Depressive Symptom Severity and Sociodemographic Correlates among First-Year Nursing and Medical Students at Two Universities in Rivers State, Nigeria
Abstract
Background: Depressive symptoms are a concern among students entering healthcare programmes, but their distribution among first-year students enrolled in Nursing and Medicine and Surgery in Rivers State is incompletely described. Objective: To describe study-recorded depressive symptom severity and its sociodemographic associations at one public and one private university. Methods: A comparative cross-sectional survey included 395 first-year students at Rivers State University (public; n = 266) and PAMO University of Medical Sciences (private; n = 129). Students completed a questionnaire including the Patient Health Questionnaire-9. Aggregated responses were reported in three original severity categories. Percentages, Pearson chi-square tests and unadjusted exact odds-ratio analyses comparing the severe category with the other reported categories were calculated from the available tabulations. Results: Overall, 120 (30.4%) participants were categorised as minimal/no symptoms, 155 (39.2%) as moderate and 120 (30.4%) as severe. The proportion in the severe category was 27.9% in the private university and 31.6% in the public university. In the private institution, severity distribution differed by programme (χ² = 10.11, p = 0.006); severe-category proportions were 48.4% in Nursing and 21.4% in Medicine and Surgery. Paternal employment status was also associated with severity distribution in this institution. Analyses were limited to unadjusted comparisons. Conclusion: The reported severity distribution indicates a substantial symptom burden in both institutions, with some institution-specific unadjusted associations. Findings should be interpreted cautiously because thresholds for the three study-defined severity categories were not documented, small subgroup counts limit precision, and the two institutions do not represent university ownership categories generally.
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1. Introduction
Depressive symptoms may impair concentration, social participation and adjustment to higher education. Systematic reviews have documented considerable variation in estimates among university students, in part because study populations, screening instruments and thresholds differ (Ibrahim et al., 2013). Healthcare students may encounter additional pressures from intensive coursework and expectations associated with professional training; these experiences merit attention without assuming that academic demands necessarily cause depressive symptoms (Dyrbye et al., 2005).
International syntheses have estimated that approximately one-quarter to one-third of medical students experience depression or depressive symptoms according to the definitions used in the contributing studies (Puthran et al., 2016; Rotenstein et al., 2016). A review focused on African medical students likewise reported a substantial burden, while emphasising between-study heterogeneity (Mekonnen et al., 2024). Screening results from these sources are not direct equivalents of clinical diagnoses or of the three severity categories employed in the present study.
The transition into the first year may involve changes in teaching practices, living arrangements and social support. A Nigerian study of first-year medical students described perceived stress and associated stressors (Fasoro et al., 2019), while research among students entering medical school elsewhere documented psychological distress at the beginning of training (Atkinson, 2020). These findings support considering the early training period independently of later clinical years. However, perceived stress and depressive symptoms are distinct outcomes and should not be interpreted interchangeably.
Research from Nigeria has documented depressive symptoms among university students and medical students (Adewuya et al., 2006; Isara et al., 2022). Falade et al. (2020) compared psychiatric morbidity and comorbid anxiety and depression among students in public and private tertiary institutions; those outcomes differ from the PHQ-9 severity groupings in this study. Evidence from Cameroon, Uganda and Ethiopia provides additional regional context, but differences in instruments, populations and analytic definitions limit numerical comparisons (Dagnew et al., 2020; Ngasa et al., 2017; Olum et al., 2020).
There remains a need for institution-specific information concerning first-year students enrolled in Nursing and Medicine and Surgery in Rivers State. Socioeconomic circumstances, family characteristics and programme enrolment may be associated with reported depressive symptoms, although cross-sectional comparisons cannot establish direction or causation. The present study describes the distribution of recorded symptom-severity categories and examines their associations with selected sociodemographic factors among first-year students at Rivers State University and PAMO University of Medical Sciences.
