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Abstract

:

Suicide is a serious problem globally, especially in Europe, with suicide rates varying between different countries. Self-harm is a known risk factor for dying by suicide and represents an opportunity to intervene in order to treat any associated mental illness and reduce risk. This study aimed to compare the characteristics of people presenting to hospital with self-harm at two clinical sites: Galway, Ireland and Kaunas, Lithuania. Data were obtained from the services’ database and anonymised for analysis. Over a 5-month period, 89 patients presented with self-harm at the Lithuanian site and 224 patients presented with self-harm at the Irish site. This study found significant differences in presentation, diagnosis and treatment between the two sites. All patients at the Lithuanian site were admitted to psychiatry, compared to 22% of patients at the Irish site (p < 0.001). In Lithuania, the main clinical diagnoses were adjustment disorder (37.1%) and major depression (20.2%), compared to substance misuse being the main clinical diagnosis (33.8%) in Ireland (p < 0.001). There were significant differences in the prescription of psychotropic medications (which were three times more commonly prescribed at the Lithuanian site) after controlling for age, gender and psychiatric history (p < 0.001). Further research is required to understand the cultural context behind and further association between hospitalisation and future death by suicide.
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1. Introduction


Suicide is the eighteenth leading cause of death internationally, with approximately 800,000 people dying each year [1]. Europe in particular has high rates of death by suicide, with 15.4 per 100,000 people dying by suicide per year on average. Lithuania has the world’s highest suicide rate: a rate of 31.9 per 100,000 [1].



Suicidal behaviours, including self-harm, may be regarded as complex socio-cultural phenomena, and are not always associated with mental illness [2,3,4]. Self-harm is defined as “any act of self-poisoning or self-injury carried out by an individual irrespective of motivation. This commonly involves self-poisoning with medication or self-injury by cutting. There are several important exclusions that this term is not intended to cover. These include harm to the self, arising from excessive consumption of alcohol or recreational drugs, or from starvation arising from anorexia nervosa, or accidental harm to oneself” [5,6].



The topic of suicide and suicide attempts is highly complex and involves a range of risk factors (including the male gender, socio-economic marginalisation, adverse childhood experiences, stigma, cultural factors and mental illness), which can pre-dispose an individual to mental illness and distress and are also associated with suicidal ideations, behaviours and even suicide. Men are known to have a significantly higher rate of suicide than women (who have higher rates of self-harm), and the rate of attempted suicides decreases with age (specifically in those who are over 65) while the rate of death by suicide increases [7]. A study of self-harm in adolescents found that 16.4% of the participants wished to die but had no other risk factors for suicide [8]. In addition, there are cultural variations in the expression of distress both within and without the context of mental illness [9,10].



Suicidal ideation and behaviours may be associated with various mental disorders, including major depression, adjustment disorders and borderline personality disorder [11,12,13,14]. Borderline personality disorder in particular carries a high risk of self-harm and suicidal behaviours, as well as an elevated risk of dying by suicide [14]. A study of patients with chronic depression and suicide attempts reported that 20% of participants had a previous suicide attempt [15]. A US-based study demonstrated the difficulties in attributing suicidal ideations and behaviours to any one mental illness, and reported that 80% of those with a history of suicidal behaviours had a previous mental illness [16]. Self-harm is a major risk factor for future death by suicide: a meta-analysis conducted by Carroll et al reported that 1 in 25 patients with a history of self-harm die by suicide within 5 years [17].



Substance abuse and alcohol abuse are associated with increased suicide ideation, suicide attempts and suicide [18]. Roche et al reported that alcohol consumption per capita is closely related to suicide rate and that the type of alcohol is also associated with suicide (i.e., they noted that wine consumption seemed to have no association with suicide, but higher spirit consumption per capita was associated with both male and female suicide rates and beer consumption per capita was only associated with male suicide rates) [19]. Some studies explored the relationship between previous suicide attempts and the method used by those who died by suicide. They found that those who have died by suicide with a history of prior suicide attempts were twice as likely to die by poisoning rather than firearms [20]. Research from Lithuania has shown an association between alcohol and self-harm: over 70% of male patients presenting with self-harm were identified as having problem-drinking [21].



