
Am J Psychiatry 158:2, February 2001 213

Article

The Detection and Treatment of Psychiatric Disorders 
and Substance Use Among Pregnant Women

Cared for in Obstetrics

Rosemary H. Kelly, M.D.

Douglas F. Zatzick, M.D.

Thomas F. Anders, M.D.

Objective: This investigation assessed
the detection and treatment of psychiatric
disorders and at-risk substance use among
pregnant women in the obstetric sector.

Method: The Primary Care Evaluation of
Mental Disorders Patient Health Question-
naire and modified CAGE questionnaires
were used to assess current psychiatric dis-
orders and at-risk substance use among
186 women receiving prenatal care. Medi-
cal records were reviewed for evidence of
obstetrical providers’ recognition of psy-
chiatric and substance use symptoms and
diagnoses and initiation of evaluations
and treatments. The associations between
patient characteristics and chart-docu-
mented evaluations and treatments were
ascertained.

Results: Seventy (38%) of the women met
screening criteria for psychiatric disorders

or substance use. Among women who
screened positive, symptoms were re-
corded in 43% of the charts, diagnoses in
18%, evaluations in 35%, and treatments
in only 23% Patients who screened positive
for psychiatric disorders and/or substance
use were significantly more likely to have a
documented mental health evaluation if
they were less well educated, had inade-
quate prenatal care, or had longer hospital
stays at delivery.

Conclusions: A substantial number of
women treated in obstetrics have unrecog-
nized and untreated psychiatric disorders
and substance use. Given the potential im-
pact of antenatal mental disturbances on
maternal and infant outcomes, further in-
vestigations into the psychiatric evaluation
and treatment of pregnant women in the
obstetrical sector are required.

(Am J Psychiatry 2001; 158:213–219)

Over the past two decades, a series of investigations
have assessed the detection, treatment, and outcomes of
patients with psychiatric and substance use disorders in
primary care (1–3). Reports (4–6) suggest that rates of psy-
chiatric disturbances among pregnant women are similar
to rates for women in the general population (7) and for
women cared for in primary care (8). Although 3.9 million
women deliver in the United States each year, few investi-
gations have examined the detection and treatment of pa-
tients with mental disturbance in the obstetric sector.

A recent population-based investigation (9) found that
psychiatric and substance use disorders were significantly
underrecorded on hospital delivery records among all
women delivering in California in 1992. In addition,
women with chart-documented mental disorders at deliv-
ery had a twofold higher risk of inadequate prenatal care
(10). However, conclusions drawn from hospital discharge
data are limited by the inability to validate psychiatric di-
agnoses and to assess the processes of mental health care,
including the temporal frame of diagnosis and provider
recognition and treatment patterns throughout prenatal
and hospital delivery care.

Only recently have screening tools for the detection of
psychiatric and substance use disorders been developed

for women cared for in gynecology and obstetrics (11, 12).
Prenatal substance use screening by obstetricians has be-
come an established public health priority (13), because of
the high estimated prevalences of alcohol (18.8%) and il-
licit drug (5.5%) use during pregnancy among U.S. women
(14). Self-report screening instruments are recommended
for identifying prenatal alcohol use (15, 16). One investiga-
tion (12) found that questionnaires correctly identified
65%–70% of current prenatal drinkers, but only 20% of
these patients had documentation of alcohol use in the
obstetrical record.

Recent clinical studies of predominantly gynecologic
outpatients have validated a primary care screening in-
strument for the detection of psychiatric disorders (17)
and have documented high prevalences among this pa-
tient group (17–19). Spitzer et al. (17), utilizing the Primary
Care Evaluation of Mental Disorders (PRIME-MD) Patient
Health Questionnaire, found that approximately 20% of
obstetrics/gynecology outpatients (N=3,000) met criteria
for psychiatric diagnoses, and 77% of this group were not
recognized by their obstetrics/gynecology provider. Two
studies in ethnically diverse public-sector gynecology
clinics found that between 48% and 73% of women met
PRIME-MD criteria for psychiatric diagnoses (18, 19); of
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these women, less than one-third reported participation
in mental health treatment, despite the vast majority ex-
pressing interest in receiving services (19). These investi-
gations did not focus on pregnant populations, nor did
they incorporate medical record review as a tool for qual-
ity assessment.

