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mechanisms underlying tardive dyskinesia(s) will,
we hope, be better understood.

DILIP V. JESTE
DANIEL R. WEINBERGER

STEVEN ZALCMAN
RICHARD JED WYATF

Laboratory of Clinical Psychopharmacology,
Division of Special Mental Health Research,
IntramuralResearchProgram,
National Inst ituie of Mental Health,
Saint ElizabethsHospital,
Washington,D.C. 20032, U.S.A.
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COMPULSORY ADMISSION
DEAR SIR,

I certainly agree with Dr Srinivasan and his
colleagues (Journal, February 1980, 136, 200â€”201)
that factual evidence about the multiple effects of
compulsory hospital admission is badly needed.
However, I doubt that this will be provided by the
study they outline in their letter.

I am concerned that the views of 20 out of a
sample of 50 patients are brushed aside with the
judgement that some of them were unable to show
enough â€˜¿�criticaljudgement and insight'â€”what
exactly was required?

Then there is the host of questions raised by
patients â€˜¿�admittingthey were ill' (was this sufficient
to justify compulsory admission?) or feeling that the
hospital stay was â€˜¿�helpful'.There is a marked tendency

on the part of hospital staff to inculcate both these
platitudes upon patients and relatives during the
traumatic period surrounding such an admission. It is,
indeed, an independently-minded patient who does
not answer in appropriate fashion similar questions
asked by any hospital authority. The five patients
who did answer negatively, not surprisingly, blamed
circumstantial features such as ward conditions.

The next-of-kin is the person required to sign the
section form: simple theories of cognitive dissonance
predict they will agree that the patient was â€˜¿�ill'and
that the hospital stay was â€˜¿�helpful'.

Leaving aside, then, the strange calculation of
percentages, this study needs much improvement
before it is extended to other hospitals. Patients still
resident in the hospital are likely to include repre
sentatives of the least conforming subsample, and it
should be possible to obtain the views of some of this
group. What is meant by a â€˜¿�helpful'admission:
perhaps the same help could be given in another way?
The views of other relatives, social workers and
persons concerned around the time of admission, are
important.

Without such modifications, publication of the
study may encourage unjustified complacency. Let us
not increase government inertia on mental health
matters!

The Maudsley Hospital,
DenmarkHill,
London,SE5

DENISE YELDHAM

EMERGENCY MANAGEMENT OF THE
STARVING PSYCHIATRIC PATIENT

DEAR SIR,
We wish to report how the use of a naso-gastric

tube relatively easily saved a depressive patient who
was determinedly starving herself to death. She was
aged 55 with a particularly intractable depressive
illness, severely agitated and deluded that she â€˜¿�hadno
stomach and therefore could not eat'. Her brother had
died of starvation in this institution two years before.
When our patient had drunk only two cups of tea in
24 hours we feared for her life and decided to use a
naso-gastric tube.

The technique was as follows: A Ch. 8 gauge naso
enteral tube was employed. For convenience and for
the comfort of the patient, the tube was inserted while
the patient was still unconscious following ECT. It
was found that the supplied introducer was not
needed, and the narrow-bore tube was easily guided
into the oesophagus with a pair of Magill endotracheal
forceps, under direct vision with a laryngoscope. The
position of the distal end of the tube was checked,
firstly by blowing air down it and auscultating over
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the stomach, and secondly by testing a small quantity
of aspirate with litmus. The proximal end of the tube
was taped over the bridge of the patient's nose and
forehead, out of her line of vision, and connected via
a giving set to an infusion bottle.

Isocal (a polymeric, isotonic nutrient solution) was
administered as a continuous infusion, initially at a
rate of 60 nil/hr. This was increased over the next
24 hours to 120 ml/hr and was well tolerated. In this
way the patient received over 2,000 ml fluid and
2,000 calories per day. At no time did the patient
object to the tube, and in fact she seemed oblivious to
its presence. During the course of naso-gastric feeding
the patient was offered food at regular mealtimes, and
after two days began to swallow fluids and solids
apparently uninhibited by the presence of the tube.
After six days her voluntary intake was sufficient to
permit removal of the naso-gastric tube; her weight
had increased from 54.8 kg to 59.7 kg. During this
time vigorous attempts had been made to treat her
depressive state, with daily ECT and high doses of
loxapine, clomipramine, and chlorpromazine. A
marked temporary improvement occurred within the
first three days, though the loxapine had then to be
reduced in dose because of the onset of an acute
oro-buccal dyskinesia which disappeared on dosage
reduction.

During the succeeding few weeks the patient
continued to maintain her calorie and fluid intake,
though her depressive state is as yet by. no means
cured. The whole management was well within the
capacity of the nursing staff on our psychiatric ward.

C. M. MACKIRDY
P. T. LELLIOT

A. D. MACLEOD
E. J. MCINNES

OtagoHospitalBoard,
CherryFarmHospital,
Dunedin, Xew Zealand

DO NEUROLEPTICS INCREASE THE RISK
OF CHOKING?

DEAR SIR,
We noticed that deaths by asphyxia due to

obstruction of the upper airways by food, at the
Hospital Psiquiatrico Juqueri in Franco da Rocha,
SÃ£oPaulo, had increasedin recentyears.No obvious
cause was found in individual cases, and we tried to
test whether the change was related, to the use of
neuroleptic drugs.

We collected 8,490 autopsy reports from 1928 to
1978 and found the number of cases of asphyxia due
to obstruction of the upper airways by food to have
increased from the early 1950's when neuroleptic
drugs were introduced to the hospital. The average

number of these deaths before and after the intro
duction of neuroleptic drugs has been expressed as a
proportion of the number of patients in the hospital
with the result that in 1928-1953 0.07 per cent of
deaths were from this cause and in 1953-1978 0.43
per cent, a proportion six times greater.

There was no predominance of either sex, or of
diagnosis, or of other forms of physical treatment such
as ECT or insulin. We wonder whether the deaths in
the period of neuroleptic treatment are caused by
the way the drugs affect the mechanism of swallowing,
as witness the widespread oro-facial neurological side
effects of the drugs and the dysphagia which can be
caused by overdosage.

Av. Paulista, 2584, Ap. 102,
01310 San Paulo,
Brazil

S. HAZOV Couai@
J. L. ALHOFILHO

J. G. LEITE
R. PIAZZA

CEREBRAL LATERALIZATION AND
UNILATERAL ECT

DEAR SIR,
G. S. Allen, in his letter (Journal, March 1980, 136,

316) presents the work of Levy and Reid as a method
of identifying the cerebral hemisphere responsible for
speech. However, recent work by McKeever and Van
Deventer casts doubt on Levy's hypothesis that left
handers who use an inverted handwriting posture are
left-dominant for language. In their study they tested
the relationships between inverted and non-inverted
styles of writing and dichotic and lateralized tachisto
scopic indices of hemispheric language specialization
in left-handers. According to their results they found
no difference in the degree of left hemisphere language
dominance for the two writing-style groups. They also
found a significant sex difference in that males used
the inverted writing position more than females. It
would therefore appear that the observation of a
person's pen grip as an indicator of the hemisphere to
which unilateral ECT is to be applied is not clinically
a reliable test.

St Clement's Hospital,
Foxhall Road,
Ipswich 1P3 8LS
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