
Participatory development of a home-based depression care 
model with lived experience older Nigerians and their 
caregivers: a theory of change

Akin Ojagbemi1,2,*, Stephanie Daley2, Yvonne Feeney2, Olufisayo Elugbadebo1, Lola 
Kola1,3, Oye Gureje1

1World Health Organization collaborating centre for research and training in mental health, 
neuroscience, and substance abuse, Department of psychiatry, College of Medicine, University of 
Ibadan, Nigeria

2Centre for Dementia Studies, Brighton and Sussex Medical School, Brighton, UK

3Centre for Global Mental Health, Health Service and Population Research Department, Institute 
of Psychiatry, Psychology & Neuroscience (IoPPN), King’s College London

Abstract

Background—There is a huge treatment gap for late-life depression in sub-Saharan Africa. 

Building on prior work to scale-up mental healthcare with the aid of the WHO Mental Health Gap 

Action Programme Intervention Guide electronic version (emhGAP-IG), this study aims to involve 

older people in the iterative development of innovations to overcome challenges in the detection 

and clinical management of late-life depression by frontline non-specialist primary healthcare 

workers (PHCW) in Nigeria.

Methodology—There were 43 participants in the study. We conducted formative qualitative 

research using 15 in-depth key informant interviews with persons who were 60 years or older and 

had a recent experience of depression. We also conducted two focus group discussions comprising 

13 of their caregivers. Through a full day stakeholders workshop comprising 15 participants, 

we drew on the results of our qualitative explorations to identify the pathway to impact of an 

intervention package (emhGAP-Age) appropriate for the specific needs of persons with late-life 

depression in Nigeria.

Results—A Theory of Change (ToC) map was produced. It highlights the expected long-term 

outcomes of emhGAP-Age to include the potential for improvement of the mental health and 

wellbeing of older people living in Nigeria and the generation of interest among governmental 

agencies concerned with policy and planning for mental healthcare. Key resources that serve 

as preconditions were identified to consist of the availability of PHCW who are skilled in the 

identification and treatment of depression and have interest in and commitment to providing 

care to older people. Required community resources include support from immediate family, 
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neighbours, and informal groups. Interventions that are appropriate for depression in old age need 

to incorporate these community resources and address not only the symptoms of the condition but 

also comorbid physical health problems.

Conclusion—A participatory ToC process led to the identification of the key components of an 

age-appropriate version of the emhGAP-IG for delivering care to older persons with depression by 

PHCW in Nigeria.
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Introduction

Late-life depression is associated with complex comorbidities, chronic clinical course, 

enduring disabilities, high caregiver burden, and stigma(1–3). These factors make the 

management of late-life depression more complex than depression in other age groups. 

There is thus a need for an age-appropriate care for late-life depression. This need is 

particularly urgent in sub-Saharan Africa (SSA) where, partly due to resource scarcity and 

the stigma attached to mental health consultation, there is a large treatment gap for late-life 

depression (4, 5).

To bridge the treatment gap for priority mental health disorders in resource-constrained 

settings, the WHO has developed a generic tool, the Mental Health Gap Action Programme 

Intervention Guide (mhGAP-IG) for use by non-specialists health care workers (PHCW) 

to deliver evidence-based treatments for these conditions.(6, 7). Following a consultation 

exercise to assess the 5-year impact of the mhGAP-IG, the WHO developed and launched 

the e-version of the mhGAP-IG (v2.0) in October 2017, as an application suitable for both 

iOS and Android smartphones and tablets. Despite evidence of its feasibility and adoption 

as a meaningful tool to scale up mental health care(8, 9), the mhGAP-IG has not been 

evaluated in the specific context of old age.

