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Abstract 
 

Objective: Violent suicide attempts, such as jumping from a height, frequently lead to hospitalization 

in general hospital with high length of stay (LOS). We investigated features associated with LOS in 

this context. 

Methods: We retrospectively included all patients admitted after suicide attempts by jumping in non-

psychiatric wards of a university hospital between 2008 and 2016. Several socio-demographic and 

clinical data were collected, including psychiatric diagnoses, coded with the International Classification 

of Diseases-10th Revision. We used general linear models to identify factors associated with LOS.  

Results: Among 225 patients (125 men; mean age ± sd: 37.5 ± 15.4 years), several clinical factors 

were independently associated with a longer LOS: number of injuries (β=8.2 p<0.001), external fixator 

(β=18.1 p=0.01), psychotic disorder (β=14.6 p=0.02) and delirium (β=16.6 p=0.005). Admission in 

psychiatric ward at discharge tended to be associated with lower LOS (β=-15.3 p=0.07). 

Conclusion: In patients admitted in medical setting after suicide attempt by jumping, the presence of 

a psychotic disorder may increase LOS by several days, and indirectly costs of hospitalization, to a 

similar extent of non-psychiatric factors. The association of transfer in psychiatric ward with lower LOS 

suggests that the psychiatric disorder might interfere with medical care. 

 

Keywords: consultation liaison psychiatry, jumping, length of stay, suicide attempt 



Introduction 

Suicide kills around 800,000 people in a year, accounting for about 1.4% of all deaths worldwide [1]. In 

young adults, it is even the second cause of death. Suicide prevention is thus a major public health 

issue.  

Suicide by violent means, such as hanging, firearms or jumping, represents about 74% of all 

completed suicides in France [2]. In Paris area, jumping from a height is particularly frequent, with 

14% of suicides made by this method [2]. From a clinical point of view, violent suicide attempts have 

been found to be particularly associated with severe mental disorders [3,4],such as schizophrenia [5–

12] sometimes even before the diagnosis [13], and to predict later completed suicide [14,15]. Taken 

together, these findings suggest that a particular attention should be paid after violent suicide 

attempts.  

Moreover, lethality of such violent attempts is extremely high, reaching 50 to 95% after jumping from a 

height [16–18]. When non-lethal, medical non-psychiatric consequences are much more frequent in 

comparison with non-violent suicide attempts [15,17]. After jumping, the most frequently reported 

consequences are multiple traumatic injuries, especially spine, pelvis and limbs and neurological 

damage [19]. Such heavy damage often leads to admission in general hospital [2]. However, little is 

known about socio-demographic and clinical factors associated with LOS in general hospital after 

violent suicide attempts. Only one recent study investigated these factors among 113 patients having 

attempted suicide by jumping [20]. The authors reported that LOS was significantly associated with 

schizophrenia, height of the fall and the number of injuries. However, this study took into account few 

potential confounders (diagnosis status, height of the fall and the number of injuries) and examined 

only the global LOS, including the period of psychiatric and rehabilitation care in which LOS may be 

differently associated with socio-demographic and clinical variables compared with acute care wards. 

Indeed, a longer LOS in psychiatric ward and related costs may be justified for an adequate 

management of patients with severe mental disorders. Therefore, such a finding would be both self-

evident and unlikely to signal unmet needs regarding the clinical management of these patients. In 

contrast, an association of severe mental disorders with a longer LOS in non-psychiatric ward may 

signal the need to devote more resources for the management of these patients. Further studies are 

thus required to investigate factors associated with LOS specifically in general hospital, and to 

examine in which extent these factors are associated with LOS.  



In this retrospective study, we aimed to assess socio-demographic and clinical factors associated with 

LOS among patients hospitalized in a general hospital after suicide attempt by jumping. As we sought 

to evaluate the management of suicide attempters in non-psychiatric department, we deliberately 

focused on patients admitted in medical and surgical ward and not in psychiatric ward. 

 

Methods 

Participants 

The study was conducted at a 712-bed acute metropolitan general university hospital in Paris, France 

(European Georges Pompidou Hospital). This general hospital has a trauma center with Orthopedic 

Surgery ward specialized in spinal surgery and a C-L Psychiatry unit. All in-patients admitted after 

suicide attempts by jumping and referred to a C-L psychiatrist from 1st January, 2008 to 31 

December, 2016, were included in the study. In case of multiple suicide attempts for the same patient 

during this period, only the first stay was considered. For each patient, the main psychiatric diagnosis 

was coded according to the International Classification of Diseases, 10th revision (ICD-10) and 

computerized by the psychiatrist in the medical record of the patient after the consultation.  

