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Table 1: General Information of Schizophrenic Patients in ECT & Atypical Neuroleptics

Group
No. Age Sex  Status Employment Duration # of admission
1 33 F  single unemployed 12 4
2 43 M single  unemployed 7 2
3 39 M single  unemployed 8 3
4 27 M single  unemployed 6 1
5 36 M single  unemployed 10 3
6 24 F  single unemployed 5 3
7 43 F single employed 21 3
8 23 F single unemployed 6 3
9 19 F  single unemployed 3 3
10 34 M single  unemployed 21 5
n 29 F  single unemployed 12 4
F - female

M - male



Table 2 : General Information of Schizophrenic Patient in Atypical Neuroleptics Group

No. Age Sex  Status Employment Duration  # of admission
1 33 F single unemployed 7 2
2 42 M single unemployed 24 3
3 45 M married unemployed 23 3
4 43 M single unemployed 20 2
5 37 F single unemployed 17 4
6 31 M single employed 6 3
7 45 F manied unemployed 22 6
8 27 F single unemployed 8 3
9 24 M single unemployed 6 2

10 25 M single employed 4 2

u 30 F single unemployed 14 5
F - female

M - male



Table 3 : Raw Score of BPRS in ECT & Atypical Neuroleptics Group

No.

© © N o O M W N R

B B

42
38
55
38
33
36

53
46
37

29

31
24
20
30
23

32
34
29

20
16
20
22
17
28
20
18
20

27

& &

22
16
25

17
19
20
24

17
14
17
20
16
24

17
18
19
23

16
14
17
18
15
22
16
16
18
18

16
14
16
17

22
16
15
17
18
20



Table 4 : Raw Score of BPRS  Atypical Neuroleptics Group

No.

© O N o U A W N R

B B

33
36
36
52
40
38

36
44
48
39

26
30
31

31

30
32
39
30

24
27
28
38
27
27
36
26
25
33
29

22
26
26
33
22
25

26
20
28
27

20
25
23
27
19
22
28
24
18
22
25

19
23

R

17
18
22
22
16
16
23

19
18
19
16
16

19
16

19
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BRIEF PSYCHIATRIC RATING SCALE (BPRS) \
5
......................................................................................................................... I
| ' . [ ] 1 . 3
Rating Key O= 1= " 2 = 3= ' -
4 = 5= 5= F'H-l ;
D011 213 0
» —
1 Somatic concern (Rate ) ! :
! :
, ) | B
12 Anxictv (Rats T ) 1 i
- - i '
102 Vi ﬂ- .
3. Emotional withdrawal (Rate ! ) ! ] :
? 1
i
14, Conceptual disorganization (Rate , ) .
\ L« 1 | 1 J
b |
‘5. Guilt feeling (Rate ¢ ) 1
. | J! ! ; i "
) ’ J , J
6. Tension (Rate ! ) t j] j
! | ! ?
7. Mannerism ¢ posturing (Rate "] 0) - 1 !
1
1
. Grandiosity (Rate ! ) {
C ) L ! >
1 11 0o 8
9. Depressive mood (Rate ) J} \
! ! I ;|
10. Hostility (Rate ! ) i
oo : _ _ \
-H. Suspiciousness (Rate ,J
o, Suspiuses ) N 1

........ . rsarurle ' lm;em ., 00 AlJiusaagiir, .4 mm/ECUJtnrjja NV



; 8
- 9
12. Hallucination (Kale ) 1
( 1, 1
13. M otor retardation (Rate ) 1
. ij
y fl
14. Uncoojjcrativeness (Rate ) 1]
I
I i

|5. Unusual thought content (Rate )
ti
L

"

16. Blunted affect (Kate ) P
- gls
1
17. Excitement (Kato 1
VA , 1
li
IS. Disorientation (Kate ) 1
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Activity (

Daily living (

Health (

Support (,

Outlook (

QL-Index

532



The UKU Side Effect Rating Scale

1 Concentration Difficulties ( « . « )

2 Lassitude/Asthenial/lncreased Fatigualibity ( s )

4 Failing Memory ( )

5 Depression ( . )

6 Tension/inability to relax/nervous restlessness ( ") )

7 Increase duration ofsleep ( , 3 )



8 Reduced duration of sleep ( 3

9 Increase dream activity ( ) (

10 Emotional indifference ( )

11 Dystonia ( ? )

12 Rigidity ( )

13 Hypokinesia /akinesia (

14 Hyperkinesia ( , - tardive)



15 Tremor ( )

16 Akathsia (

17 Epileptic seizure (

0

1 1
2 2-3
3 3

18 Paraesthesia (

19 Accomodation disturbance (

20 Increased salivation (

21 Reduced salivation (

A



22 Nauseal/vomiting (

24 Constipation ( )

3 V!I

25 Micturation disturbance (

26 Polyuria/polydipsia (

27 Orthostatic dizziness (

0 )

| %
2 A
3

28 Palpitation/tachycardia (



29 Increased tendency to sweat (

1 5%

31 Pruritus ( )

32 Photosensitivity ( $

33 Increase pigmentation ( «

34 Weightgain ( s

0 .

1 1-2
2 3-4
3 4

35 Weightloss (
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36 Menorrtiagia (

37 Amenorrhoea ( « 3 )

38 Galactonrtioea (

39 Gynaecomastia ( )

40 Increase sexual desire ( )

41 Diminished sexual desire ( )

42 Erectile dysfunction ( )



43 Ejaculatory Dysfunction (

44 Orgastic dysfunction (

45 Dry vagina (

46 Headache ( )

47 Physicaldependence (

48 Psychic dependence (



AppenaixA.

lvianuai

Tor txpanaea

Brief Psychiatric Rating Scale (BPRS)

The following guidelines are designed
for use with an outpatient psychiatric
population. This manual contains an
interview schedule, symptom defini-
tions, and specific anchor points for
rating symptoms. The ratings for
items 1-10 and 19-22 are based on
the patient's answers to the inter-
viewer's questions. The time frame
for these items is the past 2 weeks.
Items 11-18, 23, and 24 are based on
the patient's behavior during the
interview and the time, frame covered
is the interview period only. When
psychotic symptoms (e.g., hallucina-
tions and unusual thought content)
have had a period of exacerbation
lasting at least 1 day, the rating
should reflect mainly the peak

eveloped by David Lukoil,
eith H: Nuechterlein, and
aseph Ventura

ite items 1-10 on the basis of patient's self-report

period. When the anchor point
definitions contain an "or," the
patient is assigned the highest rating
that applies, e.g.. if a patient has
hallucinations persistently throughout
the day (a rating of 7) but the hallu-
cinations only interfere with
functioning to a limited extent (a
rating of 5), a rating of 7 is given.
An additional guideline which is
often helpful involves the distinction
between pathological and nonpatho-
logical intensities of symptoms.
Ratings of 2-3 indicate a nonpatho-
logica! intensity of a symptom
whereas ratings of 4-7 indicate a
pathological intensity of that
symptom.

