
ISSN: 2476-8642 (Print)

ISSN: 2536-6149 (Online)

www.annalsofhealthresearch.com

African Index Medicus, Crossref, Index Copernicus

& Google Scholar 

C.O.P.E & Directory of Open Access Journals

Annals of

Health Research
IN THIS ISSUE

PUBLISHED BY THE MEDICAL
AND DENTAL CONSULTANTS ASSOCIATION
OF NIGERIA, OOUTH, SAGAMU, NIGERIA.

VOLume 6, NO. 3
JUL. - SEP. 2020

Suicide-prevention Telephone Helpline

Nauclea latifolia for Salmonella typhi infection

Contraceptive use

 Haematological parameters of neonates

 Missed Opportunities for Vaccination

 Bacterial flora of the genital tract

 Early Infant Diagnosis for HIV-exposed infants

 Bone markers and cardiovascular risk factors

 Attitude to termination of pregnancies

 Herpes zoster ophthalmicus

 Neonatal hyperinsulinaemic hypoglycaemia

 Paediatric perineal injury

www.mdcan.oouth.org.ng



Annals of Health Research. Volume 6, Issue No 3, 2020________________________246 

       Annals of Health Research 

CC BY-NC                        Volume 6, Issue No 3: 246-257 

                            July-September 2020 
                 doi:10.30442/ahr.0603-01-87 

ORIGINAL RESEARCH  

The pattern of crisis calls to a suicide telephone helpline service 

in Nigeria 

Ogbolu RE1, Oyatokun BO*1, Ogunsola K1, Quadri O1, Adegbite TA1, 

Tade T2, Olafisoye O1, Aina OF1 

(Suicide Research and Prevention Initiative) 
1Department of Psychiatry, 2Department of Medical Social Works, Lagos University Teaching Hospital, Idi-Araba, 

Lagos, Nigeria 

 

*Correspondence: Dr BO Oyatokun, Department of Psychiatry, Lagos University Teaching Hospital, Idi-Araba, 

Lagos, Nigeria. E-mail: bolutifeoyatokun@yahoo.com; ORCID – https://orcid.org/0000-0003-4100-7682. 

 

 

Abstract  

 

Background: Suicide is the deliberate killing of oneself. Although it is preventable, suicide accounts for over 800,000 

global deaths annually. There is the need to scale-up prevention strategies, and one of these strategies is the provision 

of suicide telephone helplines. 

Objectives: To describe the pattern of calls received by a suicide telephone helpline and the types of intervention 

provided in a Nigerian facility. 

Methods: This was a descriptive study of the first 100 completed calls received on a 24-hour suicide telephone 

helpline service by trained responders.  

Results: All the calls emanated from 14 states of the federation, with the majority (83.0%) from the Southern parts of 

the country. The reasons for the telephone calls varied from crisis situations (47.0%) to telephone number-verification 

(27.0%), mental health information (20.0%), and others (6.0%). The mean age of the crisis -situation callers was 25.8 

years, with a slight female preponderance (53.2%); most were single in marital status (68.1%) and unemployed 

(70.2%). A majority (72.3%) of the callers had an underlying mental condition, 68.1% had suicidal ideation while 

12.8% had previously attempted suicide. All the crisis callers were offered interventions ranging from phone 

counselling to linkage to the nearest mental health services. 

Conclusion: A majority of the crisis callers were offered mental health services, raising the possibility that the 

availability of telephone helplines may play a role in suicide prevention in Nigeria.  
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Introduction  
 

Suicide, the deliberate act of killing oneself, is a 

global issue and it is estimated to account for 

1.5% of global deaths translating to over 800,000 

deaths annually across the globe. [1,2] It has been 

reported that for every suicidal death, there 

have been suicidal attempts by 20 to 25 people. 

[3] This translates to about 20-25 million 

attempted suicides annually. Since a previous 

suicidal attempt is a strong predictor of suicide, 
[2,4] the provision of support to previous suicide 
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attempters as well as other at-risk groups [1,5,6] 

when in crisis is critical.  

