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  Summary
  The antipsychotics brought hope and optimism to people with schizophrenia and to those who care for them. There have been successive classes of antipsychotics used by the pharmaceutical industry to persuade doctors and patients that ‘new’ is better. Evidence is growing that the primary purpose of these fabricated classes is for marketing. It is time we stopped using these expensive labels – they are all just antipsychotics.
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 In this Journal, Girgis et al

Reference Girgis, Phillips, Li, Li, Jiang and Wu1
 report the results of a 9-year follow-up of a randomised controlled trial of the first ‘typical’ antipsychotic, chlorpromazine, compared with the first prototypical ‘atypical’, clozapine, in 160 people with treatment-naive, first-episode schizophrenia in China. Believing that the atypicals were more efficacious, had fewer side-effects and may even be ‘neuroprotective’, decreasing the long-term deterioration and negative symptoms often associated with schizophrenia, the authors hypothesised 10 years ago that patients randomised to clozapine would have better long-term outcomes than those randomised to chlorpromazine. The short answer is that there is not much of a difference.

 Although clozapine may be better tolerated, there were no differences on primary outcome measures, including time to remission, time spent in remission and symptom severity, by 12 months and at 9 years’ follow-up.
Reference Girgis, Phillips, Li, Li, Jiang and Wu1
 Girgis et al clear a little of the fog generated by the mass of cleverly constructed trials and selectively published
Reference Spielmans and Parry2
 data supporting a marketing strategy of ‘smoke and mirrors’
Reference Leucht, Kissling and Davis3
 that has underpinned our collective misunderstanding about the so-called atypical antipsychotics.

 With the exception of clozapine for treatment-resistant schizophrenia,
4
 the atypicals, as a group of antipsychotics, are no more efficacious for schizophrenia than the typicals, whether it is chronic or acute, for first or subsequent episodes, for the acute episode or for promoting recovery
4
 and, now, from the Girgis et al trial, probably in the longer-term when used from the first episode onwards. No doubt there are differences between different individual antipsychotic drugs in terms of potency, efficacy and side-effects. But these differences have been overplayed and systematically linked to a class effect of the atypicals.

 The story of the atypical antipsychotics is a tale of the triumph of profit over patient benefit, of marketing over ethics. For the past 15–20 years, most psychiatrists, like Girgis et al, have held the view that the atypical antipsychotics are more efficacious and safe than the older typicals. Where is the evidence that there is a unifying chemical structure for, or a clinically important difference in, the efficacy or effectiveness of ‘neuroleptics’, ‘major tranquillisers’, and ‘conventional’, ‘typical’, ‘atypical’, ‘first-generation’ and ‘second-generation’ antipsychotics? Is the ever changing terminology part of the fog generated by pharmaceutical companies to increase profits by the simple equation that ‘new is better’? Perhaps the importance of these ‘classes’ lies not in their scientific or medical usefulness, but as an example of some of the most effective marketing in pharmaceutical history – a history worth examining briefly.


 The birth of the antipsychotics

 The first controlled trial of chlorpromazine took place on a ‘back’ ward in Birmingham in 1954.
Reference Elkes and Elkes5
 Chlorpromazine was given to 27 chronically overactive patients with psychosis (three described as ‘senile’) and alternated with placebo for varying periods to ascertain the drug’s impact on behaviour over 22 weeks. Each patient acted as their own control, and they and the ward staff, who assessed patient behaviour on a daily basis, were masked as to whether the patient was receiving placebo or chlorpromazine. The best effects were seen if the drug was given at 150 mg for 6 weeks continuously; switching to placebo in those who had responded produced deterioration. Importantly, the content of the patients’ psychotic experiences was unaltered. The drug calmed about two-thirds of the patients, at least to some degree; a third were behaviourally unchanged; and both positive effects and side-effects were dose-related. Interestingly, during the 2-week placebo period, at the start all patients improved, but this improvement disappeared for those who did not take chlorpromazine in the subsequent period.

