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Abstract

Introduction: Schizophrenia, the most chronic and stigmatized form of mental illness,
can be described as a brain disorder that affects an individual's cognition. Individuals
with schizophrenia exhibit socially unacceptable symptoms that affect their psycho-
social lives. They suffer from reduced productivity due to the debilitating effect of
the illness, and the negative symptoms impede their employability; such symptoms
and effects aggravate the stigma around mental illness. However, when rehabilita-
tion is successfully achieved, so is productivity, and this decreases the associated
stigma. Thus, this study describes the rehabilitation experiences and productivity of
individuals with schizophrenia in South-West Nigeria.

Methods and analysis: A descriptive qualitative approach with semi-structured
interviews was used to gather information from mental health service users. The
discharged users in this study received in-hospital or outpatient rehabilitation care
at four outpatient units within two specialist mental health-care facilities in South-
West Nigeria. These facilities offer vocational training and rehabilitation services
for individuals with schizophrenia. Twenty-nine mental health service users were
interviewed. The data from the interviews were independently analysed by two
researchers through a content analysis approach using NVIVO version 11. The re-
searchers compared the results of the analysis and reached an agreement on the
conclusion.

Findings and recommendations: The rehabilitation services availed by patients in the
research setting are of three types. Some attend occupational rehabilitation to learn
a trade; they depend on professionals for the choice of skill but at a cost that is not
affordable to many. Some stay in rehabilitation units linked to the hospital, rendering
their services at a cost, and their living expenses and skill acquisition processes are
based on the remuneration they get from the services rendered to the institution.
Others depend on their family members' efforts to afford rehabilitation services but

set up on job by family or employed in family business. The mental health service
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1 | BACKGROUND

Schizophrenia constitutes 1% of the total global population® and 7%
of the global burden of mental illnesses?; however, there is a dearth
of resources to estimate its prevalence in Africa. The rate of global
increase in mental illnesses is considered significant since it has the
highest rate of disabling effects (regarding low or no productivity)
on individuals.>* Schizophrenia has associated behavioural features
that result in psychosocial challenges,® and it occurs at the stage
of role identity development, that is 18-25 years among men and
25-35 years among women.! Individuals with schizophrenia lack mo-
tivation, face a reduced drive and impeded functionality and produc-
tivity,® with the latter affecting the family and national economy.’
This is corroborated by global statistics—individuals with schizo-
phrenia are at 24 million,® and health-care expenditure for schizo-
phrenia is at 7%-12% of the gross national product (GNP) in each
country.7 In addition, individuals with schizophrenia are more prone
to diabetes mellitus and cardiovascular disease, which are leading
causes of long-term disability.”'® Two scholars have previously at-
tributed low productivity to endocrine and cardiovascular disorders,
which is aggravated when compounded by mental illness.***2

Life expectancy of schizophrenic individuals is usually 25 years
lesser than the norm due to inactivity and associated disorders.'®
This strengthens the need for a proper rehabilitation plan before
re-integrating individuals into the community.*® It is important to
note that the pursuit of rehabilitation for those living with schizo-
phrenia commences before patients are discharged from the hos-
pital and involves different therapies, including pharmacotherapy,
family therapy, group therapy and occupational thera\py.14 The
ideal step for instituting these therapies should be through shared
decision-making processes.’®> However, the application of these
processes varies for each therapy. Pharmacotherapy involves
medication through the active participation of the patients on pre-
ferred choice and dosage'®; family therapy focuses on family and

t17; group

societal support through acceptance and empowermen
therapy entails therapeutic use of recovered and well-rehabili-
tated individuals as role models for others with mental illnesses®®;
and occupational therapy entails the re-training of previous social
and vocational skills, which enables communications, relationship

management and trade.'?
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users in this study who offered their services to the institutions were able to make
informed decisions and showed better performance with their chosen occupation
than those who depended on their family or health professionals for the choice of
rehabilitation service or vocational career. Therefore, this study concludes that prior-
itizing mental health facility users' preferences in terms of productive activities (sales,

services, vocation) or rehabilitation goals should be encouraged.

