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 Abstract 

 

This was a cross-sectional descriptive survey, designed to determine the influence of perceived family functioning on depression 

among of post-menopausal women attending the family medicine clinic of a tertiary hospital in Southern Nigeria. An 

interviewer-administered questionnaire was used to get the respondents’ socio-demographic and clinical parameters. Data were 

analysed to determine: the rate and severity of depression; how some socio-demographic factors related to depression in 

postmenopausal women, (PMW); whether there was an association between family function and depression among the women. 

Our survey revealed that 66.7% of PMW had some degree of depression and their sociodemographic factors were important 

markers for depression. One third of the women had no form of mood disturbance but 5.7% had severe depression necessitating 

referral to Neuropsychiatry clinic.The participants’ family function had statistically significant association with depression (χ2 

=117, p-value = <.001). Women in dysfunctional milieu were more likely to have depressive illnesses than those in functional 

families. There was also statistically significant strong negative correlation between respondents’ family function scores and 

their depression scores (Spearman’s rho = -0.622; sig. (2-tailed = <.001). Using Independent-samples Kruskal-Wallis test, the 

relationship between family function scores and depression categories was such that women with depression had significantly 

lower functional scores, when compared with those without depression.  
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1. Introduction 

 

Aging is the natural progression of changes in structure and function that follows the passage of time if 

there is no disease interruption. Females are born with a fixed number of oocytes unlike their male 

counterparts. In females, no new gametes are created again after birth throughout their lifetime. These 

numbers of oocytes peak at around 20 weeks gestation and decline with age. With time, this steady loss of 

oocytes from atresia or ovulation does not necessarily happen at a constant rate.[1],[2] 

With improvements in medical care and increased focus on preventive health care, average life expectancy 

has increased. As a result, most women can now expect to live at least one third of their lives in the 

postmenopause.[3] For most Nigerian women natural menopause occurs between the ages of 47 and 55 

years.[4]  

Menopause is the permanent cessation of menstruation occurring usually between the ages of 45-55 

years.[4],[5] It could be natural, premature or artificial. It is natural when it is due to decline in the levels 

of oestrogen and progesterone; and premature (early) when menstruation stop before the age of 40 years 

.[5],[6] This may probably be as a result of chronic medical conditions like diabetes or thyroid diseases, 

genetic factors or smoking.[3],[5]  Surgical (Artificial) menopause is menopause occurring as a result of 

surgical removal of both ovaries or destruction of ovaries by some cancer treatments.[1],[3],[5] 

The term menopause refers to a point in time that follows one year after the cessation of menstruation. It 

is therefore a retrospective diagnosis.[3],[6],[7] The post-menopause describes those years following this 

point.[3],[7] The average age of women experiencing their final menstrual period is 51.5 years, but 

cessation of menses due to ovarian failure may occur at any age.[6],[7],[8] Premature ovarian failure refers 

to cessation of menses before age 40 and is associated with an elevated follicle-stimulating hormone (FSH) 

level.[1]The older terms perimenopause or climacteric generally refer to the time period in the late 

reproductive years, usually late 40s to early 50s.[3],[7],[8] Typically, it begins with menstrual cycle 

irregularity and extends to one year after permanent cessation of menses. The more correct terminology 

for this time is menopausal transition.[8],[9] This transition develops over a period of 4 -7 years.[1],[7]  

The menopausal transition is often marked by somatic, physiologic and psychological symptoms.[7],[9] 

The somatic symptoms include aches and pains, myalgia, fatigue; the physiologic symptoms include 

vasomotor symptoms (VMS) of hot flushes and mid-night awakenings, as well as other symptoms such as 

sleep disturbances, sexual arousal disorders, and urogenital complaints; and psychological symptoms 

include irritability, anxiety, low libido.[9],[10] This period of transition is also generally characterized by 

increased vulnerability for psychiatric problems and poor quality of life.[11] Aside the typical symptoms 

of menopause, some other medical illnesses occurring during this period also serve as important factors in 

the aetiology of psychiatric illnesses in this population.[11],[12]  

