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BRIEF COMMUNICATION 

OF COMPLAINTS IN SCHIZOPHRENICS WITH TARDIVE DYSKINESIA 
GEORGE S. ALEXOPOULOS. M.D.' 

Eighteen of a population of 518 outpatients were found u) (ulfill diagnostic criteria for 

tardive dyskinesia. None of these patients L"Omplained W their therapists of their symptoms, 

and eight ofthel'l1 were not even aware of them. Five of the unaware patients were actively 

delusionaLor l1allueinating. Since all eighteen were chronic schizophrenics on neuroleptics. 

these .findings suggest that this group may not report their symptom.'!. The findings are 

important. because early diagnosis of tardive dyskinesia allows more chance for intervention 

with satisfactory results. 
 .. 

diagnosis of tardive dyskinesia is based on 
and clinical.obseJ;Vation~Despite the relative 
making the diagnosis, ·1,l. .. lal'ge variation exists 
portedp:reyalence(}fthesyndrome, ranging 

.5 to 50 per c~t of the psychiatric population 
variation. maybe a result ofdifferences in the 

for the dHignosisofthe· sYlldrome (7), in the 
proced"re. or4ttheJlletllods used (2. 4). 

our outpatientp9Pula,tion, w~noticed that tar­
dvskinesiaoccasiopallyes~ddiagnosis. We 
- thatot,Ir.p~tie[ltsdidnot complain of 


tor disoI:ders and many were not even aware 

The lack (ltcornplaints.?ould possibly be one 


reasons ·{o'r dela:ying the <mtgnosis and might 

in part for the vapiatiQp. in tne.prevalence of 

vskinesia..· . . .. . 

-paper weshaIlse~ktoesl;a:Qlish what pro­
of patietitswitl:ltardivedY£ikinesia do not 
about tlwirsyrn,ptoms:ID.1dl;cq.mderstand the 

for this.. . . 

Methods 

patient sample w~cornprised ofall 518 patients 
a Community Mental Health Center (CMHC) 

New Jerseyovel" a predetermined 6-month 
This area is populated mainly by working-class 
Any patient whohadtbeslightest nonpurpose­

overnellts of the mouth, face. trunk, or extretni­
as referred for a diagnostic examination for 

yskinesia. These patients were evaluated a(~­
to a predetermined protocol by two psychia­

Each p"t;ient was interviewed by one of the 

"m'.. New York Hos;pital,C<lrnell Uni"..r ­
t'.h)'nlin+~u"11~ H,f.~d. Whit(~ Plains~ NC\\1 

1.25 

psychiatrists while the other listened and observed 
from a remote cornel' of the room. Neither psychiatrist 
was visible to the other. 

The diagnosis of tardive dyskinesia was made on 
the basis of two criteria: that the patient had been on 
neuroleptics for longer than 1 year; and that the clin­
ical picture consisted of the "bucco-linguo-masticatory 
triad" (BLM) which is characterized by persistent 
involu.ntary sucking and smacking movements of the 
lips, lateral jaw movements and tongue movements 
described as thrust, roll, or fly~catching. The BLM 
triad mayor may not be accompanied by purposeless 
involuntary quick movements of the extremities (1). 

We exdudedpatients with Huntington's chorea, Syn­
denham's chorea, congenital torsion dystonias, hys­
teria, stereotypes. and mannerisms. This differential 
was made on the basis of history. family history, and 
the clinical appearance of the syndrome. One patient 
was not included because the ·/amily history was 
suggestive of Huntington's chorea. 

The intensity of the syndrome was rated exclusively 
on the basis of motor disorders of the' orofacial area 
according to a 4-point scale: 1, mild; 2, moderate; 3, 
moderately severe; 4, very severe. 

