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ARTICLE INFO ABSTRACT

Keywords: Objectives: Clozapine is the most effective treatment for refractory schizophrenia, yet it remains underused in
Treatment-resistant schizophrenia clinical practice. The current study examined the awareness, familiarity and attitude of a nationwide sample of
Clozapine Israeli psychiatrists regarding the use of clozapine.

Am_ipsyChOﬁCS Methods: Data were collected using questionnaires, completed by 295 psychiatrists. Participants were asked to
ﬁg(ljtxii:ge score questions regarding clozapine procedures; familiarity with guidelines, drug properties, prescription and

attitude towards specialized clozapine resources.

Results: About half (53.3%) of the psychiatrists reported initiating treatment with clozapine according to the
guidelines, whereas 33% reported that they administered clozapine only after three or more unsuccessful an-
tipsychotic treatments. Surprisingly, availability of specialized resources for clozapine treatment (such as clo-
zapine clinics) was associated with delayed initiation of clozapine treatment, and a lower rate of clozapine
administration. Barriers to clozapine use included concerns about patient adherence, side effects and partial
compliance with the required blood monitoring.

Conclusions: Delaying or avoiding clozapine treatment to potentially eligible patients, despite familiarity with
the drug efficacy and treatment guidelines, is a major mental health concern. However, executive allocation of
resources to support the use of clozapine may be ineffective in promoting clozapine use.

1. Introduction

Clozapine was first shown to be an effective antipsychotic in the
1960s (Crilly, 2007). It was approved across Europe for the treatment of
schizophrenia with the evident advantage of its low rate of extra-
pyramidal side effects, compared to the available first-generation an-
tipsychotic drugs. Yet, potentially life-threatening side effects, such as
agranulocytosis and paralytic ileus (Cohen, 2017), led to infrequent use
of the drug. In 1988 the "US Clozaril Study" marked a turning point in
clozapine treatment. This study showed for the first time the superiority
of clozapine over chlorpromazine in alleviating psychotic symptoms in
treatment refractory schizophrenia (TRS) (Kane et al., 1988). This

finding led to the reintroduction of clozapine for the treatment of re-
fractory schizophrenia in Europe and USA. Consequently, the Food and
Drug Agency approved the use of clozapine for resistant-schizophrenia
under restricted clinical follow up and side effects monitoring.

TRS, defined as a treatment failure of two adequate trails of anti-
psychotic drugs, affects up to third of patients with schizophrenia
(Lally et al., 2016). Clozapine was shown to be more effective than any
other antipsychotic compound (Asenjo Lobos et al., 2010) for this pa-
tient population. Moreover, studies have shown that patients under
clozapine treatment have the lowest rate of re-hospitalization and an-
tipsychotic discontinuation compared to other antipsychotics (Ciudad
et al., 2008; Taipale et al., 2018; Werneck et al., 2011). Yet, clozapine
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continues to be underused in many countries (Bachmann et al., 2017;
Bogers et al., 2016; Farooq et al., 2019; Warnez and Alessi-Severini,
2014) and there is a substantial delay of about four to ten years on
average before clozapine initiation (Howes et al., 2012; Wheeler,
2008). Polypharmacy (two or more antipsychotics concurrently) in
high doses are commonly used prior to clozapine, despite clear guide-
lines, indicating otherwise (Howes et al., 2012). Part of the reluctance
to use clozapine is related to prescribers’ negative attitude towards
clozapine prescription.

A previous study exploring psychiatrists' attitudes towards clozapine
treatment in Denmark showed that 64% of psychiatrists would rather
combine two antipsychotics, than use clozapine, in contrast to the
guidelines for the treatment of TRS (Nielsen et al., 2010). Another re-
cent study showed that only 17% of outpatients with TRS were pre-
scribed clozapine, while 68% of them continued to receive anti-
psychotics despite failure of more than three different antipsychotic
agent (Alessi-Severini et al., 2013). In addition, this study showed that
the median length of therapy prior to clozapine initiation was 8.9 years
in males and 7.7 years in females (Alessi-Severini et al., 2013), exposing
the patients to a lengthy period of active psychosis due to suboptimal
response to antipsychotics prior to clozapine prescription. Another
study from England, examined para-medical practitioners' (pharma-
cists, nurses, psychologists and occupational therapists) attitudes to
clozapine initiation. It showed that though 81% of them were aware of
the guidelines for schizophrenia, only 48% were aware of the particular
guidelines for clozapine initiation (Gee et al., 2014). Most respondents
reported that the requirement for weekly blood test monitoring is a
major contributor to patient's refusal to clozapine initiation.

