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LETTERS

Letters from readers are welcome.
They will be published at the edi-
tor’s discretion as space permits
and will be subject to editing.
They should not exceed 500 words
with no more than three authors
and five references and should in-
clude the writer’s telephone num-
ber and e-mail address. Letters re-
lated to material published in Psy-
chiatric Services, which will be
sent to the authors for possible re-
ply, should be sent to Howard H.
Goldman, M.D., Ph.D., Editor,
Psychiatric Services, American
Psychiatric Association, 1000 Wil-
son Boulevard, Suite 1825, MS#4
1906, Arlington, Virginia 22209-
3901; fax, 703-907-1095; e-mail,
psjournal@psych. org. Letters re-
porting the results of research
should be submitted online for
peer review (http://appi.manu
scriptcentral.com).

WWeeiigghhtt  LLoossss  aanndd  
AAnnoorreexxiiaa  WWiitthh  QQuueettiiaappiinnee  
To the Editor: The second-genera-
tion antipsychotic medications repre-
sent a new generation of therapies
that have greater efficacy, especially
for negative symptoms, with fewer ex-
trapyramidal side effects (1). Weight
gain has become a significant issue
with the use of newer antipsychotic
medications, and it has been found to
lead to noncompliance with medica-
tion regimens and medical complica-
tions (2). Quetiapine is a second-gen-
eration antipsychotic that blocks both
dopamine and serotonin (5HT) re-
ceptors (3). Weight gain is a signifi-
cant side effect associated with queti-
apine use (4,5). Weight loss is an in-
frequent adverse effect (3). Anorexia
was frequently reported in premar-
keting evaluations (3). 

Here we report a case of anorexia
and significant weight loss (more than
20 pounds) associated with quetiap-
ine use.

Mr. A is a 68-year-old divorced
white male with a history of schizo-
phrenia, residual type. He was al-
ready taking olanzapine when we

took over his outpatient care. The
daily olanzapine dosage was 12.5 mg
for 24 months. Mr. A’s medication was
cross-tapered to quetiapine because
of sedation and the fact that he was
not maintaining good glycemic con-
trol. Mr. A is 5 feet 6 inches in height,
and he weighed 135 pounds when he
started taking olanzapine. His ideal
body weight is 138 pounds. He
gained five pounds in 24 months
while he was taking olanzapine and
weighed 140 pounds when he started
taking quetiapine. He tolerated que-
tiapine well without any significant
side effects. The dosage was gradual-
ly titrated over four to six weeks to
500 mg a day. 

After taking quetiapine for five
months, Mr. A started to experience a
significant reduction in his appetite,
and he began to lose weight. Over the
next four months, his weight de-
creased to 119 pounds. He stopped
eating almost entirely and reported
that he wasn’t hungry at all. Because
he is a smoker, he was referred to his
primary care physician to rule out any
possible malignancy. Laboratory ex-
aminations—complete blood count,
liver function and renal function
tests, and electrolytes—were per-
formed, along with a colonoscopy and
a computed tomography scan of his
head, chest, and abdomen. All the re-
sults were negative. Other possibili-
ties, including depressive symptoms
and paranoid thinking (for example, a
belief that his food was poisoned)
were explored. Mr. A denied any
changes in mood, and the staff at the
group home where he resides report-
ed that they did not observe any be-
havioral changes indicating a de-
pressed mood. 

We decided to stop prescribing
quetiapine and resume the use of
olanzapine. Within a week Mr. A start-
ed to eat and started gaining weight.
Over two months he gained 14
pounds. His blood sugars are main-
tained with antidiabetic medications.

This case illustrates the importance
of monitoring weight changes among
patients who are taking second-gen-
eration antipsychotic medications.
Most of the time clinicians are con-

cerned about weight gain but not
weight loss. With the newer medica-
tions, which might be weight neutral,
clinicians should pay attention to
weight loss as well. 

Imran S. Khawaja, M.D.
Muhammad W. Azeem, M.D.

Ayesha Ebrahim, M.D.

