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AbstrAct
Background: The coronavirus disease will worsen existing 
mental health disorders and bequeath new mental 
disorders on many. The objective of the study was to 
evaluate the prevalence of significant depressive and 
post-traumatic stress disorder (PTSD) symptoms, as 
well as identify its associated risk factors among people 
living under the coronavirus disease (COVID-19) pandemic 
lockdown in Nigeria.

Methods: It was a cross-sectional survey done online. 
Socio-demography, perceived stress, social support, and 
domestic abuse was ascertained. Depressive and PTSD 
symptoms were measured following four weeks of the 
COVID-19 lockdown.

Results: Prevalence of significant depressive and PTSD 
symptoms among 755 respondents were 33.6%, and 42.9%, 
respectively. Proportions of those who experienced emotional 
abuse, financial abuse, physical abuse, and sexual abuse from 
people close to them during the lockdown were 16.4%, 5.3%, 
3.2%, and 2.8% respectively. Perceived stress from home 
and lockdown, coping methods, social support, emotional 
abuse, and financial abuse were independent predictors of 
significant depressive symptoms. Work status, perceived 
stress from home, fear of coronavirus and lockdown, coping 
methods, and emotional abuse were independent predictors 
of significant PTSD symptoms among respondents.  

Conclusions: As the pandemic continues, COVID-19 appears 
to be associated with significant depressive and post-

traumatic stress disorder symptoms among people in 
Nigeria. Consequently, positive health practices embedded 
in different socio-cultural practices should be encouraged to 
help people face the negative consequences of the COVID-19 
pandemic while preparing a robust public mental health 
strategy to combat the inevitable consequences of the 
crisis. Aside from this, innovative efforts from researchers, 
policymakers, health professionals, and the public are 
needed to face the present and future mental health threats 
of the pandemic. 
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IntroductIon
At the close of the last decade, the 2019 coronavirus disease 
(COVID-19) started as a simple local transmission from 
Wuhan, China to a few parts of the world (1). It rapidly 
became a global pandemic with considerable impact on 
every aspect of our lives and our societies. COVID-19, 
a respiratory infection caused by the coronavirus, can 
be transmitted through respiratory droplets and contact 
routes by droplets particles (2, 3). 

Given the ease of transmission, lack of population 
immunity, inadequate testing capacity, poor global coop-
eration, and the challenges of implementing community-
based measures to limit its transmission, the impact of 
COVID-19 is taking an unprecedented toll on our col-
lective healthcare, political, economic, and social-welfare 
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systems (4). According to the World Health Organisation, 
COVID-19 has led to the sickening of more than five 
million people, and the death of hundreds of thousands 
of people all over the world (5). And worse still, the 
numbers are still rising.

In light of the increasing concern about COVID-19, a 
growing number of governments around the world (Nigeria 
included) race to contain it through risk communication, 
social distancing with foci on the isolation of cases, quaran-
tines of contacts, restriction of gatherings to less than two to 
twenty, restriction of movement or lockdown, and hygienic 
practices such as handwashing and using facemasks (6). 
These large-scale behavioral changes are premised on the 
adequacy of mental health components of people (7). Thus, 
there is a need to examine the psychological impact of this 
overwhelming public health crisis on the populace. 

The growing mental health concerns include the general 
population, persons with pre-existing mental disorders, 
people with alcohol and other substance use disorders, 
frontline health workers, vulnerable populations such as 
the elderly, children, pregnant women, those who live with 
chronic diseases, and patients with COVID-19 infection 
(8). Institutions and human practices that usually help 
people to cope better in times of crisis such as hospitals, 
religious centers, social activities (such as get-together, 
sporting, wedding, and other ceremonies), workplaces, 
and schools, have been affected directly or indirectly by 
the lockdown that ensued, thereby withdrawing the usual 
cushioning effects they have, and worsening the gravity of 
the suffering caused by the pandemic (9). This has thrown 
many people off balance, especially those whose livelihoods 
have been threatened or closed down by the pandemic (9). 

Extant literature has revealed that quarantine and move-
ment restrictions have had a wide range of psychosocial 
effects on people during epidemics, including fatigue, feeling 
of isolation, anxiety, irritability, insomnia, indecisiveness 
(10-12), psychological symptoms, emotional disturbance, 
depression, stress, confusion, and anger (13-18). If not 
addressed, the psychological sequelae of COVID-19 tend 
to further stretch the already overstretched health system 
particularly in countries like Nigeria with poor resources 
and infrastructure. Insights from these psychosocial and 
behavioral perspectives can help in managing the pandemic 
together with its impacts (7). Furthermore, estimating 
the psychological effects of COVID-19 on all or any of 
these populations will set the foundation for immediate 
coordinated responses and targeted interventions (19). 

Drawing attention to Nigeria, the first COVID-19 case 
was confirmed in Lagos State on February 27, 2020 (20). 

The Lagos State Ministry of Health immediately began trac-
ing and isolating contacts of those who tested positive for 
the virus. Four weeks later, the federal government closed 
schools, banned all public gatherings and sporting activities, 
and recommended social distancing. Moreover, travellers 
coming into the country from abroad were asked to observe 
a 14-day self-quarantine. Equally, all non-essential businesses 
were closed until further notice. On March 30, 2020, the 
federal government of Nigeria ordered a complete lockdown 
of Lagos State, Ogun State, and Abuja (20), and thereafter 
many state government-imposed restrictions on public 
transport and other vehicular movements between cities, and 
rural areas. Oddly, as these events unfolded and many still are 
in place, no data exist on the psychological, and emotional 
impacts of the disease, and the mental health needs of the 
people who have been under lockdown in Nigeria, the most 
populous nation in sub-Saharan Africa, with problematic 
poor manpower and mental health funding (21).

Given the above, we conducted an online mental 
health needs survey among people living under lock-
down in Lagos, Ogun, and Abuja in Nigeria, after the 
first four weeks of the COVID-19 pandemic lockdown 
to evaluate the prevalence of psychiatric symptoms, and 
identify pertinent risks and protective factors among 
these populations. 

MAterIAls And Method
settIngs
This cross-sectional survey was carried out among people 
living in Lagos, Ogun, and Abuja after four weeks into 
the COVID-19 pandemic lockdown. 

