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Abstract

The sexual health of people with mental illness is commonly

overlooked, neglected or inadequately addressed in mental health care, despite
evidence showing that people with severe mental illness are more vulnerable
to sexually transmitted infections (including HIV), sexual side-effects, and
sexual dysfunction than the general population. This article reports a study
that investigated sexual health screening in five community mental health
clinics within a large a regional health service in Victoria, Australia. The aim
of the study was to examine the extent to which sexual health screening is
currently undertaken on newly admitted case-managed consumers, and to
identify the types of screening undertaken. An exploratory design using
retrospective file audit was used in the study. A total of 186 medical records
met the study inclusion criteria. The study found that less than 40% of
consumers were provided with sexual health screening during their first
12 weeks of case management. The study also found that sexual side-effects,
issues of fertility, sexual self-esteem, safe sexual practices, and sexual
dysfunction were rarely screened for. Poor sexual health screening has
implications for the safety and quality of mental health care and requires
targeted research to improve understandings and approaches to care.
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Introduction
The World Health Organization’s sexual health framework (World

Health Organization Department of Reproductive Health and Research 2010)
positions sexual health as fundamental to the physical and psychological
health and wellbeing of individuals, families and societies, and integral to
social and economic development. Contemporary definitions of sexual health
extend beyond just reproductive health to acknowledge the central importance
of sexuality and sexual relationships to human health and wellbeing, and
include sexual diversity, sexual safety, sexual dysfunction and disability
(Straw & Porter 2012, World Health Organization Department of
Reproductive Health and Research 2010). WHO acknowledges sexual health
as a fundamental human right, but also notes the significant variations in
achieving sexual health in different population groups related to factors such
as lack of access to information, good-quality sexual health care, and
environments that promote sexual health.
There is a growing body of research confirming that people with severe

mental illness (SMI) have poorer physical health outcomes than the general
population on a range of measures, including significantly lowered life
expectancy (Thornicroft 2011, Wahlbeck et al. 2011). There is evidence to
suggest that the sexual health of people with SMI may also be poor (Grover et
al. 2014, Kaltenthaler et al. 2014, Schmidt 2012), and that sexual health
problems may be inadequately identified in mental health settings (Happell et
al. 2012, Howard & Gamble 2011, Marengo et al. 2015, Quinn & Browne
This article is protected by copyright. All rights reserved

2009, Quinn et al. 2013). This article reports research that investigated sexual
health screening in five community mental health clinics within a large
regional mental health service in Victoria, Australia. Consistent with the
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language of contemporary mental health policy and practice in Australia, the
term ‘consumer’ is used throughout this manuscript rather than terms such as
‘patient’, ‘client’ or ‘service-user’.
Background
There is little research that describes sexual health screening practice in

mental health clinical settings. A multi database search including CINHAL,
PsycINFO, Web of Science, and Scopus was undertaken for this study
spanning 2006–2016 using the key words terms: ‘sexual health’ ‘sexual health
screening’ ‘assessment’ ‘mental health’, ‘mental illness’ singularly and in
multiple combinations. This search strategy yielded no study titles specific to
sexual health screening in mental health settings. Previous research related to
sexual health in populations with mental illness has focused on sexual
dysfunction associated with some antipsychotics (Serretti & Chiesa 2011) and
antidepressants (Baldwin & Foong 2013, Serretti & Chiesa 2009, Williams et
al. 2010), mental illness and sexually risky behaviour (Brown et al. 2010,
Higgins et al. 2006, Meade 2006), sexual orientation and mental health (Herek
& Garnets 2007, King et al. 2008, Sandfort et al. 2006), and mental illness
and transmission of sexually transmitted infections (Brown et al. 2008, Khan
et al. 2009). This is consistent with sexual health research in general
populations, which has tended to focus on defined and limited sexual health
indicators (Lagios & Deane 2007, Pinxten & Lievens 2013).
There are compelling reasons for clinicians to include routine sexual

health screening in the care of people with SMI, yet to date no research has
investigated the rate and type of sexual health screening in either hospital or
community mental health settings. Failure to adequately screen and provide
This article is protected by copyright. All rights reserved

