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Introduction
Globally, an estimated 970 million people are living with mental disorders, resulting in significant 
economic burdens on families, the healthcare system and individuals themselves.1 The disability-
adjusted life years (DALYs) of mental disorders are estimated at 2375.2 in France, 1709 in Kenya 
and 1721 in Tanzania per 100 000 population,2,3,4 indicating a consistently high burden across both 
high-income and low- and middle-income countries. 

Despite the growing burden of mental health disorders, mental health services are severely 
underfunded worldwide. It is estimated that only 2.5% of total government health expenditure is 
allocated to mental health worldwide, and as little as 0.1% in Africa.4 In most low- and middle-
income countries, including Tanzania, less than 5% of health budgets are allocated to mental 
health,2,3,4 limiting timely and appropriate psychiatric care and not meeting recommended 
guidelines.5 Limited funding and inadequate mental health services increase the risks of persistent 
symptoms, complications and post-discharge challenges like low self-esteem and coping 
difficulties that drive frequent readmissions.6,7

Background: Psychiatric readmission is a global concern, leading to poorer clinical outcomes 
and higher healthcare costs. In Tanzania, where mental health services operate within a 
resource-constrained health system, repeated psychiatric admissions may place additional 
pressure on already limited services. However, local evidence on psychiatric readmission 
remains limited. 

Aim: To determine the prevalence of psychiatric readmission and its determinants among 
psychiatric patients admitted to a tertiary psychiatric hospital in Unguja, Zanzibar.

Setting: A tertiary psychiatric referral hospital in Unguja, Zanzibar, serving patients across 
Unguja and Pemba islands.

Methods: A cross-sectional study was conducted among psychiatric patients 18 years and 
older admitted between June 2024 and August 2024. Data were collected through interviewer-
administered questionnaires. Modified Poisson regression with robust error variance was 
used to identify factors associated with psychiatric readmission.

Results: A total of 311 patients (mean age 36, standard deviation [s.d.] = 11 years; females 
52.4%; schizophrenia 32.5%) were enrolled. The prevalence of psychiatric readmission within 
3 months was 58.5% (n = 182). Readmission was associated with age group 30–39 years 
(adjusted prevalence ratio [APR] = 1.47; 95% confidence interval [CI]: 1.16–1.84, p-value 
[ p] = 0.001), schizophrenia (APR = 1.23; CI: 1.00–1.50, p = 0.041), bipolar disorders (APR = 1.69; 
CI: 1.26–2.26, p < 0.001), higher education (APR = 1.61; CI: 1.16–2.22, p = 0.010), history of 
physical abuse (APR = 1.49; CI: 1.16–2.22, p < 0.001), and being prescribed both oral and 
injectable medications (APR = 1.46; CI: 1.37–2.20, p < 0.001).

Conclusion: There is a high psychiatric readmission rate in Zanzibar. Interventions should 
focus on high-risk groups, particularly middle-aged individuals and those requiring 
combination treatment to break the cycle of readmission and promote long-term mental health 
recovery.

Contribution: This study provides evidence on psychiatric readmission in Zanzibar and 
identifies high-risk groups requiring targeted post-discharge intervention in low-resource 
psychiatric settings.

Keywords: psychiatric readmission; prevalence; determinants; mental disorders; psychiatric 
patients; Zanzibar.
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Psychiatric readmission refers to the re-hospitalisation of a 
patient within a specified period following discharge from 
a psychiatric inpatient admission.7,8,9 The prevalence of 
psychiatric readmission is 23.6% in China,10 19.21% in South 
Africa11 and 23% in Uganda,12 suggesting that readmission 
remains a persistent challenge across both high-income and 
low- and middle-income countries. 

