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Abstract
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This study aimed to describe the key sociodemographic and diagnostic characteristics of female child and adolescents hospitalized in a psychiatry inpatient unit.
We hypothesized that certain psychiatric diagnoses and clinical features would be particularly prominent in this population. A retrospective analysis was conducted
on 250 female patients admitted to a child and adolescent psychiatry inpatient unit between February 2022 and October 2023. Sociodemographic data, psychiatric
diagnoses, self-injury history, psychotropic medication use, and prominent personality traits were examined. Self-reported Strengths and Difficulties Questionnaire,
Revised Child Anxiety and Depression Scale, and clinician-rated Clinical Global Impressions and Children’s Global Assessment Scale scores were recorded.
Diagnoses were assessed using the K-SADS-PL. Data were obtained from the hospital’s electronic records and archive files. The mean age of the patients was
15.86+1.33 years, 74% were admitted through the emergency department. The length of hospitalization was 12.84+9.46 days. The most common diagnoses were, in
order, major depressive disorder, attention-deficit/hyperactivity disorder, social phobia, post-traumatic stress disorder. Self-injury behaviors were present in 65.6%
of patients. The rate of psychotropic medication was used 90.4% of cases, most frequently atypical antipsychotics and selective serotonin reuptake inhibitors. The
inpatient female youth profile is characterized by major depressive disorder, complex comorbidities, and frequent self-injury behaviors. The diagnostic distribution
differs from community samples. Strengthening preventive outpatient mental health services may help reduce the need for psychiatric inpatient admissions.
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Introduction

Child and adolescent psychiatry inpatient units play a crucial
role in providing comprehensive mental health services,
including psychiatric evaluation, diagnosis, treatment, follow-
up, and crisis management when necessary and under specific
conditions. However, hospitalization in a psychiatric unit
is a challenging decision for children, adolescents, and their
families. Inpatient treatment carries potential risks, such as
separation from the family, stigma, and exposure to maladaptive
behaviors from other patients. Therefore, whenever possible,

intensive outpatient follow-up is preferred as a more cost-
effective and less distressing treatment option for both children
and their families [1].

A significant proportion of psychiatric disorders emerge during
childhood and adolescence. While some psychiatric disorders
can be managed on an outpatient basis through early diagnosis
and treatment, others severely impair functioning, necessitating
intensive inpatient care. Inpatient units are the most widely
used acute element of adolescent mental health services
internationally [2]. Inpatient mental health services play a
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critical role in the comprehensive assessment and intensive
treatment of complex mental health problems that cannot be
managed on an outpatient basis, thereby contributing to clinical
improvement and ensuring patient safety. A cohort study from
the UK demonstrated that adolescents admitted to psychiatric
inpatient services showed improvements in both functioning and
psychiatric diagnoses after discharge, and these improvements
persisted for up to one year [3]. Beyond general prevalence
data in community samples, cases requiring hospitalization in
clinical practice exhibit distinct characteristics such as acute
crisis, self-mutilative and suicidal behaviors, or psychotic
symptoms. In a study conducted in a mixed adolescent
psychiatry unit, both male and female patients with multiple
previous hospitalizations were found to have higher rates of
institutional care placement and self-mutilative behaviors [4].
Another study from a mixed adolescent psychiatry unit reported
that patients who required psychiatric consultation prior to
admission were admitted to the inpatient unit at a younger age.
It was also found that self-mutilative behaviors were more
common among girls, whereas conduct and anxiety disorders
were more frequent among boys [5].

Studies on psychiatric hospitalizations of children and
adolescents in our country indicate that major depressive
disorder (MDD), mood disorders, and psychotic disorders are
among the most frequent diagnoses [6-10]. One study highlighted
that conduct disorder and borderline personality disorder were
particularly prevalent among female inpatients [9]. However,
another study suggested that no specific psychiatric diagnosis
was more likely to result in hospitalization, as all psychiatric
conditions carried an equal risk [11].

Due to the complexity and chronic nature of mental health
disorders, as well as the high rates of comorbidity and the
need for crisis intervention, psychopharmacological treatment
is frequently employed in child and adolescent psychiatric
inpatient settings, with a reported usage rate of 94.8% [12]. A
study examining both male and female inpatients found that
antipsychotics (84.9%) were the most commonly prescribed
medications, followed by mood stabilizers (36.3%), anxiolytics
(34.9%), and antidepressants (27.3%) [12]. Another study
similarly reported that antipsychotics (94.6%) were the most
frequently used drug group in inpatient settings [10].

The number of hospitals and clinics providing inpatient
psychiatric care for children and adolescents in Tiirkiye remains
insufficient, the experience of clinicians working in this field
is limited, and research on psychiatric inpatient populations is
scarce. It has been observed in the literature that most of the
studies were conducted in mixed-gender wards and with smaller
samples. Our study fills a gap in the literature by providing data
from a limited number of female-only services that accept child
and adolescents. The combined use of clinician-rated and self-
report psychometric instruments in a large sample makes the
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study original by allowing a multidimensional assessment of
clinical functioning.

Furthermore, there is limited and inconsistent information
regarding the sociodemographic factors and diagnoses
associated with inpatient psychiatric admissions among child and
adolescents. We hypothesize that certain psychiatric disorders
and clinical characteristics will be prevalent in hospitalized
girl child and adolescents, and that specific sociodemographic
parameters will be prominent in this sample. For all these
reasons, this study aims to identify the key sociodemographic
and diagnostic factors associated with inpatients in a female
child and adolescent psychiatry unit.