The Israeli guidelines state that the indication for commencing
clozapine is following an unsuccessful trail of two antipsychotic com-
pounds from different classes, for a sufficient duration and dose. In
addition the guidelines detail the procedure for clozapine initiation and
the measures needed for maintenance and safety regulation during
clozapine treatment. In Israel, up to November 2013, the initiation of
clozapine treatment was allowed only at psychiatric inpatient wards or
hospital-affiliated psychiatry outpatient clinics. Currently, the initiation
of clozapine is allowed at any psychiatric clinic or ward under man-
datory weekly blood count monitoring for the first 18 weeks of treat-
ment, and the prescription is issued weekly only after blood cell count
test within normal range. Following these initial 18 weeks, the pre-
scription is issued based on a monthly blood cell count monitoring.

The current study examined psychiatrists’ awareness and familiarity
with procedures associated with clozapine administration and their
attitudes towards the use of clozapine. Based on the current literature,
we hypothesized there will be low rate of familiarity and adherence
with the guidelines for clozapine initiation and prescription. We also
evaluated effects of various treatment settings (e.g. hospitals, clinics
etc.) and the availability of special resources allocated to clozapine
treatment (i.e. clozapine clinics) on psychiatrists’ attitude towards
clozapine use. We hypothesized that special resources would be asso-
ciated with higher reported prescription rate of clozapine and famil-
iarity with guidelines.

2. Materials and methods
2.1. Sample

We conducted a survey of psychiatrists across Israel to examine
awareness, attitudes and experience regarding the use of clozapine in
clinical practice. Questionnaires were distributed via e-mail (23.4%),
air mail (8.1%) or delivered by hand (68.5%) in clinical settings or
during professional conferences over two years from March 2015 to
March 2017. During the study period (24 months), 620 out of 800
(78%), the total number of registered psychiatrists in the country, were
randomly approached and of them 295 responded (response rate
47.5%).
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2.2. Questionnaire

Data were collected regarding demographic information: gender,
age, professional status, and place of work (see Appendix 1 for the
complete questionnaire). Medical residents in Israel are allowed to
prescribe medications, including clozapine under supervision of a se-
nior physician. Residents participate actively in pharmacotherapeutic
decision making. Moreover, after passing the board certification they
are even more involved in clozapine initiation and prescribing, there-
fore their attitudes toward this medication are highly relevant. In order
to assess awareness to clozapine treatment guidelines, participants were
asked about their awareness of the Israeli Ministry of Health guidelines
for the treatment of schizophrenia, and familiarity with the guidelines
for initiating clozapine treatment and the use of therapeutic blood
monitoring of clozapine levels.

The structured questionnaire also included items regarding the de-
gree of clinical experience with clozapine: (A) the current number of
clozapine treated patients under one's care and (B) under what clinical
circumstances they initiate clozapine treatment. In addition, the parti-
cipants were asked "How many unsuccessful antipsychotic treatment
attempts are needed for you to consider commencing clozapine treat-
ment?". In addition they were asked to rate the effectiveness of cloza-
pine in the treatment of refractory schizophrenia on a Likert-like scale
from 1 ("much less effective than other antipsychotics") to 5 ("greater
effectiveness than other antipsychotics”). Similarly, participants were
asked to rate their impression of patients’ satisfaction with clozapine
compared to other antipsychotics. Finally, participants were asked to
rate items which they considered to be barriers to clozapine use or
delays in clozapine initiation (e.g. side effects, logistics, cost, use).

2.3. Statistical analysis

Descriptive statistics were used for the demographic data and the
scores of the various items. Student's t-test and analysis of variance
(ANOVA) for parametric data were used as appropriate. Association
and correlations between different variables were evaluated using
Pearson's Chi-square or Pearson's correlation tests. All statistical tests
were two-sided and the level for statistical significance was set to less
than 0.05. The statistical analysis was performed using the Statistical
Package for Social Sciences 21.0 for Windows (SPSS Inc., Chicago,
Illinois, USA).

3. Results
3.1. Demographics

Demographic characteristics are shown in Table 1. Fifty four per-
cent of responders were males. Fifty three percent worked in inpatient
wards and the remaining 47% in an outpatient setting. Of the sample,
40% were residents (trainees in senior level) and 60% specialists. Thirty
two percent of the psychiatrists were in managerial positions.