PArtIcIPAnts 
They were adult Nigerians (18 years and older), living in 
those states, and who had experienced a restriction of 
movement in the preceding weeks of the government-
enforced lockdown.

survey questIonnAIre develoPMent
Informed by the following sources, an original survey 
was developed by the study authors: 
1. In-depth review of numerous survey research studies 

on domestic abuse, emotional effects, psychological 
consequences, and other stress-related crises arising 
from quarantine during infectious disease epidemics 
such as H1N1, MERS, SARS, Ebola, and COVID-19. 

2. Empirically validated scales with established psy-
chometrics. 
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The full survey included 52 unique question items and was 
created using the free-access Google Forms application.

AssessMents
Survey items collected data on a range of topics, namely: 
1. Socio-demography – age, gender, marital status, 

religion, work situation, city, level of education, the 
number of times that they were outdoor during the 
lockdown, and the presence of chronic illness.

2. Impact of the COVID-19 pandemic and lockdown 
on individuals in terms of stress from home, work, 
finances, coronavirus alone, and lockdown alone as 
well as their most-used coping methods.

3. Assessment of the level of social support during the 
lockdown using the Oslo Social Support Scale (OSSS3). 
The OSSS3 consists of three items that score the level 
of social support available to an individual. It has been 
recommended for epidemiological and population-
based surveys (22). The items are as follows: 

“How many people are so close to you that you can 
count on them if you have greater personal problems?”

“How much interest and concern do people show 
in what you do?” and “How easy is it to get practical 
help from neighbors if you should need it?”

4. Assessment of the presence of abuse. It included four 
questions to evaluate emotional, physical, sexual, and 
financial abuse during the COVID-19 lockdown. 
Questions are as follow: 

“Since the lockdown started, has anyone close to you 
ever insulted you/ belittled what you do/ did something 
to spite you/ blamed you for the lockdown/ threatened 
to hit or throw something at you?”

“Since the lockdown started, has anyone close to 
you ever slapped you / pushed you / tied you down / 
gave you too much medicine to control you / threw 
something at you?”

“Since the lockdown started, has anyone close to you 
tried to touch you in a sexual way against your will/ 
tried to have sexual intercourse with you against your 
will or in exchange for a favor?” and 

“Since the lockdown started, has anyone close to you 
made you give them your money or things like ATM 
cards against your will, tried to steal your money or 
things like ATM cards?”

5. Assessment of emotional, psychological, and stress-related 
disorders using the General Health Questionnaire-12 
(GHQ-12) and Impact of Event Scale-6 (IES-6). 
GHQ-12 is a well-known and extensively validated 

screening questionnaire for assessing probable psychiatric 

situations. It is a reliable and valid measure of psychological 
distress, and general wellbeing (23). The GHQ is short and 
easy to complete, containing only 12 items. We employed 
the bimodal scoring style in this study. A score of 4 or more 
on the GHQ-12 was regarded as positive, indicating the 
possibility of depressive disorder. Among Nigerians, at 
this cut-off, the sensitivity of the instrument was 72.2%, 
while the specificity was 75.2% (24). Internal reliability was 
assured with a total Cronbach’s alpha of 0.86 for this study. 

The IES-6, an abridged version of the IES-R, repre-
sents a brief measure for use in epidemiologic surveys, 
and a population-based screening tool (25). It includes 
two IES-R intrusion items, two avoidance items, and two 
hyperarousal items. Each item is scored on a Likert scale 
of 0 to 4. IES-6 accounts for 91% of the variance in the 
full IES-R and possesses screening properties similar to 
the IES-R when compared to the PTSD checklist. For the 
study, the internal consistency of the scale was assured 
with a total Cronbach’s alpha of 0.81, following face and 
construct validity that was found satisfactory by members 
of the study team. IES-6 has been shown to demonstrate 
good criterion validity with a cut-off point of 1.67 of the 
mean score or 10 of the total score (25). At this threshold, 
it has a sensitivity of 0.88, and a specificity of 0.85, when 
compared to a reference-standard PTSD scale (26).

sAMPle sIze cAlculAtIon
The three states with a population of 19 million people 
account for about 10% of the Nigerian population (27). 
The population pyramid for these states revealed a grow-
ing population with over 45% of the population under 18 
years of age (27). To determine the minimum number of 
respondents we undertook a priori estimation of sample 
size using a population proportion of adults of 10.5 mil-
lion with a 99% confidence level and a 5% margin of error 
yielding a minimum of 666 respondents. We multiplied 
the number by at least 3 (because the response rate for 
an online survey is usually around 20-30%, which is 
considered good) and shared it with 2,000 people across 
their different social media platforms. We received 755 
responses from those who completed the survey across 
the three states. With 755 respondents, the response 
rate is 37.75% (this rate is considered very good for an 
online population survey) and the margin of error (for 
755 respondents) is 3.75% with a 99% confidence level.

ethIcAl stAndArds
The authors assert that all procedures contributing to 
this work comply with the ethical standards of the rel-
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evant national and institutional committee on human 
experimentation with the Helsinki Declaration of 1975, as 
revised in 2008. The study protocol was approved by the 
institutional review board of the participating institution. 
Informed consent was obtained from all participants.

Procedure
The estimated completion time of the survey was five to 
seven minutes, based on pilot testing that was conducted 
among the study team members. The survey questionnaire 
was administered via the internet. The link to the online 
survey was shared on common social media platforms 
such as Twitter, Instagram, Facebook, and WhatsApp to 
an estimated 2,000 participants. No financial incentive 
was given for participation. All respondents provided 
their informed consent before completing the survey. Data 
collection took place between April 25 and May 4, 2020.

AnAlysIs
Data were coded, entered into a statistical package for 
sociological sciences version 23, and cleaned. Categorical 
variables were summarized with frequencies, and per-
centages while continuous variables were summarized 
with their mean, mode, range, and standard deviation.