Medical record review, using implicit and explicit crite-
ria, has been utilized to assess processes and quality of
care both in the general health and mental health sectors
(20, 21). Assessments of the quality of mental health care
delivery routinely combine multiple data sources, includ-
ing chart review, patient and provider reports, and com-
puterized review of administrative data (15, 21, 22).

Because untreated maternal psychiatric and substance
use disturbances during pregnancy and the perinatal pe-
riod can adversely affect both mothers and infants (23–
25), pregnant women represent a particularly vulnerable
population that warrants an intensive investigative focus.
This investigation focused specifically on a cohort of preg-
nant women and used medical records review and mental
health self-report screening instruments to assess the pro-
cesses of care for women treated in the obstetrical sector.

The primary research questions were as follows:

1. What are the frequencies of psychiatric disorders and
substance use among an ethnically diverse group of
pregnant women receiving prenatal care in the ob-
stetrics sector?

2. What proportion of pregnant women with psychiat-
ric disorders and at-risk substance use have mental
health symptoms, diagnoses, evaluations, or treat-
ments documented in their prenatal and delivery
charts?

3. What patient demographic and obstetrical factors
predict the presence of psychiatric disorders, sub-
stance use, and detection and treatment by obstetri-
cal providers?

4. Are women with antenatal psychiatric disorders and/
or substance use more likely to underutilize prenatal
care?

Method

Participants in this study were 186 pregnant English-speaking
women over 18 years who were receiving prenatal care in a uni-
versity-based obstetrics clinic. A total of 37% identified them-
selves as Caucasian, 18% as African American, 16% as Hispanic,
10% as Asian, 2% as Native American, and 18% as mixed race or
other. A total of 18% of the subjects reported a language other
than English spoken in the home. A total of 64% of the women
were insured by Medi-Cal, 56% had more than a high school edu-
cation, and 48% were not working outside the home or enrolled as
a student. Approximately 50% of the women were living with a
partner or spouse. More than one-half (56%) of the group de-
scribed the current pregnancy as unexpected. At the time of en-
rollment, the mean gestational age was 25.8 weeks (SD=6.0).

All study procedures were approved by the institutional review
board of the University of California, Davis. Eligible patients at
the obstetrics clinic waiting for their glucose tolerance test in the

clinical laboratory were approached by the principal investigator
(R.H.K.) or by a laboratory technician trained in the administra-
tion of the study consent form and questionnaires. After a com-
plete description of the study was provided, written informed
consent was obtained from all subjects. Each subject was admin-
istered a questionnaire packet and paid $5.00. Two women who
were approached refused to participate, and one woman chose to
discontinue participation after beginning the questionnaire. Af-
ter delivery, each subject’s medical record for the period of the in-
dex pregnancy and delivery was reviewed.

Psychiatric Disorders

The PRIME-MD Patient Health Questionnaire (11) was used to
assess current psychiatric disorders. This self-report measure as-
sesses eight categories of mental disorders in primary care pa-
tients: major depressive disorder, other depressive disorder, panic
disorder, other anxiety disorder, probable alcohol abuse/depen-
dence, somatoform disorder, bulimia nervosa, and binge eating
disorder. The temporal frame of Patient Health Questionnaire di-
agnoses are based on DSM-IV criteria: depressive symptoms over
the past 2 weeks, anxiety and somatic symptoms over the past 4
weeks, and eating disorder symptoms over the past 3 months. The
Patient Health Questionnaire diagnosis of probable alcohol
abuse/dependence is determined by patterns and consequences
of use over the past 6 months. There is good agreement between
Patient Health Questionnaire diagnoses and diagnoses made by
structured clinical interviews in primary care (11) and obstetrics/
gynecology (17) settings (for any Patient Health Questionnaire
disorder, kappa=0.65).

