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Intervention Effectiveness (CATIE) study[6] 
has seriously doubted the prevalent belief of 
atypical antipsychotics including olanzapine 
having lesser neurological side effects. Our 
case report supports this doubt. Although 
possibility of such a side effect is low, we still 
need a cautious approach regarding this agent, 
particularly while prescribing a higher dose.
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AMISULPRIDE-INDUCED BOTH 
OCULOGYRIC CRISIS AND 

TRISMUS

Sir,
Here we describe a young man who developed 
oculogyric crisis and tr ismus while on 
amisulpride, a newer antipsychotic drug.

A 24-year-old male engineering student was 
suffering from schizophrenia for the last 6 
months. His past history, as well as his family 
history, was noncontributory. His personal 
history did not reveal any evidence of prenatal, 
perinatal, or postnatal brain damage. In the 
initial phase of his illness, he possessed 
marked obsessive compulsive symptoms like 
ruminations, compulsive checking, and magical 
thinking. Hence he was put on ß uvoxamine 50 
mg/day, which was gradually increased to 200 
mg/day over a period of 3 weeks without any 
improvement. In fact, at the end of 4 weeks of 
ß uvoxamine  therapy, he exhibited psychotic 
symptoms in the form of social withdrawal, 
suspiciousness, aggression, disturbed biological 
functions, and, occasionally, muttering to 
self. Positive findings in the mental status 
examination at that time were poor rapport, 
restricted affect, delusion of persecution, and 
auditory hallucinations. The dose of ß uvoxamine 
was stopped immediately, and he was switched 
to amisulpride 50 mg/day, which was increased 
to 250 mg/day over a period of 2 weeks. On day 
3 of amisulpride 250 mg therapy, he developed 
oculogyric crisis in the form of sudden upward  

rolling of both the eyeballs, and it was so 
severe that only sclera was visible. His eyes 
were Þ xed in one position. Simultaneously he 
exhibited trismus in the form of limitation in 
opening the mouth associated with in speaking 
and swallowing. At the same time, he also 
started showing abnormal behavior in the form 
of hitting relatives, destruction of property, and 
extreme restlessness. He would beg for help to 
relieve these symptoms. Apart from the dystonic 
reaction, his medical and detailed neurological 
examinations, including fundus, were normal. 
He was taken to the emergency section, where 
he was given intravenous promethazine 50 
mg, following which there was a remission of 
all symptoms, including abnormal behavior. 
The entire dystonic reaction persisted for 60 
minutes. Four hours later, he again exhibited 
the same symptoms, though he had not been 
given any dose of amisulpride after the Þ rst 
episode of dystonia. Again, it was treated with 
intravenous promethazine. No dystonic or other 
movement disorders were noticed in any other 
parts of the body. Subsequently, the dose of 
amisulpride was reduced to 200 mg/day, and 
trihexyphenidyl 4 mg was added without any 
further recurrence of dystonic reaction. All 
investigations, including CT head, were found 
to be within normal limits. 

Amisulpride is a substituted benzamide 
derivative belonging to the second-generation 
antipsychotic group. It has negligible afÞ nity for 
5 HT2 receptors and is speciÞ c for dopamine 
D2 and D3 receptors. It binds preferentially to 
these receptors in the limbic and hippocampal 
system,[1] and this action may contribute to 
lower incidence of extrapyramidal side effects. 
Although extrapyramidal side effects are known 
to occur with amisulpride, their occurrence is 

relatively similar to that with olanzapine 5 to 20 
mg/day.[2] Little information is available on acute 
dystonic reaction associated with amisulpride. 
To our knowledge, the Þ rst side effect in the 
form of dystonia related to amisulpride is 
reported as recently as in 2006.[3] In our case, 
use of the Naranjo adverse drug reaction (ADR) 
Probability Scale indicated a highly probable 
relationship between the dystonic reactions and 
short-term exposure to amisulpride therapy.[4] 
Possibility of ß uvoxamine-withdrawal dystonia 
is remote because of its rare occurrence 
and lack of close temporal correlation as 
there was a gap of almost 2 weeks between 
stoppage of ß uvoxamine and emergence of 
side effects. Low doses of amisulpride (<10 
mg/kg) preferentially block D2/D3 receptors, 
resulting in enhanced dopamine transmission; 
higher dosages preferentially antagonize 
postsynaptic D2/D3 receptors, resulting in 
reduced dopamine transmission.[1] Our case 
did not receive high dose of amisulpride and 
still showed severe dystonia, which suggests 
an idiosyncratic reaction.

