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Case Report

Introduction of atypical antipsychotics has led to a decrease

in acute dystonic reactions. The antiserotonergic and

antimuscarinic activity of olanzapine may limit the develop-

ment of extrapyramidal syndromes (EPS). Because of low pro-

pensity to cause EPS, olanzapine has been used successfully

in cases with tardive dystonia.[1] Previous studies also con-

cluded that there were either rare or no dystonic reactions

with olanzapine therapy.[2, 3] Moreover, one study observed no

dystonic reaction with olanzapine even in higher doses in their

acute phase of double blind olanzapine trial.[4] Similarly, an-
other study observed that despite the relatively high dose of

olanzapine used, there were no signs of parkinsonism,

akathisia, dystonia and none of their patients required anti-

cholinergic medication.[5] In contrary to these findings, I wish

to report a case of olanzapine-induced dystonia in an adoles-

cent girl.

The patient was a 14 year-old girl, from a lower socio-

economic background with no family history of any neurologic

or psychiatric illness. Her personal history revealed that at

the age of 2, she suffered from encephalitis and subsequently

had delayed developmental milestones. When she was brought

to the OPD, 2 months ago, she was found to be aggressive,

disruptive, and showed disinhibited behavior with disturbed

biologic functioning including poor self care.

She was advised 2.5 mg/day of olanzapine for her

behavioral problems. With a single dose of olanzapine, she

developed severe dystonic reaction, in the form of oculogyric

crisis with retrocollis within 4 hours of taking olanzapine. She

had sustained upward deviation of both eyeballs. Her neck

was deviated to one side with stiffness in the neck muscles.

She showed dramatic response to an intravenous injection of

promethazine 50 mg. She was subsequently put on Lorazepam

1 mg/day. She was investigated for the organic cause of dys-

tonia, but her investigations, including the CT scan of the head

and serum calcium levels did not reveal any abnormality.

During her follow-up visit after 15 days, she was re-ex-

posed to the same dose of olanzapine and she again exhibited

a similar kind of dystonic reaction within 10 hours of a single

dose of olanzapine. Her dystonic reaction was again treated

with intravenous injection of promethazine 50 mg. Later on,

her behavioral problem was controlled with risperidone 2 mg

and trihexiphenidyl 2 mg/day without any recurrence of dys-

tonia.

Compared with typical antipsychotics, olanzapine has a

greater affinity for serotonin 5-HT
2A

 than dopamine D
2

receptors. Olanzapine is thought to have a preferential action

at mesolimbic over nigrostriatal dopaminergic pathways and

thus are associated with a very low incidence of extrapyrami-

dal side effects than observed with typical antipsychotic drugs.

In the Indian literature, reports on atypical antipsychotic-in-

duced dystonia are scanty.[6] To our knowledge, this is the first

case report of recurrence of olanzapine-induced dystonia in

the existing literature. This is not a coincidence finding be-

cause recurrence of dystonia was observed after re-exposing

the patient with the same dose of olanzapine.

Oculogyric crisis with retrocollis can occur in a medical

disorder such as encephalitis.[7] However, in this case, there

was a definite temporal correlation between the onset of dys-

tonic reaction and exposure to olanzapine. Apart from

dopamine, other neurotransmitters, particularly serotonin has

been proposed to play a role in acute dystonia but exact patho-

physiology of atypical antipsychotic drug–induced dystonia is

not known. [7] This case report shows that even atypical

antipsychotics such as olanzapine can induce dystonia in a

predisposed individual, particularly in young children with his-

tory of central nervous system dysfunction. It also suggests

that past history of dystonic reactions with atypical

antipsychotics are potent predictors of developing dystonia

when re-exposure to the same drug occurs.
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