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Abstract

Many patients with schizophrenia
continue to have significant disabling
symptoms despite adequate trials of
different types and doses of tradi-
tional neuroleptics. Clinicians treat-
ing these neuroleptic-resistant pa-
tients must look to other treatments
in the hope of providing some relief.
The literature on many of the alter-
native treatments is too scanty for
firm conclusions. We offer criteria
for deciding which treatments may
warrant consideration. We review
the evidence for the eight treatments
we found to meet these criteria and
discuss clinical points salient to their
use in this population. Although not
always conclusive, the data do offer
clues for treatment guidelines and an
approach to choosing among the
available treatments is suggested.

Managing a patient with chronic
schizophrenia involves combining
somatic treatments and various ad-
junctive psychosocial therapies
(Liberman and Mueser 1989). Among
the somatic treatments, the efficacy
of neuroleptics in alleviating psy-
chotic symptoms is well documented.
About 25 percent of schizophrenic
patients, however, have significant
symptoms on traditional neuroleptics
that remain refractory despite trials
of different classes and doses of neu-
roleptics and despite thorough searches
for other contributory medical condi-
tions and for medication side effects
(Davis and Casper 1977).

These are the neuroleptic-resistant
patients, many of whom are quite
disabled by their refractory symp-
toms. Clinicians treating these pa-
tients are compelled to consider what
other available treatments might of-
fer some relief. Unfortunately, choices
about which agents or treatments

to try are often made in a semiran-
dom fashion, because the body of
reliable data about most alternative
treatments is not conclusive about
the place of the treatment in neuro-
leptic-resistant schizophrenia. The
lack of clearly conclusive data in the
literature, however, does not mean
that the clinician can or should ig-
nore these treatments. Individual pa-
tients do respond, and the improve-
ment can make a clear difference in
the quality of life for them and their
families. How, then, should a physi-
cian choose? Which treatments war-
rant consideration? Among them,
which appear more likely to offer
benefit and should therefore be con-
sidered first? These are the questions
we address in this review. We be-
lieve the available data, although
often insufficient for definite conclu-
sions, do offer clues on "which to
build initial guidelines for treating
these often difficult patients.

Which Treatments Warrant
Consideration?

For this review, a treatment had to
meet two criteria to be considered
potentially useful.

1. Evidence from double-blind,
controlled studies of consistent supe-
riority to placebo (PBO) in patients
with schizophrenia, or of benefit to a
specific subgroup of patients. For
many treatments, good results are
described in case reports or open tri-
als but are not found in subsequent
controlled trials. Patients with
chronic schizophrenia who are given
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a new drug are as likely as other pa-
tients to have a PBO response. For a
treatment to be included for consid-
eration we therefore required that
there be at least three double-blind,
controlled trials in patients diagnosed
with schizophrenia or schizoaffective
illness, and that half or more of
these studies report statistically sig-
nificant benefit from the treatment. It
is, however, fully conceivable that
although a treatment might not be
found effective in general popula-
tions of patients with schizophrenia,
a specific subgroup might consis-
tently benefit. Because some con-
trolled data suggest that this possibil-
ity may be true for L-dopa, L-dopa is
also included.

The treatments discussed were
found in controlled studies to have
some beneficial effect on positive or
negative symptoms or aggressive out-
bursts in patients with schizophrenia.
Aggressive outbursts were included
because such behavior is important
in clinical management and is often a
target symptom for neuroleptics. Al-
though depression is also a common
symptom in patients with schizophre-
nia, it is not usually a symptom
treated with neuroleptics, and discus-
sion of its management is beyond the
scope of this article.

2. Evidence of benefit to
neuroleptic-resistant patients. Pa-
tients who respond poorly to tradi-
tional neuroleptics are, by definition,
a subgroup with a pattern of drug
responsivity different from that of
most patients with schizophrenia.
Thus, there is no reason to assume
that nonneuroleptic treatments that
are found to have some efficacy in
general populations of patients with
schizophrenia will have similar bene-
fit in the neuroleptic-resistant sub-
group. We therefore required that
there be some evidence of benefit in
neuroleptic-resistant patients. Unfor-

tunately, the literature addressing
these patients is quite limited, with
few controlled studies and no consis-
tent definition of neuroleptic resis-
tance. We have therefore included
some treatments for which usefulness
in this population is based on find-
ings from uncontrolled or retrospec-
tive studies. For the purposes of this
review, any study that described its
patients as having prominent symp-
toms despite neuroleptic treatment
(however poorly or thoroughly that
treatment was documented) was cate-
gorized as a study that addressed
"neuroleptic-resistant" patients.

Clozapine (CLOZ), lithium, benzo-
diazepines, electroconvulsive therapy
(ECT), reserpine, carbamazepine
(CBZ), possibly propranolol (PPL),
and L-dopa fulfilled these criteria.
Evidence for efficacy of each treat-
ment and points relevant to its use
are discussed. Finally, an approach
to choosing among these treatments
is presented.

Eight Alternative Treatments

Clozapine (CLOZ). Although CLOZ
(table 1) is structurally related to
loxapine, it is considerably different
from conventional neuroleptics in its
neurochemical effect (Richelson 1984)
and its side-effect profile (Fisher-
Cornelssen and Ferner 1976; Povlsen
et al. 1985). Several studies have
shown CLOZ to be an effective anti-
psychotic agent (Fisher-Cornelssen
and Ferner 1976; Shopsin et al. 1979;
Claghorn et al. 1987; Kane et al.
1988); particularly intriguing is the
growing evidence that CLOZ benefits
patients in whom other neuroleptics
produce minimal improvement. In an
impressive multicenter collaborative
study, Kane et al. (1988) compared
CLOZ with chlorpromazine (CPZ)
plus benztropine in 268 patients with

schizophrenia, who were rigorously
documented as minimally responsive
to multiple neuroleptic trials, includ-
ing a prospective 6-week haloperidol
(HPL) trial performed by the investi-
gators.

CLOZ produced superior improve-
ment in ratings of positive and nega-
tive symptoms and in global ratings.
The most impressive aspect of the
results involved the use of predeter-
mined rigorous criteria for classifying
patients as responders. By these crite-
ria, 30 percent of the CLOZ patients
were found to have clinically signifi-
cant improvement after a 6-week
trial, versus 4 percent of CPZ pa-
tients.

These data strongly suggest that
approximately one-third of
neuroleptic-resistant patients will
show considerable improvement with
CLOZ, a major therapeutic advance
in the treatment of this difficult pa-
tient population. The use of CLOZ
has been the topic of recent excellent
reviews (Kane 1989; Lieberman et al.
1989). Unfortunately, the incidence
of agranulocytosis that occurs with
CLOZ is reported by Kane (1989) to
be 1.6 percent of patients who take
the drug for 1 year. This side effect
caused some fatalities after the initial
release of the drug in other countries
(Idanpaan-Keikkila et al. 1975), but
it is apparently fully reversible if
CLOZ is promptly discontinued
(Kane 1989). Because agranulocytosis
can appear more than 1 year after
the start of treatment (Kane 1989),
weekly complete blood counts are
currently required.

The daily CLOZ doses used in the
studies listed in table 1 ranged from
300 mg to 900 mg, but a markedly
increased incidence of seizures is
noted above 600 mg (Lieberman et
al. 1989). Significant improvement
has been reported by some investiga-
tors in the first 2 to 3 weeks of
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CLOZ trials (Fisher-Cornelssen and
Ferner 1976; Kane et al. 1988). Be-
cause risk of agranulocytosis is great-
est between 6 weeks and 6 months of
treatment (Kane 1989; Lieberman et
al. 1989), discontinuing a CLOZ trial
after 6 weeks has been recommended
if no definite improvement has been
seen (Kane et al. 1988). Meltzer
(1989), however, reported the results
of persisting with an uncontrolled
trial of CLOZ in neuroleptic-resistant
patients for up to 1 year. He noted
that only 30 percent of eventual re-
sponders had clearly improved in the
first 6 weeks and suggested that 9
months or more may be required for
a fully adequate trial. These data
await verification from PBO-
controlled investigations, but they
suggest that continuing a CLOZ trial
in a carefully monitored fashion be-
yond 6 weeks may be warranted in
some cases.

Lithium. There is considerable evi-
dence that adding lithium (table 2) to
neuroleptics will reduce symptoms
for some patients with schizophrenia
who respond poorly to neuroleptics
alone. Of the 10 double-blind investi-
gations into the use of lithium in
schizophrenia (Johnson 1970; Shopsin
et al. 1971; Prien et al. 1972; Small
et al. 1975; Alexander et al. 1979;
Biederman et al. 1979; Growe et al.
1979; Carmen et al. 1981; Braden et
al. 1982; Lerner et al. 1988), only
three specifically studied neuroleptic-
resistant patients (Small et al. 1975;
Growe et al. 1979; Carmen et al.
1981). Six of the seven other studies
examined patients in the midst of
acute psychotic exacerbation
(Johnson 1970; Shopsin et al. 1971;
Prien et al. 1972; Biederman et al.
1979; Braden et al. 1982; Lerner et
al. 1988), and in six trials patients
with a mixture of affective and
schizophrenic symptoms were either

specifically chosen (Johnson 1970;
Prien et al. 1972; Biederman et al.
1979; Braden et al. 1982) or were the
majority of the patients studied
(Shopsin et al. 1971; Alexander et al.
1979). Collectively these seven stud-
ies document that lithium alone is
inferior to neuroleptics as a first-line
agent in acutely psychotic patients
but may be useful as an adjunct to
neuroleptics in some patients with
schizophrenia or schizoaffective ill-
ness.

The three studies (Small et al.
1975; Growe et al. 1979; Carmen et
al. 1981) that examined the role of
lithium as an adjunctive treatment in
patients with symptoms resistant to
neuroleptics were well designed. All
used strict diagnostic criteria (Re-
search Diagnostic Criteria [RDC;
Spitzer et al. 1978] or Feighner Crite-
ria [Feighner et al. 1972]) and em-
ployed a PBO-controlled, multiple
crossover design whereby patients
received two separate, 4-week trials
of lithium alternating with two
4-week periods of PBO treatment.
Most patients were diagnosed with
schizophrenia, the remainder with
schizoaffective illness; all had been
frequently or chronically hospital-
ized. All three studies found statisti-
cally significant results favoring lith-
ium. The study with the smallest
number of patients (eight) found im-
provement on only one subscale
(psychotic excitement) (Growe et al.
1979). The other two studies, both of
which studied chronic, "poor prog-
nosis" patients, reported clear clinical
improvement with lithium in one-
third to one-half of their patients
(Small et al. 1975; Carmen et al.
1981). The improvement was large
enough in some cases that patients
were discharged to less restrictive
living situations than had previously
been possible (Small et al. 1975). The
patients who responded to lithium

improved in multiple areas, including
psychotic symptoms, cooperation,
social competence, neatness, irritabil-
ity, and excitement (Small et al.
1975; Carmen et al. 1981). These
data are encouraging and suggest
that a percentage of chronic, poor-
prognosis schizophrenic and schizoaf-
fective patients benefit from having
lithium added to their neuroleptic
regimen.

The literature is clear that affective
symptoms need not be present for
patients with schizophrenia to re-
spond to lithium (Small et al. 1975;
Alexander et al. 1979; Carmen et al.
1981) and that such a response does
not demand a subsequent change of
diagnosis to affective disorder. There
is some evidence, however, that the
presence of affective symptoms, in-
cluding mild depression, predicts a
greater likelihood of response to ad-
junctive lithium (Lerner et al. 1988).
Research into biological predictors of
response, reviewed by Donaldson et
al. (1986), has yielded isolated find-
ings that require replication and fur-
ther study before they could be con-
sidered clinically useful.

Lithium may decrease not only
chronic symptoms but also the rate
of relapse in some schizoaffective
patients. In a large collaborative pro-
spective study over 2 to 4 years
(Angst et al. 1970), lithium increased
the interval between episodes by 30
percent in patients diagnosed as hav-
ing schizoaffective disorder. Similar
studies have not been carried out for
schizophrenic patients without affec-
tive symptoms.

