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ABSTRACT 

Introduction 

The vagrant 1nentally ill patients co11stitute an especially marginalised group 

witl1 a scanty attentio11 paid to tl1e1n. There is a deartl1 of literature on this group 

of patients in the developing countries and 1nost of the wo1·l< done in tl1e 

developed cot1nt1�ies was con11nu11ity based p1·evale11ce studies. 

No stL1dy l1as compared the clinical profile and time to improve1nent among 

vag1·ant and non vag1·a11t 111entally ill patients, a lacuna whicl1 this study ai1ns to 

b1·idge. 

Aims 

Tl1e stud)' ai1ns at co1nparing tl1e clinical t)rofiles and outco1ne of care among 

vag1·ant and no11 vag1·a11t 1nentally ill patients admitted to Aro psychiat1·ic 

hospital. 

Methodology 

This ,vas a retrospective review of records of all admitted vagrant and selected 

non vagrant 1nentally ill patients who fulfilled tl1e inclusion criteria within a five 

year period (2004-2008). Sixty-one Vagrant and l 22non vag1·ant patients case 

files ,vere studied. 

Data was collected using a semi-structured proforma. Descriptive statistics ,vas 

used to su1n1narise socio-de1nographic characteracte1·istics of tl1e patients. 

Statistical test of significance t1sed to compare variables ben-veen the groups 

included: chi-square, fishe1· exact and the t- test. The ti111e to i1npro,,en1ent of 

symptoms betvveen the groups was co1npa1·ed using Kapla11-Meier n1ethod of 

survival analysis techniqt1e for censo1·ed observations and it significance ,, a 

obtained by the log rank test . Facto1·s influencing ti111e to i111p1aO\ c111cnt \\ cl, 

modelled using the Cox' P1·opc)rtional l la7nrd 111odcl. P , r1lt1e of .. 1gn1ttl .. nncc 

"a� set at p/0 05 
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ABSTRACT 

Introduction 

The vagrant 1nentally ill patients constitute an especially 1narginalised group 

witl1 a scanty attentio11 paid to tl1e1n. Tl1ere is a deartl1 o·f literature on this group 

of patients in tl1e developing cou11tries and 1nost of tl1e work done in tl1e 

developed cot1nt1·ies ,:vas co1n1nunity based prevale11ce studies. 

No stl1dy l1as co1npared the clinical profile and ti111e to improve1nent among 

vag1·ant and 110n vag1·ant 111e11tally ill patients, a lacuna wl1icl1 this study aitns to 

b1·idge. 

Aims 

Tl1e study ai1ns at co111paring tl1e clinical profiles and outco1ne of care among 

vag1·ant and non vagrant 1nentally ill patients ad1nitt:ed to Aro psychiat1·ic 

hospital. 

Metl1odology 

This ,vas a retrospective review of records of all admitted vagrant and selected 

non ,,agrant 1nentally ill patients wl10 fulfilled tl1e inclusion criteria within a five 

year period (2004-2008). Sixty-one Vagrant and l 22non vagrant patients case 

files ,vere stl1died. 

Data \vas collected using a se1ni-structured proforma. Descriptive statistics \Vas 

used to su1n1narise socio-demographic characteracteristics of tl1e patients. 

Statistical test of significance used to co1npare variables bet:\veen the groups 

included: chi-square, fisher exact and the t- test. Tl1e time to i1npro,1ement of 

symptoms between the groups was co1npared using Kaplan-Meier n1ethod of 

survival analysis technique fo1· censored observations and its sig11iticance ,, a .. 
.... 

obtained by the Jog rank test . Factors influe11ci11g ti111c to i111pro, c111t:11t ,, a 

modelled uc;ing tl,c Cox, Proportional I la,ard 111t1dcl P ,,r,lt1e t)( 1gnificn11cc 

was set at pr0.05 

)( 
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Results 

One hundred and eighty -three patients' case files that satisfied the inclusion 

criteria were reviewed. There were 61(33.3%) vagrant and 122(66.7%) non 

vag1·ant n1entally ill patients. The mean age of the patients was 40.3years and 

1nales we1·e (59.8%). Tl1ey we1·e predo111i11a.ntly u11e1nployed (68.9%), single 

(66.7o/o), lovv educational sta.tus (51.0%) witl1 tl1e diagnosis of schizophrenia 

(68.3%) and witl1 a. p1·evalence of 33.9% 1nedical co 1norbid conditions. In 

co1npariso11 witl1 tl1e non vag1·a11t gro11p of patients, tl1e vagi·ant was statistically 

(p<0.05) olde1·, mo1·e single 111arital status, had lower education, une1nployed, 

1nore tinsl<illed labot1r and lived alone 

Tl1e diag11osis of scl1izopl1r·enia a11d physical co-111orbidities were statistically 

(p=0.010) g1·eater in tl1e vagra11t group. The 1nedian time to i1nprovement 

a1nong tl1e vagra11t (211.0days) was sigi1ificantly (p<0.00 I) longer tha11 for tl1e 

non ,,agra11t patients ( 43 .Odays ). 

The factors fot1nd to prolong ti111e to i1nprovement at a significant level(p<0.05) 

,vere; old age, low edt1cation, being si11gle , unemployment and tl1e diagnoses of 

schizopl1renia and substance t1se disorders. 

CONCLUSION 

From the study, the clinical profile and outco1ne of care among the vagrant 

mentally ill patients is poor co1npared to the non vagi·ant 1ne11tally ill patients. 

Health \vorkers l1ave tl1e need for early identification of the risk factors that \\rill 

help in the prevention of tl1e mentally infirtn fro1n the pathway to vagranC)'. 

The public health implication of this study is that it will create the a,,,arene!J.., on 

the need for a collective endeavour for the ca1·e of vag1·ant 1ncntall)' ill person 

in our community. 
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CHAPTER ONE 

INTRODUCTION 

In tropical Africa11 cot1nt1·ies }Jerl1aps 1nore tl1an elsewl1e.re one enco11nte1·s a sizeable a11d striking 

11t1mbe1· 01· appare11tly l10111eless 1nentally ill people wandering about tl1e to,vns a11d cities (Asuni, T., 

1971 ). Tl1is is partict1larly true for Abeol<t1ta tow.11 wl1ere tl1e Net1ropsycJ1jatric I-Iospital is located. 

Tl1e vagra11t 111entally ill persons are 111entally disordered peopJe witl1 110 established residence. They 

vva11der idl)' fro111 place to place ,vitl1 110 lawful or visible mea11s of support. Tl1ey l1ave 110 means of 

li,1elil1ood or regt1lar ,vork. Tl1ey live on the street. garage, 1narket, u11completed buildings. They 

l1oard rt1bbisl1 a11d are dirty i11 appeara11ce (Abelargo et al, 1999). 

Rece11tl) i11 the developed cot111t1·ies attention l1as been d1·awn to them and they have often been 

described as nt1isances, public disgrace and eye sores a11d as such tl1ey sl1ould be provided for (Kesia 

et al. 2006). Ho1nelessness is witl1out dot1bt, the most serious and dramatic expression of the 

phenomenon of social exclusio11 (Caritas, 1996). It affects an ever-i11creasing number of persons 

and groups that suffer serious conditio11s of pove1·ty, marginalization and abando1unent. 

Ho\vever, relatively little is known abot1t vagra11t rnentally ill persons i11 the developing countries 

\\1th a scanty attention paid to tl1em (Bassl1er et al. 1999). Tl1e problen1 of tl1is group of' person 

invol\·es a combination of two din1e11sions: those of n1ental l1ealtl1 and social exclusion. The\ su1ler 

double dose of disadvantages: tl1ose of� me11tal ill11ess and hon1clcss11css a11d both ot' tl1c .. e attract 

stigma. 
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The vagrant mentally ill constitutes an especially marginalized group and has given rise to 

considerable social concern. In tl1e U11ited State of America (USA), estimates of 25-50% of 

homeless adults suffe1· from severe 1ne11tal illness (La1nb, 1984; Arce and Ve1·gare, 1984). Most of 

the studies on vagra11t me11tally ill persons we1·e carried ot1t in developed co,w1t1·ies (Abelargo, et al 

1999; Daly, 1993, Drake, 1994, A VI·a111on, 1996, Chris 2005, Marshal, 1992, Herman, 1989). There 

are rather very fevv sn1dies 011 vagrant n1entally ill persons i11 Africa (Ast1ni, 1971; Baasther, et al. 

1983). 

Tl1e n1ost 11otable study 011 vagra11t 111e11tal]y ill persons in Nigeria was tl1at of Asuni, 1971. In tJ1is 

study, a prevalence ot· 1 vagra11t 1Jsycl1otic J)er 2570 populatio11 in Abeol<uta (35 vagrant psychotics

in a populatio11 of 90,000) \Vas obtained. Over tl1e years, tl1e nt11nber of vagra11t me11tally ill perso11s 

in f\beokuta l1as increased partly due to the t1·ee treatment progran1me ernbarked upon by the 

Net1ropsycl1iatric 1 lospital in tl1e late 1990s whicl1 informed relatives in dumping 1nentally ill 

persons fro111 all pa11s of the count1·y in Abeol<uta. 

The vagrants 1ne11tally ill are p1·one to pl1ysical assault, aggressive and destructive behaviours, 

pl1ysical healtl1 problems and all sort of abuse. 
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STATEMENT OF THE PROBLEM 

Homelessness exerts a heavy toll on an individual a11d its estimated that the risk of mental illness is 

about ten ti1nes higl1er i11 the homeless persons than in the gene1·al popt1lation (I-Iawthorne et al, 

2000). Tl1e vagrant 111entally ill co11stitutes an especially n1arginalized grotip and has given rise to 

co11side1·able social concer11 (Kesia et al, 2006). 

In USA estin1ate of 25 to 50%of hon1eless adults stiffer f1·om severe 111ental illness (Lamb 1984,Arce 

a11d Vergare, 1984). l11 tl1e developi11g cot111tries, relatively little is know11 about vagrant 1nentally ill 

vvith very sca11ty atte11tion paid to tl1en1 (Asuni, 197 l ). 

Socio-de111ographic factors (l�Ia,vtl1orne et al, 2000) lil<e male ge11der, lower social class, less tl1an 40 

years old. poor social 11etwo1·k, blacl< race, si11gle a11d u11employed are risk factors for vagrancy 

an1011g the n1e11tally ill. Most (95%) of tl1e vagrant rnentally ill in tl1e Nigeria11 sn1dy (Asunj, 1971) 

sutrered fro111 scl1izophrenia witl1 only a minority (5o/o) of the patie11ts diagnosed witl1 schizo

affective disorder . 

Ho\vever i11 the US stt1dy (I-Ierman, 1989), about 45o/o of homeless mentally ill perso11S were 

dependent on alcohol and psychoactive drugs with a higl1 rate (65o/o) of cri1ninal activities observed 

among then1. 

The Nigerian study (Asuru 1971) described a wide range of co-1norbidity among these vagrants 

n1entally ill. Tl1ese include infection, infestation, fractt1re, defor1nity, peptic ulcer disease. respirator) 

tract infection, syphilis and leprosy. Tl1e observed co-morbidity considerabl)' prolonged the period of 

admission than necessary and increased requirement of health resources for tl1eir treatn1cnt. 

The hospitali7.at1on of the vagrants was also longer because of tl1e dii�ficult1cs 1n locati 11g 1nt�restcd 

relat1 \'CS before they were discharged to thc1n. Tl1esc co11scq L1c11tl) i 11c1 en c(i the.' CO'-tl tll tl\:,ll111cnt. 
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In Nigeria the treatment of the mentally infrr1n is not free, however some hospital including th.e Aro 

hospital occasionally embark on free treatment for tl1e vagrant mentally ill to tidy up the streets. 

There is no adequ.ate n1e11tal health policy and 011.ly 1 % of the national healtl1 budget is devoted to 

me11tal l1ealth (Gt1reje and Alem 2003). 

JUSTIFICATION OF THE STUDY 

Tl1ere is a dea11l1 of� literature on vagrant 111e11tally ill in tl1e developi11g cotmt1·ies, hence the current 

study was desig11ed to comple111e11t tl1e few existing litera.ture on vagrant mentally ill persons in 

Africa. 

P1·evious st1.1dies (Daly, 1993, Caritas, 1996,Clrris 2005) 011 vagrant 1nentally ill were community 

based prevalence studies and did not compare tl1e cli11ical profiles with non vagra11t n1e11tally ill, a 

lacw1a wl1icl1 tl1is stt1dy ai1ns to bridge. 

Ti111e to in1provement among vagrants' n1entally ill patients on treat1nent has hardly been compared 

'vVith tl1at oi� the non vagrant mentally ill patients in our environment using survival analysis 

technique for censored observation. 

The only study (Asuni, 1971) on vagrant 111entally ill patients in Neuropsychiatric I-Iospital, Aro is 

about four decade old, thus there is a need to carry out a comprel1ensive study on this group of 

patients taking to cognizance, the technological, social, de1nographic and eco11omic changes that has 

taken place over this period 
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OBJECTIVE OF THE STUDY 

General Objective 

The present stt1dy aims at comparing the clinical p1·ofiles and outco111e of cru·e among vagrant and 

non vagrant me11tally ill patie11ts admitted to At·o Psychiatric Hospital. 

Specific Objectives a1·e to 

1. co1npare tl1e sociode1nograpl1ic profiles of vagi·ant a11d 11on-vagra11t 1nentally ill patie11ts .in the

hospital. 

2. determine the ty·pes of n1e11tal ill11ess a11d associated co-111orbidity diagnosed in the two groups of

patie11ts. 

3. esti1nate ti111e to i111prove111e11t of sympto111s a111ong vagrant a11d non-vagra11t me11tally ill patients

on first adn1issio11. 

4. assess factors that may affect time to improveme11t of cli11ical co11dition among the two groups.

NULL HYPOTHESIS 

1. There are no differences in socio-demographic variables between vagrant and no11-vagrant

patients admitted to the hospital. 

2. There are 110 differences i11 the clinical diagnosis and associated co-morbidity i11 vagrant and

non-vagrant patients admitted to tl1e hospital. 

3. There is no difference in tl1e median time to improvement among vagrant and non-,-·agrant

patients admitted to the hospital UNIV
ERSITY O
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CHAPTER TWO 

LITERATURE REVIEW 

INTRODUCTION 

To tl1e extent tl1at we respond to the health needs of the n1ost vulnerable (I-Iomeless) an1ong us, we 

do the most to pro111ote tl1e l1ealth of tl1e Natio11 (Da·vid, 2007). 

