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Treatment guidelines are fre-
quently not followed. The authors
examined the neuroleptic pre-
scribing practices of psychiatrists
responsible for 47 patients with
schizophrenia who were being
treated at health centers of the
Department of Veterans Affairs.
For 22 of these patients, a med-
ication change was indicated by
guidelines previously endorsed
by the prescriber; for 21 of these
22 patients, prescribers indicated
that a change in neuroleptic
would not be attempted; for 15
patients (71 percent), the reason
given was the patient’s refusal to
change medication or the pa-
tient’s noncompliance with med-
ication treatment. The results
suggest that patients’ agreement
with treatment guidelines should
be taken into account in the eval-

uation of prescribers’ use of such
guidelines. (Psychiatric Services
54:246–248, 2003)

Neuroleptic medications are firm-
ly established as the primary

treatment for the symptoms of schiz-
ophrenia. However, the atypical
agents, such as clozapine, olanzapine,
risperidone, and quetiapine, are ex-
pensive. One of the most common
methods identified for maintaining—
or even improving—the quality of
care in the face of cost constraints has
been the use of treatment guidelines.

Several guidelines or recommenda-
tions for the pharmacologic treat-
ment of schizophrenia have been
published in recent years (1–4). How-
ever, there is substantial evidence
that treatment often does not adhere
to these recommendations (5,6). The
reasons for this discordance are un-
clear. Are clinicians unaware of these
guidelines, or do they disagree with
them? Are patients resisting indicat-
ed medication changes?

We chose to focus on a specific is-
sue—the decision to switch neurolep-
tic medications for patients with schiz-
ophrenia. We chose this issue for two
reasons. First, previous studies (5,6)
indicated that, within the Department
of Veterans Affairs (VA), many pre-
scribers were not complying with the
guidelines for prescribing neurolep-
tics. Second, a switch in neuroleptic
medications can result in substantial
improvement in symptoms.

This study was designed to deter-
mine prospectively whether psychia-
trists changed their prescribing prac-

tices when they knew their behavior
was being scrutinized, when they
concurred with a set of treatment rec-
ommendations, and when, by the psy-
chiatrists’ own clinical assessment,
these treatment guidelines indicated
the need for a change in neuroleptic
agent. 

Methods
All the patients in the study had a di-
agnosis of schizophrenia or schizo-
phreniform disorder and were receiv-
ing treatment at either the West
Haven campus of the VA Connecticut
Healthcare System (VACT) or the
Connecticut Mental Health Center
(CMHC), both of which are academ-
ic affiliates of Yale University. Institu-
tional review board approval was ob-
tained. All the patients provided writ-
ten informed consent to having their
treatment discussed by their clini-
cian. Patients who were already re-
ceiving clozapine—that is, those at
the end of the treatment algorithm—
were excluded. The treatment de-
scribed here occurred from April
1998 to July 2000.

All the prescribing psychiatrists
who participated in the study were
presented initially with a treatment
algorithm that was thought to be both
simple to follow and consistent with
available standards. The first au-
thor—who is chief of psychiatry at
VACT but holds no position of au-
thority at CMHC—presented the al-
gorithm to the treatment teams at
each institution. The purpose and
procedures of the prospective study
were explained at that time. Views
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were solicited on whether the algo-
rithm was not reasonable or not use-
ful, but no dissent was voiced. Six
months after each patient’s enroll-
ment in the study, the psychiatrists
were interviewed by using a form
(available from the first author on re-
quest) that evaluated four main ele-
ments of the neuroleptic treatment:
the current treatment step, whether a
change in neuroleptic medication was
indicated on the basis of preestab-
lished criteria, the medication change
that was actually planned, and, if no
change was planned, the reason for
the lack of change.

The form was constructed to con-
sist of a series of structured questions
and responses, except for the section
on the reasons for not changing med-
ications. In that section, the prescrib-
ing psychiatrists were presented with
a list of possible reasons for not
changing medications and were in-
structed to endorse as many reasons
as were clinically relevant or to add
other reasons. 

The treatment algorithm consisted
of five steps: step 1, prescription of a
conventional antipsychotic to the
maximum tolerable dosage over a
three-month period; step 2, prescrip-
tion of a second conventional antipsy-
chotic to the maximum tolerable
dosage over a three-month period af-
ter the first agent failed; step 3, an
atypical antipsychotic (risperidone,
olanzapine, or quetiapine) to the
maximum tolerable dosage over a
three-month period; step 4, a second
atypical antipsychotic to the maxi-
mum tolerable dosage over a three-
month period after the first agent
failed; and step 5, prescription of
clozapine.

For the purposes of this study, a
neuroleptic change was to be consid-
ered when the prescribing psychia-
trist, using the Clinicians’ Global Im-
pression-Severity scale (7), rated the
patient as being at least moderately ill
(a score of 4 or more on a scale from
1, not at all ill, to 7, among the most
extremely ill) and gave a change rat-
ing of minimally improved or less for
the past six months (a score of 3 or
more on a scale from 1, very much
improved, to 7, very much worse).

