AN INVESTIGATION ON THE BEHAVIOR OF NURSES TOWARDS RELAPSE PREVENTION AMONG PSYCHIATRIC PATIENTS


ABSTRACT
The problem of every hospital when the targeted objective is not achieved is that there is something wring either with health care givers, the patients or the general public. In order to improve the standard of health of the patients and keep them progressively fit. The reason why such lapse are present here to be sought and the remedy met in order to achieve the set objective of the hospital. This study is based on the Attitude of nurses towards Relapse prevention among psychiatric patients in Federal neuropsychiatric hospital Barnawa Kaduna. The aim and objective of this study are all directed towards bringing out lasting solutions to curtail this menace. It also intends to actively involve the management of the hospital especially on employing new and scientific approach to holistic patient care. The instruments used for data collection were from interview and Questionnaire which were represented in tabular form, bar chart, pie chart and percentages. Nurses were used for the study .the data collected were analyzed. The result showed that many factor contribute to the effect of relapse. All these can be prevented through adequate Education, Family oriented therapies, good social support, compliance and keep the follow-up appointment.

CHAPTER ONE
INTRODUCTION

1.1 Background Of Study

For generations, those who practise medicine, scientists, and philosophers have been both captivated and perplexed by mental health conditions. Its symptoms have been ascribed to possession by demons, regarded to be retribution by the gods for the evil done, or recognised as proof of the inhumanity of its afflicted victims. All of these explanations are based on the belief that it is the gods who are punishing the evildoers. Because of this, those who were diagnosed with such diseases were subjected to persistent discrimination (ADEMOLA, 2022). Even in modern times, there is still a significant amount of the stigma that exists, despite the fact that it has less to do with demonic possession and more to do with society's inability to bear the enormous expense that is involved with mental illness. One of the most serious issues that may arise from having a mental condition is relapse. It affects more than two million individuals and accounts for around 1.3% of all instances of mental illness that have previously been treated. It is virtually impossible to put a price on the amount of pain that a relapse causes to both people and families (BOYD, 2022).

There is still an alarming incidence of relapse and the reoccurrence of mental disease all over the world, notwithstanding the present trend in contemporary therapy. Every day, people who ought to be useful and responsible in life are squandering their time instead of focusing on being productive. Patients are now obliged to spend just a brief amount of time in the hospital before being allowed to return home. This is done with the goal of lowering patients' reliance on medical care and the likelihood of future relapses. This helps to eliminate the stigma associated with the condition as well as avoid consequences.

Over the course of the last several years, one issue that has been problematic is the high rate of patients who have had readmission to the hospital. Because of this, it has become hard to obtain a decent level of symptom management in patients and to treat them. The irritation that the nurses felt was evident as they saw the readmission of patients who had just recently been let home after being stabilised in the hospital. Some individuals have a recurrence as soon as they return to their homes after being treated (DENZIN, 2022). Others who are on trial release end up relapsing, while others continue to do so even while they are in. The relapse of patients has been contributed to by a number of different circumstances, including financial difficulties and a shortage of competent personnel. Some patients have a travel time to the hospital of about one or two days, which results in inadequate monitoring and accessibility to mental health care. Stigmatization and dependence on a caretaker are two other contributing elements to consider. All of these factors have played a role in the high rate of recurrence that has been seen in the treatment of various categories of patients, which has ultimately resulted in the patients' inability to function in society, as well as in tremendous misery, financial restrictions, and societal annoyance (BURGESS, 2022). Within the context of our hypothesis that there is no significant relationship between the attitudes of nurses and relapse prevention among psychiatric patients, the purpose of this study was to investigate the attitudes of nurses working at the Federal neuropsychiatric hospital in Barnawa, Kaduna, toward the prevention of relapses among psychiatric patients.

1.2 Statement of the Problem

Substance abuse, clinical and research attention should logically focus on the goal of relapse prevention. Yet we know remarkably little about this area. Several recent reviews of interventions for people with dual disorders note that existing studies emphasize engagement in treatment, motivation for remission, or initiation of remission rather than emphasizing relapse prevention.

To develop interventions and sup- ports for relapse prevention, one critical step is to understand the timing and predictors of relapse. Thus the purpose of the study reported here was to analyze the pattern and predictors of substance abuse relapse in a ten-year prospective follow-up of patients with co-occurring severe mental and substance use disorder substance use disorder, or substance abuse, is a chronic, relapsing illness. Cross-sectional studies of patients with dual diagnoses consistently show that their substance use disorders are often in remission. Although this finding could be taken as evidence of recovery from substance use disorder, prospective longitudinal studies some of which are presented in this special section of Psychiatric Services; indicate that remission and relapse represent dynamic processes. That is, although many patients who enter outpatient mental health or dual disorder programs achieve full remission within months, most of these patients relapse to active substance abuse. For example, two separate prospective longitudinal follow-up studies showed that the overall rate of active substance abuse did not change because as many individuals relapsed as achieved remission.
There are several debates on the impacts of mental relapse on patients, a lot of these debates gave out useful information on mental relapse prevention and treatment but none did touched the attitude of health workers towards relapse prevention in Nigeria. This work is set to uncover the attitude of nurses in Federal neuropsychiatric hospital Barnawa Kaduna towards relapse prevention among psychiatric patients.
1.3 Objectives of study

