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typical antipsychotic medications present several
advantages over conventionals in the treatment
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Background: The purpose of this study was
to determine if there is a relationship between the
type of antipsychotic prescribed (conventional,
atypical, or a combination) and patients’ use of
psychiatric services and prescription of adjuvant
medications.

Method: A chart review of 83 outpatients
with long-term psychiatric disorders recorded the
type and dosage of psychiatric medications pre-
scribed in 1997–1998 (T1) and 2 years later, in
1999–2000 (T2). Psychiatric service use was also
noted during the 2-year follow-up.

Results: Atypical prescriptions increased from
27% (N = 22) to 45% (N = 37) 2 years later. At
T2, 35% of patients (N = 29) were prescribed
conventionals, and 19% (N = 16) were prescribed
a combination of conventionals and atypicals.
The mean antipsychotic dosage in chlorproma-
zine equivalents (546.5 mg/day) increased signifi-
cantly (p < .05). There was no difference between
the 3 groups in their use of psychiatric services or
the prescription of adjuvant medications, with the
exception of less common prescription of anti-
cholinergics. There was also no difference in
psychiatric service use between patients who
remained on treatment with combined antipsy-
chotics at T1 and T2 (11%; N = 9) and the rest of
the sample. Patients who were switched from one
type of antipsychotic to another made more use of
psychiatric services, however.

Conclusion: Contrary to our expectations,
patients prescribed combined antipsychotic types
did not make more use of psychiatric services or
use more adjuvant medications. The high percent-
age of patients prescribed a combination may be
due to antipsychotic polypharmacy preferences
and may represent a very slow crossover from
one antipsychotic to another.

(J Clin Psychiatry 2003;64:673–679)

Received Feb. 1, 2002; accepted Nov. 7, 2002. From the Department
of Psychiatry, McGill University (Dr. Tempier), and the Department of
Psychiatry, McGill University Health Centre, Montreal General Hospital
(both authors), Montreal, Quebec, Canada.

Supported by the Department of Psychiatry, McGill University Health
Centre, Montreal General Hospital.

The authors thank Brent M. McGrath, B.Sc., for help with the chart
review.

Corresponding author and reprints: Raymond P. Tempier, M.D.,
McGill University Health Centre, Montreal General Hospital, 1650
Cedar Ave., Montreal, Quebec, Canada H3G 1A4
(e-mail: raymond.tempier@muhc.mcgill.ca).

A
of schizophrenia and long-term psychoses. These advan-
tages include fewer extrapyramidal side effects, possible
greater decrease in negative symptoms, and less adverse
impact on cognitive functioning.1–3 Atypical antipsy-
chotics may also improve quality of life and the rehabil-
itation process.4 Thirty percent to 60% of patients with
schizophrenia are refractory to treatment, and some guide-
lines recommend the prescription of an atypical antipsy-
chotic in these cases.1,5 Other authors suggest the use of
atypicals for patients with schizophrenia in a stable phase,
to optimize treatment and increase patients’ integration
into the community.3,6

Do physicians apply these recommendations in their
routine clinical practice? The important medical act of
switching to another antipsychotic is left to the judgment
of the treating psychiatrist. Several studies have examined
switches between antipsychotic medications.7–9 Further-
more, the amount of literature on the polypharmacy of
antipsychotic medications has recently increased. It seems
that psychiatry’s “dirty little secret”10 has come into the
open. A number of studies recently published together11–13

tracked the prescription of antipsychotic medications
across time and reported an increase in the proportion of
both atypical prescriptions and multiple antipsychotics
prescribed. To know how many patients are being treated
with atypical antipsychotics, and how many are switched
over a period of time, is of obvious interest for clinical,
administrative, and research purposes.14,15

The current study was suggested by earlier work in
which prescriptions of antipsychotic medications for out-
patients with severe long-term psychiatric disorders were
studied from hospital charts.16 Results showed that in
1997–1998 almost half (46%) of the patients were pre-
scribed conventionals; 29% of these were prescribed de-
pot preparations. A smaller group of patients (29%) were
prescribed atypicals, and 25% were prescribed a combina-
tion of conventionals and atypicals (33% were prescribed
depot medication). The rather large size of the “combina-
tion” group was surprising, and 2 interpretations could be
given: patients were in the process of switching to atypi-
cals, or they were stuck in a “pharmacologic purgatory.”17

The purpose of the present study was to investigate
these patients’ prescriptions 2 years later, to determine if
more of them were prescribed atypicals and to observe if a
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combination group still existed. Furthermore, we were in-
terested in determining if there is a relationship between
the prescription of a particular type of antipsychotic and
both the use of psychiatric services and the prescription
of adjuvant medications.

