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Abstract

Objective

The perinatal period represents a critical juncture in
a woman's life marked by profound emotional, social,
and physical changes. During this phase, there is a
propensity for the exacerbation of pre-existing psychiatric
symptoms or the emergence of new ones. Notably,
there is often an uptick in psychiatric emergencies and
presentations to emergency psychiat-ric departments
among women in the perinatal period. This study
aimed to retrospectively evaluate women accessing
emergency psychiatric departments during pregnancy
and the postpartum period, focusing on their presenting
complaints, diagnoses, clinical trajectory, and factors
influencing the decision for inpatient treatment.

Material and Method

A retrospective review was conducted on the records
of 11,419 women aged 18 to 45 who sought care at the
Psychiatric Emergency Department of Bakirkoy Prof.
Dr. Mazhar Osman Research and Training Hospital
between July 2015 and July 2016.

Results

Among them, the records of 163 women who were
either pregnant or within one year postpartum were
analyzed. Of the women accessing services during
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the perinatal period, 46% were pregnant, while 54%
were in the postpartum phase. Additionally, 38.7% of
these women presented to the psychiatric department
for the first time. Distress and anxiety emerged as the
most common reasons for seeking help. Interestingly,
no significant differences were observed between
the pregnancy and postpartum periods regarding
presenting complaints and clinical progression. How-
ever, the incidence of psychotic disorders was notably
higher during the postpartum period compared to
pregnancy. Through logistic regression analysis
involving pregnancy status, presenting complaints,
and diagnoses, it was determined that the nature of
the presenting complaint significantly influenced the
decision for inpatient treatment. Notably, scepticism,
agitation, and suicidal ideation were identified as the
most prevalent complaints among women who required
inpatient care.

Conclusion

Mental health challenges during the perinatal period
not only jeopardize the well-being of the woman but
also impact the health of the infant. Detecting and
addressing emergent psychiatric issues during this
phase are pivotal for timely intervention and preventive
measures.
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Introduction

The perinatal period is recognized as a pivotal phase
in a woman's life, characterized by notable emotional,
social, and physical changes (1). Variability in
experiences during this period is observed based on
individual social contexts and cultural backgrounds.
(2). Mental disorders in the perinatal period are
acknowledged by the World Health Organization
(WHO) as a significant public health concern, with data
indicating that at least one in 10 women encounter
severe mental health issues during pregnancy or within
a year postpartum (3). Guidance from the American
College of Obstetricians and Gynecologists (ACOG)
Committee recommends mental disorder screening
for women at least once during both pregnancy and
the postpartum period (4).

During the perinatal period, there is an elevated risk of
psychiatric disorders (5). Depression and anxiety are
prevalent mental health concerns during this phase,
with perinatal depression ranging from 4% to 19%
in prevalence and anxiety disorders affecting over
15% of women (6-8). Studies tracking the course
of mood disorders in this period indicate relapses in
23% of women diagnosed with bipolar disorder during
pregnancy and 52% postpartum (9).

Although the prevalence of pregnancy in patients
with psychotic disorders is lower compared to other
conditions, an acute psychotic episode arising during
pregnancy is deemed a psychiatric and obstetric
emergency (10-12)

Many women perceive negative emotions as a natural
aspect of the perinatal process, believing they can
manage these symptoms independently (13). Despite
the heightened risk of mental disorders compared to
the general population, research indicates that even
within standard healthcare systems, diagnosis rates
and access to treatment remain around 50% (14).
It's understood that perinatal mental disorders can
negatively impact both maternal and infant health,
potentially affecting the long-term emotional, cognitive,
and social development of the child (15,16).

Moreover, only 10-15% of women diagnosed with a
mental disorder or seeking treatment receive adequate
care (13,16). For women in the perinatal period not
undergoing regular monitoring and treatment, there
may be an increased likelihood of experiencing
emergency psychiatric conditions and visits to the
emergency department.

Psychiatric emergencies, as per the definition by
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the American Psychiatric Association, encompass
disturbances in thought, behaviour, mood, and social
interactions necessitating immediate intervention by
the patient, family, or community (17). Assessing and
managing psychiatric emergencies during pregnancy
necessitates collaborative efforts among emergency
physicians, psychiatrists, and obstetricians. Establish-
ing a comprehensive support system during this
phase involves evaluating the health status of both
the woman and the baby (18). Accurately identifying
and treating life-threatening mental disorders in the
perinatal period is crucial for mitigating maternal
mortality rates and addressing this significant public
health concern (19,20).