1. To identify the attitude of nurses towards relapse prevention among psychiatric patients

2. to identify the factors that affect nurses’ attitude towards relapse prevention among psychiatric patients

1.4. Hypothesis of study

H0: Relationship between educational background of nurses and their attitude towards relapse prevention

H1: Relationships between the status of nurses and their ability to prevent relapse among psychiatric patients

H2: Relationship between the experience of nurses and their ability to identify symptoms of relapse

1.5 Significance of the study

For patients with mental relapse, mental dysfunction can have a devastating impact on their quality of life. Better mental assessment and management will benefit all mental relapse patients especially the elderly patients, regardless of mental relapse sub type, making their entire mental relapse journey more tolerable.

The benefit of this study is to provide information about the nurses‟ knowledge level, approaches to mental relapse prevention and the challenges they face in mental relapse prevention that may interfere with delivering quality care to oncology patients who are in pain. Findings from this study will add important information to the literature regarding nurses‟ knowledge and provide information regarding those hindering factors towards mental assessment and management in elderly patients. More so, findings from this work can be used to inform future interventions that improve mental relapse prevention and treatment. 

1.6 Scope of the study

This study will centre on assessing nurses’ attitude towards relapse prevention among psychiatric patients in Federal neuropsychiatric hospital Barnawa Kaduna.

CHAPTER TWO

LITERATURE REVIEW

2.1 The process of psychotic relapse

In this section, we will, by way of introduction, discuss the process of psychotic relapse and factors that influence it.

The vulnerability-stress-coping model is a commonly used theoretical framework for the research into, and the treatment of, schizophrenia  (Zubin  & Spring 1977; Zubin et al. 1992; Nuechterlein & Dawson 1984; Nuechterlein et al. 1992; Nuechterlein et al. 1994).

This model shows that various factors play a role in the development of a psychotic relapse. One factor is the vulnerability of the schizophrenic patient.  This vulnerability is largely genetically determined and is present as a constant factor. Second, the amount of stress to which the patient is exposed is important. This stress can be caused by the patient himself or herself (for example, by means of all kinds of stress-inducing thoughts) or by environmental factors (for example, hostility on the part of people in his or her surroundings). A third factor are the coping and problem-solving skills of the patient. Most patients with schizophrenia do not submit to their situation passively but search for ways to deal with the aggravating circumstances. They also do this in the phase preceding the psychosis in which they perceive in themselves, disordering changes (Falloon 1987; Westacott 1995; Holmes et al. 1994; McCandless-Glimcher et al. 1986; Boker et al. 1989; Cohen & Berk 1985; Carr 1988; Baker 1995; Murphy & Moller 1993). The literature reports that patients have a very wide range of coping styles and that from them proceed several concrete coping strategies. The fourth factor in the vulnerability- stress-coping-model is the protection that the patient receives from his or her environment and that can serve as a buffer against stress. The protection can consist of practical, emotional, and social support to enable the patient to better handle the consequences of the illness (Wing 1978).

The complex interaction between vulnerability, stress, coping, and protection determines whether a patient psychotically decompensates at a given moment. It also determines the gravity of the relapse. When the first signs of a psychosis become apparent, one can act on the various factors of the model in order to counter the aggravation of the psychosis, such as by increasing medication, reducing stress, promoting coping, and taking protective measures in the environment.

Docherty et al. (1978), on the basis of a review of case studies and phenomenological studies, have tried to describe the process of psychotic relapse in six phases. In Phase 0, there is an equilibrium condition in which  the patient functions well and succeeds in adapting relatively well to the demands the environment places on him or her. In Phase 1 (overextension), cognitive overload occurs accompanied by symptoms of anxiety, irritation, distractibility, and reduced performance. In the phase that follows, Phase 2, the patient experiences restricted consciousness. Apathy, listlessness, social withdrawal behaviour, feelings of hopelessness, loneliness, boredom, and dependence are some of the phenomena that often occur in this phase. In Phase 3, disinhibition, phenomena can occur that point to disturbed impulse regulation, such as sexual disinhibition, anger attacks, and excessive spending of money. In this phase, the mood may also be seen to improve. In Phase 4, psychotic disorganization occurs together with perceptual and cognitive deterioration, ultimately leading to total fragmentation of the consciousness and loss of self-control. In the last phase that Docherty et al. describe, reorganization of the psychotic consciousness occurs, for example in the form of a paranoid delusional system. This leads to the recovery of control and reduction of anxiety (psychotic resolution).

The description of Docherty et al. is interesting for our present purposes because they were the first to have tried to introduce some structure into the complex process of psychotic relapse. Many of the phenomena cited were also described as early warning signs in later research (see the next section). The authors describe how a number of phenomena can be seen as coping strategies for incipient psychotic symptoms.