Investigators reporting the best
results with lithium used doses suffi-
cient to produce mean serum levels
of 0.9 to 1.2 mEq/1 (Prien et al.
1972; Alexander et al. 1979; Bieder-
man et al. 1979; Carmen et al. 1981;
Braden et al. 1982) in trials lasting
from 3 to 5 weeks. Although some
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reported definite clinical improve-
ment in the first week (Alexander et
al. 1979), others noted transient
worsening in the first 10 days—even
in patients who eventually responded
after 4 weeks (Carmen et al. 1981).
It appears, therefore, that at least 3
to 4 weeks with serum lithium levels
of 0.9 to 1.2 mEq/1 are necessary to
assess the effect of lithium fully.

Some patients may benefit from
lithium alone, but the best results
have come from studies using it in
combination with neuroleptics. It is
of interest that, in one study
(Carmen et al. 1981) of adjunctive
lithium use in chronic patients poorly
responsive to neuroleptics, the four
best lithium responders were subse-
quently given an open trial of lith-
ium alone. Three relapsed in 6 to 8
months; all responded to reinstate-
ment of their neuroleptic.

Reversible delirium at therapeutic
lithium levels is seen sometimes with
lithium-neuroleptic combinations
(Johnson 1970; Shopsin et al. 1971;
Small et al. 1975; Braden et al. 1982)
and appears to be more frequent
when high neuroleptic doses are used
(Miller and Menninger 1987). This
delirium resolves rapidly when the
drug is discontinued and is distinct
from the disabling, irreversible neu-
rotoxic reactions described in some
patients who receive lithium-
neuroleptic combinations (Cohen and
Cohen 1974). The severe reactions
described were most likely cases of
neuroleptic malignant syndrome
(NMS) (Pope et al. 1986). Adjunctive
lithium has been implicated in in-
creasing NMS risk (Pope et al. 1986;
Susman and Addonizio 1988), but
this effect remains speculative. Cer-
tainly all clinicians using neurolep-
tics, perhaps especially when in com-
bination with lithium, must be
watchful for changes in cognitive

functioning or the development of
new neurologic symptoms.

Benzodiazepines. Benzodiazepines
(table 3) are often used in acute ex-
acerbations of psychotic symptoms
to reduce agitation, and some
double-blind evidence suggests they
may speed resolution of the exacer-
bation (Nestoros et al. 1982). Benzo-
diazepine trials in patients who were
not in the midst of an acute exacer-
bation but who had more chronic
psychotic symptoms have produced
mixed results. We found 11 double-
blind studies that investigated the use
of a benzodiazepine in a study popu-
lation composed solely of patients
diagnosed with chronic schizophrenia
(Hekimian and Friedhoff 1967; Hol-
den et al. 1968; Kellner et al. 1975;
Lingjaerde et al. 1979; Ruskin et al.
1979; Jimerson et al. 1982; Karson et
al. 1982; Nestoros et al. 1982;
Wolkowitz et al. 1986, 1988; Cser-
nansky et al. 1988). The results are
almost evenly split: six studies re-
ported significant benefit relative to
PBO (Kellner et al. 1975; Ruskin et
al. 1979; Jimerson et al. 1982;
Nestoros et al. 1982; Wolkowitz et
al. 1986, 1988), and five did not
(Hekimian and Friedhoff 1967; Hol-
den et al. 1968; Ruskin et al. 1979;
Karson et al. 1982; Csernansky et al.
1988). Drawing conclusions from this
body of data is difficult, especially
because several of these studies used
a very small number of patients
(Kellner et al. 1975; Ruskin et al.
1979; Jimerson et al. 1982; Wolko-
witz et al. 1986), and several did not
use standardized diagnostic criteria
(Hekimian and Friedhoff 1967; Hol-
den et al. 1968; Lingjaerde et al.
1979; Ruskin et al. 1979). Dosage
and trial duration also varied
widely—but neither higher doses nor
longer trials were associated with
more consistently positive results.

Several studies using crossover de-
signs clearly document that some
patients respond significantly better
to having a benzodiazepine rather
than a PBO added to their neurolep-
tic regimen (Kellner et al. 1975;
Jimerson et al. 1982; Wolkowitz et
al. 1986). These responders, how-
ever, are definitely in the minority
(Kellner et al. 1975; Jimerson et al.
1982). Thus, the likelihood of a
study finding a statistically signifi-
cant group benefit may depend on
what percentage of the study popula-
tion happens to belong to the sub-
group of responders.

Although there are no firm predic-
tors of response, there is some evi-
dence that patients with more severe
anxiety or psychosis are more likely
to respond. In one of the more de-
tailed investigations of the addition
of a benzodiazepine to a neuroleptic
regimen, Kellner et al. (1975) studied
six patients with schizophrenia who
were selected for anxiety and a prob-
able response to adjunctive chlordi-
azepoxide (known from an earlier
open trial). The patients were
switched from chlordiazepoxide to
PBO and back as many as 10 times
in a double-blind fashion. Three pa-
tients had a consistent antipsychotic
response to chlordiazepoxide com-
pared with PBO, and in two of these
three the response was particularly
dramatic. These two patients were
the most floridly symptomatic, scor-
ing higher than all other patients on
global ratings as well as symptom
ratings of anxiety, depression,
thought disorder, hostility, hallucina-
tory behavior, and excitement. In
addition, in the recent report by
Wolkowitz et al. (1988), patients
with higher baseline anxiety and psy-
chosis ratings demonstrated the larg-
est symptom reductions with adjunc-
tive alprazolam.
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It is interesting that the response
described with benzodiazepines is
more than simple reduction in anxi-
ety or agitation. Patients who re-
spond are described as improving
globally, with reductions of halluci-
nations and delusions (Kellner et al.
1975; Lingjaerde et al. 1979; Jimerson
et al. 1982; Nestoros et al. 1982;
Wolkowitz et al. 1986, 1988), tension
(Kellner et al. 1975), hostility
(Jimerson et al. 1982), and excite-
ment (Kellner et al. 1975), and with
notable increases in spontaneous,
appropriate, warm social engagement
(Jimerson et al. 1982; Wolkowitz et
al. 1986).

As a whole, these data suggest
that a (probably small) subgroup of
patients with chronic schizophrenia
receives significant benefit from an
adjunctive benzodiazepine compared
with PBO. Patients who respond
poorly to traditional neuroleptics ap-
pear to be among those who may
respond. Four of these 11 double-
blind studies specifically investigated
neuroleptic-resistant patients (Holden
et al. 1968; Lingjaerde et al. 1979;
Ruskin et al. 1979; Wolkowitz et al.
1986). All used a crossover design;
each patient at one point had a ben-
zodiazepine, and at another point a
PBO, added to his or her neurolep-
tic. Two of these four studies de-
scribe significant improvement from
the benzodiazepine compared with
PBO (Ruskin et al. 1979; Wolkowitz
et al. 1986). Also relevant to the use
of an adjunctive benzodiazepine in
neuroleptic-resistant patients is a
double-blind trial of estazolam (a
triazolobenzodiazepine available in
Europe) in 58 patients with chronic
hallucinations refractory to neurolep-
tics (52 patients were diagnosed with
schizophrenia). Significant global im-
provement was found (Lingjaerde
1982).

Benzodiazepine trials must be car-
ried out carefully in patients with
schizophrenia because of the poten-
tial for abuse and, if the treatment is
stopped abruptly, withdrawal symp-
toms and seizures. Other significant
side effects include social disinhibi-
tion (Bechmann and Haas 1980); ag-
gression (Karson et al. 1982); seda-
tion, ataxia, and dysarthria (Jimerson
et al. 1982); and parkinsonism
(Suranyi-Cadotte et al. 1985). Studies
reporting positive results suggest that
responders can be identified by the
second or third week of a benzodiaz-
epine trial, and two groups have
noted that responders could often be
distinguished within the first few
days of the trial (Kellner et al. 1975;
Lingjaerde 1982). Therefore, if after 2
to 3 weeks no obvious target symp-
tom has been reduced, the trial
should be discontinued and the pa-
tient tapered off the drug.

Whether certain benzodiazepines
are more likely to produce benefit
than others in patients with schizo-
phrenia remains unclear. Of the ben-
zodiazepines available in the United
States, benefit has been reported in
double-blind studies with alprazolam
(Wolkowitz et al. 1986, 1988), diaze-
pam (Lingjaerde et al. 1979; Jimerson
et al. 1982), and chlordiazepoxide
(Kellner et al. 1975). In many cases,
diazepam and chlordiazepoxide might
be preferable to alprazolam, because
their longer half-lives provide greater
protection against withdrawal prob-
lems resulting from patients abruptly
stopping the drug on their own.
Also, withdrawal of alprazolam has,
in some patients, been associated
with the appearance of psychotic
symptoms more severe than those
present before the trial (Wolkowitz et
al. 1986, 1988).

Dosage is also unclear. In double-
blind studies reporting benefit, daily
doses of diazepam as low as 15 mg

(Lingjaerde et al. 1979) and as high
as 300 mg (Jimerson et al. 1982)
have been used, with no clear indica-
tion that very high doses offer signif-
icant therapeutic advantages. Because
the risk of side effects, abuse, and
withdrawal difficulties increases as
the dose increases, high doses cannot
be recommended without further evi-
dence from controlled studies that
clearly document their superiority
over low or moderate doses.

Electroconvulsive Therapy (ECT).
ECT, one of the first useful treat-
ments of schizophrenia, continues to
have a place in the management of
some patients. The literature on ECT
use in schizophrenia is large, but
much of it has serious methodologic
flaws (Salzman 1980; Small 1985).
Because fairly recent reviews by Salz-
man (1980), Fink (1985), and Small
(1985) have covered this area well,
we simply summarize the salient clin-
ical points here.

The patients with schizophrenia
who are most likely to benefit from
ECT are those with catatonia, promi-
nent affective symptoms, or a very
short duration of illness (Salzman
1980; Fink 1985; Small 1985). For
patients with chronic psychotic
symptoms, the role of ECT is less
clear and an important distinction
appears to be whether ECT is used
alone or in combination with neuro-
leptics. Clinicians with considerable
experience maintain that ECT alone
only rarely produces significant last-
ing benefit in patients with schizo-
phrenia (Salzman 1980; Fink 1985).
This clinical impression is supported
by the relatively few well-controlled
studies available. A landmark study
by May and Tuma (1965) of treat-
ments of schizophrenia found ECT
alone superior to psychotherapy, but
inferior to even low doses of neuro-
leptic. Other controlled studies have
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found ECT alone to be inferior to
neuroleptics in chronic schizophrenia
(Baker et al. 1958; May et al. 1976),
or no better than sham ECT (Miller
et al. 1953; King 1960) or PBO (Brill
et al. 1959). Combining ECT with
neuroleptics appears to produce bet-
ter results. The majority of
controlled studies addressing the use
of the combination have found it
more effective than neuroleptics
alone (Brill et al. 1959; Smith et al.
1967; Taylor and Fleminger 1980;
Brandon et al. 1985), although this
difference has been found to disap-
pear after 4 to 6 months (Smith et
al. 1967; Taylor and Fleminger 1980;
Brandon et al. 1985).

Although these data point overall
to ECT having some efficacy in
schizophrenia, the relevance of these
studies to the use of ECT in chronic,
neuroleptic-resistant patients is debat-
able. In many of the studies, most or
all of the patients either were in
acute exacerbation or had been ill
less than 2 years (Brill et al. 1959;
Smith et al. 1967; Taylor and Fle-
minger 1980; Brandon et al. 1985).
No controlled study has specifically
examined patients chosen for neuro-
leptic nonresponsiveness. Some data
do exist from uncontrolled studies in
which ECT has been added to the
neuroleptic regimens of treatment-
resistant patients. From a review of
these data and his own investiga-
tions, Friedel (1986) concluded that
some of these patients received defi-
nite additional benefit from ECT.
The combination of the controlled
data from studies of unselected pa-
tients plus these uncontrolled results
in neuroleptic-resistant patients ap-
pears to justify cautious use of ad-
junctive ECT as a second- or third-
line treatment in neuroleptic-resistant
schizophrenia. However, controlled
studies of the adjunctive use of ECT
in neuroleptic-resistant patients are

clearly needed to assess definitively
the efficacy of ECT for this indica-
tion.