Material and Methods

The our child psychiatry inpatient unit, located in a tertiary
hospital (a city hospital affiliated with a university located in
a metropolis), Since February 2022, has been admitting female
children and adolescents. The unit exclusively admits female
patients aged 11-18 years. Patients are admitted to the inpatient
unit from both the emergency department and the outpatient
clinic for indications for admission, such as acute crisis
management, suicidal risk, treatment noncompliance, and severe
symptom severity. Only patients with homicidal tendencies are
not admitted to the inpatient unit. Patient admissions are made
from our own hospital's emergency and outpatient units, as
well as from across the country, both within and outside the
province, with referrals from a child and adolescent psychiatrist
and the ‘Emergency Health Coordination Center’. Although the
unit is technically authorized to accept individuals between 0
and 18 years, no patients below the age of 11 were admitted
during the study period. The unit has a capacity of ten beds
and provides treatment based on pharmacotherapy (oral,
parenteral if necessary), psychotherapy, and behavioral models
within a multidisciplinary, multimodal, and interdisciplinary
framework. The therapeutic environment is structured around
peer groups and peer relationships. The treatment team includes
child and adolescent psychiatrists, psychologists, social
workers, and nursing staff from various disciplines. In addition
to psychotropic medication, all patients receive psychotherapy
tailored to their mental health needs, including social skills
training, supportive therapy, cognitive-behavioral therapy,
and psychodynamic approaches. Psychoeducation for both the
patient and family is an essential part of treatment. Additionally,
during their inpatient stay, patients follow structured daily
routines, participate in scheduled activities, and adhere to sleep
hygiene protocols.

This study retrospectively examined the sociodemographic
characteristics and diagnostic distribution of patients
hospitalized in our child and adolescent psychiatry inpatient
unit between February 2022 and October 2023. Patients who
refused treatment and left the service on the same day were
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excluded; all 250 patients whose file data were available were
included in the study. If the same case was re-hospitalized
within the specified time period during which the study was
conducted, these hospitalizations were also included in the
sample. At the beginning of hospitalization, self-report scales
were administered to the patients, while sociodemographic
data and clinician-rated scales were recorded by the clinician
during both admission and discharge. Data were collected
by child psychiatry residents and specialists working in the
unit at the time of hospitalization. The recorded data were
retrospectively reviewed over a two-month period (October 15,
2023 — December 15, 2023) by the principal investigator and
research assistants using the hospital’s electronic records and
archived patient files.

The sociodemographic data form, designed by the research
team, included variables such as age, sex, school/work status,
parental education level, parental marital status, psychiatric
history (both personal and familial), psychiatric diagnoses,
history of abuse/neglect, medication use, presence of self-
harming behaviors, personal or familial history of suicidal
behavior, pandemic-related symptom onset, developmental
history, and academic performance. School status was
categorized as regular education with good attendance, regular
education with high absenteeism, open high school, school
discontinued, and graduate based on information obtained from
patient and parent interviews. In the abuse/neglect assessment,
the type of abuse, the closeness to the abuser, the number
of abuses, and the age of the child at the time of abuse were
questioned. Initial psychiatric diagnoses were determined at
the time of admission by the child psychiatry specialist on
duty, either during regular working hours or emergency shifts.
To evaluate psychiatric diagnoses, the Schedule for Affective
Disorders and Schizophrenia for School-Age Children - Present
and Lifetime Version, Turkish Adaptation (K-SADS-PL-DSM-
5-T) was administered in a one-on-one interview by a child
psychiatrist or resident during the hospital admission process.
Because the study was a retrospective design, only cases that
completed the K-SADS-PL-DSM-5-T interview and were
recorded in the patient file were included in the analysis. The
clinician's preliminary psychiatric diagnosis was confirmed by
the treatment team at the first inpatient unit visit.

Additionally, throughout hospitalization, clinical interviews,
periodic inpatient unit visits, psychological assessments,
and structured observations during free time and therapeutic
activities were used to evaluate the predominant personality
traits of each patient. According to DSM-5, whichever
personality trait from cluster A, B, or C was more dominant is
stated in the patient's file with the consensus of the treatment
team.

At the beginning of hospitalization, self-report instruments
including the Strengths and Difficulties Questionnaire (SDQ) -
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Adolescent Form and the Revised Child Anxiety and Depression
Scale (RCADS) - Child Form were administered. The Clinical
Global Impression Scale (CGI-S) and the Children’s Global
Assessment Scale (CGAS) were rated by clinicians at both
admission and discharge. During the K-SADS-PL-DSM-5-T
interview, additional psychiatric disorders not covered by
the scale, such as autism spectrum disorder, specific learning
disabilities, intellectual disability, acute stress disorder,
adjustment disorder, and disruptive mood dysregulation
disorder, were assessed based on DSM-5 criteria through
clinical interviews.

All patients participated in therapeutic routines and received
individual and group psychotherapy. Discharge decisions were
made by the treatment team based on clinical stabilization,
improved functioning, family readiness for family interviews,
and the absence of acute risk factors such as suicidal ideation
or aggression. Due to some families refused treatment and
requested their children be removed before the end of treatment,
some patients' length of stay was shorter than anticipated.

Ethical approval was obtained from the Istanbul Medeniyet
University Faculty of Medicine, Goztepe Training and Research
Hospital Ethics Committee on September 27, 2023 (No:
2023/0635; Date: 27 Septembe 2023). Children, adolescents,
and their families were invited to participate in the study upon
hospital admission. All the participants, both patients and
parents, provided written informed consent for inclusion in the
study.

Data Collection and Assessment Instruments
Clinician-Rated Assessments
Sociodemographic Data Form

Sociodemographic data were collected using a structured form
designed by the principal investigator. This form included
variables such as age, education, family psychiatric history,
suicide attempts, trauma history, academic functioning, and
substance use.