2. Materials and Methods
2.1 Study setting and design
A comparative cross-sectional survey was undertaken at Rivers State University (RSU), a public university, and PAMO University of Medical Sciences, a private university, both in Rivers State, South-South Nigeria. These were the two sampled institutions; differences between them should not be interpreted as effects attributable solely to public or private ownership. Data on background characteristics and depressive symptoms were obtained during the same survey period.
2.2 Participants and sampling
The study population consisted of full-time first-year students enrolled in Nursing and Medicine and Surgery in the two institutions. According to the study protocol, students who did not consent, were unavailable during data collection or had a previously diagnosed mental health condition before admission were excluded. The reported sampling approach stratified institutions by ownership and selected one university in each stratum, followed by recruitment of eligible first-year students in the two programmes. The achieved analytic sample comprised 129 students from PAMO University and 266 from RSU (395 in total). The numbers of eligible and approached students and the response fraction were not specified in the study records.
2.3 Sample size
The planning calculation used two proportions, 0.270 and 0.108, reported by Falade et al. (2020) for comorbid anxiety and depression in public and private institutions, respectively. With a two-sided 5% significance level and 80% power, the standard unpooled approximation gave n₀ = [(1.96 + 0.84)² × {0.270(0.730) + 0.108(0.892)}] / (0.270 − 0.108)² ≈ 88 students per group. Allowing 10% nonresponse gave 88 / 0.90 ≈ 98 per group, or 196 total. These external planning proportions concerned comorbidity rather than the symptom-severity outcome evaluated here, and the eventual group sizes were unequal.
2.4 Questionnaire and symptom categories
A structured, self-administered questionnaire recorded programme, age, sex, family type, parental education and employment, monthly allowance, part-time work, and family mental health history. Depressive symptoms during the preceding two weeks were assessed using the nine-item Patient Health Questionnaire (PHQ-9). Each item has four response options scored from 0 to 3, giving a total from 0 to 27. Established PHQ-9 cut points distinguish standard severity bands, and screening does not independently confirm a psychiatric diagnosis (Kroenke et al., 2001).
The survey summaries available for analysis classified respondents into three mutually exclusive groups labelled minimal/no, moderate and severe. The numeric PHQ-9 boundaries used to form these particular three groups were not specified in the available data summaries. Results are therefore presented as study-recorded symptom categories, without equating the reported “severe” group to a standard PHQ-9 band or calculating a threshold-specific depression screening prevalence.
2.5 Statistical analysis
Frequencies and percentages were calculated for each institution. The proportions in the three severity groups are presented within sociodemographic categories; 95% confidence intervals (CIs) for the severe-category proportion were obtained using the Wilson binomial method. Associations between severity category and sociodemographic variables were examined using Pearson chi-square statistics. Where expected cell frequencies were below five, conditional Monte Carlo p-values for the chi-square statistic were estimated with fixed margins (50,000 resamples, specified random seed); these tests are descriptive and exploratory.
For each sociodemographic category, the severe group was contrasted with the combined minimal/no and moderate groups. Table 4 reports unadjusted conditional odds-ratio estimates, exact two-sided 95% CIs and two-sided central exact p-values, using the first category within each variable as reference. The marginal tabulations supported only unadjusted comparisons; multivariable adjusted odds ratios were not estimated. Statistical comparisons are interpreted cautiously and without causal attribution; multiple hypothesis tests and small subgroups increase the chance of unstable or chance findings.
3. Results
3.1 Participant characteristics
Table 1 summarises characteristics of the 395 respondents. Of these, 300 (75.9%) were enrolled in Medicine and Surgery, 263 (66.6%) were female and 197 (49.9%) were aged 19–20 years. The private university contributed 129 participants and the public university 266; the programme composition was similar in the two institutions.
Table 1. Sociodemographic characteristics of respondents, by institution
	Characteristic
	PAMO (private) n (%)
	RSU (public) n (%)
	Overall n (%)