The presence of significant affec-
tive symptoms may make response
to ECT more likely (Folstein et al.
1973), but it is not required for a
response to be obtained in patients
with schizophrenia. In a well-
controlled study using sham ECT, all
the patients with schizophrenia who
received real ECT improved, despite
only half of them having clinically
significant depressive symptoms
(Taylor and Fleminger 1980).

The symptoms that were found to
improve more rapidly in patients
who received combined therapy ver-
sus neuroleptics alone included delu-
sions, hallucinations, agitation, and
hostility as well as depression (Smith
et al. 1967; Taylor and Fleminger
1980; Brandon et al. 1985). Although
it has been stated that often at least
20 ECT treatments are required to
alleviate psychotic symptoms (Fink
1985), this requirement is not true
for all patients. Three carefully con-
trolled studies found definite
improvement after 12 treatments or
fewer (May and Tuma 1965; Smith
et al. 1967; Taylor and Fleminger
1980). Even with neuroleptic-resistant
patients, Friedel (1986) found that
the mean number of treatments re-
quired to produce a full response
was 13.6. Like using ECT for depres-
sion, placing unilateral electrodes
over the nondominant hemisphere is
recommended, because it has been
found to be as effective as bilateral
placement in schizophrenia (Small
1985) and produces fewer cognitive
side effects (Fink 1985).

Finally, the legal and political is-
sues that have emerged regarding
ECT cannot be ignored. They should
not, however, be allowed to obscure
the clinical utility that this treatment
may have for some patients. As with

all treatments, the clinician consider-
ing ECT must be careful to assess,
discuss, and document risks and ben-
efits and attend to issues of appropri-
ate consent (National Institutes of
Health 1985).

Reserpine. Reserpine (table 4) was
the first medication found to be ef-
fective for treating psychotic symp-
toms, and it was widely used just
before neuroleptics were introduced
in the mid-1950's. Evidence for its
efficacy was based on numerous tri-
als that were undertaken when the
diagnosis of schizophrenia was ap-
plied in the United States to a
broader range of psychopathology
than now, and when standardized
diagnostic criteria were not available.
Many trials were done with diagnos-
tically heterogeneous patient groups,
and many did not employ controlled,
double-blind methods. Most of these
reports lack detailed descriptions of
specific symptoms, but the chronicity
of the illness is usually described. So
that we could interpret findings re-
garding reserpine more accurately in
relation to DSM-IH-R criteria,
(American Psychiatric Association
1987) for schizophrenia, which stress
chronic impairment, we limited our
consideration to double-blind investi-
gations involving only patients with
a diagnosis of schizophrenia of many
months' or years' duration. We
found eight such studies (Finn et al.
1955; Gardner et al. 1955; Hollister
et al. 1955b, 1956; Naidoo 1956;
Penman and Dredge 1956; Gore et
al. 1957; Shawver et al. 1959); all
examined chronically hospitalized
patients, and four specifically
selected patients with severe behav-
ioral problems (Finn et al. 1955; Hol-
lister et al. 1955b; Naidoo 1956;
Gore et al. 19S7).

Clear clinical improvement in the
majority of patients treated with re-
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serpine was reported in three of these
studies (Finn et al. 1955; Hollister et
al. 1956; Naidoo 1956). Four found
only modest benefit or improvement
in a minority of patients (Gardner et
al. 1955; Hollister et al. 1955b; Pen-
man and Dredge 1956; Shawver et
al. 1959), and one study found no
advantage to reserpine over PBO
(Penman and Dredge 1956). The
variability of results may be related
to a dose effect, because two (Finn et
al. 1955; Naidoo 1956) of three stud-
ies employing doses greater than 7
mg/day (Finn et al. 1955; Naidoo
1956; Penman and Dredge 1956) re-
ported definite improvement in most
patients, whereas similar results were
found by only one (Hollister et al.
1956) of five investigations that used
lower doses (Gardner et al. 1955;
Hollister et al. 1955k, 1956; Gore et
al. 1957; Shawver et al. 1959). Al-
though these studies are far from
perfect by modern standards, as a
group they document some efficacy
for reserpine in schizophrenia. De-
creases in motor activity, agitation,
and assaultiveness were the most
commonly noted improvements (Finn
et al. 1955; Naidoo 1956; Gore et al.
1957; Shawver et al. 1959). More
detailed accounts also described re-
ductions in hallucinations, delusions,
and disorientation (Finn et al. 1955)
and improvement in cooperation,
hygiene, and interpersonal respon-
siveness (Naidoo 1956; Gore et al.
1957).

Because both neuroleptics and re-
serpine appear to act by decreasing
effective dopaminergic transmission,
patients who do not respond to neu-
roleptics would also be expected to
respond poorly to reserpine. This
supposition has not been tested with
a controlled trial of reserpine in
neuroleptic-resistant patients. There
is anecdotal and uncontrolled evi-
dence, however, that some patients
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who respond poorly to neuroleptics
improve with reserpine (Braun 1960;
Bacher and Lewis 1985; Berlant
1986). Such evidence is tentative, but
it does raise the possibility that the
factors involved in response to these
agents are complex and that empiri-
cal trials of reserpine may be war-
ranted in some neuroleptic-resistant
patients.

Reserpine can have serious side
effects, including severe depression
(Goodwin and Bunney 1971); signifi-
cant hypotension, exacerbation of
asthma, peptic ulceration and hemor-
rhage (Weiner 1985); and extrapyra-
midal side effects (EPS) (Hollister et
al. 1955a). Whether the potential
benefits of reserpine outweigh its po-
tential risks in patients with refrac-
tory schizophrenia is thus unclear.
Until careful double-blind studies are
performed to clarify this issue, it
seems best to use reserpine cautiously
and only after other reasonable alter-
natives have failed.

The reserpine dose used in double-
blind studies varied from 2 to 12
mg/day. The greatest benefit was
seen with daily amounts of 8 to 12
mg (Finn et al. 1955; Naidoo 1956).
There is evidence that a gradual in-
crease to a full dose reduces some
side effects. Patients started on 8
mg/day were described as having a
"turbulent phase"—an early transient
increase in agitation and psychotic
symptoms (Naidoo 1956). This effect
generally was not seen when the
starting daily dose was 5 mg or less
(Naidoo 1956). If reserpine is added
to a neuroleptic, some evidence sug-
gests that less reserpine (1 to 5
mg/day) is needed to achieve an ade-
quate effect (Tuteur and Lepson
1957). The combination can produce
increased side effects, however, espe-
cially EPS (Hollister et al. 1955a).
Reserpine reaches maximal benefit
more slowly than neuroleptics, and

the better-designed studies suggest
that at least 5 to 7 weeks are
required for an adequate trial (Finn
et al. 1955; Naidoo 1956).

Carbamazepine (CBZ). The use of
CBZ (table 5) in treating schizo-
phrenia is relatively new. Anecdotal
reports and uncontrolled studies have
reported benefit in neuroleptic-
resistant patients with schizophrenia
(Hakola and Laulumma 1982; Ballen-
ger and Post 1984; Luchins 1984),
particularly those manifesting aggres-
sion (Hakola and Laulumma 1982;
Luchins 1984).

We found five double-blind trials
of CBZ in patients with schizo-
phrenia (Neppe 1983; Klein et al.
1984; Kidron et al. 1985; Dose et al.
1987; Okuma et al. 1989). All added
either CBZ or PBO to the neurolep-
tic regimen of the patients. Two of
these studies examined patients se-
lected only for schizophrenia (Kidron
et al. 1985; Dose et al. 1987). In
both, no difference was noted be-
tween CBZ and PBO in symptom
improvement, but one study found
that significantly lower levels of neu-
roleptic were used in the patients re-
ceiving CBZ (Dose et al. 1987).

The other three double-blind stud-
ies examined more select patient
groups. Two groups of investigators
studied treatment-refractory patients
with schizophrenia plus symptoms of
mania, excitement, or overactivity
(Klein et al. 1984; Okuma et al.
1989). In a large multicenter trial,
Okuma et al. (1989) found small but
statistically significant differences
favoring CBZ in the reduction of ex-
citement, manic-type symptoms, and
suspiciousness. Patients with promi-
nent violence, aggression, or para-
noia were more likely to respond.
The overall effect of CBZ was not
impressive, however; only one of
three global response scales demon-

strated a significant benefit of the
drug compared with PBO. Klein et
al. (1984) also found that CBZ pro-
duced a modest reduction in excite-
ment, tension, and unusual thought
content compared with PBO. This
benefit was still present when pa-
tients with diagnoses of schizo-
phrenia or schizoaffective illness
(mainly schizophrenia) were analyzed
separately.

Finally, Neppe (1983) compared
CBZ with PBO in a diagnostically
heterogeneous group of 13 nonepilep-
tic, chronically hospitalized patients
selected for temporal lobe electroen-
cephalogram (EEG) abnormalities,
seven of whom were diagnosed as
having schizophrenia by DSM-III
(American Psychiatric Association
1980) criteria. CBZ reduced ratings
of psychiatric symptoms significantly
more than PBO. Although not ana-
lyzed separately, the data for the pa-
tients who were diagnosed with
schizophrenia closely paralleled the
results for the whole group. The
number of patients was too small for
statistically significant change to be
found in individual symptom clus-
ters, but the author's impression was
that the bulk of the observed im-
provement related to a reduction of
aggressive acts and improved self-
control in interpersonal situations.
Because there was no control group
with normal EEG readings, it cannot
be ascertained from this study
whether the presence of temporal
lobe EEG abnormalities predicts a
higher likelihood of response to
CBZ. EEG abnormalities are not re-
quired to obtain a response; aggres-
sive behavior has also been found to
be reduced in an open study of CBZ
in violent patients with schizophrenia
and normal EEG readings (Luchins
1984).

Although further studies are
needed for firm conclusions, these
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five studies suggest that any antipsy-
chotic action of CBZ is quite modest
and perhaps more likely to be seen
in patients with psychomotor over-
activity or concomitant manic symp-
toms. The most impressive clinical
benefit noted in these reports seemed
to relate instead to a reduction of
excitement, impulsivity, and aggres-
sion (Neppe 1983; Klein et al. 1984;
Okuma et al. 1989), a finding also
noted in uncontrolled trials (Hakola
and Laulumma 1982; Luchins 1984).
It thus appears that the main benefits
of CBZ in patients with treatment-
refractory schizophrenia may be re-
duced aggression and improved con-
trol in interpersonal situations.

The doses used in most of these
studies were sufficient to produce
levels considered therapeutic for anti-
convulsant activity with trial dura-
tions of 4 to 6 weeks (Klein et al.
1984; Kidron et al. 1985; Dose et al.
1987). Because CBZ has been found
to lower HPL blood concentrations
(Kidron et al. 1985), HPL levels
should also be followed when these
two drugs are used together.

Propranolol (PPL). The initial open
trials of the beta-adrenergic receptor
antagonist, PPL (table 6), in patients
with schizophrenia produced consid-
erable enthusiasm. Patients with
chronic neuroleptic-resistant symp-
toms appeared to improve markedly
(Donaldson et al. 1986). In the first
double-blind, PBO-controlled investi-
gation of PPL in schizophrenia,
Yorkston et al. (1977) found clear
clinical improvement on global pa-
tient ratings after 8 to 12 weeks of
adding PPL to the neuroleptic regi-
men of patients with treatment-
resistant schizophrenia. Eight double-
blind trials of PPL in schizophrenia
have been reported since then, gener-
ally with much less encouraging re-
sults (Bigelow et al. 1978; King et al.

