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INTRODUCTION 

This booklet is the outgrowth of a reg­
ular series of columns about psychiatric 
drugs which began appearing in Madne..,M 
Ne..-twoti.k Ne.w!:> in 1972. David L. Richman, 
M.D., a physician practicing in l3erke1ey, 
California, has written almost all of 
these columns under the pen name Dr. Cal­
igari. This name comes from ~he classic 
German silent film, The. Cab-tnet 06 V!t. 
Ca-lt9a'tt (1919), which in its ori~inal 
form was highly critical of psych1atry 
and its so-called treatment practices. 

The Network .a.gainst Psychiatric Assault 
{NAPA) published the first edition of 
this booklet in 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. CALIGARI 

Miliumf~ MEllARll 
. · diaz'c am) 1.THIORIDAZINEI. 

-~--··-··· .-. ..... """~ '" ~-. ..,, ,. -~, -~-· :, 

NetMl'k.Apnt .. hiatrk ksault 

Pirst 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 Bo 1 dt, Dee dee Ni her a, 
Sherry Hirsch, Wade Hudson, Jenny Mi 11 er, 
Barbara Quigley and Sally Zinman. 

All the proceeds from the sale f 
edition go to NAPA to further its ~ortis 
the psychiatric inmates liberation mav!~ 
ment. (A partial listing of movement 
groups is on the inside back caver). 0r­
ganiz~d in 1974, NAPA is committed to 
fighting against the use of psychiatry as 
a tool of social control. In particular 
we are opposed to forced drugging, el ec: 
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 I s Langley Porter Psychi at­
ric Institute where electroshock was be­
ing forcibly administered. In 1976 NAPA 
conducted a 30-day sleep-in demonstration 
at the . office of Ca 1 i forn i a 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 a 1 so p 1 ayed a key ro 1 e as a member 
organization in the Coalition to Stop 
Electroshock, whic.h 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 1 ook 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 1 onger-term residences. 
Through these programs people could re­
ceive assistance without sacrificing 
their freedo~ and self-respect. 

Anyone \'lho is interested in participat­
ing in NAPA activities or who would like 
informatf on about the psychiatric inmates 
liberation movement fs invf ted to write, 
call or visit our office in Room 406, 
2054 University Ave. (near Shattuck), 
Berkeley. California. (415) 54S-2980. An 
ad in the back of this booklet lists lit­
erature available through NAPA. Also in 
the back is an ad for Madne.u Ne.:twoltk. 
N~ with subscription information. 



Chapter 1 

GETTING DRUGGED: 
AN OVERVIEW 

1. Why This Book? • 
An estimated 35 million people in the 

U.S. are regular psychiatric drug users. 1 

In 1975 American physicians wrote 240 
million pharmacy prescriptions for psy­
chiatric drugs, "enough to keep ever.>; 
American fully [drugged] for a month. 11 

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 a 11 pharmacy pre­
scriptions were for psychiatric drugs. 4 

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
vi de up-to-date, comprehensive, and eas­
ily understood infonnation 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. Relf able i nfonnation about drug 
effects, tox1 c effects and medical com­
plications 1s crucial to ensure a truly 
informed cons~nt process. 

1. P. Schrag, Mutd Contlwl, (New York: 
Pantneon, 1978), p. 136. 
2. lbi d., p. 35 
3. Ibid. 
4. c. Muller, "The Overmedicated Society: 
Forces in· the Marketplace for Medical 
Care. 11 Sc.lenc.e, 176 ( 1972) : 488-92. 

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
lin) , norepi ne phri ne, serotonin, acety 1-
cho line, 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 nonnalize 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 al so want known our strong opposf­
tf on to all fonns of involuntary psychia­
tr1 c f ntervent ion, including f nvo 1 untary 
COOIJ11tment, forced drugging, seclusion 
rooms, and restraints. We oppose the use 
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of electrically-1 nduced convu1 si ons (el­
ectroshock or ECT) and the use of psycho­
surgery (1 obotomy, amyg<la 1 otomy, etc. ) 
under any circumstances. In addition, 
we do not endorse the use of psychi a trf c 
drugs, al though we recognize the rf ght 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 heal th 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 
faciliti~s . 

4. Dru -Induced Dama e 
G n psyc 1atry s use of police powers 

to ;~ck-up and "treat" people_ against 
th fr will and the fact that this almost 
al!ays in~olves drugging, the struggle 
for the right to refuse trea~ment and the 
rf ght to i nfonned consent i ~ of utmost 
importance. However, even 1 n the best 
cf rcums tances, where there s~ems_ to be 
free choice, the use of psyc~iatr1c drugs 
almost always involves a serious lack of 
straightforward inform~tion ab~ut. drug 
effects and taxi c reactions. _This 1 n!or­
mati on is essential for making active, 
knowledgeable and responsible decisions 
about drug use, especially for pro~ecting 
oneself from the danger of drug-1 nduced 
damage. 

Almost all psychiatric drugs are de­
pressants that slow down brains and b?d­
ies. The primary effect of drugs like 
Thorazine, Elavil, and lithium is to 
place the user in a chemical strait­
jacket. These drugs "control symptoms" 
by restricting the individual's ability 
to think, feel and act. Furthennore, 
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 



effects are called drug effects, while 
its unwanted hannful effects are called 
toxic effect; adverse reactions, and al­
lergic reactions. 5 Penicillin~ fo~ ex­
ample, can stop many bacterial 1nf~c­
tions, but occasionally pe~ple have ~1~d 
from sudden allergic reactions. Aspirin 
can help relieve pain and reduce f~ve~. 
However, aspirin can cause stomach 1 rn -
tation, ulcers, and hard-to-control 
bleeding as side effects. It can al~o 
cause asthmatic attacks as an allergic 
reaction, and kidney damage (if high 
doses are used over many years) as a tox­
ic effect. And finally, an aspirin over­
dose can poison and even kill. 

Psychiatric drugs are often misleading­
ly 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 tardi ve dys­
ki nesi a) highlights the serious risk of 
damage inherent in the use of psychiatric 
drugs and rei nf ore es 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 illness or of physical disease. 
This is especially true with the stron­
gest psychi~tric drugs, such as neurolep­
tics, anti-depressants, and lithium, 

5. Other terms include idiosyncratic drug 
reactions and hypersensitivity reactions. 
We believe that al 1 of these terms are 
often used to misrepresent what psychi at­
ri c 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 is 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 dlw.g e.6-
6e.ct6 in place of side effects, adverse 
effects, and the like. 

GETTING DRUGGED 
3 

I had dizziness I fain-ting, palpi-ta­
tions: these were interpre-ted as •anx~ 
iety• and •trauma.• I had nausea, 
gagging, and this was interpre-ted as 
•psychosomatic.• . There was some feel­
ing inside of me -tha-t I was choking, 
and I wanted to get ou-t of me. I had 
lack of sexual desire: they said I was 
afraid of my sexuality. I had jerki­
ness, muscle rigidi-ty, cramps, tigh-t­
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. Z. was confused, disoriented'. 
I had the sweats. They' checked me for 

· earl,y menopause. There were outbursts 
from an extreme fearfulness,' and this 
was interpreted 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 
thi~k things out. Nothing made sense. 
I forgot everything. When I complain­
ed, I was told this was part of 1lllJ 

. problem. I didn't want to do these 
things •••• Some things w~re 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 ffaS giv-
en medication and then treated for ~ 
symptoms it caused. 

Fancher Larson, Public Hearings on Psy- 1 

chiatric Drugs, San Francisco, CA, July 
23, 1981. 

.. . 
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which ' we call ma.jolt de.p1te1>.6a.nt.6. The • 
major depressants are chemical strong­
_anns used to control what psychiatrists 
c~ll disturbed or agitated behavior. The 
mutOIL de.pJr.U.6ant6 (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. All psychiatric 
drugs are. potentially hannful and should 
no~ be taken casually. 

·s. Where is Psychiatry Coming From? 
The history of -psychiatry is filled 

with the use of fearsome and oainful pun­
ishments. Those labeled mad have been 
locked in small prison cells, chained 
whipped, and subjected to ·debilitating 
11treatments 11 

. ( see books by Hunter and · 
Kraepelin in Bibliography, p.59). 

----... -

,. ,. 

-
I 

\ 
. \. 

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 1 dea was that 
. skin wounds which were infected and ooz­

ing •pus would purge "madness. 11 Thus, the 
ld psychiatri~ts (then called alienists) 

0 eated blisters and wounds a~d then rub­Vea tfiem with irrjtating ~rugs and pow-

d
. to make sure they got 1 nfected. 
ers , 

In the 1800s and throu~h t~e early _part 
of this century, psych1~tr1sts bel1~vect 
masturbation (called onan1?m a~ the time) 
was a main cause of 1nsanity. They 
frightened many people wit_h t~is lie ~nd, 
moreover, used it . to . J ust1 fy var, ous 
forms of genital mut1lat1on a~d other so­
ca 11 ed treatments now recognized as out-
1 andi sh and barbaric. 

6 Better Living Through Chemistry 
· With the growth of the pharmaceutical 

industry, especially si n_ce World War I I, 
the psychiatrist's new line has been that 
pills and chemicals will solve people's 
problems. When they observed how well 
certain drugs restrained 

11
troublesome

11 

patients, they developed th.eories of a 
biochemical basis for so-called mental 
illness to support the use of these 
drugs. The age of biological psychiatry 
was born. Chains and straitjackets now 

. come in chemical fonn. 
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 legitimacy. In fact, 
they are drug pushers. If a drug is i 1-
legal and bought on the street, its use 
is considered dangerous, unhealthy and 
an addiction or habit .. If a drug i's le­
gal, prescribed by a physician and sold 
by a phannacist or obtained through a 
hospital, then it· is considered neces­
sary, safe, and benefi ci a 1 , and its use 
is called maintenance rather than addic­
tion. Thus, there is. heroin and barbi­
turate addiction on the one hand, and 
lithium and Prolixin·maintenance on the 
other. 

Today, the largest promoters of drug 
addictio.n are the psychiatrists and the 
drug companies, and. their efforts have 
paid off handsomely. The psychiatrists• 
median annual income is currently over 
$70,000~6 while pharmaceutical company 
sales since the introduction 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. co11111ercial rights to 

6 • Medic.al. . Ec.onomic.6, Sept. · 13; 1982, 
p. 253. 
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S.K.F.'s i-en1arkable new dru9 

THORAZINE* 
in Neuropsychiatric Disorders 

HCH 
I 

HCH 
I 

HCH 
N 

CH3--;-C~3 
HCI 

'Thorazine' is "especially remarkable in that it can greatly reduce severe 
anxiety, suppress the intensity of phobias and obsessions,[reverse or modify 
a paranoid psychosis, quiet manic or extremely agitated patients, and can 
change the hostile, belligerent, agitated senile patient into a quiet, easily 
managed patient." 

(Win~elman, N.W., Jr.: J.A.M.A. 155:18 (May 1] 1954.) 

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

motor excitement." 
(Lehmann, H.E., and Hanrahan, G. E.: Arch. Ncurol. & Psychiat. 71:227 [Feb.] 19.54.) · 

Available in 10 mg. and 25 mg. tablets; 2 cc. ampuls (25 mg.Ice.) 
Additional information on 'Thorazine' is available on request. 

Smith, Kline &... French Laboratori~s 

1530 Sprin9 Garden Street, Philadelphia 1 

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

l\Jllerican Journal of Psychiatry, July 1954 



Drug Manufacturers and Their Products 

Manufacturer 
Abbot Laboratories ......... • • · 
Ayerst laboratories (American Home Prod.). 
Boehringer Ingelheim. . .. 
CIBA Pharmaceuticals. 
Dupont Pharmaceuticals 
Ives laboratories 

~ 'd l T ryTert, Nembutal! Plac1 ~, ranxene 
Antabuse, Premar1n 
Preludin, Serentil 
Lithobid, Ludiomil, Ritalin, Serpasil 
Symmetre 1 , Mob an 
Surmontil 

Lederle Laboratories . 
Eli Li 1 ly . . . . . . . 
McNeil Pharmaceuticals .... 
Mead Johnson Pharmaceuticals 

Artane, Asendin, Loxitane 
. . Aventyl, Seconal, Tuinal 

. . . . . Ha 1 do 1 

Merck, Sharp & Oohme .... . 
. .... Desyrel 

Merrell Dow Pharmaceuticals .. . 
Miles laboratories (Dome Division) . 
Park-Davis (Warner-Lambert) .... 
Pennwa l ty • • • . . . . . . . . 
Pfizer Pharmaceuticals (Roerig Div.) 
Roche Laboratories 

Sandoz • • • • • • • • 
Schering ••.............. 
Smith, Kline & French (SmithKline 

Beckman Corp.) 
£.R. Squibb & Sons ••••••••• 
Up john • • • • • • • . • . . . . . . 
USV Phannaceuti cal s . • . . . . . . . . 
Wyeth Laboratories (American Home Prod.) 

Cogentin, Elavil, Triavil, Yivactil 
Norpramin 

. Lithane 
Benadryl, Centrax, Nardi1 
Ada pin 
Atarax, Navane, Sinequan 
Dalmane, Librium, Limbitrol, Marplan, 

Taractan, Valium 
Mellaril, Restoril, Sanorex 
Permitil, Trilafon • 
Benzedrine, Compazine, Dexedrine, 

Eskalith, Stelazine, Thorazine 
Amitid, Prolixin 

. DepoProvera, Halcion, Xanax 
Pertofrane 
Ativan, Equanil, Serax, Sparine 

. . 
which is used by 
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the neurol epti c Thorazine. . By December 
1953, five months before be, ng marketed, 
this drug had been tested on only 104 
psychiatric inmates in the U.S •. ~net~e-
1 ess the FDA approved its d1 stri but, on 
and 'sKF mounted an awesome promotional 
campaign, advertising in. psychiat~ic 
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 this. country 
were being administered Thorazine and 
SKF's overall sales jumped by one-third. 
Thorazine continued to figure prominently 
in SKF's growth as revenues increased 
from $53 million in 1953 to $347 million 
in 1970. 

The powerful influence of the phanna­
ceuti cal industry on drug-prescribing 
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 
a:e 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 All 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-
1 ems 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 history, 
an evaluation of current drug use (in­
cluding prescribed, over-the-counter or 
street drugs), a physical exam, and nec­
essary 1 aboratory tests ( f ncl udi ng x-rays 
and CT scans). fledical problems may re­
quire specific treatments; for example, 
those with an underacti ve thyroid. gland 
may need to take thyroid honnones. 
. Contrary to what psychiatrists claim, 

there is no proof that psychiatric drugs 
correct any physfological imbalances. 
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. . 

As an extension of the sedating effects 
of ~ost psychiatric drugs, people may be-

GETTING DRUGGEo 
7 

co~e depressed, sometimes to th . 
suicide. At other times th e point of , ese drugs cause people to become di t can 
confused, which in psychi atr~ /a~aght a~d 
ca)led toxic psychosis. This ;

0
;a?". is 

wh1 ch takes many f onns ; s oft 1 t,on, 
b t d t " 1 . • en attri­

u e. o menta , 11 ness" rather tha -
cogn1zed as drug-induced. . n re 

Often, prob 1 ems that occur when dru 
are stopped are in fact related to d gs 
withdrawal.. The difficulties experien~~~ 
from drug withdrawal may be seen as a r _ 
1 apse and used to justify resumption ~f 
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 
,1 ife-threatening drug reactions should 
serve as a warning to those who think 
they can simply drug away life's problems. 

[Psychiatric dru'ij,;s} are used, not to 
heal or help, but to torture and con­
trol. It is that simple. And t~e-

_ questions surrounding their use are 
not scientific or medical; they ar~ 
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 n,ost power-~ 

. less and stigmatized groups in ou:r 
society, 

Janet Gotkin (co-author, TOO MUCH AN-. 
OER, 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. 
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Chapter2 

CONSENT AND COERCION 

1. lnfonned Consent. 
Technically · speaking, · i nfonned consent· 

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 competenc~ (absence of a 
court ruling of mental imcompetence). 
Coercion is inherent . in all , .psychiatric 
facilities; whether the inmate is volun­
tarily or involuntari_ly confined~: and in 
all relationships between a 11patient 11 and 
a psychiatrist, given his or her power to 
lock people up. When a psychiatrist rec­
om~ends or prescribes psychiatric drugs, 
it s a 11 too frequently an offer that 

. · can't be refused. But even if there were 
no coercion, infonned consent from psy­
chiatric-drug candidates would be rare, 

-because psychia.trists dp not fully and 
accurately i nfonn them about drug risks_· 
and dangers. Psychiatrists know that the 
more infonnation they divulge and the 
more honest they are about these drugs, 
the more resistance to . taking them they 
will encounter. · 

- . ·. 
- ; ' - ' ~ 

.; : j i" - ' • •. • 
. . -· . 

.- :. ·.-~-

Walter Gurbo 

2. The Right to Refuse Psychiatr,ic D.rug~. 
Nowhere in the U.S. do psychiatric in­

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 infonn them about the effects 
of these drugs and may administer them 
over the inmates I objections by means of 
heavy-handed force and violence. · In a 
few states, psychiatric inmates (particu-
1 arly so-called voluntary patients) have 
the technical right to refuse psychiatric 
drugs, but in practice, this right is 
easily denied, usually by having a psy­
chiatrist declare an emergency situation 
(the inmate is said to be in dang~r, or 
jn imminent danger, of hanning him/her­
self or others), by having a review panel 
(almost al ways made up of physicians) au­
thorize the administration of drugs, or 
-by having, if the inmate has been ruled 

· -1 egally incompetent, his or her conserva­
tor or guardian consent to the use of 
drugs. 

_.Th: situation fo_r involuntary psychiat­
ri.c inmates regarding the right to refuse 
drugs is part~cularly bad, and likely to 
become worse 1f the .American Psychiatric 
Association (APA) has its way •. The APA's 
11

Gui del ines for Legislation on Psychiat­
ric Hospitalization of Adults 11 includes 
~his paragraph: 1 

Since it is a prerequisite to involun­
tary co11111itment that the person lacks 
capacity to make an i nfonned 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 insofar as particular laws or 
regulations require consent. for special 

'therapies ••• 

1. Ame/Llcan J ouJtnal · o 6 P .6 yclua;t,r.y . ( Ma re h 
1983): 679. .· . . ' 

L ,.;, .. 'I - _____ .:....,_ _____ llllllill _______ ..... ...__ __ _ ~ 



l WARNING! 
MENTAL PATIENTS ARE NOTORIOUS 

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 treatment program.~ 

SPECIFY LI , U~D CDNCENTRATEt~ 
'I 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 ~emisolid foods to assure ingestlol) of the drug. 

*Accordin& to Goldman from 25% to 40% of hospilallzed menlal patlenll alltm_pl lo ,v1dt 
oral medlcaUon; (In Trlftuoperazlne: Cllnlc1I and Ph11m1colo1lc1I A1pect1, Phll1dtlphl1, Lt1 l 
ftbi&er, 19~, p. 74.) 
Jfor hospll1I use 

r 

b------------------

- Smith Kline & French Laboratories, Philadelphia 
leaders In psychopharmaceutical research . 

Mental Hospitals, February 1962 

. ...... ---1-



10 CONSENT AND COERCION 

.3. Drug Resisters. 
·All psychiatric 1,nmates should be aware 

of the fact that resistance to taking 
drugs "voluntarily" almost always leads 
to various for.ms of coercive or forced 
drugging. Inmates suspected of cheekir.g 
(pouching pills in the cheek and spitting 

· them out later) may be forced to take the 
drug in liquid fonn (in juice or water) 
in the presence of the staff. Drug re­
fusers may be given intramuscular i njec­
tions against their will. According to 
one psychiatrist, a drug proponent, "in­
tramuscular administration of (Thorazine) 
increase~ its potency abciut 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 hannful and _poisonous, 
which many psychiatrists label a paranoid· 
delusion. 

