Original Research Article
[bookmark: X69d708b86dd541a07931f66f6ed9b60edd7177f]Psychiatric Morbidity Among Fresher Medical Students In a Nigerian Tertiary Institution: A Mixed-Methods Study
[bookmark: abstract]

Abstract
[bookmark: background][bookmark: objective]Background: The transition into medical school represents a major developmental, academic, and psychosocial challenge for young adults. These challenges may be particularly significant among freshers. The study aimed to determine the prevalence and predictors of psychiatric morbidity among freshers in the medical school of a public university in Nigeria.
[bookmark: methods]Methods: A convergent mixed-methods design was used for the study. The quantitative component involved a cross-sectional survey of first-year medical students using a sociodemographic questionnaire and the 12-item General Health Questionnaire (GHQ-12). The qualitative component comprised three focus group discussions and two in-depth interviews. Data were analysed using descriptive statistics, chi-square tests, and multivariable logistic regression.
Results: Based on the GHQ-12, 27.5% of participants screened positive for psychiatric morbidity, with religion associated with psychiatric morbidity (p = 0.011). The majority were in the 15–25-year age bracket, 32 (80.0%). Most participants, 34 (85.0%), belonged to the middle socioeconomic class, and 37 (92.5%) came from an urban centre. Only 2 (5%) consumed alcohol, and only 1 (2.5%) used a psychoactive substance. Qualitative analysis generated six themes: the shock of transition; academic overload; fear of failure and family expectations; homesickness and loneliness; coping and resilience; and barriers to mental-health help-seeking.
[bookmark: hypothetical-results][bookmark: conclusion]Conclusion: This mixed-methods study observed psychiatric morbidity among freshers in a Nigerian public medical school. Socioeconomic and psychological factors are important predisposing factors for psychiatric morbidity. Further corroborative research involving larger populations and multicentre, multiregional approaches is required to strengthen the generalisability of these findings.
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[bookmark: introduction]Introduction
The World Health Organization’s declaration that ‘there is no health without mental health’ emphasised mental health as an integral component of well-being. It should be protected through multisectoral strategies that address both individual vulnerabilities and their environments (World Health Organization, 2022).
Medical education exposes students to a combination of academic, social, emotional, and financial stressors. The curriculum is intensive, examinations are frequent, and students are expected to master large amounts of information while developing professional competencies. These demands may occur alongside changes in residence, relationships, financial responsibilities, and social identity (Bergmann et al., 2019).
Longitudinal evidence from first-year medical students has shown heterogeneous mental-health trajectories across the initial year, with both deterioration and recovery observed among different student groups (Polujanski et al., 2024).
An increasing prevalence of depression or depressive symptoms among medical students has been reported (Oladele et al., 2022; Rotenstein et al., 2016; Falade et al., 2020; Ossai et al., 2021). A systematic review has also demonstrated substantial levels of depression, anxiety, stress, burnout, and sleep problems, with an ongoing burden of exhaustion and disengagement associated with medical education among medical students (Di Vincenzo et al., 2024). A pooled prevalence of depression among African medical students of approximately 38.8% has been reported, with considerable variation between countries and studies (Mekonnen et al., 2024).
Recent first-year data also indicate that psychological burden may vary with socioeconomic and individual factors, including anxiety sensitivity, intolerance of uncertainty, and perceived stress (Gellisch et al., 2024).
An overall psychiatric morbidity of 25% was recorded in Ekiti, Nigeria, although prevalence differed between institutional settings. Academic performance and dissatisfaction with financial allowances were among the factors associated with psychiatric morbidity (Falade et al., 2020).
A 32% prevalence of depression has also been reported among undergraduate medical students at the University of Benin (Isara et al., 2022). Financial challenges and emotional problems were independent predictors of depression. Importantly, the authors recommended incorporating depression-risk screening into routine medical examinations for newly admitted students (Isara et al., 2022).
A recent Nigerian mixed-methods study among final-year medical students similarly identified GHQ-12 screening positivity for possible psychiatric morbidity, indicating that psychological distress may occur at different stages of medical training (Oyewole et al., 2026).
The problem extends beyond symptoms of depression and anxiety. Burnout, characterised by exhaustion and disengagement, has increasingly attracted attention in medical education. Universities constitute an important setting for the early detection of mental disorders and for mental-health promotion, since late adolescence and early adulthood represent periods during which many mental disorders first emerge.
In first-year medical students, symptoms of burnout and depression have also been observed at multiple points during an academic year (Shaw et al., 2025).
Evidence from undergraduate medical students further suggests that characteristics of the educational environment may be associated with learning burnout, including exhaustion and reduced academic efficacy (Wang et al., 2026).
Freshers may be particularly vulnerable because they have not yet developed the academic routines, social networks, institutional familiarity, and coping mechanisms available to senior students. Admission into medical school may also represent a significant change in family expectations. The transition may involve separation from parents and siblings, relocation to university accommodation, development of new friendships, exposure to unfamiliar teaching methods, and adjustment to self-directed learning (Ojedokun et al., 2023).
Despite the available Nigerian evidence on psychiatric morbidity and depression among medical students, evidence focusing specifically on freshers and combining quantitative screening with qualitative exploration of their transition experiences remains limited. This context-specific gap is relevant because findings from senior or mixed-year cohorts may not fully represent the experiences of students at the beginning of medical training.
Objective
The present study therefore focuses specifically on freshers in a Nigerian public medical school. By combining a quantitative approach with qualitative methods, the study seeks to answer not only how much psychiatric morbidity exists, but also why students experience distress and how they attempt to manage it, especially among freshers.


