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ABSTRACT
Background: Depression has a substantial direct and indirect impact on physical illness among the general outpatients. This impact includes amplifying physical symptoms and worsening functional impairment, thereby increasing morbidity and mortality, decreasing patients’ adherence to treatment, increasing the cost of treatment, and reducing the health-related quality of life.
Aim: This study aimed to determine and compare the prevalence and factors associated with depression amongst rural and urban general outpatients.
Study Design: It was a descriptive comparative cross-sectional study. 
Place and Duration of Study: The study was conducted in two general out-patients clinics located in urban and rural Kano, respectively, viz. Aminu Kano Teaching Hospital (AKTH) and Kumbotso Comprehensive Community Healthcare Clinic (KCCHC).
Methodology: A minimum sample size was calculated to be 50 per each group (Rural vs Urban) and 10 was added per each group to allow for attrition or non-response. A simple random sampling was employed to select 60 participants with depression. Patient Health Questionnaire 9(PHQ-9) was used to screen for depression, and was confirmed using Mini International Neuropsychiatric Inventory (MINI-5) among the participants. They were also assessed for social support using the Oslo-3-item Social Support Scale (OSS-3).
Results: A higher prevalence of depression was found among urban patients (53.6%) than their rural counterparts (33%). In the urban area, depression was associated with chronic medical illness, a family history of mental illness, lower social support and lower social status.  In rural areas, depression was associated with being single; increased frequency of consultation visits, fewer years in formal education and having more than one physical illness. 
Conclusion: Depression was more prevalent among urban outpatients than their rural counterparts. There is a need to incorporate regular screening of depression in the study areas, most notably among patients who are at high risk (Urban > rural) of depression based on the factors that were identified to be associated with depression in the study.
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INTRODUCTION
Both depression and generalized anxiety symptoms showed strong associations with somatic complaints, alcohol-related problems, and disability, though not with substance use disorders. Significant predictors of these conditions included female gender, unmarried status (particularly separation, divorce, or widowhood), and unemployment (Muhammad et al., 2025). It is projected that by the year 2030, depression will emerge as the most important contributor to the index of the global burden and disease (GBD).1 There are currently more than 264 million people around the world who live with depression.2 This burden extends beyond people with mental health illness, as a hidden burden among those with common physical disease conditions.3Depression is thus a risk factor for psychological and physical illness in Nigeria. It is under-recognised, poorly treated, associated with increased disability, and a high risk of suicide.4 The highest point prevalence of depression was reported among outpatients who attend general outpatient clinics of some of the health care centres located within some major urban centres in Nigeria.5   Depression greatly affects the ability of the individual to perform well educationally and occupationally. It has been proven that complex interplay between social, psychological, and biological factors are among the leading causes of depression (Obiageli, 2024). The reported point prevalence rate from published studies among general outpatients in Nigeria ranges from 29%-65%.5, 6   However, there is a lack of information about the prevalence of depression among rural outpatients. Some of the few studies conducted in the rural area in Nigeria include a survey among 1713 in-school adolescents in southwestern Nigeria that reported a point prevalence of 21.2%7   and a survey among 600 elderly in three rural communities in Delta state, which reported a prevalence of 44.7%.8 There are probably no published hospital-based studies in Nigeria that compare the prevalence of depression between urban and rural environs. 
Depression has a substantial direct and indirect impact on physical illness among the general outpatients. This impact includes amplifying physical symptoms and worsening functional impairment, thereby increasing morbidity and mortality, decreasing patients’ adherence to treatment, increasing the cost of treatment, and reducing the health- related quality of life.8 Despite the high prevalence of depression among general outpatients in Nigeria, it is thus challenging to gauge where most of the burden of depression lies between urban and rural areas. This difficulty arises because most studies among general outpatients in Nigeria were carried out in some major urban centres. Therefore, the extent of the burden of depression among rural outpatients in the country remains mostly unknown. There are diverse and variable biological, psychological, and socio-demographic factors that are associated with depression. The variability of these factors is influenced by the study design, characteristic features of the study population, the study’s location, and instruments used in the study.9 Nevertheless, some factors are frequently associated with depression across the world. These common factors include gender, age, marital status, a chronic medical condition, and socioeconomic difficulties.10 Gender is commonly associated with depression. Studies involving general outpatients from various parts of Nigeria reported a significant association between depression and female gender.5  Relationship of marital status and depression varies from equivocal in some reports to significant with increase odds among non-married,11 and an increase risk of depression among married outpatients.12  and Chronic medical conditions are significant predictors of depression,11   Understanding the role of these factors and their interaction with each other is central to understanding the aetiology of depression at both the individual and community levels. These factors fall within the predisposing, precipitating, and perpetuating framework.13Some of the common risk factors that are frequently associated with depression among general outpatients include age, gender, marital status, chronic medical conditions, and levels of income. 11,12,14 This study aimed to determine and compare the prevalence of depression and its associated factors among rural and urban adult outpatients in Kano state, Nigeria. 



