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sychosis with delusions occurs in about 8% to 10%
of the Parkinson’s disease population1–8 while up to
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Background: Most clinicians perceive psy-
chosis in dementia with Lewy bodies (DLB) as
more difficult to treat than Parkinson’s disease,
yet there are no reports comparing the antipsy-
chotic response between the 2 disorders.

Method: All charts of Parkinson’s disease
and DLB patients at our Movement Disorders
Center, Memorial Hospital of Rhode Island,
Pawtucket, given quetiapine for psychosis were
reviewed. Demographic data, including type and
severity of psychosis, before and after Unified
Parkinson’s Disease Rating Scale (UPDRS)-
motor scores, motor worsening, and treatment
response (recorded as poor/none, partial, or total),
were obtained. The chi-square test was used to
assess differences in efficacy and tolerability
of quetiapine between Parkinson’s disease and
DLB patients.

Results: Eighty-seven Parkinson’s disease and
11 DLB patients with psychosis were analyzed.
No significant difference in mean age, levodopa
dose, quetiapine dose, duration of quetiapine use,
or baseline UPDRS-motor score was noted be-
tween Parkinson’s disease and DLB patients.
Eighty percent (70/87) of Parkinson’s disease
patients and 90% (10/11) of DLB patients had
partial to complete resolution of psychosis using
quetiapine (p = .40). Motor worsening was noted
at one point in 32% (28/87) of Parkinson’s dis-
ease and 27% (3/11) of DLB patients over the
duration of quetiapine use (p = .74).

Conclusion: Long-term quetiapine use
was generally well tolerated in this geriatric
Parkinson’s disease and DLB population. Mild
motor worsening occurred in some patients. No
significant difference in long-term efficacy and
motor worsening associated with quetiapine
treatment was noted between the 2 disorders.
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P
30% develop visual hallucinations.1,9,10 Drug-induced
psychosis is thought to be the single most important pre-
cipitant for nursing home placement in Parkinson’s dis-
ease.11,12 The emergence of atypical antipsychotic agents
has allowed clinicians to control drug-induced psychosis
without increasing parkinsonism for most, but not all,
Parkinson’s disease patients.

Demented Parkinson’s disease patients have the high-
est risk of motor worsening in the setting of antipsychotic
use.13,14 Patients who have dementia with Lewy bodies
(DLB) may be even more vulnerable due to their intrinsic
neuroleptic sensitivity. Reports on risperidone15 and olan-
zapine16 use in DLB patients describe significant motor
worsening. However, 2 separate reports on short-term que-
tiapine use in DLB patients are encouraging.17,18 We are
unaware of previous reports comparing long-term atypi-
cal antipsychotic response between Parkinson’s disease
and DLB.

METHOD

To compare the long-term effect of quetiapine for psy-
chosis associated with Parkinson’s disease versus DLB,
a retrospective chart review of all geriatric patients diag-
nosed with Parkinson’s disease and DLB at our Movement
Disorders Center was performed. Demographic data, in-
cluding the type and severity of psychosis, presence of
dementia, dose and duration of quetiapine use, before and
after Unified Parkinson’s Disease Rating Scale (UPDRS)-
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motor score,19 and treatment response (recorded as poor/
none, partial, total), were obtained.

A diagnosis of Parkinson’s disease was given to patients
with at least 3 of 4 cardinal features (resting tremor, rigid-
ity, bradykinesia, and postural instability) and with a posi-
tive response to levodopa. All patients diagnosed with
DLB satisfied the McKeith et al. criteria.20 Dementia was
defined according to the Diagnostic and Statistical Manual
of Mental Disorders, Fourth Edition (DSM-IV), criteria.21

Response to quetiapine was recorded as poor, partial, or
total based on the clinician’s (J.H.F., H.H.F.) judgment.

A paired t test was used to compare the UPDRS-motor
scores before and after quetiapine treatment. The chi-
square test was used to assess differences in motor wors-
ening and treatment response to quetiapine between Par-
kinson’s disease and DLB.

RESULTS

Eighty-seven Parkinson’s disease and 11 DLB patients
with psychosis were retrospectively analyzed. All Parkin-
son’s disease patients had drug-induced psychosis. Six of
the 11 DLB patients had psychosis prior to levodopa treat-
ment; the rest developed psychosis shortly after levodopa
initiation. No significant difference in mean age (77 years
vs. 77 years), levodopa dose (431 mg/day vs. 372 mg/day),
quetiapine dose (58 mg/day vs. 69 mg/day), mean dura-
tion of quetiapine use (14 months vs. 14 months), or base-
line UPDRS-motor score (45 vs. 40) was noted between
Parkinson’s disease and DLB patients. Dementia was
noted in 56% (49/87) of Parkinson’s disease patients after
a minimum of 1 year from Parkinson’s disease diagnosis.
All DLB patients had dementia within 1 year of disease
onset.

