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Abstract 

Background: Mental health disorders are common presentations among persons who have faced crisis and other life 

threatening conditions. Several researchers in the past have tried to study the relationships between violent conflicts and 

mental health outcome. In this study, we assessed the prevalence and sociodemographic correlates of psychiatric 

disorders among victims of violent conflicts five years after ethno-religious conflicts in Barkin Ladi, Plateau State, North-

Central Nigeria. 

Methodology: The study was a cross-sectional descriptive survey of victims of ethno-religious crisis in some 

communities of Barkin Ladi Local Government Area (LGA) of Plateau State, North-Central Nigeria. A total of 144 

respondents were interviewed. 

Results: Majority of our study population were females (68.1%), while the mean age of all respondents was 41.2±2.9 

years, with 43.8% within the 40-59 years age group. Eighty nine (61.7%) were married, 70.7% had no formal education 

and 83. 3% involved in low paying jobs. Among the victims, 56.3% had depression, 11.1% dysthymia, 52. 1% Post-

traumatic stress disorder (PTSD), while 48.6%, had generalized anxiety disorders (GAD). Those with alcohol abuse and 

alcohol dependence were 19.4% and 8.3% respectively. With regards to the association between conflict, psychiatric 

morbidities and sociodemographic variables, age was associate with alcohol abuse (<0.001) and alcohol dependence 

(0.001). Marital status was significantly associated with depression (<0.001), alcohol abuse (<0.001), alcohol dependence 

(0.001), PTSD (0.020) and GAD (<0.001). Education was only associated with depression (0.010). 
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Conclusion: The study found Depression and PTSD in more than half of the victims studied, with marital status 

significantly associated with Depression and PTSD among other psychiatric morbidities found in the studied population. 
 

Keywords: Violence; Mental health; Prevalence; Sociodemographic factors 

 
 

Introduction 

    Violent conflicts have become universal challenge in all 
regions of the world [1]. The emotional aspects of trauma 
have been recognized since the inception of war. Violent 
conflict produces tremendous psychological as well as 
physical injuries and increases the burden of disease 
associated with negative mental health outcomes [2]. 
According to the Global Burden of Disease study, the 
burden of mental health and behavioral disorders is 
estimated to increase from 12 percent in 1990 to 15 
percent in 2020 even as violent conflicts shift from the 
16th to the 8th leading cause of disease [3]. 
 
     The WHO estimated that, “10% of the people who 
experience traumatic events will have serious mental 
health problems and another 10% will develop behavior 
that will hinder their ability to function effectively. The 
most common conditions are depression, anxiety and 
psychosomatic problems such as insomnia, or back and 
stomach aches” [4]. Rubonis, et al. [5], conducted a meta-
analysis of 52 studies, the report showed that psychiatric 
morbidity was 17% higher in groups that experienced a 
psychological trauma than in same groups before the 
disaster and in control groups. 
 
     Nigeria has faced several ethno-religious conflicts since 
the wake of independence in 1960 [6] with several of 
these conflicts being witnessed in Jos, Plateau State [7]. 
 
     Irrespective of the cause, conflicts, wars and terrorism 
produces psychopathological disorders on its victims. A 
cross-sectional cluster study of conflict in the Balkans has 
revealed that Kosovar Albanians aged 15 years or older 
reported a 17.1% prevalence rate for Post-Traumatic 
Stress Disorder (PTSD) [8]. Robert, et al. [9] while 
studying the mental health needs of victims of armed 
conflicts in Southern Sudan reported a prevalence of 
36.2% for PTSD and 49.9% for depression. In a national 
multistage, cluster, population based survey in 
Afghanistan, symptoms of depression were found in 
67.7% of respondents, symptoms of anxiety in 72.2%, and 
post-traumatic stress disorder (PTSD) in 42% [10]. The 
conflict between the majority Sinhala and minority Tamil 
population in Sri Lanka left 64.0% of its victims with one 

psychological problem or the other. Out of this 
percentage, the prevalence of Somatization was 41.0%, 
PTSD (27.0%), major depression (25.0%), anxiety 
disorders (26.0%) and functional disability (18.0%) [11]. 
 
     In a recent study of internally displaced persons in one 
community in Plateau State, Agbir et al [12] found a 
62.3% prevalence for depression. Other mental health 
problems associated with the victims include dysthymia 
(23.4%), alcohol abuse (30.5%), and alcohol dependence 
(21.0%). Generalized anxiety disorder (GAD) was 55.7% 
while posttraumatic stress disorder made up 58.7%. 
 