Somatic concern: Degree of concern over present bocilv health. Rate the degree to which physical health is
perceived as a problem by the patient, whether complaints have realistic bases or not

AN

2-3 Mild Occasional complaint or expression of concern

4-5 Moderate Frequent expressions of concern or exaggerations of existing ills. Some preoccu-
pation. N'ot deiusional

6-7 Severe Preoccupied with physical complaints or somatic delusions

Have you been concerned about your physical health?
Have you had any physical illness or seen a medical doctor?

Anxiety: Reported apprehension, tension, fear, panic or worry. Rate only patient's statements—not observed

anxieTv which is rated under tension.

2 Very mild Reports feeling worried more than usual or some discomfort due to worry
Mild Worried frequently but can turn attention to other things
4 Moderate Worried most of the time and cannot turn attention to other things easily but
no impairment in functioning cr occasional anxiety with automatic accompa-
niment but no impairment in functioning
5 Moderately Frequent periods of anxiety with autonomic accompaniment or some areas of
severe functioning are disrupted by anxiety or constant worry
6 Severe Anxiety with autonomic accompaniment most of the time or many areas of
functioning are disrupted by anxiety or constant worry
7 Extremely Constantly anxious with autonomic accompaniment or most areas of
severe functioning are disrupted by anxiety or constant worry

Have you felt worried or-anxious?

kY

Do unpleasant thoughts constantly go round and round in your mind?

Did your heart beat fast (or sweating, trembling, choking)?
Has It interfered with your ability to perform vcur usual activities/work?

140



500 Include m cod-sadness, unhappiness, anhedonia; and cogmfions-preoccupation with depressing

(can : switch attention to TV.

conversations), hopelessness, loss of self-esteem (dissatisfied or disgusted with

50 not include vegetative symptoms, e g., motor retardation, early waking

Very mild
Mild

Moderate

Moderately
severe

Severe

Extremely
severe

Reports feeling sad/unhappy/depressed more than usual
Same as 2, but can't snap out of it easily

Frequent periods of feeling very sad. unhappy, moderately depressed, but able
to function with extra effort

Frequent periods of deep depression or some areas of functioning are disrupted
by depression

Deeply depressed most of the time or many areas cf functioning are disrupted
by depression

Constantly deéply depressed or most areas of functioning are disrupted by
delusional thinking

you felt unhappy or depressed?

much of the time?

ou able to switch your attention to more pleasant topics when you want to?
vour interests in work, hobbies, social cr recreational activities changed?
interfered with your ability to perform your usual activities/ work?

: Overconcern or remorse for past behavior. Rate or.iy patient's statements—do not infer guilt feelings from
ssion. anxiety, or neurotic defenses

ydild
L
Moderate

Severe

: you been thinking about past

Worries about having failed someone or at something. Wishes to have done
things differently ’ "

Preoccupied about having done wrong or injured others by doing or failing to
do something

Delusional guilt or obviously unreasonable self-reproach

problems?

cu tend to blame yourself for things that have happened?
" you done anything you're still ashamed of?

dity: Animosity, contempt, belligerence, th'eats. arguments, tantrums, property destruction, fights, and any

expression of hostile attitudes
Maints. Do not include isolated

Very mild
Mild
Moderate

Moderately
severe |

Severe

-

Extremely
severe

Jw have you been getting along

or actions. Do not infer hostility from neurotic defenses, anxiety, or somatic
appropriate anger

Irritable, grumpy

Argumentative, sarcastic, or feels angry

Overtly angry on several occasions or yelled at others ~—

Has threatened, siamm.ee about or thrown things

Has assaulted others but with no harm likely, e.g., slapped, pushed, or
destroyed property (knocked over furniture, broken windows)

Has attacked others with definite possibility of harming them or with actual
harm. e.g.. assault with hammer or weapon

with people (family, board-and-care residents, co-workers)?

ive you been irritable or grumpy lately?
ive you been involved in any arguments or fights?

spiciousness: Expressed or apparent belief tha} other persons have acted maliciously or with discriminatory
ent. Include persecution by supernatural or other nonhuman agencies (e.g.. the daevin

Ml,d ;S Seems on guard. Unresponsive to "personal” questions. Describes incidents

5 Moderate

7 Severe

where other persons have harmed or wanted to harm him/her that sound

plausible. Patient feels as if others are laughing at or criticizing him/her in
public

Says other persons are talking about him/her maliciously or says others intend
to harm him/her. Beyond likelihood of plausibility but not delusional

Delusional. Speaks of Mafia plots, the FBI. or others poisoning food

) you ever feel uncomfortable as if people are watching you7
anyone trying to harm or interfere with you in any way7

e >ou concerned about anybody

intentions toward vou7

ve you felt that any. people are out get you?



Unusual thought content: Unusual, odd. strange, or bizarre thought content. Rate the degree of unusualness, not
TTié~cgrée'd6f disorganization of speech. Delusions are patently absurd, clearly false, or bizarre ideas verbally
expressed. Include thought insertion, withdrawal, and broadcasting. Include grandiose, somatic, and persecutory
delusions even if rated elsewhere

2 Very mild Ideas of reference (people stare/laugh at him/her). Ideas of persecution (people
mistreat him/her). Unusual beliefs in psychic powers, spirits, UFO’s. Not
stronglv held. Some doubt

3 Mild Same as 2 with full conviction but not delusional

4 Moderate Delusion present but not strongly held —functioning not disrupted: or encapsu-
lated delusion with full conviction —functioning not disrupted

5 Moderately Full delusion(s) present with some preoccupational or some areas of functioninj
severe disrupted by delusional thinking
6 Severe Full delusion(s) present with much preoccupation or many areas of functioning
disrupted by delusional thinking
7 Extremely v Pull dclusiont'.) present with almost total preoccupation or most areas of
severe functioning disrupted by delusional thinking

Have things or events had special meanings for you?