	Programme of study
	
	
	

	Medicine and Surgery
	98 (76.0)
	202 (75.9)
	300 (75.9)

	Nursing
	31 (24.0)
	64 (24.1)
	95 (24.1)

	Age (years)
	
	
	

	<19
	53 (41.1)
	116 (43.6)
	169 (42.8)

	19–20
	65 (50.4)
	132 (49.6)
	197 (49.9)

	21–28
	11 (8.5)
	18 (6.8)
	29 (7.3)

	Sex
	
	
	

	Female
	88 (68.2)
	175 (65.8)
	263 (66.6)

	Male
	41 (31.8)
	91 (34.2)
	132 (33.4)

	Family type
	
	
	

	Monogamous
	119 (92.2)
	250 (94.0)
	369 (93.4)

	Polygamous
	10 (7.8)
	16 (6.0)
	26 (6.6)

	Mother’s education
	
	
	

	≤ Secondary
	14 (10.9)
	61 (22.9)
	75 (19.0)

	Tertiary
	115 (89.1)
	205 (77.1)
	320 (81.0)

	Mother’s employment
	
	
	

	Employed
	111 (86.0)
	217 (81.6)
	328 (83.0)

	Unemployed
	18 (14.0)
	49 (18.4)
	67 (17.0)

	Father’s education
	
	
	

	≤ Secondary
	16 (12.4)
	41 (15.4)
	57 (14.4)

	Tertiary
	113 (87.6)
	225 (84.6)
	338 (85.6)

	Father’s employment
	
	
	

	Employed
	114 (88.4)
	254 (95.5)
	368 (93.2)

	Unemployed
	15 (11.6)
	12 (4.5)
	27 (6.8)

	Monthly allowance
	
	
	

	≤ ₦50,000
	66 (51.2)
	112 (42.1)
	178 (45.1)

	₦51,000–₦100,000
	34 (26.4)
	91 (34.2)
	125 (31.6)

	> ₦100,000
	29 (22.5)
	63 (23.7)
	92 (23.3)

	Part-time work
	
	
	

	No
	109 (84.5)
	220 (82.7)
	329 (83.3)

	Yes
	20 (15.5)
	46 (17.3)
	66 (16.7)



Note. Percentages are calculated using n = 129, n = 266 and n = 395 for the three columns, respectively. Monthly allowance categories are mutually exclusive.
3.2 Distribution of study-recorded severity groups
Figure 1 displays the distribution of the three recorded severity categories. The minimal/no category comprised 43 (33.3%) PAMO students and 77 (28.9%) RSU students; the moderate category comprised 50 (38.8%) and 105 (39.5%), respectively. The severe category comprised 36 (27.9%) and 84 (31.6%), respectively. The overall severity distribution did not differ significantly between the two sampled institutions (Pearson χ² = 0.95, p = 0.623).
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Figure 1. Study-recorded depressive symptom categories by institution
Note. The numeric PHQ-9 boundaries of these three categories were not documented.
Table 2 presents severity categories within each background characteristic. At the private university, 15 of 31 Nursing students (48.4%) and 21 of 98 Medicine and Surgery students (21.4%) were in the severe category. At the public university, the respective proportions were 19 of 64 (29.7%) and 65 of 202 (32.2%). Among students whose fathers were unemployed, 10 of 15 in PAMO (66.7%) and 7 of 12 in RSU (58.3%) were in the severe category. These subgroup percentages are subject to considerable sampling uncertainty.
Table 2. Study-recorded depressive symptom severity within selected background characteristics
	Characteristic
	PAMO minimal/no n (%)
	PAMO moderate n (%)
	PAMO severe n (%)
	RSU minimal/no n (%)
	RSU moderate n (%)
	RSU severe n (%)

	Programme of study
	
	
	
	
	
	

	Medicine and Surgery
	33 (33.7)
	44 (44.9)
	21 (21.4)
	60 (29.7)
	77 (38.1)
	65 (32.2)

	Nursing
	10 (32.3)
	6 (19.4)
	15 (48.4)
	17 (26.6)
	28 (43.8)
	19 (29.7)

	Age (years)
	
	
	
	
	
	

	<19
	18 (34.0)
	21 (39.6)
	14 (26.4)
	33 (28.4)
	41 (35.3)
	42 (36.2)

