

[image: Cover]



Original Research

Evaluation of perception towards brain health in Nigeria: Results from a nationwide awareness survey

Temitope Farombi1,*,[image: symbol], Agustin Ibanez2,[image: symbol], Olajoke Akinyemi3,[image: symbol], Olufisayo Elugbadebo4,[image: symbol], Oluwagbemiga Oyinlola5,6,[image: symbol], Gabriel Ogunde7,[image: symbol], Joaquín Migeot2,8,[image: symbol], Chinedu Udeh-Momoh9,10,11,[image: symbol] and Rufus Akinyemi7,[image: symbol]

1Chief Tony Anenih Geriatric Center, University College Hospital, Ibadan, Nigeria; 2Global Brain Health Institute (GBHI), Trinity College, Dublin, Ireland; 3Brain Health Initiative Nigeria, Ibadan, Nigeria; 4Department of Psychiatry, University College Hospital, Ibadan, Nigeria; 5School of Social Work, McGill University, Montreal, Canada; 6Department of Medical Social Services, University College Hospital, Ibadan, Nigeria; 7Neuroscience and Ageing Research Unit, Institute of Advanced Medical Research and Training, University College Hospital, Ibadan, Nigeria; 8Latin American Brain Health Institute (BrainLat), Universidad Adolfo Ibanez, Santiago, Nigeria; 9School of Public Health Sciences, Wake Forest University School of Medicine, North Carolina, United States of America; 10Brain and Mind Institute, Aga Khan University, Nairobi, Kenya; 11Division of Clinical Geriatrics, Center for Alzheimer Research, Karolinska Institute, Stockholm, Sweden

Abstract

Background: Brain health involves the continuous functioning of mental, cognitive, motor and physical abilities driven by brain processes. Despite high levels of brain health risk in Nigeria, there is a lack of data on the public perception of brain health.

Aim: The authors investigated the perception of brain health and explored the interplay between demographic factors and brain health awareness.

Setting: The research was carried out among the Nigerian population.

Methods: A total of 570 participants responded to a cross-sectional survey conducted using Google Form link shared through WhatsApp and Facebook and convenience sampling between April 2023 and August 2023. Brain health perceptions were assessed across key domains. Statistical Package for Social Sciences version 29.0 was used for analysis. Bivariate correlations and logistic regression explored the relationships between socio-demographics and brain health perception.

Results: Substance use was rated by 67% of participants as influencing factor for brain health. All life stages were considered important for brain care. Men were less likely than women to attribute family income, substance use and sleep as key influences. Remarkably, only 43.9%, 19.5% and 19.5% of participants agreed that an association exists between hypertension, diabetes and arthritis with brain health.

Conclusion: The study’s findings suggest that there are notable gaps and gender differences in perceptions, underscoring the need for targeted health education. Addressing these gaps could improve the understanding of factors influencing brain health and support policy efforts in Nigeria.

Contribution: This study provides unique insight into the gaps in the public perception of brain health in Nigeria, serving as a baseline study for future research.
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Introduction

Brain health, a fundamental component of overall well-being, reflects a complex, dynamic state of mental, motor, cognitive and functional abilities sustained by neurophysiological processes.1 Globally, brain disorders are now the leading cause of disability and the second leading cause of death, with disability-adjusted life years (DALY) attributable to neurological conditions rising by 18% from 1990 to 2021.2 This burden falls disproportionately on low- and middle-income countries, including Nigeria, where projections estimate a staggering 500% increase in neurological conditions by 2050, translating to 50.8 million DALYs and an economic impact of $51.4 billion.3

Demographic transitions, population growth, lifestyle behaviours, socio-economic factors and low education attainment are among the primary contributors to the increasing burden of brain disorders.4 A lack of awareness, limited knowledge and stigma associated with neurological conditions serve as significant barriers to diagnosis and treatment.5,6 In many low- and middle-income countries, particularly in sub-Saharan Africa, a common misconception is that brain disorders such as dementia are a natural part of ageing, associated with witchcraft and other negative spiritual connotations.7,8 However, accurate perceptions can promote healthier lifestyles,9 reducing the associated burden and stigma associated with these neurological conditions.

The significance of lifestyle factors demonstrated to impact brain health is poorly understood.10 Furthermore, little is known about public perceptions of brain health in Nigeria and the factors that influence it. Understanding these perceptions is essential for shaping public health strategies to mitigate modifiable risk factors, improve early detection and intervention, and guide educational and policy initiatives addressing Nigeria’s escalating neurological burden. It is vital to understand how people perceive brain health and the steps they are willing to take to preserve their brain functioning.11 Having this understanding would assist in determining the appropriate interventions to promote the right perceptions. Of note, the lack of policy, belief systems, and cultural values of individuals and communities contributes to the exacerbation of brain health issues.12 Given the high prevalence of brain disorders13,14 and lack of information on the Nigerian perception of brain health, it is imperative to investigate the public perception to identify knowledge gaps among our population.

The research question posed was: ‘How do socio-demographic factors shape public perception of brain health?’ This study aimed to capture a comprehensive view of perceptions regarding brain health in Nigeria. This study’s finding has the potential to inform the development of policies aimed at addressing brain health challenges in Nigeria. By understanding these influences, such policies could foster positive social and community impacts, ultimately enhancing overall well-being and contributing to societal progress.

Research methods and design

Study design and setting

This study employed a cross-sectional survey using social media platforms (WhatsApp and Facebook) to capture responses from the Nigerian population. This method was utilised because of its advantage of cost-effectiveness, having a wider reach, and rapidly covering diverse geographic areas within the shortest possible time.

Sampling, study procedure and data collection

As this study was an exploratory baseline study, no prior sample size was calculated. The survey link was distributed via WhatsApp and Facebook to capture as many responses as possible within the period of April 2023 to August 2023 to provide a broad snapshot of public perceptions.

The target population included adults (aged ≥ 18 years) from different ethnic groups in Nigeria. At the beginning of the online questionnaire (Google Form), participants were asked to confirm their age (≥ 18 years) and indicate their ethnic group. Only individuals who met the age criterion and provided consent were able to proceed with completing the survey. To be eligible, participants had to be Nigerian residents, able to read in English, and able to use smartphones and other digital devices to complete the questionnaire. A non-random convenience sampling technique was used. A structured and previously validated questionnaire adopted from the Budin-Ljøsne et al.11 study was used to collect data from respondents. This self-administered questionnaire employed Likert and binary (yes/no) items to capture responses. A pretest of the study instrument was conducted using data from 50 respondents. Assessment of the instrument’s internal consistency yielded a Cronbach’s alpha coefficient of 0.776. The survey was available online from April 2023 to August 2023.