Psychiatric readmission is a multifactorial outcome. 
Socio-demographic determinants such as age, gender, 
marital status, social support and stressful life events have 
been linked to relapse.13,14,15,16,17,18,19,20 Studies have shown 
higher readmission among patients aged 30–39 years, 
single males, those with inadequate family or social support, 
and individuals exposed to physical assault.14,16,17,18,19,20 
Behavioural factors including non-adherence to medication, 
dysfunctional relationships and substance use further 
increase the likelihood of readmission, particularly among 
youth and patients with schizophrenia.13,14,15,16

Psychiatric readmissions have significant consequences, 
such as reduced quality of life for patients, and emotional 
and financial strain on families and health care system.8,21,22,23 
In Tanzania, mental health services are constrained by 
limited resources and funding, recurrent psychiatric 
admissions may exacerbate existing service demands 
and further strain the capacity of healthcare facilities.4,24 
However, data on the prevalence and factors associated 
with psychiatric readmission remain limited. Understanding 
the prevalence of psychiatric readmission and its associated 
factors is important for informing measures to improve 
psychiatric care and reduce healthcare costs.

Research methods and design
Study design
A hospital-based cross-sectional study was conducted 
between June 2024 and August 2024. This design was 
considered appropriate because it enabled the collection of 
data on psychiatric readmission and its determinants from 
the study population at a single point in time.

Setting
The study was conducted at a tertiary-level psychiatric 
facility in Zanzibar, which serves as the referral centre for all 
mental health cases across the islands (Unguja and Pemba). It 
provides both inpatient and outpatient psychiatric services, 
including acute and sub-acute care, detoxification, paediatric 
psychiatric care, rehabilitation and follow-up services. The 
hospital accommodates over 900 patients annually, with 
65–90 admissions per month. 

According to hospital management, no formal written 
hospital guidelines for inpatient psychiatric care or post-
discharge care were available during the study period. 
However, caregivers were expected to be present at ward 
rounds at the time of discharge to accompany the patient 
home and receive follow-up plans and aftercare instructions. 

In addition to the above services, caregivers are provided 
with health education sessions aimed at equipping them 
with knowledge and skills to better support the recovery of 
their loved ones at home. Counselling sessions are also 
offered to clients after discharge as part of ongoing therapeutic 
support to address emotional and psychological challenges. 
Furthermore, occupational therapy (OT) sessions are 
conducted 2 days a week to help patients develop or regain 
functional skills for daily living, improve coping strategies 
and promote overall mental well-being.

Study population and sampling
Eligible participants were psychiatric patients aged 18 years 
and older admitted to the psychiatric ward during the study 
period (June 2024 and August 2024) and had a minimum 
length of stay of 2 days. The 2-day duration was chosen to 
distinguish true inpatient psychiatric readmissions from 
brief observation visits that may not represent clinically 
meaningful readmissions.9,25,26 Admitted patients were not 
eligible if admitted for non-psychiatric reasons such as 
palliative care or for legal assessment following alleged 
criminal offences without a confirmed psychiatric diagnosis, 
unable or unwilling to provide informed consent. 

The sample size was calculated assuming a 50% prevalence 
of psychiatric readmission because of the absence of an 
appropriate proportion in a similar context, with a 95% 
confidence level and a 6% margin of error. After considering 
a 10% non-response rate, the desired sample size was 300 
participants. Eligible patients were enrolled as they became 
available until the desired sample size was achieved. For 
patients with multiple readmissions during the study period, 
only the first admission was considered.

Data collection
Data were collected through interviewer-administered 
structured questionnaires. Eligible patients were identified 
from the admission register and screened according to 
the inclusion and exclusion criteria. Following clinical 
stabilisation and prior to discharge, eligible participants and 
their primary caregivers were approached, provided with 
information about the study, and written informed consent 
was obtained from the caregivers. Trained research assistants 
conducted face-to-face interviews with patients in a private 
area within the ward to ensure confidentiality. Completed 
questionnaires were reviewed daily by the principal 
investigator for completeness and consistency to maintain 
data quality.

