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Abstract
Background: Though substance use is a known risk factor for self-discharge, patients self-discharging during
treatment for acute poisoning have not previously been described. We charted characteristics of patients selfdischarging during treatment for acute poisoning by substances of abuse looking for associations between selfdischarge, repeated poisoning, and death.
Methods: All patients 12 years and older treated for acute poisoning by substances of abuse at an emergency
outpatient clinic in Oslo, Norway, were included consecutively from October 2011 through September 2012. We
collected data on gender, age, main toxic agent, suicidal intention, homelessness, history of severe mental illness,
and self-discharge. Information on deaths was retrieved from the National Cause of Death Register. We did a
multiple logistic regression analysis to look for associations between self-discharge and repeated poisoning and a
Cox regression analysis for associations between self-discharge and death.
Results: During one year, 1731 patients were treated for 2343 episodes of acute poisoning by substances of
abuse. Two-hundred-and-sixty-six (15%) patients self-discharged during at least one poisoning episode. Selfdischarging patients were older, median age 39 years vs 32 years (p < 0.001), more frequently homeless, 20/266
(8%) vs 63/1465 (4%) (p = 0.035), and the main toxic agent more frequently was an opioid, 82/266 (31%) vs 282/
1465 (19%) (p < 0.001). Self-discharge was an independent risk factor for repeated poisoning. The adjusted odds
ratio for two or more poisoning episodes during one year among self-dischargers was 3.0 (95% CI 2.2–4.1). The
association was even stronger for three or more poisoning episodes, adjusted odds ratio 5.0 (3.3–7.5). In total,
there were 34 deaths, 9/266 (3.4%) among self-discharging patients and 25/1465 (1.7%) among patients not
self-discharging (p = 0.12). The adjusted hazard ratio for death among self-discharging patients was 1.6 (0.75–3.6).
Conclusions: Self-discharge was associated with frequent poisonings by substances of abuse. Short-term
mortality was doubled among self-discharging patients, though this increase was not statistically significant. Still,
the increased risk of repeated poisoning marks self-discharging patients as a vulnerable group who might benefit
from targeted post-discharge follow-up measures.
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Background
Self-discharging patients leave health facilities against
medical advice or merely disappear. In general hospital
populations, self-discharge rates of 1–3% have been reported [1–5]. Self-discharge gives reason for concern, as
it is a risk factor both for readmissions and for excess
mortality. In a study encompassing all unscheduled hospital admissions in a Canadian province during 20 years,
discharge against medical advice tripled the risk of readmission within 30 days, and the risk of death at 90 days
was increased by 150% [1]. Among nearly two million admissions to US veteran hospitals, the readmission rate following discharge against medical advice was 18% within
30 days, compared to 11% following regular discharge,
while the risk of death at 60 days was increased by 10%
[2]. In a state-wide register study of 270,000 trauma admissions in California, the 30-days readmission rate, regularly at 7 %, was increased to 17% following discharge
against medical advice [3].
Self-discharge has been found to be more frequent
among patients using alcohol or illicit drugs [2, 6]. A US
nationwide register study found rates of discharge against
medical advice in the range of 10–12% among patients
treated for alcohol and substance related disorders compared to 1 % in general [4]. Among 34,000 patients
brought by ambulance to an emergency department in a
Canadian study, 55% of patients leaving without being
seen had a substance abuse diagnosis, compared to 9 %
among other patients [7]. A Korean study of 126,000 injury patients found that the risk of discharge against medical advice from the emergency department was nearly
doubled when alcohol was involved [8]. In a UK study of
patients treated for self-harm in general hospitals, the risk
of self-discharge was increased by 49% among those using
alcohol or illegal drugs [9].
Though patients using alcohol or illicit drugs have high
rates of self-discharge, we have not found any studies
describing patients self-discharging during treatment for
substance use related poisoning, apart from the mere
reporting of rates. Among patients treated for acute poisoning, the rates of self-discharge range from six to 11% in
UK and Norwegian studies [10–13]. In a European
multi-centre study of patients treated for recreational drug
toxicity in emergency departments, the self-discharge rate
was as high as 17% [14].
Acute poisoning is in itself a marker of increased risk.
It is associated with excess long-term mortality, especially when related to substance use [15–17]. Repetition
rates are also high. In previous Norwegian studies, as
many as 30% of patients treated for acute poisoning
presented with a new poisoning within a year [18], and
9 % of patients treated for acute poisoning by substances of abuse repeated within a week [19]. Hence,
patients self-discharging during treatment for substance
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use related poisoning are an at-risk group in an at-risk
situation, not previously described in detail.
Aims

We charted characteristics of patients self-discharging
during treatment for acute poisoning by substances of
abuse. Furthermore, we looked for associations between
self-discharge and short-term mortality, and between
self-discharge and repeated poisoning.