mental health service users, productivity, rehabilitation, schizophrenia

The benefits of rehabilitation are abound in the literature. It
reduces disability, improves the quality of life and increases life
expectancy among schizophrenic individuals.?’ While it does
ensure productivity, it has been found that rehabilitation that
entrenches independent living is best suited for optimal func-
tioning.2%22 Studies have shown that rehabilitation reduces the
community stigma around mental illness?® and exerts positive ef-
fects on the life and environment of individuals with schizophre-
nia.?Y23 Further, depression and suicide that arise from inactivity
and hopelessness can be prevented by productivity.’* However,
there are limited studies on the rehabilitation and productivity of
individuals with schizophrenia and the burden on low- and mid-
dle-income countries.?>?® Therefore, this study was focused on
assessing and describing the experiences, rehabilitation and pro-
ductivity of schizophrenic individuals in South-West Nigeria and

suggests possible ways of improvement.

2 | RESEARCH METHODS

The experiences of individuals living with schizophrenia, their re-
habilitation and levels of activity and productivity were studied,
including their expectations of the rehabilitation exercise, the per-
ceived benefits, changes since they began engaging in rehabilita-
tion, the activities they engage in, their productivity levels, their
concerns about rehabilitation and suggestions for improvement. A
descriptive study design was adopted with a qualitative approach
to data collection, specifically using semi-structured interviews.
Purposive sampling was used to select participants who were
mental health service users living with schizophrenia, discharged
from hospital but receiving in-hospital or outpatient rehabilitation
care.

The interviews were conducted in April-September 2019, with
each interview lasting 45-90 minutes. The researcher conducted
about one to three interview sessions with each participant. The
purposive sampling of mental health service users with schizo-
phrenia was performed through record reviews and inputs from
assistants of health professionals. The research setting consti-
tuted 62 patients accessing rehabilitation services, and 50 were

eligible for the interview; however, 21 refused to give consent,
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while some withdrew their consent at the point of interview. In
total, 29 mental health service users who gave their consent were
interviewed. Table 1 depicts the demographic description of the

participants.

2.1 | Research setting

This study was conducted in South-West Nigeria, which is where

humanitarian psychiatric care first took off.?”

The region houses
two institutions and has the largest capacity for mental health-care
services in Nigeria. These institutions offer comprehensive mental
health services and have facilities for rehabilitation and vocational
training of individuals with mental illness and schizophrenia. They
are located approximately 120 km from each other; the first was
established 37 years before the second and has more space and
facilities.

The first institution has three units that engage in vocational
and rehabilitation activities: the psychogeriatric unit (a strictly out-
patient unit where older adults, specifically 46 years or older, are
seen); rehabilitation wards/units (where discharged patients who
cannot go home immediately or have no place to go are engaged);
and the outreach clinic (distant from the main hospital and primarily
serves as a rural community psychiatry service centre). Unlike the
outreach clinic, the rehabilitation wards are within the hospital and
have nurses as home matrons. Notably, several mental health service
users who reside in rehabilitation units work as hospital cleaners and
receive monthly stipends, using which they pay accommodation fees
and buy medication. Some of the residents of these rehabilitation
wards are retired government employees on pension. The rehabili-
tation units have private lodges called Hope Villas for residents who
prefer, and can afford, private facilities.

The second institution has only one unit that handles the rehabil-
itation of individuals with schizophrenia—the occupational therapy
unit. Mental health service users come to this unit daily to engage
in different rehabilitation services, from learning vocational skills
(tailoring, hairdressing, shoemaking, bead-making, wool works) to
behavioural habit training and psychosocial therapies (relationship

and anger management).