Kiddie Schedule for Affective Disorders and Schizophrenia -
Present and Lifetime Version, Turkish Adaptation (K-SADS-
PL-DSM-5-T)

The K-SADS-PL-DSM-5-T is a semi-structured diagnostic
interview developed by Kaufman et al. (1997) to assess
psychiatric disorders in children and adolescents [13]. In
this study, the K-SADS-PL-DSM-5-T was used to determine
the psychiatric diagnoses of the participants. The Turkish
adaptation and validation were conducted by Unal et al.
[14]. The K-SADS-PL-DSM-5-T covers a wide range
of psychiatric disorders, except for learning disabilities,
intellectual disability, developmental disorders, and
negative symptoms of schizophrenia. It was conducted upon
admission in this study.
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Clinical Global Impressions Scale- Severity Scale (CGI-S)

The CGl is a semi-structured clinician-rated scale used to assess
the severity of psychiatric illness and the degree of improvement
during treatment [ 15]. It consists of three subscales: "Severity of
Illness," "Global Improvement," and "Efficacy Index" (used for
evaluating medication side effects). In this study, the "Severity
of Illness" and "Global Improvement" subscales were utilized.
The severity scale is rated from 0 (not ill) to 7 (most severely ill),
while the improvement scale compares the patient’s condition
at follow-up to baseline, ranging from 1 (very much improved)
to 7 (very much worse). Although the CGI-S is widely used in
Turkish psychiatric research, no Turkish validity and reliability
study has been conducted. It was used to assess illness severity
at admission and improvement at discharge in this study.

Children’s Global Assessment Scale (CGAS)

The CGAS is a semi-structured clinician-rated scale used to
evaluate a child’s overall functioning in social, academic, and
adaptive domains [16]. It provides a global rating on a scale
from 1 to 100, with higher scores indicating better overall
functioning. While widely used in international research, no
Turkish validity and reliability study exists for this scale. In this
study, it used to assess psychosocial functioning at admission
and discharge.

Self-Report Instruments for Adolescents
Strengths and Difficulties Questionnaire (SDQ)

The SDQ, developed by Goodman [17], assesses both positive
and negative behavioral characteristics using 25 items. The
questionnaire consists of five subscales: Hyperactivity/
Inattention, Conduct Problems, Emotional Symptoms, Peer
Relationship Problems, and Prosocial Behavior [17]. Items are
rated on a three-point Likert scale: 0 (not true), 1 (somewhat
true), and 2 (certainly true). Reverse-scored items follow
the opposite pattern: 2 (not true), 1 (somewhat true), and 0
(certainly true). The SDQ has parent, teacher, and self-report
(adolescent) versions. The Turkish validity and reliability
study was conducted by Giivenir et al., with Cronbach’s alpha
coefficients ranging from 0.22 to 0.73 [18]. In this study, it was
administered to assess externalizing and internalizing symptom
profiles and prosocial behaviours.

The SDQ scores can be interpreted using two different
approaches: (1) assessing mean subscale scores or (2)
categorizing cases based on predefined cut-off values. The
SDQ UK site provides the following cut-off values:

»  Total difficulties score: 0—13 (normal), 14—16 (borderline),
1740 (abnormal)

*  Emotional symptoms: 0-3 (normal), 4 (borderline), 5-10
(abnormal)

*  Conduct problems: 0-2 (normal), 3 (borderline), 4-10
(abnormal)
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Hyperactivity/Inattention: 0-5 (normal), 6 (borderline),
7—-10 (abnormal)

*  Peer relationship problems: 0-2 (normal), 3 (borderline),
4-10 (abnormal)

*  Prosocial behavior: 6-10 (normal), 5 (borderline), 0—4
(abnormal)

Revised Child Anxiety and Depression Scale (RCADS) -
Child Form

The RCADS, developed by Chorpita et al., consists of 47 items
assessing six subscales: Generalized Anxiety Disorder (GAD),
Separation Anxiety Disorder (SAD), Panic Disorder (PD),
Obsessive-Compulsive Disorder (OCD), Social Phobia (SP),
and MDD [19]. It also provides total anxiety and total anxiety-
depression scores. Items are rated on a four-point Likert scale:
0 (never), 1 (sometimes), 2 (often), and 3 (always). The Turkish
validity and reliability study for ages 8—17 was conducted by
Gormez et al., with a Cronbach’s alpha of 0.95 [20]. Both child
and parent versions of the scale exist; in this study, the child
version was used. ROC analysis in the Turkish validation study
established optimal cut-off scores for each subscale as follows:
GAD: 7.5, SAD: 5.5, PD: 6.5, MDD: 11.5, SP: 9.5, OCD: 7.5.
It was administered to assess internalizing symptom profiles in
this study.

Statistical Analysis

Descriptive statistics for continuous variables were reported
as mean, standard deviation, median, minimum, and
maximum values, while categorical variables were presented
as frequency (n) and percentage (%). Normality assumptions
were assessed wusing the Kolmogorov-Smirnov test.
Comparisons of continuous variables between two groups
were performed using the Mann-Whitney U test. All statistical
analyses were conducted using IBM SPSS Statistics 25, with
statistical significance set at p<0.05.

Results

Actotal of 250 female patients (100%) were included in the study,
withameanage of 15.86+ 1.33 years. The majority (185 patients,
74.0%) were admitted through the emergency department,
while the remaining cases were elective admissions. The mean
length of stay was 12.84 + 9.46 days. A history of psychiatric
illness was present in 237 patients (94.8%), while 194 patients
(77.6%) had a history of psychotropic medication use. A prior
psychiatric hospitalization was reported in 57 patients (22.8%),
of whom 41 patients (69%) had been hospitalized only once.
Regarding school attendance, 62.8% of patients were enrolled
in regular education with good attendance, 12.4% in regular
education with high absenteeism, 13.6% attended open high
school, 6.4% had discontinued schooling, and 1.2% had already
graduated. The medical and sociodemographic characteristics
of the study sample are presented in Table 1.
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Table 1. Sociodemographic and clinical characteristics of female inpatients in the child and adolescent psychiatry unit
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Parameters Frequency (n) Percentage (%)
Gender Female 250 100
Outpatient admission 63 252
Type of admission
Emergency admission 185 74.0
Regular education / Good attendance 157 62.8
Regular education / High absenteeism 31 12.4
School status Open high school 34 13.6
School discontinued 16 6.4
Graduate 3 1.2
Employed/engaged in activities 30 12.0
Child’s employment/engagement status
Not employed/engaged 211 84.4
Together 162 64.8
Parental marital status Separated 63 25.2
Deceased 14 5.6
Illiterate 3 1.2
Primary school 48 19.2
Mother’s educational level Middle school 16 6.4
High school 43 17.2
University 23 9.2
Primary school 39 15.6
Middle school 21 8.4
Father’s educational level
High school 31 12.4
University 25 10.0
Present 157 62.8
Family psychiatric history
Absent 73 29.2
Present 112 44.8
Family history of psychotropic medication use
Absent 86 344
Present 55 22.0
Family history of psychiatric hospitalization
Absent 146 58.4
Present 40 16.0
Family history of suicide attempt
Absent 161 64.4