	19–20
	19 (29.2)
	27 (41.5)
	19 (29.2)
	39 (29.5)
	56 (42.4)
	37 (28.0)

	21–28
	6 (54.5)
	2 (18.2)
	3 (27.3)
	5 (27.8)
	8 (44.4)
	5 (27.8)

	Sex
	
	
	
	
	
	

	Female
	27 (30.7)
	37 (42.0)
	24 (27.3)
	48 (27.4)
	71 (40.6)
	56 (32.0)

	Male
	16 (39.0)
	13 (31.7)
	12 (29.3)
	29 (31.9)
	34 (37.4)
	28 (30.8)

	Family type
	
	
	
	
	
	

	Monogamous
	38 (31.9)
	47 (39.5)
	34 (28.6)
	73 (29.2)
	102 (40.8)
	75 (30.0)

	Polygamous
	5 (50.0)
	3 (30.0)
	2 (20.0)
	4 (25.0)
	3 (18.8)
	9 (56.2)

	Mother’s education
	
	
	
	
	
	

	≤ Secondary
	4 (28.6)
	6 (42.9)
	4 (28.6)
	17 (27.9)
	24 (39.3)
	20 (32.8)

	Tertiary
	39 (33.9)
	44 (38.3)
	32 (27.8)
	60 (29.3)
	81 (39.5)
	64 (31.2)

	Mother’s employment
	
	
	
	
	
	

	Employed
	37 (33.3)
	44 (39.6)
	30 (27.0)
	65 (30.0)
	87 (40.1)
	65 (30.0)

	Unemployed
	6 (33.3)
	6 (33.3)
	6 (33.3)
	12 (24.5)
	18 (36.7)
	19 (38.8)

	Father’s education
	
	
	
	
	
	

	≤ Secondary
	4 (25.0)
	5 (31.2)
	7 (43.8)
	12 (29.3)
	17 (41.5)
	12 (29.3)

	Tertiary
	39 (34.5)
	45 (39.8)
	29 (25.7)
	65 (28.9)
	88 (39.1)
	72 (32.0)

	Father’s employment
	
	
	
	
	
	

	Employed
	39 (34.2)
	49 (43.0)
	26 (22.8)
	75 (29.5)
	102 (40.2)
	77 (30.3)

	Unemployed
	4 (26.7)
	1 (6.7)
	10 (66.7)
	2 (16.7)
	3 (25.0)
	7 (58.3)

	Monthly allowance
	
	
	
	
	
	

	≤ ₦50,000
	23 (34.8)
	25 (37.9)
	18 (27.3)
	34 (30.4)
	41 (36.6)
	37 (33.0)

	₦51,000–₦100,000
	9 (26.5)
	16 (47.1)
	9 (26.5)
	25 (27.5)
	36 (39.6)
	30 (33.0)

	> ₦100,000
	11 (37.9)
	9 (31.0)
	9 (31.0)
	18 (28.6)
	28 (44.4)
	17 (27.0)

	Part-time work
	
	
	
	
	
	

	No
	38 (34.9)
	41 (37.6)
	30 (27.5)
	68 (30.9)
	85 (38.6)
	67 (30.5)

	Yes
	5 (25.0)
	9 (45.0)
	6 (30.0)
	9 (19.6)
	20 (43.5)
	17 (37.0)

	Family mental health history
	
	
	
	
	
	

	No
	35 (36.5)
	36 (37.5)
	25 (26.0)
	69 (31.8)
	86 (39.6)
	62 (28.6)

	Uncertain
	7 (29.2)
	8 (33.3)
	9 (37.5)
	8 (20.5)
	14 (35.9)
	17 (43.6)

	Yes
	1 (11.1)
	6 (66.7)
	2 (22.2)
	0 (0.0)
	5 (50.0)
	5 (50.0)