Comparison of categorical variables was done with the 
Chi-square test, and Fisher’s exact test, where appropri-
ate between groups. Multiple regression analysis was 
used to identify independent predictors of significant 
depressive and PTSD symptoms. The significance level 
was set at ≤ 0.05.

results
We received responses from 822 respondents out of which 
67 respondents did not complete their questionnaires. 
Thus, we analyzed a total of 755 valid respondents from 
the three states. Of the respondents, 428 (56.7%) were 
female and 393 (55.1%) were 30-44 years old, with a 
mean age of 36.49±10.74 years. Four hundred and sixty 
(60.9%) are presently married, 516 (68.3%) were from the 
Yoruba ethnic group, and 620 (82.1%) were Christians.

Up to 230 (30.5%) reported having to stop work during 
the lockdown but resumed once the lockdown was over, 
while 339 (44.9%) had been out of their homes two to five 
times since the lockdown started a month ago. Moreover, 
348 (46.1%) reported being stressed from staying at 
home, 435(57.6%) felt apprehensive or terrified due to 
the fear of coronavirus alone, and 521(69.0%) reported 
being apprehensive and helpless due to the effect of the 

lockdown alone. Among the respondents, 116 (16.4%) 
had experienced emotional abuse, 21 (2.8%) had been 
sexually abused, and 40 (5.3%) had experienced financial 
abuse by people they knew during the four weeks of the 
preceding lockdown. The mean score for the GHQ-12 
among the respondents was 3.04 ± 3.15 while the mean 
score of the IES-6 was 1.49 ± 0.88. Based on the cut-off 
for situations by GHQ-12 (≥ 4), and IES-6 (≥ 1.67), 254 
(33.6%) of respondents had significant depressive symp-
toms while 324 (42.9%) had significant PTSD symptoms 
respectively. Detailed results can be found in Table 1. 

The relationships between socio-demographic details 
of respondents, the psychological and emotional impacts 
of COVID-19 pandemic lockdown were explored using 
the Chi-square test, and Fisher’s exact test. The results 
indicated significant relationships between significant 
depressive symptoms and age groups (p<0.001), marital 
status (p=0.01), level of education (p<0.001), present 
work situation (p<0.001), number of times out of the 
home during the lockdown (p=0.005), self-rated stress 
due to financial problem, home, coronavirus alone, and 
lockdown alone (p< 0.001). Furthermore, significant 
depressive symptoms were significantly associated with 
the type of coping methods employed during the lock-
down (p<0.001), social support (p<0.001), and all the 
types of abuse (p<0.001).

Also, significant relationships exist between significant 
PTSD symptoms, and numerous variables such as level of 
education (p=0.03), work situation (p<0.001), self-rated 
stress from work (p=0.05), finances (p<0.001), home 
(p<0.001), coronavirus alone (p<0.001), and pandemic 
alone (p<0.001). Detailed results can be found in Table 2. 

To identify the independent predictors of significant 
depressive and PTSD symptoms, we used binary logistic 
regression analysis. For depression, the results of binary 
logistic regression of the data showed that the full logistic 
regression model, containing all the 17 predictors, was sta-
tistically significant, X2(42, N=755) =259.96, p<0.001; indi-
cating that the independent variables significantly predicted 
the outcome variable (i.e., depression). The results of the 
Cox & Snell R2 and Nagelkerke R2 estimates indicated that 
the whole model explained that 29.1% - 40.1% of the vari-
ance could be predicted from the independent variables. 
The model correctly classified 52.8% of the respondents 
who had significant depressive symptoms and 87.6% of 
those who did not have significant depressive symptoms, 
with an overall classification success rate of 75.9%. 

Employing a 0.05 criterion of statistical significance, 
having stress at home during the lockdown, having stress 
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Table 1. Socio-demographic and clinical characteristics of the respondents 

variable
Total= 755

Frequency Percentage (%) Mean (SD) Range
Age (years) 36.49±10.74 18-74 years
Age group (years)
18-29
30-44
45-59
60 years and above

206
393
127
29

27.30
52.10
16.80
3.80

Gender
Male
Female

327
428

43.30
56.70

Religion
Christianity
Islam
Traditional
Eckankar
Non-religious

620
127
3
1
4

82.10
16.80
0.40
0.10
0.50

Marital status
Single
Married
Divorced/separated
Widow/widower

271
460
15
9

35.90
60.90
2.00
1.20

Ethnic groups
Yoruba
Igbo
Hausa
Urhobo
Edo
Others

516
127
8
9
24
71

68.30
16.80
1.10
1.20
3.20
9.40

Level of education
None
Secondary/vocation and below
Polytechnic/university
Postgraduate 

0
20
381
354

0.00
2.60
50.50
46.90

Number of chronic diseases
0
1
2
3
4
5
6

593
130
20
3
0
2
7

78.50
17.20
2.60
0.40
0.00
0.30
0.90

Work situation
Work at the office
Work from home
Stopped work but to resume after lockdown
No work before and during the lockdown
Lost work due to the lockdown

211
202
230
97
15

27.90
26.80
30.50
12.80
2.00

Times out of the home during the lockdown
None
Once
2-5
6-10
>10

84
90
339
110
132

11.10
11.90
44.90
14.60
17.50

Since the lockdown started, have you experienced increased stress from work?
Yes
No 221

534
29.30
70.70

Since the lockdown started, have you experienced increased financial stress?
Yes
No 

536
219

71.00
29.00

Since the lockdown started, have you experienced increased stress at home?
Yes
No 

348
407

46.10
53.90
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Since the lockdown started, do you feel apprehensive or terrified due to the coronavirus 
alone?
Yes
No 

435
320

57.60
42.40

Do you feel apprehensive or helpless due to the situation of the lockdown alone?  
for example, insecurity
Yes
No 

521
234

69.00
31.00

How are you coping?
I am not coping
Talking to someone(home/online)
Time on social media
Physical exercise/indoor games
Watching TV /movies
Using more alcohol/drugs
Praying/spiritual activities
Avoid people by staying most of the time in the room

33
101
259
68
85
2
168
39

4.40
13.40
34.30
9.00
11.30
0.30
22.30
5.20

How many people are so close to you that you can count on them if you have serious 
personal problems during the lockdown 
None
1-2
3-5
>5

53
296
232
174

7.00
39.20
30.70
23.10

How much concern do people that you know show?
No concern/interest
Little concern/interest
Uncertain
Some
A lot