In the present study, we involved older people in a context appropriate adaptation of 

treatment approaches in the generic emhGAP-IG which was recently shown by us to be 

feasible for the care of younger adult depression in Nigerian Primary Healthcare (PHC) 

facilities (10, 11). Specifically, we: i) conducted formative qualitative research to obtain data 

from older Nigerians with lived experience of depression as well as their caregivers and, 

ii) conducted a participatory theory of change (ToC) workshop to frame the results of our 

qualitative explorations and modelled an intervention package (emhGAP-Age) appropriate 

for the specific needs of persons with late-life depression in Nigeria.
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Materials and Methods

Study design

We chose a qualitative design to allow for a more in-depth exploration of the personal 

experiences and views about late-life depression beyond what might be possible to elicit 

in a quantitative survey(12). These, in the present study included an understanding of how 

older people with lived experience and caregivers in the Nigerian context conceptualize and 

manage late-life depression (e.g., local idioms/understanding of depression), as well as the 

common care needs of older persons with depression (health, social and functional) which 

providers need to take account of in planning and delivering care. This information was 

gathered using Key Informant Interviews (KII) and Focus Group Discussions (FGD).

Participants and Settings—The study took place in seven primary health clinics (PHCs) 

representing a range of urban and rural settings within five local government areas (L.G.As) 

in Ibadan metropolis, Southwestern Nigeria. In all, Ibadan metropolis has 11 L.G.As and 

a population of approximately 3.5 million people. There are 186 PHCs in Ibadan each 

serving a population of approximately 10,000. PHCs in Ibadan and Nigeria are staffed by 

non-physician primary health workers (PHCW).

Procedure—Detail of the study procedures are presented in Figure 1.

Participants were purposively selected older (≥60 years) women and men with recent lived 

experience of depression, as well as their adult (≥ 18 years) male or female caregivers 

(family or paid). In the context of the present study, paid carers are non-family members 

who are employed as primary caregiver. All participants provided informed and written 

consent to participate.

We conducted 15 semi-structured KIIs with older people who had a recent lived experience 

of depression. This was to explore personal experiences, including sensitive issues that 

respondents might have difficulty discussing in a group. We also conducted two FGDs with 

caregivers, comprising thirteen participants in total. The FGDs sought to explore contextual 

issues of caregiving. Each group included informants purposively selected from across a 

range of characteristics of caregivers.

Topic guides—We developed two contextually relevant interview topic guides for both the 

FGDs and KIIs (Supplementary Tables I and II). Interview guides were iteratively reviewed 

by a group of five persons comprising 3 research assistants (RAs) experienced in older 

peoples’ mental health and services research in Ibadan and Southwestern Nigeria, as well as 

three experts in older peoples’ mental health, wellbeing and education. The review of KII 

topic guide took account of the observations of the RAs during of the first two interviews of 

lived experience older persons. The interviews explored a range of topics such as daily life 

routines, personal experiences, perception about depression, impact on physical health, help 

seeking, care needs, recovery process, caregivers’ burden, as well as thoughts about primary 

care, institutional care and home-based care models for older people with depression. The 

FGDs and KIIs were conducted between February and June 2022, in Yoruba and English 

languages, at the PHCs and by trained RA under the supervision of SD and AO. While the 
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KIIs lasted approximately 45 minutes, the FGDs lasted for an hour and half. All sessions 

were audio-recorded with the permission of participants.

Qualitative data analyses—Recordings of FGDs and KIIs were transcribed verbatim 

by research staff and anonymised to maintain confidentiality. Translation into English was 

caried out by three independent forward translators fluent in English and Yoruba languages. 

They compared their versions to identify discrepancies, use of ambiguous or vague wording 

and accuracy. A final version of the transcript in English was developed with the three 

original translators by a research staff fluent in English and Yoruba languages. Back 

translation to the source language was conducted by a fourth independent translator who 

was blinded to the original transcript.

All final transcripts were analysed in three stages using a reflexive inductive thematic 

analysis as described by Brown and Clarke(13). Analyses started with three researchers 

(AO, SD and YF) independently reading and re-reading transcripts for familiarity and to 

begin to identify pertinent themes. Each researcher labelled meaningful segment of text 

manually using descriptive codes. The first four KII transcripts were independently coded. 

The researchers met after each transcript was coded to review their respective preliminary 

codes to identify areas of similarities and differences. Disagreements in assignment of 

attribute codes was resolved through discussion to achieve consensus. A draft initial coding 

framework was then developed, reviewed, and agreed upon.

