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Correspondence

SIDE-EFFECTS OF PHENOTHIAZINES
DEeAR SIR,

The recent letters on the subject of side-effects
produced by fluphenazine enanthate should not be
allowed to obscure the therapeutic advantages of this
preparation. It is the writer’s impression that the
introduction of this treatment marks the only real
advance in pharmacotherapy since the discovery of
chlorpromazine. The use of parenteral phenothia-
zines results in many more dystonic reactions than
with the oral preparations. This is particularly so if the
patient has had no prior exposure to phenothiazines.
Thus, one can anticipate many dystonic reactions at
the beginning of treatment. Dystonic reactions take
place, as a rule, during the first few days of treatment,
and most of them within the first 24 hours. If a
patient is in hospital this does not present a problem;
in out-patients this would be quite a different matter.
However, it has been my experience that in a situa-
tion such as this dystonic reactions are unpleasant
enough to make the most reluctant patient accept
medication, particularly if this is explained to him
and his family. Elsewhere (“A long-acting pheno-
thiazine in office practice”, Amer. J. Psychiat., 1964,
120, 1012-1014), we have described an extremely
disturbed manic patient and a paranoid patient,
neither of whom would take medication but eventually
agreed to an injection of fluphenazine enanthate.
Both had severe dystonic reactions but agreed to take
anti-parkinson medication, and hospitalization was
avoided in each instance.

Dr. Barker comments about the onset of later
extrapyramidal effects, and suggests that if patients
would not take oral phenothiazines they would be
unlikely to take oral anti-parkinson medication. This
has not been our experience. Many patients take
their vitamins, their mineral supplements, etc., on
their own, but dislike phenothiazines, not only because
they are suspicious of them, but because they have
unquestionably unpleasant side-effects. Normally,
patients such as these would discontinue the pheno-
thiazines, but when they have no control over this
situation they are willing to take anti-parkinson
medication. In most cases careful manipulation of
the dosage is sufficient to cope with the problem of
side-effects, and after the initial weeks of treatment
anti-parkinson medication can often be discontinued.

A long-acting anti-parkinson agent would indeed
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be helpful. However, the main point is that the side-
effects have to be balanced against severity of the
illness. The dramatic results that are occasionally
obtained, the control of previously unmanageable
situations, both in and out of hospital, the ability to
maintain some patients at home, which was previous-
ly not possible, as well as the economy of the treat-
ment, suggest that this preparation has a distinct part
to play in the management of a small select group
of psychiatric patienis. The side-effects, dramatic
and disturbing as they may be, would seem a small
price to pay for this. It would have been most
unfortunate if isolated cases of hypotension had
detracted from the widespread use of chlorpromazine

in psychiatry.
GEORGE M. SmMPsON.
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DENTAL CARE IN ELECTROPLEXY
DEAR SIR,

With reference to my paper on Dental Care in
Electroplexy, Dr. L. G. M. Page in the Journal of
January 1967, questions the use of a gag at all during
this treatment. It was indeed my hope and intention
to stress how infrequently a gag is needed during the
procedure. Having categorized the three types of
dental condition encountered, I emphasized in
italics that “in neither of the first two categories,
therefore, will a gag be needed’.

Similarly, I give reasons based upon dental
pathology which to my mind would render a gag
imperative, mentioning the partially edentulous
patient with ecither too few or too fragile tecth to
withstand the load of the contracting muscles of
mastication and those with areas of gum threatened
by standing teeth in the opposing jaw.

Dr. Page states he has not used a gag for years. I
wonder how he manages the patient with an eden-
tulous upper jaw and a few standing teeth in the
mandible—a commonly occurring pattern?

Furthermore, whilst we are agreed that thosc
patients with a full dentition need no gag, Dr. Page

831


https://doi.org/10.1192/bjp.113.496.331