All patients with ‘X80’ ICD-10 code (i.e. "Intentional self-harm by jumping from a high place") in the 

period were selected. In order to identify cases with missing X80 codes, medical records of patients 

hospitalized in Orthopedic Surgery ward and seen by a C-L psychiatrist in the period were 

systematically reviewed. Patients were not included in this study if they were under age 16, if they had 

initial medical care in another hospital or if they died before the first psychiatric assessment. 

The present project obtained the authorization of the local ethic committee (CERHUPO) under the 

allocated reference number 17-9-3.  

 

Data collection 

Data were obtained from the medical records located in the main hospital computer system. We 

focused on the data needed to accurately describe the sample as well as to adjust the subsequent 

analyses on potential confounding factors (e.g. the number of injuries). The collected data included 3 

types of variables: 

- Variables assessed at admission: age, sex, living status, homeless status, occupational 

status, ability to speak French, previous psychiatric care, history of hospitalization in a 



psychiatric ward, delirium state, substance use disorder, main psychiatric diagnosis, intent to 

die and height of the fall.  

- Hospital care variables: admission date, initiation of psychotropic medication, anticoagulation, 

orthopedic corset and external fixator, discharge date. 

- Orientation at discharge. 

Variables assessed at admission 

Living status was categorized into living alone or not; homeless status as having a place to live or not, 

occupational status as active / student / pensioner or inactive / unemployed and ability to speak 

French as yes or no. History of psychiatric care and history of hospitalization in a psychiatric ward 

were categorized as presence or absence. The main psychiatric diagnosis was first established based 

on the criteria of ICD-10 from ‘F0’ to ‘F9’ and then categorized in three classes: ‘F2’ code 

(Schizophrenia, schizotypal and delusional disorders), ‘F3’ code (Mood disorders) and 'Other 

diagnoses'.  Delirium state and substance use disorder were assessed at the time of the first 

assessment and separately categorized as presence or absence. Considering these two diagnoses 

separately from the main diagnosis, allowed us to take into account potential comorbidity. 

Acknowledged intent to die at the time of suicidal attempt was categorized into 2 classes: presence or 

absence. Height of the fall was expressed in meters and used as a continuous variable. 

Hospital care variables  

Initiation of psychiatric medication (excluding symptomatic medication) was categorized as yes or no. 

Anticoagulation, orthopedic corset and external fixator were all categorized as presence or absence. 

The patterns of injury were recorded by using medical imaging (X-ray, computed tomography and 

magnetic resonance imaging) considering the following regions: head, face, arm, leg, spine, pelvis, 

vascular and visceral injuries. The number of regions with at least one lesion was further summed to 

define a “number of injuries” score to assess the medical non-psychiatric severity, as in the previous 

study on patients hospitalized after suicide attempt by jumping [18]. 

Orientation at discharge 

Orientation at discharge was categorized into five classes: returning home, further care in 

rehabilitation center, further care in rehabilitation center with psychiatric care, further care in 

psychiatric ward and other (including death, escape from hospital or and repatriation). 

Length of stay 



LOS was calculated as the whole number of days from admission to the day of discharge from the 

hospital.  

 

Statistical analyses   

Statistical analyses were performed using R software (http://cran.r-project.org, version 3.0.2). 

Continuous variables were first assessed for normality distribution using Shapiro-Wilk test.    

Preliminary analyses were performed to compare socio-demographic and clinical variables according 

to the main psychiatric diagnosis (F2: 'Psychotic disorders', F3: 'Mood disorders' or 'Other diagnoses') 

using Chi-squared tests and analyses of variance (ANOVA). When differences were observed, 

analyses were completed with pairwise Chi-squared and Student’s t tests.   

Our principal analysis examined the associations between socio-demographic and clinical variables 

with LOS with general linear models using the glm() function included in R. Reported beta values refer 

here to unstandardized regression coefficients. 

To reduce the collinearity of the variables included in the final model, we first assessed the association 

between groups of a priori related variables and LOS in several steps, all models being adjusted for 

age and sex. 

