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The Role of Consulting Psychiatrists for Obstetric and
Gynecologic Inpatients
Huang-Li Lin1, MD; Hung-Hsueh Chou2, MD; Chia-Yih Liu1,3,4, MD; Shi-Chieh Hsu1, MD;
Mei-Chun Hsiao1,3, MD; Yeong-Yuh Juang1, MD
Background: The purpose of this study was to investigate the consultation psychiatry service to the Obstetrics and Gynecology Department in a general hospital,
focusing on referral patterns and consultation recommendations.
Method:
A retrospective review of the medical charts and consultation records of
obstetric and gynecological patients referred for psychiatric consultation
from Dec. 2003 to Nov. 2009 was performed.
Results:
One hundred and eleven patients were referred during the 6-year period, a
psychiatric referral rate of 0.11% among 99,098 obstetric and gynecologic
admissions. Obstetric and gynecologic consultations comprised 0.64% of all
psychiatric consultations. The most common reasons for referral were
depression (52.25%), past psychiatric history (31.53%), insomnia (29.73%)
and confusion (24.32%). The most common DSM-IV psychiatric diagnoses
were depressive disorder (37.84%), schizophrenia and other psychoses
(20.72%), delirium (17.12%) and adjustment disorder (10.81%). The most
frequent physical diagnoses of referred patients were neoplasms (72.97%),
infectious diseases (42.34%) and complications of pregnancy and puerperium (17.12%). Recommendations included pharmacological intervention
(89.19%) and psychological management (72.07%).
Conclusion: The psychiatric referral rate of obstetric and gynecological inpatients was
relatively low compared with that of other departments. More collaboration
and liaison between gynecologists and consultation psychiatrists may provide better care for obstetric and gynecological inpatients.
(Chang Gung Med J 2011;34:57-64)
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P

atients admitted to a general hospital with comorbid psychiatric illness may not only suffer from
functional impairment but also a poor quality of life.
Psychiatric comorbidities may complicate diagnosis
and treatment, and can influence the outcome and
length of stay in a general hospital.(1,2) Few studies

have focused on consultation/liaison psychiatric
activities in obstetrics and gynecology units or
reported on the clinical characteristics of referral
patients.(3-5)
Most consultation models are more doctor-centered than patient-centered; intervention is requested
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on behalf of the consultee who initiates the process
of consultation. The service provided in consultation
models is related to conditions that interfere with the
hospital care process rather than psychiatric comorbidity,(6-8) and underrecognition and undertreatment of
psychiatric comorbidity is an important issue in the
field of mental health. Twenty-six to thirty-eight per
cent of patients admitted to general hospitals have
diagnosable psychiatric comorbidities, of whom 4054% are diagnosed by their treating physicians, and
only 11.7-3.1% are referred for psychiatric consultation.(9-11)
Few studies have focused on the psychiatric
comorbidities of obstetric and gynecological inpatients and their referral for psychiatric consultation.(1215)
Most are from western countries. Culture and
health policy differences (e.g., health insurance system) limit the generalization of those findings. The
aim of this study was to investigate the clinical characteristics of obstetric and gynecologic inpatients
referred for psychiatric consultation in a medical
center in northern Taiwan. The reasons for referral
by the consultee, psychiatric diagnoses, medical
diagnoses, and treatment model were also studied.

METHODS
Setting

The study was conducted in a 3,000-bed university-affiliated teaching medical center in northern
Taiwan. The obstetrics and gynecology inpatients
service comprises 154 beds, and the department has
around 15,000 inpatient admissions per year. The
hospital’s consultation-liaison psychiatric team provides about 2,500 consultations per year, all of which
are discussed and reviewed in a weekly consultation
psychiatric service conference led by a professor and
a senior attending psychiatrist. The diagnosis and
treatment recommendations in each case are reevaluated and confirmed in this meeting.
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consultation records was performed, and the data
collected included baseline data (age and marital status), physical diagnosis, psychiatric diagnosis, reasons for referral, and intervention recommended.
Psychiatric diagnoses were based on the Diagnostic
and Statistical Manual of Mental Disorders, Fourth
Edition. Medical diagnoses were made by the incharge gynecologists using the International
Classification of Diseases (ICD) of the World Health
Organization, ninth revision. The rate of psychiatric
consultation in obstetric and gynecological inpatients
during this 6-year period was also calculated.
Statistic methods

Simple descriptive analysis were used. The
baseline data, physical diagnosis, psychiatric diagnosis, reasons for referral, and intervention recommended were analyzed using the Statistical Package
for Social Science (SPSS) for Windows, Version
10.0.