An individual’s recent discharge from a psychiatric hospital is a risk factor for suicide, which is related to mental illness: multiple studies, including Irish studies, have indicated that the risk of suicide is higher after discharge from a psychiatric hospital [22]. A study published in 2017 showed that the post-discharge suicide rate was 484 per 100,000 individuals and that the risk of suicide is exceptionally higher in the 3-month period post-discharge. This study reported that the risk of dying by suicide post-discharge is higher in patients who were admitted due to suicidal ideas or self-harm [23].



Irish research in the area of self-harm found that variations in services available may lead to differences in assessment rates and the treatments offered; in particular, the availability of specialist mental health staff in the emergency departments and in the acute hospital may determine the proportion of patients who receive guideline-based care, and local bed availability will determine the threshold for psychiatric admission [24]. The variation in this practice in Ireland alone ranges from 10–74%, depending on the hospital [25].



Lithuania has a high suicide rate. Although few studies have been conducted on the relationship between suicide and self-harm in Lithuania, one study found a correlation between hanging as the method of suicide and socio-economic status [26]. In Ireland, a study examined hospital-treated self-harm and suicide in the west of Ireland. They discovered that the relationship between the suicide rate and para-suicidal behaviour in Ireland significantly varied by age, gender and marital status. They reported that the most commonly-used method of self-harm was drug overdose, and, like Lithuania, hanging was the most commonly used method of suicide [27].



Although both countries provide free mental health care, there are differences in the configuration of mental health services between Ireland and Lithuania. In Ireland, the bulk of mental healthcare is delivered on an outpatient basis, with relatively low admission rates. Ireland has one on the lowest rates of available psychiatric beds in Europe (23/100,000 (one-third of the European average of 70/100,000)), and mental health services only receive 6% of the health budget [28]. Since 2013, there has been an National Clinical Programme implemented to improve the management of people who present with self-harm to emergency departments (ED), which has developed key performance indicators, such as a minimal number of people leaving before assessment, the involvement of caregivers in assessment and the formulation of emergency care plans [29]. Lithuania, on the other hand, has nearly double the proportion of psychiatric beds (42/10,000). In the past 20 years, there has been a significant move towards the development of community-based mental health services. This has been further strengthened by the “Programme of Implementation of the Mental Health Strategy” in 2008 [30,31].



The aim of this study was to compare demographic variables, clinical characteristics and the psychiatric treatment of patients presenting with self-harm over a 5-month period from January–May 2019 at two centres: one in Ireland and the other in Lithuania.




2. Materials and Methods


This is a cross-sectional study of patients presenting with self-harm (including those with suicidal intent) over a 5-month period from January–May 2019 at two hospitals: one in Lithuania and one in Ireland. We use the term “self-harm” throughout to include the full spectrum of self-injurious behaviours from non-suicidal self-injury to serious suicide attempts, as without any formal measure of intent it is inaccurate to describe these presentations as suicide attempts, although some of these presentations were indeed suicide attempts [5].



This study examined the characteristics of patients presenting to two university hospitals with self-harm. The Lithuanian site is a large (2000 bed) university hospital in the city of Kaunas (Kaunas Klinicos (KK)) and serves the local population; the city has a population of 328,763 people. The site in Ireland is a university hospital (850 beds) in the city of Galway (University Hospital Galway (UHG)), which has a population of 79,934 people. Both hospitals have the regional EDs on-site. The registries of all patients who presented to the ED with self-harm were examined at both sites.



The following demographic variables were collected at both sites: age, gender, primary clinical psychiatric diagnosis based on ICD-10, psychiatric history, method of self-harm and management strategy, including the psychotropic medications prescribed.



The population selected in this study included patients who presented with self-harm from 1 January 2019 to 31 May 2019 in KK and UHG. This study utilised the database held by the liaison psychiatry team at UHG, which included all self-harm presentations to the service via the ED or from medical/surgical wards. This database is maintained to monitor service activity and needs. The data were anonymised, and episode of self-harm were separated out and analysed. Similar data were extracted from patient files at KK.



Data were analysed with SPSS using Chi-square (χ2) tests to compare nominal variables between the two groups and t-tests or Mann–Whitney u-tests to compare scale variables. Logistic regression was conducted to examine differences between UHS and KK while controlling for confounding variables. The data were analysed as a whole, then analysed by site. Differences were considered statistically significant when p < 0.05.



Ethical approval from the Department of Bioethics and the Bioethics Committee at the Lithuanian University of Health Sciences (LUHS) was obtained. Ethical approval for the UHG arm of the study was granted by the Saolta Clinical Research Ethics Committee.