We categorized women as having a psychiatric disorder at the
time of screening if they met criteria for any Patient Health Ques-
tionnaire diagnosis except somatoform disorder (this diagnosis
requires information regarding medical conditions) and probable
alcohol abuse/dependence (this diagnosis was included in the
substance use category). Questions regarding demographics and
psychiatric history were also administered.

Substance Use

Given the importance of detecting antenatal alcohol and drug
use, we administered the Alcohol and Drug CAGE questionnaires
(26) in addition to the Patient Health Questionnaire alcohol ques-
tions. The four-item, self-report modified CAGE questionnaires
use the year before knowing about pregnancy as the time frame;
the stem of each of the four questions reads, “In the 12 months be-
fore you found out you were pregnant….” Both instruments have
utility in detecting periconceptional alcohol and heavier drug use
among pregnant women at a cutoff score of 1 (26).

We categorized women as screening positive for substance use
if they met criteria for Patient Health Questionnaire probable alco-
hol abuse/dependence or had a positive screening on the Alcohol
or Drug CAGE questionnaires. Temporally, this substance use cat-
egory included retrospective self-reported drug or alcohol use in
the 12-month period before pregnancy, as well as alcohol use dur-
ing pregnancy (up to the time of questionnaire administration).

Obstetrical Detection and Treatment

After the birth of the infant, the detection and treatment of psy-
chiatric and substance use disturbances were determined by
chart review of obstetrical records. All obstetrics chart notes for
the index pregnancy and delivery were reviewed, including notes
by the following providers: physicians, nurse midwives, nurses,
social workers, students, and other members of the prenatal or
delivery team. In addition, all screening forms, checklists, ques-
tionnaires, and summaries completed during the index preg-
nancy were reviewed. Any nonobstetrics visit during the index
pregnancy was also reviewed, including emergency department,
mental health, primary care, or specialty care visits.
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Chart-documented evidence of current mental health symp-
toms, diagnoses, evaluations, or treatments were categorized into
the following domains:

1. Psychiatric symptoms: This was a broadly defined category
that included any words, phrases, or checklist responses re-
lating patient experiences of mood states, affects, or other
psychiatric symptoms recorded by providers or patients at
any point during the pregnancy, including during labor and
delivery (e.g., “upset”).

2. Psychiatric diagnosis: Provider-recorded psychiatric diag-
nosis (e.g., depression); DSM or ICD-9 codes were not re-
quired.

3. Substance use symptoms: Again, a broadly defined category
that included any patient or provider reference to use of il-
licit drugs, alcohol, or prescription drug abuse during preg-
nancy (e.g., “drinking occasionally”).

4. Substance use diagnosis: Provider-recorded substance use
diagnoses (e.g., alcohol abuse); DSM or ICD-9 codes were
not required.

5. Evaluation: Chart evidence of more in-depth assessment of
psychiatric or substance use symptoms or diagnoses by any
obstetrics team provider, including clinician assessments or
brief counseling, social services assessments, chaplain con-
sultations, and child protective services reports.

6. Psychiatric treatment: Chart evidence of direct intervention
or referral, including psychiatric consultation, specialty or
community mental health visit, psychotropic medication,
or psychotherapy provided by any mental health, obstetri-
cal, social service, child protective services, or other pro-
vider.

7. Substance use treatment: Chart evidence of direct interven-
tion or referral for substance use treatment including psy-
chiatric consultation, specialty or community mental
health visit for substance use, medication, or substance use
treatment or self-help program provided by any provider.

A manual outlining review procedures and the seven domains
of obstetrics detection and treatment was developed a priori and
then applied to the review of 10 charts. After revision of the man-
ual, the principal investigator (R.H.K) completed the first 26 re-
views. Subsequently, two obstetrics nurses with prior experience
abstracting over 3,000 obstetrics charts underwent training,
which consisted of manual-guided group review of five complete
charts, with discrepancies resolved by consensus. After the train-
ing, interrater reliability was evaluated by assessing the chart re-
viewers’ ability to agree on provider recording of symptoms, diag-
noses, evaluations, and treatments; the chart reviewers achieved
100% agreement and thereafter coded charts independently.