It is also well known that every menopausal symptom has effect on quality of life of post-menopausal 

women, but this effect varies accordingly from region to region, and country to country, with cultural, 

demographic, genetic and socio-economic factors playing important roles in this variation. [13],[14] All 

women experience menopause, but each one does so in a unique way, with the above factors each, also 

influencing a woman’s perception of menopause.[7],[14] 

During the midlife age of a woman, there is marked increase in depression. [15] Depression here refers to 

“the state of low mood and aversion to activity that can affect a person’s thoughts, behaviour, feelings and 

sense of well-being”.[16] It is characterized by feelings of sadness, anxiety, emptiness, hopelessness, 
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worthlessness, guilt, irritability, shame or restlessness.[17],[18] Other characteristics of depression include 

loss of interest in activities that were once pleasurable, loss of appetite or over eating, problems with 

concentrating, remembering things in detail, or making decisions, committing suicide or attempts to 

committing suicide, insomnia, excessive sleeping, fatigue, aches, pains, digestion problems and/or reduced 

energy.[19],[20] 

Globally, the number of post-menopausal women has increased tremendously over the years. Presently, in 

Nigeria, women have higher life expectancy than men.[16] This means that women in their post-

menopausal period make up a majority of the elderly population. However, little is known about issues 

relating to the menopause in Nigeria,[16] and the mental health of these women in particular. For instance, 

there is virtually no data on the pattern and severity of depressive illnesses among post-menopausal women, 

the association of family function and depression, and on social and demographic determinants of 

depressive illnesses among the study population.  

Depression, a common and potentially serious disorder of menopause entails more than the occasional bout 

of sadness and, if not properly managed, can lead to more severe mental disorders and a lessened quality 

of life.[21],[22] 

Ameh et al found that women are susceptible to depression especially when approaching 

menopause.[11],[23] Women between the ages of 45 to 55 are four times more likely to experience 

depression than those who are yet to reach this stage of life.[4],[11],[24] The main reason women, 

especially menopausal women, are more likely to suffer from depression is because of their hormonal 

imbalance.[25],[26] Depression affects about 25% of women at some point in their lives, a far higher 

proportion than what obtains among men. [26],[27] Depressive disorders can be a debilitating disease, 

limiting daily activity as much as severe arthritis or heart disease.[27],[28] It can be long lasting or 

recurrent, substantially impairing a person’s ability to function at work or school, or cope with daily life, 

and at its most severe form, can lead to suicide.[1],[29] 

Menopause has often been believed to contribute to the onset of depression in the midlife, and researches 

have reported higher prevalence of depressive disorders and symptoms in women as compared to men, a 

difference that has been distinguished using population studies, hospital admissions, suicide attempts and 

the prescription of anti-depressant medication.[16],[31],[32] 

Depression in post-menopausal women however remains an important public health problem that requires 

urgent attention.[28],[33]  

Depression in the elderly is a prevailing problem of public concern that is causing huge economic costs 

and family burdens. Dysfunctional families are known to strongly influence geriatric depression.[31],[32] 

There is an association between depressive symptoms and unhealthy family functioning according to Wang 

et al study in China.  

There is also a deficit of data on the relationship of family dynamics and pattern of depressive illness in 

the post-menopausal period in our research setting. Therefore, the aim of this study was to determine the 

rate and severity of depressive illness, and the influence of family function on depression among post-

menopausal women (PMW) attending Family Medicine Clinic (FMC) in University of Port Harcourt 

Teaching Hospital (UPTH). 
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Method: 

This study was a hospital based cross-sectional study conducted among post-menopausal women attending 

the Family Medicine Clinic in the University of Port Harcourt Teaching Hospital. The population for this 

study consisted of post-menopausal women attending the FMC. The participants in the study were recruited 

by systematic random sampling of post-menopausal women attending the FMC. From the hospital record, 

about 10 post-menopausal women were attended  to each day in this clinic. Therefore 5 eligible, consenting 

women were recruited into the study on each clinic day. The data collection for the study lasted a period 

of three months, from August to October 2017.  