METHODOLOGY
The study was conducted in two general out-patients clinics located in urban and rural kano respectively viz. Aminu Kano Teaching Hospital (AKTH) and Kumbotso Comprehensive Community Healthcare Clinic (KCCHC). The AKTH has 500 bed capacity.15 The teaching hospital is a major tertiary referral centre in the northwestern part of Nigeria.  It has a steady attendance of general outpatients throughout the year.  The KCCHC is situated in Kumbotso local government area of Kano State which has a population of 246,975. The center has large turnover of outpatients daily.  
The study design was a descriptive cross-sectional. The study participants were recruited from general outpatient units of AKTH and KCCHC.  Inclusion criteria include; Adult patients who attended the outpatient units of the study aged ≥18years and were resident of the urban or rural areas respectively. Exclusion criteria which include; Children and adolescent <18years, Patients who had a history of other psychiatric illnesses such as schizophrenia, Bipolar affective disorder, patients who were too sick to participate in the study, and patients who did not understand and neither do they speak the Hausa language and or English. 
The sample size was determined using the statistical formula for the difference between two independent proportion at a given power16,17   and the calculated minimum sample size was 60 depressed participants from each study area. A simple random sampling technique was used. Six instruments were used in the study viz. 1. Sociodemographic and clinical questionnaire, 2. Patient Health Questionnaire 9 (PHQ-9), Mini International Neuropsychiatric Interview -5.0 (MINI 5) and Oslo-3.

