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INTRODUCTION

This booklet is the outgrowth of a reg-

ular series of columns about psychiatric
drugs which began appearing in Madness
Network News in 1972.
M.D., a physician practicing in Berkeley,
California, has

David L. Richman,

written almost all of
these columns under the pen name Dr. Cal-
igari. This name comes from the classic
German silent film, The Cabinet qﬁ.vﬂ~
Caligaxi{ (1919), which in its original
form was highly critical of psychiatry
and its so-called treatment practices.

The Network Against Psychiatric Assault
(NAPA) published the first edition of
this booklet 1in March 1976. A revised
version was printed in May 1978, and now,
in March 1984, we publish this third edi-
tion, revised and much expanded.

PSYCHIATRIC DRUGS
DR. GALIGARI

MaliGrnT: MELLARIL
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......

First edition cover, 1976

The combined efforts of many people
made the current edition possible, David
Richman wrote mdst of the material,
Leonard Roy Frank and Art Mandler were
primarily responsible for editing and
production. The following individuals
made many useful suggestions and criti-
cisms: Anne Boldt, Dee dee Nihera,
Sherry Hirsch, Wade Hudson, Jenny Miller,
Barbara Quigley and Sally Zinman.

A1 the proceeds from the
igition g';]o1 to NAPA to further
e psychiatric inmates 71ibe

ment. (A partial 1isting :;;1?;v2;z:;
groups is on the inside back cover). Qr-
ganized in 1974, NAPA 1s committed pq
fighting against the use of psychiatry as
a tool of social control. In particular

we are opposed to forced drugging, elec-
troshock, psychosurgery, solitary con-
finement, restraints and involuntary com-
mitment. To end these practices NAPA has
carried out numerous demonstrations and
political actions, beginning in 1974 at
San Francisco's Langley Porter Psychiat-
ric Institute where electroshock was be-
ing forcibly administered. 1In 1976 NAPA
conducted a 30-day sleep-in demonstration
at the office of California Governor Ed-
mund G. Brown to protest the forced
"treatment" and forced labor without pay

of state hospital inmates. More recent-
ly, NAPA has held demonstrations at Her-
rick Hospital, a Berkeley shock center,

NAPA also played a key role as a member
organization in the Coalition to Stop
Electroshock, which in 1982 initiated and
led a successful ballot campaign to ban
electroshock in Berkeley. (A local court .
overturned the ban and the ruling is now
on appeal.)

Currently, NAPA sponsors a self-help
group. We look forward to working with
others to develop genuine alternatives to
the psychiatric system. These programs
would be participant-run and free of
drugs and psychiatric labeling. Examples
might be: drop-in centers, detoxification
programs to aid people withdrawing from
psychiatric drugs, residential crisis
centers . and longer-term residences.
Through these programs people could re-
ceive assistance without sacrificing
their freedom and self-respect.

Anyone who is interested in participat-
ing in NAPA activities or who would like
information about the psychiatric inmates
1iberation movement is invited to write,
call or visit our office in Room 406,
2054 University Ave. (near Shattuck),
Berkeley, California, (415) 548-2980. An
ad in the back of this booklet 1ists 1it-
erature available through NAPA. Also in
the back is an ad for Madness Network
News with subscription information.

sale of this
its work in
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Chapter 1

GETTING DRUGGED:
AN OVERVIEW

1. Why This Book? )

An estimated 35 million people in the
U.S. are regular psychiatric drug users.'
In 1975 American physicians wrote 240
million pharmacy prescriptions for psy-
chiatric drugs, "enough to keep every
American fully [drugged] for a month."
Of these prescriptions, 35 million were
for neuroleptics [e.g., Thorazine, Hal-
dol, Prolixin], enough to keep 2 million
people continuously drugged for a year.3
During 1969, 28.3% of all pharmacy pre-
scriptions were for psychiatric drugs.?*
These figures for pharmacy prescriptions
do not include the psychiatric drugs dis-
pensed in clinics and institutions.

The purpose of this booklet is to pro-
vide up-to-date, comprehensive, and eas-
ily understood information about the var-
ious psychiatric drugs. The use of these
drugs is not only widespread but growing.
Whether administered forcibly, coercively
or voluntarily, adequate information
about their nature and effects is rarely
made available. Time and time again, we
have talked to people who have experi-
enced disturbing effects without even
knowing that they were drug-related.

We hope that the information in this
booklet will help educate all those in-
volved with these drugs, including people
getting or thinking of taking them, con-
cerned family and friends and health-care
workers. Reliable information about drug
effects, toxic effects and medical com-
plications is crucial to ensure a truly
informed consent process.

1. P. Schrag, Mind Contrwl,
Pantheon, 1978), p. 136.

2. 1bid., p. 35
3. Ibid.

4. C. Muller, "The Overmedicated Society:
Forces 1in- the Marketplace for Medical
Care." Science, 176 (1972): 488-92.

{(New York:

2. Disclaimer

From the outset, we wish to make it
clear that we reject both the notion of
mental illness as a .medical disease and
the diagnostic categories based on this
model, such as psychosis, schizophrenia,
or manic-depression. To support this
model and justify the use of drugs and

other psychiatric procedures, psychia-
trists in recent years have developed
various brain  biochemical theories.

There are many natural chemicals, called
neurotransmitters, which are vital for
brain and body functioning. Nerves pro-
duce and release these chemicals, which
include: dopamine, epinephrine (adrena-
1in), norepinephrine, serotonin, acetyl-
choline, gamma-aminobenzoic acid (GABA),

histamine, and endorphins. Psychiatric
drugs interfere with neurotransmitter
chemical function and have ' inherently

toxic potentials. Psychiatrists theorize
that abnormalities in these neurotrans-
mitter chemicals cause "mental illness"
and that their drugs normalize brain
function. Our position is that there are
no grounds for accepting psychiatry's
basic assumptions concerning so-called
mental illness and its supposed bio-
chemical origins.

We also want known our strong opposi-
tion to all forms of involuntary psychia-
tric intervention, including involuntary
commitment, forced drugging, seclusion
rooms, and restraints. We oppose the use
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of electrically-induced convulsions (el-
ectroshock or ECT) and the use of psycho-
surgery (lobotomy, amygdalotomy, etc.)
under any circumstances. In addition,
we do not endorse the use of psychiatric
drugs, although we recognize the right of
individuals to decide for themselves
whether or not to use such drugs.

3. The Whys and Wheres of Getting Drugged

The use of psychiatric drugs is perva-
sive in many institutions, including
schools, prisons, hospitals, nursing
homes, institutions for the so-called re-
tarded, board & care homes, and community
mental health centers. Many people get
these drugs as outpatients from non-
psychiatric physicians because of various
bodily disturbances believed to be psy-
chosomatic or related to stress, nervous-
ness, and anxiety. These include prob-
lems with sleeping, eating and digestion,
bowel habits, heart and breathing func-
tions, pain conditions, and headaches.
Other people get psychiatric drugs as
outpatients from both psychiatrists and
non-psychiatric physicians for labeled
psychiatric problems, such as panic
attacks, phobias, anxiety, depression,
and psychosis. Finally, many people are
drugged while they are in psychiatric
facilities.

-Induced Damage )
to lock-up and "treat’ people against
their will, and the fact that this almost
always involves drugging, the struggle
for the right to refuse treatment and the
right to informed consent 1s of utmost
importance.  However, even in the best
circumstances, where there seems to be
free choice, the use of psycﬂ1atr1c drugs
almost always involves a serious lack of
straightforward information abqut_ drug
effects and toxic reactions. Th1s lnfor-
mation is essential for making active,
knowledgeable and responsible decisions
about drug use, especially for protecting
oneself from the danger of drug-induced
damage.

Almost all psychiatric drugs are de-
pressants that slow down brains and bod-
ies. The primary effect of drugs Tlike
Thorazine, Elavil, and Tlithium 1is to
place the user in a chemical strait-
jacket. These drugs "control symptoms"
by restricting the individual's ability
to think, feel and act. Furthermore,
this control often comes at the cost of
discomfort, disability, and sometimes
death.

Every drug or chemical that you take
can damage your brain and body. In medi-
cine, a drug's sought-after, beneficial
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offects are called drug effects, while
its unwanted, harmful effects are called
toxic effects, adverse reactions, and al-
lergic reactions.> Penicillin, for ex-
ample, can stop manhy bacterial 1nfgca
tions, but occasionally people have die

from sudden allergic reactions. Aspirin
can help relieve pain and reduce fever.
However, aspirin can cause stomach irri-
tation, wulcers, and hard-to-control
bleeding as side effects. It can a1§o
cause asthmatic attacks as an allergic
reaction, and kidney damage (if high
doses are used over many years)_as a tox-
jc effect. And finally, an aspirin over-
dose can poison and even kill.

Psychiatric drugs are often misleading-
1y called tranquilizers or medications.
This gives them an aura of promoting
health and well-being. Unfortunately,
that is often far from the truth in terms
of their actual chemical effects. These
drugs have the brain as their target, and
because of the brain's vital role in co-
ordinating and regulating all body organs
and functions, drug effects are felt from
head to toe. The ability of neuroleptic-
type drugs, like Thorazine, to cause per-
manent brain damage (called tardive dys-
kinesia) highlights the serious risk of
damage inherent in the use of psychiatric
drugs and reinforces the need to respect
their dangers.

Psychiatric drugs can make people feel
terrible and look weird. Because people
getting drugged often have not been warn-
ed about these drug effects, they may in-
terpret them as symptoms of some form of
mental 1illness or of physical disease.
This is especially true with the stron-
gest psychiatric drugs, such as neurolep-
tics, anti-depressants, and 1lithium,

5. Other terms include idiosyncratic drug
reactions and hypersensitivity reactions.
We believe that all of these terms are
often used to misrepresent what psychjat-
ric drugs actually do. What psychia-
trists regard as a beneficial drug effect
is often experienced by those getting
drugged as quite distressing and disabl-
ing. This 1is the drug's primary effect,
not a secondary one as terms like side
effect suggest. To correct this abuse of
language, we will use the term dwg ef-
dects in place of side effects, adverse
effects, and the like.

GETTING DRUGGED 1

I had dizziness, fainting, palpita-
tions: these were Iinterpreted as "anx-
iety” and “"trauma." I had nausea,
gagging, and this was interpreted as
"psychosomatic.” There was some feel-
ing inside of me that I was choking
and I wanted to get out of me. I had
lack of sexual desire: they said I was
afraid of my sexuality. I had jerki-
ness, muscle rigidity, cramps, tight-
ness, numbness, tingling: they said
this was my body trying to tell me
things and I was holding. back. What
was I afraid of? I had hallucina-
tions. I- was confused, disoriented.
I had the sweats. They checked me for

- early menopause. There were outbursts

from an extreme fearfulness, and this
was linterpreted as dramatics or *the
truth coming ‘out." The difficulty
thinking, concentrating, focusing, re-
calling, made me unable to read. I
wandered off when I spoke. I couldn't
think things out. Nothing made sense.
I forgot everything. When I complain-
ed, I was told this was part of my
problem. I didn't want to do these
things....Some things were dangerous,
like ‘the instant drowsiness, where I
would appear drunk. I would fall.
The slurred speech was interpreted as
my not wanting to assert myself and
get my words out, for some reason. It
seems, to some degree, that I was giv-
en medication and then treated for
symptoms it caused.

Fancher Larson, Public Hearings on Psy-,
chiatric Drugs, San Francisco, CA, July
23, 1981, )
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which we call majon depressants. The
major depressants are chemical strong-
arms used to control what psychiatrists
call disturbed or agitated behavior. The
minor depressants (like Valium and Lib-
rium) are usually voluntarily used to
relieve anxiety, primarily because of
their initial pleasant, alcohol-like ef-
fects. They also have serious problems,
including risks of addiction and with-
drawal difficulties. A1l psychiatric
drugs are potentially harmful and should
not be taken casually.

5. Where is Psychiatry Coming From?

The history of psychiatry is filled
with the use of fearsome and painful pun-
ishments. Those labeled mad have been
locked in small prison cells, chained,
whipped, and subjected to debilitating

“treatments" (see books by Hunter and

Kraepelin in Bibliography, p.59).
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In addition, psychiatric inmates were
given drugs to induce nausea, vomiting,
diarrhea, and convulsions in the misguid-
“'ed belief that such purging would help
them. Another psychiatric idea was that
- gkin wounds which were 1nfecggd and 00z-
ing ‘pus would purge "madness." Thus, the
old psychiatrists (then called alienists)

eated blisters and wounds and then rub-
‘%LH"?ﬁém with irritating drugs and pow-
dirs to make sure they got infected.

.

. was born.
. come in chemical form.

0s and through the early part
ofInt:?: -ggitur , psychiatrists believeq
masturbation (called onanism at the time)
was a main cause of insanity.  They
frightened many people w1tﬁ thls lie and,
moreover, used it to .Just1fy various
forms of genital mutilation and other so-
called treatments now recognized as out-
landish and barbaric.

6. Better Living Through Chemistry .
With the growth of the pharmaceutical
industry, especially since World War II,
the psychiatrist's new line has been th?t
pills and chemicals will solve people's
problems. When they observsd how we]l
certain drugs restrained “troublesome
patients, they developed theories of a
biochemical basis for so-called mental
illness to support the use of these
drugs. The age of biological psychiatry
Chains and straitjackets now

This new development is just the latest
in a long series of psychiatric lies and
self-deceptions. If anything, drugs make
it more difficult for people to solve
their problems. .By prescribing drugs,
psychiatrists are able to present a fa-
cade of medical Tlegitimacy. In fact,
they are drug pushers. If a drug is il-
legal and bought on the street, its use
is considered dangerous, unhealthy, and
an addiction or habit. If a drug is le-
gal, prescribed by a physician and sold
by a pharmacist or obtained through a
hospital, then it is considered neces-
sary, safe, and beneficial, and its use
is called maintenance rather than addic-
tion. Thus, there is heroin and barbi-
turate addiction on the one hand, and
1ithium and Prolixin maintenance on the
other.

Today, the largest promoters of drug
addiction are the psychiatrists and the
drug companies, and their efforts have
paid off handsomely. The psychiatrists'
median annual income 1is currently over
$70,000,% while pharmaceutical company
sales since the 1introduction of these
drugs have skyrocketed. Take for ex-
ample the case of Smith, Kline & French
(SKF), which in 1953 acquired from a-
French firm the U.S. commercial rights to

6. Medicat Economics,

o o Sept. 13, 1982,
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“Thorazine’ is “especially remarkable in that it can greatly reduce severe
anxiety, suppress the intensity of phobias and obsessions',geversc or modify
a paranoid psychosis, quiet manic or extremely agitated patients, and can
chahge the hostile, belligerent, agitated senile patient into a quiet, easily

managed patient.” _
(Winkelman, N.W,, Jr.: JAM.A. 155:18 [May 1] 1954.)

“The most reliable psychiatric agent in the control of symptoms.of psycho-

motor excitement.”
(Lehmann, HE., and Hanrahan, G.E.: Arch. Neurol. & Psychiat. 71:227 [Feb.] 1954)

Available in 10 mg. and 25 mg. tablets; 2 cc. ampuls (25 mg./cc.)

Additional information on ‘Thorazine’ is available on request.
Smith, Kline & French Laboratories

1530 Spring Garden Street, Philadelphia 1

*Trademark for chlorpromazine hydrochloride, S.K.F.

Amgrican Journal of Psychiatry, July 1954
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Drug Manufacturers and Their Products
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the neuroleptic Thorazine. By December
1953, five gonths before being marketega
this drug had been tested on only L
psychiatric inmates in the U.S. None the-
less, the FDA approved its d1str1byt1on
and SKF mounted an awesome promo§1onq1
campaign, advertising in psychiatric
journals and hiring a special Thorazine
task force of 50 detail men to pitch its
new product to psychiatrists. Within one
year two million people in th1s_country
were being administered Thorazine and
SKF's overall sales jumped by one-third.
Thorazine continued to figure pr9m1nent1y
in SKF's growth as revenues increased
from $53 million in 1953 to $347 million
in 1970.

The powerful
ceutical industry on
practices is remarkable. Through control
of drug research, development, clinical
testing, and the distribution of drug in-
formation (in both professional journals
and the public media), the drug companies
are able to shape the attitudes of prac-
tically everyone. Drug advertising and
drug public relations campaigns are often
the most important factors in deciding
how drugs are prescribed and dispensed.

7. It's A11 in Your Mind, Or is It?

There are many reasons why people ul-
timately become anxious, lethargic, sad,
confused, get ulcers, can't sleep and the
like. The possibility that these prob-
lems are being caused by an undiagnosed
medical, neurological or drug-induced
disorder should be carefully considered.
Before taking any psychiatric drug, one
should have a complete medical histopy,
an evaluation of current drug use (in-
cluding prescribed, over-the-counter or
street drugs), a physical exam, and nec-
essary laboratory tests (including x-rays
and CT scans). Medical problems may re-
quire specific treatments; for example,
those with an underactive thyroid gland
may need to take thyroid hormones,

- Contrary to what psychiatrists claim,
there is no proof that psychiatric drugs
correct any physiological 1imbalances.
They are not medications like antibiotics
for infections. In fact, evidence shows
that they frequently create physiological
problems due to their depressant and tox-
ic effects. )
1CA§ an extension of the sedating effects

of most psychiatric drugs, peop]e may be-

influence of the pharma-
drug-prescribing

e
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come depressed, sometime ;
suicide. At other timesf Eze::edpo1nt of
confused, which in psychiatric
called toxic psychosis. This conditio
which takes many forms, is often attr?i
buted to "mental i11ness" rather than re-
cognized as drug-induced.

Often, problems that occur when drugs
are stopped are in fact related to drug
withdrawal. The difficulties experienced
from drug withdrawal may be seen as a re-
lapse and used to justify resumption of
drug use.

Drugs do not solve life crises or help
people acquire the understanding, skills,
and energy necessary for success or even
survival in these difficult times. Drug
use often causes dependency and rein-
forces the belief that only an external
force or agent can solve one's problems.
The possibility of serious and at times
1ife-threatening drug reactions should
serve as a warning to those who think
they can simply drug away life's problems.

“
[Psychiatric dru@s] are used, not to
heal or help, but to torture and con-
trol. It 1is that simple. And the
.questions surrounding their use are
not scientific or medical; they are
political. When we ' talk about who
shall administer what drugs to whom
and under what circumstances, we are

talking about power over people's
lives. These are dangerous drugs,
dangerous from a physical point of

view and from a moral point of view.
They are dangerous because they imbue
the dispenser with tremendous power
and reduce the receiver to a state of
helplessness., They are especially in-
sidious because they leave no marks
and because their victims--mental pa-
tients, old people, poor people,
*criminals*--are among the most power-
less and stigmatized groups in our
society.

Janet Gotkin (co-author, TOO MUCH AN-
GER, TOO MANY TEARS), testimony, Hear-
ings, U.S. Senate Subcommittee, THE
ABUSE AND MISUSE OF CONTROLLED DRUGS IN
INSTITUTIONS (Washington: U.S. Printing
office, 1977) p. 17.




Chapter 2

CONSENT AND COERCION

1. Informed Consent.
Technically speaking,
to a medical treatment requires the pres-
ence of three elements: knowledge of the
procedure (including benefits and risks),
free choice (absence of .force or coer-

.cion), and legal competence (absence of a

court ruling of mental imcompetence).
Coercion is inherent in all: psychiatric
facilities, whether the inmate is volun-
tarily or involuntarily confined, and in
all relationships between a "patient" and
a psychiatrist, given his or her power to
lock people up. When a psychiatrist rec-
ommends or prescribes psychiatric drugs,
it's all too frequently an offer that
can't be refused. But even if there were
no coercion, informed consent from psy-
chiatric-drug candidates would be rare,

‘because psychiatrists do not fully and
accurately inform them about drug risks.

and dangers. Psychiatrists know that the
more information they divulge and the
more honest they are about these drugs,
the more resistance to taking them they
will encounter. ¢ 5 ‘

- TTT e SE B

Walter Gurbo

informed consent:

'IllllllllllIl-lllIllllllIl-l-lllllllllllllllIlI-IIIIIll"""""'--..-....-....'

2. The Right to Refuse Psychiatric Dfug§
Nowhere in the U.S. do psychiatric Tp.
mates have an absolute right to refuse
psychiatric drugs. In most states, psy-
chiatric inmates simply have no rights at
all in this connection: psychiatrists do
not have to inform them about the effects
of these drugs and may administer then
over the inmates' objections by means of
heavy-handed force and violence. " In a
few states, psychiatric inmates (particu-
larly so-called voluntary patients) have
the technical right to refuse psychiatric
drugs, but in practice, this right is
easily denjed, usually by having a psy-
chiatrist declare an emergency situation
(the inmate is said to be in danger, or
in imminent danger, of harming him/her-
self or others), by having a review panel
(almost always made up of physicians) au-
thorize the administration of drugs, or
by having, if the inmate has been ruled

tor or guardian consent to the use of
drugs. '

The situation for involuntary psychiat-
ric inmates regarding the right to refuse
drugs is particularly bad, and likely to
become worse if the American Psychiatric
Association (APA) has its way. .The APA's
“Guidelines for Legislation on Psychiat-
ric Hospitalization of Adults" includes
this paragraph:'

Since it is a prerequisite to involun-
. tary commitment that the person lacks
capacity to make an informed decision
concerning treatment, the treatment
facility shall be authorized to admin-
ister medications or other treatments
to such persons consistent with good
medical practice without their consent,
except 1insofar as particular laws or
regulations require consent. for special
‘therapies... -

1. American Jounnal of Psychiatry, (March
1983): 679. _ i

' - legally incompetent, his or her conserva--

e



WARNING!
MENTAL PATIENTS ARE NOTORIOUS

DERS

Many mental patients *‘cheek’ or hide their tablets and then dispose of them.

Unless this practice is stopped, they deprive themselves of opportunities
for improvement or remission . . . deceive their doctors into thinking that their

drugs have failed ... and impose a needless drain on their hospital’s finances.

When drug evaders jeopardize the effectiveness of your trea.tmenf program-—

SPEIFY LIGUID GONGENTRATE

THORAZINE® STELAZINE® COMPAZINE’

brand of chlorpromazine

brand of trifluoperazine brand of prochlorperazine

Liquid Concentrate is the practical dosage form for any patient who resists

the usual forms of oral medication. It can easily be mixed with other liquids

_ or semisolid foods to assure ingestion of the drug.

i £ 10 40% italizod mental patients attempt to evad Smith Kline & F i i i
i °£L’é‘n2§u‘8n?§.'ﬁ“+‘.a“dJ&;‘J‘uﬁ?&'8..1?21. B s aclogiey Atbat . Phllstuphiv. t5a 8 & & French Laboratories, Philadelphia
1)

;?3?:3}553'&. leaders in psychopharmaceutical research

Mental Hospitals, February 1962

l
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3. Drug Resisters.

‘ATT psychiatric inmates should be aware
of the fact that resistance to taking
drugs "voluntarily" almost always leads
to various forms of coercive or forced
drugging. Inmates suspected of cheeking
(pouching pills in the cheek and spitting
them out later) may be forced to take the
drug in liquid form (in juice or water)
in the presence of the staff. Drug re-
fusers may be given intramuscular injec-
tions against their will. According to
one psychiatrist, a drug proponent, "in-
tramuscular administration of (Thorazine)
increases its potency about four-fold in
comparison with doses given orally." Be-
cause psychiatrists see inmates who re-
fuse their drugs as being "sicker" than
those who comply, they are drugged more
heavily. The same holds true for those
inmates who make known their belief that
the. drugs are hamful and _poisonous,

which many psychiatrists label a paranoid’

delusion.