The questionnaire collected data on socio-demographic 
characteristics (age, sex, marital status, education level, 
employment and type of caregiver), clinical factors 
(psychiatric  diagnosis, number of previous admissions in the 
past 12 months, comorbid medical conditions such as human 
immunodeficiency virus [HIV] or acquired immunodeficiency 
syndrome [AIDS], tuberculosis, diabetes mellitus, and 
hypertension, type of medication given at discharge), and 
behavioural factors (alcohol and substance use, treatment 
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follow-up, drug adherent status and discharge against 
medical advice). Psychiatric diagnoses were obtained from 
patients’ medical records. For analysis, the psychosis category 
referred to non-schizophrenic psychotic disorders, including 
acute psychosis, puerperal psychosis, organic psychosis and 
substance-induced psychosis. Data on social support and 
history of physical and sexual abuse were also collected. 

Variables
The primary outcome variable was psychiatric readmission 
within 3 months of discharge. Participants were asked about 
previous admissions and provided the admission and 
discharge dates of their most recent hospitalisation. These 
dates were verified against hospital records. Patients with a 
new admission within 3 months of the recorded discharge 
date were classified as having psychiatric readmission.

Social support was assessed using a Multidimensional Scale 
of Perceived Social Support (MSPSS) adopted from Zimet 
et  al.,27 a questionnaire consisting of 12 statements that 
explored emotional and practical support from family, 
friends and significant others. Participants were asked to rate 
their level of agreement with each statement on a five-point 
Likert scale, ranging from 1 (strongly disagree) to 5 (strongly 
agree). Overall score ranged from 12 to 60, and higher scores 
reflected stronger perceived social support from family, 
friends and significant others.

History of physical and sexual abuse was assessed using 
the psychosexual harassment questionnaire adapted from 
Sharifi Fard et al.28 The physical abuse section included six 
yes or no questions addressing experiences such as being hit, 
slapped, kicked, struck with objects or subjected to other 
forms of physical punishment causing injury or pain. The 
sexual abuse section included six yes or no questions exploring 
experiences of unwanted sexual contact, harassment, assault 
or coercion. Participants responded ‘Yes’ or ‘No’ to each 
item, with positive responses indicating a history of that 
specific form of abuse. 

Drug adherence status was assessed using the Medication 
Adherence Rating Scale (MARS) adopted from Thompson 
et  al.29 The instrument consists of 10 items with yes or no 
responses that measure both medication-taking behaviour and 
attitudes towards medication. Each ‘adherent’ response was 
scored as 1 and each ‘non-adherent’ response as 0, giving a 
possible total score ranging from 0 to 10. Adherence was 
evaluated based on the overall prescribed psychiatric treatment 
regimen, regardless of whether participants were taking a 
single medication or multiple medications. In this study, 
participants who scored ≥ 6 were categorised as adherent, 
while those scoring < 6 were categorised as non-adherent.

Data analysis
The collected data were cleaned, coded and analysed 
using SPSS version 27.0 (IBM Corp., Armonk, New York, 
United States). Double data entry and consistency checks 
were performed to minimise entry errors. Descriptive 

statistics were used to summarise participant characteristics, 
with means and standard deviations for continuous variables, 
and frequencies and percentages for categorical variables. 
The prevalence of 3-month psychiatric readmission was 
calculated by dividing the number of patients readmitted 
within 3 months of their previous discharge by the total 
number of study participants. 

Bivariate and multivariable analyses were conducted using 
modified Poisson regression with robust error variance to 
identify factors associated with psychiatric readmission. A 
total of 15 independent variables were examined in the 
bivariable analysis. Variables with a p-value < 0.20 (n = 11) 
were entered into the multivariable model to control for 
potential confounders. Treatment adherence status, number 
of previous admissions, comorbid medical conditions and 
alcohol or substance use had p-values > 0.20 and were 
therefore excluded from the multivariable analysis. Variables 
with a p-value < 0.05 in multivariable analysis were 
considered statistically significant.

