Brief report

Combined antipsychotic use in a community
rehabilitation psychiatric service

Abstract

Objectives: Despite the clinical guidelines regard-
ing the use of combined antipsychotics and the limited
evidence for its benefits, use remains high in psychiatric
practice. The aim of this study was to examine prescrib-
ing practices and investigate reasons for initiating and
continuing combined antipsychotics in stable psychiatric
ilinesses.

Method: A cross-sectional case record survey of antip-
sychotic prescribing practices in a community psychiatric
rehabilitation service. A total sample (n = 75) of patients
with chronic and enduring psychiatric illnesses was
studied. The age, gender, diagnosis and prescribed antip-
sychotics were examined. The proportional prevalence
and documented reasons for combined antipsychotic
prescribing were analysed.

Results: Seventy-three of the 75 patients were
prescribed antipsychotic mediations. Of these, 44 (60%)
received a combination of two or more antipsychotics.
The most common reason for combined prescribing was
a switch of antipsychotic (n = 18; 41%). No reason was
documented in 19 cases (43%).

Conclusions: In this study, slow cross-tapering or
incomplete switch process of antipsychotics contributed
to the prolonged period of combined antipsychotics treat-
ment. Adequate documentation regarding indication and
review of medications cannot be overemphasized.

Key words: Combined antipsychotics; Psychiatric; Commu-
nity rehabilitation.

In spite of clinical guidelines regarding the use of combined
antipsychotics and the limited evidence for its benefits, the
use has become a norm rather than the exception.! A national
survey conducted by Schizophrenia Ireland in 2002 found
that over 65% of patients were on two or more medications;
over 30% were on three or more and 13% on four or more
medications for mental health problems.?

Various reasons have been offered for the combination of
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antipsychotics in clinical practice such as improving efficacy
in refractory illness, achieving rapid control of symptoms, mini-
mising adverse effects of initial medication and augmenting
an initial medication for which maximal dosages have been
reached.®4

However the use of combined antipsychotics is associ-
ated with an increased risk of adverse effects and of drug
to drug interactions. Combined antipsychotic prescribing
can lead to higher rates of noncompliance due to complex
treatment regimes. Further, there is an increased cost associ-
ated with combining medications and the practice can also
confound clinicians’ ability to identify helpful from unhelpful
medications.®?

Many studies have investigated prescribing practices in
outpatient, day-hospital and inpatient settings. However,
few studies have involved patients attending a rehabilitation
service and yet the prevalence of combined antipsychotic
use might be higher in this group for a number of reasons. A
high number of such patients suffer from severe and enduring
mental illnesses that require intensive biological treatments.
Further, many are on a long term treatment programme and
have other aspects of their care optimised, yet continue to
display treatment resistant symptoms.

We evaluated patients residing within a community rehabili-
tation facility to investigate the use of combined antipsychotics
use in stable chronic psychiatric illnesses. We examined the
demographic and clinical characteristics of these patients
and identified the reasons why the combination of antipsy-
chotics was initiated.

This is a cross-sectional case record survey of antip-
sychotic prescribing practices within an Irish psychiatric
rehabilitation service. This rehabilitation service consists of
seven community hostels and a 22 bed inpatient unit. For the
purposes of the study, we included patients living in commu-
nity hostel placements only as these were the most stable
group of patients and excluded those from the inpatient
unit. The community hostels have 86 beds in total. Patients
receive varying levels of nursing supervision ranging from
working-hour nursing care to a 24-hour care. The general
adult psychiatric clinics are responsible for reviewing and
prescribing patients' medications.

We examined the case records of all patients residing
in the community hostels on a given day in October 2007.
Data was obtained on age, gender, diagnosis and prescribed
medications. We limited our analysis to regular antipsychotic
medications and excluded pro re nata (PRN) or ‘as required’
prescriptions. The proportional prevalence and documented
reasons for combined antipsychotic use was analysed. We
also examined the site where the combined prescribing
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was initiated. All data was analysed using EPI-INFO 2007
version.

Patients’ demographic and clinical characteristics

A total of 75 psychiatric patients were residing in the
service at the time of survey. Of these, 46 (61%) were male
and 29 (39%) were female. Their mean age was 56 years
(sd = 8.0) and their mean duration in treatment was 14.9
years (sd = 6.9). The mean outpatient clinic review interval
was 16.4 weeks (sd =12.6).

By using the ICD-10 diagnostic criteria, we identified 55
patients (73%) with a diagnosis of schizophrenia; 14 (199%)
with bipolar affective disorder; two (3%) with a learning
disability; three (4%) had an emotionally unstable person-
ality disorder, and one patient (1%) had fronto-temporal
dementia.

Pattern of antipsychotic prescriptions

Antipsychotic medication was prescribed for 73 (97%) of
the 75 patients (see Table 1). Oral medication alone was
prescribed for 54 of these 73 patients (74%), two patients
(8%) were on depot medication alone, while the remaining
17 patients (23%) were on a combination of oral and depot
preparations.

In terms of the class of antipsychotic, 64 patients (88%)
were prescribed a first-generation antipsychotic (FGA) and
59 patients (81%) received a second-generation antipsy-
chotic (SGA). A total of 19 patients (26%) were prescribed
clozapine.