In addition to detection and treatment domains, urine toxicol-
ogy screening reports, child protective services referrals, obstetri-
cal history (number of pregnancies, number of spontaneous and
elective abortions), and pregnancy outcome variables (birth
weight, gestational age, length of maternal hospital stay) for the
index pregnancy were abstracted. The adequacy of prenatal care
was assessed by using the Kotelchuck Adequacy of Prenatal Care
Utilization Index (27), which rates prenatal care as inadequate, in-
termediate, adequate, or adequate plus. Inadequate prenatal care
utilization is defined as initiation after the fourth month of preg-
nancy or less than 50% of the recommended visits. Intermediate
prenatal care is defined as initiation by the fourth month of preg-
nancy and between 50% and 79% of the recommended visits.
Charts with incomplete prenatal care data were excluded from
prenatal care analyses.

Statistical Analysis

We first ascertained the frequencies of psychiatric disorders
and positive substance use screenings. We then ascertained the

frequency of chart-recorded symptoms, diagnoses, evaluations,
and treatments among women with psychiatric disorders and
those with at-risk substance use.

Next, we computed the bivariate associations between demo-
graphic, obstetrical, and other maternal variables and psychiatric
disorders and substance use using the chi-square statistic or
Fisher’s exact test (if cell size was fewer than 5) for categorical
variables and t tests for continuous variables. Because of the dis-
tributions of certain variables (number of pregnancies, spontane-
ous abortions, elective abortions, and length of hospital stay),
Mann-Whitney U tests were performed; we report the median
and range for these variables. There were few significant differ-
ences between the two groups; excluding women with dual dis-
turbances, women who screened positive for substance use were
more likely to have an unexpected pregnancy and to be referred
to child protective services, and women with psychiatric disor-
ders were more likely to have had more prior pregnancies and
elective abortions. For all subsequent analyses we combined
women with psychiatric disorders and/or substance use into a
single category.

For the combined category of women with psychiatric disor-
ders and/or substance use, we examined the chart-recorded fre-
quencies of any psychiatric or substance use symptoms, diag-
noses, evaluations, or treatments; we then examined the bivariate
associations between demographic and obstetrical variables and
chart-recorded psychiatric or substance use detection and treat-
ment domains using the chi-square statistic or Fisher’s exact test
for categorical variables and t tests or the Mann-Whitney U test
for continuous variables. For all proportions, 95% confidence in-
tervals (CIs) were calculated. The statistical software package
SPSS version 9.0 was used for all data analyses (28).

Prenatal or delivery records were missing or incomplete for 21
(11%) of the subjects. There were no significant differences in de-
mographic or clinical characteristics or frequency of psychiatric
diagnoses or substance use between patients with complete and
incomplete charts. Excluding patients with incomplete records
did not substantially affect the bivariate comparisons; therefore,
data reported are for the full study group.

Results

A total of 70 (38%) of the women screened positive for
psychiatric disorders and/or substance use (Table 1).
Women with psychiatric disorders or substance use were
significantly more likely to have Medi-Cal insurance cov-
erage, to report an unexpected pregnancy, and to have a
history of psychiatric treatment than women with nega-
tive screening results (Table 2). The likelihood of a psychi-
atric disorder and/or substance use did not vary by level of
education, racial background, primary language spoken,
whether living with a partner, whether working outside
the home, or age. Women with psychiatric disorders and/
or substance use were more likely to have inadequate or
intermediate prenatal care (p<0.07) and to be referred to
child protective services during the index pregnancy
(p<0.08) than women with negative screenings, although
these values were not statistically significant (Table 2).
There were no significant differences in obstetrical history
or selected obstetrical outcomes between women who
screened positive and women who screened negative for
disorders.
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Among all 70 women who screened positive (i.e.,
women with psychiatric disorders and/or substance use),
psychiatric or substance use symptoms were recorded in
the charts of 29 of 68 women (43%, 95% CI=32%–55%), di-
agnosis in 12 of 68 (18%, 95% CI=11%–29%), evaluation in
23 of 66 (35%, 95% CI=25%–47%), and psychiatric or sub-
stance use treatment in 15 of 66 (23%, 95% CI=15%–34%).
The women with documented symptoms (N=29) often
had more than one symptom recorded: 17 (59%) had de-
pressive symptoms, 17 (59%) had anxiety symptoms, eight
(28%) had substance use symptoms, three (10%) had agi-
tation/behavioral symptoms, three (10%) had sleep disor-
der symptoms, and one (3%) had eating disorder symp-
toms. The obstetrical team obtained urine toxicology
screenings for 21 (11%) of the women prenatally and 139
of 175 (79%) of the women at delivery, resulting in three
positive prenatal and one positive delivery screenings.

