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Relapse in schizophrenia can present with some difficulties in some settings. An
understanding of factors that influence relapse episode in individuals can provide vital
information to set priorities or design more effective preventive measures and institute
appropriate interventions.

The objectives were to identify factors that cause relapses among patients in the
region and to quantify the extent of relapse.

One hundred and thirty-four patients with schizophrenia, which comprise 72 males and
62 females with reported symptoms recurrence after first episode of the illness that lead to re-
hospitalisation, were studied. Demographic data were retrieved from the patients' case notes. The
causes and duration of re-occurrence as well as the interventions taken to prevent further episode
were investigated.

: Patients who experienced first relapse episode within one month during home care were
6.7% while 11.2% of the patients reported first relapse within 2-5 months. Patients who similarly
experienced first relapse within 6 months to 1 year,1-2 years, 2-5 years, 5-10 years and those above
10 years were 20.9%, 16.4%, 24.6%, 15.7% and 4.5% respectively. Sixty-six (49.3%) patients who
experienced first relapse also had second relapse while 12 (9.0%) further experienced third
relapse. Several patients' related factors such as financial problems (14.9%), perceived wellness
(7.5%), forgetfulness (10.5%) and breast feeding (3.0%) were identified as the cause of relapse in
some patients. Lifestyle related factors like substance abuse and medication related factors such
as adverse effects accounted for 17.9% and 14.2% respectively. Disease-related factors such as
poor insights (6.0%) and co-morbid depression (1.5%) were other identified causes. Many
patients (22.4%) linked their relapse episodes to several insurgency-related problems. Relapse
due to medication non-adherence accounted for 66.4% patients. The major interventions to
prevent further episodes of schizophrenia were rehabilitation (29.9%), education and counselling
(26.9%), change in drug formulation (25.4%), dosage adjustment (11.9%) and change of drug
(6.0%).

Several patients, medications, diseases and lifestyles' related factors were
responsible for relapse of schizophrenia but patients' related factors such as non-adherence,
substance abuse and treatment related factors particularly medication side effects were the most
common causes. This study underscores the need to continually monitor drug therapy, identify
factors that may cause relapse in individual and educate patients or their caregivers in order to
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INTRODUCTION
Schizophrenia is a chronic and disabling mental
disorder that can relapse even after successful
management of first episode. According to WHO,
the global burden of the illness in 2004 indicated
that psychiatric disorders accounted for 3.4%.The
total Disease Adjusted Life Years (DALYs) in the
African region accounted for 0.5% of total DALYs.
Some individuals may not experience relapse
episode but several others may experience multiple
relapses. The illness is characterized by high
relapse rates after treatment discontinuation or
poor adherence, even after a single episode of
psychosis. A longer treatment period prior to
discontinuation also does not reduce the risk of
relapse and many patients relapse very soon after
treatment discontinuation. The transition from
remission to relapse may be abrupt with some
having few early warning signs. The illness
recurrence may occur with symptom severity
rapidly returning to levels similar to the initial
psychotic episode. However, while most patients
respond promptly to re-introduction of
antipsychotic treatment after relapse, the response
time is variable and frank treatment failure may
emerge in a subset of patients.

Relapse may have a devastating repercussion in
patients since it can lead to worsening of symptoms,
progressive deterioration of cognitive function,
impaired functions and diminished quality of
life. Relapse in psychiatric disorders may be
associated with many risks particularly the risk of
harming others. It is unlike the first episode of
psychosis whose course may be gradual with
associated prodromal period that can last from
months to even years. Some relapse episodes
occurred after early warning signs. Signs like
insomnia, social withdrawal, diff i culty
concentrating, irritability, hallucinations, loss of
interest, and increasing paranoia are common
warning signs beforeschizophrenic relapseoccur.
Relapse episode of schizophrenia can present with
some difficulties in clinical settings. For instance,
relapse illness recurrence may present symptom
severity that rapidly returns to levels similar to the
initial psychotic episode. Furthermore, a better
treatment response in first-episode schizophrenia
than in chronic multi-episode schizophrenia has
been observed. Patients may also experience
tolerance to medication particularly after multiple
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relapses and with some medications higher doses
may be required to achieve optimal clinical
response as compared to the first episode. Some
schizophrenic episodes may fail to remit after each
episode irrespective of which episode it was. It has
been observed that one in every 6 patients may fail
to remit after each episode, irrespective of which
episode it was but the median (SE) times to
remission can be significantly longer for the second
episode and third episode.