In the second phase, a further 10 transcripts were coded using the initial coding framework. 

Systematic collation and review of data within each code was enabled by the computer 

software package, NVivo 10 (QSR International, 2012). A focussed coding framework was 

developed in the third phase. Relationships between codes were also identified at this stage. 

The final phase of the analysis included final interviews, from which four key themes were 

identified for both lived experience participants and caregivers. These were reduced to three 

overall themes after review by the research team.

Theory of change (ToC)

Following the Medical Research Council (MRC) framework(14), we used a participatory 

ToC approach to frame the results of our exploratory qualitative research and to model 

an intervention package (emhGAP-Age). Theory of change is an exploration of the theory 

underlying an intervention to drive change(14). It provides an indication of whether the 

intervention works, as well as how and why it works within the resources and constraints 

of the setting of implementation. ToC seeks to equitably involve key stakeholders and 

researchers in partnership for this purpose through the sharing of expertise. The process 

allows programme evaluators and researchers to learn about which component of an 

intervention are most important to drive the expected change. Theory of change in the 

present study relied on the input of stakeholders from various background during a ToC 

workshop. We integrated the results of the ToC workshop with results from our qualitative 

exploratory research.

Stakeholders workshop procedure—We organised a full day workshop with 

stakeholders on 16th November 2022 following standard methodology(15). Stakeholders 
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for the workshop were purposively sampled based on their experience from multiple roles. 

Fifteen stakeholders participated in the ToC workshop (7 females and 6 males). Their 

ages ranged from 27-81 years and had a minimum of six years of formal education. Four 

stakeholders participated in the workshop in their capacity as primary health care workers 

(1 Nurse, 2 Community Health Officer and 1 Community Health Extension Worker). Two 

each participated as older people with lived experience of depression (male and female), 

caregivers (family and paid), representative of lay community (Clergy and Neighbourhood 

landlord), and researchers (OG and AO). Participants at the workshop also included one 

PHC coordinator and one social worker. The workshop was facilitated by LK, a medical 

sociologist who is trained in the facilitation and development of ToC.

The workshop was structured to include an overview of the project, ToC approach, as well 

as the importance of developing a context appropriate home-based intervention package 

for the specific needs of persons with late-life depression in Nigeria. The results of our 

qualitative exploration were summarised and presented to participants. These results were 

used to elicit structured group discussions and small group exercises. These activities were 

aimed at creating a ToC map through gaining consensus among stakeholder participants. 

Points that were perceived as important by the majority of stakeholders were included in the 

ToC map.

ToC map—At the end of the Toc workshop, the facilitator took photographs of the 

resulting ToC map for the purposes of maintaining a visual record. The first author 

(AO) subsequently met twice with the ToC facilitator to review the component of the 

resulting ToC map for internal consistency. A final revised ToC map summarizing the 

results from the stakeholder’s workshop was constructed by LK using Lucidchart (https://

www.lucidchart.com).

Results

The characteristics of lived experience older people who were interviewed as well as 

caregivers in the two FGDs are presented in Table 1.

Key themes from interviews with older people who had a recent experience of depression

Three main themes pertaining to the personal experience of depression in older people were 

identified by the analysis including: understanding of the experience, causal factors, and 

enablers of recovery.

Theme one: Understanding about depression—This theme is related to older 

peoples’ personal experience of depression and includes their perception about symptoms, 

perceived relationship with physical health, and general thoughts about course and 

prognosis.

Perception about symptoms: ‘Sadness of the heart’: Participants described a period 

lasting several weeks to months when they felt unhappy from within themselves. Many 

described an overwhelming sadness that would not go away. They described an experience 

of having no peace of mind, a feeling of despair, being trapped and having no way out. 
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Participants also reported feeling tired constantly during the period of their experience. They 

described an intense form of weakness that prevented them from carrying out their usual 

daily activities, including, for some, taking their medications. Participants also reported 

having sleep difficulties during this period. They described finding it hard to sleep at night 

or only being able to sleep for a short period at a time, as well as feeling unrefreshed in the 

morning. Some participants reported they subsequently became tired of life because of these 

experiences.

