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Prevention and Reversal of Weight Gain
Associated with Antipsychotic Treatment
Case Study and Commentary, Christopher O’Keefe, MA, and Douglas Noordsy, MD

There is growing concern about weight gain and related
health problems associated with treatment with anti-
psychotic medications [1]. These medications are first-

line treatments for psychotic disorders, including schizo-
phrenia and schizoaffective disorder. Such disorders affect
1% to 2% of the general population and can be quite disabling
[2]. Antipsychotic agents are also a key element in the treat-
ment of bipolar disorders and to a lesser extent other psychi-
atric disorders. 

Psychotic disorders typically present with symptoms
grouped into 5 clusters: positive symptoms (hallucinations,
delusions), disorganized speech and/or behavior, negative
symptoms (flat affect, alogia, avolition, social indifference),
cognitive symptoms, and mood symptoms [3]. These symp-
toms can often interfere with work, interpersonal relationships,
and self-care. All antipsychotic medications can be effective in
reducing positive symptoms and disorganization; however,
newer agents may uniquely improve symptoms in the other 
3 clusters. In order for a medication to be maximally effective,
however, it must be well accepted by the patient. Weight gain
may adversely affect patients’ adherence to their medication
regimens, undermining the success of pharmacologic treat-
ment for schizophrenia [4,5]. Potential health problems related
to weight gain include obesity, diabetes mellitus, hyperlipi-
demia, hypertension, osteoarthritis, and sleep apnea [6]. 

Providers must educate patients about weight gain as a
potential side effect at the outset of treatment with antipsy-
chotics, assess for changes in appetite and weight throughout
treatment, teach patients the skills necessary to manage the
process, and if needed, consider pharmacologic interventions.
All of these interventions must take place in the larger context
of treating the primary presenting psychiatric disorder. Taking
modest steps to prevent and, if necessary, reverse weight gain
can lead to better adherence to treatment regimens and fewer
health problems, ultimately enhancing patients’ quality of life.

CASE STUDY
Initial Presentation 

A 32-year-old man with a diagnosis of schizophre-
nia presents for a routine office visit as part of his

ongoing care.

History
The patient is the third of 5 children. His parents were strict
disciplinarians who emphasized the value of work and
achievement. The patient states that he is the only one of his
siblings who is not a successful achiever. He obtained a high
school diploma and took some college courses. He has
worked mostly as a prep cook or busboy. In his late twenties,
he began experiencing auditory hallucinations and paranoid
delusions. He was admitted to an inpatient psychiatric unit
at that time and diagnosed with schizophrenia, paranoid
type. At discharge, he was referred to a local community
mental health center. There, the patient was seen at least
quarterly by a psychiatrist and twice a month by a nurse for
case management and supportive counseling. With the
assistance of a vocational counselor, he has maintained a
part-time job delivering pizza. 

He is single and lives with his parents and relies on them
for some financial support. He enjoys playing video games,
watching sports, listening to music, and going out with his
family.

A progress note reports that 6 weeks ago his antipsychot-
ic medication regimen was changed to olanzapine, one of
the second-generation antipsychotic agents. The note de-
scribes a long history of psychotic symptoms, including
auditory hallucinations, paranoid delusions, and disorga-
nized behavior. Attempts to control these symptoms began
with thiothixene in the 1980s. His symptoms remained poor-
ly controlled despite augmentation with chlorpromazine
and gradual dose escalation of both agents. These symptoms
prevented him from working and caused stress between the
patient and his family. The olanzapine was prescribed to
assist the patient in obtaining better symptom control. When
asked, the patient reports that his symptoms are less bother-
some now, and he has returned to work.
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Physical Examination
The patient is 5’11” tall and weighs 225 lb with a body mass
index (BMI) of 31. His heart rate is 100 bpm, blood pressure is
150/90 mm Hg, and respiratory rate is 20 respirations/min.
Skin is warm and dry, without rash. Neurologic examination
is nonfocal, with mild, diffuse hyporeflexia. HEENT, cardiac,
and pulmonary examinations are unremarkable. His ab-
domen is mildly obese, soft, nontender, and without masses,
with normal bowel sounds. 

On mental status examination, the patient’s affect ap-
pears somewhat blunted. He denies suicidal or homicidal
ideation. Speech is slightly tangential. He is oriented to per-
son, place, and time. 

• What are the risks for weight gain in patients treated
with antipsychotic agents?

