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Abstract
Mental health issues among older adults in Nigeria remain significantly under-recognized, despite high prevalence rates of depression, dementia, and anxiety. Cultural stigma, rooted in beliefs about witchcraft, spiritual possession, and moral failings, intersects with public, self, and structural stigma to delay formal help-seeking, encourage reliance on traditional healers and prayer camps, and contribute to abuse, neglect, and social exclusion, particularly among elderly women. These challenges are compounded by systemic barriers, including chronically low mental health funding, workforce shortages, fragmented infrastructure, and limited implementation of national mental health policies. Economic constraints and the exclusion of mental health services from insurance schemes further push vulnerable older adults toward informal and often harmful care pathways. Emerging interventions offer promise. Community-led awareness initiatives, the integration of mental health services into primary health care through mhGAP-based training, collaboration between traditional and biomedical providers, and renewed policy advocacy following the passage of the 2021 Mental Health Act represent important advances. However, implementation remains inconsistent and under-evaluated. This review concludes that culturally responsive approaches grounded in community engagement, primary care integration, partnerships with traditional healers, and strong policy frameworks are essential to reduce stigma and expand access. It also highlights key gaps, including the lack of research focused specifically on older adults’ experiences, limited impact assessments of integrated care models, and emerging opportunities for digital and community-based mental health support. Targeted research and policy action are urgently needed to prioritize and protect the mental health of Nigeria’s aging population.
1 Introduction
 	Mental health challenges are increasingly recognized as a critical yet under-addressed issue among older adults in Nigeria [1, 2]. Epidemiological studies underscore the urgency of the problem: in Abeokuta, a community-based assessment revealed that 36.3% of older adults exhibited probable psychological disorders, including 25.4% with cognitive impairment and 9.8% diagnosed psychiatric illnesses—predominantly depression and dementia [1]. Similarly, research conducted in Ogun East found that 35.8% of seniors were affected by mental illness, with anxiety and depression strongly associated with diminished quality of life. Yet these statistics only capture part of the story [3]. Dementia, in particular, has devastating social consequences, as its symptoms are often misinterpreted through the lens of cultural superstition. In some regions, older women exhibiting signs of cognitive decline are accused of witchcraft, subjected to violence, or cast out from their communities [4].
 	Addressing these challenges requires grappling with deeply embedded stigma and culturally specific interpretations of mental illness. In Nigeria, both public and internalized stigma frequently cast mental health symptoms as a result of spiritual affliction, curses, or personal failure [5]. This framing discourages engagement with biomedical care, reinforces harmful stereotypes, and fosters social isolation. Many older adults turn to spiritual or traditional healers as their first or only recourse, delaying access to evidence-based treatment. In extreme cases, these beliefs fuel community-led violence against individuals with dementia or other psychiatric conditions. Combatting these patterns is not merely a matter of correcting misinformation; it is a moral imperative tied to dignity, human rights, and the broader integration of older persons into systems of care and support.
 	This literature review therefore aims to synthesize current knowledge on the mental health needs of older adults in Nigeria, with a focus on cultural, systemic, and structural determinants. Specifically, it seeks to: (1) characterize the prevalence and types of mental health conditions in later life; (2) analyze the role of stigma and entrenched cultural and religious beliefs in shaping help-seeking behaviors; (3) examine barriers related to workforce limitations, infrastructure gaps, and policy neglect; (4) evaluate the widespread preference for spiritual and traditional care pathways; (5) highlight innovative or community-based interventions—including partnerships between formal and informal care sectors; and (6) propose culturally grounded strategies and identify key research gaps to advance mental health care for Nigeria’s aging population.
2 Literature Review
2.1 Understanding Mental Health Stigma in Nigeria
 	Mental health stigma in Nigeria manifests across three interrelated domains: public, self, and structural. Public stigma refers to widespread societal prejudices and discriminatory attitudes toward individuals with mental illness, often expressed through labeling, ostracism, or moral condemnation. Self-stigma occurs when individuals internalize these societal views, leading to feelings of shame, diminished self-worth, and reluctance to seek help [6]. A study of psychiatric outpatients in Lagos found that 21.6% experienced high levels of self-stigma, particularly among those who were unemployed or lacked social support. Structural stigma, meanwhile, is embedded in health systems, policies, and institutional practices that restrict access to care and reinforce inequality [7]. These forms of stigma mutually reinforce one another, contributing to delayed treatment, social isolation, and poor mental health outcomes.