I-Io111elessness remai11s a pe1·sistent public 111e11tal health conce111. About 25%-33% of l1omeless 

persons l1ave a seriot1s n1ental illness - scl1izoplu·e11ia, bipolar disorder, substance use disorder. 

Ho111eless11ess exerts a l1eavy toll i11cludi11g; low quality of life, risl< of assault, pre1nature deatl1, 

pl1ysical a11d 111e11tal illness (l(esia et al; 2006). 

Hon1eless11ess is a state of co11dition of having 110 home; the person does not have a permanent 

residence, therefore the individual lives on the street, garage, market, tmcompleted building etc 

Vagrancy comes from the Latin word 'Vagari' vvhicl1 n1ea11s 'to wa11der A vagrant is someo11e who 

has no established residence. He wanders idly from place to place. I-le has 110 lawful or visible 

means of support. There is also no established mea11s of livelil1ood or regular work (Asuni, 1971 ). 

In English law, 011e is legally hon1eless wl1en livi11g i11 extremely overcrowded condition. When 

living wl1ere you are deprived of basic essentials or where an individual is at risk of ,1iolence or 

abuse at home constitutes homeless11ess (Kesia et al. 2006). The English law on l1omelessness is not 

applicable to Nigeria; a developing country. The literature revie,v shall focus on tl1e relationship 

bern1een homelessness and mental illness, socio-den1ograpllic features, clinical d1agno is .. length of 

admission and the factors influencing it. 
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WHO IS AFFECTED? 

A wide range of people are affected. These include old people, ex-prisoners, asylum seekers, 

refugees, people with child1·e11 and tl1ose of low social eco110111ic status. 

People becon1e l1omeless througl1 i11teraction of 1na11y events as below: being evicted by landlord, 

lost of job, health proble1ns� 1·elationsl1ip p1·oblems and tl1ose wl10 stiffered from a disaster sucl1 as 

flood (Kesia et al, 2006). 

CAUSES OF HOMELESSNESS 

I-Iomeless11ess ema11ates fron1 i11terplay of co1nplex ra11ge of expe1·iences ai1d eve11ts. A breakdown

in fan1ily 1·elatio11sl1ip as evidenced by 110 st1ppo1iing l1t1sba11d, poor social netwo1·k, poverty, lack of 

basic an1e11ities and excess stress from i11-laws. 

Domestic ,,iolence trom partne1�, family 111ember a11d associate could be tl1e pathway to 

ho111elessness. Also son1e t111pleasant psycl1ological experiences could lead to l1omelessness 

(Vi,1iane Covess, 2002). 

MENTAL ILLNESS 

Nlental healtl1 is tl1e ability to be in l1armony with oneself and the environment i.e, harmonious 

personal and social adaptation (Campbell Psychiatric Dictio11ary, 2003). 

The US Surgeon-General 's repo1·t(2003) 011 Me11tal Healtl1 defines Me11tal Health as the successful 

perfor1nance of mental functions in ter1ns of tl1oughts, mood and behavior that results in producti,,e 

acti\1ities. fulfilling relationships with otl1ers and tl1e ability to adapt to change and cope ,,vith 

adversity (David. 2003 ). 
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Mental illness exists wheneve1· there is a disruption in functioning in �elation to self, group and the 

environment, and when this is accompanied by significant impairment of the process of thinking, 

feeling and volition. 

Mental Ill11ess a1·e illnesses witl1 psycl1ological or bel1avioural manifestatio11 cl1ru·acterized by 

ab11onnalities in emotion, tl1oughts, cognitions, se11s0 1y JJerceptions, beliefs and bel1aviot1r. The 

World Healtl1 Orga11isation esti111ated that 1ne11tal a11d Neurological diso1 ·ders constitute I 2.5% of all 

diseases globally (WI-IO, 2001 ). 

Mental Disorde1 ·s occur i11 20-30% of tl1e Ge11eral popt1latio11 (WHO, 2001). 

Five of tl1e ten leadi11g causes of disability worldwide are mental problems (major depression, 

scl1izophrenia, bipolar disorders, st1bsta11ce abt1se a11d obsessive compt1lsive disorders). Mental 

disorder ,vill become tl1e seco11d leading cause of global disease burden by 2020 at whicl1 time, 

depression alo11e is expected to become the second highest cat1se of deatl1 a11d disability worldwide 

(follo,ving ischaemic hea11 disease) (Mt1rray CJL, Lopez AD, eds 1990). 

In Africa, Neuropsychiatric diso1·ders account fo1· about 18% of Years Lived with Disability (YLD) 

in 2000 (WHO. 200 I). Though tl1e respo11se to tl1e challenges posed. by t'he bu1·den due to these 

diseases has not been adequate worldwide, it is especially so in developi 11g countries (Gureje and 

Alem. 2000) from where for example abo11t 80o/o of the 40 million people suffering from epileps)' 

worldwide come from (Jallon, 1997). 

The picture in Sub-Sahara11 Africa is even direr and the mental a11d neu1·0Iogical cornplicatiorlS of' 

AIDS coupled with the rampant civil strife in tl1e conti11ent of Africa \\'ill in no ,,a) decrea e the 

disease burden due lo mental and neurological disorders on t11e conti11cnt 
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Indeed, developing countries l1ave been considered to be potentially at risk of increasing burden of 

mental disorders (WHO, 2001; Patel and Kleimnan, 2003). 

HOMELESSNESS AND MENTAL ILLNESS 

Tl1ere l1as been a serious debate about the relationship between l101nelessness a11d me11tal illness. It 

is also difficult to establish w.hicl1 of t11ese events precede tl1e othe1·. 

I-Iomelessness exe1is a heavy toll 011 an individt1al and its esti1nated tJ1at tl1e risl< of mental illness is 

about 10 ti1nes l1igl1er i11 the l1on1eless pe1·so11s tha11 i11 the general popttlation (l--Ierman, 1989). 

111 a stt1dy at Switzerla11d, Cl1ris (2005), fotind tl1at about 1.6o/o of l1omeless persons l1ad 1nental 

ill11ess. 

111 a U.K. 's stt1dy, Marsl1al ( l 992), fot111d tl1at abotrt 20.6% of l1on1eless perso11s had mental illness. 

In a USA study, l -lern1an ( 1989), found that abottt 35o/o of l1omeless persons were mentally ill. It is 

also esti111ated that about 45 °/o of hon1eless mentally ill persons \Vere dependent on alcohol and 

psycl1oactive drugs. 1-Iigh rates of crin1inal activities were also observed amo11g tl1e1n (Her1nan, 

1989). 

In igeria, there are few studies on vagra11t 111entally ill persons. One of the earliest works was in 

1958 by tl1e Federal Ministry of Labottr wl1icl1 carried out a survey in Lagos and found tl1at there 

were 459 beggars i11 Lagos. Of tl1ese, 20 of tl1e1n ( 4.4%) were mentally ill. Six years later. in 1964, 

when the exercise was repeated, 1182 beggars \Vere found on the streets of Lagos. Of these 71 

(6.0%) were classified as mentally i11sane. (Federal Ministry of Labour Report ( 1964 ). 

One of the comprehensive works on vagrant psychotics \1/as carried out i11 Abeokuta ( suni. 1971 ). 
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He identified 40 vagrant persons in Abeokuta out of which 35 (87.5%) were mentally ill. The others 

were blind, beggars or l1ad other physical deformities. I-le picked up 25 of these vagrants for 

treatment. Tl1ey were p1·edominantly schizoplu·ertic except one with scliizo-affective disorder. 

Tl1ey were managed f1·eely by tl1e I-Iospital. Eighteen of t11ese patients improved considerably and 

we1·e integrated bacl< to tl1e society. 

Witl1in tl1e space of two years, 20 11ew vagra11ts were ide11tified. Tl1is free treatment programme 

i11fo1·111ed 1nany people to dt1n1b n1e11tally ill persons in Abeol<t1ta and conseqt1ently the 11umber of 

vagrant n1e11tally ill perso11s i11 Abeol<t1ta metropolis l1as i11creased conside1·ably (Adan1son , 2008)). 

SOCIODEMOGRAPI-IIC AND CLINICAL PROFILE OF PSYCHIA TRJC IN-PATIENTS 

Socio-den1ograpl1ic variables play a11 i111po11a11t role in the care of psychiatr·ic patients. In a five year 

retrospective study of socio-demographic and medical c]1aracteristics of involuntary psychiatric in

patients in Croatia, Potl<o11jak & Ka1·lovic, (2008), fou11d equal nu1nber of males a11d females. Most 

(67o/o) of the patients in thei1· stt1dy l1ad seco11dary education, were living alone, were unmarried, 

,,,ido,ved or divorced and were u11e111ployed before hospitalization. 

The study of Erauquin et al,(2009) on the socio-demographic va1·iables of psychiatric in-patients 

admitted to a psychiatric facility in Spain revealed that males were 54.So/o ar.1d 38.4% of their sample 

\Vere in the age range of 25 and 34 wl1ile 26.3% were between 35 and 44 years old. 

In a study on the correlates of lengtl1 of stay among psychiatric in-patients in the pS)··cluatric tmit of 

the university of Ilori11 teaching l1ospital,Nigeria. Adegu11loye et al, (2009) found more temales

(5 I .8o/o) and majority (68.So/o) of the in-patients were in the age range of 20-40) ears· the mean age 

"as 30.Syears. 
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·r11ey also fot111d 111orc singles (58.0%) n111ong tJ1c stt1dy 1,011t1lr1tion with n mnjorjty (60.2%) ,vcrc

either tu1e111plo)1cd or studc11ts. 

ocio-dc111ogrt11 l1ic lcutt1rcs oJ· psycl1it,t1·ic pL1lic11ts rufcrrcd lo l�L1�t J\1111toli1111 r,sycl1intric l1ospitaJ r,s 

t�\tic\, eel b) ck\.:i 11 (2008) rc,'ett lcLl tt lc1t1ttlc r>1 Cfl(-111clcrt111cc c1 t· 6 7 .4<¼,. 'J lie mean oge of the 

,\1111>lc ,,, .. ls 19. CJ ) c�1r • tu1tl tl1cir 111ctt11 cclt1c1,t i<l11 11cri(1d ,vl1s {, O(,ycurs. 'l'l1c psycl1iotric diagnoses

,,,c,·c 111 )llU di"or,lcrs (�R I O o). ,111x1ct) tli"-t)f clcrs (2(, <J0 o). s<1r111,tt)f or111 {lisc1rclcrr; ( 15.0%), psycl1otic

diS\ltxl�rs l 1 1. -0 o ). 111c11tl1 l rl'lt\rllt,t it,,, ( 2.So/c, ). ,, lct1l1t, I <.lcr1c11,lcncc ( I .1 o/o) r1ncl 11crson,1 I ity disord�rs 

(0.4° o). 

1� \ll J\1i1,'-' ct .,l. ( .. (l0')) 1·�lt111ll scl1i1.,)11l1rl'lllfl r,11<.l t,t�1cr psycl1<Jlic clis<,r<.lcrs os tl1c main (62.6%) 

r,, l 1,i,,tri" lli,,g,,,,�is t, ll I, 1\\ �cl lJ)' t11l)(l(I <.I 1'ior<lcrs (22.2o/o ). l'<llkc,njak 's study revealed that

... "l1i1.\,1lhfl'n1a \\.,\� tl1c 111,,i1, <littgnl)Sis ,tn1or1g psychiatric in-p,1ticr1ts admitted to 
1

roatia p. )'Chiatric 

hl �pit 11. r\ lcg\1nl'-1�r.; ct ,tl. (2009) at their slt1dy in the psychiatric unit elf r1 tcuching ho pital in 

·,_-. "na tol111d ,, prcpondera11lc (77. 9o/o) of sch1zopl1rcnia and related pS}'ch,,tic disorder 1·011�,,

b� .\t1-:. t1, t: di_order� 10 8° o ). ·1·hc)' also found that organic brain disorder accounted for • 

_u :'\tun � indu l:d di order (3.2°/o) and other ps, chiatric disorders accounted for 4 2° 0
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MEDIC1\L CO-MORBIDITY NIONG I> Y 1 �11 l'llJ t> 'l'IENTS 

,�11ere is a higl1 pre ale11ce or· pl1ysicul clisordcrs r1t11ong 1,sycl1ic1tric potic11ts. l·f owcvcr, pl1ysical 

disorde1·s ofte11 go t111rccognizccl n1,d t1r1lrculcd i11 rot1li11c psycJ1il1lric cli11icol prc1cticc ( 1rccn ct nl. 

Ph}' ·ic�\l disor ll'rs 111tt)' coexist , ill\ 1Jsycl1it1tric c.lisc1r,lcrs t,r mt1y c1cct1r us !-ii,tc effects of 

I ") clttlt ropic 111cdicat 1t111s l>t111c11ls Sll f·t�ri 11g r·ro111 ll"ycl1 ilt tric d ist>rdcr� l111vc u J1i ghcr rote of

11 �,c11l,1l1lc ri,k ll,ctor" "ucl1 .. ,� "'111tlk111g. l1lct>l1t1l c(>11st1111pli<,11. p<Jtlr tl tct i1r1d exercise (r�ombcrt ct 

nl. 2l)OJ) ()11 ti,� tltltl:r l1t,11lt. 11l1tic11ts ,, itll pl1ysic11I clt"it>rucr'i 1,rc 11l<lf'c likely t<J J.,c nc>n•complinnt 

\\ill1 11,l'Jict1li<,11 :111"1 1,,,, l' l1igl1cr ll1clf)(1t1t. 111,,rl1ic.lil)' llll(I 111c,rt,1lity rt1lc. AIJ mr,jor ps-ychir1tric 

di�c,r(lc�. �t1�l1 ,,� "lc1,1�ssi,·'-' llis,,rllct", scl11z,,1'>l1rc11it1 11nd c1r1xic1y cJisc,r<.lcrs ,trc cl<> .. cly '1S oci:.tcd 

,, itl1 l)ll) �''-",\I di�(lr\lrr� . 