Risks for Weight Gain
In general, persons with schizophrenia have a greater ten-
dency to be overweight and obese than do persons not diag-
nosed with schizophrenia [7]. Physicians in the 1950s noted
that patients taking first-generation antipsychotic agents
developed problems with obesity [8]. Weight gain remained

a modest yet persistent concern over the first 4 decades of
treatment with the first generation of antipsychotics, but has
become a growing concern in the past decade due to the
introduction of a new generation of medications. Conven-
tional or first-generation antipsychotics are potent blockers
of dopamine-2 receptors. While they are often effective for
controlling the positive psychotic symptoms of schizophre-
nia and related disorders, they can worsen negative and
depressive symptoms [2]. Additionally, they are known to
cause prolactin elevation and parkinsonian symptoms and
can markedly increase the risk for movement disorders.

The second generation of antipsychotics, known as
“atypical” or “novel” antipsychotics, are dopamine-2 and
serotonin-2A receptor antagonists. This dual receptor block-
ade improves the agents’ specificity in addressing the patho-
physiology of schizophrenia by concentrating maximal
dopamine blockade in the mesolimbic pathways while facil-
itating dopamine release in other dopaminergic tracts [9].
Second-generation antipsychotics are characterized by mini-
mal neurologic and hormonal side effects (except risperi-
done) and by improvements in negative symptoms, mood,
and cognition. However, weight gain has emerged as one of
the most problematic side effects remaining with second-
generation antipsychotic agents. 

A review of existing studies of atypical antipsychotics sug-
gested that the prevalence of weight gain is as high as 50%,
depending on the medication [10]. There was, however, great
variability in the prevalence for each medication between stud-
ies. Table 1 shows the results of a meta-analysis of 81 studies
involving patients treated with antipsychotics in which weight
change was reported [8]. Aregression analysis was used to esti-
mate weight change after 10 weeks of treatment with each
antipsychotic. Consistent with other literature, clozapine and
olanzapine were associated with the greatest average weight
gain [11,12]. This association may be related to their similar
receptor binding-profiles. The next greatest weight change was
associated with first-generation agents thioridazine and
mesoridazine. Only molindone was associated with a loss in
weight, although ziprasidone appeared to be weight neutral.
Data on quetiapine were not presented in this analysis, but in
a systematic review of weight gain related to novel antipsy-
chotics, that agent was associated with a weight gain similar to
olanzapine and with more substantial weight gain than chlor-
promazine, haloperidol, and placebo [10]. 

• What is the biological mechanism by which patients
gain weight?

The mechanism by which antipsychotic agents may induce
weight gain is not entirely clear. It is believed that blockade of
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Table 1. Estimated Mean Weight Change After 10 Weeks of
Treatment with Antipsychotic Agents 

Mean 95% 
Antipsychotic Drug Weight Confidence
or Study Condition Change (kg) Interval

Conventional antipsychotics
Chlorpromazine 2.58 0.91 to 4.25
Fluphenazine 0.43 –0.65 to 1.51
Haloperidol 1.08 0.35 to 1.81
Molindone –0.39 –2.43 to 1.65
Thioridazine/ 3.19 1.39 to 4.99

mesoridazine
Second-generation antipsychotics

Clozapine 4.45 0.91 to 4.25
Olanzapine 4.15 3.82 to 4.48
Risperidone 2.10 1.69 to 2.51
Sertindole 2.92 1.76 to 4.08
Ziprasidone 0.04 –0.49 to 0.57

Other conditions
Nonpharmacologic 1.33 0.84 to 2.80

control 
Placebo –0.74 –1.60 to 0.12
Polypharmacy 1.82 0.84 to 2.80

Data are from reference 8.



5HT2C,α1-adrenergic, and/or histaminic receptors by second-
generation antipsychotic agents distorts signals from the gut
to the brain, leading to excessive appetite and an impaired or
delayed satiety response [13]. Excessive caloric consumption
presumably then leads to weight gain. However, ziprasidone
has a relatively high affinity for 5HT2C receptors, and it is the
most weight-neutral agent among the group. The mechanism
of action of weight gain associated with conventional
antipsychotic agents is believed to be related to blockade of
cholinergic, serotonergic, and histaminergic sites, all of which
are related to appetite stimulation [14].

• Are there clinical and patient-related factors that indi-
cate which patients are likely to gain weight?

Factors That Predict Weight Gain
Understanding factors that affect weight gain could guide
treatment providers in the selection and dosing of antipsy-
chotics so that patients’ dual needs of symptom manage-
ment and minimizing/avoiding side effects may be met. Un-
fortunately, the evidence tends to be limited and, at times,
even contradictory due to differences in methods and assess-
ment between studies. 

