












ients receiVIng higher dosages of medication or
, se patients relapsing while receiving neuroleptics
emore severely ill. An alternative, albeit unlikely,
ypothesis should at least be entertained to explain
ese findings: it is possible that treatment with pheno­
iazine medication actually increases the risk of re­

"pse. There is no question that, once patients are
laced on neuroleptics, they are less vulnerable to re-
pse if maintained on neuroleptics. But what if these
tients had never been treated with drugs to begin

'th? Virtually all of the outpatient maintenance stud­
sbegin with fully medicated patients (many of whom
ave recently been discharged from the hospital) who
re then divided into drug and placebo groups. These
tudies usually do not include a group of patients who
ave been free of drugs from the moment of their
'reakdown and hospitalization. In essence, we have
ittle reliable data on the frequency of relapse during
··'e natural course of the schizophrenic process. The
ockoven and Solomon study (41) relates to this ques­
on in that one cannot simply say that before neurolep-
'cs were available relapse rates were higher.
'In any case, in an illness with so many paradoxes,
, raise the possibility that antipsychotic medication
ymake some schizophrenic patients more vulner­

Ie to future relapse than would be the case in the nat­
I course of their illness. Thus, as with tardive dyski­

'sia, we may have a situation where neuroleptics in­
rease the risk for subsequent illness but must be
'aintained to prevent this risk from becoming mani­
est. Insofar as the psychotic break contains potential

for helping the patient alter pathological conflicts with­
"'himself and establish a more adaptive equilibrium
"ith his environment, our present-day practice of im­
ediate and massive pharmacological intervention
ay be exacting a price in terms of producing "recov-

"red" patients with greater rigidity of character struc­
:\i:~~.re who are less able to cope with subsequent life

resses.
:There are methodological shortcomings in our
dy, since a comparative investigation of treatment

not the goal of the research programs. Two critical
blems are the differences in timing of the follow-up

valuations and the failure to control treatment in ei­
"er patient group. Earlier in this paper we cited evi­
ence suggesting that the first problem probably
, sed outcome against the psychosocially treated
tients. Regarding the second problem, we have
. ed this report on observations of "usual" treat­
nt in different settings. Since few patients in either
hert received intensive psychosocial therapy after
charge, the advantages and/or disadvantages of psy­
bsocial treatment may be obscured by similarities in
low-up treatment.
Two interesting questions remain from the observa­
:is on the NIH patients. What determined who re­
"ed medication, and why did patients removed

"'''' phenothiazines for research protocols fail to re­
? With regard to the first question, our analysis

aled that symptom and prognostic statuses were
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similar for patients who did and did not receive drugs;
this suggests that variables other than clinical status
(perhaps, for example, staff anxiety or treatment atti­
tudes of the patient's psychiatrist) contributed to medi­
cation use. Consonant with this, we found that the
patient's date of admission was a powerful predictor of
whether or not drugs were used. The first 10 patients
and 8 of the last II patients admitted to the program
received drugs. We viewed this as a problem in the
treatment program transition in that about 6 months
were required to establish the program initially. Simi­
larly, toward the end of the program the treatment phi­
losophy of the unit could not be fully maintained be­
cause patients and staff anticipated a change in treat­
ment orientation. In any case, simply knowing the date
of admission and identifying patient's doctors were suf­
ficient to predict who would receive medication.

We can only speculate why patients did not relapse
when drug therapy was discontinued. It is clear, how­
ever, that relapse in chronic schizophrenic patients fol­
lowing medication withdrawal should not be gener­
alized to an acute schizophrenic population. In addi­
tion, increased symptoms after drug reduction during
an active psychotic period should not be confused with
the reappearance of psychotic symptoms (relapse) in a
recovered patient. We suggest that the 17 patients who
did not relapse after phenothiazine discontinuation
were no longer symptomatically psychotic. Medica­
tion may have been therapeutic earlier, but it was no
longer needed. The further improvement in these
patients during drug withdrawal may be related to a lift­
ing of the negative elfects of phenothiazines, with gen­
eral activation ofalfect, motivation, movement, ability
to experience pleasure, and social involvement.

Duri ng the 3 years of this program we systematically
sought our patients' impressions regarding many as­
pects of the program. This was done at discharge and
follow-up. These data suggest that patients found the
NIH therapeutic program significantly different from
programs they had participated in in other hospitals.
Generally, patients reported experiencing more an­
guish with our treatment approach, whereas they felt a
greater sense of frustration and of being "frozen in the
psychosis" in settings emphasizing drug treatment.
Many of the patients found their social experiences in
the NIH ward both gratifying and informative, and
they reported that their lives had been enhanced as a
result of their therapeutic experience. A few patients
made negative assessments; they felt their psychosis
was destructive and their attempts to understand it
were of no value. These reports highlight the impor­
tance of a continued search for subgroups of schizo­
phrenic patients who are responsive to different thera­
peutic approaches.

In conclusion, our clinical observations in a biologi­
cally oriented clinical research project employing psy­
chosocial treatment techniques argue for the feasibility
of treating acute schizophrenic patients with minimal
use of medication. The experience can be gratifying
for patients and staff. Patients in such a program have
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not fared poorly compared with patients treated in
more conventional settings. We found it possible to
use a research strategy for investigating drug-free
schizophrenic patients while maintaining a responsible
therapeutic approach to these-patients within the
framework of a medical model.
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