interventions for sexual health problems has implications for the safety and
quality of mental health care (Australian Commission on Safety and Quality
in Health Care 2010). From the safety perspective, the side-effect profile of
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many antidepressant and antipsychotic medications commonly includes sexual
dysfunction (Clayton et al. 2014, Young et al. 2015), and sexual dysfunction
is known to be an important factor in consumer non-adherence to medication
(Clayton et al. 2014, DiBonaventura et al. 2012). Sexual dysfunction refers to
disturbance to or pain during any phase of the sexual response cycle (desire,
arousal, plateau, orgasm and refractory phases) which causes significant
distress to the person/couple concerned, and which persists for a 6-month or
more period (American Psychiatric Association 2013). Medication induced
sexual side-effects which are known to occur in antidepressant and
antipsychotic use can also lead to sexual dysfunction, with the diagnostic time
frame being shorter for drug induced sexual dysfunction (American
Psychiatric Association 2013). Sexual dysfunction is also an indicator for
other physical health conditions such as cardio-vascular disease (Dong et al.
2011, Jackson et al. 2006), which is also prevalent in people with SMI (Brown
et al. 2009, De Hert et al. 2009).
From a quality perspective it follows that holistic mental health nursing

care pertaining to sexual health should involve more than just physical health
monitoring and assessment of side-effects and risks; sexual health should
incorporate a holistic approach (Quinn et al. 2013) that is mindful of the
psychological wellbeing dimensions of sexuality (Quinn & Browne 2009,
World Health Organization Department of Reproductive Health and Research
2010). It is not uncommon for physical and/or mental illness and treatment to
adversely affect how people experience their physical body, and how their
body responds sexually (McCann & Clark 2004, Williams et al. 2010), and
opportunities should be provided for consumers to discuss any sexual

This article is protected by copyright. All rights reserved

concerns or issues impacting their psychological health and wellbeing (Quinn
et al. 2013).
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Research suggests that if a consumer is not asked directly, they will
rarely divulge sexual health problems (Matevosyan 2009). It is therefore
important for nurses and other health professionals working directly with
people with SMI to proactively screen for sexual health problems (De Hert et
al. 2011, Quinn et al. 2013). At present there are no clinical practice
guidelines that stipulate the frequency and type of sexual health screening that
should be undertaken in case-managed consumers with SMI, however De Hert
et al. (2011) recommend that basic sexual health screening (eg. libido, erectile
dysfunction, pregnancy, prolactin) should be undertaken at baseline, at
12 weeks, and at one year. Our study aimed to establish the extent to which
sexual health screening (of any type) was undertaken on case-managed
consumers during the first 12 weeks of case-managed care in a regional
mental health service in Victoria, Australia.
Materials and Methods

Aims

The primary aim of this study was to investigate the frequency and type

of sexual health screening undertaken on consumers within the first 3 months
of commencing case management. A secondary aim of the study was to
explore any relationships between consumer characteristics and sexual health
screening.

Research questions
1. What is the frequency and type of sexual health screening
provided to mental health consumers in the first three months
of case management?

This article is protected by copyright. All rights reserved

2. What is the relationship between consumer characteristics and
the rates and types of sexual health screening provided within
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the first three months of case management?
Design

The study employed an exploratory descriptive design involving a

retrospective file audit.
Setting

The research was undertaken at five community mental health clinics

within a large regional health service in Victoria, Australia. The community
mental health service is staffed by multidisciplinary mental health clinicians
who provide case-management services to a total of XX consumers in the
region.

Ethical approval
The study was granted ethical approval by the Health Service Human

Research and Ethics Committee (ID: 10/66) and by University of Melbourne
Health Human Research and Ethics Committee (ID: 1035155). The conduct of
the research conforms to the Declaration of Helsinki.
Sample

Convenience sampling was used to attain the study sample. A sampling

frame for sexual health screening of 12 weeks was identified based on De
Hert et al. (2011) recommendations for time intervals for sexual health
screening, and therefore assumed that sexual health screening would
potentially take place twice during the consumers first 12 weeks of health
care.
Inclusion criteria

