. residents were each identified and openly discussed.

- At-one point the group focused on the new head
‘nurse, citing her inability or unwﬂlmgness to struc-
ture ward activities and make nursing assignments.
In:her response, she indicated the staff was using
1er as a scapegoat for their feelings of hostility
toward me and the program. The residents also came
under fire for their absences and their continued
unwillingness to consider staff observations and feel-
ings. Staff were surprised to learn that the residents
were required to attend seminars and other activities
that took. them away from the ward. For their part,
tthe residents at last were able to grasp that some-
how they were ignoring staff concerns.

) Fmally, a key male nursing assistant, hitherto
,etlcent voiced the opinion that “There has to be
mething better than what we are domg If we pull

hat - declaration, five different views subsequently
merged from members of the staff about how the
oals set for the program might be achieved. It
med at last that the staff were going to take a
er look at community mental health and inyest
selves in the program. -

Staff members representing each of the five
iews ‘were named to an ad hoc committee responsi-
for developing a ward program that would work

" The plan eventually evolved into one that

ns.‘The therapeutic community, which had given
atients the responsibility for making some of the
decisions, was abandoned. Because the ward was an
missions ward, and thus had a high transiency
te,"and admitted both men and women, it could
t,: at least in the hands of the current staff, be
perated as a_more democratic therapeutic commu-
1ty A schedule of ward activities was drawn up, and
1me"s were carefully established in which the patlen ts
ould talk with the residents. Regular early morning
nds -with nursing personnel kept the residents
iefed 'on. the events of the previous night, and
ny. problems were aborted, thus easing the burden

th the doctors’ back in clearer admlmstratwe
-sta&' seemed to relax, resumed more accus-

(e ward the')r no longer felt impotent in dealing
nd. dec1d1ng the1r destmy Daily I sensed a new

together on this thing, we can make it work.” With

\'minimal strain on our resources, setting, and
hasized staff control of most administrative deci-.

"RICHARD W. SWITALSKI, M.S.

- sudden deaths have focused attention on the pote

-is also concern that long-term medication ma

low relapse rates of 20 to 25 per cent, most repor
-significant- regression in at least 40 per cent_of
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ONGERN ABOUT prolonged use of tranquil
C drugs has increased in recent years. Repor
oculocutaneous changes, persistent dyskinesia,’

tial dangers of prolonged ataractic treatment. Ther

tribute to institutionalization by reducing the ch
ic patient’s drive, initiative, and planning abilit

Unfortunately the literature provides no c
ent guidelines regarding withdrawal of tran
ing drugs. Although a few studies report relatiy

Dr. Prien was formerly project coordinatqr of th
psychopharmacology research branch collaborative studi
chronic schizophrenia at the bxometnc laboratory at G
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ournal of Nervous and Mental Disease, Vol.
/' pp. 303-308.
affey, Jr;, Leon S. Diamond, Thomas V.
srasberger, Louis Herman, C. James Klett,
arles S}Rothstem “Discontinuation or Reduction of
ronic Schizophrenics,” Journal of Chron-
April 1964, pp. 347-358.
an and Eli Alson, “Prolonged Withdrawal
m Chronic Patients,” Diseases of the Nerv-
eptember 1962, pp. 522-525.
Samuel Gershon, Ivan Sletten, Harry
izabeth Ferrell, “Withdrawal of Ataractic
phremc Patients,” Diseases of the Nerv-

rpromazme With Schlzophremc Patients,”
‘of'Psychiatry,‘ Vol. 115, November 1958,

ein, “An Evaluation of the Effects of
hlorpromazine,” New England Journal of

Rietman, "Use of Chlorpromanne and
reatment of Emotional Disorders,” Journal
edical Association, Vol. 160, January 21,

txc Patients,” American Journal of Psychz-
ust, 1961, pp. 156-158.
lson and Donald B. Peterson "Sudden

cy, or medxcal conditions contramdlcatmg the a
high doses. The upper age limit was. estabhshed
because of the possible toxic effects of h1gh- '
therapy in elderly patients. The mean age of. the
patients selected was 41.6 years; 61 per cent-w
over 40 years. Length of hospitalization ranged
two to 34 years, with a mean of 14.5 years. :

The patients were randomly assigned to one:ol
four groups; each consisted of approx1mate1y 210

- patients, 30 from each of the seven hospltals partic

pating. Those in the first group were given a' high
dose, 2000 mg. of chlorpromazine per day; in'tl
second, a low dose, 300 mg. of chlorpromaziné
day; in the third, a placebo; and in the fourth,t
physician’s_choice of medication, in Whatever dose' h
chose to administer. -

Patlents were ﬁrst observed in the1r norma

baseline period, patients who had been a551gne
high dose, low dose, and placebo ‘were shifted
those medications. All medications were ‘adm
tered in liquid form under double-blind condlt
The study perxod was 24 weeks.

ments of degree of improvement on : the Glob
Change Scale, a seven-point scale devised for the
studies that compared the patient’s clinical condition
during treatment with his previous condition. Se
ond, specific psychopathology was rated by psychi
trists, nurses, and social workers. All patlents were

12 Robert F. Prien and Jonathan O. Cole, “High Dose
Chlorpromazine Therapy in Chronic Schizophrenia,” Archives
of General Psychiatry, Vol. 18, April 1968, pp. 482-495

13 Robert F. Prien, Jerome Levine, and Jonathan
“High Dose Trifluoperazine Therapy in Chronic Schizophre-
nia,” American Journal of Psychiairy, Vol. 126, September
1969, pp. 305-313. '




'y left the study. A patient was considered relapsed
he regressed and had to be returned to prestudy
ication before the end of the 24 weeks. The
degision to terminate study medication was made
]omtl;L by the. principal investigator and the treat-
ment phys1c1an

= I HE SECOND STUDY was conducted at six of the seven

hdspitals that had participated ‘in the first study.