‘…, with all of these experiences it will appear as if what is the point of all of my 

effort, and one will be thinking that this world does not worth it, because you will 

be thinking that is this the way things will continue, this thought will definitely 

weaken your system, one can be down after too much thinking and sadness of 

heart.’

(Man, 65 years old)

Relationship with physical health: Many participants thought of their experience as 

indicative of a physical health problem such as malaria, which is thought to be endemic 

in their environment, but for which they expected to quickly recover from. This perception 

led to help seeking to treat the suspected physical health conditions. Treatment involved 

self-medication, or visits to the nearest PHC for those who were able to do so. Many 

participants reported that they perceived no meaningful improvement in their health status 

despite treatment for the suspected physical health conditions. Those who presented to PHC 

and were, through routine physical health checks, identified to have a chronic physical 

health condition, commonly hypertension and diabetes, perceived that the experience of 

intense sadness caused them to develop these conditions.

‘I went to the hospital as a result (of the experience of overwhelming sadness) 

where I was told that I had high blood pressure. So, I think it leads to high blood 

pressure.’

(Woman, 60 years old)

Course and outcome: ‘A scar that never heals’: Participants perceived recovery from 

intense sadness as a sign of restoration of their overall health. However, many valued the 

absence of symptoms such as sadness, sleep difficulties and lack of energy. They report that 

improvement in their sleep patterns as well as being able to wake up feeling refreshed in 

the morning were particularly indicative of their recovery. However, for some participants, 

there was a perception that recovery from the experience of intense sadness could never be 

complete. They reported feeling left with a scar that would remain with them forever.

‘It (talking about the depression experience) was a sadness of the heart of the 

elderly that never dissipates, a scar that never heals.’

(Woman, 65 years old)

Theme two: Causal factors—This theme is related to the view of the older people with 

depression about factors associate with depression, including perceived triggers and ongoing 

concerns.
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Triggers: Many participants perceived that their depression was triggered by concerns about 

the wellbeing of their immediate family including own children. Some reported that they 

were worried about a perceived lack of social and economic progress of their own adult 

children. These included concerns about lack of academic progress, unemployment for those 

who were out of school and, for some, a perceived inability for their female children to find 

a husband. Many expressed feeling embarrassed by these situations. They reported being 

concerned about the ability of these children to support themselves and their own family in 

the future. Some perceived being pressured by the weight of responsibility to continue to 

provide economic support for their adult children despite their old age. Many participants 

catastrophized about the consequences of not being able to provide needed support their 

family. For some, they fear that their children may resort to crime if the older person was 

unable to provide them with economic support.

‘Uhmmm, you see, what caused it was, my very first child, a female, she is 

supposed to be married but not. My daughter, who is supposed to be married but 

she is not yet married, it bothers my husband’s mind and mine too.’

(Woman, 64 years old)

Participants identified interpersonal conflict with close family members including spouses 

and adult children as key triggers of intense sadness. Some drew a direct link between 

marital disharmony and this experience. Other participants reported that they had constant 

interpersonal conflict with their adult children who, because of economic hardship, were 

forced to live with and subsist on the goodwill of the older person. These participants linked 

such conflict to the pressure created by the need to continue to support their adult children in 

old age. One participant vividly described how some conflict with her children bordered on 

verbal and emotional abuse.

‘…my son and his wife. They were at Akwa Ibom (Another region of Nigeria) 

before. They moved in and remained with us for about two years. My husband 

called them one day and told them that he had done his best and that since they 

were working, they should begin to fend for themselves. So, my sons' wife thought 

that I was the one who was behind my husband's decision, which wasn't true. As a 

result, they (son and daughter in-law) began to hate me. They almost killed me but 

for the grace of God. I almost died. There was no peace nor harmony. They do take 

from me, they do collect from me, yet they did not appreciate me. I used to cry a lot 

after being verbally abused and insulted by my son.’