1980; Lindstrom and Persson 1980;
Myers et al. 1981; Peet et al. 1981;
Yorkston et al. 1981; Pugh et al.
1983; Manchanda and Hirsch 1986).
Only one (Lindstrom and Persson
1980) found similar global benefit.
Four reported modest benefit (Big-
elow et al. 1978; Pugh et al. 1983) or
questionable benefit (Yorkston et al.
1981; Manchanda and Hirsch 1986);
three found no differences between
PPL and PBO treatment (King et al.
1980; Myers et al. 1981; Peet et al.
1981).

The variability of results is diffi-
cult to explain. That treatment-
resistant patients had been selected in
four trials that reported poor results
(Bigelow et al. 1978; King et al.
1980; Myers et al. 1981; Pugh et al.
1983) does not explain the negative
findings because treatment-resistant
patients had also been selected in the
two investigations with the best re-
sults (Yorkston et al. 1977; Lind-
strom and Persson 1980). Insufficient
dose and inadequate trial duration
do not explain the negative results,
because only one (Lindstrom and
Persson 1980) of five studies using
higher doses (greater than 1,000
mg/d) (Bigelow et al. 1978; King et
al. 1980; Lindstrom and Persson
1980; Myers et al. 1981; Manchanda
and Hirsch 1986) and one (Yorkston
et al. 1977) of five investigations
with trial durations greater than 4
weeks reported definite global benefit
(Yorkston et al. 1977; Myers et al.
1981; Peet et al. 1981; Yorkston et
al. 1981; Pugh et al. 1983;
Manchanda and Hirsch 1986).

Both of the investigations (York-
ston et al. 1977; Lindstrom and Pers-
son 1980) that reported clear-cut ben-
efit from PPL used it in conjunction
with neuroleptics. This point suggests
that PPL may be ineffective alone,
but that when used adjunctively it
might enhance or complement neuro-

leptic effects. PPL has been found to
increase the plasma level of CPZ
(Peet 1981) and thioridazine
(Greendyke and Kanter 1987), but
not HPL (Greendyke and Kanter
1987). Some researchers have pro-
posed that the improvement seen is
due simply to elevation of plasma
neuroleptic levels (Peet 1981), but
others have noted studies showing
that patients who respond to PPL do
not always respond to an increased
neuroleptic dose (Donaldson et al.
1986). Perhaps more likely is the
suggestion that any improvement
may be largely due to a reduction by
PPL of neuroleptic-induced akathisia
(Donaldson et al. 1986). However,
beneficial effects of adjunctive PPL
appear to be small or rare, because
several double-blind investigations of
the addition of PPL to neuroleptics
found either slight or no benefit
(Bigelow et al. 1978; King et al.
1980; Myers et al. 1981; Pugh et al.
1983; Manchanda and Hirsch 1986).

In summary, any antipsychotic
activity possessed by PPL is, at best,
slight, infrequent, or both, is seen
more reliably when PPL is used in
addition to neuroleptics, and may be
related to beneficial pharmacokinetic
interactions or a reduction of akathi-
sia. The limited potential for antipsy-
chotic benefit combined with the risk
of serious cardiovascular and pulmo-
nary side effects (Greenblatt and
Shader 1972; Donaldson et al. 1986)
makes PPL a much less viable alter-
native for most patients with
neuroleptic-resistant schizophrenia.

L-Dopa. Although L-dopa (table 7)
may worsen psychotic symptoms and
increase agitation and hostility in
some patients with chronic schizo-
phrenia (Yaryura-Tobias et al. 1970;
Angrist et al. 1973; Calil et al. 1977),
three double-blind, PBO-controlled
studies (Gerlach and Luhdorf 1975;
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Inanaga et al. 1975; Brambilla et al.
1979) and one double-blind, single-
case, crossover trial (Kay and Opler
1985) have reported some benefit
relative to PBO in schizophrenic pa-
tients who were selected for a pre-
dominance of negative symptoms
such as apathy, withdrawal, and
emotional flatness. These patients
lacked psychomotor excitement, agi-
tation, and prominent hallucinations
(although some of them had experi-
enced these symptoms in the past),
and most were chronically hospital-
ized and refractory to neuroleptics.
Clinically meaningful change
occurred in 10 percent (Inanaga et al.
1975) to one-third (Brambilla et al.
1979) of L-dopa-treated patients. Ex-
acerbation of psychosis and hostility
was not seen. The patients who re-
sponded were reported to be more
active and alert (Gerlach and Luh-
dorf 1975; Inanaga et al. 1975;
Brambilla et al. 1979; Kay and Opler
1985), more motivated to work (Ina-
naga et al. 1975), and more inter-
ested in social contacts (Gerlach and
Luhdorf 1975; Inanaga et al. 1975;
Brambilla et al. 1979; Kay and Opler
1985). The degree of improvement
observed in most of these investiga-
tions was small, however (Buchanan
et al. 1975; Gerlach and Luhdorf
1975; Inanaga et al. 1975).

It is of some concern that the ma-
jority of the positive reports regard-
ing L-dopa were published between
1975 and 1979 and that little has
been published since then. Perhaps
subsequent studies were less encour-
aging and were never carried through
to publication. The positive results
that have been reported, however,
do seem to justify careful trials of
L-dopa in refractory schizophrenic
patients in whom negative symptoms
predominate and produce serious so-
cial impairment, as long as the rela-
tively low frequency of response is
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discussed with the patient and family
before the trial.

The effect of duration of illness on
responsiveness to L-dopa is unclear.
In the largest double-blind study, 86
percent of the L-dopa-treated patients
who had been ill for fewer than 5
years showed some improvement
versus 29 percent of those treated
with PBO, yet no difference between
L-dopa and PBO was noted for pa-
tients who had been ill for more
than 5 years (Inanaga et al. 1975).
However, a controlled trial of L-dopa
in patients selected not for negative
symptoms but for long duration of
illness (10-35 years) (Buchanan et al.
1975) reported small but statistically
significant improvement in vitality
and activation without worsening of
psychotic symptoms. The place of
dopamine (DA) agonists in treating
later stages of chronic schizophrenia
is particularly pertinent because neg-
ative symptoms often become more
prominent as the illness progresses
(Pfohl and Winokur 1982). This area
is an important one for further inves-
tigation.

The daily dose of L-dopa used in
these studies varied widely, from
300 mg (Inanaga et al. 1975) to 2 g
(Brambilla et al. 1979). Combining a
peripheral dopa decarboxylase inhibi-
tor (i.e., carbidopa) with L-dopa
would be expected to reduce side ef-
fects and the total dose needed for
therapeutic benefit (Bianchine 1985).
Improvement in studies using L-dopa
generally became statistically signifi-
cant by 7 to 8 weeks, suggesting that
an adequate trial may need to last
up to 2 months.

Most investigators have given L-
dopa in combination with neurolep-
tics (Gerlach and Luhdorf 1975; Ina-
naga et al. 1975; Kay and Opler
1985). A significant clinical response
to L-dopa, however, raises the ques-
tion of whether continued adminis-

Table 8. Other treatments investigated in schizophrenia

Antidepressants (Siris et al. 1978)
Apomorphine (Tamminga et al. 1986)
Baclofen (Gulmann et al. 1976)
Beta-endorphin (Berger and Barchas 1983)
Bromocriptine (Brambilla et al. 1983)
Cholecystokinin (Mattes et al. 1986)
Clonidine (Freedman et al. 1982)
(Des-tyr)-Y-endorphin (Meltzer et al. 1982)
Megavitamins (Ban et al. 1977)
Naloxone (Naber et al. 1983)
Naltrexone (Gitlin et al. 1981)
Thyrotropin-releasing hormone (Inanaga et al. 1978)
Valproic acid (Linnoila et al. 1976; Ko et al. 1985)
Vasopressin (lager et al. 1986)
Verapamil (Pickar et al. 1987)

tration of a DA receptor antagonist
is needed or may even be detrimen-
tal. This point has not been system-
atically studied, but one of the
double-blind studies reported good
results in two of six patients with
predominantly negative symptoms
using L-dopa plus carbidopa alone
(Brambilla et al. 1979). Currently, it
seems best to try L-dopa in combina-
tion with a neuroleptic at first (a rel-
atively specific DA D2 receptor an-
tagonist such as molindone or HPL
might interfere less with the L-dopa
effect), and then to consider gradu-
ally withdrawing the neuroleptic in
the few patients who show a signifi-
cant improvement.

Other Drugs

Many treatments other than those
discussed here have been tried in pa-
tients with schizophrenia. Table 8
lists some that have received atten-
tion in recent years but did not meet
our criteria for inclusion in this re-

view. For some (including baclofen,
calcium channel blockers, cholecysto-
kininlike agents, large vitamin and
mineral doses, and apomorphine),
the majority of controlled studies
have not documented sustained effi-
cacy (Gulmann et al. 1976; Ban et
al. 1977; Mattes et al. 1986; Tam-
minga et al. 1986; Pickar et al.
1987). For the others, such as val-
proate (Linnoila et al. 1976; Ko et al.
1985), the double-blind data are too
limited for even preliminary conclu-
sions. This list is by no means ex-
haustive. New agents are continually
being explored as a better under-
standing of the neurotransmitters and
neuromodulators that may be rele-
vant to schizophrenia emerges.

Choosing Among the
Treatment Alternatives

Many clinicians working with
treatment-resistant schizophrenic pa-
tients are already using one or more
of the treatment alternatives

D
ow

nloaded from
 https://academ

ic.oup.com
/schizophreniabulletin/article/17/2/217/1873599 by guest on 13 M

arch 2024



VOL. 17, NO. 2, 1991 237

reviewed here. It is not so clear,
however, that they are always doing
so with well-formulated strategies for
choosing among the alternatives. For
many of the treatments reviewed, the
data are insufficient for final conclu-
sions to be made regarding their
place in the treatment of these pa-
tients. It is possible, however, to ob-
tain a sense of where the available
data are strongest and weakest and
use this knowledge to form some
treatment guidelines. The guidelines
are preliminary, however, and will
likely change as new data come to
light.

These treatment guidelines are
given to help organize thinking about
the use of these agents in refractory
schizophrenia and to provide foci for
further discussion and research. They
are not meant to encourage a
"cookbook" approach to treating
these diverse and often complicated
patients. Decisions regarding empiri-
cal trials must take into account the
nuances of the clinical situation.
Considerations regarding side effects,
in particular, vary among patients.
Decisions to proceed to higher risk
or lower yield alternatives must in-
volve careful weighing of the full
range of risks (which is beyond the
scope of this review) against the
overall severity of the patient's con-
dition.

We agree with Kane (1989) that
candidates for alternative or adjunc-
tive treatments are those patients
with active, chronic symptoms and
significant impairment in functioning
despite two or three trials of at least
4 weeks' duration of different classes
of neuroleptics, in whom both higher
and lower doses (daily minimum of
400 mg CPZ equivalence) have been
tried, and in whom possible organic
factors have been ruled out. In most
cases, the alternative treatment will
be given in addition to the patient's

neuroleptic medication. Lithium, ben-
zodiazepines, and ECT appear to of-
fer the most consistent benefit when
used adjunctively. Indiscriminate
multiple drug treatment, which has
been used in some psychiatric pa-
tients to their detriment, is unjustifi-
able and is not what we are advocat-
ing. Trials of combinations of
medications must be based on the
best available evidence concerning
possible usefulness and carried out in
a manner that allows for clear con-
clusions concerning benefit. Only
one change in a patient's regimen
should be made at a time, and a trial
of sufficient dose and duration
should be given before another
change is made. As a rule, adding
the alternative medication slowly is
advisable, and care should be taken
about additive or synergistic side ef-
fects. Specific target symptoms
should be identified and the drug
should not be continued beyond the
length of the trial unless clinically
significant improvement in those
symptoms is seen. If adding an alter-
native medication does produce sig-
nificant benefit, a tapering of the
neuroleptic could then be considered
after a period of clinical stability to
see if the second medication, either
alone or with a reduced dose of neu-
roleptic, controls the symptoms.