The patients diagnosed as having tardive dyskinesia 
were interviewed a second time under the same con­
ditions according to another predetermined protocol. 
The interviewer was allowed to ask certain questions 
or rephrase the questions of the protocol so as to 
establish that. the patienL'I understood him. This in­
terview included information on whether patients 
were aware of their disorder or had complained of it 
t.o their therapists. Finall,v. Cl ment.al status examina­
tion was performed with particular atf~ntj{m to the 
presence or absence of aetive delusions or haUudna­
tions. 

The statistic used to assess inter-rater reliahilitv 
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1'ABLE I 

tJ{wwj!rtljlllic tI1ul elinirnl f'llOraderiRtics ofTardil't' lJ,w./.alu?sili p(flielll,~ 

llurnliun <If' 

C,""· :->••~ AI!" I'><ydlillt.ri,· 
flhll'l<." 

Yf!Or,l; 

I F at 2,'i 

2 F (iH 12 
3 F 60 17 

'" M 58 21 
:; F 43 23 
6 F 56 36 
7 F 39 20 
8 F 3..1 8 
9 F f>4 21 

10 F 71 30 
11 M 35 19 
12 F 44 18 
13 M 58 18 
hi F 41 2.'1 
15 F SO .. 
16 M 24 4 
17 F 54 9 
If! F :15 18 

Mean: 47.8 Mean: 18.1 
M/F: 1/:1.5 Range: 24-71- l-lange: 4-:16 

-.~.---~~~-'.------

was Cohen's kappa (3). This method has the advan­
tage of taking into account the occurrence of agree­
ment byeh:afl(.'e (8,9). 

Results 

Of the 518 patients seen in the CMHC,96 were 
noted to have some nonpurposeful movements and 
were referred for diagnostic interview. Eighteen were 
identified as having tar4hre dyskinesia (Table l). The 
prevalence of the disorder in our sample was 3.5 per 
cent, the age of onset 45.5 years, and the male to 
female ratio was 1:3.5. Four of the 18 patients'- had 
mild choreiform movements of the fingers, but these 
patients had by far more severe hyperkipesias in the 
tongue and mouth; so our decision to consider only 
movementsof the orofacial area did not influence our 
rating of the intensity of the syndrome. 

None of the 18 patients with t.ardive dyskinesia had 
complained to their therapists a..<; evidenced by the 
therapists' reports and the review of charts. Eight of 
the 18 patients had discussed their symptoms with 
their family or friends but had not reported them to 
their therapists. Eight patients were unaware of their 
symptoms. Lack of complaints and awareness did not 
correlate with the intensity of symptoms. The major­
ity of unaware patients (five out of eight) were actively 
delusional or hallucinating. Only one out of the 10 
aware patients was actively delusional. All aware pa­
tients had explanations concerning their hyperkinesias 
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which seemed to obviate the need for medical 
t.ion. For the above observations: lack of 
(Ie = I), lack of awareness of hyperkinesias(/i" 
active hallucinations or delusions (K = n, 
intensity of syndrome (Ie = .77), the intet'-rater 
ment was very high. 

Discussion 

The prevalence -of tardive dyskinesia. in our 
population, as well as the age and sex dUitrllOUl 

were similar to those reported by othen:; (6, lO). 
findings suggest that outpatient . 
chronic phenothiazine treatment who develop 
dyskinesia frequently do not report their 
Clinicians should be aware of this observatio 
look specifically for the syndrome in this 
since early diagnosis allows therapeutic . 
with rather satisfactory results (5, 10). Eight 
patients were not even aware of their symptoJ1':lS. 
of these unaware patients Were actively . 
hallucinating. Actively psychotic 
seemed less likely to complain and one 
especially alert to look for tardive dyskinesia 
toms in this group. 

Our use ofa diagnostic criterion which .."",nn'ren 

each patient should have been on neurolepti 
year may have skewed our sample toward 
schiwphrenics. A question for further researc 
determine whether the same responses are 
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patients from other socioeconomic classes and 
different psychiatric diagnoses. 
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