 	Cultural beliefs about mental illness further entrench these stigmas. In many communities, symptoms of psychiatric or cognitive conditions are attributed to supernatural causes such as witchcraft, spiritual attacks, or punishment for moral transgressions. These explanations are deeply rooted in precolonial cosmologies and are amplified by contemporary religious narratives [8]. Surveys indicate that 96.5% of Nigerians believe people with mental illness are dangerous, and 39.2% attribute mental disorders to spiritual affliction. Alarmingly, such beliefs persist even among healthcare trainees [9]. Consequently, many individuals (especially older adults) turn to spiritual or traditional healers as their first point of care, where treatments may involve ritual purification, fasting, or physical punishment. These practices, though culturally resonant, often delay or replace biomedical intervention, perpetuating suffering and reinforcing harmful stereotypes [10,11].
2.2 Cultural and Religious Influences on Help-Seeking and Vulnerability
 	Traditional and religious interpretations significantly shape how mental illness is understood and managed in Nigeria. In rural Western Nigeria, for example, only 35% of women demonstrate adequate mental health literacy, while 45% believe traditional healing should be the first response to mental illness [12]. Large-scale surveys confirm that beliefs in witchcraft (93%), sin punishment (73%), and supernatural forces (67%) are widely held. These perceptions drive care-seeking toward traditional healers and prayer houses, which are more accessible, affordable, and aligned with local explanatory models [13]. Religious interpretations further compound the issue; across Christian and Islamic communities alike, mental illness is frequently understood as a result of demon possession or divine retribution. Qualitative research among healthcare students has revealed familiarity with community practices such as “flogging demons out” as an attempt to cure mental illness—highlighting how these views cut across all educational levels [14].
 	Older adults, particularly older women, face heightened vulnerability due to the intersection of cultural stigma, religious misinterpretation, and gender inequality. Symptoms of dementia are often misconstrued as evidence of witchcraft, exposing older women to accusations, abandonment, and even physical violence [4]. In one case from Ibadan, a 70-year-old woman narrowly escaped lynching after being misidentified as a witch until a neurologist intervened. Patriarchal norms further limit older women’s autonomy in healthcare decisions, often placing control in the hands of male relatives [15]. Combined with limited legal and economic protections, these dynamics leave older women disproportionately exposed to neglect and systemic discrimination. As such, the cultural and religious framing of mental illness not only distorts understanding but also drives harmful practices that delay care, worsen health outcomes, and marginalize older Nigerians (especially women) within both family and community life [16].	Comment by USER: Is this information gotten from an interview or it is from a referenced material?
2.3 Systemic and Structural Barriers to Mental Health Care for Older Adults in Nigeria
 	Nigeria's mental health care system faces profound structural deficits that severely limit access to quality services, particularly for older adults [17]. The country’s mental health infrastructure remains grossly under-resourced, receiving only 3.3% to 4% of the total national health budget [18]. This meager allocation supports just eight neuropsychiatric hospitals and fewer than 15 state-run psychiatric centers across a nation of over 200 million people. The shortage of trained mental health professionals is even more alarming, with only 300 to 350 psychiatrists serving the entire population; figures that drop dramatically in rural areas where the need is often greatest [19]. In most primary and secondary healthcare facilities, mental health services are either entirely absent or severely limited. Tertiary institutions, often located in urban centers, house the few functioning psychiatric units, leaving rural residents to travel long distances to access care. This situation is further exacerbated by the persistent brain drain; more than 100 Nigerian psychiatrists have emigrated in the past three years alone in search of better professional opportunities, placing additional strain on the already depleted system [20].	Comment by USER: What about NGOs can you include statistics? For example, there is an NGO in Sapele, Delta State involved in psychiatric care. 
 	Economic barriers also play a significant role in limiting mental health service utilization. Mental health treatment in Nigeria is largely financed through out-of-pocket payments, as the National Health Insurance Scheme (NHIS) and most private health maintenance organizations (HMOs) do not typically cover psychiatric services or psychotropic medications. NHIS enrollment is extremely limited, covering only about 1.5% of the population, and its benefit packages have historically excluded mental health [21]. As a result, many older adults, already living on fixed or limited incomes, find formal psychiatric care financially inaccessible. These economic constraints often force families to turn to traditional healers or religious centers, which are perceived as more affordable, even if less effective or potentially harmful [22]. Poverty further intensifies this challenge: amid rising inflation and widespread unemployment, healthcare costs push over one million Nigerians into poverty annually, according to the World Health Organization. For older adults, who often lack steady income or health insurance, these systemic and structural barriers collectively render essential mental health care out of reach [23].