 The obvious interest the staff took in the patients during the trial and the notes of optimism in this 1954 study are a testament to the importance of hope in the context of such a disabling and stigmatising illness. Until this time, patients were placed on wards from which they were often never discharged and ‘treatments’ were crude. Within 10 years, the ‘neuroleptic era’ was well under way and, for the first time since moral management, psychiatry was driven by a sense of therapeutic optimism.
Reference Kerwin6
 Concurrently, with Kuhn’s discovery of imipramine in 1957, a new science was emerging. The different psychological effects of some tricyclic structures (antidepressants) and others (antipsychotics) generated considerable excitement, and before long new theories suggesting a link between chemical structure and psychotropic effect were being considered. For example, whether a tricyclic chemical was an antidepressant or an antipsychotic was thought to be determined by the angle of the planes of the rings in the tricyclic molecule. This led to speculation that there were different brain mechanisms underpinning depression and schizophrenia.
Reference Hippius7



 These new developments and theories raised the possibility that advances in the laboratory could, perhaps, modify the brain processes underlying psychosis and depression. These were the beginnings of the new science of psychiatry. This was not the old ‘science’ of phenomenology allied with social exclusion and behavioural control in the asylum; this was a science that married the chemists’ laboratory with the psychiatric ward. It was simply a matter of time before more refined drugs would be developed that could selectively treat different mental states and illnesses. It is easy to miss an important fact here: this also marks the birth of a new industry.
Reference Healy8






 The rise of the ‘atypicals’

 In the early 1960s, clozapine was synthesised. As a dibenzamine, it was thought that it would be an antidepressant. However, clozapine turned out to be an antipsychotic, but unlike other antipsychotics, there was no evidence of any extrapyramidal effects in animal studies.
Reference Hippius7
 As a first-line treatment for schizophrenia in high-income countries, clozapine came and went relatively quickly: its licence was withdrawn in Europe and North America in 1975 when eight patients in Finland died from agranulocytosis.

 Clozapine’s mode of action was, nevertheless, different from other antipsychotics in that its clinical potency did not correlate with its ability to block dopamine D2 receptors, and the lower rate of extrapyramidal side-effects (EPS) suggested a different mode of antipsychotic action. This old drug, with its ‘new’ and ‘atypical’ mode of action, was re-introduced in the UK in 1990 (subject to strict blood monitoring in high-income countries) for the treatment of ‘treatment-resistant schizophrenia’
4
 – that is, schizophrenia not responding to the old, typical antipsychotics. Clozapine has continued to be a possible first-line treatment in low-income countries.

 The concept of atypicality, associated with the revival of clozapine, gave hope that there would be a class of drugs with less severe side-effects, especially EPS and tardive dyskinesia. Atypicality also provided a powerful marketing tool for the industry. A number of new antipsychotics followed, each claiming to have a different mode of action: for example, risperidone blocking serotonin receptors as well as D2 receptors;
Reference Janssen, Niemegeers, Awouters, Schellekens, Megens and Meert9
 and each claiming greater efficacy and/or fewer side-effects. A new class of antipsychotics was born. Many psychiatrists, especially researchers closely connected to the drug industry, claimed that the emergence of the atypicals was a revolution in schizophrenia treatment and research comparable to the introduction of the original antipsychotic, chlorpromazine.
Reference Kerwin6
 Even the more sceptical thought that the advent of the atypicals was an important advance: patients could at least choose between being stiff and putting on weight. Indeed, it is a testament to the success of this marketing exercise that the National Institute for Health and Clinical Excellence (NICE) undertook a Technology Appraisal of the atypical antipsychotics in 2002.
10






 Decline and fall

 Doubts about the superiority and integrity of the atypicals emerged over 10 years ago. Geddes et al

Reference Geddes, Freemantle, Harrison and Bebbington11
 published a meta-regression suggesting that the apparent superiority of the atypicals was the result of not comparing like with like. Many of the trials (mainly sponsored by drug companies) compared moderate doses of an atypical with a higher dose of a potent typical such as haloperidol. The atypical drug thereby appeared to be more efficacious (e.g. fewer drop outs in an intention-to-treat analysis) and associated with comparatively lower rates of EPS. The authors estimated that if the dose of the typical antipsychotic was 12 mg or less of haloperidol (or equivalent), there was no difference in efficacy or overall tolerability. Although neither confirmed nor disproved by later meta-analyses, this view has considerable face validity, especially for trials completed within 8–10 weeks: a drug liable to produce significant early-onset side-effects, such as EPS and sedation, is likely to have a greater drop-out rate in the first weeks of treatment than one with later-onset side-effects such as obesity.

