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Challenges in the Diagnosis of 
Schizoaffective Disorder

Schizoaffective disorder is a diffi cult-to-manage mental illness that may affect 
approximately one-third of all patients who present with acute or chronic 
psychosis. It is less prevalent than schizophrenia, yet is still one of the more 
common, chronic, and disabling mental illnesses.1-3 

Schizoaffective disorder represents a signifi cant challenge for patients and 
their families—even arriving at a proper diagnosis can be diffi cult.2 

The essential feature of schizoaffective disorder is an uninterrupted period 
of illness, during which the characteristic symptoms of schizophrenia (eg, 
delusions, hallucinations, and negative symptoms) are experienced along with 
either a major depressive, manic, or mixed mood episode.2

But the timing of when these symptoms appear is also important: a patient 
must experience a period of at least 2 weeks free from mood symptoms while 
still experiencing schizophrenia-like symptoms. However, the mood episode 
must represent a substantial portion of the total duration of the illness.2

References: 1. National Alliance on Mental Illness of Franklin County. Schizoaffective Disorder Fact Sheet. National Alliance on Mental 
Illness; 2007. 2. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders. 4th ed [text revision]. 
Washington, DC: APA; 2000. 3. Canuso CM, Kosik-Gonzalez C, Kalali K, et al. Frequency of schizoaffective disorder diagnosis in patients 
with psychotic disorders using the Mini-International Neuropsychiatric Interview [abstract]. Schizophr Res. 2008;98:67.
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Triptans May Not Raise Risk of Fetal Defects 
B Y  M I C H E L E  G. S U L L I VA N

P H I L A D E L P H I A —  Sumatriptan and
naratriptan do not appear to significant-
ly raise the risk of major congenital mal-
formations in fetuses that are exposed to
the drugs in utero, according to the lat-
est analysis of an international pregnan-
cy registry.

Established in 1996, the Glaxo-
SmithKline registry has accumulated
data on 849 pregnancies exposed to the
drugs. Birth defects occurred in 4.5% of
infants exposed in the first trimester or
during all of their gestation, which was
not significantly higher than that previ-
ously identified for women with mi-
graines. Major congenital malformations
are known to occur in the offspring of
women with migraines at a slightly high-
er rate than in the general population
(3.4% vs. 2%-3%, respectively), Mari-
anne C. Cunnington, Ph.D., and her col-
league Sara A. Ephross, Ph.D., reported
in a poster at the International Headache
Congress. Both are employees of
GlaxoSmithKline.

The registry relies on a voluntary re-
porting strategy that encourages health-
care providers to submit information on
exposed pregnancies as early as possible.
Retrospective case reporting also is ac-
cepted. Pregnancy outcome is ascer-
tained by medical records that the
provider forwards after birth, or by med-
ical records confirming other outcomes,
including fetal demise or abortion.

At the outset, the registry collects data
on the timing, dosage, duration, indica-
tion, and administration of the drugs;
maternal demographics; expected date
of delivery; and any prenatal testing. At
follow-up, there is a review of the preg-
nancy outcome, drug exposure during
the pregnancy, and the women’s
headache history during pregnancy.

So far, the registry has amassed infor-
mation on 761 pregnancies exposed to
sumatriptan and 88 exposed to naratrip-
tan. Outcomes are known for 570 of the
sumatriptan-exposed pregnancies and 57
of the naratriptan-exposed pregnancies.
Twenty-one sumatriptan-exposed preg-
nancies and 31 naratriptan-exposed preg-
nancies are pending delivery. The rest
have been lost to follow-up, the investi-
gators noted in their poster at the con-
gress, which was sponsored by the In-
ternational Headache Society and the
American Headache Society.

Among the sumatriptan-exposed preg-
nancies, there were 23 birth defects, 4 fe-
tal deaths, 32 spontaneous fetal losses,
and 11 induced abortions.

The malformations that occurred in
infants who were exposed to sumatrip-
tan in the first trimester included ab-
normal head circumference, single pal-
mar crease and systolic murmur;
moderate craniosynostosis; cerebral ab-
normality with developmental delay;
partial cleft lip; ventricular septal defects
(4); biliary atresia; diaphragmatic hernia;
pyloric stenosis (3); anterior displace-
ment of anus; hip dysplasia; polydacty-
ly; malformation of left hand; and Down

syndrome (3). No data were available for
the three birth defects that occurred in
infants who were exposed to sumatrip-
tan after the first trimester.

Among fetuses exposed to naratriptan,
there were five spontaneous losses, one
induced abortion, and one live infant with
a 2.5-mm ventricular septal defect that
was expected to close spontaneously.

The pregnancy registry did not con-
tain any data on the exposure to the com-

bination of sumatriptan and naproxen.
Dr. Cunnington noted that five addi-

tional independent studies, including a
Swedish study of more than 2,000 suma-
triptan recipients, have failed to find an in-
crease in birth defects associated with in
utero exposure. 

“While its use in pregnancy cannot be
encouraged,” she wrote, “there is consis-
tent evidence that sumatriptan is not as-
sociated with a substantial increase in the

risk of major congenital malformations
following exposure.”

To report pregnancies exposed to
sumatriptan, naratriptan, or the suma-
triptan/naproxen combination, North
American physicians can call 800-336-
2176, and international physicians can
call 910-256-0549.

The full report was published in
Headache (doi: 10.1111/j.1526-
4610.2009.01529.x). ■