METHOD

Sample
Our sample was formed from the prescriptions of pa-

tients randomly drawn from a list of active outpatient
files (“active” means that patients were seen by a profes-
sional (physician, nurse, social worker, or occupational
therapist) at least once in the previous 4 months). The pa-
tients were part of two 1997 and 1998 studies; 78 were
from a survey of patient satisfaction with psychiatric ser-
vices,18 and 21 were control subjects from a study of pa-
tients with dual diagnoses.19 The 2 earlier studies were
approved by an Institutional Review Board (Montreal
General Hospital Ethics Committee), and the patients had
given informed consent that included permission to
investigate their hospital files. The 1997–1998 time pe-
riod of data collection will be referred to as T1, and the
period of data collection 2 years after T1 will be referred
to as T2.

Of the initial 99 patients, 83 had clinical information
in their hospital charts 2 years later, qualifying them
for the follow-up investigation. There were no differ-
ences between the 83 follow-up patients and the 16
nonretrieved patients in terms of sex, age, diagnosis, or
Global Assessment of Functioning (GAF)20 score at T1.
Of these 16 patients, 6 were being followed elsewhere in
psychiatry. Three patients were deceased, 2 had moved
away, and 1 was permanently institutionalized. There was
no information for 4 patients. Within the 3 antipsychotic
medication groups at T1 (conventional, atypical, or com-
bination), 56% (N = 9) of the nonretrieved patients had
been prescribed conventionals, 31% (N = 5) had been
prescribed atypicals, and 13% (N = 2) had been pre-
scribed a combination of conventionals and atypicals.
These proportions were not significantly different from
those of the 83 patients followed up (Table 1) (χ2 = 1.0,
df = 2, p > .05).

Procedure
A review of hospital charts was undertaken. We investi-

gated the prescription written closest in time to 2 years
after the initial interview. We recorded the type of medica-
tion (antipsychotic, anticholinergic, anxiolytic, etc.) and
daily dosages, as well as the amount of time on treatment
with the antipsychotic medications. Prescriptions for med-
ications administered on a p.r.n. basis were excluded from
analyses. Only subjects who had been taking their antipsy-
chotic medication(s) for 4 weeks or more at the initial
interview were included for follow-up. The dosages of
antipsychotic medication were translated into chlorproma-
zine equivalent (CPZe) dosages using a published table.21

The chart review also recorded the use of psychiatric ser-
vices during the 2-year follow-up period, including the
number of clinic visits to clinical case managers and phy-
sicians, psychiatric hospitalizations, bed days for psychiat-
ric hospitalizations, psychiatric emergency visits, and psy-
chiatric emergency visits necessitating a stay of 1 or more
nights in a psychiatric emergency department. Sectorized
mental health services in our province (Quebec, Canada)
ensure that patients seen in out-of-sector emergency rooms
are transferred to their sector hospital for hospitalization.
Statistical analyses were conducted with SPSS, Version
10.0.22

RESULTS

Patients’ Profile
Of the 83 patients still followed up at 2 years, 55%

(N = 46) were men. At T1, their mean (SD) age was 42.4
(9.8) years, and their mean GAF score was 48.5 (13.1)
(“serious symptoms or impairment in social, occupational,
or school functioning”20[p32]). Seventy percent (N = 58) of
these patients had a primary diagnosis of schizophrenia,
19% (N = 16) had schizoaffective disorder, 5% (N = 4)
had depressive disorder, and 5% (N = 4) had another type
of psychosis, a substance abuse disorder, or a personality
disorder.

