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Abstract: Here, we report a female patient developing neuroleptic malignant syndrome 

following the use of a combination of clozapine and haloperidol. Subsequently, the patient 

presented withdrawal effects after an abrupt discontinuation of clozapine. Psychiatrists not 

aware of possible clozapine-withdrawal effects may misdiagnose as a part of the primary mental 

illness or as the initial symptoms worsening, if unrecognized.
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Introduction
Neuroleptic malignant syndrome (NMS) is a rare but the most severe side effect 

associated mostly with the use of antipsychotics.1 The most frequent signs and 

symptoms of NMS include fever, muscle rigidity, autonomic dysfunction (eg, 

tachycardia, labile blood pressure, tachypnea), confused mental state, and changes in 

laboratory findings, and untreated NMS can lead to a life-threatening coma.2

Clozapine-withdrawal effects are characterized by psychotic and somatic symp-

toms. Delusions, hallucinations, altered consciousness, insomnia, motor restlessness, 

and autonomic dysfunction have been reported.3,4 Rapid withdrawal effects of clozapine 

present usually in the first 2 weeks.

We report a case of a patient who developed NMS following the use of a com-

bination of clozapine and haloperidol. Subsequently, the patient presented with 

clozapine-withdrawal effects after abrupt clozapine discontinuation. Recognition of 

sudden clozapine-withdrawal effects is important during prolonged clozapine therapy 

in the psychiatric clinic.

Case report
Ethical written informed consent was obtained from the patient in accordance with 

protocols approved by the Clinical Research Ethics Committee of the Third Affiliated 

Hospital of Sun Yat-sen University. The patient, who met the Diagnostic and Statisti-

cal Manual of Mental Disorders, Fourth Edition (DSM)-IV criteria for schizophrenia, 

was a 37-year-old female. Treatment with antipsychotics was initiated at 18 years of 

age, and the patient had been treated in our department since that time. The patient had 

been treated with clozapine (350 mg/day) for more than 5 years. With the exception 

of slight hypotension, the patient showed no tremor or other side effects.

Seven days before admission to hospital, she was reported to present with 

anxiety and insomnia, because her only daughter would leave her to go elsewhere. 
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She  presented exacerbation of the psychotic symptomatol-

ogy with delusions and hallucinations, which required her to 

be readmitted to our department. She had no family history 

of psychiatric illness, and no alcohol or substance abuse 

was reported. Physical and neurological examinations were 

normal (pulse rate 90 per minute, body temperature 36.4°C, 

and blood pressure 110/70 mmHg). Initial laboratory tests, 

which included erythrocyte-sedimentation rate, glucose 

levels, cholesterol levels, thyroid-function tests, rheumatoid 

factor, complete blood count, kidney and liver assessments, 

and urinalysis, were within normal ranges.

Clozapine was subsequently increased to 425 mg/day 

upon her admission and increased to 475 mg/day after 5 days 

of hospitalization. At the time, she had suicidal ideas and 

impulsive behavior. Haloperidol 10 mg/day intramuscularly 

was added. After 6 days of hospitalization, the patient pre-

sented with agitation, diaphoresis, finger tremor, and mild 

muscle rigidity. These symptoms were thought to be due 

to extrapyramidal symptoms. At that time, trihexyphenidyl 

(4 mg/day) was added to control her extrapyramidal symp-

toms. After 7 days of hospitalization, she presented with 

lethargy and delirium. Her vital signs at the time included 

a heart rate of 170 bpm, blood pressure of 160/70 mmHg, 

respiratory rate of 38, and temperature of 39.5°C. Laboratory 

investigations revealed a serum creatine kinase (CK) level 

of 1,166 U/L (normal range: 24–184 U/L) with a normal 

myocardial component (CK-MB) and a white blood-cell 

count of 12.41×109 cells/mm3. The electrocardiogram, thorax 

and abdomen radiography, and other laboratory results were 

normal. Apart from treatment with the previous drugs, there 

were no other risk factors for conscious disturbance identified 

in the patient. She was diagnosed with NMS.

Subsequently, her medications, including clozapine, 

haloperidol, and trihexyphenidyl, were stopped. She received 

supportive therapy and additional treatments, including a 

urapidil hydrochloride injection to control pulse rate and 

blood pressure, an ice blanket to reduce her temperature, 

intravenous administration of diazepam (50 mg/day) for 

muscular rigidity and agitation, and mannitol to reduce 

brain edema. After 14 days of hospitalization, a marked 

improvement in NMS symptoms was noted, and her vital 

signs included normal heart rate, blood pressure, respiratory 

rate, and temperature.

However, the patient presented in a confused state 

with insomnia and auditory hallucinations. This condition 

remained unimproved over the course of 2 months, despite 

her being treated with olanzapine (daily dose of 20 mg) and 

risperidone (daily dose of 6 mg) for 4 weeks. Afterward, she 

was given only a rechallenge with clozapine at a starting 

dosage of 25 mg/day. The psychotic symptoms gradually 

remitted. The dose was slowly increased to 250 mg/day 

over 20 days. She was discharged in good condition after 

3 weeks.

Discussion
At the beginning, the patient’s condition was recognized 

as NMS caused by the combination of clozapine and 

haloperidol. The following NMS symptoms were observed 

in the case: impaired consciousness, rigidity, autonomic dys-

function (eg, tachycardia, labile blood pressure, tachypnea, 

diaphoresis), tremor, and delirium. The abnormal labora-

tory findings were elevated serum CK and white blood-cell 

count. The patient described fully met the criteria for NMS 

as proposed in the DSM-IV.