Our study aimed to retrospectively describe the
complaints, diagnoses and clinical course of pregnant
and postpartum women admitted to the emergency
psychiatry service, while also exploring the factors
influencing decisions for inpatient treatment during the
perinatal period. In this period of many changes and
role transitions in women's lives, it is important that
psychiatric complaints can be intervened quickly and
effectively. Our study aims to contribute to clinicians by
identifying the important points in the management of
psychiatric disorders in the perinatal period by defining
the emergencies in women who need psychiatric
support in the perinatal period and the situations
requiring inpatient treatment.

Material and Method

This study was conducted following approval from
the Ethics Committee of Bakirkoy Prof. Dr. Mazhar
Osman Research and Training Hospital Hospital, with
a decision dated 07.02.2017 and numbered 627. The
study period was determined as between March 2017
and June 2017.

The hospital files of women admitted to the Psychiatry
Emergency Department of a Hospital, the largest
psychiatric hospital in Turkey, between July 2015
and July 2016 were included in the study. During this
period, 11,419 women between the ages of 18 and
45 years were admitted to the emergency psychiatry
service of our hospital.

A retrospective analysis of the medical records
of 11,419 women revealed that 163 women were
admitted to the psychiatric emergency department
during pregnancy or within a year of giving birth.

The socio-demographic characteristics, admission
complaints, previous psychiatric disorders and
treatment histories, psychiatric evaluations, diagnoses



and treatment methods performed at the time of
admission were extracted and recorded from the
patient's files. In cases where patients reported more
than one complaint, the first and most important
complaint was prioritized for analysis.

Statistical Analysis

Socio-demographic characteristics, presenting
complaints, psychiatric evaluations, diagnoses, and
treatment modalities were extracted and recorded from
the patients' files. In cases where patients reported
multiple complaints, the first and most significant
complaint was prioritized for analysis.

Data analysis was conducted using SAS Studio 3.71
software. Descriptive statistics, including mean and
standard deviation for continuous variables, and
frequency (n) and percentages (%) for categorical
variables, were calculated. The Shapiro-Wilk test
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was employed to assess compliance with normal
distribution. Group comparisons were conducted
using the Mann-Whitney U-Test for two groups. The
distribution of categorical variables between groups
was assessed using the Chi-Square test or Fisher's
Exact Test. Post hoc evaluation was performed using
the Bonferroni test if a significant difference was
detected. Binary logistic regression analysis was
employed to identify factors predicting the decision
for hospitalization. Results were deemed statistically
significant if the p-value was less than 0.05.

Results

Between July 2015 and 2016, Bakirkoy Prof. Dr. Mazhar
Osman Research and Training Hospital Hospital
Psychiatry Emergency Department admitted a total
of 11,419 women, of whom 163 were in the perinatal
period. Among these perinatal cases, 46% were preg-

Table 1 Socio-Demographic Characteristics of Women in Perinatal Period Admitted to the

Psychiatric Emergency Department

Pregnancy period Postpartum Period
n/Mean %ISD n/Mean %ISD p

Age 29.79 5.50 29.91 4.83 0.889
Week 17.73 9.77 14.83 12.49 0.069
Smoking
No 40 53.3% 55 62.5%
Yes 7 9.3% 9 10.2% 0.380
Unknown 28 37.3% 24 27.3%
Usage of PAS & Alcohol
No 42 56% 60 68.2%
Yes 4 5.3% 3 3.4% 0.272
Unknown 25 28.4% 29 53.7%
History of Suicidal Attempt
No 27 36% 33 37.5%
Yes 11 14.7 12 13.6% 0.972
Unknown 37 49.3% 43 48.9%
History of Psychiatric Hospitalization
No 57 76% 61 69.3%
Yes 13 17.3% 23 26.1% 0.368
Unknown 5) 6.7% 4 4.5%

PAS: Psychoactive substance
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nant, and 54% were in the postpartum phase. Notably,
eight women had multiple admissions during this
period. The mean age of these admitted women was
28.8515.13 years. Additionally, 38.7% of the women
sought care at the psychiatry department for the first
time. Socio-demographic characteristics of women
in the perinatal period admitted to the psychiatric
emergency department are shown in Table 1.