 More recently, two effectiveness trials comparing atypicals and typicals (now called second-generation and first-generation antipsychotics (SGAs and FGAs)) have provided confirmation that there is no clear difference in effectiveness between these classes.
Reference Lieberman, Stroup, McEvoy, Swartz, Rosenheck and Perkins12,Reference Jones, Barnes, Davies, Dunn, Lloyd and Hayhurst13
 The CUtLASS trial
Reference Jones, Barnes, Davies, Dunn, Lloyd and Hayhurst13
 appeared to show that there is no difference in efficacy between the SGAs and FGAs, although the former cost more. And although the CATIE trial suggested olanzapine was more efficacious than others,
Reference Lieberman, Stroup, McEvoy, Swartz, Rosenheck and Perkins12
 this is not a ‘class’ effect. That there are no consistent differences between atypicals and typicals, SGAs and FGAs, has been confirmed in a recent meta-analysis of 150 trials of these drugs: in 95 of these trials the FGA comparator was a high-potency FGA – haloperidol – frequently at high doses.
Reference Leucht, Corves, Arbter, Engel, Li and Davis14



 In the recently updated NICE schizophrenia guideline we also found that there were no consistent differences between atypicals and typicals, SGAs and FGAs; there were no important differences between any of the antipsychotics in terms of clinical or cost-effectiveness (except for clozapine in treatment-resistant schizophrenia); the side-effects varied from drug to drug and were not determined by class; and all the antipsychotics were associated with potentially serious dose-related and other side-effects.
4
 Although some of the newer drugs are associated with lower rates of EPS/tardive dyskinesia, they are also linked to different and equally severe side-effects such as diabetes, and some other newer drugs may have similar rates of EPS to the older drugs. From Girgis et al in this issue, it now seems unlikely that there are any longer-term benefits for using atypicals or SGAs in the first episode.

 In creating successive new classes of antipsychotics over the years, the industry has helped develop a broader range of different drugs with different side-effect profiles and potencies, and possibly an increased chance of finding a drug to suit each of our patients.
4
 But the price of doing this has been considerable – in 2003 the cost of antipsychotics in the USA equalled the cost of paying all their psychiatrists. The story of the atypicals and the SGAs is not the story of clinical discovery and progress; it is the story of fabricated classes, money and marketing. The study published today is a small but important piece of the jigsaw completing a picture that undermines any clinical or scientific confidence in these classes. With the industry reputation damaged by evidence of selective publishing and its deleterious effects,
Reference Whittington, Kendall, Fonagy, Cottrell, Cotgrove and Boddington15,Reference Turner, Matthews, Linardatos, Tell and Rosenthal16
 and the recent claims that trials of at least one of the new atypicals have been knowingly ‘buried’,
Reference Spielmans and Parry2
 it will take a great deal for psychiatrists to be persuaded that the next new discovery of a drug or a class will be anything more than a cynical tactic to generate profit. In the meantime, perhaps we can drop the atypical, second-generation, brand new and very expensive labels: they are all just plain antipsychotics.







 Acknowledgements

 I thank Clare Taylor, Tim Kember and Marie Halton for help in the preparation of this manuscript.







