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Abstract: 
Background: Half  of  older Africans drop out of  treatment after a single contact with biomedical mental health services.
Objective: This study examined the effect of  introducing a mobile phone reminder intervention delivered by volunteering 
health staff  to reduce dropout from an outpatient mental health service for older people in Nigeria.
Methods: 405 patients were studied using a quasi-experimental design: 169 who attended clinic pre-intervention (2016-2017) 
and 236 who attended during intervention (2018-2019). We estimated annual dropout rates, reasons for dropout and predictors 
of  drop-out.
Results: We found a trend for decreasing dropout rates during intervention (p<0.001). The most common reasons for dropout 
were distance to the clinic (19.5%) and unavailability of  a caregiver (47.6%). Current single status (O.R =2.02, 95% C. I=1.02-
3.99) and treatment without adjunctive pharmacotherapy (O. R=2.14, 95% CI; 1.07-4.26) predicted dropout.
Conclusion: Mobile phone call reminders improved treatment engagement in this population. Findings are important for policy 
to improve access to mental healthcare in Africa.
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Introduction
Continuity of  care is pivotal to the provision of  effec-
tive mental health care for older people. However, due to 
age-related disabilities and reliance on caregivers to facili-
tate clinic attendance, rates of  dropouts have been noted 
to be especially high among older service users.1 Other 
factors contributing to high rates of  dropout among old-
er Africans include cultural understanding about mental 
illness2, doubts about the efficacy of  biomedical treat-
ments,3 and stigmatisation of  people with mental illness 
by biomedical health staff  who may have limited mental 
health training.4,5 Dropout may reduce the effectiveness 
of  treatment interventions and potentially result in worse 
outcome of  mental health conditions in old age. 

There has been a massive recent rise in access to mo-
bile technologies globally. In 2018, there were 465 mil-
lion unique mobile phone subscribers across sub-Saha-
ran Africa6 and 184 million subscribers in Nigeria as at 
December 2019.7 Currently, approximately 80% of  the 
Nigerian population own mobile phones.8 The likelihood 
is that mobile phone use will continue to rapidly increase 
because of  reduction in phone tariffs, extension of  cable 
grids, fall in costs of  satellite network new solar-powered 
mobile masts, cheaper wi-fi equipment and price compe-
tition. Therefore, mobile technology is likely to be avail-
able to increasing numbers of  health- care workers and 
service users.
 
Digital technology-based interventions, such as mobile 
telephone reminders, have been found valuable in sup-
porting the work of  health staff  and in ensuring treat-
ment engagement.9,10. Several systematic reviews and me-
ta-analyses, conducted in Africa, have shown that mobile 
phone reminder improves clinic attendance rates. 11–13 

Globally, telephone reminder interventions have been de-
scribed in mental health services focused on children and 
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adolescents14,15 as well as in addiction services.16 While a 
few studies have also examined the effectiveness of  tele-
phone intervention to reduce dropout from treatment 
among older populations receiving specialist outpatient 
care17, such exploration is yet to be conducted in Nigeria 
where a previous study found that approximately half  of  
those who attended clinics dropped out of  treatment af-
ter a single contact with such services.1

Access to specialist mental health services is limited in 
Nigeria, and as such, there is a pressing need to improve 
treatment engagement among the relatively few older 
people who are able to access evidence-based biomedical 
services. For this reason, mobile phone call reminder ser-
vices were recently introduced into the outpatient mental 
health service for older people at the University College 
Hospital (UCH) Ibadan Nigeria as an intervention to im-
prove engagement with the service. The outpatient men-
tal health service for older people at the UCH Ibadan is 
located within a large healthcare facility for those who 
are 60 years or over (Geriatric centre). The UCH Geriat-
ric centre is a multidisciplinary one-stop-shop model that 
comprises both primary and specialist care services. 

This study aims to examine the impact of  mobile phone 
call reminders on clinic attendance in the first two years 
of  its introduction. Specifically, we sought to determine 
whether mobile phone call reminders reduced dropout 
rates as a primary outcome of  intervention. Our objec-
tive is based on the hypothesis that mobile phone calls 
are external cues that support clinic attendance.  This 
theory is grounded in the behavioural learning model18. 
Information from this study could inform policy that 
promotes the use of  reminder telephone services as part 
of  routine practice to improve treatment engagement in 
vulnerable populations across Nigeria and applicable in 
other low- and middle-income countries (LMICs).