     In a similar study, Maigari and Colleagues [13] studied 
the sociodemographic predictors of depression among 
survivors of armed conflict in Dogon na Hawa, Jos, 
Nigeria. They reported that 55.5% of the respondents had 
PTSD while the prevalence of depression was 44.7%. The 
study also observed that age, female gender, and being a 
household head were associated with depression. 
Pervasive violence and insecurity deteriorate social and 
economic conditions and impede access to basic needs 
including food, shelter, healthcare, education, and 
physical safety, which become a pivot for poor mental 
health. 
  
     The psychopathological consequences of violent 
conflict cannot be overemphasized. The response to the 
psychological trauma by concerned authorities has not 
been encouraging. This could be due to dearth of 
information on the mental health consequences of violent 
conflicts in this part of the world. This study will therefore 
be an invaluable source of information for policy makers 
and disaster response agencies. 
 
     The study assessed the prevalence and 
sociodemographic correlates of psychiatric disorders 
among victims of violent conflicts five years after ethno-
religious conflicts. 
 

Methodology  

     Ethical clearance was obtained from the Joint Ethics 
Committee of the Jos University Teaching Hospital. 
Permission was also sought from the Ward Head of the 
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communities. The study is a multi-staged cross-sectional 
study of trauma victims 18years and above in Barkin Ladi 
Local Government Area of Plateau state. A total of 144 
traumatized victims were interviewed. 
 
The sample size was calculated from the formula: N = Z2 x 
P(1-P)/d2 

 

Where N = Sample size; Z = Confidence level = 1.96; P = 
Expected prevalence = 10% [4]; and d = Allowable error = 
0.05 
 
Putting the above into the formula; N = 1.962 x 0.1(1-
0.1)/0.052 = 138. This was scaled up to 144 to increase 
the statistical power of the result. 
 
     In the first stage, Goldberg’s General Health 
Questionnaire (GHQ)-12 [14] was used to screen 
respondents, those who scored 4 and above were then 
administered the Mini International Neuropsychiatric 
Interview questionnaire (MINI) [15] in the second stage.  
 
     The GHQ [14] is a self-reported screening instrument 
developed to detect diagnosable psychiatric disorders in 
primary care and community settings. The 12 item 
version is easier to administer and has been validated in 
different languages and cultures. It measures areas such 
as poor sleep, poor concentration, capability of making 
decisions, overcoming difficulties, enjoyment of normal 
activities etc. 
 
     The MINI is a brief structured interview designed for 
major axis I psychiatric disorders in DSM-IV and ICD-10. 
It has both life time and current diagnosis versions. The 
life time diagnosis version was used for this study in 
order to provide a premise for comparing homogenous 
group. The Depression, Anxiety, PTSD, Alcohol Abuse, 
Alcohol Dependence and Dysthymia modules were used 
for this study. 
 
     Sociodemographic variables were assessed with a 
semi-structured questionnaire designed by the authors. 
This was used to enquire about the age, gender, marital 
status, educational status and occupation. Data was 
analyzed using the Statistical Package for Social Sciences 
(SPSS) version 21. Descriptive statistics were used to 
summarize sociodemographic variables using frequency 
counts and percentages. The chi-square test was used to 
determine the association between categorical variables. 
 
 
 

Results  

Parameters Frequency Percentage (%) 
Gender: 

Male 
Female 
Total 

 
46 
98 

144 

 
31.9 
68.1 

100.0 

Age: 
<20 years 

20-29 years 
30-39 years 
40-49 years 
50-59 years 
≥60 years 
Mean±SD 

Total 

 
2 

23 
31 
37 
26 
25 

41.2±2.9years 
144 

 
1.4 

15.9 
21.5 
25.7 
18.1 
17.4 

Age range 
=40years 

100.0 
Marital status: 

Married 
Never married 

Divorced 
Widowed 
Separated 

Total 

 
89 
22 
4 

27 
2 

144 

 
61.7 
15.3 
2.8 

18.8 
1.4 

100.0 
Education: 

None 
Primary 

Secondary 
Tertiary 

Total 

 
102 
26 
9 
7 

144 

 
70.7 
18.1 
6.3 
4.9 

100.0 
Occupation: (which 

classification please) 
Group II 
Group III 
Group IV 
Group V 
Group VI 

Total 

 
3 
4 

120 
11 
6 

144 

 
2.1 
2.8 

83.3 
7.6 
4.2 

100.0 

Ethnicity 
Berom: 
Others 
Total 

 
144 

0 
144 

 
100.0 

0 
100.0 

Religion: 
Christianity 

Islam 
Others 
Total 

 
144 

0 
0 

144 

 
100.0 

0 
0 

100.0 

Table 1: Sociodemographic variables of respondents. 
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Psychiatric disorder→ 
Response↓ 