3.2. Familiarity with clozapine prescription guidelines

Sixty six percent of psychiatrists reported familiarity with the gen-
eral treatment guidelines for schizophrenia, 64.4% indicated that they
knew the guidelines for prescribing clozapine in schizophrenia and
69.5% were familiar with the procedures for clozapine initiation in
treatment resistant schizophrenia. Only 15% were aware of the re-
commended therapeutic plasma clozapine level.

3.3. Attitude toward clozapine usage
There was a discrepancy between the reported mean rate of patients

who met the criteria for the treatment of clozapine (34% of patients
under the participants’ personal care) and the mean 14.6% patients who
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Table 1
Demographic data of the participants (N = 259).
n %

Gender
Males 160 54.2
Females 130 44.1
Missing value 5 1.7

Age (years)
Up to 35 82 27.8
36-45 106 35.9
46-55 62 21
More than 56 40 13.6
Missing value 5 1.7

Main workplace
Community clinic 41 139
Outpatient Clinic (General Hospital) 51 17.3
Outpatient Clinic (Psychiatric Hospital) 35 11.9
Private clinic 6 2
Total (133) (45.1)
Psychiatric open ward (General Hospital) 30 10.2
Psychiatric open ward (Psychiatric Hospital) 29 9.8
Psychiatric locked ward (Psychiatric Hospital) 52 17.6
Psychiatric locked ward (Chronic) 4 1.4
Psychiatric Combined wards (General Hospital) 18 6.1
Psychiatric Combined wards (Psychiatric Hospital) 23 7.8
Total (156) (52.9)
Missing value 8 2.7

Professional status
Specialist psychiatrist with more than 5 years experience 127 43.1
Specialist psychiatrist with less than 5 years experience 47 15.9
Total az4 (59)
Resident psychiatrist — Junior 71 24.1
Resident psychiatrist — Senior 45 15.3
Total (126) (39.4)
General doctor 1 0.3
Missing value 4 1.4

Management position
Yes 95 32.2
No 196 66.4
Missing value 4 1.4

were reported to be actually treated with clozapine (42% of potential
patient candidates) by the participants. In addition, about half (53.3%)
of all respondents reported initiating treatment with clozapine ac-
cording to the accepted guidelines (initiating clozapine following two
unsuccessful antipsychotic trials), while 33% of the respondents noted
that they initiated clozapine only after three or more failures of treat-
ment with other antipsychotics.

3.4. Knowledge on effectiveness

While most psychiatrists (90.6%) acknowledged that clozapine is
more effective or much more effective than atypical antipsychotics in
the treatment of TRS, two thirds (66.7%) thought that it is also more
effective for treatment-responsive schizophrenia.

3.5. Satisfaction

Most of the psychiatrists (65.4%) reported that schizophrenia pa-
tients are satisfied with clozapine treatment more or the same as with
atypical antipsychotics. However, 25.8% reported that patients are
more satisfied with non-clozapine compounds. Only 8.5% of the psy-
chiatrists thought that patients are not satisfied with clozapine treat-
ment.

3.6. Factors encouraging vs. delaying clozapine treatment

Factors that encourage clinicians in initiating clozapine treatment
and their effect on their decision making are shown in Fig. 1. Most of
the clinicians (62%) thought that availability of monitoring plasma
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clozapine level would support their decision to initiate clozapine. In
addition, 60.4% of clinicians noted that availability of institutional /
regional specialized clozapine clinic may be helpful, and more than half
(53%) reported that the availability of institutional care coordinators,
who would monitor the treatment process, may also encourage their
decision to initiate clozapine treatment. There was no difference be-
tween participants with or without additional resources with regards
their preference for future additional resources to support them.

Factors that may delay clinicians’ decision to commence clozapine
are shown in Fig. 2. Eighty two percent and 64.1% of the participants
reported that the risk of non-adherence and their own concerns re-
garding clozapine's adverse effect burden, respectively, were the
leading factors for delaying their decision to initiate clozapine. With
regards to side effects, the risk of agranulocytosis (71.3%) was the most
concerning factor contributing to a delay in clozapine initiation, fol-
lowed by myocarditis (34.2%), electrocardiogram changes (18.0%),
diabetes (9.5%), constipation (4.7%) and hypersalivation (3.4%).

Ninety four percent of the sampled psychiatrists reported that the
burden of blood testing was the main reason for patients' decision to
avoid clozapine initiation, whereas 83.4% thought that patients' con-
cerns regarding clozapine side effects are a leading barrier for delaying
clozapine initiation.