Regarding complaints of women admitted to the
psychiatric emergency department during pregnancy
and the postpartum period, distress and anxiety
emerged as the most prevalent reasons for admission

Psychiatric Emergencies in Perinatal Women

(26.7% and 26.14% respectively). No significant
difference was observed between the pregnancy and
postpartum periods concerning admission complaints
(p>0.05). However, a statistically significant difference
was noted between the two groups regarding
admission diagnoses (p<0.05). Further post-hoc
analyses revealed a significantly higher prevalence of
psychotic disorder diagnoses during the postpartum
period, as depicted in Table 2.

Upon analyzing the clinical characteristics of women
deemed appropriate for hospitalization, it was
observed that both the diagnosed condition and the

Clinical Characteristics of Women in Perinatal Period Admitted to the Psychiatric

Emergency Department

Pregnancy period Postpartum Period
n/Mean %ISD n/Mean %ISD P
Admission Complaints
Distress & Anxiety 26.67% (20) 26.14%(23)
Nervousness & Agitation 14.67% (11) 12.50% (11)
Insomnia 18.7% (14) 7,95% (7)
Suicidal Thought/Attempt 10.67% (8) 9.09% (8)
Unhappiness & Crying 5.3% (4) 13.64% (12) 0.543
Somatic complaints 6,7%(5) 9.1%(8)
Suspiciousness 5.3%(3) 9.1%(8)
Manic/hypomanic symptoms 4%(3) 2.3%(2)
Other 8%(6) 10.2%(9)
Diagnosis
No Diagnosis 32% (24) 19.3%(17)
Bipolar Disorder 22.67% (17) 12.50% (11)
Depressive Disorder 12% (9) 21,6% (19)
Anxiety Disorder 10.67% (8) 9.1% (8) 0.022*
Psychotic Disorder 4% (3) 18.2% (16)
Adjunct Disorder 6,7%(5) 4.5%(4)
Other 12%(9) 14.8%(13)
Clinical Outcomes
F?Su;gsgggltjggg(t)rsl was recommended by giving 55.7% (39) 41.29%(35)
A prescription was given, control visit was 25.7% (18) 29.4% (25) 0.155
recommended
Hospitalized 18.6% (13) 29.4% (25)
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presenting complaint significantly differed (p<0.05), as B L R
illustrated in Table 3.

Other~ “Other

HManichypomanic symptoms

Binary logistic regression analysis was conducted S|
to assess factors predicting the decision for Suspicousness-
hospitalization. Pregnancy status, admission com-
plaint, and admission diagnosis were included as
variables in the model. The analysis revealed that
the admission complaint significantly predicted the
decision for hospitalization, as depicted in Table 4. The
distribution of admission complaints by hospitalization
decision is shown in Figure 1. Nervousness & Agtator]
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Figure 1:
Admission Complaints by Hospitalization Decision

Table 3 Clinical Characteristics of Women Hospitalized in The Perinatal Period

No Hospitalized Hospitalized

n/Mean %ISD n/Mean %ISD P
Age 29.86 5.163 29.84 5.097 0.882
Pregnancy Status
Pregnancy 62 49.6% 13 34.2% 0.069
Postpartum 63 50.4% 25 65.8%
Admission complaints
Distress & Anxiety 43 34.4% 0 0%
Nervousness & Agitation 14 11.2% 8 21.1%
Insomnia 17 13.6% 5 13.2%
Suicidal Thought/Attempt 9 7.2% 7 18.4%
Unhappiness & Crying 12 9.6% 3 7.9% <0.001
Somatic complaints 13 10.4% 0 0%
Suspiciousness 3 2.4% 9 23.7%
Manic/hypomanic symptoms 0 0% 5 13.2%
Other 14 11.2% 1 2.6%
Diagnosis
No Diagnosis 41 32.8% 0 0%
Bipolar Disorder 12 9.6% 16 42.1%
Depressive Disorder 20 16% 8 21.1%
Anxiety Disorder 16 12.8% 0 0% <0.00t*
Psychotic Disorder 6 4.8% 13 34.2%
Adjunct Disorder 9 7.2% 0 0%
Other 21 16.8% 1 2.6%
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Logistic regression Analysis of Hospitalization Decision