29
83
75
215
353

3.80
11.00
9.90
28.50
46.80

How easy is it to get practical help from neighbors if you need one during this lockdown?
Very difficult
Difficult
Possible
Easy
Very easy

108
131
353
101
 62

14.30
17.40
46.80
13.40
 8.20

Emotional abuse
No 
Yes, by whom
Spouse
Neighbor
Friend
Sibling
Parent
In-laws
Colleague
Others

639
116
23
21
21
9
7
4
4
17

84.60
16.40

How often,
Once
Few times
Most times
daily

42
59
12
2

Physical abuse
No
Yes, by whom
Spouse
Neighbor
Friend
Parents
Others 

730
24
6
7
4
1
6

96.80
3.20

How often,
Once
Few times
Most times
Daily

10
10
4
0

Sexual abuse
No
Yes, by whom
Spouse
Neighbor
Friend
Others

735
21
5
7
9
0

97.20
2.80

How often,
Once
Few times
Most times
daily

9
7
3
2

Financial abuse
No
Yes, by whom
Spouse
Neighbor
Friend

713
40
10
11
21

94.70
5.30

How often,
Once
Few
Mosttimes
Daily

25
15
0
0
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GHQ-12 score for situations of significant depressive symptoms
<4
≥4

501
254

66.40
33.60

3.04±3.15 0-12

iES-6 mean score for situations of significant PTSD symptoms
< 1.67
≥1.67

431
324

57.10
42.90

1.49±0.88 0-4

GHQ-12, General Health Questionnaire-12; IES-6, Impact of Event Scale-6; PTSD, Post-traumatic stress disorder; SD, Standard deviation.

Table 2. Association between the socio-demographic details and psychological and emotional impact of the lockdown

variables

Significant depressive 
symptoms (GHQ-12 ≥4)

p

Significant PTSD  
symptoms (iES-6 ≥1.67)

pYes (%) No (%) Yes (%) No (%)
Age groups (years)
18-29
30-44
45-59
≥ 60

97 (47.10)
115 (29.30) 
32 (25.20)
10 (34.50)

109 (52.90)
278 (70.70)
95 (74.80)
19 (65.50)

<0.001a 102 (49.50)
159 (40.50)
 47 (37.00)
 16 (55.20)

104 (50.50)
234 (59.50)
 80 (63.00)
13 (44.80)

0.040a

Gender 
Male
Female

109 (33.30)
145(33.90)

218 (66.70)
283 (66.10)

0.881a 142 (43.30)
182 (42.50)

185 (56.70)
246 (57.50)

0.802a

Marital status
Single
Married
Divorced/separated
Widow/widower

112 (41.30)
134 (29.10)
6 (40.00)
2 (22.20)

159 (58.70)
326(70.90)
9 (60.00)
7 (77.80)

0.011a 132 (48.70)
183 (39.80)
7 (46.70)
2 (22.20)

139 (51.30)
277 (60.20)
8 (53.30)
7 (77.80)

0.074a

Level of education
Secondary/vocational
Polytechnic/university
Postgraduate

10 (50.00)
151 (39.60)
93 (26.30)

10 (50.00)
230 (60.40)
261 (73.70)

<0.001a 9 (45.00)
181 (47.50)
134 (37.90)

11(55.00)
200 (52.50)
220 (62.10)

0.032a

Work situation 
Work at the office
Work from home
Stopped work but to resume after lockdown
No work before and during the lockdown
Lost work due to the lockdown

52 (24.60)
66 (32.70)
75 (32.60)
49 (50.50)
12 (80.00)

159 (75.40)
136 (67.30)
155 (67.40)
48 (49.50)
3 (20.00)

<0.001a 80 (37.90)
85 (42.10)
93 (40.40)
52 (53.60)
14 (93.30)

131 (62.10)
117 (57.90)
137 (59.60)
45 (46.40)
1 (6.70)

<0.001a

Times out of the home during the lockdown
None
Once
2-5
6-10
>10

42 (50.00)
36 (40.00)
105 (31.00)
33 (30.00)
38 (28.80)

42 (50.00)
54 (60.00)
234 (69.00)
77 (70.00)
94 (71.20)

0.005a 43 (51.20)
42 (46.70)
143 (42.20)
50 (45.50)
46 (42.90)

41 (48.80)
48 (53.30)
196 (57.80)
60 (54.50)
86 (57.10)

0.154a

Heard about coronavirus?
Yes
No

253 (34.10)
  1 (7.70)

489 (65.90)
 12 (92.30)

0.074b
 
320 (43.10)
  4 (30.80)

422 (56.90)
  9 (69.20)

0.371b

Stress from work?
Yes
No

84 (38.00)
170 (31.80)

137 (62.00)
364 (68.20)

0.102a 107 (48.40)
217 (40.60)

114 (51.60)
317 (59.40)

0.049a

Financial stress?
Yes
No 

219 (40.90)
35 (16.00)

317 (59.10)
184 (84.00)

<0.001a 263 (49.10)
61 (27.90)

273 (50.90)
158 (72.10)

<0.001a

Stress from home?
Yes
No

187 (53.70)
67 (16.50)

161 (46.30)
340 (83.50)

<0∙001a 196 (56.30)
128 (31.40)

152 (43.70)
279 (68.60)

<0.001a

Stress from covid-19 alone
Yes
No 

182 (41.80)
72 (22.50)

253 (58.20)
248 (77.50)

<0.001a 249 (57.20)
 75 (23.40)

186 (42.80)
245 (76.60)

<0.001a

Stress from lockdown alone
Yes
No 

217 (41.70)
37 (15.80)

304 (58.30)
197 (84.20)

<0.001a
 
272 (52.20)
52 (22.20)

249 (47.80)
182 (77.80)

<0.001a
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from the impact of the lockdown alone, being uncertain 
about the level of concern showed by people during the 
lockdown, and emotional and financial abuse during 
the lockdown were independent predictors of increased 
risk of significant depressive symptoms while control-
ling for confounders. Talking to someone, spending 
time on social media, engaging in physical exercise or 
indoor games, watching movies, engaging in spiritual 
activities, and having people to count on when faced 
with serious problems were independent predictors of 
decreased risk of significant depressive symptoms while 
controlling for confounders. For example, having stress 
at home, and stress from the lockdown alone increased 
the odds of being associated with significant depressive 
symptoms by 3.65 times and 2.53 times when compared 

to persons that reported no stress due to staying at home, 
and lockdown respectively. The results of the data analysis 
are presented in Table 3.