Ethical considerations
Ethical approval for the study was obtained from the 
Muhimbili University Institutional Review Board (IRB) 
(Ref. DA.282/298/01.C/2283), the Office of the Second 
Vice President of Zanzibar (Ref. CA.33/411/01M/14), 
and the ZAHRI (Ref. ZAHREC/02/ST/JUNE/2024/100). 
Participants were informed about the study purpose and 
procedures in a language and manner appropriate to their 
understanding, and written informed  consent was obtained 
from their primary caregivers because of potential 
fluctuations in decision-making capacity. Data were 
anonymised and stored on a secure, password-protected 
computer, and physical documents were kept in a locked 
cabinet accessible only to the researchers.

Results
Characteristics of the study population 
A total of 311 participants (mean age 36 years, s.d. ± 11 years), 
52.4% female (n = 163), were enrolled. The majority of the 
participants were aged 18–29 years, 36.0% (n = 112), and 
nearly half of participants, 48.6% (n = 151) reported parents 
as their primary caregiver. Schizophrenia was the most 
common diagnosis, affecting 32.5% (n = 101) of participants. 
Detailed information on the sample characteristics is 
presented in Table 1.

Prevalence of psychiatric readmission
Of the 311 participants, 182 were readmitted within 
3 months. The prevalence of psychiatric readmission 
was 58.5% (95% confidence interval [CI]: 52.9% – 63.9%). 
Readmission was more common among males at 64.9% 
compared to females at 52.8% (p-value = 0.030) (Figure 1), 
and highest among those aged 30–39 years at 71.4%, while 
the lowest prevalence was observed in the 18–29 years 
group at 45.5% (p-value = 0.002).
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Factors associated with readmission within 
3 months
The modified multivariable Poisson regression results 
revealed that individuals aged 30–39 years had the highest 

risk of readmission (adjusted prevalence ratio [APR] = 1.47, 
95% CI: 1.16–1.84, p-value = 0.001) compared to those 
aged 20–29 years. Patients with a diagnosis of schizophrenia 
(APR = 1.23, 95% CI: 1.00–1.50, p-value = 0.041) and bipolar 
disorders (APR = 1.69, 95% CI: 1.26–2.26, p-value < 0.001) 
showed an increased risk of readmission compared to 
psychosis. Patients with higher education were also more 
likely to be readmitted compared to those with no formal 
education (APR = 1.61, 95% CI: 1.16–2.22, p-value = 0.010). 
Additionally, physically abused individuals had a 
significantly higher risk of readmission (APR = 1.49, 95% CI: 
1.16–2.22, p-value < 0.001) compared to those without 
such a history. Patients who received both oral and injectable 
medications also had an increased risk of readmission 
(APR = 1.46, 95% CI: 1.37–2.20, p-value < 0.001) (Table 2). 
Patients cared for by their children were less likely to be 
readmitted (APR = 0.38, 95% CI: 0.16–0.89, p-value = 0.025) 
compared to those cared for by parents. Detailed findings are 
summarised in Table 2.

Discussion
In this study of readmission among psychiatric patients 
admitted at a tertiary psychiatric hospital in Zanzibar, 
a high prevalence of 3-month psychiatric readmission 
was observed. Factors associated with increased risk of 
psychiatric readmission were middle-aged adults, being 
employed and having secondary or higher education, 
having schizophrenia and bipolar as diagnosis type, history 
of physical abuse and being prescribed a combination of 
oral and injectable medications.

The readmission rate in Zanzibar is substantially higher 
compared to other countries. In the United States, 
readmission rates within 3 months range from 12%30 to 
21%,31 in South Africa, Behr et al.32 reported a readmission 
rate of 21%. This finding resembles Miller et  al.33 in 
Canada, who also reported a similarly high rate of 57.3%, 
suggesting vulnerability to relapse even in settings with 
more advanced resources. Variations in readmission rates 
across countries can largely be attributed to differences in 
healthcare systems, including access to mental health 
services, availability of medications, community-based 
care programmes and follow-up mechanisms. 