This article is protected by copyright. All rights reserved

The files of all adult consumers (aged 25 to 65) who had received case
management services for 12 consecutive weeks during the period of data
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collection were eligible for inclusion in the study.
Data collection
All relevant medical records from the five community mental health

clinics were audited to identify consumers who had commenced casemanagement in the previous 3 months. Electronic files were systematically
searched for evidence of any form of sexual health screening. This involved
searching the most recent clinical documentation (crisis plans, triage/intake
documents, care plans, psychosocial assessments) to least recent (admission
documents, correspondence, Mental Health Act forms) for evidence of sexual
health screening. Findings were then recorded on the audit tool by hand and
later transcribed into an electronic format for analysis.
Instrument
A 38-item audit tool incorporating four consumer demographic items,

three clinical items, 29 sexual health screening items identified in the
literature as important to sexual health (De Hert et al. 2011, Quinn et al. 2013,
World Health Organization Department of Reproductive Health and Research
2010), and two staff demographic items was used for data collection. The
audit tool was pilot tested for utility on the first 10 medical records and was
found to be fit for purpose with no modifications. Table 1 presents the sexual
health screening items used in the audit tool:
Data analysis
Data analysis was performed using SPSS v 22.0 (Armonk, NY, USA).

Descriptive statistics including frequencies and percentages were computed to
describe the data. Bivariate associations between consumer variables and

This article is protected by copyright. All rights reserved

screening were analysed using the Chi-square test and where applicable,
Fisher's exact test was used. Logistic regression was used to predict sexual
health screening using the diagnosis type as a predictor.
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Results

Demographic characterises
A total of 186 consumer files were included in the study. Of the 186

files audited, 95 of the consumers were female (52%) and 91 were male
(48%). Ages ranged between 25 and 65, with the mean age being 41 years.
Approximately half of the females were partnered (48%), whereas slightly
less (39%) of the males had partners. More of the female consumers had
children (61% as opposed to 42% in males). Similar number of males and
females were partnered with children, however more than twice as many
women (29%) as men (13%) were single parents.
Clinical information
Depression (34%) was the most common diagnosis, followed by bipolar

disorder (22%), schizophrenia (15.6%), schizoaffective disorder (8.6%),
psychosis (7.5%), posttraumatic stress disorder (4.3%), substance use disorder
(3.2%), borderline personality disorder (2.2%), acquired brain injury (1.07%)
and situational crisis (.54%). Just over half of the consumers (n = 114) had an
acute admission in this episode of care (61.2%). Seventeen consumers (11
male and six female) were recorded as having sexual delusions (31.62%).
Evidence of sexual health screening
A little over one third of consumers (n = 73, 39.2%) received sexual

health screening during the 12-week period of care. Of the 73 consumers who
were sexually screened, 54 were female (72.6%) and 19 were male (27.4%).
For the majority of consumers (n = 113, 60.8%) no documented evidence of
sexual screening was found.

This article is protected by copyright. All rights reserved

Sexual side-effects
Three consumers were recorded as having sexual side-effects from
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mental health medications (1.6% of the total sample).
History of sexual abuse
Just under a third of the sample (n = 55) was screened for a history of

sexual abuse (29.56%). Of those screened, 41 consumers reported a history of
sexual abuse, and 17 reported no sexual abuse in their history. On three
occasions there was a record of sexual abuse in the history that was not
recorded in the current episode of care. Sexual abuse was the most commonly
screened for sexual issue.
Safe sex practices
A small proportion of consumers (n = 15) were recorded as being

sexually active (8.06%), two with a recorded history of sex work (1.07%). Ten
consumers were recorded as having been offered safer sexual education
(5.37%) and seven were referred to other health services for testing/support
(3.76%).

Sexual dysfunction
One consumer was recorded as having sexual dysfunction (.537% of the

total sample).

History of sexual offending
Eight consumers were recorded as having a history of sexual offending

(14.88%). Of the eight consumers with a history of sexual offending, seven
were provided with sexual health screening. The types of sexual health
screening activities typically undertaken included assessment of current sexual

This article is protected by copyright. All rights reserved

status (recent sexual history, sexually active, partnered), and referral to
specialist sex offender services.
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Fertility problems
Five consumers were currently pregnant (2.68%), and five were screened for
future plans to become pregnant (2.68%). In all cases these consumers were
referred to specialist services.
Relationship problems
Less than 10% of consumers (n = 13) reported problems with their

relationship and of those, six were referred to other services for assistance.
Sexual self esteem
Six people reported being unhappy with their sex lives, and one person

reported problems with gender identity issues. None of these people were
referred for assistance to other services.
Other sexual health screening
Of the total (n = 186) sample, 21 (11.29%) completed the Basis 32 self-

rating outcome measure, which includes a question (#27) about whether the
consumer experiences difficulty with sexual activity or preoccupation.
Fourteen consumers rated 0, which equates to no difficulty. Two consumers
rated 1, which equates to a little difficulty. One consumer rated 2, which
equates to moderate difficulty. One consumer rated 3, which equates to quite a
bit of difficulty. Three consumers rated 4, which equates to extreme difficulty.
Of the consumers who reported a score of 2 and above (n = 5), two received
sexual health screening.
A blood borne virus (BBV) question, which is embedded in the
organisation's documentation suite, was completed in 91 of 186 consumer