   
 References
  
 
1

 1
Girgis, RR, Phillips, MR, Li, X, Li, K, Jiang, H, Wu, C, et al. Clozapine v. chlorpromazine in treatment-naive, first-episode schizophrenia: 9-year randomised clinical trial. Br J Psychiatry
2011; 199: 281–8.Google Scholar


 
 
2

 2
Spielmans, GI, Parry, PI. From evidence-based medicine to marketing-based medicine: evidence from internal industry documents. Bioethic Inq
2010; 7: 13–29.CrossRefGoogle Scholar


 
 
3

 3
Leucht, S
Kissling, W, Davis, JM. Second-generation antipsychotics for schizophrenia: can we resolve the conflict. Psychol Med
2009; 39: 1591–602.CrossRefGoogle ScholarPubMed


 
 
4

 4
National Collaborating Centre for Mental Health. Schizophrenia: Core Interventions in the Treatment and Management of Schizophrenia in Adults in Primary and Secondary Care
(updated edition). British Psychological Society and Royal College of Psychiatrists, 2010.Google Scholar


 
 
5

 5
Elkes, J, Elkes, C. Effect of chlorpromazine on the behaviour of chronically overactive psychotic patients. BMJ
1954; 2: 560–5.Google Scholar


 
 
6

 6
Kerwin, RW. Clozapine: back to the future for schizophrenia research. Lancet
1995; 345: 1063–4.Google Scholar


 
 
7

 7
Hippius, H. The history of clozapine. Psychopharmacology
1989; 99: S3–5.Google Scholar


 
 
8

 8
Healy, D. The Creation of Psychopharmacology. Harvard University Press, 2002.Google Scholar


 
 
9

 9
Janssen, PA, Niemegeers, CJ, Awouters, F, Schellekens, KH, Megens, AA, Meert, TF. Pharmacology of risperidone (R64766), a new antipsychotic with serotonin-S2 and dopamine D2 antagonistic properties. J Pharmacol Exp Ther
1988; 244: 685–93.Google ScholarPubMed


 
 
10

 10
National Institute for Clinical Excellence. Guidance on Use of Newer (Atypical) Antipsychotic Drugs for the Treatment of Schizophrenia. Technology Appraisal no. 43. NICE, 2002.Google Scholar


 
 
11

 11
Geddes, J, Freemantle, N, Harrison, P, Bebbington, P. Atypical antipsychotics in the treatment of schizophrenia: systematic overview and meta-regression analysis. BMJ
2000; 321: 1371–6.Google Scholar


 
 
12

 12
Lieberman, JA, Stroup, TS, McEvoy, JP, Swartz, MS, Rosenheck, RA, Perkins, DO, et al. Effectiveness of antipsychotic drugs in patients with chronic schizophrenia. N Engl J Med
2005; 353: 1209–23.Google Scholar


 
 
13

 13
Jones, PB, Barnes, TRE, Davies, L, Dunn, G, Lloyd, H, Hayhurst, KP, et al. Randomized controlled trial of the effect on quality of life of second- vs first-generation antipsychotic drugs in schizophrenia: Cost Utility of the Latest Antipsychotic drugs in Schizophrenia Study (CUtLASS 1). Arch Gen Psychiatry
2006; 63: 1079–87.CrossRefGoogle Scholar


 
 
14

 14
Leucht, S, Corves, C, Arbter, D, Engel, RR, Li, C, Davis, JM. Second-generation versus first-generation antipsychotic drugs for schizophrenia: a meta-analysis. Lancet
2009; 373: 31–41.Google Scholar


 
 
15

 15
Whittington, CJ, Kendall, T, Fonagy, P, Cottrell, D, Cotgrove, A, Boddington, E. Selective serotonin reuptake inhibitors in childhood depression: systematic review of published versus unpublished data. Lancet
2004; 363: 1341–5.CrossRefGoogle ScholarPubMed


 
 
16

 16
Turner, EH, Matthews, AM, Linardatos, E, Tell, RA, Rosenthal, R. Selective publication of antidepressant trials and its influence on apparent efficacy. N Engl J Med
2008; 358: 252–60.Google Scholar




 

         
Submit a response
 
 
eLetters

 No eLetters have been published for this article.
  