(Woman, 71 years old)

Participants described how a phenomenon of ‘thinking too much’ about problems was 

the key element in the final common pathway between perceived triggers and ther actual 

experience of overwhelming sadness. In their views, the perceived triggers led to ‘thinking 

too much’ about problems which, in turn, led to a possible ‘brain malfunction’ and the 

subsequent experience of overwhelming sadness.

‘It is not a very good experience, and it is an experience which causes sickness 

in the body. When someone over thinks about issues it makes the brain to be too 

occupied making it to malfunction.’
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(Woman, 60 years old)

Ongoing concerns: Some participants perceived their experience of intense sadness was 

both triggered and made worse by personal economic challenges. They reported that partly 

because of being unemployed, they were unable to provide basic sustenance, such as food 

and medications, for themselves and their family during the cause of illness.

For many others, their experience of intense sadness also further worsened their personal 

economic situations. Many reported being unable to continue their petty trading or 

subsistence farming work as it became too strenuous to do so. As such they had to resort to 

selling their household items and other property for survival.

‘Because the thing was troubling me, I had to resign from my appointment. I 

thought I had to go and rest because of my age. By then, I was already 74. The 

thing was becoming too strenuous for me, so I wasn't going to work again.’

(Man, 74 years old)

Many participants reported that they felt alone during their experience of intense sadness. 

They reported needing support with activities of daily life such as doing household chores. 

Many also reported needing support for basic sustenance such as food, as well as payment 

to access healthcare. Some participants perceived little support from immediate family 

members or friends, including when they noticed changes in status of the older person. For 

some, lack of support was because no one was immediately available to do so. Some others 

reported they still did not receive help form friends and neighbours even when they directly 

requested. Participants perceived that failure to receive the support they needed during their 

experience of intense sadness worsened their health condition. Many participants expressed 

frustration at the prohibitive cost of accessing healthcare and a perceived lack of external 

support from government to allow the older person access PHC. Those who were able to 

access PHC reported that basic medical supplies such as drugs needed by the older person 

were not available at the clinics. They thus expressed a wish for healthcare access and cost 

of medications to be subsidized.

‘What stressed me was not having any way out, there was no help at all. Everyone 

I went to told me they can’t help. When they promised to do something, it’s just 

empty promises, and many of them did not render any help.’

(Man, 62 years old).

Theme three: Perceived enablers of recovery—This theme is related to older 

peoples’ views about factors that facilitated their recovery from the experience of depression 

and includes social enablers such as immediate family, neighbours and faith, as well as 

healthcare factors such as PHC staff attitude, basic counselling and role of medications.

Social enablers of recovery: Participants reported that they were supported to feel better 

by some family members including their adult children, spouses, and siblings. They reported 

receiving general words of encouragement such as being told to be strong and to eat well to 

prevent deterioration of their experience into a longstanding physical illness. Some reported 
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they were advised by their spouses on self-medications with sedatives to improve their sleep, 

and by friends on herbal concoctions to improve their general wellbeing. Others reported 

that some siblings who noticed changes in the older persons’ health status supported them 

to access nearby PHCs either by signposting or providing material support to attend. These 

participants reported that their spouses supported them to follow the recommended treatment 

plans from PHC including making sure of dietary and prescribed medications intakes. Some 

adult children were reported to have assisted the older person with financial support to pay 

for PHC consultation. Some children were also reported have made frequent telephone and 

in-person calls to check on the wellbeing of the older person.

‘For my children and in-law, they help. The come to my place to check on us, 

and when they come, including my son in law who is sitting here with his wife, if 

there’s no water at home, they will get containers and fetch water for us. They will 

fill up all the containers in the house with water.’

(Man, 64 years old)

Some participants reported that they were supported to feel better by neighbours who 

noticed a change in their general appearance. They reported being encouraged by such 

neighbours to visit the PHC. Informal neighbourhood support groups including landlord 

association were reported by some participants to have made financial donations to enable 

access to the PHC and pay for consultation and medications. Some individual members of 

the neighbourhood also volunteered to physically assist patient to get to the PHC.