This article is protected by copyright. All rights reserved

files (48.9%). In four cases the consumer answered yes and testing was
offered.
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Staff demographics and sexual health screening
The disciplinary composition of the case management team included

nurses (86%) and allied health such as psychology, social work, and
occupational therapy (14%). Of the 73 consumers who were screened, 45
(61.6%) had female case managers and 28 (38.4%) had male case managers.
No significant relationship was found between screening and gender of case
manager. Of the 73 consumers that received sexual screening, 53 (73%)
occasions were staff initiated, and 20 occasions were recorded as consumer
initiated (27%).

Association between consumer clinical and demographics and sexual

health screening

A significant correlation was evident between the age of consumers and

the frequency of sexual health screening. As the consumers' age increased,
they were less likely to be screened for sexual health issues (r = 0.154,
P < 0.05). Those who were screened were more likely to be female than male
(χ2 (1, n = 186) =22.285, P = 0.000). Those who were partnered were more
likely to be screened than those who were not
(χ2(1, n = 186) =5.625, P = 0.013).
There was no difference in screening between those that had an acute

admission (61.29% of the total sample) and those that received community
care only (39.5% of those admitted received screening as opposed to 38.9% of
outpatients).

Other consumer factors found to be significantly associated with an
increased likelihood of receiving sexual health screening included: a history of
sexual abuse (χ2 (1, n = 186) = 65.390, P = 0.000), a history of sex offending
This article is protected by copyright. All rights reserved

(χ2 (1, n = 186) =8.163, P = 0.006), being recorded as sexually active (χ2
(1, n = 186) =25.256, P = 0.000), and having sexual relationship problems
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(χ2(1, n = 186) = 21.635, P = 0.000).
Diagnosis and sexual health screening

Logistic regression analysis revealed that people diagnosed with

depression were three times more likely to be screened for sexual health
problems than those diagnosed with schizophrenia (OR = 3.08, P < 0.05).
People diagnosed with bipolar disorder were eight times more likely to be
screened for sexual health problems than those diagnosed with schizophrenia
(OR = 8.00, P < 0.05). Table 2 reports the results of the logistic regression for
screening associated with diagnosis type.
Discussion
This study found that more than 60% of case-managed consumers with

SMI received no sexual health screening during the first 12 weeks of their
care. At the 12-week mark it would be expected that all consumers would
have a completed Recovery and Treatment Plan as per the organisational
policy and procedure, which should include detailed assessment information
used to guide treatment planning. De Hert et al. (2011) suggest that by the
12th week of treatment, consumers should ideally have had two physical health
assessments completed, including sexual health screening. The low overall
rate of screening is consistent with findings from previous research suggesting
that the sexual health of people with SMI is often inadequately addressed in
mental health settings (Higgins et al. 2006, Hughes & Gray 2009, Quinn &
Browne 2009).

Formal and informal consumer assessment is a fundamental, routine

clinical activity in mental health nursing (Robson & Gray 2007, Varcarolis et
al. 2013), and mental health nurses (MHNs) therefore are well placed to
initiate sexual health screening as part of routine bio-psychosocial assessment.
This article is protected by copyright. All rights reserved

Available literature, however, suggests that MHNs often avoid or neglect
sexual health assessment (Higgins et al. 2006, Quinn & Browne 2009). A
grounded theory study (Higgins et al. 2008) involving 27 Irish MHNs found
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that reluctance to assess for sexual health problems was mainly due to a
perceived lack of competence and confidence in matters related to consumer
sexual health. In a review of literature examining sexuality, mental health
consumers, and the role of mental health nurses, Quinn and Browne (2009)
identified that nurses lack knowledge about sexuality, hold conservative
attitudes, and experience anxiety when discussing sexual issues with
consumers. Higgins et al. (2009) suggest that mental health nurses may ignore
consumer sexuality as a result of cultural ‘seepage’, where the absence of
sexual health education and positive role models has resulted in the traditional
silence on consumer sexuality and sexual health being perpetuated
generationally in nursing. Robson and Gray (2007) note that it is not
necessary for MHNs to carry out the sexual health testing (checks), but infer
that MHNs are capable of proactively screening for physical health problems,
including sexual health, and referring consumers for testing. They further
suggest that protocols to guide physical health assessment should be in place
to support practice.
Around one third of the sample was screened for a history of sexual