A total of 182 eligible, consenting women were recruited into the study. Data of recruited women were 

assessed using structured questionnaires to obtain relevant demographic, social and medical histories.  

 The sample size was determined using sample size estimation for a single proportion,[34] with 95% 

confidence interval, as follows: 

 n = z2pq/d2   

Where, n= Desired sample size  

z= The z score of 1.96 which corresponds to 95% confidence level,  

p= Likely proportion of PMW patients with depression =12.2%=0.122.34 

q=1 - p = 0.88,  

d= Degree of accuracy desired = 0.05  

n= 3.84 x 0.122x0.88/0.052   

n=164.5, n≈165. To allow for possible 10% non-response, final sample size was expanded as follows; n= 

{165 + [(10/100) x 165]}, n=181.5, n≈182. Therefore, a minimum of 182 subjects were recruited into this 

study. 

Women aged 50 years and over with at least a one-year history of amenorrhea were included in the study; 

while women who were too ill or had psychiatric co-morbidities such as diagnosed major depression were 

excluded. 

 Ethical approval for this study was obtained from the Ethics Committee of the University of Port Harcourt 

Teaching Hospital before commencement of the study. Subjects with identified depressive illness or any 

other mental illness were referred to the psychiatrists for evaluation and management. Participants were 

informed that at any point, they were free to withdraw from the study, without any adverse effects on the 

quality of medical care available to them from the health facility.  

Consenting eligible subjects were recruited and had the interviewer - administered questionnaires to assess 

their demographic information and depression-related variables using structured questionnaires.  

Statistical analysis was performed using the 21st version of Statistical Package for Social Sciences (SPSS), 

IBM cooperation 2012, Armonk, New York, USA.138 The results of data analysis were presented in tables 

and charts, as were considered appropriate for data types. 

Numerical data were subjected to normality testing using statistical methods (Kolmogorov-Smirnov and 

Shapiro-Wilk tests) and plots to ascertain their distribution. Normally distributed data were analysed using 

parametric tests (mean, SD, etc), while skewed data were analysed using the non-parametric data (median, 

interquartile range, Spearman’s rho, etc). 

Numerical data were summarised using descriptive statistics, reported as means and standard deviations (if 

normally distributed) or median and interquartile range (if skewed), and presented in tabular form. 
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Categorical variables were summarized as frequencies and percentages, and presented in tables or charts 

as were considered appropriate.  

Respondents’ family function class was summarised using frequencies and percentages. The Family 

APGAR was used to determine the family functionality of each respondent. The “Family” is considered as 

the person(s) with whom the respondents usually live with. For those living alone, family is taken as those 

with whom s/he has the strongest emotional ties. Five questions on the APGAR, an acronym that stands 

for Adaptation, Partnership , Growth , Affection and Resolve were formulated to generate data in this 

regard. 

Correlations of family function domains were performed using Spearman’s rho, and summarized in a table. 

Spearman’s rho cut-offs used included 0.1-0.29 (weak correlation); 0.3-0.49 (moderate correlation); 0.5 

and above (strong correlation). Distribution of respondents’ depression scores was presented in a box-plot. 

The prevalence and severity of depression were summarized as frequency and percentages on a doughnut 

pie-chart.  

Cross-tabulations of some exploratory variables and depression status was done using Pearson’s chi-square 

test of independence or Fisher’s exact test, depending on whether the expected cell count was less than 5 

in any particular cell; when expected cell count in any cell was less than 5, Fisher’s exact count was used, 

otherwise, Pearson’s chi-square test was used.  

Correlation between respondents’ depression scores and their family function scores was performed using 

Spearman’s rho, and presented as a scatter-plot matrix, with X- and Y-lines to show distributions in each 

quadrant.  

The family APGAR tool consists of five questions and response options ranging from rarely (zero) to 

almost always (two). The total score is obtained by adding the points for each item, and it relates to the 

condition of family functioning. We used this to classify the respondents as either having functional or 

dysfunctional families, using a cut-off of 16 (less than 16 as dysfunction, and 16+ as functional) out of a 

total maximum score of 20 points.  