Data collection

The questionnaire used for data collection comprised 11 questions on socio-demographic characteristics and three main questions that addressed the objective of the study. Socio-demographic assessment covered age, gender, highest educational qualification attained, marital status, ethnicity, profession, previous experience of participating in brain research, educational or work experience in healthcare, experience of long-standing illness, disability and health problem, experience of looking after a family member with brain disease, self-reported cognitive health (ability to think, remember and learn) and self-reported mental (ability to be mentally and emotionally balanced). The self-reported cognitive health and mental health were assessed based on participants’ perception of their status using the options provided (poor, below average, average, above average and excellent).

The first question probed the respondent’s perspective on the list of factors that impact brain health. This was performed using a 5-point Likert scale to rate each of the listed factors according to the extent to which they influence brain health. The Likert scale items were listed as very strong, strong, moderate, weak and no influence.

The second set of questions addressed respondents’ views on different life periods important for caring for the brain. A 4-point Likert scale (very important, important, moderately important, not important) was provided to rate how important each life period is.

The third question assessed respondents’ perception of a list of diseases and/or disorders associated with the brain. Respondents could either respond ‘yes’ or ‘no’ to express their view on which of the listed diseases/disorders is associated with the brain.

Data analysis and management

The collected data were cleaned and analysed using Statistical Package for Social Sciences (SPSS) version 29.0. Descriptive statistics such as mean and standard deviation were used to summarise quantitative variables, while frequency and percentages were used for categorical variables. Inferential statistics using bivariate analysis were performed to investigate the association between socio-demographic variables and brain health awareness variables. Chi-square and Fisher’s exact test were performed for bivariate analysis where necessary. In addition, a logistic regression analysis was carried out to identify factors associated with brain health perception, dichotomised into strong influence (strong/very strong) and no influence (moderate/weak/no influence), important (very important/important) and not important (moderately important/not important), and yes and no as applicable to the perception questions. Odd ratios (OR) at 95% confidence intervals (CI) were reported for effect sizes. The analyses included only selected socio-demographic variables, specifically, age, gender, educational level, ethnicity, and work or educational experience in healthcare. The explanatory variables were socio-demographic characteristics measured through self-report in the online questionnaire. Age was categorised into three groups: 18–25 years, 26–40 years, 41–60 years, and ≥ 60 years. Gender was recorded as male or female. Educational level was categorised as special education, secondary education, vocational training and university and/or college degree. Ethnicity was classified into three main groups: Yoruba, Igbo and Hausa. Work or educational experience in healthcare was coded as a binary variable (yes or no). Study data were anonymised to protect participants’ personal information. Access to raw data was restricted to the principal investigator and designated analysts under strict confidentiality agreements. To ensure data accuracy and completeness, mandatory fields were included in the form to prevent missing responses.

Ethical considerations

Ethical clearance to conduct this study was obtained from the Oyo State Ministry of Health Ethical Review Committee (No. AD 13/479/44509B). An informed consent form was provided at the beginning of the survey. Participants provided online written informed consent. All data were received through a password-protected gadget accessible to the researcher to maintain confidentiality.

Results

Table 1 shows the socio-demographic characteristics of the 570 respondents who participated in the survey. Majority of the respondents were between the age range of 26–40 years (45.4%), female (61.4%), Yoruba (79.3%), had at least a University/college degree (89.9%), and single (72.1%).
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Perception of factors influencing brain health

Figure 1 shows the proportion of respondents that rated each factor as having a strong or weak influence on brain health. Most respondents rated the following factors as having a strong influence on brain health; physical health (95.6%), social environment (92.6%), diet (89.8%), education (88.6%), genetics (88.4%), having life goals (84.6%), profession (83.7%), physical environment (82.1%) and sleeping habits (80.9%). Family income (75.6%) and substance abuse (68.6%) were rated by the respondents as a factor influencing brain health indicating a higher proportion who rated the two factors as a weak influence on brain health.
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Table 2 shows that gender was significantly associated with perceptions of diet (χ2 = 4.69; p = 0.030), family income (χ2 = 4.30; p = 0.038), substance use (χ2 = 6.65; p = 0.010) and sleeping habits (χ2 = 5.71; p = 0.017) as an influencing factor for brain health.
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Logistic regression analysis (Table 2) shows that men had 33% lower odds to consider family income (OR = 0.67, 95% CI: 0.45–0.98), 37% lower odds to consider substance use (OR = 0.63, 95% CI: 0.44–0.98), and 39% lower odds to consider sleeping habits (OR = 0.61, 95% CI: 0.39–0.93) as important factors influencing brain health compared with women. Ethnicity was also significantly associated with perceptions of diet (χ2 = 16.63; p < 0.001). Specifically, the odds of Yoruba respondents to consider diet as an important factor were almost five times higher (OR = 4.95, 95% CI: 2.02–12.14), and the odds among Igbo respondents were similarly about five times higher (OR = 4.93, 95% CI: 1.64–14.87), compared with Hausa respondents. In addition, respondents with university education had more than seven times the odds of considering social environment as an important factor for brain health compared with those with lower educational levels (OR = 7.56, 95% CI: 1.20–47.68) (Table 2).

Public perception of specific life periods to look after one’s brain

The results in Figure 2 show that all life periods were rated as important to look after, before birth (80.5%), childhood (96.3%), adolescence (82.1%), young adulthood (95.6%), middle age (89.3%) and old age (82.5%).
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Bivariate analysis variables of gender (χ2 = 9.6; p = 0.002) and highest educational level (χ2 = 12.31; p = 0.006) were significantly associated with the belief that the period ‘before birth’ is important for looking after one’s brain. Men were less likely than women to rate before birth (OR = 0.54, 95% CI: 0.35–0.83) as a life period important for taking care of the brain. Age is significantly associated with the perception that adolescence (χ2 = 13.85; p = 0.003) and young adulthood (χ2 =8.51; p = 0.036) are periods to take care of one’s brain. Similarly, educational level is associated with the perception of adolescence (χ2 = 22.51; p < 0.001) and young adulthood (χ2 = 13.48; p = 0.004) as important life periods for brain health care (Table 2).

Respondents aged over 60 years had 75% lower odds of considering young adulthood as an important life period for looking after one’s brain compared with younger age groups (OR = 0.25, 95% CI: 0.07–0.93). They were also less likely overall to regard all life periods as important for brain health. In contrast, respondents with university education had significantly higher odds of recognising key developmental stages as critical for brain health. Specifically, they had 9 times higher odds of rating the period before birth (OR = 9.04, 95% CI: 1.48–55.28), over 13 times higher odds of rating adolescence (OR = 13.55, 95% CI: 1.87–98.05), and approximately nine times higher odds of rating young adulthood (OR = 9.32, 95% CI: 1.30–66.67) as important for taking care of the brain compared with respondents of lower educational levels (Table 2).

