CORRESPONDENCE

We have documented four patients in
our local services who have recently had
unplanned pregnancies in association with
this change
women had their medication changed
from older, typical antipsychotics in an

in medication. All four

effort to improve their symptoms and
reduce side-effects. Three were known to
have a partner at this time. Two were
also known to have hyperprolactinaemia,
presumably as a result of taking typical
antipsychotics. All four women had an
unplanned  pregnancy
change in medication and all but one then
had their atypical antipsychotic medi-
cation stopped. All four of these women
decided to proceed with their pregnancies.

following  the

Two women became acutely ill during
their pregnancies and were admitted to
psychiatric hospital. All four were ad-
mitted postnatally to a mother and baby
psychiatric unit, three with acute psy-
chotic symptoms and one with less severe
symptoms but with concerns about her
ability to parent her child. All four
women required very high levels of input
from mental health and social services;
despite this, only one has been able to
continue to provide care for her child.

Unwanted and unplanned pregnancies
are clearly undesirable and a doctor could
be deemed negligent if a pregnancy results
from prescribing without appropriate ad-
vice on risk and contraception, for exam-
ple, in the case of antibiotics given to
women on the pill. Unwanted pregnancies
are of particular concern in women with
chronic psychotic illnesses. Not only does
the mother have a substantially increased
risk of acute relapse following childbirth,
but there is also clear evidence that children
of parents with mental illness suffer greater
social disadvantage, increased psychologi-
cal and psychiatric disturbance and higher
rates of emotional, sexual and physical
abuse (Gregoire, 2000).

There is relatively little information
available on the sexuality, contraceptive
habits, fertility or beliefs and wishes about
reproduction in people with severe mental
health problems. It has been suggested that
fertility among people with severe mental
illness is similar to that of the general
population (Lane et al, 1992) and there
can be little doubt among clinicians that
the changing patterns of care from hospital
to living in the community are likely to
have altered behaviour and expectations
of sexuality and reproduction. Advice to
people with severe mental illness about
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contraception is likely to be poor and they
are more likely to have unplanned and un-
wanted pregnancies (Miller & Finnerty,
1996). Sexuality is an area of patients’ lives
that psychiatrists tend to neglect even
though they and their patients acknowledge
its importance (Pinderhughes et al, 1972).

The cases we have been involved with
illustrate what we believe to be an increased
risk of pregnancy in women changing from
conventional to atypical antipsychotics.
The potential risks to mother and child as-
sociated with such pregnancies are clear
and the lack of attention generally paid to
sexuality and contraception by those caring
for people with mental illnesses must there-
fore be a cause for concern. On the basis of
current knowledge, we should assume that
our patients are sexually active and need
advice and assistance with contraception.
We recommend that the potential effect
on fertility be discussed with all patients
changing from a traditional to an atypical
antipsychotic and that mental health pro-
fessionals be active in promoting effective
contraception.
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Hospitalisation in first-episode
psychosis

The paper by Sipos et al (2001) was
discussed with great enthusiasm in our
evidence-based journal club. We learnt that
80% of patients with first-episode psycho-
sis were hospitalised within 3 years of first
contact with specialist services. Patients
with manic symptoms at presentation were
admitted rapidly; those with negative symp-
toms and longer duration of untreated
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illness were admitted later. The paper con-
cluded that community-oriented psychiatric
services might only delay, rather than pre-
vent, admission of patients with a first-epi-
sode of psychosis.

At the end of the journal club we
realised that the findings from this paper
cannot be generalised to our patient group
without the knowledge of certain other
key issues not mentioned in the paper.

(a) Availability of in-patient beds: studies
have shown that the utilisation of in-
patient care is determined by the supply
of available beds (Saarento et al,
1996).

Availability of assertive community psy-
chiatric services: an assertive community
treatment programme has shown to be
effective in reducing hospitalisation
compared with clinical case manage-
ment programmes (Ziguras & Stuart,
2000).

(c) A study by Lang et al (1999)
demonstrates that improvement in

social support predicted decline in
hospitalisation.

(b

=

(d) History of suicidal behaviour carries a
greater risk of admission in first-
episode psychosis and higher readmis-
sion rates over 2-year follow-up
(Verdoux et al, 2001).

(e) In clinical practice a patient’s willing-
ness to accept treatment as an out-
patient would be a factor in deciding
about in-patient treatment.