Psychiatrists

forcing drugs on psychiatric
to prevent violence,

even though the great majority of inmates

4. Drugs and Violence.

claim that
inmates is necessary

. icted
neither been accused nor conv
'h?—‘vi criminally assaultive act. Accord-
0 Lee Coleman, himself a psychia-
12?st wthis rationale amounts to nothing
’ .

reventive chemical deten.
tha;urt%ermore, most violence ip
tric facilities is perpetrated by
tes when they fail to comply
programs.  From this
violence 1is self-

more
tion."
psychiatri
staff on inmates
with "treatment
perspective, inmate
defense.

5. Criteria for Improvement.
Psychiatrists Tower drug dosage levels
inmate requests or

not in response to ;
pleadings, but according to their percep-
e inmate's "improvement.” Psy-

tion of th : :
chiatrists measure improvement 1n terms

of cooperativeness, reduced complaining,
conformity to cultural norms, and respect
for authority, part1cu1gr1y the}r&
Thus, inmates are faced with a serious
dilemma. If they want their drugﬁlre-
duced, they must learn to play ?he. good
patient" game. If they are ynw1111ng or
unable to play the game or if they play
it badly, they are likely to suffer Fhe
consequences of continued or even 1in-
creased drugging.

6. Dangers of Being a "Difficult Patient”.
Psychiatrists generally regard psychi-
atric inmates who fail to improve or "“de-
teriorate" (i.e., become more disruptive
or rebellious, or refuse to eat, etc.) as
prime candidates for much heavier drug-
ging and possible candidates for electro-
shock (ECT). This applies to inmates who
are labeled schizophrenic (who are on
neuroleptics), depressed (who are on
anti-depressants), and manic depressive
(who are on lithium and/or neuroleptics).

7. Psychiatric Drugs and Outpatients.
Individuals released from psychiatric
facilities are usually misled or coerced
into taking drugs as outpatients. Some,
while still institutionalized, are told,
“You are mentally 111 and will have to
take medications for the rest of your
1ife." They are then given the self-ful-
filling psychiatric cunse, "If, once re-
leased, you don't take the drugs, you'll
go crazy again and need to be rehospital-
ized." Others are told more pointedly
that failure to take the drugs will re-
sult in their being forced back into an
institution. Still others, as community
health clinic outpatients, are scheduled
for regular, mandatory Prolixin shots,

the numbing effects of which can last for-

6 weeks.
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. I - Chapter 3 - ‘
 PRESCRIPTION PRACTICES

1. Drug Names

Drug names can
each ~drug has at
names: the drug company's
the generic name.

® Trade Name: This is a drug name creat-
ed by a drug company's promotion de-
partment for its brand of a particular
drug.

e Generdic Name: This is a drug name that
is based on the chemical structure of
the drug.

For example: Thorazine is the drug com-
pany's trade name for a drug whose gener-
ic name is chlorpromazine. Smith, Kline

be confusing because
least two different
trade name and

& French has copyrighted the name Thora-

zine so that any other drug company that
manufactures and sells chlorpromazine
must use the generic name or make up its
own trade name. Thus,
trade name for USV Pharmaceutical's brand
of chlorpromazine. Prescriptions can be
written in the drug's trade or generic
name, which will appear on the bottle of
received at the pharmacy. Most

pills

doctors use the trade name 1in writing
prescriptions. The only basic differ-
ence, in most cases, between a trade-

named drug and a generic-named drug is
that the former costs more.

2. Prescriptions and Drug Information on

Drug Containers.

On both the drug prescription and the
typical plastic bottle containing the
drug there usually will be, the following

information:

A. Drug name (trade or generic name):

e.g., Thorazine or chlorpromazine.

B. Drug dose strength (written in mil-
ligrams or mg. A milligram is one thou-
sandth of a gram): e.g., Thorazine 100 mg.

C. Instructions for drug use: e.g.,
"Take, 1 pill 3 times a day.
:D. The number of pills in the bottle:
e.g., #60.

E. The expiration date of the drug (the
date when the drug becomes too old to use
safely): e.g., a prescription written and

fi]]ed in August, 1983, may have an ex-
81rat1‘gn datedof Augl;st, 1985.  WARNING:
0 not use drugs after the i i
date has passed. ) S rFaso
F. Other special instructions or warn-
ings, often on small self-adhesive
stamps: e.g., "Take drug after meals;" or
“Caution, sedating effects of this drug
may make driving or operating machinery

dangerous.

Chlor-PZ is .the

Announcing

New :
MELLARILS
(thioridazine)

SUSPENSION

per 5 ml thiondazine base equiva'ent to
25 mg and 100 mqg thioridazine HCI USP

Pleasant
Buttermint
Flavor

Offers the unsurpassed
efficacy of Mellaril’
(thioridazine) therapy...

« Eltectively retenves psychotic symptoms

Plus

* Rapid absorption —peak bloud levels
achieved faster than with tabiets

* Appudr s in the bloodstream in just 20
minutes!

* And good taste —an encouragement to
patient acceptance and campliance

* Easily administered —no meang or
masking in hquid

« Ideal for those who can't or won't
swallow lablets
The greatest use fur this dosage lorm
will hkely be among your hospitshzed
psycholic patients Your Sandoz repre-
sentalive can proavide you with additional
details 0o MELLARIL-S Suspension.

MELLARIL (thiwridazine)
EFFECTIVENESS AND
GOOD TASTE, T0O

Available Dosage Strengths:
100 mg/h mi {teaspoon}  cuwlored pale yellow
Mustroted above

26 mg/5 mi {teaspoon)  colored crange

Pharmaceutical Division
/S\ SANDOZ, INC.
WA\ East Hanover, NJ 07936

Psychiatric News, February 2, 1979
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3. Drug Forms and Strengths
_ Drugs Tn general come In various fomms

. Including pills, tablets, capsules, 1i-

- quids, intramuscular or intravenous in-

Jections, rectal suppositories, inhaled

powders, nasal sprays and adhesive band-

_ aid type patches impregnated with drugs.
Most psychiatric drugs are given as pills
(with a hard coating), tablets, ¢apsules,
syrups (elixirs), or intramuscular injec-
tions.
ing (with effects lasting 1-3 days) or
long-acting (with effects lasting 2-6
weeks from a single injection). The oral
forms can also be short-acting (taken 3-4
times a day), or longer-acting (taken
only once or twice a day). The longer-
acting forms are often called sustained
release (SR), controlled release ((R),
or spansules.

. Pills, tablets and capsules come in
various strengths differentiated by col-
or, shape and size (with larger doses us-
ually being larger pills). All drugs
have a set of numbers and letters on each
pill, tablet and capsule that are a.code
for identifying the drug with a drug in-
formation source 1like the Physicians’
Desk Reference (PDR). Examples: :

‘o Thorazine (chlorpromazine) comes in the
following strengths: 10 mg, 25 mg, 50
mg, 100 mg, 200 mg (in orange pills of
increasing size). In addition, there
is a sustained-release form called

Thorazine spansules in strengths of 30

mg, 150 mg, 200 mg and 300 mg (in
orange capsules of increasing size).

e Valium (diazepam) comes in the follow-
ing strengths: 2 mg (white tablet), 5
mg (yellow tablet), 10 mg (blue tab-
let), and a sustained-release form

called Valrelease in 15 mg yellow and

blue capsules.

The injections can be short-act-

“guidelines,

daily dose is figured out by multi.
pl;?ﬁg théystrength of pacp dose by the
number of times a day‘lt is takep. For
example, if one is taking 50 mg pills of
Thorazine, 4 times a day, then the tota
daily dose is 200 mg. '

It is important to realize that drugs
have different strengths, so that 50 mg
of 1 drug does not equa]_Sp mg of another
drug. For example, Prolixin, a neuro1ep-
tic, is much more potent than Thorazine,
another neuroleptic:
equivalent in strength to 100 mg of Thor-
azine. It is also important to note that
the dose of one type (or category) of
drug is not comparable to that of another
type. For example, 10 mg of Valium, an
anti-anxiety drug, cannot be compared
with 10 mg of Stelazine, a neuroleptic,
because they are different kinds of chem-
icals.

4, Guidelines for Drug Doses and Duration

2 mg of Prolixin is-

of Ireatment.

Dosage practices for psychiatric drugs
are generally far more random than those
for medical drugs such as antibiotics.
Although the FDA has established general
doctors frequently deviate
from them, often exceeding the recommend-
ed upper limits. There is also great
variation in the length of drug treat-
ment; often people are kept on psychiat-
ric drugs for prolonged periods of time,
even for a Tlifetime (this is known as
maintenance therapy). Psychiatrists them-
selves .often disagree with one another
about different aspects of psychiatric
drugging. More recently, there has been
a tendency toward administering large
doses of drugs, especially neuroleptics,
to contrel more vigorously those "symp-
toms" they find most disturbing. As one
psychiatrist has commented, “When in

a.c..- before meals

b.i.d. = twice a day
cap. - capsule mg.
cc. - cubic centimeter
h.s. - at bedtime

hypo - hypodermically

Common Drug Prescription Abbreviations

i.mM. - intramuscular injection
i.v. - intravenous injection

- milligram

ml. - milliliter (= cc.)
p.r.n. - as needed

q.d. - once a day

q.h. - every hour
9.1.d. -4 times a day"
sig. - instructions
stat. - imnmediately
tab. - tablet

tai.d. - 3 times 3 day
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doubt with Thorazine, tncrease the dose

rather than decrease oA

5. Titration of Drug Dosage. .

TTtration 3s the common practice Ppsy-
chiatrists employ to determine the drug
dosage given each day. They make an edu-
cated (or not so educated) guess as to a
starting dose based on factors like sex,
age, weight, health problems (especially
liver, heart, or kidney disease), nature
of the problem, and their fears of vio-
lence or disruptive behavior. Then every
day or so they increase the dose until
the drugged person becomes obviously se-
dated and immobilized or clearly toxic
(e.g., displays serious drug-induced mus-
cle reactions). Using such rough guide-
lines, psychiatrists over time adjust
dosages.

PRESCRIPTION PRACTICES 13

6.TP01ypharmacy. -
o control  "symptoms," sychiatpi
frequently prescribe severa?,ycggsggz;::
as many as 7 or 8, different psychiatric’
drugs at the same time. For example
people may be simultaneously given 2 difl
ferent neuroleptics, an anti-parkinsoni-
an, an _anti-depressant, and sleeping
pills. The variety of drug combinations
and dosage Tlevels is almost endless.
Rarely have any of these combinations
been tested scientifically. Because of
the interactions these drugs may have
with each other and with other non-psy-
chiatric drugs the individual may be tak-
ing, the effects are Tikely to be more
unpredictable and toxic than when single
drugs are used. Polypharmacy is clearly
a dangerous practice.

HALDOL® concentrate
(haloperidol) )
tasteless, odorless and colorless;

. easily added to food, juices or
water for ease of dosage
adjustrrz)qugt anzd better paltient
acceptability. 2 mg per m
haloperidol (us the lactate).

120 mi.

HALDOL

ngPERIDOL
CONCENTRATE

HALDOL?® (haloperidol) i
sterile injection 4 Pre-filled Syringe  §
for rapid control (often within hours)
in acutely aFitawd patients. 5 mg
haloperidol (as the lactate) with 1.8 mg
methylparaben and 0.2 r:g

ropylparaben per ml, and lactic acid
For pH adjustment to 3.0-3.6.

The only neuroleptic many psychotic
patients may ever need

* Rapid relief of core
psychotic symptoms

» Effective for both initial
and maintenance therapy

* Safe and effective atthe ,
widest possible dosage range™

*See Briet Summary of Prescribing
Infermation below for

contraindications, warnings,
precautions and adverse reactions.

ALDOL® wablets
e \ ( lor;idol)
in 6 different strengths, for
conv‘mhmc:‘ in individualizing
dosage. :

s95ece
mg lmg 2mg 5mg 10mg 20mg :

McNEIL
&S PHARMACEUTICAL

MENELAB, (NG Sonng Houes, PA 19477

i

American Journal of Psychiatry, November 1983




Chapter 4

- GENERAL PRECAUTIONS
R

Most psychiatric drugs are depressants
that impair the brain and nervous system.
Since the brain and nervous system con-

-~ trol all body organs and functions, the
depressant effects of these drugs can

- lead to a variety of hammful, possibly
fatal, reactions. In particular circum-
stances, however, these drugs pose great-
er than ordinary risks. Listed below are
general precautions, or warnings that ap-
Ply to nearTy all psychiatric drugs. Ad-
ditional warnings are contained in the
dpecial precautions section of each drug-
category chapter.

1. You should have a complete medical ex-
amination before taking any psychiatric
drugs. Various laboratory tests, such as
urinalysis, blood tests, chest or head
X-rays, CT-scan, or electrocardiograms
(EKG), may be necessary.  All relevant
information, including diseases you have
or have had, drugs you take or have tak-
en, operations and allergies, should be
reviewed and discussed. Of course, .the
risks and supposed benefits of psychiat-
ric drugs and alternatives to taking them
should be carefully considered. .

2. It is important for you periodically
to undergo medical examinations whjle
taking psychiatric drugs. These may 1n-
clude physical exams, neuro]ogica] test-
ing, and a variety of laboratory tests.
Each type of psychiatric drug has the po-
tential to damage certain parts of the
body. Depending on the type of drug be-
ing used, certain kinds of examinations
or tests at regular intervals will be re-

quired.

3. Psychiatric drugs are more 'dangerous
for people having any of the following
conditions: alcohol abuse, arthritis,
blood disease (anemia), brain disease
(stroke, tumors, senility), c1rcu1at1og
roblems, diabetes, drug abuse, enl?rge_
rostrate gland (in men), epilepsy( gon_
vulsions, seizures), eye disease (glau
) heart disease, kidney d3seas?,
cgma ’disease, Tung disease, Parkinson's
L}vigse stomach disease (ulcers), thy-
S s ,

e e

‘adult dosages.

roid disease, bladder disease. This 1jst

is not complete.

4, Psychiatric drugs can be very danger-
ous, even lethal, when combined witp
prescription, over-the-counter or street
drugs, especially the fo[]ow1ng ones:
amphetamines (speed), anti-convulsants,
arthritis drugs, asthma drugs or inhal-
ers, diet pills, digitalis (and other
drugs for the heart), diuretics, anti-
hypertension drugs (for high blood pres-
sure), and ulcer or irritable bowel
drugs. Psychiatric drugs are also highly
dangerous when combined with each other,
or with other depressants such as alco-
hol, antihistamines (cold pills), and
narcotics (or other pain pills).

5. Everyone reacts differently to drugs
and dosages. Of course, the larger the
dose, the more likely you are to suffer
bad effects. Children, the elderly, and
the sickly are more sensitive to the ef-
fects of these drugs and cannot tolerate
Caution should be exer-
cised when changing the level of dosage,
especially when increasing it. 1In addi-
tion, factors 1like weight and current

" physical condition need to be considered.
- 6. Avoid particularly those psychiatric

drugs to which you have previously suf-
fered allergic reactions, and be careful
of other drugs in the same category.

7. If a problem develops which may be
drug-related, it is important to discuss
this situation with a knowledgeable per-
son. Drug-induced problems can occur for
a variety of reasons, including illness,
change of drug dose, or the taking of
other drugs. ’

8. It should be noted that often when
these drugs are processed into pills,
tablets, etc., additional materials are
used, These include fillers such as lac-
tose (a sugar), dyes such as tartrazine,
and preservatives. Rarely, people have
allergic reactions .to these substances.
For example, tartrazine dyes may bring on
a skin rash or an asthmatic attack, and
in people with lactose intolerance the

W
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consumption of lactose can lead to abdom-
inal discomfort, gas and diarrhea.

9. When considering any sqrgica1 or den-
tal procedure, you should inform the sur-
geon or dentist about any psychiatric
(and for that matter any other) drugs you
are taking or have recently taken.

10. Do not use more than the prescribed
dose. Some people do this when they are
feeling more nervous and upset. It may
be that these feelings are themselves a
drug reaction which should be discussgd
with someone familiar with psychiatric

. drugs.

11. If you are taking psychiatric drugs
more than once a day and forget a dose,
just skip it and take the prescribed dose
at the next scheduled time. Don't take a
-double dose to make up for a missed one.

12. Keep all drugs in a safe place out of
children's reach to avoid accidental
poisoning. All drug containers have an
expiration date on them which indicates
when the drug becomes too old for safe
use. Throw out all drugs which have
passed their expiration date.

13. Psychiatric drugs often cause tired-
ness, lethargy, drowsiness and reduced
ability to concentrate. Because of these
sedative effects, people taking psychiat-

ric drugs should avoid driving a vehicle,"

operating dangerous machinery, or engag-
ing in any activity which requires con-

GENERAL PRECAUTIONS 15

centration and attention
sgfety. The sedating effect
ric drugs 1is often more s
when they are first taken
dose_ is increased, Special caution is
required at those times. Other drug ef-
fects may also follow this pattern.

for maximum
of psychiat-
trongly felt
or when the

14. These drugs can ,alter normal patt

of sleep, although the significznceergi
these changes is not clear. Alterations
are more likely when the drugs are taken
at bedtime. At times they can produce
unusual nightmares and other sleep dis-
turbances.

15. Drug effects on sexuality.  Human
sexuality is a complex process that inp-
volves the coordination of the brain,
senses, spinal cord (especially the lower
part), blood vessels, Tubricating glands,
pelvic muscles, erotic zones (e.g., gen-
ital areas, breasts, and 1ips), emotions,
environment and a variety of interac-
tions. A1l drugs, whether prescribed,
over-the-counter or recreational, can af-
fect sexuality. In addition, one's emo-
tional state and various medical problems
(e.q., diabetes, arteriosclerosis, thy-
roid gland disorders) can interfere with
sexual functioning. Psychiatric drugs
have the potential to hinder human sexu-
ality in various ways and do so commonly.
The following are some of the potential

sexual problems associated with the use
of psychiatric drugs, particularly the
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major depressants (i.e., neuroleptics,
anti-depressants and to a lesser extent
Tithium):

A. Men

1) Reduction or elimination of sexual
interest, drive, and of the ability to
become sexually aroused, including les-
sened sensitivity of the erogenous zones.

- 2) Difficulty or inability to have or
maintain an erection.

3) Reduction or elimination of ability

to have orgasms; poorer quality of or-
gasms; painful orgasms. ' :

4) Retrograde ejaculation. Upon or-
gasm, instead of coming out of the penis,
the semen goes into the bladder. After-
wards, for a while, urine may look milky
as semen becomes mixed with it. This is
a particular problem with the neuroleptic
Mellaril. : o

5) Priaprism (prolonged and at times
painful erection, which may require emer-
gency medical treatment). =

3. Women _
1) Reduction or elimination of sexual

interest (same as in #1 above). b

2) Reduction or elimination of nonmalr
vaginal lubrication with sexual hrousq],»
which can lead to painful attempts at in-

tercourse, :
3) Vaginismus (unusual

make intercourse painful, -difficult,

impossible). -
4) Reduction or elimination of orgasms.

SPECIAL NOTE: Psychiatric  drugs, espe-
cially the major depressants, can inter-
fere with normmal fertility in both women

and men.
research in this. area.

16. Drug effects on menstruation. Nor-
"mal menstrual cycles involve the clock-
1ike coordination of the brain, pituitary
gland, -ovaries, uterus, and the whole
body. Various factors can interfere with
menstrual cycles including psychological
state and stress, strenuous physical ac-
tivity, pregnancy, gynecological and hor-
monal problems, birth control pills and
ther drugs. Psychiatric drugs, espe-
jally neuroleptics and anti-depressants,
¢ so effect menstrual cycles. Poten-

al
' €?21 problems include:

tightening - or _

spasm of the vaginal muscles, which can.
or .

To date, there has been little

o Irregular menstrual cycles.

e Changes in patterns of menstruation
(e.g., duration and blood flow).

. Cﬁmp}ete cessation of periods (amenor-
rhea), :

It is important to remember that pregnan-
cy should always be considered as a pos-
sible cause of menstrual changes. Active
heterosexual women who are taking psychi-
atric drugs should undergo a pregnancy
test (preferably a blood test, for accur-
acy) whenever menstrual irregularity be-
comes of sufficient concern. In this’
Way, pregnancies can be immediately iden-
tified and the drug effects on developing
fetuses minimized by eliminating psychi-
atric drug intake. 1In a related jssues
bigth control pills, aside from  their
gt er dangers (e.g., blood clots) can af-
agc; psychiatric‘drug levels, As an ex-
wfzheV taking birth contro] pills along
alium tends to raise Valium levels

|
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in the blood, thus increasing their ef-
fects.  Physicians should be notified
about the combined use of any psychiatric
drugs and birth control pills.

17. Pregnancy, delivery and breast feed-
ing pose particular risks. Pregnant wom=
en and women planning to become pregnant
should avoid psychiatric drugs. Pregnant
women who are taking these drugs should
seriously consider withdrawing from them
(see chapter on Withdrawal, p.54). Psy-
chiatric drugs taken during pregnancy 1in-
crease risks for mother and unborn child
alike. Without naming specific drug cat-
egories, here are some of the potential
problems: miscarriages and spontaneous
abortions are more common; pregnancy,
labor and delivery are more dangerous;
these drugs can cause birth defects,
e.g., webbed feet, cleft palate and heart
abnormalities. The relationship between
the use of these drugs and mental retar-
dation has not been established. Even

*

After hundreds of days locked up
she's free, a scared woman, enough
pills in her purse for 100 suicides, a
total dependency on the shrink who by
this time is plaguing her with sexual
innuendo and she 1is so lonely for a
friend she can't stand it. And she
can't think and wonders how she used
to remember things and speak her
mind. She's quiet now, reads Cook
books and she's very much into drugs.
She's lonely, meets a man, gets mar-
ried--the shrink "and husband shake
hands, therapy over, she's cured.
Still lonely, she has a baby, a baby
born of a momma force-fed drugs, born
with fingers and toes webbed and the
momma thinks "thank god that's all.”
She knew, like women in Viet Nam know
-—our children are being poisoned by
white men. Men have always feared our
wombs and the power of birth. And.the
pills, stelazine, Thorazine, Prolixin
' _—they are money, they are power{ they
are death. In giving up the pills I
no longer identified ylth sickness.
My long struggle for rebirth began.

Ahni, in MADNESS NETWORK NEWS, vol. 3,
No. 6, 1976, P- 4, j 5

duced ability to bond with parents.

-fore taking psychiatric
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more uncertain and com
tionship between the y
and what is now calle
genesis (BT). BT refe
ia thavior caused b
the brain resulting from drug ex i

the womb. In additjon, bé%iespﬂ;:;: ;2
mothers taking depressant drugs tend to
be lethargic, have breathing and feeding
difficulties, muscular problems and re-

Plex is the rela-
se of these drugs
d behavior teratg-
rs to abnomalities
Y subtle damage to

In-
fants can also suffer drug withdrawal re-

actions after delivery. These can occur
hours, days or weeks after delivery,
Psychiatric drugs can not only be passed
from mother to child in utero, but also
through the milk while nursing. For this
reason, women on these drugs should not
breast-feed their children.