Antipsychotic Medication Prescription Patterns
The numbers of patients prescribed conventionals,

atypicals, or a combination at both T1 and at T2 are pre-

Table 1. Patients’ Antipsychotic Medication Regimens at T1 (1997–1998) and T2 (1999–2000) (N = 83)a

Antipsychotic Type at T2

Conventional Atypical Combination None Total at T1

Antipsychotic type at T1
Conventional 23 (27.7)b 12 (14.5) 5 (6.0) 1 (1.2) 41 (49.4)
Atypical 3 (3.6) 17 (20.5) 2 (2.4) 0 (0.0) 22 (26.5)
Combination 3 (3.6) 8 (9.6) 9 (10.8) 0 (0.0) 20 (24.1)

Total at T2 29 (34.9) 37 (44.6) 16 (19.3) 1 (1.2) 83 (100.0)
aAll values are shown as N (%).
bThese subjects were prescribed a conventional antipsychotic at both T1 and T2; percentage of entire sample is shown

in parentheses.
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sented in Table 1. Three main trends can be seen. (1) There
was a slight decrease in the proportion of patients who
were prescribed a combination of conventionals and atyp-
icals from 24% (N = 20) at T1 to 19% (N = 16) at T2. (2)
Nine (56%) of the 16 patients prescribed a combination at
T2 were also prescribed a combination at T1. (3) The per-
centage of patients prescribed only atypicals increased
significantly from 27% (N = 22) at T1 to 45% (N = 37) at
T2 (χ2 = 28.1, df = 6, p < .001).

Time on medication. The chart review noted the
amount of time the patient had been taking his or her
prescribed antipsychotic at both T1 and T2. Eighty-five
percent (52/61) of all patients prescribed conventional
antipsychotics at T1 had been on treatment with that medi-
cation for more than 1 year. At T2, 69% (31/45) had been
taking the conventional antipsychotic for 3 years or more.
Additionally, 38% (16/42) of all of those taking atypical
antipsychotics at T1 had been prescribed that medication
for more than a year. By T2, 23% (N = 12) of 53 patients
had been prescribed the atypical antipsychotic medication
for 3 years or more.

Most interesting is the medication time for patients
who did not switch medication groups from T1 to T2. Pa-
tients remaining on treatment with conventional antipsy-
chotics overwhelmingly had been taking the same medi-
cation for more than 3 years (91%; 21/23). Fifty-three
percent (9/17) of those remaining on treatment with atypi-
cals took the same medication for more than 3 years (and
82% [14/17], for more than 2 years). The most interesting
finding is that of the 9 patients remaining on a combi-
nation of conventional and atypical medications, 67%
(N = 6) remained on treatment with the same medications
for more than 2 years.

Comparison of antipsychotic medication groups.
There were no differences between the 3 antipsychotic
medication groups at T2 in age, sex, GAF score, or pri-
mary diagnosis. There were also no significant differences
between the 3 groups in the use of psychiatric services
over the 2-year period (Table 2).

Forty-five percent (13/29) of those prescribed conven-
tionals and 25% (4/16) of those treated with a combina-
tion of conventionals and atypicals at T2 were prescribed
depot preparations. This proportional difference was not
significant (χ2 = 1.7, df = 1, p > .05). For psychiatric
service use, patients prescribed depot preparations had a
significantly higher mean number of clinic visits in the
2-year period (49.1) than those not prescribed depot
preparations (31.6; F = 6.7, df = 1,81; p < .05). There
were no differences in the number of psychiatric hospital-
izations, number of bed days due to psychiatric illness, or
number of psychiatric emergency room or overnight
emergency room visits between those prescribed depot
medications and those not prescribed depot medications.

Characteristics of the combined antipsychotics
group. Comparisons of demographic and clinical vari-
ables between the 9 patients who remained on treatment
with a combination of atypicals and conventionals at T2
and the rest of the sample (N = 74) revealed no differ-
ences in age, sex, GAF score, or primary diagnosis. There
were also no differences in the use of any psychiatric ser-
vices during the 2-year period for these groups. Six of
these patients received their prescriptions from the same
physician, and the remaining 3 received prescriptions
from 3 other physicians.