This structuring also gave rise to criticism (see, for example, Vries & Delespaul 1988). The process description would not do justice to the dynamics between the various factors of the vulnerability-stress-coping model. According to the critics, the process is presented too deterministically and pessimistically, and justice is not done to the variability between patients. Such a prototypical course of psychotic relapse does not exist.

Birchwood and Spencer (2001) present a simpler model in which three phases are distinguished. In the first phase of relapse, primarily cognitive- perceptual changes occur, such as attentional dysfunction, derealisation, and racing thoughts. They progress to phenomena of dysphoria, accompanied by a depressive mood, pre-occupation with mental life, and loss of interest and self-care. In the third phase, the pre-psychotic or psychotic symptoms emerge to a greater extent, including becoming suspicious, ideas of reference and mild hallucinations.

In the literature, the question is raised about when one can still speak of early warning signs and when there are clear psychotic symptoms. According to Norman and Malla (1995), it is important to make a clear conceptual distinction between early signs and psychotic symptoms. However, this transition proceeds gradually and the introduction of a cut-off point is always arbitrary (Tarrier et al. 1991). For everyday practice, this distinction does not seem to be particularly important. Indeed, it is a matter primarily of reacting in as early a stage as possible to changes in the condition of the patient that point to an impending psychotic relapse (see also Bustillo et al. 1995). In the next section, we will go further into the nature of the early warning signs.

2.2 Early Warning Signs

Early warning signs of a psychosis can be defined as subjective experiences, thoughts, and behaviours of the patient that occur in the phase preceding a psychotic relapse (Heinrichs & Carpenter 1985; Herz & Melville 1980). The question is now which experiences, thoughts, and behaviours are characteristic for this phase.

Heinrichs and Carpenter (1985) conducted a prospective study of the early warning signs of a psychosis in 47 ambulatory patients with schizophrenia (n=38) or a schizoaffective disorder (n=9). During weekly appointments with the client, clinicians noted whether or not warning signs were present that indicated an impending psychotic relapse. On the basis of this, 32 early warning signs were identified. The ten most common are: hallucinations (53%), suspiciousness (43%), change in sleep (43%), anxiety (38%), cognitive inefficiency (26%), anger/hostility (23%), somatic symptoms or delusions (21%), thought disorder (17%) disruptive inappropriate behaviour (17%), and depression (17%).

When we look at the cumulative frequencies, then it is striking that all of the patients manifested at least one of these symptoms. The summary shows a mix of psychotic and non-psychotic symptoms, in which it is striking that the psychotic symptoms score high in comparison to the non-psychotic symptoms. This contrast with the retrospective study of Herz and Melville (1980) whereby the non-psychotic warning signs – observed by patients and family members – score much higher in the ranking. Apparently, it makes a difference whether the warning signs are registered prospectively or retrospectively and also who does the registration. It is possible that symptoms of dysphoria are indeed present, but are reported less by the patient and are also less directly observed by the care provider. They occur more in the experience of the patient and are not always expressed in concrete behavioural terms. When they are observed, then there is still the question of whether they are interpreted as warning signs of a psychosis. It could be that they are more apt to be attributed to the psychosis afterwards than at the time they occur.

Many of the early warning signs that are cited in other literature sources match those cited above or can be seen as explicit behavioural expressions related to these symptoms. The descriptions show that, even though certain early warning signs occur relatively frequently, individual variation is very great ((Heinrichs & Carpenter 1985; Herz & Melville 1980; O'Connor 1991; Tarrier et al. 1991; Kumar et al. 1989; Hamera et al. 1992; Subotnik & Nuechterlein 1988; Kennedy et al. 2000).

One much used scale for the measurement of early warning signs is the Early Signs Scale developed by Birchwood et al. (1989). This scale has satisfactory psychometric characteristics. The authors classify the most common early warning signs in four subscales: (1) anxiety / agitation, (2) depression / withdrawal, (3) disinhibition, and (4) incipient psychosis. The warning signs of the first two subscales occur primarily in the dysphoria phase. The warning signs of the last two subscales are visible primarily when the process of relapse has progressed further and the experiences and behaviours gradually take on a more psychotic character.

Alongside the more general early warning signs, as described above, the so-called idiosyncratic behaviours are also of importance for the early recognition of a psychosis (Norman & Malla 1995; Herz & Lamberti 1995;

Bustillo et al. 1995; Campo & Merckelbach 1996). These are very eccentric behaviours of the patient that often constitute an unmistakable signal for those in his or her environment that the condition of the patient is deteriorating. For example, the patient puts on striking clothing, dyes his or her hair in a striking colour, conducts certain magic rituals, or becomes engrossed in mathematical problems (without having a talent for it). A number of authors stress the importance of preparing a “relapse signature” for each patient that includes both the general early warning signs and the specific idiosyncratic behaviours (Birchwood 1992; Birchwood et al. 1992).