 

One way by which vulnerable people can seek 

help when in crisis is through the use of 

telephone helplines. This approach dates back to 

the anti-suicide bureau of the Salvation Army in 

the United Kingdom in the early 1900s. [6] 

 

Helpline interventions for suicide prevention 

can be approached from the active-listening 

model where the listener shows attention 

through skills such as asking questions to seek 

clarification, summarizing, reflecting on what 

the caller says, and the use of words or phrases 

that show positive reinforcement. The other 

model is the collaborative problem-solving 

model, where the listener works with the caller 

to solve problems through the exchange of 

ideas, perspectives and information. [7-9]  The 

shortage of mental health personnel [10,11] and the 

rising teledensity level in the country [12] make 

telephone intervention an attractive option to 

use in reaching people in need. [7-9] The use of 

the telephone as a means of mental health 

intervention may also help overcome the issue 

of stigma, including self-stigmatization. [13, 14] 

Asides providing crisis intervention services, 

telephone helplines, like other effective 

prevention strategies, can also be used to 

disseminate appropriate and accurate mental 

health information and even to follow-up 

patients. [15, 16]  

 

The lifetime prevalence of suicidal ideation, plan 

and attempt in Nigeria is put at 3.2%, 1.0% and 

0.7% respectively. [17] This indicates that an 

approach targeted at those with ideation and 

plans may reduce their likelihood of eventually 

committing suicide. This could be a sizeable 

number of individuals in a country with a 12.1% 

lifetime prevalence of mental disorders [18] and a 

population of close to two hundred million, with 

a large proportion of youths. [19] Given the 

earlier report that less than 20% of African 

countries have data on suicide, [5] worsened by 

the low access to healthcare services due to 

several factors including low finances, [20] any 

strategy that helps bridge this gap [10,11]  through 

telephony should be impactful. This is 

particularly imperative considering that most 

people who attempt suicide will have given a 

warning, or exhibited other often-ignored 

behaviours. [6, 21-24]  

 

This study examined the pattern of crisis 

telephone calls received by a suicide telephone 

helpline available in Nigeria, a country with a 

suicide rate of 9.5 per 100,000, [3] and the types of 

crisis interventions provided in preventing 

suicide. The need to provide data on suicide 

telephone helpline calls in the country prompted 

the need for this study with the expectation that 

it may shed more light on the issue of suicide as 

well as the role of information and 

communications technology (ICT) in the 

reduction of suicide rates. It is hoped that the 

information provided by the study will help 

improve the current prevention strategies.  

 

 

Methods 

 

Study location and setting 

The telephone helpline location was the Lagos 

University Teaching Hospital, situated in the 

urban, cosmopolitan city of Lagos. The hospital, 

in the year 2017, established the Suicide 

Research and Prevention Initiative (SURPIN), 

which provides crisis and suicide prevention 

services through telephone helpline services. A 

24-hour telephone helpline service with phone 

numbers covering the four major networks in 

the country was established.  The phone 

numbers were widely disseminated through 

social media, print media, as well as through 

featured television and radio programmes 

syndicated across the country. The telephone 

lines are manned by doctors with a minimum of 

three years training in psychiatry and 
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supervised by a consultant psychiatrist, who 

also mans one of the phone lines 24 hourly. 

The call responders with training in psychiatry 

were sufficiently experienced in psychiatric 

symptomatology and the making of diagnosis 

based on the International Classification of 

Diseases-10th version (ICD-10) [25] and other 

diagnostic standards. They were also trained in 

the use of Schedules for Clinical Assessment in 

Neuropsychiatry (SCAN). [26]  

 

Design 

It was a descriptive study of all the telephone 

calls received in the first year of operation of the 

telephone helpline, between April 2017 and 

March 2018. The data from the first one hundred 

completed calls made during this period were 

reported in this study. Truncated or incomplete 

calls (those that were too short to obtain 

reasonable information, dropped calls due to 

network connection problems, calls where the 

caller declined to give enough information or 

where there was a need for language interpreter 

were excluded. Ethical approval was obtained 

from the Research and Ethics Committee of the 

residential institution. Limited identifier-data 

were collected but they were securely stored. 

 

Data collection and instruments  

Information was gathered using a specifically-

designed call data entry form which included 

questions on basic socio-demographic profile 

and suicide-related inquiry (See Appendix). 

Depending on the urgency and reason for the 

call, appropriate callers were interviewed for 

depression or drug abuse over the phone, or at a 

later scheduled date based on ICD-10 [25] criteria 

or using the relevant sections of SCAN 

interview. [26] This interview was conducted at 

the SURPIN office in the hospital, or at any of its 

collaborating centres that the caller had been 

referred to. The diagnoses were verified by 

consultant psychiatrists who reviewed the cases 

or received the calls. 

 

 

Data Analysis  

The Statistical Package for Social Sciences SPSS 
[27] (version 22) was used for the analysis of 

categorical and continuous data.  The Chi-

Square test and frequency tables were used to 

interpret and present the data where applicable.  