Table 3 presents the frequency of chart-recorded symp-
toms, diagnoses, evaluations, and treatments for women
who screened positive for psychiatric disorders and/or
substance use. Approximately one in five women with psy-
chiatric disorders had chart documentation of psychiatric
treatment. One in three women who screened positive for
substance use had evidence of a psychosocial evaluation.

We also assessed patient characteristics that predicted
chart-documented mental health or substance abuse
evaluation and treatment. Patients with psychiatric disor-
ders or substance use were more likely to be evaluated if
they had less education, had Medi-Cal insurance cover-
age, were not working outside the home or living with a
partner, had inadequate prenatal care, had had more prior
pregnancies or spontaneous abortions, or had a longer

hospital delivery stay (Table 4). The likelihood of receiving
a mental health evaluation did not vary by age, race, or ob-
stetrical outcome.

Among women with psychiatric disorders or substance
use, in a comparison of 15 treated and 55 nontreated pa-
tients, the only predictors of chart-recorded mental health
or substance abuse treatment were not living with a part-
ner (treated patients: 80%, 95% CI=55%–93%; nontreated
patients: 48%, 95% CI=35%–61%) (χ2=4.78, df=1, p<0.03),
referral to child protective services during the index preg-
nancy (treated patients: 40%, 95% CI=20%–64%; non-
treated patients: 4%, 95% CI=1%–13%) (p<0.001, Fisher’s
exact test), and more prior spontaneous abortions (treated
patients: median=1, range=0–3; nontreated patients: me-
dian=0, range=0–7) (z=2.36, p<0.02).

Discussion

To our knowledge, this is the first investigation to use
medical record review in conjunction with validated psy-
chiatric screening instruments to examine the detection
and treatment of mental disturbances among pregnant
women cared for in the obstetrical sector. Nearly 40% of
the women in our group had high levels of symptoms
likely to be associated with psychiatric disorders or sub-
stance use; this is comparable to prevalence rates docu-
mented among nonpregnant public-sector gynecology
patients (18) and primary care populations (8). Approxi-
mately one in five pregnant women met screening criteria
concerning levels of drug or alcohol use before or during
pregnancy. Of all women who screened positive for psy-
chiatric disorders or substance use, over one-half met cri-
teria for a depressive disorder.

Despite this high frequency of psychiatric and sub-
stance use disturbance, chart-recorded detection (of
symptoms or diagnoses) was evident in less than one-half
of the patients who screened positive. In addition, only
one in four women who screened positive had chart-doc-
umented evidence of any mental health or substance
abuse treatment, and only one in three had evidence of
any psychosocial evaluation by an obstetrics team.

The results of this investigation also suggest that among
women with psychiatric disorders and/or positive sub-
stance use screenings, concurrent pregnancy risk factors
(e.g., inadequate prenatal care, more prior pregnancies),
not living with a partner, and lower socioeconomic status
increase the likelihood of chart-documented mental
health evaluation or treatment. Prior research in the ob-
stetrical sector has documented practice variations in the
reporting of antenatal substance use on the basis of pa-
tient sociodemographic factors (6). In addition, we ob-
served that obstetrics providers were much more likely to
refer women for treatment in cases with child protective
services involvement. A child protective services referral
may suggest complex maternal disturbance, concern for
the safety of the infant, or legally mandated treatment.