2.3 Recognition of early warning signs

For the use of early recognition and early intervention in care practice, two conditions need to be met: patients and the people in his or her environment must be able to recognize the early warning signs of a psychosis; and there must be sufficient time between the moment of the occurrence of the first warning signs and the time of serious psychotic relapse in order to make early intervention possible. We will now discuss these two conditions.

Herz and Melville (1980) conducted a retrospective study in which they interviewed 145 patients and 80 family members. The patient group consisted of stabilized patients who were being treated on an ambulatory basis (n=99) and partially of clinical patients who were recovering from a psychosis (n=46). The respondents were asked if they could indicate changes in experiences, thoughts, and/or behaviours that preceded the most recent psychotic episode. The conclusion was that 70% of the patients and 93% of the family members could name one or more specific changes. There was great agreement  between patients and family members about the most important warning signs (Spearman rank-order correlation = .78 / p < .001). The least agreement was about the pre-psychotic or psychotic symptoms, such as incoherent speech and visual hallucinations. The family members scored them higher than did the patients. The authors state that this was probably due to denial on the part of the patients of psychotic symptoms.

In a retrospective study by Kumar et al. (1989) on the recognition of early warning signs and the coping strategies that followed, 86% of the patients could name one or more signs. Heinrichs et al. (1985) found a lower  percentage of 63%.

A limitation of retrospective studies is that patients may well be able to name the warning signs of a psychosis when looking back, but this does not guarantee recognition and acknowledgement when they actually occur.

Patients can play down the changes in their condition at the time they occur because of their desire to function healthily. The ability to recognize symptoms (and to attribute to them their correct significance) can also diminish as the process of relapse progresses because the degree of illness insight decreases (Birchwood et al. 1992; David 1990; McEvoy et al. 1989; Van Meijel & Lendemeijer 1997). The literature is not clear about the number of patients in whom this problem occurs or the degree of gravity with which it occurs.

For the time being, it may be concluded that adequate recognition of early warning signs is  improved by involving several parties: the patient himself or herself, the family or other members of the social network, and the care providers. When the recognition capacity of the patient diminishes, others can take over this task. Family members in particular are well able to notice subtle changes in the patient, so they can make an essential contribution to the monitoring of the condition of the patient (Carpenter & Heinrichs 1983). The question of the period between the first warning signs and the psychotic relapse is particularly important from a clinical perspective. One condition for effective early intervention is that this period be of sufficient length. The research results are hopeful in this regard. The study of Herz and Melville (1980) shows that this period was reported by patients and family members to be less than one day in only a few cases (7 - 11%), in which there was hardly time to intervene. A larger percentage (16-24%) said that this period lasted from one to seven days, but a majority of the patients and family members (50 - 68%) reported a period of more than 7 days extending to longer than a month.

Other retrospective and prospective studies confirm that an increase of early warning signs and/or symptoms is apparent for several weeks before a psychotic relapse in a majority of cases (Subotnik & Nuechterlein 1988; Tarrier et al. 1991; Birchwood et al. 1989; Henmi 1993; Birchwood et al. 1992).

The conclusion is that, in a great majority of cases, the time interval between the first early warning signs and serious psychosis is long enough to give sufficient opportunity to apply early intervention strategies. With a small minority; probably less than 10% the psychosis occurs so rapidly that preventive measures have little or no chance of succeeding.

2.4 Predictive value

The significance of early recognition and early intervention increases with the increase of the predictive value of the warning signs for the occurrence of a psychotic relapse. There is still relatively little knowledge about the question of which early warning signs are good predictors of a psychotic relapse. Malla and Norman (1994), Tarrier et al. (1991) and Hirsch and Jolley (1989) consider the occurrence of depressive feelings to be a good predictor. Other authors point primarily to the high predictive value of mild psychotic phenomena (Birchwood 1992; O'Connor 1991; Tarrier et al. 1991; Jorgensen 1998).

For the evaluation of the clinical and conceptual significance of early warning signs, one needs a prospective analysis of the relationship between warning signs and psychotic relapse (Malla & Norman 1994). The positive predictive value (PPV) can then be measured, that is, the probability that observed early warning signs will actually be followed by a psychotic relapse. One problem here, however, is that, in clinical practice, one generally intervenes therapeutically upon the occurrence of warning signs of a psychosis, so the natural course of symptom development is interrupted. The chance of a psychotic relapse is reduced upon successful intervention. When a psychotic relapse would have occurred under natural circumstances, it is prevented by therapeutic intervention. With this, the PPV of the early  warning signs declines. No alternatives are conceivable for the determination of this predictive measure because, for ethical reasons, therapeutic intervention is, in principle, always indicated when it is established that the condition of the patient deteriorates.

The PPV has been determined in three studies, and also in these studies pharmacological and psychosocial interventions affected the natural course of the symptom development resulting in low or very low PPVs ranging between 15% to 43% (Marder et al. 1994; Gaebel et al. 1993; Jolley et al. 1990). These studies confirm that the most active interventions do indeed lead to the lowest PPV.