Methods
Design

Prospective observational cohort study.
Setting

The study was done at the Oslo Accident and Emergency
Outpatient Clinic (OAEOC) in Oslo, Norway. The OAEOC
is a primary care emergency outpatient clinic, serving the
entire city at all hours. There are about 200,000 consultations a year. The majority of patients treated for acute poisoning by substances of abuse in Oslo, are treated at the
OAEOC [20]. These patients are assessed according to a
systematic observation procedure, and the median observation time is four hours [19]. Oslo is the capital city of
Norway (population 613,285 as per 1 January 2012 [21]).
Inclusion

We included all patients 12 years and older treated at the
OAEOC for an acute poisoning by substances of abuse.
Patients were included by the doctor treating them. Substances of abuse were defined as any potential substance
of abuse including alcohol, prescription drugs, illegal
drugs, and others. Patients were included consecutively
during one year, from 1 October 2011 to 30 September
2012. Patients treated for multiple conditions were included if the poisoning in itself caused need for treatment
or observation. Among 2733 eligible cases, 174 did not
have a Norwegian national identity number and were excluded. In 216 cases the patient declined to participate. In
the end, 2343 cases in 1731 patients were included.
Data collection and classification

For all included cases, a registration form was completed by the doctor treating the patient. Any information missing in the form was collected, if available,
from the electronic medical records. Information on
deaths from 1 October 2011 to 31 December 2012 was
retrieved from the National Cause of Death Register,
using the patients’ unique Norwegian national identity
number.
For each case, we registered age, gender, main toxic
agent, homelessness, suicidal intention, previous history of
severe mental illness, time of presentation, time of discharge, and whether the patient self-discharged during
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treatment. Diagnoses of main toxic agents were made
by the doctor treating the patient. Main toxic agent was
defined as the agent assessed to be most toxic among
the agents taken, assumed doses considered. The diagnoses were based on all information available then and
there. Subsequently, main toxic agents were grouped by
us as ethanol, opioids, stimulants, gamma-hydroxybutyrate
(GHB), benzodiazepines, and others. Suicidal intention was
registered according to the assessment of the doctor treating the patient. Previous history of severe mental illness
was assessed and registered by the doctor treating the patient based on information from local medical records,
from the patient and/or the patient’s companions. Severe mental illness encompassed psychosis, bipolar disorder and severe personality disorders. Homelessness
was defined as being registered without a permanent
address in the National Registry, which was accessed
via the electronic medical records. Self-discharge was
defined as leaving without being seen by a doctor, disappearing during treatment or leaving against medical
advice. For patients disappearing during treatment,
time of discharge was defined as the time when they
were registered as missing from the clinic in the electronic medical records.
By using the patient’s unique Norwegian national identity number, we could identify patients presenting more
than once during the inclusion period. The collected
information was collated for each patient. Main toxic
agent for a patient with more than one presentation was
defined as the main toxic agent most frequently diagnosed in that patient’s poisoning episodes. In case of
even frequencies, we used the toxic agent we considered
most serious, in the following order: opioids, stimulants,
GHB, benzodiazepines, ethanol, others.
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Ethics

The study was performed in accordance with the
Helsinki declaration. It was approved by the Regional
Committee South East for Medical and Health Research
Ethics (REK nr 2010/1129–1) and the Oslo University
Hospital Information Security and Privacy Office.

