PSYCHOSIS AND PREGNANCY. A CASE REPORT.
Abstract

We report in this observation the case of a 38-year-old woman, who had presented psychosis on a
five-month pregnancy. A symptomatology made essentially of a type of persecution delirium
associated with behavioral disorders, it should be noted that this patient experienced before her
pregnancy a state of intense stress with suicide attempts. The delivery in our patient went well
thanks to a good therapeutic alliance and support .
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Introduction

Pregnancy can be a difficult period in a woman'’s life. The body changes, hormones get carried away
and lifestyle habits and relationships with others change too. It is assumed that the mother should
be enthusiastic and happy about the upcoming arrival of her baby, but this is not the case for all
women. A multitude of factors make pregnant women at risk of experiencing mental difficulties.
Women, who have a history of stress, depression or little social support, or none, are particularly at
risk. And generally her mental difficulties and precisely the psychosis of pregnancy are often under
diagnosed antipsychotics are the standard treatment for mothers who develop these pathologies.
The evolution is generally good. Multidisciplinary management is advised to avoid relapses in the
postnatal period.

We will try to support this problem through the experience of a patient followed in our psychiatric
department

Clinical case:

This is patient XX, 38 years old, married, mother of 2 children (2 girls, 2 years old and 4 years old)
G3P2 with a 5 month pregnancy, no occupation, housewife. Originally from Ain El Hammam and
living in Tebessa (Algeria).

The Patient is brought on 01-12-2021 to the emergency room by her father and uncle for disorders
made of:

- Uncontrollable psychomotor unrest , Sthenicity with incoherent remarks,
aCoprolalia and a delusion of persecution towards the entourage. In this personal
psychiatric history, there is a notion of attempted suicide followed in 2021 by a liberal
psychiatrist. And no notion of personal medical-surgical history and family psychiatric
history in this patient.

In the history of her illness: The precipitating factor dates back to August 2021 following the fires ,
which were announced to her while she was residing in Tebessa (Algeria). She came with her
husband to Tizi-Ouzou for a psychiatric management of her stress reaction; she consulted with



several psychiatrists who put him on chlorpromazine hydrochloride (Largactil) drops 4%: 10 — 10 —
20.

After the departure of her husband, the patient presented instability then irritability, incoherent
remarks and a Coprolalia that motivated her family to bring her to the emergency psychiatry of the
CHU of Tizi-ouzou (Algeria).

His mental exam of the day in the ER:

Woman of average size and build, dressed in a body dress — suitable clothing, contacts difficult or
impossible, verbalizing ideas of persecution towards nursing staff and family. Logorrhea with
delusion of persecution with intuitive and interpretative mechanisms (thinks to be monitored) as
well as false recognitions (she gave the names of celebrities for the people in front of her) with
Coprolalia, cries, accusations and vociferations. Angry irritable mood.Anosognosic.

A diagnosis of psychosis over a 5-month pregnancy was retained.

The conduct to be held on the day of 01-12-2021 was Hospitalization with a biological assessment
and an ECG. Emergency: The patient was put on treatment as follows:

*Haloperidol injectable ampoule 5mg: 02-01-02

* Promethazine injectable ampoule: 01-01-02

* TRIHEXYPHENIDYL HYDROCHLORIDE gel 5 mg LP: 1-0-Osi extra pyramidal side effects

It should be noted that his uncontrollable delirious agitation had required the use of neuroleptics
type injectable with a stop the next day following the acceptance of the oral route by the patient. A

Para-clinical assessment and adequate measures were prescribed to know:

¢ Pre-therapeutic assessment; Blood glucose, ECG , Blood Count, lonogram, TSH, Renal and hepatic
assessment.

¢ Blood pressure monitoring (120/80cmHg), temperature (37°c), side effects and awareness.
¢ Assessment and prevention of suicidal and aggressive heterosexual risk.

¢ Transient atraumatic physical restraint with protocol adherence.