Relapse in schizophrenia also has some effects on
patients or their caregivers and the health sector as
well as the entire country's economy at large. The
deteriorating nature of the illness which may get
worsened with each repeated episodes makes the
patients to have poor performance in job thereby
affecting their contributions to economic activities.
Schizophrenia relapse is a major factor in
generating high hospitalization rates and costs.
According to Ascher-Svanum and associates,
relapse of patients with schizophrenia is associated
with substantial direct mental health costs that
extend beyond the cost of hospitalization to other
costly outpatient services and medication costs.
Besides this, the burden of caregivers in taking care
of patients and their bills once readmitted could
lead to high economic burden. The health sector is
imposed with a large burden and has to deal with
the higher number of patients' re-hospitalization
The objectives of the study are to identify the
various factors causing relapse among patients in
the region and to quantify the extent of relapse in
order to institute appropriate individualize
measures for continuity of care as well as to identify
the various interventions measures to prevent
further relapse episode.

The study was carried out at the Federal Neuro-
psychiatric Hospital, Maiduguri, Borno State,
Nigeria. The city lies between latitude 11.5 North
and 13.5 East in the Sudan Savannah. One hundred
and thirty-four 134 patients with schizophrenia
made up of 72 males and 62 females who reported
first episode of the illness were studied.
Demographic data such as age, gender, educational
status/level, employment status, ethnic group and
marital status were retrieved from the patients' case
note. Relapse episodes were defined as worsening
symptoms following remission of first episode that
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necessitated re-hospitalisation. Only patients with
relapse after first episode of schizophrenia and
those with subsequent relapses described as
multiple relapses are included in the study. Patients
who presented with the first episodes of
schizophrenia are excluded from the study.Patients
with multiple relapse cases are double counted for
the purpose of specific analysis. Information
obtained includes duration between last discharge
date and rehospitalisation, chief compliant at the
time of rehospitalisation as presentedby caregivers,
past prescription medications, co-morbid disease,
causes of relapse and noncompliance categories,
and intervention measures. Descriptive statistics
were used to analyse variables. Ethical approval
was sought for and obtained prior to
commencementof research.

The demographic data of the patients is presented
in Table 1 and 2. The distributions for both genders
are skewed toward low frequency of higher age
group. The proportions of male to female cases
were 0.54 and 0.46, respectively. Patients in their
third decades of life accounted for 43.2% cases and
those in their second and fourth decades of life were
22.4% each. The proportions of patients who are
uneducated and those with an informal education
or secondary levels of education are 26.9% each
while those with tertiary levels of education
accounted for 17.9%. The least educational level
was recorded in those with primary levels of
education (being 1.49%). About 49.3% of the
patients were married while 43.3% were single with
others being divorced (6.0%) or widowed (1.5%). In
terms of the occupational status, housewives
accounted for 29.9% while 17.9% were civil
servants. Farmers and those in the business
categories accounted for 4.5% and 13.4%,
respectively. Students and unemployed groups
were 16.4% and 14.9%, respectively. Artisan and
labourers constituted 3.0% of the studied subjects.
The major ethnic distributions of patients are
Kanuri (49.3%), Marghi (11.9%), and Shuwa
(10.4%).

About 6.7% cases of first relapse episode were
recorded within one month while 11.2% of the
patients reported relapse cases within 2-5 months
(Table 3). Other duration of relapse was recorded
within 6 months to 1 year (20.9%), 1-2 years (16.4%),

RESULTS

2-5 years (24.6%), 5-10 years (15.7%) and above 10
years (4.5%). About 49.3%(n=66) of patients who
experienced first relapse also had second relapse at
varying time while about 9.0% (n=12) further
experienced third episode of relapse.

Fluphenazine/trifluoperazine combination was
the most commonly used antipsychotic agent
accounting for 34%. Other combination therapies
a r e f l up he n az in e / ha lo p er i d o l (1 0 .5 % ) ,
f l u p h e n a z i n e / c h l o r p r o m a z i n e
(11.9%),chlorpromazine/haloperidol (3.0%) and
flupenthixone/haloperidol (1.5%). However,
monotherapy use of agents like trifluoperazine,
chlorpromazine, haloperidol, olanzapine and
fluphenazine occurred in the proportions of 10.5%,
9.0%, 3.0%, 3.0% and 4.5%, respectively (Table 4).

The symptoms of relapse are similar to those
experienced at the first episode but hallucination,
disorganized behaviour, disorganized speech,
poverty of speech and delusion occurred in 10.5%,
7.5%, 16.4%, 14.9% and 4.5% respectively (Table 5).
However multiple symptoms like disorganized
speech/behaviour (20.9%), disorganized
speech/poverty of speech (3.0%) as well as
disorganized behaviour/poverty of speech (1.5%)
w e r e r e c o r d e d . O t h e r s i n c l u d e
hallucination/poverty of speech (4.5%), loss of
interest/poverty of speech (4.5%) while delusion,
disorganized speech and behaviour affected 3.0%
of patients. The causes of relapse (Table 6) showed
several patients' related factors such as financial
problems (14.9%), perceived wellness (7.5%),
forgetfulness (10.5%) and breast feeding (3.0%).
Lifestyle related factors (substance abuse) and
medication related factors (medication side effects)
accounted for 17.9% and 14.2% respectively.
Disease-related factors such as poor insights (6.0%)
and depression as co-morbid condition (1.5%) were
observed. Insurgency-related problems affected
22.4% patients.