Public perception of diseases and disorders associated with the brain

Figure 3 shows the proportion of respondents based on their perception of diseases and disorders associated with brain health. The majority of the respondents perceived that the following diseases/disorders are associated with brain health: addiction (81.6%), stroke (80.4%) and depression (86.7%). Most respondents perceived that Alzheimer’s disease and other forms of dementia (76.8%), bipolar disorder (75.3%), migraine (73.2%), anxiety (77.7%), schizophrenia (62.3%) and Parkinson’s disease (61.4%) are associated with brain health. Compared to the above-mentioned responses, a lower percentage of respondents perceived that cancer (36%), diabetes (19.5%), arthritis (19.5%) and hypertension (43.9%) are associated with the brain.
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Table 3 revealed that age was found to be significantly associated with perception on bipolar disorder (χ2 = 17.4; p = 0.001), schizophrenia (χ2 = 9.37; p = 0.025), Parkinson disease (χ2 = 12.65; p = 0.005), addiction (χ2 = 22.56; p < 0.001), stroke (χ2 = 14.85; p = 0.002), migraine (χ2 = 20.59; p < 0.001), anxiety (χ2 = 14.65; p = 0.002) and hypertension (χ2 = 10.92; p = 0.012).
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Compared with younger age groups, respondents aged over 60 years had significantly lower odds of viewing several conditions as brain-related: bipolar disorder (70% lower odds; OR = 0.30, 95% CI: 0.15–0.60), Parkinson’s disease (77% lower odds; OR = 0.23, 95% CI: 0.11–0.49), addiction (73% lower odds; OR = 0.27, 95% CI: 0.13–0.57), migraine (70% lower odds; OR = 0.30, 95% CI: 0.15–0.60) and anxiety (82% lower odds; OR = 0.18, 95% CI: 0.05–0.71) (Table 3). Respondents aged 41–60 years, however, had higher odds of rating hypertension as a disease associated with brain health. Educational level was significantly associated with the perception of schizophrenia (χ2 = 8.08, p = 0.044), Parkinson’s disease (χ2 = 10.31, p = 0.016), stroke (χ2 = 11.42, p = 0.010) and migraine (χ2 = 10.83, p = 0.013). Gender differences were also observed, with men having significantly lower odds than women of perceiving Alzheimer’s disease (OR = 0.50, 95% CI: 0.33–0.74), bipolar disorder (OR = 0.66, 95% CI: 0.44–0.99), schizophrenia (OR = 0.68, 95% CI: 0.46–0.98), migraine (OR = 0.64, 95% CI: 0.43–0.94), diabetes (OR = 0.59, 95% CI: 0.28–0.93) and arthritis (OR = 0.62, 95% CI: 0.39–0.97) as diseases associated with the brain (Table 3).

Discussion

This study provides unique insight into the public perception of brain health in Nigeria, serving as a baseline study for future research. In descending order, respondents rated the importance of factors influencing brain health as follows: physical health, social environment, diet, education, genetics, life goals, profession, physical environment, sleeping habits, family income and substance use. Surprisingly, quite a significant proportion of our respondents rated substance use as a weak factor influencing brain health. Men were less likely to view substance use as a factor that has an impact on brain health. We observed that all life periods, with more emphasis on childhood and young adulthood, were rated as important for taking care of the brain. The diseases and disorders highly rated as having an association with brain health include migraine, bipolar disorder, Alzheimer’s disease, anxiety, stroke, addiction and depression in an ascending order. Remarkably, a large percentage disagreed on the association of hypertension, diabetes and arthritis with brain health.

Substance use disorders are identified as important global contributors to disability and mortality.15 A sizable portion of our respondents did not perceive that substance use could impact brain health. This result indicated a contrast with studies conducted in Western countries, which reported a high ranking of substance use as an influencing factor for brain health.11,16 Substance use at high doses leads to consequences such as embarrassment, automobilist accidents, sexual abuse, child abuse, suicide attempts and fatalities, cardiovascular accidents, or overdose death.17 In developing countries such as Nigeria, the necessity of raising awareness and sensitisation on substance use, which has been demonstrated to hurt brain health,18 cannot be over-emphasised.

The majority of our respondents believed that sleep is an important factor for brain health. This finding corroborates with previous research that identified poor sleep quality impacts different domains including physical, psychological and cognitive health.19,20 Similar to the findings from Watson et al.’s21 study, our study showed a significant association between gender and perception of sleep.21 Specifically, men were less likely to perceive that sleep is associated with brain health. This may be because of societal norms that make men place more importance on work than on getting enough sleep. For instance, gender inequity in Nigeria consequently allows more men than women to participate in jobs such as jobs in the manufacturing sector.22 Combating gender inequity and creating targeted awareness could indirectly address this uninformed perception.

Our findings indicated that ethnicity significantly influenced the perception of our respondents on the link between diet and brain health. Disparities in diverse cultures and dietary preferences may influence the perception of different ethnic groups. Further analysis showed that older adults were less likely than younger ones to perceive diet as an influencing factor for brain health. Similarly, older adults of different ethnic groups in other parts of the world, including Hispanics, whites and African Americans, have previously expressed doubt on the relationship between brain health and diet.23 Our respondents rated physical health as the highest influencing factor of brain health. This high rating is consistent with a report from Budin-Ljøsne and colleagues,11 which implies that physical health seems to be held with high importance across diverse geographical contexts.

We observed that men were less likely to perceive the ‘before birth’ period as a phase that needs proper care for the brain. This could be linked to less male involvement and awareness of preconception and conception care practices in developing nations.24,25 Adverse effects, which include learning disabilities, developmental delays, cognitive impairments, and sensory deficiencies, could result from nutritional shortages that manifest during critical phases of brain development.26 Asymptomatic injuries that develop during the early stages of brain development appear to have long-lasting consequences for health in adulthood.27 Moreover, it is thought that the observed cognitive alterations interact with the divergence that occurs in the developmental pathway of some brain regions during childhood.28 To better prevent late-life morbidities, Lazar and colleagues proposed that intervention approaches that focus on modifiable risk and protective factors may be put into practice as early as childhood or young adulthood.29,30

Our findings highlight a significant association between the perception of different brain diseases/disorders and variables of age, gender and educational level. Despite the negative effect of migraine on brain performance and quality of life, study respondents (aged 41 years and older) were less likely to perceive that migraine is associated with brain health. Respondents’ perception may arise from the thought that migraine is just a minor inconvenience, and this could result in delayed treatment seeking. Multiple investigations have shown how vascular variables affect cognitive health in later life, particularly diabetes mellitus31 and hypertension.32 Iadecola et al.33 suggest that treating hypertension and other vascular risk factors early in life may both reduce the need for and increase the safety of antihypertensive medication. However, having an uninformed perception of the impact of hypertension on brain wellness may result in poor management of blood pressure, thereby increasing the risk of adverse outcomes for brain health. There is compelling evidence that brain disorders such as dementia, including Alzheimer’s, mixed-type dementia, and multi-infarct dementia, are more prevalent among individuals with type 2 diabetes.34 For a healthy brain, it is therefore imperative, to prioritise blood sugar, blood pressure, and cholesterol management, social and physical exercise, and moderation in alcohol consumption, weight control, and having enough sleep.35

Overall, numerous barriers could hinder effective communication about brain health in Nigeria. These may include language barriers and varying levels of health literacy among the population. To promote awareness and correct the wrong perceptions about brain health, a collaborative effort from governmental and non-governmental institutions is required. Nigeria can make substantial advances in enhancing public awareness of brain health by addressing educational, cultural, and socio-economic barriers and improving access to healthcare. Additionally, maximising the use of digital technologies in advancing public awareness of brain health could provide opportunities to promote the knowledge of potentially remediable risk factors of brain health.

