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Treatment resistance in schizophrenia is often encountered in clinical practice, with clozapine usually recommended as the
appropriate therapy. However, where clozapine proves ineffective or cannot be tolerated due to side effects, treatment options
are limited. In patients within forensic mental health services, residual symptomatology often presents a barrier to discharge and
can have lasting effects on prospects for rehabilitation as well as risk to self and others. This paper presents a review of the
relevant literature and three cases of a novel approach, utilising clozapine in doses usually considered subtherapeutic, in
combination with the primary antipsychotic treatment. In all three patients, it improved clinical efficacy as well as tolerability,
resulting in improvement that allowed discharge from the forensic hospital.

1. Introduction

Schizophrenia is a common mental disorder with lifetime
prevalence of 1% of the population [1]. Treatment adopts a
biopsychosocial approach. The mainstay of pharmacotherapy
is antipsychotic medication, which can be effective in amelio-
rating symptoms. However, up to 30% of patients meet the
criteria for treatment resistance [2–4], conventionally defined
as failure to respond to treatment with two different antipsy-
chotic medications despite adequate doses for a sufficient trial
period, usually of at least 4-6 weeks [1, 5]. Where the diagnosis
is confirmed, and no comorbidity is present, most guidelines
recommend immediate treatment with clozapine. The duration
of untreated psychosis is negatively correlated with outcome
[6–9], and there is little evidence for efficacy of further trials
of conventional antipsychotic medications or polypharmacy.

Clozapine is specifically licensed for treatment-resistant
schizophrenia, with meta-analyses consistently demonstrat-
ing that its efficacy is superior to other antipsychotic medica-

tions [10–13]. However, clozapine itself is associated with
significant risk of side effects at usual therapeutic doses. Its
prescription requires strict monitoring through an autho-
rized monitoring service due to risks of agranulocytosis.
Additional potential side effects includeweight gain,myocardi-
tis, cardiomyopathy, constipation, hypersalivation, reduced
seizure threshold, or sedation. As a result, patients may be
reluctant to accept it despite its efficacy [14]. Up to 45% of peo-
ple who commence clozapine discontinue it within two years,
with over half doing so due to intolerable side effects [15].

Even where clozapine is tolerated at therapeutic doses,
only 40% of treatment-resistant patients respond adequately
[16]. Overall, between 12 and 20% of people with schizophre-
nia may therefore be classed as ultraresistant [17]. In that
eventuality, it is common practice to augment clozapine with
other treatments, including other antipsychotic medications,
mood stabilising drugs, anticonvulsants, ECT (electroconvul-
sive therapy), or novel alternatives, often with the aim of
reducing clozapine dose to enhance tolerability [18–23]. It
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would be beneficial to construct an algorithm for stepwise
management of those who are treatment resistant, and one
online survey provides some reassurance of standardised
management approaches amongst clinicians [24]. However,
the evidence supporting clinical response from these methods
is insufficient to develop a definite hierarchy for further treat-
ment, and, in clinical practice, results are often underwhelm-
ing. Where clozapine is declined or cannot be tolerated,
treatment options are even more limited. As a result, patients
are often left with significant residual disability.

Forensic mental health services work at the interface of
mental health and the criminal justice system. Although
systems and legislation can vary across jurisdictions, those
who commit serious offences driven by mental illness are
usually subjected to compulsory detention in a secure hospi-
tal. There, they can access treatment for their mental illness
and any associated comorbidity. Frequently, in order to
achieve discharge from secure care, those patients will have
to convince a judicial body, such as a court or tribunal, that
they are safe to be released. Significant residual symptoms
can therefore be a substantial barrier to discharge.

While augmenting clozapine with other therapeutic
options has been the mainstay of management in treatment
resistant schizophrenia, one novel approach that has been
suggested is using low-dose clozapine to augment the pri-
mary antipsychotic treatment [25]. The rationale for this
treatment is that there may be benefit even at low doses of
clozapine, which may be better tolerated, particularly where
it complements the receptor profile affected by the primary
antipsychotic drug. In clinical practice, one of the authors
has used this approach on three occasions, each time with
significant success.

2. Case Presentations

2.1. Case One. A single, unemployed male in his early 40s
was diagnosed with paranoid schizophrenia. He had been
found by the court to be not guilty by reason of mental
impairment, being unwell at the time of his latest offence,
experiencing bizarre persecutory delusions and command
hallucinations of a homicidal and suicidal nature. He had
a long history of violent offences and noncompliance with
medication. His illness was exacerbated by drug abuse,
particularly amphetamines.