Data collection was conducted in two stages which spanned thirteen weeks. The first stage of data collection was completed in the rural study area for seven weeks, while the second stage took place in the urban study location for six weeks.  The study’s data collection phase was conducted with the help of research assistants, four final year medical students (in the rural area) and five residents’ doctors from family medicine department at AKTH. Research assistants were trained in recruiting participants and administering the research instruments before the commencement of data collection. A five days pilot study followed this first phase of the study procedure. The goals of the pilot study were to familiarised research assistants with the practical aspect of the research’s conduct, which includes study protocols, the ease of administration of data collection instruments, sample recruitment strategies among the study and logistical problems associated with the implementation of the study procedure.
At the commencement of the study, research instruments were administered in the following manner; the socio-demographic and clinical questionnaire was the first to be administered to all participants, followed by screening for depression using PHQ-9. Participants whose score on PHQ-9 was five and above were categorised into those with probable depression, and those whose score was below five were classified as the non-depressed. Participants with possible depression were administered the depression module of Mini-5 to confirm their depression status.  Although all the instruments could be self-administered by the participants except for Mini-5, research assistants administered all instruments for the following reasons: Some of the participants (most especially in Kumbotso) were not literate. Thus, they might not be able to fill in the required fields. Therefore, the adoption of this option will assist in reducing the number of participants’ missing data and non- response. Secondly, some of the participants may not be accustom to the process of responding timely to research instruments even if they are literate; therefore, adoption of observer administration would aid in reducing interference with the regular running of the outpatient clinics.
.
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Two hundred and ninety-four (294) completed questionnaires (which comprised of one hundred and twelve questionnaires (112) from the urban study area, and one hundred and eighty- two (182) from the rural area) were analysed at the end of the study period.  Table 1. The urban participants were slightly older than their rural counterparts with a mean age of 36.9±15 years compared to 34.1±14.1 years; however, this was not significant t=1.7, p>0.05. There was a higher representation of age group 18-34 compared to other age brackets in the study areas; this was also not significant. The study participants almost had a corresponding age range of 18-82. While more than half of the participants in the study areas were females, 87(77.7%) urban versus 162(89%) rural (significant at x2=6.9,p<0.05),who were predominantly married, 71(63.4%) urban versus 154(84.6%) rural(significant at x2=17.4,p<0.001) .Majority of the participants were Hausa by tribe, 83(74.1%) urban versus 141(77.5%) and belonged to the Islamic faith, 107(95.5%) urban versus 180(98.9%) rural. Further comparison of the two results revealed that more than one- third of the rural participants had no formal education 70(38.5%) than their urban counterparts 24(21.4%), there were twice more participants who had tertiary education from the metropolitan area compared to the rural area (significant at x2=23.6, p<0.001). More participants belonged to the low socioeconomic status among the rural participants 136(74.7%) than their urban counterparts 74(66.1%), there was twice the number of participants who belonged to the upper socio-economic in the urban area compared to the rural location, this was significant at x2=7.1, p<0.05. The rural outpatients also presented with more physical illnesses (for all categories of diagnosed physical illness) than the urban counterparts; this was significant at x2 =8.8, p<0.05. One hundred and twenty-five rural participants (68.7%) had strong social support compared to 44 participants (39.3%) in the urban area; this was significant at x2=26.6, p<0.001. 

Table 1.   Sociodemographic Factors in the Study Areas


Urban                 Rural                    ᵡ2                    df                        p
N (%)                   N (%)	

Gender
Female                 87(77.70             162(89)               6.87                     1                          <0.05*
Male                    25(22.3)              20(11)

Age
18-34                  54(48.2)              115(63.2)            7.77                     3                           >0.05
35-49                  34(30.4)              34(18.7)
50-64                  16(14.3)              25(13.7)
≥ 65                     8(7.1)                  8(4.4)

Marital status
Married               71(63.4)              154(84.6)            17.39                   1                          <0.001*
Not married        41(36.6)              28(15.4)

Tribe
Hausa                  83(74.1)              141(77.5)            0.43                     1                          >0.05
Others                  29(25.9)              41(22.5)

Religion
Islam                   107(95.5)            108(98.9)            3.38                     1                          >0.05
Christianity         5(4.5)                  2(1.1)

Educational status
None                   24(21.4)              70(38.5)              23.64                   3                          <0.001*
Primary               18(16.1)              44(24.2)
Secondary           38(33.9)              50(27.5) Tertiary               39(28.6)              18(9.9)

SESa
Upper                  12(10.7)              6(3.3)                  7.05                     2                          <0.05*
Middle                25(22.3)              38(20.9)
low                      77(67)                 138(75.8)

Social support
Strong                 44(39.3)              125(68.7)            26.55                   2                          <0.001*
Moderate            56(50)                 41(22.5)
Poor                    12(10.7)              16(8.8)