Several intervention measures adopted were
rehabilitation (29.9%), education and counselling
(26.9%), changing the drug type (6.0%), changing
formulation type(25.4%), and dosage adjustment
(11.9%)(Table 7).Some therapeutic manoeuvres
carried out in the management of relapse cases of
schizophrenia include dose increment (4.9%), dose
reduction (4.9%), changing of the drug (28.4%) and
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additionaldrug in 3.6% of the cases (Table 8).

Dosage increments were carried out with 5.6% of
fluphenazine, 4.2% of chlorpromazine, and 13.3%
of haloperidol while dosage reductions occurred
with 7.5 % of trifluoperazine and 12.5% of
chlorpromazine. Changing to another therapeutic

agent affected 19.4% of fluphenazine, 7.7% of
trifluoperazine, 41.7% of chlorpromazine, 40% of
olanzapine, 46.7% of haloperidol and all
flupenthixol. However additional drug were added
to trifluoperazine (7.5%) and haloperidol (13.3%)
therapies in relapse cases of patients previously
placed on them.

Age strata
(Yrs)

Both genders
n(%)

Male
n(%)

Female
n(%)

11-20 30 (22.4) 16 (22.2) 14(22.6)
21-30 58 (43.2) 30 (41.7) 28(45.2)
31-40 30 (22.4) 18 (25.0) 12 (19.4)
41-50 12 (9.0) 6 (8.3) 6 (9.7)
51-60 2 (1.5) 2 (2.8) 0 (0)
61-70 2 (1.5) 0 (0) 2 (3.2)
71-80 0 (0) 0 (0) 0 (0)

TOTAL 134 (100) 72 (100) 62 (100)

Table1: Age and Gender Distribution of Patients with Relapsed Schizophrenia

Parameter Category Freq.n (%) Parameter Category Freq.n(%)
Educational
status

Uneducated 36 (26.9) Ethnic Kanuri 66(49.3)
Informal Education 36 (26.9) Marghi 16(11.9)
Primary 2 (1.5) Shuwa 14(10.4)
Secondary 36 (26.9) Yoruba 2(1.5)
Tertiary 24 (17.9) Babur 4(3.0)
TOTAL 134 (100) Bura 6(4.5)

Marital
Status

Married 66 (49.3) Kilba 4(3.0)

Single 58 (43.3) Hausa 8(6.0)

Divorced 8(6.0) Others 14(10.5)

Widow 2 (1.5) TOTAL 134(100)

TOTAL 134(100) Co-morbid
conditions

None 50(37.3)

Occupation Civil Servant 24 (17.9) Depression 2(1.5)
House wife 40 (29.9) Substance 24(17.9)
Farmer 6 (4.5) Hypertension 14(10.5)
Business 18(13.4) Malaria fever 18(13.4)
Student 22(16.4) Bipolar 2(1.5)
Manual Labourer 4(3.0) Mania 12(9.0)
Unemployed 20(14.9) Others 12(9.0)

TOTAL 134(100) TOTAL 134(100)

Table 2: Background Information of Patients.
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Duration before Relapse First Relapse
n(%)

Second Relapse
n(%)

Third Relapse
n (%)

TOTAL
N (%)

Within 1 month 9 (6.7) 0 (0) 0 (0) 9 (4.2)
2 -5 months 15 (11.2) 0 (0) 0 (0) 15 (7.1)
6 months-1 year 28 (20.9) 2 (3.0) 0 (0) 30 (14.2
1-2 years 22 (16.4) 12 (18.2) 0 (0) 34 (16.0)
2-5 years 33 (24.6) 26 (39.4) 6 (50) 65 (30.7)
5-10 years 21 (15.7) 16 (24.2) 6 (50) 43 (20.3)
>10 years 6 (4.5) 10 (15.2) 0 (0) 16 (7.5)

Total within group
Overall Total

134 (100)
134 (63.2%)

66 (100)
66 (31.1%)

12 (100)
12 (5.7%)

212
212 (100%)

Table 3: Duration Taken Before Relapse From Previous Remission(s)

Drug type Frequency Percentage

Trifluoperazine 14 10.4

Flupenthixone/Haloperidol 2 1.5

Chlorpromazine/Haloperidol 4 3.0

Chlorpromazine 12 9.0
Olanzepine 4 3.0
Haloperidol 4 3.0
Fluphenazine 6 4.5
Clozapine 4 3.0
Fluphenazine/Trifluoperazine 46 34.3

Fluphenazine/Haloperidol 14 10.4

Fluphenazine/Chlorpromazine 16 11.9

Others 8 6.0

TOTAL 134 100

Table 4: Drug Therapy Used by Patients Before Relapses Occurred
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Reoccurrence of symptoms Frequency Percentage