Independent samples Kruskal-Wallis t-test (a non-parametric test) was used to compare the depression 

scores of these two categories of family function, after testing for equality of variance between the family 

scores of the two categories.  

Results were reported as mean and standard deviation, and presented in tables; and comparison of the 

means of these two groups was done. The margin of error for this study was set at p-value < 0.05. 
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Result: 

 

Table 1 Socio-demographic characteristics of Respondents 

 

Variable Frequency  Percentage (%) 

Age group (n=174)   

≤60 years   49 26.5 

>60 years 125 73.5 

Mean age ± SD (years)                58.6 

Marital Status (n=159)   

Single 7 4.4 

Married 93 58.5 

Divorced 4 2.5 

Widowed 55 34.6 

Religion (n=178)   

Christian 168 94.4 

Muslim 6 3.4 

African traditional worshiper 4 2.2 

 Residence   

Urban 90 52.9 

Rural 80 47.1 

Highest form of Education received 

(n=170) 

  

Non-formal 71 41.8 

Primary 34 20.0 

Secondary 19 11.1 

Tertiary 46 27.1 

Occupation (n=176)   

Unemployed/Retired 71 40.3 

White collar job 38 21.6 

Self-employed/Business 19 10.8 

Artisan 48 27.3 

Duration of menopause (n=179)   

≤ one year 8 4.5 

Over one year 171 95.5 
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Table 2: Association between Depression, social-demographic status and Family functioning class 

 

Variable Clinical Depression No 

depression 

 n (%)                                 n(%)  

Chi-square/ 

Fisher’sexact 

test 

Sig.(2tail) 95% CI 

Age grp (yrs) 

60 & below 

Over 60 

 

7 (15.6) 

44 (35.2) 

 

38 (84.4) 

81 (64.8) 

 

6.080 

 

0.014* 

 

.002, .018 

BMI class 

Normal 

weight 

Overweight 

Obese 

 

22 (23.9) 

15 (24.2) 

10 (83.3) 

 

70 (76.1) 

47 (75.8) 

2 (16.7) 

 

16.71 

 

<0.001* 

 

.000, .017 

Educatn level 

No formal 

Primary 

Secondary 

Tertiary 

 

23 (32.4) 

6 (17.6) 

8 (42.1) 

14 (30.4) 

 

48 (67.6) 

28 (82.4) 

11 (57.9) 

32 (69.6) 

 

3.994 

 

0.279 

 

.279, .344 

Marital 

status 

Single 

Married 

Divorced 

Widowed 

 

3 (42.9) 

29 (31.2) 

1 (25.0) 

16 (29.1) 

 

4 (57.1) 

64 (68.8) 

3 (75.0) 

39 (70.9) 

 

1.622 

 

0.891 

 

.869, .954 

Fam function 

Dysfunctional  

Indeterminate  

Functional 

 

 

10 (100.0) 

27 (77.1) 

4 (3.6) 

 

- 

11 (22.9) 

108 (96.4) 

 

117.000 

 

<.001* 

 

.000, .004 
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Key:  BMI (Body mass index);   CI (Confidence interval); n (frequency);  * (Statistically significant 

at margin of error set at <0.05), Family function class, educatn = education. 

 

Figure 1: Rate and severity of depression among Respondents (n=174). 

 

 

 
 

The rate and various severity of depression among the study population is shown in figure 1. A third of the 

women had no mood disturbance or depression. About one-fifth of them had mild mood disturbance, 37.4% 

had moderate clinical depression, while 10 (5.7%) had severe depression requiring referral to the 

Neuropsychiatry clinic. In this study, the rate of clinical depression among the women was 66.7%. 
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Figure 2: Correlation of respondents’ family function scores and depression 

 

 
 

The scatter-plot matrix of the respondent’s family function score and their depression score are shown in 

figure 2. There was a significant moderate correlation between respondents’ family function score and their 

depression score (Spearman’s rho=-0.622; Sig. (2-tailed = <0.001). 
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Fig 3: Group comparison of depression scores for family function categories of PMW attending the 

FMC. 