Dr. Khawaja is with Lakeland Mental
Health Center in Fergus Falls, Minneso-
ta, and is clinical assistant professor in
the neuroscience department of the Uni-
versity of North Dakota School of Medi-
cine in Fargo. Dr. Azeem is with the
Brainerd Regional Treatment Center in
Brainerd, Minnesota. Dr. Ebrahim is
with Erickson Medical Center in Park
Rapids, Minnesota.
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EECCTT  TThheenn  aanndd  NNooww

To the Editor: In the Personal Ac-
counts column in the January issue,
Joy S. McDiarmid (1) described how
she received a total of 60 electrocon-
vulsive therapy (ECT) treatments. I
am certain that the only reason that
this account was allowed to be pub-
lished is that the author’s experiences
were in the 1960s, which sets the
stage for a chorus from the ECT in-
dustry that “it’s not like that any-
more.” 

The truth is that survivors of the
more powerful ECT in the 1980s,
1990s, and today still experience
scrambled brains: permanent severe
memory loss and permanent cogni-
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tive disability (2–4). As a result of the
lost years and lost abilities, ECT per-
manently alters our lives and the lives
of our families in a way that none of
us was warned about and none of us
would have chosen. 

I had a course of modern ECT a
quarter-century after Ms. McDi-
armid’s, at the age of 25. I lost all
memory of five years of my life, the
most crucial years, from what I’ve
been told; they encompassed my col-
lege education. To regain the knowl-
edge I lost—if I could have done it—
would have taken another five years.
But ECT lowered my IQ by one-
third, and left me with permanent an-
terograde amnesia (diminished short-
term memory and learning ability).
The career and future I’d worked to-
ward were lost. 

I spent the next five years strug-
gling to figure out what had hap-
pened to me and then more years try-
ing to find out whether anything
could be done to help me. Those
were lost years just as truly as the
years that were erased. The biggest
obstacle to my rebuilding a life was
professionals’ denial of the brain
damage and disability caused by ECT.
Nothing untoward happened to me,
according to the psychiatrists. But I
couldn’t remember, couldn’t think
clearly, couldn’t learn. Finally I found
a neuropsychologist courageous
enough to diagnose brain damage
from ECT. No survivor of any other
type of brain trauma has to spend
years simply trying to assess her loss-
es and gain access to rehabilitative
services. 

Those 15 state-of-the-art, brief-
pulse ECT treatments left a huge
hole of more than ten years in my life,
but they didn’t take only my past; they
stole my future. 

Like Ms. McDiarmid, I would hope
that today’s ECT patients are given
full and truthful information about
ECT’s permanent adverse effects and
experience fewer “surprises that can
affect a lifetime.” However, a great
deal of evidence indicates that this is
not so (2–5). A literature review of 17
articles and 134 firsthand accounts
that was recently published in the
British Journal of Psychiatry found

that half of ECT patients reported re-
ceiving inadequate or insufficient in-
formation about the procedure (4).
The authors further noted that “the
same themes arise whether the pa-
tient had received treatment a year
ago or 30 years ago” and that “the
proportion of people who feel co-
erced into ECT has increased with
time.” 

Linda Andre

Ms. Andre lives in New York City. She is
director of the Committee for Truth in
Psychiatry.
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UUssee  ooff  CCooeerrcciivvee  MMeeaassuurreess
iinn  aa  PPssyycchhiiaattrriicc  IInntteennssiivvee
CCaarree  UUnniitt  iinn  SSlloovveenniiaa  

To the Editor: Coercive physical
measures are commonly used in psy-
chiatric intensive care units. A variety
of methods are used in different
countries, depending on tradition,
availability, and legislation (1,2), and
several reports have been published
on the different methods used (3–5).

At the University Psychiatric Hos-
pital in Ljubljana, Slovenia, net-beds
were used for decades, but because of
their unpopularity, they were aban-
doned in 1999, and bed-belts began
to be used instead. The situation was
ideal for evaluating the consequences
in a naturalistic observational study.
The study was approved by the na-
tional medical ethics committee. One
of the goals was to evaluate the differ-

ences between patients managed
with net-beds and patients managed
with bed-belts. We also wanted to de-
termine whether the management of
patients changed after the abandon-
ment of net-beds. 