Results
Among the 1731 patients included, 266/1731 (15%)
self-discharged during at least one poisoning episode. In
total, 324/2343 (14%) episodes ended with self-discharge.
Self-discharging patients were older, median age 39 years
vs 32 years (p < 0.001), more frequently homeless, 20/266
(8%) vs 63/1465 (4%) (p = 0.035), and the main toxic agent
more frequently was an opioid, 82/266 (31%) vs 282/1465
(19%) (p < 0.001) (Table 1).
In cases ending with the patient self-discharging, the
median length of stay was 2 h 45 min (interquartile range
1 h 35 min – 4 h 40 min), compared to 4 h 5 min (2 h 20
min – 5 h 25 min) when treatment at the OAEOC ended
with medical discharge or sending the patient on to hospital (p < 0.001). Most self-discharges occurred on weekdays between 16:00 and midnight (Fig. 1).
Thirty-four patients died, 9/266 (3.4%) among self-discharging patients compared to 25/1465 (1.7%) among
Table 1 Characteristics of self-discharging patients

Males
a

Age

Statistics

Statistical analyses were done in SPSS version 25 and in
an online calculator from EpiTools epidemiological calculators [22]. Chi-square test was used when comparing
proportions. Mann-Whitney U-test was used when comparing continuous variables. We did a Cox regression
analysis to identify factors associated with short-term
mortality, and multiple logistic regression analyses to
identify factors associated with repeated poisoning.

Non-self-dischargers
n (%)

p-value

184 (69)

952 (65)

0.21

39 (28–50)

32 (23–46)

< 0.001

Main toxic agent
Ethanol

143 (54)

829 (57)

0.43

Opioids

82 (31)

282 (19)

< 0.001

Stimulants

12 (5)

93 (6)

0.31

GHB

11 (4)

74 (5)

0.63

Benzodiazepines

12 (5)

132 (9)

0.020

Other

6 (2)

55 (4)

0.30

Suicide attemptb

14 (5)

116 (8)

0.17

Severe mental illness

33 (12)

150 (10)

0.34

Outcome measures

The main outcome measures were short-time mortality,
defined as death during the inclusion period or the following three months; repeated poisoning once during
the inclusion period; and repeated poisoning several
times during the inclusion period. We looked for associations between self-discharge and these outcomes.
Furthermore, we described characteristics of the selfdischarging patients.

Self-dischargers
n (%)

Homeless

20 (8)

63 (4)

0.035

Two or more
poisoningsc

89 (33)

186 (13)

< 0.001

Three or more
poisoningsc

56 (21)

62 (4)

< 0.001

Deathd

9 (3.4)

25 (1.7)

0.12

Total

266 (100)

1465 (100)

a

Median (interquartile range)
Suicidal intention in at least one poisoning episode
During one year, i.e. during the inclusion period (1 October 2011–30
September 2012)
d
Death during the inclusion period or the following three months (1 October
2011–31 December 2012)
GHB gamma-hydroxybutyrate
b
c
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Fig. 1 Time of discharge. Time of self-discharge was differently distributed than time of regular discharge, both on weekdays and on weekends
(p < 0.001). Weekends include Saturdays, Sundays and public holidays

patients not self-discharging (p = 0.12) (Table 1). The
hazard ratio for death among self-discharging patients in
the univariate Cox regression analysis was 2.0 (95%
confidence interval (CI) 0.92–4.2, p = 0.079), while the
adjusted hazard ratio in the multivariate Cox regression
analysis was 1.6 (95% CI 0.75–3.6, p = 0.21) (adjusted for
age, gender, toxic agent, suicide attempt, severe mental
illness, and homelessness).
Self-discharge was an independent risk factor for repeated poisoning, with an adjusted odds ratio of 3.0
(95% CI 2.2–4.1, p < 0.001) for presenting more than
once during one year (Table 2). The association was
even stronger for presenting more than twice, adjusted
odds ratio 5.0 (95% CI 3.3–7.5, p < 0.001).