Depression Dysthymia PTSD Alcohol abuse Alcohol dependence GAD 

Yes 
No 

Total (144) 

81(56.3%) 
63(43.7%) 

100.0% 

16(11.1%) 
128(88.9%) 

100.0% 

75(52.1%) 
69(47.9%) 

100.0% 

28(19.4%) 
116(80.6%) 

100.0% 

12(8.3%) 
132(91.7%) 

100.0% 

70(48.6%) 
74(51.4%) 

100.0% 

Table 2: Prevalence of psychiatric disorders among respondents. 
 

Parameter Dependent variable Value df Significance 

Sex 

Depression 
Dysthymia 

Alcohol abuse 
Alcohol dependence 

PTSD 
GAD 

3.063 
1.146 
0.001 
0.012 
3.125 
1.435 

1 
1 
1 
1 
1 
1 

0.105 (FET) 
0.393(FET) 
0.573(FET) 
0.572(FET) 
0.055(FET) 
0.153(FET) 

Age 

Depression 
Dysthymia 

Alcohol abuse 
Alcohol dependence 

PTSD 
GAD 

0.013 
1.146 

12.185 
11.587 
0.027 
1.102 

1 
1 
1 
1 
1 
1 

0.908 
0.393 

<0.001 
0.001 
0.869 
0.294 

Marital status 

Depression 
Dysthymia 

Alcohol abuse 
Alcohol dependence 

PTSD 
GAD 

30.172 
1.060 

16.816 
12.012 
5.370 

25.562 

1 
1 
1 
1 
1 
1 

<0.001 
0.305 

<0.001 
0.001 
0.020 

<0.001 

Education 

Depression 
Dysthymia 

Alcohol abuse 
Alcohol dependence 

PTSD 
GAD 

6.657 
1.874 
0.369 
0.907 
0.192 
1.302 

1 
1 
1 
1 
1 
1 

0.010 
0.171 
0.543 
0.341 
0.662 
0.254 

Occupation 

Depression 
Dysthymia 

Alcohol abuse 
Alcohol dependence 

PTSD 
GAD 

1.779 
0.488 
0.035 
0.219 
0.250 
0.008 

1 
1 
1 
1 
1 
1 

0.182 
0.485 
0.851 
0.640 
0.617 
0.928 

 FET = Fisher’s Exact Test 
Table 3: linear (Association) Relationship between psychiatric disorders and sociodemographic variables.  
 

Table 1 

     A total of 144 respondents were interviewed, 
comprising of 46(31.9%) males and 98(68.1%) females 
with mean age of 41.2±2.9years. The age range for the 
studied population was 40 years. 38.8% of the subjects 
were less than 40 years as at the time of this study, while 
43.8% were within the 40-59 years group. Those who are 
60 years and above completed the picture with 17.4%. As 
many as 61.7% were married, 15.3% single, 2.8% 

divorced, 18.8% widowed and 1.4% were separated. 
Overall, those who did not acquire any form of formal 
education were 70.7%, primary education which had 
18.1% was the most acquired level of formal education 
with secondary and tertiary education constituting 6.3% 
and 4.9% respectively. None of our subjects was in the 
professional class (group I) in terms of occupation. The 
distribution of the subjects based on occupational groups 
yielded 2.1% for those in occupational group II, 2.8% in 
group III and an unprecedented 83.3% for those in group 
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IV (masons, drivers, small scale farmers, gas station 
attendants, traders etc). Group V had 7.6% representation 
and group VI, 4.2%. All the subjects were of the Berom 
ethnic group and Christians. (The write up is too much, 
let’s make it brief as it will be seen on the table. This is 
like repeating the table in writing). Majority of the 
respondents were females (68.1%), married (61.7%), 
with no formal education (70.7%), in occupational group 
IV (83.3%) and with a mean age of 41.2±2.9 years (Table 
1). 
 

Table 2 

     Our study also sought to assess the prevalence of some 
psychiatric disorders among victims of violent crises. The 
result obtained showed a prevalence of 56.3% for 
depression, 11.1% for dysthymia, and 52.1% for PTSD. 
Other includes alcohol abuse 19.4%, alcohol dependence 
8.3 % and GAD, 48.6%. (Same here). Depression was the 
commonest psychiatric disorder found in the study 
followed by PTSD and the least was alcohol dependence 
(Table 2). 
 