Methodology
Study Design
The study utilised a mixed-methods design incorporating quantitative and qualitative approaches among medical students of Ladoke Akintola University of Technology, Ogbomoso, Oyo State, Nigeria.
Study Population
[bookmark: study-population][bookmark: inclusion-criteria]The study population consisted of all registered first-year medical students of the university during the study period. The eligibility criteria were being a registered first-year medical student, having commenced academic activities, being willing to participate, and providing informed consent. Students who were unavailable during data collection, declined consent, or submitted incomplete questionnaires were excluded from the study.
[bookmark: exclusion-criteria][bookmark: eligibility-criteria]Sample Size
Quantitative component 
A convenience sampling technique involving a total-population approach was adopted. Of the 71 eligible students, only 40 completed usable questionnaires after data cleaning.
[bookmark: methods-1][bookmark: sample-size][bookmark: sociodemographic-questionnaire][bookmark: general-health-questionnaire-12] A positive GHQ-12 result represents screening positivity rather than a formal psychiatric diagnosis. 
[bookmark: brief-cope][bookmark: quantitative-instruments]Qualitative Component
Two focus group discussions (FGDs) and key informant interviews (KIIs) were conducted. Purposive sampling was used to achieve variation in gender, residence, and age.
The qualitative interview guide explored expectations before admission; experiences of the first semester; academic pressure; family expectations; financial difficulties; homesickness; peer relationships; sleep; coping strategies; religious and spiritual resources; help-seeking; stigma; and recommendations for institutional support.
[bookmark: data-analysis][bookmark: qualitative-component][bookmark: ethical-considerations] Instrument for Data Collection
Quantitative Instruments
The sociodemographic questionnaire collected information on age, sex, religion, marital status, monthly allowance, social class, previous university degree, previous psychiatric history, and family history of mental illness.
[bookmark: _Hlk237533960]The 12-item General Health Questionnaire (GHQ-12) was used as the primary screening instrument for psychiatric morbidity. The instrument has been used to detect psychological distress. Nigerian research has established its usefulness in screening student populations (Gureje & Obikoya, 1990).
Procedure for Data Collection
For the quantitative component, questionnaires were distributed to students at conveniently agreed appointments, especially during the break period between 1 and 2 p.m., following a prior appointment with the class captain. Some questionnaires were completed and returned to the researcher immediately, while others were collected on an appointed date.
For the qualitative component, participants were provided with detailed information concerning participation and the implications of the study. With the consent of individual participants, all sessions were digitally recorded and transcribed verbatim. Two semi-structured interviews were conducted.
Method of Data Analysis
The quantitative data were analysed using SPSS version 16 statistical software, and the results were presented in tables. The qualitative data were transcribed using the traditional manual approach of handwriting before being typed into Microsoft Word for storage. Using a manual approach, the research themes were identified and sorted into likely and unlikely opinions based on the research objectives and assigned to the appropriate research objectives. Some of these opinions were presented verbatim in the report. Qualitative data were analysed using thematic analysis based on the approach described by Braun and Clarke (2012). The analysis involved familiarisation with the transcripts, coding, development of candidate themes, review of themes, definition of themes, and final interpretation.