 
 [image: alt] 
 
 



 You have 
Access
 
 	35
	Cited by


 

   




 Cited by

 
 Loading...


 [image: alt]   


 













Cited by





	


[image: Crossref logo]
35




	


[image: Google Scholar logo]















Crossref Citations




[image: Crossref logo]





This article has been cited by the following publications. This list is generated based on data provided by
Crossref.









Taylor, Mark
Cavanagh, Jonathan
Hodgson, Richard
and
Tiihonen, Jari
2012.
Examining the effectiveness of antipsychotic medication in first-episode psychosis.
Journal of Psychopharmacology,
Vol. 26,
Issue. 5_suppl,
p.
27.


	CrossRef
	Google Scholar






Bracken, Pat
Thomas, Philip
Timimi, Sami
Asen, Eia
Behr, Graham
Beuster, Carl
Bhunnoo, Seth
Browne, Ivor
Chhina, Navjyoat
Double, Duncan
Downer, Simon
Evans, Chris
Fernando, Suman
Garland, Malcolm R.
Hopkins, William
Huws, Rhodri
Johnson, Bob
Martindale, Brian
Middleton, Hugh
Moldavsky, Daniel
Moncrieff, Joanna
Mullins, Simon
Nelki, Julia
Pizzo, Matteo
Rodger, James
Smyth, Marcellino
Summerfield, Derek
Wallace, Jeremy
and
Yeomans, David
2012.
Psychiatry beyond the current paradigm.
British Journal of Psychiatry,
Vol. 201,
Issue. 6,
p.
430.


	CrossRef
	Google Scholar






Cookson, John
2012.
Antipsychotics: psychiatry's biggest idea.
Advances in Psychiatric Treatment,
Vol. 18,
Issue. 5,
p.
351.


	CrossRef
	Google Scholar






McKean, Andrew
and
Monasterio, Erik
2012.
Off-Label Use of Atypical Antipsychotics.
CNS Drugs,
Vol. 26,
Issue. 5,
p.
383.


	CrossRef
	Google Scholar






McKenna, Peter
2012.
The fall of the aypticals?.
British Journal of Psychiatry,
Vol. 200,
Issue. 3,
p.
256.


	CrossRef
	Google Scholar






Kendall, Tim
2012.
Author's reply.
British Journal of Psychiatry,
Vol. 200,
Issue. 3,
p.
257.


	CrossRef
	Google Scholar






Thomas, Philip
and
Longden, Eleanor
2013.
Madness, childhood adversity and narrative psychiatry: caring and the moral imagination.
Medical Humanities,
Vol. 39,
Issue. 2,
p.
119.


	CrossRef
	Google Scholar






Hollingworth, Samantha
Duhig, Michael
Hall, Wayne
and
Scott, James
2013.
National trends in the community prescribing of second-generation antipsychotic medications in Australian children and youth: the incomplete story.
Australasian Psychiatry,
Vol. 21,
Issue. 5,
p.
442.


	CrossRef
	Google Scholar






Lawford, BR
Barnes, M
Swagell, CD
Connor, JP
Burton, SC
Heslop, K
Voisey, J
Morris, CP
Nyst, P
Noble, EP
and
Young, RM
2013.
DRD2/ANKK1 Taq1A (rs 1800497 C>T) genotypes are associated with susceptibility to second generation antipsychotic-induced akathisia.
Journal of Psychopharmacology,
Vol. 27,
Issue. 4,
p.
343.


	CrossRef
	Google Scholar






Fusar-Poli, P.
Smieskova, R.
Kempton, M.J.
Ho, B.C.
Andreasen, N.C.
and
Borgwardt, S.
2013.
Progressive brain changes in schizophrenia related to antipsychotic treatment? A meta-analysis of longitudinal MRI studies.
Neuroscience & Biobehavioral Reviews,
Vol. 37,
Issue. 8,
p.
1680.


	CrossRef
	Google Scholar






Sampford, James
Sampson, Stephanie
and
Sampford, James
2013.
Cochrane Database of Systematic Reviews.