Hallucination 14 10.4

Disorganised Behaviour 4 3.0

Disorganized Speech 21 15.6

Poverty of Speech 13 9.7

Delusion 8 6.0

Disorganized behaviour and Poverty of Speech 7 5.2

Disorganized behaviour and disorganized speech 22 16.4

Hallucination and disorganized speech 16 11.9

Disorganized speech and Poverty of speech 4 3.0

Loss of Interest and poverty of speech 7 5.2

Delusion, disorganized speech and disorganized behaviour 14 10.4

TOTAL 134 100

Table 5: Reoccurrence of Symptoms of Schizophrenia After Remission of First Episode

Category Reasons Freq. %

Patients' related factors Financial problems 20 14.9
Perceived wellness 9 7.5
Forgetfulness 12 10.5
Breast feeding, 4 3.0

Lifestyle related factor Substance Abuse 24 17.9
Treatment related factor Medication side effects 19 14.2
Disease related factor Poor insights 8 6.0

Co-morbid depression 2 1.5
Other Factors Insurgency-related 30 22.4

Unspecified 2 1.5

Total 134 100

Table 6: Categories and Reasons for Relapses in Schizophrenia Among Patients

Intervention Recommended Frequency (n) Percentage (%)

Rehabilitation 40 29.9
Education and Counselling 36 26.9
Drug changed 8 6.0
Formulation changed 34 25.4
Dosage changed 16 11.9

TOTAL 134 100

Table 7: Intervention Undertaken to Prevent Further Relapse Episode



Page 67 Kanem Journal of Medical Sciences 2016;(10)2: 61-72

ORIGINAL ARTICLE OHIEKU JD et al

Drugs used Initial
Freq

Dose
Increase

Dose
Reduction

Drug
Changed

Additional
Drug

No
changes

Fluphenazine 66(33.0) 4(5.6) 0(0) 14(19.4) 0(0) 54
Trifluoperazine 52(23.9) 0(0) 4(7.5) 4(7.7) 4(7.5) 44
Chlorpromazine 48(22.0) 2(4.2) 6(12.5) 20(41.7) 0(0) 20
Olanzapine 10(4.6) 0(0) 0(0) 4(40) 0(0) 6
Clozapine 2(0.9) 0(0) 0(0) 2(100) 0(0) 0
Haloperidol 30(13.8) 4(13.3) 0(0) 14(46.7) 4(13.3) 16
Flupenthixol 4(1.8) 0(0) 0(0) 4(100) 0(0) 0

Total (%) 212(100) 10(4.9) 10(4.9) 62(28.4) 8(3.7) 140

Table 8: Therapeutic Interventions in Patients Who Experienced Relapses

DISCUSSION
The age distribution of all subjects is skewed
toward low frequency of higher age groups with a
mean and standard deviation of 28.8 ± 10.3 years.
Similar distribution pattern was observed with the
male patients. The highest relapse cases were
observed in those who are in their third decades of
life. Low cases were recorded in those above fifth
decades of life. Before age 60 years, the proportions
of relapse episodes of schizophrenia are higher in
male than female. In general, relapse cases were
higher in male than female patients. This finding is
not surprising since the incidence and prevalence of
the disease is said to be higher in men than women.
The study by Aleman and colleagues supported
the fact that the men had a higher incidence (ratio
1.42). In this present study this ratio is put at 1.22.
Gender has also been identified as one of the factors
influencing clinical remission, with relapse rates
being higher in men and remission rates higher in
women.

The influence of parameters like educational,
marital and occupational status may play a role in
the relapse episodes of schizophrenia. In this
present study, the highest relapse episodes of the
illness are among the uneducated and in those with
informal and secondary levels of education. The
married patients and the occupational category like
housewives showed higher relapse episodes
compared to their counterparts (Table 2). The high
cases of relapse observed among the Kanuri,
Marghi and the Shuwa ethnic groups is a reflection
of the ethnic distribution of the region.
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The duration of taken for symptoms to relapse after
patients discontinue treatment of first episode of
schizophrenia varies among individuals. This
could vary from few weeks to many years. In this
study, the shortest durations taken for first episode
of relapse in some individuals were within the first
one month of off drugs or irregular intake while it
takes up to a decade or more for other patients to
experience their first relapse. Majority of first
episode of relapse recorded occurred between 2 to 5
years. Some authors reported that symptoms
reoccurrence following treatment discontinuation
after remission of first episode of schizophrenia can
take within days to weeks; and onset of relapse can
be abrupt or within 2-4 weeks . Other authors
reported an average relapse time of 6.9 months, 7.8
months and 10.8 months in some studies. Many
studies reported that symptom reoccurrence rates
of close to 80% at 12 months after treatment
discontinuation have occurred in many
regions. Duration of relapse as long as 20
months was reported by Henmi. Some patients
may experience warning signs before relapse
occurs but even at that these signs may be very brief
before relapse are observed. These relapses can be
prevented if patients or their caregivers are
adequately educated on factors that causes relapse
and how such to avoided.