.. in 'l' pll) �,\;nl .. 1r1d p,, chintric l() 111c>rl'>idity is rcl,,tivcly comm<1r1 in general pr,1cticc, the� n occ 

sh{ ul{t tx, g,, \.'n � c1..1t1t1l i1nportancc Q\ er the last 3(Jycars, scvcr(,I studies conducted to dctc,minc 

Ult: pr.:, .. lc.-n e t1t ... n1eJ1cal illne5ses an1ong pS)'Chiatric patients rcp<>rtcd prevalence rate ran ·n 

fron1 : to 9_ 0 o as indicated by the folio,\ ing researchers; 

oranJ• ( 19-Q. reported a point pre, ale nee of' 43°/o co-morbidity among psy chiatnc ou1na11ei1t 

"""-"""'Ula ions llal I et al. ( 1981 ) reported a pre, alencc ot 0°/o among pS) chcatnc 1n-c4a1t1'-� 

oor>ulai1on 1n \men ca t1m mer ct al. ( I J8 I I reported a pre\ alencc of JI 1° co-m 

-,ch atn ou pauent� Bounce et al. ( 19 2) reported a pre, alcn c of

aim�::� -� ch1atnc out and tnpataent re�pecti, el). Koran ct al.. 1 Q Q

co-m r 1dtt} omon p � ch,atric an ond out ---1, n 
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reported a point prevalence of 92% co-morbidity among psychiatric in-patients in her study on 

medical co-morbidity. 

In patients suffe1·ing fron1 schizopl1renia, some medical co-morbidity are based on Ii·festyle factors 

sucl1 as poor diet, lack of exercise a11d cigarette smol<ing. It's therefore not sttrprising that between 

50% and 90% of scllizopltreriia patie11ts are cigarette dependent (Glassn1an, 1993). 

Patients witl1 scl1izopl1re11ia are also more likely to l1ave abnor1nal variations in cardiac rates ai1d are 

predisposed to obesity and type -2 diabetes 111ellitL1s (Ml1l<l1erjee et al, 1996) and otl1er physical co-

1norbid.ities i11clude i1·ritable bowel synd1·011 1e, sleep apnea, 111alnutrition, osteoporosis and poor 

pregnancy ot1tco1ne. Tl1ey also l1ave a l1igl1 risl< for co11tracting I-IIV infection, I-Iepatitis B and C 

infections (Sec1na11 et al, 1990). 1 11 de1Jressive disorders, lifetune prevalence of chro1 1ic lung disease, 

l1eart disease. hyperte1 1sio11, a1·tl1ritis a11d neurological diseases l1as been reported to be significantly 

l1igl1er than tl1e general populatio11 (Glass111an et al, 1998). 

So111e ph)1sical disorders are mor·e prevalent i11 patients with anxiety diso1·ders. Prominent among 

tl1em are cardiovasct1lar diseases, gastrointestinal diseases, .duodenal and peptic ulcer, gastritis, 

duodenitis and l1yperte11sion (Glassn1an, 1998). Lyketsos et al, (2002)' study on medical co

morbidity among patients adn1itted to psycl1iat1·ic department of John I-Iopkins college of medicine 

revealed that 20% l1ad medical co-morbidities. Bridges and Goldberg ( 1985) reported a pre,1alence 

of 33% of medical co-1norbidity in psychiatric patients in a primary care faciliy i11 U.K 

Medical c-omorbodities in psychiatric patients have been shown to increase tl1e ntunber of hospital 

admissions and the length of l1ospital stay (Sloan et al, 1999). 

Lyketsos et al, (2002)' study 011 medical co-n1orbidity rc\ealed tl1at n1ed 1cal co- 111orb1d1t,, ,,as 
• 

associated \vith 1 Oo/o-l 5o/o increase in psychiatric sy111pton1s and ft111ctionl1l in1pain11c11t� ,1t dt�charg.c 

1 ' 
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LENGTH OF ADMISSION AMONG PSYCHIATRIC IN-PATIENTS AND FACTORS 

INFLUENCING IT 

Mental health p1·actitioners l1ave a need to tl1e challe11ge of reduci11g cost of care and still 1naintaini11g 

a higl1 quality of service (l-lLtntley et al, 1998). Tl1e ill11ess cost in psychiat1-y may be strongly related 

to the length of in-patients and sometimes tl1is n1ay be longer t11an in otl1er specialties (Borchardt and 

Garfinkel, 1991 ). 

Prolonged i11-patie11t stay 1nay isolate the ])atients fro111 their social networl<, i1litiates maladaptive 

patter11s in tl1e patients and increases tl1e bttrden of care on the relatives as well as tl1eir economic 

concen1s as they 1na)' need to stay wit11 t11e patie11ts. 

In practice, tl1ere l1as been no corru11only accepted le11gth of stay guideli11es for psychiatric in

patients as tl1is 1nay be subject to substantial variations ( Borcl1ardt a11d Garfinkel, 1991) and may 

reflect tl1e differences in psycl1iatrists' pr·actice styles. Some autl1ors, Ki1·sh.i1er ( 1982) and Pepper 

( 1991) however reported tl1at about 28days was considered as a11 adequate length of stay for 

psychiatric patients in a general l1ospital setti11g a11d that patients wl10 had diagnosis of schizophrenia 

or affective disorder were more likely to be hospitalized beyo11d 30days (Mai et al, 1993). 

Borroffka and Olatawura,(1976) showed tl1at some patients may require long periods of 

hospitalization dt1e to tl1e cl1ronic nature of their illness. 

In a retrospective study by Adegunloye et al (2009), the le11gth of patients sta) ,vas increased \\hen 

the patients \Vere single, had multiple episodes of psychiatric illness a11d those ,, 1th poor ocial 

support. 
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Odejide (1982)' study on factors that affect patients length of stay found that those patients with 

single marital status, the diag11osis of schizoplu·enia, lacl( of post discharge residence a11d poor social 

support l1ad prolo11ged pe1·iod of hospitalization 

The presence of" 1nedical co morbidity co1Telates witl1 prolonged length of admission. The sh1dy of 

Lyketsos et al, (2002) 011 1nedical co-11101·bidity i11 psychiatric patients sl1owed that medical co

mo1·bidity prolo11ged the le11gth of patients stay by abot1t 1 week. 

Odej ide ( 1982) classified patie11ts' stay i11to s11011 and lo11g time lengtl1 of ad1nission based on a 

6mo11ths ct1t off period. I-le reported tl1at t11ose witl1 lengtl1 of stay greater tl1an 6months were long 

time stay a11d 1nost of the relatives of these patients with long time stay witl1drew tl1eir eco11omic, 

social, e111otional and pl1ysical SL1ppo1i as tl1e period of ad111ission was prolonged. 

CLINICAL PROFILES AND OUTCOME OF CARE OF VA GRANT MENTALLY ILL 

Tl1e study of Havvthome et al, (2000) in the USA identified tl1e following as risk factors for 

hon1elessness among the mentally ill persons; male gender, those from low social class, those under 

40 years, tl1ose with poo1· social 11et\vorl<, black race, t1ne111ployed, si11gle, drugs and alcohol 

dependence and those with tl1e diagnosis of schizophrenia. 

Most of the studies (Daly, 1993, Clu·is, 2005, Kesia et al, 2006) from the developed co11ntries on 

vagrant mentally ill were commt1nity based prevalence studies. The main comprehensive hospital 

based study on vagrant mentally ill in Nigeria, a developing cot1nt1y was that of Asuni. ( 1971) .He 

picked 25( l 2men and l 3women) vagrants 011 the street of Abeokuta and \\'ere admitted to 1\ro

hospital Witllin a few days of admission, 31nen died and 31nen escaped fron1 the ho p1tal. 

Consequently. I 9(6men, I 3\vomen) were available for trcat111c11t. Tl1e d1agno�1� of tl1e,c p-1ti 'l1l�

re,fcalcd that about 9'5°/4 l1ad schi7ophrc111a witl1 only 5° o accot111ti11g for ,c)1i,o-\1f1cL ta, l' dt,l'rdcr. 
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However in a US study (Herrnan, 1989), about 45% of tl1e vagrant had Alcohol and psychoactive 

substance dependence as the predominant diagnosis while schizophrenia accounted for 30% and 

other 110n psychotic disorder accot1nted for 25%. Also antisocial personality disorder a11d l1igh rates 

(65%) of crin1inality was observed in tl1en1. 

Asuni ( 1971) also reported tl1at tl1e period of tl1e ii l11esses before hospital izatio11 ranged fron1 6 years 

to over 25 years. 

Co-111orbid co11ditio11s ,vere described i11 t11e patie11ts. About 62% 11ad co-n101·bid pl1ysical conditions 

ranging fro1n infectio11, infestatio11, fractt1rc, deionnity, peptic ulcer, respirato1-y tract infections, 

sypl1ilis a11d leprosy. The period of inte11sive treat111ent and l1ospitalizatio11 was ratl1er prolonged 

111ore tl1an 11ecessa1-y and 111ore resot1rces were reqttired i11 their treatment. 

Also, l1ospitalizatio11 was lo11ge1· because of difficulties in locating interested relatives to discharge 

tl1e patie11ts to a11d conseque11tly, the cost of treatment was l1igh. 

CAUSES OF VAGRANCY Al\tIONG MENTALLY ILL PERSONS 

The study of Hawthorne et al, (2000) in tl1e USA identified the following as risk factors for 

l1omeless11ess a111ong the mentally ill persons; 1nale gende1·, those from low social class, those under 

40 years. those witl1 poor social network, black race, 11nemployed, single, drugs and alcohol 

dependence and those witl1 the diagnosis of schizoplu·enia. 

Ho\.vever, vagrancy in mentally ill persons cot1ld either be a manifestation of tl1e S)'mptom of mental 

illness or the impact of the mental illness on tl1e individt1al and societ). 
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Vagrancy as a Symptom of mental illness 

Vagrancy may manifest as a syn1pto111 of n1et1tal ill11ess. Some patients sufferi11g from schizophrenia 

hea1· voices (auditory halluci11atio11) commandi11g them to 1nove fro1n place to place and ma11y l1ad 

wa11dered throt1gh long dista11ce i11 respo11se to tl1ese voices. In Bipola1· a·ffective patients with manic 

st1btype they are hyperactive a11d vet)' restless, a11d tl1ey cot1ld move a long distance in view of their 

n1e11tal states. 111 Delt1sional diso.rdered patie11ts witl1 paranoid type, tl1ey could wander frotn place to 

place in a11 attempt to escape fro1n tl1e so called persecutors. 

111 some orga11ic co11ditio11s like Den1e11tia, tl1e i11dividual l1as 1ne1nory failure and may find it 

diffict1lt to t1·ace l1is way l1ence wa11ders about. 111 comJJlex partial eJJilepsy, an individual could 

ca1ry out at1to111atic n1oven1e11t tl1at may involve wandering abo11t. 

Intoxication with Alcohol a11d psychoactive drugs can lead to vagrancy. Victin1s of head injury with 

a11mestic disorders cot1ld wander aro11nd. Vag1·ancy can also occt1r i11 some neurotic conditions like 

dissociative fugt1e and 1nultiple personality disorder (Micheal, 2006) 

Vagrancy as a result of Impact of the illness on the individual and society 

Vagrancy may be the ma11ifestatio11 of tl1e impact of mental illness on tl1e individual and society. 

Mental illness may impact on tl1e i11dividual i11 such a way tl1at he d11fts down the social class \.\'1th 

consequent poverty (Goldberg & Morrison, 1963). In view of tlus drift, he may find it difficult to 

pay his rents hence l1e' s evacuated by his la11dlords. 

In the course of treatment witl1 time, the relations get burnt out in tenns of fina11cial and economic 

support 5ince treatment is 11ot free. They witl1dre,v financial .. J)l1) sicul a11d c111ot1onal st1pport f ro111 

the patient (Odej 1dc 1982 ). 
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When there is lugh expressed e1notio11 (Vaughn & Le·ff, 1980) evidenced by hostility, critical 

conunents and emotional over-involve1nent by tl1e relatio11s, tl1e patients and relatio11s find it difficult 

to tolerate one anotl1er and tl1is 111ay lead to vagi·a11cy. Studies l1ave shown t11at stigmatizing attitudes 

towards tl1e me11tally ill correlated witl1 tl1e belief that they are da11gerous a11d viole11t (Link et al, 

1987). Tl1is l1as led to people l<eepi11g social dista11ce (AdeWt1ya& Makanjuola , 2005) in tem1s of 

accom111odatio11, e111ploy111e11t, 111an·iages a11d social relatio11ships. This stigmatizing attitude could be 

tl1e patl1vvay lo vagrancy (Viviane l(ovess, 2002). 

CI-IALLENGES OF TIIE VA GRANT MENTALLY ILL IN NIGERIA 

Tl1e lt1nacy laws enacted i11 1916 has inadeq11ate provision. It has ortly unde1·gone a cosmetic 

revision (Ogunlesi, 1984). 

There is no adeqL1ate National policy on tl1e mentally ill and l1omeless persons (0. Gureje; A. Alem; 

2000). There is poor mental l1ealth fu11ding. About 1 % of the I-Iealth bt1dget is spent on mental 

health (0. Gureje; A. Alem; 2000). 

There are inadequate mental l1ealth facilities and personnel for the teaming Nigerian population. 

There is no provision for reside11tial iI1stitt1tions for the l1omeless mentally ill in Nigeria. There are 

no services available for pregna11t n1entally ill vagra11t women i11 Nigeria (Adamson, 2008) 

With over l 40rnillion ( national census, 2006) people in Nigeria and tl1e estimated 20° o ( \VHO, 
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2003) of Nigerians suffering from a recognizable mental illness, there is need foe the Government 

and relevant stakeholder to shift attention and policy towards the mentally ill. 
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CHAPTER THREE 

METI-IODOLOGY 

Study Centre: The study centre is Neuropsychiatric Hospital, Aro, (WHO Collaborating Centre for 

Traini11g and Reseai·cl1 i11 Me11tal Health), Abeokt1ta Ogun-State - Nigeria. The Neuropsychiatric 

Hospital, Aro, Nigeria sta11:ed at tl1e Lantoro A11nex wllich was a co1011ial local gove1nme11t prison 

until 13
th April, 1944 \Vl1en it was transfor111ed i11to a11 asylu1n for tl1e care of 1ne11tally ill soldiers

repatriated fro1n tl1e second world wru·. 

Tl1is asylt1n1 ,vas converted to Net1ro1Jsycl1iatric I lospital, (526 bed-space) Aro in 1954 and was 

designated a WI-IO collaborati11g centre [or Researcl1 and TrairLing in Mental I-lea.Ith in 1976. I11 

2003, rel1abilitatio11 \\'ards for 111ale and fe111ale patients were establisl1ed for the rehabilitation of 

long stay patie11ts. Recently a half way home (I-lope Villa) service initiative was introduced. in 2009 

for com111unity re-i11tegratio11 of patients. The l-Iospital plays a strategic role in me11tal health care for 

patients from all parts of Nigeria and neighbot1ring cot1ntries (Ada1nson, 2008) .Tl1e population of 

Ogun State is 3. 7 1nillion and Abeokuta, the capital city l1as a population o·f 0.45 million based on 

the 2006 National Ce11sus. Tl1e Hospital embarked on free treatn1ent for vagrant mentally ill in the 

late 90s and consequently the nu1nber of vagrants' n1entally ill persons has increased rapidl) due to 

relatives dumping tl1eir patients in Abeokt1ta. 