    a socio-economic status

Table 2 Presents the breakdown of participants’ depression status by study area. Table 2 shows that of 112 participants in the urban area, 60 were depressed, while 52 were not depressed, which gives a point prevalence of 53.6% with a 95% CI of 43.9%-63%. In comparison, of the 182 rural participants, 122 were not depressed while 60 had their depression status confirmed, which gives a prevalence of 33%, with a 95% CI of 26.2%-40.3%. Thus, patients in the rural area had a higher number of non-depressed participants, 122(67%), than their urban counterparts, 52(46.4%).
Table 2. Depression status in the study areas as confirmed by MINI-5
                                                                 Urban                             Rural                 t                  P-value
                                                                  N=112                             N=182                                                      
Depression Status        Depressed          60(53.6)                         60(33)              t2 = 12.19           <0.001**                        Non-Depressed                                       52(46.4)                         122(67)    
**Staticstically significant
 MINI-5 Mini International Neuropsychiatric Inventory 5        
Prevalence of Depression in urban and rural study areas
The prevalence of depression was higher among female participants compared to males in the two locations: urban, 41.1% versus 12.5% and rural 29.7% compared to 3.3%, which gave male to female ratio in the urban area of 1:3 and 1:9 among rural respondents. Although, the gender difference in prevalence between the study areas was not significant. (ᵡ2= 3.06, P>0.05).  Participants within the age bracket 18-34 age group have the highest prevalence of depression (25% urban versus 18.7% rural). In comparison, the lowest prevalence rate was observed among those who were 65years and above (2.7% urban versus 1.1% rural). However, the age difference in prevalence was not significant. (ᵡ2= 1.42, p>0.05).
Factors associated with depression in the urban area
Participants who belonged to higher SES had few numbers of depressed category compared to those in the middle and lower SES, 1(1.7%) compared to 13(21.7%), and 46(76.7%). This difference was statistically significant ((ᵡ2=11.72, p<0.05). Participants who had strong social support had more number of those who were not depressed compared to those with moderate and poor social support,27(51.9%) compared to 24(46.2%), and 1(1.9%). This difference was statistically significant at ((ᵡ2=11.24, p<0.05).  Participants with no family history of mental illness had more non-depressed mental than those with a family history of mental illness 52(100%) compared to 0(0%). This difference was statistically significant (ᵡ2=6.47, p<0.05). There was no statistically significant difference in depression status between participants in terms of gender (ᵡ2=0.076, p>0.05), age (ᵡ2=3.93, p>0.05), marital status (ᵡ2=0.000. p>0.05), employment status (ᵡ2=1.185, p>0.05), tribe (ᵡ2=2.34, p>0.05), religion (ᵡ2=2.37, p>0.05), sponsorship of treatment (ᵡ2=0.83, p>0.05) and mean difference in number of years in formal education (t=1.79, p>0.05). There were more non-depressed participants with acute physical illnesses than those with chronic forms, 45(86.5%) compared to 7(13.5%). This difference was significant (ᵡ2=5.1, p>0.05).
Factors associated with depression in the rural study area
Among the rural participants, more non-depressed participants were married than those who were not married, 109(89.3%) compared to 13(10.7%). This difference was significant (ᵡ2=6.4, p<0.05). There were more non-depressed participants with more years of informal education than those with less.11.57±3.4 (SD) compared 9.41±2.7. The mean difference was significant (t=3.24, p<0.05). Meanwhile there was no statistically significant difference in depression status between participants in terms of gender (ᵡ2=0.9, p>0.05), age (ᵡ2=2.9, p>0.05), tribe (ᵡ2=0.33.p>0.05), religion (ᵡ2=0.27,p>0.05), education (ᵡ2=4.93.p>0.05), social class (ᵡ2=0.98,p>0.05), social support (ᵡ2=0.57,p>0.05), sponsorship of medical treatment (ᵡ2=2.2,p>0.05), family history of mental illness (ᵡ2=0.52,p>0.05),   and employment status (ᵡ2=0.64,p>0.05).  There were few participants on first-consultation visits who  were  depressed  compared  to  those  on  follow-up  visits  16(26.7%)  versus 44(73.3%). This difference was significant ((ᵡ2=9.6, p<0.05). There were more non-depressed patients with one physical disease than those with two, 116(95.1%) versus 6(4.9%). This difference was significant (ᵡ2=5.05, p<0.05). There was no significant difference in depression status among participants with acute and chronic physical illness (ᵡ2=1.38, p>0.05) and no difference in depression status with the mean number of years with a physical condition (t=-1.89, p>0.05).
Predictors of depression in the urban study area.
The result of a binary logistic regression shows the likelihood of social class, social support, and family history of mental illness and physical illness to be independently associated (predictors) with depression in the urban study area.
Predictors of depression in the rural study area.
Result of a binary logistic regression demonstrates the likelihood of marital status, years in formal education, consultation visits and comorbid physical illness to be independently associated (predictors) with depression in the rural study area. Also, after controlling for all the variables mentioned above, marital status, number of consultation visits, and number of years in formal education  emerged  as  significant  predictors  of  depression  in  the  rural  area.  Participants who were not married(single) (OR=9.943,p<0.05 at 95% CI (1.483-66.654) were nine times more at risk of having depression compared to their married counterparts. Those who had more than one consultation visit had almost three times the risk of having depression than those on first consultation visit (OR=2.882, p<0.05,95% CI (101- 7.547), and those who had more years in formal education had a decreased risk of depression compared to those with fewer years in formal education, OR=0.833,p<0.05  at 95%CI for (0.717-0.969). The logistic regression model was statistically significant. at X2(3) =21.035, p<0.001. The model explained 24.1 % (Nagelkerke R2) of the depression variance and correctly identified 75.7% of the case.