TABLE 1. Frequency of Psychiatric Disorders and Sub-
stance Use Among 186 Pregnant Women in Obstetrics Care

Disorder

Pregnant Women

N % 95% CI (%)
Psychiatric disorders (PRIME-MD Patient 

Health Questionnaire)
Depression 39 21 16–27

Major depressive disorder 7 4 2–8
Other depressive disorder 32 17 12–23

Anxiety disorders 9 5 3–9
Panic disorder 2 1 0–4
Other anxiety disorder 7 4 2–8

Eating disorders 10 5 3–9
Bulimia nervosa 3 2 1–5
Binge eating disorder 7 4 2–8

More than one disorder 9 5 3–9
Any psychiatric disorder 49 26 20–33

Substance use
Probable alcohol disorder (PRIME-MD 

Patient Health Questionnaire) 3 2 1–5
Positive finding on CAGE questionnaire for

alcohol use 31 17 12–23
Positive finding on CAGE questionnaire for 

drug use 12 6 3–10
More than one positive screen 10 5 3–9
Any substance use 36 19 14–25

Dual disturbances (psychiatric and 
substance use) 15 8 5–13

Total 70 38 31–45
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Our recent epidemiologic investigation (10) found that
women with chart-documented psychiatric and sub-
stance use diagnoses at delivery were more likely to have
received inadequate or no prenatal care. Although our re-
sults demonstrated that 46% (N=28) of the women who
screened positive had poor prenatal care versus 32% (N=
32) of the women who screened negative, this association
was not statistically significant. Our study group, however,
excluded women who received no prenatal care, as well as
those who were noncompliant with glucose tolerance
tests, which may have weakened the association between
poor prenatal care and psychiatric and substance use dis-
turbances. Furthermore, our group size may have limited
the power to detect statistically significant differences.

This investigation has a number of limitations. First, al-
though we had a priori hypotheses, we conducted multi-
ple bivariate comparisons, thus increasing the likelihood
of finding statistically significant associations. In addition,
we assessed periconceptional substance use, not current
substance use disorders. Thus, our results may overesti-
mate the number of pregnant women requiring substance
abuse treatment.This in turn could underestimate the ac-
tual rates of provider detection and treatment for sub-

stance use disorders. Using higher cutoff scores for CAGE
questionnaire results may more accurately represent rates
of antenatal disorder (cutoff scores of 2, 3, and 4 yield rates
for the Alcohol CAGE questionnaire of 7.5%, 2.2%, and 0%
and rates for the Drug CAGE of 4.3%, 2.2%, and 0%, re-
spectively). However, research suggests that because preg-
nant women underreport substance use (29), methods to
improve detection should focus on use before conception
(15, 16). Periconceptional drug (14) and alcohol (14, 15)
use predicts rates of use in the first trimester, as well as at
1 year postpartum (30, 31), and significant antenatal sub-
stance use is unlikely to change without intervention (6).
In addition, national estimates (14) of the prevalence of
drug (5.8%) and alcohol (20%) use during pregnancy
among urban populations are very similar to the pericon-
ceptional frequencies we measured using the Drug (6.5%)
and Alcohol (17%) CAGE questionnaires.

Prior studies have demonstrated that medical charts
underestimate physician recognition and treatment of
mental disorders in primary care; various explanations
have been proposed, including deficiencies in practitioner
knowledge to diagnose specific psychiatric disorders (1)
and provider concerns regarding patient confidentiality

TABLE 2. Characteristics of Pregnant Women With Psychiatric Disorders and/or Substance Use Compared to Pregnant
Women Without Such Disorders

Characteristic

Women With Psychiatric
Disorders and/or Substance Use 

(N=70)

Women Without Psychiatric 
Disorders or Substance Use 

(N=116) Analysis
Mean SD Mean SD t (df=184)

Age (years) 26.3 6.2 26.4 6.0 0.15

N %a 95% CI (%) N %a 95% CI (%) χ2 (df=1)