D. N. MENDHEKAR, BISHT YAJUVENDRA1, 
ASHISH AGGARWAL1

Consultant Psychiatrist, Pratap Nagar, Delhi, India
1Resident, Department of Psychiatry, 

GB Pant Hospital, New Delhi

Correspondence:
Dr. D. N. Mendhekar,

10867/19, Pratap Nagar, Near Metro Pillar 129,
Delhi - 110 007, India. E-mail: dnmendhekar@vsnl.net

REFERENCES

1. McKeage K, Plosker L. Amisulpride: A review of 

its use in the management of schizophrenia. CNS 

Drugs 2004;18:933-56.

2. Mortimer A, Martin S, Loo H, Peuskens J; 

SOLIANOL Sudy Group. A double blind, 

MedknowPC
Rectangle

MedknowPC
Rectangle



Indian J Med Sci, Vol. 62, No. 6, June 2008 Indian J Med Sci, Vol. 62, No. 6, June 2008

242INDIAN JOURNAL OF MEDICAL SCIENCES 241

randomized comparative trial of amisulpride 

versus olanzapine for 6 months in the treatment 

of schizophrenia. Int Clin Psychopharmacol 

2004;19:63-9. 

3. Zones R. Amisulpride: First report of dystonia: A 

case report. Adis Int 2006;1093:3-18 . 

4. Naranjo CA, Busto U, Sellers EM, Sandor P, 

Ruiz I, Roberts EA, et al. A method for estimating 

the probability of adverse drug reactions. Clin 

Pharmacol Ther 1981;30:239-45.

HEALTH SERVICES RESPONSES TO DISASTERS IN MUMBAI
 SHARING EXPERIENCES

AVINASH SUPE, RAJEEV SATOSKAR  

ABSTRACT

In mass disaster situations, demands frequently exceed the capacity of personnel and 
facilities. In the last few years, there has been an increased incidence of civil disasters; 
the spectrum of possible catastrophes has also dramatically increased as a result of 
an increasingly technologically sophisticated society. During the last 15 years, varied 
terrorist activities have become increasingly common as expressions of the opinions 
of extreme political groups, especially in India. In Mumbai itself, we have witnessed 
disasters such as widespread riots, terrorist bomb blasts, floods, and fires. There have 
been other disasters in India, such as earthquakes, floods, cyclones, as well as tsunamis 
Though most of the hospitals in India manage the medical problems associated with 
these disasters fairly efficiently, an analysis of the situation is presented so that this may 
form the basis for future planning in disaster preparedness and provide a template for 
other communities that may want to implement preparedness protocols. We present our 
experience with disaster management in Mumbai, India.
A successful medical response to multi-injury civilian disasters, either natural or man-
made, dictates formulation, dissemination, and periodic assessment of a contingency 
plan to facilitate the triage and treatment of victims of disaster. 
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INTRODUCTION

A disaster is defined as a sudden massive 
disproportion between hostile elements of 
any kind and the survival resources that are 
available to counterbalance these in the 

shortest period of time. In mass disaster 
situations, demands frequently exceed the 
capacity of personnel and facilities. Mass 
casualties such as sailing ship disasters and 
war casualties have occupied the attention of 
surgeons since the 17th century. In the last few 
years, there has been an increased incidence 
of civil disasters; the spectrum of possible 
catastrophes has also dramatically increased 
as a result of an increasingly technologically 
sophisticated society. Disaster preparedness 
plans must encompass the possibility of 
nuclear accidents, terrorist attacks, aviation 
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