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Abstract: There seems no much information about the patterns of Length of Stay (LOS) m Psychiatric
admissions and its associated factors in this envirenment and it could be a window into measures of efficiency
of in-patient care and quality of care. The aim is to describe the pattern of Length of Stay (1.LOS) and ascertain
possible associations between Psychiatric diagnoses and other socio-demographic factors among in-patients
of a psychiatric facility in a Nigerian Umversity Teaching Hospital. It was a retrospective case-file study of all
admissions and discharges, in the psychiatric in-patient ward of University of Tlorin Teaching Hospital (UTTH),
between May, 2000 and April, 2005. The data generated was analyzed with SPSS version 11 to obtain frequency
distributions and chi-square figures. The level of statistical sigmficance was set at 5%. Within the study period,
502(63.6%) of the 789 records of admitted cases were analysed. 61.0% of the patients stayed on admission for
about 30 days (4 weeks) (mean length of stay+SD was 23+19.1days). About 51.8% of the total admissions were
females, 68.5% were in the age group 20-40 years, 58.0% were singles and 36.1% were students. The most
frequent diagnosis was schizophreria, 55.0 and 58.6% of the patients had first episode of psychiatric illness.
Length of Stay (LOS) was significantly correlated with marital status and first episode psycluatric illness. A
good social support may shorten the length of stay on psychiatric admission, hence, provision of good
psycho-educations for all patients and their families as well as effective relapse prevention for first episode of

psychiatric illnesses are highly recommended.
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INTRODUCTION

Mental health practitioners have a need to meet the
challenge of reducing cost of care and still maintain a ugh
quality of service (Huntley ef al., 1998; Mezzich and
Coffman, 1985, Creed et al., 1997). The illness cost in
psychiatry may be strongly related to the length of -
patient stay and sometimes may be longer than in other
specialties (Borchardt and Garfinkel, 1991), hence,
physicians, m collaboration with psychiatrists must
decide how long each patient remains in hospital,
especially  during consultation-Tiaison services
(Huntley et al., 1998).

Prolonged in-patient stay may solate the patients
from their social network, initiates maladaptive patterns in
the patients and increases the burden of care on the
relatives, as well as their economic concerns as they may
need to stay with the patients. Because these may make
long hospitalization unacceptable (Goullieux and Loas,
2003), psychiatrists therefore need to be repeatedly

reminded about the need to shorten Length of Stay (1.OS)
and make treatment as efficient as possible (Huntley ef al.,
1998).

Currently, there 13 a growing interest in the LOS in
psychiatric admissions as this may be used as an
indicator of efficiency for m-patient care, quality of care
and as an mmportant factor in the planning and distribution
of hospital resources (Timenez et ad., 2004; Broadnell and
Roos, 1995; Chassin, 1983; Bradbury et al., 2000;Tezzoni,
2004). While, some studies Mezzich and Coffman (1985),
Chang et al. (1991) and Gordon et af. (1985) have reported
some factors that could affect LOS; these include clinical
factors (e.g., diagnoses, treatment modalities) and socio-
demographic factors (e.g., age, social support and level of
adaptive functiomng), others (McLay et af., 2005; Richter,
2001; Russo et al, 1997) have however, reported only a
minimal association between these variables and L.OS.

LOS for a certain period mn a psychiatric facility may
not be a useful basis for comparison unless 1t 1s adjusted
for case mix of patients hospitalized during the period
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considered (i.e., risk adjustment) (Borchardt and Garfinkel,
1991). However, factors that determine length of stay for
psychuatric patient has become a subject of intense
(McLay et al, 2005) and have been
considerably discussed by many hospitals and bill payers
(Richter, 2001).

In practice, there has been no commonly accepted

COICETT]

length of stay guidelines for psychiatric in-patients as this
may be subject to substantial variations (Borchardt and
Garfinkel, 1991, Figueroa et al., 2004, Fortney, 1996) and
may reflect the differences in psychiatrists” practice styles
(Figueroa et al., 2004). Some studies Kirshner (1982) and
Pepper (1991) however, found that about 28 days was
considered as an adequate length of stay for psychiatric
patients in a general hospital seting and that patients
who had diagnoses of scluzophrenia or atfective disorder
were more likely to be hospitalized beyond 30 days
(Mai et al., 1993). While some studies Mai et al. (1993)
and Hirsch ef al. (1979) have shown that there was no
advantage in long term hospitalization, the minimum
length of effective hospitalization as a function of
diagnosis has not yet been established, others
(Hirsch et ai., 1979, Borroftka and Olatawura, 1976) have
shown that some patients may require long periods of
hospitalization.