Most researchers concentrate on establishing the sensitivity and the specificity of early warning signs (Subotnik & Nuechterlein 1988; Hirsch & Jolley 1989; Jolley et al. 1990; Birchwood et al. 1989; Tarrier et al. 1991; Marder  et al. 1994; Marder et al. 1991; Gaebel et al. 1993; Jorgensen 1998; Malla & Norman 1994).

Sensitivity refers to the proportion of relapsing patients for whom there was an earlier increase in early warning signs (true positive rate), whereas specificity refers to the proportion of nonrelapsing patients for whom there was no increase in early warning signs (true negative rate). Here, too, one must note that therapeutic interventions affected the research results.

As regards the sensitivity of early warning signs, no consistent picture has emerged: the sensitivity varies in the various studies between 8% (Gaebel et al. 1993) and 81% (Jorgensen 1998). Most of the studies score well above 50%. For the specificity of the early warning signs, a somewhat more univocal picture emerges: the values lie between 60 and 93%.

Further examination of these studies shows that the degree of comparability is very small. Differences in practical and methodological choices account for a part of the variable outcomes. We list the most important of them.

The first important factor is the selection of the early warning signs of which the predictive value is established. For example, Gaebel et al. 1993 selected six common early warning signs and conducted a prospective study of their predictive value within different treatment conditions. The pre- selection, based on the research of Herz and Melville (1980), consists of a number of non-specific symptoms and symptoms of dysphoria. The sensitivity did not exceed 14%. Jorgensen (1998), however, used the 34-item Early Signs Scale (Birchwood et al. 1989) in which pre-psychotic symptoms are also included that are known to have a greater predictive capacity. This scale was filled in by the patient himself or herself. The authors arrived at a sensitivity of 74% in their study. One may conclude in this regard that differences in the pre-selection of the early warning signs that are used in the study contribute to the differences in the predictive outcome measures found. Therefore, the conclusion of Gaebel et al. (1993) that the clinical significance of early warning signs is limited because of the low predictive value is, in our opinion, very premature.

A second problem is that the early warning signs are scored with varying frequencies in the studies, sometimes once in four weeks. This last frequency is certainly too low, since a large portion of the psychotic relapses arises within a few days or weeks. With low frequency scoring, early warning signs that are indeed present will not be noticed in some of the patients, which leads to the incorrect conclusion that no warning signs preceded the  psychosis. The possibility of preventive intervention is reduced sharply with such low frequency monitoring.

Third, the studies apply different operationalisations of psychotic relapse, which affects the predictive values that are found.

Fourth, the follow-up-periods vary considerably in the studies, which makes it difficult to compare the outcomes.

Because of these problems and particularly because of their combination the study of the predictive value of early warning signs provides little clarity. It is important to conduct further research into the conditions under which satisfactory predictive values can be achieved. Low sensitivity of early warning signs is certainly a problem for clinical practice, for it means that a large portion of the psychotic relapses are not preceded by early warning signs, which correspondingly reduces the importance of early recognition. A low specificity score would also be a problem for it would mean that many patients who do not have a psychosis but who do show early warning signs are given unnecessary treatment and undergo the accompanying stress.

The question is now how can the predictive value of early warning signs be optimised within clinical practice. It is important to prepare an individual profile, a “relapse signature”, for each patient on the basis of previous psychotic relapses of early warning signs in which the pre-psychotic warning signs, along with the more aspecific symptoms have a place (Birchwood 1992; Birchwood et al. 1992). Using standard instruments can be helpful, but it must not be forgotten that certain warning signs are highly idiosyncratic and therefore do not appear on the standard lists. An open clinical interview with the patient and with family members is indicated to identify these idiosyncratic symptoms.

2.5 Research on the effects

Research on the effects of early recognition and early intervention is scarce. Most of the research has been done on the application of early recognition methods combined with divergent medication strategies (Gaebel et al. 1993; Gaebel et al. 2002; Herz et al. 1991; Herz et al. 1989; Herz et al. 1982; Marder et al. 1994; Carpenter et al. 1990; Schooler et al. 1997; Schooler et al. 1995; Inderbitzin et al. 1994; Pietzcker et al. 1993; Jolley et al. 1990).

Generally, it concerns the comparison of maintenance medication in variable dosages with intermittent strategies with which anti-psychotic medication is administered upon the first signs of an approaching relapse. Systematic monitoring of early warning signs is part of the intermittent medication strategy. The occurrence of psychotic relapse is the primary outcome measure in these studies.

A detailed description of the results of these studies goes beyond the scope of this article. The data relevant to our purpose can be summarized as follows.

Intermittent medication strategies appear in general to be inferior to the strategies of offering maintenance medication, also when the intermittent medication policy is combined with intensive monitoring of early warning signs. Intermittent medication strategies lead to less medication consumption and fewer side effects such as tardive dyskinesia, extra-pyramidal symptoms, and negative symptoms caused by neuroleptica. These side effects are often very burdensome for the patient and hinder personal and social functioning. They have a negative impact on medication compliance. The benefits from reduced side effects achieved by the intermittent medication strategy, however, is overshadowed by a higher risk of relapse, so most authors advise against it or propose stringent selection of the patients for whom this strategy could be indicated. Maintenance medication still seems to be the best way to prevent psychoses.