3.7. Effect of special resources allocated to clozapine treatment (Clozapine
clinics)

Forty-six psychiatrists (15.9%) reported having additional resources
for the treatment of clozapine in their local mental health services.
Interestingly, only 36.9% of the psychiatrists who have additional re-
sources consider initiation of clozapine treatment according to the
guidelines compared to 58.9% of those who do not have additional
resources (X&), = 23.9, P < 0.001

Psychiatrists with additional resources in their workplace report
they tend to prescribe more oral atypical antipsychotics as an alter-
native to clozapine treatment (53.2%), with fewer using typical and
atypical antipsychotics combinations (8.5%) than psychiatrists who do
not have available additional resources (28.6% and 24.1%, respec-
tively, x* sy = 16.5, P < 0.005).

3.8. Residents versus specialists

Certified specialists (n = 174) compared to residents (n = 126)
were more familiar with the guidelines for initiating clozapine treat-
ment (mean score 4.08 =+ 0.95 vs. 3.24 = 1.13, tu1y) = 6.54,
P < 0.0001, respectively). Similarly, specialists were more familiar
with the guidelines for clozapine treatment in resistant schizophrenia
compared to residents (score 4.17 * 0.82 vs. 3.22 * 1.29, t
azey = 6.98, P < 0.0001, respectively). In addition, specialists were
more familiar with the guidelines for clozapine treatment monitoring
compared to residents (score 4.23 * 0.80 vs. 3.34 *= 123, t
180y = 6.87, P < 0.0001, respectively).

Surprisingly, despite the residents' apparent lower familiarity with
the guidelines, the majority of them (63%) noted that they support
initiating treatment according to the guidelines and only 25% advocate
clozapine initiation after failure of three or more antipsychotic treat-
ment trials. In contrast, only 47.6% of specialists reported to initiate
treatment with clozapine according to the guidelines, whereas 39.5% of
the specialists indicated that they begin treatment with clozapine fol-
lowing failure of three or more treatment trials (x%, = 17.364,
P < 0.015).

There was no difference between specialists with more than five
years of experience compared to specialists with less experience in re-
gards to familiarity with the guidelines.
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Fig. 2. Rate of psychiatrists' reports of side effects as a cause of delaying/avoiding initiation of clozapine treatment.

4. Discussion

In this study, we examined the attitude to clozapine administration
and the awareness of its treatment guidelines in a sample of 259 psy-
chiatrists. The main findings of this study were that only about two
thirds of the sample prescribers are familiar with clozapine initiation
guidelines and indications and that only about half reported adherence
with guidelines in their practice.

Participants noted that they are familiar with treatment refractory
schizophrenia treatment guidelines, and the general guidelines for
clozapine initiation. However, only about half (53.3%) of the psychia-
trists reported adherence with the guidelines. Likewise, most psychia-
trists (90.6%) thought that clozapine is a more effective antipsychotic,
or a much more effective than other antipsychotics for the treatment of
refractory schizophrenia. Yet, the actual rate of clozapine treated pa-
tients in Israel is low (6.5% of schizophrenia patients) (Unpublished
data).

The leading clozapine-associated adverse effects that could dis-
courage psychiatrists from prescribing clozapine in Israel are similar to
those reported in other countries (Alessi-Severini et al., 2013; Gee et al.,
2014; Sernyak and Rosenheck, 2008) in previous studies. Specifically,
the risk for agranulocytosis (71.18%) was the leading factor, followed
by myocarditis, changes in electrocardiogram, emerging diabetes,
constipation and hyper-salivation. This is despite the fact that agranu-
locytosis is a relatively rare side effect with incidence rate of around 3%
(Cohen et al., 2012; Lally et al., 2017; Malik et al., 2018; Munro et al.,
1999) and constipation is the leading fatal side effect with incidence
rate of around 10% and case-fatality rate of 15% —27.5%. (Cohen,
2017; Cohen et al., 2012; Shirazi et al., 2016; West et al., 2017).