Concerning PTSD, the data showed that the full logistic 
regression model containing all the 16 predictors was 
statistically significant, X2 (36, N=755) = 195.06, p<0.001, 
indicating that the independent variables significantly 
predicted the outcome variable (i.e., PTSD). The results of 
the Cox & Snell R2 and Nagelkerke R2 estimates indicated 
that the whole model explained that 22.8%- 30.6% of 
the variance could be predicted from the independent 
variables. The model correctly classified 64.2% of the 
respondents who had significant PTSD symptoms and 
76.8% of those who did not have significant PTSD symp-
toms, with an overall classification success rate of 71.4%. 

Coping methods
I am not coping
Talking to someone 
Time on social media
Physical exercise/ games 
Watching TV/ movies
Taking more alcohol/ drugs
Praying/ spiritual activities
Avoid people

24 (72.70)
30 (29.70)
92 (35.50)
10 (14.10)
27 (31.80)
0 (0.00)
46 (27.40)
25 (64.10)

9 (27.30)
71 (70.30)
167 (64.50)
58 (85.30)
58 (68.20)
2 (100.00)
122 (72.60)
 14 (35.90)

<0∙001b 26 (78.80)
36 (35.60)
119 (45.90)
23 (33.80)
30 (35.30)
0 (0.00)
65 (38.70)
25 (64.10)

7 (21.20)
65 (64.40)
140 (54.10)
45 (66.20)
55 (64.70)
2(100.00)
103 (61.30)
14 (35.90)

<0.001b

Number of people you can count on during lockdown
None
1-2
3-5
>5

27 (50.60)
126 (42.60)
71 (30.60)
254 (33.60)

26 (49.10)
170 (57.40)
161 (69.40)
501 (66.40)

<0.001a 28 (52.80)
143 (48.30)
99 (42.70)
54 (31.00)

25 (47.20)
153 (51.70)
133 (57.30)
120 (69.00)

0.001a

How much concern do people that you know show?
No concern/interest
Little concern/interest
Uncertain
Some
A lot

15 (51.70)
40 (48.20)
46 (61.30)
67 (31.20)
86 (24.40)

14 (48.30)
43 (51.80)
29 (29.70)
168 (68.80)
267 (75.60)

<0.001a
 
15 (51.70)
52 (62.70)
38 (50.70)
88 (40.90)
131 (37.10)

14 (48.30)
31 (37.30)
37 (49.30)
127 (59.10)
222 (62.90)

<0.001a

How easy is it to get practical during this lockdown?
Very difficult
Difficult
Possible
Easy
Very easy

51 (47.20)
63 (48.10)
107 (30.30)
22 (21.80)
11 (17.70)

57 (52∙80)
68 (51∙90)
246 (69∙70)
79 (78∙20)
51 (52∙30)

<0.001a 59 (54.60)
73 (55.70)
137 (38.80)
34 (33.70)
21 (33.90)

49 (45.40)
58 (44.30)
216 (61.20)
67 (66.30)
41 (66.10)

<0.001a

Emotional abuse during the lockdown
Yes
No 

68 (58.60)
186 (29.10)

48 (41.40)
453 (70.10)

<0.001a 72 (62.10)
252 (39.40)

44 (37.90)
387 (60.60)

<0.001a

Physical abuse during the lockdown
Yes
No 

17 (70.80)
237 (32.40)

7 (29.20)
494 (67.60)

<0.001a 15 (62.50)
309 (42.30)

9 (37.50)
422 (57.70)

0.050a

Sexual abuse during the lockdown
Yes 
No 

16 (76.20)
238 (32.40)

5 (23.80)
496 (67.60)

<0.001a 14 (66.70)
310 (42.20)

7 (33.30)
424 (57.80)

0.03a

Financial abuse during the lockdown
Yes
No

25 (62.50)
229 (32.00)

15 (37.50)
486 (68.00)

<0.001a  24 (60.00)
300 (42.00)

16 (40.00)
415 (58.00)

0.03a

GHQ-12, General Health Questionnaire-12; IES-6, Impact of Event Scale-6; PTSD, Post-traumatic stress disorder. We employed Chi-square test (p) 
or Fisher’s exact test if < 5 in any group compared.
a Chi-square tests.
b Fisher’s exact test.
Significance set at p ≤ 0.05.
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Table 3. Summary of the multiple binary logistic regression analysis predicting the impact of the COVID-19 pandemic lockdown 
on the risk of significant depressive symptoms among respondents 

Predictors
Significant depressive symptoms (GHQ-12 ≥ 4)

B SE p oR 95% Ci for oR
Age group (ref: > 60years)
18-29 years
30-44 years
45-59 years

 0.25
-0.12
-0.29

0.56
0.52
0.55

0.579
0.669
0.816
0.598

1.00
1.28
0.89
0.75

0.41-3.95
0.32-2.47
0.25-2.20

Marital status (ref: Widowhood)
Single
Married
Divorced/ Separated

0.59
0.61
1.07

0.98
0.94
1.14

0.826
0.545
0.518
0.350

1.00
1.81
1.84
2.90

0.27–12.38
0.29–11.76
0.31–27.12

Education (ref: Secondary/ vocational and below) 
Postgraduate
Polytechnic/ University

-0.20
-0.12

0.63
0.61

0.916
0.755
0.845

1.00
0.82
0.89

0.24–2.82
0.27–2.94

Work situation (ref: lost work due to lockdown)
Work from office
Work from home
Stopped working but to resume after lockdown
No work before and during the lockdown