RESULTS
Utilization of the service

One hundred and eleven patients or 0.11%,
(95% confidence interval [CI], 0.09% to 0.13%) of
the 99098 gynecological and obsteric inpatients were
referred for psychiatric consultation during the study
period, which is a relatively low referral rate in comparison with the rates for the other major departments of the hospital such as the internal medical
department (1.59%, 95% CI 1.55% to 1.63%), surgical department (1.33%, 95% CI 1.29% to 1.37%) and
total inpatients, 1.45%. The gynecological-obstetric
group represented 0.64% (95% CI 0.52% to 0.75%)
of all consultation-liaison psychiatric referrals during
the study period. The number of psychiatric referrals
and referral rate for each department are shown in
Table 1.
Reasons for referral

Subjects

The subjects included in this study were obstetric and gynecological inpatients referred to the consultation-liaison psychiatric service from Dec. 2003
to Nov. 2009, and consisted of a total of 111 patients.
Data collection

A retrospective review of clinical charts and

Up to three reasons for referral as stated by the
consultee were recorded, and a mean of 2.41 reasons
per patient were given. The most frequent reasons for
referral were depression (52.25%, 95% CI 42.96% to
61.54%), past psychiatric history (31.53%, 95% CI
22.89% to 40.17%), insomnia (29.73%, 95% CI
21.23% to 38.23%), and confusion (24.32%, 95% CI
16.34% to 32.30%) (Table 2).
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Table 1. Utilization of the Consultation-liaison Psychiatric Service in the General Hospital
Referring department

N

Referral rate (%)

95% CI

% of psychiatric
consultation cases

95% CI

Internal medicine

7209

1.59

1.55, 1.63

41.36

40.63, 42.09

Surgery

4537

1.33

1.29, 1.37

26.03

25.38, 26.68

Oncology-Hematology

2724

2.21

2.13, 2.29

15.63

15.09, 16.17

Neurology-Neurosurgery

1223

2.00

1.89, 2.11

7.02

6.64, 7.40

628

1.84

1.70, 1.98

3.60

3.33, 3.88

Physical rehabilitation clinic
Intensive care unit

298

1.86

1.65, 2.07

1.71

1.52, 1.90

Orthopedics

483

1.24

1.13, 1.35

2.77

2.53, 3.01

Urology

169

0.97

0.82, 1.12

0.97

0.82, 1.12

Obstetrics-Gynecology

111

0.11

0.09, 0.13

0.64

0.52, 0.75

Otolaryngology

39

0.31

0.21, 0.41

0.22

0.15, 0.29

Dermatology

10

0.11

0.04, 0.18

0.06

0.02, 0.09

17431

1.45

Total
Abbreviation: CI: confidence interval.

Table 2. Reasons for Referral to Psychiatric Consultation among
Patients in Obstetrics and Gynecology Department (N = 111)
Reason for referral

Frequency* % of patients*

95% CI

Depression

58

52.25

42.96, 61.54

Past psychiatric Hx

35

31.53

22.89, 40.17

Medical diagnoses

A maximum of three medical diagnoses were
recorded for each patient. The most common ICD-9
medical diagnoses for the patients included in our
study were neoplasms (72.97%, 95% CI 64.71% to
81.23%), infectious diseases (42.34%, 95% CI
31.15% to 51.53%), complications of pregnancy and
puerperium (17.12%, 95% CI 10.11% to 24.13%),
and diseases of the genitourinary system (4.50%,
95% CI 0.64% to 8.36%) (Table 3).