“Essentially the same design was used; the major dif-

ference was that the second study did not include a
physician’s-choice group. The 360 study patients were
randomly assigned to one of three groups, each con-
sisting of approximately 120 patients, 20 from each

hospital. The high-dose group received 80 mg. of

trifluoperazine per day, the low-dose group 15 mg.

" of trifluoperazine per day, and the third group a

placebo: The mean age of the study group was 41.8
years, with 60 per cent over 40 years of age. Length
of hospitalization ranged. from two to 33 years, with
a mean of 15.1 years.

~In both studies, the placebo group had a 51gmﬁ-
cantly higher relapse rate than the groups receiving
active medication. In the first study, 37 per cent of
the patients on placebo relapsed, compared with only
13° per cent of the patients on low dose and 6 per
cent of the .patients on high dose. In the second

' study, relapse occurred in 50 per cent of the placebo

group, 18 per cent of the low-dose group, and 15 per
cent of the high-dose group. Chi-square analyses
showed that the differences between the relapse rate
ofitheplacebo group and that of each of the other
groups were significant at the .05 level.

Relatively few relapses, 12 per cent, occurred
ing the first five weeks on placebo Most relapses,

- study were unable to complete the - 24 week

."prestudy doses also had a low relapse rate, 23

ol

. Belkin, “Rela

‘ Psychzatry,
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the dose of tranquilizing medication the patient wz
receiving before he was put on placebo—the highe
the dose, the greater the probability of rel
Fable T shows the relapse rate for patients on lowd
moderate, and high doses of prestudy tranquilizin
medication; all doses were converted to equival
doses of chlorpromazine. In the first study, only
per cent of the patients on low prestudy do
relapsed when medication was discontinued, coms
pared with 48 per cent of the patients on moderati
doses and 59 per cent on high doses. The correspo:
ing relapse rates in the second study were 32 pe
cent for low prestudy doses, 58 per cent for moderat
prestudy doses, and 78 per cent for high prestud
doses.

In both studies, the difference in relapse r
between low dose and each of the other dose lev
was significant at ‘the .05 level. There was no signifi
cant difference between moderate and high dos
levels. Table 1 also shows relapses by patients wh
received no tranquilizing medication before -
study; in that subgroup, only one patient in eac
study failed to complete the 24 weeks on placebo.

In the first study, the relapse rates for. th
different prestudy dose levels were analyzed by hospi
tal. In all but one of the seven hospitals, patients
low doses of prestudy medication had a lower relaps
rate on placebo than patients on moderate or hig
doses. The incidence of relapse for patients on I
prestudy doses was relatively low at each hospi
ranging from 13 to 25 per cent. However, the relaps
rate for patients on moderate to high prestudy do
varied considerably between hospitals, ranging fro
10 to 76 per cent. The possible explanation for tha
finding - and its implications are discussed els
whe1e.14 The sample in the second study was to
small to permit a detailed analysis by hospital.::

P ROBABILITY OF RELAPSE was also related to lengt
of current hospitalization. Table 2 gives relapse rat
by ‘length of hospitalization and dose of prest
medication. Patients classified as long-stay had _
hospitalized more than 15 years, and short-stay pz
‘tients for less than 15 years. The table showsthd
long-stay patients on low doses of prestudy medi
tion had a very low incidence of relapse. Only 15
cent in the first study and 13 per cent in the se

placebo. In the first study, short-stay patients on'lo

14 Robert | F. Prien, ]onathan 0. Cole, and’ Naomt
Ase in Chronic Schlzophremcs Following Abtup

Withdrawal oé Tranquilizing Medication,” British Journa
ol 115, June 1969, pp. 679-686.. '

S




Under 300 mg. Under 135 years

R Over 15 years ./

300 mg. and over Under 15 years
. . Over 15 years

TABLE 1 :
o for long-stay patients who are recelvmg low dose
: Relapses on Placebo ataractic medlcatlon '
:Dose of Prestudy Medication!

medlcatlon accounted for only about a fifth of

patients in both studies. However, both studies had
N on _ Relapses an upper age limit of 55; more than a third of the

N ' 9 oplacecbo’ N .9, . pdtients between 50 and. 55 were long-stay: patien
= - — who had received low doses of prestudy medication

Had the studies included older schizophrenics, - be

10 10

tween age 56 and 65, for example, the proportion of

34 32 patients in this subgroup might have been cons1de

ably higher. =

29 48 31 18 58 Short-stay patients and patients receiving ‘mod-
32 59 23 21 78 erate or high doses showed relatively high relapse
rates when drugs were discontinued. Probability_,_"f
relapse appears too high to commend long-term drug
withdrawal as a treatment policy for those groups o
TABLE 2 patients. It does not necessarily mean that thes
patients require all the medication they are receiv.
ing; many could possibly tolerate lower doses. That
was illustrated in Study 1, where one of the treat
Study 1 Study 2 ment groups received 300 mg. of chlorpromazirie per
day. Most of the patients who had been receiving
Re- Re- from 850 to’600 mg. of chlorpromazine before, the

N lapses N lapses study showed no significant regression on the 300 mg
. dose. That finding suggests that public mental hospi-

239, 19 479, tals should pay more attention to determining’ th
15% 15 139 minimum dosage required by chronic schizophrenics

A workable dose-reduction program could result i

23% o % sizable financial savings for the hospltal and less ris

% 23 659
of toxicity for the patient.

Study 1 Study 2

Relapses

e converted to equivalent .doses of chlor-