Most patients (n = 44; 60%) were prescribed more than
one antipsychotic at the time of the study. The most common
combination was of a FGA and SGA (n = 29). A further 10
patients were prescribed a combination of SGAs; while the
remaining five patients were prescribed a combination of
FGAs. Nine of the 44 patients were also on clozapine at the
time of survey, while two patients had failed trial of clozapine
in the past.

Table 2 gives the documented reasons for prescribing
combinations of antipsychotics among the 44 patients in this
sample. The most frequent reason was a switch from one
antipsychotic to another. At the time of survey, 18 patients
(41%) were undergoing a switch and the mean period of the
switch process was 455 days (sd = 61) from the date of
initiation. In the case of 19 patients (43%), there were no
documented reasons for combined antipsychotic use.

Most patients (n = 28, 64%) had their combination initiated
during an acute admission, with the remainder (n = 16, 36%)
initiated during outpatient reviews.

This study was a descriptive, cross-sectional survey to
investigate the use of combined antipsychotics and the indi-
cation of such prescriptions in a community rehabilitation
psychiatric service.

The main finding was that almost two thirds of patients
receiving antipsychotic treatment in the study population
were prescribed a combination of antipsychotics. This finding
is similar to the results reported in other studies.?®®

In rehabilitation psychiatry, the patients are fairly stable
and suffer from chronic refractory psychiatric conditions. It is
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n="73 Percentage of
total sample
Single antipsychotic 29 40%
Combined antipsychotics 4 60%
2 antipsychotics 18 24%
> 3 antipsychotics % 36%
Primary reason for Number of Percentage
combined antipsychotic patients of patients on
treatment combination
No reason documented 19 43%
Switching of antipsychotics 18 %
Lack of efficacy of 4 9%
monotherapy at maximal
dosage
Poor compliance with oral 2 5%
medication
History of violence and 1 %

aggression; Safety concerns

therefore expected that they would be on a variety of pharma-
cotherapy including combination therapy, however the use of
combined antipsychotics could be minimised.

In this study, 41% of cases on combined antipsychotic
treatment were undergoing a switch process. Typically the
clinicians responsible for reviewing medications are consuit-
ant psychiatrists and non-consultant medical personnel.
The mean outpatient review interval of 16.4 weeks could
have increased the chances of different clinicians assessing
patients at each outpatient reviews. The non-consultant medi-
cal personnel rotate through various mental health service
sectors every six months, such that longer intervals between
outpatient reviews may be associated with slower or incom-
plete switch process and might have contributed to the high
level of combined antipsychotic prescribing in this study.

A total of 64% of the cases had the combination proc-
ess commenced during acute psychiatric admission; a
further explanation might be that patients become stable on
the combination and there is reluctance by the clinician to
complete the switch process.

In this study, the mean period of combination therapy initi-
ated primarily for the purpose of switching antipsychotics was
455 days. A prolonged combination is defined by a period of
more than 60 consecutive days of combined antipsychotic
treatment.!" One study recommended a crossover period of
between one and four weeks.'?

Two other studies has utilised a seven-day cross-titration
period followed by an 11-week flexible dose period during
which patients received the post-switch antipsychotic, and
reported favourable outcomes irrespective of their previous
medication or indication for switch.'®'4

Furthermore, estimating the desired target dose of post-
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switch antipsychotic using the current dose of patient's
pre-switch antipsychotic as a guide is advisable prior to
commencing a cross-taper strategy.'? The responsibility
ultimately rests with clinicians to ensure the switching is
complete and that patients are not continued on a combina-
tion of antipsychotics indefinitely.

We also found a low level of documentation for prescribing
more than one antipsychotic. The burden of paperwork and
restrictions in professional freedom are some reasons for low
levels of documentation in clinical practice.'

In the past, psychiatrists would have been the sole source
of authority and legitimacy in the clinical decision-making
process. Today, the psychiatrist-patient relationship is influ-
enced by the outside world including family, caregivers and
legal representatives, but psychiatrists carry the ultimate
responsibility for the delivery of patients’ care and make
certain decisions, which maybe unsupported by scientific
evidence;'® such that there is the need for psychiatrists to
monitor and assess patients’ treatment progress objectively
by documenting treatment indications and outcomes,

The importance of clear documentation can not be over-
stated in terms of delivering a high quality of care. One way
that documentation could have been enhanced was through
the use of care plans which were not used routinely during
the study. Such care plans should include reviews of medica-
tion and responsible clinician; this might have helped with
documenting the reason for combined antipsychotic use.

Limitations

Several limitations to this present study need to be noted.
First, this was a descriptive study of one psychiatric service;
the results may not be generalisable to other community reha-
bilitation settings. The lack of analysis for correlation between
the patients’ demographic and clinical characteristics and the
prescription patterns is a limitation.

Secondly, our cross-sectional design limits investigation for
changes in dose or symptom ratings that might have occurred
in response to use of combined antipsychotics. We therefore
suggest need for longitudinal studies examining patients’

subjective outcome, side effects, tolerability and quality of
life, all of which may be helpful in determining the benefits
of combined prescribing. Thirdly, we could not investigate
the role of rotating non-consultant medical personnel in the
prescribing practice because the information was unavailable
in the data set.

Conclusion

The results from this study suggest that in stable chronic
psychiatric patients slow cross-tapering or incomplete switch
processes contribute to prolonged periods of antipsychotic
combinations. Proper documentation of indication and review
of medications using treatment care plans maybe helpful in
minimising this.
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