Although the precise pathophysiological mechanism 

underlying NMS remains unknown, it is believed to be related 

to striatal dopaminergic hypofunction caused by a blockade 

of striatal dopamine receptors. The antidopaminergic proper-

ties of antipsychotics could cause NMS, which is supported 

by the disorder’s response to dopamine agonists, such as 

bromocriptine.5 A genetic association study has sought to 

identify polymorphisms influencing susceptibility to NMS, 

especially with respect to the dopamine D
2
 receptor, serotonin 

receptor, and cytochrome p450 2D6.6 It has been suggested 

that serotonergic and noradrenergic receptors might have 

a role in the pathophysiology of NMS.7 Sympathoadrenal 

hyperactivity has been reported as one of the types of 

pathophysiology of NMS.8 NMS symptoms are remitted only 

by drug discontinuation and supportive care.9 Diazepam is 

useful for treating muscular rigidity and agitation.10

After an episode of NMS, the patient presented with 

altered mental status, and two principal hypotheses were 

considered: 1) the condition was due to reexacerbation of 

chronic schizophrenia and 2) the condition was due to clo-

zapine withdrawal. There was, especially after an episode 

of NMS, a therapeutic dilemma about the treatment of this 

case. At least 2 weeks should elapse before a rechallenge 

with antipsychotic medications, and the second medication 

should be different from the medication implicated in the 

initial NMS episode.11

NMS is the one extreme of neuroleptic-related toxicity.12 

It was questionable whether it was proper to give a patient 

who presented with symptoms of NMS a medication that 

could cause such a condition or even worsen it, especially 

because of its unclear clinical picture and lack of drug con-

centrations in the serum.
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We propose that abrupt clozapine withdrawal induced 

mental status changes after NMS-symptom resolution in 

the patient. The fact that it persisted despite her receiving 

other medications, and the rapid improvement observed 

after clozapine readministration, further supports this 

contention.

Clozapine-withdrawal effects have not received much 

attention. Clinicians need to be aware of the withdrawal 

effects of neuroleptics when they are suddenly discontinued. 

Cholinergic overdrive γ-aminobutyric acid supersensitivity 

may contribute to many of the symptoms of acute clozapine 

withdrawal.3 Clinically, whenever possible, clozapine should 

be slowly tapered. If side effects necessitate rapid withdrawal, 

the use of anticholinergics would help to improve at least 

some of the symptoms.13

Conclusion
In conclusion, psychiatrists not aware of possible clozap-

ine-withdrawal effects may misdiagnose as a part of the 

primary mental illness or initial symptoms worsening if 

unrecognized.

Acknowledgment
This study was supported by a grant from the Technology 

Project Foundation of Guangdong Province, People’s 

Republic of China (2012B031800283).

Disclosure
The authors report no conflicts of interest in this work.

References
 1. Ananth J, Parameswaran S, Gunatilake S, Burgoyne K, Sidhom T. 

Neuroleptic malignant syndrome and atypical antipsychotic drugs. 
J Clin Psychiatry. 2004;65:464–470.

 2. Gambassi G, Capurso S, Tarsitani P, Liperoti R, Bernabei R. Fatal 
neuroleptic malignant syndrome in a previously long-term user of 
clozapine following its reintroduction in combination with paroxetine. 
Aging Clin Exp Res. 2006;18:266–270.

 3. Stanilla JK, de Leon J, Simpson GM. Clozapine withdrawal resulted 
in delirium with psychosis: a report of three cases. J Clin Psychiatry. 
1997;58:252–255.

 4. Lee JW, Robertson S. Clozapine withdrawal catatonia and neuroleptic 
malignant syndrome: a case report. Ann Clin Psychiatry. 1997;9:165–169.

 5. Strawn JR, Keck PE Jr, Caroff SN. Neuroleptic malignant syndrome. 
Am J Psychiatry. 2007;164:870–876.

 6. Kawanishi C. Genetic predisposition to neuroleptic malignant syndrome: 
implications for antipsychotic therapy. Am J Pharmacogenomics. 
2003;3:89–95.

 7. Khaldi S, Kornreich C, Choubani Z, Gourevitch R. Antipsychotiques 
atypiques et syndrome malin des neuroleptiques: brève revue de la lit-
térature [Neuroleptic malignant syndrome and atypical antipsychotics: 
a brief review]. Encephale. 2008;34:618–624. French.

 8. Qureshi NA, Al-Habeeb TA. Sympathoadrenal hyperactivity and neu-
roleptic malignant syndrome. Am J Psychiatry. 2000;157:310–311.

 9. Gabellini AS, Pezzoli A, De Massis P, Casadei G, Grillo A, Sacquegna T. 
Neuroleptic malignant syndrome in an AIDS patient: clinical and patho-
logical findings. Ital J Neurol Sci. 1994;15:293–295.

 10. Levitt AJ, Midha R, Craven JL. Neuroleptic malignant syndrome with 
intravenous haloperidol. Can J Psychiatry. 1990;35:789.

 11. Rosebush PI, Stewart T, Mazurek MF. The treatment of neuroleptic 
malignant syndrome: are dantrolene and bromocriptine useful adjuncts 
to supportive care? Br J Psychiatry. 1991;159:709–712.

 12. Reilly JJ, Crowe SF, Lloyd JH. Neuroleptic toxicity syndromes: 
a clinical spectrum. Aust N Z J Psychiatry. 1991;25:499–505.

 13. Verghese C, DeLeon J, Nair C, Simpson GM. Clozapine withdrawal 
effects and receptor profiles of typical and atypical neuroleptics. 
Biol Psychiatry. 1996;39:135–138.

Powered by TCPDF (www.tcpdf.org)

http://www.dovepress.com/neuropsychiatric-disease-and-treatment-journal
http://www.dovepress.com/testimonials.php
www.dovepress.com
www.dovepress.com
www.dovepress.com
www.dovepress.com

	Publication Info 4: 
	Nimber of times reviewed 2: 