High school education or less 29 42 31–54 53 46 37–55 0.24
Nonwhite 47 67 55–77 71 61 52–69 0.66
Non-English speaking 8 11 6–20 25 22 15–30 3.16
Medi-Cal insurance coverage 51 73 62–82 68 59 50–68 3.84*
Not working 36 52 41–63 52 45 36–54 0.84
Not living with partner 39 56 44–67 50 43 34–52 2.78
Unexpected pregnancy 46 67 55–77 56 49 40–58 5.36*
Child protective services referral 8 12 6–22 5 5 2–11 3.51
Inadequate or intermediate prenatal care 28 46 35–58 32 32 24–41 3.30
Self-reported psychiatric history

Past psychiatric treatment 22 31 21–43 16 14 9–21 8.35**
Disturbance during prior pregnancy 7 14 8–24 12 13 8–20 0.09
Disturbance in prior postpartum period 10 22 14–33 11 12 7–19 2.28

a Based on the number of women for whom data were available.
*p<0.05. **p<0.01.

TABLE 3. Frequency of Chart-Recorded Documentation of Symptoms, Diagnoses, Evaluations, and Treatments Among
Pregnant Women With Psychiatric Disorders and/or Substance Use

Documentation

Psychiatric Disorder (PRIME-MD Patient 
Health Questionnaire) (N=49)a

Positive Screen for Substance Use Disorder (PRIME-MD 
Patient Health Questionnaire and/or Alcohol 

and Drug CAGE questionnaires) (N=36)a

N %b 95% CI (%) N %b 95% CI (%)
Symptoms 17 37 25–51 6 17 8–32
Diagnosis 8 18 10–31 4 11 4–25
Evaluation 15 34 22–48 11 31 18–47
Treatment 8 18 10–31 3 9 3–23
a Including women with dual disturbances, who met criteria for both psychiatric disorders and substance use.
b Based on the number of women for whom data were available.
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(1, 32). An alternative strategy for assessing processes of
care is to implement provider interviews. However, obstet-
rics/gynecology provider questionnaires at the time of
(predominantly nonpregnant) patient encounters have
shown similar rates of underrecognition (77%); low treat-
ment rates (32%) persisted even after providers were in-
formed of patient diagnoses (17). Conversely, our broad
definition of chart-documented symptoms may overesti-
mate provider detection. Chart-documented diagnoses,
psychosocial evaluations, or treatments may more accu-
rately estimate detection.

Although we found no association between positive
psychiatric and substance use screenings and poor preg-
nancy outcomes, these data should be interpreted with
caution; analyses did not control for potential confound-
ing factors such as maternal smoking, medical illness, and
prior premature delivery. In addition, our results, derived
from a university obstetrics clinic serving low-income mi-
nority women, may not accurately reflect the prevalence
of mental disturbance among the general population of
pregnant women. Finally, our study screened for disorders
at one point in time; some mental disturbance may have
been transitory or developed after the screening point.

In summary, our findings suggest that a substantial pro-
portion of women cared for in the obstetrical sector suffer
psychiatric and substance use disturbances during preg-
nancy. These results demonstrate that underrecording of
mental disturbance is not limited to hospital discharge
records (9, 10) but exists throughout prenatal care and is
accompanied by low documented rates of mental health
evaluation and treatment. These data suggest that preg-
nant women suffering from psychiatric and substance use
disturbances are underdetected and undertreated by ob-
stetrical providers.

The high frequency of disturbance and low rate of pro-
vider detection and treatment are especially of concern
among this population, given that untreated psychiatric
and substance use illnesses during pregnancy can have
untoward consequences for both maternal and infant

health (23–25). Further research is needed to identify pre-
dictors and outcomes of nonrecognition and treatment
and to develop interventions that aim to improve the
quality of care for women suffering from antenatal mental
disturbance in the obstetrical sector.
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Not living with partner 19 83 63–93 17 41 27–56 10.67**
Inadequate prenatal care 9 41 23–61 7 18 9–32 3.83*

Median Range Median Range z (Mann-Whitney U test)

Number of pregnancies 4 1–21 2 1–9 2.09*
Number of spontaneous abortions 1 0–7 0 0–2 2.95**
Maternal hospital stay (days) 3 2–17 2 1–6 2.97**
a Based on the number of women for whom data were available.
*p<0.05. **p<0.01.
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