Discussion
Summary of main findings

Self-discharge was associated with a three-fold increased
risk of repeated poisoning, and a five-fold increased risk of

repeating more than once. Short-time mortality was twice
as high among self-discharging patients, though this increase was not statistically significant. Self-discharging patients were older, more frequently homeless, and the main
toxic agent more frequently was an opioid.
Self-discharge, repeated poisoning and death

We found self-discharge to be an independent risk
factor for repeated poisoning by substances of abuse.
The increased risk of repetition was high compared
with previous findings of increased readmission rates
following discharge against medical advice in general
hospital populations [1–3].
The increased repetition rate among patients self-discharging during treatment for acute poisoning of abuse
calls for concern, as risk of fatal overdose increases with
increasing numbers of previous non-fatal overdoses
[23–25]. In line with previous studies in general hospital populations [1, 2], we found an increased risk of
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Table 2 Factors associated with two or more poisonings during one year – multiple logistic regression analysis
Patients total

Patients with two or more poisonings

Crude

n

n (%)

Odds ratio

Females

595

72 (12)

1

Males

1136

203 (18)

Adjusted
95% CI

p-value

Odds ratio

95% CI

p-value

1.6

1.2–2.1

0.002

1.3

0.96–1.8

0.090

1.02

1.01 – 1.02

< 0.001

1.02

1.01–1.03

< 0.001

Gender

a

Age

1

Main toxic agent
Ethanol

972

106 (11)

1

Opioids

364

121 (33)

4.1

3.0–5.5

< 0.001

3.7

2.7–5.1

< 0.001

Stimulants

105

22 (21)

2.2

1.3–3.6

0.003

2.1

1.2–3.6

0.008

GHB

85

11 (13)

1.2

0.63–2.4

0.57

1.4

0.70–2.8

0.34

Benzodiazepines

144

13 (9)

0.81

0.44–1.5

0.50

0.70

0.35–1.4

0.33

Other

61

2 (3)

0.28

0.07–1.2

0.077

0.27

0.06–1.1

0.075

b

1

Suicide attempt

130

21 (16)

1.0

0.63–1.7

0.93

1.2

0.65–2.2

0.55

Severe mental illness

183

55 (30)

2.6

1.8–3.7

< 0.001

2.9

1.9–4.2

< 0.001

Homeless

83

27 (33)

2.7

1.7–4.4

< 0.001

1.3

0.78–2.3

0.29

Self-dischargec

266

89 (33)

3.5

2.6–4.7

< 0.001

3.0

2.2–4.1

< 0.001

Total

1731

275 (16)

Adjusted odds ratios for significant associations are shown in bold types
a
Continuous variable
b
Suicidal intention in at least one poisoning episode
c
Self-discharge in at least one poisoning episode
CI confidence interval, GHB gamma-hydroxybutyrate

death following self-discharge. However, the increase
was not statistically significant in our study, probably
a consequence of too small a sample for the short
observation time.
The self-discharge rate of 15% among our patients was
high compared to the rates of 1–3% reported in general
hospital populations [1–5]. The rate was more comparable
to the rate of 17% previously reported among patients
treated for recreational drug toxicity [14], but higher than
the rates of 6–11% reported among patients treated for
acute poisoning in general [10–13]. Though higher rates
of self-discharge have been reported among patients
treated for self-harm, 23% among adolescents in a Korean
study [26], and ranging from eight to 39% in a UK study
encompassing 22 general hospitals [9], the rate of 15%
marks our patient group as prone to self-discharge.
Why do patients self-discharge?

There are clear indications that self-discharging patients
are a troubled and vulnerable group. Garland et al. found
readmission rates and mortality to be increased immediately following discharge against medical advice, then declining but still increased at least as long as six months
later, leading them to speculate that the increases were related both to the acute condition and to characteristics of
the patient [1]. In our study, self-discharging patients
more often were opioid users, homeless, and of older age.

In a Canadian study of hospitalised patients using illicit
drugs, unstable employment, incarceration, daily heroin
injection and younger age were associated with leaving
against medical advice [27]. An Australian study of patients with deliberate self-poisoning found absconding
patients more likely to have a mental illness and to be
unemployed [28]. Among trauma patients in California,
readmissions were more likely to be for psychiatric
reasons following discharge against medical advice
compared to regular discharge [3].
In a qualitative study, communication breakdown was
found to be a major reason for self-discharge, encompassing health service providers using language that was hard
to understand for patients, inconsistent messages from
doctors and nurses, and sheer rudeness from health service providers [29]. Accordingly, clear and consistent communication in an easy to understand language along with
good bedside manners, might partly remedy the situation.
However, self-discharge is a complex phenomenon, associated with serious consequences. Self-discharging patients
might benefit from special attention, for instance by way
of post-discharge telephone contact or home visits from
outreach services.
Somewhat surprisingly, in our study self-discharge
occurred most frequent on weekday late afternoons and
evenings, while during the lesser staffed night shifts larger proportions were medically discharged. However,
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adolescents and young adults with ethanol poisoning
dominate among patients with acute poisoning at the
OAEOC at night, especially during weekends [20]. During
the inclusion period, these patients were eligible for a targeted follow-up program at the OAEOC [30], possibly also
affecting the discharge process.
Strengths and limitations

