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INTRODUCTION

Schizophrenia is a debilitating mental
health disease that currently affects about
1% of the world’s population with over
250 000 diagnosed cases in Great Britain.
The typical age of onset of the disease in
females is 25-30 years old,' meaning that
many women with this disease are of child-
bearing years. However, women with
schizophrenia are often assumed to be sub-
fertile, with their fertility rate estimated at
30-80% of that of the general population.”
The primary characteristics of the disease
such as impairment of abstract thinking,
lack of focus, impaired coping strategies,
and abnormalities in perception of reality —
sometimes resulting in social withdrawal
and reduced functional capacity — can
cause behaviours that complicate family

planning and deem resultant pregnancies
as ‘high-risk’.

HISTORICAL CONTEXT

During the last few decades, changes in
societal context, health care delivery, and
pharmacotherapy have effected profound
changes in the sexual and reproductive
lives of women with schizophrenia. It
was long believed that women suffering
with a chronic mental health disorder,
such as schizophrenia, engaged in sexual
activities less than the general population.
The reasoning was thought to be due to
biological aspects of the disorder itself,
neuroleptic medication and also living in
separate gender wards in hospitals. With
the introduction of community care,
atypical antipsychotics and changing atti-
tudes within society more light is being
shed on the sexual landscapes of these
patients, calling for a better understand-
ing in the management of family plan-
ning and sexual health care in this
context. There is increased concern
related to sexually transmitted infections
(STIs) (mainly HIV) triggered by the dis-
covery of high-risk sexual behaviours of
women with schizophrenia.

In the 1950s, the sexuality of women
with schizophrenia was restricted; this
was mainly due to the lack of access to
marriage and chronic institutionalisa-
tion.> Sexual activity was discouraged in
the psychiatric institutions, fuelled by the
stigmatisation of extramarital sex and
illegitimate births. By the 1990s, after the
introduction of the oral contraceptive
pill, deinstitutionalisation of patients with
chronic mental illness was widespread
and the number of beds in psychiatric
wards had fallen by 80% compared to
1955.% The relative fertility of women
with major mental illness has increased
markedly in parallel with this statistic.

Data emerging from systematically
examining the sexual attitudes and prac-
tices of women with schizophrenia
suggest that schizophrenia does not
hinder sexual desire or activity (although
psychotropic medications and hospitalisa-
tion may limit both).> The sex lives of
patients living with a long-term partner
did not differ from control groups.’?
However, resulting from a reduced ability
to form relationships, the sex lives of
most of the women were chaotic and
unsatisfying, usually involving multiple
partners and more risky sexual beha-
viours.> Poor judgement, impulsiveness
and high rates of drug and alcohol addic-
tion contributed to the increasing rates of
unplanned and unwanted pregnancies.’
Another trend was the lack of sexual
knowledge among these women.? This
included  knowledge about sexual
anatomy and physiology, as well as safe
sex practices.” Although attempts to
teach sexual knowledge and safe sex were
successful in the short term, the taught
knowledge and skills started to decay if
they were not regularly reinforced.?

CONTRACEPTION FOR WOMEN WITH
SCHIZOPHRENIA

Regarding family planning counselling,
we know that provision of these services
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is relatively rare in mental health settings. While
mental health professionals agreed that family plan-
ning should be provided, a survey illustrated that only
25% of professionals raised the topic with their
patients; 10% of patients confirmed this.” It is import-
ant to understand the women’s attitudes and practices
related to family planning, as without this their sug-
gested sexual landscape is more dangerous and less
satisfying than for those without mental illness.®

The use of birth control in women with chronic
mental illness is less than that of the general popula-
tion, despite the majority of women not wanting to
get pregnant.” Grounds for this may reside in the dif-
ficulty of choosing an appropriate contraceptive
method. The use of implants and intrauterine devices
may become the focus of delusions of control.” There
is also the increased risk of the development of pelvic
inflammatory disease due to questionable pain percep-
tion in women labelled as having schizophrenia.®? Oral
contraceptive pills have been known for their
mood-altering effects;” an effect not desired in
women already experiencing mood disturbances.
What is more, there are issues with remembering to
take pills on a daily basis.