Note. Percentages are within each row and institution; percentages may differ from 100% by rounding. “Severe” denotes the study-recorded category, not a verified standard PHQ-9 cut-off. The corresponding overall severe-category Wilson 95% CIs were 20.9%–36.2% (36/129) for PAMO and 26.3%–37.4% (84/266) for RSU.
3.3 Associations with severity distribution
Table 3 presents the distributions of sociodemographic categories within the three severity groups, with tests of association for each institution. Programme of study was associated with severity distribution at PAMO (χ² = 10.11, p = 0.006), whereas the analogous test at RSU was not significant (χ² = 0.65, p = 0.722). The association with paternal employment at PAMO was also evident (χ² = 13.87; Monte Carlo p < 0.001). Most other exploratory tests did not indicate clear evidence of an association; exact Monte Carlo estimates were used when sparse cells occurred.
Table 3. Contingency distribution and tests of association by institution
	Characteristic
	PAMO minimal/no / moderate / severe, n (column %)
	PAMO χ²; p
	RSU minimal/no / moderate / severe, n (column %)
	RSU χ²; p

	Programme of study
	
	
	
	

	Medicine and Surgery
	33 (76.7) / 44 (88.0) / 21 (58.3)
	10.11; 0.006
	60 (77.9) / 77 (73.3) / 65 (77.4)
	0.65; 0.722

	Nursing
	10 (23.3) / 6 (12.0) / 15 (41.7)
	
	17 (22.1) / 28 (26.7) / 19 (22.6)
	

	Age (years)
	
	
	
	

	<19
	18 (41.9) / 21 (42.0) / 14 (38.9)
	3.25; 0.525†
	33 (42.9) / 41 (39.0) / 42 (50.0)
	2.34; 0.674

	19–20
	19 (44.2) / 27 (54.0) / 19 (52.8)
	
	39 (50.6) / 56 (53.3) / 37 (44.0)
	

	21–28
	6 (14.0) / 2 (4.0) / 3 (8.3)
	
	5 (6.5) / 8 (7.6) / 5 (6.0)
	

	Sex
	
	
	
	

	Female
	27 (62.8) / 37 (74.0) / 24 (66.7)
	1.40; 0.498
	48 (62.3) / 71 (67.6) / 56 (66.7)
	0.59; 0.744

	Male
	16 (37.2) / 13 (26.0) / 12 (33.3)
	
	29 (37.7) / 34 (32.4) / 28 (33.3)
	

	Family type
	
	
	
	

	Monogamous
	38 (88.4) / 47 (94.0) / 34 (94.4)
	1.36; 0.540†
	73 (94.8) / 102 (97.1) / 75 (89.3)
	5.23; 0.073†

	Polygamous
	5 (11.6) / 3 (6.0) / 2 (5.6)
	
	4 (5.2) / 3 (2.9) / 9 (10.7)
	

	Mother’s education
	
	
	
	

	≤ Secondary
	4 (9.3) / 6 (12.0) / 4 (11.1)
	0.18; 0.940†
	17 (22.1) / 24 (22.9) / 20 (23.8)
	0.07; 0.966

	Tertiary
	39 (90.7) / 44 (88.0) / 32 (88.9)
	
	60 (77.9) / 81 (77.1) / 64 (76.2)
	

	Mother’s employment
	
	
	
	

	Employed
	37 (86.0) / 44 (88.0) / 30 (83.3)
	0.38; 0.827
	65 (84.4) / 87 (82.9) / 65 (77.4)
	1.51; 0.470

	Unemployed
	6 (14.0) / 6 (12.0) / 6 (16.7)
	
	12 (15.6) / 18 (17.1) / 19 (22.6)
	

	Father’s education
	
	
	
	

	≤ Secondary
	4 (9.3) / 5 (10.0) / 7 (19.4)
	2.29; 0.353†
	12 (15.6) / 17 (16.2) / 12 (14.3)
	0.13; 0.936

	Tertiary
	39 (90.7) / 45 (90.0) / 29 (80.6)
	
	65 (84.4) / 88 (83.8) / 72 (85.7)
	

	Father’s employment
	
	
	
	