Upon admission, 164 patients (65.6%) had a history of self-
injury, and 96 patients (38.4%) reported a recent suicide
attempt. Additionally, 19 patients (7.6%) exhibited homicidal
ideation or violent behavior at admission. Primary psychiatric
diagnoses were identified in 212 patients (84.8%), with the
most common diagnoses being MDD (162 patients, 64.8%),
attention deficit and hyperactivity disorder (ADHD) (43
patients, 17.2%), SP (30 patients, 12.0%), and PTSD (24
patients, 9.6%). The remaining patients are those whose
diagnosis cannot be clearly determined in the cross-sectional
psychiatric interview at admission to hospital, and whose
differential diagnosis will be made during the hospitalization
process. Prominent personality organizations (DSM-5
Based Classification) were present in 131 patients (52.4%),

with 107 patients (42.8%) displaying Cluster B personality
traits. Substance use was reported in 78 patients (31.2%)
for cigarettes, 18 patients (7.2%) for alcohol, and 6 patients
(2.4%) for illicit drugs. However, none of these patients
were diagnosed with substance-related disorders according
to the DSM-5. A pandemic-related onset or exacerbation of
psychiatric symptoms was noted in 39 patients (15.6%), and a
history of neglect or abuse was present in 49 patients (19.6%).
The primary form of social support was family-based in 202
patients (80.8%). At admission, the mean CGAS score was
51-60, increasing to 71-80 at discharge. The CGI-S score
decreased from a mean of 5 at admission to 3 at discharge.
The distribution of diagnoses at admission and discharge, as
well as CGI-S and CGAS scores, are detailed in Table 2.
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Table 2. Diagnostic distribution, and personality organizations of patients at admission & clinic severity and functional scores at admission and discharge

Diagnostic categories

Diagnosis at admission

n (%)
At least one psychiatric disorder 212 (84.8)
Attention-deficit/Hyperactivity disorder 43 (17.2)
Tic Disorders 3(1.2)
Neurodevelopmental disorders  Autism spectrum disorder 4(1.6)
Specific learning disorder 5(2.0)
Intellectual disability 8(3.2)
Schizophrenia spectrum and other psychotic disorders 11 (4.4)
RBipolar and related disorders 13(5.2)
Major depressive disorder 162 (64.8)
Depressive disorders
Disruptive mood dysregulation disorder 5(2)
Specific phobia 18 (7.2)
Generalized anxiety disorder 14 (5.6)
Social anxiety disorder 30 (12.0)
Ancxiety disorders
Separation anxiety disorder 4(1.6)
Panic disorder 12 (4.8)
Agoraphobia 1(0.4)
Obsessive-compulsive disorder 12 (4.8)
Post-traumatic stress disorder 24 (9.6)
:il:::gl;sand stressor-related Acute stress disorder 1(0.4)
Adjustment disorder 5(2.0)
Anorexia nervosa 12 (4.8)
Eating disorders
Bulimia nervosa 13(5.2)
Elimination disorders Enuresis 3(1.2)
Disruptive, impulse-control, Oppositional defiant disorder 15 (6.0)
and conduct disorders Conduct disorder 4(1.6)
Personality organizations 131 (52.4)
Cluster A Cluster B Cluster C
10 (4.0) 107 (42.8) 20 (8.0)
Admission Discharge
Mean Min. Max. Mean Min. Max.
CGI-Severity Score 5 3 6 3 3 5
CGAS score 51-60 11-20 71-80 71-80 21-30 81-90

CGI: The clinical global impression CGAS: Children’s global assessment scale

Psychotropic medication was administered to 226 patients
(90.4%) during hospitalization. The most commonly prescribed
medications were: Atypical antipsychotics (AAP): 205 patients
(82.0%); Selective serotonin reuptake inhibitors (SSRI): 161
patients (64.4%); Mood stabilizers : 27 patients (10.8%); ADHD
treatment agents (methylphenidate/atomoxetine/guanfacine):
16 patients (6.4%); Serotonin-norepinephrine reuptake
inhibitors (SNRI): 16 patients (6.4%); Typical antipsychotics
(TAP): 14 patients (5.6%) (Table 3).

Regarding academic background, 200 patients (80.0%) learned
to read and write during the first semester of first grade, and 191
patients (76.4%) had no history of grade retention. The “High
School Entrance Exam” scores of 32 patients (12.8%) were
between 300 and 400 points.

No significant association was found between the number of
prior psychiatric hospitalizations (single vs. multiple) and
diagnoses at admission.
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Table 3. Psychotropic medication use during hospitalization among female inpatients

Psychotropic medication categories Patients (n) Percentage (%)
Psychotropic medication use 226 90.4
Atypical antipsychotics 205 82.0
Selective serotonin reuptake inhibitors 161 64.4
Mood stabilizers 27 10.8
ADHD treatment agents (MPH/ATX/GXR) 16 6.4
Serotonin-norepinephrine reuptake inhibitors 16 6.4
Typical antipsychotics 14 5.6
Other medications (BDZ, NDRI, SARI, NaSSA, hydroxyzin, B-bloker, anticholinergic, melatonine) 35 14.0

MPH: methylphenidate, ATX: atomoxetine, GXR: guanfacine, BDZ: benzodiazepines, NDRI: norepinephrine-dopamine reuptake inhibitors, SARI:

serotonin

antagonist and reuptake inhibitors, NaSSA: noradrenergic and specific serotonergic antidepressants, ADHD: attention deficit and hyperactivity disorder

Associations  between LoS and diagnostic category,
polypharmacy, psychiatric comorbidities, RCADS and SDQ total
scores, prominent personality organizations and clusters, MS use,
and social support type were examined. Patients diagnosed with
panic disorder (p=.003) and those with psychiatric comorbidities

Table 4. Comparison length of stay (LoS) across clinical variables

(p=-006) had significantly longer hospital stays. Significant
differences in length of stay were observed across prominent
personality clusters (p=.008). Post-hoc Dunn’s test revealed that
patients with Cluster A personality traits had significantly longer
hospital stays than those with Cluster B traits (p=.012) (Table 4).