 

 

Results 
 

Geographic distribution of the phone calls 

The telephone calls were received from 14 states 

of the federation, with 17.0% from the northern 

part of the country (including 6% from the 

Federal Capital Territory), and 83.0% from the 

southern part of the country (78.0% from the 

South-west region and 5.0% from the South-

east/South-south geo-political zones) as shown 

in Table I. 

 

 

 

 

Reasons for the calls 

The reasons for calling the telephone helplines 

included crises (47.0%), the need to verify the 

numbers (27.0%), to seek information on mental 

health (20.0%), and others (6.0%) which 

included calls unrelated to health, as well as 

prank calls (Table I).  

 

Crisis calls 

Socio-demographic characteristics of crisis calls 

Crisis calls were made by people who were 

either feeling severely depressed or suicidal or 

needed urgent help for drug use disorders. 

There were 47 crisis calls in all. There was a 

slight female preponderance (53.2%). The mean 

age of the crisis callers was 25.8 years with most 

of them aged 20-29 years (51.1%) and 30-39 

years (29.8%) (Table II). The callers were mostly 

Christians (85.1%), single in marital status 

(68.1%) and unemployed (70.2%); of these, 23.4% 

were students.  
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Table I: Distribution of the location of callers and reasons for 100 telephone calls 

 

Variables  Frequency Percentage 

Location of callers Lagos 77 77.0 

 FCT 6 6.0 

 Other South-west States 1 1.0 

 Northern states 11 11.0 

 South-east/South-south states 5 5.0 

    

Reasons for calls Crisis 47 47.0 

 To seek information 20 20.0 

 To verify telephone number 27 27.0 

 Other forms of assistance 6 6.0 

FCT-Federal Capital Territory 

 

Identifiable stressors 

Identifiable stressors included financial 

difficulty (27.7%), relationship issues (19.1%), 

health-related problems (12.8%), academic 

problems (12.8%), and work-related issues 

(10.6%). There was no identifiable stressor in 

17.0% of cases (Table III). 

 

Underlying Mental Health Condition 

Following the evaluation, the leading 

underlying mental health condition included 

major depressive disorder (44.6%) and substance 

use disorders (23.4%), mostly opioid use 

disorders including prescription opioids such as 

tramadol (Table III). 

 

Suicide ideation and past suicide attempts 

Suicide ideation was present in 68.1% of the 

crisis callers and 12.8% of them had previously 

attempted suicide (Table III). More females 

(42.6%) had suicidal ideation compared to males 

(25.5%) and 57.4% of those with suicidal 

ideation had not previously attempted suicide, 

compared to 10.6% who had. Suicidal ideation 

was 5 times commoner among those with 

previous suicide attempts compared to those 

with no previous attempts (10.6 % vs 2.1%) as 

shown in Table IV.  

 

Major depression was the commonest mental 

health condition among those with suicidal 

ideation (42.6% of crisis callers) and this finding 

was statistically significant (p<0.001). Past 

suicide attempt was commoner among female 

callers (10.6%) compared to males (2.1%), and 

major depression was the only diagnosis among 

those with past suicide attempts as shown in 

Table V.        

 

 

Interventions offered to callers 

The majority (85.1%) of the callers were 

provided meaningful crisis intervention towards 

suicide prevention; these ranged from linkage to 

nearby mental health services (66.0%) to visits to 

the SURPIN Operational Base for a free 

evaluation (19.1%). Other interventions included 

telephone counselling and linkages to other 

needed services (14.9%) (Table III). The 

specialists at the referral centres gave feedback 

that the callers referred to them were seen. This 

is a positive intervention. 

 

 

 

Discussion 
 

Almost half (47%) of the first one hundred calls 

were made by people in crises. This underscores 

the importance of crisis interventions in the 

country. The populace also seems to need an 

avenue to easily access information relating to 
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health, because 20% of the calls in this study 

sought health information. Coveney et al., [28] 

had similarly reported that callers used their 

service for various reasons and that it often 

formed part of a support network for some.