	Employed
	39 (90.7) / 49 (98.0) / 26 (72.2)
	13.87; <0.001†
	75 (97.4) / 102 (97.1) / 77 (91.7)
	4.17; 0.130†

	Unemployed
	4 (9.3) / 1 (2.0) / 10 (27.8)
	
	2 (2.6) / 3 (2.9) / 7 (8.3)
	

	Monthly allowance
	
	
	
	

	≤ ₦50,000
	23 (53.5) / 25 (50.0) / 18 (50.0)
	1.91; 0.752
	34 (44.2) / 41 (39.0) / 37 (44.0)
	1.33; 0.857

	₦51,000–₦100,000
	9 (20.9) / 16 (32.0) / 9 (25.0)
	
	25 (32.5) / 36 (34.3) / 30 (35.7)
	

	> ₦100,000
	11 (25.6) / 9 (18.0) / 9 (25.0)
	
	18 (23.4) / 28 (26.7) / 17 (20.2)
	

	Part-time work
	
	
	
	

	No
	38 (88.4) / 41 (82.0) / 30 (83.3)
	0.77; 0.681
	68 (88.3) / 85 (81.0) / 67 (79.8)
	2.43; 0.297

	Yes
	5 (11.6) / 9 (18.0) / 6 (16.7)
	
	9 (11.7) / 20 (19.0) / 17 (20.2)
	

	Family mental health history
	
	
	
	

	No
	35 (81.4) / 36 (72.0) / 25 (69.4)
	4.78; 0.318†
	69 (89.6) / 86 (81.9) / 62 (73.8)
	8.35; 0.074†

	Uncertain
	7 (16.3) / 8 (16.0) / 9 (25.0)
	
	8 (10.4) / 14 (13.3) / 17 (20.2)
	

	Yes
	1 (2.3) / 6 (12.0) / 2 (5.6)
	
	0 (0.0) / 5 (4.8) / 5 (6.0)
	



Note. Category entries are n (column %) in the order minimal/no, moderate and severe. Pearson χ² was calculated from each complete contingency table. † indicates a conditional fixed-margin Monte Carlo p-value (50,000 resamples) because at least one expected cell frequency was below five; other p-values use the asymptotic χ² distribution. Tests are exploratory and have not been adjusted for multiplicity.
3.4 Unadjusted odds of membership in the severe category
Table 4 reports unadjusted odds ratios for the severe symptom category versus the other two recorded groups combined. At PAMO, the conditional odds ratio comparing Nursing with Medicine and Surgery was 3.40 (95% exact CI: 1.33–8.76; central exact p = 0.009). Comparing paternal unemployment with employment, the conditional odds ratio was 6.64 (95% exact CI: 1.87–27.10; central exact p = 0.002). These associations were not adjusted for potential confounders, and small numbers in some cells limit their stability.
Table 4. Unadjusted associations with the severe symptom category, by institution
	Characteristic / level
	PAMO OR (95% exact CI)
	PAMO central exact p
	RSU OR (95% exact CI)
	RSU central exact p

	Programme of study
	
	
	
	

	Medicine and Surgery
	1.00 (reference)
	—
	1.00 (reference)
	—

	Nursing
	3.40 (1.33–8.76)
	0.009
	0.89 (0.45–1.70)
	0.834

	Age (years)
	
	
	
	

	<19
	1.00 (reference)
	—
	1.00 (reference)
	—

	19–20
	1.15 (0.47–2.83)
	0.897
	0.69 (0.39–1.22)
	0.214

	21–28
	1.04 (0.16–5.19)
	1.000
	0.68 (0.18–2.21)
	0.679

	Sex
	
	
	
	

	Female
	1.00 (reference)
	—
	1.00 (reference)
	—

	Male
	1.10 (0.44–2.68)
	0.971
	0.94 (0.52–1.68)
	0.952

	Family type
	
	
	
	

	Monogamous
	1.00 (reference)
	—
	1.00 (reference)
	—

	Polygamous
	0.63 (0.06–3.37)
	0.869
	2.99 (0.95–9.81)
	0.063

	Mother’s education
	
	
	