Clinical variables Mean = SD Median (Min.-Max) Mean £+ SD Median (Min.-Max.) p-value
No MDD MDD present
11.73+7.93 11.00(1.00-49.00) 13.73 £ 10.06 13.00 (1.00-53.00) 239
No ADHD ADHD present
13.37+£9.71 12.00(1.00-53.00) 12.00 +8.12 11.00(1.00 -40.00) 523
No PTSD PTSD present
12.90 £9.37 11.00(1.00-53.00) 17.73 £ 10.31 18.00(1.00 -33.00) .081
No panic disorder Panic disorder present
12.69 £9.10 11.00 (1.00 - 49.00) 21.25+12.33 20.00 (2.00 - 53.00) .003
LoS No social phobia Social phobia present
12.88 £9.46 11.00 (1.00 - 53.00) 14.83+£9.33 13.50 (2.00 - 40.00) 216
No sucide attempt Sucide attempt present
12.79£9.17 11.00 (1.00 - 53.00) 19.00 £ 12.38 16.00 (4.00 - 40.00) .067
No self- injury Self injury present
12.90 £9.37 11.00 (1.00 - 53.00) 17.73 £10.31 18.00 (1.00 - 33.00) .081
No comorbidity Comorbidity present
11.67 + 8.69 11.00 (1.00 - 49.00) 15.32 £ 10.57 14.00 (1.00 - 53.00) .006
No personality organizations Personality organizations present
13.61+11.20 11.00 (1.00 - 53.00) 13.66 + 7.96 14.00 (1.00 - 40.00) 141
Comparison of length of stay according to personality clusters®
Mean + SD Median (Min.-Max.) P
Cluster A 21.70 £11.23 18.50 (5.00 - 40.00)
personali¥  Cluster B 12374725 12.00 (1.00 - 37.00) 008
Cluster C 15.25+7.61 14.00 (2.00 - 30.00)

* Mann—Whitney U test. Post- Hoc Dunn test, LoS: Length of stay, MDD: major depressive disorder, ADHD: attention deficit and hyperactivity disorder, PTSD:

post-traumatic stress disorder
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Self-report scales subscale and total scores were calculated.
As shown in Table 5, the mean RCADS subscale scores were
as follows: SAD: 7.58 + 4.31, SP: 15.96 + 7.52, OCD: 8.74
+ 4.42, PD: 14.95 = 7.42, GAD: 10.35 £ 4.22, MDD: 18.92
+ 7.41, Total anxiety and depression score: 77.74 + 29.11,
Total anxiety score: 58.07 + 23.53. The mean SDQ subscale
scores were as follows: Hyperactivity/inattention: 6.36 + 2.15,

Table 5. RCAD & SDQ subscale & total scores of female inpatents
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Conduct problems: 3.29 + 2.27, Emotional symptoms: 6.15
+ 2.68, Peer relationship problems: 4.37 + 2.06, Prosocial
behavior: 7.71 + 2.20, Total difficulties score: 20.27 £+ 6.58. In
Table 6 presents the comparison of total and subscale scores
of RCADS and SDQ based on admission diagnoses, as well as
the significance of the relationship according to the presence or
absence of diagnoses.

Parameters n Mean = SD Median (Min.-Max.)
Age 250 15.86 +1.33 16.00 (11.08 - 18.72)
Length of stay 244 12.84 £9.46 11.00 (1.00 — 53.00)
Separation anxiety disorder 159 7.58+4.31 7.00 (.00 - 20.00)
Social phobia 155 15.96 £ 7.52 17.00 (.00 - 27.00)
Obsessive compulsive disorder 161 8.74£4.42 9.00 (.00 - 18.00)
Revised child anxiety Panic disorder 151 14.95+7.42 14.00 (.00 - 27.00)
and depression scale Generalized anxiety disorder 164 10.35+4.22 11.00 (.00 - 18.00)
Major depressive disorder 153 18.92 +7.41 21.00 (.00 - 30.00)
Total anxiety depression 129 77.74 £ 29.11 83.00 (8.00 — 129.00)
Total anxiety 135 58.07 £23.53 62.00 (5.00 — 102.00)
Hyperactivity/inattention 169 6.36+2.15 6.00 (.00 - 10.00)
Behavioral problems 170 3294227 3.00 (.00 - 10.00)
Strengths & difficulties ~ Emotional problems 168 6.15+£2.68 6.50 (.00 - 10.00)
questionnaire Peer problems 169 4.37+2.06 5.00 (.00 - 10.00)
Prosocial behaviors 171 7.71+2.20 8.00 (2.00 - 10.00)
Total difficulty score 158 20.27 £ 6.58 20.50 (4.00 - 35.00)

Table 6. Comparison of RCADS and SDQ scores by psychiatric diagnoses at admission