Methods
This was a quasi-experimental pre/post analysis of  two 
non-overlapping participants’ cohorts. One selected from 
among persons who received care prior to the introduc-
tion of  an intervention and the other from those who 
presented following the introduction of  the intervention.

Participants
Participants were newly registered attendees at the out-
patient mental health clinic of  the UCH Geriatric Centre 

between January 2016 and December 2019. They all had 
mental health conditions that required a second consulta-
tion (follow-up appointment) after the initial consultation 
for assessment and diagnosis. All eligible clinic attendees 
agreed to participate and provided either verbal (for the 
pre-intervention group) or written consent (for the in-
tervention group) to participate in the study. For partic-
ipants who could not give valid consent mostly due to 
severe dementia, consent was taken from their spouses or 
adult children.

Pre-intervention group: Comprised persons who were 
newly registered and attended clinic between January 
2016 and December 2017. To recruit participants for the 
pre-intervention group, we audited the case records of  
new enrolees at the outpatient mental health service of  
the UCH Geriatric centre for the relevant years. We in-
cluded records of  those who had volunteered details of  
their telephone contact in their case records. From the 
records, we identified persons in the pre-intervention 
group who dropped out of  treatment before they were 
validly discharged. Such persons were next contacted 
by telephone to provide consent, as well as information 
about the reasons for dropping out of  treatment. 
Intervention group: Comprised persons who were new-
ly registered and attended clinic between January 2018 
and December 2019. They had to have access to a tele-
phone line and provide written consent to be included in 
the study.

Description of  intervention
The mobile phone intervention examined in the present 
study comprised non-automated phone call reminders of  
an upcoming appointment and follow-up calls for partic-
ipants who missed an appointment. The primary contact 
for the calls was determined during enrolment into the 
study. Apart from the telephone contact of  the patient 
or primary caregiver, we obtained an additional mobile 
phone number of  a close relative who was familiar with 
the patient’s care as a backup mobile phone contact. Par-
ticipants in the intervention group received both the re-
minder and follow-up calls from volunteering health staff  
who were either nurses or clinical psychologist. For fol-
low up calls, participants were contacted within 48hours 
of  their scheduled appointment by volunteering health 
staff. As in previous studies19,20, reminder calls were made 
closer (usually 24 hours) to participants’ appointment. 
This was as we were making only one reminder call per 
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clinic appointment.  In situations where it would be diffi-
cult to take up the appointment, participants were given 
the chance to reschedule the appointment Only patients 
enrolled between January 2018 and December 2019 were 
followed up with reminder telephone calls in addition to 
the routine outpatient services rendered at the clinic.

Outcome
The primary outcome of  the present study was reduction 
in dropout rates.
We did not explore other secondary outcomes due to the 
study design, however we investigated other measures 
such as predictors of  drop out and reasons for dropout.  
In line with a previous study in Nigeria, we defined drop-
out from treatment in patients who missed a scheduled 
appointment and who did not re-establish follow-up visit 
for at least 6 weeks after the appointment date21. Those 
who did not formally dropout were considered as regular. 
Patient’s clinic attendance was determined from informa-
tion in the case records as either dropout or regular.  This 
was achieved through a purpose designed semi-struc-
tured questionnaire which, in addition, elicited socio-de-
mographic information, clinical characteristics, as well as 
frequency and duration of  scheduled appointments. The 
questionnaire also contained a section that could be ad-
ministered to participants over the telephone.

Statistical analysis
Descriptive statistics were used to summarize the char-

acteristics of  the participants. We estimated the dropout 
rate for each year and summarised the reasons given for 
dropout rate in the pre-intervention and intervention 
groups. The sociodemographic and clinical character-
istics of  the pre-intervention group were compared to 
those of  the intervention group using chi squared test. 
Characteristics of  dropout participants were also com-
pared using the same methodology. To determine factors 
associated with dropout, we performed a logistic regres-
sion analysis. We first conducted an unadjusted analysis 
and we adjusted for factors that were significant at 5% 
alpha in the bivariate analysis. All statistical analyses were 
performed using the SPSS version 23 for Windows and 
level of  significance was set at p<0.05.

Ethical consideration
Ethical approval for the study was obtained from the 
University of  Ibadan/University College Hospital Insti-
tutional Health Research Committee and informed con-
sent was obtained from the participants.