Due to paucity of mformation on the correlates of
LOS of patients in psychiatric facilities in developing
countries and m Nigeria particularly, it has become
umportant to generate information about factors affecting
n-patient stay in a tertiary health mstitution. It is our
belief that this will impact positively on the cost and
burden of care of psychiatric illnesses.

The aim of this study, was to ascertain the pattern of
LOS and the possible among
psychiatric in-patients of a psychiatric unit in a tertiary
hospital in a north-central town of Nigeria.

assoclated factors

The study setting: The Umversity of Ilorn Teaching
Hospital (UITH) 1s a 450-bed tertiary mstitution, located
in Ilorin, the capital of Kwara State Nigeria, West Africa.
Ilorin 1s about 500 kms from Abuja, the Federal Capital of
Nigeria and 350 km from Lagos, the commercial centre of
the country. The hospital belonged to the second
generation of Teaching Hospitals in the country which
were established by law in 1980. Tt provides health
services for Kwara State, a north-central state of Nigeria
and takes referrals from other surrounding states (Benue,
Kogi, Niger, Osun and Oyo). Tt has a 20-bed psychiatric
unit (10 beds each for both sexes) for in-patient care and
has seven psychiatrists (including a professor), 8
psychiatric  residents, psychologist, an
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occupational therapist, two social workers, three EEG
technmicians, psychiatric nurses and community health
workers. Laboratory facilities (chemical pathology and
immunology, heamatology, listopathology,
microbiology, parasitology and radiology) are also
available for necessary investigations.

The psychiatric umt rms four out-patient climies per
week, one of which is the child and adolescent mental

medical

health clinic. It also, provides psycho-geriatric services
within the hospital; forensic psychiatric services within
the state prison and bostal services well as
consultation-liaison services to other departments in the

hospital The psychiatric social workers help in tracing

das

patients and solving as much as possible whatever social
problems patients may have, the
psychologist performs psychotherapeutic interventions
(e.g., family therapy, marital therapy and group therapy)

while cliical

where necessary.
MATERIALS AND METHODS

This is part of a large study. Records of all admission
and discharges from the mn-patient psychiatric ward of the
hospital between May, 2000 and April, 2005 were
identified from the ward admission registers by PMT.
Information on socio-demographic (e.g., age, gender,
marital status and occupation) and clinical characteristics
(e.g., diagnosis, length of stay, number of readmission,
Family history of mental illness, past psychiatric history,
treatment, medication compliance and adverse reaction to
medications) was extracted from the case files. Patients
Occupation was classified according to the system of
Borofka and Olatawura (1976).

The consultant
psychiatrists based on the clinical features documented
and clinical diagnoses reassigned using ICD,; where

cases were reassessed by

necessary. Data was analysed using SPSS for Windows,
version 11 (SPSS, 2001). Frequency distribution, cross
tabulations, chi-squared figures and Pearson correlation
were calculated for the variables and level of statistical
significance was set at 5%.

RESULTS AND DISCUSSION

The socio-demographic and climical characteristics
are as shown in Table 1. Of the 789 records of admission
identified and retrieved within the study period, 502
(63.6%) had complete information and were analyzed, a
sample size which was considered sufficient to give an
overview of the Length of Stay (LOS) within the study
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Table 1: Showing demographic and clinical variables
Variable N (%)

Mean age in years 30.5+10.28

Age group (years):

<20 85 16.9
20-40 344 68.5
41-60 71 14.1
>60 2 0.4
Gender:

Male 242 48.2
Female 260 51.8
Marital status:

Single 291 58.0
Married 210 41.8
Divorcedwidowed/separated 1 0.2
Occupation status:

1 22 4.4
2 90 17.9
3 26 5.2
4 18 33
5 121 24.1
6 34 6.8
Students 181 34.1
Retirees 8 1.6
Clergy (Christian/Islarm) 2 0.4
Psychiatric diagnosis:

Schizophrenia 276 55.0
Affective disorder 54 10.8
Psychosis (unclassified) 115 22.9
Organic brain disorder 20 4.0
Substance induced disorder 16 3.2
Others 21 4.2
Mean length of stay (SD): 23+19.1 days

Duration of stay (weeks):

<2 18 43.4
2-10 240 47.8
11-20 29 5.8
>20 15 3.0
No of episodes:

1 294 58.6
2-5 194 38.6
>5 4.0 2.8

period. Of the 502 case files of admission with complete
information, 51.8% were females, while 58.0% were single.
Majority (68.5%) of the patients were in the age group
20-40 years (mean age!SD = 30.5+10.28 years). Students
constituted 36.1% of the patients admitted during the
study period, 55.0% of the admissions had a diagnosis of
schizophrenia, 58.6% had single episode of psychosis,
47.8% stayed for between 2 and 10 weeks on admission,
followed by those who stayed for <2 weeks (14 days),
43.4%. The mean length of stay on admission was
23.9419.1 days.