-1.45
-0.82
-1.07
-1.10

0.79
0.78
0.77
0.79

0.180
0.067
0.295
0.163
0.161

1.00
0.24
0.44
0.34
0.33

0.05–1.11
0.10–2.04
0.08–1.54
0.07–1.55

Number of times out during the lockdown (ref:> 10)
Never
Once
2-5
6-10

0.67
0.14
0.03
0.03

0.41
0.40
0.33
0.36

0.344
0.104
0.735
0.924
0.938

1.00
1.95
1.14
1.03
1.03

0.87–4.38
0.53–2.49
0.54–1.96
0.50–2.10

Having stress from finances during lockdown 0.36 0.25 0.149 1.43 0.88–2.32
Having stress at home during lockdown 1.30 0.20 <0.001 3.65 2.45–5.49
Having stress from fear of coronavirus alone 0.29 0.21 0.167 1.33 0.89–2.02
Having stress from the effect of the lockdown 0.93 0.25 <0.001 2.53 1.56–4.10
Coping method (ref: Avoiding people by staying in the room)
Not coping at all
Talking to someone at home or online
Spending time on social media
Physical exercise or playing indoor games
Watching movies and Television
Taking more alcohol or drugs
Praying and other spiritual activities 

-0.39
-1.12
-1.03
-2.18
-0.99
-20.89
-1.09

0.63
0.50
0.44
0.57
0.50
27274.31
0.47

0.02
0.538
0.025
0.019
<0.001
0.047
0.999
0.019

1.00
0.68
0.33
0.36
0.11
0.37
0.00
0.34

0.20-2.33
0.12-0.87
0.15-0.85
0.04-0.34
0.13-0.84
0.00-
0.13-0.84

Number of people you can count on for serious problems during the lockdown (ref: >5)
None
One or two
Three to five

0.72
0.94
0.59

0.48
0.29
0.30

0.015
0.131
0.001
0.046

1.00
2.06
2.57
1.81

0.81-5.26
1.45-4.57
1.01-3.25

Level of concern showed by people you know during the pandemic lockdown (ref: A lot)
No
Little 
Uncertain
Some 

-0.35
0.18
0.86
0.22

0.62
0.33
0.35
0.23

0.111
0.571
0.586
0.013
0.338

1.00
0.70
1.20
2.37
1.25

0.21-2.39
0.63-2.28
1.20-4.64
0.79-1.96

How easy is it to get practical help if you need it during the lockdown? (ref: very easy)
Very difficult
Difficult
Possible
Easy 

0.10
0.25
0.27
0.00

0.50
0.47
0.43
0.49

0.886
0.841
0.602
0.528
0.995

1.00
1.10
1.28
1.31
1.00

0.42-2.92
0.51-3.22
0.57-3.02
0.38-2.63

Emotional abuse during the pandemic lockdown 0.58 0.27 0.030 1.79 1.06-3.03
Physical abuse during the pandemic lockdown 0.30 0.59 0.613 1.35 0.42-4.25
Sexual abuse during the pandemic lockdown 0.72 0.67 0.285 2.05 0.55-7.66
Financial abuse during the pandemic lockdown 1.01 0.49 0.038 2.74 1.06-7.11
Summary statistics (block) X2 df p
Likelihood ratio test 
Hosmer and Lemeshow 

259.96
14.88

42
8

< 0.001
0.06

GHQ-12, General Health Questionnaire-12; CI, confidence interval; OR, odds ratio; SE, standard error; X2, chi-square; df, degree of freedom.
Test of significance set as p ≤ 0.05.
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The findings of binary logistic regression revealed 
that having stress from the home, stress from the fear of 
coronavirus alone, stress from the lockdown alone, and 
experiencing emotional abuse during the COVID-19 
pandemic lockdown were independent predictors to 
increased risk of significant PTSD symptoms. Conversely, 
after controlling for confounders, current work situ-
ation during the lockdown, talking to someone, and 
watching movies and television during lockdown were 
independent predictors of decreased risk of significant 
PTSD symptoms. 

For instance, the odds ratio for fear of the coronavirus 
alone indicates that when holding all other variables 
constant, a person that reported having stress from fear 
of the coronavirus alone is 3.17 times more likely to be 
associated with significant PTSD symptoms than someone 
who was not stressed from the fear of the coronavirus 
alone. The results of the data analysis are presented in 
Table 4.

dIscussIon
The present study provides a situational analysis of the 
impact of the COVID-19 pandemic and lockdown, on 
the psychological wellbeing of respondents in Lagos, 
Ogun, and Abuja in Nigeria from the April 25 to May 
4, 2020, after four weeks of total lockdown. We posit 
that lockdown and restrictions of movement during 
the COVID-19 pandemic appear to be associated with 
an increase in the prevalence of mental ill-health, may 
be associated with a poor level of social support, and 
widespread adoption of ineffective coping styles. Three 
out of every 10 respondents had significant depressive 
symptoms, and four out of every 10 had significant PTSD 
symptoms. Also, close to two out of every 10 respondents 
had experienced emotional abuse. The proportions of 
those who experienced financial abuse, physical abuse, 
and sexual abuse were 5.3%, 3.2%, and 2.8% respectively. 

The rates of significant depressive symptoms (33.6%) 
and significant PTSD symptoms (42.9%) found in this 
study are alarming when compared to the pre-COVID 
rates of 3.3% for lifetime depression, and 0.0% for PTSD 
in the Nigeria Mental Health Survey (28), and 5.5% 
for depressive symptoms found in the Lagos Mental 
Health Survey (29). The difference may be due to our 
method of data collection, which is online, unlike the 
pre-covid era surveys that were collected via face-to-face 
interviews using the World Mental Health version of the 
Composite International Diagnostic Interview (WMH-

CIDI). Furthermore, in the context of findings outside 
Nigeria, our prevalence rate of significant depressive 
symptoms is higher than 16.5% and 20.4% reported in 
similar studies in China respectively (30, 31). This may 
reflect additional social determinants of mental health 
burdens in a low-income country such as Nigeria. 

We reported that a low level of social support was associ-
ated with an increased risk of significant depressive symp-
toms during the COVID-19 pandemic. Respondents who 
had between one and two people or between three and 
five people to count on when faced with serious problems 
during the COVID-19 pandemic lockdown respectively 
were associated with 2.57 times or 1.81 times the risk of 
having significant depressive symptoms compared with 
respondents who had greater than five people to count on. 
Moreover, being uncertain about the level of concern showed 
by people you know during the lockdown was associated 
with 2.37 times the risk of having significant depressive 
symptoms when compared to people who reported a lot of 
concern shown by people they knew during the lockdown. 
Furthermore, those who experienced increased stress from 
staying at home, and those who reported increased stress 
due to apprehension or helplessness from the lockdown 
were associated with 3.65 times and 2.53 times, respectively, 
risk of having significant depressive symptoms. 