The information on deaths is reliable, as all included patients were traced in the National Cause of Death Register
using their unique Norwegian national identity number.
This is a major strength. However, our study was probably
underpowered concerning factors associated with death
due to the short period of observation for fatalities.
To add power to the Cox regression analysis, we
chose to use death within the inclusion period or the
following three months as a measure of short-time
mortality, hence an observation time varying from three
to fifteen months between patients. Patients with several poisonings during the inclusion period are more
likely to present for the first time earlier in the inclusion period than non-repeating patients, thus having
longer observation times. As self-discharge was associated with repeated poisoning, self-discharging patients
might also tend to have longer observation times. This
might overestimate the short-time mortality among
self-discharging patients when comparing proportions
between the groups. However, this ratio was in the
same range as the unadjusted hazard ratio. Accordingly,
we do not think that this possible bias had any impact
on our results, as variation in observation time is handled by the Cox regression analysis.
For the subgroup of self-discharging patients merely
disappearing during treatment, time of discharge was defined as when they were registered as missing from the
clinic. Patients with acute poisoning by substances of
abuse are observed at short intervals by the nursing staff
at the OAEOC. When a patient is not found, this is
marked in the electronic medical records. Thus, observation time is systematically somewhat overestimated for
this subgroup, but on average probably by less than 15
min.
Our study included the majority of acute poisonings
by substances of abuse during one year in a European
capital city. However, about 200 patients with acute
poisoning by substances of abuse are triaged for direct
hospital treatment by the ambulance services every
year, thus bypassing the OAEOC [19]. These are more
severe poisonings. Furthermore, in about 700 cases per
year, the patient is left on scene after treatment by the
ambulance service [31]. These are mainly opioid overdoses. Consequently, the repetition rate is probably
underestimated in our study, especially for patients
with opioid overdoses.
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The registration of previous history of severe mental
illness was based on the information available then and
there to the doctor treating the patient. Consequently,
the prevalence is probably underestimated. Furthermore,
the category of severe mental illness was not rigorously
defined and encompassed a number of different diagnoses. Similarly, diagnoses of toxic agents and suicidal
intention were made by the doctor treating the patient.
Toxicological laboratory analyses were not done. On the
other hand, the diagnoses were made in real clinical situations, and the patients were managed accordingly.

Conclusions
Self-discharge was frequent among patients treated for
acute poisoning by substances of abuse and was an independent risk factor for repeated poisoning. Short-time mortality was twice as high among self-discharging patients,
though this increase was not statistically significant. Still,
the increased risk of repetition marks self-discharging
patients as a vulnerable group who might benefit from
targeted post-discharge follow-up measures. Emergency
services should give special attention to patients selfdischarging during treatment for acute poisoning, for
instance by way of post-discharge telephone contact or
home visits from outreach services.
Abbreviations
CI: Confidence interval; GHB: Gamma-hydroxybutyrate; OAEOC: The Oslo
Accident and Emergency Outpatient Clinic
Acknowledgments
We thank the doctors at the OAEOC for including patients and registering
data, and the National Cause of Death Register for providing data.
Funding
The study was funded by the Norwegian Research Fund for General Practice.
The funding body took no active part in the study.
Availability of data and materials
Data are not available for sharing due to restrictions imposed by the
Regional Committee South East for Medical and Health Research Ethics.
Authors’ contributions
OMV, DJ, OE and MB designed the study. OMV collected and collated the
data. OMV analysed the data with contributions from DJ, OE and MB. OMV
drafted the manuscript. All authors revised the manuscript. All authors have
read and approved the final version of this manuscript.
Ethics approval and consent to participate
The study was approved by the Regional Committee South East for Medical
and Health Research Ethics (REK nr 2010/1129–1) and the Oslo University
Hospital Information Security and Privacy Office. Participation was based on
informed verbal consent. For patients treated for acute poisoning by
substances of abuse the signing of a consent form often turns out to be a
practical problem, even when the patient has understood the information
given and consented to inclusion. As the study was solely observational, we
considered verbal consent sufficient. Verbal consent was registered on the
registration form by the doctor including the patient. This procedure was
approved by the ethics committee.
Consent for publication
Not applicable.