	

	≤ Secondary
	1.00 (reference)
	—
	1.00 (reference)
	—

	Tertiary
	0.96 (0.25–4.52)
	1.000
	0.93 (0.49–1.82)
	0.932

	Mother’s employment
	
	
	
	

	Employed
	1.00 (reference)
	—
	1.00 (reference)
	—

	Unemployed
	1.35 (0.38–4.31)
	0.766
	1.48 (0.73–2.94)
	0.303

	Father’s education
	
	
	
	

	≤ Secondary
	1.00 (reference)
	—
	1.00 (reference)
	—

	Tertiary
	0.45 (0.13–1.55)
	0.230
	1.14 (0.53–2.59)
	0.883

	Father’s employment
	
	
	
	

	Employed
	1.00 (reference)
	—
	1.00 (reference)
	—

	Unemployed
	6.64 (1.87–27.10)
	0.002
	3.20 (0.85–13.22)
	0.093

	Monthly allowance
	
	
	
	

	≤ ₦50,000
	1.00 (reference)
	—
	1.00 (reference)
	—

	₦51,000–₦100,000
	0.96 (0.33–2.66)
	1.000
	1.00 (0.53–1.87)
	1.000

	> ₦100,000
	1.20 (0.40–3.41)
	0.888
	0.75 (0.35–1.55)
	0.511

	Part-time work
	
	
	
	

	No
	1.00 (reference)
	—
	1.00 (reference)
	—

	Yes
	1.13 (0.32–3.49)
	1.000
	1.34 (0.64–2.72)
	0.487

	Family mental health history
	
	
	
	