Clozapine was initiated when his schizophrenia was
deemed treatment resistant. It was slowly titrated to a total
dose of 400mg per day, at which his serum levels ranged
between 510 and 975 micrograms per litre. He responded,
but later complained of restless legs, which contributed to
episodes of nonadherence to medication. Clozapine was
reduced to 350mg per day, but similar problems continued,
and it was gradually withdrawn, leading to deterioration in
his mental state. Paliperidone long-acting injection was initi-
ated instead and maintained at 150mg monthly. Although
his mental state improved, it fluctuated greatly, making
discharge unsafe. As an adjunct to his primary treatment
with paliperidone, clozapine was reintroduced and titrated
to 150mg daily, later 200mg after slight deterioration in
mental state. At this dose, his serum levels ranged between

137 and 254 micrograms per litre, substantially below the
levels usually regarded as therapeutic.

There was a significant improvement in his mental state
and insight. He did continue to experience mild persecutory
ideas and auditory hallucinations, but they did not fluctuate
as they had before. He went on to use amphetamines twice
during his rehabilitation; however, they did not have the
severe negative impact on his mental state as previously.
His insight allowed him to admit to his use and continues
to work with services on relapse prevention. He was subse-
quently discharged.

2.2. Case Two. The second case was a male patient in his late
40s, diagnosed with paranoid schizophrenia. He suffered
from bizarre and grandiose delusions and prominent audi-
tory hallucinations. These had been poorly responsive to
treatment, exacerbated by poor medication adherence and
avoidance of community follow-up. He had a significant
history of violence and was found not guilty by reason of
mental impairment following a charge of murder.

During his admission to the forensic hospital, his mental
state fluctuated greatly. Despite periods of stability, stress
caused a rapid return to significant psychosis, often associ-
ated with agitation, verbal aggression, and threats.

Multiple antipsychotics and combinations were tried
without sustained success. Clozapine was commenced and
slowly titrated according to the usual introductory regime.
Unfortunately, even within the first month, the patient com-
plained of troublesome sedation which he was unwilling to
tolerate, despite reassurance that this would improve. Even
at doses as low as 100mg per day, with serum levels peaking
at 107 micrograms per litre, he was unwilling to continue.
Treatment with risperidone long-acting injection up to 100
mg, olanzapine 10mg daily, and allopurinol 300mg twice
daily maintained some stability but could not prevent further
acute relapses. Two years after the first trial of clozapine, an
attempt to reintroduce it as monotherapy was made but the
patient refused to continue, due to similar side effects, within
several days. However, he agreed to take clozapine as an
adjunct at a lower dose of 50mg daily. His serum levels lay
in the region of 50–61 micrograms per litre at this dose.

Following this sustained addition of clozapine, his mental
state became more resilient. He experienced episodes of
considerable stress without decompensating as he would
have previously. This allowed him to start a slow program
of leave out of the forensic hospital and progress through
community-based rehabilitation and eventual discharge.

2.3. Case Three. The third case was a male in his late 40s with
treatment-resistant paranoid schizophrenia, admitted to
forensic services following a violent offence. A history of
amphetamine abuse and nonconcordance with oral antipsy-
chotic medication in the community exacerbated his relaps-
ing, remitting psychotic symptoms.

Upon starting clozapine, he improved clinically and
began to engage in rehabilitation. His mental state stabilised
on a dose of 300mg per day (with serum levels 337–632
micrograms per litre). He was discharged to a step-down
community forensic rehabilitation unit. While he was there,
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he did not experience psychotic symptoms, but his insight
remained poor, and he made it clear he would not be compli-
ant with clozapine if not directly monitored by staff. He
objected to the side effects, particularly weight gain, sedation,
and hypersalivation. As a result, he was weaned off clozapine
and commenced on aripiprazole long-acting injection 400
mg every four weeks.

He did not suffer any acute relapse of symptoms.
However, disorganisation and negative symptoms gradually
reemerged, including amotivation, poor concentration, and
low mood. His functioning deteriorated. He agreed to start
a low dose of adjunctive clozapine at 50mg daily (correlating
with serum levels between 57 and 121 micrograms per litre).
Objectively, this resulted in considerable improvement and
allowed progress towards discharge. Subjectively, he was
not convinced of improvement, but he was prepared to toler-
ate it, as he was no longer troubled by side effects.