[bookmark: results]Results
[bookmark: _Hlk237631632][bookmark: _Hlk237632090][bookmark: _Hlk237630991][bookmark: _Hlk237607942]Of the 71 eligible students, 40 completed the questionnaire. The majority of the respondents were in the 15–25-year age bracket, 32 (80.0%). Males accounted for 22 (55%), while females accounted for 18 (45%). Only 2 (5%) were married, while only 1 (2.5%) was dating. Approximately 16 (40.0%) survived on 10,000–20,000 Naira monthly, while only 2 (5%) lived on 50,000 Naira or more per month. A total of 34 (85.0%) belonged to the middle class in terms of socioeconomic ranking, while 37 (92.5%) came from an urban centre. None had a previous university degree, a previous history of mental illness, or a positive family history of mental illness. Only 2 (5%) consumed alcohol, and only 1 (2.5%) used a psychoactive substance. Females constituted 45% of the participants.




Table 1: Sociodemographic data and Psychiatric Morbidity
	Variable
	Categories
	Frequency
	Percentage

	Age
	15 – 25 Years
	32
	79.5

	
	> 25 Years
	8
	20.5

	Sex
	Male
	22
	55.0

	
	Female
	18
	45.0

	Religion
	Christian
	34
	85.0

	
	Muslim
	6
	15.0

	Relationship
	Married
	2
	5.0

	
	Engaged/Dating
	1
	2.5

	
	Single
	37
	92.5

	Personal Monthly Income
	< 10k
	14
	36.8

	
	10k – 20k
	16
	42.1

	
	20k – 50k
	8
	21.1

	
	> 50k
	2
	0

	Family Background
	Lower Class
	2
	5.0

	
	Middle Class
	34
	85.0

	
	Upper Class
	4
	10.5

	Permanent Residence
	Urban
	37
	92.5

	
	Rural
	3
	7.5

	Possess previous educational degree)
	Yes
	0
	0

	
	No
	40
	100.0

	Previous History of Mental illness
	Yes
	0
	0

	
	No
	40
	100.0

	Family History of Mental Illness
	Yes
	0
	0

	
	No
	40
	100.0

	Takes Alcohol
	Yes
	2
	5.0

	
	No
	38
	95.0

	Smokes
	Yes
	0
	0

	
	No
	40
	100.0

	Take Psychoactive Substance
	Yes
	1
	2.6

	
	No
	39
	97.4




[bookmark: participant-characteristics]Prevalence of Psychiatric Morbidity
[bookmark: psychosocial-stressors][bookmark: academic-stressors][bookmark: pattern-of-psychiatric-symptoms][bookmark: prevalence-of-psychiatric-morbidity][bookmark: table-4.-hypothetical-academic-stressors]Using the GHQ-12 threshold of ≥3, 11 of the 40 (27.5%) students screened positive for possible psychiatric morbidity. This finding is comparable with the 25% prevalence reported among Nigerian medical students by Falade et al. (2020). The prevalence and correlation between sociodemographic characteristics and psychiatric morbidity in the study population showed an association with religion (p = 0.011). Of the 34 Christians, 7 (20.6%) had psychiatric morbidity, whereas 4 of the 6 Muslims (66.7%) had psychiatric morbidity.
[bookmark: _Hlk237554846]Table 2: Prevalence and correlation between sociodemographic characteristics and Psychiatry Morbidity among the population
	Category
	Variables
	Healthy
	Psychiatric Morbidity
	Percentage
	X2
	p-value