TABLE 1: Characteristics of study population (N = 311).
Variable Number % 

Age (years)
18–29 112 36.0
30–39 91 29.3
40–49 74 23.8
50+ 34 10.9
Gender
Male 148 47.6
Female 163 52.4
Marital status
Single 154 49.5
Married 87 28.0
Divorced or Widowed 70 22.5
Patient occupation
Unemployed 203 65.3
Employed 108 34.7
Education level
None 15 4.8
Primary 76 24.4
Secondary 175 56.3
Higher education 45 14.5
Type of caregiver
Parents 151 48.6
Children 31 10.0
Siblings 78 25.1
Others 51 16.4
Psychiatric diagnosis
Psychosis 88 28.3
Bipolar 51 16.4
Depression 27 8.7
Schizophrenia 101 32.5
Others (OCD, epilepsy) 44 14.1
Social support
Inadequate 146 46.9
Adequate 165 53.1
History of physical abuse
Yes 78 25.1
No 233 74.9
History of sexual abuse
Yes 44 14.1
No 267 85.9
Type of medication given during last discharge
Oral medication 221 71.3
Both (oral and injection) 89 28.7
Treatment adherence status
Adherent 235 75.6
Non-adherent 76 24.4
Number of previous admissions
2 or less 202 65.0
3 or more 109 35.0
Comorbid medical condition
None 301 96.8
One or more comorbidities 10 3.2
Alcohol or substance use
Yes 48 15.4
No 263 84.6

OCD, obsessive complusive disorders.

FIGURE 1: Prevalence of psychiatric readmission within 3 months by gender 
(%, n) (N = 311).
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In Tanzania, persistent challenges such as underinvestment, 
shortage of mental healthcare providers, inadequate 
infrastructure and the absence of a standalone mental health 
policy may explain the higher readmission rates observed in 

this study.34,35 These challenges underscore the urgent need 
for increased investment in mental health services, which 
currently receive only 4% of the national health budget,35 and 
developing a dedicated policy framework to provide strategic 

TABLE 2: Bivariable and multivariable modified Poisson regression analysis results for factors associated with psychiatric readmission.
Predictor Total Number 