Talking to someone at home or online was associated 
with a 67.0% reduction in the risk of having significant 
depressive symptoms, spending time on social media was 
associated with a 64.0% reduction in risk of having signifi-
cant depressive symptoms, engaging in physical exercise 
was associated with 89.0% reduction in the risk of having 
significant depressive symptoms, watching movies and 
television was associated with 63.0% risk reduction, and 
engaging in spiritual activities were associated with 66.0% 
risk reduction in developing significant depressive symptoms 
when compared to persons who preferred avoidance of 
people during the lockdown. Furthermore, among respon-
dents, demographic factors such as being 30 years or above 
in age and being married or widowed were associated with 
reduced risks of developing significant depressive symp-
toms. The explanation for the association may be due to 
the availability of some levels of social support and social 
network among people above 30 years of age as a result of 
them being currently married or loss of a marriage partner.

It is known that social support and practices satisfy 
our instrumental, emotional, recreational, spiritual, and 
self-esteem needs and belongingness (32). Also, people 
have a strong need for interactions, to make sense of their 
world, and for them to experience satisfaction, wellbeing, 
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Table 4. Summary of the multiple binary logistic regression analysis predicting the impact of the COVID-19 pandemic lockdown 
on the risk of significant PTSD symptoms among respondents 

Predictors
Significant Post-traumatic stress disorder symptoms (iES-6 ≥ 1.67)
B SE p oR 95% Ci for oR

Age group (ref: > 60 years)
18- 29 years
30-44 years
45-59 years

-0.51
-0.46
-0.69

0.47
0.46
0.50

0.533
0.286
0.322
0.163

1.00
0.60
0.63
0.50

0.24-1.53
0.26-1.57
0.19-1.32

Education (ref: Secondary/ vocational and below) 
Postgraduate
Polytechnic/ University

0.32
0.29

0.61
0.60

0.872
0.602
0.633

1.00
1.37
1.33

0.41-4.57
0.41-4.29

Work situation (ref: lost work due to lockdown)
Work from office
Work from home
Stopped working but to resume after lockdown
No work before and during the lockdown

-2.58
-2.06
-2.37
-2.22

1.12
1.11
1.11
1.12

0.060
0.022
0.065
0.033
0.048

1.00
0.08
0.13
0.09
0.11

0.01-0.69
0.01-1.13
0.01-0.82
0.01-0.98

Having stress from finances during lockdown 0.29 0∙21 0.169 1.34 0.88-2.02
Having stress from work during the lockdown 0.22 0.21 0.290 1.25 0.82-1.89
Having stress from home during lockdown 0.37 0.19 0.050 1.44 1.00-2.09
Having stress from fear of coronavirus alone during lockdown 1.16 0.19 <0.001 3.17 2.21-4.57
Having stress from the effect of the pandemic lockdown alone 0.87 0.21 <0.001 2.37 1.57-3.60
Coping method (ref: Avoid people by staying in the room)
Not coping at all
Talking to someone at home or online
Spending time on social media
Physical exercise or playing indoor games
Watching movies and Television
Using more alcohol or drugs
Praying and other spiritual activities 

 0.31
-1.10
-0.70
-0.88
-1.10
-21.32
-0.75

0.62
0.46
0.41
0.48
0.46
27424.78
0.43

0.129
0.627
0.017
0.088
0.070
0.019
0.999
0.080

1.00
1.37
0.33
0.50
0.42
0.33
0.00
0.47

0.39-4.63
0.13-0.82
0.22-1.11
0.16-1.07
0.13-0.83
0.00-
0.20-1.10

Number of people you can count on for serious problems during the lockdown (ref: >5)
None
One or two
Three to five

0.33
0.40
0.46

0.45
0.25
0.25

0.285
0.455
0.103
0.064

1.00
1.40
1.50
1.58

0.58-3.53
0.92-2.44
0.97-2.55

level of concern showed by people you know during the lockdown (ref: A lot)
No
Little 
Uncertain
Some 

-0.49
0.47
-0.19
-0.01

0.58
0.31
0.32
0.21

0.334
0.406
0.129
0.551
0.974

1.00
0.61
1.60
0.83
0.99

0.20-1.93
0.87-2.93
0.44-1.55
0.66-1.49

How easy is it to get practical help if you need it during the lockdown? (ref: very easy)
Very difficult
Difficult
Possible
Easy 

-0.10
-0.09
-0.19
-0.38

0.42
0.40
0.34
0.40

0.861
0.814
0.827
0.577
0.339

1.00
0.91
0.92
0.83
0.68

0.40-2.06
0.42-1.99
0.42-1.62
0.31-1.49

Emotional abuse during the lockdown  0.52 0.26 0.042 1.68 1.02-2.77
Physical abuse during the lockdown -0.23 0.55 0.67 0.79 0.27-2.32
Sexual abuse during the lockdown -0.01 0.61 0.987 0.99 0.30-3.24
Financial abuse during the lockdown -0.49 0.43 0.252 1.64 0.70-3.82
Summary statistics (block) X2 df p
Likelihood ratio test
Hosmer and Lemeshow

195.06
8.35

36
8

< 0.001
0.40

IES-6, Impact of Event Scale-6; CI, confidence interval; OR, odds ratio; SE, standard error; X2, chi-square; df, degree of freedom. 
Test of significance set as p ≤ 0.05.

findings thus highlight the importance of social capital.
This study also found that at least four out of every 

10 persons had significant PTSD symptoms. This is not 
surprising though given that epidemiologists expect a 
significant increase in the total prevalence of PTSD as 

and living well (33). Therefore, the loss of social connec-
tion is psychologically significant for people during the 
pandemic. Moreover, their inability to make sense of this 
novel event, due to the lack of similar past experiences, 
may challenge their adaptation and wellbeing (34). Our 
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the intensity of a pandemic rises (35). The prevalence of 
significant PTSD symptoms (42.9%) in our study, fur-
thermore, is similar to the findings of Mak et al. (36), and 
Lam et al. (37), who reported rates of more than 40.0% 
among SARS survivors. Our finding differs from those of 
Liu et al. (35) that reported 7.0%. Comparatively, our rate 
is higher than the 16.0% reported during the Ebola crisis in 
Sierra Leone in 2015 (38). This shows that the COVID-19 
crisis may have a status that is similar to a mass traumatic 
event because of its highly distinct features, ubiquitous 
media coverage especially on social media, via virtually all 
media and broadcasts of press releases by various govern-
ments, and consequent but concurrent phenomena such 
as lockdowns, financial hardship, increase in crime and 
other forms of violence, race discrimination, and social 
effects of the restrictions which in themselves may be seen 
as highly traumatic (39, 40).