This study presents some limitations that could be linked to the selected methodology. An online survey approach used for data collection may restrict the involvement of rural, non-literate and impoverished residents, who might have limited or no access to technology and the Internet. This also might have a skewed effect on our data, as most respondents were highly educated and from the Yoruba tribe. Additionally, response bias could be unavoidable as respondents may tend not to provide honest answers. Sampling issues because of the online research method applied limit the generalisability of this study. Future studies should focus on the inclusion of a more robust methodology aimed at achieving more reliable data. Despite these limitations, this study retains its validity as it directly captured first-hand information on perceptions of brain health in Nigeria. Its relevance lies in serving as a preliminary baseline for a more robust research.

Our study highlighted knowledge gaps on issues related to brain health. This suggests the need for formulation and implementation of health policies that prioritises brain health awareness from the community level to the national level. This could inform the design of interventional strategies, including educational campaigns that are tailored to different demographics such as age, gender and educational level groups. It is imperative that a multisectoral pathway involving the clinicians, public health professionals and community stakeholders engage in community sensitisation and awareness campaigns on risk factors, early signs and symptoms, preventive measures and management of brain diseases and disorders for early detection and better treatment. In addition, to promote a healthy brain throughout the life span, the inclusion of brain health-related knowledge in primary and secondary education curricula is suggested to keep the younger population well-informed on risk and protective factors for brain health. Allocation of funds for brain health research should be prioritised to facilitate the gathering of data on the nation’s current state of awareness and knowledge. Urgent implementation of these interventions is needed to change uninformed brain health-related perceptions of individuals and communities, improve knowledge, and ultimately improve brain health across the nation.

Conclusion

The study’s findings revealed a poor understanding among the study population regarding key contributors to brain disorders, such as substance use, hypertension and diabetes. This highlights the urgent need for action by the government, policymakers and relevant stakeholders. Given the critical impact of brain health on national development, prioritising health promotion programmes aimed at changing uninformed perceptions and behaviours towards fostering brain health is paramount. Future research should explore both positive and negative perceptions of specific brain diseases/disorders which may pinpoint attitudes towards discrimination and stigmatisation. This study additionally recommends extending brain health perception studies to other countries in Africa to identify gaps peculiar to each regional setting.
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FIGURE 3: Showing percentage of respondents’ responses on diseases/disorders associated with the brain.
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FIGURE 2: Specific life periods to look after one’s brain. The figure shows the
percentage of respondents rating each specific life period as ‘very important’ or
‘important’ (‘important’ bar) and ‘moderately important’ or ‘not important’
(‘not important’ bar).
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TABLE 2g: Distribution of perception of specific periods to look after one’s brain.

Variable Adolescence Young adulthood
No influence Strong influence P OR 95% Cl No influence Strong influence P OR 95% Cl

n % n % n % n %
Age (years)
18-25 2 i3 146 98.7 0.003 = = 5 143 96.6 0.036 = =
26-40 Bl 7 256 98.8 = 119 0.16-8.11 gl 2] 250 96.5 = 0.77 0.23-2.61
41-60 8 7.8 95 92.2 = 0.22 0.04-1.25 4 3.9 99 96.1 = 0.84 0.19-3.73
> 60 2 B 58 96.7 = 0.58 0.07-4.90 7 117 i 88.3 - 0.25 0.07-0.93
Gender
Female 10 29 340 97.1 0.671 - - 13 37 337 96.3 0.323 N -
Male 5 23 215 97.7 N 151 0.46-4.88 12 5.4 208 94.6 N 0.76 0.33-1.75
Highest educational level
Special training 2 333 4 66.7 <0.0011 = = 2 333 4 66.7 0.0047 = =
Secondary education 2.4 41 97.6 = 11.21 0.59-213.56 3 Tl 39 92.9 = 3.94 0.37-41.52
Vocational training 0 10 100.0 - - - 0 - 10 100.0 -
University/college education 12 28] 500 97.7 = 1BEE 1.87-98.05 20 3t 492 96.1 = 9.32 1.30-66.67
Ethnicity
Hausa 2 7.4 25 95.6 0.235 - = 2 7.4 25 926 0.730 - -
Igbo 3 33 87 96.7 - 2.38 0.35-16.35 4 4.4 86 95.6 - 167 0.28-10.07
Yoruba 10 2.2 443 97.8 - 3.13 0.59-16.50 19 4.2 434 95.8 - 1.63 0.34-7.76

Note: Bold values indicate statistically significant results (p < 0.05).

Cl, confidence intervals; OR, odds ratio.
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FIGURE 1: Factors influencing Brain Health. The figure shows the percentage of respondents that rank each factor ‘strong’ or ‘very strong’ (‘strong’ bar) and ‘moderate’
or ‘weak’ or ‘no influence’ (‘weak’ bar).
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TABLE 2f: Distribution of perception of specific periods to look after one’s brain.

Variable Before Birth Childhood
Not important Important P OR 95% Cl Not important Important P OR 95% Cl

n Yo n Y n Y% n Yo
Age category (years)
18-25 29 19.6 119 80.4 0.421 = = B] 2.0 145 98.0 0.423 = =
26-40 = = = = = 0.84 0.49-1.46 9 B85 250 96.5 = 0.38 0.09-1.65
41-60 = = = = = 1.30 0.62-2.75 6 5.8 97 94.2 = 0.24 0.05-1.11
> 60 = = = = = 0.67 0.31-1.44 3 5.0 57 95.0 o 0.28 0.05-1.62
Gender
Female 54 15.4 296 84.6 0.002 - = 13 37 337 96.3 0.962 o -
Male 57 25.9 163 74.1 . 0.54 0.35-0.83 8 3.6 212 96.4 = 1.01 0.40-2.23
Highest educational level
Special training 4 66.7 2 33 0.006" = = 1 16.7 5 833 0.184 = =
Secondary education 11 26.2 31 73.8 = 5.66 0.80-40.23 3 il 39 92.9 0.10 0.07-13.68
Vocational training 0 10 100.0 - - - 0 - 10 100.0 - - -
University/college education 96 18.8 416 81.2 = 9.04 1.48-55.28 17 37 495 96.7 = 3.81 0.38-37.86
Ethnicity
Hausa 5 185 22 81.5 0.409 - - 1 37 26 96.3 0.982 - -
lgho 13 14.4 77 85.6 - 127 0.40-4.03 3 33 87 96.7 - 118 0.02-12.15
Yoruba 93 20.5 360 79.5 N 0.81 0.29-2.24 17 3.7 436 96.3 - 0.89 0.11-7.11

Note: Bold values indicate statistically significant results (p < 0.05).
Cl. confidence intervals: OR odds ratio.
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TABLE 2h:

istribution of perception of specific periods to look after one’s brain.