 

Table II: Socio-demographic characteristics of 47 crisis callers 
 

Characteristics  Frequency Percentage 

Age groups (Years) <12 2 4.3 

 13-29 1 2.1 

 20-29 24 51.1 

 30-39 14 29.8 

 40-49 5 10.6 

 >50 1 2.1 

    

Sex Male 22 46.8 

 Female 25 53.2 

    

Religion Christianity 40 85.1 

 Islam 5 10.6 

 Others 2 4.3 

    

Marital status Single 32 68.1 

 Married 11 23.4 

 Separated/Divorced 4 8.5 

    

Occupation Unemployed 33 70.2 

 Employed 14 29.8 

 

The wide distribution of crisis calls from 

fourteen states of the federation shows that 

despite the country’s ethnic diversity, there is a 

common need for telephone helpline services. A 

large number of the phone calls were made from 

Lagos (an urban megacity and the nation’s 

commercial capital) and this may be because the 

awareness about the initiative's telephone 

helplines started, and is perhaps most 

penetrative, in Lagos.  

 

The crisis calls were made mostly by young 

adults between aged 20 -29 years and 30 - 39 

years. This is not unexpected because the 

country has a rather young demographic. [29] The 

former age-group falls within the 15-29 year 

age-range among which suicide has been 

reported to be the second leading cause of death. 
[1, 2]  The slight preponderance of female among 

crisis callers suggests they may seek help more 

compared to males. Iqbal et al., [30] had similarly 

reported almost equal sex distribution with 

similarity in age distribution; the 20 -39 years 

group formed the majority of callers in the five-

year study of suicide prevention helpline in 

Bangladesh. Nigeria and Bangladesh are 

developing countries and they may share some 

general similarities. 

 

The finding that the callers were mostly single 

and unemployed conforms to the findings from 

other studies that have identified these to be risk 

factors. [5] Single (unmarried) persons may be 

less likely to receive emotional supports from a 

confidant, and perhaps feel isolated.  This has 

been identified as a risk for suicide, especially 

among older adults. [31] 
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Table III: Correlates of crisis telephone calls 

 

Variables  Frequency Percentage 

Identifiable stressor None 8 17.0 

 Financial difficulties 13 27.7 

 Relationship issues 9 19.1 

 Health-related problems 6 12.8 

 Academic problems 6 12.8 

 Others 5 10.6 

    

Suicidal ideation Present 32 68.1 

 Absent 15 31.9 

    

Suicidal attempt Present 6 12.8 

 Absent 41 87.2 

    

Intervention Plan Linked to mental health services 31 66.0 

 Visited the centre for evaluation 9 19.1 

 Others (phone counselling, linkages 

etc) 

7 14.9 

    

Underlying mental health 

conditions 

None 13 27.7 

 Major depression  21 44.6 

 Substance abuse disorders 11 23.4 

 Others 2 4.3 

 

 

 

Table IV: Relationship between suicidal ideation and sex, underlying mental health conditions and suicide 

attempt 

 

Characteristics  Suicidal ideation  

  Present 

(n = 32) 

Absent 

(n = 15) 

Total 

(n = 47) 

Statistics 

  n % N % N %  

Sex Male 12 37.5 10 66.7 22 46.8 χ2 = 3.489 

 Female 30 62.5 5 33.3 25 53.2 p = 0.062 

         

Underlying mental health 

conditions 

None 10 31.2 3 20.0 13 27.7 χ2  = 25.512 

 Major depression 20 62.6 1 6.7 21 44.7 p<0.001 

 Substance abuse 

disorders 

1 3.1 10 66.6 11 23.3  

 Others 1 3.1 1 6.7 2 4.3  

         

Suicide attempt Yes 5 15.6 1 6.7 6 12.8 χ2 = 0.736 

 No 27 84.4 14 93.3 41 78.2 p = 0.648 
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  Table V: Relationship between suicide attempt and sex and underlying mental health conditions 

 

Characteristics  Suicide attempt  

  Present 

(n = 6) 

Absent 

(n = 41) 

Total 

(n = 47) 

Statistics 

  n % n % N %  

Sex Male 1 16.7 21 51.2 22 46.8 χ2 = 3.489 

 Female 5 83.3 20 48.8 25 53.2 p = 0.062 

         

Underlying mental health 

conditions 

None 1 16.7 12 29.3 13 27.7 χ2  = 4.503 

 Major depression 5 83.3 16 39.0 21 44.7 p = 0.212 

 Substance abuse 

disorders 

0 0.0 11 26.8 11 23.3  

 Others 0 0.0 2 4.9 2 4.3  

 

         

Financial difficulties were the commonest 

identifiable stressors among the callers, 

probably related to the predominant 

unemployment status of the crisis callers; 

employment can also impact on self-fulfilment, 

as has been found in other studies on the 

suicide-related crisis. [5, 21] Relationship issues 

were the second commonest stressor among the 

callers, similar to previous reports. [5, 30] 