First, we examined variables assessed at admission in 5 independent models (named models 1): 

- Model 1a included other socio-demographic variables (ability to speak French, homeless 

status, occupational status, living status);  

- Model 1b included history of psychiatric care; 

- Model 1c included the number of injuries; 

- Model 1d included variables related to the suicide attempt (height of the fall, intent to die);  

- Model 1e included age, sex and variables related to psychiatric assessment by the C-L 

psychiatrist (delirium state, substance use disorder, main psychiatric diagnosis). 

Finally, when variables used in model 1a to model 1e had a p value for the association with LOS 

inferior to 0.20, they were included in a global model 1.  

Despite the potential for multicollinearity, the variables "number of injuries" and "height of the fall" were 

simultaneously included for several reasons. First, height of the fall may be differently associated with 

medical injuries in accidents versus suicide attempts  [17,21,22]. Second, it is not uncommon for the 

fall to be damped, by bushes for examples. In that case, the number of injury may not be related to 



height of the fall. Third, previous studies on suicide/suicide attempt by jumping have generally 

considered these two variables in their analyses [20,22]. 

 

Second, we examined hospital care variables in model 2 that included initiation of medication, 

anticoagulation, orthopedic corset and external fixator as covariates.  

Third, the orientation at discharge was assessed in model 3.   

Finally, a global model included all variables from model 1, model 2 and model 3 for which the p value 

for the association with LOS was inferior to 0.20.  

 

Previous models were performed using the crude number of days from admission to discharge as 

outcome in order to assess the magnitude of the association between LOS and each variable. 

Sensitivity analyses were also performed using the logarithm of LOS as outcome in order to take into 

account the non-normal distribution of this variable using the same covariates as in the global model.  

 

Results 

The final study population consisted of 225 patients (125 men and 100 women) with a mean age ± 

standard deviation of 37.5 ± 15.4 years. All continuous variables, except LOS, were normally 

distributed. The mean of hospital stay was 44.9 ± 40.6 days (median = 36, interquartile range = 44). 

We reported an average of 3.2 ± 1.7 injuries per patient. The main psychiatric diagnosis was ‘F2’ in 95 

patients (42%), ‘F3’ in 59 patients (26%), and 'Other diagnoses' in 71 patients (32%). Detailed 

diagnoses of the latter group are provided in Supplemental Data. 

Table 1 displays the comparison of socio-demographic and clinical characteristics of the patients 

according to the main psychiatric diagnosis. Patients with psychotic disorders were more likely to be 

inactive than those with other diagnoses. They had more frequently a history of psychiatric care or 

psychiatric hospitalization. Patients with psychotic disorders or mood disorders showed significantly 

longer LOS compared with patients with other diagnoses. Patients with mood disorders were older, 

more likely to be female and reported more frequently intent to die at the time of suicidal attempt than 

those with other diagnoses. Patients with other diagnoses had fewer body injuries, received less 

frequently psychiatric treatment and were more likely to return home at discharge than those with 

psychotic or mood disorders.  



Regarding the factors associated with the LOS, multivariate models 1 (a to f) are displayed in Table 2 

 whereas multivariate models 2 and 3 as well as the global model are displayed in Table 3.  

In separate models 1a to 1f, the p value for the association between the following variables  

and LOS was inferior to 0.20: French language (p=0.13), occupational status (p=0.02), height of the 

fall (p<0.001), number of injuries (p<0.001), psychiatric follow-up (p=0.15), psychotic disorder 

(p<0.001) and delirium (p<0.001).  

In global model 1, the p value remained inferior to 0.20 for the following variables: number of injuries 

(p<0.001), psychotic disorder (p=0.04) and delirium (p=0.003). The p value for the association 

between the following variables and LOS was also inferior to 0.20: background psychiatric treatment 

(p=0.03), anticoagulation (p=0.001) and external fixator (p<0.001) (model 2); orientation at discharge 

(p<0.001) (model 3). 

Due to the high risk of multicollinearity in model 1, another model 1 was performed again without the 

variable "height of the fall". We observed that the results were similar in terms of significance and did 

not change the results of the global model. 

In the global model, several variables were independently associated with a longer LOS: number of 

injuries (β = 8.2; p<0.001), psychotic disorder (β = 14.6; p=0.02), delirium (β = 16.6; p=0.005) and 

external fixator (β = 18.1; p=0.01) (Table 3). We found a trend for a lower LOS in patients admitted in 

psychiatric ward at discharge (β = -15.3; p = 0.07). 