‘There was also this woman who sold party items in front of my house. When she 

saw me, she asked what was wrong with me I told her also that I wasn't feeling fine. 

She then asked me why I didn't go to the hospital; I then told her that I didn't have 

any money to go to the hospital she then told me to send my account number. It was 

the lady that sent me 3,000 naira to go to the health centre at Ojoo.’

(Woman, 60 years old)

Many participants reported resorting to ‘leaving everything in the hand of God’ when they 

felt helpless and could not find a way out of their situation. In their view, this decision 

along with constant prayers and attendance at religious activities helped them to feel better. 

Some reported receiving counselling and advice from members of the clergy which, in their 

views, supported them to feel better. Some members of the clergy were also reported to have 

advised participants to visit PHC. However, many participants attributed their recovery to 

the answers they received from God for their prayers.

‘Then the church activities too did not allow me to feel it (the sadness) too much, 

I am a member of Baptist church, there is an association that I belong, the Sunday 

school section, we see to the preparation of the manual, so I already have the day 

for the meetings, which I do go to keep myself busy. Also, on Sunday I do attend 

classes to monitor how the teachers are doing this also help me a lot.’

(Man, 75 years old)

Healthcare enablers of recovery: Participants reported receiving good quality care from 

PHC which, in their view helped them to recover faster. They reported being received 
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at PHC with enthusiasm, as well as being attended to promptly. Participants perceived 

empathy and respect during consultation with the primary health care workers (PHCW). 

They reported that PHCW allowed adequate time for detailed discussion about the 

older persons health as well as other concerns. Participants described activities such as 

counselling, physical health checks and phone call reminders of their appointment as highly 

valued component of their PHC experience. Participants described counselling sessions 

as discussive, and with emphasis placed on the need to stop ‘thinking too much’ about 

problems, importance of prayers and of ‘leaving everything to God’. Participants perceived 

the discussive nature of the counselling sessions as highly valued. In their views, the 

sessions provided the older person with an opportunity to socially engage and to share 

their concerns. Participants also reported that during these sessions, PHCW provided general 

health education and advice about the role of diet, exercise, and lifestyle factors in the 

recovery process. Some participants perceived basic counselling and advice as a more 

effective treatment modality than prescribed medications.

‘For the elderly, comforting discussion is important. Like me, I have no husband 

or uncle to talk to. Speaking with the elderly is very important. Some people are 

lonely in their thoughts without having someone to share them with and this can 

kill. But having a mutual conversation with the elderly, sharing their concerns, is 

very important.’

(Woman, 64 years old)

Participants also reported receiving prescriptions for drugs and injections from the PHC. 

In the expressed views of participants, the common medications prescribed in PHC when 

they had presented with overwhelming sadness included antimalarials, medications for 

blood pressure, as well as mild analgesics for pain symptoms. Some participants also 

reported receiving PHC prescriptions of ‘drugs for the mind’. Many perceived the prescribed 

medications as helping them to feel better. However, they report that the cost of medications 

was prohibitive. Some described experiencing troublesome side effects such as feeling 

drowsy, dizzy and weak from the use of some medications including antidepressants and 

sedatives.

‘It was when I came to the health centre that they gave me a drug for the mind. I 

have been well since then.’

(Woman, 81 years old)

Key themes from caregivers’ focus groups

The analyses of the FGDs generated three main themes around caregivers’ personal 

experience of caring for an older person with depression and include their views about 

depression in older people, barriers to caregiving, and implication for a home-based care 

model (Table 2). There were broad similarities between the views of caregivers and those of 

lived experienced older people about depression symptoms and perceived triggers (Table 3).

Ojagbemi et al. Page 10

Int J Geriatr Psychiatry. Author manuscript; available in PMC 2023 November 10.

 E
urope PM

C
 Funders A

uthor M
anuscripts

 E
urope PM

C
 Funders A

uthor M
anuscripts



Outcome of ToC workshop

Following conventional recommendations for reporting ToC (16, 17), we present in figure 

2 the ToC map resulting from the stakeholders’ workshop. The figure summarises the road 

map for emhGAP-Age to achieve its desired impact.

