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Patterns of Inpatient Admissions for Psychiatric Diagnoses at a Tertiary Care 
Center in Pakistan: A Nine-Month Analysis

Abstract

Introduction: Understanding the patterns in psychiatric admissions in tertiary care centers in resource-limited Countries like 
Pakistan provides valuable insight into disease patterns, service utilization, and emerging mental health needs of the popula-
tion. This retrospective study explores the clinical characteristics of patients seeking care at the largest government-run tertiary 
psychiatric inpatient facility in Karachi, Pakistan, over nine months. 

Methods: A retrospective observational study was conducted using inpatient psychiatric records from January–September 
2025. All patients aged ≥12 years were included. Data collected included age, gender, ICD-11 diagnosis, and length of stay 
(LOS). Associations were assessed using Fisher’s Exact test, and crude and adjusted incidence rate ratios (cIRR, aIRR) with 
95% confidence intervals were reported. 

Results: 470 patients were admitted and were therefore included in the study. Their mean age was 31.1 (± 11.4), with the ma-
jority being men (n=278, 59.2%). The most common mental illnesses were schizophrenia spectrum disorders (n=153, 32.6%), 
followed by bipolar affective (n=112, 23.8%) and depressive disorders (n=81, 17.2%). The mean LOS was 9.3 days (SD 5.7). 
The mean LOS seen with schizophrenia-related and mood disorders was numerically longer than for other illnesses; this dif-
ference was not statistically significant (p=0.270). Patients aged 21–40 represented the largest proportion of admissions. 

Conclusion: This study helped identify psychiatric illnesses (schizophrenia and mood disorders) and population (aged 21-
40 years and males) that most commonly required inpatient care. As these illnesses account for a considerable proportion of 
patients seeking inpatient care at the psychiatric unit and account for longer LOS, it helps anticipate the resources that need to 
be allocated for them.
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Introduction
Mental health disorders represent a significant and growing 
public health concern worldwide, contributing substantially 
to morbidity, disability, and healthcare utilization. The World 
Health Organization (WHO) estimates that 1 in 7 people glob-
ally live with a mental disorder, with depression and anxiety 
being among the leading contributors to the global burden of 
disease [1,2]. A broader epidemiological lens further reveals 
that mental disorders account for a substantial share of global 
health burden—nearly 12.0% of the global population in 2019 
and rising in prominence among top causes of disease-related 
disability [3]. Hospital admissions for psychiatric conditions 
not only reflect the severity of mental illness but also highlight 
gaps in early diagnosis, outpatient management, and commu-
nity-based mental health services. 

A stark inequity persists, with over 90.0% in Low- and Mid-
dle-Income Countries (LMICs) lacking access to mental health 
treatment, compared to over 50.0% receiving care in high-in-
come countries [4]. These disparities emanate from a chronic 
underinvestment, with low-income nations allocating a mere 
fraction, less than 1% of health budgets, to mental health [5]. 
In LMICs, including Pakistan, the challenge is compounded by 
limited mental health infrastructure, societal stigma, a shortage 
of trained professionals, and underfunding of psychiatric ser-
vices [6]. Consequently, tertiary care centers often serve as the 
primary referral hubs for patients requiring psychiatric evalu-
ation and inpatient management. Understanding the patterns 
in psychiatric admissions in such centers provides valuable 
insight into disease patterns, service utilization, and emerging 
mental health needs of the population.

Previous studies have documented variable patterns of psychi-
atric hospitalizations across different regions, influenced by 
sociodemographic profiles, healthcare accessibility, and cul-
tural attitudes toward mental illness. However, data from South 
Asia, particularly Pakistan, remain scarce and fragmented re-
garding the burden of psychiatric admissions in tertiary care 
hospitals. A retrospective review from India of all the patients 
visiting out-patient care and in-patient care of a hospital in a 
period of two years, revealed a healthy trend of community-
oriented (out-patient based) care with a decrease in hospital 
admissions during the period [7]. Inpatient psychiatric epide-
miology is particularly important in Pakistan, where mental 
health services remain under-resourced and under-funded, stig-
ma associated with mental illnesses, lack of national psychiat-
ric surveillance systems, and tertiary care hospitals often serve 
as the primary treatment centers for severe mental illnesses. 