Insomnia

33

29.73

21.23, 38.23

Confusion

27

24.32

16.34, 32.30

Psychotropic medication
assessment

21

18.92

11.63, 26.21

Anxiety

18

16.22

9.63, 23.08

Psychosis

16

14.41

7.88, 20.94

Suicide risk evaluation

12

10.81

5.03, 16.59*

Disorganized behavior

11

9.91

4.35, 15.47

Agitation

10

9.01

3.68, 14.34

Competence, refusal of
treatment

7

6.31

1.79, 10.83

Substance dependence

4

3.60

0.13, 7.07

Pain

4

3.60

0.13, 7.07

Patient requested
consultation

2

1.80

0.00, 4.27

Transfer to psychiatric
ward due to psychosis

2

1.80

0.00, 4.27

Up to three DSM-IV Axis I and II diagnoses
were recorded at the temination of each consultation,
with a mean of 1.09 diagnoses given for each patient.
Most patients (97.30%, 95% CI 94.28% to 100.00%)
received a psychiatric diagnosis according to the
DSM-IV, with the most prevalent diagnoses being
depressive disorder (37.84%, 95% CI 28.82% to
40.86%), schizophrenia and other psychoses
(20.72%, 95% CI 13.18% to 28.26%), delirium
(17.12%, 95% CI 10.11% to 24.13%), and adjustment disorder (10.81%, 95% CI 5.03% to 16.59%)
(Table 4).

Unexplained syndrome

2

1.80

0.00, 4.27

Interventions

Abbreviation: CI: confidence interval; HX: history.
*: Multiple reasons were given for referral, with up to three reasons per
patient recorded.
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Psychiatric diagnoses

The most frequent non-drug recommendation
was psychological support (72.07%, 95% CI 63.73%
to 80.42%); other non-drug recommendations were
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psychotherapy (27.03%, 95% CI 18.77% to 35.29%),
and behavior management (25.23%, 95% CI 17.15%
to 33.30%). Psychiatric aftercare was recommended
in 55 cases (49.55%, 95% CI 40.25% to 58.85%).
Psychological management generally consisted of
short-term supportive psychotherapy. Most psychiTable 3. Main Medical Diagnoses in Obstetric and Gynecological
Patients Who Were Referred for Psychiatric Consultation (N = 111)
Medical diagnosis

Frequency* % of patients*

95% CI

Neoplasms

81

72.97

64.71, 81.23

Infectious diseases

47

42.34

33.15, 51.53

Complications of pregnancy

19

17.12

10.11, 24.13

5

4.50

0.64, 8.36

and puerperium
Diseases of the genitourinary
system
Abbreviation: CI: confidence interval.
*: Patients may have multiple medical diagnoses.
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atric aftercare was administered through outpatient
referral, and only one patient (0.9%, 95% CI 0.00%
to 2.66%) was transferred to the inpatient service.
The consultant suggested psychopharmacological
intervention in 99 (89.19%) patients. The drug most
frequently recommended was benzodiazepine; this
was recommended and taken in 42.34%, (95% CI
33.15% to 51.53%) of patients, recommended and
not taken in 4.50%, (95% CI 0.65% to 8.36%), continued in 20.72%, (95% CI 31.15% to 51.53%) and
discontinued in 6.31% (Table 5). A relatively high
propotion of patients (20.72%, 95% CI 13.72% to
28.26%) had already been taking benzodiazepine.
Interestingly, it was the medication the psychiatrist
service most frequently suggested be discontinued
(6.31%, 95% CI 1.78% to 10.83%). When antipsychotics and anticonvulsants were recommended, the
consultee and all patients followed the recommendations, but when antidepressants or benzodiazepine
were suggested, the drug was not taken in 14.71%
and 9.61% of cases, respectively.

DISCUSSION
Table 4. Psychiatric Diagnoses in Obstetric and Gynecological Patients
Referred for Psychiatric Consultation (N = 111)
Psychiatric diagnosis

Frequency* % of patients*

95% CI

Depressive disorder

42

37.84

28.82, 40.86

Schizophrenia and other

23

20.72

13.18, 28.26

Delirium

19

17.12

10.11, 24.13

Adjustment disorder

12

10.81

5.03, 16.59

Anxiety disorder

8

7.21

2.40, 12.02

Mental retardation

4

3.60

0.13, 7.07

Drug-related disorder

4

3.60

0.13, 7.07

Bipolar disorder

2

1.80

0.00, 4.27

Dementia

2

1.80

0.00, 4.27

Personality disorder

2

1.80

0.00, 4.27

Psychosocial issue

1

0.90

0.00, 2.66

No psychiatric diagnosis

3

2.70

0.00, 5.72

psychoses

Abbreviation: CI: confidence interval.
*: Patients may have multiple psychiatric diagnoses.