Vallersnes et al. BMC Emergency Medicine

(2019) 19:5

Page 7 of 7

Competing interests
The authors declare that they have no competing interests.
18.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

19.

Author details
1
Department of General Practice, University of Oslo, Oslo, Norway.
2
Department of Emergency General Practice, City of Oslo Health Agency,
Oslo Accident and Emergency Outpatient Clinic, Oslo, Norway. 3Department
of Acute Medicine, Oslo University Hospital, Oslo, Norway. 4Institute of
Clinical Medicine, University of Oslo, Oslo, Norway. 5Division of Mental Health
and Addiction, Oslo University Hospital, Oslo, Norway. 6Department of
Behavioural Sciences in Medicine, University of Oslo, Oslo, Norway. 7General
Practice Research Unit (AFE), University of Oslo, Oslo, Norway.

20.

Received: 28 October 2018 Accepted: 20 December 2018

References
1. Garland A, Ramsey CD, Fransoo R, Olafson K, Chateau D, Yogendran M, et al.
Rates of readmission and death associated with leaving hospital against
medical advice: a population-based study. CMAJ. 2013;185:1207–14.
2. Glasgow JM, Vaughn-Sarrazin M, Kaboli PJ. Leaving against medical advice
(AMA): risk of 30-day mortality and hospital readmission. J Gen Intern Med.
2010;25:926–9.
3. Olufajo OA, Metcalfe D, Yorkgitis BK, Cooper Z, Askari R, Havens JM, et al.
Whatever happens to trauma patients who leave against medical advice?
Am J Surg. 2016;211:677–83.
4. Spooner KK, Salemi JL, Salihu HM, Zoorob RJ. Discharge against medical
advice in the United States, 2002-2011. Mayo Clin Proc. 2017;92:525–35.
5. Lee CA, Cho JP, Choi SC, Kim HH, Park JO. Patients who leave the
emergency department against medical advice. Clin Exp Emerg Med. 2016;
3:88–94.
6. Ti L, Ti L. Leaving the hospital against medical advice among people who
use illicit drugs: a systematic review. Am J Public Health. 2015;105:e53–9.
7. Doupe MB, Day S, Palatnick W, Chochinov A, Chateau D, Snider C, et al. An
ED paradox: patients who arrive by ambulance and then leave without
consulting an ED provider. Emerg Med J. 2017;34:151–6.
8. Jeong J, Song KJ, Kim YJ, Cho JS, Park JO, Lee SC, et al. The association
between acute alcohol consumption and discharge against medical advice
of injured patients in the ED. Am J Emerg Med. 2016;34:464–8.
9. Bennewith O, Peters TJ, Hawton K, House A, Gunnell D. Factors associated
with the non-assessment of self-harm patients attending an accident and
emergency department: results of a national study. J Affect Disord. 2005;
89:91–7.
10. Thomas SH, Lewis S, Bevan L, Bhattacharyya S, Bramble MG, Chew K, et al.
Factors affecting hospital admission and length of stay of poisoned patients
in the north east of England. Hum Exp toxicol. 1996;15:915–9.
11. Teo AI, Cooper JG. The epidemiology and management of adult poisonings
admitted to the short-stay ward of a large Scottish emergency department.
Scott Med J. 2013;58:149–53.
12. Lund C, Vallersnes OM, Jacobsen D, Ekeberg O, Hovda KE. Outpatient
treatment of acute poisonings in Oslo: poisoning pattern, factors associated
with hospitalization, and mortality. Scand J Trauma Resusc Emerg Med.
2012;20:1.
13. Lund C, Teige B, Drottning P, Stiksrud B, Rui TO, Lyngra M, et al. A one-year
observational study of all hospitalized and fatal acute poisonings in Oslo:
epidemiology, intention and follow-up. BMC Public Health. 2012;12:858.
14. Dines AM, Wood DM, Yates C, Heyerdahl F, Hovda KE, Giraudon I, et al.
Acute recreational drug and new psychoactive substance toxicity in Europe:
12 months data collection from the European drug emergencies network
(euro-DEN). Clin Toxicol. 2015;53:893–900.
15. Chesney E, Goodwin GM, Fazel S. Risks of all-cause and suicide mortality in
mental disorders: a meta-review. World Psychiatry. 2014;13:153–60.
16. Bargagli AM, Hickman M, Davoli M, Perucci CA, Schifano P, Buster M, et al.
Drug-related mortality and its impact on adult mortality in eight European
countries. Eur J Pub Health. 2006;16:198–202.
17. Lund C, Bjornaas MA, Sandvik L, Ekeberg O, Jacobsen D, Hovda KE. Five-year
mortality after acute poisoning treated in ambulances, an emergency