This study aims to assess the patterns in hospital admissions 
for psychiatric indications and diagnoses over nine months at a 
tertiary care center in Pakistan. A nine-month analysis provides 
a feasible yet informative snapshot of the current burden of 
psychiatric illness, capturing seasonal and service utilization 
variations while remaining manageable for detailed data col-
lection and analysis. Findings from this study will help iden-
tify the most common psychiatric diagnoses and associated 
risk factors requiring hospitalization, evaluate demographic 
and clinical characteristics of admitted patients, and generate 
evidence to inform future research and health system planning.

Methods
This is a retrospective observational study conducted using 

inpatient psychiatric admission medical records of patients ad-
mitted during January 2025 to September 2025. The Strength-
ening the Reporting of Observational Studies in Epidemiology 
(STROBE) checklist was used to ensure the comprehensibility 
and completeness of this study.

Study Setting:
This study included all patients who were admitted to the Adult 
Inpatient Ward of the Psychiatry and Behavioral Sciences De-
partment at Jinnah Postgraduate Medical Centre (JPMC), Ka-
rachi, Pakistan. Patients are admitted via the emergency de-
partment or psychiatry clinics. This ward is one of the largest 
inpatient psychiatric facilities in Pakistan, equipped with 120 
beds. The tertiary hospital serves as a referral center for both 
urban and rural populations, providing inpatient and outpatient 
mental health services to not just the population from Karachi, 
but also for residents from several cities and villages [8]. Giv-
en how patients receive care at a negligible cost, this hospital 
draws the greatest number of patients within Karachi.

Participants and Eligibility Criteria:
All patients aged 12 years or older admitted to the adult psychi-
atric ward for any psychiatric indication during January 2025 
to September 2025, a 9-month period, were included in the 
study. All psychiatric diagnoses were categorized according 
to the International Classification of Diseases, 11th Revision 
(ICD-11). Where multiple diagnoses were recorded, the pri-
mary discharge diagnosis was used to classify patterns. Only 
the first admission for each patient during the study period was 
included.

Sampling Strategy and Sample Size:
All eligible patients admitted during the study period were 
included; therefore, a total population (census) sampling ap-
proach was used.

Data Collection:
Data recorded was subject to the availability of information 
variables recorded in the hospital medical records. Data includ-
ed patient demographics, diagnosis at admission, duration of 
hospital stay (days), and outcome (still admitted, discharged, 
re-admitted, change of ward, death). Data were collected from 
the patient files and were assimilated into Microsoft Excel. 

Data Analysis:
Data were analyzed using R software. Continuous variables 
were summarized using medians and Interquartile Ranges 
(IQRs), and categorical variables using frequencies and per-
centages. Fisher’s exact test assessed associations between 
psychiatric diagnoses and age categories or Length of Stay 
(LOS). Univariable and multivariable Poisson regression anal-
yses were conducted to identify factors associated with psychi-
atric admissions, with results reported as crude and adjusted 
Incidence Rate Ratios (IRRs) and 95% confidence intervals 
(CIs). Variables were selected based on clinical relevance, 
data availability, and univariable significance. Model fit was 
assessed for overdispersion; Poisson regression was retained 
as no substantial overdispersion was observed. All tests were 
two-sided, with p≤0.05 considered statistically significant.

Ethical Considerations:
The Ethics Review Committee of JPMC approved the study 
(ID NO.F.2-81/2026-GENL/28/JPMC) on 28 Feb 2026. All 
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Table 1: Demographics of the 470 patients admitted during 
the nine-month period.

data collected were de-identified to ensure patient confidential-
ity. 

Results
Over the course of 9 months, 470 patients were admitted and 
received care at the inpatient psychiatric facility at the Hospi-
tal and were therefore included in the study. The mean age of 
the patients was 31.1 (± 11.4), with the majority being men 
(n=278, 59.2%). Most patients admitted were in the age group 
of 21-40, accounting for almost two-third of the total sample 
with more than 80.0% of the patients below 40 years of age 
(Table 1).