No MDD
Scale scores

MDD present

Mean + SD Median (Min-Max) Mean + SD Median (Min-Max.) P
R-total 51.60 +22.23 54.00 (5.00 - 101.00) 61.35+23.12 64.50 (5.00 - 102.00) .016
R-total anx. depr. 68.19 +26.99 65.00 (13.0 - 129.0) 82.38 +£28.32 91.00 (8.00 - 128.00) .004
SDQEmotional s. 5.52+£2.69 5.00 (.00 - 10.00) 6.52 £2.60 8.00 (.00 - 10.00) 024
SDQ total 19.6 £6.0 19 (5.00-34.00) 20.9+6.5 21 (6.00-35.00) 232
No BPD Present BPD
R-total anx. 55.46 + 12.04 63.00 (9.00 - 96.00) 69.22 + 13.46 79.00 (55.00 - 98.00) .266
R-total anx.dep 77.1+279 78 (8.00-126.00) 80.4 +29.00 84 (10.00-128.00) 301
SDQConduct s. 3.16+£2.24 3.00 (.00 - 10.00) 5.09 £2.26 6.00 (2.00 - 9.00) 007
SDQ total 20.0+6.5 20 (4.00-35.00) 21.4£6.9 22 (7-35) 274
No psychotic disorders Present psychotic disorders
R-total anx 56.46 £ 11.04 63.00 (9.00 - 94.00) 70.35+£16.12 83.00 (52.00 - 94.00) 220
R-total anx. depr. 71.5+26.4 76 (10.00-123.00) 74.5+£26.8 84 (14.00-124.00) 354
SDQEmotional s. 4.13+£2.36 4.50 (1.00 - 8.00) 6.28 +2.65 7.00 (.00 - 10.00) .029
SDQ total 20.8+5.6 19 (4.00-33.00) 224+58 21 (6-33) 373

*Mann-Whitney U test, RCAD: Revised child anxiety and depression Scale R: RCAD abbreviation SDQ: Strengths & difficulties questionnaire MDD: Major
depressive disorder, GAD: Generalized anxiety disorder, BPD: bipolar disorder,*P<.05. **P<.01. ***P<.001
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Table 6. Comparison of RCADS and SDQ scores by psychiatric diagnoses at admission

Scale scores No MDD MDD present b
Mean + SD Median (Min-Max) Mean + SD Median (Min-Max.)
No panic disorder Panic disorder present
R-total anx. 57.24 £22.87 61.00 (5.00 - 102.00) 80.12 + 18.07 85.00 (51.00 - 101.00) .004
R-total anx.depr. 76.87 +28.12 83.00 (8.00 - 128.00) 102.00 +27.14 112.00 (55.00 - 129.00) 010
SDQ conduct p. 3.37+2.30 3.00 (.00 - 10.00) 1.78 £ 1.20 2.00 (.00 - 4.00) 029
SDQ total 22.1+54 21.9 (5.00-34.00) 253+£5.7 21 (8.00-33.00) 344
No social phobia Social phobia present
R-total. anx. 56.53 +23.47 58.50 (5.00 - 102.00) 72.88 +£15.38 77.00 (37.00 - 96.00) .005
R-total.anx depr. 75.86 +29.04 81.50 (8.00 - 129.00) 95.24 +19.00 100.00 (55.00 - 124.00) .006
SDQEmotional s. 5.97+2.63 6.00 (.00 - 10.00) 7.43 £2.63 8.00 (.00 - 10.00) .007
SDQ total 19.0+£3.5 17 (6.00-33.00) 21.4+5.7 19 (9-33) 574
No GAD GAD present
R-total anx. 57.46 +23.09 61.00 (5.00 - 102.00) 79.43 £+ 14.32 82.00 (54.00 - 101.00) 010
R-total anx. depr. 77.02 +28.43 83.00 (8.00 - 128.00) 103.14+20.32 108.00 (64.00- 129.00) 014
SDQ total 20.1+6.4 20 (4.00-35.00) 21.3+6.8 22 (7.00-35.00) .194
No ADHD ADHD present

R-total anx. 58.46 +13.07 61.00 (8.00 - 98.00) 7133 +£12.12 80.00 (54.00 - 96.00) 110
R-total anx.depr. 77.5+28.7 78 (9.00-126.00) 79.9 £29.8 81 (10.00-129.00) 224
SDQ ADHD s. 6.18£2.13 6.00 (.00 - 10.00) 7.25+2.03 7.50 (2.00 - 10.00) .018
SDQ conduct s. 2.97+2.03 3.00 (.00 - 9.00) 4.86 +£2.81 4.50 (.00 - 10.00) .001
SDQ total. 19.59 £ 6.09 20.00 (6.00 - 35.00) 2321 +£8.08 24.50 (4.00 - 35.00) 012

*Mann-Whitney U test, RCAD: Revised child anxiety and depression Scale R: RCAD abbreviation SDQ: Strengths & difficulties questionnaire MDD: Major
depressive disorder, GAD: Generalized anxiety disorder, BPD: bipolar disorder,*P<.05. **P<.01. ***P<.001

Discussion

In this study, we retrospectively reviewed the sociodemographic
characteristics, length of stay, admission diagnoses,
pharmacological treatments, and psychometric scale scores of
female children and adolescents receiving inpatient psychiatric
care. Our findings revealed several key insights. The mean
age of hospitalized female patients was predominantly within
the adolescent range, consistent with previous studies on child
and adolescent psychiatric inpatient units in Tirkiye, which
reported mean ages of 15.2 + 1.6 years and 15.1 £+ 1.8 years,
similar to our findings (15.8 £ 1.3 years) [9,21]. Adolescence is
a developmental period during which disorders such as enuresis
and separation anxiety decline, while conditions more commonly
seen in adulthood—including depression, social anxiety disorder,
generalized anxiety disorder, panic disorder, and substance use
disorders—become more prevalent. Additionally, adolescent
females have higher rates of functional impairment and lower
remission rates in psychiatric disorders compared to their male
counterparts [22]. In studies conducted in a mixed adolescent
psychiatric inpatient unit, 70% and 82% of patients were female,
respectively, with mood disorders and externalizing disorders
being the most common diagnoses [23,24]. While girls and boys

did not differ in the severity of mental health problems, female
gender was a stronger predictor of hospitalization [25].