2.4 Policy Gaps and Inadequate Implementation of Mental Health Legislation
 	Despite some progress in mental health legislation, Nigeria continues to face significant policy and implementation gaps that hinder access to care, particularly for older adults. The country’s mental health framework was historically governed by the outdated Lunacy Act of 1958, which was only recently replaced by the Mental Health Act of 2021 [24]. While this new legislation marked a step forward, critical mandates such as the creation of a Department of Mental Health Services within the Federal Ministry of Health have yet to be fulfilled. The absence of such institutional infrastructure limits the Act’s effectiveness and reflects a broader pattern of policy inertia [25]. Prior efforts to advance mental health integration into primary care, including the 1991 National Mental Health Policy, the 2013 Service Delivery Policy, and the National Mental, Neurological, and Substance Use Programme, have all suffered from poor implementation [26]. Despite their ambitious goals, these policies remain largely aspirational, lacking both budgetary support and operational frameworks.	Comment by USER: Check spelling 
 	Legislative setbacks further compound the issue. For example, a 2019 Senate public hearing on the Mental and Substance Abuse Bill failed to produce legislative outcomes [27]. Although the Mental Health Act was eventually passed in 2021, it has not been matched by sufficient funding or political will. Financial allocations remain disproportionately concentrated in federal psychiatric hospitals rather than being used to expand community-based or primary mental health care [28]. This leaves rural and underserved populations with few options. Structural issues also persist within governance. Leadership positions in mental health policymaking are often restricted to a narrow set of professionals, and there is limited coordination with non-governmental organizations (NGOs), faith-based groups, and other potential stakeholders. Although public-private partnerships (PPPs) are frequently recommended in national policy documents, mechanisms to operationalize these collaborations remain poorly defined [28].	Comment by USER: Italic?
2.5 Help-Seeking Behaviors and Alternative Care Pathways
 	Help-seeking behavior among older adults in Nigeria is heavily influenced by cultural norms, spiritual beliefs, and systemic constraints, which together promote widespread reliance on non-biomedical interventions. National surveys reveal that 41% of individuals prefer spiritual healers, 30% consult traditional healers, and only 29% opt for Western biomedical care [7]. This preference is especially pronounced in southwestern Nigeria, where non-formal treatment modalities dominate. Studies suggest that approximately 80% of individuals with serious mental illness initially seek care from religious or traditional practitioners due to their perceived cultural compatibility, greater accessibility, and lower cost [29]. Even among patients receiving biomedical care, many continue to engage with traditional and spiritual healers in parallel, suggesting that these systems are not mutually exclusive but instead function as complementary avenues of support.
 	This strong reliance on alternative care pathways significantly delays presentation to formal mental health services. Evidence shows that about 76% of psychiatric patients first visit traditional or faith healers before eventually arriving at a mental health facility, often only after symptoms have escalated [30]. Research indicates a median delay of over six months between the onset of symptoms and formal care-seeking, with the longest delays reported among those who initially pursued non-medical interventions [31]. These delays are driven by entrenched stigma, cultural beliefs that medical treatment addresses only the physical and not the spiritual dimension of illness, and logistical barriers such as long travel distances to specialized facilities. As a result, early intervention is often missed, and the likelihood of favorable clinical outcomes is reduced.
 	Family dynamics further compound these delays, particularly through concealment of mental illness to avoid social stigma and community shame. Many families choose to hide mental health conditions, especially in older relatives, until all traditional and spiritual options have been exhausted [32]. This concealment is often motivated by fear of labeling, gossip, and reputational harm. In some cases, families have locked elderly individuals in isolated spaces or placed them in prayer camps as a means of managing symptoms discreetly. These practices reinforce isolation, reduce access to formal services, and prolong suffering. Journalistic reports and field studies alike have highlighted the harmful consequences of such secrecy, particularly for older adults who are already vulnerable due to age, dependency, and comorbid health conditions [33].
3 Interventions and Emerging Strategies
 	Efforts to improve mental health care for older adults in Nigeria have increasingly focused on culturally responsive, community-driven, and system-integrated approaches. One of the most promising strategies involves community-based awareness and education initiatives. Programs such as the Mental Health Awareness Programme (MHAP), implemented by Amaudo in Southeast Nigeria, have deployed trained village health workers to educate communities about mental health, human rights, and available referral pathways [4]. This initiative has significantly improved mental health service uptake and reduced stigma at the grassroots level. Broader advocacy efforts, including high-profile events like Prince Harry and Meghan Markle’s mental health summit in Abuja, have also helped normalize public conversations about mental health. Media advocacy and grassroots dialogue are reinforced by online testimonies from platforms like Reddit, where users frequently emphasize the widespread neglect of mental illness and the urgent need for change [6]. Campaigns that leverage trusted community figures, NGOs, and peer groups are essential in challenging deep-seated cultural taboos and promoting early intervention.