In sensitivity analyses, using the logarithm of LOS as outcome, number of injuries (β = 0.2; p <0.001), 

psychotic disorder (β = 0.5; p = 0.003), delirium (β = 0.4; p = 0.002), external fixator (β = 0.4; p = 

0.02), anticoagulation (β = 0.6; p <0.001) and admission in rehabilitation center at discharge (β = 0.4; 

p = 0.046) were positively associated with log (LOS). Admission in psychiatric ward at discharge was 

associated with a lower length of stay (β = -0.8; p <0.001).  

 

Discussion 

This retrospective study aimed to examine socio-demographic and clinical factors associated with 

LOS in patients admitted in general hospital after a suicide attempt by jumping. To our knowledge, this 

study is the largest to address this question and the first one to investigate theses associations 

specifically in non-psychiatric wards. We found that psychotic disorders and delirium were associated 

with an increase in the duration of hospital stay by several days (15 and 17, respectively). These 



associations were of a magnitude nearly similar of those of medical non-psychiatric factors, such as 

the presence of an external fixator (18 days). In contrast, we observed a trend for a lower LOS (-15 

days) in patients admitted in psychiatric ward at discharge.  

Our findings confirm and extent results from previous studies reporting higher LOS in general hospital 

in patients with mental illness [23–25], notably psychotic disorders [26–28]. This result was also 

reported in the previous retrospective cohort of patients hospitalized after suicide attempt by jumping 

[20]. However, in this previous study, the increased LOS may have been explained by a longer stay in 

psychiatric ward, as this period was included in the LOS. Several hypotheses may explain a higher 

LOS in non-psychiatric wards within patients with psychotic disorders. First, psychotic symptoms by 

themselves may interfere with optimal medical cares. For example, delusional states may lead to 

agitation that may then make the patient pull out his or her urinary or blood catheter, and cognitive 

dysfunctions may make difficult understanding medical care prescriptions, such as immobilization. 

Overall, schizophrenia has been associated with increased rates of postoperative adverse events 

during surgical hospitalizations [29] as well as increased rates of preexisting medical comorbidities 

[30]. Second, stigma associated with psychotic disorders may lead to suboptimal treatment or 

decrease in nursing cares provided to those patients [31]. Then, side effects of antipsychotic 

treatments, frequently used in patients with psychotic disorders, may increase the risk of complications 

due to immobilization [32] such as functional intestinal occlusion [33] or venous thrombosis [34]. 

Finally, longer LOS in patients with psychotic disorders might be due to difficulties in finding an 

available medical-psychiatric bed, notably rehabilitation bed with psychiatric care. 

 

Our finding of an association between delirium and longer LOS is also in line with previous studies 

[35–38], including studies investigating delirium after orthopedic surgery [39,40] or in patients with 

multiple traumatic injuries [41]. This finding could be explained by several factors. For instance, 

delirium is often associated with increased post-operative complications [40], notably urinary tract 

infections, pneumonias or surgical site infections [35,42]. Furthermore, early delirium could delay 

adequate treatment, for example physical therapy after surgery or differed first psychiatric interview 

[43] thus leading to delayed psychiatric treatment of a potential underlying psychiatric disorder.  

Together with the association of a higher LOS in patients with an external fixator, which is also in line 

with the literature [44,45], this predictable result provided external validity for our analyses.  



 

In the present study, admission in psychiatric ward at discharge tended towards an association with a 

lower LOS. Although it certainly warrants replication, this result suggests that some psychiatric 

symptoms, such as persistent suicide intents or important agitation due to delusional symptoms, may 

lead to an earlier transfer in psychiatric ward while medical non-psychiatric cares could be still needed. 

This suggests reinforcing psychiatric care in patients admitted in general hospital after violent suicidal 

attempt so that they can receive appropriate both psychiatric and non-psychiatric care. One may 

argue that the association between admission in psychiatric ward at discharge and lower LOS is not 

inconsistent with our result of higher LOS in patients with psychotic disorders. Indeed, patients with 

psychotic disorders were more likely to be transferred in psychiatric ward at discharge (25% versus 

13% in patients with mood disorders or other diagnoses in our study). However, although no data are 

available in this study to test this hypothesis, it may be suggested that, among patients with psychotic 

disorders, those with more warning psychiatric symptoms, such as delusional and agitation state, are 

more likely to be transferred earlier in psychiatric ward, than patients with chronic cognitive impairment 

or disorganized symptoms. Shorter LOS in patients admitted in psychiatric ward at discharge might 

also be due to the organization of the mental health services in France, where psychiatric beds are 

readily available for patients with severe mental disorders. 

