TRILAFON Tablets
Schering-Plough
Composition
Trilafon tablets contain perphenazine, a piperazinyl
phenothiazine.
Inactive ingredients: Lactose, starch, pregelatinized
starch, magnesium stearate, sucrose, calcium sul‑
fate, tribasic calcium phosphate, acacia, gelatin,
white wax, carnauba wax, butyl‑p‑hydroxybenzoate
(Trilafon 4 mg), and dye, Opalux No. AS7504 Grey
(Trilafon 8 mg).

Extrapyramidal reactions are more common with the
piperazine phenothiazines than other side effects.
They can usually be controlled by concomitant use
of antiparkinsonian agents and/or reduction in dos‑
age. Other side effects associated with phenothi‑
azines include other CNS effects (neuroleptic malig‑
nant syndrome), adverse behavioral effects, auto‑
nomic, allergic, endocrine, cardiovascular, dermato‑
logic, hepatic, dermatologic and ocular effects.

Properties
Perphenazine has actions at all levels of the central
nervous system, particularly the hypothalamus, and
demonstrates anxiolytic, antipsychotic and antiemet‑
ic properties.

Precautions
Severe, acute hypotension has occurred with the
use of phenothiazines and is particularly likely to
occur in patients with mitral insufficiency or pheo‑
chromocytoma. Rebound hypertension may occur in
pheochromocytoma patients. Trilafon tablets should
be used with caution in patients with psychic depres‑
sion. Perphenazine may impair the mental and/
or physical abilities required for the performance of
potentially hazardous tasks, such as driving a car
or operating machinery. The possibility of suicide in
depressed patients during treatment should be con‑
sidered. Untoward reactions of perphenazine tend to
be dose‑related. Caution is suggested in the use of
phenothiazine derivatives in breast cancer patients.
The antiemetic effect of perphenazine may obscure
signs of toxicity due to overdosage of other drugs,
or render more difficult the diagnosis of disorders
such as intestinal obstruction, Reye’s syndrome,
brain tumor, or other encephalopathies. Patients
on large doses of a phenothiazine who are under‑
going surgery should be watched carefully for pos‑
sible hypotensive phenomena. Moreover, reduced
amounts of anesthetics or CNS depressants may
be necessary. Trilafon tablets should be used with
great caution in persons exposed to extreme heat
or extreme cold. A significant unexplained rise in
body temperature may suggest perphenazine intol‑
erance, in which case therapy should be discontin‑
ued. Patients receiving phenothiazines should avoid

Indications
Trilafon Tablets at low doses are effective in control‑
ling the manifestations of anxiety; tension and psy‑
chomotor over activity states. At high doses, these
preparations are indicated in the management of psy‑
chotic disorders. Trilafon tablets are also recommend‑
ed for the control of nausea and vomiting in adults.
Contraindications
Trilafon Tablets are contraindicated in comatose or
greatly obtunded patients and in patients receiv‑
ing large doses of CNS depressants (barbiturates,
alcohol, narcotics, analgesics, or antihistamines);
in the presence of blood dyscrasias, bone marrow
depression, or liver damage; and in patients who
have shown hypersensitivity to Trilafon Tablets or
related compounds. They are also contraindicated
in patients with suspected or established subcortical
brain damage.
Side Effects
Among the side effects associated with phenothi‑
azines are extrapyramidal symptoms, Such as par‑
kinsonism, persistent tardive dyskinesia and akath‑
esia, hypersensitivity reactions. particularly blood
dyscrasias, jaundice and dermatologic reactions.

