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Aims and method Guidelines on high-dose
antipsychotic medication contained in the Royal
College of Psychiatrists consensus statement were
examined in a prospective study of 73 patients
admitted to a psychiatric intensive care unit (ICU).
Results Themean (s.d.)neuroleptic dose received was
884mg (667) chlorpromazine equivalence per day.
Thirteen patients received more than 1200mg
chlorpromazine equivalence per day during at least
one week, although adopting measuresadvocated In
the guidelines allowed a reduction in neuroleptic dose
for 10 of these patients. Illnessseverity and a patient's

past historywere associated with neuroleptic use.
Clinical implications Adherence to the College
guidelines Isthus possibleon a psychiatric ICU.

The Royal College of Psychiatrists consensus
statement on the use of high-dose antipsychotic
medication (Thompson, 1994) considered situ
ations where high-dose neuroleptic use was more
likely, described the risks of their use, and
offered suggestions as to alternative treatment
strategies. Violent and aggressive behaviour is
common in psychiatric ICUs (Walker & Seifert,
1994), and such behaviour has been associated
with the use of higher neuroleptic doses (Peralta
et al. 1994). Thus applying College guidelines on

such a unit may not be straightforward. One
recent retrospective study recorded average
doses of 2100mg chlorpromazine equivalence
per day on a psychiatric ICU (Hillam & Evans,
1996). This study prospectively recorded neuro
leptic use in 73 patients admitted to a psychi
atric ICU.

The study
The patient sample constituted of 73 consecutive
admissions to a 15-bed psychiatric ICU. opened
one month prior to the beginning of the study at
Homerton Hospital. London, recruited between
September 1995 and January 1996. There were
54 male and 19 female patients with a mean age
of 32.8 years. The mean length of stay was 20
days.

Thirty-six patients had an ICD-10 (World
Health Organization, 1992) diagnosis of schizo-
phrenia/schizoaffective disorder, eight of an
acute schizophrenia-like illness, 21 of bipolar
disorder, four of a drug-induced illness, two of a
personality disorder and two an organic illness.

For 16 patients this was their first admission
and for 15 their second. Twenty-two patients had
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between two and five admissions and 20 patients
had more than five previous.

Forty-seven patients (64%) had a past history
of violence. Twenty-two (30%) patients had a
history of damage to property only, 18 (25%) a
history of non-serious injury to people and 7
(10%) a history of causing serious injury to
people.

Patients were assessed within 48 hours of
admission using the Brief Psychiatric Rating
Scale (Overall & Gorham 1962) by two ward
doctors (H. J. and R. J.). Violent incidents were
recorded prospectively using the Overt Aggres
sion Scale (Yudofsky et al. 1986). Neuroleptic use
was calculated in milligram chlorpromazine
equivalents (Rey et al. 1989: Schulz et al. 1989)
and the British National Formulary.

The patients spent a total of 200 weeks on a
psychiatric ICU. In examining the relationship
between prescribing and clinical and demo
graphic measures, each week of prescribing
was considered separately (n=200). Statistical
analysis using Statistical Package for the Social
Sciences used the Kendall tau-rank correlation
with the significance level set at P=0.05.

Findings
Neuroleptic use
Sixty-four patients (88%) received neuroleptic
medication, with a mean (s.d.) dose of 884 mg
(667) chlorpromazine equivalence per day. Depot
neuroleptic medication was received by 20 (27%)
patients. Zuclopenthixol acetate was given to
seven patients. Four patients were started on
clozapine and six patients on risperidone.
Twenty-six (36%) patients received more than
one neuroleptic at any time in their admission. At
the time of discharge from psychiatric ICUs only
11(15%) patients were receiving more than one
neuroleptic.

High-dose antipsychotic use
Thirteen patients received > 1200 mg chlorpro
mazine equivalence per day for at least one week
of their admission. Their mean maximal neuro
leptic dose was 2024 nig chlorpromazine equiv
alence per day (s.d. 752 mg chlorpromazine
equivalence per day) and the mean neuroleptic
dose on their discharge from the psychiatric ICU
was 1324mg chlorpromazine equivalence per
day.