Results
Participants and their baseline characteristics
A total of  405 patients were studied: 169 participants were 
in the pre-intervention group and 236 in the intervention 
group (Figure1). Table1 shows the baseline characteris-
tics of  the participants. There was a significant difference 
in the proportion who dropped out in the two groups: 
66.9% in the pre-intervention group compared to 34.7% 
in the intervention group (p<0.001).
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 Figure 1: Consort Flow
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Table 1: Characteristics of participants, pre-intervention and intervention groups N=405 
Demography Pre-intervention 

n (%) 
Intervention 

n (%) 
P-value 

Age       
60-70 56(33.1) 95(40.3) 0.115 
70-79 72(42.6) 102(43.2)   
≥80 41(24.3) 39(16.5)   
Gender 
Male 
Female 

  
78(46.2) 
91(53.8) 

  
93(39.4) 
143(60.0) 

  
0.175 
  

Educational status       
Illiterate 29(17.2) 47(19.9) 0.539 
Educated 140(82.8) 189(80.1)   
Marital Status       
Married 
Unmarried 

99(58.6) 
70(41.4) 

111(47.0) 
125(53.0) 

0.153 

Living arrangement       
Living alone 22(13.0) 11(4.7) 0.002 
Living with others 147(87.0) 225(95.3)   
Clinical Diagnosis       
Dementia 63(37.3) 80(33.9)  0.100 
Other cognitive disorders 32 (18.9) 36 (15.3)   
Mood/ Anxiety disorders 43 (25.5) 70 (29.6)   
Schizophrenia 23(13.6) 44(18.6)   
Unspecified psychiatry 
diagnosis 

8(4.7) 6(2.5)   

Clinical Attendance       
Regular 46(27.2) 144(61.1) <0.001 
Dropout 113(66.9) 82(34.7)   
Discharged 10(5.9) 10(4.2)   
Type of treatment       
Psychotherapy and 
Pharmacotherapy 
Psychotherapy alone 

180 (86.1) 
  
29 (13.9) 

173 (93.0) 
  
13(7.0)           

0.027 

a Widowed or divorce 
 

Dropout rate and characteristics of  dropout patients
We obtained the dropout rate for each year after excluding 
those who were discharged from treatment. (See figure 2) 

The two-year average dropout rates for the pre-interven-
tion and intervention groups were 71.1% and 36.3%, re-
spectively. Table 2 and supplementary Table 1 shows the 
characteristics of  dropout patients in the study.
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Figure 2: Dropout rate for each year.

Table 2: Characteristics of dropout patients before and during intervention 
         Demography Total 

N=206 
Dropout     
Preintervention  
  (n=113) 

Intervention 
(n = 93) 

X2 P-value 

Age 
<70 
70 -90 
≥80 

  
71 (34.5) 
87 (42.2) 
48 (23.3) 

  
36 (31.9) 
50(44.2) 
27(23.9) 

  
35 (37.6) 
37 (39.8) 
21 (22.6) 

  
0.772 

  
0.680 

Gender 
Male 
Female 

  
88 (42.7) 
118 (57.3) 

  
51 (45.1) 
62 (54.9) 

  
37 (39.8) 
56 (60.2) 

  
0.596 

  
0.440 

Educational status 
Illiterate 
Educated 

  
41 (19.9) 
165 (80.1) 

  
18 (15.9) 
95 (84.1) 

  
23 (24.7) 
70 (75.3) 

  
2.479 

  
0.115 

Marital status 
Married 
Not marrieda 

  
 96 (46.6) 
 110 (53.4) 

  
60 (53.1) 
53 (46.9) 

  
36 (38.7) 
57 (61.3) 

  
4.244 

  
0.039 

Living arrangement 
Living alone 
Living with others 

  
 19 (9.2) 
 187 (90.8) 

  
16 (14.2) 
97 (85.8) 

  
3 (3.2) 
90 (96.8) 

  
7.284 

  
0.007 

Clinical diagnosis 
Dementia 
Other cognitive 
disorders 
Mood/ anxiety 
disorders 
Schizophrenia and 
other psychotic 
disorder 
Unspecified psychiatry 
diagnosis 

  
  81 (39.3) 
  38 (18.4) 
   
51 (24.8) 

 
31 (15) 
  