Did you see any references to yourself TV or in the newspapers?

Do you have a special relationship with Cod?

How do you explain the things that have been happening (specify)?

Have you feit that you were under the control of another person or force?

Grandiosity: Exaggerated self-opinion, self-enhancing conviction of special abilities, powers, or identity as someone
rich or famous. Rate only patient's statements about self, not demeanor

2 Very mild Feels great and denies obvious problems
3 Mild Exaggerated seif-opinion beyond abilities and training
4 Moderate Inappropriate boastfulness, claims to be "brilliant," understands how every-

thing works

Moderately Claims to be great musician who will soon make recordings or will soon make
severe patentable inventions—but not delusional
6 Severe Delusional—claims to have special powers like ESP, to have millions of dollars,

made movies, invented new machines, worked at jobs when it is known that he
was never employed in these capacities ,

7 Extremely Delusional—claims to have been appointed by God to run the world, controls
severe the future of the world, is Jesus Christ, or/President of the

Is there a special purpose or mission to your life?
Do you have any special powers or abilities? —
Have you thought that you might be somebody rich or famous?

Hallucinations: Reports of perceptual experiences in the absence of mXternaj stimuli. When rating degree to which
functioning Is~disrupted by hallucinations, do not include preoccupation with the content of the hallucinations.
Consider only disruption due to the hallucinatory experience. Include thoughts 3oud-gedankcnlautwerten

2 Very mild W hile resting or going to sleep, sees visions, hears voices, sounds, or whispers
in absence of externa! stimulation, but no impairment in functioning

3 Mild While in a clear state of consciousness, hears nonverbal auditory hallucinations
(e.g.. sounds or whispers) or sees illusions (e.g., faces in shadows) on no more
than two occasions and with no impairment in functioning

4 Moderate Occasional verbal, visual, olfactory, tactile, or gustatory hallucinations (1-3
times) but no impairment in functioning or frequent nonverbal halludna-
tions/visual illusions

5 Moderately Daily or some areas of functioning are disrupted by hallucinations
severe -i
6 Severe -fj Several times a day or many areas of functioning are disrupted by halluci-
nations
7 Extremely Persistent throughout the day or most areas of functioning are disrupted by
severe hallucinations

Have you heard any sounds or people talking to you or about.you when there has been nobody around?
Have you seen any visions or smelled any smells othersldoo't seem to noticel
Have these experiences interfered with your ability to perform your usual activities/work?



11.

12.

13.

14.

Disorientation: Docs not comprehend situations or communications. Confusion regarding person, pince, or time

2-3 Mild
4-5 Moderate
6-7 Severe

May iask you one o
How old are you?
What is the date7
What is this place C3

Rate iterns 11-18 on

Occasionally seems muddled, bewildered, or mildly confused

Seems confused regarding person, place, or time. Has difficulty remembering
facts—e.g.. where born—or recognizing people. Mildly disoriented as to time
or place

Grossly disoriented as to person, place, or time

t4;

Conceptual disorganization: Degree to which speech is confused, disconnected, or disorganized. Rate tangentiality,
circumstantiality, sudden topic shifts, incoherence, derailment, blocking, neologisms, and other speech disorders.
Do not rate content cf speech. Consider the first 15 minutes of the interview

2 Very mild Peculiar use of words, rambling but speech is comprehensible
3 Mild Soeech a bit hard to understand or make sense of due to tangentiality, circum
stantiality, or sudden topic shifts
4 Moderate Speech difficult to understand due to tangentiality. circum stantiality, or topic
shifts many occasions or 1-2 instances of severe impairment, e.g..
incoherence, derailment, neologisms, blocking
5 Moderately Speech difficult to understand due to circumstantiality, tangentiality, or topic
severe shifts most of the time or 3-5 instances of severe impairment
6 Severe Speech is incomprehensible due to severe impairments most of the time
7 Extremely Speech is incomprehensible throughout interview
severe

Excitement: Heightened emotional tone, increased reactivity, impulsiviiy

2-3 Mild Increased emotionality. Seems keyed up. alert

4-5 Moderate Reacts to most stim " whether relevant or not with considerable intensity.
Short attention span. Pressured speech

6-7 Severe Marked overreaction to all stimuli with inappropriate intensity, restlessness.
impulsiveness. Cannot settle down or stdy on task

Motor retardation: Reduction in energy level evidenced in slowed movements and speech, reduced body tone,
decreased num'oer of spontaneous body movements. Rate on the basis of observed behavior of the patient only. Do
not rate on the basis of patient's subjective impression of his/her own energy level. Rate regardless of medication
effects

2-3 Mild Noticeably slowed or reduced movements or speech compared to most people
Moderate Large reduction or slowness in movements or speech
Moderately . Seldom moves or speaks spontaneously or very mechanical stiff movements
severe
Severe Does not move or speak unless prodded or urged
Extremely Frozen, catatonic
severe

Blunted affect: Restricted range in emotional expressiveness of face, voice, and gestures. Marked indifference or
flathess even when discussing distressing topics

2-3 Mild 1 Some loss of normal emotional responsiveness

4 Moderate 'U Emotional expression very diminished, e.g., doesn't laugh, smile, or react with
emotion to distressing topics except on 2 or 3 occasions during interview

5 Moderately Emotional expression extremely diminished, e.g., doesn't laugh, smile, or react

severe with emotions to distressing topics except for a maximum of 1 time during

interview / mrr;h~pe—2.

6 Severe Mechanical in.Aspeech, gestures, and expression

7 Extremely . Frozen expression and flat speech. Snows no feeling

severe
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16.

17.

18.

19.

Tension: Observable physical and motor manifestations of tension, nervousness, and agitation. Self-reported
experiences of tension should be rated under the item on anxiety

2-3
4-5
6-7

Mild
Moderate

Severe

Seems tense. Tense posture, nervous mannerisms some of the time
Seems anxious. Fearful expression, trembling, restless

Continually agitated, pacing, hand wringing

Mannerisms and posturing: Unusual and bizarre behavior, stylized movements, or acts, or any postures which are
ciéarly uncomToOrfabie or inappropriate. Exclude obvious manifestations of medication side effects

2-3

4-5

6-7

Uncqogerativene .,.