About 10-20% may never experience reoccurrence
after a single psychotic episode, but multiple
relapses in schizophrenia are common incidences
in various quarters . In our study, repeated relapse
episodes of schizophrenia were observed after 6
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months in some few individuals and with greater
incidences with prolonged duration (Table 3). The
reasons for various time of relapse among
individual after treatment discontinuation is not
fully understood but it may appear to be a
combination of various predisposing risk factors.
Variation in schizophrenic threshold or psychosis
de-compensation may be a contributing cause.
According to Birchwood and colleagues such
frequent or high relapse rates and abrupt re-
emergence of symptoms may reveal reduced
threshold for psychosis de-compensation
particularly when the first episode has occurred.

Cases of previous admissions have been found to be
associated with relapse and multiple psychiatric
readmissions. Silva and associates reported that
patients with a greater number of previous
admissions were more likely to relapse and hence
experience multiple admissions while Yussuf and
colleagues found socio-demographic factors like
young age, and clinical factors such as history of
multiple admissions, longer length of stay and
diagnosis of schizophrenia as factors that may
predict relapse.

The causes of relapse in this study were observed to
be multi-factorial, but the most outstanding reasons
a r e n o n- a d he r e n c e s d u e t o t r e a t m e n t
discontinuation which was observed in nearly two-
third of the cases. This pattern is similar to the 70%
cases of relapse conditions associated with
medication non-adherence reported by Upok and
colleagues. This result is also consistent with the
69% relapse rate arising from non-compliance to
antipsychotic medications reported by Drake and
colleagues. In South Africa, relapse rates of 80.4%
were reported while in China, Germany and
Finland, the rates are 56.4%, 52% and 57.8%,
respectively.

Among reasons indicated as associated with non-
compliance is the problem directly or indirectly
linked to insurgency experienced in the region in
the last few years. The region where this study was
conducted has witnessed loses or disruption in
several socio-economic activities that span to more
than half of a decade and has resulted to displace of
people from their homes and many unrest. Many
people similarly reported financial problems and
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possibly poor family support as accounting for non-
compliance. This is not uncommon since many
psychiatric patients have poor job placement.

Treatment related factors such as medication side
effects are identified as the cause of non-adherence
in minority of patients. This is particularly
applicable to patients placed on older generation
antipsychotic agents. Extra pyramidal side effects
are commonly reported with such agents and have
great po tent ia ls fo r causing treat ment
discontinuation if measures are not taken to
prevent its occurrence in patients. Many studies
generally agreed that medication side effects can
often result in patients' non-adherence. For
instance, relapse rates were higher when the first
generation antipsychotic agents were compared
with the second generation agents due to their
higher side effects. Some major side effects of
typical antipsychotics commonly reported in
clinical practice by patients are tremors, muscle
rigidity, slurred speech, restlessness, painful
muscle spasms and impotence and so on; which
may contribute to poor adherence. The high costs of
the second generation agents often put limitation to
their uses for long duration especially in resource
limited areas or individuals. Proper insurance
schemes and more governmental attention to
psychiatric plights may reduce these problems.
Perceived wellness was also identified as one of the
reason for patients' non-compliance.

Lifestyle factors were identified as contributing
factors to relapses. For example, the second most
prominent cause of relapse in this study identified
in a number of patients is substance abuse.
Substance abuse has been identified as a major
cause of schizophrenia, first-episode psychosis and
relapse episodes of psychosis. It was identified in
higher prevalence in people with schizophrenia
and first-episode psychosis though the cases
was reported higher in men than women and
may possibly have made the first-episode
psychosis higher in men than women .
Many authors similarly identified substance abuse
as one of the major causes of relapse in
s c h i z o p h r e n i a . M o e l l e r a n d
colleagues indicated that stress/depression and
substance abuse are the second most common
causes of relapse in schizophrenia.
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When the drugs used by patients were assessed, the
uses of first generation agents were in much higher
proportion than the second generation agents.
Many factors may have influenced these observed
patterns including those of socio-economic status,
availability of agents, non-compliance problem that
will necessitate the choice of long acting depots and
a host of others. However, these agents are known
to have more side effects than the second generation
agents. Non-compliant because of medication side
effects is always a one of the major drug therapy
problems with high potentials for disease
progression or relapses. Other authors have
similarly identified the side effects of conventional
antipsychotics as the main cause of relapse in
patients with schizophrenia.