 

In keeping with some previous studies that 

reported suicidal ideation and attempt rates of 

20% and 12% respectively among children and 

adolescents in Nigeria, [32] almost a quarter of the 

callers in the present study were students 

(23.4%). The explanation for this may not be far-

fetched, because most callers were in the 

younger age group, most of whom may be 

students. Furthermore, other studies found that 

most suicides occurred among Nigerians below 

30 years of age. [33]  

 

The presence of suicidal ideation among two-

thirds of the crisis callers underscores the 

importance of interventions targeting those with 

suicidal ideation, especially because about two-

thirds of them will have a plan to commit 

suicide. [17] It is not surprising that suicidal 

ideation was five times higher in those who had 

previously attempted suicide since major 

depression was the commonest diagnosis 

amongst them.  The value of exploring and 

addressing suicidal ideation becomes all the 

more pertinent in the effort to reduce suicide 

rates. The present study found that suicidal 

ideation, and to an even greater extent, suicide 

attempts, were commoner among the female 

callers, similar to the reports by Villanueva et al, 

in Spain. [34] This may be in keeping with the 

almost ubiquitous finding that females are more 

likely to have depression and to attempt suicide, 

even though males are more likely to commit 

suicide, with higher suicide rates among them. 
[34] Shrivastava and colleagues, [36] reported a 

lower level (15.4%) of suicidal ideation in their 

study, compared to the present study, probably 

because they reported on a community-based 

clinic with a telephone helpline.   

 

The link between suicide and depression has 

been reported severally in the literature [1, 3, 21] 

and this was observed in the present study. The 

association between suicide and substance use 

disorders has also been frequently reported.  [1, 4-
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6]  Most (72.3%) of the crisis callers in the present 

study had an underlying mental health 

condition which is mostly treatable; this implies 

that adequate and effective treatment of mental 

health conditions like depression will contribute 

considerably towards the goal of reducing 

suicide nationwide, [2,6,15,16,21,23] and reducing the 

global suicide rate by 10% by the year 2020. [2, 4-6] 

This is encouraged by the fact that the telephone 

helpline provided a platform and an 

opportunity to offer help to the callers as 81.5% 

of them were provided intervention by physical 

attendance at either the suicide prevention 

initiative office or mental health services nearest 

to them.  

 

Research on crisis telephone helplines is sparse 

in developing countries, and more research will 

certainly be required to evaluate its impact, [30] 

considering that about 85% of suicides 

reportedly occur in Low- and Middle-Income 

Countries, [2] and suicide telephone helplines 

can be a cost-effective means of suicide 

prevention. A limitation of this study lies in the 

fact that the telephone diagnosis of mental 

disorders among the callers was sometimes 

based solely on screening questions since it was 

difficult to fully administer diagnostic 

schedules. A larger number of subjects, albeit 

suicide-related, would have made for more 

robust analysis. 

 

 

Conclusion 

 

Major depression was the commonest condition 

among the crisis callers and majority of them 

were provided positive interventions; this 

shows that the use of telephone helplines can be 

a useful tool in suicide prevention. The present 

study also shows the value of creating more 

mental health awareness considering the other 

reasons why the helplines were called and the 

preponderance of calls from Lagos where there 

had been more publicity. 
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APPENDIX 

 

Call Data Form 

 

Phone No:………………  

1. Name (Initials):  

2. Date of call:  

3. Time of call:  

4. Age:  

5a. Sex:  

5b.Marital status: 

6. Religion:  

7. Occupation:  

8. Call location (state/LGA)  

9. Purpose of the call: 

10a. Suicidal ideation:  

10b: If present:  

11. Suicide attempt:  

12. No. of previous attempts:  

13. Method of previous attempts:  

14. Present plan:  

15. If present, type of plan:  

16. Method being planned:  

17. Stressors (give as many details): 

18. Are there underlying medical conditions?  

19. Are there features of depression:  

20. Past psychiatric history/condition: 

21. Significant contact:  

22. Plan/intervention (Phone counselling/link to mental health service/visit SURPIN/provide mental 

health information/etc):  

23. Need for follow-up:  

24. Caller agrees to follow-up call:  

25. State intended date for follow up call:  

26. Level of suicide risk (no risk/low/medium/high): 

27: How did caller get to know about SURPIN? 

(Television/Radio/Online/Facebook/Twitter/Instagram/Referral):   

28. Additional information: 

 

 

 