4 Drugs and Violence. Psychiatrists 
claim that forcing drugs on psychiatric 
inmates is necessary to prevent violence, 

ven though the great majority of inmates 
~ neither been accused nor convicted 
, ~ ve cri mi na 1 ly assaultive act. . Acco~d­
~ a to Lee Coleman, himself a psych~a-
1n~ "this rationale amounts to nothrng 
tr1st, 

more than preventive chemi~al deten-
• 11 Furthermore, most v10l ence in 

t!i~hiatric facilities is pe~petrated by 
~taff'on inmates when they fail to comply 

'th "treatment" programs. From this 
;~rspective, inmate violence is self. 
defense. 
s. Criteria for Improvement. 

Psychiatrists lower drug dosage levels 
not in response to . inmate re_quests or 
pleadings, but acc~rd1

11
n_g to the, r P.ercep­

t ion of the inmates 1mprovemen~. Psy­
chiatrists measure improvement in .t:nns 
of cooperativen 1ess, reduced compl a,n,ng, 
confonni ty to cultural ~orms, and res~ect 
for authority, part, cul ~rly the~ rs. 
Thus, inmates are faced w, th a ser, ous 
dil e11111a. If they want their drugs

11 
re­

duced they must 1 earn to play the good 
patie~t" game. If they are unwilling or 
unable to play the game or if.they play 
it badly, they are likely to suffer the 
consequences of continued or even in­
creased drugging. 

6. Dan~ers of Being a "Difficult Patient". 
Psyc iatrists 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 1 applies to i.nmates who 
are labeled schizophrenic (who are on 
neuroleptics), depressed (who are on 
anti-depressants), and mani~ depressive 
(who are on lithium and/or neuroleptic~). 

7. Ps~chiatric Drugs and Outpatients. 
Individuals released from psychiatric 

facilities are usually misled or coerced 
into taking drugs as outpatients. Some, 
while sti 11 i nsti tutiona l i zed, a re to 1 d, 
11You are mentally ill and will have to 
take medications for the rest of your 
life. 11 They are then given the self-ful­
filling p~yc.fuaWc. c.wt.6e, 11If, once re­
leased, you don't take the drugs, you'll 
go crazy again and need to be rehospital­
ized.11 Others are told more pointedly 
that failure to take the drugs wil 1 re­
sult in their being forced back into an 
i nsti tuti on. Still others, as colllTluni ty 
heal th clinic outpatients, are scheduled 
for reg~lar, mandatory Prolixin shots, 
the numb1ng effects of.which can last for· 
6 weeks. 
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Chapter 3 

PRESCRIPTION PRACTICES 

l . Drug Name s 
Drug names can be confusing because 

each· drug has at least two different 
names: the drug company's trade name and 
the generic name. 

• T1tade Name: This is·a drug name creat­
ed by a drug company I s promotion de­
partment for its brand of a particular 
drug. 

• Genvuc. Name: This is a drug name that 
is based on the chemical structure of 
the drug. 

For example: Tho1tazine is the drug com­
pany's trade name for a drug whose gener..; 
ic name is c.hloJz.pMma.z,i,ne.. Smith, Kline 
& 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, Chl or-PZ is the 
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 
pills received at the pharmacy. Most 
doctors use the trade name in writing 
prescriptions. The only basic differ­
ence, in most cases, between a trade­
named drug and a generic-named drug is 
that the fonner ~osts more. 

1 2. Prescriptions and Drug Infonnation on 
Drug Containers. 

On both the drug prescript ion and the 
typical plastic bottle containing the 
drug there usually will be, the following 
infonnation: 

A. or·ug name (trade or· generic name): 
e.g., Thorazine or chlorpromazine. 

.B. Drug dose strength (written in mil­
' 1i grams or mg. A mi 11 i gram is one thou­
sandth of a gram): e.g., Thoraz~ne 100 mg. 

.C. Instructions for drup use:. e:9·. 
"Take 1 pill 3 times a day.' · 
.1 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 

filled in August, 1983, may have an ex.; 
pi ration date of August, 1985. WARNING: 
Do not use drugs after the expiration 
date has passed. 

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~" 

Available Dosage Slrenglhs: 
100 mglh ml 11,,npoon) cttloft\J ~• v.aaw, 

lllu,t1.,1t.._l•bo,,,w 

:lb mo/ti ml llfhll'lf'()On) cCIAotOl1 cvar,oe 

A Pharmac;eutlcal Dlvlalon 
SANPOZ, INC. 
East Hanover, NJ 07936 

Announcing 
New 
MELLARll:SN 
(thioridazine] 
SUSPENSION 
pe< !) ml lh1or,d,:'.l/ln1.• bets,~ equ,vJ',..nl t•> 
25 mg and 100 mg th•onda1,ne HCI usP 

·Pleasant 
Buttermint 
Flavor 
Offers the unsurpassed· 
efficacy of Mellaril" 
(thioridazine) therapy ....•• 

• Etlcctwely rel~cs p$'fChOti..: S";',,..:,lOfflll. 

Plus 
• Ra()lcl abSQ<Dloon-r,e.,k -­

.:Jch,('veJ fdsler lhdn w,th 1.sbiels 
• Ai>P.~• s 1n lhe bl<>odstre.>m ,n 1USI 20 

m.nutest 
• And good taslo -an en<:our~• ru 

pdhcml llCCitpt.101..'t! .lnJ c:o.npkance 

• faSll'V "'-'mtn11l«'l'd-no munncJOI' 
m-.ts .. 1ng Ill h(ly,J 

• ldt,>,..11 for ttx,.st.1 ""~ can't or woni 
SwJb-. I.Jbtels 

nw \Jf"'-llest us.a tor th,s OOUlliJll lorm 
wdl hkolv t,,, •moo11 ~ovr hosP!...,ed 
psvchohc 0.111,mls "t\>l.,r S,aodol repr9-' 
wnta1, .. ., c.an Ph)\IM.N 'fQU ..-..lh addlhOCW 
\tef.tils 1Jt1 Ml:llARIL·S Su~nStOn. 

MHlARll (tluoridazine) 
EFFECTIVENESS ANO 
GOOD TASTE. TOO 

Psychiatric News, February 2, i979 
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12 PRESCRIP.TION PRACTICES 

3. Drug Fonns and Strengths 
Drugs in general come fn various fonns 

including pills, tablets, capsules, li­
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, capsules, 
syrups (elixirs}, or intramuscular injec­
tions. The injections can be short-act-
ing (with effects lasting 1-3 days} or· 
!ong-acting (with effects lasting 2-6 
weeks from a single injection}. The oral 
fonns can also be short-acting (taken 3-4 
times a day}, or longer-acting (taken 
onl~. once or twice a day). The longer­
act, ng fonns are often cal 1 ed sustained 
release {SR}, controlled release ('CR}, 
or spansul es. · 

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 ~re a code 
for i denti fyi ng the drug with a drug in­
fonnation source like the Phy.6..lua.nJ.>' 
Vuk Re.~Vt.e.nc.e. (PVR). Examples: 

• Thorazine {chlorpromazine) comes in the 
following strengths: 10 mg, 25 mg, 50 

.mg, 100 mg. 200 mg (in orange. pilrs of 
increasing size). In addition, there 
is a sustained-rel ease fonn cal led 
Thorazine spansules .in strengths of 30, 
mg, 150 mg, 200 mg and 300 mg (in 
orange capsules of increasing size). 

The daily dose is figured out by multi­
plying the strength of _eac~ dose by the 
number of times a day it is take~. For 
ex~mple, if one is taking 50 mg pills of 
Thorazine, 4 times a day, then the total 
daily dose is 200 mg. 

It is important to realize that drugs 
have different strengths, so that 50 mg 
of 1 drug does not equal 50 mg of another 
drug. For example, Prolixin, a neurolep­
tic is much more potent than Thorazine, 
another neuroleptic: 2 mg of Prolixin is· 
equivalent in strength to 100 mg of Thor­
azine. It is al so 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
; ca 1 s. 

4. Guidelines for Drug Doses and Duration 
of Treatment. 

Dosage practices for psychiatric drugs 
are generally far more random than those 
for medical drugs such as antibiotics. 
Al though the FDA has established genera 1 

· guidelines, doctors frequently deviate 
from them, often exceeding the recommend-
ed upper limits. There is al so great 
variation in the length of drug treat­
m~nt; often people are kept on psychiat­
ric drugs for prolonged periods of time 
even for a lifetime (this is known a; 
maintenance therapy). Psychiatrists them• 
selves .often disagree with one another. 
about different aspects of psychiatric 
drugging. More recently, there has been • Valium (dfazepam} comes in the follow­

ing strengths: 2 mg (white tablet}, 5 
mg (yellow tablet}, 10 mg (blue tab-
1 et}, and a sustained-rel ease fonn 
called Valrelease in 15 mg yellow and 
blue capsules. 

a tendency toward administering large 
doses of drugs, especially neuroleptics 
to ~,ontrel m~re vi goro~sly those 11symp~ 
toms they find most disturbing. As one l 
psychiatrist has conrnented, 11When in f 

Common Drug Prescription Abbreviations 

a.c •. - before meals 
b.i.d. ~ twjce a day 
cap. - capsule 
cc.·- cubic centimeter 
h.s. - at bedtime 
hypo - hypodennically 

1.~. - intramuscular injection 
1.v. - intravenous injection 
mg. - milligram 
ml. - milliliter(= cc.} 
p.r.n. - as needed 
q.d. - once a day 

q.h. - every hour 
q. i. d. - 4 times a day·, 
s1g. - instructions · 
stat. - i11111ediately 
tab. - tablet .· 
t.i.d. - 3 times a day 

'. 



doubt with Thorazine, increase the dose 
rather than decrease it." 

5. Titration of Dru Dosa e. 
, trat, on , s t e common practice psy-

chiatrists emp 1 oy to detenni ne the drug 
dosage given each day. They make an edu­
cated (or not so educated) guess as to a 
starting dose based on factors 1 ike. sex, 
age, \'leight, health problems (especially 
liver, heart, or kidney disease), nature 
of the problem, and their fears of vio­
lence or cti srupti ve behavior. Then every 
day or so they ; ncrease 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-
1 ines, psychiatrists over time adjust 
dosages. 
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6. Polyphannacy. 
To control "symptoms II s h. . 

frequently prescribe se~erapl ye ,atr~sts 
7 

. , sometimes 
as many as or 8, d1 fferent psychiatri · .. 
drugs at the same time. For exam lee 
people may be si~ul taneously given 2 ~if: 
ferent neurol_ept, cs, an anti-parkinsoni­
a~, an ant,-d~pressant, and sleeping 
pills. The variety of drug combinations 
and dosage levels is almost endless· 
Rarely have any of these combination~ 
been tested scientifically. Because of 
the interactions these drugs may have 
with each other and with other non-psy­
chi a tri c drugs the individual may be tak­
ing, the effects are 1 i kely to be" more 
unpredictable and toxic than when single 
drugs a re used. Po lyphannacy is cl early 
a dangerous practice. 

The only neuroleptic many psychotiC 

/. 

patients may ever need - . -

HALOOU• concentrat.e 
(halopc!ridol) I 
taste~,. odorleH and colorless; 
easily added to food, juices or 
wacrr for ea&~ of dosage 
adjunment and better patient 
acccptabiliry. 2 mg per ml 
haloperidol (aa the lactate). 

HALOO .... (haloperidol) 
sterile injection+ Pre-filled Syringe 
for ra~ control (ohm within hours) , · 
in acutely ajitatcd patlonu. 5 m11 
haloPt;ridol (u the lactace) with 1.8 mg 
methylparabm and 0.2 mg 
propy!J>arabcn per ml and lactic acid 
for pH adjustment to ~.0-3.6. 

..j 

• Rapid relief of core 
psychotic symptoms 

• Effective for both initial 
and maintenance therapy 

• Safe and effective at the · 
widest possible dosage range* 

•see Brief Summary of Prescribing 
lnformalion below !or 
contrai~dications, warnings, 
precauuons and.adverse reactions. 

HALOOL• aa~ta 
(halop.:ridol) 
in 6 different atre~ for 
convmirmce in irJtvld~ 
dosaac. 

I • McNEIL 
• PHARMACEUTICAL 

..__ INC Sjn,g tlowe, M 19'77 

_ American Journal of Psychi.atry; November 198) 

.,.,. _______________ _ 



Chapter4 

GENERAL PRECAUTIONS 

Most psychiatric drugs are depressants 
t~at impair the brain and nervous sys.temr 
S1 nee the brain and nervous system con­
trol all body organs and functions, the 
depressant effects of these drugs can 
lead to a variety of harmful, possibly 
fatal, reactions. In particular circum­
stances, however, these drugs pose great­
er than ordinary risks. Listed be.low are 
ge.neJta.i pJtec.au;ti.on6, or. warnings .that ap­
p~y. to nearfy ~ll psychiatric drugs. Ad­
d1t1onal warnings are contained in the 
~pe.cia.l· p1Le.c.a.u;ti_on6 sec ti on of each drug­
category chapter. 

1. You should have a complete medical e·x­
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 reievant 
i nfonnation, 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 psych.i at­
ri c drugs and alternatives to 1taking them 
should be carefully considered •. 

2. It is important for you periodically 
to undergo medical examinations while 
taking psychiatric drugs. These may in­
clude physical exams, neurological test­
; ng, and_ a variety of 1 aboratory tests. 
Each type of psychiatric drug has the po­
tential to damage certain parts of the· 
body. Oependi ng on the type of drug b,e­
i ng 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), circulation 
roblems, diabetes, drug abuse, enlarged 

Prostrate gland (in men), epilepsy((con­
p ions seizures), eye d1 sease gl au­
vul s heart disease, kidney disease, 
c~ma)' disease, lung disease, Parkinson's 
11ver stomach disease (ulcers), thy­
disease, 

roid disease, bladder disease. This list 
is not complete. 

4. Psychiatric drugs can be very danger­
ous, even lethal, when combined with 
prescription, over-the-counter or street 
drugs, especially the following ones: 
amphetamines (speed), anti-convul sants, 
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 a 1 so highly 
dangerous when combined with each other, 
or with other depressants such as a 1 co­
ho l, antihistamines (cold pills), and 
narcotics (or other pain pills). 

5. Everyone reacts differently to drugs 
and dosages. Of course, the 1 arger 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 
adult dosages. Caution should be exer­
cised_ when changing the level of dosage, 
especially when increasing it. In addi­
tion~ factors like weight and current 

· physical condition need to be considered. 

6. Avoid particularly those psychiatric 
drugs to which you have previously suf­
fered a 11 ergi c 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 i 11 ness • 
change of drug• dose, or the taking of 
other drugs. 1 

8. It should be noted that often \-ihen 
these• drugs are proce·ssed into pills, 
tablets, etc., additional materials are_ 
used. These include fillers such as lac­
tose (a sugar), dyes such as tartra-zine, 
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 

I 

' . 



consumption of lactose ca~ lead to abdom­
inal discomfort, gas and diarrhea. 

9. When considering any surgical or den­
tal procedure, ·you should infonn th~ su~­
geon or dentist about any psych1atr1c 
(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 discussed 
\iith 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. Don1 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~ vehicle,: 
operating dangerous machinery. or engag­
ing in any activity which requires con-
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ce~t;atio~h and attention for maximum 
s~ e y. ~ sedating effect of psychiat­
r, c . drugs 1 s often more strongly felt 
when they a re first taken or when , th 
dose is increased. Special caution i: 
required at those times. Other drug .ef­
fects may al~o follow this pattern. 

14. These drugs can ~alter nonnal patterns 
of sleep, although the significance of 
these changes is not clear. Alterations 
are more likely when the dru-gs 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 in­
volves the coordination of the brain, 
senses, spinal cord (especially the lower 
part), blood vessels, lubricating glands, 
pelvic muscles, erotic zones (e.g., gen­
; tal areas, breasts, and lips), emotions, 
environment and a· variety of interac­
tions. All drugs, whether prescribed, 
over-the-counter or recreational, can af­
fect sexuality. In addition, one's emo­
tional state and various medical problems 
(e.g., 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 conmonly. 

The following are some of the potential 
sexual problems associated with the use 
of psychiatric drugs, particularly the 
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lnajor depr~ssants (i ;e., neuroleptics, 
anti-depressan'ts- and to a lesser extent 
lithium): 

' ' 
A. Men -

·· .· 1) Reduction or el fmi natf on of sexual 
interest, drive, and of the abj l i ty to 
become sexually aroused, including 1 es­
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 bl adder. After­
wards, for a while, urine may look milky 
as semen becomes mixed with it. This is 
a particular problem .with the neuroleptic 
Mellaril. . 

5) Pri apri sm (prolonged and. at times 
painful erection, which may requ'ire emer­
gency medi ca 1 treatment). . . 

· 8. Women 
l) Reduction or el imi nation of · se·xuaJ 

interest (same as'in #1 above). ( 
2) · Reduction or. elimination of r:ionnal. 

vaginal lubrication with .sexual 'arou~al., • 
which can lea~ to p~iriful att~mpts at in~ 
tercourse. . · . 

3) Vaginismus (unusual tighte~ing or . 
spasm of the vaginal muscles,. which can .. 
make intercourse · painful, · di ffi cult, or • 
impossible). · · · ·. · · · 

4) Reduction or elimination of orgasms. 
SPECIAL NOTE: Psychiatric _drugs, _espe­
cially the. major depressants, can 1 nter­
fere with nonnal fertility in both women 
and men. To date, there has been 1 i ttl e 
research in this.area •. 

16. Drug effects on· menstruatf on. Nor-
. mal menstrual cycles involve the clock-

1 ike coordination of the brain, pitui.tary 
gland, ovattes, uterus, and the. whole· 
body. Various factors can .interfere with 
menstrual cycles including psychological 
state and stress, strenuous physical · ac­
tivity, pregnancy, gyneGological and hor­
monal problems, birth control pills and 

ther drugs. Psy chi a tri c drugs, es pe-
01 11Y neuroleptics and anti-depressants, 
~a~ a 150 ef feet mens trua 1 eye 1 es. Pote n-
t i al problems incluQe: 

•• 

t Irreglil ar menstrual cyc·1 es. 
·• Changes in patterns of menstruation 

(e.g., duration and blood flow). 
· • Complete cessation of periods ( amenor-

rhea). · . . . 

It is important to remember that pregnan­
c~ should always be considered as a pos- ' 
s1ble cause pf menstrual changes. Active 
heterosexual women who are taking psychi­
atric drugs should undergo a· pregnancy 1 
test (preferably a blood test, for accur­
acy) whenever menstrual irregularity be-· 
comes of sufficient concern. In this• 
way, pregnancies can be immediately iden-
tf fied and the drug effects on developing , 
fetuses minimi~ed by eliminating psychi.: I 
atri.c . drug intake. In a related issue, {.·-. 
birth control pills, aside from. their 
0ther dangers (e.g., blood ciots) can af- I 
feet psychiatric. drug 1 evel s. As an ex- I 
ample, taking birth control pills along 
with Valium tends to raise .Valium levels . 

" ... : 



in the blood, thus increasing th eir_ ~f­
fects. Physicians should be no~, fi ~d 
about the combined use of any psychiatric 
drugs and birth control pills. 

.. 

17. Pregnancy, delivel? and brea st feed= 
ing pose particular risks. Pregnant worn 
en and women pl anni 1"tg 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). P~y­
chiatric drugs taken during pregnancy ~n­
crease risks for mother and unborn ch, l d 
alike. Without naming specific drug cat­
egories, here are· some of the potenti a 1 
problems: miscarriages and spontaneous 
abortions are more common; pregnancy, 
labor and deli very are more dangerous; 
thes~ drugs can cause birth defects, 
e.g., webbed feet, cleft palate and heart 
abnonnalities. 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 sexua_l 
innuendo and she is 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 coo~ 
books and she• s very much into drugs. 
She, s · lone 1 y, meets a man, get ff_ mar­
r ied--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 1 ike _women in Viet Nam know 
~-our children . are being poisoned by 
.... t en Men have always feared our w"i e m • . 

b ·and the power of birth. And the 
wom s . . P olixin 
pills, stelazine-, Thorazine, r 

.- money they are power, they 
.--they are . ' . • 1 I 

. d th In giving up the pil s are· ea • . · k 
.. no.,_ longer ideI?-tified ~.1.th bsic ness. 
. My long struggle for rebirth egan. 