Evidence suggests that weight gain will emerge and
progress most rapidly during the first 3 to 20 weeks of treat-
ment with the various second-generation antipsychotic
agents [15]. For some agents, such as clozapine, the gain may
be rapid at first (in the first 6 to 12 months) but continue at a
slower rate beyond that point (over the next 36 months) [16].
This underscores the importance of recording patients’
weight throughout treatment to be able to address both early
and ongoing weight changes. There is little evidence that
dose impacts weight gain; therefore, dosing should be titrat-
ed as needed for symptom control [15]. Some studies have
indicated that patients who gain weight have a better clini-
cal response, though other evidence is contradictory [15].

There are no gender differences in terms of which pa-
tients will gain weight, but there is a positive correlation
between weight gain and age [17,18]. Patients treated with
antipsychotics who smoke may gain less weight than those
who do not smoke [15]. Patients in hospital settings are more
likely to gain weight than community patients, perhaps due
to unrestricted diet and limited physical activity [15,18].
Finally, some evidence suggests that patients with a lower
baseline BMI are likely to gain more weight than patients
with a higher baseline BMI [15].  

Brief Physician Intervention 
The physician notes that the patient weighs 10 lb
more than he did at an office visit 6 months prior.

Concerned that this may be related to antipsychotic treat-
ment, the physician reviews with the patient that weight
gain is a common side effect of his antipsychotic medication,
affecting about half of those treated. The mechanism of
weight gain discussed earlier is explained to the patient in
lay terms. The patient is urged to ignore his appetite as a
guide and to “eat with his head, not his stomach.” Since the
patient lives with family, they are provided with information
about weight gain and strategies to help the patient to focus
on maintaining portion sizes rather than just eating when
hungry. Arrangements are made to have the nurse case
manager obtain the patient’s weight monthly.

• What interventions can be used to try to prevent weight
gain when antipsychotic agents are initially prescribed?

Preventing and Managing Weight Gain
Schizophrenia can produce substantial disability and is po-
tentially life-threatening. Treatment responses to antipsychot-
ic medication are typically partial at best, with a limited num-
ber of patients responding to any given agent. Some of the
most effective antipsychotics are associated with the most
weight gain [19]. Therefore, effective strategies for preventing
and managing weight gain will ensure that treatment deci-
sions can focus on maximizing efficacy and do not compro-
mise functional outcomes due to concern over side effects.

Education
Patients and families must be educated about appetite stimu-
lation and weight gain as a potential side effect and about
strategies for their management. Because weight gain rarely
occurs without appetite stimulation or impaired satiety, these
factors are excellent markers for patients at risk. When pa-
tients report appetite stimulation or impaired satiety, they
should be taught to plan their dietary consumption, as signals
from the gut are no longer accurate guides to consumption.

Practitioners should also educate patients that they may
develop particular cravings for calories at specific times.
Common examples are eating foods rich in fats and eating
carbohydrates in the middle of the night or while watching
television. A related problem is increased eating at social
events or other situations in which large quantities of food
are readily available. Patients can use cognitive-behavioral
techniques to avoid eating in response to these situations
(Table 2). Additionally, they should be encouraged to avoid
food high in calories, restrict the consumption of fat, and
limit intake of high-caloric drinks [20]. It is important to
explain this material in concrete terms using examples and
to be sure that patients understand the concepts. 

If family, professional staff, or other support people are

www.turner-white.com Vol. 9, No. 10   October 2002   JCOM 577

CASE-BASED REVIEW



involved in the patient’s treatment, they can be educated
and involved in efforts to prevent weight gain [12]. A sup-
port person’s objective observations may be especially im-
portant, as patients may not realize how much more they are
eating. Patients being treated on an inpatient unit may be
prescribed a restricted calorie diet in an attempt to prevent
weight gain and to help them adjust to taking the medication
while consuming the same number of calories.