Poor or no response to quetiapine was noted in 20%
(17/87) of Parkinson’s disease and 9% (1/11) of DLB
patients (p = .40). Eighty percent (70/87) of Parkinson’s
disease and 90% (10/11) of DLB patients had partial to
complete resolution of psychosis using quetiapine. Motor
worsening was noted at one point in 32% (28/87) of
Parkinson’s disease and 27% (3/11) of DLB patients over
the duration of quetiapine use (p = .74). A significant
increase from baseline to follow-up in mean UPDRS
score (denoting worsening of condition) was seen among
patients in both illness groups observed to have motor
worsening (42 vs. 54; p ≤ .001) compared with those who
were not observed to have motor worsening (46 vs. 45;
p = .37). Nonetheless, most worsening was noted to be
mild, and no patient required hospitalization due to motor
decline. Quetiapine treatment was discontinued in 18%
(2/11) of DLB patients (none due to motor worsening)
and 29% (25/87) of Parkinson’s disease patients (10 due
to increased parkinsonism). Seventy-two percent (71/98)
of Parkinson’s disease and DLB patients remained on
quetiapine treatment for a mean duration of 14 months.

DISCUSSION

All previous open-label reports of quetiapine use for
drug-induced psychosis in parkinsonian populations
document its short-term efficacy and tolerability.13,14,17,22–30

We echo this finding in our long-term study. Long-term,
low-dose quetiapine use was generally well tolerated in
this geriatric Parkinson’s disease and DLB cohort. Over
70% remained on quetiapine treatment with continued
efficacy. The use of quetiapine allowed us to introduce or
increase levodopa doses as needed to alleviate parkinson-
ian symptoms, despite the history of psychosis, especially
among our DLB patients.

Mild motor worsening occurred in some DLB and
Parkinson’s disease patients while receiving quetiapine. A
statistically significant worsening between baseline and
follow-up mean UPDRS-motor score was seen among
Parkinson’s disease and DLB patients observed to have
motor decline. However, the motor worsening was not
usually sufficient to warrant stopping quetiapine. More-
over, some of the increase in parkinsonism may have been
due to disease progression, as many patients worsened
over the course of a year or more.

No significant difference in long-term efficacy or mo-
tor worsening in association with quetiapine treatment
was noted between the 2 disorders. These results suggest
that, although DLB patients are neuroleptic sensitive,
they appear to tolerate quetiapine as well as Parkinson’s
disease patients. Further analysis of these data is limited
by the open-label, retrospective, and “naturalistic” nature
of this study. Properly designed protocols are needed to
confirm these observations.

Drug names: levodopa (Sinemet), olanzapine (Zyprexa), quetiapine
(Seroquel), risperidone (Risperdal).

REFERENCES

  1. Factor SA, Molho ES, Podskalny GD, et al. Parkinson’s disease: drug-
induced psychiatric states. In: Weiner WJ, Lang AE, eds. Behavioral Neu-
rology of Movement Disorders: Advances in Neurology, vol 65. New
York, NY: Raven Press; 1995:115–138

  2. Celesia GC, Barr AN. Psychosis and psychiatric manifestations of levo-
dopa therapy. Arch Neurol 1970;23:193–200

  3. Cotzias GC, Papavasiliou PS, Ginos J, et al. Metabolic modification of
Parkinson’s disease and of chronic manganese poisoning. Annu Rev Med
1971;22:305–326

  4. Goodwin FK. Psychiatric side effects of levodopa in men. JAMA 1971;
218:1915–1921

  5. Jenkins RB, Groh RH. Mental symptoms in Parkinsonian patients treated
with L-dopa. Lancet 1970;2:177–179

  6. Mindham RHS. Psychiatric symptoms in parkinsonism. J Neurol
Neurosurg Psychiatry 1970;33:188–191

  7. Dewey RB Jr, O’Suilleabhain PE. Treatment of drug-induced psychosis
with quetiapine and clozapine in Parkinson’s disease. Neurology 2000;
55:1753–1754

  8. Aarsland D, Larsen JP, Cummings JL, et al. Prevalence and clinical corre-
lates of psychotic symptoms in Parkinson’s disease: a community based
study. Arch Neurol 1999;56:595–601

  9. Sanchez-Ramos JR, Ortoll R, Paulson GW. Visual hallucinations associ-
ated with Parkinson’s disease. Arch Neurol 1996;53:1265–1268

10. Fenelon G, Mahieux F, Huon R, et al. Hallucinations in Parkinson’s



© Copyright 2002 Physicians Postgraduate Press, Inc.