 

  
As shown in figure 3, family function scores of the non-depressed group were statistically significantly 

higher than scores of the depressed group (p = .001). 

 

Discussion 

Our survey administered 182 questionnaires, 179 were fit for analysis after screening, giving a retrieval 

rate of 98.4%. The mean age of the women in this study was 58.6years with a standard deviation of 

8.04years, and a median age of 59.0years. Our finding is comparable to that reported by Dienye et al, in 

their study of 385 menopausal women accessing care in the FMC clinic in UPTH, for frequency of 

symptoms and health-seeking behaviours, where they reported a mean age of 58.4 ± 10.39 years and 

median age of 58 years. They had also reported in that study that majority of the participants were in the 

45-54 years age group, whereas in the present study, more of the women were in the over 60 years age 

group. Note however that their study was conducted in 2013, about 5years apart, and the demographics of 

the menopausal women attending this clinic might have changed during this period. A more recent study 

might do well in substantiating this finding.  
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Elsewhere in Benin city, Edo State-Nigeria, a similar mean age of 57.4 ± 6.3 years has been reported among 

menopausal women.[35] Saka et al [16] also reported a comparable mean age of 57.2±1.2 years in their 

survey of behavioural pattern of menopause in Nigeria,  In a survey of primary healthcare clinics in Abha-

Saudi Arabia, the mean age of women evaluated for prevalence of symptoms experienced during 

menopause, the mean age reported was slightly lower, at 48.24 ± 6.91years.[36] The survey however, 

included premenopausal women. The majority of the women were married (58.5%) or widowed (34.6%). 

Saka et al had also reported that the majority of the women were married (65.7%) or widowed (27.6%) in 

their study. In the latter study, the majority (70.8%) of the women had been below 60years of age.[16] 

Being a study conducted in South-South Nigeria where a majority of the population are Christians, 94.4% 

of the study population were Christians, with Muslims contributing only3.4%, and the other 2.2% being 

women who practiced the African Traditional Religion. In their study, Saka et al had reported that 72.5% 

of the population were Muslims with Christians contributing the other 27.5%. Note here that this latter 

study was conducted in Northern Nigeria. 

The finding in this study where over 40% of the population had not received formal education was similar 

to that reported by Dienye et al (39.2%) and Saka et al (47.2%). Those with tertiary level of education were 

27.1% of the women, a proportion that is over twice that reported by Dienye et al in the same population 

5years prior. 

The unemployed/retired group was the most represented of the study population, consisting of over 40%, 

while women working in white-collar jobs were 21.6%, and those that were self-employed 10.8%. Twenty-

seven percent of the women were artisans. This high proportion of those in the unemployed/retired group 

might have been the result of the higher proportion of those women who were over age 60years. Earlier, 

Dienye et al had reported that the most prevalent occupational groups among the study population were 

trading (27.3%), and Farming (23.4%).  

Our study, found statistically significant relationship between respondents’ depression status and their ages, 

such that women above 60years were more depressed compared with those 60years or below. This finding 

confirms earlier reports implicating age as an important factor in the epidemiology of depression. [44],[45] 

But, marital and educational status of the PMW in our survey had no effect on their depression status. This 

finding however, differs from reports of Brannon & N-Danesh et al indicating that the above factors play 

important roles in the epidemiology of depression.. 

Family Function of post-menopausal women in the study centre 

The majority of the PMW in our study had functional families (65.9%), which is known to improve 

depression status, while the others had either frank dysfunctional families (5.9%) or indeterminate family 

function (28.2%). Many surveys corroborates with our outcome that the family function domains correlated 

strongly with the overall family function score.[25],[40],[41] 

 

Rate of depressive illness among PMW in study centre 

Our study noted that the rate of depressive illness among the PMW was 66.7%, with up to over two-thirds 

having some degree of mood disturbance or clinical depression. This prevalence is higher than the 12.2% 

reported in a Nigeria- based study on peri-menopausal women in Lagos metropolis.[43] It however 

compares with a prevalence of 41.8% reported in a community-based survey of peri-menopausal women 

in Turkey.[44] However, in the Lagos-based survey, participants were screened using a different tool which 

may have less sensitivity compared to Beck Depression Inventory (BDI). This may explain the lower 



12                                                                                                                                        International Journal of Emerging Multidisciplinaries 

 

prevalence reported, as BDI for instance, has been shown to have a sensitivity of 87%, and would better 

capture depressed persons than the more subjective method employed by the authors. 