3. Results


In the 5-month period of this study, 89 patients presented with self-harm at KH, and 214 patients presented with self-harm at UHG. Further detail is provided in Table 1.



At KK, the mean age was 40.6 years, and the majority of patients were male (n = 46; 51.7%). The majority of patients were referred from the ED, with only 5.6% and 10.1% referred from medical/surgical wards and critical care, respectively. The most common method of self-injury was poisoning, with 60 people utilizing that method (67.4%). Over three-quarters of these patients (78.7%) had a past psychiatric history. All patients who presented with self-harm (100%) had a previous psychiatric admission. At both sites, the diagnosis was made based on the initial full psychiatric assessment along with further montioring during inpatient admission if indicated. The majority of patients (95.5%) were prescribed a psychotropic medication (Table 2).



At UHG, the mean age of the patients was 31.2 years, and a majority of patients were female (59.8%). The majority (90.2%) were referred from the ED, with only 3.3% and 6.5% referred from medical/surgical wards and critical care, respectively. The most common method of self-injury was poisoning, with 122 people utilizing that method (57%). Over half of the patients (59.2%) had a past psychiatric history. One-fifth of patients who presented with self-harm (22%) had a psychiatric admission. Half of those patients presenting with self-harm (50.5%) were prescribed a psychotropic medication.



The patients presenting with self-injury at KK were significantly older, with a mean age over 9 years greater than the ages of those in UHG (p < 0.001). Although a majority of the patients in Kaunas were male (51.7%) and a majority of the patients in Galway were female (59.8%), this difference was not statistically significant (p = 0.066). There were no significant differences in the source of referral or the method of self-harm between the two sites. In Kaunas, patients presenting with self-harm were significantly more likely to have a psychiatric history than those presenting with self-harm at UHG (p = 0.001). There were significant differences in diagnosis between the two sites (p < 0.001): The most common diagnosis at KK was adjustment disorder, where it was diagnosed in 33 (37.1%) of patients presenting with self-harm. This was the fifth most common diagnosis at UHG (9%). The most common diagnosis at UHG was substance misuse disorder (33.8%), which was the joint fourth most common diagnosis at KK (7.9%).



It is noteworthy that 86% of patients at the Galway site were assessed and discharged within 2 hours of referral to liaison psychiatry (or the psychiatric doctor on call during outside normal working hours). At KK, 95.5% patients were prescribed psychotropic medication, nearly double the proportion of patients prescribed psychotropic medication at UHG (50.5%) (p < 0.001). Patients at KK received a significantly greater number of medications (mean 1.73 (SD 0.8)) compared with mean 0.57 (SD 0.63) at UHG (p < 0.001). When those patients who were admitted to hospital only were examined at both sites, there were no significant differences between the two groups in terms of age, gender, referral source, psychiatric history or method of self-harm (Table 3).



There were significant differences in primary psychiatric diagnosis and treatment (Table 4). A diagnosis of an active depressive episode was twice as common in the group admitted to UHG (39.3 %) as it was for the group admitted to KK (20.2). Adjustment disorder was the most common diagnosis in KK (37.1%), but no patients admitted with self-harm at UHG received this diagnosis (p < 0.001). In Kaunas, 95.5% of patients were prescribed psychotropic medication, nearly double the proportion of patients who received psychotropic medication at UHG (55.3%) (p < 0.001). Patients at KK received a significantly greater number of medications (1.73 per patient on average (SD 0.8)), compared to 0.66 per patient on average (SD 0.7) at UHG (p < 0.001). Patients at KK were significantly more likely to receive a prescription for an antipsychotic (p < 0.001) or a benzodiazepine (p < 0.001), that those at UHG.



When the differences between the two sites were examined using logistic regression after controlling for age, gender and psychiatric history, there were significant differences in the prescription of medications between KK compared with UHG as described in Table 5. (OR 3.02; p < 0.001; CI 0.334–1.414).




4. Discussion


The results show significant differences between the patients presenting with self-harm at the two sites studied. KK patients were significantly older than the patients at UHG (p < 0.001). There was a significant difference in psychiatric history between the two sites: 78.7% of patients in KK had a previous psychiatric history, as compared to 59.2% of patients at UHG (p < 0.001). These differences were no longer significant when the UHG patients who were not admitted to psychiatry were excluded. The differences in patient management were clear—all patients at KK were admitted to psychiatry, compared with 22% of patients at UHG. Patients at KK were significantly more likely to be prescribed medication, a difference that remained significant after logistic regression.