Mild

Moderate

Severe

Eccentric or odd mannerisms or activity that ordinary persons would have
difficulty explaining, e.g., grimacing, picking

Mannerisms or posturing maintained for 5 seconds or more that would make
the patient stand out in a crowd as weird or crazy

Posturing, smearing, intense rocking, fetal positioning, strange rituals that
dominate patient’s attention and behavior

Resistance, unfriendliness, resentment, or lack of willingness to cooperate with the interview.

Rate only uncooperative behavior observed during interview, not uncooperativeness with relatives

2-3
4-5

6-7

Miid

Moderate

Severe

Gripes or tries to avoid complying but goes ahead without argument

Verbally resists, or negativistic but eventually complies. Some information
withheld

Refuses to cooperate, physically resistant

Emotional withdrawal: Deficiency in patient's ability to relate emotionally during interview situation. Use your
own feeling as to the presence of an "invisible barrier" between patient and interviewer

2-3

4-5

6-7

Mild

Moderate

Severe

Tends not to show emotional involvement with interviewer but responds when
approached

Emotional contact not present most of the interview. Responds only with
minima! affect

Actively avoids emotional participation. Unresponsive or yes/no answers. May
leave when spoken to or just not respond at all

Suicidality: Expressed desire, intent, or actual actions to harm or kill self

7

~mml:.

Cjf *

Very mild
Mild

Moderate

Moderately
severe

Severe

Exttemealy
sQVEe _

Occasional feelings of being tired of living. No overt suicidal thoughts

Occasional suicidal thoughts without intent or specific plan. o r feels he would
be better off dead

Suicidal thoughts frequent, without intent or plan

Many fantasies of suicide by various methods. May seriously consider making
specific attempt with specific time or worked out plan. O r impulsive suicide
attempt using nonlethal method or in full view of potential saviors.

Wants to kill self. Searches for appropriate means and time. Or potentially
medically serious suicide attempt with patient knowledge of possible rescue
Sheediific ssudéddd I pplan and intent (e.g., "as soon as _ I will do it by
dbairgg XX')). AOrr ssigcide attempt characterized by plan patient thought was lethal
or attempt in secluded environment .

ij: hta're you felt that life wasn’'t worth living?

N ave X011 thought abozrt harming or Killing yourself?

Do you have a specific plan?

144
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5<If—neg|ect: Hygiene, appearance, or eating behavior below usual expectations, below socially acceptable
standards. or life threatening.

2 Very mild Hygiene/appearance somewhat below usual standards, e.g.. shirt out of pants.
buttons unbuttoned
3 Mild Hygiene/appearance much below usual standards, e.g.. clothing disheveled and
stained, hair uncombed
4 Moderate Hygiene/appearance below socially acceptable standards, e.g.. large holes in
clothing, bad breath, hair uncombed, oily, eating irregular and poor
5 Moccratclv Hygicne highly erratic and poor. e.g.. extreme body odor, eating very irregular
severe and poor. e.g.. eating only potato chips
i 6 Severe Hygiene and eating potentially life threatening, e.g.. eats and/or bathes only when
. prompted *
: 7 Extremely Hygiene and eating life threatening, e.g.. docs not cat or engage in hygiene
f severe

How often do you take showers; change your clothes?
Has anyone (parents/staff) complained about your groomins or crcssT
Do you eat regular meals?

» Bizarre behavior: Reports of behaviors that arc odd. unusual, or psvchotically criminal. Not limited to interview
** period. Exclude mannersms and posturing, verbalizations with bizarre content

2 Very mild Slightly odd behavior, e.g.. hoarding food in private, wears gloves indoors
3 Mild Peculiar behavior, e.g.. talking loudly in public, fails to make appropriate eye
contact when talking with others
4 Moderate Moderately unusual, e.g.. bizarre dress or makeup, “preaching" to strangers,
fixated staring into space while in public, collecting garbage
: 5 Moderately Highly unusual, e.g.. wandering streets aimlessiy. eating nonfoods, fixated
? severe staring in a socially disruptive way
6 Severe Unusual petty Climes, e.g.. directing traffic, public nudity, contacting author-
ities about imaginary crimes
J Extremely "e Unusual serious crimes, e.g.. setting fires, asocial theft, kidnapping committed
. severe in a bizarre fashion or for bizarre reasons
Have"you done anything that has attracted the attention of othcrs7
Have you done anything that could have gotten you into trouble with the police?
Have you done anything that seemed,unusual or disturbing to others?
Elevated mood: A pervasive, sustained, and exaggerated feeling of well-being, cheerfulness, euphoria {implying a
pathological mood), optimism that is out of proportion to the circumstances. Do not infer elation from increased
activity or from grandiose statements alone
Very mild Sctms to be unusually happy, cheerful without much reason
Mild Some unaccountable feelings of well-being
Moderate Reports excessive or unrealistic feelings of well-being, cheerfulness, confidence. -
or optimism inappropriate to circumstances, some of the time. May frequently
joke, smile, be giddy, or overiy enthusiastic or few instances of marked
elevated mood with euphoria e
&!{' 5 Moderately Reports excessive or unrealistic feelings of well-being, confidence or optimism
severe inappropriate to circumstances much of the time. May describe feeling "on top
of the world." "like everything is falling in place." or "better than ever before,
or several instances of marked elevated mood with euphoria’
i 6 Severe . Mood definitely elevated almost constantly throughout interview and inappro-
§ priate to content, or many instances of marked elevated mood with euphoria
: 7 Extremely Seems almost intoxicated, laughing, joking, giggiir.g. constantly euphoric,
severe feciing invulnerable, all inappropriate to immediate circumstances -

j :"Have you bean feeling chee-ril and on top of the wcric without any reason?
<'m How lor.g cces that last?
Have yotyfe'.t so good or rvg'i that other people make comments to you about it?



Motor hyperactivity: el

making this ratine, ccp 107

2 Very rr.ild

3 Mild

4 Moderate

5 Mode! .ltd y
severe
\Y

6 Severe
Extremely
severe

Distractibility: Degree to

stimuli.