The consensus of opinions from the stakeholders was that a home-based model of care 

has the potential to address stigma attached to mental health consultation, and the physical/

material limitations of old age. In the view of ToC participants, emhGAP-Age will in the 

short to medium term bring evidence-based depression treatment to the vulnerable older 

Nigerian. This was expected to result in early recovery, less disability and improved quality 

of life. Participants also identified other short to medium term benefits to catchment PHCs 

and staff, as well as surrounding communities. These, for example include improved clinical 

skills in the identification and treatment of late-life depression at PHC as well as in the 

community.

Key resources to drive change were identified in both PHC and community. This according 

to participants included availability of staff who are skilled in identification and treatment of 

depression, as well as their generally good disposition to care for older people. Resources 

in the community include support from immediate family, neighbours, and informal 

community groups such as landlord association, religious organisations, and members of the 

clergy. Some of the processes of change identified by participants included better access to 

evidence-based intervention for depression, better engagement with treatment, support from 

family and community support organizations, improved social interaction and engagement 

with others, reduction in social isolation, identification and treatment of comorbid physical 

conditions through regular health checks, reduction of chronicity and disability, as well as 

reduction of caregivers’ burden.

The main desired impact of emhGAP-age identified during ToC workshop is the potential 

for improvement of the mental health and wellbeing of older people living in Nigeria, 

with possible relevance for other low- and middle-income contexts. The expectation of 

participants was that a context relevant intervention for late-life depression in Nigeria 

would generate interest from family groups, advocacy organizations, governmental agencies 

concerned with policy and planning for mental healthcare, as well as the WHO.

Final structure of the emhGAP-Age intervention—The focus of the emhGAP Age 

intervention is on meeting the most pressing health and social care needs of older people 

living with depression in Nigeria. Table 4 summarizes the final emhGAP-Age intervention 

structure.

Basic counselling skills are deployed by community health extension workers (CHEWs) 

to deliver intervention to older people with depression in their homes where they are also 

supported by their family, caregivers, and other community organisations. The intervention 

is delivered in six weekly sessions, as well as monthly follow-up for a total of six months. In 

the first session, psychoeducation will be used by CHEWs to provide information about the 

nature of depression in older people, the common symptoms of depression, possible causes, 

treatability, and the process of treatment.
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In the next five sessions, CHEWs use individualised Problem-Solving Therapy (PST-PC)

(18) to guide the older person through a stepped process of: 1. Breaking down current 

problems, difficulties and stressors; 2. Working with the CHEWs to explore and try out 

options for resolving problems, 3. Use of personal resources (competency enhancement) to 

overcome problems, 4. Use of available social support systems to overcome problems, 5. 

Use of wider community resources such as volunteer groups in churches and mosques. In 

addition to the forgoing, the final session consists of a recap of the process so far: 1. Attempt 

to consolidate the gains of treatment; 2. Attempt to draw concrete lessons 3. Use lessons to 

prepare for the future.

The transition between sessions is conditional on achievement of goals rather than specific 

time points. Patients also receive monthly visits to reinforce improvement on successful 

completion of the six therapy sessions. Furthermore, remote nurse-led supervision and 

support of the activities of intervention CHEWs is provided via mobile phone application. 

This consists of; 1. Documentation of interaction between CHEWs and patients, 2. 

Documentation of emerging challenges during intervention and how they were resolved, 

3. Proper use of referral channels for patients who worsen or become suicidal. First-line 

Sertraline antidepressants is prescribed by supervisory psychiatrist. This is offered to; 1. 

Participants with severe depression, and 2. Participants who fail to achieve depression 

remission at end of the 6-weekly therapy sessions.

Discussion

Depression is the most common and disabling mental health condition after the age of 60 

years (19, 20), and only about 0.5% of older Africans with depression who receive any care 

receive what can be described as minimally adequate treatment (4). As it is for most mental 

health conditions occurring in older people, the medical nature of late-life depression is still 

poorly understood by the population in Nigeria(21). As such, the current care for depression 

in the country setting is not old-age appropriate (22–24).