Several positive, negative and cognitive symptoms
that are similar in type with the first episode of
schizophrenia were presented by patients during
the relapse episodes. Multiple symptoms were
similarly identified in a couple of relapse cases. The
positive symptoms like hallucination, delusion and
disorganized speech and behaviours dominated
the relapsed episode among many patients. Among
the negative symptoms observedduring the relapse
episode, loss of interest and poverty of speech were
more frequently reported by patients. No
symptoms of cognitive signs were reported
possibly because these signs are often missed, un-
assessed or ignored during the repeat episode of
schizophrenia. Although the severity of these
relapse symptoms were not studied, but the
duration time in some relapsed cases couple with
the need for hospital visit or re-hospitalization
suggest that once the relapse symptoms sets in, they
rapidly accelerate to the form or pattern observed
with first episode of schizophrenia and may be
associated with illness progression.

Several interventions were carried out to present
repeated episodes or further relapses. For instance,
rehabilitation of patients occurred in nearly one-
third of patients while changing of formulation as
well as patients' education and counselling was
carried out in about one-quarter each of patients. In
a little above one-tenth of patients, dosage changes
involving either increase or decrease was carried
out as interventional measures. Other interventions
include change in drugs and additional drug

30,36,37

therapy. These therapeutic manoeuvres are
common pract ices in pharmacotherapy.
Rehabilitations are recommended component of
t re at me nt mo da l i t i e s in schiz oph re nia
management and has been adopted to reduce
relapse episode or disease progression.

One of the key strategies to improve adherence in
both potentials and actual poor-adherent patients is
to prefer the use of drugs or formulations with
prolonged actions or half-life over those with
sho rte r hal f - l i f e tha t r eq uir e f req uent
administrations. This is particularly important in
view of the nature of the disease where most
patients lack insights or have impaired memory
functions.

Patients' education and counselling improves
compliances to medication in many disease
conditions. It is vital componentof patient-focussed
care in pharmaceutical care services. Family
education on schizophrenia illness improves
knowledge and promotes improvement in patient
symptoms in a randomized controlled trial in
China. Similarly, patients receiving either
cognitive behavioural therapy (CBT) or supportive
counselling in combination with the usual
treatment had better symptom recovery in one
study in England. Moreover, patients who
understand their illnesses, medications, and
treatment expectations have consistently
demonstrated better adherence.

Dosage adjustments were carried out on patients
for several reasons in other to achieve therapeutic
goals. Dosage reduction may be necessary where
the given doses are not tolerable to patients or in
events of drug interaction that increase the plasma
concentrations of other agents in concomitant use.
Upward dosage review is also carried out where the
lower dose is not achieving the desired therapeutic
objectives and where dose increment does not
cause untoward side effects. Doses of drugs may
also be increased when tolerance developed to that
agent.

Several factors were identified as the cause of
relapse in patients with schizophrenia in the region
but patients' related factors such as non-adherence

33
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and substance abuse as well as treatment related
factors such as medication side effects were
topmost of these causes. The insurgency

experienced in the region for more than half a
decade wassimilarly identified as major
contributory factors.

REFERENCES
1. WHO (2011): Mental Health Atlas 2011. WHO,

G e n e v a . A v a i l a b l e a t :

,
2016

2. Robinson D, Woerner MG, Alvir JMJ, Bilder
R, GoldmanR, Geisler S, Koreen A,
Sheitman B, Chakos M, Mayerhoff D,
Lieberman JA. Predictors of relapse
following response from first episode of
schizophrenia of schizoaffective disorder.

56: 241-247.
3.

Lehman AF, Lieberman JA, Dixon LB,
McGlashan TH, Miller AL, Perkins DO,
Kreyenbuhl J. Practice guideline for the
treatment of patients with schizophrenia,
second edition.

Taylor M, Chaudhry I, Cross M, McDonald E,
Miller P, Pilowsky L, Strickland P. Towards
consensus in the long-term management of
relapse prevention in schizophrenia.

Kane JM. Treatment adherence and long-
term outcomes

8. Kane JM. Treatment strategies to prevent
relapse and encourage remission.

Arc Gen Psychiatry 1999;
Emsley R, Nuamah I, Hough D, Gopal S.
Treatment response after relapse in a placebo
controlled maintenance trial in schizophrenia.
Schizophr Res. 2012, 138 (1): 29-34.

4. Emsley R, Oosthuizen PP, Koen L, Niehaus DJ,
Martinez L. Comparison of Treatment Response
in Second Episode Versus First Episode
Schizophrenia. J Clin Psycho Pharmacol 2013;
33(1): 80-83.

5.

Am J Psychiatry 2004;
12(Suppl 2):1–56.

6.

Hum
Psycho pharmacol 2005;12:175–181.

7.
.CNS Spectr. 2007;12:21–26.

J Clin
Psychiatry 2007;12(Suppl 14):27–30.

9. Wyatt RJ.Research in schizophrenia and the
discontinuation of antipsychotic medications.
Schizophr Bull 1997; 23:3-9.

10. Yung AR, McGorry PD. The prodromal phase of
first-episode psychosis: past and current
conceptualizations. Schizophr Bull 1996;
22:353-370.