18. The elderly are highly sensitive to
psychiatric drugs. They are at higher
risk for developing brain dysfunction and
permanent brain damage. "Tardive dyskin-
esia, parkinsonism, and the loss of var-
jous mental functions tend to develop
spontaneously in the aged population.
Drug intoxification hastens this process,

- and with age, the drug effect and the age

effect combine."! Elderly people
should undergo thorough examinations be-
drugs and be
carefully monitored once they start. For
elderly people who have medical problems
and are taking medical drugs, the risks
of taking psychiatric drugs are even
greater. Drug dosages used on the elder-

1y should be Tower than dosages for youn-
ger adults. '

19. Psychiatric drugs can cause effects
opposite to what are supposedly intended.

The psychiatric term for this condition
is paradoxical reagtion, or toxic psycho-
sis. Those taking drugs may freak-out,
go crazy, act bizarrely, hallucinate
(hear voices, see visions), become con-
fused and disoriented, or agitated. Psy-
chiatric drugs may also render a person
"catatonic," that is, totally immobile
and apathetic.  Psychiatrists, mental
health workers and half-way house opera-
tors are apt to see such effects as signs

1. P.R. Breggin, Psychiatric Drugs: Haz-
ands to the Brain, (New York: Springer,
1983), p. 126.
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of a serjoy ' i11ness
which s form of, mental s

) then becomes the justification for
InCreased drugging. Of course, this ap-
Proach only aggravates the problem. If
Someone on these drugs begins to feel or
act weirdly, suspect the drugs. The sol-
ution to this problem is to stop whatever

drugs are being taken or at least reduce
their intake. ~

20. What psychiatrists call "depression"
-- lethargy, apathy, nervousness, hope-
]essness, helplessness and unhappiness --
_1s a serious problem often unrecognized
as drug-related (drug-induced). Because
of their depressant and debilitating ef-
fects, psychiatric drugs can make people
feel so bad that they want to kill them-
selves, either by overdosing or some
other means. Again, the solution is to

parkinsonian

thermore, if any soreness of the mouth, gums, | elderly or de
Bylate and by

or throat, or any symptoms of upper respira- | mended intranf

) tory infection occur and confirmatory leuko- | maximum totd
s with all an- | cyte count indicates cellular depression, ther- | For children,

Fkinesia may | apy should be discontinued and other appropri- | mg./kg. (Yo m
tterm therapy | ate measures instituted immediately. daily dose of 1

Hepatic—Liver damage as manifested bv ~h~ | ~~ - ange of|
greater in el- | lestatic jaundice ov k3':- Juptod

3 in E= d uneXP‘“i“ed ‘ramu
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hospitalized :
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. . res may be ?":g‘."" 1d Po
: -h oses should be l.wotg ha:fe .e[:fiig
yb  poeing factors; hig “Several patien it

flare-ups of peychotic behavior given
B

ealed acute fulminating °0/

s P of ga# lyor
. neumonitis, 85?“""‘?““’ ose i
to pneumonia of PR, ocardial lesions: of 1
dosage tric contents, or mn sy na- | Storage: Sto
antipsy i -~y revealed acute fulminating | Suspension at
jasked. .. uas h

movements | tric contents, or intramyocardial lesions. lutions may v
of the syn- | The following adverse reactions have also oc- | orless to light
bopped at that | curred with phenothiazine derivatives: sys- | any darker th
elop. temic lupus erythematosus-like syndrome, | any other way|
jecur, may ne- [ hypotension severe enough to cause fatal car- | keep tightly cl
je induction of | diac arrest, altered electrocardiographic and | suspension: ke
hown to occur | electroencephalographic tracings, altered cer- | heat and freez
recommended | ebrospinal fluid proteins, cerebral edema, po- | How Suppliet
thiazine com- | tentiation of heat and of phosphorus insecti- | mazine Hydrot
gon of psy; | cides, asthma, laryngeal edema, angioneurotic | able in multipl

red

, edema, and pigmentary retinopathy; with | mg. per ml., m
n known to | long-term use—skin pigmentation, and lentic- V'ldlng 10 mg. ¥
ness, excite- | ular and corneal opacities. single dose pre

- culan
before death. Autopey find cular

pneumonia or preumonitis, aspiration of gas- | light. Injectio

1956,

from Physicians' Desk Reference, 1977

eliminate or cut back on the drugs being
taken. The suicide risk is particularly
severe with long-acting injections of
prolixin, where approximately 7 days af-
ter the injections, as the drug level in
the blood peaks, the drug-induced despair
Yo ot its worst. A 1969 study describes
;Z'gases of severe depression, including

5 suicides, following treatment with in-
jectable Prolixin.?

21. Psychiatric drugs can cause death.
The major depressants (neuro]ept1§s,
anti-depressants and 1ithium) can bring
on "severe life-threatening reactions in
their routine dosage range." For anti-
anxiety drugs such as Valium to be fatal,
“they must be taken in very large over-
doses, and even then they are most Tikely
to be lethal only when combined with oth-
er drugs, including alcohol, barbiturates
or the various major psychiatric drugs."?®
(For additional information on. drug-
related deaths, see Neuroleptics, sect.
I1.3, p. 28).

22. Electroshock in combination with psy-

" chiatric drugs. Electroshock .(ECT) is an

inherently brain-damaging procedure and
should never be used (see "electroshock
premedications" section in Miscellaneous
Drugs, p.50). When combined with psychi-
atric drugs,  electroshock dangers are
magnified. There are clearly documented
risks when ECT is used on persons taking
Tithium (see Lithium, sect. IIL. 9, p.40).
When anti-anxiety drugs (e.g. Valium) and
sedative-hypnotics are being used, their

~anti-convulsant effects mean that more
electricity is needed to produce a con-

vulsion with ECT, Electroshock damage is
related to how much electricity passes
through the brain: thus the more elec-
tricity, the more brain dysfunction and
injury. When neuroleptics (e.g., Thora-
zine) and anti-depressants (e.g., Elavil)
are used in conjunction with -ECT, the

_risks are even greater. Published re-

pgrts of deaths resulting from ECT/Thora-
zine combinations began appearing in

soon after the - neuroleptics were
introduced.*

2, R. de Alarcon and M.W.P. Carney, "Se-
vere Depressive Mood Changes Following
Slow-Release Intramuscular Fluphenazine

Injection." British Medical Jouwwnal, 3
(1969): 564-7.

3. PR Breggin,  Paychiatric Drugs . P
4, L.B. Kalinowsky, "The Danger of Var-
jous Types of Medication during Electric
Convulsive Therapy" (letter to editor).

American Jownal of Psychiatny, 112

(March 1956): 745,
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(major tranquilizers, anti-psychotic s)

. Adult Dosage Range  Relatij

Trade Names Generic Names 1ow--mg/day--hi e S Y
Trade Names Tow high ~ Strength!
PHENOTHIAZ INES

Compazine prochlorperazine 15 |
Dartal thiopropazate 10 :gg }g
Me]lar11. thioridazine 25 800 100
Proketazine carphenazine 25 200 25
Prolixin, Permitil fluphenazine 2 20 2
gu1d§ piperacetazine 20 160 10
399015? butaperazine 10 100 10
Sereﬁt11 mesoridazine 30 400 50
Sga{Tn? promazine 50 1000 100
The azine trifluoperazine 2 40 4

horazine chlorpromazine 30 1000 100
¥1Qda1 acetophenazine - 20 120 20
rilafon perphenazine 4 64 8
Vesprin trifluopromazine 60 150 25
MISCELLANEOUS
Haldol haloperidol 1 15 2
Loxitane, Daxolin Toxapine 10 250° 10
Moban, Lidone molindone 5 225 10
Navane thiothixene 6 60 4
Orap pimozide 0.5 30 2
Taractan chlorprothixene % 30 600 100

powerful
means

delusions,
uncooperativeness,
anxiety, ag
These drugs were qsvthe oo
1950s as versions o

ITheir strong sedative effect made them

I. GENERAL INFORMATION

The neuroleptics are psychiatry's most

nerve-seizing

drugs. The

psychiatrists
manic-depressive, or psy-
Psychiatrists claim neuroleptics
can suppress symptoms, such as confusion,
hallucinations,
excitability,

gressiveness, and violence.
eloped in the early

neuroleptic

and describes the
semi-paralyzing effect these drugs have
on the brain and nervous sytem.
leptic drugs are typically used to con-
trol people whom
schizophrenic,
chotic.

Neuro-

label

withdrawal,
extreme

{stamines,

useful for inducing artificial hiberna-
tion during surgery. Introduced to psy-
chiatry in 1953, they quickly became the
major control weapons in all psychiatric
institutions, for the most part supplant-
ing barbiturates, insulin shock, electro-
shock and lobotomy. The first neurolep-
tic chemical family was called phenothi-
azines, of which the first were Thorazine

———

1. Relative strength: the strength of
various neuroleptics can be compared with
each other. For example, 100 mg of Thor-
azine is equivalent in strength to 2mg
of Prolixin, 100 mg of Mellaril, or 8 mg
of Trilafon.
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and Stelazine. An early proponent of the
neuroleptics described Thorazine as 'g
pharmacological substitute for lobotomy."

T T —————

The bdlunting of conscious motivation,
and the ability to solve problems un-
der the influence of chlorpromazine
[Thorazine] resembles nothing so much
as the effects of frontal lobotomy.
The lobotomy syndrome was familiar to
psychiatrists in 1954 [the year that
Chlorpromazine was introduced into
North America] because so many lcho-
tomized patients had accumulated in
mental hospitals. Research has sug-
gested that lobotomies. and chemicals
like <chlorpromazine may cause their
effects in the same way, by disrupting
the activity of the neurochemical,
dopamine. At any rate, a psychiatrist
would be hard-put to distinguish a
lobotomized patient from one treated
with chlorpromazine.

Peter Sterling, Ph.D., "Psychiatry's
Drug Addiction," THE NEW REPUBLIC, Dec-

ember 8, 1979, p. 17.

Neuroleptic drugs are usually given as

pills, capsules or intramuscular injec-
tions. There are two forms of injec-
tions: short-acting, which take effect

rapidly and last about as long as pills
(4 to 24 hours) and long-acting (or de-
pot) with effects that come on more slow-
ly and last as long as 6 weeks after 1
shot. The long-acting injections are us-
‘ually given every week, every other week
or at 1longer intervals. For. example,
there is Prolixin Hydrochloride which 1s
a short-acting 1injection, and Prolixin
Enanthate or Prolixin Decanoate which are
long-acting forms of the same drug. Pro-
1ixin Hydrochloride also comes in pill

form.
The range of drug dosages listed on
age 19 are drug-company guidelines: psy-
chijatrists can legally prescribe doses
above the highest recommended Tevels.
There are several important terms that

describe this practice:

I was given two chubby orange tabs

. : yati This refe
Jeptization. reters
l' iaeigragiggz of giving ngw]y adm1tteq,
0-caHed resistive or 'ag1tated psychi-
ot inmates repeated intramuscular ip-

b i articular]

j of neuroleptics, part ly

ﬂ:%3;$nson an almost hourly basis untij}
’ This is an extremely

they are subdued.
dangerous form of ¢

Psychiatrists

hemical straitjacket.
heavily drug

2. Snowing.
psycﬁiatr%c inmates they regard as as-
saultive, violent, and uncontrollable

sometimes in combination

i al drugs, that are far above the
ﬂgggméy;ded Epper-limTF doses  (i.e.,
1500-3000 mg of Thorazine or equivalent
doses of other neuroleptics). According
to one proponent of this practice, the
"snowed patient (is) rendered powerleﬁg,
under control, and often asleep.
Snowing can lead to convulsions, coma and

death.

with injections,

3. Megadosing. With the "most difficult
patients,” psychiatrists may administer
incredibly 1large doses of neuroleptics,

using daily doses of Prolixin of 1200-
1800 mg.* This is the equivalent of
60,000-90,000 mg of Thorazine, or more
than 60-90 times the recommended upper-
dosage limit. Obviously, the effects of
such drugging can be disastrous.

of straight Thorazine, which brought
me to a state resembling vegetation
within twenty minutes, One does not
argue or think in this state. After

all, have you ever argued with a rad-
ish or a yam?

Francie Schwarts, BODY COUNT (San Fran-

cisco: Straight Arrow 1972)
f : |

2, H.E. Lehmann, "Therapeutic Results

with Chlorpromazine." Canadian Medi
_Ch’ ! edical
Association Journae,. 72 (1955): 91-9.
g;aﬁhz;]iggelftggr :Ihe Snow Phenomenon:
e Assaultive." chia-
:nyA 28 (1965); 92, Uithve" Pug
« A, Rifkin, et a3 “"Ver i
Kin, 5y 'y High Dosage
E1$phenaz1ne for Nonchronic %ieatment‘
efractory Patients." Archives of

General Psychiatry, 25 (Nov, 1971): 398.

i

[
|

.



HELPS KEEP THE REAL
INREALITY

|

Effective Management of
Psychotic Symptoms

= Calms hyperactive behavior
= Controls hostility

= Decreases delusions, auditory and
visual hallucinations

= Allays underlying fear, anxiety and tension
= Lessens unusual thought content,
paranoid ideation
* Reduces emotional withdrawal
Before prescribing, see complete prescribing information

including dosage and symptoms and treatment of over-
dosage, in SK&F literature or PDR.

Indications

Based on a review of this drug by the National
Academy of Sciences—National Research Council and/
or other information, FDA has classified the indica-
tions os follows:

Effective: For the management of manifestations of
psychotic disorders.

Probably effective: For control of the manifestations of
manic-depressive illness (manic phase). For the con-
troi of moderate to severe ogitation, hyperactivity or
oggressiveness in disturbed children.

Possibly effective: For control of excessive anxiety,
tension and agitation as seen in neuroses. .
Final classification of the less-than-effective indica--
tions requires further investigation.

Contraindications: Comatose states, presence of large
amounts of C.N.S. depressants, or bone marrow depres-
sion.

Warnings: Avoid using in patients hypersensitive (e.g.,
blood dyscrasia, jaundice) fo any phenothiazine. Caution
patients about activities requiring alertness (e.g., operat-
ing vehicles or machinery), especially dgrmg the first few
days’ therapy. Avoid concomitant use with alcohol. May
counteract antihypertensive effect of guanethidine and
reloted compounds.

Use in pregnancy only when essential. There are reported
instances of joundice or prolonged extrapyramidal signs

©1967. 1968, 1969 Smith Kline & French Loboratories

in newborn whose mothers had received chlorpromazine.

Precavtions: Use cautiously in persons with cardio-
vascular, liver or chronic respiratory disease, or with
acute respiratory infections. Due to cough reflex suppres-
sion, aspiration of vomitus is possible. May prolong or
intensify the action of C.N.S. depressants, organophos-
phorus insecticides, heat, atropine and related drugs.
(Reduce dosage of concomitant C.N.S. depressants.)
Anticonvulsant action of barbiturates is not intensified.
Antiemetic effect may mask signs of toxic drug over-
dosage or physica! disorders. Discontinue high-dose,
long-term therapy gradually. :
Patients on long-term therapy, especially high doses,
should be evaluated periodically for possible adjustment

~ or discontinuance of drug therapy.

Adverse Reactions: Drowsiness, cholestatic jaundice,
agranulocytosis, eosinophilia, leukopenia, hemolytic
anemia, thrombocytopenic purpura and pancytopenia;
postural hypotension, tachycardia, fainting, dizziness
and, occasionally, a shock-like condition; reversal of
epinephrine effects; EKG changes have been reported,
but relationship to myocardial damage is not confirmed;
neuromuscular (extrapyramidal) reactions; pseudo-
parkinsonism, motor restlessness, dystonias, persistent
tardive dyskinesia, hyperreflexia in the newborn;
psychotic symptoms, catatonic-like states, cerebral
edema; convulsive seizures; abnormality of the cere-
brospinal fluid proteins; urticarial reactions and photo-
sensitivity, exfoliative dermatitis, contact dermatitis;
lactation and breast engorgement (in females on large

" .doses), false positive pregnancy tests, amenorrheq, ~

gynecomastia; hyperglycegia, hypoglycemia, glycosuria;
dry mouth, nasal congestion, constipation, adynarmic ileus,
urinary retention, miosis, mydriasis; after prolonged
substantial doses, skin pigmentation, epithelial keratop-
athy, lenticular and corneal deposits and pigmentary
retinopathy, visual impairment; mild fever (after large

..M. dosage); hyperpyrexia; increased appetite and

weight; a systemic lupus erythematosus-like syndrome;
peripheral edema. NOTE: Sudden death in patients tak-
ing phenothiazines (apparently due to cardiac arrest or
asphyxia due to failure of cough reflex) has been re-
ported, but no causal relationship has been established.
Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. and
200 mg., in bottles of 100; Spcmgsule° cogsules.?gmg..

75 mg., 150 mg., 200 mg. and 300 mg., in bottles of 50;
Injection, 25 mg./ml.; Syrup, 10 mg./5 ml.; Suppositories,

25 mg. and 100 mg.; Concentrate, 30 mg./ml. and 100
mg./ml.

Smith Kline & French Laboratarles, Philadelphia SK&F

'THORAZINE

brand of

I ' Tablets:
CH lORPRO 50 mg. of the HCI

American Journal of Psychiatry, April 1973
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11, DRUG EFFECTS

1. Non-Muscular Reactions

These effects are usually most severe
during the first few weeks or months af-
ter starting neuroleptic drugs, and then
tend to diminish as the body adjusps.
However, if the dosage levels are in-
creased or new drugs are added, these ef-
fects can continue unabated or worsen.

A.. Frequent Effects: sedation, drowsi-
ness, lethargy, difficulty thinking, poor
concentration, nightmares, apathy, emo-
tional dullness, depression, despair,
headache, dizziness, fainting (when first
standing up), nasal congestion (stuffy
nose), blurred vision, dry mouth, dry
throat, a tendency to gag, excessive sal-
ivation, drooling, loss of appetite, nau-
sea, vomiting, constipation, difficulty
in urinating, menstrual problems, sexual
problems, low blood pressure and weight
gain.

B. Occasional and Rare Effects: .

1) Skin rash, itchiness, easy sunburn
(photosensitivity) and permanent blue-
gray discoloration of the skin (usually
only after several years' use).

2) Cessation of menstrual cycles,

3) Swelling of breasts (at times pain-
ful) and secretion of milk from breasts
(galactorrhea). These problems may occur
in both women and men.

4) Increased risk of epileptic seizures.

5) Allergic form of hepatitis (1liver
disease) with jaundice (yellow eyes and
skin), which usually appears 3-4 weeks
after starting neuroleptics. There is
some evidence that Thorazine more fre-
quently than other neuroleptics: causes
this type of hepatitis.

6) Eye problems, including permanent
pigment deposits in the retina caused by
Mellaril and permanent pigment deposits
in the lens and cornea with Thorazine.
Both conditions reduce vision. Only
yearly examinations will detect this.
Drugs should be stopped 1f pigment depos-
jts appear. The neuroleptics make people
vulnerable to attacks of glaucoma.

7) Decrease in white blood-cell count
(agranulocytosis) —  causin infections
(sore throats and the like) which can be

fatal.

movements stop completely.

MELLARIL IS KIND

(THIDRIDAZINE)

TO MANY PATIENTS

» minimal drug-induced akathisia, tramor, and
m‘e! axtrapyramidal side affects

. pffective control of psychotic symptoms

American Journal of Psychiatry, August 1980

8) Paralysis of the intestines: bowel
If this hap-
pens, all drugs should be halted and im-
mediate emergency attention sought.

9) Heart problems, including <low b1lood
pressure, heartbeat irreqularities and
changes in electrocardiogram readings.

10) Interference with the body's tem-
perature-control apparatus causing either
very Tow or very high body temperatures.

[After 7 days on neuroleptics, one
young woman complained of unbearable
"fatigue"]: "I have slowed down. I
talk slower and move slower.

I feel
like.an old 1lady. I get tired from
walking around the block. I feel dis-

couraged about the future,
enthusiasm.,
fast at my jo
ality back."

gggg;TOE:' in P.R, Breggin, PSYCHIATRIC
DRUES ZARDS TO THE BRAIN (New York:
pringer, 1983) p. 34, ‘

- I have no
; can't type nearly as
oI want my own person-




'perhaps I was as "crazy

. favenously hungry-

ized, all of my behavior was attFibut—
ed by staff to my nillness.” Since I
was then in a highly vulnerable emo-

tional state, I half-believed that
" as I was con-

The lack of
de effects
since I

stantly being told I was.
information as to drug Si
contributed to this feeling,
was discovering that my body was less
and less under my voluntary control.
The repetitive pacing which I found
myself doing, and saw so many other
people doing, made me feel (at least
sometimes) that we all belonged in a
mental hospital. Thorazine side ef-
fects make us look just like the ster-
eotype of mental patients.... On sum-=
mer days, when there was an opportun-
ity to leave the ward and sit in the
warm sunshine, many of us had to re-
main indoors. I discovered this side
effect after a day in the sunshine,
when my skin started to itch pain-
fully. I was not warned 1in advance
that this would happen. Nursing per-
sonnel are forewarned of allergic skin
reactions; the PHYSICIANS' DESK REFER-
ENCE states “"contact dermatitis has

been reported...accordingly, the use

of rubber gloves when administering
Thorazine is recommended.”

Judi Chamberlin (author, ON OUR OWN),
testimony, Hearings, U.S. Senate Sub-
committee, THE ABUSE AND MISUSE OF CON-
TROLLED DRUGS IN INSTITUTIONS (Washing-
ton: U.S. Printing Office, 1977) p. 90.
[ B :

My tongue was SO fuzzy, so thick, I
could barely speak...It was so hard to
think, the effort was so great; more
often than not I would fall into a
stupor of not caring or I would go to
sleep. In 8 years I did not rgad an
entire book, or see a whole movie. I

could not focus my blurred eyes to

read and I always fell asleep at a
film. People's voices came through.
filtered, strange. They could not
penetrate my Thorazine fog; and I
could not escape my drug prison.llahe
' me constipated as we as
Temge W0 As a final misery
i ight. For 8
caused me to galn we

;2235 I took laxatives and suffered as

d dis-
d my body grow heavy an
I watche M;J'hands shook so I could

T —

puring the period I was hospital- barely hold a pencil and I was af- ‘

flicted with what Dr. Sternfeld light-
%g called "dancing legs,” a Parkinson-
ian "side-effect”™ of these chemicals.
For this I took a drug called Kemad-
rin, and if I missed a day or a dos-

dge, my shoulder muscles would tighten -

into excruciatingly painful knots and
my legs would go wildly out of control.

Janet Gotkin, testimony, Hearings, U.s.
Senate Subcommittee, THE ABUSE AND MIS-
USE OF CONTROLLED DRUGS IN INSTITUTIONS
(Washington: U.S. Printing Office,

1977) p. 15. & n &

I recently obtained a prescription

for one day's worth of Thorazine: five.
10-milligram tablets, which cost $5.10

at a discount drug store...The drug’s

major effects don't really develop un- .

til the patient has taken Thorazine
much longer than a single day. Never-
theless, in one day's dosage I got a
clear idea of what lay ahead.

Simply put, Thorazine made me stup-
id. Because Thorazine and related
drugs are called "liquid lobotomy"™ in
the mental. health business, I'd
expected a great gray cloud to descend

. over my faculties. There was no great

gray cloud, just small but unsettling
patches of fog.

