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ABSTRACT: Background: Bipolar disorder, originally called manic depressive illness, is one of the most challenging psychiatric 

disorders to manage. Purpose: The objectives of this study are to research the socio-demographic and professional profile of 
patients hospitalized for bipolar disorder in the Dalal Xel mental health center of Fatick and to understand the factors 
associated with the evolution of the prevalence of bipolar disorder in the Senegalese context. Methods: It was a cross-sectional, 
retrospective, descriptive and analytical study. It was conducted in the hospitalization department of Dalal Xel Mental Health 
and included all patients hospitalized in this service between 2004 and 2013 and whose medical file was found. Results: The 
processing of the hospital service records made it possible to collect 6,896 patient files. Among these hospitalized patients, 
731 were diagnosed with bipolar disorder (11.4%). The majority of patients were female (52.7%), lived in rural areas (53.4%), 
educated (66.2%). The majority had an occupation (74.1%) and were married (51.7%). The average age was 36.52 years with a 
standard deviation of 13.3 years. Between 2004 and 2013, the profile of the patient with bipolar disorder did not change for 
sex, age, professional activity, marriage. Religion and nationality remained influenced by the demographic context of Senegal. 
Conclusion: Bipolar disorder is influenced by biological (age, sex), social (married) and professional factors. The medical 
prescriptions must consider the patient's procreation and her professional activity. It is also important to involve the family in 
psychological support and to reinforce professional reintegration. 
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1 INTRODUCTION 

Psychiatric pathologies have the characteristic to be chronic and expensive [1]. The countries in the process of development 
particularly those of Africa, are not in rest. These, already tested by their health care systems unsuited and having a small 
budget, do not have the means of coping more and more with the health problems mental growing [2]. Senegal is a country 
with a long tradition of mental health. Since 1956, Senegal obtained psychiatric structures making it possible to offer a medical 
framework to the mentally ills with the creation of the service of neuropsychiatry of the hospital of Fann. After test having 
tested a traditionally clinical approach a long time, the first psychiatrists of Senegal felt the need for opening with the other 
models of traditional therapy by the reading of the therapeutic route their patients. Thus, the management of the mental 
illness was seen shared between medical psychiatry and the traditional therapies. Examples of association of traditional 
psychotherapy such as Ndoëp at Lébou were reported in the assumption of responsibility of certain patients to Fann Hospital 
[3, 4, 5]. In 1994, the first private psychiatric structure with no lucrative goal was created under the name of Thiès’s health 
center mental Dalal Xel (located at 80 km from Dakar, the capital of Senegal). Then in 2003, it was open a second health center 
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mental Dalal Xel in the area of Fatick (located at 250 km of the capital). Solid partnerships between the sectors public and 
private increase the cover, the use and the quality of the services, and result in a better satisfaction for the users. The people 
receiving benefits of private health care offer to the populations a whole range of preventive and curative services [6]. 

Mood is a fundamental emotional provision, rich person of all the emotional and instinctive authorities who gives to each 
one of our states of heart a pleasant or unpleasant, oscillating tonality between the two extreme poles of the pleasure and the 
pain. Disturbances of mood are characterised by an instability of not containable mood [7]. These diseases reverberate on 
behaviour, personality and perception. These diseases are reflected on the behaviour, the personality and perceptions. The 
person reached can be depressive, inflamed or both. These people suffer from a deep emotional distress or handicap in their 
social activities, professional and educational. The principal disorders of mood are the depression, the mania and the bipolar 
disease [8, 9]. Bipolar disorder is characterised by recurrent episodes of elevated mood and depression, together with changes 
in activity levels. Elevated mood is severe and sustained (mania) in bipolar I disorder and less severe (hypomania) in bipolar II 
disorder. Depression is usually more common and longer lasting than elevated mood, and together with inter-episode milder 
symptoms contributes most to overall morbidity. Other psychiatric disorders, such as anxiety disorder and alcohol and drug 
misuse, are common associated to bipolar disorder. The risk of death from suicide and from cardiovascular disease, is 
increased. The treatment is with drugs and psychotherapies [10]. 

The aims of this research are to study the socio-demographic and professional profile of patients hospitalized for bipolar 
disorder in the Dalal Xel mental health center in Fatick and to understand the factors associated with the evolution of the 
prevalence of bipolar disorder in the Senegalese context. 

2 METHODOLOGY 

2.1 TYPE AND PERIOD OF STUDY 

It was a transversal, retrospective, descriptive and analytical study on the files of patients hospitalized during the period 
from January 2004 to December 2013 at the Dalal Xel mental health center in Fatick in Senegal. 

2.2 POPULATION OF STUDY AND SAMPLING 

This study was exhaustive, based on hospital records. It included all the files for which the diagnosis of bipolar disorder was 
recorded by the centre's treating psychiatrists between January 2004 and December 2013. The classification used by 
psychiatrists was the French Classification of Mental Disorders (FCMD) or the International Classification of Diseases (ICD). 