Interestingly, the availability of specific resources for clozapine
treatment did not affect the reported rate of use of the compound. This

counterintuitive finding suggests that allocating special resources for
clozapine treatment (such as dedicated clozapine clinics or institutional
care coordinators) does not increase the consideration of psychiatrists
in Israel to initiate clozapine according to the guidelines. It is possible,
however, that such additional resources may reduce the exposure of
psychiatrists to this option or they may rely on the knowledge of the
specialized team, therefore their own knowledge and familiarity with
guidelines might be lower. This assumption is supported by the fact that
those who had access to specialized resources reported to consider
clozapine initiation later. Surprisingly, 43.3% of the psychiatrists who
reported to have additional resources available in their workplace re-
ported that they initiate clozapine after the failure of three or more
treatment trials (more than the guidelines require) compared to 31% of
psychiatrists without additional resources in their workplace. Yet,
60.4% of the total sample noted that an institutional / regional spe-
cialized clinic may be helpful and about a half (53%) noted that an
institutional care coordinator who monitors the treatment process may
assist in the decision to start clozapine treatment.

Almost all of the sampled psychiatrists (94%) thought that the
burden of blood testing was the main reason for patients' decision to
avoid clozapine initiation. This finding was indeed found in several
other studies as barrier for initiating clozapine on behalf of patients
(Bogers et al., 2016; Farooq et al., 2019). One potential modality to
overcome this barrier might be using a point of care leukocyte count for
monitoring. It was shown that patients tolerated capillary blood testing
with a point-of-care device better than traditional venous sampling at a
laboratory (Bogers et al., 2015).

Limitations of this study should be considered. It is a survey among
a cross-sectional sample of psychiatrists in Israel; therefore, the gen-
eralizability of the findings is unclear. However, although we collected
data from about 20% of Israeli psychiatrists, the distribution of age,
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gender and levels of expertise is representative of the entire psychia-
trists’ population.

5. Conclusions
In this study, we found that most psychiatrists are aware of the ef-
ficacy of clozapine, though only half of those were familiar with the

recommendations for the initiation of clozapine in refractory

Appendix. Clozapine attitudes questionnaire (Daod et al.)

Psychiatry Research 275 (2019) 155-161

schizophrenia. However, despite psychiatrists’ awareness of clozapine's
efficacy, the psychiatrists reported underuse of clozapine for treatment-
resistant schizophrenia. Barriers for initiation of clozapine include
concerns about compliance, tolerance, comorbid physical health dis-
orders and difficulty in adhering with blood monitoring. It appears that
the exclusive allocation of resources to encourage, facilitate and sup-
port clozapine use does not increase the appropriate guideline-re-
commended use of clozapine

1 Professional status:

A Specialist psychiatrist, over 5 years

A Specialist psychiatrist, less than 5 years
A Resident Psychiatrist before Stage 1

A Resident Psychiatrist after stage 1

A Physician without any specialty *

*A physician who works in the field of psychiatry but does not have the status of intern or specialist

1 Are you in a managerial position?

A Yes

A No

1 Your main place of work:

A Community clinic

A Outpatient clinic in general hospital

A An outpatient in a psychiatric hospital

A An open department is active in a general hospital

A The Open Department is active in a psychiatric hospital
A An active closed ward in a psychiatric hospital

A A chronic closed ward

A An integrated department (open and closed) in a general hospital
A Combined department (open and closed) in a psychiatric hospital
A private clinic

1 sex:

A male

A female

1 age:

A Up to 35

A 36-45

A 46-55

A Over 56

1 What proportion of patients who are directly under your care meets CLOZAPINE treatment criteria?

A 0-20%
A 21% —40%
A 41% —60%
A 61% —80%
A 81% —100%
A Do not know
1 When will you recommend starting CLOZAPINE in schizophrenia patients?
A As a first line of treatment
A As a second treatment line
A After a failed treatment attempt with two antipsychotics (typical and atypical)
A After a failed treatment attempt with two antipsychotics
A After a failed treatment attempt with three antipsychotics
A After a failed treatment attempt with four antipsychotics
A other, specify:
A Do not know

1 Do other clinical / administrative resources are being allocated in your workplace to support starting CLOZAPINE (such as a treatment center doctor, a special clinic, etc.)?

A No
A Yes, please specify:
A Do not know

1 Of the total number of patients under your direct care, how many of them are being treated with CLOZAPINE?

A 0-20%
A 21% —40%
A 41% —60%
A 61% —80%
A 81% —100%
A Do not know
1 How well do you know the treatment guidelines and algorithms in schizophrenia?
not familiar atall 1 2 3 4 5 very familiar

