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significantly to 8.0 mU/ml with T3-T4 within nor
mal range. Oedema feet, puffiness of face 
disappeared and patient became asymptomatic. 

Again after six months he developed 
oedema feet and other milder symptoms; T.S.H. 
was 12.5 mU/ml, T3-0.6 ng/L and T4-5.0 pg/dL 
Thyroxine dose was raised to 100 ugm . He 
became asymptomatic in two months under 
guidance of physician and psychiatrist. 

In this particular case it cannot be said 
with full confidence that hypothyroidism was 
only because of lithium, quite likely it could have 
been co-incidenxal. However, I would suggest 
that lithium should always be given underdose 
supervision of psychiatrist and prior and 
periodic thyroid functions must be recorded. 
Even lithium could have caused irreversible 
damage to thyroid gland. 

KANABAR JAYESH. M.D (Psychiatry) Canal Road, 
Near Nagarik Bank, Rajkot-360 002, 
Gujarat 

CORDLESS PHONE INDUCED ARTIFACT 
ON EEG 

Sir, 
The electroencephalography (EEG) 

record is presumed to represent only cerebral 
activity. In reality, it includes activity that is not 
of cerebral origin. The activity of the brain is 
the signal of primary concern, and any other 
activity that appears in the record will deterio
rate the brain signal. These undesired brain 
activities are called artifacts or noise (Saunders, 
1979). 

It has been noted that high frequency ra
diation from radio and television transmitters 
may overload EEG amplifiers and cause them 
to block. The pens may deflect upward or down
ward to full excursion and the EEG cannot be 
recorded. Problems of this type vary with re
spect to cause. They often occur In intensive 
care units where electronic devices using 
radiofrequency carriers are connected to the 
patient. Hospital paging systems are a frequent 

source of this class of artifact. Slow activity may 
appear in the EEG as a result of continuous or 
intermittent, relatively high intensity radio fre
quency carriers (Tyneret al., 1985). We are re
porting a case of cordless phone induced arti
fact on EEG. 

Mrs. L, a 58 years old lady with com
plaints of episodic loss of consciousness was 
sent to EEG laboratory for EEG investigation. 
During recording, the EEG technologist noted 
that somebody was talking on a long distance 
(25 km.) cordless phone outside the EEG lab. 
which led to full excursions of the electrodes 
with intermittent bursts of spikes being re
corded. This abnormal pattern stopped as soon 
the person was asked to switch off the cordless 
phone and the patient continued to have a nor-
mal recording. There was no other obvious 
cause for this artifact and it was well correlated 
with the switching on and off the cordless phone. 

At times it is difficult for even the most 
experienced technologist or electroencehalo-
grapher to distinguish between the fact, which 
is the EEG signal and which is the artifact. 
Because artifacts may mimic abnormality, it is 
imperative that the sources of artifacts be iden
tified accurately. An artifact and its cause usu
ally are obvious to the technologist at the time 
of the recording but when the EEG is being in
terpreted (often iong after the technologist has 
gone for the day), the record may take on an 
entirely different appearance, in a different set
ting, under a different pair of eyes. Therefore it 
is essential that artifacts be clearly identified 
by the technologist and labeled during the re
cording. Consultation with the manufacturer of 
the EEG instrument and with hospital biomedi
cal engineers may be necessary to solve this 
specific problem. Shielding may be necessary 
if the artifact cannot be reduced by other means 
(MacGillivary et al., 1974). However, this should 
be a method of last resort because of the 
expense involved. 
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RABBIT SYNDROME - AN UNCOMMON SIDE 
EFFECT OF NEUROLEPTIC THERAPY 

Sir, 
Dr. Manilal Gada in his article in Indian 

Journal of Psychiatry, Vol. 39 No. 2, April 1997, 
has reported a case of Rabbit Syndrome. This 
is an uncommon side effect of neuroleptic 
therapy. I compliment Dr. Gada for reporting 
this case. But earlier to this report, Dr. 
Gangadhar et al. (1981) have reported on 
Rabbit Syndrome-Patchy disappearance in 
stage -I NREM sleep. No case of Rabbit 
Syndrome was observed by Dr. Bagadia et al. 
(1972) although their cl inical trial with 
Flupenthixol was conducted before 1970, 
earlier to the observations of Villeneue (1972) 
on Rabbit Syndrome. However EPS side effects 
were reported by Dr. Bagadia et al. (1972) with 
Flupenthixol in 11 out of 116 patients, when the 

dose was 3 mg per day or more. They were 
easily controlled with Trihaxyphenydyl 
hydrochloride 6 mg. per day Dr Manilal Gada 
has not mentioned dosage of Flupenthixol given 
to his patient either before or after Rabbit 
Syndrome was ameliorated. Absence of other 
EPS side effects is another remarkable feature 
of the reported case. The author In his paper 
has cited a few references from literature, where 
Rabbit Syndrome has been observed in 
association with other EPS side effects and in 
some cases even with Tardive Dyskinesia. 
While reading this case report one is reminded 
of consensus statement issued by WHO on 
need for justified use of anticholinergics along 
with neuroleptic therapy (Ayarwal, 1991). 
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