 

Regarding the characteristics of our population, the proportion of patients with psychotic disorders, 

mood disorders and other disorders (Supplemental Table) were in line with the literature about suicide 

attempts by jumping from a height [10–12,20,46,47]. Regarding the patients with psychotic disorders 

(42% in our sample), psychotic symptoms, such as disorganization or cognitive impairment, can 

interfere with the preparations that other violent suicide means may require. This high proportion of 

patients with psychotic disorders may thus be explained by the immediate and widespread availability 

of this method of suicide.   

 

Taken together, these results suggest that, as previously reported [48–52], there are disparities in 

non-psychiatric healthcare among patients with severe mental disorders. In addition to the systematic 

psychiatric assessment of patients who attempted suicide by jumping, C-L psychiatrists should pay 

particular attention to the quality of care provided to patients with psychotic disorders. As suggested 



by Freudenreich [53], various interventions may be helpful to this end, e.g. providing education about 

schizophrenia and its symptoms, reducing stigmatization, supporting the non-psychiatric staff, 

managing situations of aggressive behaviors or ensuring adequate care. When orientation to 

psychiatric ward at discharge is decided, C-L psychiatrists have a key role in organizing the transfer 

(appropriate transport, sedative treatment if needed) and in ensuring the continuity of non-psychiatric 

care. Regarding the detrimental correlates of delirium, C-L psychiatrists may also contribute to prevent 

this complication to occur. For instance, they can check that there was no previous psychotropic 

treatment in order to reduce risk of withdrawal effects, or advise non-psychiatric staff on 

anticholinergic effects of some drugs. Once delirium state is present and in case of behavioral 

disorders, C-L psychiatrists may support physicians with non-pharmacological interventions and 

symptomatic treatment. Further studies should test the impact of a C-L service on length of stay 

among suicide attempters.  

 

Strengths and limitations 

Strengths of this study are the relatively large sample and the wide set of covariates considered, 

compared to previous reports. Furthermore several expected associations, such as the proportion of 

the diagnosis groups [20] or the sex ratio within these groups, were in line with the literature, thus 

supporting the external validity of our study. Some limitations should be acknowledged. First, data 

collection was not designed for the study and psychiatric diagnoses were not obtained with 

standardized interviews. Second, we cannot ascertain that all patients admitted after a suicidal attempt 

by jumping were correctly identified. Third, the "Other diagnoses" group was heterogeneous, due to 

the various psychiatric diagnoses it contains. Fourth, we collected data from suicide attempters 

admitted to a single general hospital in a restricted geographical region, which may limit the 

generalizability of our results. Finally, regarding the correlates of suicide attempts by jumping from a 

height, there is a recruitment bias related to the selection of surviving patients.   

 

 

Conclusion 

This study aimed to highlight the factors associated with LOS in general hospital among suicide 

attempters by jumping. We found that the presence of a psychotic disorder at the time of the first C-L 



psychiatry consultation was associated with a clinically and statistically significant increase of the 

duration of hospital stay, whereas admission in psychiatric ward at discharge tended to be associated 

with lower LOS. These findings confirm that severe mental disorders are associated with higher 

general hospital costs, thus advocating for better funding for hospitals that provide care to these 

particularly vulnerable patients. They also suggest disparities in non-psychiatric healthcare in patients 

with severe mental disorders. C-L psychiatrists should thus pay attention to such clinical factors to 

help improving general medical care in those patients.   
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Figure legends: 

Figure 1: Flow-chart of the study population  

X80: "Intentional self-harm by jumping from a high place" code from the International Classification of 

Diseases, 10th revision 



 

 
F2 F3 Other diagnoses 

Test p value   

 
N=95 N=59 N=71 

  

 
mean sd mean sd mean sd F p 

  
Age (years) 34.2 10.8 46.9 18.4 34.0 14.6 17.4 <0.001b,c 

  
Height of the fall (meters) 11.1 5.6 8.9 4.3 8.7 4.8 5.7 0.004a,c 

  
Number of injuries 3.5 1.7 3.5 1.7 2.8 1.6 4.5 0.01a,b 

  
LOS (days) 55.6 46.4 43.8 30.9 31.6 35.3 7.6 <0.001a,b 

  