 
5 (2.4) 

  
42 (37.2) 
22 (19.5) 
 
31 (27.4) 
 
17 (15.0) 
  
 
1 (1.8) 

  
39 (41.9) 
16 (17.2) 
 
20 (21.5) 
 
14 (15.1) 
  
 
4 (4.3) 

  
5.798 

  
0.326 

Type of treatment 
Psychotherapy and 
pharmacotherapy 
Psychotherapy alone 

  
179 (86.9) 
  
27 (13.1) 

  
94 (83.2) 
  
19 (16.8) 

  
85 (91.4) 
  
8 (8.6) 

  
3.021 

  
0.098 

Comorbidity 
Yes 
No 

  
120 (58.3) 
86(41.7) 

  
71 (62.8) 
42 (37.2) 

  
49 (52.7) 
44 (47.3) 

  
2.158 

  
0.142 

No of visits before 
dropout 
 1 
>1 

  
 
98 (47.6) 
108 (52.4) 

  
 
54 (47.8) 59(52.2) 

  
 
43 (46.2) 
50 (53.8) 

  
 
0.077 

  
 
0.781 

a Widowed or divorce 
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Supplementary table 1: Association between patient characteristics and dropout N=395 
Demography           Dropout X2 P-Value 

Yes (n=209) No (n=186)   
Age 
<70 
70 -90 
≥80 

  
72 (34.4)       
91 (43.5) 
46 (22.0) 

  
74 (39.8) 
79 (42.5) 
33 (17.7) 

  
1.680 

  
0.432 

Gender 
Male 
Female 

  
92 (44.0) 
117 (56.0) 

  
73 (39.2) 
113 (60.8) 

  
0.921 

  
0.337 

Level of Education 
Illiterate 
Education 

  
39 (18.7) 
170 (81.3) 

  
36 (19.4) 
150 (80.6) 

  
0.031 

  
0.861 

Marital status 
Married 
Non-married 

  
98 (46.9) 
111 (53.1) 

  
103 (55.4) 
83 (44.6) 

  
2.836 

  
0.092 

Comorbidity 
Yes 
No 

  
129 (61.7) 
80 (38.3) 

  
125 (67.2) 
61 (32.8) 

  
1.288 

  
0.256 

Clinical diagnosis 
Dementia 
Other Cognitive disorders 
Mood/ Anxiety disorders 
Schizophrenia and other psychotic 
disorder 
Unspecified psychiatry diagnosis 

  
81 (38.8) 
38 (18.2) 
51 (24.4) 
31 (14.8) 
8 (3.8) 

  
61 (32.8) 
26 (14.0) 
61 (32.9) 
36 (19.4) 
2 (1.1) 

  
  

  
0.173 
0.225 
0.054 
0.064 
0.084 

Type of treatment 
Psychotherapy and Pharmacotherapy 
Psychotherapy alone 

  
180 (86.1) 
29 (13.9) 

  
173 (96.0) 
13 (7.0) 

  
4.911 

  
0.027 
  

No of visits before dropout 
1 
>1 

  
96 (47.8) 
105 (52.2) 

  
44 (89.8) 
5 (10.2) 

  
28.251 

  
0.001 

Living condition 
Living alone 
Living with others 

  
20 (9.6) 
189 (90.4) 

  
13 (7.0) 
173 (93.0) 

  
0.856 

  
0.355 

  

 Reasons for dropout
Participants who dropped out of  treatment before and 
during intervention were asked the reasons for their 
dropout. Prior to introduction of  the intervention, dis-

tance from the hospital, as well as relocation to another 
city were the most common reasons for dropout. How-
ever, after introducing the intervention, unavailability of  
caregiver (75%) was the most common reason for drop-
out. (See figure 3). 
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Figure 3:  Reasons for dropout

Predictors of  dropout
In the multivariate logistic regression models adjusting 
for the effect of  marital status, living arrangement and 
type of  treatment received (See Table 3), being currently 

unmarried (either through widowhood or divorce) [Odds 
ratio (O.R) =2.02, 95% Confidence Interval (C.I) =1.02-
3.99)] and treatment without adjunctive pharmacother-
apy (O. R=2.14, 95% CI; 1.07-4.26, p=0.031) were the 
predictors of  dropout.