The literature has established that a previous psychiatric history is an important risk factor for suicide, with diagnoses of major depression, adjustment disorder, with borderline personality disorder and substance misuse being particularly prominent risk factors [2,3,4]. The findings of this study were congruent with those of the literature, although the prevalence of each condition differed significantly between the two sites: adjustment disorder, the most common diagnosis at KK (37.1%), was only diagnosed in 9% in the UHG cohort, and fell to 0% in the UHG population admitted to psychiatry. Substance misuse was the most common primary diagnosis in UHG (33.8%), but only represented 7.9% of the KK population’s diagnoses. This is surprising given the established association between alcohol and self-harm in previous Lithuanian research [21]. Our database captured the primary diagnosis and did not include any details on secondary diagnoses: it is possible that substance misuse may have been a secondary diagnosis in some of these cases. This difference in diagnosis can be due to many factors, including the history of the patients, different systems of health care and even the difference in culture between the two countries.



It is worth noting that the prevalence of depressive episodes was similar at the two sites and was the second leading diagnosis at each: 20.2% of the diagnoses involved depressive episodes at KK and 20.3% of the diagnoses involved depressive episodes at UHG (rising to 39.3% of the UHG cohort who were admitted to psychiatry, where it was the most common diagnosis). Substance misuse is an established risk factor for self-harm and suicidal behaviours, so finding high amounts of this diagnosis are congruent with the literature [13,32,33,34].



This study found no significant difference in the method of self-harm used by patients between the two hospitals. In both sites, the majority of patients used poisoning as a method of suicide. A smaller number of patients used more potentially lethal methods such as hanging or drowning (approximately 11% at each site). Previous studies of methods used in self-harm compared the potential lethality of each method and the degree of suicidal intent. They reported that methods which are associated with greater potentially lethality were associated with higher levels of suicidal intent [35]. Certain high-lethality methods of self-harm such as hanging and jumping from a large height have an association with future death by self-harm [36,37,38].



At both sites, the main source of referral was through the ED. However, the rate of referrals from the critical care unit at KK was higher than the rate of referrals from the critical care units at UHG, which may indicate a greater severity of suicidal intent for patients at KK. Patients who require treatment in critical care units are likely to have died without treatment and may have more similarities to people who die due to self-harm rather than to those who may be discharged from the emergency department with no physical treatment required [39].



At KK, there was a 100% admission rate, while at UHG the rate of admission was 22%. These may represent radically different policies and reflect the differences in the delivery of mental health care in the two countries. It may also suggest that the patients presenting to KK are more severely unwell. A recent study showed that the risk of suicide is higher in the 3-month period post-discharge [23]. It is difficult to understand whether this has any relationship to the suicide rates in the two countries: it may be that a blanket policy to admit everyone for a period of time following an episode of self-harm at KK is in response to the country’s high suicide rates. Ireland’s number of mental health beds have dropped to 25% of the number of beds available in 2015, and, as a result, admission is only an option for people with severe mental illnesses [40]. When patients who were not admitted at UHG were omitted from the analysis, many of the differences between the two groups were no longer significant, suggesting the patients who were admitted at both sites may have represented more similar levels of illness severity. In addition to the very different admission policies, there are differences in the configuration of services across the two countries. Ireland has changed from historically having very large numbers of patients in psychiatric facilities to having one of the lowest rates of psychiatric bed availability in Europe [28]. Lithuania has undergone changes in the delivery of psychiatric services in recent decades, with significant reductions in the durations of admissions and of inpatient beds alongside the creation of community-based treatment programmes [28,30,31,41]. There are also differences in the prevalence of suicide and substance misuse across the two countries [1,21].



The prescription of medications (either on this assessment or pre-existing prescriptions) varied significantly between the two sites. The percentage of patients who were prescribed psychotropic medications at KK was almost double that at UHG. At KK, the most prescribed medications were antipsychotics (68.5%), followed by benzodiazepines (52.8%) and antidepressants (49.4%). Meanwhile at UHG, antidepressants were the most commonly prescribed medications (34.1%, which is still lower than that at KK), and only 3.3% of patients were prescribed benzodiazepines. This result shows the significant difference in the prescription of medications between the two sites and may reflect the differences in diagnosis between the two sites and the difference in the degree of associated psychopathology. It also may highlight the differences in the management of mental disorders between the two countries. The ready availability of medications may be seen as providing an easy method of self-harm; however, there is some evidence that being prescribed psychotropics may reduce self-harm, via a reduction in alcohol ingestion [42].