2.2 | Sampling and procedure for data collection

Participants were purposively selected, and the prospective partici-
pants' files were sorted with the assistance of record officers before
being reviewed by the investigator and nurses on duty. Inclusion cri-
teria were that the individual had to have a diagnosis of schizophrenia
and been mentally stable for not less than 3 months (research evidence
shows that the risk of relapse is usually high from 1-3 months of dis-
chargezs). Exclusion criteria were records of positive symptoms in the
last 3 months (which can impede the interview process, such as flight of
idea or slurred and incoherent speech), history of debilitating co-mor-

bidity (such as head injury, cerebral cancer, poorly managed diabetes

with injuries or wounds), affective co-morbidities (such as depression
and mania) and individuals younger than 18 years. Those who satisfied
the inclusion criteria were contacted and briefed about the study.

The eligible participants gave informed consent prior to their inter-
view appointments. The interview sessions were held at each partic-
ipant's preferred time, date and venue. Most of the participants were
offered incentives (transport fare) at the close of the interview session;
those who resided and were interviewed within the mental health fa-

cility were not given any transport fare but were thanked verbally.

2.3 | Qualitative rigour

As previously stated, all the participants gave informed consent.
To ensure the appropriateness, clarity and congruence of the study
content with the set objectives and interview guide, the research
was presented to a peer review committee as well as an expert re-
view committee. In addition, the interview guide was reassessed
post-validation. The fieldwork was performed by the first investi-
gator (OO), and the co-researcher was periodically briefed at each
stage of data collection. All the interview sessions, except one, were
in English, and all of them were audio-recorded with the participants'
permission and transcribed verbatim. There was a member checking
with the participants after data transcription. Back translation oc-
curred for the entire script of the one interview session conducted
in the Yoruba language. Two researchers coded the data until they
reached a consensus on the emerging themes. These steps, along
with the efforts described below, enhance the credibility and trust-

worthiness of the work.

2.4 | Data analysis

Data analysis was performed using NVIVO 11 and the content
analysis technique.?? The transcribed script was imported into the
software, and nodes and sub-nodes were developed. The nodes (pri-
mary node) presented the information pertaining to each particular
question, while the sub-nodes constituted information with similar
meanings under each primary node (also regarded as categories).
Similar categories were classified into themes, and the categorized
data were reviewed for congruency with the corresponding principal
nodes. Two independent researchers individually analysed the data
before comparing the results and reaching a consensus. Four themes
emerged from the analysis of participants' accounts, as described in
the Results section. Table 2 presents the corresponding categories

and themes.

3 | RESULTS

Table 1 presents the participant demographics. As reflected in the
table, there were 17 male and 12 female participants of 20-80 years

of age and a mean of 53 years (Table 3 presents further details).
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TABLE 1 Socio-demographic characteristic of participants

S/N  Unit

1 Psychogeriatric Unit

2 Psychogeriatric Unit

Psychogeriatric Unit
4 Psychogeriatric Unit
Psychogeriatric Unit

6 Psychogeriatric Unit

Psychogeriatric Unit
8 Rehabilitation Unit
Rehabilitation Unit
10 Rehabilitation Unit
11 Rehabilitation Unit
12 Rehabilitation Unit

13 Rehabilitation Unit

14 Rehabilitation Unit (Hope
Villa)

15 Rehabilitation Unit (Hope
villa)

16 Rehabilitation Unit
17 Rehabilitation Unit

18 Occupational Therapy Unit
19 Occupational Therapy Unit
20 Occupational Therapy Unit
21 Occupational Therapy Unit

22 Occupational Therapy Unit

23 Occupational Therapy Unit
24 Occupational Therapy Unit
25 Occupational Therapy Unit
26 Occupational Therapy Unit
27 Occupational Therapy Unit

28 Community service centre

29 Community Service Centre

3.1 | Theme 1: Rehabilitation approaches

The first theme generated in the description of the participants' en-

Rehabilitation

experience (years) Vocation before illness

18

20

20

10
10

10
30

41
19

20
15
29
32

22

37

32

10

gagement was rehabilitation approaches.