Characteristics of the “switched” versus “un-
switched” antipsychotics groups. During this period,

Table 2. Patients’ Demographic and Clinical Characteristics by Antipsychotic Medication Type at T2a

Conventional Atypical Combination Analysis

Characteristic (N = 29) (N = 37) (N = 16) Result df p

Age at T1, mean (SD), y 44.7 (9.9) 40.8 (10.0) 41.6 (8.6) F = 1.1 3,79 NS
Sex, N (%) male 16 (55.2) 20 (54.1) 10 (62.5) χ2 = 0.3 2 NS
Diagnosis at T1, N (%)

Schizophrenia 21 (72.4) 25 (67.6) 12 (75.0) χ2 = 13.1 10 NS
Schizoaffective disorder 3 (10.3) 10 (27.0) 3 (18.8)
Other psychosis 1 (3.4) 0 (0.0) 0 (0.0)
Depressive disorder 2 (6.9) 2 (5.4) 0 (0.0)
Personality disorder 2 (6.9) 0 (0.0) 0 (0.0)
Substance abuse disorder 0 (0.0) 0 (0.0) 1 (6.3)

GAF score at T1, mean (SD) 50.1 (12.3) 46.3 (13.3) 49.4 (14.2) F = 0.7 3,66 NS
No. of clinic visits in 2 years, mean (SD) 35.3 (28.0) 36.4 (27.4) 33.7 (17.9) F = 0.1 2,79 NS
No. of psychiatric hospitalizations 0.2 (0.5) 0.6 (1.7) 0.1 (0.3) F = 1.1 2,79 NS

in 2 years, mean (SD)
Total no. of bed days in psychiatric hospital 5.4 (16.4) 18.3 (49.0) 3.6 (13.5) F = 1.6 2,79 NS

in 2 years, mean (SD)
No. of psychiatric emergency visits 1.1 (1.8) 2.1 (5.5) 1.1 (1.5) F = 0.6 2,79 NS

in 2 years, mean (SD)
No. of overnight stays in psychiatric emergency 0.3 (0.7) 0.8 (2.6) 0.3 (0.6) F = 0.9 2,79 NS

in 2 years, mean (SD)
CPZe daily dose at T2, mean (SD), mg 502.0 (669.2) 479.3 (284.9) 756.9 (660.2) F = 1.6 2,78 NS
aT1 refers to the time period 1997–1998, and T2 refers to 1999–2000.
Abbreviations: CPZe = chlorpromazine equivalent, GAF = Global Assessment of Functioning.
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41% of patients (N = 34) were switched from one type
of antipsychotic to another (including 1 patient with no
antipsychotic medication prescribed at T2), while 59%
(N = 49) were not switched (e.g., took the same type of
antipsychotic, although the particular medication may
have changed) (see Table 1). Comparisons of the switched
versus unswitched groups revealed no differences in de-
mographic or clinical variables. The 2 groups were differ-
ent in their use of psychiatric services over the 2 years:
patients who had been switched from one antipsychotic
type to another had a mean of 0.71 psychiatric hospital-
izations in the 2-year period (range, 0–10), compared with
0.12 psychiatric hospitalizations (range, 0–2) for those
who were not switched (F = 4.9, df = 1,81; p < .05). Like-
wise, those who were switched from one antipsychotic
type to another had a mean of 2.7 psychiatric emergency
visits (range, 0–25) in 2 years, compared with 0.7 visits
(range, 0–6) for those who were not switched (F = 5.4,
df = 1,81; p < .05). A similar effect was also found for
number of overnight psychiatric emergency visits, with
those who were switched staying a mean of 1 time over-
night in the 2-year period (range, 0–13), compared with
0.2 overnight visits (range, 0–3) for those who were not
switched (F = 4.6, df = 1,81; p < .05).

Comparisons of psychiatric service use for patients
switched from conventional to atypical antipsychotics
with those switched from atypical to conventional anti-
psychotics were also conducted. There was a trend toward
more service use for those switched from atypicals to
conventionals, with slightly more clinic visits (49.7 vs.
29.4, p = .08) and slightly more psychiatric bed days
(33.7 vs. 7.1, p = .06) in the 2-year period.