95% C.l.for EXP(B)
B S.E. Wald | Sig. | Exp(B)
Lower Upper
Admission complaints .184 .071 6.739 | .009 [ 1.201 1.046 1.380
S Diagnosis .000 .094 .000 |(1.000| 1.000 .832 1.202
Pregnancy status -.581 .398 2.128 | .145 .559 .256 1.221
Constant -1.718 | .544 9.981 | .002 179
Admission complaints .184 .070 6.787 | .009 | 1.201 1.047 1.379
Step 22 Pregnancy status -.581 .394 2.169 | .141 .559 .258 1.212
Constant -1.718 | .403 | 18.137 | .000 179
Step 3¢ Admission complaints .190 .070 7.360 | .007 | 1.209 1.054 1.386
Constant -1.987 | .368 |29.095 | .000 137
Variable(s) entered on step 1: Admission complaints Diagnosis, Pregnancy status.
Nagelkerke R2 Step 1 =.087 Step 2= .087 Step 3 =.068

Discussion

In our study, the objective was to examine the
sociodemographic characteristics, complaints, diag-
noses, and clinical course of women in the perinatal
period who sought assistance from the psychiatric
emergency department, aswellasto analyze the clinical
characteristics of women who were recommended for
inpatient treatment. It was observed that anxiety and
distress were the prevailing reasons for seeking care
at the emergency psychiatric department during both
pregnancy and the postpartum period.

Upon reviewing admission diagnoses during
pregnancy and the postpartum period, a significantly
higher incidence of psychotic disorder diagnosis
was noted in the postpartum phase compared to the
pregnancy period. Additionally, it was established that
the complaints voiced by women presenting to the
psychiatric emergency department were predictive of
their inclination towards inpatient treatment. Notably,
scepticism, agitation, and suicidal thoughts emerged
as the most common complaints among those
recommended for inpatient care. Regarding reasons for
presenting to the psychiatric emergency department, it
was evident that distress and anxiety were the leading
causes during both pregnancy and the postpartum
period. Furthermore, insomnia was prevalent,
accounting for 18.7% of cases during pregnancy, while
reports of unhappiness were documented in 13.64% of
cases during the postpartum period.
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Distress is defined as a notably adverse emotional
state characterized by persistent arousal and impaired
functioning (21,22). Within the perinatal context,
distress is also delineated as the emotional response
of women to the transitional process into motherhood,
encompassing changes in their bodies, societal roles,
and social circumstances (23). Given the relevant
literature, anxiety, depression, and stress appear
as the most common mental distress conditions in
studies on perinatal mental health (24,25). In our
study, anxiety & distress emerged as the predominant
complaint leading to emergency psychiatric admission
during both pregnancy and the postpartum period,
aligning with findings from existing literature.

The second most common complaint during
pregnancy was identified as insomnia, accounting for
18.7% of cases. It is well-documented that insomnia
is more prevalent during pregnancy compared to the
general population. In a meta-analysis conducted by
Sedov and colleagues, they reported a prevalence of
38.2% for insomnia during pregnancy (26). Biological
changes such as increased body temperature, nasal
congestion, and frequent urination during pregnancy
are cited as factors that may disrupt sleep patterns
(27). Given that anxiety symptoms during pregnancy
can contribute to sleep disturbances, it is advisable
to screen women experiencing insomnia for signs of
stress and anxiety (28).

In our study, upon examining the diagnoses of
admission to the emergency department, it was



noted that a certain number of women who sought
care during both periods did not receive a specific
diagnosis. Additionally, when comparing admission
diagnoses between pregnancy and the postpartum
period, a significantly higher prevalence of psychotic
disorder diagnosis was observed in the postpartum
phase. This finding aligns with existing literature,
which indicates that the rate of antepartum psychosis
is lower than the rate of postpartum psychosis
(29). The increased risk of admission diagnoses of
psychotic disorder in the postpartum period compared
to pregnancy in our study may be attributed to several
factors. Firstly, the protective effect of high estrogen
levels during pregnancy is known to mitigate the risk
of psychotic symptoms. However, the rapid decline in
estrogen levels postpartum removes this protective
effect, potentially increasing vulnerability to psychotic
episodes. Additionally, the combination of factors such
as insomnia, which is common during the postpartum
period, and the profound psychological impact of
transitioning to motherhood may exacerbate existing
vulnerabilities or precipitate psychotic symptoms in
susceptible individuals. Moreover, the availability of
high levels of medical care and social support during
pregnancy may serve as protective factors, whereas
the sudden reduction in support systems postpartum
may contribute to increased stress and exacerbation
of underlying psychiatric conditions. Taken together,
these factors likely contribute to the higher prevalence
of psychotic disorder diagnoses in the postpartum
period observed in our study compared to the
pregnancy period (30).