Business (Major distributor of
rubber)

Retired Typist

Food Vendor
Caterer

Petty Trader

Petty Trader

Fashion Designer

Native Doctor

Primary School Certificate Holder
Mechanic

Carpenter

Carpenter

High School Certificate Holder
High School Certificate Holder

Retired Teacher

Housewife (Home-manager)

Junior School Certificate (JSSCE)
Holder

University Student
University Graduate
House-help

University Graduate(Public
administration)

High School certificate Holder

Real Estate Manager

Funnel Taker/Office Assistant
Primary school Certificate Holder
Graduate(Business Administration)

Quantity Surveyor

University Graduate

Farmer

This was expressed in three different perspectives which connotes, self

Vocation after illness

Daily house cleaning

Daily house cleaning
and cooking

Daily house cleaning
Nanny (Baby-sitting)

Daily house cleaning
and cooking

Little house care with
paid house help

Fashion Designer
Self-care(grooming)
Hospital Cleaner
Hospital Cleaner
Self-care

Hairdressing and In-
house Petty Trade

Hospital Cleaner

Sells Recharge Card

Hospital stock shop
keeper

Hospital Cleaner

Hospital staff Vehicle
cleaner

Tailoring apprentice
Hairdressing
Leisure walk

Hairdressing apprentice

Wool work(Knitting)
apprentice

Learning Computer
Learning Computer
Hairdressing apprentice
Tailoring apprentice

Different units-from tie
and dye to shoemaking,
to tailoring, now
computer

Shop keeper

Farmer

WILEY-22

Dependency

Accompanied by relative
Accompanied by relative

Accompanied by relative
Accompanied by relative

Alone, not accompanied
Accompanied by relative

Alone, not accompanied
In-house, no relatives
In-house, no relatives
In-house, no relatives
In-house, no relatives

In-house, no relatives

In-house,no relatives

Occupant of aroom in
the hospital
Private residence

Occupant of aroom in
the hospital
Private residence

In-house, no relatives

In-house,no relatives

Alone, not accompanied
Alone, not accompanied
Alone, not accompanied

Alone, not accompanied
Alone, not accompanied

Alone, not accompanied
Alone, not accompanied
Alone, not accompanied
Alone, not accompanied

Alone, not accompanied

Alone, not accompanied

Alone, not accompanied

and family initiative, hospice service and alternative/ traditional therapies.

In the description of self and family initiative, some of the par-

ticipants reported that, although they were receiving training in
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TABLE 2 Thethemesand
Theme Category . X
corresponding categories
Rehabilitation approaches e Family/self-initiated productivity
e Hospice techniques/services

o Alternative/traditional therapy

Perceptions e Hopeful vs positive changes
o Lack of insight vs wrong diagnosis
e Anger vs acceptance of fate

Expectations e Re-integration to communal and social life
e Rehabilitation to the previous functioning
e Rehabilitation through gaining desired skills and not
prescribed skills

Rehabilitation barriers e Structural barrier
e Psychosocial barrier
e Financial barrier

rehabilitation units, they were living within their respective commu- We are employees of the hospital and on payroll ...
nities and considered themselves productive through family/self-ini- our employment is not from the government, but the
tiated efforts. Their declaration of family support is expressed in the hospital pays us. We clean and sweep every morning.
statements that; (C8Ar)
| stay with my mother in her house and co-manage her Similarly, another participant talked about the supportive nature,
shop with her ... We sell provisions, and | have finan- salary and use of the job the institution provided them:

cial independence through the shared gains from the

products we sell. We serve as the hospital cleaners. We are trained to
(C15Ag) clean; we clean ... It is this salary that we use to main-
tain ourselves. It's 200 naira per day (0.5 USD).
(C13Ar)
| started a petty trade from capital | got from my chil-
dren. | pay my house rent from it and do everything Two other participants stated that the scope of their work went
myself. They only come visiting at will, and they are beyond cleaning offices; they engage in some menial jobs for additional
always happy that | am not a burden to them. self-support alongside their institutional jobs. They described them-
(C16Ag) selves as independent and able to meet their needs without having to
depend on anybody as they said;
On the other hand, one participant said that she faces no
productivity-related challenges as far as her illness is concerned. We live here and clean offices and the toilets on the
Her response shows self-initiative, as she was able to under- wards. In addition, | go from bed to bed to shave the
stand her own capabilities and chose the activity she found the hair of patients and also sell snacks. These help me to
easiest: buy my medication and pay for my accommodation. |
don't depend on anybody.
| tried going into sales and supply, but that made me (C12Ar)

anxious. Later, | tried fashion designing, with which |

am coping well. Besides giving me financial indepen-
ping giving P TABLE 3 Statistical summary of participants' ages

dence, | do it at my convenience.

(CR12A0) SN Age Frequency Mean
1 20-30 3 1542 + 29 = 53.172~53
Another group of participants reported another approach to 2 31-40 4
rehabilitation which connotes hospital-based/stay training, hos- 3 41-50 4
pital-based paid services, plus self-services within the hospital 4 51-60 7
(hospice techniques). In their description, some said that they 5 61-70 9
were provided job opportunities by the institutions and that the 6 7180 5
salary they receive from the hospital is sufficient for self-suste-
. .. .. . Total 1542 29
nance. The job description reported by one of the participants is
Mean 53

as follows:
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Besides the cleaning duty, | also sell sachet water
using the hospital fridge. | also sell cell-phone re-
charge cards to the nurses and the doctors.

(C1Av)

Besides job opportunities, hospice services also provide training.
The participants reported going to the occupational therapy (OT) unit
of the hospital for training on self-grooming, cooking and baking, hair
dressing, computer software, shoemaking and sewing. The training re-
sults, as per participant's productivity and perceived benefits, were as

follows:

| think they have been helping me so much in the OT
that | have been attending ... the kitchen rehabilita-
tion ... the salon. The catering section. | have passed
through all of them. | think the way they are helping
us is that they have been equipping me to be able to
pick a skill.

(Cé6L)

I am into tailoring. | have learnt measurement, | have
learnt to spread, but it remains to sew. | am here be-
cause they felt it's best for me.

(C1L)

| have learnt knitting, and | have mastered it and
happy | did. What is left for me is to get materials and
knitting machine.

(C2L)

Apart from the self-initiated efforts and hospice productivity tech-
nigues, some participants reported being taken to a traditional facility
(alternative therapy) against their consent because their relatives con-
sidered it their family's preferred approach of rehabilitation and or a
cheaper alternative. The participants reported this as unpalatable since
they were confined, and any effort to liberate themselves led to vio-
lence. The participants' descriptions of the confinement and resultant

effects were as follows:

My father took me to the house of an herbalist.
Though | told him to bring me to the hospital, he said
| should remain there. They tied me on the floor to
a tree in the bush. | was so furious and tried to run
away, but the herbalist arrested me. It was during that
time that | injured someone, and the person died.
(C12Ar)

Similarly, another participant stated the following:

This is my second time here. After the first time, they

had no money to bring me back to this place, so they

WILEY-22

carried me to herbalist house because my people are
poor, and they tied me down there doing many things.
After that, | had a misunderstanding with my father
during which | mistakenly killed him.

(C13Ar)

Thus, the participants had varied experiences as far as their reha-
bilitation efforts are concerned.

3.2 | Theme 2: Perception

The theme of perception emerged from the participants' view of
rehabilitation exposure and the description of its impact on them.
Some participants described rehabilitation as bringing hope, posi-
tive changes and improving their quality of life. They reported that
their experiences help remove loneliness and boost human relations
as well as enable them to see life as worth living, which they believe
is vital for their productivity and effective living as they said;

When | was diagnosed of this illness, | had to stop
school and had to stay at home doing nothing ... not
being active is worse than the illness. | felt like dying
then ... but with this rehabilitation that | am under-
going, | am now in order, doing well, now at OT. | am
into knitting, so as | progress further ... | no longer feel
idle, and | know | will be well settled after completing
the training.