1 How well do you know the current Ministry of Health criteria for treating CLOZAPINE for patients with schizophrenia?

not familiar atall 1 2 3 4 5 very familiar

1 How well do you know the procedure for initiating CLOZAPINE in resistant schizophrenia patients?

not familiar atall 1 2 3 4 5 very familiar

1 To the best of your knowledge, what is the therapeutic level of CLOZAPINE in the blood?

A 50-149ng/mL
A 150-249ng/mL
A 250-350ng/mL
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A 351-450ng/mL
A Do not know
1 How would you rate the efficacy of CLOZAPINE in resistant schizophrenia patients compared to other SGA?
No efficacy atall 1 2 3 4 5 very effective
1 How would you rate the efficacy of CLOZAPINE in non-resistant schizophrenia compared with the other SGA?
No efficacy atall 1 2 3 4 5 very effective
1 In your opinion, what is the degree of satisfaction of patients with CLOZAPINE compared to patients with other SGA?
Not satisfied atall 1 2 3 4 5 very satisficed
1 If you decide that the patient, despite meeting the criteria, cannot get CLOZAPINE. What alternative treatment would you recommend?
A SGA
A FGA
A SGA long - term INJECTION
A FGA long - term INJECTION
A A combination of SGA & FRA
A Do not know
* We would appreciate if you state your answer:
1 What do you think is the most dangerous side effect of CLOZAPINE?
A Agranulocytosis
A Myocarditis
A Constipation
A Changes in ECG heart chart
A Diabetes
A Do not know
A Other
1 Choose three of the following side effects that will prevent you from starting CLOZAPINE treatment and rate them according to the degree of disturbance (from 1 less to 3 the
most)
A Myocarditis ___
A Constipation ____
A Changes in the heart chart ____
A Diabetes ____
A Drooling__
A Urinary incontinence _____
A OCD __
A No side effect
A Do not know
1 In your opinion, to what extent do the following factors (A-F) delay the patient's decision to start CLOZAPINE treatment?
A The patient's need for full physical and laboratory assessment before starting treatment?
Nodelayatall 1 2 3 4 5 verydelay
A The patient's need for weekly blood tests?
Nodelayatall 1 2 3 4 5 verydelay
A The patient's doubt about the efficacy of CLOZAPINE treatment
Nodelayatall 1 2 3 4 5 verydelay
A The patient's fear of the side effects of CLOZAPINE
Nodelayatall 1 2 3 4 5 verydelay
A The cost of the drug
Nodelayatall 1 2 3 4 5 verydelay
A Other, please specify if:
Nodelayatall 1 2 3 4 5 verydelay
1 In your opinion, to what extent do the following factors (A-I) delay your decision as a clinician to start CLOZAPINE treatment?
A Your unfamiliarity with CLOZAPINE
Nodelayatall 1 2 3 4 5 verydelay
A Your concern about the administrative factors related to the initiation of treatment (Receiving treatment approval, weekly prescription)
Nodelayatall 1 2 3 4 5 verydelay
A Your concern about patient's intolerance to the drug
No delayatall 1 2 3 4 5 verydelay
A Your doubt about the efficacy of CLOZAPINE
Nodelayatall 1 2 3 4 5 verydelay
A Your concern of the life threating side effects of CLOZAPINE
Nodelayatall 1 2 3 4 5 verydelay
A Your concern that the patient will not continue the treatment
Nodelayatall 1 2 3 4 5 verydelay
A Your concern that the patient would not attend the weekly blood tests
Nodelayatall 1 2 3 4 5 verydelay
A Your concern that the CLOZAPINE will worsen existing psychopathology, such as OCD
Nodelayatall 1 2 3 4 5 verydelay
A Other (please specify if there is one)
Nodelayatall 1 2 3 4 5 verydelay
1 In your opinion, to what extent would the following factors (A and F) support your decision to start CLOZAPINE treatment?
A A computerized database that coordinates the medical data of CLOZAPINE patients
don't supportatall 1 2 3 4 5 very supportive
A An institutional care coordinator, who coordinates and monitors the CLOZAPINE treatment process
don't supportatall 1 2 3 4 5 very supportive
A CLOZAPINE National Information Center (safety, etc.)
don't supportatall 1 2 3 4 5 very supportive
A CLOZAPINE Institutional / Regional Clinic which coordinates and monitors the treatment process.
don't supportatall 1 2 3 4 5 very supportive
A Available blood test (Therapeutic Blood Monitoring — TDM)
don't supportatall 1 2 3 4 5 very supportive
A Other (please specify if there is one)
don't supportatall 1 2 3 4 5 very supportive
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SUPPLEMENTARY INFORMATION
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Supplementary material associated with this article can be found, in the online version, at doi:10.1016/j.psychres.2019.03.029.
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