One personal copy may be printed

Quetiapine for Psychosis in Parkinson’s Disease vs. DLB

J Clin Psychiatry 63:6, June 2002 515

disease: prevalence, phenomenology and risk factors. Brain 2000;123:
733–745

11. Goetz CG, Stebbins GT. Risk factors for nursing home placement in
advanced Parkinson’s disease. Neurology 1993;43:2227–2229

12. Aarsland D, Larsen JP, Tandberg E, et al. Predictors of nursing home
placement in Parkinson’s disease: a population-based, prospective study.
J Am Geriatr Soc 2000;48:938–942

13. Factor SA, Reddy S, Molho ES, et al. The effect of quetiapine on psycho-
sis and motor function in Parkinsonian patients with and without dementia
[abstract]. Mov Disord 2000;15:1040

14. Targum SD, Abbott JL. Efficacy of quetiapine in Parkinson patients with
psychosis. J Clin Psychopharmacol 2000;20:54–60

15. McKeith IG, Ballard CG, Harrison RW. Neuroleptic sensitivity to risperi-
done in Lewy body dementia [comment]. Lancet 1995;346:699

16. Walker Z, Grace J, Overshot R, et al. Olanzapine in dementia with Lewy
bodies: a clinical study. Int J Geriatr Psychiatry 1999;14:459–466

17. Menza MM, Palermo B, Mark M. Quetiapine as an alternative to cloza-
pine in the treatment of dopamimetic psychosis in patients with
Parkinson’s disease. Ann Clin Psychiatry 1999;11:141–144

18. Parsa MA, Greenaway HM, Bastani B. Treatment of psychosis in patients
with Parkinson’s disease and dementia (Lewy body disease variant) with
quetiapine. Presented at the 11th World Congress of Psychiatry; Aug 6–11,
1999; Hamburg, Germany

19. Fahn S, Elton RL, and the UPDRS Development Committee. Unified
Parkinson’s Disease Rating Scale. In: Fahn S, Marsden CD, Calne DB, et
al, eds. Recent Developments in Parkinson’s Disease, vol 2. Floram Park,
NJ: Macmillan Health Care Information; 1987:153–164

20. McKeith IG, Fairbairn AF, Bothwell RA, et al. An evaluation of the

predictive validity and inter-rater reliability of clinical diagnostic criteria
for senile dementia of Lewy body type. Neurology 1994;44:872–877

21. American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition. Washington, DC: American Psychiatric
Association; 1994

22. Evatt ML, Jewart D, Juncos JL. “Seroquel” treatment of psychosis in par-
kinsonism [abstract]. Mov Disord 1996;11:595

23. Parsa MA, Bastani B. Quetiapine (Seroquel) in the treatment of psychosis
in patients with Parkinson’s disease. J Neuropsychiatry Clin Neurosci
1998;10:216–219

24. Juncos JL, Evatt ML, Jewart D. Long-term effect of quetiapine fumarate in
parkinsonism complicated by psychosis [abstract]. Neurology 1998;50:
A70–A71

25. Juncos JL, Arvanitis L, Swatter D, et al. Quetiapine improves psychotic
symptoms associated with Parkinson’s disease [abstract]. Neurology
1999;52(suppl 2):A262

26. Fernandez HH, Lannon MC, Friedman JH, et al. Clozapine replacement
by quetiapine for the treatment of drug induced psychosis in Parkinson’s
disease. Mov Disord 2000:15;579–581

27. Fernandez HH, Friedman JH, Jacques C, et al. Quetiapine for the treat-
ment of drug induced psychosis in Parkinson’s disease. Mov Disord 1999;
14:484–487

28. Weiner WJ, Minagar A, Shulman LM. Quetiapine for L-dopa–induced
psychosis in PD [clinical/scientific note]. Neurology 2000;54:1538

29. Fernandez HH. Quetiapine for L-dopa–induced psychosis in PD [letter].
Neurology 2000;55:899

30. Samanta J, Stacy M. Quetiapine in the treatment of hallucinations in ad-
vanced Parkinson’s disease [abstract]. Mov Disord 1998;13(suppl 2):274


	Table of Contents