The conclusion is that early recognition and early intervention are recommended mainly in combination with medication maintenance treatment and cannot serve to replace this treatment. Early recognition and early intervention of themselves have an added value with respect to maintenance medication. Adequate early recognition can lead to an early increase of the antipsychotic medication and thus have a preventive effect.

The studies cited above always combined different medication interventions with the application of early recognition and early intervention. In order to establish the effectiveness of early recognition and early intervention as such, it is necessary to standardize the medication treatment. Two studies are important here.

Herz et al. (2000) conducted a controlled study on the effects of a program for relapse prevention in schizophrenia. The experimental group received a combination of (1) psychoeducation about psychotic relapse and early warning signs, (2) active monitoring of early signs, (3) early intervention upon the occurrence of early signs, (4) supportive group or individual meetings directed to improving coping skills, and (5) multifamily psychoeducation groups. The patients in the control group were offered care as usual consisting of individual supportive therapy and medication management. The patients of both groups were prescribed standard doses of maintenance medication. During the follow-up period of 18 months, the patients in the experimental group had significantly fewer psychoses than did the patients in the control group (17% vs. 34%) and were readmitted less often (22% vs. 39%).

Stenberg et al. (1998) studied the effects of the Liberman Module ‘Symptom Management’ with readmission as the outcome measure. This is a group-education program focusing on early recognition and early intervention. The control group received care as usual. The follow-up period was 2 years. The researchers concluded that the number of readmissions did not differ between the experimental and the control condition but that large differences did occur in the duration of the hospital admissions. The experimental patients stayed an average of 2.6 weeks in the hospital while the control patients stayed 20 weeks. This indicates that the patients who had participated in the training program had had much less serious psychoses than did the patients in the control group.

Indicative of possible effects is also the descriptive correlational study of Novacek and Raskin (1998) of 370 ambulatory patients with a serious psychiatric disorder. A good half of the patients suffered from schizophrenia. Data on a large number of areas – including the area of early recognition and illness course – were compiled with the aid of score lists filled in by case managers, interviews with patients, and client-service records. The research results indicate that poor recognition of warning signs was related to poorer treatment outcomes and greater use of expensive types of services. Improvement of recognition was related to better treatment outcomes and lower costs.

The effects of early recognition and early intervention can also be defined in terms of changed experience of the illness. Research into illness experience and the way in which this is influenced by self-management strategies – has hardly been developed. The hypothetical statements of various authors arise mostly from experience. The application of early recognition and early intervention would lead to increased self-efficacy of the patient as regards the self-management of the illness and the exercise of control over his or her own life. This would lead to enhanced self-respect of the patient (see, for example, Carpenter & Heinrichs 1983; Breier & Strauss 1983). The research of Boevink et al. (1995) into the quality of life of chronic psychiatric patients demonstrates the importance for psychiatric patients to get hold of their own life, to have a perspective to the future, and to learn to deal with themselves and their mental problems adequately. Further research is desirable in this area.

CHAPTER THREE

RESEARCH METHODOLOGY

3.1 Research Design

Descriptive survey design was adopted for this study, which also involved the administration of structural questionnaire to the respondents as instrument for data collection.The target population were nurses in psychiatric ward of Federal neuropsychiatric hospital Barnawa Kaduna. 
3.2 Study Area

Federal neuropsychiatric hospital Barnawa Kaduna is located in Kaduna the capital city of Kaduna. The hospital is vested with the responsibility of providing tertiary health care services, student and manpower services, training as well as research in various aspects of health care delivery. 

3.3 Population of the Study

The population of the study constitute nurses working in psychiatric unit, there were a total of 20 nurses in the unit.

3.4 Sample Size

The sample size constitutes the whole 20 nurses it was all unanimously agreed that if the population of the study is less than hundred (100) all the subjects should be used as sample of the study.

3.5 Research Instrument

The instruments are structured questionnaire that was constructed by the researcher for the survey. A of the questionnaire asked question about socio-demographic characteristics while the section B contained multiple questions hinged on the objectives of the study. 

3.6 Validity of the Research Instrument

In order to ensure that the research instruments measure accurately what they are designed to measure within the context of the study’s objectives, the need for a validation exercise cannot be over emphasized. The validity of the instruments was determined using face validity and the pilot test validity. To determine face validity of the instruments, the researcher developed drafts of the instruments from salient points obtained from literature review on the basic constructs related to the study. The draft instruments were then submitted to some of the researchers’ colleagues and supervisor who went perused them, made comments and their comments applied. 

3.7 Method of Data Collection

Data collection was carried out through administration of the research instruments (questionnaire and discussion guide) designed for the study on the field of study. The questionnaire was administered to the respondents in their units. 