	Age
	15 – 25 Years
	22
	9
	29.0
	0.013
	0.412

	
	> 25 Years
	6
	3
	25.0
	
	

	Sex
	
	
	
	
	0.109
	0.252

	
	Male
	15
	7
	31.8
	
	

	
	Female
	14
	4
	22.2
	
	

	
	
	
	
	
	
	

	Religion
	Christian
	27
	7
	20.6
	0.655
	0.011*

	
	Muslim
	2
	4
	66.7
	
	

	Relationship
	Married
	1
	1
	50.0
	0.308
	0.064

	
	Engaged/Dating
	0
	1
	100.0
	
	

	
	Single
	28
	9
	24.3
	
	

	Personal Monthly Income
	< 10k
	11
	3
	21.4
	0.958
	0.107

	
	10k – 20k
	12
	4
	25.0
	
	

	
	20k – 50k
	4
	4
	50.0
	
	

	
	> 50k
	
	
	
	
	

	Family Background
	Lower Class
	2
	-
	5.0
	0.003
	0.428

	
	Middle Class
	24
	10
	85.0
	
	

	
	Upper Class
	3
	1
	10.0
	
	

	Permanent Residence
	Urban
	28
	9
	24.3
	0.164
	0.059

	
	Rural
	1
	2
	66.7
	
	

	Possess previous educational degree)
	Yes
	-
	-
	
	0.000
	

	
	No
	29
	11
	27.5
	
	

	Previous History of Mental illness
	Yes
	-
	-
	
	0.000
	

	
	No
	29
	11
	27.5
	
	

	Family History of Mental Illness
	Yes
	-
	
	
	0.000
	

	
	No
	· 29
	11
	27.5
	
	

	Takes Alcohol
	Yes
	1
	1
	50.0
	0.023
	0.235

	
	No
	28
	10
	26.3
	
	

	Smokes
	Yes
	
	
	
	0.000
	

	
	No
	29
	11
	27.5
	
	

	Take Psychoactive Substance
	Yes
	1
	1
	0
	0.011
	0.265

	
	No
	27
	11
	28.9
	
	



