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Following thedrowning of agrandchild,shepresentedto
psychiatriccarein theUSAin 1984withaâ€˜¿�majordepressive
disorder with psychotic features'. She responded to tn
cyclics and neuroleptics. This was followed by a relapse of
herdepressionwith a â€˜¿�paranoidpsychosis'in 1985after the
deathof anothergrandchild.Shewastreatedwithelectro
convulsivetherapy(ECT).HavingreturnedtoEngland,she
suffered a further depressive illness in 1988 which featured
nihilistic delusions,evidenceof short-term memory loss,
and behaviour such as throwing herself on the floor or lying
across chairs. She responded slowly to tricycics and anti
depressants.Her facewasmask-likeandherresponseswere
slow.Herrecoverywaslimitedandapresumptivediagnosis
of multi-infarct dementiawasmadebasedon thecognitive
deficits of disorientation, short-term and long-term
memory loss and dyscalculia together with the NMR report
of 1985quotedabove.

A serumautoantibodyscreenperformedin 1990,how
ever, revealedmarkedly abnormal homogenousautoanti
bodies suggestive of SLE. This, together with the NMR
report of microinfarcts in 1985, suggests that a single diag
nosisof SLE would accountfor this woman'ssix-yearpsy
chiatric career. It is of note that shehad no family history of
SLE, nor psychiatric disorder, and that her past medical
history showednomanifestationof SLEin anyotherbodily
system.Herpre-morbidpersonalitywasthatof areligious,
outgoingand friendly woman,usedto public speakingand
passionateabout hergarden.

There are echoesbetweenthis caseand the earlier
onedescribedby Dr Greenâ€”¿�both aremanifestations
of solely cerebral SLE diagnosedafter a career of
affective illness. In the early stages,carersand case
notesof both casesrefer to â€˜¿�histrionic',â€˜¿�hysterical',
â€˜¿�negativistic'or â€˜¿�paradoxical'behaviour. The later
stage of both cases appears to be characterised by
movementdisorders,onebeinga focal athetosisand
the other a strange gliding gait and Parkinsonian
facies.

If SLE can be seentwice in the psychiatric catch
ment areaof Liverpool, it may follow that there is a
much largernumberof caseselsewhere,remainingas
yet undiagnosed.If the diagnosiscan bemadeand a
seriesestablishedthen perhapswewill bethat nearer
a treatment for this most disablingcondition.

B. M. GREEN
K. C. M. WILSON

Mossley Hill Hospital
Mossley Hill
Liverpool, Merseyside

Reference
GRaN, B. H. (1989) Abnormal involuntary movements. British

Journalof Psychiatry,155,707â€”711.

Thenon-restraintquestion

We were under the impression that the discussion
betweenDr Yellowleesand Dr Alex Robertson had
exhausted itself in our last number. Each physician
had fully and freely expressedhis viewson a subject
in regard to which they honestly hold different
opinions. To continue the discussion would, we
think, be little more than a repetition of the same
statements,if not thesamewords,without addingany
real force to the argumentsemployed by theseable
combatants.Dr Robertson,however,wishedto make
it unmistakablyclearthat heregardsâ€œ¿�lockedglovesâ€•
asoneform ofmechanicalrestraint.Asheplacesin the
samecategoryâ€œ¿�sidearmdressesâ€•andtheâ€œ¿�protection

bedâ€•,and asDr Yellowleesrecommendstheir usein
exceptional cases,Dr Robertson maintains that he
was not in error referring to â€œ¿�theconsiderable useof
mechanical restraintâ€•advocated by him. Another
statementDr Robertson wishesto make, which is,
that although hehasbeenconnectedwith an asylum
which during the last five yearshasnot had a larger
number of patients than 125, it was, during many
years previously, licensedfor 248 patients, a large
proportion of whom weredangerous,both in respect
of suicideand homicide.
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