Include distroctibdit

drawn to noise in adjoining
io delusions or other though

2

Very' mild

Mild

Moderate

Moder2teiy
severe

Severe

Extremely
severe
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Some restlessness. difficulty sitting still, lively facial expressions, or somewhat
talkative

Occasionally very restless, definite increase in motor activity, lively gestures.
1-3 brief instances of pressured speech

Very restless, fidgety, excessive facial expressions, or nonproductive and repeti-
tious motor movements. Much pressured speech, up to one-third of interview

Frequently restless, fidgety. Many instances of excessive nonproductive and
repetitious motor movements. On the move most of the time. Frequent
pressured speech, difficult to interrupt. Rises on 1-2 occasions to pace

Excessive motor activity, restlessness, fidgety, loud tapping, noisy, etc.,
throughout most of the interview. Constant pressured speech with only few
pauses. Speech can only be interrupted with much effort. Rises on 3-4
occasions to pace

Constant excessive motor activity throughout entire interview, e.g.. constant =
pacing, constant pressured speech with no pauses, interviewee can only be
interrupted briefly and only small amounts of relevant information can be
obtained

Generally can focus on interviewer's questions with only 1 distraction or
inappropriate shift of attention of brief duration due to minimal external
stimuli

Same as above but occurs 2 times
Responsive to irrelevant stimuli in the room or in the environment much of the
time

Same as above, but now interferes with comprehensibility of speech

Extremely difficult to conduct Interview or pursue a subject due to preoccu-

pation with unimportant and irrelevant stimuli or almost totally incomprehen-
sible because attention shifts rapidly between various irrelevant external stimuli
and interviewer's questions - f

Impossible to conduct interview due to preoccupation with unimportant and
irrelevant external stimuli
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General remarks

Assessment of the individual symptoms is best
accomplished by a semistructured interview with
the patient during which the scale is gone through
point by point (but not necessarily in the order
given in the form). The interview should be supple-
mented by clinical observation and information
obtained from the ward staff and case records.

As appears from the manual, most of the
symptoms call for a “here and now assessment”,
but it is often appropriate to assess the patient’s
condition during the preceding three days. For
some symptoms the basis of assessment will be a
longer period than 72 hours, as specified in the
manual (for instance changes in weight, men-
strual disturbances, convulsions* physical and
psychic dependence).

Particularly in the case of items belonging to
the group of psychic side effects there may be
discrepancies between the patient’s complaints

and clinical signs or findings during the inter-

view. As a general rule the clinical observations
should be given precedence.

If for some reason a symptom cannot be
assessed, this should be indicated by placing a
cross in the proper column (Not Assessed).

It is important that the rating should be inde-

pendent of the question whether or not the symp-

tom is regarded as being drug-induced. The
probability of correlation with the treatment
administered should be indicated in a separate
column.

Each item is defined by means of a 4-point-
scale (0-1-2-3). In general, Degree 0 means “not
or doubtfully present”. As a general rule Degree
0 refers to the “normal” (the average of healthy
people) and not to the usual condition of the
patient. Exceptions to this rule are made for
some items where it is clinically more meaningful
to refer to the usual condition, i.e. the condition

THE UKU SIDE EFFECT RATING SCALE
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before the patient got ill. This applies to sleep
(ltems 1.7. and 1.8.), dream activity (Item 1.9),
weight (Items 4.5, and 4.6.), menstrual distur-
hances (Items 4.7. and 4.8.), and also to sym-
toms of sexual disorders (ltems 4.11-4.16.).

In general Degrees 1, 2, and 3 indicate that a
symptom is present to a mild, moderate or severe
degree, respectively. The examples given for
some items as illustrations of the scale points in
question are to be regarded as guidelines and not
as obligatory components of the operational def-
inition of the items.

The assessment of possible relation to the
administered drug must be made on the basis of
previous knowledge of the patient and clinical
judgement. It is important that this assessment
should be made for all symptoms that are rated
1,2, 0r 3.

It should be noted that after each main group
(psychic, neurologic, autonomic, others) space
has been provided for additional side effects to
be recorded.

In the global assessment of side effects an
independent assessment by both the patient and
the interviewer should, if possible, be carried
ouj. The global assessment should he made on
thfe basis of the degree to which the side effects
interfere with the patient’s daily performance.

At the bottom of the form the interviewer
should record what measures have been taken on
the basis of the information recorded about side
effects, using the following scale: 0 = no action,
1= more frequent assessment of the patient, but
no reduction of dose, and/or occasional drug
treatment of side effects, 2 = reduction of dose
and/or continuous drug treatment of side
effects. 3 = discontinuation of drug or change to
another preparation,



0. UNGJERDE ET AL.

1. Psychic Side Effects

1.1. Concentration Difficulties

Difficulties in ability to concentrate, to collect

one’s thoughts, or to sustain one’s attention.

0: No or doubtful difficulties in concentrating.

I: The patient must try harder than usual to
collect his thoughts, but not to the degree that
it hampers the patient in his everyday life.

2. The difficulties in concentrating are pro-
nounced enough to hamper the patient in his
everyday life.

*The patient’s difficulties in concentrating are
obvious to the interveiwer during the interview.

1.2. Asthenia/Lassitude/Increased

Fatiguability

The patient’s experience of lassitude and lack of

endurance. The assessment is based upon the

patient’s reported statements.

0: No or doubtful lassitude.

1 The patient tires more easily than usual; how-
ever, this does not mean that the patient needs
to rest more than usual during the day.

2: Must rest now and then during the day
because of lassitude.

3: Must rest most of the day because of lassi-
tude.

1.3. Sleepiness/Sedation

Diminished ability to stay awake during the day.

The assessment is based on clinical signs during

the interview.

0: No or doubtful sleepiness.

1: Slightly sleepy/drowsy as regards facial ex-
pression and speech.

2: More markedly sleepy/drowsy. The patient
yawns and tends to fall asleep when there is a
pause in the conversation.

3: Difficult to keep the patient awake and to
wake the patient, respectively.

1.4. Failing Memory

Impaired memory. Assessment should be inde-

pendent of any concentration difficulties.

0: No or doubtful disturbances of memory.

1: Slight, subjective feeling of reduced memory
compared with the patient's usual condition;
however, not interfering with functioning.
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2. The failing memory hampers the patient
and/or slight signs of this are observed during
the interview.

3. The patient shows clear signs of failing mem-
ory during the interview.

1.5. Depression

Includes both the verbal and the non-verbal

expressions of the patient’s experience of sad-

ness, depression, melancholy, hopelessness, help-
lessness, perhaps with suicidal impulses.