·Ahni, in MADNESS NETWORK NEWS, 

No. 6, 1976, P· 4 • 

Vol. 3, 

nq 
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m?re u_ncertain and complex is ·the rela­
t, onsh, p b~tween the use of these drugs 
and w_hat 1 s now called behavior terato­
~enes1 s (~T). BT refers to abnonnalities 
1 n behav10r caused by subtle damage ·to 
the brain resulting from drug exposure in 
the womb. In addition, babies born of 
mothers taking depressant drugs tend to 
be lethargic, have breathing and feeding 
difficulties, muscular problems and re­
duced ability to bond with parents. 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 a 1 so 
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 
pennanent brain- damage. 11Tardive dyskin­
esia, parkinsonism, and the loss of var­
ious 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. 111 Elderly . people 
should undergo thorough exami.nati ons be-

. fore taking psychiatric 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
ly should be 1 ower than dosage~ for youn­
ger adults. 

19. Psychiatric drugs can cause effects 
opposite to what are supposedly intended. 
The psychiatric term for this condition 
is paradoxical rea~tion, 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 i!11111obile 
and apathetic.· Psychiatrists, mental 
heal th workers and half-way house opera­
tors are apt tQ see such effects as sign~ 

1. p. R. Breggi n, P1>y~ VJW.gli: Ha.z­
aJUU, t.c the 8'ta.ln, . - ( New York : Springer, 
1983), p. 126. . , 
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of a serious fonn of. mental illness, 
~hi ch then becomes the justification for 
1ncreased 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 11depressi on11 

lethargy, apathy", nervousness, hope-
1 essness, helplessness and unhappiness -­
is a serious problem often unrecognized 

- as drug-related (drug-induced). 13ecause 
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 

par ·nsonian thermore,ifanysorene~ofthemouth,gums, e ery or. e 
ylate and b:,c or throat, or any symptoms of upper respira- mended intra 

tory infection occur and confirmatory_ leuko- maximum to 
cyte count indicates cellular depression, ther- For children, 
apy should be'discontinued and other appropri- rrig./kg. (1/10 
ate measures instituted immediately. daily dose of 1 

has bee~ dis- Hepatfo-Liver damage as manifested bv ~1.~ ~- • ange of 
greater in el- lestatic jaundicP "~ ""' · d plained 
PY, esDeCiRlh, ·' pected an unex :ramu 
~ OtM,.-Sudden, unex rted in h08P.it.a~i:z.ed pey• r~;e:o 

· yth deat~s ba~e been reMng phenoth1a1mea, !J; •hildre 

tong cbol1c pat1endts ~ or eeizurea may be PJed in :~d:; 
~: vious brain am! doeetl should be avo, ve with 
y i, posing £act.on; hig~ ts Several patients ha. , addi 

ts ol Lnown seizure pal1en . of ~ychotic behav1odr given 
ecth ... dden nare-UP8 ,,...h AutopeY £in • ,cu/a 

par\tlJ shown BU h rtly before deal . f lminating e is 5 
e sy. patterns s o vealed acute u. f Bl- am 

that• • gs hav-e usually re •t' aspiration o g ly or 
i!th:: tnneumonia or pn,eumont :~rdial lt!ions. o:n 
dosage p . C contents, or mLramY -r•J ·:ma- :Storag1:: Sto 
antiPB! tn . _ -~ .. , revealed acute fulminating s~pens•?n ~t 

keel. ·- •- pneumonia or pneumonitis, aspiration of gas- hg~t. lnJect10 
ovementa tric contents, or intramyocardial lesions. lubons m~y v 

of the syn• The following adverse reactions have also oc- orless to hght 
at that curred with phenothiazine derivatives: sys• any darker th 

!' temic lupus erythematosus-like syndrome, any ot~er way r; may ne- ·hypotension severe enough to cause fatal car- keep tag_htly cl 
duction of diac arrest, altered electrocardiographic and suspension: ke 
n to occur electroencephalographic tracings, altered cer- heat and freez 

ommended ebl'Ollpinal fluid proteins, cerebral edema, po- Ho~ Suppll 
'ne ,com- tentiation of heat and of phosphorus insecti- maz1~e Hydr 

on of pey, cides, asthma, laryngeal edema, angioneurotic able in mult1pl 
edema. and pi.gment.ary retinopathy; with ~g: per ml., 

known to long,term ~kin pigmentation, and lentic- v!dmg 10 mg. 
, excite- ular and corneal o acities. · single dose pre 

from Physicians' oe·sk Reference, 1977 

eliminate or cut back on the drugs being 
taken. The suicide risk is particularly 

ve.re with long-acting injections of 
~~o 1 i xi n, wher~ approximately 7 days af-

the injections, as the drug level in 
ter bl6od peaks; the dr~g-induced des~air 
~he · its wor~t. . A 1969. study ~escr1 bes 
1s .at · 0 ·f severe depression, 1ncluding 
•16 cases · · 
I 

5 suicides, following treatment with in~ 
jectable Prolixin. 2 

21. Psychiatric drugs can cause de?th. 
The major depressants (neurol ept1 cs, 
anti-depressants and l i~hium) ca~ bri~g 
on 11severe life-threaten, ng react, ons 1 n 
their routine dosage range. 11 For anti­
anxiety drugs such as Valium to be fatal,' 
11they must be taken in very 1 arge over­
doses, and ev~n then they are most likeli 
to be lethal only when combined with oth­
er drugs, including alcohol, barbiturates. 
or the various major psychiatric drugs. 113 

(For additional infonnation on-. drug­
related deaths, see Neuroleptics, sect. 
I I. 3, p • 2 8 ). 

22. Electroshock in combination with psy­
chiatric drugs. Electroshock (ECT) is an 
inherently brain-damaging procedure and 
should never be used (see "electroshock 
premedications 11 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 
lithium (see Lithium, sect. III. 9, p.40). 
Whe.n 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 el ectri city passes 
through the brain: thus the more elec­
tricity, the more brain dysfunction and 
injury. When neuroleptics (e.g., Thora­
zine) c1nd anti-depressants (e.g., Elavil) 
are used in conjunction with.·ECT, the 
rhks are even greater. Published re-

· ports of deaths resulting from ECT/Thora­
zine combinations began appearing in 

. 1956, soon -after the · neuroleptics were 
introduced. 4 

2. R. de Alarcon and M.W.P. Carney, "Se­
vere Depressive Mood Changes Following 
Slow-Rel ease Intramuscular Fl uptienazine 
Injection." &t..U..i.6h Me.d.lc.ai. JouJl.n.Jli.., . 3 
( 1969) : 564-7. 
3. P.R. Breggin, PlJyc.hia.tM.c. VII.LLg~ ,", p. 
126. 
4. L.B. Kalinowsky, 11The Danger of Var~ 
ious Types of Medication during Electric 
Conv~l s1 ve Therapy" ( 1 etter to editor). 
.AmelUCan JO UJt.n.a.£. 0 ~ p lJ yc.h.la:tJt.y 112 
(March_l956):745 •.. -· ' .. 
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Chapter 5 

NEUROLEPTICS 
(major tranquilizers, anti-psychotics) 

Generic Names 
Adult Dosage Range Relative Trade Names 

low--mg/day--.!!.:!..9.!!. Strength 1 

PHEl~OTH I AZ INES 

Compazine proch l orper.a zi ne 15 150 10 Dartal thiopropazate 10 150 10 Me 11 a ri 1 thioridazine 25 800 100 Proketazine carphenazine 25 200 25 Prolixin, Pennitil fl uphenazine 2 20 2 Qui de piperacetazine 20 160 10 Repoise butaperazine 10 100 10 Serenti 1 mesori dazine 30 400 50 Spari ne promazine 50 1000 100 Stelazine tri fl uoperaz in e 2 40 4 Thorazine chl orpromazine 30 1000 100 Tindal acetophenazine 20 120 20 Trilafon perphenazi ne 4 64 .8 Vespri n trifluopromazine 60 150 25 
MISCELLANEOUS 

Hal dol hal operi dol 
Loxi tane. Daxol in loxapine 
Moban, Li done molindone 
Navane thiothixene 
Orap pimozide 
Taractan chl orprothi xene · 

I. GENERAL INFORMATION 

The neurol eptics are psychiatry's most 
powerful drugs. The tenn neuroleptfc 
means nerve-seizing and descrfbes the 
semi-paralyzing effect these drugs have 
on the brain and nervous sytem. Neuro­
leptic drugs are typically used to con-
'trol people whom psychiatrists label 
schizophrenf c, manf c-depress fve, or psy­
chotic. Psychiatrf sts claim neuroleptics 
can suppress symptoms, such as confusion, 
delusions, hallucfnations, withdrawal, 

. uncooperativeness, excftabflfty, extreme 

anxT~ety, /~gg~e~~~~en;es/eio~"e~ vi1:1;~~e~arly 
ese r . f the antihistamines. 

1
1950s as vers1 ons 0

1 
ffect made them 

Their strong sedat ve e 

l 15 2 
10 250' 10 
5 225 10 
6 6.0 4 
0.5 30 2 

':, 30 600 100 

useful for inducing artificial hiberna­
tion during surgery. Introduced to psy­
chiatry in 1953, they quickly became the 
major control weapons in al 1 psychiatric 
institutions~ for the most part supplant­
ing barbiturates, insulin shock, electro­
shock and lobotomy. The first neurolep­
tfc chemical family was called phenothi­
azines, of which the first were Thorazine 

1. Relative strength: the strength of 
various neuroleptics can be compared with 
e~ch other. For example, 100 mg of Thor­
azine is equivalent in strength to 2 mg 
of Prolfxfn, 100 mg of Mellarfl, or 8 mg 
of Trflafon. 
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and Stelazine. An early proponent of the 
neuroleptics described Thorazine as "a 
phannacological substitute for lobotofT\Y. "2 

The blunting of conscious moti vat.ion, 
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 lobo­
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 fonns of injec­
tions: short-actiQg, which take effect 
rapidly and last about as long as pills 
(4 to 2 4 hours) and 1 ong-actf ng (or de­
pot) with effects that come on more slow­
ly and last as 1 ong as 6 weeks after 1 
shot. The long-acting 1njectfons are us-
ually given every week, every other week 

. or at longer intervals. For- example, 
there is Prolfxin Hydrochloride which fs 
a. short-acting injection, and Prolixin 
Enanthate or Prolixin Decanoate which are 
1 ong-acti ng forms of the same drug. Pro-
1 ixin Hydrochloride also comes in pill 
fonn. 

The range of drug dosages listed on 
a e 19 are drug-company guidelines: psy­

p hTatri s ts can legally prescribe doses 
c ve the highest reconmended levels. 
abho are several_ important terms that 
T ere . t.. . 
describe th1s prac 1ce. 

_ 1 tization. This refers 
1. Ra id Neuro ~ giving newly admitted, 
to t e practic; tive or agitated psychi­
so-:all_ed resi~e eated intramuscular in­
~tnc rnmat~s ne~roleptics, particularly 
Jectf ons o an almost hourly basis until 
Hal dol, on d This is an extremely 
they are subdue • . . k 

fonn of chemical stra1tJac et. dangerous 

2_ Snowinf. Psychiatrists heavily drug 
psychi a tr c inmates they regard as as­
saultive, violent, ~nd ~ncontbr?llta~le 
with injections, sometimes in com ina ion 
\'lith oral drugs, that are far abov~ the 
recommended upper-1 imi ~ doses . (1 .e., 
1500-3000 mg of Thorazrn~ or equ, val ~nt 
doses of other neurolept_,cs). ~cording 
to one proponent of th, s practice, the 
11snowed patient (is) rendered powerle~~• 
under control, and oft~n asleep. 
Snowing can lead to convulsions, coma and 
death. 

3. Megadosing. W_ith _the l'most di!'f~cult 
patients, 11 psychiatrists may adm,n1 ~ter 
incredibly large doses of neurolept1cs, 
using daily doses of Prolixin of 1200-
1800 mg.4 This is the equivalent of 
60,000-90,000 mg of Thorazine, or more 
than 60-90 times the reconrnended upper­
dosage 1 imit. Obviously, the effects of 
such drugging can be disastrous. 

I was given two chubby orange tabs 
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 argu~ with a rad­
ish or a yam? 

Francie Schwarts, BODY COUNT (San Fran­
cisco: Straight Arrow, 1972). 

2. H.E. Lehmann, "Therapeutic Results 
with . Ch_l orpromazi ne. 11 Can.a.c:li.a.n MediCJZl 
M.6oc...«Ltion JoWtn.a.t.,. 72 (1955): 91-9. 
3. 1~.s. _Ap_pleton, 11The Snow Phenomenon: 
Tranqufl1z1ng the Assaultiv~ 11 P1iyc.hi,,a.-
tlty, 28 ( 1965): 92. • 
4• A. Ri1:kin, et al., 11Very High Oosag~ 
Fl uphenaz, ne for Monchronic · Treatment.­
Refractory Patients." - A'Lcluvu o6 
GeneJt.a.t P1iyc.h..la:or.q ,. 25 ( Nov. 1971): 398. 
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HELPS KEEP THE REAL 
IN REALITY 

Effective N\anagement 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 
1nclud1ng dosage and symptoms and treatment of over- · 
dosage, in SK&F literature or PDR. 

Indications 
Based on a review of this drug by the Notional 
Academy of Sciences-Notional Research Council and/ 
or other ,nformot1on, FDA hos classified the indica­
tions as follows: 
Effective: For the management of manifestations of 
psychotic disorders. 
Probably effective: For control of the manifestations of 
manic-depressive illriess ( manic phase). For the con­
trol of moderate to severe agitation, hypercictivity or 
aggressiveness in disturbed children. . 
Possibly effective: For control of excessive anxiety, 
tension and agitation as seen in neuroses. 
Final classification of the less-than-effective indico- · 
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 dyscrosio, jaundice) to any phenothiazine. Caution 
patients about activities requiring alertness ( e.g., operat­
ing vehicles or machinery), especially during the first few 
days' therapy. Avoid concomitant use with alcohol. May 
counteract anti hypertensive effect of g4.1onethidine and 
related compounds. 
Use in pregnancy only when essential. There ore reported 
instances of jaundice or prolonged extropyromidol signs 

C1967, 1968, 1969 Srn,rh Kline & f,ench Loborotories 

in newborn whose mothers hod received chlorpromozine. 

Precautions_: 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. Moy prolong or 
intensify the action of C.N.S. depressants, orgonophos­
phorus insecticides, heat, atropine ond 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 physical disorders. Discontinue high-dose, 
long-term therapy gradually. 
Patients on long-term therapy, especidlly 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 purpuro 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 ( extrapyromidol) reactions; pseudo­
parkinsonism, motor restlessness, dystonias, persistent 
t.ordive dyskinesia, hyperreflexio in the newborn; . 
psychotic symptoms, catatonic-like states, cerebral · 
edema; convulsive seizures; abnormality of the cere­
brospi_n?I fluid p~ot_eins; urticaria I reactions and photo­
sens1t1v1ty, exfoliat1ve dermatitis, contact dermatitis; 
lactation and breast engorgement (in females on forge 

-doses), falsE: positive pregnancy tests, amenorrhea, , 
gynecomost10; hypergfyc~flio, hypoglycemia, gfycosuria; 
dry mouth, na~ol co~ge_st1on, constipation, adynamic ileus, 
urinary r~tent1on, m1?s1s: mydriasis; ofter prolonged 
substont1?l doses, skin pigmentation, epithelial keratop­
oth_y, lent1culo_r ond_corn~al deposits and pigmentory 
retinopothy, ~1suol 1mpa1rme_nt; mild fever {ofter large 

. I.M_. dosage), hy~erpyrex10; increased appetite and 
we1.9ht; a systemic lupus erythemotosus-like syndrome; 
peripheral e_de~o. NOTE: Sudden death in patients tok­
ing phe_noth,azme~ ( apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) hos been re­
ported, but no causal relationship hos been established. 
Supplied: Tablets, 10 mg., 25 mg_, SO mg., 100 1119. and 
200 mg., In bottles of 100; Spansule 9 capsules 30 
75 mg., 1 SO mg .. 200 mg. and 300 mg., In bottles oTio: 
lnlec:tlon, 25 mg./ml.; Syrup, 101119./S ml.; Suppositories, 
25 mg. and 100 mg.: Concentrate, 301119./ml. and 100 
mg./ml. 

Smith Kllne & fre{1ch laboratories, Phllcidelphlo SK&f 

American Journal of Psychiatry, April 1973 
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II. DRUG EFFECTS 

1. Non-Muscular Reactions 
· niese 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 acliusts. 
However, if the dosage levels are in­
creased or new drugs are added, these ef­
fects can continue unabated or worsen. 

A. Freauent Effects: sedation, drowsi­
ness, le hargy, 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 sa 1-• . 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 pennanent blue­
gray discoloration of the skin (usually 
only after several years' use). 

2) Cessation of menstrual cycles. 

3) swelling of breasts (at times pafo­
ful) and secretion of milk from breasts 
( ga 1 actorrhea). These prob 1 ems may occur 
in both women and men. 

4) Increased risk of epileptic seizures. 

5) Allergic form of hepatitis (liver 
disease) with jaundice (ye 11 ow eyes and 
skin), which usually· appears 3-4 weeks 
after starting neuroleptics. There is 
some evidence that Thorazine more fre­
quently than other neuroleptfcs1 causes 
this type of hepatitis. 

6) Eye problems, including pennanent 
pigment deposits in the retina caused by 
Mellaril and pennanent pigment deposits 
in the 1 ens and cornea with Thorazine. 
Both conditions reduce vision. Only 
yearly examinations will detect this. 
Drugs should be stopped if pigment depos­
its appear. The neuroleptics make people 
vulnerable to attac.lcs of glaucoma. 

?) Decrease in white blood-cell count 
( · anul ocytosis) causing infections 
(agr throats and the 1 i ke) which can be sore · · 
fatal. 

MEllARI[ IS KIND 
fTHIOIUOAZINEl 

TO MANY PATIENTS 
• minimal drug-indur.>.d akathisia, tremor. and 

olhf!f extrapyramirtal sld9 affer,ts 
• effectrve control ol psychOtlc symptoms 

American Journal of Psychiatry, August 1980 

8) Paralysis of the intestines: bowel 
movements stop completely. If this hap-

· pens, all drugs should be halted and im­
mediate emergency attention sought. 

9) Heart problems, including •l-ow blood 
pressure, heartbeat irregul ari ti es and 
changes in electrocardiogram readings. 

· 10) Interference with the body I s tem­
perature-control apparatus causing either 
very low or very high body temperatures. 

[ Mter 7 days on neuroleptics, one 
young '"oman complained or unbearable 
"fatigue•]: •z have slowed down. I 
talk slower and move slower. I reel 
like an old lady. I get tired from 
walking around the bloc.le. I feel dis­
couraged about the fu·ture. I have no 
enthusiasm. I can •t type nearly as 
East at my Jdb ••• I want my own person-
ality back.• · 
Anonymo · us, in P.R. Breggin, PSYCHIATRIC 
DRU~S: HAZARDS TO THE BRAIN (New York: 
Springer, 1983) p. 34 • 
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. d I was hospital-
During the perio t 'b t-

ized, all of my behavior was at :i u 
. 1 s " since I ed by staff to my "il nes • 

. h . a highly vulnerable emo-
was t en in 1 . ed that 
tional state, I half-be iev _ 

,, y" as I was con perhaps I was as craz 1 k of 
. ld I was The ac 

stantly being to • 'd effects 
information as to drug ~i e r 

e 1 g since contributed to this Lee in ' · 
b dy was less was discovering that my 0 

my "oluntary control, and less under v 

The repetitive pacing which I fou nd 
many other myself doing, and saw so 

people doing, made me feel (at l:as t 
sometimes) that we all belonged i-n 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 in advance 
that this would happen. Nursing per­
sonnel are forewarned of allergic skin 
reactions; the PHYSICIANS' DESK REFER­
ENCE states •contact dermati.tis has 
been reported ••• acco!Xj.ingly, th_e use 
of rubber gloves when adminiptering 
Thorazine is recommended," 

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

• • • 
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 r~ad an 
entire book, or see a whole movie. I 
could not focus my blurred eyes to 
. d. d I always fell asleep at a rea an . 
f·1 People's voices came through. 
f11 ;;red strange• They could no.t 
penetrat~ my Thorazine fog; and I 
could not escape my drug prison. The 

: constipated as well as 
drugs made me As a final misery 
tavenou5,ly hungry. ain weight. For 8 

they caused k ~~x~~i !es and suffered as 
years I.too . row heavy and dis­
I · watched my . bc,d~

5 
g shook so I co.uld 

torted. My han · 

barely hold a pencil and I was af­
flicted with what Dr. ·sternfeld light­
ly called "dancing legs,• a Parkinson­
ian •side-effect• of these chemicals • 
For this I took a drug called Kemad­
r in, and if I missed a day or a dos­
age, 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. • • • 

I recently obtained a prescription 
for one day's worth of Thorazine: five,. 
IO-milligram tablets, which cost $5.lq 
at a discount drug store ••• The drug's 
major effects don't really develop un- . 
til the patien~ 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 · fac:ul ties. 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. 