Evolution of atypical antipsychotic prescriptions. In
1997–1998 (T1), 51% (N = 42) of patients were pre-
scribed either atypicals or combined antipsychotics, with
60% (25/42) prescribed risperidone; 29% (12/42), olanza-
pine; 7% (3/42), clozapine; 2% (1/42), quetiapine; and
2% (1/42) prescribed both risperidone and clozapine. In
1999–2000 (T2), 64% of patients (N = 53) were pre-
scribed either an atypical antipsychotic or combined anti-
psychotics, with 40% (21/53) prescribed risperidone;
47% (25/53), olanzapine; 4% (2/53), clozapine; 8%
(4/53), quetiapine; and 2% (1/53), both risperidone and

clozapine. The increase in the proportion of patients pre-
scribed olanzapine at T2 could be due to the fact that 8
(32%) of the 25 patients who were prescribed risperidone
at T1 were switched to olanzapine by T2.

Dosage comparisons. CPZe was calculated for each
subject treated with antipsychotic medications at T2.
The mean CPZe for the total sample was 546.5 mg/day
(range, 10.0–2933.3 mg/day), which was significantly
higher than at T1 (mean = 416.8 mg/day; t = 2.2, df = 77,
p < .05). There was no significant difference between
the 3 antipsychotic groups regarding dosage at T2 (see
Table 2), although there had been a difference at T1.16

There was also no difference in dosage between switched
and unswitched patients.

When the mean CPZe dose was used to divide the pa-
tients into low- and high-dosage groups, we found that
those prescribed high doses visited the clinic more often
in the 2-year period (mean = 44.0 visits) than those pre-
scribed low doses (mean = 31.5 visits; F = 4.5, df = 1,79;
p < .05). There were no differences found between dosage
groups in their use of other psychiatric services. The large
range of dosage prompted an investigation of psychiatric
service use of those prescribed very high doses (defined
as > 1000 mg/day CPZe23). Although the 7 patients who
took these large dosages did not differ significantly from
the rest of the group in demographic or clinical variables,
there were some trends in psychiatric service use. Patients
prescribed very high doses tended to visit the clinic more
often (mean = 53.7 visits) than those prescribed lower
doses (mean = 34.1 visits; F = 3.8, df = 1,79; p = .05).
There was also a trend toward use of a greater number of
psychiatric bed days in the 2-year period (mean = 35.7
days) compared with those treated with lower doses
(mean = 9 days; F = 3.9, df = 1,79; p = .05).

Adjuvant Medications
Table 3 shows the proportion of those prescribed each

type of adjuvant therapy for each antipsychotic medica-
tion type. The types of adjuvant medications were many,
and many patients were prescribed more than 1 kind.
These included anticholinergic medications, anxiolytic
medications, antidepressants, and mood stabilizers or
anticonvulsants. Anxiolytics were the most frequently

Table 3. Prescribed Adjuvant Therapies by Antipsychotic Medication Type at T2 (1999–2000)a

Total N
Adjuvant Conventional Atypical Combination No Antipsychotic Prescribed Each Analysisb

Medication Type (N = 29) (N = 37) (N = 16) (N = 1) Adjuvant Medication χ2 p

Anticholinergic 13 (44.8) 3 (8.1) 9 (56.3) 0 (0.0) 25 17.1 < .01
Anxiolytic 12 (41.4) 17 (45.9) 6 (37.5) 1 (100.0) 36 1.7 NS
Antidepressant 4 (13.8) 11 (29.7) 2 (12.5) 0 (0.0) 17 3.6 NS
Mood stabilizer 6 (20.7) 12 (32.4) 5 (31.3) 0 (0.0) 23 1.6 NS
aValues are shown as N (%) unless otherwise noted. Percentages do not add up to 100% and Ns do not add up to 83 because patients could be

prescribed more than 1 type of adjuvant medication.
bdf = 3.
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prescribed, to 43% (N = 36) of all patients. The 2 anxio-
lytics most frequently prescribed were clonazepam and
lorazepam, each with 36% of anxiolytic prescriptions.
Twenty percent of all patients (N = 17) were prescribed
antidepressant medications. The most frequently pre-
scribed antidepressant was paroxetine, with 47% (8/17) of
antidepressant prescriptions. Although 30% (11/37) of the
patients taking atypical antipsychotics were prescribed
antidepressant medication, compared with 14% (4/29) of
those prescribed conventionals and 13% (2/16) of those
prescribed a combination, this difference was not statisti-
cally significant (see Table 3).