Table 2 shows the comparison of socio-demographics
and climcal factors of the patients with thewr LOS
on admission. This indicates that patients who were
single significantly stayed between 2-10 weeks on
admission (x* = 17.94, df = 6, p = 0.006) and patients
who had single episode of psychiatric disorders
spent significantly <2 weeks on admission compared
to patients with multiple episodes (x* = 16.29, df = 6,
p=0012).

Table 3 shows a comparison of groups having first
episode psychosis versus multiple episode psychosis,
with about 58.6% having their first experience of
psychosis.

We have tried to improve on earlier studies by
providing a greater range of categories of duration of stay
on psychiatric admission, hence the duration of stay (in
weeks): < 2, 2-10, 11-20 and =20 weeks. Within the study
period, it was observed that majority of the patients
stayed for about 2-10 weeks on admission, a finding
that was similar to previous studies (Kirshner, 1982;
Pepper, 1991). This perhaps might be due to the fact that
most patients were found to be having their first episode
of Psychosis. This could be due to the possibility that
first episodes psychiatric illnesses are not likely to have
developed physical and psychological tolerance to anti-
psychotics and likely to respond better and faster than
relapsed psychiatric illnesses.

We also, observed that married patients sigmificantly
had short LOS, a finding that was similar to earlier studies
(McLay et al., 2005, Richter, 2001). This finding of an
association between marital status and LOS could be due
to: The positive impact of social support, which provides
opportunities for self- expression and practical feedback
from the significant others about problems experienced.
Being married could also have provided motivation,
encouragement to achieve goals, assistance n drug
monitoring and opporturmties for fun sharing with
relaxation (Fraser, 2003). A dysfunctional social network
may lead to long duration of untreated psychosis
(Richard et al., 2000), hence may increase severity of
symptoms and may lead to prolonged hospitalization. For
the patients who were married, the significant others may
have shown more mnterest in their symptoms or condition,
this may enhance early presentation and therefore
shortemng the duration of untreated psychosis, less
severity of symptoms and ultimately, a short L.OS on in-
patient admission.

Our study also, showed that patients with first
episode of psycluatric illness spent significantly <2 weeks
on admission, compared to those who had multiple
episodes of mental illness. This may be due to early
presentation, as relatives might have developed great
concern over patients’ ill-health. With early presentation
the symptom severity may be less and may respond more
rapidly to treatment, unlike those who had multiple
episodes of psycluatric illness, who might have had social
dysfunction consequent upon the illness. It has been
suggested that social dysfunction could erode social
support (Fraser, 2003) and as families try to cope with
their non-compliant and repeatedly relapsing relative,
are likely to find it mereasingly difficult to meaintamn their
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Table 2: Comparison of socio-demographic and clinical variables with length of stay

Duration of admission (weeks)