Discussion
The majority of the study participants were from the rural study area; they constituted more than 50% of the study population. It is not an unexpected finding. The general outpatient clinic of the rural study area is located close to most of the participants' homestead, in contrast to the family medicine clinic at Aminu Kano teaching hospital. Secondly, there is less protocol in patients’ registration and consultation in a rural area than the urban. Moreover, the rural clinic was highly subsidised than its urban counterpart. Also, most of the participants in the two study locations were females, which is in keeping with previous findings among general outpatient at Aminu Kano teaching hospital 11 and at the state university teaching hospital in Ado-Ekiti.18 This is probably because of the difference in gender utilisation of health care services, where women were more likely to go for a consultation visit and more likely to comply with treatment than men.19 Furthermore, the study areas were made up of majority married Muslim participants who were  Hausa by ethnicity and relatively had similar average ages and significantly comprised of the young and middle age groups. In comparison, rural-urban dichotomy was revealed in socio-economic class, education, and the number of diagnosed physical disease conditions. Most rural    participants had no formal education, belonged to a lower socio-economic level, and presented with more somatic illness than their urban counterparts. In contrast, urban participants lower social support scores and higher depression scores. 
The high prevalence of depression among urban adult outpatients agrees with findings from most previous studies. The prevalence of 53.6% in the metropolitan study area is higher than the previously reported prevalence of 49.8% among 400 outpatients in the same study area.11  It is also higher than the prevalence of 47.8% among outpatients at Ekiti State University Teaching Hospital in southeastern Nigeria.18  It is even higher than the prevalence of 48.5% and 26% reported among ambulatory patients at the department of family medicine of the federal medical centre Umuahia in southeastern Nigeria20 and at three general outpatients clinic in China.21 
However, it is lower than the prevalence of 65.3% among outpatients at the state specialist hospital in Damaturu, Yobe state, in Northeastern Nigeria, 5  and 59.6% among outpatients clinic of the Obafemi Awolowo University teaching hospital complex in the southwestern part of Nigeria.12 While, the prevalence of depression in this study among patients in the rural study area (33%) was similar to the findings among general outpatient attendees at a rural hospital in Delhi, India22    and higher than a previously reported prevalence of 20.4% among outpatients in a specialist epilepsy clinic within the same rural study location.23  This finding agrees with previous results of a higher prevalence of depression among general outpatients compared to outpatients in specialty clinics.18 The prevalence of 33% is also higher than the previously reported  prevalence of 7.3%  among rural community dwellers in Oyo state, southwestern Nigeria24  and 12.9% among the elderly in some selected rural communities in the southwest and northwestern parts of Nigeria.25 
However, the prevalence of depression among urban participants was significantly higher than that of their rural counterparts. The finding of a higher prevalence of depression in the metropolitan area than the rural area agrees with the results of a study among older adults in Manitoba Canada26 and adolescents across nine provinces of South Africa.27  However, it is contrary to the findings of a previous Canadian study that found no difference in the prevalence of depression between urban and rural dwellers.28  It also differs from the results of an earlier study that found no difference in the prevalence of depression between urban and rural older adults in two communities in Japan.29 The finding also differs from the result of a higher prevalence of depression among rural dwellers (compared to their urban counterparts) in Oyo state, southwestern part of Nigeria.24  and the outcomes of a national health interview survey of rural and urban communities in the United states.
Meanwhile, the difference in the prevalence of depression between the two studies can be explained in terms of differences in risk factors for depression (deficit-based model) between the study areas and the type of services rendered at the health care centre.30 Previous studies have shown that living in cities is associated with an increased risk of having a mental illness because of the many risk factors related to modern life.31Modern urban life is  associated with a myriad of risk factors to depression that is associated with stressful living compared to the more traditional, less stressful, and more pleasant rustic existence, as observed among some townships and rural areas of South Africa32 and the findings of a low prevalence of depression among women living in traditional Yoruba land village in Nigeria compared to their urban counterpart who lived in modern urban United States, which was explained in terms of the buffering effect of the traditional way of life in rural Nigeria compared to the modern urbanized life in the United States.33