Regarding the mode of admission, we found that 74% of patients
were admitted through the emergency department, highlighting
acute psychiatric crises as a major reason for hospitalization
in child and adolescent psychiatric inpatient units. The high
proportion of ED referrals may also place a significant burden on
pediatric emergency services. Studies comparing hospitals with
and without child psychiatry units have shown that psychiatric
ED visits are more frequent in hospitals with dedicated child
psychiatry services, whereas patients tend to have longer ED stays
in hospitals without these units [26]. These findings underscore
the importance of improving psychiatric crisis intervention
services in pediatric emergency settings, including stabilization
strategies and early intervention programs to prevent unnecessary
hospitalizations. It has been shown that there has been an increase
in emergency department visits and hospitalizations, and that this
rise is not solely due to suicide attempts or exacerbated psychiatric
symptoms [27]. Due to the shortage of specialized clinicians and
centers in child mental health services, families are increasingly
turning to emergency departments and inpatient units where care
can be accessed more quickly [24].
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Self-injury and suicidal behaviors are among the most common
reasons for admission to psychiatric inpatient units [28]. In our
findings, the rates of self-injury (65.6%) and suicide attempts
(38.4%) among admitted girls were remarkably high. Among
adolescent girls, suicidal ideation and suicide attempts are
significantly more frequent than in boys, whereas adolescent
boys are more likely to exhibit behavioral problems and die by
suicide [29]. The higher prevalence of internalizing disorders
among girls results in a greater number of suicide attempts,
though these attempts tend to be less lethal compared to those of
boys [30]. In one study examining hospital admission diagnoses,
disruptive disorders were equally distributed between genders;
however, suicide risk was significantly higher in girls, while
danger to others was more prominent in boys [25]. In a mixed-
gender psychiatric inpatient unit, 58% of admitted patients
presented with suicidal problems [23]. Addressing self-injury and
suicide attempts is crucial from both prevention and intervention
perspectives.

The distribution of psychiatric diagnoses at admission revealed
that MDD was the most common diagnosis (64.8%). The CGAS
scores at admission ranged between 51-60, indicating significant
functional impairment in our inpatient sample. These findings
align with previous studies on child and adolescent psychiatric
inpatient populations in Tirkiye, where MDD was consistently
the most frequent diagnosis, sometimes categorized under mood
disorders [10,21,31]. In contrast, prevalence studies in Turkish
school samples have reported much lower rates of depression,
with estimates of 12.55% in adolescents and 4.2% in combined
child and adolescent samples [32,33]. This suggests that MDD
is significantly more prevalent among psychiatric inpatients
compared to community samples, likely due to greater severity
and functional impairment in hospitalized cases.

In our study, ADHD (17.2%), social anxiety disorder (12.0%),
and PTSD (9.6%) were also prevalent among inpatients. A
community-based prevalence study in Tirkiye found that when
functional impairment was considered, the prevalence rates
for ADHD (19.7%), anxiety disorders (6.7%) were lower than
those observed in our inpatient sample [34]. A longitudinal study
examining changes in psychiatric inpatient diagnoses over time
reported an increase in ADHD, anxiety disorders, and depression
[35]. Although ADHD was less prevalent in our inpatient
population than in community samples, its occurrence was still
notable (17.2%). Given the high rates of complex comorbidity
among inpatients, the frequent co-occurrence of ADHD and
social anxiety disorder (37%) is unsurprising [33]. A comparison
of diagnostic distributions between community and inpatient
populations suggests that psychiatric disorders in hospitalized
patients exhibit distinct patterns and higher prevalence rates.

In our study, RCADS scores exceeded clinical cut-off values
across all subscales, indicating high levels of anxiety and
depressive symptoms in the sample. Furthermore, the SDQ
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results showed that emotional problems, peer difficulties, and
total difficulties scores were within the abnormal range, while
ADHD and conduct problems scores were borderline, and
prosocial behavior scores remained within the normal range.
These findings are consistent with our most frequent primer
psychiatric diagnoses—depression, anxiety, and ADHD—which
encompass both internalizing and externalizing disorders. The
significant impairment in peer relationships aligns with the high
prevalence of borderline personality traits among inpatients, as
difficulties in interpersonal relationships are a hallmark feature
of borderline personality organization. Additionally, the history
of neglect or abuse in 19.6% of patients highlights the strong
association between childhood trauma and psychiatric disorders,
particularly PTSD. The preservation of prosocial behaviors in
many patients suggests that these children and adolescents may
still have adaptive social skills, reinforcing the importance of
early intervention and outpatient mental health support to prevent
further deterioration.

A key finding of our study is that more than half of the patients
exhibited personality organizations, with Cluster B, particularly
borderline personality features, being the most prevalent. A study
on adolescents with borderline personality organization. reported
higher rates of both internalizing and externalizing psychiatric
disorders, as well as more complex comorbidity profiles [36].
Similarly, in our study, MDD and anxiety disorders were the
most common internalizing disorders, while ADHD was the most
common externalizing disorder. The co-occurrence of mood or
anxiety disorders with impulsivity was also a frequent finding
in our sample [36]. Since self-injury and suicidal behaviors are
diagnostic criteria for borderline personality disorder [37], the
high prevalence of self-injury (65.6%) and suicide attempts
(38.4%) among inpatients can be understood within the context
of complex comorbidity.

When analyzing lenhth of stay (LoS) in child psychiatry inpatient
units, prior studies in Tiirkiye have reported mean hospitalization
durations ranging from 8—10 days to 2629 days, with most stays
lasting less than one month [8,12,21]. The shorter-than-expected
hospital stay in our results is thought to be due to families' open
requests to remove their children before the end of treatment,
as compulsory admission is not an option in our inpatient unit.
Although LoS varies widely across different countries, short-
term hospitalizations are the predominant trend. In the U.S. and
the U.K., mean LoS in child and adolescent psychiatry units
has been reported as 19-32 days [38-40]. LoS is influenced by
multiple factors, including individual patient characteristics,
national healthcare policies, insurance systems, bed availability,
and family decisions regarding early discharge.