	No
	1.00 (reference)
	—
	1.00 (reference)
	—

	Uncertain
	1.70 (0.58–4.77)
	0.386
	1.93 (0.90–4.09)
	0.097

	Yes
	0.81 (0.08–4.66)
	1.000
	2.49 (0.55–11.22)
	0.274



Note. Outcome = membership in the study-recorded severe category versus minimal/no and moderate combined; the first listed level of each characteristic is the reference. ORs are conditional maximum-likelihood estimates from 2 × 2 tables; CIs are exact conditional intervals and p-values are two-sided central exact values, calculated by doubling the smaller one-sided conditional tail probability (maximum 1). No odds ratio is adjusted for other predictors. A nominal p < 0.05 should not be interpreted as a confirmed independent association, given multiple comparisons, sparse cells and the cross-sectional design.
4. Discussion
The data describe sizeable proportions of first-year students enrolled in Nursing and Medicine and Surgery in the study-recorded moderate and severe categories in both participating institutions. The proportions are relevant to student support planning, but the meaning of the three categories depends on how PHQ-9 scores were grouped. Because the original cut-off boundaries for these labels were not documented in the available summaries, they cannot be compared directly with conventional PHQ-9 severity bands or treated as clinically verified depression prevalence (Kroenke et al., 2001).
The recorded severe-category proportion was 27.9% in PAMO and 31.6% in RSU, with no evidence of an overall difference in the three-category distribution. These descriptive findings should be considered alongside the substantial heterogeneity documented in global and African medical-student syntheses, which use multiple instruments and screening thresholds (Mekonnen et al., 2024; Puthran et al., 2016; Rotenstein et al., 2016). Estimates from other settings do not validate the absolute symptom percentages obtained here. In addition, one public and one private institution cannot distinguish university ownership from unmeasured institution-specific differences.
At the private institution, the observed severity distribution differed by programme, and a greater percentage of Nursing students than of Medicine and Surgery students was included in the study-recorded severe group. The corresponding unadjusted odds ratio was above one, with an exact interval excluding unity. The same pattern was not observed in the public institution. Differences in academic expectations, timetables or exposure to stress might warrant future investigation, but the available questionnaire summaries do not measure these mechanisms. Nigerian first-year research documents perceived stress during entry into medical training, although that finding concerns stress rather than depression and cannot explain the present programme comparison (Fasoro et al., 2019).
Paternal unemployment was associated with severe-category membership at the private institution in unadjusted analyses. The high severe-category proportion among participants with unemployed fathers was based on only 15 students, making the magnitude imprecise. Family employment status can be a proxy for economic circumstances but does not directly measure financial strain or emotional support. This study cannot determine whether unemployment preceded depressive symptoms or whether unmeasured family factors contributed to the relationship. Earlier research in Nigerian students has described socioeconomic correlates of depression, but external comparisons should reflect differences in age, setting and measurement (Adewuya et al., 2006; Isara et al., 2022).
The recorded distributions showed no clear monotonic pattern across monthly allowance categories. Findings on allowance or part-time employment should not be presented as independent predictors because adjustment for family resources, study demands and other covariates was not possible. Previous Nigerian research on psychiatric morbidity and comorbid depression and anxiety has examined financial concerns, but its outcomes are not directly interchangeable with the category-based outcome evaluated here (Falade et al., 2020). Similarly, evidence from other African medical and health science populations illustrates the importance of context rather than providing a basis for causal extrapolation (Dagnew et al., 2020; Ngasa et al., 2017; Olum et al., 2020).
Other demographic tests did not provide consistent evidence of associations across the two institutions. Non-significant tests should not be interpreted as proof of no relationship, particularly when some subgroups were small. The number of exploratory comparisons also means isolated low p-values may arise by chance. These findings favour further measurement of financial strain, social support, academic demands, and access to care rather than using sociodemographic profiles alone to classify individual students.
Overall, the findings support institution-level attention to student wellbeing while leaving open the relative contributions of academic context, family circumstances and access to services. Descriptive screening data may help identify the need for confidential assessment pathways, but PHQ-9 category labels should not be used to establish diagnoses or to evaluate the effectiveness of support programmes without suitable follow-up designs. Attention to the early stages of training is consistent with prior research showing the relevance of psychological distress at medical-school entry (Atkinson, 2020; Dyrbye et al., 2005).
5. Strengths and Limitations
This investigation considers students enrolled in Nursing and Medicine and Surgery at the beginning of training and provides separate distributions for two institutions in Rivers State. The availability of full severity-category counts permits transparent calculation of proportions, contingency statistics and unadjusted odds ratios. The main limitations are the cross-sectional design, reliance on self-reported screening, potential selection bias arising from protocol exclusions, and limited generalisability from two institutions. 
Although the tabulated counts support reproducible aggregate analyses, individual-level data were not analysed for multivariable adjustment or evaluation of interactions and confounding. Therefore, the unadjusted comparisons do not identify independent determinants. The study did not directly measure several plausible influences, including academic workload, support networks, clinically assessed depression or service utilisation. These limitations warrant cautious interpretation of the institution-specific associations.
6. Conclusion
Among 395 first-year students enrolled in Nursing and Medicine and Surgery sampled at two universities in Rivers State, 30.4% were recorded in the study-defined severe depressive symptom category and 39.2% in the moderate category. The overall distributions were similar between the two institutions, while programme of study and paternal employment showed unadjusted associations with category distribution at the private university. These observations describe screened symptoms rather than confirmed clinical depression and cannot establish independent determinants or causal effects. Institution-specific, confidential mental health assessment and appropriate support remain relevant, and subsequent research would require explicit PHQ-9 scoring definitions and complete participant-level analysis.
7. Practical Implications
Student health and counselling services may consider confidential, voluntary screening that uses explicit validated thresholds and includes pathways for clinical assessment where indicated. Orientation and first-year advising can provide information about available psychosocial and academic support while protecting privacy and avoiding stigmatisation of students by programme or family background. Such services should be responsive to individual needs rather than based solely on demographic classifications.
Future evaluations would benefit from documenting the recruitment frame, response fraction, exact questionnaire scoring, support-service use and prospective student outcomes. Studies involving multiple institutions in each ownership category could more appropriately assess setting-level differences. Longitudinal evidence would be required before attributing any reduction in symptoms to particular university interventions.
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