Study Design: This was a cotnparative retrospective revievv of records of all vagrant mentall)' ill and 

selected non vagrant mentally ill admitted into Aro Neuropsyc]1iatric Hospital for ,1 5 � ear period 

from 2004-2008 (both years incl Lisi ve ). 
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Sample Size Calculation 

In Neuropsychiatric I-lospital, fo1· 5 years period (2004-2008); 3056 were total first ad1nissions for 

wltlcl1 68 patients were vagrants 

San1ple size is calct1lated using tl1e Leslie-Kish formt1la for 2 proportions: (P 1 and P2) 

P 1 =proportion of 1ne11tally ill patients with 1nedical comorbidity in t11e )1ospital setting. Bridges and 

Goldbe1·g (1985) pt1t t11e p1·evalence as 33o/o. 1-Ience p l=0.33 

P2 is tl1e propo1tion of vag1·a11t 111entally ill will1 111edical co-1norbidity. The only comprehensive 

study (ASUNl, 71) 011 Vagrant 111e11tally ill in l1ospital setti11g pt1t the prevalence at 62%. 

l-Ie11ce p2 =0.62

N=(Z I -a/2 + Z 1 - P)2 PI ( I - PI) 1 P2 ( 1 - P2) 

(P l-P2)2

N=Mini111t1n1 sa111ple size fo1· eacl1 grot1p 

Zl - a./2 = 1.96 (for 5% le,,el of significance) standard nonnal deviate 

Zl -� = 1.28 (90o/o power) 

(P 1 - P2)2 is the precisio11 of the stt1dy 

N = 60 subjects eacl1 in the 2 g1·ot1ps-tl1is is tl1e mini1n11m sample size required. N = 60 subjects each 

in the 2 groups-this is the mi11i1nu1n sa1nple size reqt1ired. However for this study all the 68 cases 

were selected for tl1e study. Out of tl1e 68cases, 2 of the case files were n1issing and 5 Of the case 

files had too many missing portions. Conseque11tly 61 vagrant patients \\·ere \'alid for the tud). 122 

non-vagrant patients were selected for tl1e study. 
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Sampling Procedure and Technique 

There were 3056 first admissio11s. 2988 we1·e 11on-vagrant wlule 68 were vagrant patients. Fo·r tl1e 

vagrant group, all tl1e 61 valid cases were selected. For tl1e no11-vagra11t co1nparison group, for any 

one vagrant selected, all ca.se files of tl1e 110n vagra11t that were adnlitted fo1· the ·first time were 

retrieved a11d nt1mbe1·ed , tl1en a table of rando1n 11un1ber was 11sed to select a11y two etc. 

Conseqt1ently for tl1e 61 vagra11ts, 122 non vagrants were selected at a ratio 1 vagi·ant: 2 non 

vagrants. 

Inclusion Critci·ia 

Fulfill111ent of ICD 10 (lnten1atio11al Classification of Disorders and related mental health problems -

10th edition) diagnostic criteria fo1· n1ental disorders. The mental diagnoses were made by the various 

units Cons11ltant psychiatrists according to ICD-10 diagnostic criteria 

For tl1e vagrancy group: History of the following was ascertained from the case files: 

Being homeless and wandering a bout. 

Sleeps in the street, ma1·ket places, bt1sl1, and uncon1pleted buildi11gs, under tl1e bridge etc. 

Hoard rubbish and di1·ty in appea.ra11ce. 

Case-patients' files were retrieved fro1n the medical records departn1ent, \Yard n1anagers. and records 

from the social welfare departme11t on vagra11t n1entally ill patients Thi infor111at1on ,, as 

meticulously searched for in the patients' folder. 

Other inclusion criteria were� 

l='irst time admission 
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Availability of i1nportant variables in the case files such as 

Time to ilnprovement 

Date of discharge 

Status wl1en last seen 

Exclusion C1·iteria 

011ly patients vvitl1 fi1·st admissio11s were 1·ecruited, subseqt1ent admissio11s were excluded 

Vagra11ts patie11ts will1out 111e11tal illness (bli11d,beggars,normadics) we1·e excluded fro1n tl1e study 

Data Collection 

Data was carefull)' collected from the case files from Dece1nber 2009 to March 16th , 2010 t1sing a 

semi-st1·uct11red proforma contai1ling the f ollowi11g sections: 

• Socio-de1nograpl1ic va1·iables

• Cli11ical variables

• Medical co-morbidity

• Outcome of treatment

• Rehabilitation and social reintegration

• Follow up care

The Socio-demograpl1ic variables elicit information 011 sex. age. tribe. state of origin. education .. 

marital status, religion. employment status, occt1patio11 a11d living sitt1at1011.
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Clinical variables elicit information on who brought the patient to hospital, who was responsible 

fo1· cost of treatn1ent, date of admissio11, classification into vagrant and non-vagrant and type of 

111ental illness. 

Medical co-1no1·bidity section elicits irlformation on tl1e presence of physical illnesses like; 

Hypertensio.n, Diabetes 1nellitt1s, HIV/ AIDS, Cellt1I itis/wot1nd irtfection, Fractures a11d otl1er 

types of pl1ysical co11ditions. 

Outcome of ti·eat1nent sectio11 elicits i11formatio11 on tl1e possible t1·eatment outco1nes; absconded, 

in1proved, vvorsened, died, refer1·ed and 11one indicated. Tl1e time outco111e was obtained was 

recorded a11d tl1e date of discl1arge 1vvas also recorded. 

Rel1abi l i tatio11 a11d Social 1·ei11tegratio11 section elicits infor1natio11 on whetl1er patient's residential 

address 1vvas located, vocatio11al training do11e in tl1e l1ospital and also wl1ether patient was 

abandoned in the hospital. 

Tl1e section on Follow Ltp elicits infom1atio11 on tl1e extent of follow up care, status of patient 

wl1e11 last see11 and the date at last fallow t1p. 

Please see Appendix 1 for details. 

Data Analysis 

The proforma was sorted out, cross-cl1ecked and coded serially. Data e11tering. cleaning and 

analysis were done using statistical package for social sciences (SPSS) ,1ersion 16. Descripti, e 

statistics was used to describe socio-demograpl1ic characte1·istics of tl1e patients. 

Frequency tables and cross tabulations 011 relevant socio-de111ograpl1ic. cl1n1cal and intenention 

variables were dra\vn up. 
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For survival analysis, ·the date of admission was considered the starting poi11t. However the severity 

of tl1e diagnosis was not meast1red by standard rating scale on admission. The desired endpoint was 

improveme11t. Time to improven1ent was how Jong fron1 ad1nission the patient took to improve. 

Using SPSS, the date of in1proven1ent was subtracted from tl1e date of adn1ission to yield tl1e tin1e in 

days to improve1nent for all entries. Equally tl1e du 1·ation o·f ad1nission was obtained from subtracting 

tl1e date of ad111issio11 fro111 tl1e date of discl1arge. 

Improven1e11t was dete1111i11ed as tl1e poi11t wl1e11 tl1e co11st1ltant a11d tl1e ma11agi11g team found the 

patient mentally a11d cli 1 1ically stable. Tl1is was the yardstick used for all the patients in tl1e absence 

of' standard sy 1npto111s rati11g scales. 

Dt1ratio11 of ad111issio11 \Vas detern1ined as the time from admissio11 till whe 11 the patient was 

discl1arged ho1ne by tl1e unit consulta11t psychiatrists and managing tea1n. 

Con1parison was made betvveen socio-demograpl1ic variables, 1 nental illness and co-morbidity 

benveen tl1e two groups. 

Survival data analysis was done using Kaplan-Meier 1 nethod and its significa11ce was deter1nined 

using LogRank test. This involved recodi11g tl1e outcome variables into l-i1nprovement which is the 

desired eve11t and O-otl1er outco1nes which are tl1e censored observations. The factors influencing 

time to improvement of tl1e gro11ps were compared using Cox's Proportional Hazard Regression. The 

factors that were 1nodeled were: socio-den1ograpl1ic variables, Psychiat1·ic diagnosis and medial co

morbidity and stepwise method of regression was used. 

P-values of significance was set at P�0.05 

Chi-square statistics was used to test association bet,vee11 categorical , ar1nblc and indt:p�ndci1t 

studcnt-t-tcst to compare the di ffcre11ce 111 tl1e n1canc:.. ot tl1c t,,,o grot1 11� 
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Ethical Consideration 

Approval for the study was obtained from the Ethical Coinlnittee of Neuropsychiatric Hospital, Aro 

before embarking on the study. Cor1fide11tiality and privacy of information was ensured. The names 

of tl1e patients were not 1·eco1·ded and access to data is limited to the Dir·ector of co1nmunity and 

rehabilitative psycl1iatry, Aro l1ospital. 
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CHAPTER FOUR 

RESULTS 

One hundred and eigl1ty tlrree ( 183) patients' case files tl1at satisfied tl1e inclusion criteria were 

studied. There were 61 (33.3%) vagra11t 1ne11tally ill patients a11d 122 (66. 7%) non -vagra11t 1ne11tally 

ill patients. See table 1: 

Table 1: CLASSIFICATION OF THE MENTALLY ILL PATIENTS ADMITTED 

Status Frequency Percentage 

Vagrant mentally ill patients 61 33.3 

Non-vagrant mentally ill patients 122 66.7 

Total 183 110°/o 

Distribt1tio11 by year of admissio11 showed that 2004 l1ad most admissions (39.3%) while the least 
number of admissions (6.6%) was in 2008. See table 2 ·for details. 

Table 2: DISTRIBUTION BY YEAR OF ADMISSION - TOTAL = 183 

h'ear of Admission Vagrant Non-vagrant Total Total% 

2004 24 48 72 39 2 

2005 16 32 48 26 2 

2006 10 20 30 16 4 

2007 7 14 21 11 5 

2008 4 8 12 66 

Total 61 122 183 100°0 
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SOCIO DEMOGRAPI-IIC CHARACTERISTICS OF THE PATIENTS 

There were 109 (59.8%) males and 74 (40.2%) females i11 the sample studied with the m.ale to 

fe1nale ratio being 1.5 to 1. 

Table 3: SOCIO-DEMOGRAPHIC CHARACTERISTICS OF THE PATIENTS BY 

GENDER DISTRIBUTION - 3a 
VARIABLE n=109 n=74 n=183 

Male 1'0/o, Female (0/o' Total '0/o, 

AJle Gro11p ryea,·� 
10-19 I (0. 9) 0 1 (0.5) 

20-29 30 (27.5) 20 (24.0) 50 (27.3) 

30-39 26 (23.9) 17 (23.0) 43 (23.5) 

40-49 28 (25. 7) 15(20.3) 43 (23.5) 

50-59 13 ( I 1. 9) 12(16.2) 25(13.7) 

60+ 11 (10.1) 10(13.5) 21 (11.5) 
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3b 
Tribe 

Yoruba 87 (79.8) 65 (87.8) 152 (83.1) 

Ibo 12 (11.0) 4 (5.4) 16 (8. 7) 

I' I-Iausa 2 ( 1. 8) 2 (2. 7) 4 (2.2) 

Othe1·s 8 (7.3) 3 ( 4.1) 11 (6.0) 
I' 

Geopolitical Zo11e 

Soutl1 West 89 (81. 7) 61 (82.4) 150 (82.0) 

Soutl1 Sot1tl1 4 (3. 7) 2 (2. 7) 6 (3.3) 

Soutl1 East IO (9.2) 6 (8. 1) I 6.(8. 7) 

Nortl1 Central 6 (5.5) 4 (5.4) 10 5.5) 

Foreginers - 1 (1.4) 1 (0. 5) 

3c 

E111ploJ,111e11t Stat11s 

Employed 25 (22.9) 24 (32.4) 49 (26.8) 

Retired 4 (3. 7) 3 ( 4.1) 7 (3 .8) 

Unemployed 80 (73.4) 46 (62.2) 126 (68.9) 

Religio11 

Christianity 87 (79.8) 41 (55.4) 128 (69.9) 

I I 
Islam 22 (20.2) 31 (41.9) 53 (29 0) 

Traditional - 2 (2. 7) 2 ( 1 1) 
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3d 
Marital Stati,s 

Single 84 (77.1) 38 (51.4) 122 (66. 7) 

Married 13 ( 11. 9) 19(25.7) 32(17.5) 

Divorced 12(11.0) 9 (12.2) 21 (11.5) 

Separated - 8 (10.8) 8 (4.4) 

Ed11catio11 

No fo1·mal 32 (29.4) 23 (3 1.1) 55 (31.1) 

Prin1a1-y Scl1ool 24 (22.0) 16 (21.6) 40 (21.9) 

Seco11dary Scl100 I 27 (24.8) 18 (24.3) 45 (24.6) 

Post Secondary 6 (3. 7) 9 (12.2) 15 (8.2) 
Scl1ool 
University Education 20(18.3) 8 (10.8) 28 (15.3) 

3e 

Occ11patio11a/ Stat11s 

Highly Skilled I 6 (5.5) 4 (5.4) 10 (5.5) 
I' 

llighly Skilled II 17 ( 15 .6) 12 (16.2) 29(15.8) 

Semi skilled 36 (33.0) 16(21.6) 52 (28.4) 

' 
Unskilled 50 (45.9) 42 (56.8) 92 (50.3) 

Livi11g Siti1atio11 

Alone 14 (12.8) 2 (2. 7) 16(8.7) 

With others 87 (79.8) 52 (70.3) 139 ( 76.0) 

--

1o Accommodat1on 8 (7 3) 20 (27.0) 28 ( 1 =' 1) 
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The mean age of tl1e patients was 40.3±14.8 while the 111edian age was 38.0 years. 

The age range distribution as shown in figt1re 39 showed a higher proportion (74.3) o·f tl1e patients 

within tl1e age b1·acket of 20-49years. 

The tribe distributio11 as show11 i11 table 36 re,,ealed that they were 111ai11ly Yorubas (83 .1 % ) from the 

Soutl1 Weste1n geopolitical zo11e of tl1e cot1ntry. Tl1is was followed by tl1e Ibos (8. 7%) fro111 the 

South-Easte1n part of the cot1ntry. Tl1ere were few I-lat1sas (2.2%) and 011e (O.So/o) foreigner. 