Variable Middle age Old age
No influence Strong influence P OR 95% C1 No influence Strong influence P OR 95% Cl

n % n % n % n %
Age (years)
18-25 15 10.1 133 89.9 0.229 = = 22 149 126 85.1 0.615 = =
26-40 22 8.5 237 B = izl 0.62-2.62 45 17.4 214 82.6 = 0.85 0.47-1.52
41-60 16 33 87 84.5 = 0.63 0.28-1.41 22 214 81 78.6 = 0.64 0.32-1.28
> 60 8 133 52 86.7 = 0.81 0.31-2.11 il 183 49 817 . 0.80 0.35-1.84
Gender
Female 35 10.0 315 90.0 0.494 - - 55 15.7 295 84.3 0.147 - -
Male 26 11.8 194 88.2 - 0.84 0.49-1.46 45 204 175 79.6 - 0.72 0.46-1.12
Highest educational level
Special training EELE 4 66.7 0.348 = = 2 EELE 4 66.7 0.625 = =
Secondary training 4 i) 38 90.5 = 3.36 0.42-26.95 6 143 36 85.7 = 213 0.30-15.37
Vocational training 10.0 9 90.0 = = = 1 10.0 9 90.0 = V7S] 0.18-42.09
University/college education 54 10.5 458 89.5 = 2.88 0.49-16.92 91 17.8 421 822 = 1.80 0.31-10.38
Ethnicity
Hausa 5 18.5 22 81.5 - - - 6 222 21 77.8 0.594 - -
Igho 8 8.9 82 91.1 - 2.29 0.67-7.83 13 14.4 77 85.6 - 1.58 0.53-4.70
Yoruba 48 10.6 405 89.4 - 1.79 0.63-5.04 81 17.9 372 82.1 - 1.20 0.46-3.11

Cl, confidence intervals: OR, odds ratio.





OPS/JPHIA-17-1270-T2b.jpg
TABLE 2c: Distribution pattern of public perception on factors influencing brain health.

Variable Education Profession
No influence Strong influence P OR 95% CI No influence Strong influence P OR 95% CI

n % n % n Y n Y
Age (years)
18-25 19 12.8 129 87.2 0.095 1.00 = 20 135 128 86.5 0.189 = =
26-40 23 8.9 236 91.1 = 134 0.670-2.662 38 147 221 85.3 = 0.81 0.431-1.506
41-60 11 10.7 92 89.3 = il 0.480-2.563 21 204 82 79.6 = 0.56 0.273-1.150
> 60 12 20.0 48 80.0 = 0.51 0.220-1.188 14 2353 46 76.7 N 0.46 0.206-1.021
Gender
Female 40 1.4 310 88.6 0.981 - - 55 157 295 84.3 0.624 - -
Male 25 11.4 195 88.8 = 1.03 0.596-1.764 38 173 182 82.7 - 0.88 0.556-1.397
Highest educational level
Special training 0 = 6 100.0 0.245 = = il 16.7 5 833 0.502 = =
Secondary education 8 19.0 34 81.0 = 0.00 0 9 214 33 786 = 0.44 0.043-4.560
Vocational training 2 20.0 8 80.0 = 0.00 0 B 30.0 7 70.0 = 0.40 0.026-6.037
University/college education 55 10.7 437 89.3 - 0.00 0 80 15.6 432 84.4 - 0.75 0.083-6.707
Ethnicity
Hausa 5 185 22 815 0.266 - - 6 22.2 21 77.8 0.616 - B
Igbo 13 14.4 77 85.6 - 138 0.434-4.388 16 17.8 74 822 - 126 0.432-3.659
Yoruba 47 10.4 406 89.6 - 1.90 0.671-5.403 - . 382 84.3 - 1.36 0.524-3.553

Cl, confidence intervals; OR, odds ratio.
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TABLE 2|

istribution pattern of public perception on factors influencing brain health.

Variable Physical environment Social environment
No influence Strong influence 14 OR 95% Cl No influence Strong influence P OR 95% Cl

n % n % n % n %
Age (years)
18-25 28 18.9 120 81.1 0.659 1.00 = 14 ks 134 90.5 0.670 1.00 =
26-40 41 15.8 218 84.2 = 1.32 0.757-2.312 16 6.2 243 93.8 = 152 0.680-3.389
41-60 20 19.4 83 80.6 = 1.05 0.529-2.071 8 7.8 95 92.2 = 138 0.507-3.767
> 60 13 217 47 78.3 = 0.98 0.451-2.143 4 6.7 56 93.3 = 175 0.507-6.042
Gender
Female 58 16.6 292 83.4 0.299 - - 23 6.6 327 93.4 0.358 - -
Male 44 20.0 176 80.0 - 0.83 0.532-1.289 19 8.6 201 91.4 - 0.82 0.428-1.561
Highest educational level
Special training 3 50.0 3 50.0 0.171 = = 2 333 4 66.7 0.503 = =
Secondary education 6 143 36 85.7 = 5.16 0.788-33.800 5 119 37 88.1 5.41 0.651-44.891
Vocational training 1 10.0 9 90.0 - - - 1 10.0 9 90.0 - - -
University/college education 92 18.0 420 82.0 = 4.07 0.771-21.536 34 6.6 478 93.4 = 7.56 1.200-47.684
Ethnicity
Hausa 8 29.6 19 70.4 0.196 - - 4 14.8 23 85.2 0.301 - -
lgho 13 14.4 77 85.6 - 2.46 0.882-6.843 7 7.8 83 92.2 B 2.23 0.586-8.438
Yoruba 81 17.9 373 82.1 - 1.88 0.784-4.513 31 6.8 422 93.4 - 2.57 0.813-8.114