The limitations of this study include the difference in language at each site (Lithuanian at KK and English at UHG). Another limitation was the lack of information regarding previous suicide attempts and substance abuse. Seeing as this was a retrospective study, it was not possible to obtain a measure of suicidal intent, and, therefore, we have included all presentations with self-harm, regardless of intent. This is a database study, which limits the available data: for example, it does not include data regarding which members of the multi-disciplinary team provided input (e.g., psychological therapies) and there are no data on secondary diagnoses, nor does it include details of patients who died of their injuries after arrival in hospital (the databases included only those referred for a psychiatric opinion). This study does not capture the delivery of psychological therapies, as these would usually be referred through community or outpatient services. This is the first study to examine the differences in the patterns of self-harm between Lithuania and Ireland.



Further research is needed to further explore the variables associated with self-harm: we need prospective studies which include measures of intent and which follow patients presenting with self-harm over years (and decades) to determine their clinical outcomes. There is a need for research to incorporate patient-reported outcomes, and to capture in detail the cultural and social factors that may help improve understanding of the differences in the presentation of mental illness and distress across different cultures and countries.




5. Conclusions


The two sites in two different European Union countries showed significant differences in the diagnosis and treatment of self-harm. It is difficult to comment on the degree to which the culture or the clinical approach to the management of mental health difficulties may contribute to the differential in suicide rate between the two countries.
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Table 1. Basic demographic & clinical details of patients presenting with self-harm at the two sites.






Table 1. Basic demographic & clinical details of patients presenting with self-harm at the two sites.





	

	
Kaunas

	
Galway

	
p-Value






	
Age in Years, Mean (SD)

	
40.6 (17.8)

	
31.2 (14.8)

	
<0.001 1




	
Gender

	
Female, n (%)

	
43 (48.3)

	
128 (59.8)

	
0.066 2




	
Male, n (%)

	
46 (51.7)

	
86 (40.2)




	
Source of referral

	
Emergency Department (ED), n (%)

	
75 (84.3)

	
193 (90.2)

	
0.336 2




	
Medical/surgical wards, n (%)

	
5 (5.6)

	
7 (3.3)




	
Critical care, n (%)

	
9 (10.1)

	
14 (6.5)




	
Method of self-harm

	
Poisoning, n (%)

	
60 (67.4)

	
122 (57)

	
0.083 2




	
Cutting, n (%)

	
18 (20.2)

	
59 (27.6)




	
Drowning, n (%)

	
1 (1.1)

	
11 (5.1)




	
Hanging, n (%)

	
9 (10.1)

	
13 (6.1)




	
Other, n (%)

	
1 (1.1)

	
9 (4.2)




	
Psychiatric history, n (%)

	
70 (78.7)

	
106 (59.2)

	
0.001 2




	
Diagnosis

	
Depression, n (%)

	
18 (20.2)

	
27 (20.3)

	
<0.001 2




	
Adjustment disorder, n (%)

	
33 (37.1)

	
12 (9)




	
Personality disorder, n (%)

	
3 (3.4)

	
24 (18)




	
Substance misuse, n (%)

	
7 (7.9)

	
45 (33.8)




	
Anxiety disorder, n (%)

	
7 (7.9)

	
16 (12)




	
SMI (Psychosis or BPAD), n (%)

	
15 (16.9)

	
5 (3.8)




	
Other, n (%)

	
6 (6.7)

	
4 (3.0)




	
Admission rate to psychiatric unit, n (%)

	
89 (100)

	
47 (22)

	
<0.001 2








1 Independent Sample T-test; 2 Chi Square test. Significant values in bold typeface. SMI = severe mental illness; BPAD = bipolar affective disorder.
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Table 2. A comparison between the prescription rate of psychotropic medications at the two sites.






Table 2. A comparison between the prescription rate of psychotropic medications at the two sites.