undue exposure to sunlight. Phenothiazines should
be used cautiously in patients with diminished renal
function and in patients with respiratory impairment
due to either acute pulmonary infections or to chron‑
ic respiratory disorders. With long‑term therapy, the
risk of liver damage, corneal and lenticular deposits,
retinal changes, and irreversible dyskinesias should
be considered. Periodic laboratory testing should
be considered, especially during high‑dose or pro‑
longed therapy. Patients should be watched closely
for renal hematologic and hepatic effects, especial‑
ly between the fourth and tenth week of therapy. It
white blood‑cell depression occurs with significant
depression of granulocytes, therapy should be dis‑
continued. If abnormalities in hepatic or renal func‑
tion tests occur, therapy should be discontinued.
Drug Abuse and Dependence: In general, phe‑
nothiazines do not produce psychic dependence.
However, following abrupt cessation of high‑dose
therapy, gastritis, nausea, vomiting, dizziness tremu‑
lousness and motor hyperactivity have been report‑
ed. These symptoms may be reduced by continu‑
ing concomitant antiparkinsonian agents for several
weeks after phenothiazine withdrawal.
Pregnancy and Lactation
Trilafon tablets should be used during pregnancy, in
nursing mothers or women of childbearing age only
if potential benefits to the mother justify potential
risks to the fetus or infant. Perphenazine is excreted
rapidly in breast milk.
Pediatric Usage: Safety and effectiveness in children
less than 12 years of age have not been established.
Overdosage
Emergency treatment should be started immediate‑
ly. Patients should be hospitalized as soon as pos‑
sible. Concurrent ingestion of alcohol or other drugs
or some other medical explanation for the patient’s
condition should be considered.
Symptoms: Perphenazine overdosage primar‑
ily involves the extrapyramidal system. Overdosage
symptomatology is generally an extension of the
many pharmacologic effects of perphenazine.

CNS depression progressing from drowsiness to
stupor or coma with areflexia may occur. Patients
with early or mild intoxication may experience rest‑
lessness, contusion and excitement. Other symp‑
toms include hypotensive tachycardia, hypothermia,
miosis, tremor, muscle twitching, spasm, rigidity or
hypotonia, convulsions, difficulty in swallowing and
breathing, cyanosis and respiratory and/or vasomo‑
tor collapse, possibly with sudden apnea.
Treatment: Treatment is symptomatic and support‑
ive. Providing the patient is conscious, vomiting
should be induced, even it emesis has occurred
spontaneously. Pharmacologically‑induced vomit‑
ing by the administration of ipecac syrup is the pre‑
ferred method. Since ipecac has a central mode of
emetic action in addition to its local gastric irritant
properties, it should be noted that the central action
may be blocked by the antiemetic effect of Trilafon
tablets. The action of ipecac is facilitated by physi‑
cal activity and by the concurrent administration of
240 to 360 milliliters of water. It emesis does not
occur within 15 minutes, the dose of ipecac should
be repeated. Precautions against aspiration must be
taken, especially in infants and children. Following
emesis, any drug remaining in the stomach may
be adsorbed by activated charcoal administered
as a slurry with water. If vomiting is unsuccessful
or contraindicated, gastric lavage with physiologic
saline solution should be performed, particularly
in children. In adults, tap water can be used; how‑
ever, as much as possible of the amount admin‑
istered should be removed before the next instil‑
lation. Saline cathartics draw water into the bowel
by osmosis and therefore may be valuable for their
action in rapid dilution of bowel content. Standard
measures (oxygen, intravenous fluids, corticoste‑
roids) should be used to manage circulatory shock
or metabolic acidosis. An open airway and adequate
fluid intake should be maintained. Body temperature
should be regulated. Hypothermia is expected, but
severe hyperthermia may occur and must be treated
vigorously. An electrocardiogram should be taken
and close monitoring of cardiac function instituted