[bookmark: independent-predictors]Qualitative Findings
The qualitative analysis generated six major themes.
[bookmark: Xd630f91e1e6ef583c1399ff032481ae6043f737][bookmark: _Hlk237629527] a. The Transition Experience 
Participants described admission into medical school as exciting but, on entering the system, found the experience overwhelming, especially upon discovering that another hurdle was required to fully qualify for entry into the College of Medicine. They also described the considerable challenge of adjusting to the lecture model, assignments, and other academic demands.
One participant said: “Getting admission was a dream, but when lectures started, I realized that medical school was completely different from secondary school.”
Students described difficulty adapting to independent learning, unfamiliar teaching methods, and the volume of academic material.
[bookmark: X05173d11999c70f653cadbd0f65ac34e1b6214f] b. Fear of Failure
Heavy academic workload emerged as the dominant focus of discussion, and the continuous assessments, coupled with the expectation that students should understand large amounts of information within short periods, were described as particularly challenging.
One participant said: “Sometimes it feels as if every lecturer thinks his course is the only course we are doing.”
Fear of failing examinations was closely linked to psychological distress, especially for fresher medical students who must not fail any of the prerequisite courses required to qualify fully for entry into the medical college.
[bookmark: Xfd982056d1e4575aaa131d41c2ea8234f236429]c. Family Expectations 
[bookmark: _Hlk237634842]Participants described medicine as a programme associated with significant family expectations, such that any event affecting the prospects of fully realising the goal could affect not only the student but also the parents.
One participant said: “My parents sacrificed a lot for me to study medicine, so failing is not something I feel I can afford.”
[bookmark: Xea68d5fbdc7f5e97f3adfb0cb98c0f56c2f85e4]Some participants reported that they felt unable to disclose psychological difficulties because their families expected them to remain strong.
d. Homesickness and Social Adjustment
[bookmark: _Hlk237631786]Students living away from home reported loneliness, as for the majority this was their first time leaving the safe confines of their homes and being disconnected from the direct support of their parents.
One participant said: “There are hundreds of people around you, but sometimes you still feel alone in that crowd because your family that you have been familiar with is not around.”
Peer relationships, however, were described as an important source of succour.
[bookmark: X5d5669c6ba248fc17f1732bdef03c2136c168f6]e. Spirituality and Coping 
Participants deployed a range of coping strategies, and the majority of the adaptive strategies included prayer, talking with friends, listening to music, using structured study plans, seeking family support, and seeking advice from senior students in the college about how they had navigated this challenge. Religious coping was frequently described as a source of hope and emotional stability.
[bookmark: Xdd3de63c220b231880dda08a53c4736b96fc888]f. Stigma and Help-Seeking
[bookmark: _Hlk237637324]Stigma was a major barrier to professional help-seeking, such that seeing a psychiatrist could lead to a person being regarded as insane, and friends might begin to withdraw from associating with that person.
One participant said: “If people see you going to the psychiatrist, they may start wondering what is wrong with you.”
Some participants were uncomfortable with the perceived professionalism and confidentiality of university counselling services.
These findings are consistent with Nigerian research demonstrating mental-health stigma among university health-care students (Pederson et al., 2020).