2.3 PROCEDURE OF DATA COLLECTION AND ACQUISITION 

In each hospital unit, there is a register at the nurses 'office and a file at the doctors' office. 

All bipolar patient records for the study period were compiled in a data entry form on Microsoft Access. The data entry was 
carried out by two data entry operators trained and supported by the structure. 

After processing the files, a lot of missing data was observed. Finally, the variables chosen were: 

• socio-demographic characteristics: sex, age, marital status, geographic origin, nationality, country of residence, 
having a child 

• academic and professional characteristics: schooling, profession 

• diagnosis of bipolar disorder which was the main variable 

2.4 DATA ANALYSIS 

Data analysis was done with statistical software R. Qualitative variables have been described with absolute and relative 
frequencies. For the quantitative variables we used the mean and the standard deviation. 

Homogeneity tests made it possible to analyse trends in frequencies (Chisq2) and means (ANOVA) between years to 
compare the profile of patients hospitalized for bipolar disorder between 2004 and 2013. The significance threshold of the 
statistical tests was set 5%. 
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2.5 ETHICAL ASPECTS 

This study was initiated as part of a mental evaluation of the activities of the Dalal Xel mental health center in collaboration 
with the management of the health center. The data has been collected with respect for confidentiality and anonymity. No 
remuneration, no financial or material compensation was offered to patients. Likewise, no subjective value judgment that 
could defile the legal entity of individuals or the institution is published in this study 

3 RESULTS 

3.1 CHARACTERISTICS OF PATIENTS 

Between 2004 and 2013, 731 patients were diagnosed with bipolar disorder, or 11.4% of hospitalized patients. The majority 
of patients were Muslim (90.8%), lived in rural areas (53.4%), of Senegalese nationality (97.1%). 

The majority of patients had a profession (74.1%). The majority of women were 52.7%. The patients were 51.7% married. 

The average age was 36.52 years with a standard deviation of 13.3 years. Table 1 shows the distribution of bipolar patients 
according to socio-demographic and professional characteristics. 

Table 1. Distribution of patients with bipolar disorder according to their socio-demographic and professional characteristics (N = 731)  

Characteristics 
Absolute frequencies 

(N=731) 
Relative frequencies 

(%) 

Gender   

Male 346 47.3 

Female 385 52.7 

Religion   

Muslim 664 90.8 

Christian 67 9.2 

Married   

Yes 378 51.7 

No 353 48.3 

Getting children   

Yes 624 85.4 

No 107 14.6 

School instruction   

Yes 484 66.2 

No 247 33.8 

Profession   

Yes 542 74.1 

No 189 25.9 

Geographic situation   

Urban 341 46.6 

Rural 390 53.4 

Country of residence   

Senegal 710 97.1 

Other country 21 2.9 

Nationality   

Senegalese 714 97.7 

Other nationality 17 2.3 

 Mean Standard deviation 

Age of diagnostic of disease (years) 36.5 13.3 
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3.2 EVOLUTION OF THE FREQUENCIES OF BIPOLAR DISORDERS ACCORDING TO THE CHARACTERISTICS OF THE PATIENTS BETWEEN 2004 AND 

2013 

From 2004 to 2013, the profile of patients diagnosed with bipolar disorder at the Dalal Xel mental health center changed. 
The factors that have statistically changed are religion, education, location and having children. 

The frequencies of bipolar disorder by sex, age of diagnosis, profession, marital status, nationality and country of residence 
have not changed statistically over the years. 

Table II gives the distribution of bipolar patients by year according to socio-demographic and professional characteristics. 

Table 2. Distribution of bipolar patients by year according to socio-demographic and professional characteristics 

Characteristics 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 

Pvalue N=20 N=46 N=44 N=96 N=85 N=136 N=85 N=73 N=100 N=46 

n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) 

Religion (Muslim 
vs Christian) 

12 
(60.0) 

39 
(84.8) 

40 
(90.9) 

84 
(87.5) 

77 
(90.6) 

125 
(91.9) 

83 
(97.6) 

67 
(91.8) 

94 (94.0) 
43 

(93.5) 
 0.001** 

Profession (Yes 
vs No) 

15 
(75.0) 

35 
(76.1) 

30 
(68.2) 

67 
(69.8) 

67 
(78.8) 

100 
(73.5) 

64 
(75.3) 

55 
(75.3) 

79 (79.0) 
30 

(65.2) 
0.728 

Geographic 
situation (Urban 

vs Rural) 
6 (30.0) 

16 
(34.8) 

17 
(38.6) 

30 
(31.2) 

42 
(49.4) 

73 (53.7) 
48 

(56.5) 
37 

(50.7) 
51 (51.0) 

21 
(45.7) 

0.007** 

Country of 
residence 

(Senegal vs 
Other country) 

20 
(100.0) 

46 
(100.0) 

44 
(100.0) 

92 
(95.8) 

82 
(96.5) 

129 
(94.9) 

81 
(95.3) 

73 
(100.0) 

97 (97.0) 
46 

(100.0) 
0.274 

Nationality 
(Senegalese vs 

Other 
nationality) 