Assessment of Weight, Appetite, and Satiety
Monitoring of body weight is especially important. Patients
should be weighed at baseline, every 1 to 3 months in the
first year of treatment, and at least annually thereafter. To
ensure accuracy, it is preferable for the patient to be weighed
at the physician’s office rather than relying on self-report.
BMI can be easily calculated by multiplying weight in
pounds by 703, then dividing this number by height in inch-
es squared [21]. Table 3 presents classification of obesity by
BMI. In addition to monitoring body weight, laboratory test-
ing including measurement of fasting glucose and hemo-
globin A1C levels and a fasting lipid panel is indicated at
baseline, every 3 months for the first 6 months, and every 6
to 12 months thereafter. As patients treated for schizophrenia
are at increased risk for developing diabetes mellitus and
hyperlipidemia, early detection and treatment may prevent
these issues from disrupting treatment. Detection of in-
creased blood sugar or lipids may also assist in motivating
patients to manage their weight. 

It is also necessary to assess appetite and satiety. Patients
should be asked about appetite. Do they find themselves eat-
ing more frequently or feeling hungry more often than
before the medication was initiated? Similarly, practitioners
need to assess satiety by inquiring whether patients find
themselves eating more at meals or not feeling as full. By
knowing whether one or both mechanisms is leading to
increased caloric consumption, interventions can be chosen
to manage the process. 

1 Year Later
The patient gains 37 lb in the first year he is treated
with olanzapine at a dose of 20 mg/day, resulting in

a BMI of 37. Auditory and visual hallucinations persist dur-
ing the year, although they are less severe than they had been
prior to initiation of treatment with olanzapine. 

At the outset of the second year, the patient complains to
his psychiatrist of increased paranoid ideation at work and
says he is considering quitting his job. After discussing treat-
ment options, both patient and psychiatrist are pleased with
the improvement on olanzapine and choose to augment
treatment with risperidone. The dose is titrated to 4 mg/day.
The patient’s symptoms decrease and he is able to maintain
his job.

16 Months Later
Sixteen months after risperidone was added to his treatment
regimen, the patient again presents for evaluation. At this
point, he weighs 302 lb, a 77-lb increase from baseline. His
BMI is 42, in the range for severe obesity. He complains that
while the hallucinations are much better, he is embarrassed
by his weight gain, feels stigmatized, and finds movement
more difficult. Laboratory testing indicates that his triglyc-
erides are 350 mg/dL and his fasting blood glucose is ele-
vated at 120 mg/dL. In addition, the patient is experiencing
an increase in symptoms. He acknowledges that he started
taking his medications every other day for a period of 
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Table 2. Cognitive-Behavioral Skills for Managing Cravings

Technique Examples

Put off consumption

Plan consumption

Self-talk

Offer refusal

Restricting cues
Distraction

Table 3. Classification of Obesity by Body Mass Index (BMI)

BMI (kg/m2) Classification

18.5–24.9 Normal
25.0–29.9 Overweight
30.0–34.9 Obese
35.0–39.9 Medically significant obesity
40.0–44.9 Severe obesity
45.0–49.9 Super obesity
> 50 Supermorbid obesity

Reprinted with permission from Greenberg I, Chan S. Blackburn GL. Non-
pharmacologic and pharmacologic management of weight gain. J Clin
Psychiatry 1999;60 Suppl 21:31S–36S.

When tempted to eat, wait 30 minutes before
eating

Plan portions in advance for both home and
social gatherings (eg, limit self to one serv-
ing)

Use self-statements created with physician or
independently to cope with hunger:

• I’ve had the amount of food I planned,
I’ll stop eating now.

• I’ll feel better later if I don’t eat this now.
Behaviorally rehearse statements to decline

offers of food
Eat in one place, with a full place setting
Participate in some activity incompatible with

eating
• Craft or other activity that occupies

hands
• Active exercise
• Call a friend to do something not

related to food



2 weeks to see if his weight would decrease, without benefit.
He asks for assistance in losing weight. On assessment, the
patient reports both frequent eating throughout the day (in-
creased appetite) and that he usually has 2 to 3 helpings at
meals (impaired satiety response).

After discussing reasonable goals, the physician and pa-
tient agree on a goal of losing 27 lb over 12 months. The goal
is entered in his treatment plan. He is referred to a consult-
ing dietitian for weekly nutritional counseling. He begins
walking daily, which the family encourages and the case
manager reinforces. 

• What are appropriate goals for weight loss?

Appropriate Goals for Weight Loss
Ideally, weight gain should be addressed early in its course,
when the patient has gained as little as 5 lb. Initial treatment
for persons who gain weight may consist of counseling by
the physician, who assesses appetite and satiety responses
and reiterates and/or supplements information about nutri-
tion and exercise presented prior to initiating treatment with
the antipsychotic agent [21]. As weight gain associated with
second-generation antipsychotics nearly always involves
overeating, this should be the focus of initial assessment and
educational efforts.