Many of the treatments discussed
here do not have schizophrenia as an
approved indication. Before any al-
ternative treatment is tried, the ra-
tionale and the risks versus potential
benefits must be carefully explained
to the patient and to others
concerned about him or her and doc-
umented in the chart.

We first present a general
approach, applicable to that majority
of patients who have predominantly
positive symptoms (e.g., hallucina-
tions, delusions, disordered thought,
agitation) or positive symptoms

mixed with negative symptoms (e.g.,
apathy, social withdrawal, blunted
affect). Then we discuss some modi-
fications of that approach for two
subgroups: patients with predomi-
nantly negative symptoms, and pa-
tients with concomitant impulsive
aggression.

General Approach. For patients with
significant refractory positive symp-
toms, or both positive and negative
symptoms, CLOZ, adjunctive lith-
ium, and adjunctive benzodiazepines
have the best documented benefit.
The treatment that appears capable
of the most dramatic benefit for
neuroleptic-resistant patients is
clearly CLOZ (Kane et al. 1988);
CLOZ should be tried first in most
patients. If CLOZ proves either inef-
fective or impractical, a trial of ad-
junctive lithium is recommended
next, because the evidence for its ef-
ficacy is more extensive and more
consistent than the evidence for ad-
junctive benzodiazepines (Small et al.
1975; Carmen et al. 1981). If lithium
produces little improvement, a trial
of adjunctive benzodiazepine in mod-
erate dosage is a good next choice
for many patients, particularly those
who are not substance abusers and
who are quite psychotic or agitated.
The evidence that symptoms of a
small subgroup of patients respond
to a benzodiazepine is relatively
good (Holden et al. 1968; Kellner et
al. 1975; Lingjaerde et al. 1979; Rus-
kin et al. 1979; Jimerson et al. 1982;
Lingjaerde 1982; Wolkowitz et al.
1988).

The primary options remaining
after CLOZ, lithium, and benzodia-
zepines include ECT, reserpine, and
CBZ, all of which have weaker evi-
dence for efficacy in neuroleptic-
resistant patients. Nonetheless, we
feel this evidence is sufficient to jus-
tify trials of some of these treatments

D
ow

nloaded from
 https://academ

ic.oup.com
/schizophreniabulletin/article/17/2/217/1873599 by guest on 13 M

arch 2024



238 SCHIZOPHRENIA BULLETIN

in those patients who continue to
have severe, disabling, refractory
symptoms. The data available pro-
vide only hints, nothing conclusive,
regarding which of these treatments
to try first. Concomitant affective
symptoms increase the likelihood of
response to ECT (Smith et al. 1967;
Salzman 1980; Taylor and Fleminger
1980; Brandon et al. 1985; Fink
1985; Small 1985) and possibly to
CBZ (Klein et al. 1984). For patients
without significant affective symp-
toms, ECT or reserpine may be the
best choices because, of the four
treatments, they have the best docu-
mented efficacy in general popula-
tions of patients with schizophrenia
(Finn et al. 1955; Gardner et al.
1955; Hollister et al. 1955b, 1956;
Naidoo 1956; Gore et al. 1957;
Shawver et al. 1959; May and Tuma
1965; Smith et al. 1967; Folstein et
al. 1973; May et al. 1976; Salzman
1980; Taylor and Fleminger 1980;
Brandon et al. 1985; Fink 1985;
Small 1985; Friedel 1986). Finally, if
ECT, reserpine, and CBZ are not
helpful, a trial of adjunctive PPL
could be considered.

Patients in Whom Negative Symp-
toms Predominate. Many patients
have prominent symptoms of both
the positive and negative type, and
for these patients we recommend the
treatment approach outlined in the
preceding paragraphs. Negative
symptoms have been reported to im-
prove along with positive symptoms
in trials of CLOZ (Kane et al. 1988),
lithium (Small et al. 1975; Carmen et
al. 1981), and alprazolam (Wolko-
witz et al. 1986, 1988). Controlled
studies have yet to be done, how-
ever, to assess the value of these
agents in patients with marked nega-
tive symptoms and few, if any, posi-
tive symptoms. Such studies are
needed.

For patients whose symptoms of
schizophrenia are predominantly neg-
ative, L-dopa is the only treatment
that is suggested to be beneficial by
even a few double-blind studies
(Gerlach and Luhdorf 1975; Inanaga
et al. 1975; Brambilla et al. 1979;
Kay and Opler 1985). L-dopa is thus
worth trying in such patients, espe-
cially those with disabling with-
drawal and apathy; the evidence is
limited, however, and benefit may be
infrequent.

Patients With Concomitant Impulsive
Aggression. Impulsive outbursts of
hostility and aggression are at times
present in patients with schizo-
phrenia and can be refractory to
neuroleptics. When such outbursts
are clearly in response to overt psy-
chotic phenomena such as delusions
and hallucinations, managing them
varies little from the approach out-
lined previously. In such cases, the
only modification we recommend is
to be more careful with the use of
benzodiazepines. Although benzodia-
zepines are often helpful in reducing
agitation and outbursts, they can at
times increase aggression by disinhi-
biting behavior (Karson et al. 1982).

There are some patients, however,
with refractory impulsive aggression
that is relatively autonomous from
their more overtly psychotic symp-
toms. In these patients, the impulsive
aggression should be considered a
separate target for treatment.

Various adjunctive agents may re-
duce impulsive aggression. CBZ has
been reported helpful in uncontrolled
trials (Hakola and Laulumma 1982;
Luchins 1984) and one controlled
trial (Neppe 1983). It is intriguing
that L-tryptophan significantly re-
duced aggressive ward incidents in a
double-blind PBO-controlled study in
patients with schizophrenia who had
committed violent, person-related

crimes and who continued to be vio-
lent despite being treated with neuro-
leptics (Morand et al. 1983).
L-tryptophan, probably from a con-
taminated source, has been linked to
a severe eosinophilia-myalgia syn-
drome (Hertzman et al. 1990) and is
currently unavailable. The data,
however, are consistent with a grow-
ing body of evidence linking seroto-
nergic functions to aggression or im-
pulsive behaviors across diagnostic
categories (Brown et al. 1982). Other
serotonin-augmenting strategies such
as the use of serotonin reuptake in-
hibitors might also prove useful but
have not been studied in a controlled
fashion in impulsively aggressive pa-
tients with schizophrenia.

Other treatments that may also be
considered for impulsive aggression
include beta-blockers and lithium.
Double-blind PPL trials in schizo-
phrenia generally do not comment
specifically about aggressive symp-
toms, but an open trial of the beta-
blockers nadolol and PPL (Sorgi et
al. 1986) reported these agents to be
helpful in reducing aggressive out-
bursts in patients with schizophrenia.
Although this finding must be seen
as tentative pending controlled inves-
tigation, it is consistent with reports
of antiaggressive effects of beta-
blockers in other disorders (Yudofsky
et al. 1981). Lithium has also been
reported helpful with aggression in
other patient populations (Watanabe
and Ishino 1980), but it has not been
studied specifically in aggressive pa-
tients with schizophrenia.

Conclusions

One cannot help being struck by
how relatively small the literature is
on adjunctive and alternative somatic
treatments in neuroleptic-resistant
patients with schizophrenia, given
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the magnitude of the problem. More
research needs to be done, with spe-
cial attention to rigorously controlled
study designs and well-defined pa-
tient selection. When potential new
schizophrenia treatments are identi-
fied and studied, some of the investi-
gations should target patients
selected for clearly documented neu-
roleptic resistance. Not only do these
patients have the greatest need, but
whatever is contributing to their neu-
roleptic nonresponsiveness may also
lead to unusual responsiveness to
other agents. The CLOZ trial by
Kane et al. (1988) provides an excel-
lent model of criteria and methods
for selecting neuroleptic-resistant pa-
tients. The few studies to date inves-
tigating DA agonists for negative
symptoms and L-tryptophan for im-
pulsive aggression encourage further
attempts to examine subgroups of
patients with specific and enduring
constellations of symptoms that are
hypothesized to have a different pat-
tern of drug responsiveness.

For all the treatments discussed
here and those still in more prelimi-
nary stages, much work remains.
Further studies are needed to identify
predictors of response, determine op-
timal dose and duration of trials,
and investigate mechanisms of thera-
peutic benefit. Intriguing questions
remain for all of these treatments.
CLOZ is different from traditional
neuroleptics in a number of ways
(Fisher-Cornelssen and Ferner 1976;
Richelson 1984; Povlsen et al. 1985).
Which, if any, of these differences is
key to its unusual efficacy? Does
lithium reduce frequency of subse-
quent exacerbations in those patients
whose symptoms respond to it
acutely? Are specific benzodiaze-
pines—perhaps based on differing
structures or receptor subtype affini-
ties—better than others for treating
chronic symptoms arid are they dif-

ferent from those that may be help-
ful in acute exacerbations (Nestoros
et al. 1982)? Would trials of DA
agonists that act directly on the
postsynaptic receptors show a benefit
in patients specifically selected for
marked negative symptoms—a bene-
fit that has not been seen in trials of
these agents in unselected patients
(Brambilla et al. 1983)? Would spe-
cific Da receptor agonists reduce neg-
ative symptoms with less risk of ex-
acerbation of positive symptoms?
What is the most effective method of
serotonergic augmentation for reduc-
ing impulsive aggression in patients
with chronic schizophrenia? Might
the best treatment strategies be dif-
ferent for older patients than for pa-
tients in earlier stages of the illness?
Many other questions could be
added to this short list.

Treating a patient with schizophre-
nia whose symptoms are incomplete-
ly responsive to neuroleptics can be
difficult and frustrating; one is
tempted to try anything that is re-
ported to help. We have presented
an approach to choosing among the
available alternative somatic treat-
ments based on results of controlled
studies. Because so few controlled
data are available for some of these
treatments, the question of how
closely this literature reflects clinical
reality remains open. Future double-
blind studies should, and probably
will, significantly alter the recom-
mended approach to such patients.
Also, it is important to remember
that somatic treatments are only one
part of the approach to these pa-
tients. Adjunctive psychosocial thera-
pies have demonstrated impressive
benefits (Liberman and Mueser 1989)
and should be used in parallel with
somatic therapies.

A word about fiscal realities is
necessary. The majority of patients
with chronic treatment-resistant

schizophrenia cannot afford private
care and therefore receive their treat-
ment in public clinics and hospitals.
Psychosocial therapies and careful
trials of alternative somatic treat-
ments require significant clinical re-
sources that are not adequate in
many communities. In addition to
providing the best care possible given
current resources, the need is clear
for increases in funds for public men-
tal health facilities and programs.

In considering somatic alternatives
to neuroleptics, the choices are still
few. The fact remains that many pa-
tients will not obtain significant
symptom relief from any of these
treatments. Yet, refractory schizo-
phrenia often has devastating lifelong
morbidity. We therefore urge the
clinician to resist therapeutic pessi-
mism and to carefully pursue trials
of the available alternatives. The im-
pact on the lives of individual pa-
tients who do respond can be pro-
found.

References

Abrams, R., and Taylor M.A. A rat-
ing scale for emotional blunting.
American Journal of Psychiatry,
135:226-229, 1978.
Alexander, P.E.; Van Kammen,
D.P.; and Bunney, W.E. Antipsycho-
tic effects of lithium in schizophre-
nia. American Journal of Psychiatry,
136:283-287, 1979.

American Psychiatric Association.
DSM-H: Diagnostic and Statistical
Manual of Mental Disorders. 2nd ed.
Washington, DC: The Association,
1968.

American Psychiatric Association.
DSM-III: Diagnostic and Statistical
Manual of Mental Disorders. 3rd ed.
Washington, DC: The Association,
1980.