Anticholinergic medications were prescribed for 30%
(N = 25) of the patients. Only 8% (3/37) of patients taking
atypicals were prescribed anticholinergics, compared
with 45% (13/29) of those prescribed conventionals and
56% (9/16) of those prescribed a combination of antipsy-
chotics (see Table 3). The most frequently prescribed
anticholinergics were procyclidine (52% [13/25] of anti-
cholinergic prescriptions) and benztropine (32% [8/25]
of anticholinergic prescriptions). Finally, 28% of the pa-
tients (N = 23) were prescribed mood stabilizers. The ma-
jority (48% [11/23]) of these prescriptions were for val-
proic acid, and 43% (10/23) were for lithium carbonate.

A comparison of the use of adjuvant medication at both
T1 and T2 reveals that, in patients for whom data were
available at both time periods, 35% of patients (22/62)
were prescribed anxiolytics; 26% (16/62), mood stabiliz-
ers or anticonvulsants; 19% (12/62), anticholinergics; and
10% (6/62), antidepressants (prescription data at T1 were
missing for the 21 dual-diagnosis patients).

DISCUSSION

The purpose of this study was to investigate the pre-
scriptions of a random sample of outpatients (N = 83)
with long-term psychiatric disorders, to determine the use
of atypical antipsychotic medication 2 years after an ini-
tial investigation. The possibility of a relationship be-
tween the prescription of different types of antipsychotics
and both the use of psychiatric services and the pre-
scription of adjuvant medications was also investigated.
Another goal was to study the prescription status of a sub-
group of patients treated with a combination of antipsy-
chotic types at T1.

Two years later, 19% of all patients were prescribed a
combination of conventional and atypical antipsychotics.
It had been expected that patients prescribed a combina-
tion of antipsychotics would be lower functioning and
more prone to relapse, but no difference was found in
their use of psychiatric services in the 2-year period com-
pared with those treated with only conventional or atypi-
cal antipsychotics 2 years later. Further, 45% of those who
were prescribed combined antipsychotics at the beginning
of the study period were also prescribed a combination 2

years later. Six of these 9 patients remained on treatment
with the same combination prescription for more than 2
years, and the other 3 patients, for more than 1 year. The
fact that these patients continued on a combined regimen
may indicate some difficulty with medication response.
However, this subgroup did not differ from the rest of the
sample in terms of their use of psychiatric services, so one
can assume that they did not experience a severe relapse
of symptoms or an increase of side effects. It seems that
these patients constitute a group of their own.

The present study also investigated the service use dif-
ferences between patients who had been switched from
one type of antipsychotic to another and those who had
not. Patients who were switched tended to have more psy-
chiatric hospitalizations and psychiatric emergency visits
in the 2-year period. This finding indicates that, as might
be expected, patients who need to switch antipsychotic
medication types might be those who experience more
side effects or symptom relapses, necessitating increased
use of psychiatric services. Another interpretation is that
the switch process may prompt a relapse in some cases.

We also explored the relationship between the use of
adjuvant medication at 2 years and the type of antipsy-
chotic prescribed. A similar proportion of patients in each
antipsychotic group took adjuvant medications, except
for anticholinergics, which were prescribed to only 8% of
those patients taking atypicals. This is a much smaller per-
centage than the 29% reported by Procyshyn et al.24 and
the 75% reported by Williams et al.25 Perhaps the differ-
ence lies in differing clinical guidelines regarding anticho-
linergic medication prescriptions.26