3.8 Method of Data Analysis

Descriptive statistics was used to analyze the data obtained from the questionnaire, descriptive statistics according to Tejumaye (2003), provides the mathematical method for organizing, summarizing and analyzing data that have been collected and measured. Responses obtained from the questionnaire were coded using the Statistical Product and Service Solutions (SPSS) version 21 software. The data collected was analyzed using a descriptive statistical method where frequency distribution table was used and chi-square to test the hypothesis stated at p = ( 0 .05) level of significance.

CHAPTER FOUR

DATA ANALYSIS AND RESULT PRESENTATION

4.1 Socio- Demographic representation of respondents

Table 1: Socio-demographic variables

	  Variable

	Frequency

	Percentage (%) 

	Sex

Male

Female 

Total
	3

17

20
	15%

85%

100%

	(2)Age (years)

(a) 20-30

(b) 31-40

(c) 41-50

(d) 51 and above 

Total
	8

4

5

3

20
	40%

20%

25%

15%

100%

	Marital status

Single

Married 

Total
	8

12

20
	40%

60%

100%

	Religion

Muslim

Christian 

Total
	15

5

20
	75%

25%

100%

	Professional Rank

CNO

ACNO

SNO

NO

Total

	4

3

3

10

20

	20%

15%

15%

50%

100%



(n=20)

From Table 1 above, it shows that 3 (15%) of the respondents were Males while most of the respondents were 17 (85%) are Females. It also shows that, 8 (40%) of the respondents were within the ages of 20-30 years, 4 (20%) were within the ages of 21-40 years, 5 (25%) were within the ages of 41-50 years, while 3 (15%) were within the ages of 51 years and above. It therefore shows that, most of the respondents were between the ages of 20-30 years.

More than half 12 (60%) of the respondents were married, 8 (40%) were single, while none were divorced. Most of the respondents 15 (75%) were Muslims, 5 (25%) were Christians, while none were others. It also shows that, 4 (20%) of the respondents were Chief Nursing Officers (CNO), 3 (15%) were Assistant Chief Nursing Officers (ACNO), 3 (15%) were Senior Nursing Officers (SNO), and 10 (50%) were Nursing Officers (NO) that is half of the respondents were Nursing Officers (NO).

Table 2: Relationship between educational background of nurses and their attitude
towards
relapse prevention

	Variable
	Educational

background of Nurses
	Attitude of nurses

towards relapse prevention
	Total

	Agree
	12
	17
	29

	Disagree
	8
	3
	11

	  Total

	20

	20

	40



X2= E (Oi-Ei)2/Ei

From table 2 above, the calculated X2=2.97 on 1 degree of freedom. Here tabulated chi-square on 1 degree of freedom at 5% is 3.84. Do not reject Null hypothesis if P>0.05, therefore association between educational background of nurses and their attitude towards relapse prevention was statistically insignificant.

Table 3: Relationships between the status of nurses and their ability to prevent relapse among psychiatric patients

	Variables
	The status

 
of nurses.

	Nurses ability to

prevent relapse.

	Total

	Agree
	12
	15
	27

	Disagree
	8
	5
	13

	  Total

	20

	20

	40



X2= E (Oi-Ei)2/Ei

From table 3 above, the calculated X2=0.67 on 1 degree of freedom. The calculated chi-square is smaller than the tabulated chi-square and therefore P>0.05. Here tabulated chi-square on 1 degree of freedom at 5% is 3.84. Do not reject Null hypothesis if P>0.05, therefore association between status of nurses and their ability to prevent relapse among psychiatric patients was statistically insignificant.

Table 4: Relationship between the experience of nurses and their ability to identify symptoms of relapse

	Variable
	The experience of

 
nurses.

	Nurses ability to identify the

symptoms of relapse

	Total

	Agree
	17
	19
	36

	Disagree
	3
	1
	4

	  Total

	20

	20

	40



X2= E (Oi-Ei)2/Ei

From table 4 above, the calculated X2=0.22 on 1 degree of freedom. The calculated chi-square is smaller than the tabulated chi-square and therefore P>0.05. Here the tabulated chi-square on 1 degree of freedom at 5% is 3.84. Do not reject Null hypothesis if P>0.05, therefore association between the experience of nurses and their ability to identify symptoms of relapse was statistically insignificant.

Table 5: Methods of preventing relapse

	Variables
	Frequency
	Percentage (%)


	(a) Referral of cases from community to hospital
	2
	10%

	(b) By employing the right

professional
	1
	5%

	(c) By provision of enough facilities
	2
	10%

	  (d) All of the above

	15

	75%



From the table 4 above, it shows that 2 (10%) of the respondents are of the view that by referral of cases from community to hospital, relapse of psychiatric conditions can be prevented, 1 (5%) choose by employing the right professionals, 2 (10%) choose by provision of enough facilities and 15 (75%) choose all of the above.