Table 3 

     Regarding the influence of sociodemographic factors, 
gender was not found to have a significant main effect on 
psychiatric morbidities among the subjects. Age was 
significantly associated with alcohol abuse (<0.001) and 
alcohol dependence (0.001). No such association was 
found with depression (0.908), dysthymia (0.393), PTSD 
(0.869) and GAD (0.294). Marital status was statistically 
associated with depression (<0.001), and to alcohol abuse 
(<0.001), alcohol dependence (0.001), PTSD (0.020) and 
GAD (<0.001). Only depression related to education 
(0.010). Occupation was not significantly related to any of 
the psychiatric morbidities studied. (The same applies 
here please). Marital status was significantly associated 
with Depression, PTSD, alcohol abuse/alcohol 
dependence and GAD (Table 3). 
 

Discussion  

     This study assessed the prevalence of psychiatric 
morbidities and the effect of sociodemographic factors 
among victims of Ethno-Religious conflicts in Barkin Ladi 
Local government Area of Plateau State, five years post-
conflict. From the study, majority of the respondents were 
females. This is consistent with previous studies were 
females predominated war victims. Results by Agbir, et al. 
[12], Maigari, et al. [13], Roberts, et al. [16] all predicted 
similar outcomes. 
 

     There is a convincing evidence of a strong association 
between trauma experience and risk of psychiatric 
disorders. The prevalence of Psychiatric disorders was 
increased among the respondents. Depression was found 
in more than half of the respondents. This is a remarkable 
increase from the 15% prevalence of depression among 
the general population as reported by the World Health 
Organization (WHO) [17]. Similar studies in the past have 
also revealed an increase prevalence of depression among 
victims of violent conflicts [9,10,12,13]. The factors that 
could be responsible here would include loss of loved 
ones, sources of livelihood and properties putting the 
victims in a state of helplessness and hopelessness [18]. 
About one tenth of our subjects had dysthymia. This 
figure is about 3 times the 3.7% prevalence of dysthymia 
in the general population [19]. Persisting low level of 
depressive symptoms could be adduced to a state of 
pervasive socio-economic decline, increased household 
strain faced by victims, loss of a family member or 
property that usually accompanies violent conflicts [18]. 
The report of the study conducted by Agbir and 
colleagues [12] also yielded a similar result. From our 
study, more than half of the respondents met the criteria 
for PTSD. Studies in the general population from 
randomly selected samples reported a prevalence rate of 
7.8% with the disorder occurring in 10.4% of women and 
5.0% of men [20]. In a similar study by Breslau and 
Colleagues, the prevalence of PTSD was 8.3% [21]. Our 
finding concurred with several other studies in the past. 
Agbir and colleagues [12] reported a prevalence of 58.7%, 
Maigari, et al. [13] revealed a 55.5% prevalence of PTSD 
among victims of armed conflicts. In a community based 
study in Rwanda, 24.8% met symptom criteria for PTSD 
[22] while a similar result among Afghan war victims was 
42.0% [10]. This wide difference between our study 
population and the general population could be explained 
by multiplier effect of repeated violence faced by our 
respondents. Facing life threatening events has been 
linked to increased risk of PTSD by several studies in the 
past [8-13]. The poor living condition of the victims, 
increasing level of poverty and lack of responsiveness of 
the government to the emotional needs of victims all 
contribute to perpetuate the symptoms of PTSD. Anxiety 
is a normal response to an unpleasant emotional stimuli 
or perceived threat. While up to about 30% of the 
population has experienced anxiety symptoms in their 
lifetime, generalized anxiety disorder affects about 12.5% 
of the general population [23,24]. From our study close to 
about half of the respondents had symptoms of 
generalized anxiety disorders (GAD). Uncertainty about 
the future, repeated exposure to violence, worry about  
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safety, rumination over impending poverty due to loss of 
properties could all contribute to persistence of 
symptoms. Increased use of alcohol and other 
psychoactive substances among war victims or veterans 
has been reported in many studies [25-27]. Alcohol abuse 
was found in about 2 out of 10 of our respondents while 
about 1 in 9 was dependent on alcohol. Published studies 
of military personnel deployed to Iraq and Afghanistan 
confirm the association between stress related to combat 
and adverse mental health outcomes. The study also 
reported significantly higher rates of alcohol misuse [28-
32]. 
 