	CrossRef
	Google Scholar






Moritz, Steffen
Veckenstedt, Ruth
Bohn, Francesca
Hottenrott, Birgit
Scheu, Florian
Randjbar, Sarah
Aghotor, Julia
Köther, Ulf
Woodward, Todd S.
Treszl, András
Andreou, Christina
Pfueller, Ute
and
Roesch-Ely, Daniela
2013.
Complementary group Metacognitive Training (MCT) reduces delusional ideation in schizophrenia.
Schizophrenia Research,
Vol. 151,
Issue. 1-3,
p.
61.


	CrossRef
	Google Scholar






Bracken, Pat
Thomas, Philip
Timimi, Sami
Asen, Eia
Behr, Graham
Beuster, Carl
Bhunnoo, Seth
Browne, Ivor
Chhina, Navjyoat
Double, Duncan
Downer, Simon
Evans, Chris
Fernando, Suman
Garland, Malcolm
Hopkins, William
Huws, Rhodri
Johnson, Bob
Martindale, Brian
Middleton, Hugh
Moldavsky, Daniel
Moncrieff, Joanna
and
Mullins, Simon
2013.
Una psichiatria al di là dell'attuale paradigma.
PSICOTERAPIA E SCIENZE UMANE,
p.
9.


	CrossRef
	Google Scholar






Shepherd, Andrew
Shorthouse, Oliver
and
Gask, Linda
2014.
Consultant psychiatrists’ experiences of and attitudes towards shared decision making in antipsychotic prescribing, a qualitative study.
BMC Psychiatry,
Vol. 14,
Issue. 1,


	CrossRef
	Google Scholar






Ballon, Jacob S.
Pajvani, Utpal
Freyberg, Zachary
Leibel, Rudolph L.
and
Lieberman, Jeffrey A.
2014.
Molecular pathophysiology of metabolic effects of antipsychotic medications.
Trends in Endocrinology & Metabolism,
Vol. 25,
Issue. 11,
p.
593.


	CrossRef
	Google Scholar






McKenna, Peter J
and
Mortimer, Ann M
2014.
Current and future treatment modalities in schizophrenia: novel antipsychotic drugs and cognitive therapy.
Expert Review of Neurotherapeutics,
Vol. 14,
Issue. 1,
p.
67.


	CrossRef
	Google Scholar






Young, Su Ling
Taylor, Mark
and
Lawrie, Stephen M
2015.
“First do no harm.” A systematic review of the prevalence and management of antipsychotic adverse effects.
Journal of Psychopharmacology,
Vol. 29,
Issue. 4,
p.
353.


	CrossRef
	Google Scholar






Fornaro, Michele
Stubbs, Brendon
De Berardis, Domenico
Perna, Giampaolo
Valchera, Alessandro
Veronese, Nicola
Solmi, Marco
and
Ganança, Licínia
2016.
Atypical Antipsychotics in the Treatment of Acute Bipolar Depression with Mixed Features: A Systematic Review and Exploratory Meta-Analysis of Placebo-Controlled Clinical Trials.
International Journal of Molecular Sciences,
Vol. 17,
Issue. 2,
p.
241.


	CrossRef
	Google Scholar






Maone, Antonio
2016.
Ricerca e impiego degli psicofarmaci.
RIVISTA SPERIMENTALE DI FRENIATRIA,
p.
23.


	CrossRef
	Google Scholar






Sampford, James R
Sampson, Stephanie
Li, Bao Guo
Zhao, Sai
Xia, Jun
and
Furtado, Vivek A
2016.
Fluphenazine (oral) versus atypical antipsychotics for schizophrenia.
Cochrane Database of Systematic Reviews,
Vol. 2016,
Issue. 7,


	CrossRef
	Google Scholar





Download full list
















Google Scholar Citations

View all Google Scholar citations
for this article.