It is recognised that there is infrequent use of barrier
protection methods such as condoms in these popula-
tions, putting these women at risk of HIV infection as
well as unwanted pregnancy.’ Multiple partners, risky
sexual behaviours and pressurised sex deem barrier
methods less effective than the other forms of contra-
ception previously discussed. Nevertheless, barrier pro-
tection methods should always be advised to reduce the
transmission of STTs such as HIVand chlamydia.

It has been suggested that the optimal birth control
method for women with schizophrenia is long-acting
injectable hormonal contraception.” The most com-
monly used preparation provides 3 months of con-
tinuous protection and has no clinically significant
interactions with antipsychotic medications. If women
want both antipsychotic medications and contracep-
tion, but find it difficult to remember to take daily
medications, then injectable contraception given in
conjunction with depot antipsychotic medication may

be helpful.

CONSENT

Use of a ‘Ulysses contract’” may be considered with
regard to contraceptive care and informed consent.
There are issues with how schizophrenia affects
informed consent, so this method may be helpful in
an environment where clinicians may be less attuned
to this matter. The woman gives consent to initiate
and continue contraception when she is most stable,
with the indication that she wants her consent to
remain valid if she later becomes more psychotic. This
is a type of ‘psychiatric advance directive’, that is
effectively a written document that describes what a
person wants to happen with regard to their care if at

some point in the future they are judged (by an
appointed person) to be unable to make a decision or
communicate coherently.

STis IN WOMEN WITH SCHIZOPHRENIA
Unfortunately, the perceived sexual landscape for
women with schizophrenia shows an increased risk of
STIs.® With the relatively rare provision of family
planning and sexual health care within mental health
settings, women are less likely to receive adequate
contraception advice resulting in poor understanding
of the importance of barrier protection methods in
preventing the transmission of STTs.?

STIs such as HIV and AIDS are constantly in the
public eye regarding sexual health issues. Since the
beginning of the pandemic at least 21.8 million
people have died from AIDS and more than 36
million people are living with HIV infection/AIDS.®
There have been attempts to educate populations
worldwide about the risks for transmission and
methods of prevention, as well as informing them of
the devastating effects the virus has on the human
body. However, it seems that scant attention has been
paid to fully educate and watch over people with
schizophrenia regarding these sexual health issues.

In 2000, the prevalence of HIV infection in Western
Europe for women aged 15-49 years was 0.35%."°
Previous studies in this area brought to light the ele-
vated seroprevalence of HIV infection within the
population of young women suffering from schizo-
phrenia at 5%.'! Figures suggest that about 2% (i.e.
4000-5000) of people with schizophrenia in the UK
are currently living with HIV/AIDS.'?

Women with schizophrenia seem to engage in more
high-risk sexual behaviours than those without a
mental health disorder. In a study by Cournos et al.'?
condom use was found to be infrequent at only 8%.
Drug and alcohol use during sex was found to be
common, as was sexual exchange (for money, drugs
or other goods), with many women (12%) having
sexual intercourse with a known injecting drug user.'?
The chaotic sex lives of these women, sometimes
involving multiple partners, coupled with scarce use
of barrier contraception, are alarming in a sexual
health context. As women with schizophrenia are
more likely to engage in these increased sexual risk
activities, this may begin to explain the high rate of
seroprevalence in this population, as well as demon-
strating the increased need for sexual health screening
and education for these women. Although this essay
focuses on women with schizophrenia, men with
schizophrenia are also at increased risk of STIs and
require similar sexual health care.

Much could be done in terms of clinical practice,
especially developing testing and implementing
methods of improving early detection of HIV-positive
status and simple risk-reduction strategies. It has been
suggested that all patients with a chronic mental
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health disorder be screened regarding risk-taking
behaviours and those at high-risk of HIV infection be
referred to a sexual health professional.'*

CONCLUSIONS

The sexual and reproductive lives of women with
schizophrenia have been increasingly under scrutiny
since the 1990s. Profound changes in the lives of
women with a chronic mental health disorder have
revealed observations of concerning health care issues
spanning the mental and sexual health sectors.
Infrequent use of contraceptive methods, chaotic
high-risk sexual behaviours, and an increased risk of
HIV infection call for an alliance between mental
health and sexual health professionals. With an
increased awareness of these issues, the health sector
can strive to implement services designed to provide
women with chronic mental health disorders with the
combined care needed to tackle this matter.
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