Variables <2 2-10 11-20 =20 he r df p-value
Gender:
Male 104 (47.7%) 111 (46.2%) 18 (62.1%%) 9 (60.0%) 3.48 -0.5 3 0.33
Female 114 (52.3%) 129(53.8%) 11 (37.9%) 6 (40.0%)
Age group (years):
<20 39(17.9%%) 42(17.5%) 3(10.3%) 1(20.0%) 5.69 0.03 9 0.77
20-40 148 (67.9%0) 161 (67.1%) 22 (75.9%) 3(60.0%)
41-50 31 (14.2%%) 35(14.6%) 4 (13.8%) 1(20.0%)
=60 - 2 (8.3%0) - -
Marital status:
Single 121 (55.5%) 142 (59.2%) 18(62.1%) 10 (66.7%) 17.94 -0.04 60.01
Married 97 (44.5%) 98 (40.8%) 10 (34.5%) 5(33.3%)
Divorced - - 1 (3.4%%) -
Occupational group:
1 11 (5.0%9) 9(3.75%) 1(3.4%) 1 (6.7%) 16.32 NA 24 0.89
2 46 (21.1%) 36(15.0%) 7 (24.1%) 1 (6.7%)
3 11 (5.0%9) 11 (4.6%) 2(6.9%) 2(13.3%)
4 6(2.8%) 10 (4.2%) 1(3.4%) 1 (6.7%)
5 55 (25.2%%) 59 (24.6%) 4 (13.8%) 3(20.0%)
6 11 (5.0%) 21 (8.8%) 1 (3.4%) 1 (6.7%)
Clergy - 2 (83%) - -
Retired 4(1.8%) 3 (1.2%) 1(3.4%) -
Student 74 (33.9%) 89 (37.1%) 12 (41.4%) 6 (40.0%)
Diagnosis:
Affective-disorders 27 (12.7%) 19 (8.2%) 7 (25.0%) 1 (5.9%) 21.66 -0.12 15 0.12
Psychosis-unclassified 56 (26.4%%) 53(22.99%) 4 (14.3%%) 2(11.8%)
Organic brain syndrome 12 (5.79%%) 8 (3.5%) - -
Schizophrenia 105 (49.5%) 144 (62.3%) 15 (53.6%) 12 (70.6%)
Others 12 (5.7%) 7 (3.0%) 2(7.1%) 2(11.8%)
Episodes:
1st 148 (67.9%0) 122 (50.8%) 15 (51.7%%) 9 (60.0%) 16.29 0.12 6 0.01
2nd-5th 66 (30.3%0) 110 (45.8%) 12 (41.4%%) 6 (40.0%)
=>5th 4 (1.8%) 8 (3.3%) 2 (6.9%) -
NA: Not Applicable
Table 3: Diagnosis versus episode
No. episodes
Diagnosis 1st (%0) 2nd-—5th (%6) =35 (%0) X r df p-value
Schizophrenia 142 (48.3) 123 (63.4) 11 (78.6)
Affective disorder 32109 19 (9.8) 3214
Psychosis unclassified 75 (25.5) 40 (20.6) 26.82 -0.167 10 0.003
Organic brain syndrome 19 (6.5) 1(5.2)
Substance-induced disorders 10 (3.4) 6(3.1)
Others 10 (3.4 5(26)
Total 294 (58.57%) 194 (38.65%) 14 (2.79%)

supportive role. There may also, be an increased
possibility of stigma to the family, which may make them
further dissociate from the patient, or deny us/her illness
and avoid health facilities, or by probably holding
him/her  responsible  for  non-compliance  with
treatment and hence may worsen the severity of illness
and the resultant prolonged TLOS on Psychiatric
admission. This may increase the burden of care and
further weakens the available family support (Fraser, 2003;
Cole et al., 1995).

The absence of significant association between
other socio-demographic factors (e.g., age, gender,
occupational status) and LOS give credence to the earlier
findings that pattern of 1.OS could be a reflection of the
style of practice of psychiatrists (e.g., choice of drugs,
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dose range, use of Electro Convulsive Therapy (ECT) and
period of observation before discharge following
resolution of acute symptoms) and the hospital policies
(because the study center was a unit of the Teaching
Hospital, with limited psychiatric in-patients” facilities and
may have a higher turnover rate than a specialized
psychiatric hospital with possibly more in-patients’
facilities (Choy and Dunn, 2007, Figueroa et al., 2004).
Hence, there 1s a need to remind Psychiatrists to shorten
L.OS, while making patient care as efficient as possible.

CONCLUSION

Our study has shown the import of social support
and index episode of psychiatric illness m the determinant
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of LOS. Tt emphasizes the need for Psychiatrists to
endeavour to minimize the cost of patients care by
offering quality services, the need for Psycho-education
for the patients’ spouses and other relatives.

Clinical implications:

*  The need to strengthen the social support system
available to the patients

¢ The need to educate patients on maintaining or
developing a good social network that may require
them to be pro-active

* Early mtervention services 1n first episode
Psychiatric illnesses should concentrate on the need
for relapse prevention

Limitations: We have identified the followings as
possible limitations of our study: The study, being a
retrospective one and the study centre still using the
traditional method of case filing (with the use of file tags)
resulting mn possible loss of data pages. This could
have been responsible for the incomplete records
experienced, thereby making it difficult for the result of
this study to be generalizable. In addition, our merging of
some diagnostic categories (e.g., Affective-Disorders,
Psychosis-Unclassified, Organic Brain  Syndrome,
Schizophrenia and Others) for analysis of data could have
mnfluenced the outcome of this study. Anecdotal findings
during weekly departmental academic sessions revealed
practice differences in the 3 existing firms (i.e., consultant
units) within the department, e.g., individual psychiatrist
may have a preference m different medications, mitial
dosage, rate of review of drugs, as well as, possible use of
adjuvant therapies (e.g., E.C.T.) hence this might have
some effects on the LOS, though no comparative study
was done, the psychiatric department is one of the
several units in this tertiary hospital, hencthe Teaching
Hospital policies may have had some effect, as opposed
specialized psychiatric  hospital and the
methodological differences between this study and some
of the previous ones may preclude definitive comparison
(e.g., categorization of LOS and merging of some
diagnostic categories).

to a
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