Characteristics n (%)
Age, years (median, IQR) 29 (22-38)
Age, years (mean, SD) 31.1 (11.4)
Age
< 20
21-40
41-60
61-80

95 (20.2)
293 (62.3)
73 (15.5)
9 (1.9)

Gender
Male
Female

278 (59.1)
192 (40.9)

Length of stay (LOS), days (median, IQR) 9 (5-12)
Length of stay (LOS), days (mean, SD) 9.3 (5.7)
Length of stay (LOS), days
<5
6-10
11-15
>15

123 (26.2%)
184 (39.1%)
109 (23.2%)
54 (11.5%)

Discharge disposition
Discharged on request
Left against medical advice
Not available

7 (1.5%)
25 (5.3%)
438 (93.2%)

The most common mental illnesses were schizophrenia spec-
trum disorders (n=153, 32.6%), which included schizophrenia, 
schizoaffective disorder, and acute, transient psychotic disor-
der. Within mood disorders, bipolar affective disorder (BPAD), 
with or without mania, was most common (n=112, 23.8%). 
Across the study period, schizophrenia spectrum disorders con-
sistently remained the predominant diagnosis, with proportions 
ranging from 29.6% in January to a peak of 36.4% in August. 
Bipolar affective disorder was the second most frequent condi-
tion and demonstrated relatively stable monthly proportions, 
with a noticeable increase in September (38.7%). Depressive 
disorders showed moderate variability over time, with the 
highest proportion observed in May (22.2%). Substance use 
disorders exhibited some fluctuation, peaking in May (16.7%) 
and declining in subsequent months. Other conditions, includ-
ing anxiety disorders, obsessive compulsive disorder, and dis-
sociative disorders, remained relatively infrequent throughout 
the study period (Table 2).

The median duration of inpatient stay was 9 days (IQR 5-12), 
with the most common duration of hospitalization was 6–10 

days (Table 1). Among the patients admitted for more than 
10 days, the majority had been diagnosed with schizophrenia 
spectrum disorders. There was, however, no statistically sig-
nificant association between any mental illness and LOS (Ta-
ble 3). There was a steady decline in the number of inpatient 
admissions from February onwards, except for August 2025. 
Among patients with schizophrenia spectrum disorders, 35.9% 
were admitted for 6–10 days, while 26.1% stayed for 11–15 
days, and 15.0% had prolonged hospitalizations (>15 days). 
Patients with bipolar affective disorder showed a comparable 
distribution, with 37.5% staying 6–10 days. Depressive disor-
ders also followed a similar trend, with the largest proportion 
(34.6%) admitted for 6–10 days. Substance use disorders had a 
slightly higher proportion of patients in the 6–10-day category 
(45.0%), but very few experienced prolonged hospitalizations 
(2.5%). There was no statistically significant association be-
tween the type of mental health disorder and duration of hospi-
talization (p = 0.270) (Table 3).

Compared to patients aged ≤20 years, those aged 21–40 years 
had higher incidence rates (aIRR = 1.62, 95% CI: 1.35–2.90), 
as did patients aged 41–60 years (aIRR = 1.88, 95% CI: 1.47–
2.88) and 61–80 years (aIRR = 1.56, 95% CI: 1.39–2.74). This 
association remained statistically significant in the multivari-
able model (p = 0.001) (Table 4).

Discussion
With no nationally or regionally representative registries for 
mental illness burden within Pakistan, studying demographic 
and clinical characteristics at hospitals becomes important. Our 
study explores the demographic and clinical characteristics of 
patients seeking care at the largest government-run psychiatric 
inpatient facility, JPMC, in Karachi, Pakistan. 

The results show that schizophrenia spectrum disorders 
(n=153, 32.6%) were the most common illnesses for which 
patients sought inpatient care at JPMC. These results corre-
spond with prior studies from Pakistan, which show that mood 
disorders account for the most inpatient admissions, followed 
by Schizophrenia and related disorders [8-12]. Literature from 
Africa also shows Schizophrenia and mood disorders as the 
most common diagnoses requiring inpatient care [13]. In the 
US, affective (mood) disorders comprised of 75% of all inpa-
tient cases [14]. 