readmitted
% Bivariable Multivariable

CPR 95% CI p-value APR 95% CI p-value

Age categories (years)
18–29 112 51 45.5 Ref. Ref. - Ref. Ref. -
30–39 91 65 71.4 1.56 1.23–1.99 < 0.001 1.47 1.16–1.84 0.001
40–49 74 43 58.1 1.27 0.96–1.68 0.088 1.24 0.96–1.59 0.100
50+ 34 23 67.6 1.48 1.09–2.02 0.012 1.42 0.92–2.02 0.066
Gender
Female 163 86 52.8 Ref. Ref. - Ref. Ref. -
Male 148 96 64.9 1.22 1.01–1.48 0.031 0.88 0.74–1.06 0.196
Marital status
Single 154 100 64.9 Ref. Ref. - Ref. Ref. -
Married 87 52 59.8 0.92 0.74–1.13 0.434 0.92 0.73–1.16 0.496
Divorced or Widowed 70 30 42.9 0.66 0.49–0.88 0.006 0.82 0.59–1.13 0.242
Education level
None 15 6 40.0 Ref. Ref. - Ref. Ref. -
Primary 76 35 46.1 1.15 0.59–2.24 0.678 1.60 0.99–2.59 0.052
Secondary 175 108 61.7 1.54 0.82–2.89 0.178 1.62 1.04–2.51 0.032
Higher education 45 33 73.3 1.83 0.96–3.49 0.065 1.88 1.16–3.03 0.010
Caregiver
Parents 151 86 57.0 Ref. Ref. - Ref. Ref. -
Children 31 6 19.4 0.34 0.16–0.70 0.004 0.38 0.16–0.89 0.025
Siblings 78 62 79.5 1.39 1.16–1.66 < 0.001 1.08 0.87–1.35 0.438
Others 51 28 54.9 0.96 0.72–1.28 0.801 0.89 0.71–1.12 0.248
Occupation
Unemployed 203 110 54.2 Ref. Ref. - Ref. Ref. -
Employed 108 72 66.2 1.23 1.02–1.47 0.027 1.29 1.06–1.65 0.009
Psychiatric diagnosis
Psychosis 88 45 51.1 Ref. Ref. - Ref. Ref. -
Bipolar 51 37 72.5 1.41 1.08–1.84 0.010 1.69 1.26–2.26 < 0.001
Depression 27 5 18.5 0.36 0.16–0.82 0.015 0.52 0.22–1.23 0.139
Schizophrenia 101 70 69.3 1.35 1.06–1.72 0.014 1.23 1.00–1.50 0.041
Others (OCD, epilepsy) 44 25 56.8 1.11 0.80–1.84 0.530 1.13 0.79–1.60 0.491
History of physical abuse
No 233 115 48.4 Ref. Ref. - Ref. Ref. -
Yes 78 67 85.9 1.74 1.48–2.03 < 0.001 1.49 1.22–1.83 < 0.001
History of sexual abuse
No 267 150 56.2 Ref. Ref. - Ref. Ref. -
Yes 44 32 72.7 1.29 1.05–1.59 0.016 1.16 0.90–1.50 0.227
Type of medication
Oral 221 101 45.7 Ref. Ref. - Ref. Ref. -
Oral and Injection 89 81 91.0 1.99 1.70–2.33 < 0.001 1.46 1.46–2.20 < 0.001
Social support
Adequate 165 109 66.1 Ref. Ref. - Ref. Ref. -
Inadequate 146 73 50 0.75 0.62–0.92 0.005 0.80 0.80–1.13 0.605
Treatment adherence status
Adherent 235 133 56.6 Ref. Ref. - - - -
Non-adherent 76 49 64.5 1.13 0.93–1.39 0.204 - - -
Number of previous admissions
2 or less 202 114 56.4 Ref. Ref. - - - -
3 or more 109 68 62.4 1.10 0.91–1.33 0.300 - - -
Comorbid medical condition
None 301 176 58.4 Ref. Ref. - - - -
One or more comorbidities 10 6 60.0 1.02 0.61–1.71 0.922 - - -
Substance use
No 263 151 57.4 Ref. Ref. - - - -
Yes 48 31 64.5 1.12 0.89–1.42 0.324 - - -

CPR, crude prevalence ratio; APR, adjusted prevalence ratio; CI, confidence interval; OCD, obsessive complusive disorders; Ref., reference.
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direction and strengthen accountability.36 Evidence from 
neighbouring countries, such as Kenya, shows that investing 
in mental health yields long-term health, social and economic 
benefits,37 suggesting similar potential gains for Tanzania.

The study showed that patients aged 30–39 years had a 
higher risk of readmission compared to the youngest group 
(18–29 years). This finding resembles Everet et al.19 in 2022 in 
Pennsylvania, who also reported high readmission rates 
among these patients. Higher relapses and hospitalisation 
rates in this age group may be because of cumulative illness 
burden and life stressors.38,39 Patients cared for by children 
had a much lower risk of readmission compared to those 
cared for by parents. This finding suggests that adult children 
may provide more consistent and supportive monitoring 
than parents.40 However, this finding may reflect underlying 
differences in patient characteristics, as parents may be more 
likely to care for middle-aged individuals who already have 
a higher risk of readmission. This study urges the need to 
actively involve adult children in the patient’s care plan, 
engaging them as integral caregivers can strengthen 
adherence, enhance early detection of relapse and ultimately 
reduce the risk of psychiatric readmission.

Patients with higher education were more likely to be 
readmitted than those with no formal education. This finding 
differs from previous studies reporting that higher 
educational attainment is generally associated with better 
health outcomes.41,42 One possible explanation is that 
individuals with higher education may be more likely to 
recognise early signs of relapse and seek readmission 
promptly when symptoms recur.42 In addition, they may 
return to work or academic activities sooner after discharge, 
where increased responsibilities and stress could contribute 
to symptom exacerbation and the need for readmission.43,44 
Further studies are needed to understand the mechanisms 
underlying this relationship.

