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ings of “nervousness” and being “keyed-up”) was described

as qualitatively different from that of akathisia. A regimen of
temazepam, 30 mg h.s., effectively relieved the risperidone-as-
sociated insomnia in these two patients.

The behavioral stimulation observed may have been due to
neuroleptic withdrawal, a syndrome that has been attributed
to the cholinergic, dopaminergic, and adrenergic effects of
these medications ( 1 ). Chohinergic rebound, in particular, may

have contributed to the behavioral stimulation seen in the pa-

tients who discontinued clozapine or concomitant antipark-
insonian medications. The first patient, however, continued

to take an unaltered dose of benztropine mesylate during nis-
penidone initiation. This finding suggests that rispenidone may
produce behavioral stimulation. When compared to placebo
in a large controlled trial, higher doses of risperidone (greater

than I 0 mg/day) have been associated with a trend toward
increases in anxiety and agitation (2).

The observations reported here suggest that the initiation
of nisperidone may be associated with symptoms of behavioral
stimulation. Because many acutely ill patients will likely be

switched to nisperidone treatment in a similarly abrupt fash-

ion, it is important to note that this phenomenon appears to

be self-limited and may be partially relieved by the use of ben-

zodiazepines.
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Prolonged Erection Associated With Rispenidone Treatment

To ThE EDITOR: In the package insert of risperidone,
J anssen Pharmaceutica lists priapism as a possible side effect
of treatment. This warning is based on a single case report
(out of 1,300 patients) of a 50-year-old man who required
surgical intervention for priapism after 1 1 months of nisperi-

done monotherapy. We report here a case of prolonged erec-
tion after 6 days of nisperidone treatment in a physically

healthy patient with schizoaffective disorder. This patient had
a history of retrograde ejaculation that was secondary to thio-
nidazine treatment.

Mr. A, a 41-year-old Hispanic man, was admitted to the
hospital after his auditory hallucinations became more in-
tense. While hospitalized, Mr. A complained of excess se-
dation from his regimen of chiorpromazine, 300 mg/day,

and carbamazapine, 500 mg/day. He requested a less sedat-
ing agent. He was started on a regimen of nisperidone, 3 mg
b.i.d., and for S days there were no side effects. Late in the
morning of the sixth day he experienced an unwanted penile
erection that lasted 30 minutes and resolved spontaneously.
He reported this problem on the seventh day of treatment
after he had experienced several 15-minute episodes over S
hours. He denied sexual thoughts, physical stimulation, or

a history of trauma before or during these episodes of pro-
longed erection. He also denied tenderness, difficulty un-
nating, or pain. Results of a physical examination and corn-
plete laboratory workup revealed no abnormality.

Prolonged unwanted erections are frequently described in
the literature as precursors of pniapism (1 ). After physical eti-
ologies, medications have been noted to cause 1 5 %-4 1 % of
all episodes of pniapism (2). Psychotropic medications are the

most commonly implicated drugs, with trazodone, chlor-
promazine, and thionidazine being the most frequently re-

ported causative agents. The mechanism of penile dysfunction

is thought to involve the a-adrenergic antagonist properties

found in many psychotropic medications (2). Rispenidone,
with a-i and a-2 adrenergic antagonist properties, may be

reasonably expected to cause similar problems, especially in

patients with a prior history of erectile dysfunction while tak-
ing other psychotropic medications. While pniapism is diag-

nosed after 1 hour of unwanted penile erection (3), incidents

of prolonged unwanted erections such as those described in
this patient may serve as a warning of potentially more serious
erectile dysfunction in the future.
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Rispenidone Treatment for a Tourette’s Disorder Patient
With Comorbid Obsessive-Compulsive Disorder

To ThE EDITOR: Clinical evidence suggests that some Tour-
ette’s disorder patients with comorbid obsessive-compulsive

disorder require a treatment combination of a neuroleptic and
a selective serotonin reuptake inhibitor ( I ). I report a case of

Tourette’s and obsessive-compulsive disorders that was com-
plicated by major depression; the response to nispenidone aug-

mentation of fluoxetine was superior to that of other typical
conjoint medication strategies.

Mr. A was a 31-year-old married man who developed
obsessive-compulsive disorder at age 1 5 and severe motor
tics at age 18. He had simple and complex motor tics that

were complicated by episodic tongue biting and required
multiple courses of antibiotics. He spent 6-8 hours each day

compulsively counting his grunting and coughing tics. He
heard frequent, intrusive clicking sounds and had ego-

dystonic thoughts of losing control and stabbing his wife.

Mr. A was disturbed by contamination fears and so ab-
stained from sexual intercourse for 2 years. He was hospi-
talized twice for major depression, and he attempted suicide
three times. Previous treatments included regimens of do-

mipramine with and without halopenidol, pimozide, or tn-
fluoperazine; fluoxetine with and without chomipramine;
and numerous combinations of clonazeparn, alprazolam,
and lorazepam, with minimal results at best.