11. Bustillo J, Buchanan RW, Carpenter WT Jr.

http://apps.who.int/iris/bitstream/10665
/44697/1/9799241564359. Accessed: June

Prodromal symptoms versus early warning
signs and clinical action in schizophrenia.
Schizophr Bull. 1995; 21: 553-559

12. Lieberman JA, Jody D, Geisler S, Alvir J, Loebel
A, Szymanski S et al. Time course and biologic
correlates of treatment response in first episode
schizophrenia. Arch Gen Psychiatry. 1993;
50:369-376

13. McEnvoy JP, Hogarty GE, Steingard S. Optimal
dose of neuroleptics in acute schizophrenia: A
controlled study of neuroleptic threshold and
higher haloperidol dose. Arch Gen Psychiatry
1991; 48:739-745

14. Lieberman JA, Alvir JM, Koreen A, Geisler S,
Chakos M, Sheitman Bet al. Psychobiologic
co rr e l a te s o f t r eatm ent r espo nse in
schizophrenia. Neuro Psycho Pharmacol 1996;
14: 13S-21S.

15.

Bri J
Psychiatry 2004; 184

Biomed Central Psychiatry 2010; 10

Arc Gen Psychiatry 2003;
60(6): 565–571.

Actas
Espanolas de Psiquiatria 2008; 36(4):187–196

et al

, Eur J
Psychiatry 2006; 20(3): 157–163.
Herz MI, Melville C. Relapse in schizophrenia.
Am J Psychiatry 1980; 137: 801-805.

21. Birchwood M, Smith J, MacMillan F, Hogg B,
Prasad R, Harvey Cet al. Predicting relapse in
sc h i zophrenia : th e deve l opm en t a nd
implementation of an early signs monitoring

Almond S, Knapp M, Francois C, Toumi M,
Brugha T. Relapse in schizophrenia: costs,
clinical outcomes and quality of life.

: 346-351.
16. Ascher-Svanum H, Zhu B, Faries DE,

Salkever D, Slade EP, Peng X, Conley RR.
The cost of relapse and the predictors of
relapse in the treatment of schizophrenia.

(2): 1-7.
17. Aleman A, Kahn RS, Selten JP. Sex differences

in the risk of schizophrenia: Evidence from
meta-analysis.

18. Haro JM, Ciudad A, Alonso J, Bousono M,
SuarezD, Gilaberte I. Remission and relapse
in the ambulatory treatment of patients with
schizophrenia: Outcomes at 3 years,”

19. Ochoa S, Usall J, Villalta-Gil V . Influence
of age at onset on social functioning in
outpatients with schizophrenia

20.



Page 71 Kanem Journal of Medical Sciences 2016;(10)2: 61-72

ORIGINAL ARTICLE OHIEKU JD et al

system using patients and families as observers,
a preliminary investigation. Psychol Med 1989;
19: 649-656.

22. Gitlin M, Nuechterlein K, Subotnik KL, Ventura
J, Mintz J, Fogelson DL, et al: Clinical outcome
following neuroleptic discontinuation in
pat i ent s wi t h r em i t t ed r e c en t - on se t
schizophrenia. Am J Psychiatry 2001, 158:
1835-1842.

23. Gaebel W, Riesbeck M, WolwerW, Klimke A,
Eickhoff M, Von WM et al. Relapse prevention
in first-episode schizophrenia–maintenance
versus intermittent drug treatment with
prodrome-based early intervention: results of a
randomized controlled trial within the German
Research Network on Schizophrenia. J Clin
Psychiatry 2011; 72: 205-218.

24. Chen EY, Hui CL, Lam MM, Chiu CP, Law CW,
Chung DW et al. Maintenance treatment with
quetiapine versus discontinuation after one year
of treatment in patients with remitted first
episode psychosis: randomised controlled trial.
BMJ 2010; 341: c40242

5. BoonstraG, Burger H, Grobbee DE, Kahn RS.
Antipsychotic prophylaxis is needed after
remission from a first psychotic episode in
schizophrenia patients: results from an aborted
randomised trial. Int J Psychiatry Clin Pract
2011; 15: 128-134.

Henmi Y. Prodromal symptoms of relapse in
schizophrenic outpatients: retrospective and
prospective study. Jpn J Psychiatry Neurol.
1993, 47: 753-775.
Moller HJ, von Ziersen D et al. Course and
outcome of schizophrenia. Schizophrenia. 1995,
Oxford: Blackwell, 127

Psychiatric Services 2009; 60

Afri J Psychiatry 2008; 11:

Eur Arch Psychiatry
Clin Neurosci 2006; 12:37–43.

26.

27.