• • • 
}I. 1977 study revealed that 29% of 

qll 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 Office 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) 
information on p. 103. -

I 
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2~ Muscular Reac~i-0ns 

·. A. ·Tern orar Muscular Effects {extra r-
. · am, da symptoms, or • 
Abnormal muscle reactions are a very 

common effect of the, neurol epti cs: vir­
tuill ly everyone who, has taken these drugs 
fo·r longer than a few days at moderate or 
higher dosage l_evel s 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 
• high doses are used 
• doses are increased 
• intramuscular injections 
• _the following ·11euroleptics are used: 

Haldol, Loxitane, Navane, Prolixin, 
Stelazine, and Thprazine. 

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

s. This tenn refers to one part of the 
brain's muscle control system. Neuro-
1ept1c-caused malfunction of this system. 
results in various muscular abnormali­
ties. EPS and .. drug~induced Parkinsonism 
are term~ often used .interchangeably. 

1 • ymptoms will gradually 
Extrapyrami da th! drugs are stopped. If 

disappear when d steadily for many 
drugs have been use . 
months or years, however, , t can take 
several months or mor~ for the muscles to 

t to th eir prev, ous 1 evel of func-
re urn t · k · tioning. Psychiatrists use an ,-par_,~-
sonian drugs in their attemp~s to. mini­
mize EPS (see chapter on Anti-Parkinson-

LET ME KNOW IF THERE ARE ANY 
SIDE EFFECTS: 

ians, p.32). But ~emembe1t, the best way 
to relieve the dis tress 1 ng muscular ef­
fects caused by the neurol epti cs is to 
stop taking them {see chapter on Drug 
Withdrawal, p.54) • 
. Of the 5 major types of EPS described 
below, only the dystonias are painful. 
However, all fonns 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
gency attention (see Anti-Parkinsonians 

· · 1 • P • ~2) • The more COITlllon tvpes of dys-toni as are: ~. 
1 Oculogyric Crisis (fixed upward gaze). 

Sudden, · severely painful . eye muscle 
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spasms lock tbe eyeballs into an upward 
position. 

• Spasmodic Torticullis (turning of the 
head to one side). Involuntary muscle 
contractions on one side of the neck 
pull the chin in towards one shoulder 
or the other. Any movement from this 
position can be extremely di ffi cult. 
This condition is also known as wry neck. 

• Opisthotonus (arching of the back). 
Muscles along the spine from the neck 
to the lower back spasm and contract 
forcing the back to extend painfully. 
Walking may become impossible. 

· •,Laryngeal-Pharyngeal Dystonia (throat 
spasms). Muscles in the back of the 
mouth· (pharynx) and the throat (1 arynx) 
go into spasm, causing breathing, swal­
lowing, and speech problems. Breathing 
difficulties can be very dangerous. 

2) Dy ski nesi as (u 11controll !Ible wrf th-
ing, squinni.ng, twisting, and grfmacfng 
movements · especially of the legs, face, 
mouth a~d tongue). Facial tics, pro-
tr..usi~n of the tongue, chewing, blinking, 

. ' 

American Journal of Psychiatry, November 1983 

and shoulder shrugging are some of these 
movements. 

3) Akathi si a (severe restlessness). 
This.c;ondi_tion is marked by an inability 
to s~t or stand still, with pacing foot­
~apping,. r~lling-finger movements/ rock­
ing, .shifting of weight while standing, 
shifting of legs while sitting, jitteri­
ness, .and. an unpleasant inner sensation 
centering in and around the stomach. 

4) Parkinsonism (muscle rigidiey affli 
shaking). Increased muscle tensio 
causes varying degrees of stiff~ess. ~ 
wheel rigidity (cogwheeling, jerky 
ments), tremors f n the hands and 
mask-like facial expression, ~ 
(robot-like) posture, shuffling 
("Thorazine shuffle") and drool n 

5) Akinesfa (zombie effect) J 
treme form of Parkinsoni~ 
ized by stiff carriage. lo 
ity, weakness, few ~Q~ 
tures. little or s 
spaced-out look. 
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My four days at st. Francis Hospital 
~San Francisco] were, I believe, trag-

.· _ ically typical. Two men in white 
coats greeted me, more or less without 
talking, and put me in locked seclu-

, 'sion. · I spent two days i,-. isolation.· 
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
idation--c~me as they often do, in ail 

--· 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 
t:hem down t:he toilet:. But they soon 
noted . my tact:ic and insisted that I 

· swallow them in their presence~ ~now-
:Lng that: the needle would be the re­
sult if I refused, I consentec;i. -· 

All t:heir drugs ·slowed me down a 
bit-:-.:.z · reckon they didn •t give me 

. enough to wipe nie out--but otherwise I 
. was basically ·-the same. as when - I went 
in: v_ery · ;freaked out:. After IO days 

. or so, however, the effects of the 
Prolixin ·began·· building· up in my sys-,­
tem· and ·my body started. go;i..ng through 
pure heil • . It: 's very ha'rd· to· describe 
t:he effects of· •this drug · and others 
like it: .. .. Tha·t Is why we u~e strange 
words . lik'!. "zom_bie~". But in my case 

the experience became sheer torture. 
Different muscles began twitching. My 
mouth was like very dry cotton no mat­
ter how much water I drank. My t~ngue 
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 excruciat.ing experiences were in 
my mind, or caused by my mind--a sign· 
of my.supposed sickness. 

Prolix in, as I hope you know, is the 
most terrifying psychiatric drug on 
the market. Suspended in a special 
solution, a phenothiazine much like 
Thorazine, it is time released so 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. 

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. 

. \ :.. Coritrolled 
Drug Delivery 
· · · . · withnew 

PRO ~ DECANOATE 
(FWPHENAZINE· DECANOATE INJECTION) 

Puts control of.the schizophrenic , 
iri your hands w_ith inj~ctions 1 to 3 W<!eks apart 
· or longer with an average dura,t1on of 

· effect of about 2 weeks 
· · S®lBB 

American !7ournal of Psychiatry-, July 1973 



B. Permanent Muscular Effects (ta rd ;ve 
dyskinesia, or TD). 6 • 

As noted previously, neurol~ptic drug~ 
are capable of damaging certa, n parts 0 

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 (TD). It is marked by 
abnomial, rlzythmical, 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 fomis 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

1 

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
; ng of th-: lips, puff i rig of the cheeks 
(blowing), and chewing _motions. _Th~re 
can be cl enc hi ng of the Ja·"' and gr1nd1ng 
of the teeth, with side-to-side mo~e1ne~ts 
of tne jaw. Facial tics an-1 grimacrng 
are commonplace. Speech can bec?me 
garbled an•1 th~ voice nasal. ~ grunt~ng 
type of breathing pattern, at times qu,,te 
loud ca~ also 1evelop. There can oe 
twisting or jerking of the head and some­
times of the entire body. Uncontrolled 
fin er movements, foot-tapping, and other 
unu~ual movements ~re frequently observed 
in TD sufferers. These effects can be 

I uite severe and obvious or so subtle 
I. ih t only a trained eye can detect them. 
' ;ardive dyskinesia is a disfiguring /nd 

at times disabling problem, and thle amd 

.:...ii... 