D
ow

nloaded from
 https://academ

ic.oup.com
/schizophreniabulletin/article/17/2/217/1873599 by guest on 13 M

arch 2024



240 SCHIZOPHRENIA BULLETIN

American Psychiatric Association.
DSM-III-R: Diagnostic and Statisti-
cal Manual of Mental Disorders. 3rd
ed., revised. Washington, DC: The
Association, 1987.

Andreasen, N.C. The Scale for the
Assessment of Negative Symptoms
(SANS). Iowa City, IA: The Univer-
sity of Iowa, 1983.

Angrist, B., Sathananthan, G.; and
Gerson, S. Behavioral effects of
L-dopa in schizophrenic patients.
Psychopharmacology (Berlin),
31:1-12, 1973.

Angst, }.; Weiss, P.; Grof, P.; Baa-
strup, C ; and Schou, M. Lithium
prophylaxis in recurrent affective dis-
orders. British Journal of Psychiatry,
116:604-614, 1970.
o

Asberg, M.; Montgomery, S.A.;
Perris, C ; Schalling, D.; and Sed-
vall, G. A comprehensive psycho-
pathological rating scale. Ada Psy-
chiatrica Scandinavica, 271(Suppl.):
1-62, 1978.
Bacher, N.M., and Lewis, H.A. Long
term reserpine use in selected refrac-
tory outpatients. American Journal
of Psychiatry, 142:386-387, 1985.

Baker, A.A.; Game, J.A.; and
Thorpe, J.G. Physical treatment for
schizophrenia. Journal of Mental Sci-
ence, 104:860-864, 1958.

Ballenger, J.C., and Post, R.M. Car-
bamazepine in alcohol withdrawal
syndromes and schizophrenic psycho-
ses. Psychopharmacology Bulletin,
20:572-584, 1984.

Ban, T.A.; Lehmann, H.E.; and
Deutsch, M. Negative findings with
mega-vitamins in schizophrenic pa-
tients: Preliminary report. Commu-
nity Psychopharmacology,
1:119-122, 1977.

Bechmann, H., and Haas, S. High
dose diazepam in schizophrenia. Psy-

chopharmacology (Berlin), 71:79-82,
1980.

Beigel, A.; Murphy, D.L.; and Bun-
ney, W.E., Jr. The Manic-State Rat-
ing Scale. Archives of General Psy-
chiatry, 25:256-262, 1971.

Berger, P.A., and Barchas, J.D.
Pharmacology studies of beta-
endorphin in psychopathology. Psy-
chiatric Clinics of North America,
6:377-391, 1983.

Berlant, J.L. Neuroleptics and reser-
pine in refractory psychoses. Journal
of Clinical Psychopharmacology,
16:180-184, 1986.

Bianchine, J.R. Drugs for Parkinson's
disease, spasticity, and acute muscle
spasms. In: Gilman, A.G.; Good-
man, L.S.; Rail, T.W.; and Murad,
F., eds. The Pharmacological Basis of
Therapeutics. 7th ed. New
York: Macmillan Publishing Co.,
1985. pp. 473-490.
Biederman, ].; Lerner, A.; and Bel-
maker, R.R. Combination of lithium
carbonate and haloperidol in schizo-
affective disorder. Archives of Gen-
eral Psychiatry, 36:327-333, 1979.
Bigelow, L.B.; Zalcman, S.; Klein-
man, }.; Weinberger, D.; Luchins,
D.; Tallman, ].; Karoum, F.; and
Wyatt, R.J. Propranolol treatment of
chronic schizophrenia: Clinical re-
sponse, catecholamine metabolism,
and lymphocyte beta-receptors.
In: Usdin, E.; Kopin, I.; and Bar-
chas, ]., eds. Catecholamines: Basic
and Clinical Frontiers. New York:
Pergamon Press, 1978.

Braden, W.; Fink, E.B.; Quails,
C.B.; Ho, C.K.; and Samuels, W.O.
Lithium and chlorpromazine in psy-
chotic inpatients. Psychiatry
Research, 7:69-81, 1982.

Brambilla, F.; Scarone, S.; Ponzano,
M.; Maffei, C ; Nobile, P.; Rovere,
C ; and Guastella, A. Catecholami-

nergic drugs in chronic schizophrenia.
Neuropsychobiology, 5:185-200,
1979.

Brambilla, F.; Scarone, S.; Pugnetti,
L.; Massironi, R.; and Penati, G.
Bromocriptine therapy in chronic
schizophrenia: Effects on symptoma-
tology, sleep patterns, and prolactin
response to stimulation. Psychiatry
Research, 8:159-169, 1983.
Brandon, S.; Cowley, P.; McDonald,
C; Neville, P.; Palmer, R.; and
Wellstood-Eason, S. Liecester ECT
trial: Results in schizophrenia. Brit-
ish Journal of Psychiatry, 146:
177-183, 1985.

Braun, M. Reserpine as a therapeutic
agent in schizophrenia. American
Journal of Psychiatry, 116:744-745,
1960.

Brill, N.Q.; Crumpton, E.; Eiduson,
S.; Grayson, H.M.; Hillman, L.I.;
and Richards, P.A. Relative effec-
tiveness of various components of
electroconvulsive therapy: An exper-
imental study. Archives of Neurol-
ogy and Psychiatry, 81:627-635,
1959.

Brown, G.L.; Goodwin, F.K.; and
Bunney, W.E. Human aggression and
suicide: Their relationship to neu-
ropsychiatric diagnoses and serotonin
metabolism. In: Ho, B.T.; Schoolar,
J.C.; and Usdin, E., eds. Advances
in Biochemical Psychopharmacology.
Vol. 34. New York: Raven Press,
1982.

Buchanan, F.H.; Parton, R.V.; War-
ren, J.W.; and Baker, E.P. Double-
blind trial of L-dopa in chronic
schizophrenia. Australia and New
Zealand Journal of Psychiatry,
9:269-271, 1975.

Bunney, W.E., Jr., and Hamburg,
D.S. Methods for reliable longitudi-
nal observation of behavior.
Archives of General Psychiatry,
9:280-294, 1963.

D
ow

nloaded from
 https://academ

ic.oup.com
/schizophreniabulletin/article/17/2/217/1873599 by guest on 13 M

arch 2024



VOL. 17, NO. 2, 1991 241

Burdock, E.I., and Hardesty, A.S. A
psychological test for psychopathol-
ogy. Journal of Abnormal Psychol-
ogy, 73:62-69, 1968.

Calil, H.M.; Yesavage, J.A.; and
Hollister, L.E. Low dose levodopa in
schizophrenia. Community Psycho-
pharmacology, 1:593-596, 1977.

Carmen, J.S.; Bigelow, L.B.; and
Wyatt, R.J. Lithium combined with
neuroleptics in chronic schizophrenic
and schizoaffective patients. Journal
of Clinical Psychiatry, 42:124-128,
1981.

Claghorn, ].-, Honigfeld, G.; Abuzza-
hab, F.S.; Wang, R.; Steinbook, R.;
Tuason, V.; and Klerman, G. The
risks and benefits of clozapine versus
chlorpromazine. Journal of Clinical
Psychopharmacology, 7:377-384,
1987.

Cohen, W.J., and Cohen, N.H. Lith-
ium carbonate, haloperidol and irre-
versible brain damage. Journal of the
American Medical Association,
230:1283-1287, 1974.

Csernansky, J.G.; Riney, S.J.; Lom-
brozo, L.; Overall, J.E.; and Hol-
lister, L.E. Double-blind comparison
of alprazolam, diazepam, and pla-
cebo for the treatment of negative
schizophrenic symptoms. Archives of
General Psychiatry, 45:655-659, 1988.

Davis, J.M., and Casper, R. Antipsy-
chotic drugs: Clinical pharmacology
and therapeutic use. Drugs,
14:260-282, 1977.

Donaldson, S.R.; Gelenberg, A.J.;
and Baldessarini, R.J. Alternative
treatments for schizophrenic psycho-
ses. In: Arieti, S., ed. American
Handbook of Psychiatry. New York:
Basic Books, 1986.

Dose, M.; Apelt, S.; and Emnich, H.
Carbamazepine as an adjunct of anti-
psychotic therapy. Psychiatry Re-
search, 22:303-310, 1987.

Feighner, J.P.; Robins, E.; Guze,
S.B.; Woodruff, R.A.; Winokur, G.;
and Munoz, R. Diagnostic criteria
for use in psychiatric research. Ar-
chives of General Psychiatry,
26:57-63, 1972.

Fink, M. Convulsive Therapy: The-
ory and Practice. New York: Raven
Press, 1985.

Finn, M.H.P.; Nadolski, F.; Guy,
W.; and Gross, M. Clinical, psycho-
logical, and myoneural changes in
psychotic patients under oral Serpasil
medication. Journal of Nervous and
Mental Disease, 122:458-462, 1955.

Fisher-Cornelssen, K.A., and Ferner,
U.J. An example of European multi-
center trials: Multispectral analysis
of clozapine. Psychopharmacology
Bulletin, 12:34-39, 1976.

Folstein, M.; Folstein, S.; and
McHugh, P.R. Clinical predictors of
improvement after electroconvulsive
therapy of patients with schizo-
phrenia, neurotic reactions, and af-
fective disorders. Biological Psychia-
try, 7:147-152, 1973.

Freedman, R.; Kirch, D.; Bell, ].;
Adler, L.E.; Pecevich, M.; Pacht-
man, E.; and Denver, P. Clonidine
treatment of schizophrenia: Double-
blind comparison to placebo and
neuroleptic drugs. Acta Psychiatrica
Scandinavica, 65:35-45, 1982.

Friedel, R.O. The combined use of
neuroleptics and ECT in drug-
resistant schizophrenic patients. Psy-
chopharmacology Bulletin,
22:928-930, 1986.

Gardner, M.J.; Hawkins, H.M.; Ju-
dah, L.N.; and Murphree, O.D. Ob-
jective measurement of psychiatric
changes produced by chlorpromazine
and reserpine in chronic schizo-
phrenia. Psychiatric Research Reports
of the American Psychiatric Associa-
tion, 1:77-83, 1955.

Gerlach, J., and Luhdorf, K. The
effect of L-dopa on young patients
with simple schizophrenia, treated
with neuroleptic drugs. Psychophar-
macology (Berlin), 44:105-110, 1975.

Gitlin, M.J.; Gerner, R.H.; and
Rosenblatt, M. Assessment of nal-
trexone in the treatment of schizo-
phrenia. Psychopharmacology
(Berlin), 74:51-53, 1981.

Goodwin, F.K., and Bunney, W.E.
Depressions following reserpine: A
reevaluation. Seminars in Psychiatry,
3:435-448, 1971.

Gore, C.P.; Egan, G.P.; and Walton,
D. The place of reserpine in the
treatment of the chronic psychotic
patient. American Journal of Psychi-
atry, 114:333-337, 1957.

Greenblatt, D.K., and Shader, R.I.
On the psychopharmacology of beta
adrenergic blockade. Current Thera-
peutic Research, 14:615-625, 1972.

Greendyke, R.M., and Kanter, D.R.
Plasma propranolol levels and their
effect on plasma thioridazine and
haloperidol concentrations. Journal
of Clinical Psychopharmacology,
7:178-182, 1987.

Growe, G.A.; Crayton, J.W.; Klass,
D.B.; Evans, H.; and Stizich, M.
Lithium in chronic schizophrenia.
American Journal of Psychiatry,
136:454-455, 1979.

Gulmann, N.C.; Bahr, B.; Andersen,
B.; and Eliassen, H.M.M. A double-
blind trial of baclofen against pla-
cebo in the treatment of schizophre-
nia. Acta Psychiatrica Scandinavica,
54:287-293, 1976.

Guy, W., ed. ECDEU Assessment
Manual for Psychopharmacology,
revised. DHEW Pub. No. (ADM)
76-338. Rockville, MD: National
Institute of Mental Health, 1976.

