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Letters to the Editor

Strengthening Travel Vaccination Guidance
To the Editor: I enjoyed the article by Dr. Rupert and col-
leagues and recognize its value for family physicians who 
provide travel advice to patients and their families.1 However, 
it could be more comprehensive, and I will point out several 
omissions.

As the authors noted, chikungunya is an increasingly common 
insect-borne disease in travelers. However, they did not mention 
Vimkunya, a virus-like particle vaccine recently approved by the 
US Food and Drug Administration (FDA) for people 12 years 
and older.2 The vaccine should be considered for adults traveling 
to areas with reported cases in US travelers within the past 5 
years, and those who are at an increased risk for severe disease 
(particularly with underlying medical conditions) if staying for 
6 months or more.3 Destinations with recent or current chiku-
ngunya outbreaks include most countries in the Americas, parts 
of East and Southeast Asia, and parts of Africa.3 Travelers should 
consult with their family physician before receiving the vac-
cine if they are immunocompromised, pregnant, or potentially 
allergic. On August 22, 2025, the FDA suspended use of the 
live-attenuated chikungunya vaccine Ixchiq due to serious safety 
concerns about chikungunya-like illness in vaccine recipients, 
including 21 hospitalizations and 3 deaths.4 Licensing has not 
been suspended outside the United States.

Although the Centers for Disease Control and Prevention 
does not recommend dengue vaccination for US travelers, other 
organizations and countries recommend it in some circum-
stances.5 The World Health Organization recommends TAK-
003 (Qdenga; not available in the United States) in children 
ages 6 to 16 years in settings with “high dengue transmission 
intensity,”5 which may apply to patients who are frequent trav-
elers or are relocating or expecting prolonged stays in dengue-
endemic regions.

The authors should have referenced Oropouche virus dis-
ease, a reemerging febrile infection that is spreading in parts 
of South America and the Caribbean. It is transmitted through 
midges and possibly culex mosquitoes and may be vertically 
transmitted.6

Lastly, in the Water Safety section, the authors should have 
acknowledged recreational water-borne illnesses in areas with 
poor water quality, sanitation, and treatment.
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Editor’s Note: This letter was sent to the authors of The Pre-
travel Consultation, who declined to reply.

Antipsychotics for Obsessive-Compulsive 
Disorder
To the Editor: I read with interest the thoughtful review 
Diagnosis and Management of Obsessive-Compulsive Disor-
der in the Primary Care Setting.1 The authors accurately state 
that because first-line treatments, namely selective serotonin 
reuptake inhibitors (SSRIs) and exposure and response preven-
tion psychotherapy, often yield only a partial response, many 
patients require additional therapy augmentation. Surprisingly, 
the authors do not mention antipsychotics, even though they 
discuss options with less supporting evidence.

Among the augmentation choices proposed in the treatment 
algorithm is the combination of clomipramine and SSRIs. This 
strategy is endorsed by the 2007 American Psychiatric Associa-
tion practice guidelines but has little evidence, especially when 
compared with antipsychotic augmentation.2 Even the com-
mon practice of switching to clomipramine alone in the case 
of unsatisfactory response to one or more SSRIs is contested 
by a network meta-analysis showing no convincing evidence 
that clomipramine is superior to SSRIs.3

Augmentation strategies are commonly divided into glu-
tamatergic agents (eg, memantine, topiramate, lamotrigine) 
and dopamine antagonists (ie, antipsychotic medications).4 
Although experts differ in their preference between the two 
classes,5,6 there appears to be a consensus that antipsychot-
ics are evidence-based augmentation therapies for obsessive-
compulsive disorder. Aripiprazole and risperidone have the 
most consistent evidence of effectiveness.2,5

Antipsychotics have a higher risk of adverse effects than 
SSRIs and several other agents mentioned in the article. How-
ever, clomipramine also carries a significantly higher risk of 
adverse effects than SSRIs. Although augmentation is more 
likely to be prescribed by psychiatrists than primary care 

Email submissions to afplet@aafp.org.

Downloaded from the American Family Physician website at www.aafp.org/afp. Copyright © 2025  American Acad-
emy of Family Physicians. For the private, noncommercial use of one individual user of the website. All other rights 

reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.



November 2025 • Volume 112, Number 5	  � American Family Physician 473

LETTERS TO THE EDITOR

clinicians, recognizing that antipsychotic augmentation is an 
evidence-based practice would foster a good therapeutic alli-
ance and follow-up.
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In Reply: We are grateful for these comments addressing the 
use of antipsychotics for augmentation of therapy. We agree 
that it is important for primary care clinicians to be aware 
of augmentation with antipsychotics for individuals with 
obsessive-compulsive disorder. Although not explicitly stated, 
we categorized antipsychotics as neuroleptic agents within the 
treatment section of the article. Clomipramine is approved 

by the US Food and Drug Administration as treatment for 
obsessive-compulsive disorder, despite its significant adverse 
effects, which were taken into consideration when creating the 
algorithm. Although there is growing evidence for the use of 
antipsychotics for augmentation, the prescribing of these drugs 
may be limited in a busy primary care practice given the high 
adverse effect burden (particularly weight gain and diabetes) 
that requires closer monitoring.1

Ultimately, a decision to start augmentation with pharmaco-
therapy should be made with careful consideration of potential 
adverse effects and include an integrated psychiatry team or 
psychiatry consultation. Further research into intraclass and 
interclass differences, in addition to head-to-head clinical trials, 
is needed to provide a more precise treatment algorithm.
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Correction

Incorrect Vitamin D levels. In the article “Routine Vitamin 
D Testing: Unnecessary and Ineffective” (Lown Right Care: 
Reducing Overuse and Underuse, September 2024, p. 302), 
Vitamin D levels were incorrectly stated in the Case Scenario, 
Clinical Commentary, and Conclusions sections due to a 
mathematical error. The online version of the article has been 
corrected. ■
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