Table 3: Predictors of dropout 
Predictors P-Value All Pre-intervention During intervention 

Odd Ratioa Odd Ratioa Odd Ratio 
Marital Status 
Not marriedb 
Married 

  
0.044 

  
2.02 (1.02-3.99), 
p=0.044 
Reference 

  
1.46 (0.67-3.20) 
p=0.345 

  
1.76 (1.04 2.98) 
p=0.037a 

Living arrangement 
Living alone 
Living with others 

  
0.357 

  
1.41 (0.68-2.92), 
p=0.357 
Reference 

  
0.84 (0.26-2.66) 
p=0.760 

  
0.84 (0.24-2.94) 
p=0.779 
  

Type of treatment 
Psychotherapy alone 
Psychotherapy and 
Pharmacotherapy 

  
0.031 

  
2.14(1.07 -4.26), 
p=0.031 
Reference 

  
2.16 (0.69-6.71) 
p=0.184 

  
1.52(0.58-3.99), 
p=0.392 

aAdjusted for Marital status, living arrangement and type of treatment 
b Widowed or Divorced 

      
 

558African Health Sciences, Vol 23 Issue 4, December, 2023



Discussion 
The findings of  this study show that mobile phone call 
reminders improved treatment engagement and led to 
significant reduction in dropout from an outpatient men-
tal health service for older people in Nigeria. Dropout 
from the study was independently predicted by a current 
unmarried status and treatment without adjunctive phar-
macotherapy.

Studies examining the efficacy of  telephone remind-
er calls to improve treatment engagement among older 
clinic attendees are limited in the global literature. Our 
finding of  an improved treatment engagement with the 
use of  mobile phone reminders is similar to those report-
ed by Dockery et al, for general practice clinics for old-
er people in the United Kingdom.17 In that study, which 
is one of  the very few to examine telephone reminders 
as an intervention to improve clinic attendance among 
older people, non-attendance rate reduced by 16% with 
the introduction of  reminder calls. Improved clinic atten-
dance with mobile phone call reminders have also been 
previously reported in general outpatient mental health 
services in LMICs. For example, Rajasuriyah et al found 
reduced non-attendance rate of  26.2% in a general outpa-
tient psychiatric clinic in Sri Lanka.22 Differences between 
dropout rates in the present study and those of  other cit-
ed reports may be due to sociocultural peculiarities of  our 
study population as well as our protocol inclusion of  the 
opportunity to reschedule appointments in cases where 
it was impracticable to visit the clinic (usually because 
of  unavailability of  a caregiver). In general, older people 
may be more appreciative of  gestures such as phone call 
reminders about their health. The importance placed on 
official telephone contact from a healthcare provider may 
even be greater in sociocultural contexts in many LMICs 
with authoritarian orientation23, as well as limited access 
to biomedical healthcare providers.24

We were not surprised that unmarried status was an im-
portant correlate of  dropout from treatment in the pres-
ent study.  In Nigeria, as it is globally, the majority of  
older people attending outpatient clinics come accompa-
nied by caregivers who are mostly spouses or adult chil-
dren.25 Where, partly due to rapid sociocultural transitions 
in our country context, children who are carers may not 
be readily available due to their own work and other per-
sonal commitments,26 spousal carers may be the most re-
liable source of  support.27,28 Unmarried status in the pres-

ent study was mostly due to death of  or divorce from a 
spouse. The absence of  a spouse to accompany the older 
patients to the outpatient mental health clinic could thus 
have contributed to difficulty assessing outpatient care in 
the present study. In line with this sequence, we found 
in the present study that unavailability of  caregiver was 
the most mentioned reason for dropout. Unavailability of  
caregiver to accompany patient to the hospital accounted 
for about three-quarters of  all missed appointments in 
the present study. Conversely, an important factor that 
could have contributed to the reduction in the dropout 
rates recorded in the intervention phase of  the present 
study is a higher percentage of  patients in this group who 
are living with family members.