Cl, confidence intervals: OR, odds ratio.
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TABLE 2e: Distribution pattern of public perception on factors influencing brain health.
Variable Substance use Sleeping habit
No influence Strong influence 14 OR 95% Cl No influence Strong influence 14 OR 95% Cl

n % n % n % n %
Age (vears)
18-25 51 345 97 65.5 0.19 = = 33 223 ik 777 0.189 = =
26-40 87 33.6 172 66.4 = 1.06 0.673-1.665 41 15.8 218 84.2 = 1.56 0.910-2.687
41-60 28 27.2 75 72.8 = = 0.855-2.809 25 243 78 o) = 0.91 0.481-1.719
> 60 13 21.7 47 78.3 - 1.92 0.926-3.971 10 16.7 50 833 B 158 0.695-3.570
Gender
Female 96 27.4 254 72.6 0.010 - N 56 16.0 294 84.0 0.017 - -
Male 83 37.7 137 62.3 N 0.63 0.435-0.904 53 24.1 167 75.9 N 0.61 0.394-0.927
Highest education level
Special training 2 333 4 66.7 0.067 = = 2 3383 4 66.7 0.806 = =
Secondary education 12 28.6 30 71.4 = 181 0.273-11.952 9 214 33 78.6 = 1.89 0.272-13.165
Vocational training 7 70.0 Bl 30.0 = 0.21 0.019-.282 2 20.0 8 80.0 = 2.92 0.188-45.562
University/college education 158 309 354 69.1 = 136 0.236-7.788 96 18.7 416 813 = 1.66 0.283-9.712
Ethnicity
Hausa 7 25.9 20 74.1 0.676 - - 7 25.9 20 74.1 0.654 - -
lgho 26 289 64 711 - 0.86 0.320-2.319 17 18.9 73 81.1 - 143 0.512-3.992
Yoruba 146 32.2 307 67.8 - 0.78 0.318-1.927 85 18.8 368 81.2 - 1.43 0.575-3.574

Note: Bold values indicate statistically significant results (p <0.05).

Cl. confidence intervals: OR, odds ratio.
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TABLE 2

istribution pattern of public perception on factors influencing brain health.

Variable Family income Genetics and family medical history
No influence Strong influence 14 OR 95% CI No influence Strong influence P OR 95% CI

n % n % n % n %
Age (years)
18-25 39 26.3 109 73.7 0.748 = = il ik 131 88.5 0.507 = =
26-40 61 235 198 76.5 = i1%12) 0.683-1.834 30 11.6 229 88.4 = 0.93 0.475-1.831
41-60 27 26.2 76 73.8 = 0.89 0.487-1.634 gl 8.7 94 913 = 114 0.471-2.776
> 60 12 20.0 48 80.0 = L35 0.631-2.880 10 16.7 50 833 = 0.59 0.241-1.421
Gender
Female 75 214 275 78.6 0.038 - - 37 10.6 313 89.4 0.343 - -
Male 64 29.1 156 70.9 - 0.67 0.450-0.984 29 13.2 191 86.8 - 0.76 0.451-1.288
Highest educational level
Special training 1 16.7 5 83.3 0.930 = = 0 = 6 100.0 0.6137 = =
Secondary education il 26.2 31 73.8 = 0.47 0.047-4.724 6 143 36 85.7 = 0.00 0
Vocational training 8 30.0 7 70.0 = 122 0.059-25.167 2 20.0 8 80.0 = 0.74 0
University/college education 124 24.2 388 75.8 = 0.55 0.061-4.860 58 113 454 88.7 = 0.00 0
Ethnicity
Hausa 9 333 18 66.7 0.428 - - 3 111 24 88.9 0.871 - -
lgho 19 211 71 78.9 - 181 0.696-4.715 9 10.0 81 90.0 - 101 0.249-4.081
Yoruba 111 24.5 342 75.5 - 1.49 0.644-3.466 54 119 399 88.1 - 0.80 0.229-2.815

Cl, confidence intervals: OR, odds ratio.
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TABLE 3a: Distribution pattern of public perception on diseases and disorders associated with the brain.
Variable AD and other forms of dementia Schizophrenia
No Yes r OR 95% Cl No Yes r OR 95% Cl
n Yo n Yo n Yo n Yo

Age category (years)

18-25 36 243 112 72k 0.100 = = 57 38.5 91 61.5 0.025 = =
26-40 52 20.1 207 79.9 = 134 0.80-2.24 91 35.1 168 64.9 = fI*25) 0.78-1.96
41-60 23 2283 80 T = 122 0.64-2.34 34 33.0 69 67.0 = 1.56 0.87-2.78
> 60 21 35.0 39 65.0 = 0.58 0.29-1.16 33 55.0 27 45.0 8 0.52 0.28-0.10
Gender

Female 64 18.3 286 817 0.001 - - 119 34.0 231 66.0 0.021 - -
Male 68 30.9 152 69.1 - 0.50 0.33-0.74 96 43.6 124 56.4 - 0.68 -
Highest educational level

Special training 3 50.0 8] 50.0 0.058 = = 4 66.7 2 BB 0.044 = =
Secondary education 7 16.7 85 833 = 4.06 0.60-27.46 12 28.6 30 71.4 = 5.18 0.75-35.63
Vocational training 5 50.0 5] 50.0 = 0.51 0.05-4.96 7 70.0 3 30.0 = 0.24 0.02-3.80
University/college education 117 22.8 395 77.2 = 2.50 0.45-13.80 192 375 320 62.5 = 3523 0.54-19.40
Ethnicity

Hausa 7 25.9 20 74.1 0.885 - - 15 55.6 12 44.4 0.141 - -

lgho 22 24.4 68 75.6 - 1.03 0.37-2.86 32 35.6 58 64.4 - 2.40 0.97-5.95
Yoruba 103 22.7 350 77.3 - 1.16 0.46-2.92 168 37.1 285 62.9 - 2.28 1.00-5.16

Note: Bold values indicate statistically significant results (p < 0.05).
AD, alzheimer’s disease: Cl. confidence intervals: OR, odds ratio.
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TABLE 2a: Distribution pattern of public perception on factors influencing brain health.