 

×






	Librarians
	Authors
	Publishing partners
	Agents
	Corporates








	

Additional Information











	Accessibility
	Our blog
	News
	Contact and help
	Cambridge Core legal notices
	Feedback
	Sitemap



Select your country preference



[image: US]
Afghanistan
Aland Islands
Albania
Algeria
American Samoa
Andorra
Angola
Anguilla
Antarctica
Antigua and Barbuda
Argentina
Armenia
Aruba
Australia
Austria
Azerbaijan
Bahamas
Bahrain
Bangladesh
Barbados
Belarus
Belgium
Belize
Benin
Bermuda
Bhutan
Bolivia
Bosnia and Herzegovina
Botswana
Bouvet Island
Brazil
British Indian Ocean Territory
Brunei Darussalam
Bulgaria
Burkina Faso
Burundi
Cambodia
Cameroon
Canada
Cape Verde
Cayman Islands
Central African Republic
Chad
Channel Islands, Isle of Man
Chile
China
Christmas Island
Cocos (Keeling) Islands
Colombia
Comoros
Congo
Congo, The Democratic Republic of the
Cook Islands
Costa Rica
Cote D'Ivoire
Croatia
Cuba
Cyprus
Czech Republic
Denmark
Djibouti
Dominica
Dominican Republic
East Timor
Ecuador
Egypt
El Salvador
Equatorial Guinea
Eritrea
Estonia
Ethiopia
Falkland Islands (Malvinas)
Faroe Islands
Fiji
Finland
France
French Guiana
French Polynesia
French Southern Territories
Gabon
Gambia
Georgia
Germany
Ghana
Gibraltar
Greece
Greenland
Grenada
Guadeloupe
Guam
Guatemala
Guernsey
Guinea
Guinea-bissau
Guyana
Haiti
Heard and Mc Donald Islands
Honduras
Hong Kong
Hungary
Iceland
India
Indonesia
Iran, Islamic Republic of
Iraq
Ireland
Israel
Italy
Jamaica
Japan
Jersey
Jordan
Kazakhstan
Kenya
Kiribati
Korea, Democratic People's Republic of
Korea, Republic of
Kuwait
Kyrgyzstan
Lao People's Democratic Republic
Latvia
Lebanon
Lesotho
Liberia
Libyan Arab Jamahiriya
Liechtenstein
Lithuania
Luxembourg
Macau
Macedonia
Madagascar
Malawi
Malaysia
Maldives
Mali
Malta
Marshall Islands
Martinique
Mauritania
Mauritius
Mayotte
Mexico
Micronesia, Federated States of
Moldova, Republic of
Monaco
Mongolia
Montenegro
Montserrat
Morocco
Mozambique
Myanmar
Namibia
Nauru
Nepal
Netherlands
Netherlands Antilles
New Caledonia
New Zealand
Nicaragua
Niger
Nigeria
Niue
Norfolk Island
Northern Mariana Islands
Norway
Oman
Pakistan
Palau
Palestinian Territory, Occupied
Panama
Papua New Guinea
Paraguay
Peru
Philippines
Pitcairn
Poland
Portugal
Puerto Rico
Qatar
Reunion
Romania
Russian Federation
Rwanda
Saint Kitts and Nevis
Saint Lucia
Saint Vincent and the Grenadines
Samoa
San Marino
Sao Tome and Principe
Saudi Arabia
Senegal
Serbia
Seychelles
Sierra Leone
Singapore
Slovakia
Slovenia
Solomon Islands
Somalia
South Africa
South Georgia and the South Sandwich Islands
Spain
Sri Lanka
St. Helena
St. Pierre and Miquelon
Sudan
Suriname
Svalbard and Jan Mayen Islands
Swaziland
Sweden
Switzerland
Syrian Arab Republic
Taiwan
Tajikistan
Tanzania, United Republic of
Thailand
Togo
Tokelau
Tonga
Trinidad and Tobago
Tunisia
Türkiye
Turkmenistan
Turks and Caicos Islands
Tuvalu
Uganda
Ukraine
United Arab Emirates
United Kingdom
United States
United States Minor Outlying Islands
United States Virgin Islands
Uruguay
Uzbekistan
Vanuatu
Vatican City
Venezuela
Vietnam
Virgin Islands (British)
Wallis and Futuna Islands
Western Sahara
Yemen
Zambia
Zimbabwe









