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ABSTRACT
Neuroleptic malignant syndrome (NMS) was initially notiﬁed as an adverse eﬀect of an antipsychotic agent called chlorpromazine, in 1956. In the past, several case reports of NMS have been reported, even if they did not meet the proposed diagnostic criteria for it. The diagnostic criteria for NMS include increased muscle stiﬀness, increased body temperature, elevated
creatine phosphokinase (CPK) levels by at least four times the upper limit of normal (ULN), autonomic dysfunction, and an
altered mental status.
We present a case of a 25-year gentleman with schizophrenia, who arrived in the Emergency Department, with signiﬁcant
behavioural changes for a month, accompanied by drowsiness and high-grade fever for two weeks. CPK levels done on two occasions were 669 U/L and 710 U/L, respectively. Persistent hyperthermia and autonomic symptoms with further deterioration in
mental status, led to a working diagnosis of NMS. The patient, thereafter, received bromocriptine, benzodiazepines and continuous intravenous hydration, but his clinical condition deteriorated and he expired after nine days of hospital stay.
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INTRODUCTION

CASE REPORT

Neuroleptic malignant syndrome (NMS) is a potentially lifethreatening, neuroleptic-induced idiosyncratic reaction, characterised by muscle stiﬀness, increased body temperature,
elevated creatine phosphokinase (CPK) levels, autonomic
dysfunction, increased white blood cell (WBC) count, and an
1
altered mental status. Global estimates from a review have
shown an overall estimate of 0.991 cases per 1,000 people;
whereas, the incidence in Pakistan remains understudied.2
NMS has been associated with signiﬁcant death rate or permanent damage, which highlights the need for its early diagnosis
3,4
and treatment.

We present a case of a 25-year gentleman with schizophrenia,
who arrived in the Emergency Department, with signiﬁcant
behavioural changes for a month, accompanied by drowsiness
and high grade fever for two weeks.

We, herein, present a case of a 25-year gentleman with schizophrenia, who arrived in the Emergency Department, with
signiﬁcant behavioural changes for a month, accompanied by
drowsiness and high-grade fever for two weeks. He was diagnosed with NMS and managed accordingly, but we were not
able to save his life.
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Detailed history revealed that the patient was having a low
mood and lack of interest in his work and relationship for the
past two years. A month ago, he became aggressive, verbally
and physically abusive towards his family members, throwing
objects at them and not recognising them. For this change in
behaviour, he was started with anti-psychotics and benzodiazepines (haloperidol, olanzapine, and clonazepam). Later,
medications were adjusted in accordance with his psychotic
episodes. His brother added that he had received anti-psychotics in the injectable form together with electro-convulsive
therapy for the control of his psychotic symptoms.
On admission, the vitals were: Temperature 101°F, heart rate 120
beats/minute, respiratory rate 18 breaths/minute, and blood pressure 120/80 mmHg. The patient was lean and thin, drowsy,
grimacing on pain; his pupils were 3mm in diameter, and sluggish
in reaction. There was an increase in muscle tone all over and
remarkable axial rigidity (neck stiﬀness in all directions). Laboratory workup revealed hemoglobin 15.7 g/dL, total leukocyte count
(TLC) 13,500/uL, platelets 264,000/mm3, urea 51 mmol/L, creatinine 0.99 mg/dL, sodium 146 mmol/L, potassium 3.8 mmol/L, and
bicarbonate 26 mmol/L. Furthermore, CPK levels done on two occasions were 669 U/L and 710 U/L, respectively. Magnetic resonance
imaging (MRI) brain was unremarkable and electroencephalo-
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gram (EEG) showed slow posterior dominant rhythm. Cerebrospinal ﬂuid (CSF) detailed report showed glucose to be 93
mg/dL (normal: 50-80 mg/dL), protein 27 mg/dL (normal: 15-45
3
3
mg/dL), and WBC count 4/mm (normal: 0-8/mm ) and red blood
3
cell (RBC) count 323/mm .

Although diagnostic criteria for NMS have been established,
widely accepted and applied, this condition still poses a diagnostic dilemma, as CPK levels may not be as high as expected.
Diagnosis of NMS should still be considered in appropriate circumstances.

The patient on arrival was admitted under the psychiatry services,
and was given broad-spectrum antibiotics for a possible central
nervous system (CNS) infection. Later, persistent hyperthermia
and autonomic symptoms with further deterioration in mental
status led to a working diagnosis of NMS.

PATIENT’S CONSENT:
Informed consent was obtained from the patient.

The patient, thereafter, received bromocriptine, benzodiazepines
and continuous intravenous hydration, but his clinical condition
deteriorated and he expired nine days after hospital admission.
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possible complication of antipsychotics, so they are more judicial
before prescribing high doses of these drugs in patients with
mental illnesses. Perhaps these shortcomings in knowledge and
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