28. Silva NC, Bassani DG, Palazzo LS. A case-
control study of factors associated with
mult ip le psychiatr ic readmissions

: 786-791
29. Yussuf AD, Kuranga SA, Balogun OR,

Ajiboye PO, Issa BA, Adegunloye O,
Parakoyi MT. Predictors of psychiatric
readmissions to the psychiatric unit of a
tertiary health facility in a Nigeria city- a 5-
year study. 187-
190.

30. Uçok A, Polat A, Cakir S, Genç A. One year
outcome in first episode schizophrenia:
Predictors of relapse.

31. Drake, R. J., Dunn, G., Tarrier, N., Bentall,
R.P., Haddock, G., Lewis, S.W. (2007).
Insight as a predictor of the outcome of first
episode nonaffactive psychosis in a
prospective cohort study in England.

(1), 81-86.
32. Kazadi NJB, Moosa MYH, Jeenah FY. Factors

associated with relapse in schizophrenia.
(2): 52-62.

33. Li Z, Arthur D. Family education for people
with schizophrenia in Beijing, China:
Randomized controlled trial.

, 339-345.
34. Schennach R, Obermeier M, Meyer S, Jäger

M, Schmauss M, Laux G. Predictors of
relapse in the year after hospital discharge
among patients with schizophrenia.

: 87-90.
35.

36. Rabinowitz J, Lichtenberg P, Kaplan Z,
Mark M, Nahon D, Davidson M.
Rehospitalization rates of chronically ill
schizophrenic patients discharged on a
regimen of risperidone, olanzapine, or
conventional antipsychotics.

37. Essali A, Al-Haj HN, Li C, Rathbone J.
Clozapine versus typical neuroleptic
medication for schizophrenia.

38. Barnes TRE, Mutsatsa SH, Hutton SB, Watt
HC, Joyce EM.Co-morbid substance use
and age at onset of schizophrenia.

.
39. Compton MT, Kelley ME, Ramsay CE et al.,

“Association of pre-onset cannabis, alcohol,
and tobacco use with age at onset of
prodrome and age at onset of psychosis in
first-episode patients,”

Wade D, Harrigan S, Edwards J, Burgess PM,
Whelan G, McGorry PD. Substance misuse
in first-episode psychosis: 15-month
prospective follow-up study.

41. Foti DJ, Kotov R, Guey LT, Bromet EJ.

J Clin
Psychiatry 2007; 68

South African J Psychiatry 14

Bri J
Psychiatry, 187

Psychiatric Services 2012; 63
Tiihonen J, Haukka J, Taylor M, Haddad PM,
Patel MX, Korhonen P.A nationwide cohort
study of oral and depot antipsychotics after first
hospitalization for schizophrenia. Am J
Psychiatry.2011, 168: 603-609.

Am J
Psychiatry 2001;12:266–269.

Cochrane
Database Syst Rev 2009; 12

Bri J
Psychiatry 2006; 188: 237–242

Ame J Psychiatry
2009; 166(11):1251–1257.

40

Bri J Psychiatry
2006; 189:229–234.

.



Page 72 Kanem Journal of Medical Sciences 2016;(10)2: 61-72

ORIGINAL ARTICLE OHIEKU JD et al

Canna bis u se a nd the cour se of
schizophrenia: 10-year follow-up after first
hospitalization.

Hambrecht M, Häfner H. Cannabis
v u l n e r a b i l i t y a n d t h e o n s e t o f
schizophrenia: An epidemiological
perspective.

43. Falkai P, Wobrock T, Lieberman J, Glenthoj
B, Gattaz WF, Moller HJ. World Federation
of Societies of Biological Psychiatry
(WFSBP) guidelines for biological treatment
of schizophrenia, part 1: acute treatment of
schizophrenia.

44. Haro JM, Novick D, Suárez D, Alonso J,
Lépine JP, Ratcliffe M. Remission and
relapse in the outpat ient care of
schizophrenia: three-year results from the

Ame J Psychiatry, 2010;
167(8):987–993.

42.

Australian and New Zealand J
Psychiatry 2000; 34(3): 468–475.

World J Biol Psychiatry 2005;
12:132–191.

Schiz op hr enia O ut pat ient He al t h
O u t c o m e s s t u d y .

Moeller KE, Shireman TI, Liskow BI. Relapse
rates in patients with schizophrenia
receiving aripiprazole in comparison with
other atypical antipsychotics.

46. Tarrier N, Lewis S, Haddock G, Bentall R,
Drake R, Kinderman P, Kingdom D, Siddle
R, Everitt J, Leadley K Cognitive-
behavioural therapy in first-episode and
early schizophrenia.

: 231-239.
47. Nose M, Barbui C, Tansella M. How often do

patients with psychosis fail to adhere to
treatment programmes? A systematic
review. P : 1149-1160.

J C l i n P s y c h o
Pharmacol2006;12:571–578.

45.

J Clin
Psychiatry.2006; 12:1942–1947.

et al

Bri J Psychiatry 2004;
184

sych Med 2003; 33