(C2L)

| have been gaining a lot because | am an introvert.
So, | don't relate because | don't talk that much, but
since | came in now, | have been able to come out of
that attitude of being an introvert ... | talk to people
and relate well. No longer shy. | know | will go back
fully to my work when | am very okay and can relate
very well.

(C8L)

However, some participants expressed perceptions of having been
incorrectly diagnosed and showed a lack of insight into their diagno-
sis. These participants perceive their rehabilitation as unnecessary and
having no basis. They believe they were not provided with sufficient/
appropriate information to convince them of the illness. Further, they
claimed to have been productive before being admitted to the hospice
by health professionals. These participants are at the rehabilitation unit

of the institutions and stated the following:

They said we are sick and want us to believe that
we are sick, so we are here now receiving treatment
because they said we are sick. | was at my duty post

when co-workers took me to a health centre, and it is
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the nurses at the health centre that brought me here.
My family came for a while, and later they stopped
coming. Now, they said we are doing rehabilitation. |
believe they don't know what is wrong.

(C11Ar)

| was referred from a private hospital, where | was di-
agnosed of malaria. The first time | came, the referral
letter was sealed, and what | was told is that where |
was referred to is a specialist hospital and that | should
never open the letter but give it to the health profes-
sionals there. They told me | would be better managed.
However, | am here because they want me here.
(C1Av)

Some of the participants expressed anger and an acceptance of
their fates. These individuals described themselves as unwanted and
non-functional due to the physical iliness associated with their mental
iliness. They described their rehabilitation as having failed due to the
belief that the illness grossly affected the extent to which they could
be productive.

A participant shook her head, hissed and said,

| cannot even do anything, not even clean the house,
just there sitting down. ... | am just there useless.
(C4Ag)

Another participant expressed anger with a gesture of displeasure
as associated not only with the disability, but also with family neglect
with the way she opened her hands, like she wanted to throw some-
thing away and said:

What can | do with the way | look ... My mother does
not want me again ... she got rid of me... my mother
brought me to the gate of the hospital and left me
there ... one of the doctor employed me as personal
aid, but ejected me out of her house ... since my
mother rejected me, what can anyone not do to me?
In such case, how is it possible for me to benefit from
rehabilitation.

(C3Ar)

Those with physical illnesses expressed feeling incapacitated
during rehabilitation, while those who engaged in vocational training
and services expressed a feeling of improvement. The others had a lack

of insight about their illness and diagnosis.

3.3 | Theme 3: Expectations

The participants' expectations were centred on what they wished

to do with their lives based on what they expected from the

rehabilitation programme. Some participants expressed that their
utmost desire was to return to their respective homes and com-
munities. These participants currently live within the hospital
premises and guest house. Their occupational direction has been
established, but they see their living within the hospital for reha-
bilitation as a form of bondage from which they desire freedom.
Further, they recognize the fact that community life improves their
chances of getting help and is best suited for them and expressed

the following:

| wish to be back to the community. | love singing
but can only do that well in the community. | have
composed (songs), but | have nobody to help me. If
| go back to the community, | will sing and get help
... Like | composed a song which goes ... There are
many people in the bondage ... they never wish to be
in bondage.

(C1Av)

| manage the stock shop owned by the hospital, but |
have been living here for long. | am old now, and it is
not good to stay somewhere and die there. The fam-
ily may not even know the person has died. It will be
very unpalatable and disheartening to live forever in
a place outside your home. | desire they help me go
back to the community, | can also do better business
and make much sales at the community.