20 
(100.0) 

46 
(100.0) 

43 
(97.7) 

92 
(95.8) 

82 
(96.5) 

133 
(97.8) 

83 
(97.6) 

72 
(98.6) 

97 (97.0) 
46 

(100.0) 
0.822 

Gender (Male vs 
female) 

9 (45.0) 
21 

(45.7) 
19 

(43.2) 
42 

(43.8) 
37 

(43.5) 
71 (52.2) 

45 
(52.9) 

34 
(46.6) 

42 (42.0) 
26 

(56.5) 
0.692 

Married (Yes vs 
No) 

9 (45.0) 
20 

(43.5) 
17 

(38.6) 
54 

(56.2) 
43 

(50.6) 
82 (60.3) 

43 
(50.6) 

41 
(56.2) 

50 (50.0) 
19 

(41.3) 
0.202 

School 
instruction (Yes 

vs No) 

13 
(65.0) 

21 
(45.7) 

24 
(54.5) 

70 
(72.9) 

57 
(67.1) 

93 (68.4) 
69 

(81.2) 
50 

(68.5) 
57 (57.0) 

30 
(65.2) 

0.002** 

Getting children 
(Yes vs No) 

20 
(100.0) 

46 
(100.0) 

44 
(100.0) 

91 
(94.8) 

59 
(69.4) 

94 (69.1) 
68 

(80.0) 
56 

(76.7) 
100 

(100.0) 
46 

(100.0) 
 0.001** 

 
Mean 

(sd) 

Mean 

(sd) 

Mean 

(sd) 

Mean 

(sd) 

Mean 

(sd) 

Mean 

(sd) 

Mean 

(sd) 

Mean 

(sd) 

Mean 

(sd) 

Mean 

(sd) 
 

Age of diagnostic 
of disease 

(years) 

37.70 

(9.24) 

34.91 

(13.64) 

36.95 

(14.20) 

34.19 

(11.62) 

36.98 

(14.52) 

37.96 

(14.77) 

37.16 

(13.15) 

36.04 

(13.64) 

35.60 

(12.22) 

37.71 

(13.26) 
0.682 

4 DISCUSSION 

This retrospective study was made by exploring hospital records. Several medical and psychological information on the 
symptomatology was not found in the files. The data from the consultation register was not used because there was a lot of 
missing data in the socio-demographic and clinical information. The clinical diagnosis of bipolar disorder was made by 
psychiatrists from the Dalal Xel Mental Health Center in Fatick. The clinical type of unipolar or bipolar disorder has not been 
defined for most medical records. 
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We used 6,896 hospital patient files in the Dalal Xel center between 2004 and 2013 and we found 731 cases of bipolar 
disorder. The average age of diagnosis of bipolar disorder was 36.5 years with a standard deviation of 13.3 years. According to 
Ben Abla, the average age of first signs for patients diagnosed with bipolar disorder was 26.9 ± 9 years [11]. 

The profile of the bipolar patient, over 10 years, did not change according to age (p = 0.682). 

The majority of women were 52.7%. But this female profile was not statistically different over the 10 years (pvalue = 0.69). 
In 2009 and 2010, men were in the majority at 52.2% and 52.9% respectively. Evidence from the literature supports gender 
equality in bipolar disorder [8, 12, 13]. 

According to marital status, 51.7% of bipolar patients were married. For several years, the profile was married but in 2004 
and in 2005, he was mainly single with 56.5% and 61.4% respectively. However, this profile did not change statistically between 
2004 and 2013. According to some studies, the patients were predominantly single [11, 14, 15, 16]. The majority of bipolar 
patients had children with a pvalue of less than 0.001. 

This study showed that 66.2% of patients hospitalized for bipolar disorder had a school education and 74.1% had a 
profession. This explains why bipolar disorders are compatible with good professional reintegration. In Tunisia, 67.2% were 
without profession [11]. Bipolar disorder is not as dissociative as schizophrenic disorder. They can be compatible with adequate 
professional training. [15, 17, 18] 

The rural area is more represented than the urban area. Over the 10 years, this distribution is statistically different with a 
pvalue equal to 0.007. The Muslim religion is more represented but one could explain it by the fact that Senegal is a country 
mainly 95% Muslim. 

This study shows a profile of the bipolar patient in Senegal remains constant between 2004 and 2013. We note that they 
are over 30 years old, female, married, educated, having a profession and at least one child. Thus, the care strategy should 
consider the maternity of the patients and their profession. 

Religion, geographic situation, nationality and country of residence are contextual factors influenced by the demographic 
distribution of Senegal. 

5 CONCLUSION 

The exploration of patient records revealed many gaps in the quality of care data. It is therefore important to improve the 
quality of the data by harmonizing the patient's file in mental health centers in Senegal. 

This study made it possible to know the typical profile of the bipolar patient in Senegal. These patients are adults, of 
reproductive age and make up the workforce. Prescribed drugs must consider the maternity and professional activity of 
patients. 
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