3. Discussion

A literature review using databases including Cochrane,
Medline, Embase, and PsychInfo identified limited case
reports suggesting benefit from utilizing low-dose clozapine
to augment the primary antipsychotic treatment, which was
mainly aripiprazole. Stoner and colleagues discussed a case
of treatment-resistant schizophrenia whereby reduction of
clozapine dose to subtherapeutic levels removed unwanted
sedation, while maintaining its effectiveness [26]. This
patient was previously deemed incompetent to undergo legal
proceedings for a crime related to assaultative behaviour,
subsequently leading to his psychiatric hospital admission.
The authors commented that as clozapine usually required
slow-dose titration, accepting subtherapeutic levels of cloza-
pine meant rapid management could be instigated. This
was particularly advantageous as the duration of untreated
illness is correlated with poorer outcomes [9] and, in patients
with a forensic history, may pose an immediate risk to patient
and staff safety.

Sepede and colleagues reported a case where tradition-
ally dosed clozapine was the only medication noted to ever
alleviate symptoms in a patient with treatment-resistant
schizophrenia but also caused excessive sedation and an
episode of myoclonus. Due to patient preference for conve-
nience and reliability in drug administration, a combination
regimen with long-acting injectable (LAI) aripiprazole facil-
itated the successful use of subtherapeutic doses of clozapine
[27]. The authors questioned whether the use of low-dose
clozapine could potentially allow relaxation of the strict
monitoring regime and thus could encourage patients to
be more accepting of a clozapine trial. The use of long-
acting injectable antipsychotic drugs with addition of low-
dose clozapine would be particularly promising and may
provide an alternative option to manage issues of adherence
commonly seen in antipsychotic prescribing.

In the case series by Lim and colleagues, the potential
benefit for a low-dose clozapine regimen is also conveyed in
affective psychiatric disease featuring psychosis [28]. The
authors questioned whether included patients may have
improved taking clozapine monotherapy, as would have been

the next standard therapeutic step after multiagent failure.
However, when used to augment another agent, subtherapeu-
tic doses of clozapine were given in two of the three cases, with
positive outcomes. The authors postulated that the low doses
used were a protective factor against dose dependent adverse
effects, including sedation, constipation, and seizures.

When added to other antipsychotic treatment, low-dose
clozapine may also assist in reducing dose-related side effects
of the non-clozapine antipsychotic agent. Hung and
colleagues presented a case of schizophrenia where aripipra-
zole therapy provided vast symptomatic improvement but
induced Parkinsonism and severe akathisia. Clozapine
monotherapy was initiated at subtherapeutic levels with
low-dose aripiprazole added again due to past efficacy, with
no return of extrapyramidal side effects [29].

The literature review and case reports summarise the
evidence and rationale for a novel approach to treating the
so-called ultraresistant schizophrenia, particularly when
clozapine cannot be tolerated in the doses required to estab-
lish therapeutic serum levels. Use of low-dose clozapine in
combination with an alternative primary antipsychotic drug
may offer an effective compromise of efficacy and tolerability.
It is important to note that usual monitoring blood tests, such
as white cells and neutrophils, are still required.

Clozapine binds weakly to D1 and D2 receptors, with
affinity for D4, 5-HT2, 5-HT3, alpha-1, alpha-2, H1, and
M1 receptors. Metabolic risks are believed to be due to the
strong blockade of 5HT2C and H1 receptors [30], and stim-
ulation of the enzyme AMPK (adenosine monophosphate-
activated protein kinase) in the hypothalamus, reversing the
effects of leptin [31]. Clozapine’s rapid dissociation from
D2 receptors is credited for its lower risk of extrapyrami-
dal side effects [32]. Its wide spectrum of action is thought
to give benefit via various neurotransmitter systems with
potential advantage when used alongside other “atypical”
antipsychotic medications such as risperidone, quetiapine,
and olanzapine.

Newer agents including amisulpride (a highly selective
D2 and D3 receptor blocker), and aripiprazole (a partial
agonist of both dopaminergic and serotonergic receptors,
assisting in hyper- and hypodopaminergic dysfunction in
schizophrenia), may have a synergistic effect with the recep-
tor profile of clozapine. Indeed, the effects of aripiprazole on
5HT2C and 5HT1A receptors are posited to protect against
clozapine-induced weight gain, dyslipidaemia, and hypergly-
caemia associated with risk of developing diabetes [33–36].