Majority (44.3) of the subjects were i11digcnes of Ogun State wl1ile 111ajo1·ity were reside11t in Lagos 

(38.8%). 

Employment status as sl1ow11 i11 tab 3c 1·evealed tl1at 49 (26.8%) JJatients were employed, 126 

(68.9%) were une111ployed a11d 7 (3.8%) were retirecl. Tl1e distribution by religion as i11 table 3c 

sl1ovved that 128 (69.9%) were Cl11·istians wl1ile 53 (29.0) were Musli1ns. 

Marital status as sl1ovvn in Table 3d 1·evealed that 122 (66.7°/o) were single, 32 (17.So/o) were married, 

21 (11.5%) were divorced a11d 8(4.4%) ,vere separated. EdL1cational distribution (Tab 3d) sl10\ved 

that those patie11ts with 110 for1nal education were 55 (30.1 °/o), with only Primary School education 

were 40 (21.9%), those that con1pleted Secondary School education we1·e 45 (24.6o/o).those that had 

Post-Secondary School education vvere 15 (8.2o/o) and those tl1at had University education \\ere 28 

(15.3%). Patients with no formal education (30.1 %) were in the l1igl1est proportion. 

Occupational Status of tl1e patients as showi1 in the Table 3e revealed predominance (50 '""0 o) ot'

unskilled Jabour. Highly ski] led professional I were tl1e least ( 5. 5°/o) represe11ted ru11011g the pal1 11l

The Jiving situation of the patients as sho\vn i11 Tal1le 3e revealed that 16 (8.7o/o) ,,c� ti,,111g alc)nc.

139 (76.0%) were living w1tl1 either their rclati,,e� or t1tl1cr pct1J)lc ,, 111 le 28 l 15.3° o) h�1 l 11o
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The mean age of the patients was 40.3±14.8 while tl1e median age was 38.0 years. 

The age range distribution as show11 in figure 39 sl1owed a higher proportion (74.3) of the patients 

within tl1e age b1·acket of 20-49years. 

The tribe distribution as sl1ow11 in table 36 revealed tl1at tl1ey were mainly Yorubas (83.1 %) from the 

South Western geopolitical zo11e of the cot1ntry. '"fl1is was followed by the Ibos (8.7o/o) from the 

Sot1th-Eastem part of tl1e count1·y. Tl1ere were few I -lat1sas (2.2%) and 011e (0.5%) foreig11er. 

Majority ( 44.3) of tl1e sttbjects vverc i11clige11es of Ogun State wl1ile majority were resident in Lagos 

(38.So/o). 

E1nployn1e11t status as sl1ovv11 in tab 3c revealed that 49 (26.8o/o) patie11ts ,vere e1n1Jloyed, 126 

(68.9%) vve1·e une111ployed a11d 7 (3.8o/o) were retired. Tl1e distributio11 by religion as in table 3c 

showed that 128 (69.9%) we1·e Ch1·istia11s wl1ile 53 (29.0) were Muslims. 

Marital status as sl10\vn in Table 3d revealed that 122 (66.7%) were single, 32 (17.So/o) were married. 

21 (11.5%) were divorced and 8(4.4%) were separated. Educational distribution (Tab 3d) showed 

that those patients with no fom1al edt1cation were 55 (30.1 °/o), with only Primary School education 

were 40 (2 l .9o/o), those that co1npleted Seco11dary Scl1ool education were 45 (24.6%).those that had 

Post-Secondary sc·hool education were 15 (8.2%) and those that had Uni,,ersity education \\ere 28 

(15.3%). Patients with no formal education (30. l %) were in the higl1est proportio11. 

Occupational Status of the patients as shown i11 tl1e Table 3e revealed predon1i11ancc (50.3° o) ot� 

unskilled labour. Highly skilled professional I were tl1e least ( 5 5°/o) represe11led a111ong tl1e patient 

The Jiving situation of the patients as sl1own in Table 3e revealed tl1at 16 (8.7o/o) \\ere li,ing alone�

139 (76.0%) were J j ving with ci tl1er thci r relati, c" or otl1cr pccli1lc ,, 111 le �S ( 1" � 0 , ) h�1d nCl
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established accommodation to live in. Table 4 shows who brought the patient to the Hospital for

admission. Relatives brought majority (79. 8%) of the .Patie11ts for admission followed by either state

or local goven1111ent (8.7%), and the initiative ofNeuropsycl1iatric I-Iospital, Aro accou11ted for 6.0%. 

Also Non-Gover1unental Agencies and religioLts 01·gru1izations were respo11sible for bringing 5.5% of 

tl1e patients for ad1nissions. 

See Table 4 below: 

Table 4: Wl-10 BiiOUGI-IT PATIENT FOR ADMISSION? 

Pe1·son/ Agency No. of Patients Percent 

Relatives 146 79.8 

Net1ropsycl1iatric I--lospital 1 1 6.0 

By tl1e Authority of Gover11111ent (State & Local) 16 8.7 

Religiotts Orga11ization 4 2.2 

NGOs 6 3.3 

Table 5 sl1ows the distribution of the i11dividual/agency responsible for the cost of treatment. 

Payment for treatment was borne by majority (72. 7%) of the patients relatives. However, the 

Neuropsychiatric l1ospital was responsible for the cost of treatment of 24.0% of the patients. The 

Government and religious orga11ization were responsible for the cost of 3.3% of the patients. ee 

Table 5 below. 
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I 

Table 5: INDIVIDUAL/AGENCY RESPONSIBLE FOR TREATMENT 

Indi,1idual/ Agency No. of Patients Percent 

Relatives 133 72.7 

Net11·opsycl1iatric Hospital 44 24.0 

Gove1·runent (State & Local) 4 2.2 

Religious Organization 2 1 . ] 

NGOs 183 100.0 

Table 6 sl10,�s tl1e freqL1c11cy distribt1tion of tl1e psycl1iatric diag11osis among these patie11ts. 

T}1ble 6: PSYCI-IIATIUC DIAGNOSIS - N=l 83

PS)'Chiat1·ic Diagnosis No. of Patients 

Schizopl1renia 125 

Schizoaffective 13 

Bipolar affective disorder 20 

Depressive disorde1· 7 

Delusional disorde1· 3 

Organic brain disorder 4 

Substance use disorder 31 

Epilepsy with Psycl1osis 4 

Mental retardation 4 

Personality disorder 6 

Percent 

68.3 

7.1 

10.9 

3.8 

1.6 

2.2 

I 6.9 

") ") 
- -

., ., 
---

.... ....  
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The Psyclliatric diagnosis sl1owed tl1at the most common psycl1iatric illness the patients suffered

from was scl1izophrenia (68.3%). Tl1is vvas followed by 111ental and behavioural disorders dt1e to

psycl1oactive substance use ( 16.3%). About 9.3% of the patients had more tl1an one psychiatric

diagnosis. 

Table 7 shows the distribt1tio11 of medical co-morbiclil-y among tl1e 183 patients studied. 

Table 7 - MEDICAL CO-MORBIDITY 

Medical Condition No. of Patients Percent 

l-Iypertensio11 31 17.0 

Stroke 1 0.5 

Diabetes 1nellitus 3 1.6 

Cance1· 1 0.5 

HIV/AIDS I 0.5 

Cellulitis/Wound i11fectio11 3 1.6 

Tuberculosis 1 0.5 

'l 

1.6 Fractures .) 

Others (arthritis, asthma, skin rashes, allergy, caries, 18 9.8 

hernia, e oile osy etc.) 
62 33 9° 0 TOTAL 

C b'd d' 1 d't' s were recorded i11 33.9° o of tl1e 181 }Jat1c11t" I I� perte11 l(.'11 ,,a theo-mor 1 me 1ca con 1 10n 

, 
d th' wa5 recorded i11 17.0% of tl1c pnl1cr1tsmost prominent an 1s 
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investigations as shown in fig 8 sho d th t 97 30 · · · · · we a . ¼ had routme 1nvest1gat1on of full blood count, 

urinalysis and electrolytes and urea done duri
·
ng the · d f dm" · per10 o · a 1ss1on. 

Table 8: LABORATORY INVESTIGATION-N=l83 

Investigation No. of Patients 

Rot1ti11e (FBC, Urinalysis, E & U) 178 

D1·t1g scree11ir1g 4 

EEG 2 

1-IIV screeni11g 3 

Cl1est-x-ray 4 

CT scan 1 

Percent 

97.3

2.2 

1 . I 

1.6 

2.2 

0.5 

Drug screerung for psychoactive st1bstance was done fo1· 4 (2.2o/o) patients, EEG for 2 (1.1 %), HIV 

screening for 3 (1.6), Chest-x-1·ay for 4 (2.2%) and CT scan, an expensive procedure was done for 

only 1 (0.5%) patients. 
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Table 9 shows the list of medications used by the patients. 

Table 9: LIST OF MEDICATIONS - N=l83 

Type of Drug No. of Patients Percent 

T1·icyclic Antidepressants 19 10.4 

SSRI-Antidepressa11ts 4 2.2 

Mood stabilizer (Ca1·bamazepine) 22 12.2 

Atypical antipsycl1otics 15 8.2 

Conve11tional A11tipsycl1otics 130 71.1 

Otl1ers (At1til1yperte11si ve, Antid iabetic, 68 37.2 

Antibiotics, A11algesic etc.) 

The list of medicatio11 sl1ows tl1at tl1e co11ventio11al antipsycl1otic drt1gs were the mostly (71.1 %) 

used n1edicatio11s. 

Only 4 (2.2%) of tl1e patients used the newer Antidepressants - the SSRI antidepressants. Similarly 

only 8.2% of the patients t1sed atypical anti psychotic 1nedications. 

Table 9b shows the distribution of treatment outcome. 

Table 9b: TREATMENT OUTCOME 

Outcome No. of Patients Percent 

Absconded 3 1 6 

Improved 175 95 6 

Died 5 "") 7 

TOTAL 183 
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Outcome of treatme11t showed that 175 (95.6) of the patients improved. Improvement is the desired 

end event (outcome) of tltis study. 

The other outcomes referred to as ce11sored observatio11s were tl1ose tl1at absco11ded 3 (1.6%) and 

those that died 5 (2.7%). 

Among tl1e 183 admitted patients, 15 (8.2o/o) cot1ld 11ot locate their resiclential addresses. In the 

course of tl1e ad111ission, 15 (8.2%) of tl1e patients l1ad vocational trai11i11g in t11e l1ospital and carried 

out various voca.tional occt1pational activities like barbi11g, fasl1ion desigrung, cobbli11g, laundry 

work, poultry, vt1lca11izing, fa1·111i11g, cleaning a11d petty tradi11g. 

111 tl1e cou14se of t1·eat111e11t, 8( 4.4%) of tl1e patie11ts were aba11doned in the l1ospital. 

Tl1e follow up care of tl1e patie11t as sl1own i11 Table 10 revealed tl1at 72 (39.3%) had good follow up, 

26 (14.2%) follow Llp care vvas poor while 62 (33.9%) were lost to follow up care. 7 (3.8%) patients 

were referred to anotl1er ps)1cl1iat1·ic hospital to continue their follow up care. Follow up care was 11ot 

applicable to the 8( 4.4o/o) patie11ts abandoned in the hospital. 

Table 10: FOLLOW UP CARE 

Follow tip care 

Good 

Poor 

Lost/Defaulted 

Referred to otl1er specialist centers 

Not applicable 

Total 

No. of Patients 

72 

26 

70 

7 

8 

181 

Percent 

39.3 

14.2 

38 4 

3 8 

4.4 

100 

...... 
·
"' 
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I 

.. 

The S1atus of the patients as at wl1en last seen in tl1e l1ospital is represented in Table 11. Majority of

(76%) of tl1e patients we1·e still i11 re1nission.

Table 11: PATIENTS STATUS WHEN LAST SEEN IN HOSPITAL 

Status No. of Patients Percent 

Remission 139 76.0 

Relapsed 15 8.2 

U 11deter111iL1ed 4 2.2 

Pa11ial re111ission 25 13. 7

Table 12a: COMPARISON OF VAGRANT AND NON-VAGRANT MENTALLY ILL 
PATIENTS 

Variable agrant N=61 Non-vagrant Total (0/o) Chi Square P-Valuc
Total (0/o) N=l22 N=l83 

Total 1'
0/o'a

Mean Age I s.n· 50.62 1'16.3' 35.2 I }0.9 I 40.3, ·14.8'1 t=7.588 . 95°/o C.I <·1.001 

Sex 
Male 4 1  (67.2) 68 (55. 7) 109(59.6) 2.223 0.136 

Female 20 (32.8) 54 (44.3) 74(40.4) 

Tribe 
Yoru·ba 51 (83.6) 101 (82.2) 152(83.1) 1. 765 0.623 

Ibo 6 (9.8) 10 (8.2) I 6(8. 7) 

1-Iausa 2 (3.3) 2 ( 1.6) 4(2.2) 

Others 2 (3.3) 9 (7.4) 11 (6.0) 
• • 

The mean age (S.D) of the vagrant mentally 111 patient was 50.62( 16 3) years ,,·l11le the mean for

the non vagrants \Vas 35 .2( I 0. 9) years. The vagr·a11ts were statisticall) older tl1an the non

\agrants (P<0.05). The sex distributio11 as in table 12. did not s110,, stat1�t1cal �1g11ificance

(P=O. I 36 ). The tribe distribution did not sl10\v a statistical di ffcrc11cc hct,, cr11 , �lgrit11t, ,111d 110n

vagrants (p 0.623). 
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Table 12b: COMPARISON OF VA GRANT AND NON-VAGRANT MENTALLY ILL 

Variable Vagrant N=61 Non-vagrant Total �bi Square P-Value
Total (0/o) N=122 

Total 1 0/o t
Reli�ion 

Christai11it, 41(67.2) 87(71.3) 128(69.9" 1.560 0.458 
Islan1 20(32.8) 33(27.0) 53(29.0) 

Traditional 0(0) 2(1.6) 2( 1.1) 
Ma1·ital status 

Single 40(65.6) 82(67.2'1 122(66.7) 29.907 <0.0001 
Man·ied 

. 1(1.6) 31(25.4) 32 '17.5) 
Divo1·ced 14(23.0) 7(5.7) 21(11.5) 
SeJarated 6(9.8) 2( 1.6) 8(4.4) 

Education 
No fo1·mal edt1cation 38(62.3) 17(13.9) 55(30.1) 49.317 <0.0001 

Pri111a1y scl100 I 12(19.7) 28(23 .0) 40(21.9) 
Seconda1y scl1ool 6(9.8) 39(32.0) 45(24.6) 

Post seco11dary 1 (I. 6) 14( 11.5) 15(8.2) 
school 

. 