	
	Kaunas
	Galway
	p-Value





	Medications, n (%)
	85 (95.5)
	108 (50.5)
	<0.0012



	Medication type
	
	
	



	Antidepressant, n (%)
	44 (49.4)
	73 (34.1)
	0.0092



	Mood stabiliser, n (%)
	3 (3.4)
	13 (6.1)
	0.257 2



	Antipsychotic, n (%)
	61 (68.5)
	27 (12.6)
	<0.0012



	Benzodiazepine, n (%)
	47 (52.8)
	7 (3.3)
	<0.0012



	Antihistamine, n (%)
	0
	2 (0.9)
	0.498 2



	Number of medications, mean (SD)
	1.73 (0.822)
	0.57 (0.63)
	<0.001 1







1 Independent Sample T-test; 2 Chi Square. Significant values in bold typeface.
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Table 3. Basic demographic and clinical details of patients presenting with self-harm who were admitted to a psychiatric unit at the two sites.






Table 3. Basic demographic and clinical details of patients presenting with self-harm who were admitted to a psychiatric unit at the two sites.





	

	
Kaunas n = 89

	
Galway n = 47

	
p-Value






	
Age in Years, Mean (SD)

	
40.6 (17.8)

	
38.6 (16.2)

	
0.528 1




	
Gender

	
Female, n (%)

	
43 (48.3)

	
22 (46.8)

	
0.876 2




	
Male, n (%)

	
46 (51.7)

	
25 (53.2)




	
Source of referral

	
ED, n (%)

	
75 (84.3)

	
42 (89.4)

	
0.709 2




	
Medical/surgical wards, n (%)

	
5 (5.6)

	
2 (4.3)




	
Critical care, n (%)

	
9 (10.1)

	
3 (6.4)




	
Method of self-harm

	
Poisoning, n (%)

	
60 (67.4)

	
33 (70.2)

	
0.07 2




	
Cutting, n (%)

	
18 (20.2)

	
4 (8.5)




	
Drowning, n (%)

	
1 (1.1)

	
2 (4.3)




	
Hanging, n (%)

	
9 (10.1)

	
4 (8.5)




	
Other, n (%)

	
1 (1.1)

	
4 (8.5)




	
Psychiatric history, n (%)

	
70 (78.7)

	
27 (71.1)

	
0.356 2




	
Diagnosis

	
Depressive episode, n (%)

	
18 (20.2)

	
11 (39.3)

	
0.0012




	
Adjustment disorder, n (%)

	
33 (37.1)

	
0 (0)




	
Personality disorder, n (%)

	
3 (3.4)

	
6 (21.4)




	
Substance misuse, n (%)

	
7 (7.9)

	
5 (17.9)




	
Anxiety disorder, n (%)

	
7 (7.9)

	
1 (3.6)




	
SMI (Psychosis/ BPAD), n (%)

	
15 (16.9)

	
3 (10.7)




	
Other, n (%)

	
6 (6.7)

	
2 (7.1)








1 Independent Sample T-test; 2 Chi Square. Significant values in bold typeface. Scheme 22. in Galway (p < 0.001).
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Table 4. The prescription of psychotropic medications at the two sites for patients admitted to a psychiatric unit.
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	Kaunas
	Galway
	p-Value





	Medications, n (%)
	85 (95.5)
	25 (55.3)
	<0.001 2



	Medication type
	
	
	



	Antidepressant, n (%)
	44 (49.4)
	17 (36.2)
	0.139 2



	Mood stabiliser, n (%)
	3 (3.4)
	4 (8.5)
	0.197 2



	Antipsychotic, n (%)
	61 (68.5)
	7 (14.9)
	<0.001 2



	Benzodiazepine, n (%)
	47 (52.8)
	3 (6.4)
	<0.001 2



	Antihistamine, n (%)
	0
	0
	



	Number of medications, mean (SD)
	1.73 (0.822)
	0.66 (0.7)
	<0.001 1







1 Independent Sample T-test, 2 Chi Square tests. Significant values in bold typeface.
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Table 5. Comparison of the co-variates of self-harm by logistic regression, with site as dependant variable.






Table 5. Comparison of the co-variates of self-harm by logistic regression, with site as dependant variable.











	
	Odds Ratio
	p-Value
	CI





	Age
	27.8
	<0.001
	0.946–0.983



	Gender
	2.1
	0.143
	0.853–3.007



	Medications
	3.02
	<0.001
	0.017–0.143



	Psychiatric history
	2.6
	0.308
	0.334–1.414







Significant values in bold typeface.
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