Data from the charts of all patients
admitted during two two-month peri-
ods—from February 1 to March 31 in
1998 and in 1999—were examined.
Information was collected on so-
ciodemographic characteristics and
on illness and treatment. Data from
three instruments were obtained.
Possible scores on the Clinical Global
Impressions range from 1 to 7, with
higher scores indicating greater im-
pairment. Scores on the Global As-
sessment Scale range from 1 to 100,
with higher scores indicating better
functioning. Scores on the Brief Psy-
chiatric Rating Scale range from 18 to
126, with higher scores indicating
greater impairment. Data related to
the use of coercive measures and all
psychopharmacologic therapy (regu-
lar and as needed) were also ob-
tained. Data from the two years were
compared with use of the chi square
test and the t test.

In 1998 a total of 332 patients (173
men, or 52 percent) were admitted,
compared with a total in 1999 of 312
patients (159 men, or 48 percent). No
differences were found between the
two samples in sociodemographic or
diagnostic characteristics. In 1998 co-
ercive physical measures were used
with 32 patients (10 percent); 24 (7
percent) were managed with net-
beds, and eight (2 percent) with bed-
belts. In 1999 coercive physical meas-
ures were used with 16 patients (5
percent); all were managed with bed-
belts. Among the 24 patients who
were managed with net-beds, 19 (79
percent) were taking antipsychotics
on a required or as-needed basis.
Among the 16 patients managed with
bed-belts in 1999, seven (44 percent)
were taking antipsychotics. 

Patients managed with bed-belts
had significantly higher scores on the
Clinical Global Impressions than those
managed with net-beds (5.6 compared
with 4.9; t=2.53, df=39, p<.05); they
had lower Global Assessment Scale
scores (18 compared with 31; t=3.16,
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df=34, p<.01) and higher Brief Psychi-
atric Rating Scale scores (65.3 com-
pared with 53.9; t=2.10, df=38, p<.05).
Violence was the most cited reason for
use of bed-belts and confusion (deliri-
um) for use of net-beds. Significantly
more patients with schizophrenia were
managed with bed-belts.

The study had several limitations,
in particular the short evaluation pe-
riod and the lack of baseline data.
However, some changes in the use of
coercive physical measures and pa-
tient characteristics were found. In
1999 fewer coercive physical inter-
ventions in general were used, and
the reason for use of coercive meas-
ures changed. Use of restrictive
measures (bed-belts) was reduced,
and only more severely disturbed pa-
tients were subjected to these meas-
ures. Because other characteristics

of patients and staff did not change,
we can conclude that changes in the
availability of certain coercive meas-
ures in our hospital led to an overall
reduction in use of coercive meas-
ures. Attention to the use of coercive
measures may increase staff toler-
ance of patients’ disturbed behav-
iors. 

Rok Tavcar, M.D., Ph.D.
Mojca Z. Dernovsek, M.D., Ph.D.

Virginija Novak Grubic, M.D.,
Ph.D.

The authors are affiliated with the depart-
ment of clinical psychiatry at the Univer-
sity of Ljubljana Psychiatric Hospital, in
Ljubljana, Slovenia. 
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AApppplliiccaattiioonnss  ffoorr  22000055  AAcchhiieevveemmeenntt  AAwwaarrddss

The American Psychiatric Association is now accepting applications for the 2005
Psychiatric Services Achievement Awards. The deadline for receipt of applica-
tions is Monday, April 18, 2005.

The American Psychiatric Association presents the awards each year to recog-
nize programs that have made an outstanding contribution to the mental health
field, that provide a model for other programs, and that have overcome obstacles
presented by limited staff resources or other significant challenges. The winner
of the first prize in each of two categories—community-based programs and ac-
ademically or institutionally sponsored programs—receives a $10,000 grant made
possible by Pfizer, Inc. The first-prize winners also receive plaques, as do the sec-
ond- and third-place winners.

To obtain an application form or additional information, go to www.
psych.org/psychpract/awards.cfm or contact Mary Ward at 703-907-8592 (e-mail,
mward@psych.org).
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