Secondly, the teaching hospital being a referral centre is more likely to have patients who present with severe forms of physical and psychological illness than a primary health care clinic of a rural area. Furthermore, the difference in prevalence between the study areas can also be explained in terms of stigmatizing attitudes towards psychiatry and mental illness. Thus, some patients with mild to moderate mental illness may abhor the suggestion of being referred to the specialist psychiatric clinic from the urban general outpatient unit. Therefore, they may prefer to stay at the family medicine clinic rather than be referred to psychiatry. Hence, this may explain the preponderance of patients with depression at the general outpatient unit.
It is also pertinent to note that the finding of a higher prevalence of depression among female participants in the study areas and the decline in the prevalence of depression with age is consistent with findings from previous studies24,34 and differs from what was previously reported at the urban study area.11 Relating to depression factors in the two study areas, results from this study revealed differences and similarities in some specific factors related to depression. Depression was thus associated with marital status in a rural area but not in the urban area. There was also a significant association between marital status and study location, as more participants were married in the rural area (predominantly female) than in  the urban area.    Thus, married  participants  in  the rural  setting  had  a significantly lower depression score than their non-married counterparts. In other words, being married decreased the odds of having depression in the rural study area. This finding corroborates the protective role of marriage against depression among patients with breast cancer in Lagos, southwestern Nigeria, and pregnant women in their last trimester.35This observation of the protective influence of marriage in depression differs from results of a previous study which revealed that depression was significantly associated with being married compared to the non-married status.11
Furthermore, the finding that most of the married participants in the rural area are females is also consistent with the cultural practice of early marriage in the rural areas, most notably in the northern parts of Nigeria. Where girls get married early and thus become integrated into the social network of their immediate environment. According to the local Hausa customs, a married female is supposed to be supported by her spouse in terms of her basic needs; she does not need to be work to fend for herself and her family; this may be the reason why there were more unemployed participants in the rural location and also more patients who had their medical bills paid by their spouses in that locality compared to the urban setting.36Although there was no significant association between educational status and depression, depression was significantly associated in the rural study area with the number of years in formal education.37 Thus, participants who spent more years seeking education were less likely to become depressed than those who were less educated.  This finding concurs with previous results of high proportions of depression among those with low education levels compared to those who attained advanced levels of education.11
The relationship between education and depression may partly explain the buffering influence of education on depression, most notably in the rural study area. This assertion is consistent with a previous finding, which revealed that the buffering effect of education against depression was selectively more robust for females than males.38 Education also proffers a better choice of adaptive coping mechanisms to life stressors, including the early seeking behaviour for medical assistance in orthodox medical health centres.
While socio-economic status was significantly associated with depression only in the urban area, participants who belonged to the higher-social class were found to have decreased odds of depression compared to the middle and low-level strata. This finding agrees with an observation from a study carried out in some European countries that people who belonged to higher socioeconomic classes are less likely to be diagnosed with depression than those at the lower social class stratum.39 It also concurs with the findings of a study conducted in Osun State, southwestern Nigeria, that depression was significantly associated with lower socioeconomic status among general outpatients.12
People who belonged to high social class have added material and other advantages (socio-economic advantages) over those who belonged to lower SES in terms of material resources, education, and accessibility to the best health that one can afford, which may protect them against depression.