The mhGAP-IG or its electronic version has not previously been adapted to the specific 

context of old age. This is despite evidence of its feasibility and adoption as a meaningful 

tool to scale up mental health care in primary healthcare settings in Nigeria and other low- 

and middle-income countries(8–10). We sought in the present study to actively capture the 

voices of older people with lived experience of depression as well as their caregivers. In 

the view of ToC workshop participants, an effective late-life depression intervention needs 

to address not only symptoms of depression, but also able to harness care that involves 

immediate family and neighbours, economic and spiritual (Prayers/faith) support. Such 

intervention also needs to pay due attention to older peoples’ physical health needs.

As we previously described (21), the healthcare delivery system in Nigeria is often led by 

doctors and senior nurses whose jobs are prescriptive and focused on giving instructions 

to lower cadre staff. There is little opportunity for multidisciplinary contribution in these 

settings, and the voices of patients and caregivers are often not considered in processes that 

are meant to benefit them. It is thus not typical in the Nigerian context to involve people 
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with lived experience of mental health conditions or their caregivers in the development of 

interventions or services(21).

Though desired by patients and caregivers, we found that there were no community-based 

outreach programmes to ensure continuity of care for older people in the context of the 

present study. We also did not find existing models of community-based mental healthcare 

for older people in Sub-Saharan Africa to which our findings could be meaningfully 

compared. Globally too, the majority of existing community related models of care for 

older people are focused on those with physical health conditions or their comorbidities, 

as well as on delaying institutional placements rather than recovery(25). Distinct from 

these previous interventions, the emhGAP-Age includes the mobilization of existing but 

previously untapped community resources. In the view of ToC workshop participants, this 

feature will reduce cost and improve social network as well as social participation of the 

older person. A home-based model of care also has the potential to address stigma attached 

to mental health consultation as well as the physical and material limitations of old age.

The current theory driven development of the emhGAP-Age is potentially the first step 

in bridging existing gap in the continuity of care from primary health care services 

to community-based care for older Nigerians with depression and other mental health 

conditions(26). In a previous study of older peoples’ mental health services in Southwestern 

Nigeria, we found that only 18.4% of patients attended scheduled follow-up care over an 

approximately 2-year period(26). Over half had dropped out of follow-up after 1-3 irregular 

contacts with services(26). Factors beyond the control of the older persons such as distance 

to the primary healthcare centres, mobility issues and reliance on availability of caregivers 

often led to disengagement from continued care. In the circumstances of high rates of 

dropout from primary care services and absence of community-based outreach programmes, 

an integrated model of community-based mental health care that includes health, social, and 

informal care for older people is needed to ensure continuity of mental health care.

Our reliance on trained CHEWs to deliver emhGAP-Age represents a major advantage for 

feasibility. This is because the category of health workers are more readily available and 

often live in the same community as patients(27). Though located in primary healthcare 

settings, CHEWs are expected to spend 50-70% of their time working in the community. 

The main limitation of the present study is our reliance on a single ToC workshop in the 

development of the emhGAP-Age intervention.

Conclusion

The current participatory ToC process led to the identification of the key components of 

an age-appropriate version of the emhGAP-IG for delivering care to older persons with 

depression by PHCW in Nigeria. The suggestion is that a context relevant intervention for 

depression in older people should give due consideration to the peculiar health and social 

circumstances of older people. Such intervention must leverage on community resources/

groups to support informal care for older people. The emhGAP-Age bridges existing gaps 

in continuity of care between primary health care services in Nigeria and community-based 

care for older people with depression and other mental health condition.
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Keypoints

• There is a large treatment gap for late-life depression in sub-Saharan Africa.

• We used participatory methodology to design an age-appropriate depression 

intervention in Nigeria.

• We identified key resources that may serve as preconditions for depression 

intervention to drive change.

• A late life depression intervention has the potential to attract policy interest.
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Figure 1. Detail of the study procedures.
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Figure 2. Summary of the road map for emhGAP-Age to achieve its desired impact
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