0: Neutral or elated mood.

1: The patient’s mood is somewhat more de-
pressed and sad than usual; however, the
patient still finds life worth living.

2. The patient’s mood is clearly depressed, per-
haps including non-verbal expressions of
hopelessness and/or wishes of dying, but the
patient has no direct plans to commit suicide.

3: The patient’s verbal and non-verbal expres-
sions of hopelessness and sadness are great
and/or it is considered highly likely that he
plans to commit suicide.

1.6. Tension/Inner Unrest

Inability to relax, nervous restlessness. This item

is to be assessed on the basis of the patient’s

experience and must be distinguished from motor

akathisia (Item 2.6.).

0: No or doubtful tension/nervous restlessness.

1 The patient states that he is slightly tense and
restless; however, this does not interfere with
his functioning. *v

2: Considerable tension and inner unrest; how-
ever; without this being so intense or constant
that the patient’s daily life is influenced to
any marked degree.

3. The patient feels tension or restlessness that is
so marked that his daily life is clearly af-
fected.

1.7. Increased Duration of Sleep

This should be assessed on the basis of the aver-

age of sleep over the three preceding nights. The

assessment is to he made in relation to the

patient’s usual pre-illness state.

0: No or doubtful increase of the duration of
sleep.

1: Sleeps up to 2 hours longer than usual.



2. Sleeps 2 or 3 hours longer than usual.
3: Sleeps more than 3 hours longer than usual.

1.8. Reduced Duration of Sleep

Should be assessed on the basis of the average of

sleep over the three preceding nights. The assess-

ment is to be made in relation to the patient’s

usual pre-illness state.

0: No or doubtful reduction of the duration of
sleep.

1. Sleeps up to 2 hours less than usual,

2. Sleeps 2 or 3 hours less than usual.

3: Sleeps more than 3 hours less than usual.

1.9. Increased Dream Activity

Should be assessed independently of dream con-
tent and hased on the average of sleep over the
three preceding nights in relation to the usual
pre-illness dream activity.

0: No or doubtful change in the dream activity.
1. Slightly increased dream activity, which does

not disturb the night’s sleep, however,

2: More pronounced increase of dream activity.
3: Very pronounced increase of dream activity.

1.10. Emotional Indifference

A diminution of the patient’s empathy, leading
to apathy.

0: No or doubtful emotional indifference.
Slight subduing of the patient’s empathy;
Obvious emotional indifference.

Pronounced indifference so that the patient

[SCIN NCRITN

behaves apathetically in relation to his sur-

roundings.

2. Neurological Side Effects

2.1 Dystonia

Acute forms of dystonia in the form of tonic
muscular contractions localized to one or several

muscle groups, particularly in the mouth, ton-

gue, and/or neck. The assessment is to be made

on the basis of the last three days preceding the

examination.

0: No or doubtful dystonia.

1. Very slight or short spasms, for instance in
the musculature of the jaws or the neck.

2: More pronounced contractions of a longer
duration and/or of a wider localization.

THE UKU SIDE EFFECT RATING SCALE

3. Marked forms of for instance ocui]bsggric
crises or opisthotonus.

2.2 Rigidity

Increased muscle tone of a uniform and general

nature, observed on the basis of a uniform,

steady resistance to passive movements of the
limbs. Special importance is attached to the mus-
cles around the elbow joints and shoulders.

0: No or doubtful rigidity.

L. Slight rigidity in neck, shoulder, and extre-
mities. It must be possible to observe the
rigidity on the basis of resistance to passive
movements of the elbow joints.

2. Medium rigidity assessed on the basis of resis-
tance to passive movements of for instance
the elbow joints.

3: Very marked rigidity.

2.3. Hypokinesia/Akinesia

Slow movements (bradykinesia), reduced facial

expression, reduced arm swinging, reduced

length of stride, perhaps leading to cessation of
movement (akinesia).

0: No or doubtful hypokinetia

L Slightly reduced movement, for instance
slightly reduced swinging of an arm when
walking or slightly reduced facial expressions.

2. More clear reduction of mobility, for instance
slow walking.

3: Very marked reduction of mobility, bordering
on and including akinesia, e.g. Parkinsonian
mask and/or very short length of stride.

‘m

2.4. Hyperkinesia

[ryloluntary movements, most frequently affect-

ing the oro-facial region in the form_of the so-

called bucco-linguo-masticatory syndrome. How-

gver, it is often also seen in the extremities,

especially the fingers, more rarely in the mus-

culature of the body and the respiratory system.

Both initial and tardive hyperkinesias are in-

cluded.

0: No or doubtful hyperkinesia.

L Slight hyperkinesia, only present intermit-
tently.

2: Moderate hyperkinesia, present most of the
time.

3. Severe hyperkinesia, present most of the time,
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with for instance marked tongue protrusion,
opening of the mouth, facial hyperkinesia, with
or without involvement of the extremities.

2.5. Tremor
This item comprises all forms of tremor.

0:
L

2:

No or doubtful tremor.

Very slight tremor that does not hamper the
patient.

Clear tremor hampering the patient, the
amplitude of finger tremor being less than 3
cm.

3: Clear tremor with an amplitude of more than
v3 cm and which cannot be controlled by the
patient.

2.6. Akathisia

A subjective feeling and objective signs of muscle
unrest, particularly in the lower extremities, so
that it may be difficult for the patient to remain
seated. Assessment of this item is based on clini-
cal signs observed during the interview, as well as
on the patient’s report.

0:
1:

2.

No or doubtful akathisia.
Slight akathisia; however, the patient can
keep still without effort.
Moderate akathisia; however, the patient can,

with an effort, remain sitting during the inter-

view.
When the patient has to rise to his feet several

times during the interview because of aka-

thisia.

2.7. Epileptic Seizures
Only generalised tonic-clonic seizures are to be
recorded here.

0:
L
2.
3

No seizures within the last 6 manths.

One single" seizure within the last 6 months.
2 or 3 seizures within the last 6 months.
More than 3 seizures within the last 6 months.

2.8. Paraesthesias
Pricking, creeping, or burning sensations in the
skin.

0:
L

2:

No or doubtful paraesthesias.

Mild paraesthesias, scarcely bothering the
patient.

Moderate paraesthesias. clearly bothering the
patient.