This is the first Taiwanese study to investigate
the characteristics of psychiatric consultation referral
in obstetric and gynecological inpatients. A previous
study performed at Veterans General Hospital in
Taipei some ten years ago only included obstetric
inpatients.(14)
The referral rate was found to be relatively low
compared with the rates in other departments such as
internal medicine and surgery. Low referral rates in
obstetrics and gynecology departments have also
been noted in Western studies,(12,15,16) and Tsai and colleagues reported a 0.3% referral rate for obstetric
inpatients in Taiwan.(14) Although our data included
gynecologic patients, the referral rate in our study
was still much lower than that of other departments.
We hypothesize that the reason for this low referral
rate is that psychiatric comorbidity is underrecognized in this group of patients. Spitzer et al., utilizing
the Primary Care Evaluation of Mental Disorders,(17)
found that psychiatric disorder was present in 20% of
gynecological and obstetric outpatients, and was not
detected by the physician in 77% of cases.(18) Using
the same diagnostic tool, psychiatric disorders were
recognized in 30.5% of gynecologic outpatients, but
only 21.4% received some form of treatment. (19)
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Table 5. Psychotropic Drug Intervention in Consultation Psychiatry Service to the Obstetrics and Gynecology Department (N = 111)
Psychotropic drug

Recommended
& taken (%)

Recommended
95% CI

& not taken (%)

Suggested to be
95% CI

discontinued (%)

95% CI

Antipsychotics

28 (25.23)

17.15, 33.30

0

0

0

0

Anticonvulsants

1 (0.90)

0.00, 2.66

0

0

0

0

Antidepressants

29 (26.13)

17.95, 34.30

5 (4.50)

0.65, 8.36

2 (1.80)

0.00, 4.28

Benzodiazepines

47 (42.34)

33.15, 51.53

5 (4.50)

0.65, 8.36

7 (6.31)

1.78, 10.83

Abbreviation: CI: confidence interval.

Wancata et al. reported that 20.7% of gynecologic
inpatients had a psychiatric disorder with a DSM-III
diagnosis. The physicians’ sensitivity to psychiatric
comorbidity was only 16%.(11) Factors related to the
underrecognition of psychiatric comorbidity and the
low referral rate for psychiatric consultation have
been discussed in the literature previously,(3,20,21) and
are hypothesized to include time pressure in daily
practice, and even the action-oriented personality of
the specialists.
To improve the psychiatric referral rate, joint
gynecological-psychiatric education programs or
continuous medical educational programs for obstetricians and gynecologists are highly recommended.
Gynecology-psychiatry combined case conferences
might also be a good way to enhance gynecologists’
alertness toward mental illness in their patient populations.
More than half of the reasons for referral given
by consultees were depression, although the number
of patients given a final diagnosis of depressive disorder was lower. Consultees might not further assess
other mental conditions such as psychosis, delirium,
or anxiety, and therefore use the term “depression”
loosely. Similar findings were reported by Dunsis et
al. in a study of general medical patients referred for
psychiatric consultation. (13,22) In a previous study
focusing on geropsychiatric consultation in all specialties within our hospital, the most frequent reasons
for referral were found to be suicide risk or attempted suicide (28%), substance-related problems (13%),
confusion (11%) and depression (10%) in the nongeriatric group, and confusion (32%), depression
(17%), disturbing behaviors (14%), psychosis (14%)
and sleep disturbance (8%) in the geriatric group.(23)
These results reveal quite different referral reasons
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among inpatients in different medical specialties.
The diagnoses in our sample demonstrated a
high prevalence of depressive disorder, similar to
that observed in previous studies. Sundstorm et al.
reported mood disorders to be the most common
diagnosis in gynecological outpatients: major depression was present in 10.1% and minor depression in
12.4%.(19) Tsai et al. also found that depression and
dysthymia were the most common diagnoses in
obstetric inpatients referred for psychiatric consultation.(14)
The second most frequent diagnosis was schizophrenia and other psychoses, which is similar to the
results from Tsai and colleagues.(14) These results differed from those of studies in Western countries.(13,15)
Psychoses are more likely to be included in a routine
psychiatric consultation in Taiwan. Also, delirium
leading to disturbing behavior was easily recognized
by physicians and led to routine referral for psychiatric consultation in our hospital.
The most frequent medical diagnosis was neoplasms. Thompson and Shear reviewed the literature
regarding gynecological oncology, and reported a
high prevalence of depression, anxiety and adjustment disorder in this group of patients.(24) In our sample, the most frequent psychiatric diagnoses in this
group of patients were depressive disorder, adjustment disorder and delirium, results consistent with
those of other studies.(15,24)
In psychiatric consultations in a general hospital, psychotropic medication is preferred over psychological intervention.(15) Psychological intervention
might be difficult to deliver during patients’ general
medical hospitalization, and short-term supportive
psychotherapy was the most frequent non-psychopharmacologic intervention identified in our