 
N % N % N % χ² p 

  
Sex 

      
7.3 0.03b,c 

  
Female 36 37.9 35 59.3 29 40.9 

    
Male 59 62.1 24 40.7 42 59.1 

    
Occupational status 

      
30.0 <0.001a,c 

  
Active / Student / Pensioner 31 32.6 39 66.1 51 71.8 

    
Inactive / Unemployed 64 67.4 20 33.9 20 28.2 

    
Homeless status 11 11.6 4 6.8 5 7.0 1.5 0.48 

  
Living alone 43 45.3 24 40.7 25 35.2 1.7 0.43 

  
No French language 8 8.4 3 5.1 5 7.0 0.6 0.74 

  
Acknowledge intent to die 48 50.5 44 74.6 27 38.0 17.6 <0.001b,c 

  
History of psychiatric care 76 80.0 34 57.6 28 39.4 28.7 <0.001a,c 

  

Table 1: Comparison of socio-demographic and psychiatric data of the suicide attempters according to psychiatric diagnoses 



Past psychiatric hospitalization 68 71.6 24 40.7 18 25.4 36.9 <0.001a,c 
  

Substance use disorder 22 23.2 11 18.6 49 69.0 47.8 <0.001a,b 
  

Delirium state 14 14.7 21 35.6 14 19.7 9.6 0.008c 
  

Initiation of psychiatric treatment 70 73.7 42 71.2 18 25.4 44.8 <0.001a,b 
  

Anticoagulation 85 89.5 54 91.5 53 74.7 9.5 0.008a,b 
  

External fixator 12 12.6 8 13.6 5 7.0 1.8 0.41 
  

Orthopedic corset 40 42.1 28 47.5 25 35.2 2.0 0.36 
  

Orientation at discharge 
      

43.4 <0.001a,b 
  

Returning home 5 5.3 2 3.4 24 33.8 

     
Rehabilitation center 8 8.4 7 11.9 7 9.9 

     
Rehabilitation center with psychiatric care 52 54.7 39 66.1 24 33.8 

     
Psychiatric ward 24 25.3 8 13.6 9 12.7 

     
Other 6 6.3 3 5.1 7 9.9 

     

‘F2’ = Schizophrenia, schizotypal and delusional disorders; ‘F3’ = mood disorders; m = mean; sd = standard deviation; F = ANOVA’s F- value; χ² = chi-square 

value 

a : ‘F2’ group differ from ‘Other diagnoses’ group; b : ‘F3’ group differ from ‘Other diagnoses’ group; c : ‘F2’ group differ from ‘F3’ group; bold figures indicate 

significant results at p<0.05. 



Table 2: Associations between variables assessed at admission and length of stay 

 Model 1a Model 1b Model 1c Model 1d Model 1e 

 β SE p β SE p β SE p β SE p β SE p 

Age (for 10 years) 2.4 1.7 0.16 2.5 1.8 0.17 2.2 1.5 0.15 4.2 1.7 0.02 1.9 1.8 0.28 

Sex                

Male Ref   Ref   Ref   Ref   Ref   

Female -1.1 5.5 0.84 -4.1 5.6 0.46 -6.3 4.7 0.18 -1.9 5.2 0.72 -0.3 5.1 0.96 

French language                

Yes Ref   - - - - - - - - - - - - 

No 15.9 10.5 0.13 - - - - - - - - - - - - 

Homeless status                

No Ref   - - - - - - - - - - - - 

Yes 8.9 10.1 0.38 - - - - - - - - - - - - 

Occupational status                

Inactive Ref   - - - - - - - - - - - - 

Active -13.3 5.5 0.02 - - - - - - - - - - - - 

Living status                

Alone Ref   - - - - - - - - - - - - 

With family / As a couple 5.1 5.6 0.37 - - - - - - - - - - - - 

Psychiatric follow-up                

No - - - Ref   - - - - - - - - - 



Yes - - - 9.7 5.6 0.08 - - - - - - - - - 

Number of injuries - - - - - - 12.7 1.4 <0.001 - - - - - - 

Height of the fall - - - - - - - - - 2.6 0.5 <0.001 - - - 

Acknowledge intent to 

die 
               

No - - - - - - - - - Ref   - - - 

Yes - - - - - - - - - 4.0 5.2 0.45 - - - 

Psychotic disorder                

No - - - - - - - - - - - - Ref   

Yes - - - - - - - - - - - - 28.0 6.7 <0.001 

Mood disorder                

No - - - - - - - - - - - - Ref   

Yes - - - - - - - - - - - - 6.9 7.6 0.36 

Substance use 

disorder 
            

   