abuse, and of those who were screened; nearly 75% (22% of the total sample)
reported a history of sexual abuse. Research on the prevalence of sexual abuse
among those with SMI suggests that up to 50% of consumers have a history of
sexual abuse (Matevosyan 2009). A more recent study (Alvarez et al. 2011) of
the prevalence and impact of childhood trauma in people with SMI confirmed
that almost 50% of SMI consumers have a trauma history, and those with a
history of sexual abuse were more than twice as likely to attempt suicide. A
systematic review and meta-analysis of sexual abuse and diagnosis of
psychiatric disorder (Chen et al. 2010) showed that a history of sexual abuse
This article is protected by copyright. All rights reserved

was significant to the development of a range of mental illnesses, such as
anxiety disorder and depression, and also a risk factor for suicide and suicidal
behaviour. Given the prevalence of sexual abuse history and the associated
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heightened risk for suicide in people with SMI; sexual health screening
warrants inclusion into routine physical health screening practice.
Despite studies confirming that people with SMI are at a greatly

increased risk of STIs, in particular HIV (Blank et al. 2011, Collins et al.
2008, Lagios & Deane 2007), the sexual screening rate for unsafe sex in this
study was low. In an older study, Raja and Azzoni (2003) suggest that there is
reluctance by mental health staff to support those with SMI to be tested for
blood borne viruses (BBV), despite their increased risk for STIs. Our study
revealed that only 8.06% of the sample was recorded as being sexually active,
and only half of those consumers were referred for screening for potential
BBV. In a recent study involving a randomized trial to examine the
effectiveness of a nurse led intervention to improve treatment adherence in
people with SMI and HIV, Blank et al. (2011) established that nurse
interventions, including medication management, psychoeducation, care
coordination and practical tools such as pill-boxes and reminder systems can
be successful in improving outcomes in this population.
The diagnostic overrepresentation in screening of those with affective

disorders (bipolar disorder, depression) found in this study (as compared to
schizophrenia) is interesting and could possibly be attributed to sexually
disinhibited behaviour typically attributed to those with bipolar disorder
(Fletcher et al. 2013, Meade et al. 2008). Alternatively, consumers with
positive and negative symptoms of schizophrenia and concurrent social
factors (e.g. lack of housing, income, self-care) may be viewed, as is
suggested by Raja and Azzoni (2003) and Perry and Wright (2006), as less
sexual and less desirable partners, which may in turn influence clinician
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attitudes and assumptions and this may influence decisions to initiate sexual
screening by staff.
Sexual side-effects were only recorded in three of the 186 cases. Given
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sexual dysfunction is a common side-effect of antipsychotic and
antidepressant medications, this finding may point to inadequate screening.
This finding is consistent with Higgins et al. (2008) and Östman (2008) who
point out that despite sexual side-effects being one of the most common
reasons why consumers may cease their medication, they are rarely screened
for. Nakopoulou et al. (2009) conducted a study on the attitudes of Greek
nurses (n = 44) to sexual health, which showed that nurses did not view sexual
history taking as within the scope of their professional role tasks.
Implications for Practice

The findings from this study suggest that sexual health screening may

not be routinely undertaken with newly admitted case-managed consumers, in
spite of the fact that most consumers would have been commenced on
psychotropic medications, some of which have known sexual side-effects. In
the context of contemporary mental health care that emphasises the
importance of physical health screening to improving consumer outcomes
(Happell et al. 2012, Howard & Gamble 2011), the lack of attention to sexual
side-effects is significant.
The avoidance and at times neglect of the sexuality and sexual health of

consumers can have important consequences for the quality and safety of
consumer care. A key focus of quality and safety in healthcare is on reducing
preventable harms and risks (Australian Commission on Safety and Quality in
Health Care 2010). Failure to undertake sexual health screening and
intervention is a lost opportunity to potentially reduce sexual health related
risks in consumers receiving case management services. It is well known that
people with SMI often have poor access to mainstream health services (REF);
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thereby reducing the likelihood that sexual health screening will be
undertaken in other health settings. Poor consumer access to mainstream
health services and the well known poor physical health status of people with
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SMI provides a clear imperative for mental health services to provide
comprehensive health screening and intervention, inclusive of sexual health
(Rosenberg et al. 2010).
Some authors have suggested that a lack of comprehensive training in