My mental gears slipped. I had no
intellectual traction. It was diffi-
cult, for example, to remember simple
words. I'd start to describe some-
thing and find myself unable to remem-
ber such terms as "screwdriver® and
"volume.® Watching TV--also known as
"electronic lobotomy"--was harder than

usual: the simple plot-lines seemed
tangled. ‘ :

Bill Mandel, columnist, SAN FRANCISCO
EXAMINER, May 1, 1983,
ann
A 1977 study revealed that 29% of
all adult psychiatric inmates in Cali-
fornia's 4 state hospitals were being
administered in excess of 800 mg/day
chlorpromazine (Thorazine) or the equi-
valent dosage of another neuroleptic.

Assembly Officé of Research, California
Legislature (Daniel Chandler and Andrea
Sallychild), THE USE AND MISUSE OF PSY-
CHIATRIC DRUGS IN CALIFORNIA'S MENTAL
HEALTH PROGRAMS (Sacramento, June 1977)
info;gation on p. 103. x

torted.
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2;1mg§cu1ar Reactions

" A. Temporary Muscular Effects (extrapyr-
amidal symptoms, or EPS).5

- Abnormal muscTe reactions are a very
common effect of the neuroleptics: vir-
- tually everyone who has taken these drugs
for Tonger than a few days at moderate or
higher dosage levels has experienced EPS
in some degree. Because each individ-
ual's neuroleptic response is unique, it
is’ impossible to predict what the muscle
reaction will be. However, one is more
likely to have a serious reaction when:

® neuroleptic drugs are first used

o high doses are used

e doses are increased

® intramuscular injections

e the following neuroleptics are used:
Haldol, Lloxitane, Mavane, Prolixin,
Stelazine, and Thorazine.

Benjamin Rush, "The Father of American
Psychiatry,” called his invention the
»Tranguillizer" (1810).

' g, This term refers to one part of the
prain's muscle control system. Neuro-

1ept1c-caused malfunction of this system

'in various muscular abnormali-
r$§§1ts gEps and drug-induced Parkinsonism
;re terms often used interchangeably. .

‘Withdrawal, p.54). .
Of the 5 major types of EPS described

i nptoms will gradually
?ﬂﬁfkh3y3$ugs are'stopped. If
drugs have been used stead1jy for many
months or years, however, it caq take
several months or more for the musg %s to
return to their previous level 0 unc-
tioning. Psychiatrists use ant1-park1@.
sonian drugs in their attempts to mini-
mize EPS (see chapter on Anti-Parkinson-

Ex trapyra
disappear W

OA. Cu.nl\inas 1976
LET ME KNOW IF THERE ARE ANY

SIDE EFFECTS’

fans, p.32). But zemember, the best way
to relieve the distressing muscular ef-
fects caused by the neuroleptics is to
stop taking them (see chapter on Drug

below, only the dystonias are painful.
However, all forms of EPS can be ex-
tremely distressing and disturbing.

1) Dystonias (sudden, uncontrollable,
painful muscle cramps and spasms). These
movements can affect any muscle group in
the body.  Although neuroleptic-induced
dystonic reactions occur infrequently,
they usually are very painful, frighten-
ing and debilitating. They require emer-
%ency 3g}tent10n (see Anti-Parkinsonians
'ténf:s'arb: The more common types of dys-
® Oculogyric Crisis (fix

ed .
dden, severely pai upward gaze)

nful eye muscle




o« Why risk dystonias
. and other extrapyramidal
~ side effects when you can
.. often avoid them with

i, MELLARIL
. (thioridazine)

i TABLETS 50 mg. 100 mg, 150 mg. and 200 mg thiordazine HCI, USP

«/: CONCENTRATE 100 mg/miEach mi contains 100 mg thioridazine HCI. USP
..\ 'MELLARIL S (thiofidazine) SUSPENSION 100 mg/5 m!
Each 5 ml contains thiofdazing USP, equivalent (o 100 mg thioridazine HCI, USP

Wy
. By
‘4 c:>\

‘While extrapyramidal symptorns (EPS)
. are a noted feature of antipsychotics,
.~ MELLARIL therapy: :

. @ Provides impressive antipsychotic efficacy

- with'significantly fewer EPS occurrences than

A high-potency-agents'

- . @ Causes a significantly lower incidence of
. _dystonias than haloperidol, fluphenazine and
trifluoperazine®

@ Helps minimize the noncompliance
and relapse that can result from
unbearable extrapyramidal
reactions

spasms lock the eyeballs into an upward and shou]der shrugging ar ViR
position. movements. = g : e' o

e Spasmodic Torticullis (turning of the - - R
head to one side). Involuntary muscle ?) Akaﬂ,”s_‘a . (severe  rest
contractions on one side of the neck This condition is marked by a
pull the chin in towards one shoulder to sit or stand still, with
or the other. Any movement from this tapping, rolling-finger mo
position can be extremely difficult. ing, shifting of weight
This condition is also known as wry neck. shifting of legs while

ness, and an unpleasan

¢ Opisthotonus (arching of the back). {
Muscles along the spine from the neck centering in and aroun
to the lower back spasm and contract 4) Parkinsonism (m

- forcing the back to extend painfully. shaking).  Incre
~ Walking may become impossible. causes varying degr
\ o laryngeal-Pharyngeal Dystonia (throat wheel rig
~ spasms). Muscles 1in the back of the ments),
' th (pharynx) and the throat (larynx) ' mask-1
into spasm, causing breathing, swal-
ng, and speech problems. Breathing
£y el g el
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My four days at St. Francis Hospital
[San Franciseco] were, I believe, trag-
dcally typical. Two men in white
coats greeted me, more or less without
talking, and put me in locked seclu-
sion.
No one came in to talk with me for
more than 30 seconds at a time, and
then only to give me my food or my
drugs. The drugs--what they call med-
ication--cdme as they often do, in all
sorts of shapes and colors: in my case
four or five different pills at one
time. At first I only pretended to
swallow them and afterwards flushed
them down the toilet. But they soon
noted my tactic and insisted that I
swallow them in their presence. Know-
ing that the needle would be the re-
sult if I refused, I consented.

'All their drugs slowed me down a
bit--I reckon they didn't give me
enough to wipe me out--but otherwise I
was ba51callg the same as when I went
in: very freaked out. After 10 days
or so, however, the effécts of the
Prolixin began building up in my sys-
tem and my bodg started. g01ng through
pure hell.‘ It's very hard to describe

the effects of this drug and others

like it. That's why we use strange
words - like "zombie." But in my case

I spent two days ir isolation.’

the experience became sheer torture.
Different muscles began twitching. = My
mouth was like very dry cotton no mat-
ter how much water I drank.
became all swollen up. My entire body
felt like it was being twisted up in
contortions inside by some unseen
wringer. And my mind became clouded
up and slowed down--before I had been
reasoning incorrectly, but at least I
could reason. But most disturbing of
all was that I feared that all of
these excruciating experiences were in
my mind, or caused by my mind--a sign
of my .supposed sickness.

Prolixin, as I hope you know,
most terrifying psychiatric
the market. Suspended in a special
solution, a phenothiazine much 1like
Thorazine, it is time released soO that
it works on your body and mind for
weeks at a time. One injection every
week or two and you have a nation of
zombies, easily controlled--especially
if the threat of incarceration can co-
erce them -into appearing for their
regular injection.

is the
drug on

Wade Hudson, testimony, Hearings, U.S.
Senate Subcommittee, THE ABUSE AND MIS-
USE OF CONTROLLED DRUGS IN INSTITUTIONS
(Washington: U.S. Printing Office,

'1977) p. 36.

My tqngue'

Controlled
Drug Delivery

with new

- PROLIXIN DECANOATE

(FLUPHENAZINE DECANOATE INJECHON)

Puts control of the schizophrenic
in your hands with injections 1o 3 weeks apart
or longer with an average duration of
effect of about 2 weeks

SQuUIBB

e

American Journal of Psychiatry, July 1973

i



B. Permanent Muscular Effects (tardive

dyskinesia, or 1D).6 )

_Xﬁs noted previously, neuroleptic drugs
are capable of damaging certain parts of
the brain that control muscle movement.
Such damage can lead to prolonged or per-
manent effects on muscle tension and
movement. This condition is called tar-
dive dyskinesia (D). It is marked by
abnomal, rhy thmical, involuntary muscle
movements: most often of the mouth,
tongue, face, and Jaw. However, any mus-
cle, particularly in the extremities, can
be affected. This condition can result
in problems sitting, walking, breathing,
talking, and chewing, to name a few. Al-
though there are various forms of TD, all
the temporary muscular effects listed in
the previous section can be seen as more
lasting problems under the heading of
tardive dyskinesia.

TD muscle movements usually last 5-8
seconds, are repetitive and rhythmical,
and often make the person look strange
and spastic. The movements are affected
by one's emotional state: they increase
with tension and anxiety and lessen with
relaxation. The movements disappear dur-
ing sleep. »

Moutn movements in tardive dyskinesia
can involve sucking, smacking and pucker-
ing of th= 1ips, puffing of the cheeks
(blowing), and chewing motions. _Thgre
can be clenching of the jaw and grinding
of the teeth, with side-to-side movements

of tne jaw. Facial tics and grimacing
are commonplace. Speech can becgme
garbled and the voice nasal. A grunting

t of breatning pattern, at times quite
1i5§, can also develop. There can bpe
twisting or jerking of the head and some-
times of the entire body. Uncontrolled
finger movements, foot-tapping, and other
unusual movements are frequently observed
in TD sufferers. These effects can be
quite severe and obvious or so subtle
that only a trained eye can detect them, p
Tardive dyskinesia is a disfiguringdan
at times disabling problem, and tqe :2&
age may also involve problems of ?"31f-
intellectual functioning, apat?y, n
ference, and dementia (seni%ity Lu——
Mere can e 2 be?iﬁlﬁ:ﬁ §§2f2 damage
11. Drug-
Ign aia5§2 emotional and psycgglzgiggl
changes. Behaviors that hazgrdive i
served in association with e, b
kinesia include sharp mood ¢ s

~ the more likely it is

NEUROLEPTICg
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iods of quiet alternatin With hy
§1v1ty? unusual speech pgtterns Q?ﬁl]ﬁﬁ'
Ing aimless or yepy Toud cbnversation3
§n1 an _overall poor Tevel of unction
Ng.  Terms used to describe thig syn-
qrome have included tardive Psychosis

“1atrogenic schizopnrenia ’

. and, most pa.
cently, tardiva dysmentia, ’ e

Typically, tnis Sort of behayigr
labeled as 4 recurrence of g3
disorder" and uysed as
resuming drugging, rather than recoqnizeq
as being a result of drug-induced damage.”

Tardive dyskinesia is estimated to oc-
cur in anywhere from 20-559 of people who
use neuroleptics for 2 years or Tonger.
Uncommonly, these drugs cause TD after
only a few months' use--in rare cases,
after only a few weeks' use. There is no
way of predicting who will or will not
suffer TD from neuroleptic use. However,
those who experience drug-induced tempor-
ary muscular effects are at higher risk

is
€ o "mental
Justification for

- of developing TD than those who don't,

It also appears that the use of anti-par-
kinsonian drugs increases this risk. An-
other factor is age: the older you are,
that you will de-
velop neuroleptic-induced TD and that it
will be permanent. :
TD can appear while taking neuroleptics
at accustomed doses, but is more Tlikely
to appear after the dose is reduced or
during drug withdrawal. Quite often, it
is only after the drug-withdrawal period
that muscle movements start, indicating
that possibly permanent brain damage has
occurred. However, these movements some-
times occur only during, not after drug
withdrawal, indicating that the damage is
not permanent. This is called a with-
drawal dyskinesia . When a person first
experiences abnormal muscle movements
during drug withdrawal, it is impossible
to tell if these will stop after some
days or weeks (withdrawal dyskinesia) or
i1f they will last for a prolonged period

6. Tardive means late-appearing, be-
cause it usually takes 2 or more years of
neuroleptic use to produce this condi-

tion. Dyskinesia means abnormal muscle
novement.

7. “Mental . Illness from Psychiatric
Drugs.” Science News 124 (Oct. 1983):
214,
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Prevention of Tardive Dyskinesia

‘1. Do not take neuroleptic drugs...

2. If neuroleptics are used at all,
use them in small doses and for short

periods of time. :

3. While neuroleptic drugs are being
taken, every three months have a
thorough neurological evaluation by a
physician, preferably a neurologist,
who knows about TD.

4. Do not use neuroleptics for more
than a few weeks to 3 months without
taking breaks, called "drug holi-
days," during which the early signs
of TD may appear. For example, at
least 4 times a year, withdraw gradu-
ally from all neuroleptics and remain
drug-free for 2 weeks to a month in
order to detect any signs of brain
damage (see chapter on Drug With-
drawal, p.54). An evaluation should
be made by a physician knowledgeable
about TD. If there is any brain dam-
age, the abnormal muscle movements -
characteristic of TD will start dur-
ing or shortly after drug withdrawal.

If such movements appear, neuroleptic
use should not be resumed. : :

5. Whenever neuroleptics are stopped;
slow withdrawal might reduce the risk

of developing TD.

6. Avoid long-acting intravenous in-
Jjections of neuroleptics like Prolix-
in Decanoate. Al1 neuroleptics carry
the risk of TD, but the risk appears
to be greater with the longer-acting
forms of administration. :

gr) even indefinitely (tardive dyskines-
ia).
TD will generally surface within 2-4
weeks after complete withdrawal. It is
important to remember that the abnormal
muscle movements of TD may eventually
disappear if all neuroleptics are stop-
ped. It can take many months for this to
happen: with some people, especially the
elderly, it can take years. A recent
study reported that it can take up to 5
years after stopping neuroleptic drugs
{ For the dyskinetic movements to disappear.
" Because there is no.known remedy for
tardive dyskinesia, prevention of the

ost importance.
numerg{]ls attqutS to CO;‘_Cr'ol
is disease Wi a1l kinds of pjyc iat-
t:ns drlugs anti-convulsants (ar(1 ! other
r';eﬁrologic.;l drugs), 1ec1tgné1 ncgsospﬂa‘
tidy]l choline) and other su s; i n-
fortunately, so far no teste fent
has been more than m1njma11y success ul.
Sometimes if neuroleptic_ USE is rtesumed
or the dose increased, .TD movements may
to a halt temporarily. This merely

pask t the same time

sks the problem, whi!e a
rgﬂe underTF;'ing condition worsens as the

brain sustains further damage from the

tics. : ) .
"eﬁzﬁlﬁﬁ’epuc drugs were ijntroduced 1in
1953, and the first reports of TD sjcarted

; late 1950s. But it was

i in the
gl after hundreds of these

not until 1972,
reports had been published, that the drug

companies began including warnings about
D in their neuroleptic-drug ads and
drug-information 1iterature. And this

proble
have been

“happened only after the courts had award-

ed damages to several TD victims.
According to Peter Breggin, "Psychiatry
has unleashed an epidemic of neurologic
disease on the world, Even if tardive
dyskinesia were the only permanent dis-
ability produced by these drugs, by it-
self, this would be among the worst medi-
cally-induced disasters in history."

3. Death as the Ultimate "Side Effect"

In ads directed to psychiatrists, the
drug companies list "“sudden death" -as a
"side effect" of the neuroleptics. There
are a variety of ways in which these
drugs can be fatal: disordered body tem-
perature regulation, bone-marrow poison-
ing, convulsions, blood clots, paralysis
c_)f- the intestines, cardiac arrest, drug-
induced despair leading to suicide, and
asphyxiation caused by interference with
the gag reflex. In 1978, a New York
state medical examiner cited this last
factor in 303 of all psychiatric-inmate
deaths in Rockland County. The victims,
according to Dr. Frederick Zugibe, died
when they “vomited into their lungs be-
cause certain nerves necessary to prevent
this from happening had been deadened by
tranquilizers." He emphasized that "This
Is not unique to Rockland County. This

————

8. P.R. Breqggin, PAch. Drugs, p. 109
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Abasic goal
in establishing rapport

| with the acutely
psychotic patient...

Cooperation

ne
more quickly through
the rapid control of
psychomotor agitation

offered by

aldol

Howcanyou
_helphim
@ | if he refuses ¢

medication?

Tasteless and undetectable HaLbor (haloperidol)
Liguid Concentrate may make it possible for you
: 10 reach even highly recalcitrant psychotic patients. >
v A The liquid concentrate form of this potent anti- \
psychotic agent is not only tasteless, but colorless and
odorless as well. It can therefore be added (o any

4
: routine vehicle pleasing to the patient’s taste, inclicling &
fruit juice and even water. ,3"
L) 1 Thismakes HArsor (haloperidol ) o pecially sy &

valuable in lielping (o gain patient cooperation in ther-

apy—improving rapport with the stall —and reducing

the disruption of ward life often associated with coer-

cive methods of adminisration. ; R i

Hatoxn. (haloperidol) Concentrate has the added ad:

vantage of permiisting flexible dosage, easily adjusted to L
individual need. :

‘Harnot (haloperidol) !

oflers a high degree of ellectiveness .
i acune and dhronic schizophirenia, with PP IR
particular usclulness In acute agitation . L s
‘ayoidh several treaiment problems 3 ;

amsociated with certuln previous agents v

R : -,
g ofte mukes patlents piore Fespansive ' o
o abilitative measures S e ' 7
(A R RO 0t Rl r IR s PV ARG v LS
L bleavtablels in 3 stiengihs, Y P+ AR
A

L - %1 .
 avwell as undetectabl figuie concentite.
h‘"g‘f ’,! f'. 4%

3% T
BN L B
N P M S22l [y Ve
. P B |6 *
A1UIL

_~handle with

HALDOL

(halopendd)

.
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‘Hospital Deaths."
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 TRAOLIERS HED
N AGENT INDEATES
O NENTAL PATIETS

| £D
. AUTOPSY FINDINGS DISCLOS

» Rockland County Med‘\ca} \f.xar:;ner
Cites Dispensing Po\\c.\es
9 Large State Hospitals
e

RANAY GUPTE

The New York Times, July 17, 1978, p. 1

is going on in every institution in the
state of New York and everywhere in the
country. These deaths are not from over-
doses. The deaths are occurring -at the
therapeutic dosage level."?

The danger of a drug-induced disruption
of the body's temperature regulation sys-
tem was illustrated by a 1981 newspaper
report of the heat-stroke deaths of 11
psychiatric inmates and outpatients dur-
ing a New York City heat wave. All of
them were on neuroleptics at the time.'™

In addition, there may be many neuro-
leptic-caused deaths that are not being
reported as such. As Peter Breggin has
explained, “the drugs suppress spontane-
ous complaints about disease symptoms,
delaying treatment, and resulting 1in

deaths that seem to come wholly from

'natural causes,'" !

9. Quoted in R, Hughes and R. Brewin,
The Thanquilizing of Amenica:PilL

Popping and the American Way of Life

(New York: Harcourt Brace Jovanovich,

1979) p. 158. .
10. H. Wyatt, "Drugs & Heat Probed in 11

New Yonk Daily News,
July 16, 1981. : :

*11. P.R. Breggin,Psychiatric Drugs, p. 72.

~ bones from falls,

I11. SPECIAL PRECAUTIONS (see chapter on
General Precautions, p.14)

The following is a 1ist of special pre-
cautions and warnings to help prevent
neuroleptic-induced problems. Of course,
the best preventive measure is to stop
taking the drug. The next best is to re-
duce the dosage being taken.

1. Neuroleptics can interfere with the
heart's electrical system, causing fast
or irregular heartbeats and cardio-toxic-
ity (or heart-poisoning). These effects
can lead to heart failure and death.
These risks are higher for the elderly
and those with heart disease. Careful
medical examination, including an EKG,
before starting the drugs and regular
evaluations while they are being taken
are necessary.

2. These drugs can cause a drop in blood
pressure, especially when first standing
up, leading to dizziness, lightheadedness
and fainting (orthostatic hypotension).
If you have this problem, care should be

exercised when getting up from a sitting

or lying position. Rise slowly and hold
onto some person or object until you are
standing and no Tlonger feeling dizzy.
Failure to do so can result in broken
particularly in the
elderly.

3. Neuroleptics can impair the body's
heat-regulating system. In hot, humid
weather or with strenuous exercise, hot
tubs, or saunas, the body can become
overheated, leading to heat stroke, which
can be fatal. In cold weather, lowered
bgdy temperature can result in hypother-
mia, an equally dangerous condition. For
both problems, emergency attention should
be sought immediately.

4. These drugs can poison the bone marrow
where red and white blood cells are pro-
duced (agranulocytosis). When this hap-
pens, the number of white blood cells is
abnommally  reduced. This condition,
which can be fatal, is signaled by fre-
quent fevers, sore throats, and mouth
sores. If you have this problem, neuro-
leptics should be discontinued’ and a
blood test taken to determine your white

_blood-cell count.

5. The neuroleptics caﬁ_ make the skin
very sensitive to sunlight and sunlamps

*
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(photosensitivity). Even a small expo-
sure can result in severe sunburn and
blisters. In warmer climates this prob-
lem is more common.

6. Because these drugs can cause dry
mouth and dry throat, which make chewing
and swallowing difficult and increases
the 1ikelihood of gagging on food, it is
important to take only small bites of
food, eat slowly and chew well.

/. Neuroleptics can 1ower the seizure
threshold and thus increase the danger of
convulsions, g4 particular problem for
those with a history of seizures.

8. One unusual neuroleptic reaction in-
volves the sudden development of a hi gh
fever, profuse perspiration, rapid heart-
beat, confusion, disorientation, and sev-
€re muscular reactions (often with rigid-
ity and tremors). This condition s
called neuroleptic malignant syndrome.
In addition to stopping all neuroleptics,
emergency attention should be immediately
sought. The mortality rate for those af-
flicted with this syndrome is 12-20%.
For survivors there is serious risk of
brain damage.

9. Muscular reactions to these qrugg can
at times lead to serious complicatipns,
including:

® A state of drug-induceq " AL
which the person catatgnia," i
muscle movement i v
or impossible,

; eathin ‘ ;i,
(respiratory dystonia), g muscles

puffing, panting,

and a rapid breathi
pattern with grunts or snorts, tine

® A spasm of the throat and voic
(lahyngeai-pharyngeal
can seriously interfere
and speech,

e muscle
dystonia) that
With swallowing

10. Neuroleptics had been implicated in -J
the development of strokes with resultant
brain damage. This may happen for a var- P
iety of reasons including interference :
with blood clotting (excessive bleeding
which in turn can lead to other serious
problems), interference with the heart,
and blood-pressure problems. - &

11. Neuroleptics can increase the levelgj;,
of a natural brain hormone called prolaqg o
tin. Ordinarily, increased prolactin o
curs only during pregnancy and bre
feeding. Increased prolactin Te
cause breast swelling and secretion ¢
milk which can happen in both
men. One concern is that thes
levels of prolactin may also i
risk of breast cancer.

RELY ON
PROLIXIN

DECANOATE

The paranoid schizophrenic pat
1 suspect poor medication compliance with 1
1 prevent a compliance problem wi

(Fluphenazine Decanoate |

you are almost

] anticipate t

inadequately tr



Chapter 6

" ANTI-PARKINSONIANS

-(anti-cholinergics)

- - i —

Adult Dosage Range

Brand Names Generic Names low--mg/day--high
~ Akineton biperiden 2 6
Artane, Tremin trihexyphenidy1 2 15
Benadry1 diphenhydramine 25 200
Cogentin benztropine : 0.5 8
Kemadrin . procyclidine 2 20
Parsidol ethopropazine 50 500
Symmetrel / amantadine 100 300

o P .
I. GENERAL INFORMATIONi
" There is a good deal of confusion about
the use of the anti-parkinsonian drugs.