Hakola, H.P.A., and Laulumma,
V.A. Carbamazepine in treatment of

D
ow

nloaded from
 https://academ

ic.oup.com
/schizophreniabulletin/article/17/2/217/1873599 by guest on 13 M

arch 2024



242 SCHIZOPHRENIA BULLETIN

violent schizophrenics. Lancet,
1:1358, 1982.

Hamilton, M. The assessment of anx-
iety states by rating. British Journal
of Medical Psychology, 32:50-55,
1959.

Hekimian, L.J., and Friedhoff, AJ.
A controlled study of placebo, chlor-
diazepoxide, and chlorpromazine
with 30 male schizophrenic patients.
Diseases of the Nervous System,
28:675-678, 1967.

Hertzman, P.A.; Blevins, W.L.;
Mayer, J.; Greenfield, B.; Tiny, M.;
and Gleich, GJ. Association of the
eosinophilia-myalgia syndrome with
the ingestion of tryptophan. New
England Journal of Medicine,
332:869-873, 1990.

Holden, J.M.; Itil, T.M.; Keskiner,
A.; and Fink, M. Thioridazine and
chlordiazepoxide, alone and com-
bined, in the treatment of chronic
schizophrenia. Comprehensive Psy-
chiatry, 9:633-643, 1968.

Hollister, L.E.; Jones, K.; Brown-
field, B.; and Johnson, F. Chlorpro-
mazine alone and with reserpine: Use
in the treatment of mental diseases.
California Medicine, 83:218-221,
1955a.

Hollister, L.E.; Krieger, G.E.;
Kringel, A.; and Roberts, R.H.
Treatment of chronic schizophrenic
reactions with reserpine. Annals of
the New York Academy of Sciences,
61:92-100, 1955b.

Hollister, L.E.; Traub, L.; and Beck-
man, W.G. Psychiatric use of reser-
pine and chlorpromazine: Results of
double-blind studies. In: Kline, N.S.,
ed. Psychopharmacology. Washing-
ton, DC: American Association for
the Advancement of Science, 1956.

Honigfeld, G.; Roderic, D.; and
Klett, J.C. NOSIE-30: A treatment

sensitive ward behavior scale. Psy-
chological Reports, 19:180-182, 1966.

lager, A.C.; Kirch, D.G.; Bigelow,
L.B.; and Karson, C.N. Treatment of
schizophrenia with a vasopressin an-
alogue. American Journal of Psychia-
try, 143:375-377, 1986.

Idanpaan-Keikkila, J.; Alhava, E.;
Olkinuora, M.; and Palva, I. Cloza-
pine and agranulocytosis. Lancet,
11:611, 1975.

Inanaga, K.; Nakano, T.; Nagata,
T.; Tanaka, M.; and Ogawa, N. Be-
havioral effects of protirelin in
schizophrenia. Archives of General
Psychiatry, 35:1011-1014, 1978.

Inanaga, K.; Nakazawa, Y.; Inoue,
K.; Tachibana, H.; Oshima, M.; Ko-
torii, T.; Tanaka, M.; and Ogawa,
N. Double-blind controlled study of
L-dopa therapy in schizophrenia. Fo-
lia Psychiatrica et Neurologica
Japonica, 29:123-143, 1975.

Jimerson, D.C.; Van Kammen, D.P.;
Post, R.M.; Docherty, J.P.; and Bun-
ney, W.E., Jr. Diazepam in schizo-
phrenia: A preliminary double-blind
trial. American Journal of Psychia-
try, 139:489-491, 1982.

Johnson, G. Differential response to
lithium carbonate in manic-
depressive and schizo-affective disor-
der. Diseases of the Nervous System,
13:613-615, 1970.

Kane, J. The current status of neuro-
leptic therapy. Journal of Clinical
Psychiatry, 50:322-328, 1989.

Kane, J.; Honigfeld, G.; Singer, J.;
Meltzer, H.Y.; and the Clozaril Col-
laborative Study Group. Clozapine
for the treatment-resistant schizo-
phrenic. Archives of General Psychi-
atry, 45:789-796, 1988.

Karson, C.N.; Weinberger, D.R.;
Bigelow, L.B.; and Wyatt, R.J. Clo-
nazepam treatment of chronic
schizophrenia: Negative results in a

double-blind, placebo-controlled
trial. American Journal of Psychia-
try, 139:1627'-1628, 1982.

Kay, S.R. The Cognitive Diagnostic
Battery: Evaluation of Intellectual
Disorders. Odessa, FL: Psychological
Assessment Resources, Inc., 1982.

Kay, S.R., and Opler, L.A. L-Dopa
in the treatment of negative schizo-
phrenic symptoms: A single-subject
experimental study. International
Journal of Psychiatry in Medicine,
15:293-298, 1985.

Kellner, R., and Sheffield, B.F. A
self-rating scale of distress. Psycho-
logical Medicine, 3:88-100, 1973.

Kellner, R.; Wilson, R.M.;
Muldawer, M.D.; and Pathak, D.
Anxiety in schizophrenia: The re-
sponses to chlordiazepoxide in an
intensive design study. Archives of
General Psychiatry, 32:1246-1254,
1975.

Kidron, R.; Averbuch, I.; Klein, E.;
and Belmaker, R.H. Carbamazepine-
induced reduction of blood levels of
haloperidol in chronic schizophrenia.
Biological Psychiatry, 20:219-222,
1985.

King, D.J.; Turkson, S.N.A.; Liddle,
J.; and Kinney, CD. Some clinical
and metabolic aspects of propranolol
in chronic schizophrenia. British
Journal of Psychiatry, 137:458-468,
1980.

King, P.D. Chlorpromazine and elec-
troconvulsive therapy in the treat-
ment of newly hospitalized schizo-
phrenics. Journal of Clinical and
Experimental Psychopathology,
21:101-105, 1960.

Klein, E.; Bental, E.; Lerer, B.; and
Belmaker, R.H. Carbamazepine and
haloperidol vs placebo and haloperi-
dol in excited psychoses. Archives of
General Psychiatry, 41:165-170,
1984.

D
ow

nloaded from
 https://academ

ic.oup.com
/schizophreniabulletin/article/17/2/217/1873599 by guest on 13 M

arch 2024



VOL. 17, NO. 2, 1991 243

Ko, G.N.; Korpi, E.R.; Freed, W.J.;
Zalcman, S.J.; and Bigelow, L.B.
Effect of valproic acid on behavior
and plasma amino acid concentra-
tions in chronic schizophrenic pa-
tients. Biological Psychiatry,
20:199-228, 1985.

Krawiecka, M.; Goldberg, D.; and
Vaughan, M. A standardized assess-
ment scale for rating chronic psy-
chotic patients. Ada Psychiatrica
Scandinavica, 55:299-308, 1977.

Lerner, Y.; Mintzer, Y.; and
Shestatsky, M. Lithium combined
with haloperidol in schizophrenia
patients. British Journal of Psychia-
try, 153:359-362, 1988.

Liberman, R.P., and Mueser, K.T.
Schizophrenia: Psychosocial treat-
ment. In: Kaplan, H.I., and Sadock,
B.J., eds. Comprehensive Textbook
of Psychiatry. Vol. 1, 5th ed. Balti-
more, MD: Williams & Wilkins
Company, 1989.

Lieberman, ].; Kane, J.; and Johns,
C. Clozapine: Guidelines for clinical
management. Journal of Clinical Psy-
chiatry, 50:329-338, 1989.

Lindstrom, L.H., and Persson, E.
Propranolol in chronic schizophre-
nia: A controlled study in neurolep-
tic treated patients. British Journal of
Psychiatry, 137:126-130, 1980.

Lingjaerde, O. Effect of the benzo-
diazepine derivative estazolam in pa-
tients with auditory hallucinations.
Ada Psychiatrica Scandinavica,
65:339-354, 1982.

Lingjaerde, O.; Engstrand, E.; Elling-
sen, P.; Stylo, D.A.; and Robak,
O.H. Antipsychotic effect of diaze-
pam when given in addition to neu-
roleptics in chronic psychotic pa-
tients: A double-blind clinical trial.
Current Therapeutic Research,
26:505-514, 1979.

Linnoila, M.; Viukari, M.; and Hie-
tala, O. Effect of sodium valproate
on tardive dyskinesia. British Journal
of Psychiatry, 129:114-119, 1976.

Lorr, M.; Jenkins, R.L.; and Holsop-
ple, J.Q. The Multidimensional Scale
for Rating Psychiatric Patients. Tech-
nical Bulletin 10-507. Washington,
DC: The Veterans Administration,
1953.

Lorr, M., and Klett, C.J. Inpatient
Multidimensional Psychiatric Scale:
Manual, revised. Palo Alto, CA:
Consulting Psychologists Press, 1966.

Lorr, M., and Vestre, N.D. The Psy-
chotic Inpatient Profile Manual. Los
Angeles: Western Psychological
Services, 1968.

Luchins, DJ. Carbamazepine in vio-
lent nonepileptic schizophrenics. Psy-
chopharmacology Bulletin,
20:569-571, 1984.

Manchanda, R., and Hirsch, S.R.
Does propranolol have an antipsy-
chotic effect? A placebo-controlled
study in acute schizophrenia. British
Journal of Psychiatry, 148:701-707,
1986.

Mattes, J.A.; Horn, W.; and Roch-
ford, J.M. Cholecystokinin: A neu-
ropeptide in the treatment of schizo-
phrenia. Psychopharmacology
Bulletin, 22:119-122, 1986.

May, P.R.A., and Tuma, A.H.
Treatment of schizophrenia: An ex-
perimental study of five treatment
methods. British Journal of Psychia-
try, 111:503-510, 1965.

May, P.R.A.; Tuma, A.H.; and
Dixon, W.J. Schizophrenia—A
follow-up study of results of treat-
ment methods. Archives of General
Psychiatry, 33:474-478, 1976.

Meltzer, H.Y. Duration of a cloza-
pine trial in neuroleptic-resistant
schizophrenia. Archives of General
Psychiatry, 46:672, 1989.

Meltzer, H.Y.; Busch, D.A.; Tricou,
B.J.; and Robertson, A. Effect of
(des-tyr)-gamma-endorphin in schizo-
phrenia. Psychiatry Research,
6:313-316, 1982.

Meyer, B.T., and Lucero, R.J. A val-
idation study of the L-M Fergus Falls
Behavior Rating Scale. Journal of
Clinical Psychology, 9:192-195,
1953.

Miller, D.H.; Clancy, J.; and Cum-
ming, E. A comparison between uni-
directional current nonconvulsive
electrical stimulation given with Rei-
ter's machine, standard alternating
current electroshock (Cerletti
method), and pentothal in chronic
schizophrenia. American Journal of
Psychiatry, 109:617-620, 1953.

Miller, F., and Menninger, J.
Lithium-neuroleptic neurotoxicity is
dose dependent. Journal of Clinical
Psychopharmacology, 7:89-91, 1987.
Morand, C; Young, S.N.; and Er-
vin, F.R. Clinical response of aggres-
sive schizophrenics to oral trypto-
phan. Biological Psychiatry,
18:575-577, 1983.

Muncie, W. Psychobiology and Psy-
chiatry. St. Louis: C.V. Mosby Co.,
1939.
Myers, D.H.; Campbell, P.L.;
Cocks, N.M.; Flowerdew, J.A.; and
Muir, A. A trial of propranolol in
chronic schizophrenia. British Journal
of Psychiatry, 139:118-121, 1981.

Naber, D.; Munch, U.; Wissmann,
J.; Gross, R.; Ritt, R.; and Welter,
D. Naloxone treatment for five days
ineffective in schizophrenia. Ada
Psychiatrica Scandinavica,
67:265-271, 1983.