Variable Physical health Diet
No influence Strong influence P OR 95% Cl No influence Strong influence 14 OR 95% CI

n % n % n % n %
Age (years)
18-25 6 4.1. 142 95.9 0.566 1.00 = 15 101 2R 89.9 0.566 = =
26-40 9 i3 250 96.5 = 1.42 0.471-4.264 23 8.9 236 91.1 = 1.40 0.675-2.894
41-60 7 6.8 96 93.2 = 0.67 0.204-2.215 1 10.7 92 89.3 = 134 0.542-2.678
> 60 8 5.0 57 95.0 = 1.07 0.239-4.774 e 15.0 51 85.0 = 0.94 0.357-2.478
Gender
Male 12 3.4 338 96.6 0.159 0.56 0.245-1.256 28 8.0 322 92.0 0.030 0.60 0.341-1.051
Female 13 5.9 207 94.1 - - - 30 136 190 86.4 - B -
Highest educational level
Special training 0 6 100.0 0.742 = = 2 535 4 66.7 0.170 = =
Secondary education i 2.4 41 97.6 = 0.00 = Bl il 89 92.7 = 8.66 0.916-81.871
Vocational training 0 = 10 100.0 = 0.83 = 2 20.0 8 80.0 = 2.42 0.151-38.763
University/college education 24 4.69 488 95.3 = 0.00 = Sl 10.0 461 90.0 = 4.32 0.692-27.016
Ethnicity
Hausa 3 111 24 88.9 0.203 - - 9 333 18 66.7 <0.001 - -
lgho 3 33 87 96.7 - 2.98 0.545-16.310 8 8.9 82 911 - 4.93 1.635-14.870
Yoruba 19 4.2 434 95.8 - 2.30 0.602-8.803 41 9.1 412 91.9 - 4.95 2.016-12.139
WOE
No = = = = = = = = = = = = = =
Yes = = = = = 0.44 0.191-0.993 = = = = = 0.67 0.377-1.183

Note: Bold values indicate statistically significant results (p < 0.05).

WOE, work or educational experience:

1, confidence intervals; OR, odds ratio.
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TABLE 1: Socio-demographic characteristics of respondents.

Variable Frequency %
Age (years)
18-25 148 26.0
26-40 259 454
41-60 103 18.1
>60 60 105
Gender
Male 220 386
Female 350 614
ighest education attained qualification
Special education 6 il
Secondary education 42 74
Vocational training 10 18
University/College degree 512 89.8
Marital status
Single 411 72.1
Married 150 263
Separated/divorced 1 02
Widowed 8 14
Ethnicity
Yoruba 452 793
Igbo 2 16.1
Hausa 26 46
Previous experience of participating in brain research
No 520 912
Yes 50 8.8
Educational or work experience in healthcare
No 502 88.1
Yes 68 119
Experience of long-standing illness, disability, or health problem
No 485 85.1
Yes 85 14.9
Experience of looking after a family member with brain disease
No 502 88.1
Yes 68 119
Self-reported cognitive health (ability to think, remember and learn)
Very poor 2 04
Below average 4 07
Average 48 84
Above average 201 353
Excellent 315 553
Self-reported mental health (ability to be mentally and emotionally balanced)
Very poor 3 05
Below average 12 21
Average 73 128
Above average 203 356
Excellent 279 48.9
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TABLE 3g: Distribution pattern of public perception on diseases and disorders associated with the brain.

Variable Hypertension
No Yes P OR 95% Cl

n % n %
Age category (years)
18-25 97 65.5 51 345 0.012 - -
26-40 143 5B 116 44.8 = 1.44 0.92-2.23
41-60 46 44.7 57 SEE = 2.06 1.20-3.54
>60 34 56.7 26 433 = 129 0.69-2.44
Gender
Female 188 53.7 162 46.3 0.141 - N
Male 132 60.0 88 40.0 - 0.79 0.56-1.12
Highest educational level
Special training 2 333 4 66.7 0.228 - -
Secondary education 29 69.1 13 309 - 0.34 0.05-2.22
Vocational training 6 60.0 4 40.0 - 0.63 0.06-6.32
University/college education 283 BT 229 44.7 = 0.46 0.08-2.64
Ethnicity
Hausa 14 51.8 13 48.2 0.831 - -
Igho 49 54.4 41 45.6 - 0.91 0.38-2.19
Yoruba 257 56.7 196 43.3 - 0.86 0.39-1.90

Note: Bold values indicate statistically significant results (p < 0.05).
Cl, confidence intervals; OR, odds ratio.
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TABLE 3d: Distribution pattern of public perception on diseases and disorders associated with the brain.

Variable Depression Migraine
No Yes r OR 95% Cl No Yes r OR 95% Cl

n % n % n % n %
Age category (years)
18-25 21 14.2 127 85.8 0.080 = = 32 21.6 116 78.4 <0.001 = =
26-40 28 10.8 231 89.2 = 1.51 0.81-2.83 57 220 202 78.0 = 0.93 WEE-LE7
41-60 13 12.6 90 87.4 = 1.28 0.89-2.80 36 35.0 67 65.0 = 0.54 0.29-0.99
> 60 14 233 46 76.7 = 0.59 0.27-1.30 28 46.7 32 SELE B 0.30 0.15-0.60
Gender
Female 44 126 306 87.4 0.500 - - 82 234 268 76.6 0.020 - -
Male 32 145 188 85.5 - 0.85 0.52-1.40 71 323 149 67.7 - 0.64 0.43-0.94
Highest educational level
Special training 2 3353 4 66.7 0.277 = = 5 833 i 16.7 0.013 = =
Secondary education 8] 7.1 89 92.9 = 5.78 0.66-50.47 11 16.2 31 73.8 = 6.99 0.69-71.06
Vocational training 2 20.0 8 80.0 = 2.28 0.14-35.686 4 40.0 6 60.0 = i) 0.18-35.10
University/college education 69 1243 443 86.5 = 2.49 0.41-14.10 12E 26.0 379 74.0 = 8.25 0.92-74.30
Ethnicity
Hausa 3 111 24 88.9 0.941 - o 11 40.7 16 59.3 0.246 - -
lgho 12 133 78 86.7 - 0.80 0.20-3.13 24 26.7 66 733 - 1.80 0.71-4.57
Yoruba 61 13.5 392 86.5 N 0.78 0.22-2.75 118 26.0 335 74.0 - 1.73 0.76-3.96

Note: Bold values indicate statistically significant results (p <0.05).

Cl. confidence intervals: OR, odds ratio.
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TABLE 3c: Distribution pattern of public perception on diseases and disorders associated with the brain.
Variable Addiction Stroke

No Yes r OR 95% Cl No Yes r OR 95% Cl

n % n % n % n %

Age category (years)

18-25 19 12.8 129 87.2 <0.001 = = 21 14.2 127 85.8 0.002 = =
26-40 42 16.2 217 83.8 = 1.34 0.670-2.662 46 17.8 213 82.2 = 0.73 0.41-1.32
41-60 20 19.4 83 806 = 111 0.480-2.563 23 2283] 80 777 = 0.58 0.29-1.19
> 60 24 40.0 36 60.0 = 0.51 0.220-1.188 22 36.7 38 63.3 & 0.27 0.13-0.57
Gender

Female 58 16.6 292 83.4 0.151 = = 61 17.4 289 82.6 0.092 = =
Male 47 214 173 786 = 1.03 0.596-1.764 Sl 232 169 76.8 = 0.69 0.45-1.06
Highest educational level

Special training 3 50.0 3 50.0 0.128 - - 4 66.7 2 333 0.010 - -
Secondary education 5 119 37 88.1 - 0.00 0 16.7 35 833 = 5.16 0.72-37.24
Vocational training 1 10.0 9 90.0 B 0.00 0 40.0 6 60.0 - 3.36 0.31-36.83
University/college education 96 18.7 416 81.3 - 0.00 0 97 18.9 415 81.1 - 5.40 0.91-32.04
Ethnicity

Hausa 5 185 22 81.5 0.594 = = 5 185 22 81.5 0.986 = =

lgho 20 2% 70 77.8 = 1.38 0.434-4.388 18 20.0 72 80.0 = 0.81 0.26-2.52

Yoruba 80 17.7 373 82.3 = 1.90 0.671-5.403 89 19.6 364 80.4 = 0.78 0.28-2.19

Note: Bold values indicate statistically significant results (p <0.05).
Cl. confidence intervals: OR, odds ratio.
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TABLE 3f: Distribution pattern of public perception on diseases and disoraers associated with the brain.

