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Introduction: Malignant neuroleptic syndrome (MNS) is life-threatening condition caused by psycho-
tropic medications1,2. Pulmonary embolism is known complication of antipsychotics, but incidence of 
pulmonary embolism in MNS is not known. Raised levels of creatine kinase can be helpful in diagnose 
but are not specific for MNS and there are cases with normal levels.3

Case report: We present the case of a 59-year-old female with severe bipolar disorder who presented 
with high fever, altered mental status and acute respiratory insufficiency. Upon presentation she was 
hospitalized in local institution for worsening of mental status receiving typical and atypical neuro-
leptics. On fourteenth day of hospitalization on psychiatric ward she was transferred to our Clinic be-
cause of acute respiratory insufficiency. High fever and altered mental status preceded, together with 
tachycardia and tachypnea but without hemodynamic instability. In laboratory tests special attention 
was on creatine kinase level which was not elevated. Before transport analgosedation and orotracheal 
intubation was preformed and she was mechanically ventilated. Upon admission CT pulmonary angi-
ography showed bilateral pulmonary thromboembolism. Patient developed hemodynamic instability 
requiring vasopressors so systemic fibrinolytic therapy was applied. Hospitalization was complicated 
with severe thrombocytopenia, acute kidney failure, prolonged and difficult weaning from ventila-
tor (with need of tracheostomy), partial epileptic seizures, bacteriemia (Staphylococcus species), and 
tetraparesis following prolonged immobility. Slowly, on tailored medical therapy together with inten-
sive physiotherapy patient started to recover physically but then her mental status started to deterio-
rate again. 

Conclusion: According to patient history, drug therapy, clinical presentation and excluded other pos-
sible causes we conclude that patient had MNS. Prompt reaction and therapy is necessary to reduce 
mortality in such lethal condition. 
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