Patients receiving both oral and injectable medications had a 
significantly higher risk of readmission than those receiving 
oral medication alone. This association likely reflects greater 
illness severity rather than the effect of the medication given, 
as combination therapy is often prescribed for patients with 
recurrent relapses, poor response to treatment or difficulties 
with medication adherence.45,46 Complex treatment regimens 
and antipsychotic-related adverse effects may further 
contribute to inconsistent adherence, increasing the risk of 
symptom exacerbation and subsequent hospitalisation.24,47 
These findings highlight the importance of individualised 
discharge planning, adherence support and close post-
discharge follow-up for patients requiring combined treatment.

In this study, one quarter of participants reported a history 
of physical abuse, and these patients had nearly twice 
the risk of psychiatric readmission compared to those 
without such a history. This finding aligns with previous 
research showing that trauma and abuse have long-term 
psychological effects that can worsen psychiatric symptoms, 
reduce coping ability and increase vulnerability to relapse 

and hospitalisation.30,31 Similarly, patients diagnosed with 
bipolar disorder and schizophrenia were at the highest 
risk of readmission. Similar findings were reported by 
Stewart et  al.14 and Caseiro et  al.,45 who also reported 
higher readmission rates among patients. The recurrent 
nature of bipolar disorder and the chronic course of 
schizophrenia, often accompanied by challenges in 
treatment adherence, contribute to frequent relapses and 
hospitalisations.45,46,48 These findings underscore the need 
for trauma-informed care, closer monitoring and tailored 
follow-up strategies for patients with severe mental disorders 
to improve long-term outcomes and reduce repeated 
admissions.

In this study, 15.4% of participants reported a history of drug 
use. This proportion was lower than that reported in previous 
studies from Tanzania (32.7%) and Botswana (85.1%).49,50 The 
difference may partly be explained by variations in the 
definition and assessment methods. Both of these studies used 
the Alcohol, Smoking and Substance Involvement Screening 
Test (ASSIST), which provides a comprehensive assessment of 
lifetime and recent substance use as well as substance-related 
problems,51 and may therefore identify more individuals 
with previous substance exposure, whereas the present 
study assessed only drug use within the last 3 months.

The present study did not find a significant association 
between substance use and psychiatric readmission. This 
finding contrasts with previous studies that identified 
substance use as a risk factor for psychiatric readmission.8,19 
The absence of an association in the present study may be 
explained by the relatively small number of participants 
reporting a history of drug use, which may have limited the 
statistical power to detect a significant effect.52,53 However, 
given the well-established association between substance use 
and adverse psychiatric outcomes,8,19 routine screening and 
appropriate management of substance use should remain 
integral components of psychiatric care.

This study has some limitations that should be considered. 
Data were collected from a single tertiary psychiatric facility, 
which may limit generalisability to other settings. In addition, 
the use of convenience sampling could introduce selection 
bias, as a result, certain groups of patients may have 
been overrepresented, while others may have been 
underrepresented. This limits the ability to generalise the 
findings to the broader population of psychiatric patients. 
Future research should include multiple facilities and employ 
more representative sampling methods. Moreover, qualitative 
studies exploring patient experiences, healthcare provider 
perspectives and systemic challenges in psychiatric care could 
provide deeper insights into factors influencing readmission.

Conclusion
The prevalence of psychiatric readmission within 3 months 
was found to be high, underscoring a significant 
burden on both the healthcare system and affected 
patients. These findings highlight the urgent need to 
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strengthen mental healthcare services and post-admission 
care. Interventions should focus on high-risk groups, 
including middle-aged individuals, patients diagnosed 
with schizophrenia and bipolar disorders, patients with 
a history of physical abuse, higher education and 
those requiring combination treatment to break the cycle 
of readmission and promote long-term mental health 
recovery.
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