University 4(6.6) 24( 19.7) 28(15.3) 

EmploJ1ment 
E111ployed 2(3.3) 47(38.5) 49(26.8) 26.653 <0.0001 

Retired 3(4.9) 4(3.3) 7(3.8) 
··-

70(57.4) 126(68.9) U11employed 56(91.8) 

Occupational status 
Highly skilled 0(0) 10(8.2) 10(5.5) 

professional I 
Highly skilled 2(3.3) 27(22.1) 29(15.8) 49.633 <0.0001 

professional II 
Semi-skilled 6(9.8) 46(37.7) 52(28.4) 

Unskilled 53(86.9) 39(32.0) 92(50.3) 

Livin :! situation 

Alone 12(19.7) 4(3.3) 16(8. 7) 74. 769 <0.0001 

With others 23(37.7) 116(95 .1) 139(76.0) 

No accommodation 26(42.6) 2( 1.6) 28( 15. 3) 

Table 12 b shows tha.t the religious distribL1tior1 betwec11 vagrant� ,111d 11011 , agrll11t� Lltd n()l ,ho\, ,1

statistical difference between vagra11ts ar1d 11011 vagrnntc; (P O 4 �8) \ l,11 it,,l ,t,1tt1, ,111J l'dt1ci1tit)ll,1l

,9 
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diStribution between vagrants and non vagra11t mentally ill patients showed the vagrant patients 

were more si11gle, divorced and separated at a significant level (P<0.005). The non vagrant patients

were significa11tly man·ied tl1an the vagi·ant counterpa1i. Tl1e edt1cational distributio11 sl1owed that

more of tl1e vagrant patie11t l1ad no formal edttcation co1npared to tJ1e 11011 vagrant patient at a

significa11t level P<0.005. The no11 vagrant patie11ts \\'ere statistically 111ore educated tha11 the vagrant 

patie11t. 

The dist1·ibt1tion of e111ploy111ent as sl1ow11 i11 tl1e table revealed that tl1e vagrant JJatient were more 

statistically t1nemployed tl1a11 tl1e vagi·a11t patie11t (P<0.005). Tl1e occupatio11al statt1s revealed that tl1e 

vagrant patie11t were statistically n1ore t111sl<illed labor tl1an the non vagrant (P<0.005). The no11 

vagra11t patie11t vvere 111ore i11 t11e l1igl1ly sl<il1ed professional I and II occt1.patio11al status. 

The living situatio11 revealed tl1at tl1e vagrants significantly (P<0.005) lived alone and l1ad no 

established acconunodation compared to tl1e 11011 vag1:ants who were more lil<ely to live witl1 others. 

40 
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Table 13: COMPARISON OF DIAGNOSIS AMONG VAGRANT AND NON-VAGRANT 

MENTALLY ILL PATIENTS 
Diagi1osis Vagra11t N=61 Non-vagi·a11t Total �l1i Square/ P-Value

Total (o/o) N=122 
Total(%) N= l83 Test statist. 

Scl1izopl1renia 49(80.3) 76(62.3) 125(68.3) 6.108 0.010 

Schizoaffective 5(8.2) 8(6.6) 13(7 .1) 1.538 0.122 

Bipolar affective 6(9.8) 14(11.5) 9(4.9) 2.133 0.336 

Depressive disorder 0(0) 7(5.7) 7(3.8) 0.106 

Delusio11al disorders 0(0) 3(2.5) 3(1.6) 0.215 

rganic brain disorders 2(3 .3) 2( 1.6) 4(2.2) 0.475 

ubsta,nce t1se disorde1· 8(34.8) 23(18.9) 31(16.9) 2.060 0.357 

:>ilepsy with psychosis 2(3.3) 2( 1.6) 4(2.2) 0.469 

Mental retardation 3(4.9) 1(0.8) 4(2.2) 0.074 

Personality disorder 0(0) 6(4.9) 6(3.3) 0.083 

• • • 

The diagnosis as compared in table 13 showed tl1at only the psycl11atnc diagnosis of schizophrenia 

that was more statistically sig11ifica11t (P<0.005) in the vagrant patient. All other d1agnoses \\ hen

compared between the two groups did not attain a statistical sig11ifica11cc (p> 0.05).

l
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TABLE 14: COMPARISON OF MEDICAL CO-MORB'IDITIES AMONG VAGRANT AND

NON-VA GRANT MENTALLY ILL PATIENTS 
edical conditio11 Vag1·a11t N=61 No11-vagra11t 

Total (o/o) N=l22 
Total(%) 

Hypertensio11 19(31. l) 12(9.9) 

iabetes n1ell.i tus 3(4.9) 0(0) 

HIV/AIDS 1 ( 1. 6) 0(0) 

itis/wou11d i1tlection 3(4.9) 0(0) 

Fracture 3(4.9) 0(0) 

Others (Allergies, 20(32.8) 16( 13. l) 
m1a, De11tal caries, 
a vasict1lis, Ai1ritis, 
Tuberculosis 

Total 

31(17.0) 

3( 1.6) 

1(0.5) 

3(1.6) 

3( 1. 7) 

36(19. 7) 

t:l1i Square/ 

.... 
. . 

. est stat1st1. 

12.935 

7isl1er exact 

46.939 

P-Value

<0.0001 

0.014 

0.156 

0.014 

0.014 

<0.0001 

A con1parison of' tl1e physical co-111orbidities sho\vn in table 14, revealed that the vagra11t patients 

were significantly 111ore l1ype1tensive (P<0.005), more diabetic (P=O.O 14), had more infections 

(P=O.O 14), and 1nore fractures (P=O.O 14). The vagrant n1entally ill patients had more other co

morbidities than the no11 vagrant patients at a significant level (P<0.005). 
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Table 15: COMPARISON OF OUTCOME OF TREATMENT AMONG VA GRANT AND 

NON-VAGRANT MENTALLY ILL PATIENTS 
I' Outcome Vagrant N=61 No11-vagra11t Total Test P-Valtte

Total (o/o) N=122 
Total (o/o)

• 

stat1st1cs 

l\bsconded/Died 5(8.2) 3(2.5) 3( 1.6) 0.003 

I n1·proved 56(91.8) 119(97.5) 175(95.6) 0.458 

Treat111e11t outco111e as sl1ovvn i11 table 15, re\1ealed t11at 1nore vagrant patient died tl1an no11 vagrant 

patie11ts and tl1is was statistically sig11itica1 1t (P=0.003) co111pared to tl1e non-vagi·ant JJatients. 

Table 16: FOLLOW UP CARE OF THE PATIENTS 

Follow up care Vagra11t N=61 Non-vagrant rrotal(=183) 2hi Square P-Value
Total (o/o) N=l22 

Total(%) 
Good 14(23.1) 58(47.5) 72(39.3) 27 .185 <0.0001 

Poor 3(4.9) 23(18. 9) 26(17.6) 

:..,ost to follo\v up/ 36(59.0) 34(27.9) 70(31.8) 

defaulted 

Referred 0(0) 7(5.7) 7(4.7) 

I ot applicable 8(13.1) 0 8(4.4) 

'fable 16 re\'Calcd that the vagrant patic11ts were significantly (P�0.005) lo<;t l(' fol lo,, t1p more than

the non vagrant patient who l,ad helter follo\.V tip care.

4 
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Table 17: STATUS OF PATIENT WHEN LAST SEEN 

Status Vagrant N=6 1 Non-vagrant Total Test P-Value
I' Total (o/o) N=l22 

Total(%) statistics 

Ren1issio11 34(56.7) 103(85.1) 138(75.7) Xi
= 

<0.0001 

Relapsed 0(0) 15( 12. 4) 15(8.3) 53.737 

Undeter1nined 4(6.7) 0(0) 4(2.2) 

Pa1·tial ren1ission 23(36. 7) 3(2.5) 25(13.8) 

Statl1s of patie11ts ,vhen last sec11 i11 l1ospital i11 table 17 revealed that 1nore vagrant patients had 

pa1iial re111ission tl1a11 tl1e non vagrant group at a significant level (P<0.005) a11d more of tl1e no11 

vagrant group vvere in clinical remission of sy111ptoms. 

TABLE 18: OUTCOME OF EVENT RE-CODED 

Variable Frequency Perce11t 

Ot1tco111e ( 1) 175 95.6 

Others censored (0) 8 4.4 

Table 18 showed re-coding of outcome. T11e outcon1e of interest \Vhich "''as i111prO\ en1e11t ,, as
' 

recoded as l, while other outcomes were recoded as 0. Tl1ese otl1er outcon1es ,,·ere the cc11 ored

obscn'ation. 
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TABLE 19: MEANS AND MEDIAN FOR SURVIVAL TIME (TIME TO IMPROVEMENT) 

MEAN SURVIVAL TIME (TIME TO IMPROVEMENT) 

Estimate Standard error 95% CI 

Lower ba11d Upper band 

136.634 12.981 111.192 162.076 

MEDIAN SURVIVAL TIME (TIME TO IMPROVEMENT) 

Estimate Standard error 95% CI 

Lower ba11d Upper band 

67.000 5.374 56.467 77.533 

The median time to improveme11t o·f symptoms as sl1owi1 in table 19, revealed that the median time 

to improvement was 67.0(56.467-77.533) days. 
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TABLE 20a: COMPARISON OF MEANS AND MEDIAN TIME TO IMPROVEMENT 

AMONG VA GRANTS AND NON VA GRANTS IN DAYS 

Classification Mean esti1nate (S.D) Media11 estimate (Range) 

Vagrant 283.678(28.233) 211.000(190-239) 

No11 vag1·a11t 61.232(5.205) 4 3. 000( 40-4 7) 

0\1erall 136.634( 12. 981) 67.000(61-73) 

TABLE 20b: COIVIPARISON OF PERCENTILE IMPROVEMENT TIME AMONG 

VAGRANTS AND NON VAGRANTS IN DAYS 

Classification 

Vagrant 

Non vagrant 

Overall 

25 percentile estimate 

(S.E) 

350.000(20.960) 

69.000(4.020) 

159 .000( 18.080) 

50 percentile 

estimate(S. E) 

211.000(28.130) 

43.000(3.275) 

67.000(5.370) 

175 pe1·centile estimate 

(S.E) 

129.000(17.490) 

34.000(1.500) 

39.000(1.610) 

46 
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TABLE 20c: TEST OF SIGNIFICANCE FOR THE GROUP 

Test Cl1i square Df P value 

Log rank test (Mantel-Cox) 108.645 1 <0.0001 

·es low( Generalised Wilcoxon)

Tai·o11e-Ware 91.639 1 <0.0001 

102.906) 1 <0.0001 

Fro111 table 20a-c, ,vl1icl1 co111pared tl1e 111edia11 ti111e to improveme11t of the two gi·oups, tl1e median 

an1ong tl1e ,,agrant patients \1/as 211.00 days compared witl1 43.00 days for the non vagrant patients. 

Tl1is was statistically significant (P<0.005). Tl1e vagrant patient took a n1ucl1 longer time to attain 

clinical improvement of syn1ptoms. The Log Rank test as above used to compare tl1e two groups was 

significant (P<0.005). 

7 
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FIGURE l: KAPLAN-MEIER (K-M) ESTIMATE OF THE SURVIVAL FUNCTION

CURVES FOR VAGANT AND NON VAGRANT PATIENT
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The survival fu11ction ct1rve as shown in Figure 1 reveals two su1-vival function curves for 

vagrant (V) and non vagrant (NV) patients. On the x-axis is tl1e ti1ne to impro,,ement \\'hile on 

the y-axis is the cumt1lative survival. Fro111 the plot above, tl1e estimated su1,1i\1al function (tin1e 

to improvement) is greater in tl1e vagrant tl1a11 tl1e non vagrant patient. Tl1i 111eans that at an�· 

time t, the estimated probability of tl1e time to impro\eme11t is greater 111 tl1c \ agra11t than the non 

vagrant. 
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FIGURE 3: HAZARD FUNCTION CURVES FOR VAGRANT AND NON VAGRANT 

PATIENTS 
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The hazard function curve as shown i11 figure 3, revealed that the cumulative hazard to improvement 

is greater in the vagrant tl1an the non vagrant groLtp of patients. 
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TABLE 21a; CATEGORICAL V ARIAB'LES MODELLED FOR COX'S REGRESSION 

Categorical Variable Codings
b
,
c
,
d
,
e
,
t

Frequency 

sex
8

1.00=male 

2.00=female 

education a 1.00=no formal education 

2.00=primary school 

3.00=secondary school 

4.00=post secondary 

education 

5.00=university education 

mstatus
8

1.00=single 

2.00=married 

3.00=divorced 

4.00=seperated 

employstatus
8

1 .OO=employed 

2.00=retired 

3.00=unemployed 

4.00=4.00 

classification8 1.00=vagrant 

2.00=non vagrant 

a. Indicator Parameter Coding

b. Category variable: sex (sex)

c. Category variable: education (education)

d Category variable: mstatus (marital status) 

e. Category variable: employstatus (employment status)

f. Category variable. classification (classification)

108 

74 

55 

39 

45 

15 

28 

122 

32 

20 

8 

48 

7 

126 

1 

61 

121 

(1) 

1 

0 

1 

0 

0 

0 

0 

1 

0 

0 

0 

1 

0 

0 

0 

1 

0 

(2) (3) (4) 

0 0 0 

1 0 0 

0 1 0 

0 0 1 

0 0 0 

0 0 

1 0 

0 1 

0 0 

0 0 

1 0 

0 1 

0 0 
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TABLE 21b; VARIABLES AFFECTING IMPROVEMENT USING COX'S REGR. 