sexual health care has resulted in staff reverting to their own personal values,
discomforts and embarrassment around sexuality, resulting in avoidance of
issues, rather than adopting a neutral professional approach (Higgins et al.
2008, Higgins et al. 2009, Quinn & Happell 2013). Conversely, studies that
have trialled and evaluated staff training programmes on focused on how to
approach sexuality and sexual health issues with consumers have shown that
training increases awareness of, and confidence in, screening for sexual health
concerns (Quinn & Happell 2013, Tennille et al. 2014). Furthermore,
behavioural interventions such as sexual health screening (which may include
information, education and referral) have been shown to significantly reduce
sexual health risks in sexually vulnerable young people (Johnson et al. 2011),
Using a standardized approach to sexual health screening that staff feel
confident in administering has the potential to significantly improve the sexual
health care of consumers receiving case management services (Rosenberg et
al. 2010). Further research is required to improve current understandings of
how clinicians view sexual health screening, and how best to approach
sexuality and the sexual health care of people with SMI in community
settings.

Limitations
This study has several limitations. The sample was drawn from a

regional mental health service, which may not be generalizable to urban or
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ethnically diverse populations. Retrospective audit is limited in that it only
captures what is written in medical records, and may not reflect accurately the
actual work that is done. There is every possibility that conversations around
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sexual health occurred that were not recorded by staff. The study did not
include the lived experience or views and wishes of consumers, nor attitudes,
opinions and experiences of staff. Further research is required to gain a deeper
understanding of these perspectives to inform the theory and practice of
sexual health care in community mental health settings.
Conclusion

Targeted educational programmes designed to increase knowledge

about sexual health and SMI and support clinicians in improving sexual health
screening practice are required to address current practice gaps (Quinn &
Browne 2009, Quinn et al. 2013). To improve the evidence-base for sexual
health care in community mental health settings, and inform future service
planning and provision, large multi-site studies are required to measure the
extent of sexual health problems in case-managed SMI populations, and the
level of screening and sexual health intervention currently provided.
Controlled trials would assist in determining which interventions lead to
improvements in detection, intervention and care for the sexual health needs
of people with SMI receiving case-management services.
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Table 1. Sexual Health Screening items
Patient demographics
Age

Sexual dysfunction
Screened yes/no

Gender

Sexual dysfunction yes/no

Partnered yes/no

Referred yes/no

Children yes/no

History of sexual offence

Clinical information

Screened for yes/no

Diagnosis

History of sexual offence yes/no

IPU admission yes/no
Sexual delusions yes/no

Fertility problems
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Screened yes/no
Pregnant yes/no

Evidence of sexual health
screening

Author Manuscript

Evidence yes/no

Planning pregnancy yes/no
Referred yes/no

Sexual side-effects
Screened yes/no

Relationship problems

General Meds yes/no

Screened for relationship problems
yes/no

Referred yes/no

Referred for relationship problems
yes/no

Psych meds yes/no
Sexual self esteem

History of Sexual Abuse

Happy with sex life yes/no

Screened for yes/no

Gender/sex orientation issues yes/no

History of sexual Abuse yes/no

Referred yes/no

Referred yes/no

Staff demographics

Safe sex

Gender Case manager

Screened yes/no

Gender Doctor

Sexually active yes/no
History of sex work yes/no
Safe sex education yes/no
Referred yes/no

Table 2. Logistic Regression Results for screening associated with diagnosis
type

Coefficient

SE

df P-value OR

Diagnosis Type
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95% CI

Ref = Schizophrenia
1.12

0.55 1

0.04*

3.08 1.04–9.12

Schizoaffective disorder 0.78

0.73 1

0.29

2.18 0.52–9.12

Psychosis

0.27

0.82 1

0.74

1.31 0.26–6.48

Bipolar

2.08

0.59 1

0.00*

8.00 2.52–25.44

Other

1.39

0.65 1

0.03*

4.00 1.11–14.35

Author Manuscript

Depression

Note. CI, confidence interval; df, degrees of freedom; OR, odds ratio; SE,
standard error.
*

P < 0.05
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