Despite the lowered risk of side effects owing to subther-
apeutic dosing of clozapine, this strategy may not be without
undesirable effects. There have been a handful of cases
reported where low-dose clozapine monotherapy has
resulted in adverse effects despite subtherapeutic levels,
including seizures [37], persistent tachycardia [38], and
tardive dystonia [39]. Additionally, consideration must be
given to drug-to-drug interactions when using multiple agents.
Ray andMunshi presented a case where adding low-dose cloza-
pine to baseline amisulpride treatment aggravated existing
akathisia, with new onset dystonia and hypersalivation [40].
The authors postulated that these adverse effects were due to
increased serum amisulpride levels due to interaction with
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clozapine, which has been reported previously [41]. The
removal of amisulpride and change to clozapine monotherapy
resulted in complete remission of adverse effects.

The current literature highlights the difficulty related to
treatment in those with treatment-resistant schizophrenia
where guidelines are less defined, stressing the need for
further research into personalised management to the indi-
vidual. Further research comprising more robust methodolo-
gies, longer follow-up periods, and larger and more diverse
cohorts is necessary.

These case reports of 3 patients with treatment-resistant
schizophrenia demonstrate the potential feasibility and effi-
cacy of augmenting standard antipsychotic monotherapy
with low-dose clozapine. This adds to the growing body of
literature, with few reported cases exploring this therapeutic
method previously.

Data Availability
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are restricted by the Central Adelaide Local Health Network
HREC in order to protect patient privacy.

Disclosure

The work was completed partially during employment by the
Northern Adelaide Local Health Network (Drs. Haeney and
Brereton) who also funded the Article Processing Charge.

Conflicts of Interest

The authors declare that there is no conflict of interests
regarding the publication of this paper.

References

[1] C. Galletly, D. Castle, F. Dark et al., “Royal Australian and New
Zealand College of Psychiatrists clinical practice guidelines for
the management of schizophrenia and related disorders,” Aus-
tralian and New Zealand Journal of Psychiatry, vol. 50, no. 5,
pp. 1–117, 2016.

[2] H. Y. Meltzer, “Treatment-resistant schizophrenia - the role of
clozapine,” Current Medical Research and Opinion, vol. 14,
no. 1, pp. 1–20, 1997.

[3] H. Elkis and P. F. Buckley, “Treatment-resistant schizophre-
nia,” Psychiatric Clinics of North America, vol. 39, no. 2,
pp. 239–265, 2016.

[4] A. F. Lehman, J. A. Lieberman, L. B. Dixon et al., “Practice
guideline for the treatment of patients with schizophrenia, sec-
ond edition,” American Journal of Psychiatry, vol. 161, Supple-
ment 2, pp. 1–56, 2004.

[5] National Institute for Health and Care Excellence, Psychosis
and schizophrenia in adults; prevention and management,
National Institute for Health and Care Excellence Clinical
Guideline [CG178], 2014.

[6] J. A. Lieberman, S. A. Small, and R. R. Girgis, “Early detection
and preventive intervention in schizophrenia: from fantasy to
reality,” American Journal of Psychiatry, vol. 176, no. 10,
pp. 794–810, 2019.

[7] S. C. Cheng and K. G. Schepp, “Early intervention in schizo-
phrenia: a literature review,” Archives of Psychiatric Nursing,
vol. 30, no. 6, pp. 774–781, 2016.

[8] M. Marshall, S. Lewis, A. Lockwood, R. Drake, P. Jones, and
T. Croudace, “Association between duration of untreated
psychosis and outcome in cohorts of first-episode patients: a
systematic review,” Archives of General Psychiatry, vol. 62,
no. 9, pp. 975–983, 2005.

[9] L. de Haan, D. H. Linszen, M. E. Lenior, E. D. de Win, and
R. Gorsira, “Duration of untreated psychosis and outcome of
schizophrenia: delay in intensive psychosocial treatment ver-
sus delay in treatment with antipsychotic medication,” Schizo-
phrenia Bulletin, vol. 29, no. 2, pp. 341–348, 2003.

[10] D. M. Taylor, D. M. Taylor, and D. Duncan-McConnell,
“Refractory schizophrenia and atypical antipsychotics,” Jour-
nal of Psychopharmacology, vol. 14, no. 4, pp. 409–418, 2000.