Variables in tl1e Equation 

.. 0% CI fo1· Exp(B) 

B SE Wald D·f Sig. 2xp(B) Lower Upper 

Classificatio11 -1.171 .277 17.926 I .000 .310 .180 .533 
Sex .027 .177 .024 I .878 1.028 .726 1.454 
Age -.030 .009 11.481 1 .001 .971 .954 .988 

Edt1catio11 12.169 4 .0 I 6 
edt1catio11( l) -.904 .305 8.810 1 .003 .405 .223 .736 
education(2) -.895 .292 9.376 1 .002 .409 .231 .725 
education(3) -.375 .257 2.122 1 .145 .687 .415 1.138 
education( 4) -.346 .345 1.006 I .316 .707 .360 1.392 

Mstatt1s 17.481 3 .001 
mstatus(l) 1.21 l .673 3.234 I .072 3.355 .897 12.553 

n1status(2) 2.225 .698 10.165 1 .001 9.254 2.357 t36.34 l 
mstatt1s(3) .967 .694 1.941 1 .164 2.631 .675 I 0.26 I 

En1ploystatus 9.741 3 .021 

en1ploystatus( 1) -3 .425 1.242 7.604 I .006 .033 .003 .371 

employstatus(2) -3.773 1.280 8.693 1 .003 .023 .002 .282 

employstatus(3) -3.659 1.231 8.843 1 .003 .026 .002 .287 

Hypertension .580 .322 3.234 1 .072 1.786 .949 3.359 

Diabetesn1e l li tus .510 .808 .397 1 .528 1.665 .341 8.118 

I 1-IIV AIDS 11.513 :50.910 .002 
I 

1 .963 .000 .000 759E208 

1 llulitiswoodinfectn -1.420 1.122 1.60 I I .206 .242 .027 2.180 
I
' Fractures .747 .634 1.388 1 .239 2.111 .609 7.314 

From the Cox proportional hazard regression table above, using the f 011nula b)' pot,, oods el al. 

(2004). the chance of iinproving first is given by� I -lazard Rate/I +I lazard Rate. l1e11cc t1s1ng tl1c non

vagrant group as reference, tl,e non vagra11t grottp had 77° o cl1a11cc of i111111t)\ 111g tir,t ct11111,�l�ti to

the vagrant group Or patients and tl1is \Vas sign i fic�111t( P< 0. 00") l I "11lg :lgl·

51 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



age decreases with time to improvement. The younger patients were likely to in1prove faster than the 

older patient (P=0.002). Educational status sl1ows that those with university education had a 71 % 

chance of improvit1g first compared with those with no fon11al and primary education. Tl1e marital 

status using separated as refere11ce, 1·evealed tl1at the 111arried l1ad 90% chance of in1proving first 

co1npared witl1 tl1e sepa1·ated and tl1is was significant (P<0.005). E1nployme11t status as it influe11ce 

time to in1proven1ent t1sing tl1e e111ployed as reference showed tl1at tl1e e111ployed had 97% cl1ance of 

imp1·oving fi1·st con1pared to tJ1e t111employed (P=0.003). 

The i11flue11ce of 111edical co-1norbid ill11ess on tl1e time to i111provement is shown above in table 21. 

Patients witl1 \VOt111d infection and celulitis and 1-IIV/AIDS (witl1 OR < 1.0) were less likely to 

i1nprove but 11ot significa11t. While tl1e diagnosis of l1ypertension, diabetes 1nellitus and fracture (with 

OR> 1.0) did not significa11tly influence tl1e time to improve1nent. 
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TABLE 22: INFLUENCE OF PSYCIIlATRIC DIAGNOSIS ON TI-IE TIME TO 

IMPROVEMENT USING COX PROPORTIONAL HAZRAD REGRESSION 

Variables in tl1e Equatio11 

B SE Wald Df Sig. �xp(B) 
Schizoplrrenia .821 .219 14.057 1 .000 2.273 

Schizoaffective -.018 .047 .142 1 .707 .982 

Bipola1mania -.642 .423 2.306 1 .129 .526 

Bipolardep1·ession .125 .614 .041 1 .839 1.133 

Bi po lar111ania psyc 110s is .896 .615 2.127 I .145 2.450 

bi po lardep1·ss11psycl1osis 1.2 I 5 1.408 .744 I .388 3.369 

Manicepisode • oa
• 

Depressveepisode -1.400 .50 I 7.789 I .005 .247 

Recurrentdepressn • oa
• 

Delt1sionaldisorder -.020 .607 .001 I .973 .980 

Den1entia • oa
• 

De 1 iri U111 • oa
• 

Amnesticdisorder .210 .717 . 085 1 .770 1.233 

Mentalbehavdisorde1· .194 .043 20.190 1 .000 1.214 

Epileppsychosis -.002 1.025 .000 1 .998 .998 

Mentallretardation 1.238 1.233 1.008 1 .315 3.449 

Persondisorder -.825 .482 2.930 1 .087 .438 

manicepisodepsychosis • o
n 

• 

depressveepisodpsychosis .030 .029 1.015 1 .314 1.030 

anxietyneuroticdisorder • oa
• 

unspecifpsychoticdiorder • oa
•UNIV
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From table 22, those without tl1e diagnosis of schizophrenia had 70% chance of improving first

compared to those with tl1e diagnosis (P<0.005). similarly, tl1ose witl1out mental and behavioural

disorders dt1e to substance use, l1ad 55% cl1ance of improving first compared to those with the

diagnosis(P<0.005). 

TABLE 23: DURATION OF ADMISSION 

Vagrant No11 vagrant P value 

Mean (SD) days 546.378(390.3) 155. 89(85,3) <0.000 l 

Mediru1 445.0 137.0 <0.0001 

Tl1e mean(SD) dtu·ation of adn1ission of tl1e Sa1nple was 222.3(23.6)days and the median dt1ration 

was l 59days. The n1ean duration of ad1nission for the vagrant (546.3) days was greater than for the 

non vagrant (155.8) days. Compa1ing these means using independent t-test, yielded a significance 

level (P<0.005).The median duration for tl1e vagrants (445.0 days) was greater compared to tl1e non 

vagrants (137.0 days) 
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CHAPTER FIVE 

DISCUSSION 

Out of the 68 vagi·a11t mentally ill patie11ts identified, 7 case files ha.d too ma11y missing po1iio11s or 

they were e11tirely n1issing. Conseqt1e11tly, 61 vagrant mentally ill patie11ts' case files were vaJid 

yielding 89. 7% valid rate. Tl1is is l1owever expected being a retrospective study. A total of 183

patients (61 vagrant a11d 122 No11 vagra11t patie11ts)' case files were consequently studied, yielding a 

ratio of 1 :2(vagra11t l :2 110n vagra11t). Tl1e distribt1tion by year of admission sl1owed tl1at the highest 

(39.2%) nu111bers oJ' vagrant 111e11tally ill patients were admitted i11 2004 and this declined 

p1·ogressively to 6.6o/o i11 2008. This decrease 1nay reflect policy cl1ange in tl1e l1ospital and a review 

of tl1e fees for adn1issio11 over tl1e year by tl1e hospital. Tl1e decrease may also be explained by the 

lesser involveme11t of tl1e hospital a11d other bodies in tl1e care of the vagrant mentally ill patients. 

Sociodemographic characteristics of tl1c 1>atients 

The fmding of more 1nales (59.8o/o) tl1a.n females' patients on admission is si1nilar to that of 

Erauquin et al, (2009) in a psychiat1·ic hospital In Spain with 54.5% of the admissions being males. 

However, Potjonjak(2008) found eqt1al 11umber of males and fe111ales i11 a Croatian ps) chiatric 

hospital. Adegunloye et al, (2009) found more females (5 l.8o/o) patients in tl1e study at the W1i,1ersit)' 

of Ilorin Teaching hospital (UITH), Nigeria.

The male: female ratio especially for scl1izop}rrenia, the n1ost con11no11 ps)1cl1iatric d1agnt1,1 for

d · · · 1 1 H ver 1·0 Neuropsychjatric hospital, Aro ,., l1crc tl1c "lt1d, \\ n, carr1eu Ollt, 40%
a m1ss1on 1s : . owe 

of the admission wards were for fcma)cc; \rvl1ilc 60010 is for t11alcs
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The mean(SD) age of the patients was 40.3(14.3) years. This value is higher than the mean age

(30.S) years obtained by Adegunloye et al, (2009) in their study at UITH. However, this mean age is

similar to 39.9 years obtained by Oyeckin (2008) i11 his stt1dy an1ong patients in East Anatolin

psycl1iatric hospital. 

The age ra11ge dist1·ibution sl1owed a l1igl1er propo11ion (74.3%) witl1i11 20-49yea1·s old. This is

however si111ila1· to 68. 7% of patie11ts i11 the age rai1ge of 20-40years old in a JJsychiatric in-patient 

facility in Spain (E1·auqt1i11 et al, 2009). Tl1is age range is also si1nilar to tl1e findings of Adegunloye 

et al, (2009) witl1 68.So/o of the patients i11 the age range of 20-40 years. 

Tl1e tribe distribution sl10\ved tl1at 85.1 o/o of t11e patients were Y 01·t1bas. Tl1e hospital is located i11

Abeokuta, Ogt111 state and l1as otl1er states in tl1e western geopolitical zone as its catchment areas. 

I-Ie11ce 1najority of tl1e patients are Yort1bas a11d were from the westen1 geopolitical zone of Nigeria.

The study re,,ealed that 111ajority (68.9o/o) were unemployed. This fi11ding is similar to those of 

Adegunloye et al, (2009) who fot1nd that 60.2o/o of the in-patients at UITH \Vere unemployed. 

Potkonjak(2008) fot1nd 64.5% of the in-patients in a Croatian hospital to be unemployed. 

Psychiatric disorders may result in functional impaim1e11t in the sufferer with a decline in 

occupational activities. Patients that suffer from psychiatric illness are disc1iminated against and 

people keep them at a social distance in terms of marriage, employment, a11d accommodation 

(Adewuja & Makanjuola , 2005). 

Most of the patients (66. 7%) had single marital status. This finding is si111ila1· to 61.So/o obtained b)

Potkonjak (2008) among Croatian patients and close to 58.0% obtained an1011g igenan in- patient ...

(Adegunloye, 2009). This cou]d be a reflectio11 of the im1Jact of tl1c ill11ess 1r1 tl1c ft1nct1on,1I don1ai11

f 
. . . 

1 d 1 the sti'gmatizing attitt1dc of tl1c pt1l1l1c to kcc11 pnt1c11t, ,, ith l'"'' cha,1trit
o the 1nd1 v1dua an a so '"' 
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disorders at social distance e · 11 · ,.......... · · · spec1a Y m terrns of marr1age(V 1v1ane Kovess, 2002). In a survey on 

the knowledge and attitude of primary health workers in Ogun state, majority of the respondents

indicated that they would never 111arry someone with mental disorder (Ogunlesi, 1987)

The educational distribt1tion revealed that tl1e l1ighest p1·oportion (30.1 %) had no forn1al educatio11 

and 21. 93/o had prin1a1y scl100.l edt1cation. 

About 15% had t1niversity edt1catio11. This findi11g is in l<eepi11g with Odejide ( 1982)'s stu.dy that 

found a l1igl1er proportio11 witl1 lower level of edt1cation. 

Oyecl<cin (2008) fou11d tl1at tl1e 1nea11 edt1catio11 JJeriod a1nong tl1e J)sycl1iatric amo11g tJ1e psychiatric 

patie11ts l1e studied was 6.06 yea1·s. Tl1is low educational status is also a reflection of tl1e in1pact of 

tl1e illness i11 tl1e st1ffers. Many patients witl1 JJsychiatric illness event11aJly drop out of school 

because of tl1e inability to cope witl1 acaden1ic de1nands. 

The occupational status revealed p1·edo1ninance (50.3%) of unsl<illed labour. This is a reflection of 

the predominant lower educational stah1s of the people. 

The living sitt1ation of the patients 1·evealed tl1at a lugher proportion (76.0%) lived with relations or 

other people. However, about 24% of the patients either lived alo11e or had no accommodation. Tl1is 

is a reflection of the social support available to the patients. Living alone and l1aving no established 

accommodation are among the risk factors for vagrancy in the me11tally ill patients (Hawtl1ome et al. 

2000). 

The study showed that majority (72. 7%) of the patients financial burden was borne b)' their relati,·e

Th fi · I 1·b1·11·ty for the other patients \Vas borne by Aro l1ospital. Go,,,emn1ent. �GO and
e 1nanc1a respons 

I. · · · Most of the patients tl1at fell into this category ,, ere tl1c , agrant._ ,,·1th no one
re 1gious organ1zat1ons. 

to cater for them. 
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PSYCHIATRIC DIAGNOSIS AMONG THE PATIENTS

The most frequent psychiatric diagnosis was schizophrenia (68.3%). This was followed by mental 

and behavioural disorder due to substance use (16.9%). Other studies (Potkonjak, 2008; Adegunloye 

et al, 2009; Erauquin et al, 2008, Odejide, 1982) had found schizophrenia as the main diagnosis 

among psycl1iatric in-patie11ts. Scl1izopl1renia is tl1e l1all1nark of functional JJsychiatric disorder and 

patients tl1at suffer fro1n tl1is ill11ess 111ay require in patient care because of tl1e sy111ptoms and 

associated disruptive bel1avior a111ong tl1is g1·ot1p of patie11ts. 

Medical co mor·bidity i11 psycl1iatric patients 

A prevalence of 33.9% n1edical co11ditions con1orbidity a.n1ong tl1e patients was obtained. 

Hyperte11sion was tl1e co1ru11011est ( 17.0%) and otl1ers we.re diabetes mellitus, stroke, infections, 

artl1ritis a11d cancer. 

Co 1 11orbidity between pl1ysical and psychiatric disorders are not u11co1nmon. Over the last 30years, 

several studies condt1cted to detennine the prevalence of medical diseases among psychiatric 

patients reported rates of 28% to 92o/o. The finding of 33.9% co morbidity is similar to the 

prevalence rate of (33.3%) reported by Bridges and Goldberg (1985) among psychiatric patients in 

the hospital setting. 

Laboratory iovestiga tion 

Almost all (97.3%) of the patients l1ad routine baseline investigations. Only about 2° o had more

l 
.
k CT d EEG Tl1is ft1rtl1er ii lt1strntc tl1at 1110 t of' the 

expensive and specific investigations I e scan an � . 

• 

. · mic status ar1d could not afford c\.pcn 1, c 111, cst1gutt()11�
patients were from lower socioccono 
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The most commonly prescribed medication is antipsychotics (79.3%).

Some of the patients required mood st b · 1 · ( 12 20 
· · a 1 1zer . 1/o) wlule 12.6% were on antidepressants. Only a 

few of the patients could afford the relatively new 1nedications-SSR1s (2.2%) and atypical

antipsychotics 8.2%. 

These are di·ugs commonly used in tl1e developed cot1ntries wl1ere the treat111ent of the mentally 

infirn1 is f1·ee. Tl1ese drl1gs are rather expensive but cost effective. Most of our patie11ts could not 

afford tl1em fo1· financial const1·aints. 