21.
22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

outpatient clinic and hospitals in Oslo. Scand J Trauma Resusc Emerg Med.
2013;21:65.
Heyerdahl F, Bjornaas MA, Dahl R, Hovda KE, Nore AK, Ekeberg O, et al.
Repetition of acute poisoning in Oslo: 1-year prospective study. Br J
Psychiatry. 2009;194:73–9.
Vallersnes OM, Jacobsen D, Ekeberg O, Brekke M. Outpatient treatment of
acute poisoning by substances of abuse: a prospective observational cohort
study. Scand J Trauma Resusc Emerg Med. 2016;24:76.
Vallersnes OM, Jacobsen D, Ekeberg O, Brekke M. Patients presenting with
acute poisoning to an outpatient emergency clinic: a one-year
observational study in Oslo, Norway. BMC Emerg Med. 2015;15:18.
Statistics Norway. Statistisk sentralbyrå. http://www.ssb.no. Accessed 12
Jul 2014.
Sergeant ESG. Epitools epidemiological calculators. AusVet Animal Health
Services and Australian Biosecurity Cooperative Research Centre for
Emerging Infectious Disease http://epitools.ausvet.com.au. Accessed 8
January 2016.
Stoove MA, Dietze PM, Jolley D. Overdose deaths following previous nonfatal heroin overdose: record linkage of ambulance attendance and death
registry data. Drug Alcohol Rev. 2009;28:347–52.
Gunnarsdottir OS, Rafnsson V. Risk of suicide and fatal drug poisoning after
discharge from the emergency department: a nested case-control study.
Emerg Med J. 2010;27:93–6.
Caudarella A, Dong H, Milloy MJ, Kerr T, Wood E, Hayashi K. Non-fatal
overdose as a risk factor for subsequent fatal overdose among people who
inject drugs. Drug Alcohol Depend. 2016;162:51–5.
Jung JH, Kim DK, Jung JY, Lee JH, Kwak YH. Risk factors of discharged
against medical advice among adolescents self-inflicted injury and
attempted suicide in the Korean emergency department. J Korean Med Sci.
2015;30:1466–70.
Ti L, Milloy MJ, Buxton J, McNeil R, Dobrer S, Hayashi K, et al. Factors
associated with leaving hospital against medical advice among people who
use illicit drugs in Vancouver, Canada. PLoS One. 2015;10:e0141594.
Martin CA, Chapman R, Rahman A, Graudins A. A retrospective descriptive
study of the characteristics of deliberate self-poisoning patients with single
or repeat presentations to an Australian emergency medicine network in a
one year period. BMC Emerg Med. 2014;14:21.
Onukwugha E, Saunders E, Mullins CD, Pradel FG, Zuckerman M, Weir MR.
Reasons for discharges against medical advice: a qualitative study. Qual Saf
Health Care. 2010;19:420–4.
Vallersnes OM, Bjornaas MA, Lund C, Jacobsen D, Ekeberg O, Brekke M.
Follow-up of young patients after acute poisoning by substances of abuse:
a comparative cohort study at an emergency outpatient clinic. BMC Res
Notes. 2016;9:398.
Heyerdahl F, Hovda KE, Bjornaas MA, Nore AK, Figueiredo JC, Ekeberg O, et
al. Pre-hospital treatment of acute poisonings in Oslo. BMC Emerg Med.
2008;8:15.