[11] J. P. McEvoy, J. A. Lieberman, T. S. Stroup et al., “Effectiveness
of clozapine versus olanzapine, quetiapine, and risperidone in
patients with chronic schizophrenia who did not respond to
prior atypical antipsychotic treatment,” American Journal of
Psychiatry, vol. 163, no. 4, pp. 600–610, 2006.

[12] S. W. Lewis, T. R. E. Barnes, L. Davies et al., “Randomized con-
trolled trial of effect of prescription of clozapine versus other
second-generation antipsychotic drugs in resistant schizo-
phrenia,” Schizophrenia Bulletin, vol. 32, no. 4, pp. 715–723,
2006.

[13] A. Breier, R. W. Buchanan, B. Kirkpatrick et al., “Effects of clo-
zapine on positive and negative symptoms in outpatients with
schizophrenia,” American Journal of Psychiatry, vol. 151, no. 1,
pp. 20–26, 1994.

[14] S. Farooq, A. Choudry, D. Cohen, F. Naeem, and M. Ayub,
“Barriers to using clozapine in treatment-resistant schizophre-
nia: systematic review,” BJPsych Bulletin, vol. 43, no. 1, pp. 8–
16, 2019.

[15] S. E. Legge, M. Hamshere, R. D. Hayes et al., “Reasons for dis-
continuing clozapine: a cohort study of patients commencing
treatment,” Schizophrenia Research, vol. 174, no. 1-3,
pp. 113–119, 2016.

[16] R. R. Conley and D. L. Kelly, “Management of treatment resis-
tance in schizophrenia,” Biological Psychiatry, vol. 50, no. 11,
pp. 898–911, 2001.

[17] D. Siskind, V. Siskind, and S. Kisely, “Clozapine response rates
among people with treatment-resistant schizophrenia: data
from a systematic review and meta-analysis,” Canadian Jour-
nal of Psychiatry, vol. 62, no. 11, pp. 772–777, 2017.

[18] K. Karunakaran, T. E. Tungaraza, and G. C. Harborne, “Is
clozapine-aripiprazole combination a useful regime in the
management of treatment-resistant schizophrenia?,” Journal
of Psychopharmacology, vol. 21, no. 4, pp. 453–456, 2007.

[19] F. L. Rocha and C. Hara, “Benefits of combining aripiprazole
to clozapine: three case reports,” Progress in Neuropsychophar-
macology and Biological Psychiatry, vol. 30, no. 6, pp. 1167–
1169, 2006.

[20] M. Ziegenbein, S. Kropp, and H. E. Kuenzel, “Combination of
clozapine and ziprasidone in treatment-resistant schizophre-
nia: an open clinical study,” Clinical Neuropharmacology,
vol. 28, no. 5, pp. 220–224, 2005.

[21] B. Croissant, D. Hermann, and R. Olbrich, “Reduction of side
effects by combining clozapine with amisulpride: case report
and short review of clozapine-induced hypersalivation-a case
report,” Pharmacopsychiatry, vol. 38, no. 1, pp. 38-39, 2005.

4 Case Reports in Psychiatry



[22] M. R. A. Muscatello, A. Bruno, G. Pandolfo et al., “Topiramate
augmentation of clozapine in schizophrenia: a double-blind,
placebo-controlled study,” Journal of Psychopharmacology,
vol. 25, no. 5, pp. 667–674, 2011.

[23] D. J. Siskind, M. Lee, A. Ravindran et al., “Augmentation strat-
egies for clozapine refractory schizophrenia: a systematic
review and meta-analysis,” Australian & New Zealand Journal
of Psychiatry, vol. 52, no. 8, pp. 751–767, 2018.

[24] E. Wagner, J. Kane, C. Correll et al., “T204. Clozapine combi-
nation and augmentation strategies in patients with schizo-
phrenia –recommendations from an international expert
survey among the treatment response and resistance in psy-
chosis (trrip) working group,” Schizophrenia Bulletin, vol. 46,
Supplement 1, pp. S309–S310, 2020.

[25] J. Nielsen, P. Damkier, H. Lublin, and D. Taylor, “Optimizing
clozapine treatment,” Acta Psychiatrica Scandinavica, vol. 123,
no. 6, pp. 411–422, 2011.

[26] S. C. Stoner, M. M. Dahmen, A. Berges, and W. M. Petry,
“Augmentation of aripiprazole with low-dose clozapine,”
Pharmacotherapy, vol. 27, no. 11, pp. 1599–1602, 2007.