l so involve prob 1 ems of owe re 
~~~ef,a%ct~al functioning, apat)h Y, i ndif­

d dementia (senility. 
ference, an behavior.al component to 

There can be trug-i nduced bra i 'l damage 
TD as well. . 1 and psychological 
can cause emo~, ona that have been ob­
changes. Behav,_ors. n with tardive dys­
served in assoc, at, 0 mood changes, per­
k i oes i a include sharp 
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i?d~ of quiet alternating with high ac 
!i v1 ty ! unus:Jal speech patterns (includ: 
ing aimless or very loud conversation) 
~n1 an overal I poor level of function­
ing. ;erms ~sed to desc~ibe this syn­
drome ~ave included tard1ve psychosis 

·iatrogenic schizophrenia and, most re: 
cently, tardive dysmenti1. 

Typically, tnis sort of behavior is 
labeled as a recurrence of a "m~ntal 
di sorder

11 

and used as justification for 
resuming drugging, rather than recognized· 
as being a result of drug-induced damage.7 

Tardive dyskinesia is estimated to oc­
cur in anywhere from 20-55% of people who 
use neuroleptics for 2 years or longer. 
Uncommonly, these drugs cause TD after 
only a few months' use--i n rare cases, 
afte~ only a few weeks' use. There is no 
way of pre di cti ng who wi 11 or wi 11 not 
suffer TD from neuroleptic use. However, 
those who experience drug-induced tempor­
ary muscular effects are at higher risk 
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, 
the more 1 ikely it is that you will de­
velop neuroleptic-induced TD and that it 
will be pemianent. 

TD can appear while taking n·euroleptics 
at accustomed doses, but is more likely 

. 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 pennanent brain damage has 
occurred. However, these movements some­
times occur only during, not after drug 
withdrawal, indicating that the damage is 
not pennanent. This is ca 11 e d a w.ah.­
dJtawa.t dy~/unu-i.a. • When a person first 
experiences abnonnal muscle movements 
during drug withdrawal, it is impossible 
to tell if these will stop after some 
days or weeks (withdrawal dyskinesia) or 
if they will hst for a prolo~ed period 

6. TMdlve means late-appearing, be­
couse it usually takes 2 or more years of 
ncuroleptfc use to produce this condi­
tion. Vy4tunu.ia means abnonnal muscle 
ctovement. 
7. uMenta 1 . Illness from Psychiatric 
Drugs. u Sc.ie.nc~ ~eJAM 124 ( Oct. 1983): 
214. 
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. • P.revention of Tardive Dyskinesia 
. 1. Do not take neurol epti c d~ugs! .' .' 
2. If neuroleptics are used at all, 
use them in small doses and for short 
periods of time. 
3. Whil~ neuroleptfc drugs are being 
taken, every three months have a 
th6rough neurological evaluation by a 
physician, · preferably a neurologist, 
who knm'ls about TD. 
4. Do not use net.itol epti cs for more 
than a few weeks to 3 months \'Ii thout 
taking breaks, called "drug holi­
days, 11 during which the early signs 
of TD may appear. For example, at 
least 4 times a year, withdraw gradu­
ally from all neuroleptits and remain 
drug-free for 2 \·1eeks to a month ; n 
order to detect any signs of brain 
damage (see chapter on Drug l~i th­
drawal, p. 54). An evaluation should 
be made by a physician knowledgeable 
about TD. If there is any brain dam­
age, the abnorr.1a l muscle movements · 
characteristic of TD will start dur:. 
ing or shortly after dru~ withdrawal. 
If. such movements appear, neuroleptic 
use sbould not be resumed. 
5. Whe·never neurol epti'cs are stopped, 
slow withdrawal might reduce the risk 
of developing TD. 

6. Avoid long-acting intravenous in­
jections of neuroleptics like Prolix-
; n Decanoate. All neuroleptics carry· · 
the risk of TO, but. the risk appears 
to be greater .-,; th the 1 onger-acti ng 
forms of administration. . . 

or even f ndeff nit ely ( tardf ve dyski nes~ 
i a). 

TO will generally surface within 2-4 
weeks after complete withdrawal. It is 

. important to remember that the abnonnal 
muscle movements of TO may eventually 
disappear if all neuroleptfcs are stop­
ped. It can take many months for this to 
happen: with some people, especially the 
elderly, it can take years. A rei;:ent 
study reported that 1 t can take up to 5 
years after stopping neurolepti c drugs 

,' for the dyskinetic moveme,:its to disappear. 
Because there . is no • known remedy for 

tardive dyskine$ia, prevention of the 

tmost importance. There 
problem is of u us attempts to control 
have b~en num~~~ all kinds of psychiat­
thi s d1 sease w vul sants (and other 
ric drugs,

1 
a~ti;~)n lecithin (phospha­

neurologir ) ~~d o'ther substances. Un­
ti dyl cho 1 ne far no tested treatment 
fortunately, soh minimally successful 
has been more t an . · 
Sometimes if neuroleptic use is resumed 
or the dose increased, TD rnove~ents may 
come to a halt temporarily. hThi s me~~ly 

ks the problem, while at t e same 1me 
~~! underlying condition worsens as the 
brain sustains further damage from the 
neurol epti cs. · . . 

Neuroleptic drugs were introduced 1n 
1953, and the first reports of TD s~arted 
appearing in the late 1950s. But it was 
not unti 1 1972, after hundreds of these 
reports had been publis_hed, tha~ the drug 
.companies began including warnings about 
TD in their neuroleptic-drug ads and 
drug-i nforma ti on literature. And this 

· happened only after the courts had award-
ed damages to severa 1 TD victims. . 

According to Peter Breggin, "Psychiatry 
has unleashed an epidemic of neurologic I 
disease on the world. Even if tardi ve I 
dyskinesi a were the only pennanent dis- I 
abi 1 i ty produced by these drugs, by it- I 
self, this would be among the worst medi- I 
cal ly-i nduced disasters in hi story. 11 8 I 
3. Death as the Ultimate II Si de Effect•i 1 

In ads directed to psychiatrists the / 
drug companies list "sudden death_u'·as a I 
"side effect" of the neuroleptics. There 
are a variety 'of ways in which these 
drugs can be fa~al: disordered body tem­
~erature reg~lat1on, bone-marrow poison­
ing, co~vuls1~ns, blood clots, paralysis 
~f the rntest~ nes, cardiac arrest, drug-
1 nduced ~espa1r leading to suicide, and 
aspeyxi at1 on caused by interference with 
the gag reflex. In 1978, a New York 
state m7dical examiner cited this last 
factor 1n 30.t of all psychiatric-inmate 
deaths in Rockland County. The victims, 
according to Dr. Frederick Zugi be died 
when they "vomited into their 1 un;s be­
cause certain nerves necessary to prevent I 
this from happening had been deadened by I 
tranquilizers.". He emphasized tha-t "This I 

1s not unique to Rock~and County. This / 

a; P.R. Breggin, P~y11£.:,:.,#.;_ ~~ V . 109 
. ~~. ~g~, p. . 
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NEUROLEPTICS 

is going on in every i nsti tuti on in the 
state of. New York and everywhere in the 
country. These death_s are not from ove_r­
doses. The deaths are occurring -at the 
therapeutic dosage level. 11 9 

The danger of a drug-induced disruption 
of the body1 s temperature regulation 'sys­
tem was i 11 ustrated by a 1981 newspaper 
report of the heat-stroke deaths of 11 
psychiatric ir111ates and outpatients dur­
ing a New York· City heat ·wave. All· of 
them were on neuroleptics at the time. 10 

In addition,. there may be many neuro-
1 eptic-caused deaths that are not being 
reported as such. As Peter Breggi n has 
explained, 11the drugs suppress spontane­
ous complaints about disease symptoms, 
delaying treatment, and resulting in 
deaths that seem to come who 11 y from 
•natural causes. 11111 

· 

9. Quoted fo R. Hughes and R. Brewf n, 
The TIUl.nqu.lUz.ing 06 AmeJLlca:Pill 
Poppi.ng and -the AmeJLlcan Wa.y 06 U6e . 
( New York: Harcourt Brace Jovanovf ch, 
1979) p. 158. 
10. H. Wyatt, 11D~ugs & Heat Prob.ed 1 n 11 

·Hospital Deaths. New Yo~k Va.ll.y NeJAUi, 
July 16, 1981.. . . . 

, 11 • p. R. Bregg,n, P~ychia,t,uc VJtU.gl>, p. 72. 

.www,:.e 

III. SPECIAL PRECAUTIONS (see c)hapter on 
General Precautions, p. 14 

The following is a list 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 c-an cause a drop in blood 
pressure, especially when first standing 
up, leading to dizziness, lightheade?ness 
and · fainting (orthostatic hypotens1on}. 
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 longer feeling dizzy. 
Failure to do so can result in broken 
bones from falls, 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 
body 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 
abnonnally reduced. This condition, 
which can be fatal, is signaled by fre­
quent fevers, sore throats, and mouth · 
sores. If you have this problem, rieuro-
1 epti cs should be discontinued and a 
blood test taken to detennine your white 
blood-cell count. 

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



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

6. Because these drugs can cause ?ry 
mouth and dry throat, 1'lhi ch make_ chew, ng 
and swallowing difficult and 1ncr~as~s 
the likelihood of gagging on food! it 1s 
important to take only small bites of 
food, eat slowly and chew well. 

7. Neuroleptics can lower the seizure 
threshold and thus increase the danger of 
con vu l s i on s , a p a rt i cul a r prob l em for 
those with a hi story of seizures. 

8. One unusual neuroleptic reaction in­
volves the sudden development of a high 
fever, profuse perspiration, rapid heart­
beat, confusion, disorientation, and sev­
ere muscular reactions (often with rigid­
ity and tremors). This condition is 
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 drugs can at times lead to serious complications, 
including: 

RELYON 
PROLIXIN 

DECANOATE~ 
FWPHENAZINE DECAN<W'E INJECTION 

the long-acting inje~table 
specific for and uniquely 

suited to the prob~ems 
of schizophrenic patients 

NEUROLEPTics 

• A ~tate of drug-induced "catatonia" in 
wh1 ch the person becomes so rigid' that 
muscle movement is extremely difficult 
or impossible. 

• The devel ~pment of severe muscle cramps 
or dy_ston1as of th~ breath.ing muscles 
(res~iratory _dyston,a), leading to a 
puffing, pant, ng, and a rap; d breathing 
pattern with grunts or snorts. 

, A spasm of the throat and voice muscle 
(1 aryngeal-pharyngeal dystonia) that 
can seriously interfere with swallowing 
and speech. 

10. Neuroleptics had been implicated in 
the development of strokes with resultant 
brain damage. This may happen for a var­
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 levels 
of a natural brain honnone called prolac­
tin. Ordinarily, increased prolactin oc­
curs only during pregnancy and breast 
feeding. Increased prolactin levels 
cause breast swelling and secretion of 
mi 1 k which can happen in both women and 
men. One concern .1 s that these higher 
levels of prolactin.·may als.o increase the 
risk of breast cancer. 



Chapter6 

ANTl-·PARKINSONIANS 

Brand Names. 

Akineton 
Artane, Tremin 
Benadryl . · 
Cogenti i, 
Kemadri n 
Parsi dol 
Synunetrel "\. I 

. (anti-cholinergics) 

Ge·neric Names 

biperiden 
tri hexypheni dyl 
diphenhydramine 
benztropine 
procyclidine 
ethopropazi ne 
amantadine 

Adult Dosage Range 
l ow--mg /day--hi gh 

2 6 
2 15 

25 200 
o. 5 8 
2 20 

50 500 
l 00 300 

I. . GENERAL INFORMATION: 

There is a good deal of confusion about 
the use of the anti-parkins.oni an drugs. 
They are no:t ~•tranquilizers;" they are· 
given only in an a tte'!lpt 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 -parki nsoni an (frugs may. reduce these 
muscle.effects, they in no way lessen the 
impact of the. neuroleptics on the brai~, 
including their potential for causing 
pennanent brain damage, .more specifically. 
,tardive dyskinesia (TD). ·. In ,fact!· it ~p­
pears that the use of. anti -parkinsom an 
drugs may actually increase the risk of 
TD.1 (See lltardive dyskinesia 11 s~ction 

The other, 1 ess severe neural epti c 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-
1 ar discomfort and difficulty. But there 

in Neuroleptics, p.27). · 
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-parki nsoni an drug . as . soon as pos-

. sibl e. It wil.1 provide fmmedfate relief. 
If necessary, go to an emergency room for 
this shot. · 

1. People with tardi ve dyski nesi a should 
not take antf-parkinsonians. They usual-. 
ly worsen the symptoms of TD, al though 
rarE!lY they can offer some relief. 

The face of 
drug-induc d 
Parkinsoni~ · 

:..~cha11ged 

AKIN ETON' 
CbiperidenJ 
■ rellevea extrapyramldal reactions 

. ■ reduces aklneala and rlaldlty 

■ combine• well with other antl•parklnaon a1ent• -
• more than ten year• of clinical experl~nce 

® KNOU: PIIARM~CBt:TICAL. COMPA!n" 

American.Journal of Psychiatry, ·October 1973 

__........ 



Humanizer 
• re ,ant or revef!;e the 

■ ARTANE' Trthexyphenldyl HCL ti can p I' ttecls of the anti-
sometime dehumanizing extTapyr~mld~ ~tdup potential of 
psychotic drugs. ■ But without th0 rug u t lower cost. 
cumulative action ontlcholln0rg1cs. ■ And a -

ARTANE. 
TRIHEXYPHENIDYL HCI 
TO REMOVE THE "CHEMICAL STRAITJACKET" 

Lf('fr.t,£ LAJ\.... -..,~Al0f?lfS. A c,;..,;~...._.,,n c,I At'N-n("On C\·ooomld Co. Peon River. N.Y.10965 

American Journal of Psychiatry, April 1974 

is controversy about these drugs because 
they too have hannful effects. The anti­
par~i ~soni an drugs work by blocking the 
act1v1ty of a natural brain and nervous­
system neurotransmitter chemical called. 
acetylcholine, and thus their effects are 
called a.nti-c.holineJtgic.. 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 if ser;-ous 
muscle problems occur. If this happens, 
use the anti -park i nsoni an drugs for 3-4 
weeks and then stop taking them to see if 
the distressing muscular effects return. 

II. DRUG EFFECTS 

1. Frequent Effects:_ dry mouth and. dry 
. throat. (possibly with problems talkfn~ 
and swallowing), blurred vfsfon (espe 
cially ·near vision), constipation, diffi­
culty urinating, drowsiness and fatigue, 
d. . . 'ld nausea and nervousness. 1zz1ness, m1 , 

. d R re Effects: depres-
2. Oc.ca.sional an a nausea vomiting, 
~ion, weakness, sever~ the h'ands, skin 
1nsomnia, , numbne~s O f the salivary 
rash,. inflammat1on ° roblems, dif-
9!ands, confusio~, memo!!xu~l problem~, 
f1culty reasoning, tbeat and tox1c 
fainting, rapid hear ' · 
Psychosis. 

----Iii~ 
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III. SPECIAL PRECAUTIONS (see chapt 
General Precautions, p.14) er on 

1. Elderly ma_l es with pro stat~ enl ar e­
ment are. pa~t1 cul a:lY vul nerabl·e to pr~b-
1 em~ urinating wh1le taking anti-parkin­
s~n~ an drugs.. This can 1 ead to an ; na­
b1 l 1 ty 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-parkinsoni,an drugs can trig-
_'ger a . form of toxicity known · as an­

ti-chol i nergi c poisoning. Many psy­
chiatric, medical, over-the-counter 
drugs, and even certain h·erbs have 
anti-cholinergic properties. \.hten 2 
or more psychiatric drugs with anti­
chol inergic properties are taken at 
the same . time (particularly when 
neuroleptics and anti-parkinsonian 
drugs are combined), the risk of de-

. ~elopi~g anti-cholinergic effects, 
1nclud1ng 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, 
paralysJs of the intestines, inabili­
ty to urinate, heart i rregul ariti es 
and poor muscle coordination and im-
balance. Life•threatening convul-
sions and coma can occur. · 
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Chapter 7 

ANTI-DEPRESSANTS 

Trade Names 

TRICYCLICS 
Adapi n, Si nequan 
Aventyl, Pamel or 
El avi 1, Endep . 
No rp rami n , Pe rtof ra ne 
Sunnontil 
Tofranil, 1 Ja~imine~ S~-:-Pramine 
.Vivactil 

C£neric Names 

doxepin 
nortriptyl i ne 

. amitri p tyl i ne 
desipramine 
tri mi prami ne 
i miprami ne 
protri ptyl i ne 

NEWER VERSIONS OF TRiCYCLIC-TYPE DRUGS 
Asendi°n · 
Desyrel . . . 
Ludi omil ·· ·· · • --
Wel 1 butri n (soon to be released) 
Zelmid (soo11· to'be' released) 

MAO INH IB.I TORS··. (nionoami ne. ox: i dase) 

Ma rpl an 
Nardil 

· Parnate 

amoxapine 
trazodone. 
maproti 1 i ne 
bupropion 

· zimelidone, 

i soc a rboxazi d 
phenel zi ne 
tranylcypromi ne 

Adult Dosage Range 
1 ow--mg /day--hi gh - --

25 
25 
25 
25 
25 
25 

5 

50 
50 
25 

150 
100 

l 0 
15 
10 

300 . 
100 
300 
300 
300 
300 
60 

300 
6Q·o 
225 
750 
300 

30 
90 
30 

COMBINATIONS2 .ca·n· anti2;depressa~t w.ith another.category of drug in a single pill) 

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

Triavil = Elavil + Trilafon 

PSYCOOSTIMULANTS3-f (aniphetamines-and quasi-amphetamines, particularly Ritalin) 

l. Tofranil-PM is a longer-acting 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 11fixed 11 combinations make it 
difficult to adjust dosages (see 
"titration" in Prescription Practices 

13). The supposed advantages. of .. ~hese 
p. binatfons are that fewer 1nd1v1dual 
~Tils rPPrl to be taken and that the cost 

is less. However, combination drugs are 
but another fonn of polyphannacy (see 
p.13) and carry with them similar dan-

1 
gers, including drug-interaction problems. 
3. PsycJ,ostimul ant drugs are i nfrequentlY 
used for depression. Today the FDA do.es 
not allow pt\Ysicians to prescribe 
araphetamines for depression, but it does• 
~~low ~hem.to use the quasi-amphetamines, 
11 ke R, tal 1 n, for this purpose, mostly in 
the eld_erly (see ·Psychostimulants, p.45, · 
and Ger, atri c Drugs, p.48). 
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I. GENERAL INFORMATION 
Psychiatrists prescribe anti -dep~es­

sants for what they call depression. 
"Symptoms" of depression include_ low :n­
ergy, unhappiness, anxiety, grief, in­
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 
lithium) often produce. 

Psychiatry's first anti -depressant 
drugs w~re basically stimulants, or up­
pers, with amphetamines the most \·lidely 
used. These drugs induce euphoria and a 
sense of energy, but their mood-elevat­
ing effects are short-lived. Moreover~ 
after a period of time, this pleasant 
state changes to a very unpleasant 
state, or dysphori a. There are al so 
serious withdra~al problems, including a 
rebound depress, on, which ; ndi cates 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 
in~ tw_o major chemical categories: the 
tr,cycl 1cs and the MAO inhibitors (mono­
ami ne oxi dase i nhi bi tors). These drugs 
were accidentally found to have some 
mild mood-lifting effect, although they 
are not true stimulants, like the am­
phetamines. The tri eye l i cs and MAO in­
hibitors, in fact, have primarily de­
pressant effects on the brain, but mild 
stimulation can occur after a period of 
time, usually 2-4 weeks. Their so­
cal 1 ed anti-depressant effect has been 
described as a dulling of depression. 
In other words, because of their depres­
sant effects, one feels less of every­
thing, including less depressed. This 
deadening effect on emotions and mood 
can be very unpleasant, sedating, and 
ultimately toxic. 

However, even the stimulant effects of 
these drugs which are more 1 f kely to be 
felt with the MAO inhibitors, can be un­
pleasant, sometimes triggering agitated 
states. , hl t 1 Tne anti-depressants . a re hf 9 Y ox ~ 

1cals This is particularly true o 
MAO 

0

i nhibitors, which d~IJIIRd care 
r,.jP,'J: atter,tf on to diet. $ 
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The tricyclics are almost . . 
the neuro l epti cs with 1 dent, cal to 
and problems in , common. mai>t properties 
c~lar_ reactions, including t;~~~~~ mus­
k,ne?, a, are less frequent With th dy~­
cycl 1 cs. e tr,-

a rapidly activating antidepressant 

VI\TACTILHCI 
(PRDTRIPTYLINE HCIIMSD 

R~cent]y, the drug compa 
act1 ve 1 n. promoting 3 n 
sant drugs: Asendin. De 
mi 1. It is clai 
drugs work faster · 
icity and ft 
sedative effec 
very sfm11 
ba 
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36 ANTI-DEPRESSANTS. 

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

1. Asendin. This drug is much like 
the neuroleptic Lox1tane 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 
prob 1 ems, menstrua 1 prob 1 ems, and bone­
marrow poisoning. Moreover, a recently 
published study reports that Asendin has 
been associated with mortality and seiz­
ure rates far in excess of those for 
other anti-depressant overdoses. 4 

2. Desyrel. 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 al so 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
diomil 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 
11seizures 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." 5 

II. DRUG EFFECTS 

1. TJHCYCLICS 

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.". Pt>yc.h,la,tJuc New6, 
Sept. 16, 1983 •. 
5. Leo •E. Hollister, quoted in "Newer 
Antidepressants Used after Initial Drug 
Fa i 1 s ' " CU.,Uc.al Pt> yc.klatlr.y New6 , June 
1983. 

B. Occasional Effects: confusion, poor 
concentration, memory problems, night­
mares ( especf ally 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 (liver damage), 
and heart attacks and strokes (especial­
ly in the elderly). 

DtPR 
P£o 

WILL 
P~s 

2. MAO INHIBITORS 

A. Fre,que,nt Effects: low blood• pres­
sure, fainting (when standing up) rest-
1 essness, insomnia, dry mouth, blurred 
vision, nause~, loss of appetite, diz­
ziness, _drowsiness, weakness, constipa­
tion, headaches, muscle tremors and 
twitches. 

B. Occasional Effects: confusion, mem­
ory problems, facial redness (flushing) 
and wannth, impaired liver function, 
difficulty urinating, sexual problems, 
numbness and tingling of the skin, pal­
pitations, and problems with balance and 
CQOrdi nation. 

C. Rare Effects: skin rash, hepatitis, 
muscle spasms• and mani.c reactions. 



III. SPECIAL PRECAUTIONS (Se~ chapter on 
· General Precautions, p.14) 

l. TRICYCLICS 

A. The tri cyclic anti-depressants . can 
damage the heart (see Neuro~ept1cs, 
sect. III.l, p.30). This risk 1s espe­
cially serious for the elderly and heart 
patients. 

B. The tri cycl i cs can cause a drop in 
blood pressure leading to dizziness, 
lightheadedness, and fainting (see sect. 
III.2, p.30). 