3. Severe paraesthesias, markedly bothering the~
patient.

3. Autonomic Side Effects

3.1. Accommodation Disturbances
Difficulty in seeing clearly or distinctly at close
quarters (with or without glasses), whereas the
patient sees clearly at a long distance. If the
patient uses bifocal glasses, the condition must
be assessed on the basis of the use of the distance
glasses.

0: No difficulty in reading an ordinary news-
paper text.

1 Newspaper text can be read, but the patient’s
eyes tire rapidly and/or he must hold the
paper further away.

2. The patient cannot read an ordinary news-
paper text, but still manages to read texts
printed in larger types.

3: The patient can read large type, such as a
headline, only with aid, such as a magnifying
glass.

3.2. Increased Salivation

Increased, non-stimulated salivation.

0: No or doubtful increase of salivation.

1 Salivation clearly increased, but not hother-
some.

2. Disturbing increase of salivation; need for
spitting or frequent swallowing of saliva; only
exceptional dribbling.

3. Frequent or constant dribbling, perhaps con-
comitant speech disturbances. A

3.3. Reduced Salivation (Dryness of Mouth)

Dryness of mouth because of diminished sali-

vation. May result in increased consumption of

liquids, but must be distinguished from thirst.

0: No or doubtful dryness of mouth.

1: Slight dryness of mouth, not disturbing to the
patient.

2: Moderate and slightly disturbing dryness of
mouth.

3: Marked dryness of mouth which clearly dis-
turbs the patient’s daily life.

3.4. Nausea/Vomiting
To be recorded on the basis of the last 3 days.
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O No or doubtful nausea.

1 Slight naesuea

2 Disturbing nausea, but without vomiting.
3 Nausea with vomiting.

3.5. Diarrhoea

Increased frequency and/or thinner consistency

of faeces.

O No or doubtful diarrhoea.

1 Clearly present, but does not disturb work or
other performance.

2 Disturbing, with need for several daily, incon+

v venient stools.

3 Marked, imperative need for defaecation,
threatening or actual incontinence, results in
frequent interruptions of work.

3.6. Constipation

Reduced frequency of defaecation and/or thicker

consistency of faeces.

0: No or doubtful constipation.

T. Slight constipation, but bearable.

2 More marked constipation which harmper the
patient. e

3. Very pronounced constipation.

3.7. Micturition Disturbances

Feeling of difficulty in starting and of resistance

to micturition, weaker stream and/or increased

time of micturition. Should be assessed on the
besis of the last 3 days.

0: No or doubtful micturition disturbances.

1 Clearly present, but bearable.

2 Poor stream, considerably increased time of
micturition, feeling of incomplete emptying of
bladder.

3 Retention of urine with high volume residual
urine and/or threatened or actual acute reten-
tion.

3.8. Polyuria/Polydipsia

- Increased urine production resulting in in-

aeased frequency of micturition and discharge

of an abundant quantity of urine at each mic-

turition: secondarily increased consumption of

fluid.

O No or doubtful.

1 Cearly present, but not hanpiering. Nocturia:
At nost once a night (in young peaple).
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2 Moderately hampering because of frequent
thirst, nocturia two or three times a night, or
micturition more frequent than every two
hours.

3 Very hampering, almost constant thirst, noc-
turia at least four times a night, or micturition
at least every hour.

3.9. Orthostatic Dizziness

Feeling of weakness, everything going black,

buzzing in the ears, increasing tendency to faint

when changing from supine or sitting position to

upright position.

0 No or doubtful.

1 Clearly presert, but requires no specia coun-
termeasures.

2. Hampering, but can be neutralized by slow
and/or stagewise change to upright position.

3 Threatening fainting or real episodes of faint-
ing despite careful change of position, with a
tendency to this type of dizziness as long as
the patient is in an upright position.

3.10. Palpitations/Tachycardia

Palpitation, feeling of rapid, strong and/or irreg-

ular heartbesats.

0 No or doubtful.

1 Clearly present, but not hampering, only
short occassional attacks or more constant,
but not marked palpitation.

2 Hampering frequent or constant palpitation
that worries the patient or disturbs his night's
sleep; however, without concomitant symp-
torts.

3 Suspicion of real tachycardia, for instance
because of concomitant feeling of weakness
and need to lie down, dyspnoea, tendency to

fainting, or precordial pain.

3.11. Increased Tendency to Sweating
Localized to the whole body, nat only palms and
sdes of the foot.

O No or doubtful.

I: Clearly present, but mild, for exanple a pro-
fuse outburst of sweat only after considerable
effort.

2 Hampering, requires frequent change of
clothes, profuse sweating after moderate
activity, for instance walking up stairs.
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3 Profuseoutburstsof sweat afterslight activity or
when resting, the patient is constantly wet, must
change clothes severdl times aday and must also
change night clothes and/or bedclothes.

4. Other Side Effects

4.1. Rash

On the scoring sheet the type of rash is classified

as @) morbilliform, b) petechial, ¢) urticarial, d)

psoriatic, and €) cannot be classified. The follow-

ing grading is used:

O No or doubtful rash.

1 Localized to less than 5 per cent of the skin
surface, for instance to the palhs.

2 Scattered all over the skin, but covers less
than 1/3 of the skin surface.

3 Universal, i.e. covers more than 1/3 of the
skin surface.

4.2. Pruritus

0: No or doubtful.

1 Slight pruritus.

2 Pronounced pruritus, so that the patient is
being hampered. There may be scratch marks.

3 Sewvere pruritus that markedly hampers the
patient. There are distinct skin changes be-
cause of scratching.

4.3. Photosensitivity

Increased sensitivity to sunlight.

0: No or doubtful.

1 Slight, but not hampering.

2. More pronounced and hampering to the
patient.

3. So pronounced that drug withdrawal is clearly

necessary.

4.4. Increased Pigmentation

Increased skin pigmentation of brown or other

colour, often localized to parts of the skin

exposed to light.

0: No or doubtful increase of pigmentation.

1 Slightly increased pigmentation.

2 Such marked pigmentation, generally or lo-
calized, that it worries the patient but is not
conspicuous to others.

3 So pronounced that the pigmentation can
easily be observed by other people.

4.5. Weight Gain

The rating is to be mede on the besis of the

preceding month.

O No or doubtful weight gain during the preced-
ing month.