Association between depressive illness and some socio-demographic characteristics of PMW 

attending FMC, UPTH 

Among the women in this study, there was statistically significant relationship between depression and 

respondents’ age group, such that women who were over 60 years of age were more depressed compared 

with those 60years or below. This finding confirms earlier documentations implicating age as an important 

factor in the epidemiology of depression.[37],[38]. According to Souza et al older women were 1.87 times 

more likely to suffer from depressive symptoms than older men. 

In this study, respondents’ marital status, and their educational attainments were not statistically significant 

associates of depression. This finding however, differs from earlier reports [38],[42], indicating the above 

factors play important roles in the epidemiology of depression. 

Association between family function and depressive illness among PMW attending FMC, UPTH 

Our study revealed a statistically significant association between respondents’ family function class and 

depressive illness (χ2 =117, p-value = <.001). There was also statistically significant strong negative 

correlation between respondents’ family function scores and their depression scores (Spearman’s rho = -

0.622; sig. (2-tailed = <.001). Using Independent-samples Kruskal-Wallis test, the relationship between 

family function scores and clinical depression categories was such that women with clinical depression had 

significantly lower family function scores, when compared with those with sub-clinical or no depression. 

These findings confirm previous documented inverse associations between family functioning and 

depression by Oliveira et al who reported that, using Pearson’s chi-square test, there was a statistically 

significant association between Family APGAR scores and Geriatric Depression Scale scores of 

institutionalised. Brazilian, elderly patients (0.002). [39],[42] That study documented that groups with 

moderate depressive symptoms and severe depressive symptoms had significantly greater family 

dysfunction (p = 0.009 and p = 0.017 respectively) when compared to the elderly who did not have 

depressive symptoms. In the above study however, the authors noted that manifestations of depressive 

symptoms did not show significant difference in terms of their total family APGAR score (p =0.900). [39]   

Regarding family dysfunction according to Souza et al, the chance of older people experiencing depressive 

symptoms was 5.36 times higher (95% CI = [3.03 to 9.50]), compared to those who had good family 

functioning. 

 

2. Conclusion  

 

This cross-sectional descriptive survey examined the influence of perceived family functioning on the 

depression among post-menopausal women that attended the family medicine clinic of a tertiary hospital 

in South-South Nigeria.  

Our study revealed that age of the women was an important demographic factor that influence depressive 

illness. Two-thirds of the post-menopausal women had some degree of clinical depression and their family 

function significantly influenced depressive illness in them. Such that women from dysfunctional families 

were more likely to have depressive illnesses than those who had functional family life.  

The consensus from our survey and many others like Souza et al affirmed clearly that functional family 

represent effective reinforcement for the elderly with depressive symptoms; offering a comfortable 
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environment ensures well-being of members. Whereas dysfunctional family hardly provides necessary care 

for the elderly, this can exacerbate depressive symptoms. 

 

Recommendations 

Based on our survey, we recommend that the management of illnesses in PMW should also focus on 

improving their family function as this would ultimately decrease their likelihood of becoming depressed, 

and help reduce the high burden of depression in that population. Screening and early diagnosis of 

depression in this population, would also minimize illness progression to its least severe forms, and 

therefore reduce its complications such as suicide and reduced quality of life. 

 

Limitations of this study 

There was the possibility that depressive illness identified in these women were more associated with other 

latent comorbidities, than to post-menopause. Being a hospital-based survey, our findings could represent 

higher burden (prevalence) of depressive illness than would a community-based survey. The predictors of 

depression burdens in PMW is an area of interest for further research in the future. 
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