Variable Diabetes Arthritis
No Yes P OR 95% Cl No Yes P OR 95% Cl

n % n % n % n %
Age category (years)
18-25 122 82.4 26 17.6 0.125 = = 126 85.1 22 14.9 0.401 = =
26-40 213 82.2 46 17.8 = 1.04 0.59-1.85 205 79.1 54 209 = 1.65 0.92-2.99
41-60 74 71.8 29 28.2 = 1.72 0.90-3.32 82 79.6 21 204 = 134 0.65-2.74
> 60 47 783 13 2057 - %2} 0.55-2.67 46 76.7 14 233 - 175 0.79-3.87
Gender
Female 270 77.1 80 229 0.031 - = 273 78.0 77 220 0.055 - .
Male 186 84.5 34 15.5 B 0.59 0.28-0.93 186 84.5 34 15.5 - 0.62 0.39-0.97
Highest educational level
Special training 3 50.0 3 50.0 0.273 = = 4 66.7 2 333 0.549
Secondary education 32 76.2 10 23.8 = 0.35 0.05-2.23 32 76.2 10 23.8 = 0.65 0.10-4.46
Vocational training 8 80.0 2 20.0 = 0.35 0.03-3.70 7 70.0 B3] 30.0 = gz 0.15-14.95
University/college education 413 80.7 99 19.3 = 0.25 0.05-1.37 416 81.2 96 18.8 = 0.38 0.07-2.23
Ethnicity
Hausa 21 77.8 6 222 0.674 - - 20 74.1 7 25.9 0.685 - N
lgho 75 833 15 16.7 - 0.66 0.22-1.96 73 81.1 17 18.9 = 0.63 0.23-1.74
Yoruba 360 79.5 93 20.5 - 0.94 0.36-2.46 366 80.8 87 19.2 - 0.66 0.27-1.65

Note: Bold values indicate statistically significant results (p <0.05).

Cl. confidence intervals: OR, odds ratio.
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TABLE 3e: Distribution pattern of public perception on diseases and disorders associated with the brain.

Variable Anxiety Cancer
No Yes r OR 95% Cl No Yes r OR 95% Cl

n Yo n Yo n Yo n Yo
Age category (years)
18-25 29 19.6 119 80.4 0.002 = = 89 60.1 59 500 0.107 = =
26-40 46 17.8 213 82.2 = 1.05 0.61-1.81 165 63.7 94 36.3 = 0.91 0.59-1.41
41-60 29 28.2 74 71.8 = 0.58 0.31-1.09 76 73.8 27 26.2 = 0.57 0.32-1.02
> 60 23 383 37 61.7 = 0.35 0.18-0.71 35 58.3 25 417 - . =
Gender
Female 77 220 273 78.0 0.839 - - 229 65.4 121 34.6 0.382 - -
Male 50 22.7 170 773 = 0.94 0.62-1.43 136 61.8 84 38.2 - 113 0.79-1.61
Highest educational level
Special training 4 66.7 2 334 0.071 = = 4 6.7 2 333 0.610 = =
Secondary education 10 23.8 32 76.2 = 3.36 0.50-22.722 23 54.8 19 45.2 = 124 0.19-8.16
Vocational training 2 20.0 8 80.0 = 9.05 0.59-139.87 7 70.0 3 30.0 = 0.90 0.08-9.10
University/college education 111 21.7 401 783 = 4.30 0.74-24.73 331 64.6 181 35.4 = 0.94 0.16-5.51
Ethnicity
Hausa 4 14.8 23 85.2 0.625 - - 17 63.0 10 37.0 0.722 - -
Igho 21 233 69 76.7 - 0.55 0.17-1.83 61 67.8 29 322 - 0.81 0.33-2.02
Yoruba 102 22.5 351 77.5 - 0.53 0.18-1.62 287 63.4 166 36.6 - 0.98 0.43-2.2

Cl. confidence intervals: OR, odds ratio.
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TABLE 3b: Distribution pattern of public perception on diseases and disorders associated with the brain.

Variable Bipolar disease Parkinson’s disease
No Yes P OR 95% Cl No Yes P OR 95% Cl

n % n % n % n %
Age category (years)
18-25 34 23.0 114 77.0 0.001 = = 57 38.5 91 61.5 0.005 = =
26-40 56 21.6 203 78.4 = 1.10 0.65-1.83 85 32.8 174 67.2 = 0.79 0.43-1.45
41-60 23 223 80 77.7 = 1.10 OS2 44 42.7 59 743 = 0.64 0.31-1.33
> 60 28 46.7 32 535 = 0.30 0.15-0.60 34 56.7 26 433 = 0.23 0.11-0.49
Gender
Female 76 217 274 783 0.035 - = 124 35.4 226 64.6 0.050 - .
Male 65 30.0 155 70.0 B 0.66 0.44-0.99 96 43.6 124 56.4 - 0.71 0.45-1.10
Highest educational level
Special training 3 5.0 3 50.0 0.100 = = 5 833 i 16.7 0.016 = =
Secondary education 8 19.1 34 80.9 = 291 0.43-19.87 13 30.9 29 69.1 = 3.90 0.54-28.11
Vocational training 5 50.0 5 50.0 = 0.46 0.05-4.72 7 70.0 B3] 30.0 = 3.62 0.24-53.91
University/college education 125 24.4 387 75.6 = 234 0.41-13.34 195 38.1 3 30.0 = 271 0.48-15.02
Ethnicity
Hausa 9 333 18 66.7 0.502 - - 11 40.7 16 59.3 0.832 - N
lgho 20 222 70 77.8 - 1.76 0.65-4.74 37 41.1 53 58.9 = 0.67 0.22-2.07
Yoruba 112 24.7 341 75.3 - 1.48 0.62-3.57 172 38.0 281 62.0 - 0.85 0.30-2.41

Note: Bold values indicate statistically significant results (p < 0.05).
Cl. confidence intervals: OR, odds ratio.