Goal setting in collaboration with the patient is an impor-
tant initial step. For patients who have gained little weight
but for whom there is a concern about the potential for addi-
tional gain, an initial goal may simply be to arrest the weight
gain. Patients who gain 10 lb or more should be encouraged
to set a weight loss goal. The Institute of Medicine recom-

mends an initial goal of losing 5% to 15% of total body
weight per year [22]. Anderson et al argue against setting
larger goals, as a 5% to 15% loss represents the weight most
individuals are able to lose and maintain over a year with
state-of-the-art weight loss programs [21]. Smaller losses do
improve health, including improvements in hypertension,
hyperlipidemia, and diabetes mellitus [23]. Such goals can
be formally entered in the treatment plan with the patient as
a means of firming their commitment.

• What interventions are recommended for assisting pa-
tients with schizophrenia to cope with excessive hunger
and impaired satiety?

The Figure presents a model for addressing the various fac-
tors that lead to and maintain weight gain for patients treat-
ed with second-generation antipsychotics. Having assessed
the patient’s appetite and satiety responses, interventions
can be selected to address the cause of the weight gain and
may be supplemented by an increase in activity that can
boost caloric output. 

Dietary Counseling
Teaching patients to make healthy food choices can assist them
in coping with excessive hunger by offering them alternative
foods to eat. The consulting dietitian on our staff asks patients
to record the foods and amounts they eat. This provides infor-
mation for making dietary recommendations and giving feed-
back to patients about the amount of food they consume. The
dietitian then focuses on changing 1 or 2 items in the patient’s
diet at a time to a low-fat, low-calorie substitute. We have
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Figure. Interventions to prevent or reverse weight gain associated with second-generation antipsychotic medications.
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found that almost a quarter of patients who gained weight as
a result of treatment with an antipsychotic reversed the
process. Most used some form of diet and some engaged in
exercise, but a few used solely nonbehavioral interventions,
such as medication or surgery [24]. 

An important factor in changing eating habits is to be very
specific about amounts and even brands of food that are
lower in fat and calories. Some patients need assistance with
grocery shopping to help them to learn both the foods they
should purchase and to control impulses to purchase high-fat
foods. Given the amount of time and the familiarity with
appropriate alternatives required, physicians may find a re-
ferral to a dietitian or trained staff member to be an appro-
priate alternative to performing this counseling themselves.
Families may be able to help reinforce behavioral changes.
Some patients may opt for a self-directed diet or participation
in some form of commercial or self-help program. 

Teaching Cognitive-Behavioral Skills
Cognitive-behavioral skills can be combined with dietary
interventions so that patients with excessive appetite not
only eat the right foods but also eat reasonable amounts
(Table 2). Patients can be taught that cravings for food do
pass, and that they can delay eating by self-talk or distrac-
tion. Patients lacking the skills to turn away food may need
to behaviorally rehearse statements for declining offers of
food or suggesting healthy alternatives to offers for un-
healthy eating. Another strategy is to help patients develop
plans for themselves around eating, such as restricting the
amount of food at a meal or always leaving something on
their plate. Alternatively, patients who have developed
unhealthy routines, such as eating while watching television
or in bed, may choose to create a plan whereby they only eat
in a specific place with a full table setting. This strategy
delays food intake, increases the response cost in order to eat,
and helps patients to stop eating out of habit.

For those patients who have impaired or delayed satiety
responses, additional interventions may be needed. Patients
can be encouraged to drink a large glass of water or eat a
salad or other vegetables prior to eating their meal so that
they may feel satiated faster. Also, patients may need to plan
the consumption of a certain amount of food, thereby basing
consumption on portion size not their subjective feeling.
Because there is a potential delay in satiety, patients can be
instructed to consume food slowly so that they eat less by the
time they are satiated. 

Increasing Caloric Output
Two means of reducing weight through increasing caloric out-
put are work and exercise. Unemployed patients with schizo-
phrenia can increase their activity level through work. Even if
the work is not vigorous, the movement associated with com-

muting and even minor tasks can be of benefit. Ideally, work
should be incompatible with additional food consumption,
such as working as a receptionist rather than as a cook at a
fast-food restaurant. Introducing patients with schizophrenia
to exercise programs may be more of a challenge due to neg-
ative and mood symptoms (avolition and depression). If
patients can recognize that exercise does not have to be pain-
ful or hard and that any exercise is better than none, then they
are more likely to engage [21]. Simple lifestyle modifications
can also be recommended, such as taking stairs instead of the
elevator. Residential and inpatient staff can encourage walk-
ing by accompanying residents on short walks.  Some mental
health centers offer an exercise group or referral to a consult-
ing dietitian. We have found that an exercise induction group
can successfully assist patients with severe and persistent
mental illness to engage in regular exercise [25]. 