We also found an association between dropout and type 
of  treatment received. In this case, older persons who 
received basic psychotherapy, which was mostly limited 
to psychoeducation and counselling, without adjunctive 
pharmacotherapy, were more likely to dropout from 
treatment. This is in keeping with findings in previous 
studies that have reported higher rates of  dropout in 
those receiving psychotherapy alone when compared to 
those on pharmacotherapy.29,30 It has been suggested that 
the basic tenets of  conventional psychotherapeutic tech-
niques may be discordant with some of  the traditional 
beliefs and views about mental illness, as well as its treat-
ment in some communities in LMICs.31 Such views may 
determine to what extent a given intervention, proffered 
for a mental health condition by the practitioner, is seen 
as credible and likely to be efficacious.32 Some previous 
studies have also suggested that many older clinic attend-
ees in Nigeria and sub-Saharan Africa show little value for 
psychotherapy, and with the majority having expectations 
of  receiving medications or injections.24

Study limitations
Results of  the present quasi-experimental study which 
was conducted in a single clinic in South-Western Nige-
ria are difficult to generalise in other outpatient mental 
health services for older people in West Africa. A mul-
ticentre study of  mental health services for older people 
across many more countries in West Africa may provide 
more generalisable results. Currently, and to the best of  
our knowledge, the UCH Geriatric centre, where this 
study was conducted, is the only multidisciplinary cen-
tre dedicated to the physical and mental health care of  
older people in Nigeria and neighbouring West African 
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countries. Also, we note the possibility of  recall bias in 
the pre-intervention group, where some participants were 
contacted to provide information weeks after their last 
contact with the service. Furthermore, there is a possibil-
ity that collecting data for the two groups during different 
time frames may have introduced unrelated historical ef-
fects on the outcomes, however, we did not identify any 
significant historical event within these periods.

Implications and impact
Findings from this study are important in designing poli-
cies aimed at promoting access to care among elderly per-
sons in West Africa and other LMICs.  First, similar to 
our result showing that participants were likely to drop 
out when they are in receipt of  basic psychotherapy with-
out adjunctive pharmacotherapy, previous studies have 
shown that persons requiring low intensity treatments for 
their mental health conditions were more likely to drop 
out of  services provided by specialist psychiatrists.33 Our 
result thus has implication for the organization of  mental 
health services for older people. This is so that those with 
conditions requiring less intense treatments are managed 
in primary care while specialist outpatient resources are 
reserved for conditions requiring more intense treatment 
including combined psychotherapy and pharmacothera-
py. The finding in relation to dropout among our study 
participants who are in receipt of  basic psychotherapalone 
may also have impact on the differences in biomedical 
and local cultural conceptualisation of  mental illness and 
its treatment. Report from Nigeria and other LMICs have 
shown that sociocultural understanding about mental ill-
ness affects how treatment for such conditions are per-
ceived by the people in terms of  their potential efficacy.34 
There may thus be a need to review biomedical treatment 
practices to align with sociocultural concepts of  illness 
and their treatments.

Our data indicated that, unlike for the general population 
of  clinic attendees,33 predetermined sociodemographic 
profile such as unmarried status and unavailability of  a 
caregiver may significantly impact on dropout rates from 
outpatients’ mental health services for older people. The 
policy implication of  this finding may include that older 
people in general, but especially those with predisposing 
population profile for dropout from outpatient special-
ist services, receive community mental health services 
including through remote access. This study has also 
demonstrated that telephone calls reminder is a feasible 

intervention in this setting to facilitate self-regulated be-
haviour change of  adhering to scheduled appointments 
which is in concordance with the behavioural learning 
theory, that focuses on the use of  antecedents to influ-
ence behaviour. There is thus a potential for future mul-
ticentre-based studies that may explore the role of  tech-
nological-based interventions in improving uptake and 
retention of  older people in mental health services in 
LMICs. This could contribute to reduction in treatment 
gap of  mental health disorders.

Conclusion
A digital technology-based intervention comprising mo-
bile phone call reminders was effective in reducing drop-
out rates in an outpatient mental health service for older 
people in Nigeria.  However, providing basic psychother-
apeutic interventions without adjunctive pharmacother-
apy was a challenge to continued treatment engagement 
in this setting.  Participants who dropped out also cit-
ed unavailability of  caregivers to assist with keeping up 
with clinic appointments as a reason for dropout. Most 
of  such patients had to travel long distances to attend the 
only service dedicated to the physical and mental health 
care for older people in Nigeria and surrounding West 
African countries. In circumstances where the few avail-
able mental health services for older people are based in 
geographically distant locations, community-based ser-
vices may be a valuable alternative for the delivery of  ac-
cessible mental health care for the large number of  older 
people in need of  mental health care in Nigeria and other 
similar LMICs contexts.
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