No - - - - - - - - - - - - Ref   

Yes - - - - - - - - - - - - 5.4 7.0 0.44 

Delirium                

No - - - - - - - - - - - - Ref   

Yes - - - - - - - - - - - - 31.1 6.3 <0.001 

β: Estimated parameter; SE = standard error; Ref = Reference; bold figures indicate significant results at p<0.05 

  



Table 3: Associations between each variable and length of stay  

  Model 1   Model 2   Model 3  Global model 

 β SE p β SE p β SE p β SE p 

Age (for 10 years) 2.4 1.6 0.13 1.4 1.7 0.40 0.9 1.7 0.61 1.3 1.6 0.39 

Sex             

Male Ref   Ref   Ref   Ref   

Female -2.1 4.6 0.65 -5.5 5.0 0.28 -5.9 5.3 0.27 -5.0 4.6 0.27 

             

French language             

Yes Ref   - - - - - - Ref   

No 16.5 8.6 0.06 - - - - - - 10.8 8.7 0.21 

Occupational status             

Inactive Ref   - - - - - - Ref   

Active -10.1 4.8 0.04 - - - - - - -7.7 4.8 0.11 

Height of the fall 0.6 0.5 0.24 - - - - - - - - - 

Number of injuries 10.1 1.6 <0.001   - - - - - 8.2 1.6 <0.001 

Psychiatric follow-up             

No Ref   - - - - - - - - - 

Yes -1.6 5.1 0.75 - - - - - - - - - 

Psychotic disorder             

No Ref   - - - - - - Ref   

Yes 12.0 5.7 0.04 - - - - - - 14.6 6.3 0.02 



Mood disorder             

No Ref   - - - - - - Ref   

Yes -0.7 6.3 0.92 - - - - - - -0.6 6.7 0.93 

Delirium 
            

No Ref   - - - - - - Ref   

Yes 17.1 5.8 0.003 - - - - - - 16.6 5.9 0.005 

Background psychiatric treatment             

No - - - Ref   - - - Ref   

Yes - - - 11.3 5.2 0.03 - - - 1.9 5.2 0.72 

Anticoagulation             

No - - - Ref   - - - Ref   

Yes - - - 24.4 7.4 0.001 - - - 9.4 6.9 0.17 

External fixator             

No - - - Ref   - - - Ref   

Yes - - - 34.6 8.0 <0.001 - - - 18.1 7.2 0.01 

Orthopedic corset             

No - - - Ref   - - - - - - 

Yes - - - 4.5 5.2 0.34 - - - - - - 

Orientation at discharge             

Returning home - - - - - - Ref   Ref   

Rehabilitation center - - - - - - 30.2 10.9 0.06 8.5 10.0 0.40 

Psychiatric ward - - - - - - -8.0 9.2 0.39 -15.3 8.6 0.07 



Rehabilitation center with psychiatric care - - - - - - 26.4 7.8 <0.001 0.4 7.9 0.96 

Other - - - - - - 29.4 11.9 0.01 5.8 10.8 0.59 

β: Estimated parameter; SE = standard error; Ref = Reference; bold figures indicate significant results at p<0.05 



Figure 1:  

 

 

 

  

 



Supplemental Table: Psychiatric diagnoses according to International Classification of 

Diseases, 10th revision (ICD-10)-code 

 

 

ICD-code  Psychiatric Diagnoses  N % 

F0 Organic, including symptomatic, mental disorders 2 0.9 

F1 Mental and behavioral disorders due to psychoactive substance use 29 12.9 

F2 Schizophrenia, schizotypal and delusional disorders 95 42.2 

F3 Mood disorders 59 26.2 

F4 Neurotic, stress-related and somatoform disorders 20 8.9 

F5 Behavioral syndromes associated with physiological disturbances and 

physical factors 

0 0 

F6 Disorders of adult personality and behavior 17 7.7 

F7 Mental retardation 0 0 

F8 Disorders of psychological development 0 0 

F9 Behavioral and emotional disorders with onset usually occurring in 

childhood and adolescence 

3 1.3 