for not less than five days. Cardiac arrhythmias may
be treated with neostigmine, pyridostigmine or pro‑
panolol. Digitalis should be considered for cardiac
failure. Vasopressors, such as norepinephrine or
phenylephrine, may be used to treat hypotension,
but epinephrine should NOT be used.
Anticonvulsant agents, such as an inhalation anes‑
thetic, diazepam or paraldehyde, are recommend‑
ed for control of seizures, but not barbiturates,
since perphenazine increases the CNS depressant
action but not the anticonvulsant action of barbitu‑
rates. Since phenothiazines lower the convulsive
threshold, convulsant stimulants such as picrotoxin
or pentylenetetrazol should not be given. If acute
Parkinson‑like symptoms result from perphenazine
intoxication, benztropine mesylate, trihexyphenidyl
or diphenhydramine may be administered. Arousal
may not occur for 48 hours following toxic overdose,
despite supportive and contra‑active measures.
Dialysis is of no value in treatment.
Storage
Store Trilafon products between 2º and 30ºC.
Drug Interactions
Concurrent administration of phenothiazines may
potentiate central nervous system (CNS) depres‑
sant effects of opiates, barbiturates or other seda‑
tives, anesthetics, tranquilizers and alcohol (etha‑
nol). Respiratory depressant effects of meperidine
(and other opioid analgesics) may be increased.
When phenothiazines are used concomitantly with
CNS depressant drugs, overdosage must be avoid‑
ed. Phenothiazines can lower the seizure threshold
in susceptible individuals. Concomitant administra‑
tion of perphenazine and diphenylhydantoin may
cause inhibition of diphenylhydantoin metabolism.
Concurrent phenothiazine administration may poten‑
tiate anticholinergic effects of atropine, tricyclic anti‑
depressant drugs and antihistamines. Potentiation of
anticholinergic effects of or ganophosphorus insec‑
ticides can occur in patients concurrently receiving
phenothiazines and exposed to these insecticides,
Barbiturates and other sedatives and anticonvulsant

agents that induce microsomal drug-metabolizing
enzymes can enhance phenothiazine metabolism.
Concurrent phenothiazine use with guanethidine in
controlled hypertensive patients may result in exac‑
erbation of hypertension after several days of dos‑
ing. Conversely, concurrent phenothiazine use with
methyldopa and beta‑adrenergic receptor blocking
agents, administered for hypertension, may cause
additive hypotensive effects.
Phenothiazines can block or reverse the pressor
effects of epinephrine.
Norepinephrine (levarterenol) or phenylephrine
should be used to treat significant phenothiazineinduced hypotension.
Concurrent phenothiazine administration with
levodopa to patients with Parkinson’s disease may
result in a decreased antiparkinsonian response.
Concomitant ingestion of oral phenothiazines and
antacids, coffee, tea, cola beverages and pectinates
should be avoided since this may decrease pheno‑
thiazine absorption.
Laboratory Test Interactions:
Urinary metabolites of phenothiazines may darken
urine, resulting in false‑positive tests for urobilino‑
gen, amylase, uroporphyrins, porphobilinogens and
5‑hydroxy‑indoleacetic acid. Patients receiving ther‑
apeutic phenothiazine doses may show electrocar‑
diographic changes.
Phenothiazines may increase serum proteinbound iodine levels without clinical thyrotoxicosis.
Perphenazine may interfere with metyrapone testing
of the hypothalamic‑pituitary complex. Depending
on urine pregnancy test being used, false‑positive or
‑negative results may be reported in phenothazines
treated patients.
Dosage and Administration
Dosage must be individualized and adjusted accord‑
ing to the severity of the disorder and the response
obtained. Since extrapyramidal symptoms increase
in frequency and severity with increased dosage, the
lowest effective dose should be administered. These
symptoms have disappeared upon reduction of dos‑

age, withdrawal of medication or administration of
an antiparkinsonian agent. After maximum therapeu‑
tic response is obtained, dosage may be decreased
gradually to a minimum effective maintenance dose.
Anxiety and tension states: 2 to 4 mg as tablets
three times daily, or one Trilafon tablet once daily.
Non‑hospitalized psychotic patients: 4 to 8 mg as
tablets three times daily initially; reduce as soon as
possible to minimum effective dosage.
Hospitalized psychotic patients: 8 to 16 mg as tab‑
lets two to four times daily; avoid dosages in excess
of 64 mg daily.
Severe nausea and vomiting in adults: 8 to 16 mg
daily as tablets in divided doses. Occasionally 24 mg
may be necessary; early dosage reduction is desir‑
able.
Prolonged administration of doses exceeding 24 mg
daily should be reserved for hospitalized patients or
patients under continual observation.