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

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

E. These drugs can cause dry mouth and 
dry _throat leading to swallowing and 
gaggrng problems (see sect. 111.6, p.31). 

F. These drugs can lower 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). Involved 
here basically is the use of a tricyclic 
"side-effect," partial paralysis of. 
bladder function, ·; n 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 bel 1 ef that tak­
fn_g more of the. drug would 1 ead 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 fol 1 ow1 ng drugs: 
adrenalin, anti-coagulants, anti-par­
ki~sonians, cold and allergy pills, de-

.Pr~ssants (especially alcohol), MAO in­
hibitors, ·nasal sprays (decongestants), 

;. and neurol epti cs. ( See al so General 
·-Precautions,. sect. 3, p.14). The seda-
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t~ve effects of the tricycl ics are addi 
t, ve to those of other depressants. -

I: The tricyclics are one of the most 
t?x, c depressant drugs. Overdosing, ac­
e, den ta 1 or i ntenti anal, occurs fre­
qu~ntly. 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_ tr~cyclics ~han with any 
other psych1atr1c drug, including bar­
bi tu rates. In cases of overdosing, em­
ergency attention should be sought im­
mediately (see chapter on Overdosing, 
p. 5 2) • . 

2. MAO INHIB !TORS 

A. These drugs can reduce blood pres­
sure significantly, causing dizziness 
and· fainting (see Neuroleptics, sect. 
III.2, p.30)., 

B. Eating food containing the natural 
chemical · tyrami ne whi 1 e taking MAO in- · 
hi bi tors can cause dangerous and occa­
sionally life-threatening reactions 
characterized by extremely high blood 
pressure with consequent risk of stroke 

. ?r heart attack. Foods with tyramine 
include: aged cheese (brie, blue, ched­
dar), · avocado, beer, chicken 1 iver, 

. chocolate, cream, fava beans, fennented 
fo?d. of all types, 1 ox, pickled herring,· 
ra1sins, . sauerkraut, sausages, sour 
cream, w,.ne (especially sherry and Chi­
anti), yeast ~x tracts, and yogurt. If 
you a,re ~ak,ng MAO_ inhibitors, you 
~hould obtain a complete list of prohi.b-
1ted fo?ds. Avoid excessive caffeine 
consumpt10n. 

C. Because' of potentially grave even 
lethal, drug interactions~ the following 
drugs should not be taken with the MAO 
inhibitors: alcohol, adrenalin, anesthe­
tics (including dental drugs like nova­
cafne), anti~parkinsonians, cocaine, 
c6ugh and cold medicines, antihista­
mines, narcotics (especially meperi­
df ne), nasal sprays, and tricyclfcs (see 
also General Precautions, ~ect. 3, p.14). · • 

D. These drugs are even more toxic 
than the trf cycl i cs. 'Overdo sf ng f s com­
mon. As 1 ittl e as 6 to 1 O times the 
daily dose can be lethal (see chapter on 
Overdosing, p.52). 
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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-Li th 

Generic I-lames 

1 i thi um citrate 
lithium carbonate 
lithium carbonate 
lithium carbonate 
lithium carbonate 
lithium carbonate 
lithium carbonate 
lithium 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. 

I. GENERAL INFORAATION ., . 

Lithium is a relatively new psychiatric 
chemical controller, having been firs~ 
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, lithium 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 lithium sup­
posedly corrects. However, there is n_o 
proof to support this theory, and lithium 
is· an extremely poisonous substance •.. 
lithium is also given to people with a· 
variety of other problems, including al­
cohol abuse and "impulsive behaviors" in 
children as well as adults; 

Like the other major depressants, lith-
·. ium is basically a downer. Unlike all 
other psychiatric drugs, which are organ-

, ic chemicals, lithium is an inorganic el­
ement (a mineral), that is given in salt 
fonn (usually lithium carbonate, some­
times lithium citrate). The body doesn't 
break down and metabolize 1 ithi um. It 
enters and leaves the body in exactly'the 
same __ form. The kidneys remove most of 
the 1 i thi um from the boqy through unri na-

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

.. cl ear 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 lithium de­
mands even more care and ~ttention than 
the. use of other psychiatric drugs.· 
lithium toxicity can range from mild to 
sev~r! in degree. If serious enough, 
tox1c1ty can lead to permanent brain and 
kidney damage and death. The so-called 
therapeutic level of lithium is consider­
ed to be 0.8 to 1.2 mEq/1 (mEq/1 = milli­
equivalents pe_r liter). When blood lith­
ium. level~ go over 1.5 mEq/1, there is a 
ser10u s r1 sk of 1 i thi um poisoning. With 
1 eve ls over 2 •. 0 mEq/1, the risk is grave. 
How~ver, at t1mes people can become lith­
ium· toxic at therapeutic levels (i.e., 
below 1.2 mEq/1), so the blood test is 
not without its limitations 

It usually takes several• weeks for the 
full, controlling effects of lithium to 
develop; as a result other psychiatric 
drugs, especia~ly the neuroleptics, _ are 
often used dur1ng this period, with si g­
m fi caBt risk of dangerqus drug i nterac-

,tions.. · 



II. DRUG EFFECTS 
• ased thirst, 

1. Frequent Effects: ,n~re uite dis-
frequent urination l_at times f -~e shaking 
tressing), nausea, diarrhea, . 1 l~th­
(tremors) of the hands, drowsine

1
~shth~ad­

argy apathy muscle weakness, ,gh_ k-. 
' ' ·ff· 1 ty t 1 n 1 ng edness dizziness d1 1cu . 

' ' • · · se , n and concentrating, weight gain, r, . 
white blood cell count {leukocytos,s), 
and rise in blood sugar. 

2. Occasional Effects: metallic taste, 
abdominal aches, vomiting, feelings of 
being dazed or internally restrained, 
bed-wetting (due to 1 ithium's. effects on 
the kidneys), and decreased appetite. 

3. Rare Effects: thyroid gland insuffi­
ciency with possible thyroid enlargement 
(goiter), headache, hallucinations, de­
lirium, confusion, disorientation, sexual 
problems, skin rash, aggravation of psor­
iasis, acne, swelling of ankles and 
wrists, insomnia, seizures, catatonia 
(trance-like state}, slow heartbeat and 
other EKG abnonnalities of unknown signi­
ficance, hair loss, muscle twitching, co­
ordination di ffi cul ti es, 1 ow 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 
nephrogeni c diabetes i nsi pi dus (whi c_h is 
not related to ordinary fonns of diabe­
tes). 

George Frederick Handel 

~
6B5•1759), known for his swings d 

d esslon to mania, compoae 
h!>mmai~!uc Messiah <?r!ltorio In only 
!5 k If he were hvmg today, fi~~I::ew~~ld probably control his 

symptoms._ · 
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III. SPECIAL PRECAUTIONS (see chapter on 
~neral Precautions, p.14) 

1. WARNING: Because the so-called "thera­
peutic" level o_f lithium in the blood is 
very ~lose to ,ts poisonous level lith­
ium demands extreme care and ~edical 
guidance. Lithium poisoning does occur 
and can be f ata 1. To minimize this risk 
the following precautions should be taken; 

• .. 
A. Before starting lithium, undergo 

medical tests to determine the state of 
your general heal th, especially with re­
gards to kidney function. Tests should 
be made periodically while taking lithium~ 

B. When lithium is first started, lith­
ium 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 lithium blood test. 

C. Take adequate amou:tits of salt and 
drink 8-10 glasses of_.·water or other 
fluids daily. In other words, lithium 
should not be taken with a 1 ow-sodium 
di et. 

2. Conditions when lithium poisoning is 
more likely to occur: 

A. When a.suicidal overdose is taken. 

B. When more than the prescribed do.se 

No.v avadable from Dome: 

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

Lithane· ~:~ 
{lithium carbonate) 
A basic element provides 

· control of the ma~ic phase 
of manic-depressive psychosis 
in responsive patients. 

uie.:::~--
Psychiatric News, January 19, 1979 
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i 5 taken·. Sometime·s people :do not follow 
dosage instructions arid accidentally 
overdose themselves. 

C. Any time there ; s prolonged, heavy 
~weating, hot weather, or strenuous phys-
1,cal activity. These conditions can lead 

-to 1 oss of body water (dehydration) and,, 
in turn, higher lithium levels in the 
blood. 

D. Any time the regular amount of table 
salt and water is reduced, or normal body 
fluids are 1 ost. These conditions can 

· oc'cur whenever there is decreased appe-
tite, nausea, vomiting, diarrhea, or 
fasting •. 

. E. Any time diuretic drugs (water 
pills) are being used. 

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 lithium in the body). 

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

I. Unactoµntably, some people become 
lith1um toxic ev~n though blood tests in­
dicate a "therapeutic" lithium level. ,,-

3. Early symptoms of Hth.ium poisoning: 
sluggishness, drowsiness, . extreme rest-
1 essness ,· slurred speech,. rough shaking 
of·harids, muscle twitching 1

, lack of coor­
dination, staggering walk, drunk-like 
state, nausea, vo~iting, and diarrhea. 

4. · IF LITHIUM POISOHING ·IS SUSPECTED, 
STOP TAKING THE LITHIUM IMMEDIATELY. No 
hann will come from this. Get immediate 
medical attention, including a 1 ithi um 
blood-1 evel check. Failure to deal with 
lithium poisoning \'lithin 2 or 3 days can 
lead to convulsions, coma, pennanent. 
brain damage~ and death. The way you 
feel and your general health are more im­
portant ttlan any blood test in detenni n-·· 
i ng whether or_ . not lithium . should be 
stopped due to suspected poisoning or 
other bad effects. 
5 SPECIAL WARNING TO WOMEN: . 'pr'egn, .,t 
w~men should not take lithium. It is es­
pecially difficult to_ control lithium -

1 vels during labor and delivery; and 

1 ~thium, 1 ike other psychhtric drugs, 
can cause birth defects. Women should 

~_._;.. .. - . 

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

6. WAAN ING TO THE ELDERLY AND HOSE WITH 
HEART DISEASE: lithium can be harmful to 
the heart al though apparently less so 
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 dangero1Js 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 comnon 
combination. It is not known why some 
people are more sensitive to serious 
problems with neuroleptic/lithium combin­
ations, or who they are in advance of 
their taking such combjnations. · 

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 lithium, the risk of a cat­
astrophic reaction, including prolonged 
states of confusion and delirium, with 
serious brain dysfunction and possibly 
pennanent 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-

1dition usually becomes pernianent, but for 
most p~ople 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. I Rubidium another mineral salt, is 
currently belng tested. - It is very si m- -
;"1 ar to l; thi um and may some day become 
another psychiatric control tool. Psy­
chiatrists are also experimenting with an 
anti -convul sant drug named Tegretol . (car­
bamazepi ne) for· use on so-called manic­
depressives. Tegretol has a· variety of 
potentially toxic effects, especially 
when combined with lithium. 
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ANTI-ANXIETY DRUGS 
(minor tranquilizers, minor depressants) 

Brand Names 

BENZODIAZEP INES 

Ativan 
Centrax, Verstran 
Da lmane 1 

Halcion 1 

Librium 1 

Paxi pam 
Restoril 1 

Serax 
Tranxene 
Valium 
Xanax 2 

M ISCE LLAN EOUS 

Atarax, Vistaril 
Mil town, Equanil 
Tybatran, Solacen 

Semi· 
,,. (oxazepam) 

Generic Names 

lorazepam 
prazepam 
fl urazepam 
triazolam 
chlordiazepoxide 
hal azepam 
temazepam 
oxazepam 
clorazepate 
diazepam 
alprazolam 

hydroxyzine 
meprobamate 
tybamate 

Adult Dosage Range 
low- -mg/ day- -high 

l 
5 

15 
0.25 

15 
20 
15 
30 
15 
4 
0.25 

50 
200 
250 

lQ 
60 
30 
1 

100 
160 
30 

120 
60 
60 

4 

400 
1600 
1200 

I. GENERAL INFORMATION 

Help . 
release her 
from severe 
anxiety. 

As psychiatrists {and other ·physicians) 
often "t:eat" what they -regard as major 
mental d1 sorders {psychoses) with neuro-
1 eptics, 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 
habi t-fonni ng 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. 

I j,; ',::.;·;-;-:-; 

G..J~, 

~ l,.abcXalDriN 

1. These drugs are promoted as sleeping 
pi 11 s. 

eb ary 7 1973 
Psychiatric News, F ru , 

2. This drug is promoted as having com­
bi ned anti -depressant and anti-anxiety 
effects. 
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Crime, inflation ... If it weren't for tranquilizers, I'd be on 
drugs by now. 

II. DRUG EFFECTS 

1. Frequent .. Effects: sedation~ 1 ethargy, 
drowsiness, dizziness, lightheadedness, 
problems with balance. and walking, and 
dry mouth. · 

2. Occas i ona 1 Effects: confusion, de pres­
si on, headaches, blurred. visio~. ne~vous~ 
ness, constipation, menstrual problems, 
sexual problems, muscle stiffness, lack 
of coordination, and weight gain. 

3. Rare Effects: hallucinations, night­
mares, severe depression, extreme rest­
lessness, freak-outs, double visi.on, in­
somnia, nausea, stomach upset~ bladder 
and urination problems, slurred speech, 
tinnitus (ringing i~ the ear) unusual 
skin sensations, muscle tremors, low 
blood pressure, and allergic hepatitis 
(jaundice). 

I felt as if there were a screen be­
tween me and the outside world, as it 
z·had been smoking dope tor two hours. 
I went through strange mind changes 
with my head feeling all floaty and 
buzzy and my thoughts completely dis-

' jointed. It . made me feel even _more 
jumpy than ~hen I.was without the drug. 

"Diana," in Linda Murray, "Valium and· 
Librium: Harmless? Non-Addicting?" 
NEW WOMAN, July..-Aµgust 1~78, pp. 73-75. 

A character 
~ ~ all its own. 

"~ 

Valiunf~ 
diazepam/Roche 

2·mg, 5-rng, 10-rng scored tablets 
a prudent choice in psychic 

tension and anxiety 

@ Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley. New Jersey 07110 

Medical Tribune, September 5, 1979 

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

1. Anti"-anxi ety drugs are both psycho-
1 ogi cal ly and phy~ically addictive. They 
should not be u'sed for longer than 6 
weeks at a time. Because they are habit­
fonni ng, withdrawal can be dangerous. 

. Withdrawal should be gradual (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-d~pressants, and lithium), 
Tagamet (cimetidine), Antabuse (disulfur­
am), and birth control pills can increase 
the sedating effect of anti-anxiety drugs. 

4. Al though the anti-anxiety drugs tak­
en alone have a low overdose potential, 
when used in combination with alcohol and 
other drugs (see Genera 1 Pree au ti ans, 
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 Apri 1 1977. 11 3 

3. S. Price-Root, "An Epidemfa, of Tran­
qui l i ze r Abuse, 11

· San F}[Mc;,w c.o Chlw n,lc.le.. 
Sept. l 0, 1979. 
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SEDATIVE-HYPNOTICS. 
(sedatives, sleeping pills) 

Trade Names 

BARBITURATES 

Amytal 1 

Butibel 
Luminal 
Nembutal 
Seconal 

Generic !·James 

amobarbital 
butabarbital 
phenobarbital 
pentobarbital 
secobarbital 

Adult Dosage Range 
low--mg/day--high 

200 

Tu i na 1 amobarbital & secobarbital 

15 
15 
16 
30 
30 
50 

30 
.300 
180 
100 
200 

. . , r 

QUASI-BARBITURATES 

Dori den 
Noctec, Beta-Chlor, Somnos 
tfo 1 udar 
Placidyl 
Somnafac, Pa rest, Quaalude 

I. GENERAL INFORMATION 

glutethimide 
chloral hydrate 
methypryl on 
ethchl orvynol 
methaqualone 

The seda ti ve-hypnoti c drugs are depres"." 
sant chemicals with effects much like 
those of alcohol. 1 In low doses they 
produce drowsiness and 1 ethargy ( the sed­
ative effect), and in high dc,ses, sleep 
(the hypnotic ef.fect). The basic drugs 
in this category are barbiturates. They 
were first developed and used in psychi­
atry as chemical contrqll ers in the early 
1900s. For nearly 50 years the barbitu,­
rates were psychiatry's primary drug wea­
pon. One fonn of admi ni strati9n involved 
massive doses· which caused_ people to 
sleep for days at a time. Many people 
died from this so-<alled sleep therapy: 

1 
' 1 .. Sodium amyta 1 , a short-acting barbi tu­

. : rate is used as a truth serum. An in­
. trav;nous injection brings on a half­

sleep state, during which the subject is 

.· . 

15· 
500 
·,so 
.100 
150 

i11 « Cnp,.11/e . 

A. dote oC :Stt'Onal Sooium· at bcdtim~ ~en·tly 

bruls the ~-h&in 0£ wakdul nightj and [><rmita 

the patic:-nt to ht"'gin ~~ain to tnjo~· natui-al. 

Dor~al ilttp. Th" Onj<'l of al"tion is prompt; 

the lluratinn ls short. The nc~t mo~;_inJ the: 

patlt"nt i:s r("rrl"~hcd. rcatly 10 bt·gin the Jay 

with rcnt'\,·NI ,·i~or and :ttr~n~th. · 

. Anilable in l.'~. l1·l. anJ l I ·:?•1rain ruh-,Ja., 

--
Eli Lilly and <:ompany 

. lndianop«U 6.. ~nJiona. t·.s..-c • 

inl,._" __ ,r.,,. . ..,_,,w .. ~c-ap,,•• 

30 
· 1000 

400 
600 
300 

l!Ood nl.~ht. 1,ood •I•-,,. 

10<Hl re.r c,ith 

I • interrogated. This procedure involves 
.. various risks • 
. ' Paral dehyde an especially dan~erous 

, :,: . sedative-hypn~tic; is now seldom use •. 
,_'·::~ .. i Some ·U.S. and . European psychi atr, sts 

·continue to use this procedure· 

S6COilal Sodiu 
American Journal of Psychiatzy, September 19S3 

L 
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Barbiturates are still used as anti-con­
vul sants,' but their psychiatric use has 
been greatly 1 imi ted s i nee the i ntroduc­
ti on during the ea~y 1950s of the newer 
depressants, like Thorazine and Valium. 
Barbiturates are sti 11 used as sleeping 
pills, but they have been largely replac­
ed by the Va 1 i um-type sleeping . pi 11 s 
(e.g., Dalmane, Halcion, and Restoril), 
which chemically are very similar (see 
chapter on Anti-Anxiety Drugs, p.41). 

II. DRUG EFFECTS 

1. Fre~uent Effects: drowsiness, head­
ache, d1zziness, dry mouth, nausea, vom­
iting, stomach i rri tat ion, hangover ef­
fect, apparent drunken state, lack of co-

· ) nd skin rash. ordination (ataxia, a 

2 Occasional or Rare 
r~stl essness, insomnia, 

Effects: extreme 
and nightmares 

(with prolonged use). 

III. SPECIAL PRECAUTIONS (see c)hapter on 
General Precautions, p.14 

1. The sedative-hypnotics are highly tox­
ic. Mixing them with other drugs, espe­
cially alcohol, can lead to coma and 

. death (see Genera 1 Precautions, sect. 3, 
p.14). 
2. These drugs are extremely addictive. 
Abrupt di sconti nuati on is very danger­
ous. Gradual withdrawal is essential 
(see Drug ~Jithdrawal, sect. IV.5 p.58). 

Tuinal helps patients fall asleep fast 
stay asleep all-night. ' 
In nearly a quu1er centut)' of use, Tulnal hat pro,·~ 
lo be !~e lrusted sedative for patients who "ju.1t can't 
aleep. The sodium secobarbltal ln each Pulvul•• 
aln1 prompt h)•pnotlc relief. The lonaer--lastln :ff:ci~h:. sodlurn amobarbltal help■ them llay ulet: 

~!:~:!::~r;~::r 1h11 formulation are avaUable for 

... ... Iii!> 
..... (1t•1r11a1 111-, lll/311ala1) ••1(11r.1&,) 

lndico1lon1: Tuln1l, comprised o( itquil ar1, 1 
B•conal' Sodium (•odium ucobarbltal ufl)') 

0
d 

Amy111• Sodium (aodlum arnobarbU,1, Lilly), It ,;d,. 
caltd for prornpl and moderataly loni••ctln h ::~~,~~~Cl. It,. not 1ull1bl1 for coolln\lOUI d:yu:; 

Conftuindlcollon1: DarbllutllH ahould not ~ d 
1 mlnlll11NI lo anyona wllh • hlatory ol porphyrla • • 
lh~-~hbl tit.er be atv1n In th1 pr■Mnca of Wlconr~U

0J 
pa.... ICIUM ,,c111111,n1 rqy rHllJL 1 

Womlftl: May be h1bll•foraa1Aa. 

rncauuon,i TUlnal tha,..Jd be uted cauUoualy In Pl· 

ll1nts whh decnued liver funcUon. since prolong•• 
Uon of effect m.1y occur. 
J\d\'erse R1oct1ons; ldlosrncrasy,such as excitement, 
hangover, or pain, may appe;ar. Hypersenailivlty N­

actlons occur in some P•hen11, especi,llly in thosa 
wlth Hlhma, urlic.ari.1, or .ingloneuroUc edem:a. 

Qosoge: so to 200 mg. (3.'-1 lo J grains) Ill bedtime. 

Ovcrdoso11: C.N S. depression. sg"j)tomaDcp~s• 
1lon ol respiration and al auper ca an deep ,... 
nexet, 1li1ht conslt'lcUon of the pupils (In ,.,,,re 
pohonln1, dilation), dacr .. nd urina forina1lon, 
lowered body 11mper1tur1, coma. Trutment-Sytnp· 
tom1Uc and aupporttve (1utrlc Ja\·aae: lntra\'eaous 
nuld1: malnt1n11nc1 o( blood pr .. sura, body 11mp•r­
atur1, and adfllua11 roaplril.tion), Dialy1ls may 1p■td 
nmoval of bub11ur•1u from body fluid,. 

How Supplfed; In S0•m1. (3/4-araln), 100-ma-{1 t/1• 
pain}, and 200-ma, (3•&f'lin) Pulvules•. 1..-I 

---:::-..:- ra;:l 
......... 11, ..... ~ ~ -

American Journal of Psychiatry, February 1969 



Chapter 11 

PSVCHOSTIMULANTS 

Trade Names Generic Names Adult Dosage Range 
low--mg/day--high 

AMPHETAMINES 
Benzedrine 
Desoxyn 
Dexedrine 

QUASI-AMPHETAMINES 

Diet Pills (anorexiants) 
Preludin 
Sanorex 

amphetamine sulfate 
methamphetami ne 
dextroamphetamine 

phenmetrazine 

5 
7.5 
5 

50 
1 

60 
15 
60 · 

75 
- 6 

Tenuate 
mazindol 
di ethyl pro pion (75 mg a day) 

Anti-fprperactivity Drugs 
Cyl ert 

-Deaner 
Rita 1 in 

I. GENERAL INFORMAT IOtJ 

pemoline 18 
deanol 10 
methyl pheni date 5 

Psychostimul ants, as the name impl ie$; .· ,,·hen your pa_tients need to be 
are uppers. They stimulate the.brain· and.· 
nervous system. Anphetami nes ( speed) were 
the original psychostimulant drugs, al-

. though cocaine, which preceded the amphet­
amines, al so could be included in this 
category. Because amphetamines can cause 
serious problems (including addiction, 
dangerous bodily reactions, severe with­
drawal symptoms, ~nd psychotic states), 
their use by physicians to counter depres­
sion and fatigue has been made illegal. 
The amphetamines are still available by 
prescription as di et pi 11 s but have been 

· replaced in 1 arge part by the quasi-am­
phetami nes, which are similar chemicals. 
Because they reduce appetite, they are 
sometimes called anorexiants. . 

Currently, the primary uses of the psy­
chostimul ants are for those who have sleep 
attacks (narcolepsy) and for children la-

·beled hyperactive (fonnerly called minimal 