Merely 40 (8.5%) patients presented with substance use disor-
der. The common substances included alcohol, cannabis, opi-
oids, and stimulants. Prior studies from Pakistan report 1.9% 
[15] and 9.5% [8] patients reporting substance use. This con-
trasts with studies from India [7], Brazil [16], and Sierra Le-
one [17] where substance use-related issues were seen among 
32.0%, 49.2%, and 38.9% of the patients, respectively. This 
could be because many patients who present to the emergency 
room with substance intoxication either don’t warrant an inpa-
tient admission in the psychiatric ward because their medical 
condition has been stabilized, or they leave against medical ad-
vice once they are medically stable and conscious, even if they 
have been advised to admit. Substance ingestion is a common 
method of suicide in Pakistan [18] and since suicide, although 
decriminalized now [19] in Pakistan, it still warrants medico-
legal and police involvement in Pakistan; many patients leave 
the emergency room against medical advice once medically 
stable, therefore not wanting to be admitted to the psychiatric 
ward for further care.
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Table 2: Patterns of Clinical Diagnoses during the nine-month period (n = 470).
Diagnosis Jan Feb Mar Apr May Jun Jul Aug Sep Total n 

(%)
Depressive 
disorders

9 (16.7%) 7 (12.3%) 10 (16.1%) 8 (13.3%) 12 (22.2%) 10 (20.4%) 8 (17.0%) 9 (16.4%) 8 (25.8%) 81 (17.2%)

Bipolar 
affective 
disorder

12 (22.2%) 14 (24.6%) 15 (24.2%) 13 (21.7%) 11 (20.4%) 12 (24.5%) 11 (23.4%) 12 (21.8%) 12 (38.7%) 112 (23.8%)

Schizophrenia
spectrum 
disorders

16 (29.6%) 18 (31.6%) 20 (32.3%) 19 (31.7%) 18 (33.3%) 17 (34.7%) 15 (31.9%) 20 (36.4%) 10 (32.3%) 153 (32.6%)

Anxiety 
disorders

1 (1.9%) 1 (1.8%) 1 (1.6%) 1 (1.7%) 1 (1.9%) 1 (2.0%) 1 (2.1%) 1 (1.8%) 1 (3.2%) 9 (1.9%)

Substance 
use disorders

5 (9.3%) 6 (10.5%) 7 (11.3%) 2 (3.3%) 9 (16.7%) 1 (2.0%) 2 (4.3%) 5 (9.1%) 3 (9.7%) 40 (8.5%)

Personality
 disorders

2 (3.7%) 2 (3.5%) 1 (1.6%) 2 (3.3%) 2 (3.7%) 1 (2.0%) 2 (4.3%) 2 (3.6%) 1 (3.2%) 15 (3.2%)

Post-partum
 psychosis

1 (1.9%) 0 (0.0%) 2 (3.2%) 0 (0.0%) 0 (0.0%) 1 (2.0%) 0 (0.0%) 1 (1.8%) 0 (0.0%) 5 (1.1%)

Obsessive-
compulsive 
disorder

1 (1.9%) 1 (1.8%) 1 (1.6%) 1 (1.7%) 1 (1.9%) 1 (2.0%) 1 (2.1%) 0 (0.0%) 0 (0.0%) 7 (1.5%)

Dissociative
disorders

1 (1.9%) 2 (3.5%) 2 (3.2%) 2 (3.3%) 1 (1.9%) 1 (2.0%) 2 (4.3%) 1 (1.8%) 1 (3.2%) 13 (2.8%)

Intellectual 
disability

0 (0.0%) 2 (3.5%) 1 (1.6%) 2 (3.3%) 1 (1.9%) 0 (0.0%) 0 (0.0%) 2 (3.6%) 1 (3.2%) 9 (1.9%)

Sleep 
disturbances

0 (0.0%) 1 (1.8%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 1 (1.8%) 0 (0.0%) 2 (0.4%)