An important finding in this study is the list of the 
associated protective and risk factors for significant PTSD 
symptoms among respondents. The factors include active 
work situations during the pandemic and effective cop-
ing styles. Persons who worked virtually in the office 
and those who stopped working but with certainty of 
resuming after the lockdown were associated with reduced 
risks of having significant PTSD symptoms. Those who 
had conversational exchanges with someone at home or 
online and watched movies were associated with a 33.0% 
risk reduction of having significant PTSD symptoms. 
These effective coping styles may help people to culti-
vate meaning, create connectedness, and gain positive 
self-construction that may help buffer the perceived 
psychological distress and poor social support caused 
by COVID-19 and its restrictions. On the other hand, 
those who experienced increased stress from home, 
had feelings of apprehension due to coronavirus disease 
alone, had feelings of apprehension or helplessness due 
to the lockdown alone or who experienced emotional 
abuse were associated with an increased risk of having 
significant PTSD symptoms. 

Concerning domestic violence, emotional abuse was 
associated with almost twice the risk of having significant 
depressive symptoms while financial abuse during the 
COVID-19 pandemic lockdown was associated with close 
to three times the risk of having significant depressive 
symptoms compared to those without these experiences. 
It is important to note that domestic abuse is gendered, 
85.0% of the victims were females (spouses, siblings, 
and daughters-in-law). The findings are in line with 
reports from China, Palestine, South Africa, and the 

U.S.A. (41). Today, victims find themselves isolated in 
violent homes, without access to resources, friends, and 
family networks. This study calls for strategies where 
these persons may have access to interventions. There 
is a need to introduce and evaluate initiatives such as 
providing relevant information by available physical and 
electronic means with links to dedicated websites with 
resources for addressing domestic violence, including 
toll-free lines and safety measures.

In addressing this rise in mental health issues in the 
three hotspots in Nigeria, data-driven risk communication 
is the key. There is a need for the integration of positive 
mental health messages into all general public messages 
in order to promote the well-being of the population 
(42-44). This is the time to mobilize a comprehensive 
digital and non-digital public awareness campaign to 
address stigma, discrimination, and any excessive fears 
of contagion (42). There is a need for regular monitoring 
and evaluation of reported rates of these mental health 
issues to determine the efficacy of these recommended 
services (45). Moreover, further studies are needed to 
determine ecological mechanisms that could explain the 
extent of these problems and what psychosocial there is 
a long-term 

We found that effective coping styles such as talking 
to someone at home or online, spending time on social 
media, watching movies, engaging in physical exercise 
or indoor games, and engaging in spiritual activities like 
praying, meditating, and fasting, and a good social net-
work of support may protect against significant depressive 
symptoms in this population. These factors are among the 
key psychosocial principles that have been recommended 
in pandemics (42). They should be incorporated across 
every intervention including public messages to the 
community. Social media and other forms of technology 
can be used to set up support groups that will encourage 
and promote these factors among the different sections 
of the population. Also, there may be a need to examine 
access to care needs, training needs, and capacity gaps 
across the spectrum of care in pandemic situations to 
inform a more coordinated response (46).

Another good option to emulate during the pandemic 
is the development of a mobile mental health application 
because prevalent models of service delivery that rely 
on face-to-face encounters are not adequate in the face 
of extensive mental health needs. Since this inadequacy 
is observed in Western countries even though they have 
functional mental health infrastructure, we expect more 
of it in low- and middle-income countries with little or no 
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mental health infrastructure. There are many advantages 
of a mental health software application. To mention a few, 
it is safe for both the service user and provider during the 
pandemic, timely, cost-effective, and it can be accessed 
easily from anywhere. Moreover, it represents the future 
of mental health service delivery since the target popula-
tion – young people – are eager adopters of smartphone 
applications. 

There are some limitations to this study. First, the 
sampling technique was not based on a random selection 
of the population. We adopted an online survey with 
non-random sampling because of the limited resources 
available and the time limitation of the COVID-19 lock-
down. Hence, the study population (who seem reasonably 
educated and younger with access to social media) may 
not necessarily reflect the actual pattern of the general 
population. Furthermore, there were no pre-pandemic 
baseline estimates for depression and PTSD in the sample, 
and so it is not possible to entirely attribute the rates of 
these mental disorders to the pandemic. Also, data were 
captured in the early phase of the pandemic in Nigeria, 
and it is possible that a few of those scoring high on the 
PTSD scale could well be experiencing symptoms of Acute 
Stress Disorder which was not measured in this study.

Despite the limitations, this is the first study evaluating 
the effect of the COVID-19 pandemic and its lockdown 
on the mental health needs of people living in Nigeria. 
Also, our findings will provide vital information that can 
encourage the incorporation of public mental health into 
the COVID-19 pandemic response in Nigeria. Lastly, our 
data will provide the alarm bell on the need to start prepar-
ing, planning, and innovating new strategies to mitigate 
the emerging public mental health crisis that may become 
full-blown as the pandemic and its restriction continue. 

As the pandemic continues, COVID-19 appears to be 
associated with significant depressive and post-traumatic 
stress disorder symptoms among people in Nigeria. There 
is thus the need to encourage positive health practices, 
embedded in different socio-cultural practices to help 
people face the negative consequences of the COVID-
19 pandemic while preparing a robust public mental 
health strategy to combat the inevitable consequences 
of the crisis. Aside from this, innovative efforts from 
researchers, policymakers, health professionals, and the 
public are needed to face the present and future threats 
of the pandemic.
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