Tl1e distribution ot· t1·eatn1cnt outcome 

Outcome of treatn1ent sl1owed tl1at 95.6o/o of tl1e patients improved. Tl1e time to improve111ent in 

these patients ,vas inflt1enced by tl1eir socio-de111ograpl1ic cl1aracteristics a11d tl1e clinical diagnosis. 

There were also censored observatio11s (5 died and 3 absconded). 

Abol1t 8.2% of tl1e patients cot1ld not locate tl1eir residential addresses and consequently 16 patients 

were abandoned in the hospital. 

About 8.2% of the patients had vocational n·aining programmes in tl1e hospital. 

These training / vocatio11al programmes are given to patients in the long stay Rel1abilitation wards of 

the hospital. Consequently, 15 of the111 learnt various vocational training such as barbing, fashion 

designing, cobbling, laundry, and poultry, petty trading and Vl1lca11izing. 

The follow up care of these patients revealed that only 35.5% had good follow up care. Default from 

follow up care is a common phenomenon in psychiatric treatment. Psychiatric disorders are chronic 

disorders that require a long follow up time of care but most often patients default from folio" up 

care. Default from follow up has been attributed to many factors. an1ong \\hich arc. fin,mc1al 

constraints, distance to health facility, and side effects of medications 

�9 • 
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Comparison of vagrant and non va!!Tant me t II ·1i o n a y 1 patients

The mean age of the vagrant patie t (50 6 ) 
· · n s . years was stat1st1cally (P<0.0010 greater than the non

vagrant patients (3 5 .2 years) The m ld ·b · · · ean age cou e greater 111 the group because m the vagrant 

' ey a 011ger t1rat1011 of me11tal illness before becoming vagrant. group of patients it is likely that tl1 h d 1 d · · 

Asuni (1971) found that tl1e duration of mental ill11ess among the vagrant patients tl1at he studied

ranged from 6 to 25 years. 

There was no significant sex differe11ce between vagra11t and 110n vagrant patie11ts. 1-Iowever, 

Hawthorne et al, (2000) ide11ti fied a n1ale gender as a risl< factor for vagrancy among the menta1 ly ill 

·patients. Asun(7 l) obtained an al111ost eqt1al 111ale: female ratio of 12: 13 in l1is study.

Tl1e vagrants were statistically (p<0.001) 111ore si11gle, divorced 01· separated. Tl1is could be the 

impact of vagrru1cy on tl1eir 1ne11tal disorder. 

The vagrant patients l1ad lower edt1cational statt1s compared with no11 vagra11t patients at a 

statistically significant level (p<0.001). This could be explained by the fact that their illness could 

have started much earlier i11. life and interfered with tl1eir educational pursuits. 

The vagrant group of patients was significantly (p<O.001) une1np 1 oyed compared to the non vagrant 

group. This could be the impact of vagrancy on their mental illnesses and they were mostly in the 

unskilled occupational statt1s. 

The vagrant patients significantly (p<0.001) lived alone and had no established accommodation. One 

of the major risk factors for vagrancy is loneliness. When a patient lives alone. he is cut off from 

family, social support, emotional and physical support. The absence of the�e crucial support had 

been identified as risk factors for vagrancy (Odejide, 1982).
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Psychiatric and physical diagnosis among vagra t d n an non vagrant patients.

The diagnosis of schizophrenia was s · · fi I (p-O · igru 1cant y - . 010) greater 1n the vagi·ant group of patients.

This finding is similar to that of Asuni (71) who fot111cl a p1·edominant scl1izophre11ia diagnosis 

among the patients that l1e studied. 

Physical co n1orbidities were significantly com1noner in tl1e vagrant group of patients. 111 the course

of their vagrancy, tl1ey lived i11 tl1e street, refuse dt11nps bush etc. Tl1ey ate all sort of dirty and

unhygie.nic food. Tl1ey a1·e prone to n1yriads ot
--
intectio11s a11d pl1ysical co morbid conditio11s. Tl1e

female vagrant patients are pro11e to sexual abuse and they stand a risl< of co11tracting all sort of 

sexually transn1itted diseases a11d 1-IIV infectio11s. Tl1ey are also at a risk of having i)legiti1nate

cluldren \Vl1ile 011 tl1e street. 

It is therefore not SLltl)risi11g tl1at all 5 cases of death were recordecl an1ong the vagrant group of 

patients. Tl1is migl1t be due partly to the va1·iot1s co 1norbid physical conditions. 

In the follow up care. most ot� tl1e vagrants were lost to follow up care. Tl1is findi11g is in keeping 

with that of Asuni (1971) with the n1ajority of the patients that l1e studied defaulting from treat1nent. 

Survival date analysis-(Kaplan - Meier metl1od) 

In the estimate of the comparison of the time to improvement. the Kaplan -Meier was used because

of the presence of censored observation.

The median estimate of the time to improvement was 67.00 days for the total patients. 

In comparing the survival function ( time to improvement) between the 2 groups of patients. \\e can: 

) Do a point-by-point comparison(survival curve) 

) Compare the median time to improvement 

) Use the hazard ratio

1 
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4) Do a total curve comparison using the LogR nk h Id a as t e go e11 standard 

t 

The median time to improvement · l among t 1e vagrant patients (211.0days) was longer than ·for tl1e 

non vag1·ant group of patients. 

The LogRank test sl1owed a statistical significant fi11di11g(p<O.OO I) 

Factors influencing i111provemcnt 

Tl1e factors influencing improve111e11t vvere assessed witl1 Cox's proportional I Iazard Regressio11n. 

The vagrant g1·ot1p was 3.4ti111es less lil<ely to i1nprove tl1an t11e no11- vag1·ant group. 

The factors fot111d to i11crease tl1e tin1e to i111proveme11t at a significant level(p<0.05) were; old age, 

low educatio11al statt1s, single 111arit�tl slatt1s, u11c1111Jloy111e11t and tl1ose with tl1e diagnosis of 

schizoplu·enia and 111c11tal & bel1aviot1ral clisorder due to sL1bsta11ce abuse. 

Pl1ysical con101·bid co11ditio11s increased the tin1e to improven1ent but tl1is was 11ot statistically 

significant. It is not st1rprising that the n1edian duratio11 of tl1e admission for the vagrant grot1p of 

patients (445days) was greater tl1an tl1at of tl1e non vagrant patients (l 37days) at a significant level 

(p<0.001). This was partly due to the fact that the vagrant patients stayed longer on admission before 

improvement in tl1eir psychiatric a11(i medical conditions. 

LIMITATIONS 

This study being a retrospective one was faced with some challenges that should be ackno\vledged. 

Some patient's case files were missing and some of the case files had a large portion ,vith missing 

data. 

A h 
· 

f d · · n there was no baseline rating of illness severity vvith any standard S) mpton1
t t e pomt o a rruss10 , 

rating scale 
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The point of improve1nent is chosen based on the subjective assessm.ent of the consultant

psychiatrists and their ma11agement tea1n and there was no use of standardized. symptom rating scales

For some of the patients, their ages were detenni11ed by the recollection of some historical and their

personal life events 

To minimize these limitations, case files witJ1out cotnplete variables of i11terest such as date of 

admission, ti1ne of i1np1·ove111ent and 111any i11co111plete data were excluded. 

Specific infonnation from tl1e case file \Vere 111eticulously searcl1ed for, l1e11ce the study took about 

fottr mo11tl1s to co1nplete 
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CONCLUSION 

From this study, the clinical pr fi l d 0 1 e an outcon1e of care among the vagrant rnentally ill patients is

poor compared to tl1e 110n vagra11t t· I-I l t 
· • • pa 1ents. ea t11 worl<ers l1ave the need for early 1dent1ficat1on o·f

the risk and progi1ostic facto1·s tl1at will l1elp in tl1e prevention of the mentally infir111 from the

patl1way to vagra11cy. 

The public healtl1 in1plication of tl1is st1-1dy is that it will create tl1e aware11ess on tl1e need for a 

collective endeavour on tl1e ever neglected care for the tea1ni11g vagrant mentally ill perso11s i11 our 

co1nmunity. 

RECOMMENDATION 

Tl1e relatives and caregivers o1' tl1e mentally ill patie11ts shot1ld be educated on the need for 

continuous social, pl1ysical, eco1101nic a11d en1otional st1pport for their me11tally ill JJatients. The need 

for continuos follo\V tip care of tl1ese patients will ensure that tl1at they mai11tain a stable mental state 

for them to function effectively in tl1e community. 

There should be a continous mental health education to families, communities, Goverrunents and 

employment agencies to reduce social distance and stigma towards the mentally ill patients. 

The various local Gove1·nme11ts, religious, traditional systems and non-Goverrunental organizations 

should support the care of the mentally ill and build residential institutions for the vagrant mentall) 

ill patients. 

The Federal Government should put in place a Mental Health policy that n1akes pro, is1on for free

treatment for vagrant mentally ill patients in our communities.UNIV
ERSITY O
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"""0111c llft)11ic co-111orbiLlitics 1,rcclisposc tl1c 1nct1taJly ill )Jt1tic11Ls to Jonger time to improvc1ncnt and

lo11gcr dt1r�1tio11 of' ad111ission. l1c11ce l1cultl1 worl<.ers shot1ld c11cleavour to identify and promptly

111t111agc tl1c pl1ysical l1ealtl1 JJroble111s they c11cot1nler i11 ll1e coL1rse of their care.
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APPENDIX 1 

CLINICAL PROFILES AND OUTCOME OF CARE OF MENTALLY ILL PATIENTSADMITTED INTO NEUROPSYCHIATRIC HOSPITAL, ARO, ABEOKUTA
a 

SECTION A: 

Jdentifying/Per·sonal Information 

Serial No 

Hospital Registration No. 

Sex: Male 1 

Age: 
I 

Tribe: Yoruba I 

Others 5 

. State of Origin 

. Geopolitical Zone: South-West 1 

North-East 4 

Fe111ale2 

I 
Ibo 2 1-Iausa 3 

I I 

South-SoL1th 2 

North West 5 

North Central 6 

3. Residential Address

9. Education

Foreigners 7 

(a) 

(c) 

No for111al Education 1 

Secondary School 3 

(b) Primary choo I 2

Edo4 

South-East 3 

Post Secondary School

e) University Degree 5

College of Education. Technical College etc) 4 (Polytechnic. 

l 0, Marital Status 
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(a) Single (Never married) 1

(c) Divorce 3

(e) Widowed 5

(f) Numbers of Illegitimate cl1ild1·e11

11. Religion

(a) Cl1ristianity I

© Traditional 3 

12. E111ployn1ent Status

(a) En1ployed I

© Unen1ployed 3 

13. Livi11g ituation

(a) Alone 1

© No accotn111odation 3 

14. Occupational Status

(d) 

(b) 

(d) 

Married 2 

Separated4 

(b) Islam 2

Otl1crs (specify) 4 

(b) Retired 2

(b )Living with Others 2 

(a) Highly Skilled Professional I (Doctors, Pham1acist, Engineers, Top Government Officials and 

Official/Business Executive etc.) I 

(b) Highly Skilled Professional II (Technicians, Nurses, Senior tt1tors etc.) 2

(c) Semi Skilled (Junior Military & Policemen, Students Appre11tices etc.) 3

(d) Unskilled (Housewives, Petty traders, Far111ers(subsistent), Messengers, Labourers etc.) 4
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SECTION B 

Clinical Variables 

. How was he/sl1e brought to the I-Iospital?

a) Relatives I

b) Irlitiati ve of Net1ropsycl1ia.ti·ic Hospital 2

c) Governme11t 3

d) NGOs 4

e) Religious Orga11ization 5

' W1 .. 10 1s respo11sible for tl1e cost of trcal111ent? 

a) Relatives 1

;h) Net1ropS)'Cl1iatric I-lospital 2 

: c) Govemn1ent 3 

( e) Religious Orga11izatio11 5

3. Date of adn1ission

4. Classification: Vagrant 1 Non-vagrant 2 

5. Type of mental illness (Diagnosis)

o Schizophrenia yes no 

o Schizoaffecti ve yes no 

o Bipolar affective (Mania) yes no 

o Bipolar affective (Depression) yes no 

o Bipolar affective mania w1th psychosis yes no 

o BipoJar affective - Depression with psychoc,is yes 110 

7., 
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o Manic episode yes no 

o Depressive episode yes 110 

lo Recurrent depression yes no 

o Delt1sio11al disorder yes no 

o Dementia yes no 

o Delirium yes no 

o At1111estic disorder yes no 

.o Me11tal & bel1aviot11·al diso1·der dt1c to psycl1oactive st1bsta11ce t1se yes no 

o Epilepsy with psychosis yes 110 

o Me11tal Retardatio11 yes 110 

o Perso11ality disorder )'es no 

o Manic episode ,, itl1 psycl1osis yes 110 

o Depressive episode ,vith psycl1osis yes no 

0 Anxiety, stress & Neurotic disorder yes no 

o Unspecified psychotic disorders yes no 

o Otl1ers (Specify )22
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SECTIONC 

Medical co-morbidity 

1. Hypertensio11: Yes 

2. Diabetes mellitus: Yes

3. 1-IIV/AJDS Yes 

4. Cellulitis/Wood infection: Yes

5. Fractures: Yes 

6. Others (specify):

7. Laborato1y I 11vestigations do11e Yes

8. List of laboratory investigatio11s

9. List of n1edications

0 

No 

No 

No 

Outcon1e of treatment as indicated in the case 11ote

• 

1. Outcome:

(a) Absconded 1

(b) Improved 2

(c) Worsened 3

(d) Died 4

Date of outcome------------------

le) Referred 5 

(f) one indicated 

Date of discharge 
----

-----·-----
------

-----
---
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SECTIONE 

Rehabilitation and Social Reintegration 

� Able to locate reside11tial add1·ess Yes 

• Able to trace relation Yes 

• Vocational trai11ing i11 Hospital y 

• If Yes, Specify

es 

• Vocatio11al/Occupatio11al activities carried ottl in tl1e I-Iospital 

• Rei11tegrated back i11to tl1e society Y cs 

Aba11do11ed i 11 tl1e l-lospi tal 

SECTION F 

Follov\ UQ 

I. F ollo"'' Up:

Good I 

Lost to follow up/Defaulted 3 

2. Status of patient when last see11 in Hospital

Yes 

Poor 2 

Remission I Relapsed 2 

4 partial remissions

3. Date at last follow up-----------------------------------

No 

Died 4 

Undeter1nined 3 
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