Organic brain 
syndrome

2 (3.7%) 1 (1.8%) 2 (3.2%) 4 (6.7%) 2 (3.7%) 2 (4.1%) 4 (8.5%) 3 (5.5%) 1 (3.2%) 21 (4.5%)

Impulsive 
disorders

1 (1.9%) 0 (0.0%) 0 (0.0%) 1 (1.7%) 0 (0.0%) 1 (2.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 3 (0.6%)

Table 3: Association between Clinical Diagnosis and Length of Stay (LOS).
Diagnosis Total n (%) ≤5 days 6–10 days 11–15 days >15 days P-value
Depressive disorders 81 (17.2%) 20 (24.7%) 28 (34.6%) 22 (27.2%) 11 (13.6%)

0.270

Bipolar affective disorder 112 (23.8%) 28 (25.0%) 42 (37.5%) 30 (26.8%) 12 (10.7%)
Schizophrenia spectrum disorders 153 (32.6%) 35 (22.9%) 55 (35.9%) 40 (26.1%) 23 (15.0%)
Anxiety disorders 9 (1.9%) 3 (33.3%) 4 (44.4%) 1 (11.1%) 1 (11.1%)
Substance use disorders 40 (8.5%) 8 (20.0%) 18 (45.0%) 13 (32.5%) 1 (2.5%)
Personality disorders 15 (3.2%) 5 (33.3%) 6 (40.0%) 2 (13.3%) 2 (13.3%)
Post-partum psychosis 5 (1.1%) 2 (40.0%) 1 (20.0%) 0 (0.0%) 2 (40.0%)
Obsessive-compulsive disorder 7 (1.5%) 2 (28.6%) 3 (42.9%) 1 (14.3%) 1 (14.3%)
Dissociative disorders 13 (2.8%) 4 (30.8%) 7 (53.8%) 1 (7.7%) 1 (7.7%)
Intellectual disability 9 (1.9%) 3 (33.3%) 3 (33.3%) 1 (11.1%) 2 (22.2%)
Sleep disturbances 2 (0.4%) 0 (0.0%) 2 (100%) 0 (0.0%) 0 (0.0%)
Organic brain syndrome 21 (4.5%) 6 (28.6%) 9 (42.9%) 4 (19.0%) 2 (9.5%)
Impulsive disorders 3 (0.6%) 1 (33.3%) 2 (66.7%) 0 (0.0%) 0 (0.0%)

Among patients diagnosed with a mood disorder in our study, 
bipolar affective disorder (20.6%) was seen more often than 
unipolar depression (11.7%). Some studies from Pakistan in-
dicate a greater incidence of unipolar depression [9,10,15] 
whereas others had a greater incidence of bipolar depression 
[11,12]. Some mental illness presentations to the emergency 
room are new cases, while others reflect relapse or symptom 
exacerbation. More severe cases may require psychiatric ad-
mission, whereas milder cases can often be managed in the ER 

with outpatient follow-up. Given the higher cost of inpatient 
care, patients and families may prefer outpatient management 
when appropriate. Literature shows that unipolar depression 
remains the most common presenting illness in outpatient set-
tings in Pakistan [20] and literature from India reflects this as 
well [7].

An essential element of hospitalization to consider is the LOS. 
Its importance is not just tied to the clinical outcomes of pa-
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Table 4: Crude and adjusted Incidence Rate Ratio of variables associated with Psychiatric admissions.
Characteristics cIRR (95% CI) p-value aIRR (95% CI) p-value

Age (years)
≤20
21–40
41–60
61–80

1
1.69 (1.24–3.58)
1.19 (1.04–3.30)
1.38 (1.17–3.42)

<0.001
1
1.62 (1.35–2.90)
1.88 (1.47–2.88)
1.56 (1.39–2.74)

0.001*

Gender
Female
Male

1
1.76 (0.69–5.71)

0.362
- -

Length of stay (days)
≤5 days
6–10 days
11–15 days
>15 days

1
1.21 (0.61–2.86)
1.10 (0.55–2.78)
1.20 (0.86–2.80)