They are not "tranquilizers;" they are

given onfy in an attempt to reduce dis-
turbing, neuroleptic-induced muscular ef-
fects such as muscle cramps, shaking,
muscle rigidity and restlessness (extra-
pyramidal symptoms). However, while the
anti-parkinsonian drugs may reduce these

muscle. effects, they in no way lessen the

impact of the neuroleptics on the brajn,
including their potential for causing

permanent brain damage, more specifically
In fact, it ap-

tardive dyskinesia (TD). In 3
pears that the use of anti-parkinsonian
drugs may actually increase the risk of
TD."  (See "tardive dyskinesia" section
in Neuroleptics, p.27). < e

Anti-parkinsonian drugs come in both
pills and injections. - If while taking a
neuroleptic you develop sudden, painful
and distressing muscle cramps (dystonic
reactions), then get an injection of an
anti-parkinsonian drug as soon as pos-
sible. It will provide immediate relief.
If necessary, go to an emergency room for
this shot. ' Y .

—
1. People with tardive dyskinesia should
not take anti-parkinsonians. They usual-
1y worsen the symptoms of TD, although
rarely they can offer some relief.

The other, less severe neuroleptic in-
duced muscle reactions usually do not in-
volve an emergency situation. In these
instances, the anti-parkinsonian drugs
are used in an attempt to minimize muscu-
lar discomfort and difficulty. But there

AKINETON
(biperiden)

s relieves extrapyramidal reactions

a reduces akinesia and rigidity

a combines well with other anti-parkingon agents -
-lnorothantenyearsofcunkalexpeﬂ;nce

@ KNOLL PHARMACEUTICAL COMPANY

American Journal of Psychiatry, October 1973




Humanizer

B ARTANE! Trihexyphenidyl HC. it can . antl-
sometime dehumanizing exiapyramidal e'r;e(,ls orttehr?ﬂal of
psychofic drugs. MBul wihou! the crug buldup PEIZC
cumulative action anticholinergics. B And @ =

ARTANE

TRIHEXYPHENIDYL HCI

TO REMOVE THE “CHEMICAL STRAITJACKET”

LEDERLE L ARDRATORIES, A Divisaan of Amancan Cyanomid Co. Peart River, NY10965

American Journal of Psychiatry, April 1974

is controversy about these drugs because
they too have harmful effects. The anti-
parkinsonian drugs work by blocking the
activity of a natural brain and nervous-
system neurotransmitter chemical called
acetylcholine, and thus their effects are
called anti-cholinengic . These include:
dry mouth, blurred vision, constipation,
sedation, and difficulty urinating. The
controversy lies in the fact that some
psychiatrists, in their desire to prevent
muscle problems, give anti-parkinsonian
drugs to everyone taking neuroleptics.
Other psychiatrists wait until muscle re-
actions develop before giving_ these
drugs. Because of their damaging ef-
fects, it is probably better to use the
anti-parkinsonian drugs only '1f serious
muscle problems occur. If this happens,
use the anti-parkinsonian drugs for 3-4
weeks and then stop taking them to see if
the distressing muscular effects return.

1. DRUG EFFECTS

dry mouth and dry

1. Frequent Effects: |
throatq (possibly with problems t?lking
‘and swallowing), blurred vision {espe

. , ision), constipation, diffi-
cially near vision) wsiness and fatigue,

culty urinating, dro ]
dizziness, mild nausea, and nervousness
_depres-

2-.Occasional and Rare EffectS:vomitinQ.
sion, weakness, severe qﬁi:e%hnds, s
insomnia,  numbness OF .Mpe" salivary
rash jnflammation O noblems, dif-
glanas, confusion, memoryxug] roblems,
ficulty reasoning  S€ 0% .nd  toxic
fainting, rapid heartbeat, )

PSychosis.

ANTI-PARKINSONIANS 134

IT1. SPECIAL PRECAUTIONS (see chapt
General Precautions, p.14) prer on

1. Elderly males with prostate enlarge-
ment are particularly vulnerable to prob-
lems urinating while taking anti-parkin-
sonian drugs. This can lead to an ina-
bility to urinate, which is not only ex-
tremely painful but also a medical emer-
gency.

2. These drugs can bring on an attack of
glaucoma (eye disease with pain and pos-
sible loss of vision).

3. These drugs can speed up the heart and
at times cause palpitations, which makes
them especially dangerous for the elderly
and those with heart disease.

Special Warning:
Anti-Cholinergic Poisoning

The anti-parkinsonian drugs can trig-
~ger a form of toxicity known ‘as an-
ti-cholinergic poisoning. Many psy-
chiatric, medical, over-the-counter
drugs, and even certain herbs have
anti-cholinergic properties. When 2
or more psychiatric drugs with anti-
cholinergic properties are taken at
the same time (particularly when
neuroleptics and anti-parkinsonian
drugs are combined), the risk of de-
veloping anti-cholinergic effects,
including poisoning, is considerably
increased. These effects are cumula-
‘tive. The symptoms of anti-choliner-
gic poisoning are: delirium (toxic
psychosis), confusion, disorienta-
tion, delusions, hallucinations, agi-
tation, nighttime restlessness, in-
somnia, nightmares, dry skin, fever
(with risk of heatstroke), red skin
(especially in the face), severe dry
mouth and dry throat, constipation,
paralysis of the intestines, inabili-
ty to urinate, heart irregularities
and poor muscle coordination and im-
balance. Life-threatening convul-
sions and coma can occur. ‘




Chapter 7

ANTI-DEPRESSANTS |

. Adult Dosage Range

Etrafon =

Triavil = Elavil + Tri]afqn

Trade Names Generic Names low--mg/day--high
TRICYCLICS

‘Adapin, Sinequan doxepin 4 25 300

Aventyl, Pamelor nortriptyline 25 100

Elavil, Endep - ‘amitriptyline 25 300

Norpramin, Pertofrane desipramine 25 300

Surmontil o trimipramine 25 300

Tofranil,' Janimine, SK-Pramine imipramine 25 300

Yivactil o , protriptyline , 5 60

NEWER VERSIONS OF TRICYCLIC-TYPE DRUGS

Asendin N ' amoxapine 50 300
Desyrel . trazodone 50 600

Ludiomil - o - maprotiline 25 225

Wellbutrin (soon to be released) bupropion 150 750

Zelmid (soon to'be released) zimelidone. 100 300

MAO INHIBITORS" (monoamine oxidase)

Marplan ‘ ' i socarboxazid 10 30

Nardil phenelzine 15 90

Parnate tranylcypromine 10 30

COMBINAT IONS 2 (ah’anii;aepressaht with another category of drug in a single pill)

Elavil + Trilafon- (a neuroleptic)
~Limbitrol = Elavil. + Librium (an anti-anxiety drug).

PSYCHO ST IMULANTS 3+ (amphetamfnes-and quasi-amphetamines, particularly Ritalin)

1. Tofranil-PM is a 1bnger-ac£ing pill
taken once a day at bedtime, '

2. These drugs come in various strengths,
e.g., Triavil 2/10, 2/25, 4/10, 4/25,
which mean Trilafon 2 mg/Elavil.10 mg and
so on. Such "fixed" combinations make it
difficult to adjust  dosages (see
ngitration” in Prescription Practices

13). The supposed advantages of phese
gémbinations are that fewer individual

pills reed

to be taken and that the cost

is less. However, combination drugs are
but another form of polypharmacy (see
p.13) and carry with them similar dan-
gers, including drug-interaction problems.
3. Psychostimulant drugs are {nfrequently
used for depression. Today the FDA doés
not allow physicians to prescribe
amphetamines for depression, but it does
allow them to use the quasi-amphetamines,
like Ritalin, for this purpose, mostly in
the elderly (see ‘Psychostimulants, p.45,
and Geriatric Drugs, p.48).

""




I. GENERAL INFORMATION thZhe tr1'<:]yc1t1'_cs are almost j
; i y ‘L d neuroleptics, with ma ¥
ts prescribe anti-depres p ny rt
saii?hgtm;hat pthey call depression. ‘gS]darp"gb]e::“? 1 common.  However, mys:
"Symptoms" of depression include Tow en- kinesiaeaacr:zo?:;slf?y?;ul?]nf tardive dys
ergy, unhappiness, anxiety, grief, 1in- Cych'cs., quent with the_tri:a.

somnia, loss of appetite, loss of sexual
interest,  tearfulness, and apathy.
These are some of the very same symp-
toms which the major depressant drugs
(neuroleptics,  anti-depressants, and
Tithium) often produce.

Psychiatry's  first  anti-depressant
drugs were basically stimulants, or up-
Pers, with amphetamines the most widely
used. These drugs induce euphoria and a
sense of energy, but their mood-elevat-
1ing effects are short-1ived. Moreover,
after a period of time, this pleasant
state  changes to a very unpleasant
state, or dysphoria. There are also
Serious withdrawal problenms, including a
rebound depression, which indicates the
drug's addictive nature. Debilitating
cycles are often set in motion when ad-
dicts continue using the drugs to pre-
vent withdrawal depression.

The anti-depressants used today fall
into two major chemical categories: the
tricyclics and the MAO inhibitors (mono-
. amine oxidase inhibitors). These drugs
. were accidentally found to have some
~ mild mood-1ifting effect, although they
~ are not true stimulants, 1like the am-
phetamines. The tricyclics and MAO in-
hibitors, in fact, have primarily de-
~ pressant effects on the brain, but mild
~ stimulation can occur after a per:lod of
~ time, usually 2-4 weeks. Their so-
| called anti-depressant effect has been
escribed as a dulling of depression.
other words, because of their depres-
t effects, one feels less of every-
ng, including less depressed. T‘hi_,;s1
ning effect on emotions and mood
“be very unpleasant, Seda‘t'jngv- 5“"
ately toxic. A0 LA
, even t

L )

arapidly activating anti

4

he stimulant




36 ANTI-DEPRESSANTS

There are facts about the new anti-
- depressants that are of special concern:

1. Asendin. This drug is much 1like
the neuroTeptic Loxitane and has many of
the same serious risks as the neuro-
leptics in general. Thus, there are now
reports of Asendin causing extrapyramid-
al symptoms, tardive dyskinesia, sexual
problems, menstrual problems, and bone-
marrow poisoning. Moreover, a recently
published study reports that Asendin has
been associated with mortality and seijz-
ure rates far in excess of those for
other anti-depressant overdoses.*

2s Des§re1. This drug has marked sed-
ative effects, frequently causes ortho-

static hypotension (lightheadedness or
fainting when first standing up), and
tends to be more irritating to the stom-
ach. It can also cause headaches, de-
creased appetite (with consequent weight
loss), and heart problems, which are of
particular concern to the elderly and
those with heart conditions.

3. Ludiomil. Like the tricyclics, Lu-
diomiT carries risks of anti-cholinergic
problems, orthostatic hypotension, skin
rash, and sedation. The major drug ef-
fect of Ludiomil, however, is seizures.
One psychiatrist recently reported that
"seizures are occurring very frequently
with this drug. In fact, some of my
neurologist friends tell me that most of
the referrals they're getting now [for]
new patients with" epilepsy are patients
who've been treated with Ludiomil."®

I1. DRUG EFFECTS
1. TRICYCLICS

A. Frequent Effects: sedation, drowsi-
ness, lethargy, difficulty thinking,
headache, dizziness (upon arising),

blurred vision, dry mouth, nausea, :on-
stipation, and weight gain.

4, "Warning Sounded on Deaths from Anti-
depressant Overdose." Psychiatrnic News,
Sept. 16, 1983. . | |

5. Leo E. Hollister, quoted in "“Newer
Antidepressants Used after Initial Drug
Fails," Clinical Psychiatry News,  June
1983.

B. Occasional Effects: confusion, poor
concentration, memory problems, night-
mares (especially when taken just before
sleep), panic feelings, extreme rest-
lessness, salivation, excessive sweat-
ing, nasal congestion, abdominal cramps,
frequent urinating, sexual problems,
menstrual problems, skin rash, easy sun-
burn, numbness and tingling of skin,
shakiness, and breast enlargement.

C. Rare Effects: delusions, manic re-
actions, delirium, seizures, fever, low-
ered white blood cell count {with risks
of infection), hepatitis (1iver damage),
and heart attacks and strokes (especial-
ly in the elderly).

2. MAO INHIBITORS

A. Frequent Effects: low blood: pres-
sure, fainting {when standing up), rest-
lessness, insomnia, dry mouth, blurred
vision, nausea, loss of appetite, diz-
ziness, drowsiness, weakness, constipa-

tion, headaches, muscle tremors and
twitches.

B. Occasional Effects: confusion, mem-
ory problems, facTal redness (flushing)
and warmth, 1impaired 1liver function,
difficulty urinating, sexual problems,
numbness and tingling of the skin, pal-

pitations, and problems with balance and
coordination.

C. Rare Effects:

skin rash, hepatitis,
muscle spasms, and ooy

manic reactions.




II1I. SPECIAL PRECAUT}ONS (See chapter on
Tenera] Precautions, P.

1. TRICYCLICS

A. The tricyclic anti—depress%ntiiggn
damage the heart (see Neurolep g
sect, II1,1, p.30). This risk is ﬁSp t
cially serious for the elderly and hear
patients.

B. The tricyclics can cause a drop in
blood pressure 1leading to dizziness,
lightheadedness, and fainting (see sect.
I11.2, p.30).

C. These drugs can impair the body's
heat-regulating system, which in hot
weather can lead to heatstroke (see
sect. III.3, p.30). -

D. The tricyclics can reduce white
cell production causing frequent fevers
and sore throats (see sect. III.4, p.30).

E. These drugs can cause dry mouth and
dry throat leading to swallowing and
gagging problems (see sect. III.6, p.31).

F. These drugs can Tlower the seizure
threshold, increasing the danger of con-
vulsions (see sect. III.7, p.31).

G. Some physicians prescribe tricyc-
lics, especially Tofranil, to children
who wet their beds (enuresis).
here basically is the use of a tricyclic
"side-effect," partial paralysis of
bladder function, in an effort to nor-
malize bladder habits. This is a par-
ticularly ridiculous and dangerous stra-
tegy. In addition to subjecting the
child to all the toxicities of these
drugs, including problems with aggres-
sive and rage reactions, children in
trying to please their parents have at
times unintentionally poisoned them-
selves in the mistaken belief that tak-
ing more of the drug would lead to bet-
ter bladder control.

H. The tricyclics when used with other
drugs can have disastrous, rarely fatal,
consequences. The tricyclics should not
be combined with the following drugs:
adrenalin, anti-coagulants, anti-par-
kinsonjans, cold and allergy pills, de-
bressants (especially alcohol), MAQ 1n-
hibitors, nasal sprays (decongestants),
and neuroleptics. (See also Gene:a1
‘Precautions, sect. 3, p.14). The seda-

Involved: -
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tive effects of the tricyclics are addij-
tive to those of other depressants.

[. The tricyclics are one of the most
toxic depressant drugs. Overdosing, ac-
cidental or intentional, occurs fre-
quently. As little as 10 times the
daily dose can be lethal. Children have
been killed with accidental overdoses:
these drugs should be kept out of their
reach. More people have ‘killed them-
selves with tricyclics than with any

other psychiatric drug, including bar- :

biturates. In cases of overdosing, em-
ergency attention should be sought im-
mediately (see chapter on Overdosing,
p.52).

2. MAO INHIBITORS

A. These drugs can reduce blood pres-

sure significantly, causing_ dizziness
and- fainting (see Neuroleptics, sect.
I11,2, p.30). ‘

8. Eating food containing the natural
chemical tyramine while taking MAQ in-
hibitors can cause dangerous and occa-
sionally 1ife-threatening reactions
characterized by extremely high blood
pressure with consequent risk of stroke
or heart attack. Foods with tyramine

‘include: aged cheese (brie, blue, ched-

dar), avocado, beer, chicken Tliver,

© _chocolate, cream, fava beans, fermented

food of all types, lox, pickled herring,
raisins, sauerkraut, sausages, sour
cream, wine (especially sherry and Chi-
anti), yeast extracts, and yogurt. If
you are taking MAO 1inhibitors, you

. should obtain a complete 1ist of prohib-

ited foods.
consumption.

C. Because of potentially grave, even
lethal, drug interactions, the following
drugs should not be taken with the MAQ
inhibitors: alcohol, adrenalin, anesthe-
tics (including dental drugs 1ike nova-
caine), anti-parkinsonians, cocafne,
cough and cold medicines, antihista-
mines, narcotics (especially meperi-
dine), nasal sprays, and tricyclics (see
also General Precautions, sect. 3, p.14).

D. These drugs are even more toxic
than the tricyclics. ‘Overdosing is com-
mon, As 1ittle as 6 to 10 times the
daily dose can be lethal (see chapter on
Overdosing, p.52).

Avoid excessive caffeine




Chapter 8

LITHIUM

- (anti-manic-depressive, anti-manic)

, _Trade Names

Cibalith-S (a syrup)
Eskalith

Eskalith CR (slow release)
Li thane ,
Lithobid (slow release)

Li thonate

Li thotabs

Pfi-Lith

Generic MHames

1ithium citrate

Tithium carbonate
1ithium carbonate
1ithium carbonate
1ithium carbonate
1ithium carbonate
1ithium carbonate
Tithium carbonate

The typical dosage range is 600 to 1800 mg/day, usually 300 mg pills taken 3 or 4
times a day. Eskalith CR and Lithobid are taken only twice a day.

1. GENERAL INFORMATION

Lithium is a relatively new psychiatric

chemical controller, having been first
marketed in the early 1970s. It is given

to control so-called excited and agitated

states, often in people labeled as having
a manic-depressive disorder, or mood dis-
order. For many people, Tithium is used
as a life-time, "maintenance treatment"
like insulin for diabetes. They are told

their disorder is caused by an internal

biochemical imbalance that 1ithium sup-
posedly corrects. However, there is no
proof to support this theory, and 1ithium
is an extremely poisonous

variety of other problems, including al-
cohol abuse and "impulsive behaviors" in
children as well as adults. :

Like the other major depressants, 1ith-
jum is basically a downer. Unlike all
other psychiatric drugs, which are organ-
ic chemicals, 1ithium is an inorganic el-
ement (a mineral), that is given in salt
form (usually Tlithium carbonate, some-
times lithium citrate). The body doesn't
break down and metabolize 1ithium. It
enters and leaves the body in exactly the
same form. The kidneys remove most of

the lithium from the body through unrina-

- kidney damage and death.

S substance. .
Lithium is also given to people with a’

tion. Unfortunately, the almost inevit-.
able result of this process is 1lithium-
induced kidney damage. It is still un-

' _c1ear how often this damage becomes more

‘than a minor problem.

~ Lithium becomes particularly hazardous
when too much of it accumulates in the
body. Therefore, the use of Tithium de-
mands even more care and attention than
the_ use of other psychiatric drugs.
Lithium toxicity can range from mild to
severe. in degree, If serious enough,
toxicity can lead to permanent brain and
! The so-called
therapeutic level of 1ithijum is consider-
ed to be 0.8 to 1.2 mEg/ (mEq/1 = milli-
equivalents per liter). When blood 1ith-
ium levels go over 1.5 mEq/1, there is a
serious risk of 1ithium poisoning. With
levels over 2.0 mEq/1, the risk is grave.
However, at times people can become 1ith-
fum toxic at therapeutic levels (i.€-s
below 1.2 mEq/1), so the blood test iS
not without its limitations.

It usually takes severa] weeks for the
full, controlling effects of 1lithium to
develop; as a4 result other psychiatric
drugs, espec1a[1y the neuroleptics, . are
often used during this pPeriod, with sig-

nificant risk of danger i .
tions. gerous drug interac
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I1. DRUG EFFECTS

1. Frequent Effects: ing:reased_tm;g:
frequent urination (at times gu1te£ gl
tressing), nausea, diarrhea, f1ne sha lh?
(tremors) of the hands, drowsiness, Le -
argy, apathy, muscle weakness, lighthea
edness, dizziness, difficulgy thjnk1qg
and concentrating, weight gain, rise 1n
white blood cell count (leukocytosis),
and rise in blood sugar.

2. Occasional Effects:
abdominal aches, vomiting, feelings of
being dazed or internally restrained,
bed-wetting (due to lithium's effects on
the kidneys), and decreased appetite.

3. Rare Effects: thyroid gland insuffi-
ciency with possible thyroid enlargement
(goiter), headache, hallucinations, de-
1irium, confusion, disorientation, sexual
proplems, skin rash, aggravation of psor-
iasis, acne, swelling of ankles and
wrists, insomnia, seizures, catatonia
(trance-like state), slow heartbeat and
other EKG abnormalities of unknown signi-
ficance, hair loss, muscle twitching, co-
ordination difficulties, low blood pres-
sure, restlessness, blurred vision, dry
mouth, aggravation of pre-existing tar-
dive dyskinesia, and a particular kind of
increased frequency of urination called
nephrogenic diabetes insipidus

not related to ordinary forms of diabe-
tes).

metallic taste,

(which is

LITHIUM
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[II. SPECIAL PRECAUTIONS (see ch
General Precautions, p.14) HST G

1. WARNING: Because the so-
peutic" level of lithium i
very close to its poisono
ium demands extreme
guidance. Lithium poisoning does occur
and can be fatal. To minimize this risk
the following precautions should be taken:

A. Before starting 1ithium, undergo
medical tests to determine the state of
your general health, especially with re-
gards to kidney function. Tests should
be made periodically while taking 1ithium.

B. When Tithium is first started, 1ith-
jum levels should be checked with blood
tests every 2 or 3 days, then once a
month for up to 6 months, then regularly
once every 3-6 months. Lithium should
not be taken in the morning of the day of
the Tithium blood test.

C. Take adequate amoupts of salt and
drink 8-10 glasses of .water or other
fluids daily. In other words, 1ithium

should not be taken with a 1low-sodium
diet. '

called "thera-
n the blood js
us level, 1ith-
care and medical

2. Conditions when 1ithijum pofsoning is
more 1ike1ybto occur:

A. When a suicidal overdose is taken.

B. When more than the prescribed dose

George Frederick Handel
168;91’759), known for his swings »

srom depression to mania, qomposle
his majestic Messiah oratorio in only

Now available from Dome:

To help you bring modern.
therapy to a classic syndrome...

Lithane :-
(lithium carbonate)

A basic element provides

- control of the manic phase
of manic-depressive psychosis
in responsive patients.

ix waeks. If he were living today, ke
/] ﬁ:,r:l:lm would probably control his e
symptoms. .

= e

Psychiatric News, January 19, 1979
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és taken;. Sometimes'people,do not follow
Osage  instructions and accidentally
overdose themselves.

C. Any time there is prolonged, heavy
Sweating, hot weather, or strenuous phys-
1cal activity. These conditions can lead
-to lToss of body water (dehydration) and,

in turn, higher 1lithium levels in the
blood. -

D. Any time the regular amount of table
salt and water is reduced, or normal body
fluids are lost. These conditions can

*occur whenever there is decreased appe-

tite, nausea, vomiting, diarrhea, or
fasting. :
E. Any time diuretic drugs (water

F. Any time a low sodium (low salt)
diet is followed, as with people suffer-
ing from high blood pressure. '

G. When kidneys are damaged or become
infected (the kidneys regulate the amount
of Tithium in the body).

H. Any time you have the flu or 'any
significant illness. )

I. Unaccountably, some people become
lithium toxic even though blood tests in-
dicate a "therapeutic" Tithium level.

3. Early symptoms of 1lithium poisoning:
sluggishness, drowsiness, extreme rest-
lessness, slurred speech,. rough shaking
of hands, muscle twitching, lack of coor-
dination, staggering walk,
state, nausea, vomiting, and diarrhea.