The psychiatrists were then asked
whether they agreed that a change in

neuroleptic was indicated. If they did
agree, they were asked whether they
planned to attempt the change. If
they said that an indicated change
would not be attempted, they were
asked to give all the relevant reasons.

Results
A total of 27 psychiatrists who were
responsible for 47 patients were in-
terviewed. All the psychiatrists indi-
cated that they agreed with the pro-
posed criteria for medication change
and with the treatment algorithm. Of
the 47 patients, 22 (47 percent) were
rated by their psychiatrists as having
symptoms that left them at least mod-
erately ill and at best minimally im-
proved.

At the time of assessment, for the
22 patients who met the operational-
ized criteria for change of neuroleptic
medications, 11 (50 percent) were at
step 1 of the algorithm, two (9 per-
cent) were at step 2, seven (32 per-
cent) were at step 3, none were at
step 4, and one (5 percent) was at step
5—clozapine had been prescribed for
this patient during the six-month
study period. For 21 (95 percent) of
these 22 patients, the psychiatrist in-
dicated that although the patient met
criteria for a change in medication, he
or she did not plan to move the pa-
tient to the next step of the treatment
algorithm. For each of the patients
for whom the psychiatrist indicated

that a change would not be made, the
psychiatrist indicated all the reasons
that the treatment would not progress
according to the endorsed guidelines.
These reasons are listed in Table 1. 

The three leading reasons given for
not progressing through the treat-
ment algorithm were that the patient
did not want to change (11 patients,
or 52 percent), that the patient need-
ed more time on the current medica-
tion (seven patients, or 33 percent),
and that the patient was noncompli-
ant with medications (six patients, or
29 percent). No psychiatrist raised
the concern of violence as a reason
for not proceeding with a medication
change, and less than 10 percent were
concerned about symptomatic de-
compensation.

Discussion and conclusions 
After six months of treatment, 22 (47
percent) of the 47 patients with schiz-
ophrenia were judged by their pre-
scribing psychiatrists as meeting op-
erationalized criteria for a change in
medication, suggesting that a change
in neuroleptic medication was indi-
cated. However, for only one (5 per-
cent) of these 22 patients did the psy-
chiatrist indicate that a change was
being planned.

The psychiatrists in this study were
aware of the proposed guidelines, had
endorsed them, and rated the severi-
ty and duration of the patients’ symp-
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Reasons given by prescribing physicians for not attempting a change in neurolep-
tic medication for 21 patients with schizophrenia or schizophreniform disordera

Reason N %

The patient does not want to change 11 52
The patient needs more time on the current medication 7 33
The patient is noncompliant with medications 6 29
The patient’s family does not want a change 3 14
The patient is stable 3 14
Following medication changes, this patient has a history of

Increase in tardive dyskinesia 3 14
Symptomatic decompensation with hospitalization 2 10
Symptomatic decompensation without hospitalization 0 —
Violence 0 —

Although not observed previously for this patient, there is a chance of
Symptomatic decompensation with hospitalization 2 10
Increase in tardive dyskinesia 2 10
Violence 0 —
Symptomatic decompensation without hospitalization 0 —

a Prescribing physicians could endorse as many reasons as they thought applicable.
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toms themselves. The psychiatrists’
clinical impressions, combined with
the relevant treatment guideline, in-
dicated a change in neuroleptic. Yet
overwhelmingly the psychiatrists did
not institute such changes; for 15 (71
percent) of the 21 patients, either
noncompliance or refusal of a recom-
mended change was cited as the rea-
son for not changing the medication.
In fact, these reasons were two of the
three most commonly cited reasons
for not implementing the guideline
recommendations.

The main limitation of this study
was that it relied entirely on clini-
cians’ self-report of their prescribing
behavior. Thus we were unable to dis-
tinguish between two principal expla-
nations for the fact that the patient’s
behavior was so frequently cited as
the reason for noncompliance with
the treatment recommendations. The
psychiatrists may have falsely attrib-
uted resistance to change to the pa-
tient when asked to explain why they
would not adhere to the treatment
recommendations. Such an attribu-
tion would allow psychiatrists to ap-
pear to embrace good clinical prac-
tice as embodied by the treatment
guidelines without actually changing
their clinical behavior. However, it

could also be that the psychiatrists
were respectful of patients’ wishes
and deferred what they thought was
the best course of treatment because
of the patient’s concerns. This possi-
bility raises the question of what re-
sponsibility the clinician has to work
with the patient to facilitate an indi-
cated change.

Additional limitations included the
small sample of psychiatrists inter-
viewed and the fact that there were
only two study sites. Also, the study
did not examine the potential role of
specific methods for addressing devi-
ations from guidelines, such as com-
puterized reminders (8).

The results of this study suggest that
evaluating the real-world outcomes of
treatment guidelines must take into
account patients’ agreement with the
guidelines and the degree to which cli-
nicians advocate for a course of treat-
ment that they think is indicated. �
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