv K-v
(Dimension: i-v)1

Attitude Pearson Correlation 1 .195** .250** .326** .451** .363** .040 .178**
Sig. (2-tailed) .000 .000 .000 .000 .000 .334 .000
N 599 518 296 578 576 568 585 578

stigma Pearson Correlation .195** 1 .760** .161** .123** .103* -.086* -.029
Sig. (2-tailed) .000 .000 .000 .005 .018 .047 .498
N 518 550 307 529 530 525 536 531

Increased Knowledge Pearson Correlation .250** .760** 1 .155** .179** .119* .105 .198**
Sig. (2-tailed) .000 .000 .007 .002 .040 .069 .001
N 296 307 307 297 300 299 301 298

Knowledge-i Pearson Correlation .326** .161** .155** 1 .301** .401** -.174** -.059
Sig. (2-tailed) .000 .000 .007 .000 .000 .000 .154
N 578 529 297 615 592 583 596 589

Knowledge-ii Pearson Correlation .451** .123** .179** .301** 1 .441** -.128** -.125**
Sig. (2-tailed) .000 .005 .002 .000 .000 .002 .002
N 576 530 300 592 615 583 594 592

Knowledge-iii Pearson Correlation .363** .103* .119* .401** .441** 1 -.179** -.085*
Sig. (2-tailed) .000 .018 .040 .000 .000 .000 .041
N 568 525 299 583 583 602 585 582

Knowledge-iv Pearson Correlation .040 -.086* .105 -.174** -.128** -.179** 1 .555**
Sig. (2-tailed) .334 .047 .069 .000 .002 .000 .000
N 585 536 301 596 594 585 621 598

Knowledge-v Pearson Correlation .178** -.029 .198** -.059 -.125** -.085* .555** 1
Sig. (2-tailed) .000 .498 .001 .154 .002 .041 .000
N 578 531 298 589 592 582 598 613

**. Correlation is significant at the 0.05 level (2-tailled).
Labels
Knowledge (Dimension i-v): sum of Knowledge i, Knowledge ii, Knowledge iii, Knowledge iv and Knowledge v
Knowledge i: Staff are aware that it is their responsibility to manage patients with common psychological problems
Knowledge ii: Staff aware that time constraints should not be a limiting factor to manage patients with a mental disorder
Knowledge iii: Staff aware that mental disorders can be managed in general health facilities
Knowledge iv: Staff aware that depression is the most common mental disorder and those clients with depression: cannot break down at any time, that it is
not personal weakness, are not dangerous and have a real medical problem
Knowledge v: Staff aware that people with depression are discriminated in general public and avoided
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numbers of nurses in all the study sites, the majority of which
were in primary health care facilities (district hospitals, sub-
district hospitals and the health centres). Apart from nursing
being a profession which in Kenya is almost exclusively
populated by females, the primary health care services from
these general health facilities are provided by nurses. 

Suspicion - and referral - by medical personnel that patients

have mild to severe psychiatric symptoms 

With only one-third (Table III) of the hospital staff suspecting
that patients had mild psychiatric disorders, the suggestion is
that patients’ symptoms which point to a psychiatric disorder
in the general health facilities are not evaluated. This has been
documented in similar situations elsewhere when instrument-
assisted diagnosis revealed an average prevalence of mental
illness of about 42%.4 The high rates of missed diagnoses of
psychiatric disorders in general health facilities due to low
suspicion of mental illness among patients seen is similar to
findings from other countries3,4,7,17,24,25 and therefore this may
result in undermining their pivotal role in the diagnosis and
management of patients with mental illness.1-4

As expected, the referral rate was lower than the suspicion
that patients could be presenting with psychiatric symptoms.
These findings suggest that there is a low level of awareness
of mental illness among hospital staff due to lack of
knowledge5, that are inevitably missed therefore leading to
unmanaged mental disorders which in turn would adversely
affect the outcome of the physical conditions. However from
the overall results, the non-psychiatric staff from these general
facilities referred patients for psychiatric evaluation and
treatment on suspicion that the psychiatric symptoms
presenting could be pointing to a psychiatric disorder
(p=0.001). The missed diagnosis by the non-psychiatric
health workers in these general facilities could also have been
due to the negative stereotypes and stigmatizing attitudes
towards mentally ill persons as reported in other studies.6-11

These results reaffirm the findings by Muga and Jenkins8

which indicated that non-psychiatric staff in general health
facilities preferred psychiatrists handling mentally ill persons
even if they were capable of treating these patients. 