In our opinion hospitalisation in first-episode
psychosis would be greatly affected by the
above issues and without knowledge of
these issues, the findings from Sipos et al’s
study cannot be generalised to patient
groups in other areas/services.
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Authors’ reply: We were delighted to read
that our paper was so enthusiastically dis-
cussed by Sridharan et al at their evidence-
based journal club. They have spotted the
main limitation to the study, which was
included in our own list of limitations —
“based
upon only one service model and may
have limited generalisability” (Sipos et al,
2001). In our paper, we cited previous

namely, that our findings were

work from Nottingham (Harrison et al,
1991), showing how the development of
multi-disciplinary teams had coincided
with a reduction in the proportion of pa-
tients with first-episode psychosis requir-
ing hospitalisation at initial contact. In
Sipos et al (2001) we went on to show
that, although there is clearly a reduction
in hospitalisation at first contact, the risk
of admission at some point in the first 3
years after first onset has actually re-
mained the same. Indeed, there are striking
differences between those patients ad-
mitted early in the course of the disorder
and those admitted later.

On reflection, we agree that the paper
would have benefited from a slightly more
detailed specification of service changes in
Nottingham, although these have been de-
scribed elsewhere and we would refer read-
ers to Beck et al (1997). We would caution,
however, against attempts to draw causal in-
ferences from the presence, or absence, of
particular ‘community’ services because our
paper reported an observational study rather
than a controlled one. The research com-
munity has barely begun to understand the
interplay between different components of
‘community-oriented’ services and patient
outcomes. The parameters mentioned by
Sridharan et al are certainly pointers in the
right direction but we have some way to go
in describing (and measuring) factors such
as the amount of ‘social support’ available,
let alone evaluating their impact on outcomes.
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Antipsychotics and risk of venous
thrombosis

The article by Thomassen et al (2001) re-
lates a higher risk of venous thrombosis
to the use of antipsychotic drugs. As men-
tioned by the authors, their data cannot
consequentially link the risk of venous
thrombosis to antipsychotic use as certain
biases cannot be excluded from the au-
topsy date and case—control studies they
analyse. However, their study adds to
the numerous reports suggesting a link be-
tween this class of medication and venous
thrombosis. In this debate, however, it
should be noted that there is a lack of
controlling for factors such as the dose
of antipsychotics and the type of psycho-
sis. Catatonia is typically a form of
schizophrenia in which one could expect
patients to have a higher risk of venous
thrombosis (Morioka et al, 1997). Simi-
larly, according to the dose of anti-
psychotic, the sedation of patients can
be so intense that their movements are
limited, creating predisposing conditions
for venous thrombosis. It is possible that
more cautious administration of antipsy-
chotics at a dose which decreases the psy-
chotic symptoms without inducing toxic
sedation (Casey, 1997) could prevent a
certain number of thrombosis cases,
although low doses of antipsychotic ap-
peared paradoxically
higher risk in a recent case—control study
(Zornberg & Jick, 2000). Exploring the
role of these potential confounding fac-

associated with

tors, particularly in cohort studies, is im-
portant to characterise the safety profile
of antipsychotic drugs and to improve
guidelines for the treatment of patients
with psychosis.
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Use of antidepressants by nursing
mothers

Hendrick et al (2001) state that the findings
of their study provide no reason to discou-
rage nursing among women taking paroxe-
tine, fluvoxamine or sertraline at standard
therapeutic doses. Comparison with pre-
vious studies is difficult, owing to the re-
search literature consisting mainly of
single case reports or small samples, differ-
ence in methods and lack of key infor-
mation (as reviewed by Yoshida et al,
1999).

While I applaud the effort of studying
50 nursing mother—infant pairs, I disagree
with the inclusion of all of them as study
subjects for two main reasons.

First, seven were included whose pre-
scribed doses of antidepressant were below
the recommended dose (British Medical
Association & Royal Pharmaceutical So-
ciety of Great Britain, 2001) for the treat-
ment of depression (paroxetine 5 mg
(n=1), paroxetine 10 mg (n=2), sertraline
25 mg (n=4)). In the case of sertraline,
where 30 pairs were included, exclusion
of these subjects would increase the per-
centage of detection of medication, includ-
ing metabolites, from 24% (8/30) to 34%
(8/26).

Second, Hendrick et al came to the
same conclusion regarding the safety of flu-
voxamine, sertraline and paroxetine, but
according to their Table 1 (p. 164) only
one serum sample of the five taken from
mother—infant pairs where the mother was
taking fluvoxamine should be taken into
consideration. Of the remainder, no mater-
nal medication concentration was obtained
in three cases, and in the fourth maternal
medication concentration was below the
detectable range of the assays, raising
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