4.2 Discussion Of Findings
Findings from the study indicates that majority of the respondents are females constituting 85% while male nurses are 15%. Most of the respondents nurses fall within the age range of 20-30 years 40%, 20% are within the  range of 31-40years, 25% are within the age of 41-50years while few fall within the range of 51years and above with 15%. Findings from the study also indicate that most of the respondents are married with 60%, the single nurses are 40%, while none are divorced. Most of the respondents nurses were Christian (60%), while 40% were Muslims. The findings also indicated that half of the respondents (50%) were nursing officers (NO), 20% were chief nursing officers (CNO), 15% were assistants chief nursing officers (ACNO) while 15% of the respondents were senior nursing officers (SNO).These indicates that majority of the respondents have attained a certain level of the profession which will make them to use their knowledge and experience in preventing relapse.

Results from the hypothetical tests revealed that, the relationship between the status of nurses and their ability to prevent relapse is insignificant since P>0.05 where x2=0.67, also the relationship between educational background and their attitude towards prevention of relapse is insignificant since P>0.05 where x2=2.97, also the tests revealed that the relationship between the experience of nurses and their ability to identify symptoms of relapse is insignificant since x2=0.22. It was stated that, if calculated chi-square is smaller than tabulated chi-square, then P>0.05 and do not reject null hypothesis if P>0.05 [9]. Here tabulated chi-sqaure on 1 degree of freedom for all objectives with relationship between the variables at 5%  are 0.67, 0.22 and 2.97 respectively. It is therefore found out that rehabilitation reduces the incidence of relapse and it should starts from admission when the patient develops insight.

Patient can breakdown due to non-tolerance to the drug and their effectiveness while adherence to drug regimen prevent relapse. Non-compliance with medications is commonly related to the frequency of re- hospitalization. In addition, non-compliance with medication, lack of proper follow-up and keeping appointment is the major factor that contributes to relapse among psychiatric patients. Relapse can be effective through referral of cases from community to hospital, by nurses by employing the right professional.

This study incorporates with others studies such as related illness symptoms can be severe enough to disrupt daily activities or require unscheduled in-patient or out-patient intervention. Today patients are required to stay for a short period of time in the hospital admission and discharge to home environment to help reduce dependency on the hospital care thereby reducing relapse, also this helps to reduce stigmatization and prevent complications. It also found out that if the general public bring relapsed psychiatric patients promptly to the hospital and the patients are attended to promptly, that relapse rate will be greatly reduced.

CHAPTER FIVE

CONCLUSION AND RECOMMENDATION

5.1 CONCLUSION

It was concluded that poverty predisposes psychiatric patient to relapse and also non-compliance with drugs can increase incidence of relapse despite the fact that the hospital have trained psychiatric nurses.

This study provided several initial findings regarding factors that may enable patients with dual diagnoses to sustain remission from substance use disorders. Individuals who are amenable to intervention, such as employment, safe housing, and continued substance abuse treatment, should be considered for relapse prevention planning. 

5.2 Recommendations

In order to improve Nursing attitude and care towards psychiatric patience facing mental relapse and in view of the findings obtained from the study, the following recommendations were made:

There should be frequent formal training of nurses on relapse prevention either at the local level such as in both pre service and in service trainings.

Nurses should be given the opportunity to go for special training in the field of psychology nursing as a specialisation so as to improve quality of relapse prevention.

Continuing education organized by hospitals and the act of preparing a currentrelapse prevention guidelines most especially pharmacological and non-pharmacological approaches that increase the effectiveness of nurses in clinical aspects will have a significant impact on nurses‟ knowledge towards relapse prevention.

Coupled with the above points,relapse prevention should be incorporated into the curriculum of Schools of Nursing and all Post Basic Nursing Schools and universities so as to produce future nurses with appreciable knowledge of mental imbalance.
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QUESTIONNAIRE

I am a student of ………………………………. I am conducting a study on the attitude of nurses towards relapse prevention among psychiatric patients.

You are kindly requested to take a few minutes to respond to the questions to the best of your knowledge in a way the intended goal could be reached. The Information given in this questionnaire will be treated as confidential and will be used solely for academic purposes.

Please, tick the appropriate answer and fill the empty spaces where necessary.

Section A: Profile

Table 1: Socio-demographic variables


Sex 

Male ( )  B. Female ( )
Age 

20-30 ( )  B. 31-40 ( )  C. 41-50 ( )  D. 51 and above ( )
Marital status

Single ( )  B. Married ( )
Religion
Muslim ( )  B. Christian ( )

Professional Rank

Chief Nursing Officers (CNO)            ( )

Assistant Chief Nursing Officers (ACNO)  ( )

Senior Nursing Officers (SNO)           ( )

Nursing Officers (NO)                  ( )

Section B

Research questions

There is a relationship between educational background of nurses and their attitude
towards
relapse prevention

	Agree
	

	Disagree
	


There is a relationships between the status of nurses and their ability to prevent relapse among psychiatric patients

	Agree
	

	Disagree
	


There is a relationship between the experience of nurses and their ability to identify symptoms of relapse
	Agree
	

	Disagree
	


What are the Methods of preventing relapse

	Referral of cases from community to hospital
	

	By employing the right

professional
	

	By provision of enough facilities
	

	All of the above

	