An examination of the literature regarding the combi-
nation of conventional and atypical antipsychotic medica-
tion reveals very little. Most of the literature concerns
the broader concept of polypharmacy, which also covers
the combination of 2 or more conventionals, or 2 or more
atypicals. A reexamination of the prescription data at 2
years in the present study reveals that, overall, 30% of the
patients were prescribed 2 different antipsychotic medica-
tions. Although based on a fairly small sample size, this
percentage compares unfavorably to the majority of anti-
psychotic polypharmacy percentages reported in other
studies, which range from 3.8% to 24.3%.11–13,25,27,28 The
figures in the present study are more similar to the anti-
psychotic polypharmacy discharge prescription rates
(28%) of an extremely ill group of 229 schizophrenic pa-
tients discharged after a mean hospital stay of 1 year.24

One might expect that such a group of subjects may be
less responsive to medication, and thus need polyphar-
macy strategies. A post hoc investigation of the present
study revealed no differences in psychiatric service use
between those prescribed multiple antipsychotics and
those prescribed 1 only, so it is unclear why the present
sample of patients was prescribed multiple antipsychotics.
The following is a search for an explanation.



© COPYRIGHT 2003 PHYSICIANS POSTGRADUATE PRESS, INC. © COPYRIGHT 2003 PHYSICIANS POSTGRADUATE PRESS, INC.

Antipsychotic Prescriptions: A 2-Year Comparison

J Clin Psychiatry 64:6, June 2003 679

Breaking down the polypharmacy prescription data
further reveals that 24% (N = 7) of the patients on treat-
ment with conventional antipsychotics were prescribed
2 different conventionals; in 57% of these cases, the sec-
ond medication was a depot preparation. Only 1 of the
patients prescribed atypicals was prescribed 2 atypical
medications: risperidone and clozapine. Twenty-five per-
cent (N = 4) of the patients prescribed combined antipsy-
chotics received depot preparations of the conventionals,
and only 1 patient was prescribed a conventional with clo-
zapine. Therefore, the high percentage of polypharmacy
in the present study cannot be fully explained by the ne-
cessity of using depot preparations or by combined use
with clozapine, which are part of clinical recommenda-
tions.1,3,5

Fifty-three percent of patients prescribed multiple anti-
psychotics were prescribed a combination of conven-
tionals and atypicals. This proportion is somewhat
smaller than figures reported in other studies of combined
antipsychotic medication strategies, in which between
56% and 85% of patients prescribed multiple antipsy-
chotics were prescribed a combination of conventionals
and atypicals.11–13,24,28 Perhaps the 19% ratio of patients
prescribed combined antipsychotics overall in the present
study reflects a higher rate of antipsychotic polypharmacy
in this outpatient service in general. An examination of
prescription profiles by physician lends support to this
idea, as each physician in our outpatient clinic prescribed
antipsychotic polypharmacy to at least 2 patients at T2.

This study is retrospective, cross-sectional, and based
on chart review only, so it has obvious limitations. Mental
health services are sectorized in Quebec, Canada, so that
patients needing psychiatric hospitalization will be
treated in their sector hospital. However, those seeking
help in psychiatric emergency will be treated at any hospi-
tal, unless hospitalization is indicated. Therefore, this
naturalistic study is unable to give a complete listing of
psychiatric emergency statistics. However, in the clinical
field of switching to atypical antipsychotics, the literature
is still scarce. There is a clear and urgent need for more
data, especially coming from naturalistic studies. Ran-
domized clinical trials have limitations of their own, as
they are of short duration, have numerous exclusion crite-
ria, and may not reflect the usual clinical situation, where
patients may also be abusing street drugs and/or alcohol.

The present investigation of the use of psychiatric ser-
vices did not differentiate between patients prescribed
combination antipsychotic therapy and those not, as ex-
pected, nor between those prescribed multiple antipsy-
chotics and those not. The reasons for antipsychotic poly-
pharmacy prescription are an important issue deserving of
further study; at this point, we can only speculate that our
results may reflect a strategy of slow crossover from one
antipsychotic to another, a strategy that may be more
common than expected.

Drug names: benztropine (Cogentin and others), chlorpromazine
(Thorazine and others), clonazepam (Klonopin and others), clozapine
(Clozaril and others), lorazepam (Ativan and others), olanzapine
(Zyprexa), paroxetine (Paxil), procyclidine (Kemadrin), quetiapine
(Seroquel), risperidone (Risperdal), valproic acid (Depakene and
others).
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