[27] G. Sepede, G. Di Iorio, M. C. Spano et al., “A case of resistant
schizophrenia successfully treated with clozapine/long-acting
injectable aripiprazole combination,” Clinical Neuropharma-
cology, vol. 39, no. 6, pp. 322–324, 2016.

[28] S. Lim, C. Pralea, J. Schnitt, M. B. Bowers Jr., and C. Cooper,
“Possible increased efficacy of low-dose clozapine when com-
bined with aripiprazole,” Journal of Clinical Psychiatry,
vol. 65, no. 9, pp. 1284-1285, 2004.

[29] G. C. Hung and Y. Y. Chen, “Combined low-dose clozapine
with low-dose aripiprazole in a schizophrenic patient,” Journal
of Psychopharmacology, vol. 23, no. 1, pp. 106–108, 2009.

[30] W. K. Kroeze, S. J. Hufeisen, B. A. Popadak et al., “H1-his-
tamine receptor affinity predicts short-term weight gain for
typical and atypical antipsychotic drugs,” Neuropsychophar-
macology, vol. 28, no. 3, pp. 519–526, 2003.

[31] S. F. Kim, A. A. Huang, A. M. Snowman, C. Teuscher, and
A. H. Snyder, “Antipsychotic drug-induced weight gain medi-
ated by histamine H1 receptor-linked activation of hypotha-
lamic AMP-kinase,” Proceedings of the National Academy of
Sciences of the United States of America, vol. 104, no. 9,
pp. 3456–3459, 2007.

[32] S. Kapur and P. Seeman, “Does fast dissociation from the
dopamine d(2) receptor explain the action of atypical antipsy-
chotics? A new hypothesis,” American Journal of Psychiatry,
vol. 57, pp. 553–559, 2000.

[33] X. Fan, C. P. C. Borba, P. Copeland et al., “Metabolic effects of
adjunctive aripiprazole in clozapine-treated patients with
schizophrenia,” Acta Psychiatrica Scandinavica, vol. 127,
no. 3, pp. 217–226, 2013.

[34] D. C. Henderson, L. Kunkel, D. D. Nguyen et al., “An explor-
atory open-label trial of aripiprazole as an adjuvant to cloza-
pine therapy in chronic schizophrenia,” Acta Psychiatrica
Scandinavica, vol. 113, no. 2, pp. 142–147, 2006.

[35] J. S. Chang, Y. M. Ahn, H. J. Park et al., “Aripiprazole aug-
mentation in clozapine-treated patients with refractory
schizophrenia: an 8-week, randomized, double-blind,
placebo-controlled trial,” Journal of Clinical Psychiatry,
vol. 69, no. 5, pp. 720–731, 2008.

[36] J. Masopust, I. Tůma, and J. Libiger, “Adjunctive aripiprazole
decreased metabolic side effects of clozapine treatment,”Neuro
Endocrinology Letters, vol. 29, no. 4, pp. 435–437, 2008.

[37] A. Bolu, S. Akarsu, E. Pan, E. Aydemir, and T. Oznur, “Low-
dose clozapine-induced seizure: a case report,” Clinical Psycho-
pharmacology and Neuroscience, vol. 15, no. 2, pp. 190–193,
2017.

[38] H. Stampfer and P. Swanepoel, “Severe tachycardia following
low-dose clozapine treatment,” Australasian Psychiatry,
vol. 13, no. 1, pp. 80–82, 2005.

[39] L. Huh and B. J. Lee, “Efficacy of low-dose aripiprazole to treat
clozapine-associated tardive dystonia in a patient with schizo-
phrenia,” Turk Psikiyatri Dergisi, vol. 28, no. 3, pp. 208–211,
2017.

[40] A. Ray and S. Munshi, “Augmenting amisulpride with cloza-
pine had led to unmasking of akathisia,” Industrial Psychiatry
Journal, vol. 21, no. 2, pp. 152–154, 2012.

[41] N. Bergemann, J. Kopitz, K. R. Kress, and A. Frick, “Plasma
amisulpride levels in schizophrenia or schizoaffective disor-
der,” European Neuropsychopharmacology, vol. 14, no. 3,
pp. 245–250, 2004.

5Case Reports in Psychiatry


	Augmentation of Antipsychotic Medications with Low-Dose Clozapine in Treatment-Resistant Schizophrenia—Case Reports and Discussion
	1. Introduction
	2. Case Presentations
	2.1. Case One
	2.2. Case Two
	2.3. Case Three

	3. Discussion
	Data Availability
	Disclosure
	Conflicts of Interest