• What pharmacologic interventions can be tried? 

Pharmacotherapy
There is growing evidence that some pharmacologic inter-
ventions may be helpful in preventing or managing weight
gain associated with antipsychotic treatment. Such medica-
tion trials are particularly appropriate when there is a prima-
ry medical indication for their use. For example, high-dose
histamine2 (H2) blockers have been proposed as an antidote to
the antihistaminic properties of antipsychotics that may stim-
ulate appetite. The best evidence for such treatment comes
from a placebo-controlled trial of nizatidine in patients initiat-
ing olanzapine treatment [26]. Patients randomized to olanza-
pine plus nizatidine 300 mg twice daily demonstrated half the
weight gain seen in the olanzapine plus placebo group.
Nizatidine 150 mg twice daily did not differ from placebo. In
our clinical experience, high-dose H2 blockers may also help
patients who have been on antipsychotics for years to experi-
ence less appetite stimulation and to successfully lose weight
again. Many patients with schizophrenia are treated for gas-
trointestinal distress and may already be taking an H2 blocker.
Adjusting the dose to the higher range can be a simple, low-
risk way to assist patients who are experiencing appetite stim-
ulation related to antipsychotic treatment. 

Small open trials of amantadine and metformin have
indicated that these agents may also be helpful in managing
weight gain associated with antipsychotic treatment [27,28].
Appetite suppression or weight loss are also known side
effects of topiramate, amphetamines, bupropion, and lamot-
rigine. Many of these agents may be appropriate for treating
comorbid medical or psychiatric conditions, and may even
be able to be substituted for another agent in the same class
that contributes to weight gain (ie, lithium, valproate, or 
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tricyclic antidepressants). There are no agents specifically ap-
proved by the Food and Drug Administration for prevention
or management of weight gain associated with antipsychot-
ic treatment. Several agents are approved for the treatment
of obesity, such as orlistat and sibutramine. 

Some physicians routinely prescribe an agent for preven-
tion of weight gain when prescribing a high-risk antipsy-
chotic. However, given the fact that weight gain is not uni-
versal and that appetite stimulation is a specific marker for
those at risk for weight gain, we recommend a more conser-
vative approach. We start with education and careful assess-
ment of patients prescribed agents frequently associated
with weight gain. In those patients who report appetite stim-
ulation, we then proceed to behavioral interventions. When
behavioral interventions prove inadequate or cognitive lim-
itations limit successful implementation, we add pharmaco-
logic interventions. The pharmacologic interventions de-
scribed here are rarely adequate by themselves to prevent or
manage weight gain. In our experience, combinations of
behavioral (predominantly dietary) and pharmacologic in-
terventions are associated with the greatest success.

Additional Follow-Up
Over 5 weeks, the patient loses 6 lb but stops meet-
ing with the dietitian. While his motivation to meet

with the dietitian is low, he reliably meets with his case man-
ager every other week. She assumes the role of weighing
him, encouraging him to eat low-fat, low-calorie foods, and
assisting him in applying cognitive-behavioral skills to lose
weight. After 24 months, he weighs 275 lb, with a BMI of 38.
A year later, his weight is 282 lb. (BMI of 39). In an effort to
further assist the patient in losing weight, nizatidine 300 mg
twice daily is prescribed. In addition, he begins to eat a
banana at night to quell evening hunger and increases the
distance he walks per day. A year later his weight is 210 lb,
and his BMI is 29. Although still overweight, he is no longer
obese. Both his triglycerides and fasting blood glucose levels
are within normal limits. The case manager continues to
reinforce healthy lifestyle choices, but it becomes less of a
focus of treatment. 

CONCLUSION
Second-generation antipsychotic agents represent a major
step forward in our capacity to effectively manage the full
range of symptoms of schizophrenia with few if any neuro-
logic sequelae. Weight gain has emerged as the major side
effect liability of many of these agents. Developing an effec-
tive approach to assessment and management of changes in
appetite and satiety associated with these agents will maxi-
mize the practitioner’s capacity to achieve optimal pharma-
cologic management for patients with schizophrenia and
minimize adverse sequelae of treatment.
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