[bookmark: discussion]Discussion
This study found that 27.5% of participants screened positive for psychiatric morbidity. The finding suggests that psychological difficulties may be present from the beginning of medical education. This is comparable with the 25% psychiatric-morbidity prevalence reported by Falade et al. (2020) among Nigerian medical students. It is also consistent with Rotenstein et al. (2016), who reported substantial psychological morbidity among medical students in the international literature. Mekonnen et al. (2024) estimated a pooled depression prevalence of 38.8% among African medical students, although the individual studies varied widely. It should be noted that screening instruments, cut-off scores, populations, and timing of assessment differ considerably between studies. The GHQ-12 is a broad measure of psychological distress rather than a depression-specific instrument.
The FGDs and KIIs showed that the transition experience could be psychologically challenging when the reality of lectures and other academic responsibilities became apparent. Participants reiterated that a considerable number of them had sat the university qualifying examinations several times and, after gaining admission, had imagined that all the struggles were over. The shock came from realising that they were not fully in medical school until certain prerequisite courses in the Faculty of Science had been completed, which created another round of pressure.
One participant said: “Getting admission was a dream, but when lectures started and I realized that I was not fully in the medical school then I realized that it’s one pressure after the other”
Students described difficulty adapting to the lecture model, the large volume of academic material to be mastered, and poor reading skills.
The fear of failure, especially of dropping out of the college, was particularly strong in the first year for fresher medical students; heavy academic workload was the dominant theme. One participant said: “Sometimes it feels as if every lecturer thinks his course is the only course we are doing and for us as medical student fresher who must pass all the courses it poses enormous pressure.”
Another major issue was the significant family expectations associated with students studying medicine as a programme, especially freshers who now had to contend with qualifying for full admission into the college despite already being called ‘doctor’.
“My parents sacrificed a lot for me to study medicine, so failing is not something I feel I can afford to happen and any psychological difficulty will not be entertained.”
Female, 19 years, hypothetical in-depth interview (IDI).
It was observed that most participants survived on 10,000–20,000 Naira monthly, while only a few lived on more than 50,000 Naira per month. Isara et al. (2022) identified financial challenges as an independent predictor of depression among undergraduate medical students, while Falade et al. (2020) found an association between dissatisfaction with monthly allowance and psychiatric morbidity. Financial stress deserves greater attention in medical education because it may be relatively invisible to educators. A student who is academically sound, based on the available records, may begin to find it difficult to obtain the basic necessities of life. Such a student may experience psychological distress and even drop out of the college.
The majority of the respondents were in the 15–25-year age bracket. None had a previous university degree. This age range encompasses adolescence and young adulthood. Medical students are frequently surrounded by peers but may nevertheless experience emotional isolation. The qualitative findings suggest that peer relationships can function as an important protective factor. Students frequently rely on classmates for emotional reassurance, academic information, and practical assistance.
The FGDs and KIIs showed that freshers, many of whom were living away from home for the first time, reported homesickness and loneliness.
“There could be several hundreds of people around you but sometimes you still feel alone because your family members that can connect with you are not within reach.”
Unfortunately, most teenagers are easily influenced by their peers during this period to experiment with psychoactive substances as a means of coping with psychological distress; hence, strong surveillance for distractions must be maintained for this group during this critical period. Only 2 (5%) were married, while only 1 (2.5%) was dating, which shows that members of the cohort studied had not moved into protective interpersonal relationships, as they were mostly teenagers.
The prevalence and correlation between sociodemographic characteristics and psychiatric morbidity in the study population showed an association with religion. This is noteworthy because both Islam and Christianity include activities that should protect the mental health of their adherents. There was an association with higher scores among Muslim participants, which may signal a need for more intentional counselling, support, and mentorship for this cohort in the medical college by finding practical connections between mental health and spirituality in the Muslim community.
The FGDs and KIIs explored whether any participants would seek help for psychological distress, and the majority argued that psychological distress is not the same as mental illness. They also felt that people have negative attitudes towards those who seek help from psychiatrists; hence, they were unsure whether they would see a psychiatrist. Participants also felt that the university counselling support services were not sufficiently professional because they were uncertain about confidentiality.
“If people see you going to the psychiatrist, they may start withdrawing from you and relating to you from afar.”
[bookmark: qualitative-findings]These findings are consistent with a report demonstrating mental-health stigma among university health-care students (Pederson et al., 2020). One of the most important findings was reluctance to seek professional help. This is also consistent with a report by Ayinde et al. (2022), in which fewer than 5% of medical students experiencing mental-health problems had received help. Pederson et al. (2020) similarly identified stigma as an important issue among Nigerian university health-care students. The paradox is particularly important: medical students are being trained to recognise mental illness in patients while potentially experiencing stigma regarding their own mental-health needs. Mental-health programmes should therefore not merely make services available. They must actively create a culture in which help-seeking is regarded as a sign of responsible self-care rather than weakness.
[bookmark: longitudinal-research]Conclusion
This mixed-methods study identified possible psychiatric morbidity among more than one-quarter of the participating first-year medical students in a Nigerian public medical school. The qualitative findings indicate that the transition into medical training was accompanied by academic workload, fear of failure, family expectations, homesickness, social adjustment, financial concerns, and uncertainty about seeking professional mental-health support. Participants also described peer relationships, family support, spirituality, and structured study practices as important coping resources. These findings suggest that student mental health should be considered from the beginning of medical training rather than only after difficulties become severe. Institutional responses should therefore emphasise early identification, accessible and confidential support, appropriate counselling, and a learning environment that reduces barriers to help-seeking. Because the study involved a small, single-centre sample and used a screening measure rather than a diagnostic assessment, the findings should be interpreted cautiously. Larger multicentre studies across different regions are needed to assess the consistency and broader applicability of these observations.

Consent 
As per international standards or university standards, Participants’ written consent has been collected and preserved by the author(s).

Study Limitation
The mixed-methods design, with its focus on fresher students and the use of screening instruments, was a strength of the study. However, the relatively small sample size and single-centre design require further corroborative research involving larger populations and multicentre, multiregional approaches to strengthen the generalisability of these findings.
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