Three of these patients were successfully
started on clozapine, and one patient started
risperidone leading to improved mental state, a
reduction in neuroleptic dose and transfer from
the psychiatric ICU. Four patients received a
combination of a typical neuroleptic with one of
the adjunctive therapies recommended in the

College report (Thompson. 1994). One patient
responded to the addition of carbamazepine. One
patient responded to the addition of lithium and
another to the addition of lithium and 10
bilateral electroconvulsive therapy (ECT) treat
ments. One patient received a combination of
lorazepam and a typical neuroleptic.

Two patients were transferred to a forensic
medium secure unit. They received maximal
neuroleptic doses of 4217 and 1871mg chlor
promazine equivalence per day on the psychia
tric ICU. although at transfer these patients were
both receiving 1200mg chlorpromazine equiv
alence per day. Three patients were treated with
high doses of a single high-potency neuroleptic
(haloperidol. flupenthixol) with no use of adjunc
tive treatments. All had short admissions (less
than two weeks) to the psychiatric ICU.

Use oj other medication
Benzodiazepines, usually lorazepam, were re
ceived by 25 patients (34%). Four patients were
prescribed carbamazepine. Nine patients re
ceived lithium. One patient received a total of
10 ECT treatments. Twelve patients (16%) re
ceived regular anticholinergic medication during
their admission. A further 15 patients received
at least one dose of an anticholinergic. Forty-
six patients (63%) received no anticholinergic
medication.

Correlates of neuroleptic use
There was a significant positive correlation
between neuroleptic use, and the maximal
symptom rating applied to all weeks of each
admission (r=0.17, n=200, P< 0.001). the num
ber of past psychiatric admissions (r=0.364.
n=200. P<0.001), and a past history of violence
(f^0.25, d.f.=200. P<0.001). There was no
significant positive correlation between neuro
leptic use and the number of violent incidents in
each week (r=0.11, n=200, P>0.05).

Violent incidents
There were 84 recorded violent incidents invol
ving 27 patients. Eighteen incidents involved
physical aggression directed at objects on the
ward; three of these resulting in significant
damage. There were 54 incidents of aggression
to other people, with 28 involving physical
assault, 11 of these resulting in at least moderate
injury. Patients were placed in a locked seclusion
room after 41 incidents. After a further 27incidents patients were given a period of 'time
out' in an unlocked room. Intramuscular medi
cation was given after 33 and oral medication in
a further 21 of these incidents to the patient
involved.
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Comment
This study prospectively documented neuro-
leptic use on a psychiatric ICU. It is the first
such study we know of undertaken with the
intention of adopting strategies advocated in the
College consensus statement on high-dose neuro-
leptic use (Thompson, 1994). Data on length of
stay and violent incidents suggest that the short-
term management of patients was not adversely
affected.

The use of > 1200mg chlorpromazine equiv
alence per day for 13 (18%) patients represents a
smaller proportion of patients than the two-
thirds of patients on a psychiatric ICU receiving
high-dose neuroleptic medication in a recent
retrospective survey (Hillam & Evans, 1996).
The consensus statement accepts the use of
high-dose antipsychotic medication for certain
patients in certain situations. The prospective
design of our study allowed demonstration of the
successful use of alternative treatment strategies
recommended in the guidelines, leading to a
reduction in neuroleptic dose used for the
majority of patients admitted to the unit.

The mean recorded neuroleptic dose of 884 mg
chlorpromazine equivalence per day, while lower
than the usual definition of high-dose antipsy
chotic use, is higher than the 300-600 mg
chlorpromazine equivalence per day recom
mended from controlled studies (Van Putten et
al, 1990: Rifkin et al. 1991, 1994). However this'optimal' dose range may not be applicable to all
patients as on psychiatric ICU, who are often
very unwell and with disturbed behaviour.

Correlation analysis suggested that higher-
dose neuroleptic medication was used appro
priately, being given to patients with more severe
illnesses, rather than primarily to control dis
turbed behaviour. It may be that a significant
past psychiatric history is simply an additional
marker of illness severity. This association may
also reflect more cautious treatment in patients
without significant past history.

Patients admitted to a psychiatric ICU benefit
from adherence to the College consensus on
high-dose neuroleptics. Reduced use of either
neuroleptic or anticholinergic medication, as well
as increased use of alternative treatment strate
gies are apparent. It is hoped that the guidelines
will serve as a framework to further evaluate the

therapeutic response to high arousal, aggression
and violence.
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