Attitude of staff on who should and where to manage mental

illness 

The findings that a large proportion of the staff believes that
patients with mental illness can be handled by non
psychiatric doctors and outside the psychiatric hospital point
to the need for continuing medical education (CME). This has
been suggested elsewhere.9

However a few non-psychiatric staff still believed that
mental illness was a problem of relatives (1.7%) and another
2.6% believed that mental illnesses were best managed by
witchdoctors. This societal stereotyped negative belief
towards mental illness, held by a few non psychiatric staff, has
also been found in other studies.10-14 This may explain why
fewer staff thought that non-psychiatric staff had no role to
play in the management of psychiatric problems or non-
psychiatric health facilities do not have a role in managing
mental illness. This is a back drop seen in other studies
despite the majority of non-psychiatric health workers’
understanding of biological and environmental factors in the
causation of mental illness.15-17

KAP on mental illness and stigma toward depression 

The wide variations in the levels of knowledge on mental
illness are a reflection of different inputs in training. The
administrators, although they may not be involved in clinical
work and were few in the study sites, are in charge of policy
decisions which in turn affects the practices followed within
their areas of administration. They therefore constitute a
vital target for CME because they are in a position to lobby
for the allocation of more mental health resources, to
determine the facilitation of CME in their facilities, and
know who and how many attend such courses. On most of
the dimensions, “uncertain” response was recorded on
various aspects of knowledge on mental illness, suggesting
that “having knowledge of mental illness by primary health
care workers does not always reduce the associated
stigma.”7 This is shown by the negative significant
correlation between stigma towards people with mental
disorders and the staff being aware that people with
depression cannot break down at any time, and are not
weak or dangerous (Table VIII). Meaning therefore that
despite the staff’s knowledge on recognition, diagnosis and
treatment of mental disorders, the staff maintain their
cultural views of mental illness.13 The observation that there
was a disparity between knowledge about mental disorders
(dimension (i)) and knowledge in psychiatry in general
(dimension (v)) would suggest that these personnel were
not exposed to the experience of managing psychiatric
conditions. 

Although doctors and nurses least stigmatised
depression compared with other professionals except
clinical officers (Table V) they, between them, make most
decisions on management of patients with depression on a
day-to-day basis. The more than 50% “uncertain” response
in all but one profession again suggests a potential for CME
in changing attitudes. The finding that older doctors were
more knowledgeable about mental disorders, a finding that
has been reported elsewhere10, implied that they made use
of their experience. Older doctors who were probably more
senior in their professional careers appeared to be much
less stigmatising than younger doctors – this is
corroborated by the findings of a study in a London
teaching hospital.11 However, there is still a significant level
of “uncertain” and “unaware” responses across all
professionals and across all ages to justify CME for all
professionals regardless of their age. 

Conclusion

This study adds to the global knowledge on this subject,
providing data from an African developing country. Several
conclusions can be drawn from this study, the most
important being a generally positive attitude towards mental
illness and depression, particularly amongst the staff
studied. This can be inferred from responses to the various
questions, and also from the interest shown in the study
through high response rates across disciplines. However
this generally positive attitude is hampered by lack of
knowledge on the subject, a conclusion based on the high
rates of “uncertain” or “unaware” responses. Generally
these findings cut across all the professional backgrounds
and age groups. 

This study therefore provides evidence for the high
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potential for CME related to mental health for all professionals
regardless of their age, working in general medical facilities
in Kenya and by extension other socio-economically similar
African countries. The acquired knowledge27-30 sets up a base
for health workers to provide evidence based medical
services that eventually contribute to the advancement of
knowledge in the treatment and prevention of mental health
disorders in general health facilities. In this context therefore,
health workers are strongly motivated as they use the
acquired knowledge and skills imparted during training
(CME) in mental health to provide interventions that
profoundly improve the effectiveness of their medical care
services. There is a high prevalence of mental disorders (and
in particular depression) found in the general facilities which
go undiagnosed23, specifically where there is lack of adequate
numbers of psychiatrists.26 This calls for integration of mental
health training and service provision into primary health care
services (training nurses in mental health services during
their induction years in training) such that interventions that
profoundly improve the effectiveness of medical care services
can be provided. A special target for CME are the
administrators, few as they may be as well as non-practising
clinicians. 
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