When assessing the factors influencing the decision
to undergo inpatient treatment during the perinatal
period, our analysis reveals that admission complaints
serve as a significant predictor. Specifically, when
examining the frequency of complaints among
women who were recommended for hospitalization,
scepticism, agitation, and suicidal thoughts emerge
as the predominant factors, respectively. Complaints
of scepticism and agitation frequently co-occur with
severe mental illnesses (31,32). Conditions like
postpartum psychosis and mood disorders often
manifest with symptoms such as irritable mood, severe
behavioural disturbances, and disordered thinking.
Delusional beliefs regarding the baby can elevate the
risk of infanticide and physical aggression towards
the infant. Furthermore, in depressive disorders,
where the risk of suicide is heightened, the presence
of psychotic symptoms or feelings of hopelessness
may pose a risk of harm to the baby as well (33). With
the enhancement of obstetric care protocols globally,
there have been notable reductions in maternal
mortality rates attributed to general medical conditions.
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Nevertheless, maternal mental health emerges as a
significant factor in maternal and infant mortality (34).
Itis crucial to consider the option of inpatient treatment
for high-risk complaints closely linked to the health of
both the mother and the baby, such as scepticism,
agitation, and suicidal thoughts/attempts.

The analysis in terms of smoking, alcohol, and
psychoactive substance (PAS) use revealed that
9.33% of pregnant women smoked, while 5.33% used
PAS. The most commonly used PAS was identified as
synthetic cannabinoids, accounting for 60% of cases.
Comparatively, in the study by Gressier et al., the
prevalence of smoking during pregnancy was reported
as 37.5% (35). Additionally, the prevalence of PAS use
during pregnancy was found to range between 10%
and 15%, with cannabis being the most commonly
used PAS (36). In our study, the rates of smoking and
PAS use during pregnancy were lower than those
reported in the literature. However, it is estimated that
44% of pregnant women who use PAS do not seek
healthcare services. Therefore, the rates of smoking
and PAS use during pregnancy may be higher than
those detected in our study (37). It is speculated that
the low rates of smoking and PAS use observed in our
study may be attributed to limited healthcare service
utilization or may be related to the retrospective nature
of the study and potential data loss.

Our study aimed to explore the factors influencing the
decision for inpatient treatment in the perinatal period
and to compare clinical features between pregnancy
and the postpartum period. Specifically, we sought to
identify differences in clinical course and diagnosis
related to psychiatric symptoms in women during
these periods, to develop more effective approaches
for managing and treating psychiatric complaints in this
critical timeframe. By diagnosing urgent mental health
concerns and situations requiring inpatient treatment
early on, it becomes feasible to implement timely
preventive measures using protective approaches,
thus safeguarding the mental health of both the mother
and the baby.

Despite its contributions, our study has several
limitations, including its retrospective nature, lack
of follow-up, and potential data loss. Our study is
valuable in that it examines women presenting to
psychiatric emergency services during pregnancy and
the postpartum period, an important group that few
studies have focused on. This study provides valuable
information for the identification, management and
prevention of situations that lead to acute psychiatric
crises requiring emergency intervention. Strengths
of the study include the identification of differences
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between pregnancy and the postpartum period,
and the identification of complaints and psychiatric
disorders that may require inpatient treatment and
consisting of data from the largest psychiatric hospital
in our country.

Future longitudinal studies could examine in more detalil
how psychiatric symptoms and disorders in women
in the perinatal period change over time. In addition,
comparisons of perinatal psychiatric conditions in
different societies may help to understand the role
of cultural factors and to develop culture-specific
intervention strategies. Such research can help to
develop more effective health policies and clinical
practices for the health of women and infants in the
perinatal period.
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