Join us online

	









	









	









	









	


























	

Legal Information










	


[image: Cambridge University Press]






	Rights & Permissions
	Copyright
	Privacy Notice
	Terms of use
	Cookies Policy
	
© Cambridge University Press 2024

	Back to top













	
© Cambridge University Press 2024

	Back to top












































Cancel

Confirm





×





















Save article to Kindle






To save this article to your Kindle, first ensure coreplatform@cambridge.org is added to your Approved Personal Document E-mail List under your Personal Document Settings on the Manage Your Content and Devices page of your Amazon account. Then enter the ‘name’ part of your Kindle email address below.
Find out more about saving to your Kindle.



Note you can select to save to either the @free.kindle.com or @kindle.com variations. ‘@free.kindle.com’ emails are free but can only be saved to your device when it is connected to wi-fi. ‘@kindle.com’ emails can be delivered even when you are not connected to wi-fi, but note that service fees apply.



Find out more about the Kindle Personal Document Service.








The rise and fall of the atypical antipsychotics








	Volume 199, Issue 4
	
Tim Kendall (a1)

	DOI: https://doi.org/10.1192/bjp.bp.110.083766





 








Your Kindle email address




Please provide your Kindle email.



@free.kindle.com
@kindle.com (service fees apply)









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Dropbox







To save this article to your Dropbox account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Dropbox account.
Find out more about saving content to Dropbox.

 





The rise and fall of the atypical antipsychotics








	Volume 199, Issue 4
	
Tim Kendall (a1)

	DOI: https://doi.org/10.1192/bjp.bp.110.083766





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×




Save article to Google Drive







To save this article to your Google Drive account, please select one or more formats and confirm that you agree to abide by our usage policies. If this is the first time you used this feature, you will be asked to authorise Cambridge Core to connect with your Google Drive account.
Find out more about saving content to Google Drive.

 





The rise and fall of the atypical antipsychotics








	Volume 199, Issue 4
	
Tim Kendall (a1)

	DOI: https://doi.org/10.1192/bjp.bp.110.083766





 









Available formats

 PDF

Please select a format to save.

 







By using this service, you agree that you will only keep content for personal use, and will not openly distribute them via Dropbox, Google Drive or other file sharing services
Please confirm that you accept the terms of use.















Cancel




Save














×



×



Reply to:

Submit a response













Title *

Please enter a title for your response.







Contents *


Contents help










Close Contents help









 



- No HTML tags allowed
- Web page URLs will display as text only
- Lines and paragraphs break automatically
- Attachments, images or tables are not permitted




Please enter your response.









Your details









First name *

Please enter your first name.




Last name *

Please enter your last name.




Email *


Email help










Close Email help









 



Your email address will be used in order to notify you when your comment has been reviewed by the moderator and in case the author(s) of the article or the moderator need to contact you directly.




Please enter a valid email address.






Occupation

Please enter your occupation.




Affiliation

Please enter any affiliation.















You have entered the maximum number of contributors






Conflicting interests








Do you have any conflicting interests? *

Conflicting interests help











Close Conflicting interests help









 



Please list any fees and grants from, employment by, consultancy for, shared ownership in or any close relationship with, at any time over the preceding 36 months, any organisation whose interests may be affected by the publication of the response. Please also list any non-financial associations or interests (personal, professional, political, institutional, religious or other) that a reasonable reader would want to know about in relation to the submitted work. This pertains to all the authors of the piece, their spouses or partners.





 Yes


 No




More information *

Please enter details of the conflict of interest or select 'No'.









  Please tick the box to confirm you agree to our Terms of use. *


Please accept terms of use.









  Please tick the box to confirm you agree that your name, comment and conflicts of interest (if accepted) will be visible on the website and your comment may be printed in the journal at the Editor’s discretion. *


Please confirm you agree that your details will be displayed.


