0.569
- -

tients but also to the financial, social, and emotional burden 
that comes with it [21]. Longer LOS have been associated with 
negative outcomes such as increased risk of suicidal ideation 
because of stigma (especially if hospitalized involuntarily) 
[22], post-traumatic stress [23], and increased financial burden 
[24]. The mean LOS for mental illnesses in this study was 9.3 ± 
5.7 days (median being 9 days). This is similar to the LOS (11 
days) seen at a private hospital in Pakistan [15]. It is also com-
parable to the average LOS seen in the US (10 days) [14,25] 
and shorter than the average LOS seen in African countries: 
Nigeria (28.7 days) [13], Ethiopia (28.7 days) [26], and Ugan-
da (18.3 days) [27]. The relatively shorter LOS seen is in line 
with the international recommendations for early discharge 
once stabilization is achieved, so the patient can be managed 
in a less restrictive environment [21,28]. The relatively shorter 
LOS can also be explained by the fact that many patients, along 
with their families, travel long distances from other cities and 
provinces [8] to seek care at JPMC and, therefore, find it more 
convenient to continue treatment in an outpatient setting after a 
symptomatic improvement in the hospital.

In our study, patients with Schizophrenia had, on average, a 
longer LOS in the hospital in our study. This corresponds with 
the literature, which shows that a diagnosis of schizophre-
nia has been associated with a longer LOS [27]. Given how 
schizophrenia spectrum disorders account for a considerable 
proportion of patients seeking inpatient care at the psychiatric 
unit, and the longer LOS associated with it helps anticipate the 
resources that need to be allocated for them specifically. 

The age group of 21-40 was seen most in this study. This cor-
responds to other literature from Pakistan [10,12] and can be 
explained by the findings of a large-scale meta-analysis of 192 
studies, which shows that the median onset of symptoms for 
mental illnesses such as mood disorders (MDD, BPAD) and 
schizophrenia spectrum disorders (the two most common cat-
egories seen in this study) occurs at ages 25 and 31, respec-
tively [29]. The 21–40-year age group represents the most so-
cially and economically productive segment of the population, 
making mental illness in this group particularly impactful on 
workforce participation and national productivity. Illness dur-
ing young adulthood can disrupt education, employment, re-
lationships, and family responsibilities, leading to long-term 
social and economic consequences.

This study explores patterns of psychiatric illnesses seen at a 
government-run psychiatric facility. Data from a government-
run setup, where the majority of the population seek care from, 
reflects an accurate pattern of mental illness burden within the 
community. Furthermore, this study highlights which mental 
illnesses are more likely to require inpatient care (psychosis-
related and mood-related illnesses), therefore identifying areas 
which necessitate capacity building.

Limitations
The data acquired in this study depended on the record-keeping 
of the hospital. Information bias may have occurred because 
the study relied on routinely maintained medical records, 
which may contain incomplete or inconsistent documentation. 
A modification in the hospital’s record-keeping system could 
include variables such as marital status, education, occupation, 
socioeconomic status, and any prior admissions. A possible 
confounding factor that could affect the LOS would be medical 
and/or surgical co-morbid conditions, severity of illness, socio-
economic status, prior psychiatric admissions or medication 
adherence. Selection bias may be present because the study 
only included patients admitted to the tertiary care facility, and 
this may have overrepresented patients with more severe ill-
nesses. Patients were contacted for records with incomplete 
information for key study variables, and were excluded from 
the respective analyses if the required information could not 
be obtained. Additionally, the retrospective nature of the study 
limits the ability to infer temporal or causal relationships.

Conclusion
This study identified mood disorders and schizophrenia, par-
ticularly among males aged 21–40 years, as the leading causes 
of psychiatric inpatient admissions at the largest tertiary care 
center in Karachi, Pakistan. Patients with schizophrenia also 
had numerically longer hospital stays. These findings high-
light the burden of severe mental illness in the country's most 
economically productive population. In the absence of national 
mental health statistics, such epidemiological data are valuable 
for identifying healthcare gaps, informing resource allocation, 
and guiding public health policy.
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