 	Integration of mental health into primary health care (PHC) systems has also shown strong potential for improving service delivery. The HAPPINESS intervention, grounded in the World Health Organization’s Mental Health Gap Action Programme (mhGAP), demonstrated 84% PHC uptake, an 86% one-year retention rate, and marked reductions in psychiatric symptoms. Similarly, Lagos State’s MeHPriC initiative institutionalized mental health services in PHC by strengthening referral systems, medication availability, workforce training, and data infrastructure. In Ogun State, the Aro model sustained over six years of PHC-level mental health service delivery by training more than 80 workers in mhGAP guidelines. Benue State’s Comprehensive Community Mental Health Programme (CCMHP), a notable public–private partnership, trained community nurses, reached more than 13,000 clients, established 45 PHC-based mental health clinics, and fostered the formation of self-help support groups [34]. 
 	A third emerging strategy involves formalizing collaborations between traditional and biomedical practitioners. Traditional healers remain highly trusted in many Nigerian communities and often serve as the first point of contact for individuals experiencing mental distress. Recent studies advocate for their integration into formal health systems through structured training, referral protocols, and documentation practices. Such partnerships promote culturally acceptable care while enhancing safety and oversight [7]. The CCMHP in Benue State provides an example of this approach in action, facilitating referral pathways and collaboration between faith-based organizations and government health structures. Integrating traditional providers into regulated mental health systems holds promise for expanding reach while respecting local belief systems [34].
 	Finally, ongoing advocacy for policy reform and increased mental health funding remains critical. Experts such as Adedotun Esan have emphasized the urgent need for government commitment, particularly in areas like decriminalizing suicide attempts and integrating mental health into national insurance and primary care frameworks. While the revised Mental Health Act of 2021 and mandates from the National Primary Health Care Development Agency (NPHCDA) offer policy support for these goals, actual implementation remains uneven. Budgetary allocations, the establishment of mental health departments, and sustained intersectoral collaboration are still developing [34]. Advocacy efforts must therefore continue, ensuring that legislative progress is translated into meaningful, accessible services for Nigeria’s aging population.




4 Conclusion and Policy Implications
 	Mental health stigma remains a critical barrier to care for older adults in Nigeria, manifesting in public, self, and structural forms. Deeply ingrained cultural beliefs, such as attributions of mental illness to witchcraft, spiritual possession, or moral failing, lead to widespread social exclusion, familial rejection, and even physical violence, particularly against elderly women [35]. These misconceptions delay help-seeking, isolate affected individuals, and perpetuate harmful practices across communities [36]. Compounding these challenges are systemic issues, including chronic underfunding of mental health services, acute workforce shortages, and the limited implementation of progressive legislation such as the Mental Health Act of 2021. Although the Act represents a step forward, its full operationalization remains stalled. As a result, older adults, especially in rural areas, continue to be underserved and at risk.
 	To address these complex challenges, culturally sensitive interventions and targeted policy reforms are essential. Community-based awareness campaigns should be expanded using trusted figures, including local leaders and religious authorities [37], to combat stigma through familiar and resonant messaging. Integrating mental health into primary healthcare through provider training based on WHO’s mhGAP framework can help make services more accessible and sustainable. Equally important is the formal inclusion of traditional and faith-based healers within referral systems and collaborative care models. This ensures that cultural worldviews are respected while promoting evidence-based practices. Strengthening policy implementation requires not only activating the legal provisions of the Mental Health Act but also ensuring adequate funding, intersectoral coordination, and the development of public–private partnerships to scale services nationally.
 	Despite increasing attention to mental health in Nigeria, several gaps in the literature persist. Research remains limited on the unique experiences of older adults, particularly in relation to gendered stigma and elder abuse rooted in spiritual beliefs. Evaluations of integrated, culturally informed interventions, such as traditional healer partnerships and primary healthcare initiatives, are scarce and urgently needed. Future studies should also explore the role of digital tools and community-driven innovations, including culturally tailored mobile apps, telepsychiatry services, and peer-support networks, especially for older adults in rural or technologically underserved areas. Multi-level research that examines individual, familial, community, and policy-level influences would provide a more nuanced understanding of help-seeking behaviors and service utilization.
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