Huang-Li Lin, et al
Psych consultation in Obs-Gyn

study. At the time of admission, the most frequently
used psychotropic medication was benzodiazepine,
which was also the most frequently recommended
medication by the consulant. A multicenter study of
consultation-liaison psychiatric referral in Italy
reported similar findings regarding prescribing patterns.(25) Antidepressants were the psychotropic medication most often recommended but not taken, with
not only patients but also physicians concerned about
antidepressant treatment in comparison with benzodiazepines. The main reason for fewer antidepressant
prescriptions might be the consultee’s clinical judgment (for example, consideration of drug-drug interactions). But the real reason could not be identified
in the present study, and should be investigated in the
future studies.
There were some limitations of our study. First,
the results of a single hospital survey might not be
readily generalized. Second, the study was a retrospective review of clinical charts and consultation
records, from which the differences in consultation
behavior between specialties were difficult to identify. Third, a low psychiatric referral rate and small
referral case number could not reflect the real condition of the mental health needs of obstetric and gynecological inpatients. Further prospective, multicenter
studies, including large sample surveillances, are
therefore warranted.
In conclusion, the results of our study were
compatible with those of previous studies, and
demonstrated a low referral rate for psychiatric consultation in obstetric and gynecologic patients.
Depression and past psychiatric history attracted
physicians’ attention most commonly, but other
symptoms may be neglected. Psycho-oncology was
the basis for the majority of psychiatric consultations
in the obstetrics and gynecologic patients included in
our study, a finding which indicates the need for
more collaborative clinical work and research.
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யࡊҝੰঽˠ۞ჟৠࡊົ
࠱ڒӀ1 Ԉጯ2 ᆒလช1,3,4 ధ͵ڔ1 Ꮒ࡚Ӗ1,3 ఄϖ໓1
ࡦ ഀĈ ώቔࡁտ۞ϫ۞дٺᒢྋტЪᗁᒚயࡊҝੰঽˠ۞ჟৠࡊົனڶĂͽ˘ᗁጯ̚
͕ࠎᇹώĄଣົࣧЯă෧ᕝ̶ҶăᓜԖপᇈ̈́ჟৠࡊ̝ޙᛉĄ
͞ ڱĈ ຩะҋ 2003 ѐ 12 ͡Ҍ 2009 ѐ 11 ͡ഇมĂطܜ˾ڒᗁੰயࡊҝੰঽˠ̚ତצჟ
ৠࡊົ̝ঽଈࠎࡁտ၆෪Ăଳঽ።аᜪ͞ёซҖ̶ژĄ
ඕ ڍĈ ˛ٺѐ༊̚Вѣ 111 ҜঽଈତצჟৠࡊົĂົதҫ 99,098 Ҝҝੰঽଈ̚۞
0.11% Ąயࡊ۞ົҫٙѣჟৠࡊົ۞ 0.64% Ą૱జົ۞ࣧЯߏᇎ
(52.25%)Ă࿅Νѣჟৠ়ঽΫ (31.53%)Ăε্ (29.73%)Ăຍᙊᅪᘣ (24.32%)Ąк۞
ჟ ৠ ࡊ ෧ ᕝ ֶ  DSM-IV ࠎ ᇎ  ় ଈ (37.84%) Ă ჟ ৠ ̶ ෘ া ̈́   ჟ ৠ ঽ
(20.72%) Ăᛎн (17.12%) ̈́ዋᑕᅪᘣ (10.81%) Ą૱జົ۞யࡊ෧ᕝߏཚሳ
(72.97%)Ăຏߖ (42.34%) ̈́ᘃθٕԀऑ࠹ᙯ׀൴া (17.12%)Ąޙᛉֹϡჟৠࡊᘽۏ
(89.19%)Ă࿅ޙٺᛉ͕நڼᒚ (72.07%)Ą
ඕ ኢĈ ࠹ྵࡊٺҾĂயࡊ۞ჟৠࡊົߏҲ۞Ąܑ̙֭ϯயࡊҝੰঽˠВঽჟ
ৠࡊ়ঽ۞፟ົྵҲĄᆧΐྭࡊᅫ۞Ъүٕ۰ߏࡁտĂ၆யࡊ۞ҝੰঽˠ೩ֻ
Հр۞ᜪĄ
(طܜᗁᄫ 2011;34:57-64)
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