4, IF LITHIUM POISONING IS SUSPECTED,
STOP TAKING THE LITHIUM IMMEDIATELY. No
harm will come from this. Get immediate
medical attention, including a 1ithium
blood-level check. Failure to deal with
1ithium poisoning within 2 or 3 days can
lead to convulsions, coma, permanent
brain damage, and death. The way you
feel and your general health are more im-
portant than any blood test in determin-
ing whether or not Tithium should be

stopped due to ‘suspected poisoning or

other bad effects. ;

5. SPECIAL WARNING TO WOMEN: Pregnt
wémen should not take 1ithium. It is es-
difficult to. control 1ithium.

1 '
¥g$;$s yduring labor and delivery; and

i 1ike other psychiatric drugs,
llxhlég:se birth defects. Women should

—— —— =
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* combination. It

drunk-like

never breast-feed while taking T1ithjum,
(See General Precautions, sect. 17, p.17),

6. WARNING TO THE ELDERLY AND THOSE WITH
HEART DISEASE: lithium can be harmful to
the heart, although apparently '1ess S0
than the neuroleptics and anti-depres-
sants. The elderly are usually far more
sensitive to lithium than younger people,
and may only tolerate much lower doses.

7. Lithium combined with other drugs can
cause dangerous and -possibly fatal drug
interactions (see General Precautions,
sect. 4, p.14). Extreme care should be
taken when lithium is used with neurolep-
tics. There have been numerous reports
of severe "neurotoxic" reactions, partic-
ularly with lithium and Haldol, a common
is not known why some
people are more sensitive to serious
problems with neuroleptic/1ithium combin-
ations, or who they are in advance of
their taking such combinations.

8. Lithium's ability to cause a fine
tremor can lead to problems with hand-
writing and holding cups, etc.

9. WARNING: when electroshock (ECT) is
combined with 1ithium, the risk of a cat-
astrophic reaction, including prolonged
states of confusion and delirium, with
serious brain dysfunction and possibly
permanent damage, is very high.

10. Lithium can cause permanent, serious
kidney damage. Lithium diminishes the
kidney's ability to concentrate urine,
which results in an increased need to ur-
inate (polyuria). Over time, this con-
‘dition usually becomes permanent, but for
most people such damage to the kidneys is
relatively minor. Anyone with kidney
problems is at greater risk to suffer
more serious effects. Even people with
no kidney problems can develop serious
lithium-induced kidney damage, including,
rarely, kidney failure. Lithium toxicity
increases this risk.

11. | Rubidium, another miner91 salt, 'is
currently being tested. It is very sim-
ilar to lithium and may some day become
another psychiatric control tool.  Psy-
chiatrists are also experimenting with an
anti-convulsant drug named Tegretol (car-
bamazepine) for use on so-called manic-
depressives. Tegretol has a variety of
potentially toxic effects, especially
when combined with 1ithium.

e ——————



Chapter 9

ANTI-ANXIETY DRUGS

(minor tranquilizers, minor depressants)

? Adult Dosage Range
ic Names 1ow--mg/day--high
Brand Names Generi 10w nigh
BENZODIAZEP INES -
Ativan lorazepam ; ég
C prazepam
e e flurazepam 02 e N
Halcion , triazolam . 15' 100
Librium? ' chlordiazepoxide 2 160
Paxipam halazepam 15 30
Restoril' temazepam ’ 50 120
Serax : oxazepam ' 35 60
Tranxene ' clorazepate A 60
Valiunm diazepam 4
Xanax 2 \ alprazolam 0.25
MISCELLANEOUS .
Atarax, Vistaril hydroxyzine 50 400
Miltown, Equanil meprobamate 200 1600
Tybatran, Solacen tybamate 250 . -1200
: I. GENERAL INFORMATION
s Hel | As psychiatrists (and other physicians)
& often "“treat" what they -regard as major
releasehel‘ mental disorders (psychoses) with neuro-
from severe leptics, or "major tranquilizers," so

they often use anti-anxiety drugs or
“minor tranquilizers" ‘for so-called minor
mental disorders (neuroses). Anti-anxi-
ety drugs are very similar to barbitu-
rates. Both are sedative-hypnotics and
have depressant effects,  with serious
habit-forming potentials. They are used
in an attempt to chemically control anxi-
ety, nervousness, tension, sleep disor-
ders and medical problems related to
stress, such as ulcers, as well as medi-
cal problems that cause serious stress,
such as heart conditions.

- > N, | 1. These drugs are promoted as sleeping
erax: \ e ‘

| anxiety.

, 2. This drug is promoted as having com-
(0Xﬂl€P3ﬂl) s bined anti-depressant and anti-anxiety
— paychiatric News, February 7, B pffects.
8
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Crime, inflation . . If it weren't for tranquilizers, I'd be on
drugs by now.

1

II. DRUG EFFECTS

1. FrequenflEffects: sedation, 1lethargy,
drowsiness, dizziness, lightheadedness,

problems with balance and walking,  and
dry mouth. ’

2. Occasional Effects: confusion, depres-
sion, headaches, blurred vision, nervous-
ness, constipation, menstrual problems,
sexual problems, muscle stiffness, lack
of coordination, and weight gain.

3. Rare Effects: hallucinations, night-
mares, severe depression, extreme re§t-
lessness, freak-outs, double vision, 1in-
somnfa, nausea, stomach upset, bladder
and urination problems, slurred speech,
tinnitus (ringing in the ear) unusual
skin sensations, muscle tremors, Tow

blood pressure, and allergic hepatitis
(jaundice).

I felt as if there were a screen be-
tween me and the outside world, as if
I had been smoking dope for two hours.
I went through strange mind changes
with my head feeling all floaty and
buzzy and my thouyghts completely dis-
-jointed. It made me feel even more
jumpy than when I was without the drug.

wpiana," in Linda Murray, "Valium and
Librium: Harmless? Non-Addicting?"

“Withdrawal should be gradual

NEW WOMAN, July-Rugust 1978, pp. 73-75.

A character
) €3 all its own.
Valiume
diazepam/Roche
2-mg, 5'mg, 10-mg scored tablets

a prudent choice in psychic
tension and anxiety

Roche Laboratories
Duwision of Hoffmann-La Roche Inc.
Nutley, New Jersey 07110

Medical Tribune, September 5, 1979

111. SPECIAL PRECAUTIONS (see chapter on
General Precautions, p. 14)

1. Anti-anxiety drugs are both psycho-
logically and physically addictive. They
should not be used for 1longer than 6
weeks at a time. Because they are habit-
forming, withdrawal can be dangerous.

(see Drug

Withdrawal, sect. IV.4, p.58).

2. SPECIAL WARNING TO WOMEN: These drugs
are widely prescribed to women. Pregnant
and breast-feeding women especially
should avoid taking anti-anxiety drugs
because they can cause serious problems
for both mother and child (see General
Precautions, sect. 17, p.17).

3. The major depressants (i.e., neuro-
leptics, anti-depressants, and lithium),
Tagamet (cimetidine), Antabuse (disulfur-
am), and birth control pills can increase
the sedating effect of anti-anxiety drugs.

4. Although the anti-anxiety drugs tak-

- en alone have a low overdose potential,

when used in combination with alcohol and
other drugs (see General Precautions,

sect. 3, p.14), the overdose risk becomes
very great. The National Institute on
Drug Abuse reported that the “benzodiaze-
pines (e.g., Valium, Librium, and Dal-
mane), when mixed with alcohol and/or
other drugs, contributed to 54,000 emer-

gency room visits and 900 deaths between
May 1976 and April 1977."3 :

3. S. Price-Root, "An Epidemic of Tran-

quilizer Abuse," San Francisco Chronicle,
Sept, 10, 1979, . .
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Chapter 10

 SEDATIVE-HYPNOTICS

(sedatives, sleeping pills)

Trade Names Generic Hames Adult Dosage Range
1ow--mg/day--hi gh
BARBITURATES | ' Y
Amytall ' : " amobarbital 15 200
Butibel butabarbital 15 30
Luminal _ e phenobarbital ; 16 . 300
Nembutal pentobarbital .30 180
Seconal ~ secobarbital 30 100 ’
Tuinal - amobarbital & secobarbital 50 200
QUASI -BARBITURATES
Poriden ‘ ' glutethimide 15 . 30
Hoctec, Beta-Chlor, Somnos chloral hydrate 500 .. 1000
Noludar . methyprylon 150 s 400
Placidy!l ethchlorvynol 100 g 600
Somnafac, Parest, Quaalude methaqualone . - 150 ' 300

I. GENERAL INFORMATION

The sedative-hypnotic drugs are depresF =
sant chemicals with effects much Tike
those of alcohol. ' In 1low doses they

produce drowsiness and lethargy (the sed- | +f ..T,',,,Smjfoggﬂwp

ative effect), and in high doses, sleep

(the hypnotic effect). The basic drugs | i Copande
in this category are barbiturates. They A dose of Seconal Sodium’ at bedtime genily
were first developed and used in psychi- : . f;:':l‘::“‘:"hufl_:a::f':nishs.angp«mzu
atry as Chemica" Contrql]ers in the ear.‘)’ 4 3 normal sleep. 1‘l;gon§¢:‘:»f ;:.::‘1"; ::v:::[:: '
1900s. For nearly 50 years the barbitu- ‘ . the duration s short. The nex nocving thes
rates were psychiatry's primary drug wea- : P B Rl s e g e ey
pon. One form of admi nistration involved Mlhl"f““"w-m=f:-~-s_eh.
massive doses’ which caused 4peop1e 1]:0 ein 1.2, 3/4, and 1 1 2-grain poleulen.
for days at a time. Many people Eli Lilly and Company
Eﬂgﬁp from th{s so-called sleep the\r'apy.2 I : : ! Indianapulis 6, Indiana, LS. 4.

1. Sodium amytal, a short-acting barbitu- '

rate, is used as a trufi;h serum. Ar;ﬁni?- e,

_travenous injection brings on a -

slz\;;ea state, during which the subject is gk wlihts good e

good rest with
interrogated.  This procedure involves vod rest wit

.vari jsks. ; .
arr";ge;‘]sdghyde, an especially dangerous . | A
sedative-hypnotic, is now seldom usec. : Ccona : 0 1u
2. Some -U.S. and European psychiatrists LA L R

»Cantinue t;) l.Jse this Procedure’ , " »EDS. ychiatry, September 1953

PULVULES

i




L
iturates are still used as anti-con-
Isants, but their psychiatric use has
een greatly limited since the introduc-
‘tion during the early 1950s of the newer
depressants, 1ike Thorazine and Valium.
rbiturates are still used as sleeping
s, but they have been largely replac-
by the Valium-type sleeping. pills
., Dalmane, Halcion, and Restoril),
ich chemically are very similar (see
apter on Anti-Anxiety Drugs, p.41).

. DRUG EFFECTS

Frequent Effects: drowsiness, head-
ache, dizziness, dry mouth, nausea, vom-
jting, stomach irritation, hangover ef-
apparent drunken state, lack of co-

Two brief
words about
Tuinal

one-half sodium amobarbital and
one-half sodium secobarbital

. Three this f 1 are

o
Indications: Tuinal, comprised of equal s of
\; * LIYI‘yT and

ordination (ataxia), and skin rash.

2. (Qccasional or Rare Effects:‘zxtreme
restlessness, 1nsomnia, and nightmares
(with prolonged use).

I1I. SPECIAL PRECAUTIONS (see chapter on
Genera] Precautions, p.14

i i highly tox-
1. The sedative-hypnotics are
ic. Mixing them with other drugs, espe-
cially alcohol, can 1ead_ to coma and
death (see General Precautions, sect. 3,

p.14).

2. These drugs are extrgmely addictive,
Abrupt discontinuation 1S Very danger-
ous. Gradual withdrawal is essential
(see Drug Withdrawal, sect. IV.5 p.58).

Tuinal helps patients fall asleep fast,
stay asleep all night.

In nearly a quarter century of use, Tuinal has proved
u;n be !hgrl':uslﬁ sedative for patients who "just can't
8| 1 -
.[::’:' P"";P: h?;:‘;.‘:a?:ﬁ::m.rm '];:h P‘l"'v“‘:. Adverse Reactions: Idfosyncrasy, such as excitement.
effect of sodium amobasbital helps (h ger-lasting )00 ver, or pain, may appear. Hypersensitivity re-
all night. eips them stay asleep actions occur in some patients, especially in those
with asthma, urticaria, or angioneurotic edema.

Dosage: 50 to 200 mg. (34 to 3 grains) at bedtime.

Overdosoge: C.N.S, depression. Symptoms—Depres=
sion of respiration and of super!cill and deep re-

tients \vith decreased liver function. since prolonga-
tion of effect may occur,

, ol Jable
your prescription. o

@ - @

flexes, slight constriction of the pupils (in severs
Samy. (/4 graln) 100 my. (1 1/3 grain) 200 mg. (3 gratas)

llmucmdll;:.ddIlllicm]. decreased urine (n':;;‘l:;‘_
0 were y temperature, coma. Treatment:
tomatic and supportive (gastric lavage; intravenou$

lL, Sodlum (sodlum secobarbital, Nulds
s lum secobar ; malntenance of bload pressure, body tempes™
w;gn »:; l(“:cllm l:nll‘lx'lhllll Lilly), (s indi-  ature, and adequate u-p(r:a&]. Dialysis ;ly speed
d Pl and moderately long-acting hyp-  removal of barbiturates from bady fluids.
not sultable for continuous daytime N

% 3 How Supplied: In $0-mg. (3/4-grain), 100-mg. nz
grain), and 200-mg, (3-grain) Pulvules®. [l v
Addisss tarmacie traiadl te pysiciss wpes rgwest ] RS




Chapter 11

Trade Names - Generic Names | Adult Dosage Range
e Jow--mg/day--hi gh
AMPHETAMINES
3 ; amphetamine sulfate 5 60
u§255331"e methamphetam1ng 7.5 15
Dexedrine dextroamphetamine 5 60 -
QUASI-AMPHETAMINES
Diet Pills (anorexiants) /
Pretudin phenmetrazine 50 75
Sanorex mazindol 1 6
Tenuate diethylpropion (75 mg a day)
Anti-Hyperactivity Drugs _ :
Cylert pemoline 18 112
-Deaner deanol 10 300
Ritalin methy1phenidate 5 ' 60

PSYCHOSTIMULANTS

I. GENERAL INFORMATION

Psychostimulants, as the name imph’es_,-'

are uppers. They stimulate the brain and _

nervous system. Amphetamines (speed) were _

the original psychostimulant drugs, al- |[.

. though cocaine, which preceded the amphet- 7 »
also could be included in this | -

amines,

category. Because amphetamines can cause
serious problems (including addiction,
dangerous bodily reactions, severe wi th-
drawal symptoms, and psychotic states),
their use by physicians to counter depres-
sfon and fatigue has been made illegal.
The amphetamines are sti)l available by

prescription as diet pills but have been

You will find that ‘Dexedrine’—a standard

.replaced in large part by the qua§i-am- _ .
phetamines, which are similar chemicals, : ::;:g:gesrzr:r—";e?;:xs a:)::gva;i .,
Becau§e they reduce appetite, they are st ol il Bt e ke
sometimes called anorexiants. . ‘Dexedrine® is available a5 tablote. <lics, and

f the psy- Spansulet sustained release capsules.

Currently, the primary uses o

se who have slee —
ho P Smith, Kline & French Laboratories, Philadelphia

chostimulants are for t
) and for children la-
s (narco]epsyfome”y called minimal

beled hyperactive (
- 1 1led A
brain dysfunction, or MBD, and now ca A?- Dexedrine*

attention deficit disorder, or ADD).

though the major Ppsyc
: { or Ch'”dr‘en labeled FT.ML Rag. I'S. Par. OF.
Psychostimulants Tse being prescribed for

h .i a tri C u s e O f t he AT Reg. U3, Pai. OF. (or dentro-amphetamine sulfate, S.K.F,

ADD, these drugs ar
adults who are now

in growing numbers. Especially vulnerable

abel
gettf ng the ADD ! American Journal of Psychiatry, February 1957




MBD...medical myth

or diagnosable disease entity

L

What medical practitioner has not, at one time

or another, been called upon to examine an impul-
sive, excitable hyperkinetic child? A child with
difficulty in concentrating, Easily frustrated.
Overly aggressive. A classroom rebel.

In the absence of any detectable organic
pathology, the conduct of such children was, until
afew short years ago, usually dismissed as “a
phase,” spunkiness, or cvidence of youthful vital-
ity. Butitis now cvident that in many of these
children the hyperkinetic reaction syndrome
exists as a distinct medical entity. Thissyndrome
—now readily diagnosed through patient histories, »
neurologic signs, and psychometric testing~has .
been classified by an expert panel convened by &
the United States Department of Health, Educa- 7
tion, and Welfare as Minimal Brain Dysfunction,
or MBD. '

in Minimal Brain Dysfunction...
a special role for

Ritalin
(methylphenidate)

Hyperactive children will frequently show a _favoch
response to the drug. This apparent paradox is under-
scored by the fact that barbiturates often aggravate
the condition. . ]

In past years, Ritalin has gained wide acceptance
as an effective and well-tolerated CNS stimulant. Its
record of efficacy with notable safety helps qualify it
for an adjunctive role in MBD. Indeed, clinical studies
have demonstrated that Ritalin can significantly
benefit many MBD children by controlling hyper-
activity. In general, side effects were judged not to be
a serious problem and rarely caused discontinuance
of therapy, with the most frequent adverse reactions
reported being loss of appetite, sleeplessness, restless-
ness, irritability, headache, and stomachache (see
Adverse Reactions section of brief prescribing
information). f

Not a panacea for all childhood behavior
disorders: While documented results with Ritalin
in MBD have been gratifying (and even dramatic), it is
not an answer for emotional and personality disarders,
withdrawing reactions, overanxicty, or underdomesti-
cation. Nor should it be used in attempting to modify
normal growing phases, which may be characterized
by overactivity and/or mischievous behavior.

J

1. Frequent Effects:

are the elderly who are labeled depressed,
with “apathetic and withdrawn, senile be-
havior." . The most commonly prescribed
drug for ADD is Ritalin. '

When used on children, the psychostimul-
ants have a paradoxical effect: instead of
stimulating, they sedate and act 1like the
depressant-type psychiatric drugs. It is
estimated that 1-2 million children of
school age, primarily boys, are taking
anti-hyperactivity drugs. At times par-
ents are forced by school authorities to
drug their children in order to keep them
in school.

I1I. DRUG EFFECTS

restlessness, ner-

insomnia, nightmares, loss of
and weight Tloss, abdominal pain,
nausea, dizziness, headache, speediness,
racing thoughts, and muscle tremors (espe-
cially of the hands).

VOUS"G‘SS’
appetite

o —— e ——

-physical growth,

American Journal of Psychiatry, September 1971

2, Occasional and Rare Effects: skin rash,
abnormal muscTe movements and nervous tics
(see‘ sect. 7 below), drowsiness, heart
palpitations and rapid heartbeat, increas-
ed blood pressure, tearfulness, outbursts
of aggressiveness, fearfulness, and in-
Creased sensitivity to criticism and noise.

II1. SPECIAL PRECAUTIONS (see chapter on -
General Precautions, p. 14)

1. When taken by children ov nged
periodsz these drugs can ssﬁ;tprglgw%h,
both height and weight. If the drugs are
stopped, the child can often make up par-
Eially for the stunting by a growth spurt.
very-other-day doses and drug-free per-
Tods (weekends, vacations, over the sum-
mer) are some of the strategies being used
: to control the stunting prob-
N addition to the risk of retarded
1, there is also the danger
intellectual and emotional

of impaired




~

- effects of
development.  The long-term €1
these pdrugs on children are still poorly
understood.

increase blood pres-

2. These drugs can Ay is especially

sure, which for the elde
dangerous.

i i ing
3. These drugs increase the risk of hav
an epileptic fit, and demand much more
care when given to anyone with a history
of seizures.

4. The psychostimulants can cause a state
of extreme anxiety and restlessness and
can trigger a toxic "psychosis.”

5. These drugs are habit-forming and can
lead to addiction, drug abuse, and with-
drawal problems which are apt to be more
serious for adults than for children.

6. Psychostimulants can cause severe al-
lergic reactions in hypersensitive people.
If symptoms of skin rash, fever, aching
joints, nervousness, palpitations, or vom-
iting occur, seek emergency attention.

Now—

a standard therapy
for ADD
becomes more
convenient...
more simple...

more private

RITALIN-SR®

methylphenidate

One 20-mg sustained-release
Ritalin-SR tablet given at breakfast pro-
vides a therapeutic effect equivalent to
that of the standard 10-mg tablet given
twice daily.’

O Wrienssse e a JCinPsycnatyy
Eliminates the need to
take medication

in school I

wThe availability of @ sus-
tained-release (SR) formulation of
methylphenidate would g'reatl,\d
imprc')\'e atient compliance an
lessen school-related dosing

pmblems...."' C I B A

June 1983

Clinical psychiatry News,

PSYCHOSTIMULANTS a7
7. These drugs can trigger mus i

ers §1’m1‘1ar to those cggsed bydt?\ed:uase?;rd-
1egt1cs, e.g., tics, tremors, and dyskz‘o:
esias. It is still unclear whether or ngt
these drugs can lead to permanent brain
damage. The fact that there have been a
few such reports should cause serious cop-
cern for the fate of those individuals
especially children, currently taking psy.
chostimulants.

M Verne Watson said she had felt

ISQ
forced by school officials into drug-
ging her child and it has become ¥one
big nightmare.”

She said she had been constantly
harassed by the school about her
child's behavior and got a note from
the school nurse which stated simply:

L ————————— I-"‘%

<

wYour child 1is  hyperactive. Be
doesn't sit still in school. Please
see a physician."”

Mrs. Watson said she tried to fight
keeping her son on the drugs after she
saw the "side effects” the pills were
having on David, but when she told
school officials she could no longer
keep up the therapy, she was told that
David might have to be expelled.

She added: "David would complain he
didn't like the feel of his body when
he took the pills. It took his appe-—
tite away and he would cry a lot. AHis
dreams got so bad he couldn't even
talk about them. He would get up in
the night and walk the floor for
hours. His body would shake and quiv-
er something terrible.”

Mrs. Watson said physicians kept in-
creasing the dosage of Dexedrine until
it reached 40 milligrams 3 day.

"His body began to tremdle so much
he couldn't hold certain notes during
his trumpet lessons and he would
plead: 'Could I just not take the
pills on the day of my lessons?'"

Finally, she said, her son collapsed
before school...and told her, *I just
can't take them anymore, they're tor-
turing me.® She said she called the
school that day and told officials, .
spavid is not coming.® Pamily court
action has been initiated against her
because of David's truancy, she said.

PROVINCETOWN JOURNAL, February 8, 1972.




Chapter 12

- GERIATRIC DRUGS

Trade Names ' ’ Generic Names

ANALEPTIC STIMULANTS (often mixed with vitamins)

. 1
Cerebro-Niacin, Eldertonic, Geravite, Geroniazol, penty1enetetrazo]
Menic, Mentalert, Metrazol, Nicozol, Senilex

METABOL IC STIMULANTS

Circanol, Deapril, Hydergine dihydrogenated ergot
' (ergoloid mesylates)

CEREBRAL VASODILATORS

Cerespan, Pavabid, Vasodilan papaverine (and
' related chemicals)

PSYCHOSTIMULANTS (see chapter on Psychostimulants, p.45)
Ritalin - 0 methyphenidate

MISCELLANEOQUS
Gerovital?