     War creates acute and long-lasting health problems in 
men and women, however, many aspects of war affect the 
health of women disproportionately. Many women may in 
war situations be faced with the main responsibility of 
becoming household heads especially when the destiny of 
their husbands is unknown. The woman’s capacity to cope 
may become overloaded if the household is facing 
disaster [18]. An alternate explanation for this could be 
due to the tendency of women to express emotional 
symptoms compared to their male counterpart who 
conceal their symptoms to avoid being tagged a weakling 
and thus resort to the use of alcohol and other substances 
to mask their symptoms [33]. Despite several reported 
cases of women suffering from psychiatric disorders 
following violent conflicts, our study could not find an 
association between psychiatric morbidities and gender. 
This is in contrast to that reported by Maigari, et al. [13], 
Kessler, et al. [20], and Breslau, et al. [21] where gender 
was associated with depression and PTSD. The possible 
reason for the difference could be adduced to the fact that 
most of the victims in our study area were still married 
(61.7%) with only a few being widowed by the conflicts. 
Thus, most of the women were enjoying some form of 
social support from their spouses. 
 
     Our study found a linear association between age with 
alcohol abuse and alcohol dependence. Studies conducted 
by several authors have revealed that adolescents 
exposed to high levels of violent conflicts are more likely 
to endorse maladaptive coping strategies such as saying 
“mean” things to other people, and using alcohol and 
drugs [34,35]. Marital status correlated with depression, 
alcohol abuse, alcohol dependence, PTSD and GAD. The 
association could be due to additional familial demands 
that married individuals may face post-conflict. Loss of 
family resources and the difficulties involved in 
reorganizing the family life and values may contribute as 
well. In a study conducted among Canadian Military 
personnel returning from Afghanistan, an association was 

noted between marital status and deteriorating mental 
health (especially for PTSD and depression) by Watkins et 
al [36]. They observed that this association was stronger 
for married personnel than it was for singles. Our study 
failed to show an association between occupation and 
psychiatric morbidities among our respondents. This does 
not concur with reports by Kessler et al [20] and Breslau 
et al [21] who both revealed a correlation between 
occupation and depression and PTSD. The homogeneity of 
the occupations of our respondents could explain why we 
were unable to find such association. Among all the 
variables studied, only depression was significantly 
associated with educational status (0.010). Education 
provides opportunity for employment, income [37], 
problem solving ability, supports healthy lifestyle and 
promotes sound mental health [38,39]. Since over two-
thirds of our subjects had no formal education, and 
involved in menial jobs, they are more likely to face 
hardships due to poor finances, poor coping strategies, 
and difficulties in rebuilding back their lives. These 
increases their stress and feeling of hopelessness, thus, 
their proneness to depression. This position was also the 
outcome of a study by Bjelland et al [40]. 
 

Conclusion  

     In conclusion, we studied the prevalence and 
sociodemographic correlates of psychiatric morbidities in 
victims of Ethno-Religious conflicts in Barkin Ladi LGA in 
North-Central Nigeria. Our study found that ethno-
religious conflicts was significantly associated with poor 
mental health outcomes. The prevalence of Depression, 
Dysthymia, PTSD, Anxiety, Alcohol abuse and dependence 
were all high. Sociodemographic variables such as age, 
gender, marital status, education and occupation which 
the study show to affect mental health outcome either 
positively or otherwise should form a focus for effective 
intervention. If some conditions remain unaddressed, it 
will be hard to effectively reduce the prevalence of 
psychiatric disorders among victims.  
 

Recommendation 

     Ethno-religious crisis is a known predisposing factor 
for poor mental health. Government at all levels most be 
more proactive in preventing these crises and providing 
psychological care to victims. Interventions should focus 
on strategies that will improve the mental health of post-
conflict victims. A deliberate effort and or policy should 
be drawn to highlight the various levels of intervention 
(psychological, social, religious and physical) that will 
reduce stress and suffering of victims. 
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Limitation of the study 

     The study was carried out in a community with ethnic 
and religious homogeneity and therefore may not permit 
generalization of the outcome. Furthermore, the study 
only considered adults population excluding children. No 
consideration was given to persons with previous 
histories of mental illness. Considering the low education 
level of our respondents, it was difficult for some 
respondents to remember the events five years after the 
conflict. Future studies on similar areas may consider 
additive effect of ethno-religious conflicts on existing 
mental illness among victims. Other researchers may also 
want to evaluate the differences in response to violent 
conflicts between younger population and the elderly. 
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