1 Weight gain amounting to 1-2 kg during the
preceding month.

2 Weight gain amounting to 3-4 kg during the
preceding month.

3 Weight gain amounting to more than 4 kg
during the preceding month.

4.6. Weight Loss

0. No or doubtful weight loss.

1 Weight loss amounting to 1-2 kg during the
preceding month.

2 Weight loss amounting to 3-4 kg during the
preceding month.

3 Weight loss amounting to more than 4 kg
during the preceding month.

4.7. Menorrhagia

Hypermenorrhoea, polymenorrhoea, or metror-

rhagia during the last 3 months.

0: No or doubtful increase in frequency or inten-
sity of menstrual flow.

1 Hypermenorrhoea, i.e. the menstrual flow is
more intense than usual, the intervals being
normal.

2 Polymenorrhoea, i.e. the menstrual flow
occurs more frequently and is more intense
than normel.

3 Metrorrhagia,- i.e! irregular intervals and
intensity, the blood lass being mor? frequent
and, intense compared with the usual pattern.

4.8. Amenorrhoea

Hypomenorrhoea, oligomenorrhoea, or amenor-

rhoea during the last 3 months.

0. No or doubtful reduction in frequency or
intensity of menstrual flow.

1 Hypomenorrhoea, i.e. uterine bleeding of less
than the normal amount, but occurring at
normal intervals.

2 COligomenorrhoea, i.e. prolonged intervals
compared with the usual condition; the inten-
sity may aso be lower than usual.

3 Amenorrhoea, i.e. menstruation hes been
absent for more than 3 months.



4.9. Galactorrhoea

Increased secretion of milk outside periods of

breast feeding.

0 No galactorrhoea.

1 Galactorrhoea present, but to a very slight
degree.

2 Galactorrhoea is present to a moderate degree
and is felt to be somewhat disturbing.

3. Galactorrhoea is very pronounced and clearly
disturbing.

4.10. Gynaecomastia

Excessive development of the mele mammary

glands.

0: No gynaecomestia.

1 Gynaecomestia present to a very slight degree
compared with the usual state.

2. Gynaecomastia clearly present; however, only
hampering when the patient is undressed.

3 Gynaecomestia present to such a severe
degree that it affects the patient cosmetically,
& it can be observed even if he is dressed.

4.11. Increased Sexual Desire

Increased desire for sexua activity.

0: No or doubtful.

1 Slight increase, which is, however, still felt as
natural by the partner.

2 Clear increase that has given rise to comments
and discussions with the partner.

3. When the usual desire has increased to such a
savere extentt that the patient’s life with his
partner is considerably disturbed.

4.12. Diminished Sexual Desire

Reduced desire for sexud activity.

0: No or doubtful.

1 The desire for sexua activity is slightly dimin-
ished, but without hampering the patient.

2 A distinct reduction of the patient’s desire for
and interest in sexua activities so that it

- becores a problem for the patient.

3 Desire and interest have diminished to such an
exent that sexua intercourse occurs extre-
mely seldom or hes stopped.

4.13. Erectile Dysfunction
Difficulty in attaining or maintaining an erec-
tion.
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O No or doubtful.

1 Slightly diminished ability to attain or main-
tain an erection.

2 A distinct change in the patient’s ability to
attain or maintain an erection.

3 The patient only rarely (or never) can attain
or maintain an erection.

4.14. Ejaculatory Dysfunction

Dysfunction of the patient’s ability to control

gjaculation. Includes a) premature or b) delayed

gjaculation. On the scoring sheet it should be
indicated whether &) or b) is presert.

0. No or doubtful.

1 It is somewhat more difficult than usua for
the patient to control ejaculation, but it does
not trouble him.

2. A distinct change in the patient’s ability to
control ejaculation, so that it becomes a prob-
lem for him.

3 The patient’s ability to control ejaculation is
influenced to such an extent that it hes
become a dominating problem in his sexua
intercourse and thus to a great extent influ-
ences his experience of orgasm

4.15. Orgastic Dysfunction

Difficulty in obtaining and experiencing satisfac-

tory orgasm

0 No or doubtful.

1 It is more difficult for the patient than usual
to obtain orgasm and/or the experience of
orgasm is slightly influenced. vV

2 The 'patient states that there is a dear
change in the ability to obtain orgasm
andvor in the experience of orgasm. This
change hes reached such a degree that it
troubles the patient.

3 When the patient rarely or never can obtain
orgasm and/or the experience of orgasm is
markedly reduced.

4.16. Dry Vagina

Dryness of vagina with sexual stimulation.

O No or doubtful.

I: Slight dryness of vagina with sexual stimula-
tion.

2. Moderately disturbing dryness of vagina with
sexud stimulation.



3 Severely disturbing, marked dryness of vagina
making coitus difficult (or necessitating the
use of lubricants).

4.17 Headache

On the scoring sheet headadhe is dassified as &)

tension headache, b) migraine, ¢) other forms of

headache.

0 No or doubtful hesdache.

1 Slight headache.

2. Moderate, hampering headache which does
not interfere with the patient's dalily life.

3. Pronounced headache interfering with the
patient’s daily life.

4.18. Physical Dependence

Appearance of vegetative and/or other sometic

symptoms after discontinuation of the drug in

question, based on the condition during the last 3

months. Can be assessad only when an attermpt

has been made to discontinue the drug (indicate

the responsible drug on the form).

0: Nothing suggests physical dependence.

1 After discontinuation there were slight vegeta: ¢
five symptoms like tachycardia or an increas-

ed tendency to sweating.

2 After discontinuation there were moderate to »
marked vegetative symptoms and anxiety or
restlessness.

3. After discontinuation there were severe ve
getative synptoms, anxiety, restlessness
and/or convulsions.

4.19. Psychic Dependence

Psychic dependence is defined as a strong wish to

continue taking the drug because of its psychic

effects (or the effects which the patient thinks it
hes) when these effects are regarded by the doc-
tor as being unwanted or at least unnecessary.

Rating should be based on the condition during

the last 3 months.

0 No or doubtful psychic dependence.

1 Slight, but not serious psychic dependence.

2 Clear psychic dependence, but without medi-
ca or socia complications.

3 Pronounced psychic dependence with an
amost compulsory wish to continue taking
the drug at any price. The use of the drug in
question may have caused medical or socia
complications.
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