I. GENERAL INFORMATION

For a variety of reasons, the elderly
are particularly - heavy users of all.
drugs, including psychiatric drugs. The
effects of aging, acute and chronic medi-
cal problems, and psychosocial problems.
(e.g., retirement, deaths of spouses,
financial difficulties, and placement 1n
nursing homes®) all 1lead to emotional,
psychological and physical difficulties.
This sets the stage for the elderly get-
ting labeled as having psychiatric dis-

IN GERIATRIC AGITATION

—

1. Withdrawn from the market 1in 1984.
‘2. Developed in Rumania, Gerovital {s le- -
" ‘gal in only a very few states. One of
‘jts components, procainamide, an anesthe-
tic-type chemical, has allegedly anti-

‘depressant effects and also the potential provides highly effective tranquilization,
for serious problems. | relieves agitatien, apprehension, anxiety
3. One study of 173 nursing homes }n “This s the third time the authors have evaluated a tranquilzer
e See T e rolapelcs (AMOAL  snooe e SEete O eing st el peor it
g:ztjowe 06 Public Health, May 1980). American Journal of Psychiatry, Aprifﬁ_s;



orders, and then being drugged. The el-
derly receive all types of psycgmtrjci_C_
drugs (especially neuroleptics and anti
depressants) and are much more sensitive
to them than are younger people. Drug
toxicity and drug interactions (with med-
ical, psychiatric, over-the-counter drugs
and alcohol, etc.) frequently result- in
serious, even 1ife-threatening situa-
tions. latrogenic (i.e., drug-induced)
problems among the elderly can lead to
strokes, falls, hip fractures or other
injuries and have become a common reason
for hospitalization. .

The drugs described in this chapter are
used only on the elderly and are given in
attempts to decrease the effects of aging
and senility on brain function such as
forgetfulness, more serious memory prob-
lems, confusion, disorientation, irrita-
bility, depression, unsociability, and
poor self-care. Senility, also called
dementia, 1involves the degeneration of
brain tissue. The most common form of
senility is Alzheimer's disease. As a

warning, however, it should be noted that

all psychiatric drugs and many medical
drugs and medical conditions can mimic or
intensify the symptoms of dementia.
Therefore, the use of any drugs by the
elderly demands special care and atten-
tion.

Geriatric drugs can cause disturbing
and dangerous drug reactions .and.u_\ter'qe-
tions. There is hardly any justification
for using them. '

11. SPECIFIC INFORMATION

1. Analeptic Stimulants.
most dangerous geriatric drugs and con-
tain a chemical, penty1enetetrago], rmch
in high doses can cause ‘convulsions. 'Of-
ten this chemical is mixed with multivi-
tamins and vitamin B3 (niacin or nicotin-
ic acid, a vitamin with vasodilator ef-
fects). Niacin, when used in 'this wa¥,
has some dangers. The combination 1sho -
ten made up as a syrup or e.lix1“r with up
to 18% alcohol as an "incentive.

—————

towring the 19305, 20, I, i
of pentylenetetrazol, with the B eive
Metrazol, was widely used as aaff‘:eos i g
" procedure _on psych1atr‘1c 1nm1ec1;rosl'\ock
razol shock was replaced by €

(ECT) in the early 1940s.

- brain.

These are the"

GERIATRIC DRugs.

49
¢ Drug Effects (pentylenet .
et : i

zures, low blood pressur'e,r?\:?r)t' .y

lems, insomnia, loss of a plate

S ppetite, nay-
sea, vomiting, headache, confusiop
disorientation, extreme rest] essness,
and fearfulness. ¥

e Vitamin Effects (niacin/nicotini -
id): low blood pressure, irrit‘gant]iconagf
stomach ulcers, liver damage, aggrava-
tion of diabetes, stomach upset, nay-
sea, cramps,' diarrhea, and a tingling
flush of the face (with niacin). :

2. Metabolic Stimulants. These are poor-
1y understood chemicals of the ergot fam-
ily. Ergot drugs include LSD and medical
drugs used for migraine headaches and to
stop bleeding after childbirth. The met-
abolic stimulants, especially Hydergine,
are widely promoted for the elderly, de-
spite their ineffectiveness. Fortunate-
1y, their toxicity is comparatively 1low.

o Drug Effects: slow heartbeat (this can

be dangerous), nausea, and stomach up-
set.

3. Cerebral Vasodilators. These chemicals

are supposed to improve mental function-
ing .by opening blood vessels to the

However, they do not really do
this, are much more 1likely to affect
blood vessels elsewhere in the body, and
can_in fact make brain circulation worse,

not better. They are also relatively low
in toxicity.

e Drug Effects: nausea, drowsiness, - skin

rash, headache, dizziness, facial
flush, sweating, weakness, and fast
heartbeat.

: 'ERGOIOD
Dimpairment of
recent memory

0 confusion

O disorientation

and other slgns and symptoms of

idiopathic décline in mental capaci
in pggents over 60... paclty

HYDERGINE ORALTABLETS, 1 mg

BANDOZ

Geriatrics, November 198)

/_________’—__—f‘




Chaptér 13

 MISCELLANEOUS DRUGS

Trade Names

Bt o e |

Generic Names

Adult Dosage Range

Estrogens
Premarin

. Anti-Androgens
DepoProvera

 ANTI-ALCOHOL DRUG

- HORMONES | /
conjugated estrogens | 0.3 7.5

- medroxyprogesterone
cyproterone acetate

lgﬂf—mg/day-—high

250 500

Antabuse disulfuram

NARCOTIC MAINTENANCE DRUG 5. |

Dolophine g methadone _ 5 : 150

© ELECTROSHOCK PREMEDICAT IONS |
: ’ ph U EeTap atropine .4 .6
Brevital methohixital 50 120
Anectine succinylcholine 20 40
- 1. HORMONES (e.g., rapists, pedophiliacs, and exhi-

1. Estrogens v, Eoadei ¥ 1

A. General Information :
- This
for menopausal women. It 1is wused to
control physical symptoms of - menopause,
as well as alleged psychiatric problems.

~ B. Drug Effects

e Frequent Effects: nausea, vomiting,
loss of appetite, stomach cramps "and
‘gas, breast tenderness and enlargement,
breakthrough vaginal bleeding, and skin
rash.

'@ Occasional or Rare Effects: bloodclots;

" there is some evidence indicating that
estrogens increase the risk of cancer
of the uterus and breast.

2. Anti-Andfogens
A. General Information

These drugs block the action of natural

hormones, and thus produce a chem-
Tgl? form of Eastration. They are being
experimentally used on .sex offenders

_‘

drug is an estrogen replacement

e Occasional or Rare Eff

bitionists) to reduce their sex drive and
their inclination to commit sexually-re-
lated crimes. '

. DepoProvera, in the form of long-acting
intramuscular injections, is already be-
ing used on women as a birth-control
technique. Because of its dangers, there
is much controversy surrounding its use.

B. Drug Effects
Fatigue, weight gain, hot
headache, insomnia, and severe
problems.

flashes,
sexual

I1. ANTI-ALCOHOL DRUG

1. General Information
The drug Antabuse

When combined
with alcohol, . it causes violent illness.

2. Drug Effects

e Frequent Effects: fatigue, drowsine§S¢
headache, impotence, "toxic psychosis,
strange metallic taste, and skin rash.

ects: confusiof

‘ is used eople '
with drinking problems. O eonbined

e



—

" narcotic is

&

dizziness, throbbing in head and neck,
nausea,  vomiting, blurred vision,
sweating, chest pain, heartbeat irregu-
larities, redness of skin, and diffi-
culty in breathing.

3, special Precautions
Severe reactions to the combination of
Antabuse and alcohol can cause death.

"ANTABUSE'

a “chemical fence” for the alcoholic

AYERST

American Journal of Psychiatry, July 1959

~ III. NARCOTIC MAINTENANCE DRUG

1. General Information

Methadone Ts a narcotic (in pill form)
often used as "maintenance treatment" for
heroin addicts. In this way an illegal
replaced by .a 1legal one.
Many people find methadone more difficult
to withdraw from than any other narcotic.

2. Drug Effects

¢ Frequent Effects: drowsiness, h§11ugin-
ations, blurred vision, constipation,
increased urination, sweating, increas-
ed thirst, reduced sex drive, menstrual.
problems, heartburn, numbness/tingling
(particularly of the fingers), weight

¢ Occasional or Rare Effects: headache,
nervousness, hiccoughs, diarrhea, /difa
ficulty in urinating, runny nose, an
joint pain.

IV. ELECTROSHOCK PREMEDICATIONS

1. General Informa%&fn cars

Over the Tast y ’ )

modifications in electroshock giigl ?g_

Ministration have been made. = T

i Clude the use of certain drugs ﬁtént o
i the application of electric cu

: Tessen

‘the in. These drugs in no way
i the Eggéhin effect that ?1eCtr1qitylcg:
{ ging heir use 1nvo

'On brain function, and t

a number of

trade-offs. There

gain, and swelling of ankles and wrists.

is considerable evi- _

l‘J_.....!===::---nHiIIIlIIlIIlIl!!lllE!EE!EE5...I!..illll-.........llllllll!

MISCELLANEOUS DRugg 51
dence that the current techniques of ECT
are even more destructive thap the ear1j-
er ones,

A. Atropine

This anti-cholinergic drug reduces botp
salivation and secretions and thus pro-
tects against choking and against some of
ECT's effects on the heart. It is given
as an intravenous injection about 30 min-
utes before the electroshock is adminijs-
tered.

o Drug Effects: dry mouth, blurred vi-
sion, etc. (see also Anti-Cholinergic
Special Warning, p.33)

B. Brevital

This  short-acting barbiturate (anes-
thetic) is given as an intravenous injec-
tion to put people to sleep a few minutes
before the convulsion. This drug can re-
duce fear and "treatment" resistance, as
well as the pain that might otherwise be
felt if the person were conscious when
the current was applied. Since barbitur-
ates protect against conwvulsions (raise
the convulsive threshold), more electric-
ity must be used, thus increasing the
risk of brain damage. :

o Drug Effects: breathing difficulties,

throat spasms, and fall in blood pres-
sure. '

C. Anectine

Anectine 7s a muscle paralyzer (muscle
relaxant) used to suppress the electri-
cally-induced convulsion, When this drug
1s used in ECT, evidence of the conwul-
sion 1s manifested by a mild twitching of
the toes, legs, or ams. Anectine has
been employed as an “aversion-therapy"
technique. It paralyzes the breathing

muscles causing sensations of drowning
and suffocation which terrorize peaple
into doing what they are told. 1In ECT,

this kind of terror is rarely experienced
because subjects are anesthetized and
given artificial respiration to sustain

breathing.
o Drug Effects: excessive salivation, fe-
ver, Dbreathing difficu]ties, heart

failure, fast or slow heartbeat, high
or Tow blood pressure, and muscle pain.

e Special Precautions: Some people are
particularly sensitive to Anectine and
their cessation of breathing (apnea)
can be dangerously Prolonged, with
brain damage or death a Possibility.

P e . 1

* nemgtans




Chapter 14

OVERDOSING

I. HOW IT HAPPENS

Psychiatric-drug overdoses, unfortun-
ately, are not uncommon occurrences,
Overdosing can be accidental or inten-
tional. Because of deteriorating phys-
ical health or the cumulative effects of
drugs already taken, people can even ac-
cidentally overdose by taking their pre-
scribed dose. More often, however, acci-
dental overdosing occurs when drugs are
taken in greater than usual or prescribed
amounts. In the case of institutional-
ized people, overdosing is more likely to
happen when psychiatric drugs are admin-
istered in doses higher than recommended
upper limits. - :

Being heavily drugged can result in
confusion and forgetfulness about just
how many ‘pills have been taken, which
then leads to taking even more pills. In
addition, the use of sleep-inducing psy-
chiatric drugs at night, when combined

with the typical drowsiness that precedes.

sleep, increases the risk of accidental
overdosing. '

Children are at extremely high risk for
fatal, accidental overdoses. They should
not be allowed access to any drugs being
taken by parents or other family mem-
bers. Aspirin, by the way, is the big-
gest killer of children from accidental
overdoses. Children can also accidental-
ly overdose with drugs prescribed for
them. This has happened with the anti-
depressant Tofranil, which is used to
control bedwetting (see Anti-Depressants,
sect. II11,1.6., p.37).

» In most cases, overdosing is a purpose-
ful action made as a suicide "gesture" or
attempt. Intense unhappiness and despair
are common reasons for suicide. At times
this condition may actually be drug-in-
duced, i.e., brought on by the depressant
effects of psychiatric drugs. Thus, drug-
induced lethargy and depression, when
combined with dehumanizing psychiatric
experiences, and feelings of shame and
‘hopelessness  about one's being labeled
mentally i11, can result in suicide at-
tempts. Lowering the dose .or stopping

the drug altogether will frequent1y Tead
to the gradual 1ifting of a drug-induced
depression.

II. WHAT TO DO WHEN IT HAPPENS

The basic approach to drug overdoses 1s
to get emergency medical attention as
soon as possible via ambulance, fire de-
partment, dialing 911, or by tak1pg the
person to an emergency room. It is ex-
tremely helpful to supply the treating
physicians with any information you might
have about what drug or drugs have been
taken, when they were taken, and in what
amounts. In this connection, any pill
containers should be sent along with the
person to the emergency room.

Once in the emergency room, the over-
dosed person, if in a coma or near coma
state, is likely to Have his or her stom-
ach pumped before any more of the drug
dissolves and enters the blood stream
where its effect can be lethal. If the
person is awake, a drug may be used to
induce vomiting. In addition, other

- life-support measures may be necessary.

Some people have ‘serious reservations
about entering a hospital for the emer-
gency treatment of overdosing. Their
concerns include: 1) possible involuntary
depentjon of the overdosed person an psy-
chiatric grounds by hospital personnel
who often assume that the overdose is in-
tentional (this is a particular danger
for former psychiatric inmates), and 2)
stomach pumping is overused in many hos-
pital emergency rooms (the same is true
for induced vomiting, but to a lesser ex-
tent). These critics suggest using non-
hospital emergency centers as an alterna-
tive. For example, in Berkeley, Califor-
nia, the Berkeley Free Clinic has an ex- .
cellent overdose treatment program. It
should be noted that non-medical, but
trained, personnel operate this program,

'that the clinic is located a short dis-

tance from a hospital emergency center
(for situations which they are not cap-.
able of handling), and -that there are .
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A S%ns and Symptoms
1.

and tachycardias.

B. Management and Treatment

binding of SINEQUAN.

ild: Drowsiness, stupor, blurred vision, excessive dryness of mouth. '
2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus),
hyperthermia (or hypothermia), hyperiension. dilated pupils, hyperactive reflexes.

1. Mild: Observation and supportive therapy is all that is usually necessary. '

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive
supportive therapy. If the patient is conscious, gastric 1avage, with appropriate precautions
to prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly
~ absorbed. The use of activated charcoal has been recommended, as has been continuous
! gastric lavage with saline for 24 hours or more. An adequate airway should be established in
' comatose patients and assisted ventilation used if necessary. EKG monitoring may be
required tor several days, since relapse after apparent recovery has been reported. Ar-
rhythmias should be treated with the appropriate antiarrhythmic agent. It has been reported
that many of the cardiovascular and CNS symptoms of tricyclic antidepressant poisoning in
adults may be reversed by the slow intravenous administration of 1 mg to 3 mg of physostig-
mine salicylate. Because physostigmine is rapidly metabolized, the dosage should be
repeated as required. Convulsions may respond to standard anticonvulsant therapy, how-
ever, barbiturates may potentiate any respiratory depression. Dialysis and forced diuresis
generally are not of value in the management of overdosage due 1o high tissue and protein

—

very few places like it elsewhere in the
country . We certainly recommend that
other non-medical overdose treatment cen-
ters, 1ike the Berkeley Free Clinic, be
established. We also want to point out
that many communities have poison-control
centers that serve as excellent resources
for information concerning overdosing.
While we strongly discourage the treat-
ment of overdosing by untrained people,
¥e recognize that there may be. situations
in which-hospital or non-medical clinic
emergency treatment is either unavailable
or, for whatever reason, unwanted. In
such cases a few simple emergency-treat
ment guidelines may be useful: R

o If it is known that the person has not
taken a lethal dose, it is best to let
. the person rest or sleep it off, while
the attending person monitors h1g1 prc-j
her vital signs (i.e., heartbeat, bloo
pressure, breathing, and level of con-
sciousness). - The overdosed person's
clothing should be loosened, especially
" around the neck. They should r;‘estd or
sleep on their side to reduce t ?r'e ::‘r‘:-
ger of asphyxiation on vomit dort ﬁave
gitated food, It is not goo n?i 4
. them drink coi;fee ror Sv;ngéearg#em "5k
. they have a. fever,
r‘ub{n’ng alcohol or lukewarm water.

¥ If the person is known oF begitia;edthgg
''f. "have taken a lethal dose an T s
‘are alert or not too groggy»

i i n
" " them to vomit up the ingested pills ca

~any of which an overdos

from an ad for the anti-depressant Sinequan, American Journal of Psychiatry, May 1979

be 1ifesaving. Using syrup or Ipecac,
warmm salt water, or a finger in the
back of the throat and tongue are good
ways to do this. Do not induce vomit-
tng if you don't know how to do #t, if
chemicals (such as lye or rat poison)
‘have been swallowed, if the person is
drowsy or asleep, or if the person has

taken something other than pills, cap-
~ sules, or tablets. ‘

Even with trained people attending an
overdosed person outside a hospital emer-
gency room, there are risks, such as fa-
tal respiratpry or cardiovascular arrest,
severe  vomiting, seizures (especially
continuous seizures, known as status ep-
ilepticus), and coma. These conditions,

e can lead to, re-

quire hospitalization to minimize th
risk of death. ¢

In summary, don't be fooled b

that someone 1looks o.k. or %sthnﬁezf;
sleepy after a possible op known over-
dose. A host of problems can develop
some quite suddenly, others in a short
period of time. If you are not trained
in dealing with overdosing, be aware that
in many communities you have 3 legal ob-
1igation to get the overdosed person to a
treatment center or a hospita] emergency
room. Psychiatric drugs, especially an-
ti-depressants, are killers, |f you sus-
pect that someone has taken a ‘lethal
overdose, don't let them

u n <
off." It could be their lagtsgleesg.eep b




Chapter 15

DRUG WITHDRAWAL
(HOW TO COME DOWN)

I. GENERAL INFORMATION

Just as psychiatrists usually offer
little information about psychiatric-drug
effects to those being drugged, they are
likely to supply even less information
about the effects of drug withdrawal and
how to minimize them. Frequently, prob-
lems occurring during drug withdrawal or
afterwards are seen as signs of relapse,
a resurgence of ‘“symptoms" previously
held in check by the drugs. These ex-
planations are used to justify the re-
sumption of drugging, usually on a long-
term basis.

Often, because of the unpleasant ,éf—,

fects of the drugs, people suddenly stop
taking them the first chance they have.
This can cause even more serious drug-
withdrawal problems. Sudden discontinua-
tion of psychiatric drugs is NOT the best
way to come down from them.

Because almost all psychiatric drugs
are depressants of the brain and nervous
system and act 1ike a brake on body ener-
gies, drug stoppage, particularly when it
is sudden, can lead to anxiety, restless-

ness, insomnia, irritability, gastroin-
testinal problems, muscular reactions,
hallucinations, fearfulness, and weird

behavior.' On the other hand, one might
not experience uncomfortable or distress-
ing withdrawal reactions and might, in
fact, merely feel better, more alive,
sensitive and energetic as the drug's
depressant effects slowly wear off.

People of all ages, even newborns whose
mothers took psychiatric drugs during
pregnancy, can have withdrawal symptoms.

1. Alcohol consumption presents a similar
problem: after alcohol binges or Tlong-
term heavwy alcohol use, one can experi-
ence withdrawal reactions, including
hallucinations and a serious, sometimes
1i fe-threatening condxtlon called delir-
jum tremens, or the DT's. .

After drugs are stopped, the time period
before withdrawal symptoms occur 1s vari-
able. Some people experience these symp-
toms within 8-24 hours after starting
withdrawal, whjle for others withdrawal
symptoms do not start for several days or
a week or 2. In part, this depends upon
how long the drugs have been taken and in
what amounts, for most of these drugs
accumulate in body tissues in the form of
drug reservoirs. When drugs are no long-
er being taken or intake has been reduced
and the blood's drug level falls, these
stored drugs will start being released
into the bloodstream. Tests have shown
that neuroleptics can be detected in the
body and urine for as long as 6 months
after they have been discontinued.

Another factor to be considered is that
drug effects are experienced most in-
tensely when drug levels in the blood are
either rising or falling: the more rapid
these changes, the more intense the ef-
fects. Thus, when large and sudden in-
creases 1n the drug blood levels occur,
one is more likely to experience distres-
sing duwg effects. On the other hand,
?:e; SrU%_E1$od levels fall rapidly, one

ore likely to experience distressing
dwg-withdrawal effects. ’

Drugs are broken down, inactivated, and
eliminated from the body at different
rates. ~ This factor, called the drug
half-life, is very important. Drugs with
short half-lives, that are eliminated
quickly, lead to more rapid. drops in
blood drug levels and more intense with-
drawal effects that start and end sooner-
Drugs that have longer half.ljves are
eliminated more slowly by the body and
cause withdrawal reactions that start
later, but last 7onger. Neurolepticss
anti-depressants and the older anti-anxi-
ety drugs (1ike Valium and Lipriym) have
longer half-lives. Ljthiypy and the newer
anti-anxiety drugs (7ijke Restori]. Hal-
cion, and Serax) haye shorter ha]f-fives.
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There are a number of faqtors thaF bear
on the difficulty of drug withdrawal:

o Type of drug taken.

e Dosage level and len
has been taken. .

o The person's general health and atti-
tude about drug withdrawal.

o The quality of support received during
the withdrawal period. .

o The person's understanding of the with-
drawal process, knowledge of the pos-
sible symptoms and problems to be en-
countered, and the concrete measures
taken to alleviate such problems.

gth of time drug

II. SCHEDULING

The best way to minimize drug-with-
drawal problems is to reduce drug intake
gradually. This is especially important
if the drug has been taken for more than
1 or 2 months. If you have been taking
small doses of psychiatric drugs, or have
been taking such drugs for a brief time
only (i.e., a few days or weeks), then
you may wish to try discontinuing "cold
turkey," that is, Jjust stop taking the
drug. With neuroleptics, anti-depres-
sants, and lithium it 1is possible, al-
though not advisable, to stop all at once
regardless of how much or for how long
you have been taking the drug. There are
no life-threatening consequences to sud-
den withdrawal from these drugs, but
there may be severe discomfort and dis-
tress.

With  sedative-hypnotics and anti-
anxiety drugs, if high-enough doses have
been taken for long enough periods, there
can be life-threatening withdrawal prob-
Tems. Under such circumstances, we
strongly recommend gradual withdrawal.