In our study, patients with panic disorder (p=.003) and psychiatric
comorbidities (p=.006) had significantly longer hospital stays.
This finding supports previous studies showing that comorbid
psychiatric disorders contribute to prolonged hospitalization

634



Med Science 2026;15(2):625-37

[39,41]. One study found that LoS was positively correlated
with agoraphobia, but no significant association was identified
for panic disorder alone [40]. The frequent outpatient hospital
admissions of patients with panic disorder, the need to exclude
urgent organic causes for somatic symptoms, and the time
consuming effect of pharmacotherapeutic agents are thought
to prolong the length of stay in these patients. Additionally,
personality organizations were linked to differences in LoS, with
Cluster A personality traits being associated with significantly
longer hospitalization compared to Cluster B traits (p=.012).
Since Cluster A personality traits are commonly linked to
psychotic disorders, it is not surprising that longer LoS has
been reported in patients with psychosis [39,41]. Indeed, one
study found that psychotic disorder was the primary diagnosis
associated with the longest LoS [8].

An important finding of our study is that 15.6% of patients
reported the onset or exacerbation of psychiatric symptoms during
the COVID-19 pandemic. The pandemic, with its infection risks,
strict public health measures, and social restrictions, significantly
altered the daily lives of children and adolescents. A longitudinal
meta-analysis covering 1.5 years of the pandemic demonstrated
that children and adolescents worldwide experienced a rise in
mental health problems, with increases in anxiety and depressive
symptoms [42].

Regarding treatment, 90.4% of inpatients received psychotropic
medication, with AAPs (82.0%) and SSRIs (64.4%) being the
most frequently prescribed. Mood stabilizers (10.8%) were the
third most commonly used drug class. The high prevalence
of pharmacological treatment in inpatient psychiatry units is
well-documented, with studies in Tiirkiye reporting similar
patterns of medication use. Previous studies found high rates
of antipsychotic use (80.4%, 91.6%, 94.6%, 97%) with mood
stabilizers and anxiolytics ranking third and fourth, and ADHD
treatment agents (methylphenidate/atomoxetine/guanfacine)
occasionally appearing in the top four [6-7,10,21]. One study
found that anxiolytics were the second most commonly prescribed
drug class, which was attributed to the use of benzodiazepines
instead of electroconvulsive therapy in catatonic cases [9].
The high prescription rate of atypical antipsychotics (82.0%)
compared to typical antipsychotics (5.6%) can be explained by
better tolerability, lower risk of extrapyramidal side effects, and
FDA approval for both psychotic disorders and mood disorders
in children and adolescents [43,44]. Similarly, SSRIs were more
commonly prescribed than SNRIs (6.4%), likely due to better
tolerability, lower discontinuation rates, and FDA approval for
MDD treatment in children and adolescents [45,46].

Our study demonstrated that patients showed significant
improvements in functioning and symptom severity from
admission to discharge. A longitudinal study on the evolving
profile of psychiatric inpatients revealed that functional
impairment and CGAS scores have worsened in more recent
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samples, likely due to increased demand for inpatient services
and prioritization of more severe cases [35]. In our study, CGAS
scores at admission indicated significant functional impairment,
while CGI-S scores reflected severe illness at baseline. These
findings align with prior studies, which also reported functional
improvements from admission to discharge, with increased
CGAS scores and decreased CGI-S scores [47]. Ozbaran
similarly reported that CGI-S scores declined from 5 to 3 during
hospitalization, consistent with our results [7]. Studies have
shown improvement in adolescents during hospitalization and
after discharge, particularly with reductions in self-injury and
emotional symptoms [23,24].

Strengths and Limitations
Limitations

Since our inpatient psychiatry unit exclusively admits female
patients, no data were obtained for male patients, preventing
gender-based comparisons. The all-female sample may limit the
generalizability of the findings. Because this is a retrospective
study, there are limitations regarding whether the K-SADS-
PL-DSM-5-T was applied uniformly to all patients. Some data
were excluded due to incomplete records, and only cases with
complete diagnostic evaluation were analyzed. The inclusion of
self-report forms of the RCAD and SDQ scales, but not parent
forms, may limit multi-informant validity. Additionally, due to
the retrospective design of the study and the dynamic nature of
medical record-keeping, certain data were added to patient files
over time, resulting in incomplete records for some variables.
Consequently, the total number of cases analyzed for each
parameter varied, and some data points were missing.

Strengths

One of the major strengths of this study is that it provides
inpatient data over an 20-month period, which is particularly
valuable given the limited number of inpatient child and
adolescent psychiatry units in Tirkiye. Additionally, the large
sample size enhances the robustness of our findings. The study's
comprehensive approach, which examines sociodemographic
characteristics, psychiatric diagnoses, hospitalization indications,
and psychopharmacological treatment patterns, provides
valuable insights into inpatient psychiatric care in children and
adolescents.

Conclusion

Consequently, our findings revealed that the diagnostic
distribution in inpatient psychiatry units differed from community
samples. This difference may be due to the psychiatric diagnoses
that are the indications for hospitalization and the fact that patients
admitted for hospitalization exhibit more severe symptoms and
have significant functional impairment.

The high frequency of psychiatric referrals in pediatric emergency
departments and the length of emergency department stays
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appear to be influenced by the availability of child psychiatry
units. To reduce the burden of psychiatric cases in emergency
settings, efforts should focus on enhancing outpatient mental
health services and establishing structured crisis intervention
protocols at earlier stages.

We emphasize the importance of detailed psychiatric evaluations
for adolescent girls diagnosed with complex comorbid
psychiatric disorders who are considered high-risk for self-injury
in outpatient settings. Implementing supportive therapeutic
interventions alongside may help reduce psychiatric crises
and prevent hospitalization, which represents the final step in
psychiatric care. In cases where hospitalization is necessary,
adolescent psychiatric inpatient units effectively meet the
important needs of young people with self-injury, suicide risk, or
other serious mental health problems. Future multi-center studies
will be essential to further explore and validate these findings,
providing a more comprehensive understanding of inpatient
psychiatric care needs in children and adolescents.
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