Naidoo, D. The effects of reserpine
(Serpasil) on the chronic disturbed
schizophrenic: A comparative study
of rauwolfia alkaloids and electro-
convulsive therapy. Journal of Ner-

D
ow

nloaded from
 https://academ

ic.oup.com
/schizophreniabulletin/article/17/2/217/1873599 by guest on 13 M

arch 2024



244 SCHIZOPHRENIA BULLETIN

voits and Mental Disease, 123:1-13,
1956.
National Institutes of Health, Office
of Medical Applications of Research.
Consensus Conference: Electrocon-
vulsive therapy. Journal of the
American Medical Association,
254:2103-2108, 1985.

Neppe, V. Carbamazepine as adjunc-
tive treatment in nonepileptic chronic
inpatients with EEG temporal lobe
abnormalities. Journal of Clinical
Psychiatry, 44:326-331, 1983.

Nestoros, J.N.; Suranyi-Cadotte,
B.E.; Spees, R.C.; Schwartz, G.; and
Nair, N.P. Diazepam in high doses is
effective in schizophrenia. Progress
in Neuro-Psychopharmacology and
Biological Psychiatry, 6:513-516,
1982.

Okuma, T.; Yamashita, I.; Taka-
hashi, R.; Itoh, H.; Kurihara, M.;
Otsuki, S.; Watanabe, S.;
Hazamura, H.; and Inanaga, K. A
double-blind study of adjunctive car-
bamazepine versus placebo on ex-
cited states of schizophrenia and
schizoaffective disorders. Acta Psy-
chiatrica Scandinavica, 80:250-259,
1989.

Overall, J.E., and Gorham, D.R. The
Brief Psychiatric Rating Scale. Psy-
chological Reports, 10:799-812, 1962.

Peet, M. Is propranolol antischizo-
phrenic? Neuropharmacology,
20:1303-1307, 1981.

Peet, M.; Bethell, S.; Coates, A.;
Khamnee, A.K.; Hall, P.; Cooper,
S.J.; King, D.J.; and Yates, R.A.
Propranolol in schizophrenia: I.
Comparison of propranolol, chlor-
promazine, and placebo. British Jour-
nal of Psychiatry, 139:105-111, 1981.
Penman, A.S., and Dredge, T.E. Ef-
fect of reserpine and open-ward priv-
ileges on chronic schizophrenics. Ar-

chives of Neurology and Psychiatry,
76:42-49, 1956.

Pfohl, B., and Winokur, G.
Schizophrenia: Course and outcome.
In: Henn, F.A., and Nasrallah,
H.A., eds. Schizophrenia as a Brain
Disease. New York: Oxford Univer-
sity Press, 1982.

Pickar, D.; Wolkowitz, O.M.;
Doran, A.R.; Labarca, R.; Roy, A.;
Breier, A.; and Narang, P.K. Clinical
and biochemical effects of verapamil
administration to schizophrenic pa-
tients. Archives of General Psychia-
try, 44:113-118, 1987.

Pope, H.G., Jr.; Keck, P.E., Jr.; and
McElroy, S.L. Frequency and presen-
tation of neuroleptic malignant syn-
drome in a large psychiatric hospital.
American Journal of Psychiatry,
143:1227-1233, 1986.
Povlsen, U.J.; Noring, U.; Fog, R.;
and Gerlach, J. Tolerability and ther-
apeutic effect of clozapine. Acta Psy-
chiatrica Scandinavica, 71:176-185,
1985.

Prien, R.F.; Cafe, E.M.; and Klett,
J.C. A comparison of lithium car-
bonate and chlorpromazine in the
treatment of excited schizo-affectives.
Archives of General Psychiatry,
27:182-189, 1972.

Pugh, C.R.; Steinert, J.; and Priest,
R.G. Propranolol in schizophrenia:
A double-blind, placebo-controlled
trial of propranolol as an adjunct to
neuroleptic medication. British Jour-
nal of Psychiatry, 143:151-155, 1983.

Richelson, E. Neuroleptic affinities
for human brain receptors and their
use in predicting adverse effects.
Journal of Clinical Psychiatry,
45:331-336, 1984.

Ruskin, P.; Averbukh, I.; Belmaker,
R.H.; and Dasberg, H. Benzodiaze-
pines in chronic schizophrenia. Bio-
logical Psychiatry, 14:557-558, 1979.

Salzman, C. The use of ECT in the
treatment of schizophrenia. American
Journal of Psychiatry, 137:1032-1041,
1980.

Shawver, J.R.; Gorham, D.R.; Les-
kin, L.W.; Good, W.W.; and Kab-
nick, D.E. Comparison of chlorpro-
mazine and reserpine in maintenance
drug therapy. Diseases of the Ner-
vous System, 20:452-457, 1959.

Shopsin, B.; Kim, S.S.; and Ger-
shon, S. A controlled study of lith-
ium vs chlorpromazine in acute
schizophrenics. British Journal of
Psychiatry, 119:435-440, 1971.

Shopsin, B.; Klein, H.; Aaronson,
M.; and Collora, M. Clozapine, chlor-
promazine, and placebo in newly
hospitalized, acutely schizophrenic
patients. Archives of General Psychi-
atry, 36:657-664, 1979.

Simpson, G.M., and Angus, J.W.S.
Drug-induced extrapyramidal disor-
ders. Acta Psychiatrica Scandinavica,
212(Suppl.):l-58, 1970.

Singh, M.M., and Kay, S.R. A com-
parative study of haloperidol and
chlorpromazine in terms of clinical
effects and therapeutic reversal with
benztropine in schizophrenia: Theo-
retical implication for potency differ-
ences among neuroleptics. Psycho-
pharmacologia, 43:103-113, 1975.

Siris, S.G.; Van Kammen, D.P.; and
Docherty, J.P. Use of antidepressant
drugs in schizophrenia. Archives of
General Psychiatry, 35:1368-1377,
1978.

Small, J.G. Efficacy of electroconvul-
sive therapy in schizophrenia, mania,
and other disorders. I. Schizophrenia.
Convulsive Therapy, 1:263-270,
1985.

Small, J.G.; Kellams, J.J.; Milstein,
V.; and Moore, J. A placebo-
controlled study of lithium combined
with neuroleptics in chronic schizo-

D
ow

nloaded from
 https://academ

ic.oup.com
/schizophreniabulletin/article/17/2/217/1873599 by guest on 13 M

arch 2024



VOL 17, NO. 2, 1991 245

phrenic patients. American Journal
of Psychiatry, 132:1315-1317, 1975.

Smith, K.; Surphlis, W.R.P.; and
Gynther, M.D. ECT-chlorpromazine
and chlorpromazine compared in the
treatment of schizophrenia. Journal
of Nervous and Mental Disease,
144:284-290, 1967.

Sorgi, P.J.; Ratey, J.J.; and Polakoff,
S. Beta-adrenergic blockers for the
control of aggressive behaviors in
patients with chronic schizophrenia.
American Journal of Psychiatry,
143:775-776, 1986.

Spitzer, R.L.; Endicott, J.; and Rob-
ins, E. Research Diagnostic Criteria:
Rationale and reliability. Archives of
General Psychiatry, 35:773-782, 1978.

Suranyi-Cadotte, B.E.; Nestoros,
J.N.; Nair, N.P.V.; Lai, S.; and
Gauthier, S. Parkinsonism induced
by high doses of diazepam. Biologi-
cal Psychiatry, 20:451-460, 1985.

Susman, V.L., and Addonizio, G.
Recurrence of neuroleptic malignant
syndrome. Journal of Nervous and
Mental Disease, 186:234-240, 1988.
Takahashi, R.; Itho, K.; Itho, H.;
and Sakuma, A. Comparison of effi-
cacy of lithium carbonate and chlor-
promazine in mania by double-blind
controlled study. Archives of Gen-
eral Psychiatry, 32:1310-1318, 1975.
Tamminga, C.A.; Gotts, M.D.;
Thaker, G.K.; Alphs, L.D.; and Fos-
ter, N.L. Dopamine agonist treat-
ment of schizophrenia with
n-propylnorapomorphine. Archives
of General Psychiatry, 43:398-402,
1986.

Taylor, P., and Fleminger, JJ. ECT
for schizophrenia. Lancet,
1:1380-1382, 1980.

Tuteur, W., and Lepson, D. Com-
bined reserpine-chlorpromazine ther-
apy in highly disturbed psychotics.

In: Himwich, H.E., ed. Tranquilizing
Drugs. Washington, DC: American
Association for the Advancement of
Science, 1957.

Watanabe, S., and Ishino, H. Special
cases of affective disorder and their
treatment with lithium. In: Johnson,
F.N., ed. Handbook of Lithium
Therapy. Baltimore: University Park
Press, 1980.

Weiner, N. Drugs that inhibit adre-
nergic nerves and block adrenergic
receptors. In: Gilman, A.G.; Good-
win, L.S.; Rail, T.W.; and Myrad,
F., eds. The Pharmacologic Basis of
Therapeutics. 7th ed. New York:
Macmillan Publishing Company,
1985. pp. 181-214.

Wing, J.K. A simple and reliable
subclassification of chronic schizo-
phrenia. Journal of Mental Science,
107:862-865, 1961.

Wing, J.K.; Cooper, J.E.; and Sarto-
rius, N. The Measurement and Clas-
sification of Psychiatric Symptoms.
Cambridge, MA: Cambridge Univer-
sity Press, 1974.

Wolkowitz, O.M.; Breier, A.;
Doran, A.; Kelsoe, J.; Lucas, P.;
Paul, S.M.; and Pickar, D. Alprazo-
lam augmentation of the antipsycho-
tic effects of fluphenazine in schizo-
phrenic patients. Archives of General
Psychiatry, 45:664-671, 1988.

Wolkowitz, O.M.; Pickar, D.;
Doran, A.R.; Breier, A.; Tarell, J.;
and Paul, S.M. Combination
alprazolam-neuroleptic treatment of
the positive and negative symptoms
of schizophrenia. American Journal
of Psychiatry, 143:85-87, 1986.

World Health Organization. Mental
Disorders: Glossary and Guide to
Their Classification in Accordance
With the Ninth Revision of the Inter-
national Classification of Diseases.
Geneva: The Organization, 1978.

Yaryura-Tobias, J.A.; Diamond, B.;
and Merlis, S. The action of L-dopa
on schizophrenic patients (a prelimi-
nary report). Current Therapeutic
Research, 12:528-531, 1970.

Yorkston, N.J.; Zaki, S.A.; Malik,
M.K.U.; Morrison, R.C.; and Hav-
ard, C.W.H. Propranolol in the con-
trol of schizophrenic symptoms. Brit-
ish Medical Journal, 4:633-635, 1974.
Yorkston, N.J.; Zaki, S.A.; Pitcher,
D.R.; Gruzelier, J.H.; Hollander, D.;
and Sergeant, H.G.S. Propranolol as
an adjunct to the treatment of
schizophrenia. Lancet, 11:575-578,
1977.

Yorkston, N.J.; Zaki, S.A.; Weller,
M.P.; Gruzelier, J.H.; and Hirsch,
S.R. DL-propranolol and chlorpro-
mazine following admission for
schizophrenia: A controlled compari-
son. Ada Psychiatrica Scandinavica,
63:13-27, 1981.

Yudofsky, S.; Williams, D.; and
Gorman, J. Propranolol in the treat-
ment of rage and violent behavior in
patients with chronic brain
syndromes. American Journal of Psy-
chiatry, 138:218-220, 1981.

The Authors

George W. Christison, M.D., is Act-
ing Medical Director, Intensive
Treatment Unit Director, and Direc-
tor of Research, Loma Linda Behav-
ioral Medicine Center Hospital,
Loma Linda, CA. Darrell G. Kirch,
M.D., is Acting Deputy Director,
Division of Clinical Research, Na-
tional Institute of Mental Health,
Rockville, MD. Richard Jed Wyatt,
M.D., is Chief of the Neuropsychiatry
Branch, Intramural Research Pro-
gram, National Institute of Mental
Health Neurosciences Research Build-
ing, Washington, DC.

D
ow

nloaded from
 https://academ

ic.oup.com
/schizophreniabulletin/article/17/2/217/1873599 by guest on 13 M

arch 2024