Gradual, Steg?ed Drug Withdrawal:
e Formula

Using this formula, drug withdrawal 1s
accomplished by slowly reducing the drug
dose in sequentfal steps, taking as long
as necessary at each step. If you have
been taking psychiatric drugs for years,
it may take many weeks, or even longer,
to withdraw from them completely. Fol-

~ lowing this plan, the drug dose {s lower-
“. ed by 10% of the current dose in 10 suc-
" cessive steps over time. Here is the way
this would work if at the time of start-

DRUG WITHDRAwar, 55
ing withdrawal you were taking 5
Thorazine a day: at each steg, %2uzgi%f

take would be reduced b
500 mg = 50 mq). Y %0 mg (102 of

Step 1: Go from 500 mg to 450
Nait several days or a %eek unt?ﬁ,;ogai}e
free of distressing drug-withdrawal symp-
toms.

Step 2: Then go from 450 mg to 400 mg
again waiting several days or a week un.
til you feel o.k.

Step 3: Then go from 400 mg to 350 mg,
and so on until you have completely with-
drawn from the drug.

If you are taking divided doses, i.e.,
some of the drug in the morning, some in
the afternoon, some in the evening (a
common practice), then there are, several
ways to put this plan into action. You
could first reduce and eliminate the
morning dose, then the afternoon dose,
and finally the evening dose. Another
way would be to reduce the morning dose
by 50 mg (using the Thorazine example
from above) as Step 1, then reduce the

~afternoon dose by 50 mg as Step 2, then

reduce the evening dose by 50 mg as Step
3, then reduce the morning dose by an-
other 50 mg as Step 4, and so on until
complete withdrawal.

If after reducing the dose you experi-
ence what may be withdrawal symptoms,
then stay at that level of dosage until
the symptoms diminish or disappear before
going on to the next step. As an alter-
native, go back to the previous step (at
the higher dose level) where you felt
comfortable and stay there for more time
before going on to the next step. '

Sometimes the first part of this reduc-
tion will not cause any problems. But
then, as much lower doses are reached,
problems will occur. For instance, going
from 50 mg to no drug (again using the
Thorazine example) can cause difficul-
ties, in which case you could decrease
the rate of dosage reduction at that
time, going from 50 mg to 40 mg to 30 mg,
an? S0 2P.

n order to use this step-by-s =
proach, it may be necessarf f{:r t;gu ago
obtain different pill strengths or to cut
tablets or capsules that you have. Pills
that have a hard coating are difficult to
break evenly. Tablets are usually scored,
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meaning they have a groove down the mid-
dle which makes it easy for you to break
them in half, or ultimately into quarters
with your fingers. Capsules are harder
to cut. If they are cut in half with
knife or razor, the contents spill out,
and you must keep the unused half capsule
in a container.

Here is an example of a drug withdrawal
schedule involving dosage reductions
where cutting is necessary. If you are
taking 60 mg of Valium a day (six 10 mg
tablets) and want to use the 10% Formula,
reduce the dose in increments of 5 mg,
‘instead of 6 mg (10% of 60 mg = 6 mg).
Thus, at Step 1, take 55 mg (five-and-a-
half 10 mg tablets) a day (by breaking
one 10 mg tablet in half). Then at Step
2, take 50 mg (five 10 mg tablets), and
then 45 mg (four-and-a-half 10 mg tab-
lets) at Step 3, and so on until you are
off the drug entirely. If you experience

some withdrawal symptoms when going from

5 mg (one-half of a 10 mg tablet) to
none, try going from 5 mg to 4 mg (two 2
mg tablets), then to 3 mg (one 2 mg tab-
let and one-half of another 2 mg tablet)
and so on. ' These dosages, could be cut
even finer, e.g., if you wanted to set
the dosage level at 2 1/2 mg of Valium,
you could take one 2 mg tablet and with a
knife cut another 2 mg tablet in quarters
and take one of the quarters (one-quarter
of a 2 mg tablet = 1/2 mg).

Again, the 10% Formula is not an in-
flexible system for drug withdrawal. It
can and should be adjusted to your indiv-
idual needs. '

ITI. PRACTICAL SUGGESTIONS

1. Diet

One of the purposes of withdrawing from
psychiatric drugs is to cleanse the body,
to rid it of accumulated poisons. Nau-
sea, vomiting, and other stomach problems
can be anticipated. What you eat during
this period will influence your experi-
ence of the withdrawal and its outcome.
Therefore, it is important to eat well,
regularly, but not to excess. Some peo-
ple report good results by concentrating
on grains, beans, fresh vegetables, fresh
or dried fruit, and uncooked, unsalted
nuts, and avoiding junk food, sugar (can-
dy, cakes, ice cream, and soft drinks),
processed foods (canned and frozen),

i ts (meat ang '
fried foods, animal produc .
dafry), caffeine (coffee, most commfrc1a]
teas, and some soft drinks), alcohol, agd
drugs 1ike marijuana, cocaine and speed.

2. Sleep and Relaxation ' -

Insomnia (difficulty getting to sleep
or staying asleep) is a common w1thdraya1
problem. Adequate sleep and rest qur1ng
the withdrawal period is extreme]y.1mpor-
tant. If sleep does not come easily, it
is better to rest in bed than to pursue
some activity. Some people have found it
helpful to drink an herbal tea (valerian
and camomile are good ones) to relax,
Others have benefited from yoga and
breathing exercises, warm baths, and mas-
sages before sleep.

3. Physical Exercise

As your body becomes free of drugs, in
time you will almost surely have more
energy than you had while taking the
drugs. This energy can be used to fur-
ther the withdrawal process if it is
channelled into an exercise program.
Some sort of regular activity will assist
your body in eliminating the drugs. You
might start swimming, walking, dancing,
or doing yoga or aerobics. Moderation is

a_kgy_princip]e: as you increase your ac-
tivities, do so gradually.

4. Mental Exercise

Your mind is aTso likely to become more
active during withdrawal.” For some peo-
ple this has proven to be a good time for
learning new survival and social skills,
as well as for study, reflection, and
meditation.

5. Mental Attitude

W1thdrawa 'rom psychiatric drugs can
be a very trying experience. You should
know that withdrawal can cause moderate
to severe discomfort and outright misery
at times. Being mentally prepared for

2, A note on smoking. It is not wise to
stoE smoking at the same time you are
withdrawing from psychiatric drugs. Each
process can lead to an increase in ten-
sion. When both are undertaken together,’
these tensions can be overwhelming. "
1s far better to get off psychiatric

drugs first and then de i k-
ing’ problas, al with the smo




decreases the chance that you will

- . |
th::ome scared or discouraged. Patience
g;jdetennination are needed. ,

'6 Environmentq;TFaqFors " dur ng
‘Yaving a stable Tife situation ¢
thf:;;g—;;thdrawa1 period is very impor-
tant. Count yourself Jucky if you are
among people who understand the nature of

ur efforts
u must be among
Ifog%/our decision to

: insist upon
%0 off drugs, you sho%Ldttho PO

. Yeir pespecting your rig

' %ug withdrawal and support Yo
gt° go through it.
"People who disapprove-
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course, during withdrawal You are better
off being by yourself than with unsympa-
thetic or hostile people. Many individy-

als have withdrawn from drugs on thein

own. As you come down from the drugs,
you are Tikely to feel better physically
and have more energy for improving your
relationships and developing new Ones,
getting involved in the community, and
tying in with a support system or creat-
ing your own.

IV. WITHDRAWAL EFFECTS BY DRUG CATEGORY

1. Neuroleptics )

Drugs Tike Thorazine, Stelazine, Haldol
and Prolixin are associated with 3 basic
types of withdrawal reactions, usually

starting a few days after the drugs are . .

stopped or reduced, peaking during the

first week and generally diminishing. by

the second or third week:

A.  Nonmuscular Reactions: flu-like
symptoms, such as nausea and vomiting (at
times severe), sweating, runny nose, in-
somnia, diarrhea, restlessness, head-
aches, and aches and pains. With the ex-
ception of severe vomiting, all of these
reactions can be suffered through without
special attention. -

B. Muscular Reactions: neuroleptic-

-induced parkinsonian .Symptoms, such as

muscular rigidity, tremors, and stiff-
néss, can persist for several months or
longer after the drugs are stopped.
Other abnommal, uncontrollable, rhythmic
movements, particularly around the mouth,
can last for many months, or even indef-
initely if tardive dyskinesia has devel-
oped (see Neuroleptics, sect. II.2.A.,

. p.24).

C. "Withdrawal Psychosis:" as people
withdraw from the neuroleptics, they
sometimes feel like they are going crazy.
Often this is not recognized for what it
is--a condition brought on by the with-
drawal itself. This development can then
result in a return to more intensive
drugging. A far better course would be
to slow down, not reverse, the withdrawal
procedure.

Combinations.

If you have been taking a neuroleptic
and an anti-parkinsonian drug, then come
down from the neuroleptic first, as ex-
plained above, while taking the same dose

g =y




. B T B e

" of the anti-parkinsonian.

. tions.

-parkinsonian

from lithium,
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After you have

completely withdrawn from the neurolep-

tic, gradually withdraw from the anti-
over the following 2-4
weeks. This may be the most difficult
and uncomfortable part of the withdrawal.

Prolixin: Long-Acting Injections.

Prolixin injections pose a unique with-
drawal problem. These injections last
from 2 to 6 weeks. Once you decide to
withdraw, just stop getting the injec-
You will gradually come down as
the last shot wears off. If an anti-par-
kinsonian drug is also being taken, con-
tinue it for 6 weeks after the last Pro-
1ixin shot. After this period, taper off
the anti-parkinsonian over a 2-week per-
jod. This is the safest way. You can
also stop the anti-parkinsonian sooner
and see what happens, then restart it if
there is a problem.

2. Anti-Depressants

What has been said of withdrawal from
the neuroleptics applies to the anti-
depressants, such as Elavil, Tofranil,
Norpramin and Vivactil, although muscular
symptoms are usually less severe. Stop-
ping these drugs abruptly is not recom-
mended. ‘ ; -

3. Lithium ; )
L7thium, because it is a mineral salt
and not an organic chemical' Tike q]l
other psychiatric drugs, presents a dif-
ferent type of withdrawal situation.
Sudden discontinuation of “1ithijum appears
to be safe. The body will eliminate the
lithium through the urine over the next 3
days to a week, Although there are no
reports -in the psychiatric literature
documenting serious withdrawal
personal reports
that there have been withdrawal diffi-
culties, including freak-outs, 1nsom-
nia, anxiousness and irritability. The

' \

indicate

 best approach is to withdraw slowly from

"~ 4, Anti-Anxiety Drugs
With the anti-anxiety drugs

lithium over at least a 2-week period.

("minor

‘tranquilizers"), 1ike Valium and Librium,
it is crucial that withdrawal be gradual.

Dosage levels should be reduced to noth-
jng ~over at least a 1-week period.
Abruptly stopping these drugs can produce
dangerous withdrawal reactions, including

life-threatening seizures. Even . with

reactions -

withdrawal, reactions can 1n-

gradual r
clude: flu-type aches ani_pa1ns?ngg;i§2,
diarrhea, sweating, shaking, g

’ dizziness, fevers,

anxiety, restlessness, S5
fearfulness, muscle tics, and "withdrawal

sychosis." Withdrawal symptoms can oc-

gdﬁ jnmediately or shortly after the
drugs are reduced or stopped and can
build in intensity for a week to 10
days. It is during this early stage that
ceizures are most likely to occur. With-
drawal reactions of a milder nature can
linger for several weeks or even a month
or 2 after the drugs are stopped.

5, Sedative-Hypnotics o
' sidden withdrawal from barbiturates and
pseudo-barbiturates, such as Quaalude,
Tuinal, and Placidyl, can be hazardou§,
with 1ife-threatening seizures a possi-
bility. If you have been taking these
drugs continuously for longer than 2
months, it is necessary to reduce doses
over a period of several weeks. With-
drawal symptoms with the sedative-hypnot-
jcs are similar to those of the anti-anx-

jety drugs.

6. Psychostimulants

Amphetamines and  quasi-amphetamines
like Ritalin are addicting drugs and
withdrawing from them can cause serious
problems. Unlike the sedative-hypnotics,
there is no danger of 1ife-threatening
withdrawal seizures. But suddenly stop-
ping .psychostimu1ants can induce severe
dgspa1r (at times of suicidal propor-
tions), extreme fear, and withdrawal psy-
chosis. Therefore, gradual withdrawal is
sprong]y recommended. Other less serious
w1tpdrawa1 reactions include: apathy,
fat1gug, nervousness, irritability, and
gastrointestinal symptoms., There is lit-
tle documentation concerning psychostimu-
1ant;w1thdrawa1 problems for - “hyperac-
tive" children. But there are many pub-
Tished reports of such. problems with
adults, and it 1is reasonable to assume
that children withdrawing from Ritalin-
E¥pe drugs sometimes experience difficul-

es.

7. Geriatric Drugs

There 1s almost no information about
withdrawal problems with geriatric drugs.
In the absence of reliable information,
slow withdrawal over a 2-week period, OF
longer, is advised. '
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A

acetophenazine, 19
Adapin, 34
Akineton, 32, 32(ad)
alprazolam, 41
amantadine, 32
amitriptyline, 34
amobarbital, 43
amoxapine, 34
amphetamines, 45
amphetamine sulfate, 45.
Amytal (sodium), 43
analeptic stimulants, 48
Anectine, 50
.anorexiants, 45
Antabuse, 50, 51(ad)
anti-alcohol drug, 50
anti-androgens, 50
anti-anxiety drugs, 41
anti-depressants, 34
anti-hyperactivity
drugs, 45
anti- park1nson1ans, 32
anti-psychotics, 19
Artane, 32, 33(ad)
Asendin, 34
Atarax, 41
Ativan, 41
atropine, 50
Aventyl, 34

B

barbiturates, 43
Benadryl, 32
Benzedrine, 45 .
benzodiazepines, -41
benztropine, 32
Beta-Chlor, 43
biperiden, 32

birth control pills, 16
" Brevital, 50
bupropion, 34
butabarbital, 43
butaperazine, 19
Butibel, 43

¢

arbamazepine, 40
carphenazine, 19

entrax, 41 gl
gerebral vasodilators,, 48

INDEX
(Drug Names)

Cerebro-Niacin, 48
Cerespan, 48

chloral hydrate, 43
chlorazepate, 41 :
chlodiazepoxide, 41
chlorpromazine, 19
chlorprothixene, 19
Cibalith, 38
Circanol, 48

" ¢lobazam

clorazepate, 41
Cogentin, 32
Compazine, 9(ad), 19

conjugated estrogens, 50

Cylert, 45

cyproterone acetate, 50

D

Dalmane, 41
Dartal, 19
Daxolin, 19
Deaner, 45 -
deanol, 45 A
Deapril, 48

‘DepoProvera, .50

desipramine, 34
Desoxyn, . 45
Desyrel, 34

' Dexedr1ne, 45, 45(ad)

dextroamphetam1ne 45
diazepam, 41
diet pills, 45
diethylpropion, 45
dihydrogenated ergot
alkaloids, 45 .
diphenydramine, 32
disulfuram, 50
Dolophine, 50
Doriden, 43

. doxepin, 34

E

‘Elavil, 34

Eldertonic, 48
electroshock
premedications, 50
Endep, 34

Equanil, 41

ergot alkaloids, 48
ergoloid mesylates 43
Eskalith, 38
estrogens, ' 50

ethchlorvynol, 43
ethopropazine, 32
Etrafon, 34

F

fluphenazine, 19
flurazepam, 41

’ G

Geravite, 48
geriatric drugs, 48
Geroniazol, 48
Gerovital, 48

. glutethimide, 43

H

halazepam, 4]

Halcion, 41

Haldol, 13(ad), 19
29(ads)

haloperidol, 19

hormones, 50

Hydergine, 48, 49(ad)

~ hydroxyzine, 41

I

1m1pram1ne, 34
1socarboxaz1d 34

J
Janimine, 34

K
Kemadrin, 32

L

Librium, &1

Lidone, 19
Limbitrol, 34
Lithane, 38 39(ad)
]1thium, 38, 39(ad)
lithium carbonate, 38
Tithium citrate, 38
Lithobid, 38
L1thonate 38
L1th0tabs 38
lorazepam 41
loxapine, 19

"Lox1tane, 19

Ludiomil, 34
Luminal, 43
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major depressants, 4

major tranquilizers, 19

MAO inhibitors, 34

maprotiline, 34

Marplan, 34

mazindol, 45

medroxyprogesterone, 50

Mellaril, 11(ad), 19,
22(ad), 25(ad), 48(ad)

Menic, 48

Mentalert, 48

i meprobamate, 41

mesoridazine, 19

, metabolic stimulants, 43

\ methadone, 50

‘ methamphetamine, 45

methaqualone, 43

methohixital, 50

methylphenidate, 45

methyprylon, 43

Metrazol, 43

Miltown, 41

minor depressants, 4, 41

minor tranquilizers, 41

Moban, 19

molindone, 19

monamine oxidase

inhibitors, 34

muscle paralyzers, 50

N

narcotic maintenance
drugs, 50
Nardil, 34
Navane, 19
Nembutal, 43
neuroleptics, 19
niacin, 49
nicotinic acid, 49
Nicozol, 48
Noctec, 43
Noludar, 43
Norpramin, 34
nortriptyline, 34

0

Orap, 19
oxazepam, 4]

P

Pamelor, 34
papaverine, 48
paraldehyde, 43
Parest, 43
Parnate, 34
Parsidol, 32
Pavabid, 48
Paxipam, 41

p

pemoline, 45
pentobarbital, 43

pentylenetetrazol, 48
Permitil, 19

perphenazine, 19
Pertofrane, 34
Pfi-Lith, 38
phenelzine, 34
phenmetrazine, 45
phenobarbital, 43
phenothiazines, 19
pimozide, 19
piperacetazine, 19
Placidyl, 43
prazepam, 41
Preludin, 45
Premarin, 50
procainamide, 48
prochlorperazine, 19
procyclidine, 32
Proketazine, 19
Prolixin, 19, 26(ad),
31(ad)
promazine, 19
protryptiline, 34
psychostimulants, 34
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Quaalude, 43
quasi-amphetamines, 45
quasi-barbiturates, 43
Quide, 19
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Repoise, 19

Restoril, 41

Ritalin, 45, 46(ad),
47 (ad)

rubidium, 40

S

Sanorex, 45 -
secobarbital, 43
Seconal, 43, 43(ad)
sedative-hypnotics, 43
Senilex, 48

Serax, 41, 41(ad)
Serentil, 19
Sinequan, 34, 53(ad)
SK-Pramine, 34
sleeping pills, 43
Solacen, 41
Somnafac, 43

Somn$s, 4?9

Sparine,

Sge1azine, 9(ad), 19
succinylcholine, 50
Surmontil, 34
Symmetrel, 32

T
Tagamet, 42

- Taractan, 19

Tegretol, 40
temazepam, 41
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thiopropazate, 19
thioridazine, 19
thiothixene, 19
Thorazine, 5(ad),
9(ad}, 19, 21(ad)
Tindal, 19
Tofranil, 34
tranylcypromine, 34
Tranxene, 41 :
trazodone, 34
Tremin, 32
Triavil, 34
triazolam, 41
tricyclics, 34
trifluopromazine, 19
trihexyphenidyl, 32
Trilafon, 34 :
trimipramine, 34
Tuinal, 43, 44(ad)
tybamate, 41
Tybatran, 41

')
Valium 41, 42(ad)
Vasodilan, 48

Verstran, 41
Vesprin, 19

Vistaril, 41

Vivactil, 34, 35(ad)
W
Wellbutrin, 34
X
Xanax, 41

Ze]m‘id: K
zimelidine, 34
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quilizers. antidepressants, and lithium — have their thera- ’

utic effect through brain-disabling actions rather than
through 3Ny amelioration of psychiatiic disorders For the
first ime evidence is maishalled demonstrating that in
vast numbers of patients the major lranquilizers have pro-
duced rreversible damage to the highest centers of the
prain, resulting in chronic mental dystunction and demen-
iia. The book examines the legal, ethical, and potitical
implications of this tragic epidemic of brain damage.
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' --Thomas Szasz, authorn of The Myth of Mental T1£E€ness

"The most impontant §ifm on hospital Life to emenge 4in
the Last ten yeans." S
--Alan Rosenthal, The Documentary Conscience

"Luminous and devastating cinema."
--Jenny Millen, Madness Network News

‘ "Shocking...a waning about mind contrhol told with compas-
| s40n and nage." '
--Linda Gross, The Los Angeles Times
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- Psychiatric Inmates Liberation Movement
(Partial Listing of Groups)

Advocates for Freedom in Mental Health, 4448 Francis, Kansas ?1ty, KS'56103
Alliance for the Liberation of Mental Patients, Box 30228, Philadelphia, PA 19103,

Mlternatives to Psychiatry Association, 410 So. Dixje Hwy., Unit 14, Lake Worth, FL
33460

Amalie, Linnesgade 26, kld. tv., 1361 Copenhagen, Denmark

Auto-Psy, 45 St. Francois Est., Quebec City, Quebec, Canada JIK 1Y4

Campaign Against Psychiatric Injustice and Coercion (CAPIC), Box 228, Collingwood,
3066, Australia

C.A.P.A.B.L.E. (Citizens Against Psychiatric Abuse and Bureaucratic and Legal
Entanglements), Talmage, CA 9548]

Center for Independent Living - Mental Disability Independent Living Program, 2439
Telegraph Ave., Berkeley, CA 94704

Clientenbond, Postbus 645, 3500 AP, Utrecht, Holland
Coalition to Stop E1ectroshock, Box 3301,
Irren-Offensive, Winterfeldstr, 38,

Madness Network News, Box 684, san Francisco, CA 94701 ($7 for 6 issues, $14 for
institutions)

Mental Health Consumer Concerns, 2727 Alhambra Ave.
Mental Patients Alliance of Centr
17

Berkeley, CA 94703

» Suite 28, Martinez, CA 94553
al New York (Ithaca), Box 22, Brooktondale, NY

Meatal Patients Alliance of Central New York (Syracuse),
Mental Patients Association, 2146 Yey St.,
Mental Patients Liberation Front, Box 594, Cambridge, ma 02238

Network Against Psychiatric Assault (NAPA), 2054 University Ave., Berkeley, cA 94704
On Our Own, 5422 Belair Rd., Baltimore, Mp 21206

On Our Own, 1860A Queen St. E

Phoenix Rising, Box 7251, Sta. A, Toronto, Ontario, Canada M5W 1x9 ($6/year, $12
for institutions)

Portland Coalition for the Psychiatrically Labeled, 277 Cumberland Ave,,
ME 04101

Project Release, Box 396, FDR Station, New York, NY 1001

PROMPT, c/o 11 Ottershaw House, Horsell Rd., St. Paul's Cray, Kent, England
Psychiatric Inmates Rights Collective, Box 299, Santa Cruz, CA 9506)

South Dakota Mental Health Advocacy Project, Box 618, Sioux Falls, sp 57109
Vermont Liberation Organization, RD #1, Johnson, VT 05656

Psychiatric Inmates Liberation Front, c/o Big Mama Rag, 1724 Gaylorg st.,
en
womDenver. Co 80206

Box 158, Syracuse, NY 13201
Vancouver, BC, Canada V6K 3G7

.» Toronto, Ontario, Canada ML 1H)

nt groups 1s published in each issue of Madnes s
An up-to-date 1ist1bgioltﬁgﬁ¢3. ?he International Conference on Human Rignts ang
Network News o“f-isgion }?as been meeting annually since 1973 in varioys US and
Psychiatric 0Opp

Canadian cities.
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