brain dysfunction, or_ MBD, and now called 
attention deficit disorder, or ADD). Al -
'though the major psychiatric use of the 
Psychostimul ants is for children labeled 

·ro~• will find that 'Dexedrine~r~ standard 
antidepressant-helps dispel apathy and · 
l<'thargy, restoring optimism, energy and a 

s~n~<' nf well-being in your depressed patic.-nts. 
'Dext'drine' is 11,·ailable as tablets, elixir, and 
Spansulet sustained rdease capsules. 

Smith, Kline & French Laboratories, Philadelph;. 

Dexedri11e* 
.T.M. 11.., ll.S. ..... °"· ,.,, .......... ~i- ,ldr ..... S.Lr. 

tT.U . .... l' S. P••· o• . 

112 
300 

60 

J 

. . ADD these drugs a re being prescribed for 
•~aduits who are now getting the ADD label 

in growing .numbers·. Especially vulnerable 
American Journal of Psychiatry, F~~ary 1957j 
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MBD ... medical myth 
or diagnosable disease 

• • 
entity 

What medical practitioner has not, atone time ' 
or another, been called upon to examine an impul­
sive, excitable hyperkinctic 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 
a few short years ago, usually dismissed as "a ' 
phase," spunkiness,or evidence of youthful vital­
ity. Rut it is now evident that in many of these 
children the hyperkinetic reaction syndrome 
exists as a distinct medical entity. This syndrome 
-now readily diagnosed through patient histories, 
neurologic signs, and psychometric testing-has 
been classified by an expert panel convened by 
the United States·Departmcnt of Health, Educa­
tion, and Welfare as Minimal Brain Dysfunction, 
orMBD. 

CIBA'Phannoceutcal Com-.· 
D- GI CIBA-GEIGY Coqxnlion .. 
s:ummn. New JerM)' 0710t • ,. • -

CIBA 

are the elderly who are labeled 
with 11apathetH: and withdrawn, 
havior. 1 

• The most coliJllonly 
drug for ADD is Ritalin. 

depressed, 
senile be­
prescribed 

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

II. DRUG EFFECTS 

1 Frequent Effects: restlessness, ner­
v~usness, insomnia, nightmares, 1 oss of 

ppeti te and weight ross, abdominal pain, 
a usea dizziness, headache, speediness, 
na fn·g'thoughts, and muscle tremors (espe-
rac h d.) jeially of the an s • 

in Minimal Brain Dysfunction ... 
a special role for 

Rit8lirr 
(methylphenidate) 
Hyperactive children will frequently show a !•vora ble 
response co the drug. This apparent paradox 1s under­
scored by the fact that barbiturates often aggravate 
the condition. 

In past years, R_italin has gained wid~ acceptance 
as an effective and well-tolerated CNS stimulant. Its 
record of efficacy with notable safety hel~s _qualify it 
for an adjunctive role in MBD. Indeed, clin1cal studies 
have-demonstrated that Ritalin can significantly 
benefit many MBD children by controlling hyper­
activity. In general, side effects were j~dged _not to be 
a serious problem and rarely caused d1scontinua~ce 
of therapy, with the most frequent adverse reactions 
reported being loss of appetite, sleeplessness, restless­
ness, irritability, headache, and stomachache (sec 
Adverse Reactions section of brief prescribing 
information). 1 

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 foremotlonal and pt:rsonalicy disorders, 
withdrawing reactions, overanxicty, or underdomcsti­
cation. Nor should it be used in attempting to modify 
normal growing phases, which may be characterized 
by overactivity and/ or mischievous behavior. 

American Journal_ of Psychiatry, September 1971 

2. Occasional and Rare Effects: skin rash, 
abnonnal muscle movements and nervous tics 
(see sect. 7 below), drowsiness heart 
pa 1 pi tat ions and rapid heartbeat, i ncrea s­
ed blood pressure, tearfulness outbursts 
of aggressiveness, fearfulness', and in­
creased sensitivity to criticism and noise. 

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

1. When taken by chi 1 dren over prolonged 
periods, these drugs can stunt growth, 
both height and weight. If the drugs are 
stopped, the child can often make up par­
tially for the stunting by a growth spurt. 
Every-other-day doses and drug-free per­
iods (weekends, vacations, over the sum­
mer) are some of the strategies being used 
in attempts to control the stunting prob-
1 em. In addition to the risk of retarded 
P'1Ysical _growth, there is also the danger 
of impa1 red i ntellect'ual and emotional 



development. 
these drugs 
understood. 

The long-term effects of 
on children are still poorly 

2. These drugs can 
sure, which for the 
dangerous. 

increase blood rres­
e 1 derly is espec1ally 

th risk of having 
3. These drugs increase e d much more 
an epileptic fit and deman 

' · th hi story care when given to anyone w1 a 
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-fonning and _can 
lead to addiction, drug abuse, and w1th­
drawal problems which are apt to be more 
serious for adults than for children. 

6. Psychostimul ants can cause severe al-
1 ergi c reactions in ttypersensitive people. 
If symptoms of skin rash, fever, aching 
joints, nervousness, palpitations, or vom­
iting occur, seek emergency attention. 

No,\·-
a standard therap)' 

for ADD 
becomes more 

convenient .. . 
more simple .. . 
more pri,·ate 

RITALIN-SR€ 
methylphenidate 

One 20-mg sui-taint-d-relu .. -e 
Ritalin-SR tablH gin·n at bn,_akfa:-t pro­
,ide~ a therapeutic- effe<-t equ1,·ale~t to 
that of the sUindard JO-mg tablet '1'"en 
t\\ice dail\".' 
C Vt"-~t""•:>J\t-•t-• 1 JC,,,, Ps,cr,.~, 

Eliminates the need to 
take medk.ation 
in school 

'The a l"ailabilily of ll SU~- r 
tained-releai-e (SR> fom1ulat10~ o 
rrieth\"lphenidate woul~ great!~ 
imp1-o,·e patient complia~cf' an 
lessen school-related dosing 
problems ... :'' C J B A 

Clinical PsycbiatrY 
Ne,,15, June 1983 
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7. These drugs can trigger muscle di sord­
ers similar to those caused by the neuro­
leptics, e.g., tics, tremors, and dyskin­
esias. It is still unclear whether or not 
these drugs can lead to pennanent brain 
damage. The fact that there have been a 
few such reports should cause.serious con­
cern for the fate of those individuals 
especially children, currently taking psy: 
chostimul ants. 

Mrs, Verne Watson said she had felt 
forced by school officials into drug­
ging her child and it has become •one 
b1.g 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: 
•Your child is hyperactive. He 
doesn't sit still in school. Please 

see a physician.w 
Mrs, Watson said she tried to fight 

keeping her son on the drugs after she 
saw the •side effectsw .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. His 
dreams got so bad he cou.ldn '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 Jt;ept: in­
creasing the dosage of Dexedrine until 
it reached 40 milligrams 3 day. 

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

Finally, she said, her son co.I lapsed 
before school, • • and told her, •r just 
can't take them anymore, they' re tor­
turing me.• She said she called the 
school that day and told officials,. 
•David ls not coming.• l?d!Dily 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 

ANALEPTIC STIMULANTS (often mixed with vitamins) 

Cerebro-Niacin, Eldertonic, Geravite, Geroniazol, 
Menic, Mentalert, Metrazol, Nicozol, Senilex 

ME.TMOLIC STIMULANTS 
Circanol, Deapril, Hydergine 

CEREBRAi-VASODILA TORS 

Cerespan, Pa vabi d·, Vasodi l an 

Generic Names 

pentylenetetrazol 1 

dihydrogenated ergot 
(ergoloid mesylates) 

papaveri ne ( and 
. related chemicals) 

PSYCHOSTIMULANTS (see chapter on Psychostimulants, p.45) 

Ritalin methypheni date 

MISCELLANEOUS 
Gero vi ta 1 2 · 

I •. GENERAL INFORMATION 

.For a variety of reasons, the elderly 
are particularly · heavy users · of all , 
drugs, including psychi.atri c drugs. The 
effects of aging, acute and chronic medi­
cal problems, and psychosocial problems. 
(e;g., retirement, deaths of sppuses, 
financial difficulties, and placement in 
nursing homes3 ) al) lead to emotional, 
psychol ogi cal and physical di ffi cul ti es. 
This sets the. stage for the elderly get- · -
ting labeled as having psychi~tric dis--

l . Wi.thdrawn from the market f n 1984 •. 
·2. ·oeveloped in Rumania, Gerovital fs le-
. gal in only a very few states. One of 
;;ts components, procainamf de, an anesthe-
_ tic-type chemical, has allegedly anti-. 
depressant effects and also the potential 
for serious problems. 
3. One study _ of 173 nursing homes f n 
Tennessee revealed t~~t 4.3% of 6000 resJ- . 
dents were receiving neurolept1cs (Ame,u­
C41tt )ou/t.Yll1,t 06 .PubUc. He.a.Uh~ May 1980). 

IN GERIATRIC AGITATION 

. ._.:_ 
- I-~, 

provides highly effective tranquilization, 
relieves agltatien, apprehension, anxiety 
''This Is th~ third time the authors tiave evaluated a tranquilizer 
In a geriatric group. Our feeling is that Mellaril is superior to the 

SANDOZ other two, both cf which were pheoothlazine derivatlvesc'" · 

American Journal· of Psychiatry, April 1962 



orders and then being drugged. ~~e /t 
derly 'receive all types of psycd,a rt_c 

l t ·cs an an ,-drugs (especially neuro ep 1 .. 
depressants) and are much more sens1t1ve 
to them than are younger peopl ~· Drug 
toxicity and drug interactions (with med­
ical, psychiatric, over-the-counter dru~s 
and alcohol, etc .. ) frequently_ resul ~- ,n 
serious, even 1 He-threatening. situa-
tions. Iatrogenic (i.e., drug-induced) 
problems among the elderly can lead to 
strokes, falls, hip fractures or other 
injuries and have become a corrmon 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, involves 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. . d" b .. 

Geriatric drugs can cause 1stur 1ng 
and dangerous drug reactions _and. i ~ter~c­
ti ons. There is hardly any Just1f1cat1on 
for using them. 

II. SPECIFIC INFORMATION 

1. Anal epti c Stimulants •. These are the 
most dangerous geriatric drugs and C?n­
tai n a chemi ca 1 , pentyl enetetrazo 1 , fh, ch 
in high doses can cause ·convulsions. Of­
ten this chemical is mixed with multi vi­
tamins and vitamin B3 (niacin or nicoti~­

. . ic acid. a vitamin with vasodil a tor e -
' . hen used in this way, 

fects). Ni ac1 n, w The combination 1 s of-
has some dangers. elixir with up 
ten made up as a syrup or . 11 

_ to 18% a.lcohol as an "incentive. 

, . . n inject1ble form 
4. During the 19JOs' a1 th the trade name 
of pentylenetetrazol, :ed as a convulsive 

, Metrazo 1 , was w, de 1 Y. u ri a ; nmates. Met­
,' ,iJrocedure on psych 1,a~ed by electroshock 
:, razol shock was rep a 
3 fECT) ; n the early 194os. 

~ 

4 
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• Drug Effects (pentylenetetrazol)· •. 
zure s, low blood pres sure heart' se,b-1 . i , pro -

ems, 1 ns~mt~ a, l o
1
ss of appetite, nau-

s~a, . vom, ., ng, 1eadache, confusion, 
d1 sor, entat1 on, extreme restlessness 
and fearfulness. , 

• ~itamin Effects (niacin/nicotinic ac­
id): low blood pressure, irritation of 
s~omach ul ~ers, 1 i ver damage, aggrava-
t 1 on of diabetes, stomach upset, nau..: 
sea, cramps,' diarrhea, and a tingling• 
flush of the face (with niacin). ·. 

2. Metabolic Stimulants. These are poor­
ly 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
ly, their toxicity is comparatively low. 
• Drug Effects: slow heartbeat (this can 

be dangerous), nausea, and stomach up­
set. 

.3. Cerebral Vasodilators. These chemicals 
afe supposed to 1mprove mental function­
ing _by opening blood ·vessels to the 

. brain. However, they do not really do 
this, are much more likely 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. 

• Drug Effects: nausea, drowsiness, skin 
rash, headache, dizziness, facial 
flush, sweating, weakness, and· fast 
heartbeat. 

·· 'HVDERGINE-~) 
for relief of 

□ impairment of · 
~cent memory 

o confusion · 
□ disorientation 

and other signs and symptoms of 
Idiopathic decline In mental capacity 
In patients over 60 ... 
HVDERGINE ORAL TABLETS, 1 mg A 

SANDOZ 

Geriatrics, November 1981 
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Chapter 13 

. '· MISCELLANEOUS DRUGS 

Trade Names . Generic Names Adult Dosage Range 
low--mg/day--high 

. · HORMONES 

Estrogens 

Premari n 

Anti-Androgens 

DepoProvera 

conjugated estrogens 0.3 7.5 

.. ANTI-ALCOHOL DRUG 

. Aritabuse . 

medroxyprogesterone 
cyproterone acetate 

disulfuram 250 500 

NARCOTIC. MAINTENANCE .DRUG 

Dolophine methadone 5 150 
.. .. 

.ELECTROSHOCK PREMEDICAT IONS 

atropine .4 
50 
20 

.6 
120 
40 

Brevital ·. 
Anectine . ( . . - .'' 

me.tho hi x ital 
succinylcholine 

·• I· 

I. HORMONES 
L Estrogens 

A. General Infonnation 
This drug 1s an estrogen replacement· 

for ~enopausal women. It. is used to 
control physical symptoms of. menopause; 
~swell as alleged psychiatric problems~ 

B. Drug Effects . 

• Frequent Effects-: nausea, vomi ti rig; 
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 ev1derice indtcati~g that 
estrogens increase the rt sk of cancer 
of the ·uter1,1s_ and breast •. 

I 

2. Anti-Androgens·, 

A General Infonnation· 
T~ese drugs block the attion of natural 

male honnones, and thus .prod~ce a c~m­
i cal fonn of castration •. They are be1ng 
e?(perimentally us~d on .. S.~X offenders. 

(e.g., rapists, pedophil i acs and exhi-
. bit i oni s ts) to reduce their s~x drive and 

their inclination to commit sexually-re-
1 ated crimes. · · 
. DepoProvera, _; ~ the fonn of long-acting 
~ntramusc~lar 1nJections, is already be­
, ng ~sed on wc;>men as a birth-control 
~echn1que. Becaus~ of its dangers, there 
1s much _controversy surrounding its use. 

B •· Drug Effects 
Fatigue, wei gnt gain, hot fl ashes, 

headache, 'insomnia, and severe sexual 
problems. 

'II. ANTI~ALCOHOL DRUG 

1. General Information 
. The d~ug Antabuse is used on people ' 

· with drinking problems. When combined 
with alcohol,,it causes violent illness. 
2. Drug Effects 

• Frequent Effects: fatigue ··drowsiness; 
headache,_ impo~ence, l'toxi~ psychosis," 
stran~e metalhc taste, and skin. rash~ 

. • Occas, onal or Rare, Eff~cts.: confusiQn, 



dizziness, throbbing in head and neck, 
nausea, vomiting, blurred v1s1on, 
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. 

"J.11\I T ,., Ii II ~; 1: :· 
c~SLUT'~w ~ ,., , •o, 
a "chemical fence" for the alcoholic 

AYEHST 

American Journal of Psychiatry, July.1959 

III. NARCOTIC MAINTENANCE DRUG 

1. General Infonnation 
Methadone is a narcotic (in pill form) 

often used as "maintenance treatment" for 
heroin addicts. In this way an. illegal 
narcotic is replaced by -~ legal one. 
Many people find methadone more difficult 
to withdraw from tllan any other narcotic. 

2. Drug Effects 

• Frequent Effects: drowsiness, hallucin-
ations blurred vision, constipation, , . 
increased urination, sw~ating, increas-

~ ed thirst reduced sex drive, menstrual 
problems , heartburn, numbness/tingling 
(particuiarly of the fingers), weight 
gain, and swelling o( ankles and wrtsts. 

• Occasional or Rare Effects: headache, 
nervousness, hiccoughs, diarrhea, 1dif-

1 ficulty in urinating, runny nose, and 
foint pain. 

~ IV. ELECTROSHOCK PREMEDICATIONS 
• J It 

'• ~ 1. Gen.eral Infonnation 
. . Over the last 30 years, a number of 

: modifications in electroshock (ECT) ~d-
•: ·rn;n· t t· have been made. These n­
. ,. clu~! ~ie, o~se of certain drugs pr1 o; io 
''::the 1· t·on of electric curren o 

•.1. app ,ca 1 . no way lessen 
\'-~he brain. These drugs ,nelectricity has n the da!"aging e_ffect ~h\teir use involves 

· ·,,on brain function, a~ siderable evi-
~ ,trade-offs. There 1 s con 

MISCELLANEous DRUGS 

dence that· the current_ techniques of ECT 
are even more destruct, ve than the earli­
er ones. 

A. Atropine 
T~is ?nti-cholinergi~ drug reduces both 

sal, vat, o~ and se~ret, ons and thus pro­
tects against choking and against some of 
ECT's ~ffects on t~e. hea_rt. It is given 
as an intravenous 1nJect1on about 30 min­
utes before the electroshock is admini s­
tered. 

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

B. Brevital 
This short-acting barbiturate {an~s­

theti c) is .given as an intravenous , nJec­
tion to put people to sleep a few minutes 
before the convulsion. This drug can re­
duce fear and "treatment" resi

1
stance, 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 convulsions {ra·i se 
the convulsive threshold), more electric­
; ty must be used, thus increasing the-
risk of brain damage. • . 

• Drug Effects: breathing difficulties, 
throat spasms, and fall in blood pres­
sure. 

c. Anectine 
Anectine is a muscle paralyzer (muscle 

rel axa~t) used to suppress the electri­
~ally-1nd~ced convulsion. When this drug 
, ~ us~d , n _ECT, evidence of the convul­
s, on 1s manifested by a mild twitching of 
the toes, legs, or anns. Anectine has 
been , employed as an "aversion-therapy• 
technique. It paralyzes the breathing 
muscles caus~ng sensations of drowning 
and suffocation which terrorize people 
into d~ing what they are told. In ECT, 
this kind of terror is rarely experienced 
because s~b)ects are anesthetized and 
given art1f1cial respiration to sustafn 
breathing . 

• Drug Effects: excessive salivation fe­
ver, breathing difficulties, heart 
failure, fast or slow heartbeat high 
or low blood pressure, and muscle pain • 

• Special Precautions: Some people are 
particularly sensitive to Anectine and 
their cessation of breathing (apnea) 
can be danger~usly prolonged, with 
brain damage or death a possibility, 

. 
l 



Chapter 14 

OVERDOSING 

I. HOW IT HAP PENS 

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 al ready 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 i nsti tuti onal­
ized people, overdosing is more likely to 
happen when psychiatric drugs are admin­
istered in doses higher than recommended 

· upper limits. · ·. . . 
Being h~avily drugged can result in 

confusion· -and forgetfulness about just 
how many : pi 11 s · have been taken, which 
then leads to.taking even more pills. In 
addition, the use of sleep-inducing psy:.. 
chi a tri ~ drugs at night, when combined 
with the typical drpwsiness. that precedes 
sleep, increases the risk. of acci de.nta l 
overdosing. · . 

Children are at extremely high risk for 
f ata 1 , ace i den ta 1 overdoses. They sholll d 
not be all owed access to any drugs being 
taken by parents or 'other family mem­
bers. Aspirin, by the way, is the big­
gest ki 11 er of children from accidental 
overdoses •. Children can al so accidental,.­
ly overdose with drugs prescribed for· 
them. This has happened wf th the anti-

· depressant Tofranil, which is used to 
control bedwettfng (see Anti-Depressants, 
sect. III,l.G., p.37)i . 

, ln most cases, overdosf ng f s a purpose­
ful ·action made as a sui cf de "gesture" or 
attempt. Intense unhappiness and despaf r 
are common reasons for suicide. At times 
this condition may actually be drug-in­
·duced, i.e., brought on by the depressant 
effects of psychf atri c drugs. Thus, drug­
induced lethargy and depression, when 
combined with dehumanizing psychiatric. 
experiences, and feelings of shame and 
hopelessness. ,bout one's being labeled 
mentally ill, can.res1,1lt,in suicide at­
tempts. Loweri,ng_ the dose .. or stopping 

the drug altogether will frequently lead 
to the gradua 1 1 i fti ng of a drug-induced 
de press ion. 
I 

II. WHAT TO DO WHEN IT HAPPENS 
The basic approach to drug overdoses is 

to get emergency medical attent_ion as 
soon as possible via ambulance, f~re de­
partment, dialing 911, or by tak,~g the 
person to an emergency room. It 1 s ~x­
tremely helpful to supply _the trea~1ng 
physicians with any i nfonnat, on you m, ght 
have about what drug or drugs have been 
taken, \'/hen they were taken, and in w~at 
amounts. In this connection, any p111 
containers should be sent a 1 ong 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 1 i kely to Have his or her stom- , 
ach pumped before a'ny more of the drug 
dissolvei and enters the blood stream 
where its effect can be 1 ethal. If the 
person is awake, a drug may be used to 
induce vomiting. In addition other 
1 i fe-support measures. may be neces'sary. 

Some people have -serious reservations 
about entering a hospital for the emer­
gency tr~atment of overdosing. Their 
concerns include: l) possible involuntary 
de~ent!on of the overdosed person ~n psy­
ch1atr1c 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 ~any 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
cel~ent overdos~ treatment program. It 
should be noted that non-medical, but 

. tra 1 ned, pe~s~nnel . operate this program, 
that th~ clinic is located a short dis­
tance _from . a hospital emergency center 
(for s1 tuat1 ons. which they are not c~p.-. 
able of handling)., and that there -~r,e, · 
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~-
A. Sigr:is and Symptoms . 

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

and tachycardias. 
Also: urinary retention (bladder atony). decrea_sed gastr~intestinal mC?tility (paralytic ileus), 

hy~rtherm1a (or hypothermia), hypertension. dilated pupils, hyperactive reflex~s .. 
· B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessa_ry. . . 
2. Severe: Medical management of severe SINEOL}AN o.-erdo~age consists of aggres_s1ve 

supportive therapy II the patient is conscious, gastric lavage, with appropriate precautions 
to prevent pulmonary aspiration. should be performed even though SINEOUAN is ~apidly 

. absorbed. The use of activated charcoal has been recommended, as has been continuous 
gastric lavage with saline tor 24 hours or more. An adequate airway should be est_ablished in 
comatose patients and assisted ventilation used if necessary. EKG monitoring may be 
required for several days, since relapse after apparent rec~ery has been reported. Ar­
rhythmias should be treated with the appropriate antiarrhyth~1c ag_ent. It has bee~ re~rt~ 
that many of the cardicwascular and CNS symptoms of tricycl1c antidepressant poisoning_ ,n 
a~ults may be reversed by the slON intravenous administration of 1 mg to 3 mg of physost1g­