(C7Av)

In contrast, the participants who live in their respective com-
munities but visit the hospital for daily rehabilitation expressed
their utmost desire to go back to the activities they had engaged
in before the onset of their illness (rehabilitation to previous func-
tioning). They believe they are doing well as far as rehabilitation is
concerned and are determined to pursue their previous engage-
ments. They believe that this will spare them the time required to
venture into a new field. Excerpts from the participants' reports

are given below:

what | want is for them to help me to achieve going
back to my school and graduating. | feel | will do well
going back to school rather than learning a trade and
wish to complete my study and work as a professional
in the discipline | studied.

(Cé6L)

My aspiration in life is to become an administrative
person, working for the government. | studied busi-
ness administration at university and that's what |
want to do.

(C9L)
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| was in school in a university outside the country
when this illness started, but | was still studying. | had
not gotten my degree; | still wish to study.

(C7L)

Another expectation that was different from community re-in-
tegration and previous patterns of functioning was the participants'
rehabilitation through gaining desired skills and not prescribed ones.
Participants stated that they sometimes desire the acquisition of new
skills and not necessarily the ones they focused on before, but they
desire to choose from the available options on their own and not have
the professionals decide for them. They reported experiencing frus-
tration with skill pursuit when it was the professional's choice and
not a self-driven one. An excerpt from a participant's recount is as

follows:

| wanted computer (science) but was directed to tai-
loring by the HOD. There, | couldn't pass thread into
the needle. | just wasted the three years. Later, the
HOD agreed for me to learn computer ... in this com-
puter age, | would like to be a computer analyst.
(C5L)

In summary, these participants expressed a desire for acceptance
of their own views on skill acquisition and rehabilitation modality in
general.

3.4 | Theme 4: Rehabilitation barriers

This theme answers the questions on the participants' concerns
about the programme and their suggestions for improvement. Some
participants complained about a lack of infrastructure in the commu-
nity, which impedes their functionality and rehabilitation (structural

barrier). A participant recount goes thus:

| was brought back to the hospital by the social work-
ers when the house | was to be discharged to was
dilapidated. | do not even think anyone stays there
anymore.

(C7Av)

Another barrier was psychosocial in nature. Some participants re-
vealed that there is fear and an actual expression of non-acceptance by
their family members. Social undesirability is a factor that limits their
productive functioning in the community. Excerpts from a participant's

statement is as follows:

I mistakenly killed my father. | have changed, but they
do not want me at home. | was trained as vulcaniser
here, and the institution got me equipment, but there
is a challenge with going back home. There was a time
| was discharged, but the family told them frankly that

WILEY-2%

they can't accommodate me. If | decided to stay there
by force, they could kill me.
(C13Ar)

Further, some participants expressed financial difficulty in terms of
setting up businesses and lack of financial capacity for medication and
self-upkeep. An excerpt from a participant's description is as follows:

My desire is that they should make effort to assist me
to return home. But the means to using the medica-
tion is the utmost. If | go home and there is no job,
getting money to buy medications for use will be dif-
ficult. So, if they can help me with getting the medi-
cations if | go home. Maybe | can sell petty things and
start coming for check-up.

(C12Ar)

In short, these participants expressed their basic needs constitut-
ing barriers to rehabilitation.

4 | DISCUSSION

This study revealed that individuals with schizophrenia are able to
start small businesses, work in a formal setting and even learn new
skills that will help them live and sustain a productive life. This is con-
sistent with the finding that individuals with schizophrenia in paid
jobs have boosted morale and increased quality of life.%° Although
the participants in this study earn less than a dollar per day, they
stated that the amount is sufficient to meet their basic needs.