Another factor that was associated with depression was a positive family history of mental illness. Depression was significantly associated with a family history of mental illness only among patients in the urban area. This finding implies that patients who have a family history of mental illness in the urban outpatient unit are more likely to have depression than their counterparts with no positive family history of mental illness. However, this finding is not congruent with the results of a previous study conducted in the same location, which did not find any significant relationship between depression and having a positive family history of mental illness.11 It also does not support the previous finding, of a significant association between family history of mental illness and depression only among patients with a psychotic form of depression.40 None of the participants in this study had a psychotic form of depression, and a family history of mental illness was equally reported by both patients with severe and moderate forms of depression. However, the finding was consistent with the results of a prospective study that a family history of mental illness was independently associated with depression.41 A family history of mental illness may predispose one to depression through shared genetic risk, shared environmental risk, and secondary to taking care of a family member who has a mental illness (caregivers’ burden).42
The number of consultation visits was also associated with depression. Thus, the frequency of consultation visits was significantly associated with depression only among participants in the rural study area. Participants who had more than one consultation had a higher odds of being diagnosed with depression. This finding agrees with results from a meta-analysis (which comprised of twenty-five studies) that an increase in the frequency of consultation visits is an indicator of increased utilization of health care services and non-compliance with treatment, secondary to comorbid depression among patients with somatic illness. 43
In contrast, social support was significantly associated with depression only among participants in the urban study location.  Participants with higher social support are less likely to be depressed than those with moderate and poor social support. Thus higher social support may protect against depression. This finding is consistent with results of a study among general outpatients in Damaturu, Northeastern Nigeria, and the findings from a tertiary hospital study among 112 patients in Lagos state, Nigeria, that strong social support was independently associated with depression.45 It is also consistent with the finding that social support reduced the risk of depression among outpatients at a specialist HIV/AIDS clinic in Kano.46 Higher levels of social support in the rural area of 68.7% might partially explain the lower prevalence of depression burden in the rural study area. Thus, social support might have a protective effect against depression in the rural study area. In contrast, lower social support (39.3%) in the urban area may be a risk factor for depression.
Conclusion
This study has revealed a high prevalence of depression among general outpatients in urban and rural general outpatient units.
The prevalence of depression among general outpatients at the family medicine clinic of Aminu Kano Teaching Hospital was higher (53.4%) than that of rural primary care general outpatients’ unit (33%) in Kumbotso local government area of Kano state, northwestern Nigeria.
There is a need to incorporate regular screening of depression in the study areas, most notably among patients who are at high risk (Urban > rural) of depression based on the factors that were identified to be associated with depression in the study.

Limitations
It is a cross-sectional study; therefore, it is difficult to infer causality between variables rather than an association. The cross-section design of the study also has an impact on findings concerning the assessment of resilience. Resilience is a dynamic process that varies with the situation. These changes can only be assessed with a prospective study design. It is a hospital-based study; finding from this study may not apply to the broader community.
The teaching hospital general outpatient clinic may be different from other similar units in secondary and primary tier health care centres in terms of the nature of the presentation of patients with somatic disease conditions. It is due to the fact the teaching hospital usually receive patients with severe forms of physical illness who are typically referred there from other health care centres, and the general outpatient unit is the portal through which patient enter through the teaching hospital. The comprehensive care health centre in Kumbotso is not a prototypal primary care centre. It has been run by AKTH, highly subsidized, and benefit from services from all departments of the teaching hospital.
Ethical approval
Ethical clearance was obtained from the health research ethics committee of Aminu Kano Teaching Hospital before the study’s commencement
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