mme sal1cylate. ~ause physostigmine is rapidly metabolize~. the dosage should be 
repeated ~s required. Convulsions may respond to standard ant1co~vulsant therap~. h~-
8Y8<, barbiturates may potentiate any respiratory depression. Dialysis and forced d1ures1s 
generally are not of value in the management of o.-erdosage due to high tissue and protein 
binding of SINEOUAN. 

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

very few places like it elsewhere in the 
country. We certainly reconmend that 
other non-medi ca 1 overdose treatment cen­
ters, like the Berkeley Free Clinic, be 
established. We also want to point out 
that many conmuniti es have poi son-control . 
centers that serve as excel lent resources 
for i nfonnation concerning overdosing. 

While we strongly discourage the treat'­
ment of overdosing by untrained people, 
we recognize that there may be_ situat!o~s 
in which-hospital or no_n-med1cal ~l1mc 

1 el!V!rgency treatment is e1 ther unava, 1 able 
or, for whatever reason, unwanted. In 
such cases a few simple emergency-treat­

., ment guidelines may be useful: 
1 • 'If it is known that the person has not. 

\ · taken a lethal dose, it is best to let 
1 the person rest or sleep it off, while 

the · attending person monitors his ~r 
her vital signs (i.e., heartbeat, blood 
pressure, breathing, and 1 eve 1 of co~­
sci ousness). · The overdosed person s 

1 , clothing should be loosened, especially 
around the neck. They should rest or 
sleep on their side to reduce th e dan­

, ·, ger of asphyxiation on vomit or regur-
t" gitated food. It is not good t~ ha!i 
i. them drink coffee or wal ~e ar~:enm. with 
( . they have a. fever, span water 
'. ; rubbing al coho 1 or 1 ukewann · • 
\ · . · or believed to 

, ,~' ·• If the person , s known d if they 
'•~ ··have taken a ~ ethal dos~o a~ getting 
· i ~ :are aler:-t or not hto~ngges-iid 'pills can 

· t- them to vomit up t e 1 

be lifesaving. Using syrup or Ipecac, 
wann salt water, or a finger in the 
back of the throat. and tong1,1e are good 
ways to do this. Do not induce vomit-· 
ing if you don 1.t know how to· do it, if 

. chemic·a1s (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 tab 1 ets. · . 

Even with trained people attending an 
overdosed person outside a hospital emer­
gency ro?m, there are risks, such as fa­
tal resp,rat~rr or car?iovascular arrest, 
sever:e. vom,t~ng, seizures (especially 
~ont, ~uous. se, zures, known as status ep~ 
1lept1cus)_, and coma. These conditions, 

. any of wh, ch an overdose can 1 ead to re­
qui re hospitalization to minimize' the 
risk of death. 

In_ summary, don't be fooled by the fact 
that someone looks o.k. or is merely 
sleepy after a possible or 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 a legal ob­
ligation to get the overdosed person to a 
treatment center or a hospital emergency 
room. Psychiatric drugs, especially an­
ti-depressants. are k i 11 ers. 1 f you· sus­
pect that so~eone has taken a lethal 
overdose. don t let them just 11s1 •t 
off. 11 It could be their last sleep.eep 1 



Chapter 15 

DRUG WITHDRAWAL 
(HOW TO COME DOWN) 

I. GENERAL INFORMATION 

Just as psychiatrists usually offer 
little infonnation about psychiatric-drug 
e~fects to those being drugged, they are 
l 1 kely to supply even less i nfonnation 
about the effects of drug withdrawal and 
how to mi ni!Di ze th.em. Frequently, prob-
1 ems occurr, ng during drug withdrawal or 
afterwards are seen as signs of rel apse 
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 unpl easarit ef­
fects of the drugs, people suddenly s\op 
ta~ing them the first chance they have. 
~is can cause even more serious . drug­
withdrawal problems. Sudden discontinua­
tion of psychiatric drugs is NOT ttie best 
way to come down from them.- · 

Because almost all psychiatric drugs 
are depressants of the brain and nervous 
s~stem and act 1 i ke a brake on body ener­
~i es, drug stoppage, particularly when it 
is sudd:n, can lead to anxiety, restless­
ness! insomni~ irritability, gastroin­
testinal problems, muscular reactions, 
hallucinations, fearfulness and weird 
behavior. 1 On the other ha;d one might 
not experience uncomfortable ~r distress­
ing withdrawal reactions and might, in 
fact, merely feel better more alive 
sensitive and energetic is the drug'~ 
depressant effects slowly wear off. 

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

1. Alcohol consumption presents a similar 
problem: after alcohol 'binges or long­
tenn heavy alcohol use, one can experi­
ence withdrawal ·reactions, including 
hallucinations and a serious, sometimes 
life-threatening conditt.on called delir­
ium trem~ns, or the DJ's. 

After drugs are stopped, the time period 
before withdrawal symptoms occur is 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 i.n 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 
~tored 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
t~nsely ~he_n drug levels in the bfood are 
either rising or falling: the more rapid 
these changes' the more intense the ef­
fects. :hus; . when large and sudden in­
crea~es in th ~ drug blood 1 evel s occur, 
o~e is~re likely to experience distres-
s, ng g e66ecu · On the other hand 
~hen drug_blood levels fall rapidly, on; 
~ m~:.7+h~i .. ~~.:~ to experience distressing· 

g-lN-\,,1,. u,u.uu:u. e 6 6 ecu . 
Drugs are broken down, inactivated, and 

eliminated _from the body at different 
rates. Th!s factor,· called the drug 
half-life, is very important. Drugs with 
short half-lives, that are eliminated 
qui ck ly, lead to more rapid drops in 
blood drug levels and more . t. 'th 
drawal ff t h 1 n ense wi -
0 

e ec 5 t at start and end sooner. 
rugs that have longer half-lives are 

el 1m1 nated more slowly by the body and 
f:~!~. w~Jtdr1awai reactio'ls that star.t 
anti-depressan~: an~onier. .Neurol~ptic~: 
ety drugs (like V 1 t e older anti-anxi 
longer half-1 iv a i~m ~nd Librium) have 
anti-anxiety des. Lithium and the newe.r 
cion, and Serax)u~sa (1 ihke Restoril, Hal- / 

· ve s orter half-lives. 
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There are a number of fae"tors th at bear 
on the.diffic~lty of drug withdrawal: 

, Type of drug taken. 
, Dosage 1 evel and length of time drug 

has been taken. 
, The person's general health and atti-

tude about drug withdrawal .. 
• The quality of support rece1Ved during 

the withdrawal period. . 
, The person's understanding of th e wi th -
. drawal process, knowledge of the pos­

sible symptoms and problems to be en­
countered, and the concrete measures 
taken to alleviate such problems. 

I I. SCHEDULING 

The best way to m1n1m1ze drug-with­
drawa l problems is to reduce drug intake 
gradually. This is especially important 
if the drug has been taken for more than 
l 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 II that is, just stop taking the 
drug. • With neuroleptics, anti-depres­
sants, and lithium it is 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
lems. Under such circumstances, we 
strongly reconvnend gradual withdrawal. 

Gradual, Step~ed Drug Withdrawal: 
The Di Fonnuh 

Using this fonnula, drug withdrawal fs 
accomplished by slowly reducing the drug 
dose in sequential steps, taking as 1 ong 
as necessary at each step. If you have 
been taking psychiatric drugs for years, 
it may take many weeks, or even longer, 
to wf thdraw from them completely. Fol­
lowing this plan, the drug dose is lower-

~;._ ed by 1 O't of the current dose 1 n 1 O suc­
cessive steps over time. Here is the way 
this would work ff at the time of start-
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ing wi ~hdrawa 1 you were taking 500 m of 
Thorazine a day: at each step, dru/in­
take would be reduced by 50 mg (10'.t f 
500 mg= 50 mg). 0 

Step 1: Go from 500 mg to 450 mg a day. 
Wait several days or a week until you are 
free of distressing drug-withdrawal symp­
toms. 

Step 2: Then go from 450 mg to 400 mg 
again wait·ing 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 ~here ar:· 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 
compl'ete 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 ste·p. As an alter­
native, go back to the previous step (at 
the higher dose 1 eve 1 ) where you fe 1 t 
comfortable and stay there for more time 
before going on to the next step. · 

Sometimes the first part of this reduc­
t ion 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 
Thor~zine example) can cause difficul­
ties, in uhich case you could decrease 
the rate of dosage reduction at that 
time, going from 50 mg to 40 mg to 30 mg. 
and so on. 

In order to use thfs step-by-step ap-· 
pro a ch, f t may be necessary for you to 
obtain different pill strengths or to cut 
tablets or capsules that you have. Pflls 
that have a hard co~ting are dffffcult to 
break evenly. Tablets are usually scored, 
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mean; ng 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 spi 11 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-hal f 10 mg tab-
1 ets) at Step 3, and so on until you are 
off the drug entirely~ If you experience 
some wi thdrawa 1 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. · 

III. PRACTICAL SUGGESTIONS 

1. Diet 
One of the purposes of withdrawing from 

psychiatric drugs f s to cleanse the body, 
to rid it of accumulated poi sons. Nau­
sea, vomiting, and other stomach problems 
can be anticipated. What you eat during 
this period wi 11 influence your experi -
ence of the withdrawal and its outcome. 
Therefore, it is important to eat well, 
regularly, but not to excess. Some p~o­
pl e report good results by c.onc.e.ntJr.a,,t,lng 
0~ grains, bean~, fresh vegetables, fresh 
or dri~d fru~t~ a~d uncooked, unsalted 
nuts, and avo~c:U.ng Junk food, sugar (can­
dy cakes, ice cream, and soft drinks), 
pr~cessed .food~ (canned and frozen), . 

fried foods, animal products (meat ~nd 
dairy) caffeine (coffee, most, co~frc1a1 
teas ;nd some soft drinks), a co O 'a~d 
drug~ like marijuana, cocaine a nd speed. 

2. Sleep and Relaxation . 
Insomnia (difficulty getting ~o sleep 

or staying asleep) is a comm9n w1thdra~al 
problem. Adequate sleep and rest ~ur, ng 
the withdra\'lal period is extremely_ 1mpo:­
tant. If sleep does not come easily, 1t 
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 wi 11 . 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 wi 11 ·assist 
your body in eliminating the drugs. You 
might start swimming, walking, dancing, 
or doing yoga or aerobics. Moderation is 
a key principle: as you increase your ac­
tivities, do so gradually. 

4. Mental Exercise 
Your mind is al so 1 i kely 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 wel 1 as for study reflection and 
meditation. ' ' 

5. Mental Attitude 
Wi thdra,wa 1 from 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 
stop smoking at the same time you are 
withdrawing from psychiatric drugs. Each 
process can 1 ead to an increase in ten­
sion. When both are undertaken together,· 
these tensions can be overwhelming. It · 
is far better to get off psychiatric 
~rugs first and then dea 1 with the smok- . · 
1n9 problem. · · · 

--
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course, during withdrawal you are better 
off being by yourself than with unsympa­
thetic or hostile people. Many individu­
als have with drawn from drugs on :theht. 
own. As _you come down from the drugs, 
you are likely to feel better physically 
and have more energy for improving your 
relationships and developing new ones, 
getting involved in the co1T111uni ty, and 
tying in.with a support system or creat­
ing your own. 

IV. WITHDRAWAL EFFECTS BY DRUG CATEOORY 

1. Neural e~ti cs , . 
Drugs lie Thorazine~ Stela~ine, Hald?l 

and Prolixin are associated with 3 basic 
types of withdrawal reaction·s, usually 
starting a few days after the drugs are • 
stopped or reduced, peakin~ _d~ri~g the 
first week and generally d1minish1ng_.-by 
the second or third week: 

A. Nonmuscul ar Reactions: fl u-1 ike 
symptoms, such as na~sea and vomiting fa~ 
times severe), sweat, ng, runny nose, 1 n:­
somni a, diarrhea, restlessness, head­
aches, arid 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
ness, can persist for several months or 
longer after the drugs are stopped. 
Other abnonnal, uncontrollable, · reytllrlic 
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 
with draw from the neuro l ept i cs, they 
sometimes feel like they are going crazy. 
Often this is not recognized for what it 
i s--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 t~king a neuroleptic 
and an anti-parki nsom an drug·, then come 
down from the neuroleptic first, as ex­
plained above, whi 1 e taking the same dose 
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of the anti-parkinsonian. After you have 
completely withdrawn from the neurolep­
tic, gradually withdraw from the anti-

·. parkinsonian over the following 2-4 
weeks. This may be the most di ffi cult 
and uncomfortable part of the withdrawal. 

Prolixin: Lon -Actin Injections. 
ro ixin 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
tions. 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
lixin shot. After this period, taper off 
the anti-parki nsoni an over a 2-week per­
iod. 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 Elav,l, Tofranil, 
Norpramin and Vivactil, although muscular 
symptoms are usually less severe.. Stop-

. ping these drugs . abruptly is not . recom-
. mend,ed. · · · · · · · 

3. Lithium 
Li thh1m, be·cause it is a 'mineral salt 

and not an organic chemical· 1 i ke all 
other psychiatric drugs, presents a di f­
ferent type of withdrawal situation. 
Sudden discontinuation of lfthtu~ appears 
to be safe. The body will eliminate the 
lithium throug~ the urine over the next 3 
days to a week. Al though there. are no 
reports ·in the psychiatr'ic literature 
documenti'ng serious withdrawal reactions· 

·from lithium, personal reports indicate 
that there have been withdrawal diffi­
culties, including freak-outs, . i nsom~ 
nia, anxiousness and irritability. The 
best approach is to withdraw slowly from 
lithium over at.least a 2-week period. 

4. Anti-Anxiety Drugs 
With the anti-anxiety drugs ("minor 

tranquilizers"), like Valium and Librium, 
it is crucial that withdrawal be gradual. 
Dosage levels should be reduced to noth­
ing over at least a 1-week period. 
Abruptly stopping these drugs can produce 
dangerous withdrawal reactions, including 
1 i fe-threateni ng sei zure,s. Even with 

gradual withdrawal, reactio~s can in­
clude: flu-type aches and _pains,. naus~a, 
diarrhea, sweating, sh~ki~g, insomnia, 
anxiety restlessness, di zz,ness, fevers, 
fearful~ess, muscle tics, and "withdrawal 
psychosis. 11 Withdrawal symptoms can oc­
cur 1mmediately 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 ~hat 
seizures are most likely to occur. With­
drawal reactions of a milder nature can 
linger for several weeks or even a ~onth 
or 2 after the drugs are stopped. 

5. Sedative-Hypnotics 
· Sudden wi thdrawa 1 from barbiturates and 

pseudo-barbiturates, such as Quaalude, 
Tui na 1 , and Pl aci dyl , can be hazardous, 
with life-threatening seizures a possi­
bility. If you have been taking these 
drugs continuously for 1 onger than 2 
months, it is necessary to reduce doses 
over a period of several weeks. With­
drawal symptoms with the sedative-hypnot­
ics are similar to those of the anti-anx­
iety drugs. 

6. Ps*chostimulants 
Amp etamines and quasi-amphetamines 

like Ritalin are addicting drugs and 
withdrawing from them can cause serious 
problem~. Unlike the sedative-hypnotics, 
t~ere is no _danger of life-threatening 
w~ thdrawal sei_zures.. But suddenly stop­
ping psychostimulants can induce severe 
d~spair (at times of suicidal propor­
tion~), extreme fear, and withdrawal psy­
chosis. Therefore, gradual withdrawal is 
strongly reconmended. Other less serious 
wit~drawal reactions include: apatt\Y, 
fat1gue, nervousness,. irritability, and 
gastrointestinal symptoms. There is lit­
tle documentation concern'ing psychostimu­
lant-wi thdrawal problems for •"eyperac­
tive" ch-\1 dren. But there are· many pub-
1 i shed reports of such. problems with 
adults, and it is reasonable to assume 
that children withdrawing from Ritalin­
type drugs sometimes experience dffficul­
ti es. 

7. Geriatric Drugs 
There 1 s almost no i nfonnati'on about 

withdrawal problems with geriatric drugs. 
In the absence of reliable i nfonnatiort, 
slow withdrawal over a 2-week period or 
longer, is advised. · · ' 
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·psychiatric Drugs: 
ttazards to the Brain 

Peter R. Breggin, M.D. 

Millions of people in thl' Unitcc1 Stiltcs receive psychiatric 
drugs each yea, Arc we fully aware of the potcnlially 
damaging effects of these ctrugs? Has their value as a 
syrnptornatIc trealmC'nt been thoroughly assessed? Are 
ttiere better alternatives':' 
Dr, Peter Breggin, au.tho, of El_ec/roshoclr.. Its Bra1n­
Dissbling Effects (Sp11ngcr Publ1sh1ng, 1979). examines 
ttte~e issues usin9 hundreds of relerences and careful sci• 
entiflc analysis. He prcs\"nts. mass,ve ev,dence ind,cati11g 
tt,at t1'1e rnost potent psych1;it11c drugs - the m;ijor tran­
quilizers. antidepressants. and lithium - have the11 the,a­
peutrc effect through t>ra1n-d1sabling actions rather than 
throuQh any amel101atIon ol psy(lliat11c diso1L1ers For the 
first time evidence _is ma, shalled demonstrating that in 
vast numbers of pal•ents the major tranquilizers have pro­
duced irreversit>le damage to the highest centers of the 
bfa,n. resulting in chronic. mental dyslunction and dem0n­
tia. The 0001-. e,amines the legal. ethical. and political 
implications of this tragic epidemic of brain damage. 
This volume is of interest to psychiatrists and other mental 
health pofess1onals, including nurses and social wor11ers 
v,hc deal with patients under medication. II is useful to 
general libraries._ since ii deals with a widespread problem, 
anc to law librilr,es because of its extensive discussion of 
rnformed consent and involuntary treatment. 
'With this book. Peter Breggin has not only performed a 
public service of inestimable value but has also produced 
a potential for psychiatric revitalization at a time when 
things appear to be heading toward self-destruction. For 
the very first time. what was suspected lo be a medical­
psychiatnc catastrophe, has been documented beyond 
Question ... - Robert Seidenberg, M.D., Clinical Professor 
ot Psychiatry. SUNY - Syracuse. N.Y. 
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"Breggrn tal<es an authoritative and compr~

0
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against ECT.. _ .An empirically strong work. _ - Library Journal 

"His survey of the literature and 21 pages of references will 
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ECT.· _ British Journal of Psychiatry 
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HURRY TOMORROW 
-a film by Richard Cohen and Kevin Rafferty 

An explosive documentary on the forced 
treatment of "mental patients." 

"An ouu:ta.ncUng un.e.mati.c. M we.U. M uh.le.al a.c.fue.veme.n,t." 
--Thorna.6 SzMz, au.tho~ 06 The. Myth 06 Me.n.W. IllneJ.,.6 

"The. mo.6t hnpoJtt.a..nt 6Um on. ho.6p.lta.l U6e. to em~ge. in. 
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--Jenny Mill.~, Ma.dri.eJ.,.6 Ne.:two~k. Ne.v.M 

"Shoe.tung ••. a «wr.n.ing about: mind c.on.t.>wl told w.U:h c.ompM­
hhJ n and Mg e.. " 

--Unda. GM.6.6, The. Lo.6 An.gel.el, Thnu 
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Psychiatric Inmates Liberation Movement 
(Partial Listing of Groups) 

Advocates for Freedom in Mental Health, 4448 Francis, Kansas City, KS 66103 
Alliance for the liberation of Mental Patients, Box 30228, Philadelphia, PA 19103. 
Alternatives to Psychiatry Association, 410 So. Dixie Hwy., Unit 14, Lake Worth, FL 

33460 

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

Auto-Psy, 45 St. Francois Est., Quebec City, Quebec, Canada JIK lY4 

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 95481 

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 Electroshock, Box 3301, Berkeley, CA 94703 
Irren-Offensive, Winterfeldstr. 38, 100 Berlin 30, West Germany 

Madne,, NUl</C !th Nw, , Box 684 , San Francisco CA 94101 ( $7 for 6 issues, $14 for ins ti tut; ons) ' 

Mental Health Consumer Concerns, 2727 Alhambra Ave., SUite 28, Martinez, CA 94553 
MenJ!!1~atients Alliance of Central New York (Ithaca), Box 22, Brooktondale, NY 

Meotal Patients Alliance of Central New York (Syracuse), Box 158, Syracuse, NY 13201 
Mental Patients Association, 2146 Yew St., Vancouver, BC, Canada V6K 3G7 
Mental Patients Liberation Front, Box 594, Cambridge, MA 02238 

Network Against Psychiatric Assault (NAPA), 2054 Universi1;y Ave., Berkeley, CA 
94704 On Our o.m, 5422 Belair Rd., Baltill)Ore, MO 21206 

On Our Own, 1860A Queen St. E., Toronto, Ontario, Canada M4L lHl 

Phoenix 1U.6,01g, Box 7251, Sta. A, Toronto, Ontario, Canada MSW 1X9 ($G/year, $lZ for institutions) 

Portland Coalition for the Psychiatrically labeled, 277 Cumberland Ave., Portland. ME 04101 

Project Release, Box 396, FOR Station, New York, NY 10011 

PROMPT, c/o 11 Ottershaw House, Horsell Rd., St. Paul's Cray, Kent. rn
9
1and 

Psychiatric Inmates Rights Collective, Box 299, Santa Cruz, CA 95061 

South Dakota Mental Health Advocacy Project, Box 618, Sioux Falls. so 57101 
' Vermont Liberation Organization, RD 11, Johnson, VT 05656 

P Chiatric Inmates Liberation Front, c/o Big Mama Rag, 1724 Gaylord St. Women sy • 
Denver, CO 80206 

o date 11s t of movement 
An up-kt ;eJAJt, ( see bib 1 fography). 
:~~iatr1c Oppressf on has been 
Cana di an cf ti es • 

groups fs published in each issue of Madne .. u 
The lnternatfonal Conference on H~ll1cln Rfghts and 
meeting annually since 1973 in various US and 