¢ Feeding and rehydration

¢ We did not find it useful to have a brain scan.

* Gynecology advice (pregnancy status and subsequent follow-ups)

¢ Family and patient education

¢ Supportive psychotherapy



Injectable neuroleptics, which can promote maternal blood pressure changes that, can lead to fetal
pain, as well as association with antiparkinsonian correctors that increase atropinic side effects .
Common sense is to prefer tablets to drinkable forms (although widely used in psychiatry).

Bearing in mind that there has been no evidence of teratogenic effect for chlorpromazine widely
used during pregnancy .

We obtained the written and signed consent of the family after informing them about the risk
related to the patient’s physical health , mental and obstetric and gynecological complications.

The mental health status of the patient following her hospitalization:

The patient was still unstable and was walking in the ward , sthenic. The contact was laborious,
with a delusion of a persecutory type «you are watching me, you are responsible for my condition»,
and aggressive towards the staff , nevertheless the oral route was accepted. Treatment by injection
is discontinued and oral treatment is started including:

*OLANZAPINE CRISTERS PHARMA 5 mg, tablet: 0l1cp per day in the evening

- CHLORPROMAZINE (hydrochloride) 4% sol drinkable in drop : 20-20-20

- Hydroxyzine syrup (10mg5ml): 00—00—05ml

Strict monitoring of vital consenting, efficacy treatment tolerance.

¢ The advice of gynecology-obstetrics was made finding no abnormalities in the evolution of the
Pregnancy of 05 months.

After 20 days in hospital:

Our patient was psychomotor calm; the contact was good, not delusional, criticizing her disorders.
Patient was complicating treatment.

On the twenty-third day of hospitalization:
The patient was released for a period of three days, which went well.

On her return from her trial and after a few days’ hospitalization for a check-up , the patient is
declared to have left the service with treatment consisting of:

- OLANZAPINE CRISTERS PHARMA 5 mg, tablet: 01 cp per day in the evening
- CHLORPROMAZINE (hydrochloride) 4% sol drinkable with drop: 30-30-30

- Hydroxyzine cp 25mg : 00-00-01
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With a consultation appointment in 10 days. The evolution during the subsequent consultations was

favorable both on the psychiatric and gynecological-obstetrical level . With amendment psychotic,
thymic symptoms and behavioral disorders.

A need for close consultations as childbirth approaches (interest of Chlorpromazine). Her delivery
went well; no organic abnormalities were reported in the newborn.
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Discussion

The contribution of psychological and physiological factors such as stress, suicide attempts in our
patient probably accentuated the onset or development of psychosis during pregnancy.

Symptoms such as persecution type delirium is often present unlike or pregnancy delirium which is
much more frequent, we also find intense behavioral disorders and controllable name, it should be
noted that some studies have been done on this clinical entity, much less on the therapeutic use and
the consequences on the development of the child.

Through our modest experience and based on some literature articles, we have used some
recommendations (fig 1 and 2) of certain drugs of classical and atypical neuroleptics type in order to
amend these symptoms, in collaboration with gynecologists, pediatrician and child psychiatrist, we
managed to maintain the pregnancy and the birth was done in acceptable conditions without any
notion of fetal complications but we all insisted on the follow-up and the accompaniment of this
patient by a multidisciplinary team to avoid any relapse .

CONCLUSION

The occurrence of psychosis in a pregnant woman is a rare clinical entity. In our case , we
nevertheless noted a satisfactory evolution of symptoms under therapy but we fear that this
pathology can become a public health problem, not only because of the “scarcity of study and the
therapeutic use of its patients, but also because of its consequences on the newborn, on the
conjugal relationship, even on family balance. Especially since it can announce the onset of a chronic
mood disorder or psychosis in the mother, hence the need for these women who suffer from these
conditions to discuss with their doctor before pregnancy to develop a treatment and follow-up plan.
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