In terms of perception, the participants held negative and posi-
tive beliefs about themselves. Their negative beliefs evoked a feel-
ing of worthlessness, primarily resulting from the rejection they
experienced from their family. Their positive beliefs arose from
being actively engaged in a vocation. This is consistent with findings
that inactivity can cause mortality among schizophrenic patients.3!
Scholars have also reported that this feeling of worthlessness arises
when individuals with schizophrenia experience abandonment by
their family for any reason.223% Notably, some participants' per-
ceptions were influenced by defective insights into their diagnoses.
These participants had been hospitalized for about 30 years and in
rehabilitation for 20 years. The general expectation was that they
would have some level of insight or sense of identity from the reha-
bilitation services and pharmacotherapy; however, a lack of insight
was significant among these participants. This lack of awareness of
their diagnosis was evident when a participant reported that he had
been diagnosed with malaria and had to keep the referral letter se-
cret, only to be told later that he suffered from schizophrenia. This
participant depended on the people he trusted and the health-care
professionals to be open and honest from the beginning about his
condition; this planted in him a sense of doubt about the diagno-
sis of schizophrenia for more than 20 years. This is consistent with
the finding that the attitude of health professionals towards the
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disclosure of a schizophrenia diagnosis has a significant impact on
the acceptance of this diagnosis by mental health service users as
well as their relatives.®* Literature indicates that a lack of insight can
impede productivity, and the achievement of insight should be the
first step towards rehabilitation.®> Sanchez and colleagues declared
that the inability to accept disability was a significant barrier to indi-
vidual productivity and social functioning.36

Additionally, this study revealed that individuals with schizo-
phrenia have their own vision and expectations of life as well as the
potential to live a meaningful life. Some of the participants dreamt
of achieving their academic and career goals and even starting their
own businesses; however, receiving suggestions for how their re-
habilitation should proceed adversely affected their interests. This
is consistent with a previous finding that a lack of interest results
when an individual feels compelled to pursue a task, which serves as
a significant constraint of the productivity of individuals with psychi-
atric conditions.®” Souraya and colleagues also revealed that giving
schizophrenic individuals the liberty to make an informed decision
was vital for goal-orientated rehabilitation.®® A study also reported
that these individuals do better in their career or rehabilitation activ-
ities if the choice was self-initiated or self-driven.3’

Further, our study revealed barriers to the rehabilitation of peo-
ple with schizophrenia. Resources such as housing affect the suc-
cess of rehabilitation because even participants who can function
independently within the community may have to remain accommo-
dated in the hospital setting. Some of the study participants faced
psychological implications due to their behaviours prior to diagnosis,
leading to neglect from their family members. Such neglect impedes
the success of rehabilitation. This is consistent with the finding that
the public feels threatened by the presence of individuals with a his-
tory of schizophrenia coupled with violence.*® The participants in
this study indicated a will to return home, but they feared rejection,
being punished for their wrongdoing, or even having no house to
go back to; therefore, in a country like Nigeria with poor resources,
structured accommodation for such individuals should be consid-

ered within the community and at a reasonable price.

5 | CONCLUSION

This study shows that the rehabilitation programme followed by the
hospitals is a good initiative and has enabled the mental health ser-
vice users to regain some level of independence and productive liv-
ing. However, there are still lapses and weaknesses in the execution,
such as variations in the approach to rehabilitation, the lack of a uni-
fied guide to rehabilitation, and prolonged institutionalization rather
than re-integration of the service users who lacked accommodation
or acceptance by their relatives. Therefore, it can be concluded that
the rehabilitation of individuals with schizophrenia, though a good
effort, can be improved upon through active involvement of service
users in their rehabilitation decision-making process. This can po-
tentially help mental health professionals better serve the interest

of the service users and community as a whole.

6 | RECOMMENDATIONS

Considering the demographic profile and the participants' re-
ports of undergoing rehabilitation and learning a trade for many
years, ranging from five to 30, there seems to be no end to re-
habilitation. Therefore, the setting of broad, individualized goals
before the commencement of rehabilitation is recommended.
Further, collaborations between different settings and other
parts of the world that have recorded evidence-based success
in rehabilitation are advisable. Wide variations were also noted
between the intervention approaches taken by the health pro-
fessionals; therefore, a practice guide for uniformity of practice

is also recommended.
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